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Motivational Barriers and Resources 
for Physical Activity Among Older People

Verena Klusmann and Nanna Notthoff

13.1  Introduction

Imagine wanting to assist an older person in becoming physically active or in 
increasing their activity to a health-enhancing level. As you begin, you realise 
that physical activity is neither part of his or her self-concept (i.e., he or she 
does not self-identify as an “active person”) nor are there significant exercising 
role models in his or her past or present social environment (e.g., no friends 
or relatives of the same age exercise regularly). Further, you worry that the 
person may feel invulnerable to the risk of developing a health problem and 
may not be convinced that exercise entails any benefits at all. Above all, your 
target person may think that ageing comes with inevitable physical and social 
losses. All of this seems a bit exaggerated? On second thought, it might not be 
too unrealistic. The large number of inactive people is evidence for these 
motivational barriers. For our fictitious individual, hardly any other idea 
would seem more far-fetched than beginning to be more physically active. 
Any personal competencies like exercise skills or the necessary physical 
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 conditions would be irrelevant, and considerations of fostering self-efficacy 
(see Chap. 12) or implementation strategies (see Chap. 14) would be prema-
ture and futile. Thus, this chapter deals with central concepts of motivational 
barriers and resources for physical activity with special attention to older 
adults. After introducing and defining each of the constructs, corresponding 
empirical evidence will be discussed, and finally, practical implications will be 
presented as appropriate.

13.2  Self-Identity

Self-identity refers to being situated in a specific role (Stets and Burke 2003). 
According to Identity Theory, people’s goals are based on their identities, and 
people strive to maintain consistency between identity and behaviour in pur-
suing their goals (Gecas and Burke 1995). The mechanisms for how this hap-
pens can be drawn from Social Cognitive Theory (see Chap. 11). For example, 
a person who identifies as an exerciser could have high levels of exercise-related 
self-efficacy (belief to be able to exercise, even in the face of obstacles), a reli-
able predictor of behaviour (see Chap. 12).

People who seriously pursue athletic endeavours tend to identify with these 
activities. This was demonstrated in a study of master cyclists (35–69 years) 
who described cycling as part of their identity that distinguished them from 
other people (Appleby and Dieffenbach 2016). One does not have to be an 
athlete to identify as an “exerciser” or physically active person. Among partici-
pants (58–95 years) in exercise classes in an assisted living facility, many peo-
ple agreed that physical activity was part of their identity. The more they 
agreed, the more active they were and the more they intended to continue 
their activities in the future (Strachan et al. 2010).

The relationship between exercise identity and physical activity engage-
ment seems to be bi-directional. In a sample of members of a 24-hour fitness 
facility (18–94  years), the more people exercised, the more they perceived 
physical changes in their bodies, which in turn led them to identify more as 
exercisers (Mullen 2011). This was true for the entire age range. An external 
prompt may be effective to jumpstart this process. Hardcastle and Taylor 
(2005) showed that middle-aged and older adults (43–77  years) who had 
received a prescription from their general practitioner to participate in a ten- 
week exercise program to improve their general fitness or health began to 
form an exercise identity. Contributing factors were physical activities’ becom-
ing part of people’s routine, experiencing physical activity as meaningful and 
as a way to feel accomplished, and making social connections. Thus far, 
 intervention studies aimed at modifying physical activity identity in older 
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adults and affecting their behaviour have not been conducted. In younger 
adults, findings on whether changes in identity also result in changes in 
behaviour seem to be mixed according to a recent review (Rhodes et al. 2016).

