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Abstract

Objective: To describe and understand factors which enhance and impede
participation in physical activity for older adults with and without chronic illness

and develop a framework of health behaviours for “active living”.

Methods: A contrasting groups framework was used to compare discussions in
two sets of focus groups with relatively healthy and less healthy older adults.
The thematic analysis was informed by the Transtheoretical Model, the Health

Belief Model and Social Cognitive Theory.

Results: All participants affirmed the health benefits of physical activity and
there was broad agreement that social support and conductive environments
contributed to the promotion of opportunities for physical activity. However
perceptions of specific factors needed to maintain and promote good health
differed between healthy and less healthy participants. Connection to
community, sense of place and “walkability” of neighbourhoods were identified
as motivators for undertaking physical activity, while barriers were associated

with health, the environment, family and attitudes to physical activity.

Discussion: The focus groups highlighted the importance of social, behavioural
and contextual factors in promoting opportunities for physical activity in older
adults with and without chronic illness. The findings were used to propose an

Active Living Framework which is the subject of ongoing research.

Key words: activity chronic, disease, exercise, physical
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INTRODUCTION

As populations age, there is increasing morbidity and mortality due to chronic
and complex illnesses such as coronary heart disease (CHD), hypertension,
diabetes, arthritis, and chronic obstructive pulmonary diseases (COPD). By the
year 2020, non-communicable chronic diseases are expected to be the leading
cause of disability throughout the world, and if not successfully managed, will
become the most expensive problem ever faced by health care systems
internationally [1]. While pharmaceutical and technological advances are
improving survival rates for many illnesses, they can be costly and have
unwanted side-effects. Lifestyle modifications involving diet and exercise are
now seen as ways of alleviating the social and economic burden associated with

population ageing and chronic disease [2].

Health problems related to physical inactivity are well documented. There is now
a convincing body of evidence to show that regular physical activity can enhance
quality of life and well-being, and deliver physical, psychological and social
benefits to adults of all ages. As people age, lack of physical activity increases the
risk of CHD, hypertension, diabetes, and musculoskeletal and connective tissue
diseases including osteoporosis and osteoarthritis [3, 4]. Accordingly there is a
growing public health commitment to physical activity programs that promote
good health and prevent the onset and advance of diseases commonly associated

with ageing [5-7].

Contextual, personal and situational factors influence people’s decisions to
become physically active. Biological, psychological and social factors, including
individuals” perceptions of social support, influence their willingness to
undertake regular physical activity [6-12]. Relatively healthy individuals become
physically active because they want to improve their health and fitness, lose

weight and reduce stress, while others make lifestyle changes after being alerted
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to ways of modifying risk factors for conditions such as CHD, stroke or diabetes.
Responses to “health messages” regarding the benefits of physical activity are
associated with individualised perceptions of illness, as well as age, gender and
socioeconomic status. The success of strategies to promote physical activity or
“active living” requires understanding the complexity of factors associated with

the social and physical environment in which individuals live and work [13].

In addition to the focus on the primary prevention of many chronic illnesses,
public health efforts are also directed towards strategies which incorporate
activities and lifestyle changes that can be adopted by patients with chronic
diseases in order to increase their capacity to resume “normal” activities. Multi-
disciplinary hospital outpatient programs allow individuals opportunities to take
part in physical activity regimens aimed at modifying risk factors and improving
health and well-being [14, 15]. Cardiac rehabilitation (CR) [15-18] and pulmonary
rehabilitation (PR) [19-21] are such examples; CR aims to favourably influence
the underlying causes of heart disease whilst providing physical, mental and
social conditions to facilitate rehabilitation [15], and PR aims to improve exercise
tolerance and lung capacity in patients with COPD [14, 22, 23]. Both programs
are supported by evidence of clinical effectiveness, however quantitative studies
aimed at evaluating effectiveness are not necessarily generalisable to all groups
in the population [24, 25]. For instance, much of the research demonstrating the
effectiveness of PR has focused on patients with moderate or acute exacerbations
of COPD, but because COPD is often undiagnosed until the disease is fairly
advanced, patients referred to PR are typically sicker than research subjects [14,
21, 22]. Moreover program participation and adherence can be low [26, 27] and

compliance is a major issue for program evaluation [28-33].

