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BY 

KAREn 

ASP I ’m taking an indoor cycling class when the instructor does something that 

is not only unusual, but also potentially dangerous: she asks participants to 

take one foot out of the clip or cage, place it on the center of the bike, and 

pedal with one leg. participants remain here for several minutes, increasing 

resistance per the instructor’s urgings (they are supposed to feel an incredible burn 

in their quads), before resuming two-legged cycling. they then switch legs.

G f i
S E R i E S

I’m convinced the instructor doesn’t realize how ill-
advised this move is, as she does it in every class. Yet 
one-legged cycling isn’t the only mistake instructors 
are making. Other mistakes—everything from push-
ups on handlebars and isolations to jumps and out-of-
control pedaling—are regularly being made in indoor 
cycling classes. 

Unfortunately, some of these moves are neither 
safe nor effective and could lead to injuries among 
participants. That’s why we’ve tapped leading experts 
from various indoor cycling programs to shed light 
on some of these contraindicated moves. They’ll also 
reveal what it takes to create a good cycling class—and 
why coaching is more important than instructing—so 
you’ll never have to rely on these moves again. 

Five Common Mistakes
One of indoor cycling’s biggest advantages is 

its simplicity. “You sit or stand, change resistance 
and pedal,” says Julz Arney, lead master trainer for 

Schwinn Cycling and a fitness educator in Costa Mesa, 
Calif. “It doesn’t get much more difficult than that.”

Yet in recent years, instructors have made cycling 
more difficult, and several reasons may be to blame. 
For starters, many cycling instructors come from 
aerobic fitness backgrounds, and transitioning from 
the aerobic arena into indoor cycling can be challeng-
ing. “Group fitness instructors are often [accustomed] 
to such complex choreography that when they face 
the simple design of cycling classes, they’re lost,” 
says Luciana Marcial-Vincion, M.A., Spinning Master 
Instructor and Master Instructor Team Manager for 
Mad Dogg Athletics. 

Another problem? “Instructors have this perception 
that participants are getting bored riding bikes,” Marcial-
Vincion says. As a result, instructors employ creativity 
and make up moves that aren’t real to the road. 

While these moves might seem like fun to partici-
pants, they aren’t always good for them. “Some of 
these moves are contraindicated, which jeopardizes 
participants’ health,” Marcial-Vincion says, adding 
that she’s seen many insane things in cycling classes, 
including a national TV show that removed the saddle 
so participants couldn’t sit. 

Karen asp, a health and fitness writer and ACE-certified fitness professional, 
writes regularly for numerous publications, including Self, Shape, Women’s 
Health, Fitness, Prevention, Real Simple, Men’s Fitness, Woman’s Day and 
Natural Health. She’s also a contributing writer for AOL and Oxygen.
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So what are some of these contraindicated moves? Take 
a look at five of the top offenders: 

Out-of-control cadences: If you’ve never cycled out-
side, it’s easy to ride indoors with cadences that are too fast. 
Yet if you were to ride that quickly on the road, you wouldn’t 
get anywhere. Plus, super-fast pedaling doesn’t provide much 
of a challenge for your body. “You might have the perception 
that you’re working hard, but you’re only as productive as 
the power you’re producing,” Marcial-Vincion says. If you use 
lower resistance and higher cadences, you have lower power 
output, which means you’re not challenging the cardiovascu-
lar and muscular systems as much and will have a harder time 
reaching your goals. Super-fast cadences also pose dangers to 
the hips, knees and ankles. 

To keep participants in control, do cadence checks where 
you ask participants to count pedal strokes. For instance, do 
a 10-second count and then have them multiply by six to 
determine their revolutions per minute (RPM). Schwinn, for 
instance, recommends that cadences not exceed 110 RPM. If 
you or your participants are going faster than that, add resis-
tance to slow the legs. 

You might also do what Arney’s done and replace the 
word “sprint” with “surge” or “power surge.” “To most 
students, the word ‘sprint’ means pedal as fast as you can, 
which is a recipe for disaster,” she says. Instead, to do this 
right, make sure participants have enough resistance on their 
bikes. Then ask them to add more leg power to that already-
challenging resistance, and you’ll successfully execute a surge. 

Conversely, pedaling too slowly (under 50 RPM per 
Schwinn), can cause the legs to fatigue before achieving 
much of a cardiovascular benefit. Arney suggests that if you 
keep cadences between 60 and 90 RPMs in class, “you’ll 
always be able to find the workout intensities that make 
indoor cycling such a great workout.”

One-legged cycling: Professional cyclists will do one-
legged cycling on machines that measure force output pro-
duced by each leg. Yet in an indoor cycling class, explains 

Arney, power output typically is not measured so the value of 
one-legged cycling is questionable. Besides, cycling is a two-
legged sport, and reducing it to one leg makes no sense.  

More importantly, though, removing one foot from the 
cage or clip increases the likelihood of getting hit in the calf 
by the pedal and causing serious injury, says Marcial-Vincion. 
The risk increases in dimly lit studios where participants can’t 
see their bodies clearly. Regardless of light level, however, 
instructors should never ask participants to remove their feet 
from the pedals while they’re riding. 

Push-ups on the handlebars: Have you ever seen a 
cyclist do this on the road? Then why do it in class? Besides, 
doing push-ups on a bike doesn’t provide enough challenge 
to build strength, and they make participants move unnatu-
rally on the bike, which could put them in compromising 
positions. “Save push-ups for when you’re on the floor and 
grounded to the earth,” Marcial-Vincion says. 

Jumps: “Jumps are a poor choice and should be replaced 
with simple riding techniques and great coaching,” Arney 
argues, citing three reasons. First, even if you’ve mastered 
jumps with resistance, the majority of your participants have 
not. So, to keep up with you, they often decrease resistance 
and sacrifice fitness benefits in exchange for a maneuver that’s 
neither functional nor effective. Secondly, “one of the most 
stressful moments for the knee joint in cycling occurs when 
a rider gets up out of the saddle, so any perceived benefit 
of jumping is outweighed by the potential overuse damage 
that can result from getting in and out of the saddle,” Arney 
explains, adding that this is especially true with super-fast 
jumps. Besides, if you want to keep recruiting new participants 
into indoor cycling classes—which, according to Arney, has 
been losing ground in recent years—you should eliminate 
intimidating moves like jumps that may scare people away. 

Isolations: You might love telling students to freeze 
their upper body while in a standing position so they feel 
a burn in their quads. Yet the long-term ramifications 
could be tremendous. “You’re placing undue stress on the 
hips, knees and ankles,” says Mancial-Vincion, “which 
could cause serious injury.” Instead, find ways to challenge 
the quadriceps more safely. One suggestion: Move into a 
standing position, but increase the resistance and cadence 
slightly so it feels like a difficult road. You’ll then feel that 
same burn without the dangers. 

Designing Classes With  
safety and efficacy in Mind

Now that you know what doesn’t work, let’s look at what 
does work in indoor cycling classes, tackling this important 
question: How do you create safe, effective and fun indoor 
cycling classes without these moves?

For starters, brush up on your knowledge of cycling. If 
you can get outside to ride so you can get a feel for what 
true cycling is like, go for it. Otherwise, read cycling books or 
watch DVDs so you get an idea of what the sport is all about, 
suggests Marcial-Vincion. You should also take continu-
ing education workshops so you can experience first-hand 
how to deliver a simple riding experience and how to coach 
participants through your classes. Another easy option? 
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they can answer three questions at any time in your class: 
1. What’s the goal? (e.g., Are they trying to pass five 

riders to make it to the top of the hill first?) 
2. How should the work feel? (e.g., Comfortable? Hard?) 
3. And finally, how long will the work last? (e.g., Thirty 

seconds? Four minutes?) 
Arney calls this the triple-link technique and says you 

can do this for each song or link several songs together. 
“After that, you can be relatively quiet and reinforce the 
answers to those questions,” she says.

For instance, here is a triple-link, “big picture” exam-
ple from Arney that would set the tone for the entire 
class: “In our 50-minute ride today, there will be four 
stages, each stage ending with a five-minute climb. We’ll 
work at a good endurance pace to get up the hills, then 
push to breathlessness to reach the top of each one.” 

And here is an example of how the triple-link tech-
nique might work for just one song. At the beginning 
of the song, you might say something like: “You have 
seven minutes to reach the base of the climb. Work at 
a comfortable pace until we get there so you can use 
everything you’ve got to be the first rider to the top.” 

Marcial-Vincion also encourages instructors to use 
language that’s motivational and perhaps even life-
changing. “Use words that are empowering that help 
students discover something deep within themselves 
that they wouldn’t have had a chance to discover in 
a step class or another workout,” she says. If you need 
help finding the words, read inspirational books by 
political, sports, academic or religious leaders and listen 
to how they phrase things. Then apply your own experi-
ences to your language. 

Take cycling classes at your club and learn from your col-
leagues. This will give you a feel for what you like and 
don’t like as a participant. 

