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Walk the Talk:  
VA Mental Health Care Professionals’ 
Role in Promoting Physical Activity

Sara Dyson, PhD; Matthew Cordova, PhD; and Lisa Johnson-Wright, PhD

Physical activity and therapy programs that include experiential exercise may be particularly  
effective in helping veterans become and stay active.

P
hysical activity is a key deter-
minant of health. Low levels 
of activity are associated with 
onset of and poorer outcomes 

of many chronic health conditions 
(eg, obesity, coronary artery disease, 
type 2 diabetes mellitus, chronic 
pain, hypertension1-4) and with 
higher rates of mental health condi-
tions (eg, depression, anxiety5-8). 

Behavioral interventions (Table 
1) can increase activity and improve 
physical health and mental health 
(Table 2).9-21 However, only 20% of 
adults in the U.S. meet federal rec-
ommendations for physical activity.22 
The situation is particularly grim in 
the veteran population. Littman and 
colleagues found that veterans were 
less likely than nonveterans were 
to meet physical activity standards, 
and VA patients were even less likely 
than were non-VA veterans to meet 
the recommendations.23 Further, the 
rates of chronic coexisting medical 
and mental health conditions are 
substantially higher in VA patients 
than in the general population.24-27

Given that exercise can positively 
affect physical and mental health and 
that VA mental health care profes-
sionals (MHCPs) have training in 
motivational enhancement and be-
havior modification, these clinicians 
are well positioned to intervene. The 
question arises, though: How can VA 
MHCPs do more to effectively pro-
mote physical activity in veterans?

ADDRESSING PHYSICAL 
ACTIVITY
There are numerous ways in which 
VA MHCPs can address physical 
activity with their patients. Several 
studies have demonstrated that phys-
ical activity interventions provided 
within primary care–mental health 
integration programs resulted in in-
creased physical activity.28,29 The 
number of VA health care providers 
(HCPs) offering such programs is 
increasing, which could mean that 
behavioral health support for physi-
cal activity promotion could become 
easier for veterans to access.30

In addition, National Center for 
Health Promotion and Disease Pre-
vention initiatives have led to an 
expansion of programs, such as the 
VA MOVE! Weight Management 
Program.31 Often cofacilitated by 
dieticians and MHCPs, MOVE! in-

cludes nutrition education, behavior 
modification, and physical activity 
promotion.32 Preliminary research 
suggests that MOVE! helps veterans 
lose weight and improve their health-
related quality of life.33-36

Further, psychological and behav-
ioral interventions can specifically 
target exercise and have been shown 
to increase physical activity, improve 
mood symptoms, and reduce health 
risk factors.9-21,37 However, little is 
known about the extent of exercise 
promotion in VA outpatient mental 
health services. For instance, some 
HCPs may educate patients about 
the benefits of physical activity, while 
others may facilitate physical activ-
ity scheduling, address barriers, and 
monitor, reinforce, and problem-
solve physical activity goals. 

Research also has supported the 
efficacy of technology-based in-
terventions in physical activity 
promotion by MHCPs. These in-
terventions include phone counsel-
ing, text messaging or smartphone 
application monitoring systems 
(including the MOVE! Coach mo-
bile app), DVD-based approaches, 
and web-based interventions.38-42 
However, these interventions may 
be most effective when comple-
mented with face-to-face support 
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(eg, psychotherapy, nutrition/exer-
cise classes).43 Although MHCPs can 
promote physical activity in various 
ways, intensive focus on this target is 
not standard practice in many mental 
health care settings.

Barriers to Physical Activity 
Despite physical activity promotion 
efforts, patients struggle to imple-
ment and maintain physical activity 
recommendations.22,44,45 For many 
patients, exercise is a new or long 
abandoned activity, and instruc-
tion on how to exercise properly is 
needed.46 Lack of financial resources 
may limit access to a gym, trainer, 
or physical therapist.47 Some pa-
tients avoid exercise because of body 
image concerns, and many think 
they lack the self-discipline and time 
for exercise.46,48,49

Additional barriers to physical 
activity are pain, fatigue, and other 
physical symptoms.50-52 Obese pa-
tients may find physical activity 
less enjoyable and more uncom-
fortable.53 Some patients fear ex-
ercise will exacerbate medical 
problems or have negative physical 
consequences.51,52

