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T
wo global pandemics—SARS-CoV2 infection and 

obesity—recently intersected; this convergence exac-

erbated the virus’ most harmful effects1 and dispro-

portionately affected underserved communities.2,3 To a large 

extent, the underlying health conditions—reported by the 

US Centers for Disease Control and Prevention (CDC)—that 

heightened vulnerability to the virus are lifestyle-related and 

directly impacted by social determinants of health (SDoH) that, 

all too often, prevent the healthy choice from being the easy 

choice.4 These unhealthy lifestyle behaviors increasingly affect 

healthcare expenditure, driving as much as 90% of healthcare 

dollars spent.5 This has made the precepts of lifestyle medicine 

(LM) more relevant and more urgently needed than ever.6

LM, as defined by the American College of Lifestyle  

Medicine (ACLM), is the use of evidence-based, lifestyle, 

therapeutic intervention—including a whole-food, plant- 

predominant eating pattern, regular physical activity, restor-

ative sleep, stress management, avoidance of risky substances, 

and positive social connection—as a primary modality, deliv-

ered by clinicians trained in these modalities, to prevent, treat, 

and often reverse disease. ACLM’s vision is to have lifestyle 

medicine be the foundation of all healthcare, fully integrated 

into family medicine and primary care.
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Regarded by some as a new and emerging field, history 

indicates that components of lifestyle medicine were first 

documented as early as 2500 years ago. Hippocrates, the 

Greek physician regarded as the father of medicine, often 

used lifestyle modifications, such as diet and exercise, to 

treat disease. He is quoted as saying, “Illnesses do not come 

upon us out of the blue. They are developed from small daily 

sins against Nature. When enough sins have accumulated, 

illnesses will suddenly appear.” He is also reported to have 

said, “Just as food causes chronic disease, it can be the most 

powerful cure.”

Today, 60% of American adults—and, sadly, too many 

children—now live with at least 1 chronic disease, and more 

than 40% have been diagnosed with 2 or more.7 Too many 

physicians and patients alike may believe they are victims 

of their genes and they are destined to become chronically 

ill and dependent on pharmaceuticals. It should be alarm-

ing that type 2 diabetes (T2D) can no longer be referred to 

as “adult-onset diabetes” as many children8 are now being 

diagnosed with this lifestyle-related chronic condition. The 

occurrence of Alzheimer’s disease, linked to T2D,9 is also ris-

ing at startling levels. 

Early detection of chronic disease has too often been 

defined as prevention; despite early detection, trends of obe-

sity, T2D, hypertension, and cardiovascular disease continue 

their upward trajectory.10,11 

Mounting evidence indicates that modifiable behavioral 

risk factors drive the leading causes of mortality in the United 

States.12 The Institute of Health Metrics and Evaluation, in its 

2019 Global Burden of Disease Report,13 analyzed data from 

more than 190 countries and found that what people eat, and 

fail to eat, is the leading cause of disease and death. 

Addressing lifestyle is recommended as a first-line treat-

ment option in many chronic disease guidelines.14 However, 

when surveyed, physicians indicate having received little 

training in clinical nutrition and LM therapeutic modalities.15

Promising change, though, is underway: Patient demand 

is mounting, and provider awareness is growing about the 
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need for and value of LM. Increasingly, there is a recogni-

tion that medications and procedures have been insufficient 

to significantly alter the negative trajectory of our collective 

health. This is awakening the medical community and gen-

erating interest in the field of LM. The ACLM’s goal is to edu-

cate, equip, and empower all providers, especially primary 

care providers (PCPs), to identify and facilitate the eradi-

cation of the root causes of disease with health restoration 

and whole-person health as the clinical outcome goal. This 

should be followed, when necessary, by disease manage-

ment with the aim of medication de-escalation and halting 

disease progression.  

Thus, an imperative should be to help fill the void of 

LM in medical education with a robust offering of resources 

across the education continuum.  Organizations like the 

American Academy of Family Physicians (AAFP) and the 

ACLM are proactively taking steps to meet this demand, with 

AAFP’s recent debut of its new resource entitled Incorporat-

ing Lifestyle Medicine into Everyday Practice16 and ACLM’s 

robust offering of LM resources that span the education con-

tinuum.  These resources, coupled with the opportunity for 

certification through the American Board of Lifestyle Medi-

cine, are helping to fuel the field’s rapid growth. 