From a provider’s perspective, the idea of how well exercise aligns with 
older adults’ identity also seems to be important. The degree to which exercise 
fits with older adults’ identity was one of the main factors determining 
whether or not older adults took up exercise according to interviews with 
instructors (Hawley-Hague et  al. 2016). The instructors stated that family 
members and health professionals sometimes undermined the process of 
physical activities’ becoming integrated into older adults’ identity when they 
communicated their belief that exercise was not suitable beyond a certain age. 
Thus, in considering whether and how physical activity becomes part of older 
adults’ identity, one also has to take into consideration views of ageing (cf. 
Whaley and Ebbeck 2002). Ageing is often viewed as associated with physical 
limitations, which may prevent physical activity from becoming part of an 
older adult’s identity (see also paragraphs 13.4 on subjective norms and 13.5 
on self- perceptions of ageing).

13.3  Autonomous Versus Controlled Motivation

Unlike other concepts of motivation, Self-Determination Theory (SDT) 
focuses on type, rather than amount of motivation (Deci and Ryan 2008). In 
its original form (see also Chap. 11), SDT differentiated between intrinsic 
and extrinsic motivation with intrinsic motivation coming from within a per-
son (e.g., an activity is performed for enjoyment) and extrinsic motivation 
being a result of external pressures (e.g., an activity is performed for a reward). 
People’s motivation for behaviour can shift on a continuum from autono-
mous to controlled motivation, comprising external and so-called introjected 
regulation, the latter referring to internalised rewards and punishments (Deci 
and Ryan 2008).

Only recently, has SDT been applied to studying physical activity of older 
adults. The idea that higher levels of autonomous motivation for physical 
activity are associated with greater activity participation was confirmed in sev-
eral quantitative and qualitative studies. Ferrand et al. (2012, 2014) showed 
that the amount of physical activity older enrolees (63–89 years) in a French 
activity program engaged in depended on their motivational profile. 
Participants in the cluster characterised by a higher degree of autonomous 
motivation were more active than those in the cluster characterised by a 
 somewhat higher degree of controlled motivation. SDT motivational profiles 
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also seem to predict whether or not people maintain or take up physical activ-
ity in retirement (Beck et al. 2010).

SDT has successfully been used as a basis for the design of interventions 
aimed at promoting physical activity in older adults. Thus far, it is unclear 
whether it is superior to other theoretical models. Friederichs et al. (2015) 
showed that both an SDT-based intervention and a traditional condition 
based on several other theories (Theory of Planned Behaviour, Social Cognitive 
Theory, Self-regulation Theory, and Transtheoretical Model; see Chap. 11) 
and involving tailored advice increased physical activity more than the waitlist 
control condition (18–70 years). The SDT-based intervention was more effec-
tive for promoting total minutes of activity, whereas the traditional approach 
was more effective for increasing the number of days on which participants 
engaged in at least 30 minutes of activity (Friederichs et al. 2015). In encour-
aging sedentary older adults to walk more, an SDT-based approach was supe-
rior to simply referring people to an exercise class or providing them with a 
structured walking program (Van Hoecke et al. 2014).

Interventions to date have sought to increase autonomous motivation by 
targeting the three psychological needs—autonomy, competence, and related-
ness—that are proposed to be the underlying mechanisms. Van Hoecke et al. 
(2014) confirmed that individual counselling sessions were successful in pro-
moting the satisfaction of the three needs and that participants experienced 
gains in autonomous motivation as a result. The relevance of the three needs 
for autonomous motivation was also recognised by participants themselves in 
another study (Lee et al. 2016). Interviews with participants of a French activ-
ity program showed that having an opportunity to assist with leading a pro-
gram (autonomy) and feeling socially connected with other group members 
(relatedness) increased autonomous motivation. Concerns about age-related 
physical limitations, in contrast, led to higher controlled motivation (Ferrand 
et al. 2014).