Then take time to make a plan before you step into 
class. Your first step? Setting a goal for each of your 
classes. “You need to have an objective for your classes, 
whether it’s for the entire class or each song,” Arney 
says. Think about any successful sports coach—one  
reason that coach is so effective is because for every 
training session, he has a plan for the day. Your cycling 
classes should be no different. For instance, will that 
first five-minute song after the warm-up be five minutes 
of steady, comfortable endurance work? Or will you ask 
participants to challenge their strength by doing a mod-
erate hill climb? 

Once that goal is defined, you can create a plan to 
meet your objectives, which includes choosing appropri-
ate music to convey your message, picking terrain that 
meets the goal and, perhaps most importantly, using 
motivational coaching cues. “If you want to be success-
ful,” says Marcial-Vincion, “you need to learn how to be 
a better coach.” 

That might seem an unusual transition at first, espe-
cially if you’re accustomed to barking orders at partici-
pants in your step and boot-camp classes. Yet it may not 
be as tough as you think.

First, don’t think you need to talk the entire class. “One 
of participants’ top complaints is instructors who talk too 
much,” Arney says, adding that most participants prefer to 
hear what they should be doing and then be left alone.

Second, provide enough information to participants so 

Once you learn how to become a better coach, you’ll 
no longer have to rely on contraindicated or questionable 
moves to fill time in your cycling classes. No doubt you’ll 
also hear how much more participants are enjoying your 
classes. In the end, you may even boost the numbers in 
your cycling classes, and that’s the ultimate compliment 
any instructor can receive.  
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When Todd crandell Was TWenTy-soMeThinG, he 
Was a TalenTed, handsoMe aThleTe on his Way 
To a Professional hocKey career——eXcePT for 

one obsTacle——druG and alcohol addicTion. 

“Addiction was absolute hell for me,” says Crandell. “I would wake 
up each day and not thank God for life or be excited for what the day 
would bring. Rather, I’d be pissed off that the drugs I took the night 
before didn’t kill me. I lost everything from my addiction—education, 
family, friends, spirituality, self-respect. The difference between living 
and dying was nonexistent.” 

Fast-forward several years later. Now in his early 40s, Todd is happily 
married with three children, and is the founder and executive director of 
The Racing for Recovery Foundation, based in Sylvania, Ohio, and author 
of Racing for Recovery: From Addict to Ironman. Perhaps most importantly, 
though, he’s clean and sober—and living. 

When Crandell decided to enter recovery after 13 years of drug and alco-
hol abuse, he went the traditional route, attending 12-step support groups, 
reading anything and everything he could get his hands on regarding 
recovery, watching movies and TV shows on the topic, and forming friend-
ships with other recovering addicts. But he felt something was missing.

“Twelve steps were good and are good for people who like that 
approach,” he explains. “I just got to the point where I was like, ‘Okay. Let’s 
put this into practice.’”

He also had a few other hang-ups regarding traditional programs that 
place the emphasis on abstinence above all else. “I don’t believe once an 
addict always an addict and I certainly don’t believe I am powerless over 
drugs. I have complete control over whether I put that stuff in my system 
or not. Saying I’m an addict and I can’t help myself just is not true.”

Like fitness, one size does not fit all when it comes to recovery programs. 
While 12-step programs have and continue to help millions of addicts 
recover from addiction, “saying that you have to do the 12-steps to achieve 
sobriety is like saying you can only drink one kind of beer to get drunk,” 
says Crandell. “There are many ways to become addicted to drugs and there 
are many ways to recover.”

Many recovery programs are now taking a more holistic approach 
when it comes to recovery. While some may still incorporate the 12-step 

feaTure
S T o R Y

A staggering 23 million Americans suffer 
from addiction* to drugs or alcohol. 

 —survey by the U.S. Dept. of Health and Human Services

Carrie Myers is the fitness coordinator at the Mt. Washington Resort 
in Bretton Woods, N.H., and has been a freelance writer for 10 years.

*For the duration of this article, “addiction” refers to addiction to 
drugs and/or alcohol.

approach, they’re supplementing it with lifestyle changes, 
including exercise, healthy eating, stress management and 
optimal rest. 

“Exercise is an essential part of the recovery process,” says 
Mitchell Wallick, Ph.D., executive director of CARE in North 
Palm Beach Florida. “At our center we have a gym with a 
physical trainer three days a week. We also do yoga and mas-
sage therapy. The concept is that a whole mind in a whole 
body is part of what is required to recover.” 

Crandell craved something more and fell back on what 
he knew from his hockey days—working out. “When I first 
got sober I got back into lifting weights, but then decided to 
pick up my hockey career again, so there was a lot of hockey 
and running. Then I found Ironman and added swimming 
and biking to my daily routine. This helped improve myself 
not only physically, but spiritually, emotionally and intel-
lectually, as well.”

The daily ritual of working out helps an addict in many 
ways. First, it provides structure and meaning, something 
many addicts lose while in active addiction. It also fills time 
and keeps their minds busy. The process of getting fit or 
participating in training for an event also builds confidence 
and gives a recovering addict goals to work toward. And since 
depression and addiction go hand-in-hand and exercise has 
been shown to ease symptoms of depression and anxiety, it’s 
one more reason to add exercise to one’s recovery plan. 

“Most addictions result in an imbalance of the neuro-
transmission system,” explains Wallick. “Consequently, 
patients suffering from drug-induced depression are helped by 
the release of dopamine and serotonin from exercise. It’s also a 
very important part of the recovery process in terms of increas-
ing self-esteem and generally feeling better.”

ExERCiSE  
and addicTion

By Carrie Myers
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groups—for the addict, as well as for friends and families of addicts. 
“The more you understand, the better, because it’s a very unpredictable situation,” 

says Morteza Khaleghi, Ph.D., author of Free From Addiction: Facing Yourself and Embracing 
Recovery and founder of Creative Care, Inc. in Malibu, Calif. “Emotionally, when you 
stop drinking and using drugs, you’ve created a vacuum and are dealing with a lot of 
emotional aches and pains, so it makes for an unpredictable and unstable situation. The 
more you, as a fitness professional, understand about this process, the better equipped 
you’ll be to deal with it.”

Keep in mind, too, that scientists are still trying to figure out this disease. Just as 
human beings have many dimensions to who we are, diseases of addiction have many 
variables that contribute to the cause—and recovery—of them. Recovery plans—like fit-
ness programs—should be tailored to the individual.

Crandell, who did his first Ironman Triathlon in 1999, just completed his 16th 
Ironman in western Australia in a time of  12 hours, 20 minutes—his best time yet. 
“And this was after doing a three-day Ultraman event!”

Where does he see his path taking him? “I’ll always be physically active in some 
capacity. I’ll just have to find other ways besides the Ironman. Every step I take improves 
me not only physically, but mentally and spiritually, as well,” he explains. “I also want 
to deliver my Racing for Recovery message [to as many people as possible] so it’s a part 
of my business to stay active.”

And what is that message? “With sobriety anything is possible!”  

emerging research on  
exercise and addiction recovery

While very little research has been done regarding exer-
cise and addiction recovery and prevention, it is gaining 
scientists’ attention and there are some studies underway. 
The National Institute on Drug Abuse (NIDA) has offered 
$4 million in grant money for additional research into 
whether or not regular vigorous activity can actually pre-
vent addiction. There have also been studies that have 
shown success in treating people with nicotine addiction. 
A Brown University study, for instance, reported that 
the success of smokers trying to kick the habit increased 
most among those who attended the greatest number of 
workouts. Scott Winnail, Ph.D., who authored a study 
published in the December 1995 edition of the Journal of 
School Health, concluded that increases in physical activ-
ity levels were associated with decreases in teens’ use of 
tobacco and marijuana. Another study published in the 
December 2001 issue of the Journal of Substance Abuse 
Treatment suggested that regular exercise reduced ten-
sion and stress among those in treatment for alcohol use 
disorders, and that the exercisers also had a more posi-
tive outlook and higher self-esteem. 

“Anecdotally I can tell you that exercise works extreme-
ly well in contributing to recovery,” says Wallick. “In our 
practice we have noticed that those patients who maintain 
an exercise regime after graduation do significantly better 
in terms of recovery than those who do not.”

At a 2008 NIDA conference, the following findings were 
emphasized:

•	 One study concluded that rats whose cages contained 
running wheels were less likely to ingest amphet-
amines than were more sedentary rodents.

•	 Exercise in humans is known to trigger the release 
of dopamine, a brain chemical that has been associ-
ated with mood improvements and depression relief. 
Certain drugs, such as cocaine, replace the brain’s 
natural supply of dopamine, so that the brain stops 
producing its own and looks to the drug to get it.

•	 Studies have shown that elderly individuals who 
exercise have improved brain function and may, as 
a result, be less susceptible to the effects of dementia 
(the correlation here being the improved brain func-
tion, as drug use alters brain chemistry).

The role of the  
Fitness professional

As a fitness professional you may find yourself work-
ing with a recovering addict. Or perhaps you’ll find 
you have a real passion for this population and make it 
one of your target clientele. Either way, it’s important 
to become educated on addiction and recovery. There 
are many misconceptions about the disease, so choose 
credible sources to glean your wisdom from (see sidebar, 
right). Aside from books, visit your local addiction treat-
ment centers and request information. Volunteer at the 
centers so you can get to know the people and learn 
more about addiction. Check out local recovery support 

according to the national institute on Drug abuse:
•	 Every 30 minutes someone in the United States is killed in an alcohol-related 

traffic accident.
•	 The fourth leading cause of death among people ages  

10 to 24 is alcohol, and alcohol and drug abuse are 
major factors in the first three (suicide, motor vehicle 
crashes and homicide).