While there is convincing evidence that exercise can play a major role in the
rehabilitation of patients with chronic conditions such as CHD and COPD,
ongoing research requires a better understanding of the beneficial effects of
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physical activity across stages of illness. There is a need to understand and
distinguish between factors which help determine physical activity uptake and
adherence, as well as aspects which may correlate with, moderate, or confound,
associations between interventions and outcomes [7, 34]. It is important also to
recognise temporal associations between medical, pharmaceutical and
therapeutic advances in health care and patient compliance [35]. Qualitative
methods can assist in understanding these issues [36-38]. Data collected through
focus groups afford ways of contextualising information about individuals’
perceptions, opinions, beliefs, attitudes and experiences, and allowing in-depth
exploration of issues. Together with evidence of effectiveness drawn from
quantitative studies, the results of qualitative studies such as this can help
facilitate the development of strategies aimed at changing physical activity

behaviours to improve health and well-being [36, 39, 40].

This work is thematically informed by the Transtheoretical Model [41] which
focuses on the individual’s readiness to act on new health behaviours, the Health
Belief Model [42] which predicts health behaviours by concentrating on attitudes
and beliefs, and Bandura’s Social Cognitive Theory [43] which is based on the
principle of self efficacy, and a person’s ability to perform specific tasks or

achieve certain results.

The aims of this study were to describe patterns of physical activity in groups of
older people with and without chronic heart or lung conditions, to better
understand factors and individual characteristics which both enhance and
impede participation in physical activity for older adults and to inform the

development of a framework of health behaviours for “active living”.
METHODS

Study conduct and design
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Two sets of focus groups were conducted in the Hunter and Mid North Coast
regions of New South Wales (NSW) Australia. The first, held with relatively
healthy older adults, is called Never Too Late, while the second, conducted with
relatively less healthy older adults, is called Active Living. A contrasting groups
framework [44] was used to compare participants in each set. The Never Too Late
participants were randomly recruited from the Australian Longitudinal Study on
Women’s Health, seniors groups, and other community-based organisations,
while the Active Living participants were recruited through two local chronic

illness support groups, Heart Support and LungNet.

The focus groups were on average 90 minutes in length. At the outset of each, an
experienced moderator overviewed the purpose and format of the focus group
and opened the discussion by suggesting that participants comment on how they
rated their health and the level of physical activity they regularly undertook,
compared with others of a similar age. Throughout the discussions the moderator
prompted and facilitated dialogue, taking care to allow a free flow of information
and inter-personal interaction. A funnelling process was applied whereby semi-
structured questions were sequenced, beginning with conversation about general
health beliefs and the perceived benefits of physical activity, before moving onto
discussion of more specific issues including how the participants saw physical
activity fitting (or not fitting) into their everyday lives. Answers given in the

Never Too Late focus groups were used to guide the questions in the Active Living

group.

Demographic information was collected using a short answer written
questionnaire distributed prior to the commencement of the discussions. Ethics
approval was obtained from the Human Research Ethics Committee of the
University of Newcastle and the Ethics Committee of the Mid North Coast Area
Health Service. All participants gave informed written consent to participate in

the focus group discussions and for the proceedings to be audio recorded.
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Analysis

Participants were de-identified in the transcriptions which provided the content
for thematic analysis. The discourse was grouped according to a broad
conceptual framework which accommodated interplay between environmental,
biological, organisational and psychological issues, and afforded a context for
assessing factors considered necessary for behavioural change. The
Transtheoretical Model (Stages of Behaviour Change Model) [41] provided the
“readiness” context for action whereby interventions are tailored to match each
person’s stage of readiness. The “motivational” context was supplied by the
Health Belief Model [42] and the “predictive” context was given by Bandura’s
Social Cognitive Theory [43]. Statements and comments, grouped in broad areas
consistent with this conceptual framework, provided the basis for thematic
analysis. Lists of key words, phrases and quotes were collated within each theme.