However, the satisfaction of psychological needs can also be cited as a reason 
for being sedentary. Although one of the main motivations for remaining 
physically active in retirement was being part of a social group, inactive retirees 
found other ways to satisfy their need for relatedness. Furthermore, not fitting 
in with an exercise group was also one of the reasons why people discontinued 
physical activity. The importance of these psychological needs may differ 
between men and women. Relatedness seems to be more significant for women 
than for men. It should also be recognised that the association between psycho-
logical needs, motivational profiles, and physical activity is multi- directional. 
For example, increases in physical activity participation can lead to feelings of 
achievement and competence (Beck et al. 2010; Solberg et al. 2012).
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13.4  Subjective Norms

The idea that subjective norms influence behaviour has been incorporated in 
several theories of health behaviour change (see Chap. 11). The term subjec-
tive norm refers to the likely or anticipated pressure from social partners such 
as family members and friends, but also health professionals to perform a 
behaviour and the motivation to give into this pressure. In other words, a 
person’s subjective norm is his or her impression of what important social 
partners believe the person ought to do. Importantly, subjective norms should 
be distinguished from social norms, which are normative beliefs that are pres-
ent in society as a whole.

Although subjective norms as a construct within the Theory of Planned 
Behaviour (see Chap. 11) have been broadly applied to understanding the 
uptake and maintenance of physical activity and designing intervention stud-
ies aimed at promoting it, few studies have included older adults, as docu-
mented in a recent review (Koeneman et al. 2011). Only 1 of the 30 included 
studies examined the influence of subjective norms on older adults’ atten-
dance in a physical activity program.

From the limited available evidence, it appears that subjective norms can be 
useful for predicting older adults’ intentions to be physically active; however, 
they do not tend to reliably predict behaviour. For example, subjective norms 
predicted the intention of older adults aged 65–90 years enrolled in an exer-
cise program to attend classes regularly (Lucidi et al. 2006). Actual class atten-
dance was unrelated to participants’ subjective norms. Likewise, subjective 
norms predicted older women’s intention to meet the World Health 
Organization’s (WHO) recommendations for aerobic physical activity 
(150 minutes of moderate activity per week or 75 minutes of vigorous activity 
per week), but not whether they actually met these recommendations (Vallance 
et  al. 2011). The construct of subjective norms is not the only one of the 
Theory of Planned Behaviour components that only tends to predict older 
adults’ intention to be physically active, but not their behaviour (Dean et al. 
2007).

Findings regarding which factor in the Theory of Planned Behaviour—
subjective norms, perceived behavioural control, or attitudes (see paragraph 
13.7 on outcome expectancies)—best predicts intention to be active or actual 
activity are mixed. Two studies showed that although the Theory of Planned 
Behaviour as a whole predicted older adults’ intention to be physically active, 
when the three factors were considered separately, only perceived behavioural 
control was relevant (Brenes et al. 1998; Galea and Bray 2006).
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In sum, the available evidence suggests that subjective norms could be use-
ful for predicting the intention of older adults who are already affiliated with 
a physical activity program to attend program sessions regularly. It remains 
unclear whether subjective norms can explain shortfalls of activity in seden-
tary older adults. Interventions aimed at changing subjective norms and the 
effects of such changes on physical activity intention and behaviour seem to 
be lacking, possibly because existing observational studies have documented 
that subjective norms do not reliably predict actual behaviour. If subjective 
norms were the target in a behavioural intervention, measures should be taken 
to reduce the intention-behaviour gap (see Chap. 14).

13.5  Self-Perceptions of Ageing

Recent research has demonstrated that how people view their own and others’ 
ageing has the potential to determine whether they engage in health- promoting 
behaviours (for an overview see Miche et al. 2015). People, who in midlife 
associated their own ageing with fewer negative changes, lived a full 7.6 years 
(median) longer than their peers (Levy et al. 2002). When compared with 
recent data (Nusselder et al. 2009) on increased life expectancy through not 
smoking (4.3 years for men, 4.1 years for women) or high levels of physical 
activity (3.5 years for men, 3.4 years for women), these “added years” that 
seem to depend on ageing self-perceptions are especially impressive.