•	 Four out of 10 criminal offenders report alcohol as a 
factor in violence; it’s also involved in one out of three 
incidents of spousal violence.

•	 According to the National Council on Alcoholism and 
Drug Dependence, alcohol and drug abuse cost the American economy an 
estimated $276 billion per year in lost productivity, healthcare expenditures, 
crime, motor vehicle crashes and other problems.

resources
•	 Racing for Recovery: From Addict to Ironman by Todd Crandell and 

John Hanc

•	 Addiction—Why Can’t They Just Stop?: New Knowledge, New 
Treatments, New Hope; edited by John Hoffman and Susan Froemke; 
based on the HBO documentary series, produced in association with the 
Robert Wood Johnson Foundation, the National Institute on Drug Abuse, 
and the National Institute on Alcohol Abuse and Alcoholism

•	 Free From Addiction: Facing Yourself and Embracing Recovery by 
Morteza Khaleghi, Ph.D., with Constance Gove

•	 The Alcoholism and Addiction Cure: A Holistic Approach to Total 
Recovery by Chris Prentiss
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WhEn PAnCREATiC 
CAnCER STRiKES: 

What is the role of 
lifestyle in Prevention 

and Treatment?

By naTalie DigaTe MuTh, M.D., M.p.h., r.D.

P
ancreaTic cancer is aMonG The 
MosT TalKed abouT, feared and 
Poorly undersTood healTh ail-
MenTs of The PasT feW years. Well-

KnoWn fiGures includinG randy Pausch, 
laTe Professor aT carneGie Mellon and 
Widely resPecTed for his “lasT lecTure”; 
acTor PaTricK sWayze; aPPle Guru sTeve 
Jobs; and suPreMe courT JusTice ruTh 
GinsberG all have had To face Public  
baTTles WiTh The deadly cancer. 

Thousands more quietly suffer from the fourth leading–cause 
of cancer mortality in the United States (Jemal et al., 2008). 
With a five-year survival rate of 5 percent and a one-year sur-
vival of 20 percent (Jemal et al., 2008), a diagnosis of pancreat-
ic cancer is devastating. While there are few known causes and 
limited preventive measures, some evidence suggests that life-
style and dietary factors may play a role in the development of 
the disease and perhaps in the success of its treatment. 

Pancreatic Cancer Basics
The pancreas is a large organ (see Figure 1) that serves two 

major functions: the exocrine portion of the pancreas secretes 
enzymes important for digestion, and the endocrine portion 
secretes hormones that regulate sugar metabolism. When 
cancer strikes any part of the pancreas, it is broadly defined 
as “pancreatic cancer,” though, in reality, there are as many 
as 20 different possible types of tumors. 

Cancer arises when cells of the pancreas mutate, grow 
uncontrollably and resist cell death; no one fully understands 
what causes this to happen. Some cancers of the pancreas 
cause dramatic symptoms, which can alert the affected per-

feaTure
S T o R Y

naTalie DigaTe MuTh, M.D., M.p.h., r.D., is a recent graduate 
of the University of North Carolina School of Medicine. She is also 
a registered dietitian, an ACE-certified Personal Trainer and Group 
Fitness Instructor, and an ACE Master Trainer.
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Pancreatic Cancer and Smoking
Smoking and use of smokeless tobacco are well-established risk factors for pancre-

atic cancer; smokers have double the rate of disease compared with nonsmokers (ACS, 
2008). The most important precaution a smoker can take to avoid a run-in with this 
deadly disease is to quit smoking immediately. 

Pancreatic Cancer and Obesity
Another unequivocal risk factor for development of pancreatic cancer is overweight 

and obesity with a probable linear relationship; that is, the heavier someone is, the more 
likely he or she is to develop the cancer (Berrington de Gonzalez et al., 2003). In women 
this also applies to abdominal fatness as measured by waist circumference (Stolzenberg-
Solomon et al., 2008). Achieving a healthy body weight is an important goal for anyone 
serious about minimizing risk of pancreatic cancer and myriad other diseases and ill-
nesses. Moreover, not only does obesity increase risk of pancreatic cancer, it also worsens 
the prognosis as a growing body of research suggests that surgery outcome is poorer for 
people who are obese (Fleming et al., 2009).

son that something is wrong. For example, acinar 
cell carcinomas may produce excess amounts of 
digestive enzymes leading to unusual skin rashes 
and joint pain. Endocrine tumors, which are very 
rare and referred to as islet cell tumors, can produce 
excessive amounts of the pancreatic hormones insu-
lin (insulinoma) or glucagon (glucagonomas) result-
ing in hypoglycemia or a striking skin rash, respec-
tively. They typically are more treatable and have a 
more favorable prognosis. In fact, most are benign.

Adenocarcinoma, the most common and deadly 
type of pancreatic cancer, is an exocrine tumor that 
often presents without warning. Adenocarcinomas 
form glands in the cells that line the ducts of the 
pancreas. The rapidly growing glands can invade 
nerves (which may cause back pain) and spread 
to the liver or lymph nodes (at which point the 
tumor is unresectable; that it, surgery is no longer 
an option). Symptoms that may arise with advanced 
disease include upper abdominal pain that radiates 
to the back, yellowing of the skin and whites of eyes 
(jaundice), loss of appetite and unexplained weight 
loss (typically about 5 pounds per month) (Freelove 
and Walling, 2006). Notably, these symptoms are 
not specific to pancreatic cancer, but anyone with 
these symptoms should immediately receive a thor-
ough evaluation by a physician. 

A physician typically diagnoses pancreatic cancer 
with a CT scan of the abdomen. The CT scan and 
various other tests are used to stage the extent of 
disease and determine the most appropriate treat-
ment. Pancreatic cancer treatment remains challeng-
ing with the cancer mortality rate almost equaling 
the rate of new cases each year (Jemal et al., 2008). 
Various clinical trials are underway to uncover more 
effective treatment and therapy. Meanwhile, mini-
mizing risk is the best insurance to protect against 
this ruthless disease.

Risk
Smoking, obesity, advanced age and family his-

tory of pancreatic cancer or other related diseases, 
such as hereditary nonpolyposis colorectal cancer 
and hereditary breast and ovarian cancer, are estab-
lished risk factors for pancreatic cancer (ACS, 2008). 
Chronic pancreatitis (ongoing inflammation of the 
pancreas) and diabetes also increase risk, though 
there is speculation that these conditions may be 
early signs of pancreatic cancer rather than risk fac-
tors, or that the diseases all share a common cause 
(Anderson et al., 2009). Other possible risk modifiers 
that are the subject of ongoing scientific investiga-
tion include allergies (possibly decrease risk), various 
nutrients and foods, and physical activity (Anderson 
et al., 2009). Clearly, some risk factors are non-
modifiable, but individuals may protect themselves 
with some important lifestyle choices, starting with 
quitting smoking.

Continued on page 10

Web resources for More information
•	 pancreatic Cancer action network (pancan.org) – an advocacy group that aims 

to increase awareness of pancreatic cancer and funding for research. Website con-
tains information about pancreatic cancer as well as how you can get involved to 
fight the disease.

•	 Confronting pancreatic Cancer (pancreatica.org) – a nonprofit organization which 
maintains the website with the goal of providing the latest news on available treat-
ments, resources, and advocacy opportunities for people with pancreatic cancer. 

•	 national Cancer institute (cancer.gov) – provides detailed information on pan-
creatic and other cancers. 

•	 american Cancer society (cancer.org) – offers detailed information on pancreatic 
and other cancers as well as links to other resources for further information.

Pancreas

Pancreatic 
duct

Figure 1
The Pancreas
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Pancreatic Cancer and Exercise
It is unclear whether physical activity helps to pro-

tect against pancreatic cancer. Early observational studies 
appeared to demonstrate a protective role of exercise of 
various types; however, later, more rigorous studies have 
failed to find a relationship (Bao and Michaud, 2008). In its 
comprehensive report on nutrition and physical activity in 
the prevention of cancer, the World Cancer Research Fund 
(WCRF)/American Institute for Cancer Research (AICR) con-
cluded that limited and inconsistent evidence suggests that 
the risk of pancreatic cancer may be lower with increased 
physical activity of various types (2007). On the other hand, 
a systematic review of the literature through mid-2008 con-
cluded that there is not strong evidence for an association 
between physical activity and risk for pancreatic cancer (Bao 
& Michaud, 2008). The true effect, if any, of exercise in risk 
is an area of ongoing research.

Pancreatic Cancer and Nutrition
Countries in which a typical diet is high in fat have high-

er rates of pancreatic cancer; however, no clear link exists 
between intake of high-fat foods and pancreatic cancer (ACS, 
2008). The WCRF/AICR report (2007) found various relation-
ships between food intake and cancer risk, including:

•	 Foods containing folate (such as leafy green vegetables, 
cauliflower, broccoli and lentils) are associated with 
decreased risk.