Sentiments captured through this analysis are summarised here.
RESULTS
Overview

The Never Too Late focus groups comprised 35 males and 46 females who were
aged over 60 years. There were 18 participants in the Active Living focus groups (7
males and 11 females) and all were aged over 50 years. The 99 participants (42
males and 57 females) covered 14 focus groups (11 Never Too Late and 3 Active

Living). The findings helped to inform an awareness of factors which enhance and
impede participation in physical activity for older people with and without chronic

illness.

Each participant was invited to rate their health, and the importance they placed
on physical activity. Never Too Late participants saw themselves as physically

active, with the majority rating their health as very good. In contrast, Active Living
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participants rated their health as fair, and reported a lower level of physical

activity.

Participants reported a wide range of factors that they perceived as being
important for the promotion and maintenance of their good health. They
included both personal qualities and actions (intrinsic), and factors that involved
interaction with others and the environment (extrinsic). Table 1 gives a summary
of these intrinsic and extrinsic factors. While there are many overlaps, the
following discussion draws out broad themes and describes differences and

similarities between the Never Too Late and Active Living groups.
[Table 1 here]

Attitudes and strategies

All participants reported maintaining independence and doing what you can as
being essential attitudes for promoting health, and regarded mental attitude and

sense of well-being as crucial for maintaining good health. Comments included:
Working out what’s important
Positive self-talk
Mental attitude: if I can get on top of that I can cope

Participants in both groups indicated that they would prefer to be more
physically active. Activities undertaken regularly were likely to be mostly
unstructured in nature. They included “walking around the block” which was a
preferred activity because it was close to home. There was less interest in
attending physical activities that required traveling time, cost or membership
fees. Preferences were expressed for involvement in physical activities that did

not require minimum levels of fitness, such as is often the case with competitive
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sports or team membership and many reported that they had relinquished their

membership of clubs, teams and community groups.

Never Too Late participants reported using physical activity as a social
opportunity (e.g. playing with the grandchildren, going for a walk with a friend),
whereas Active Living participants were more likely to separate their physical
activity routines from social outings. Many Active Living participants described
feeling fearful of being at any great distance from their home, in case something
should happen (exacerbation of a health condition). Active Living participants also
recognized that their management of routine household tasks had changed with
the progression of their illnesses. They were aware of the need to break down
routine tasks into smaller units that could be undertaken across several rather
than one or two days. These participants were acutely aware of how their
physical function could vary on a day to day basis, and saw the need for flexible
strategies that could accommodate their physical activities within domestic

routines and schedules.
Dodging trouble! And knowing what to avoid
Just keeping going for as long as you can

Skills and knowledge

In both groups, there was general lack of understanding regarding the intensity
and duration of physical activity required to confer health benefits. Many saw the
intention to undertake regular activity as being sufficient, but there was limited
knowledge and understanding of how to monitor physical activity levels and set
appropriate targets. While some Active Living participants had previously
acquired a degree of motivation for physical activity from their attendance at
pulmonary or cardiac rehabilitation programs, few were confident that they had

the skills or knowledge needed to maintain ongoing regular physical activity.
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Don’t beat myself up — I do it when I can!

Managing physical activity in daily lives

Many respondents, particularly those that had experienced a serious health
problem, acknowledged the important role of physical activity in their daily lives
as a way of promoting positive health and preventing illness. Most Active Living
participants who reported “healthful” routines such as regular walking,
expressed reluctance to vary their schedules. They discussed their frustrations at
changes in levels of ability to undertake physical activity and felt compromised
by the loss of function they experienced as a result of their illness. A number
were also anxious about doing too much (exercise) and as a consequence not being
able to complete other daily tasks. By comparison, the Never Too Late participants
reported physical activities that were both adaptable and varied. Having a
purpose for exercise was seen as being important by several of the Never Too Late

participants and this was particularly true for men.

My motivation is that I love walking. I get up and my wife goes with me, we walk
out along the old track...It’s different every morning. The enviroment is

interesting. I would walk up the hill to watch the sunrise. That’s my motivation.

Social support and motivation

Participants in both groups reported upon the importance of having someone
with whom to exercise. However social contact and support from friends and
family for exercising was valued differently by the two groups. Never Too Late
participants reported using physical activity as a social opportunity, and saw
physical activity as part of their lifestyle, e.g. going for a walk with a friend or
playing with the grandchildren. The Active Living participants were more likely

to separate their physical activity routines from social contact and saw exercise as
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part of their “therapy”. This group preferred to exercise at home and set their

own goals rather than feel that they had to pace themselves against someone else.