Levy (2009) postulates that age stereotypes exert their influence on health, 
well-being, and longevity through having pertinent behavioural consequences 
like healthy practices such as participating in exercise (see Levy and Myers 
2004). That age expectations of decline seem to act as a barrier to physical 
activity has been shown by large-scale surveys (Meisner et al. 2013; Sarkisian 
et al. 2005). The study by Meisner et al. (2013) indicated a “matching effect,” 
that is, more positive ageing-related expectations regarding physical health 
(but not expectations about mental health or cognitive function) were associ-
ated with strenuous sport and recreational physical activities in those adults 
(41–97  years) without functional limitations. Consequentially, negative 
expectations may make people think that they are unable to engage in strenuous 
activities due to their advanced age and, subsequently, they may dis-identify 
(see paragraph 13.2 on self-identity) and disengage from these activities.

Studies using data from the German Aging Survey showed that positive 
images of ageing increased sports participation in middle-aged adults 
(40–64 years) and leisure-time walking in older adults (65–85 years; Wurm 
et al. 2010). Given a positive view on ageing, even older people in poor health 
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walked as regularly as their healthy peers. Shedding some light on underlying 
mechanisms, Wurm et al. (2013) found that after a serious health event, older 
people were inclined to utilise productive strategies like selective optimisation 
and compensation (see Chaps. 14 and 15) if they did not equate ageing with 
physical losses. Those with negative images of ageing, in contrast, did less for 
their health, which eventually resulted in lower life satisfaction and worse 
subjective health.

Interventions fostering a positive view on ageing in older adults may be 
successful in not only improving self-perceptions of ageing, but also increasing 
physical activity. In one intervention, images of older adults were changed by 
correcting false beliefs about ageing and teaching participants to identify and 
modify automatic counterproductive thoughts (Wolff et al. 2014). Positive 
age stereotypes may even be strengthened via subliminal priming (Levy et al. 
2014). Evoked mastery experiences through becoming physically active, in 
turn, may help to buffer otherwise worsened ageing evaluations (Klusmann 
et al. 2012). This is in line with Meisner and colleagues’ (2013) assumption 
that interventions to promote realistic ageing expectations regarding physical 
health should be particularly effective for increasing physical activity in older 
adults; they combat fatalistic thinking and stereotype-congruent disengage-
ment. On a societal level, fostering positive intergenerational interactions, 
education about age and ageing, and changing media portrayals of older peo-
ple have been suggested (Kotter-Grühn 2015). Interventions could also make 
use of the matching effect and use role models to combat stereotypes of ageing 
(Horton 2010).

13.6  Risk Perceptions

Perceptions of risk are crucial for motivating people to adopt protective 
behaviours like physical activity, especially in old age (Renner et  al. 2007; 
Schwarzer and Renner 2000). Commonly, it is assumed that threat appraisals 
result from perceived susceptibility or vulnerability and severity of disease 
(Stretcher et al. 1997; van der Pligt 1998).

Experts commonly judge and compare risk factors by combining the likeli-
hood of occurrence and the severity of adverse outcomes (Fischhoff et  al. 
2000; Slovic 2000). Communicating a health threat in a way common in 
public health campaigns aimed at disease prevention can only solve part of the 
problem, however (Hamilton and Lobel 2015). In order to take protective 
action, people need to not only be aware of a risk in general, but they need to 
feel personally at risk (Schwarzer 2008). Lay people’s assessments are a func-
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tion of the triggered affective responses (e.g., worry and perceived dread) and 
the familiarity and estimated controllability of a health threat (Slovic 1987; 
Slovic et al. 2005). Motivating people for proper action might work best if 
one tackles anticipatory emotions, possibly by using affect-rich images and 
narratives (Sheeran et al. 2014; Slovic and Peters 2006).