•	 High fruit intake probably decreases risk.
•	 High red meat intake probably increases risk.
•	 Coffee intake is not associated with risk. Studies of caf-

feine intake and risk have had inconsistent results.
The authors surmised that, to date, evidence is incon-

clusive for vegetables, tea, alcohol, milk and dairy products, 
vitamin C and folic acid supplements (WCRF/AICR, 2007). 
A more recent study of 1,149 participants found that heavy 
alcohol use is associated with a moderately increased risk of 
pancreatic cancer (Jiao et al., 2009). Emerging evidence sug-
gests vitamin D may help to protect against pancreatic can-
cer, though some studies have failed to find a relationship 
(Stolzenberg-Solomon et al., 2009) 

Understanding of the role of various nutrition factors 
in pancreatic cancer risk continues to evolve with studies 
showing inconsistent and unclear results. While adopting an 
overall healthy lifestyle that includes fruits and vegetables 
and other nutrient dense foods, and limiting those that pro-
vide little nutrient value, provides numerous health benefits, 
its role in pancreatic cancer is uncertain.  

Recommendations to Clients
The reality is that little is known about how to best pre-

vent and treat pancreatic cancer. Survival rates are dismal, 
partly because the disease is usually detected late. Only  
7 percent of pancreatic cancers are detected early before the 
disease has spread (ACS, 2008). Treatments are usually stop-
gap; for most, the disease returns soon after surgical removal 
of parts of the pancreas and other nearby organs or after other 
treatments (Nieto et al., 2008). Even the most fit, healthiest, 
nonsmoking, fruit-and-vegetable-loving middle-aged man or 

woman can develop the cancer. Still, everyone can take a few 
important precautions to lower their risk of disease, or detect 
it in its earliest stages (see “Advice to Clients to Help Decrease 
Risk of Pancreatic Cancer”). 

Advocating for More Funding
Ultimately, to better detect and treat pancreatic cancer, 

more attention and resources should be directed toward this 
relatively uncommon, but highly lethal disease. While pancre-
atic cancer ranks 4th in number of annual deaths from cancer, 
it ranks 11th in National Institutes of Health funding. Much 
more research is needed to better understand this disease and 
learn how to effectively manage it. After all, survival rates 
have not budged in years (Nieto et al., 2008).

Representatives Eschoo (D-CA) and Brown-Waite (R-FL) 
introduced the Pancreatic Research and Education Act (H.R. 
745) in the U.S. House in early 2009 to allocate more funding 
to pancreatic cancer research. The House passed a bill allocat-

Advice to Clients to help decrease 
Risk of Pancreatic Cancer

•	 Stop smoking. Smoking greatly increases risk of pancre-
atic cancer while stopping smoking greatly reduces risk.

•	 Lose weight. People with higher BMI and higher waist cir-
cumference have higher risk of pancreatic cancer.

•	 Get annual medical check-ups. This is especially impor-
tant with increasing age. 

•	 See a doctor immediately if any of the following symp-
toms arise: upper abdominal pain that radiates to the 
back, yellowing of the skin and whites of eyes (jaundice), 
loss of appetite, weight loss and depression. Be aware 
that early-stage pancreatic cancer often is asymptomatic.

•	 Eat ample fruits and high-folate foods.
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ing $3 billion to the NIH while the senate 
bill allocated $10 billion. Fitness profession-
als who support directing more money to 
cancer research should write their local U.S. 
legislators asking them to support the bill, 
and advocate that funds go toward better 
understanding the roles of physical activity 
and nutrition. 

Patrick Swayze wrote the following in a 
Washington Post editorial (February 8, 2009): 
When I was growing up in Texas, my fam-
ily had a simple response for challenges like 
this: “Stop talking about it, and do something 
about it.” That’s how I feel about finding 
more money for cancer research. My hope is 
that some day, the words “a cure” won’t be 
followed by the words “is impossible.”

Increasingly, the fitness professional’s role 
extends beyond teaching people how to exer-
cise and providing health information in a 
one-on-one setting to advocating for health 
on a larger scale. In the case of pancreatic 
cancer, perhaps the most critical role we can 
play is to speak up.  
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The ankle/foot complex has a dual role of absorb-
ing shock and then becoming a rigid lever for propul-
sion. For example, during the initial phases of gait, 
the foot pronates (i.e., flattens) to absorb shock, then 
quickly re-supinates (i.e., increases arch height) to 
become a stiff level to allow the foot to push off. This 

unique role can predispose the ankle/
foot to different injuries. Three common 
pathologies that occur at the ankle/foot 
complex are ankle sprains, plantar fasciitis 
and Achilles tendonitis.

Ankle Sprains
Ankle sprains, which account for  

10 percent to 30 percent of sports-
related injuries in young athletes, occur 
most frequently during sports such as 
basketball, volleyball, soccer and ice 
skating (Ivins, 2006). While there is lit-
tle data regarding risk factors for ankle 

sprains, a history of ankle sprains does appear to 
increase one’s risk of additional sprains. Foot type, 
general laxity and gender have also been linked to 
incidents of ankle sprains (Ivins, 2006). 

Lateral or inversion ankle sprains are the most com-
mon ankle sprain. In fact, 85 percent of ankle sprains 
are to the lateral structures of the ankle (Garrick, 
1982; Balduini, 1982). The mechanism is typically 
inversion with a plantar flexed foot. The lateral ankle 
ligaments, which include the anterior talofibular 
ligament (ATFL), calcaneofibular ligament (CFL) and 
posterior talofibular ligament (PTFL), are the most 
commonly involved structures.

Medial or eversion ankle sprains account for less 
than 10 percent of all ankle injuries and result 

from forced dorsiflexion and eversion of the 
ankle. The medial deltoid ligament is the most 
commonly involved structure, and injury often 
requires further examination to rule out a fracture 
(Anderson, 2005).

Common Complaints
With lateral ankle sprains, the individual can 

often recall the mechanism and hearing a “pop” 
or “tearing” sound. Specific signs and symptoms 
for lateral ankle sprains can be described by the 
following grading system (Anderson, 2005): 
•	 A Grade I ankle sprain involves the ATFL 

ligament with pain and mild swelling over 
the lateral aspect of the ankle. Typically, 
weightbearing is tolerable after injury. 

•	 A Grade II ankle sprain involves both the ATFL 
and CFL ligaments with more severe pain and 
swelling over the lateral ankle. Weightbearing 
may be limited due to pain. 

•	 A Grade III ankle sprain is considered a complete 
tear of one or more of the lateral ligaments. 
Rapid and severe pain, swelling and discoloration 
occur and individuals are unable to bear weight. 
Medial ankle sprains rarely happen in isolation. 

They are often associated with fibular fractures, 
severe lateral ankle sprains and fractures to the 
medial malleolus. To date, there is no specific 
grading system for medial ankle sprains. The indi-
vidual is often unable to recall the specific mecha-
nism, but can reproduce discomfort by dorsiflex-
ing and everting the ankle. There may be medial 
swelling with tenderness over the deltoid ligament 
(Anderson, 2005). 

This is the final installment in a three-part series on the lower-extremity 
kinetic chain. the first two articles discussed common hip and knee 
problems and their effects on the kinetic chain. in this article, we focus 

on the third link in the chain: the ankle and foot. 

Part three

Training the Lower Extremities:           
FOCUS ON THE ANKLE/FOOT COMPLEx

BY
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Continued on page 14
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Early Intervention 
Lateral and medial ankle sprains generally require a physician’s 

visit for further diagnosis and treatment. Grade I and II lateral 
sprains are often immobilized with an ankle brace for several 
days, while Grade III lateral sprains are usually immobilized with 
a removable cast boot for up to three weeks (Brotzman, 2003). 
Early intervention can begin one to three weeks after injury 
unless a severe ankle sprain has occurred that requires further 
immobilization (Brotzman, 2003). The individual may be sent to 
physical therapy to improve strength, flexibility, proprioception 
and endurance. 

Restorative Exercise Program 
The fitness professional may begin to see the client for gym 

activity as soon as one to two weeks for Grade I, two to three 
weeks for Grade II, and three to six weeks for Grade III injuries 
(Brotzman, 2003). During this time, the client is ready to tran-
sition to gym activity even though he or she may still be in 
physical therapy. The individual’s program should be progressed 
according to his or her tolerance to exercise. In other words, 
pain should be the guide, although it is not uncommon for the 
injured ankle to have mild-to-moderate discomfort and swelling 
after increased activity. 

Flexibility
Stretching of the gastrocnemius and soleus muscles may be 

beneficial if the client has tightness and decreased length after 
immobilization. Stretching the ankle in motions that stress the 
injured ligaments is not recommended. For example, stretching 
into ankle inversion or eversion can stretch the healing liga-
ments, resulting in local pain and irritation. General stretches for 
the lower extremity should be included to maintain adequate 
flexibility throughout the whole kinetic chain. 

Strengthening
Strengthening the muscles of the kinetic chain, with particular 

emphasis on the muscles that control the foot and ankle, will be 
beneficial. Exercises using resistive bands are a good way to iso-
late the muscles that control the ankle (Figure 1).