Self motivation to exercise was important for both groups. There was broad
agreement that the motivation to exercise could be enhanced by family and

friends, and also by being actively involved in useful activities.
it has to be something you want to do for yourself

Many participants were motivated by others with similar conditions, especially
those who they saw as having “control” over their illness or condition. The desire
to arrest declining physical health through exercise was expressed in both

groups:
never giving up!
I had my first heart attack 20 years ago and 1 have been walking ever since

Family influences

The influence of families was seen as having both positive and negative aspects.
While there was acknowledgement that partners and carers could play a valuable
role in providing encouragement for exercise, some participants described their

frustration at “not being allowed” to be active.
I felt smothered — then started to think “am I really that bad”

Participants in both groups described the importance of having a supportive
network of family and friends, opportunities to attend support groups, and a
connectedness to the immediate community. These factors were seen as being
conducive to physical activity and there was relatively little emphasis placed on

the importance of social support whilst undertaking physical activity.
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Those without support of family or friends saw the lack of family support as a
barrier and were concerned that this influenced their ability to place priority on
physical activity. Those participants who expressed fear of panic and anxiety in

social situations were more likely to be isolated from family and friends.

Supportive environments

Ready access to pleasant and peaceful physical surroundings was seen as being
important but relatively less so than social support. However a number of Never
Too Late participants expressed their “sense of place” as being a strong
motivating force for regular physical activity. Making the effort to feel connected
to their community, and the general benefits resulting from being outdoors were
generally seen as positive influences on health and well-being. Active Living
participants however, were more likely to avoid being “out and about” during
busy times in their local streets, being fearful that their physical activity during
these times might not be a positive experience. Few Active Living participants
were involved in volunteer work or attended community groups. They saw their
ability to do so as being diminished by functional decline associated with their

illness.

Health care providers

Few participants reported that their general practitioners (GPs) were a source of
motivation. There were no reports of GPs who initiated discussion of the benefits
of regular exercise and physical activity, or provided health information on
physical activities. A number of participants expressed frustration and
disappointment at what they saw as the attitudes of some GPs and also
pharmacists. There were comments that pharmacists were overly concerned with

dispensing medication.
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Only three of the eighteen Active Living participants said their GP regularly asked
them about physical activity levels and the Never Too Late participants did not
report such encounters. Active Living participants reported having gained more
constructive information from health care providers other than doctors, e.g. from

rehabilitation coordinators and physiotherapists.

Perceived Barriers

Barriers to physical activity were grouped thematically and described as being
either associated with health, the family, the physical environment or with a lack

of interest. Table 2 summaries the key notions within these themes.
[table 2 here]

Participants from both groups reported that they had had to stop various
activities because of injury or “wearing out”: declining health status was
regarded as the main barrier to physical activity. All expressed frustration about
not having ready access to health information and details of health services and
titness programs. The “walkability” of neighbourhoods was seen as a barrier by
many, and participants discussed issues such as the condition of footpaths,
lighting, and access to pleasant environments. Issues of access, cost and transport

were also identified as barriers to participation.

Active Living participants were frustrated with their deteriorating health and
described a general loss of confidence in their ability to self manage their disease
process. Most expressed passive attitudes to their health, feeling that they had
little control over changing functional levels, and regarding their health and well-
being as being constantly eroded and challenged by ill-health. Some described
self-management strategies adopted during periods of poor health, but others

were more likely to defer their physical activity schedules when they felt un-well.

I'm worried that I might get into difficulties
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Some Active Living participants were surprised to realise that they were able to

undertake physical activity in spite of their illness.
DISCUSSION

All participants affirmed that physical activity was critical for good health. The
focus groups underscored both the importance of supportive environments and
social support in relation to promoting opportunities for participation in physical

activity whether that support comes from partners, peers, or family members.