Both the adequacy and the adaptiveness of lay people’s judgements have 
been subject to controversial debates (for an overview see Renner and Schupp 
2011). It is an often replicated finding that people accept high-risk health 
information to a lesser degree than low-risk information, often referred to as 
self-defensive bias (Ditto 2009; Helzer and Dunning 2012; Van ‘t Riet and 
Ruiter 2013). However, a lack of reassurance after receiving low-risk feedback 
has also been observed (e.g., Gamp and Renner 2015). The Cue-Adaptive 
Reasoning Account (Renner 2004) explained how people reasonably invest 
resources to scrutinise negative and unexpected risk information, what pre-
vents them from both an unnecessary investment and a rash termination of 
already-taken protective actions (Renner and Schupp 2011).

Comparing participants under the age of 31  years with older adults 
(31–84 years) from a German sample revealed that the perception of risk sig-
nificantly predicted the intention for protective behaviour in older adults, but 
had no substantial effect for younger adults (Schwarzer and Renner 2000). 
Other studies confirmed that risk perceptions had a particular influence on 
motivation for physical activity in older adults (Renner et al. 2007).

It seems obvious that older people also perceive greater risks in absolute 
terms, given declining major biological systems and increasing objective prev-
alence for chronic diseases, accompanied by a rising priority for health (e.g., 
Ebner et al. 2006; Schindler and Staudinger 2008). Older people indeed per-
ceive a heightened absolute risk for the development of cardiovascular diseases 
(Hamilton and Lobel 2012; Meischke et al. 2000; Renner et al. 2000, 2007), 
but show lower risk perceptions for stroke, diabetes, as well as breast and lung 
cancer compared to younger age groups (Adriaanse et al. 2008; Hamilton and 
Lobel 2012; Harwell et al. 2005). Albeit older people with a high body mass 
index perceive a higher risk of heart disease (e.g., Renner et al. 2000), a sub-
stantial proportion of—especially male—participants still disagreed that their 
heightened body weight was a health risk (Gregory et al. 2008). Since physical 
exercise is especially beneficial for cardiovascular health, the heightened risk 
perception in old age might help to boost motivation in this regard. Despite 
this, the mixed evidence leads over to the issue of biases that have been 
observed to influence people’s subjective risk estimates.

Acknowledging that one’s risk increases in old age does not necessarily 
imply that people become less optimistic about their risk in comparison with 
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their peers. Unrealistic optimism was observed in middle-aged and older 
adults as well (Hamilton and Lobel 2012; Renner et al. 2000) and might be 
explained by increasing compensatory social downward comparisons in the 
face of experienced age-related declines (Bauer et al. 2008).

13.7  Outcome Expectancies

The value of the expected outcomes is essential in determining someone’s 
readiness to act (e.g., Atkinson 1957). Having been established as a core con-
cept in enabling behaviour change by Social Cognitive Theory, different labels 
like perceived benefit (Health Belief Model) or behavioural beliefs (Theory of 
Planned Behaviour) have been used (see Chap. 11).

The basic idea is that without the expectation of a resultant benefit, health 
behaviour lacks its justification, and consequently, the likelihood of disen-
gagement increases. For example, people might agree that they could wear a 
helmet when riding a bicycle, but whether they decide to do so crucially 
depends on being convinced that wearing a helmet actually increases safety. 
Outcome expectancies have the form of if-then assumptions (like “If I engage 
in physical activity, then I will…”) that refer to expected consequences of 
actions or behaviours that differ in the degree of desirability and probability 
(Bandura 2001; Heckhausen 1977). A thorough contemplation process with 
balancing of pros and cons of anticipated behavioural outcomes precedes the 
formation of outcome expectancies. Following a dynamic perspective, out-
come expectancies are important for moving people from a pre-intending to 
an intending, that is, a pre-active stage of behaviour change (Schwarzer 2008). 
Outcome expectancies have been shown to translate threat appraisals and risk 
perceptions into action (see paragraph 13.6 on risk perceptions) and are an 
important mediator between self-efficacy beliefs and physical exercise (see 
Chap. 12; Gellert et al. 2012).

