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Abstract:

There is clear evidence of a link between health and physical 
activity (PA). PA is universally prescribed as a primary treatment 
for most chronic diseases. However, studies show that not many 
health professionals advise patients about PA. The current study 
examines how a cost-effective tool to improve population health 
has been completely neglected in professional practice in a state 
with maximum healthcare availability. Is this malfeasance in 
practice or a violation of human rights? Are healthcare providers 
exempted from their responsibilities because they choose to 
neglect them? Who should be held responsible for the increasing 
disease-related deaths that are easily preventable?
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Background: 

Diabetes and physical activity

Recent reports show that non-communicable diseases 
are responsible for nearly 62% of all deaths in India (1). 
Approximately 65 million people had diabetes in 2016 (2), 
and it contributed to 3% of the total mortality burden, most of 
them premature, occurring between the ages of 30 to 70 years. 
This massive burden of disease implies huge economic and 
health losses for the country (3)

Advice and counselling on physical activity (PA) is one of 
the three pillars of diabetes treatment. It is now considered a 
principal component of diabetes management (4). Research 
has shown that controlling blood sugar levels, blood pressure, 
and low density lipids (LDL) can reduce the risk of long-term 
complications and death among people with diabetes (5, 6, 7). 
Regular PA improves glycaemic control, which can prevent or 
delay type 2 diabetes and controls lipids, blood pressure, and 

cardiovascular co-morbidities (8, 9) The International Diabetes 
Federation (IDF) recommends PA for at least 3–5 days a week 
for a minimum of 30–45 minutes (10).

Role of health professionals

Health professionals are key to chronic disease prevention and 
health promotion (11). Primary care physicians are often in a 
good position to provide regular advice to patients to facilitate 
healthier choices. PA advice is an effective strategy for PA 
promotion (5, 12, 13). In combination with other interventions, 
providing regular advice about PA has been shown to lower 
the rates of diabetes in patients with glucose intolerance (14). 
Healthcare workers’ advice and support have been found to 
motivate patients to initiate exercise (15) and adhere to self-
management practices (16).

Studies have found that only 25–50% of healthcare 
professionals advised patients to start or increase PA, 
suggesting missed opportunities for disease prevention (17, 18, 
19). Similar studies on self-care practices among people living 
with diabetes show that merely 40% of patients were advised 
by healthcare professionals to start or increase their PA. The 
overall rates of PA counselling and referral to diabetics were 
found to be 18–36% (20, 21, 22).

Through this study, we integrate the available evidence from 
the literature and the findings of our own study to highlight 
the fact that regular physicians do not adequately advise 
patients encouraging the use of PA as a cost-effective tool (23) 
to improve health. We also attempt to draw attention to the 
fact that this has been completely neglected in professional 
practice in countries like India, leading to questions about 
patient care accountability (24, 25).

Methods and findings

We conducted secondary data analysis using data from the 
Prevention and Control of Non-communicable Diseases in 
Kerala Project Report, 2016-17 (26) which was a large-scale 
survey of over 12,000 households, covering all districts of 
Kerala. The primary objective of this survey was to assess 
the need for a large-scale behavioural intervention. For the 
purpose of the current study, we analysed the proportion of 
patients from Kerala living with diabetes who receive regular 
physicians’ advice about starting or increasing their PA. As 
stated in the survey, participants were asked, “To lower your risk 
for certain diseases, during the past 12 months, have you ever 
been told by a doctor or health professional to start or increase 
your PA or exercise?” Response options were “Yes” or “No”.

We found that only 30% of adult individuals living with 
diabetes were advised by health professionals to start 
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exercising during the last 12 months. Among the adults who 
participated in the study, only 17% had been given such 
advice. Among the adults reporting low levels of exercise, only 
19% had been advised to increase their PA levels. Only 21% of 
overweight and obese adults were advised to increase their PA 
levels (27) 

Discussion

This discussion section will cover the importance of 
information in health promotion, the current research evidence 
on effective provision of health-related information for patients 
with diabetes, and the ethical responsibility of physicians to 
provide health information to patients with diabetes.

Is information important for health?

The public health approach underlines the significance of 
preventing a disease by empowering people with different 
ways to lead healthier lives (28). This empowerment could be 
best accomplished by providing full information and making 
patients aware of their condition, how to manage it, and where 
and how to avail of the required services (24, 29).  For many 
patients, these healthcare providers are their only source of 
information on how to lead healthier lives. Therefore, health 
workers should play an active role in promoting healthy 
lifestyles (11, 14). unfortunately, studies show low levels of such 
advice from health professionals to individuals. 