While LM is not new, large-scale implementation of 

these evidence-based modalities into health systems is one 

of the greatest pioneering initiatives in the healthcare indus-

try today. LM represents a physician-led, interdisciplin-

ary, team-based model, often leveraging shared medical 

appointments (SMAs),17 delivered either in person or virtu-

ally, to effectively treat groups of patients with chronic condi-

tions. This scalable model supports the necessary behavior 

change that is central to LM intervention, while also capital-

izing on the shared sense of community that is facilitated by 

group participation.  

Deeply rooted in scientific evidence, LM is delivered 

through a variety of practice formats, including

•  Private primary care

•  Direct primary care

•  Concierge medicine

•  Hybrid (concierge/family practice)

•  Health systems integration

•   Specialist care (eg, cardiology, endocrinology,  

oncology)

•   Community-based care

To date, challenges to system-wide healthcare adoption 

of LM include reimbursement models, misaligned quality 

measures, research gaps, health disparities, and challenges 

associated with unequal distribution of SDoH.18

Even so, the healthcare system shift from fee-for-service 

to value-based care will elevate the importance of eliminat-

ing, to the extent possible, the root causes of disease, rather 

than medicating and managing the symptoms. LM is synony-

mous with value-based care. As with all LM treatment, the 

objective is to rein in costs while producing superior patient 

outcomes and patient satisfaction through sustained behav-

ior change. LM is also vital to achieving the Quadruple Aim: 

to enhance patient experience, improve population health, 

reduce costs, and improve the work life of healthcare provid-

ers.19 LM reignites the passion for why most went into medi-

cine—to become true healers—as a potential antidote to epi-

demic levels of provider burnout. 

As physician practice of LM increases, research in the 

field has also expanded in recent years, within ACLM and 

externally. In 2020, the Ardmore Institute of Health convened 

the Lifestyle Medicine Research Summit20 to (1) review the 

current state of knowledge in the core domains of healthy liv-

ing and LM—nutrition, physical activity, stress, sleep, addic-

tions, and positive psychology/social connections—and 

how they can be deployed clinically to not only prevent but 

also treat and actually reverse chronic disease; (2) prioritize 

research questions in each domain; and (3) apply new basic 

science knowledge (eg, epigenetics, microbiome, neuro-

plasticity) and research methods (modeling, artificial intel-

ligence, existing national cohort studies using new methods, 

and hierarchies of evidence). Since the Summit, the COVID-

19 pandemic has made this effort timelier and more mean-

ingful. The Summit was unique in its breadth, cross-disci-

plinary attendance, and resulting dialog and output.  

Analysis of LM reminds us that effective care requires 

not simply calls to education but resources where they are 

needed most, assessment of opportunity cost, and critical 

evaluation of interventions.21 If LM’s only focus is on the indi-

vidual as the change agent, the result will likely be that people 

at lowest risk will have the greatest amount of intervention, 

while people carrying the greatest risk will not receive the 

support they need. Understanding the environmental drivers 

of unhealthy behaviors requires PCPs to work more closely 

with community and public health colleagues to develop 

neighborhood and regional approaches, particularly in dis-

advantaged areas.21 

We must collectively shift from a system of disease and 

disability care to one of true “health” care, enabled by an 

LM-first approach that strives to identify and eradicate root 

causes with health restoration—whole-person health—as 

the clinical outcome goal.

In caring for chronically ill patients across all socioeco-

nomic levels, family medicine physicians and other PCPs are 

on the front lines of addressing these ravaging, costly dis-

eases that impact quality of life; yet many clinicians are only 

familiar with disease and symptom management through 
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pills and procedures. The urgent need to treat the root cause 

of lifestyle-related chronic disease led to the creation of this 

supplement. The goal is to provide family physicians with 

information on all aspects of LM. Rather than a comprehen-

sive dive, the pages to follow offer introductory information 

on the definition of LM’s 6 pillars; and how LM delivery is 

influenced by key determinants of health; how LM is being 

used to prevent, treat, and sometimes reverse multiple types 

of chronic disease; a peek into the current practice of LM; and 

what the future holds in education and policy. We hope read-

ers will want to learn more.  l 
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EATING FOR HUMAN AND PLANETARY HEALTH
Further reinforcing the importance of dietary pattern— 

advocated as one of the pillars of LM—is its effect not only 

on our personal health but also on the health of the planet. 

ACLM and many others note that the leading cause of chronic 

disease and the leading cause of many global sustainability 

issues is one and the same: our Western dietary pattern.22-24 

Shifting to a whole-food, plant-predominant dietary life-

style protects human health25,26 and reduces commercial 

agriculture’s carbon footprint, enabling the preservation of 

natural resources while also decreasing greenhouse gas  

emissions.27-29 