These discussions informed understanding of the factors that predict and
mediate physical activity, and promote healthy ageing. The findings highlighted
differences between healthy and less healthy older people [30]. For instance there
was less diversity in types of physical activity reported by the less healthy who
preferred to exercise alone in more purposeful ways. On the other hand,
relatively healthier participants preferred to have a greater level of social contact
and more variety when undertaking exercise. While there was broad agreement
amongst all participants that physical exercise can be a means of maintaining
independence and functional abilities while improving overall health, the
healthier Never Too Late participants felt they had both choice and control over
the type of activity in which they were involved and the frequency and pace of
their approach. They reported incidental activities e.g. walking to the shops, as a
valuable form of physical activity. The less healthy Active Living participants
described a purposeful approach to their physical activity, and were more
motivated to maintain their functional status than they were to engage in social

or leisure activities.

All participants were aware of “barriers” to regular physical activity. They
revealed that the main barriers to participation in physical activity were
deteriorating physical function, diminishing social networks and a lack of

willingness to become involved in, or take control of, the management of their
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health. Some lacked confidence in their ability to maintain an exercise program,
and were unclear about the intensity and duration required to confer health
benefit. For Active Living participants hospitalisations decreased enthusiasm for
exercise, and bouts of illness challenged their confidence in relation to sustaining

an exercise program.

Few reported being actively encouraged to adopt self-management strategies by
health practitioners. Many described their GP as being “indifferent” to their
condition, and a number recounted how their doctors had counselled them to
accept their level of disability, and adapt to a reduced functional capacity. This
experience concurs with the findings of other research suggesting that motivators
may be found amongst friends who are interested in becoming active, or who

may be already active [29].

Most participants expressed awareness of ways in which they should be
managing their health, and discussed how they could confer health benefits.
However there was little understanding of what the appropriate levels of

physical activity and exercise intensity for their age and condition, actually were.

Participants confirmed the view that while education programs and mass media
may raise awareness of the importance of exercise, these strategies alone are
insufficient to produce the behaviour change. While recall of media
advertisements advocating physical activity was high, few had translated these

recommendations to action.

There is considerable evidence in the literature that supports broad physical
activity programs that include lifestyle and behavioural components [12, 29, 45,
46] and the approaches demonstrate that sustained behaviour change requires a
mix of strategies. The constructs in Figure 1 were informed by qualitative
assessment of the results of the focus groups reported here, using a conceptual

framework based on the Transtheoretical Model [41], the Health Belief Model
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[42] and Bandura’s Social Cognitive Theory [43]. These constructs represent an
“Active Living Framework” which provides a basis for better understanding
factors that are important for promoting health through active living: a way of

life that integrates physical activity into daily routines.
[insert Figure 1 here]

The Systems of care construct refers to the connections with other disciplines that
share an interest or stake in the population of interest. Behaviour change barriers
can be system based or socio-ecologically based [47]. System barriers, such as a
lack of time, resources and guidelines, can limit people’s abilities to manage their
health. Socio-ecological barriers, which can include restrictions in the physical

environment as well as limited social support, can influence systems of care.

The People and communities construct include individuals’ situational context (e.g.
marital status, number living at household, income, self-efficacy) as well as their
knowledge of disease management and community services, and also cognitive

skills (e.g. mental maps of neighbourhoods).

The findings of the focus groups reported here suggest that factors that
encourage or impede exercise participation can differ between older people
depending upon levels of illness and functional impairment. Of major
importance for both healthy and less healthy participants was knowledge of an
appropriate exercise regime, confidence in their ability to achieve exercise goals,
and the availability of both social and environmental support needed in order to
undertake regular physical activity. These focus groups highlighted the
importance of developing opportunities for physical activity consistent with the
interests and characteristics of older people whether or not they are compromised

by chronic illness.
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Despite attempts to include participants from all walks of life in these focus
groups, the participants were relatively active compared with other older adults
in the community with and without chronic illnesses. Although their health was
clearly compromised, the Active Living participants were a relatively healthier
less sedentary group of older adults with chronic illnesses. While focus groups
are a very important way of gathering rich and informative qualitative

information, the lack of generalisability of the findings is a limitation.
CONCLUSIONS

Clearly a major challenge for public health practitioners is to use a variety of tools
and methods to collect data that can be used to inform policy and practice. This
paper shows the importance of using qualitative methods to better understand
factors associated with promoting lifestyle and behavioural change in older adults

with and without chronic illness.