Strengthening programs should be tailored to the specific 
needs of the client. As mentioned in parts one and two of this 
series, exercises for the hip and knee should be included to 
address any strength deficits and to help maintain control of the 
lower kinetic chain during activity. 

Functional Integration 
Functional activity can begin once the client has adequate 

strength, ROM and, most importantly, proprioception. The 
functional progression for these clients should include a com-
bination of closed kinetic chain (CKC) and open kinetic chain 
(OKC) activity to achieve optimal benefits. The client should 
be safely progressed through the program while wearing pro-
tective bracing for the injured joint. Clients who have suffered 
ankle sprains may have deficits in balance. CKC exercises that 
integrate balance are a key element in challenging the kinetic 
chain and re-establishing the proprioceptive feedback that is 
required for multiplanar activity. A commonly used progres-
sion is to challenge the lower kinetic chain in the sagittal 
plane first, the frontal plane second, and the combined planes 
last. The frontal and combined planes may need to be intro-
duced slowly to prevent reinjury. 

Ankle Plantar Flexion

Ankle Dorsiflexion

Ankle EversionAnkle Inversion

Cardiovascular activity such as the bike or the elliptical trainer 
can be added to the program to build or maintain basic cardio-
vascular fitness. Higher-loading activity such as running, sprints 
or agility drills should follow the progression outlined above after 
proper clearance has been obtained. 

Plantar Fasciitis
Plantar fasciitis is an inflammatory condition of the plantar 

aponeurosis or fascia located on the sole of the foot. This condi-
tion is the most common cause of heel pain and accounts for 
10 percent of running injuries. The prevalence is highest among 
40- to 60-year-olds and up to one-third of all individuals with 
plantar fasciitis experience pain in both feet (Buchbinder, 2004). 
Plantar fasciitis is more common in obese individuals and people 
who are on their feet for long periods of time (Cole, 2005). 

Several intrinsic and extrinsic risk factors have been associ-
ated with plantar fasciitis. Intrinsic or non-modifiable risk factors 
include pes planus (excessive pronation or low arch height) and 
pes cavus (high arch height). Extrinsic or modifiable factors include 
overtraining, improper shoe wear, obesity, decreased strength 
and poor flexibility of the calf muscles, and unyielding surfaces 
(Buchbinder, 2004). Any of these factors can cause excessive load-
ing of the plantar fascia and lead to pain and dysfunction. 

Figure 1



Ace certIfIeD neWs   |   june/july 2009   15

Common Complaints
Typically, individuals report pain on the plantar, medial 

heel at its calcaneal attachment that worsens after rest, but 
improves after 10 to 15 minutes of activity (Buchbinder, 2004). 
Individuals will commonly report excessive pain during the 
first few steps in the morning, and may also experience stiff-
ness and muscle spasms in the lower leg with tightness in the 
Achilles tendon (Buchbinder, 2004).

 Individuals with plantar fasciitis may be limited in their 
activity due to pain. Activities that excessively load the fas-
cia, such as running or jumping, should be avoided due to 
increased exacerbation of the condition. Plantar fasciitis pres-
ents a unique challenge due to the fact that pain relief occurs 
with basic activity and symptoms reoccur after a period of rest. 
The fitness professional needs to monitor changes in symptoms 
and refer the client to an appropriate specialist, if necessary. 
Management of this condition may include modalities (e.g., 
ice), oral anti-inflammatory medication, heel pad or plantar 
arch, and stretching and strengthening exercises. A physician 
may prescribe physical therapy, a night splint or orthotics, or 
inject the area with cortisone (Buchbinder, 2004; Cole, 2005). 

Restorative Exercise Program 
The client may be cleared to exercise immediately to toler-

ance or may have some restrictions. The role of the fitness pro-
fessional is to design a program that helps to meet the client’s 
overall goals, but does not excessively load the foot. Integrating 
specific foot exercises into a general fitness program often pro-
vides the best results. This allows the client to work toward his 
or her fitness goals while also addressing their foot problems. 

Flexibility
Stretching of the gastrocnemius, soleus and plantar fascia 

is beneficial and has been shown to help relieve symptoms 
(Buchbinder, 2004; Cole, 2005). Proper stretching of the calf 
complex will restore adequate muscle length and prevent 
compensatory pronation at the ankle. Self myofascial–release 
techniques include rolling the foot over a baseball, golf ball or 
dumbbell, which may help to break-up myofascial adhesion in 
the plantar fascia. 

Strengthening
Strengthening the intrinsic muscles of the feet may help to 

improve arch stability and help to unload the stresses imposed 
across the plantar fascia. Some examples of exercises include 
towel crunches and marble pick-up (Figure 2). Strengthening of 
the gastrocnemius, soleus, peroneals, tibialis anterior and tibi-
alis posterior may be needed to help improve strength at the 
ankle. The client may have done similar exercises in physical 
therapy and should be progressed accordingly. Exercises for the 
hip and knee should be included as needed. 

Functional Integration 
Returning to functional activity may be a challenge for these 

clients. A slow, pain-free return to activity is indicated for this 
condition. As mentioned above, high-loading activity should 
be limited to avoid further exacerbation of the injury. Low-
loading cardiovascular activity such as the bike, elliptical train-
er, or water aerobics are preferred over higher-loading activity 
such as running. Continued on page 24

Achilles Tendonitis
Injury to the Achilles tendon is common among athletes, par-

ticularly runners, gymnasts and dancers, as well as the active pop-
ulation. Typically, the older athlete is more affected by Achilles 
tendonitis than teens or children, and it occurs most often among 
30- to 50-year-old men (Mazzone, 2002). There are various intrin-
sic and extrinsic factors that are associated with this condition. 
Intrinsic factors include age, bodyweight, pes cavus, pes planus, 
leg length discrepancies and lateral ankle instability. Extrinsic 
factors include errors in training, prior injuries, poor footwear, 
muscle weakness and poor flexibility. (Paavola, 2002; Kader, 2002; 
Mazzone, 2002). Furthermore, Achilles tendonitis can eventually 
lead to rupture if not addressed appropriately.

Common Complaints
Individuals often complain about pain that is 2 to 6 cm above 

the tendon insertion into the calcaneus. The typical pattern is 
initial morning pain that is “sharp” or “burning” and pain with 
more vigorous activity. Rest will often alleviate the pain, but as 
the condition becomes worse the pain becomes more constant 
and begins to interfere with activities of daily living (Mazzone, 
2002; Brotzman, 2003).

Early Intervention
Early intervention may include a referral to physical therapy 

with a goal of controlling pain and inflammation by using 
modalities (e.g., ice), rest and oral anti-inflammatory medication 
(Mazzone, 2002). Management of the condition may include 
modified rest and addressing specific risk factors. Proper training 
techniques, losing weight, proper shoe wear, orthotics, strengthen-
ing and stretching can help alleviate pain and prevent progression 
of the condition (Paavola, 2002; Mazzone, 2002; Brotzman, 2003). 

Restorative Exercise Program 
The client may be cleared to exercise immediately to tolerance 

or may have some activity restrictions. The role of the fitness 
professional is to design a program that helps to meet the client’s 
overall goals without exacerbating his or her condition. The cli-
ent’s physician and physical therapist can provide key informa-
tion about how the client is responding to treatment and what he 
or she is currently doing for exercise. 

Flexibility
Restoring proper length and elasticity to the calf muscles can 

reduce strain on the muscle-tendon unit and decrease symptoms 
(Kader, 2002). The goal of stretching should be to restore general 

Towel crunch Marble pick-up

Figure 2
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If you want a blog, but need guidance on getting started, or 
you’ve set up a blog but don’t know what to post on it, this article 
is for you. Read on, and add blogging to your fitness marketing  
repertoire once and for all. 

Finding Your Focus
Before you start a blog, you must determine how to brand it, and 

how to brand yourself as a blogger. Home in on what will make your 
blog just a little different from others like it. To help you find your 
voice in the blogosphere, envision your target visitors and what you 
want to say to them, says Scott Tousignant, a fitness professional in 
Belle River, Ontario, who runs several blogs, including www.unstop 
pablefatloss.com/blog. Be clear about your target visitors’ average age, 
gender, fitness level and goals for reading your blog. 

Then stay on course. If your blog is about Pilates, resist blogging 
about loosely related topics, such as kettlebell workouts (unless you 
can convincingly relate kettlebells back to Pilates!). While there are 
successful blogs with very diverse posts, these blogs tend to have 
multiple authors. If it is just you doing the posting, you stand to 

confuse readers and dilute your message 
when your posts are too scattered. The 
more you stay true to your blog’s theme, 
the easier it will be to attract followers and 
also to write posts. 

“Blogs are like radio stations,” says Biray 
Alsac, an international fitness and wellness 
consultant in Arizona, who helps fitness 
professionals find their way around the 
Web. “You may like all styles of music, but 
you may not want to listen to a radio sta-
tion that plays everything,” she says. “If 
your blog is too broad, your readers may 
change ‘stations’ or lose interest.” 