Psychiatric symptoms and medi-
cation adverse effects are commonly 
reported barriers.54 Some patients 
with anxiety avoid physical activ-
ity because the resulting physi-
ologic sensations (eg, rapid heart 
rate, sweating) are similar to anxiety 
symptoms.55 Patients with posttrau-
matic stress disorder (PTSD) are less 
likely to exercise, secondary to PTSD-
related avoidance, even though they 
were physically active before their 
trauma.56-58 Some patients with de-
pression avoid exercise and other ac-
tivities because their symptoms (eg, 
fatigue, anhedonia) make it difficult 
for them to take action. Many pa-
tients put off exercise while waiting 
for relief of mental health symptoms, 

even though evidence suggests that 
physical activity may help improve 
those symptoms.5,6

These barriers often render inef-
fective the approach of simply rec-
ommending exercise or encouraging 
patients to exercise. Counseling 
alone may not be sufficient to effect 
meaningful change in exercise hab-
its. Many effective physical activity 
interventions have both a counsel-
ing and exercise components,59-61 
and research suggests that such in-
terventions may be most effective 
when they include a form of experi-
ential exercise.10

CLINICIAN-ASSISTED 
EXPERIENTIAL EXERCISE
Exercise interventions may involve 
information dissemination, coun-
seling, an experiential exercise 
program, or a combination of these 
activities. Research has yet to deter-
mine precisely which components 
are most effective. Given the barriers 
to adhering to exercise recommenda-
tions, however, exercise interventions 
that include an experiential compo-
nent may be more likely to affect be-
havior change. 

According to Sime, exercise ther-
apy is the “practice of combining a 
program of exercise with traditional 
psychotherapy.”62 Sime outlined 
a 10-session approach to exercise 
therapy and suggested that walking 
with patients while engaging in psy-
chotherapy can reduce barriers to 
change. This approach may be effec-
tive for several reasons. First, it mod-
els the recommendation to engage in 
activity despite not feeling well and 
often improves mood. Second, the 
experiential nature of the interven-
tion gives the patient an immediate 
opportunity to physically feel the 
benefits of activity. Third, the experi-
ential component is similar to expe-
riential exercise interventions, which 

have been shown to improve chronic 
health problems, such as obesity, and 
it parallels in vivo exposure, which is 
highly effective in treating anxiety.10,63

Exposure to exercise also has been 
effective in treating chronic pain in 
patients who fear physical activity 
because they anticipate pain or re-
injury. In patients with chronic low 
back pain, in vivo exposure reduced 
anxiety more than an education-only 
session did, and the result was im-
proved participation in relevant daily 
activities.64 Results were sustained at 
the 6-month follow-up but only for 

OCTOBER 2016 • FEDERAL PRACTITIONER • 15

Table 1. Interventions Used 
to Improve Physical Activity

Acceptance and commitment therapy37,41

Cognitive behavioral therapy60

Motivational interviewing15,29,a

Group psychoeducation31,32,a

Telephone or text messaging support38,39,43,a

Web-based intervention42,a

In vivo exercise support10,60,62,64,65,a

aNot necessarily provided by a mental health 
care professional.
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patients who received in vivo expo-
sure.65 Similarly, in vivo exposure to 
feared movements increased physical 
activity and reduced pain-related fear, 
catastrophizing, and disability in pa-
tients with chronic low back pain.65 
These findings have implications for 
other chronic health problems. Partic-
ularly for patients who fear and avoid 
exercise, psychoeducation about exer-
cise and opportunities to experience 
exercise in session may increase phys-
ical activity outside of therapy.10

Obstacles to Exercise Promotion
Mental health care providers may be 
reluctant to use experiential exercise 
interventions for a variety of reasons. 
Some fear that they or their patients 
might sustain an injury or an exac-
erbation of physical symptoms. In 
addition, some MHCPs have liabil-
ity and safety concerns surrounding 
meetings with patients outside the 
office. And obtaining medical clear-
ance requires extra time and energy. 