Classically, outcome expectancies ascribe value to an action due to pre-
sumed positive psychological effects (e.g., fun, relaxation, companionship), 
body image (e.g., appearance, self-image, confidence), or health benefits 
(Steinhardt and Dishman 1989; Schwarzer 2008). Outcome expectancies 
focusing on consequences closely tied to the behaviour itself are a better pre-
dictor of physical activity than distal ones. Specifically, affective expectations 
directly related to emotional states during or directly after physical activity 
affected intentions and behaviour in older adults (60–95  years) the most 
(Gellert et al. 2012). An age-tailored intervention targeting present orienta-
tion and emotional benefits of exercise together with components of goal 
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attainment led to superior maintenance of physical activity in 60+ year-old 
adults (Gellert et al. 2014). The crucial importance of proximal, emotional 
outcome expectancies for physical activity enhancement in old age is substan-
tiated by research on the role of affective attitudes (e.g., Conner et al. 2015) 
and fits with the idea of Socioemotional Selectivity Theory, assuming an 
increased focus on emotionally gratifying experiences in the here and now in 
older compared to younger age (e.g., Carstensen and Mikels 2005; see also 
Chaps. 12 and 14).

Adding to these findings, we recently demonstrated the importance of a 
positive dynamic through the actual fulfilment of outcome expectancies in the 
time course of exercise adoption and maintenance (Klusmann et al. 2016). 
Outcome expectancy fulfilment was the predominant predictor for differenti-
ating between successful and unsuccessful behaviour changes and proximal 
outcome expectancies concerning emotional rewards were most meaningful 
in this regard. Outcome expectancies gain volitional relevance, especially if 
our expectations are met. Only then is it worth investing the effort; the behav-
iour change process is fuelled in terms of an upwards spiral (Loehr et al. 2014; 
Rothman 2000). An absence of desired outcomes, in contrast, results in a 
standstill, in which good intentions weaken or fade, and a sustainable change 
of habits becomes very unlikely.

Interestingly, in the above-mentioned study (Klusmann et al. 2016), older 
participants aged 60+ years were slightly less successful in their attempts to 
increase physical activity than younger adults. Higher age was associated with 
somewhat less endorsement of outcome expectancies and correspondingly 
fewer fulfilments.

13.8  Practical Implications

Remember our example from the beginning of the chapter: We were to realise 
that as long as central motivational requirements are unmet, any efforts to 
foster self-efficacy (see Chap. 12) or initiate volitional processes of behaviour 
change (see Chap. 14) seem premature and futile. Conversely, if our hypo-
thetical person were to recognise the potentials of age and ageing and thus, 
were to have favourable self-perceptions of ageing, were to be convinced by 
the beneficial outcomes of physical activity, were to have an exercise identity, 
and were to be intrinsically motivated, a reasonable basis for health behaviour 
change could be established. In the following we will illustrate possible gate-
ways for overcoming barriers and activating motivational resources for physi-
cal activity up to old age.
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Whether or not older adults identify as exercisers seems to crucially depend 
on the terminology used to describe physical activity. Older adults seem to use 
terms other than exercise—for example, “physically active”—to describe 
themselves (Whaley and Ebbeck 2002). Thus, the name of an exercise class 
could determine whether it aligns with older adults’ identity and is well 
received within this age group (Hawley-Hague et al. 2016). Using the terms 
“exercise” or “falls prevention” could be a deterrent whereas “movement” may 
be more appealing; it may signal that the class is comprised of a variety of 
activities and that every participant will be able to find something suitable 
without having to self-identify as frail and at risk of falling (Nyman 2011).

Besides choosing appropriate names for activity programs aimed at older 
adults, creating an environment that fosters the integration of physical activ-
ity into older adults’ identity can mean ensuring that social partners including 
health professionals express the opinion that physical activity is a life-long 
pursuit. Among regularly active older people, physical activity identity can 
develop further on its own as long as the older adults observe effects of their 
activity, for example, physical changes or feelings of achievement (see also 
paragraph 13.7 on outcome expectancies).