The theme you choose for your blog will 
probably be closely tied to the services you 
offer as a fitness professional, which means 
you’re already connected to a network of 
potential readers: your clients. However, 
set your sights on the bigger picture; blog-
ging allows you to reach practically anyone 
on the Web who has an interest in your 
content. “Finding your voice of passion on 
a topic and letting it loose on a blog will 
lead to one of the key components of a 
successful blog, which is to create a follow-
ing of raving fans,” says Tousignant. 

Once you’ve settled on your blog’s 
theme, just be yourself. “Don’t try to 
please everyone because it’s impossible,” 
says Tousignant. “You’re better off having 
50 percent of your visitors hate you and  
50 percent absolutely love you and rave 
about you than having 100 percent of 
them think that you’re just OK,” he says.
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overcoming Blogger’s Block
Even if you enjoy writing, you might be 

intimidated about debuting a blog. 
For one thing, you have to generate 
a steady flow of new and interesting 

ideas if you want to keep your blog 
alive. Plus, blogging can be time con-

suming. 
Generating ideas. “Ideas can come 

from virtually anywhere,” says Alsac, 
whose blog can be found at www.befit 
withbiray.com. “It’s just a matter of keep-
ing your eyes and ears open,” she says. 
For example, take cues from those around 
you. “I often take questions I receive in 
e-mails; or comments on my blog; or ques-
tions from friends, family or clients and 
turn them into posts,” says Tousignant, 
who also garners ideas from free subscrip-
tions to news feeds and blog feeds. (Click 
“more” on Google’s homepage and select 
Google Alerts; then subscribe to keywords 
related to your blog’s theme.) 

“News feeds may report on a new study, 
which you can research and share your 
opinion on,” says Tousignant. “And blog 
feeds allow you to see what your competi-
tors’ opinions are.” You could then disagree 
or agree, offering your own perspective.

Finally, consider using current events 
as a springboard. Tousignant tied Barack 
Obama’s presidential campaign to a post 
about the importance of embracing change.

The time it takes. Coming up with 
ideas is half the battle. But you still have 
to sit down and write. Even if you struggle 
in the beginning to write quickly, keep at 
it; the more you write, the easier it gets 
(sort of like exercise). Remember, also, that 
it’s best to write in a casual, conversational 
tone, which helps make the writing pro-
cess go more smoothly. 

No one expects your blog to be a liter-
ary masterpiece; however, do your best to 
rid posts of typos and spelling mistakes. 
Finally, save time and hold readers’ atten-
tion with brief posts. There’s no rule 
about how long a blog post should be, 
but the average seems to be around 250 
to 500 words. 

SEo and Your Blog 
In addition to capturing the attention 

of your blog visitors, you must write your 
posts with the major search engines in 
mind if you want your blog to be found 
through sites such as Google. This is where 
search engine optimization (SEO) comes 
into play. Alsac notes that if your blog is 

only complementary to your business efforts and doesn’t serve to directly 
generate revenue, increasing SEO might not make a significant difference 
to your bottom line. Still, you never know when you might pick up new 
clients from traffic to your blog.

You can increase SEO in a number of ways. “The more often you 
update your blog, the more likely your blog rank will increase, making  
it easier to find in a search,” says Alsac. 

You can also focus on specific keywords for each individual blog post. 
“For example,” says Tousignant, “if you write a blog post on how to slam 
dunk, include the phrase ‘how to slam dunk’ in the post title, the first 
paragraph, throughout the post and in the tags.” Bear in mind, though, 
that you’re ultimately writing for humans, not Google. “When you force 
keywords into your blog posts just to satisfy the search engines, you run 
the risk of turning your visitors off,” says Tousignant. 

Another method for increasing blog traffic is to incorporate outbound 
links. For instance, if you post about being ACE certified, you could add 
a hyperlink to the American Council on Exercise Web site. “The more 
outbound links you include within a blog post, the more likely these links 
will track back to your blog and increase traffic to your site,” says Alsac. 
In addition to ensuring that outbound links open in a new window (you 
don’t want to lead people away from your blog), use a permalink to avoid 
“dead” links. A permalink is a permanent url that won’t change even when 
a blog entry or news item is no longer displayed on a Web site’s front page. 
And use outbound links within reason to avoid distracting readers. 

Another trick for increasing SEO is to link to other posts within your 
blog, says Tousignant. Take the previous example about “how to slam 
dunk.” You could create a hyperlink using those words—e.g., how to slam 
dunk—that leads from one of your posts to another one of your posts. 
“Search engines look highly upon this type of internal linking within a 
blog,” says Tousignant. 

Exercise Your Writing “Muscle”
To become good at blogging, you’ve got to exercise your writing “muscle” 

so your posts are clear, informative and entertaining. Open a line of 
communication with your readers. “Besides being true to your topic, 
purposeful in your content and authentic to your professional voice, 
remember that blogging is a starting point to a conversation with your 
audience—so keep them engaged!” says Alsac.  

More Blogging Tips
•	 Take a stance; don’t be afraid to express your opinion. 

•	 Encourage readers to comment on your posts; interaction helps keep a blog alive.

•	 Wait about 20 minutes before you publish a post—this gives you time to go back and 
do a proper edit. 

•	 Make your posts reader-friendly with lists and bullet points.

•	 Post pictures and other forms of media, such as video and audio. 

•	 Ensure you have the right to use images; www.istockphoto.com (low-cost photos) and 
Flikr (search for Creative Commons–licensed photos) are two popular choices among 
bloggers. 

•	 If you post digital pictures you’ve taken, be sure to get written permission to do so 
from anyone who appears in the photos.

•	 Post as often as you can; even several times a week or month is better than not at all. 
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ACE in the News

serving as America’s Authority on Fitness®, the 
American Council on Exercise and its extended 
spokesperson network are featured or quoted in 

print, online and broadcast media, reaching more than 
450 million people each year. Check out these recent 
highlights:

glamour.com (March 17, 2009) – In Glamour maga-
zine’s popular online health and fitness blog, Vitamin G, 
ACE’s Jessica Matthews shares with readers which fit-
ness experiences people should make time for over the 
course of their lives. Matthews’ list, featured in “The 7 
Fitness Experiences Every Woman Should Try,” includes 
taking a yoga class, working with a personal trainer and 
signing up for a fitness boot camp. Read the full blog 
post to find out all of her recommendations.

Men’s Health (April 2009) – “There are a ton of 
bad products out there…” said Fabio Comana, ACE 
Educational Curriculum Developer, when asked about 
exercise equipment in a recent Men’s Health article titled, 
“The Best New Fitness Gear.” Here, Comana and other 
industry experts discuss which fitness products will give 
you the most bang for your buck, and offer equipment 
recommendations that are both effective and safe for you 
and your clients.

USA Today (March 30, 2009) – The tremendous success 
of Nintendo’s Wii Fit has many wondering if working out to 
video games is as good as, or better than, going to the gym 
or participating in a sporting activity. In “’Exergames’ Fit to 
Be Tried,” USA Today columnist Kim Painter interviewed 
Dr. Cedric Bryant, ACE Chief Science Officer, to get an 
expert’s opinion on the phenomenon. For a more in-depth 
look at the topic, check out the ACE-sponsored research 
study,“As Good as the Real Thing?” at www.acefitness.org/
getfit/studies/WiiStudy, which appeared in the July/August 
2008 issue of ACE FitnessMatters magazine. 

For access to articles and media coverage featuring ACE’s 
helpful tips and advice, visit www.acefitness.org/media. 

ACE Continuing Education 
Courses Help You Train  
in a Group Setting

Continuing education courses offered through 
ACE’s ConEd Center cover a wide range of top-
ics. If you’re already a group fitness instructor or 

personal trainer with an interest in training in a group set-
ting, check out the following ACE courses when working 
toward earning CECs for certification renewal:

Traditional Aerobics &  
Step Training (0.5 CEC) – $89.97
This course focuses on developing safe, effective and fun 
choreography in both step training and traditional aerobics 
classes, including discussions of musical interpretation, 
movement patterning and choreographic building tech-
niques. Includes book, DVD and online quiz. 

Group Strength Training (0.4 CEC) – $69.95
Ideal for personal trainers or group fitness instructors who 
would like learn how to 
incorporate group strength 
training into their exercise 
programs, this course 
explains how to safely 
and effectively integrate 
group strength training into 
an exercise program and 
design and lead a balanced class or workout that targets all 
major muscle groups. Includes book, DVD and quiz. 

Pilates Mat Training (0.4 CEC) – $69.95
Learn the six traditional Pilates principles and how they 
combine to form the basis of Pilates movements, as well as 
how modern exercise science has influenced these tradi-
tional teachings. Also included is a detailed review of proper 
technique and exercise modifications for various popula-
tions. Includes book, DVD and online quiz.

Kickboxing Fitness (0.4 CEC) – $69.95
This course covers the key elements of a safe and effective 
kickboxing workout, focusing on proper technique for indi-
vidual movements and smooth transitions, in both equip-
ment-based and non-equipment-based workouts. Includes 
book, DVD and quiz.

Mindful Exercise Overview for  
Fitness Professionals (0.1 CEC) – $19.97
This online course provides research-based evidence of 
the effectiveness of various mind-body fitness modali-
ties, including yoga, qigong, and tai chi, along with newer 
forms including Pilates and the Alexander Technique. 