Present scenario of advice on lifestyle modifications

Kerala recorded the highest prevalence of diabetes (19%) 
in the country in 2016 (1, 10), which is expected to double 
by 2030. This could lead to a health system crisis in the state 
(30). The National Programme for Prevention and Control 
of Cancer, Diabetes, CVD and Stroke (NPCDCS) provides a 
comprehensive framework and adequate training to health 
providers for communication regarding the benefits of PA and 
the damaging effects of a sedentary lifestyle (31). Our analysis 
shows that in 2016, less than one-third of adults living with 
diabetes had been told by a healthcare professional to start or 
increase their exercise. It seems inadequate that such a small 
share of patients receive lifestyle modification advice. Although 
this study suffers from several limitations, as the analysis was 
based on a single question and included information only 
about the past twelve months, we try to highlight a much-
neglected aspect of primary and secondary disease prevention 
in our country. 

 Effective management of diabetes

The effective management of diabetes requires a combination 
of medication and lifestyle modification. However, there is a 
complete lack of education on lifestyle modification during 
patients’ first and subsequent review visits (24, 32). The patients 
are clearly not participating in active decision making, during 
which they could be informed about the various choices 
they have for disease prevention or treatment for long-term 
effects and a complication-free healthy life. Doctors were 
found to underrate patients’ need for information (33). Their 
consultation mostly included quantitative measures such as 

blood glucose levels or glycated haemoglobin levels, which 
was difficult for patients to relate to their physical experiences 
(34). The doctors talked about the importance of PA but 
focused mostly on the use of medications for treatment (35). 
Various individual and organisational barriers like a lack of 
knowledge and training in PA counselling, perceptions about 
their qualifications to offer PA advice, and lack of time and self-
efficacy (35, 36) need to be addressed to improve PA advice 
and counselling in clinical settings.

Is advice by healthcare professionals enough? 

Although in most cases this advice would not be enough to 
translate into sustained behaviour (37), this should not act as 
an impediment for the healthcare provider to communicate 
useful information. When it is hardly the doctors’ choice 
whether to give medication to patients or not, why apply 
this to lifestyle advice? Patients’ compliance with medication 
and monitoring is also low. In a state like Kerala with high 
availability and accessibility of healthcare services, patient–
professional contact is very high and, though awareness 
among patients regarding their diabetes status is almost 60%, 
control is very low—only 16% (26). This is a missed opportunity 
in terms of health promotion as well as disease prevention. 
There may be multiple levels of factors for non-adherence, 
and interventions should be initiated to target those barriers. 
While transformation is necessary at multiple levels, it is also 
imperative that all change agents perform their role to bring 
about significant modifications in the current lifestyle patterns 
among patients (38, 39).

Why is it the physician’s responsibility?

PA reduces the risk of mortality, complications associated with 
long-term medication, surgeries, and co-morbidities. In low-
resource countries, this strategy could improve glycaemic 
control, bring down the burden of chronic diseases, increase 
life expectancy and the quality of life of the population, 
thereby bringing down the cost of care for patients and the 
country’s health expenditure (8, 40, 41, 42, 43).

Healthcare professionals are responsible for giving advice 
and treatment to patients. Advice should not be limited 
to medication, devices, and surgeries, which require the 
physician’s technical knowhow. It should also include advice 
on practices that could holistically improve their health 
without any expenditure. There is a need for more concrete 
communication by the providers so that they partner with 
the patients in finding feasible solutions for adopting and 
maintaining this behaviour (39, 44). As stated by WHO, “Advice 
and prescribed medicines from physicians are seen by many as 
the ultimate source of and resource for healthier lives. Physical 
activity must be a part of this, in the form of opportunistic 
advice or encouragement, as well as more profound and 
committing written ‘prescriptions’” (11).

Conclusion

The doctor–patient contract is based upon the trust of 
the patients and the physicians’ ethical responsibility to 
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place patients’ interests first. Patients believe in the doctor’s 
conviction in the best possible treatment for them (45, 46). The 
responsibilities of physicians involve informing patients about 
the contraindications and side effects of interventions. Advice 
on the benefits of PA and threats of sedentary lifestyle should 
be a part of this.

“Physicians have an ethical (and perhaps medical–legal) 
obligation to inform patients of the dangers of inactivity and 
promote PA to their patients in the clinical setting” (39). Hence, 
by not providing regular advice regarding PA to diabetic 
patients, the physicians are not only denying patients their 
right to correct information that will facilitate informed 
decision making, but are also violating one of the fundamental 
tenets of the ethical code—doing good to ones’ patients.
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