Some MHCPs think that this type 
of experiential activity might cross a 
professional boundary. Others may 
wonder whether providing experien-
tial exercise as part of mental health 

services is sufficiently 
evidence based or is 
a breach of standards 
of practice. Similarly, 
some MHCPs who 
use manual-based in-
terventions are hesi-
tant to stray from an 
evidence-based pro-
tocol and include ex-
periential exercise in 
psychotherapy. Fur-
ther, some MHCPs do 
not feel competent to 
provide such an inter-
vention, given that it is 
not typically covered 
in their mental health 
care training, and they 
think that providing 

opportunities for experiential exer-
cise falls outside their MHCP role. 
Last, some MHCPs are uncomfort-
able exercising on their own and 
thus may be particularly uncomfort-
able exercising in front of patients.

PROMOTING PHYSICAL ACTIVITY
Although significant, barriers to pro-
motion of physical activity can be ef-
fectively reduced by taking the steps 
outlined in Table 3. First, MHCPs 
must reflect on their own past and 
present physical activity and on their 
readiness to provide clinician-assisted 
experiential exercise. In addition, 
MHCPs should explore nearby alter-
native resources for physical activ-
ity, share their findings with patients, 
and encourage patients to use these 
resources. Next, medical clearance 
for increased physical activity can be 
obtained from patients’ primary care 
physicians, and any physical activity 
recommendations or limitations can 
be reviewed and documented. Men-
tal health care providers should then 
obtain patients’ informed consent, 
which involves discussing the po-
tential risks and benefits of increased 

exercise and, if appropriate, collabo-
rate with patients to reach an agree-
ment to focus on physical activity as 
an important aspect of their work 
together. Any additional risks and 
benefits of clinician-assisted experi-
ential exercise can be discussed, and 
the ways in which physical activity 
can be used in session (eg, “walk and 
talk therapy”; other exercises recom-
mended by the medical team) can be 
reviewed. Further, MHCPs can clar-
ify their role and discuss how clear 
boundaries will be maintained within 
the therapeutic relationship. Alterna-
tive VA and community services that 
can help increase physical activity 
should also be discussed.

Once these steps are complete, 
MHCPs can address patient’s barri-
ers to physical activity (Table 4). A 
discussion of the patient’s physical 
activity history is a good starting 
point. Biopsychosocial factors that 
can affect the ability to engage in and 
follow through with physical activ-
ity can then be explored, and HCPs 
and patients can set specific attain-
able physical activity goals. For in-
stance, MHCPs can specify whether 
in-session clinic-assisted experiential 
exercise will be used and, if so, in 
what capacity. Last, physical activity 
goals can be revised periodically and 
revisited with the medical team.

Alternate Promotions 
Mental health care providers also 
should consider involving other HCPs. 
Physical therapists and exercise physi-
ologists are in a unique position to 
provide experiential exercise training. 
Some VA facilities include experiential 
exercise in their MOVE! program—
veterans exercise together in the VA’s 
physical therapy gym while being 
monitored by a physical therapist.

Peer support specialists (PSPs) 
also are in a unique position to effec-
tively provide experiential physical 

Table 2. Conditions Likely to Benefit 
From Increased Physical Activity

Physical Mental

Type 2 diabetes3,9,11,13 Depressive symptoms16,17,20,21

Obesity10,12 Anxiety symptoms18,20

Coronary artery disease2,11 Pain-related anxiety64,65

Stroke11

Colorectal cancer11

Hypertension14

Chronic pain15

Heart failure60
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activity interventions at VA facilities. 
These PSPs are veterans who have 
physical or mental health problems 
but are far enough along in recovery 
to provide helpful services to other 
veterans with similar challenges.66 
Recent organizational efforts have in-
creased the presence of PSPs in VA 
clinics. Peer support specialists use 
aspects of their recovery to help other 
veterans, provide supportive coun-
seling, and facilitate activity groups, 
such as walking, hiking, golfing, and 
photography groups. Further, PSPs 
may not have to deal with MHCPs’ 
concerns regarding scope of practice 
and clinical boundaries vis-à-vis exer-
cise interventions.

Other VA and community pro-
grams provide ways for veterans to 
engage in experiential physical ac-
tivities. Some VA facilities have 
pools and gyms that provide open 
hours for veterans; some even offer 
free HCP guidance. Clinics also oc-
casionally provide transportation to 
community gyms that offer veter-
ans discounted memberships. Team 
Red, White, and Blue (https://www 
.teamrwb.org), Veterans Expedi-
tions, (http://www.vetexpeditions 
.com) and other community organi-
zations promote veterans’ physical 
activity by organizing events, such 
as endurance races, fly fishing, and 
mountaineering. By staying up-to-
date on local community services, 
MHCPs can facilitate opportunities 
for experiential exercise alongside the 
psychotherapy services they provide.