The Active Living Framework identifies a number of factors that appeared to
operate as predictors of physical activity, including self management lifestyle
behaviours, supportive environments and maintenance strategies. This
ecological approach recognises the importance of targeting strategies to the
individual, the family and to the broader community, and provides a foundation
for the development of an Active Living Intervention to encourage older adults
with chronic conditions to sustain levels of physical activity that will be beneficial
to their health over time. The Active Living Intervention is the subject of ongoing

research.

171 Page



ACKNOWLEDEGMENTS

The authors gratefully acknowledge the contribution made by Professor Wendy
Brown in the Never Too Late research and appreciate the support of all those who

participated in this study.

18l Page



REFERENCES

[1] World Health Organization. Innovative care for chronic conditions; building
blocks for action: global report. Geneva: WHO; 2002.

[2] Wolf AM, Siadaty M, Yaeger B, Conaway MR, Crowther JQ, Nadler JL, et al.
Effects of lifestyle intervention on health care costs: improving control with activity and
Nutrition (ICAN). ] Am Diet Assoc. 2007;107:1365-73.

[3] Shin YH, Hur HK, Pender NJ, Jang HJ, Kim M-S. Exercise self-efficacy, exercise
benefits and barriers, and commitment to a plan for exercise among Korean women with
osteoporosis and osteoarthritis. International Journal of Nursing Studies. 2006;43:3-10.

[4] Cummings S, Nevitt MC, Browner WS, Stone K, Fox KM, Ensrudf KE, et al. Risk
factors for hip fracture in white women. New England Journal of Medicine. 1995;332:767-
73.

[5] World Health Organization. Global strategy on diet, physical activity and health.
Geneva: WHO; 2004 22 May 2004.

[6] Sowden SL, Raine R. Running along parallel lines: how political reality impedes
the evaluation of public health interventions. A case study of exercise referral schemes in
England. Journal of Epidemiology & Community Health. 2008;62:835-41.

[7] Dugdill L, Graham RC, McNair F. Exercise referral: the public health panacea for
physical activity promotion? A critical perspective of exercise referral schemes; their
development and evaluation. Ergonomics. 2005 15 Sept-15 November;48(11-14):1390-410.

[8] Wiles R. Patients' perceptions of their heart attack and recovery: the influence of
epidemiological "evidence" and personal experience. Social Science & Medicine.
1998;46(11):1477-86.

[9] Bradley F, Wiles R, Kinmonth A-L, Mant D, Gantley M. Development and
evaluation of complex interventions in health services research: case study of the
Southampton heart integrated care project (SHIP). BMJ. 1999 13 March 1999;318:711-4.

[10]  Glass TA, de Leon SM, Marottoli RA, Berkman LF. Population based study of
social and productive activities as predictors of survival among elderly Americans.
British Medicine Journal. 1999;319:478-83.

[11]  Stahl TA, Rutten A, Nutbeam D, A.E B, Kannas L, Abel T, et al. The Importance
of the Social Environment for Physically Active Lifestyle - Results from an International
Study. Social Science and Medicine. 2001;52:1-10.

191 Page



[12]  Browning CJ, Tuohong Z, Sharifian F, Yang H, Thomas S. How Elderly
Conceptualize Successful and Healthy Ageing. Journal of Chinese General Practice.
2007;10(15).

[13]  Seefeldt V, Malina RM, Clark MA. Factors affecting levels of physical activity in
adults. Sports Medicine. 2002;32(3):143-68.

[14]  Casaburi R, Porszasz J, Burns MR, Carithers ER, Chang RSY, Cooper CB.
Physiologic benefits of exercise training in rehabilitation of patients with severe chronic
obstructive pulmonary disease. Am J Respir Crit Care med. 1997;155:1541-51.

[15] Thow M, ed. Exercise leadership in cardiac rehabilitation: an evidence-based
approach. Sussex: John Wiley & Sons 2006.

[16]  Dalal HM, Evans PH. Achieving national service framework standards for
cardiac rehabilitation and secondary prevention. BM]J. 2003 1 March 2003;326.