To increase the amount of favourable autonomous motivation, it seems 
advantageous to let participants take an active role in activity programs (cf. 
Ferrand et al. 2014) and to facilitate the development of a sense of together-
ness or unity, for example, by explicitly supporting processes of group bond-
ing, especially in women (Beck et al. 2010). However, one is well advised to 
also consider the risk of negative group dynamics, group members agreeing 
on “age-appropriate” sedentary behaviour, or people not fitting in.

For older people who already participate in an activity program, it seems 
useful to address subjective norms to increase their commitment (cf. Lucidi 
et  al. 2006). However, subjective norms probably cannot prevent activity 
shortfalls, and it is more than doubtful whether tackling personal norms can 
stimulate newly adopted engagement.

The intriguing effects of favourable ageing self-perceptions boosting physi-
cal activity up to old age have taught us that taking means to support positive 
images of ageing will pay off. One can choose to directly combat negative age 
stereotypes through either correcting false beliefs or practising productive 
thinking (cf. Wolff et  al. 2014). Alternatively, positive ageing perceptions 
might unobtrusively be strengthened by providing positive experiences with 
one’s ageing body, helping people realise that fitness resources can be activated 
and that they are still powerful and capable (cf. Klusmann et al. 2012). Also, 
role models combating age stereotypes could be useful (Horton 2010). 
However, promoting master athletes entails the risk of older people’s dis- 
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identification. Role models should thus show characteristics as similar as pos-
sible to a peer of the target audience.

For risk communication, Renner and Schupp (2011) point out the follow-
ing central principles: People should be informed about absolute risk using 
natural frequencies (conditional probabilities are hardly understood by both 
lay people and experts; Gigerenzer et al. 2008) as well as about the relative risk 
by comparing different hazards (to provide anchors for orientation and help 
people deal with both small numbers of probabilities and probabilities that 
exceed a 50–50 chance; Lipkus 2007; Weinstein 2000). To circumvent high- 
risk stereotypes that facilitate downward comparisons and negotiation of risk, 
recipients should be informed about their risk relative to similar others or 
receive personalised risk information (Hahn and Renner 1998; Harris et al. 
2008; cf. Perloff and Fetzer 1986). Negative as well as positive feedback should 
be of high quality, since information conflicting with pre-existing risk percep-
tions is scrutinised carefully (Renner 2004). Finally, effective risk communica-
tion should disclose feasible ways to reduce risk and to increase healthy 
behaviour (Sheeran et al. 2014).

Maintenance problems of physical activity in old age might be overcome by 
fostering realistic outcome expectancies (Evers et  al. 2012; Renner et  al. 
2012). Before starting to exercise, people mostly focus on the aversive begin-
ning and thus underestimate enjoyment (Ruby et  al. 2011). Expectancy 
adjustment might help people focus on accomplishable outcomes and make 
people see the attained outcomes that may reinforce behaviour change. 
Indeed, teaching exercise trainers strategies to promote positive emotions dur-
ing exercise sessions increases adherence (Jekauc 2015) and, likewise, affective 
short-term messages produce higher levels of physical activity (Morris et al. 
2015). A final note on a popular strategy: Broaching the issue of age-related 
physical limitations seems contraindicated in multiple ways. As we have come 
to know, it equally leads to higher levels of unfavourable controlled motiva-
tion and evokes less effective outcome expectancies.

13.9  Conclusion

Overall, the concepts introduced in this chapter have qualified as useful tools 
for understanding the activity of older adults and designing interventions to 
promote it. As is state-of-the-art in the health promotion profession, the 
development of effective interventions and programs is based on a thorough 
need and capacity assessment that considers the particular features of people 
and settings. With ageing, diversity of people increases; thus, there will hardly 
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be any fixable one-fits-all approach to motivate older people for physical 
activity. Integrative approaches in which several concepts are combined to 
meet the specific needs of a target person or a target group of older people 
may be best.
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