Although valuable resources exist, 
veterans nevertheless encounter 
obstacles to exercise. For instance, 
many VA HCPs do not include 
physical therapy as a standard part 
of the MOVE! program. Others offer 
physical therapy not as an integrated 
service but as a separate, optional ser-
vice, and attendance requires more 
initiative. Often, veterans are referred 

for physical therapy only if they have 
sustained an injury. Even when phys-
ical therapy or exercise physiology 
services are offered, many veterans 
have difficulty following through. 
Reasons include anxiety, time con-
straints, difficulty managing multiple 
appointments, and negative beliefs 
about exercise and physical therapy 
(eg, it will make me hurt, physical 
therapy is only for people recovering 
from an injury). Last, some veterans 

are reluctant to engage in peer-led or 
non-VA exercise programs.

FUTURE RESEARCH
This article highlights the need for 
research in several areas. First, it 
would be helpful to know the extent 
to which VA MHCPs are already pro-
moting physical activity for their pa-
tients and the ways in which they 
are using experiential exercise in-
terventions. Research also will help 

Table 3. Addressing Clinician-Associated Barriers to PA  
Promotion Within Psychotherapy

Clinician reflection
•  Before discussing PA promotion, the clinician should reflect on: 
       - The HCP’s own past and present PA behavior 
       - The HCP’s willingness and comfort regarding clinician-assisted experiential PA
       - Local VA and community resources that can be used to increase PA

Medical clearance
•  Request clearance from patient’s primary care physician 
•  Document any primary care physician discussions, including any guidance provided or  

limitations noted

Informed consent
•  Provide psychoeducation about PA and relationships with physical health and mental health
•  Discuss potential risks and benefits of including PA promotion as a goal for psychotherapy
       - If appropriate, specifically discuss the risks and benefits of clinician-assisted  
          experiential exercise
       -  Discuss potential methods for experiential exercise (eg, “walk and talk” therapy, other 

recommended exercises that could be performed in session) 

Alternatives
•  Discuss additional VA or community services that may assist in increasing PA:
       - Primary care-mental health integration
       - MOVE! Weight Management Program
       - Physical therapy services
       - Exercise physiology services
       - Peer support specialist programs
       - VA gym, pool, or fitness classes
       - Community resources 

Discussion of boundaries and emergency procedures with patient
•  Clarify the role of mental health care providers vs other HCPs
•  If engaging in HCP-assisted exercise outside the office, discuss how you will manage being 

seen by other patients and the public
•  Discuss how any psychiatric or medical emergencies will be managed during experiential 

exercise (this could also be discussed with the clinic manager/supervisor)

Abbreviations: HCP, health care provider; PA, physical activity.
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determine the extent to which experi-
ential exercise interventions can be ef-
fective in treating mental and physical 
health conditions not listed in Table 2 
and any conditions for which exercise 
interventions may be contraindicated. 
The effectiveness of exercise therapy, 
as described by Sime, also warrants 
more investigation with random-
ized clinical trials.62 Further, it would 
be useful to know more about the  
extent and effectiveness of other ex-
periential exercise available to vet-
erans, whether through the MOVE! 
program or through other VA or com-
munity resources. This would help 
HCPs understand how to best pro-
mote physical activity in veterans 
with chronic physical and mental 
health needs.

CONCLUSION
Most people fall short of recom-
mended levels of physical activ-
ity, and this is especially true of 

veterans, who also are at higher 
risk for chronic physical and men-
tal health problems.23,24 VA MHCPs 
are in a unique position to pro-
mote physical activity, and therapy 
programs that include experiential 
exercise may be particularly effec-
tive in helping veterans become and 
stay active. Other providers are well 
suited to provide experiential exer-
cise opportunities, but MHCPs can 
simultaneously address the psycho-
logical factors that prevent veterans 
from engaging in exercise. Although 
VA MHCPs should continue to col-
laborate with other resources that can 
provide experiential exercise, they 
should also consider the potential 
benefit of experiential exercise within 
psychotherapy.  ●
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