[17]  Taylor RS, Brown A, Ebrahim S, Jolliffe ], Noorani H, Rees K, et al. Exercise-based
rehabilitation for patients with coronary heart disease: Systematic review and meta-
analysis of randomized controlled trials. American Journal of Medicine.
2004;116(10):682-92.

[18]  Jolliffe JA, Rees K, Taylor RS, Thompson D, Ebrahim S. Exercise-based
rehabilitation for coronary heart disease (Cochrane Review). Cochrane library. 2004;1(2).

[19] Goldstein RS. Randomised controlled trial of respiratory rehabilitation. Lancet.
1994;344.

[20]  American Thoracic Society. Pulmonary rehabilitation-1 999. Am J Respir Crit
Care Med. 1999;159:1666-82.

[21] Man WD-C, Polkey MI, Donaldson N, Gray BJ, Moxham J. Community
pulmonary rehabilitation after hospitalisation for acute exacerbations of chronic
obstructive pulmonary disease: randomised controlled study. BM]J. 2004 20
November;329(1209):1209-11.

[22]  Man SFP, McAlister FA, Anthonisen NR. Contemporary management of Chronic
Obstructive Pulmonary Disease: clinical applications. JAMA. 2003;290(17):2313-6.

[23]  Sin DD, McAlister FA, Man SFP. Contemporary management of Chronic
Obstructive Pulmonary Disease: scientific review. JAMA. 2003;290(17):2301-12.

[24] King KM, Teo KK. Cardiac rehabilitation referral and attendance: not one and the
same. Rehabilitation Nursing. 1998;23(5):246-51.

[25] Lavie CJ, Milani R. Benefits of cardiac rehabilitation in the elderly. Chest.
2004;126:1010-2.

20l Page



[26]  Sims ], Kerse NM, Naccarella L, Long H. Health promotion and older people: the
role of the general practitioner in Australia in promoting healthy ageing. Australian and
New Zealand Journal of Public Health. 2000;24(4):356-9.

[27]  Brassington GS, Atienza AA, Perczek RE, DeLorenzo TM, King A. Intervention-
related Cognitive versus Social Mediators of Exercise Adherence in the Elderly. Am ]
Prev Med. 2002;23(25):80-6.

[28]  Klonoff EA, Annechild A, Landrine H. Predicting exercise adherence in women:
the role of psychological and physiological factors. Preventive Medicine. 1994;23:257-62.

[29]  O'Brien Cousins S. Social support for exercise among elderly women in Canada.
Health Promotion International. 1995;10:273-82.

[30]  Brown WJ, Fuller B. Never Too Late. A report on the findings of a series of focus
groups held to explore views about physical activity among older Australians.
Newcastle: Research Institute for Gender and Health: University of Newcastle; 1998.

[31] King AC, Rejeski W], Buchner DM. Physical activity interventions targeting older
adults. A Critical Review and Recommendations. American Journal of Preventive
Medicine. 1998;15(4):316-33.

[32] Brown W, Fuller B, Adamson L, Cockburn ], Lee C. Never too late: older people's
perceptions of physical activity. Health Promotion Journal of Australia. 1999;9(1):55-63.

[33] Sternfeld B, Ainsworth BE, Quesenberry CP. Physical activity patterns in a
diverse population of women. Preventive Medicine. 1999;28(3):313-23.

[34] Bauman AE, Sallis JF, Dzewaltowski DA, Owen N. Toward a better
understanding of the influences on physical activity. The role of determinants,
correlates, causal Variables, mediators, moderators, and confounders. Am ] Prev Med.
2002;23(2S):5-14.

[35] Richardson LA, Buckenmeyer PJ, Bauman BD, Rosneck JS. Contemporary cardiac
rehabilitation: patient charcacteristics and temporal trends over the past decade. Journal
of Cardiopulmonary Rehabilitation. 2000;20(1):57-64.

[36] Buchner D, Miles R. Seeking a contemporary understanding of factors that
influence physical activity. Am ] Prev Med. 2002;23(2S5):3-4.

[37]  Visram S, Crosland A, Unsworth J, Long S. Engaging women from South Asian
communities in cardiac rehabilitation International Journal of Therapy and
Rehabilitation 2008;15(7):298-304.

[38] Higginson R. Women and cardiac rehabilitation. British Journal of Nursing.
2008;17(22):1380-1.