Visit www.acefitness.org/continuing education to access 
these and nearly 3,000 other courses.

ConEd
spotlight



Be sure to register for the ACE 
Fitness Symposium 2009 at 
www.acefitness/symposium. 

You won’t want to miss out on the 
following group fitness sessions: 

Intervals for Addicts,  
by Chris Freytag
Work out smarter, not longer! 
Combine strength and cardio and 
learn to create 20-, 30- and 45-minute 
express workouts using slanted risers, 
xertubes® and hand weights. Sweat, 
burn calories and strengthen using 
multi-muscle group exercises followed 
by a short rest to set up the next 
move in these exciting intervals.

No Limits Circuit,  
by Kimberly Spreen
Come challenge yourself with fun, high-
energy athletic circuit workouts that are 
easy to set up, easy to follow and FUN! 
Learn to create an experience where 
everyone feels successful and gets 
results through challenging but doable 
exercises, and teach them to measure 
intensity through individual heart rate 
and/or RPE. Bring your HR monitor if 
you have one!

Boot Camp Complete,  
by Todd Durkin
Boot camps are both challenging 
and dynamic, providing trainers with 
a great opportunity to maximize 
time and profitability in an extremely 

positive and energetic environment. 
Examine several key factors for 
conducting boot camps including 
marketing, retention, safety, 
equipment needs and more. Then 
wrap up with a high-energy boot  
camp class!

The Abs Have It,  
by Chris Freytag
Are you bored with the typical ab 
routine? Come get the Abs Advantage 
and learn new, fresh core body moves 
using SPRI®  xertubes and Ultratoners, 
and Pilates moves you can integrate 
into any class format. Re-energize 
your class with these fun, focused 
core body exercises—and work your 
powerhouse!

F.I.R.S.T. Progressions,  
by Keli Roberts
Go beyond the basics and examine 
methods and techniques that 
functionally strengthen the body with 
integrated exercise progressions and 
partner drills involving coordination, 
balance and body control. Learn critical 
body alignment, movement pattern and 
cueing techniques for each exercise 
progression and partner drill in an 
interactive, hands-on training session.

Safe Yoga,  
by Beth Shaw
Learn the essentials of hatha yoga 
biomechanics and related anatomy to 

keep the body safe during your yoga 
practice. This workshop will teach 
you about YogaFit’s Seven Principles 
of Alignment (SPA) and how to build 
strength and flexibility safely. Bring 
your yoga mat!

Strength in Numbers,  
by Kimberly Spreen
Learn the benefits of promoting, 
being involved with and delivering 
a top-notch overall group fitness 
program. We’ll also discuss how the 
true integration and cross promotion 
of personal training and group fitness 
can have a huge impact on your 
bottom line and create a win-win  
for all.

Body Bar Complex Training,  
by Keli Roberts
Harness momentum and enhance 
athleticism with progressive explosive 
movement drills and Body Bar 
functional exercise. Effective teaching 
strategies demonstrate how to 
increase fitness and motor control. 
Practice the “stop-before-you-go” 
drills and learn how to improve overall 
performance and injury prevention. 
High-intensity complex training 
guarantees an amazing, sweat-
inducing workout!   

REaLizE ThE BEnEfiTs of a DuaL PERsonaL 
TRainER + GRouP fiTnEss CERTifiCaTion: Already 
a personal trainer and thinking of becoming an ACE-certified 
Group Fitness Instructor?  Don’t miss Bob and Jolyn Esquerre’s 
presentation, survival of the fittest: Meet the new 
fitness hybrid. Learn how you can gain new skill sets that are 
critical to offset the impact of a global recession. For information, 
study materials and exam dates for the ACE Group Fitness 
Instructor Certification, visit www.acefitness.org/getcertified. 

Group Fitness Sessions at the
ACE Fitness Symposium
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Personal 
Training in 
Practice: 
Effective 
Tools & 
Techniques 
cost: $249        cecs: 1.6 

A must-have practical training experience for personal 
trainers, ACE’s new interactive two-day workshop provides 
a comprehensive learning opportunity you won’t find 
elsewhere. Traditional personal training 
workshops are generally limited to physi-
ological assessments, program design and 
exercise instruction, but ACE goes beyond 
this to include sports conditioning, bal-
ance and the core, weight management 
and the behavioral and emotional com-
ponents essential to creating an overall 
experience for your clients that empowers them towards 
long-term change. This is the true art of personal training. 

August 8–9, 2009
Austin, TX

Charlotte, NC
Chicago, IL  

Minneapolis, MN 
San Diego, CA 

heartsaver First Aid 
with CPR and AEd 
Workshop
cost: $99   cecs: 0.6

ACE and the American Heart Association 
(AHA) have teamed together to deliver a 
dynamic message of hope — the hope of saving lives. New treat-
ments have improved the possibility of survival from cardiovas-
cular emergencies, cardiac arrest, and stroke in a 
fitness setting where individuals are most at risk 
when exercising. Increasing public awareness of 
the importance of early intervention and ensur-
ing greater public access to defibrillation will save 
many lives.

The seven-hour Heartsaver First Aid with CPR and 
AED training course will provide fitness profession-
als with the critical lifesaving skills needed to care 
for a victim of an illness or injury until EMS arrives.

Course materials will be shipped to you prior to 
the live workshop date. Please review the materials 
and bring them with you to the workshop.

The course runs from 9:00 am to approximately 3:30 pm on the 
date selected.

Personal Trainer Exam 
Review Webinar
cost: $199      cecs: 1.0

dates:  June 9, 16, 23, 30; July 7, 14, 21, 28

start time: 7 p.m. Eastern (4 p.m. Pacific)

The Personal Trainer Exam Review Course is a valuable study tool 
to help you prepare for the ACE Personal Trainer Certification Exam. 
The webinar format offers live, real-time lectures and an interactive 
environment to ask questions, all through the convenience of your 
own home computer. This course is ideal for people who prefer to 
learn in their own setting but want the teaching and live support of 
an ACE instructor.

This complete course includes all four individual modules presented in 
weekly live webcasts that cover all the key topic areas of the exam con-
tent outline along with a review of key concepts and an open forum. 
The individual modules for the course can also be purchased separately.

• Module 1 - Foundational Knowledge: Applied Science

• Module 2 - Client Interview and Assessment 

•  Module 3 - Program Design, Implementation,  
Progression, Modification & Maintenance

•  Module 4 - Keys to Success: Test-Taking Strategies &  
Professional Role

Functional 
Training 
Workshop
cost: $175      cecs: 0.8
date: July 25, 2009 
locations:  Atlanta, GA, Chicago, IL,

New York, NY, San Francisco, CA

Functional training continues to grow in popularity as the 
foundation for fitness and sports conditioning programs. 
Training to improve posture, movement efficiency and over-
all 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

July 25, 2009
Phoenix, AZ 

Los Angeles, CA 
San Diego, CA 

Denver, CO 
Chicago, IL  
Boston, MA 

New York, NY  
Dallas, TX 

CAlEndAR oF EvEnTS
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Broom, D.R. et al. (2009). AJP Regulatory Integrative and 
Comparative Physiology, 296, R29–R35.

a reCenTly puBlisheD sTuDy FounD ThaT aeroBiC 
exercise is better at suppressing appetite than non-aerobic 
exercise and provides a possible explanation for how that 
happens. A vigorous 60-minute workout on a treadmill affects 
the release of two key appetite hormones, ghrelin and peptide 
YY, while 90 minutes of resistance training affects the level of 
only ghrelin. 

There are several hormones that help regulate appetite, 
but researchers in this study looked at two of the major ones, 
ghrelin and peptide YY. Ghrelin is the only hormone known to 
stimulate appetite, while peptide YY suppresses appetite.

In this experiment, 11 male university students were eval-
uated over three eight-hour sessions. During one session 
they ran for 60 minutes on a treadmill, and then rested for 
seven hours. During another session they did 90 minutes  
of resistance training, and then rested for six hours and  
30 minutes. During another session, the participants did  
not exercise at all.

During each of the eight-hour sessions, the participants 
filled out surveys in which they rated how hungry they felt at 
various times. They also received two meals during each ses-
sion. The researchers measured ghrelin and peptide YY levels 
at multiple points throughout the respective sessions.

They found that the treadmill (aerobic) session caused 
ghrelin levels to drop and peptide YY levels to increase, 
indicating that the hormones were suppressing appetite. 
However, the resistance training (non-aerobic) session pro-
duced a mixed result. Ghrelin levels dropped, indicating 
appetite suppression, but peptide YY levels did not change 
significantly.

Based on the participants’ hunger ratings, both aerobic and 
resistance exercise suppressed hunger, but aerobic exercise 
did so to a greater degree. The changes the researchers 
observed were short term for both types of exercise, lasting 
approximately two hours, including the time spent exercising. 
This study’s findings confirm previous studies that indicated 
that strenuous aerobic exercise transiently suppresses appe-
tite, but also suggest that a similar, although slightly attenu-
ated, response occurs with resistance training.

While the study showed that exercise suppresses appe-
tite hormones, the next step is for researchers to establish 
whether this change is actually responsible for the sup-
pression of eating. This line of research may eventually 
lead to more effective ways to use exercise to help control 
body weight.  

research
AT-A- g l A n C E

Effects of Weekend 
Lifestyle Patterns  
on Body Weight
Racette, S.B. et al. (2008).  
Obesity, 16, 8, 1826–1830.

saTurDay Can Be The WorsT eneMy For 
our waistlines, according to research conducted at 

the Washington University School of Medicine in St. Louis and supported 
by the National Institutes of Health. Researchers found that study subjects 
on strict diet and exercise programs tend to lose weight more slowly than 
expected because they eat more on weekends than during the week. 

Past research has confirmed that people tend to gain weight during the 
holidays, particularly between Thanksgiving and New Year’s, but this is the 
first study to carefully monitor daily body weight, calorie intake and calorie 
expenditure for several weeks throughout a year, and to demonstrate that 
increased caloric intake isn’t just a problem during the holidays. It also hap-
pens on most weekends.

Researchers followed 48 adults between the ages of 50 and 60 who took 
part in the CALERIE (Comprehensive Assessment of Long-term Effects of 
Reducing Intake of Energy) study. Body mass index (BMI) was used to rank 
subjects as overweight or healthy weight when the study began. None of 
the study participants were classified as obese.

Following the premise of earlier studies that have demonstrated that mice 
and rats live longer, healthier lives when on a calorie-restricted diet, the 
CALERIE study was designed to determine whether taking in fewer calories 
over a long time period will slow down or reverse some of the common 
markers of aging and disease.

Study participants were divided into three groups: the first lowered their 
daily calorie intake by 20 percent, a second increased daily physical activity 
by 20 percent, and a control group did not change diet or activity levels. All 
three groups were monitored for one year. They kept food diaries, tracked 
exercise with accelerometers and were weighed regularly. According to the 
researchers, individuals in the study didn’t always realize they were eating 
significantly more food on weekends.

The researchers were surprised by the consistency of their findings, 
which showed a dramatic slowing of weight loss on weekends throughout 
the course of the study, not just at the holidays. Subjects in the diet group 
lost weight during the week, but stopped losing weight on the weekends 
because they were consuming more calories. 

Before the interventions began, the researchers established “baselines” 
for each study participant’s exercise and eating habits. This pre-interven-
tion data determined that participants consumed the most calories on 
Saturdays. An average of 36 percent of their total calories came from fat 
on Saturdays, but less than 35 percent came from fat during the rest of the 
week. The typical weekend weight gain before the diet and exercise inter-
ventions began would have led to an average increase of 9 pounds a year.

When study participants were asked either to cut calories by 20 percent 
or to increase activity by a similar amount, the pattern remained the same. 
Those in the calorie-restriction group consumed more calories on Saturday. 
Those in the exercise group ate more on both Saturday and Sunday. As a 
result, people in the calorie-restriction group stopped losing weight on week-
ends, and those in the exercise group actually gained weight on weekends.

These findings help to explain why people on diets often don’t lose as 
much weight as one might predict or expect. The investigators recom-
mend moderation and careful planning to avoid weekend pitfalls. Helpful 
tips include packing healthy snacks when running errands, eating a small 
meal before heading out to a weekend party and packing a light lunch 
before going to the kids’ ballgames in an effort to skip the concession 
stand or fast-food restaurant altogether. In addition, portion control can 
help enable individuals enjoy the weekend without sabotaging their 
weight-control efforts.  

The influence  
of Resistance  

and aerobic Exercise  
on hunger, Circulating Levels  
of acylated Ghrelin and  
Peptide YY in healthy Males

BY CEdRiC x.  BRYAnT, Ph.d.
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Registration now open! 

www.acefitness.org/symposium

Join us for the 4th annual ACE Fitness Symposium – a uniquely intimate, educational 
event to advance and inspire fitness professionals of all levels – from those just 
entering the industry, to seasoned veterans seeking innovative approaches. 
Discover refreshing and creative ideas in exercise programming, sports 
conditioning, nutrition and working with special populations. Learn the latest 
techniques and establish valuable relationships with peers and industry experts.

An experience you won’t find elsewhere, be a part of this truly enjoyable event 
and walk away with a renewed sense of energy and passion, and the knowledge 
and tools to ignite your career in fitness!

n Unique, intimate event in sunny San Diego
n Introducing ACE’s new personal training model 
n Activity-based sessions from leading manufacturers using their latest equipment 
n     Sessions on sports conditioning, nutrition, special pops, mind/body, 

business and more 
n 1.8 CECs toward certification renewal
n Vendor showroom 
n  Welcome reception, networking luncheon and 2 breakfasts included at 

no additional cost 
n Pre-con workshops for functional training and CPR/AED 
n Exciting workouts including yoga and boot camp by the bay 
n Nightly shuttle to downtown’s historic Gaslamp District 
n  Affordable beachfront accommodations with free access to internet and 

fitness facility
n ...and much, much more!
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1.  Eighty-five percent of ankle sprains 
____________________________.

 A. Occur during sports activities
 B. Are to the lateral structures of the ankle
 C. Require immediate medical assistance
 D. Are to the medial deltoid ligament

2.  Which of the following is NOT an established 
risk factor for pancreatic cancer?

 A. Smoking C. Family history 
 B. Obesity D. Inactivity

3.  Exercise can benefit individuals suffering from 
drug-induced depression because it _______
___________________________.

 A.  Provides the individual with a  
healthy addiction

 B.  Facilitates the release of dopamine and 
serotonin

 C. Creates a negative energy balance
 D. Reduces the need for medication

4.   Which of the following is associated with an 
increased risk of pancreatic cancer?

 A. Caffeine
 B. Red meat
 C. Sugar
 D. Alcohol

cec quiz
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5.  Individuals diagnosed with pancreatic cancer 
generally have a five-year survival rate of 
_______________ and a one-year survival 
rate of ________________.

 A. 5 percent; 20 percent

 B. 10 percent; 25 percent

 C. 20 percent; 40 percent

 D. 25 percent; 50 percent

6.  Scientists are still trying to understand the 
mechanisms of addiction, which is why  
recovery programs ____________________
___________________.

 A.  Should be standardized to help as many 
people as possible

 B.  Have very little chance of actually helping 
the addicted individual

 C.  Should be tailored to the individual

 D.  Should be administered by physicians or 
trained researchers

7.  Which of the following is NOT considered an 
extrinsic risk factor for plantar fasciitis?

 A. Overtraining

 B. Obesity

 C. Improper shoe wear

 D. High arches

8.  Which of the following describes a Grade II ankle 
sprain?

 A. Pain and mild swelling; tolerable weightbearing

 B.  Severe pain and swelling; limited  
weightbearing

 C.  Swelling and discoloration; complete tear  
of one or more ligaments

 D. Rapid and severe pain; no weighbearing

9.  Which of the following is NOT a mistake com-
monly made by indoor cycling instructors?

 A. One-legged cycling

 B. Out-of-control cadences

 C. Pedaling out of the seat

 D. Isolations

10.  A study examining the effects of resistance and 
aerobic exercise on hunger and appetite suggests 
that __________________________.

 A.  Aerobic exercise is more effective in  
reducing appetite

 B.  Resistance exercise is more effective  
in reducing appetite

 C.  Aerobic and resistance exercise reduce  
appetite equally

 D.  Aerobic and resistance exercise are 
ineffective in reducing appetite
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lower-body flexibility with an emphasis 
on calf mobility. The client should be cau-
tioned to stretch to tolerance and avoid 
overexertion. Overstretching of the Achilles 
tendon can cause irritation to the muscle-
tendon unit and should be avoided. 

Strengthening
Strengthening of the gastrocnemius/

soleus complex should be the focus of train-
ing. In fact, studies have demonstrated that 
eccentric strengthening is beneficial for 
relieving symptoms (Wasielewski, 2007). 
Progressively loading can be beneficial for 
the client, but may be even more effective 
when combined with other exercises to 
strengthen the knee and hip. The client 
should be cleared by his or her physician 
prior to training to prevent further injury. 

Functional Integration 
Returning to basic functional and sports 

activity after an Achilles tendon injury 
can be challenging, and a return to activ-
ity should be a gradual, pain-free process. 
Modifications in training techniques and 
environment should be addressed with an 
emphasis on client education. CKC exercise 
combined with eccentric loading can pro-

gressively challenge the client, but should 
not create pain. Furthermore, any deficits 
in balance can be addressed as needed. 
Simply adding an unstable surface such as 
a foam pad to CKC exercises can challenge 
the client’s balance. Finally, cardiovascular 
activity should be progressed with caution; 
low-loading activity should precede higher-
loading activity to avoid pain or re-injury. 

Summary
This three-part series briefly discussed 

the common pathologies that can affect 
the hip, knee and ankle. Understanding 
the importance of each link in the lower 
kinetic chain is essential for proper exer-
cise program design for the injured cli-
ent. As a fitness professional, you must 
have a basic understanding on how to 
manage these pathologies. More in-depth 
coverage of these topics can be found in 
the ACE Advanced Health & Fitness 
Specialist Manual.   
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