[39] Moore SM. Women's views of cardiac rehabilitation programs. Journal of
Cardiopulmonary Rehabilitation. 1996;16(2):123-9.

211 Page



[40] Dolan P, Cookson R, Ferguson B. Effect of discussion and deliberation on the
public's view of priority setting in health care: focus group study. BM]J. 2009;318:916-9.

[41]  Prochaska JJ, Sallis JF. A randomization controlled trial of single versus multiple
health behavior change: promoting physical activity and nutirition among adolescents.
Health Psychology. 2004;23(3):314-8.

[42] Becker MH. The Health Belief Model and Personal Health Behavior. Health
Education Monographs. 1974;2:324-473.

[43] Bandura A. Social foundations of thought and action: a social cognitive theory
Englewood Cliffs, NJ: Prentice-Hall 1986.

[44] Higginbotham N, Albrecht G, Connor L. Health social science. A
transdisciplinary and complexity perspective. Melbourne: Oxford University Press 2001.

[45] Booth M, Bauman A, Owen N, Gore C. Physical activity preferences, preferred
sources of assistance, and perceived barriers to increased activity among physically
inactive Australians. Preventive Medicine. 1997;26:131-7.

[46] Marcus B, Forsyth L. How are we doing with physical activity? American Journal
of Health Promotion. 1999;14(2):118-24.

[47]  McDonald CF. Shortness of breath. Is it chronic obstructive pulmonary disease? .
Australian Family Physician. 2005;34(7):541-5.

22| Page



Table 1. Perceptions of factors that promote and maintain health

Intrinsic factors Extrinsic factors
Exercise Being outside
Happiness in yourself The weather conditions (fresh
Your state of mind / mental attitude clean air)
Sense of well-being Social contact
Positive self-talk Someone to talk to
Having a balance in everything you do Contact with others
Learning to do things at the right pace Support and motivation of
Sense of achievement friends/family
Setting appropriate goals for Being tolerant of others
activity/exertion Grandchildren
Stress levels Child-minding and being involved
Working out what’s important in their activities
Dodging trouble! — knowing what to The environment (ie if supportive)
avoid Connectedness to place/
Recognition of when you're down — and community
acting on that Sense of place
Nutrition/diet Regular outings

Having a variety of interests
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Table 2.

Health

Family

Environment
and choices

Lack of interest

Factors identified as barriers to physical activity

Never Too Late Common barriers
Joint mobility, stiffness, arthritis

Aches and pains

Age

Acute / chronic illness

Change in partner’s fitness/
mobility/ health

Caregiving

“Babysitting” grandchildren

Lack of specific facilities (e.g. walking
trails, bike tracks, classes for elderly)
Poor access to halls, pools etc
Inappropriate class times, activities,

leaders, location Fear of threat to personal
Services not advertised/promoted safety

Cost Footpaths/ lighting
Terrain (steep hills)

Unrestrained dogs

Not interested

Can't see the value

Can't see the point

Weather (hot, cold, rainy)

Lack of public transport

Active Living

Stress / worry

lliness / hospitalisations

Being alone

Over-exertion

Reduced functional ability

Changes in functional levels - difficult to
select an activity to accommodate
changes

Fear of panic / anxiety

Lack of control

Loss of confidence

Medication

Not having partner/ family to exercise with
Already commitments, and not enough
time

Feel too restrictive: over protective
Loss of independence

Dependent on others for transport
Ready access to assistance
Unsupervised, or without guidance of
trained fitness leader

Unaware of local services/facilities
Cost

If environment is inappropriate e.g. not
smoke-free

Reduced enthusiasm

Feeling of not being valued
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Systems of Care

Organisational
Development

Workforce
Development

Resources

Partnerships

Leadership

Infrastructure
Sustainability

Problem solving

|

Models of Care that
address:

Behaviour change
Readiness to change
Social learning
Quality of Life

Self efficacy

People/communities

Self management
skills & information

Lifestyle
behaviours

Supportive
environment &
active role in case
management

Maintenance
strategies

Increased capacity of people and communities to engage in regular physical activity

Inactive

Figure1 Active Living Framework — emerging constructs and items
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