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Evaluation of Results in Light of Previous Research

The responses in the transcript align closely with established findings in research on physical activity among older adults with chronic health conditions, particularly osteoarthritis and osteoporosis. Studies consistently show that individuals with musculoskeletal conditions face substantial barriers to physical activity due to pain, limited mobility, and fear of injury or exacerbation of symptoms (Paterson & Warburton, 2010; Holden et al., 2015). The interviewee highlights these exact issues—pain after activity, mobility challenges, and the unpredictability of symptoms—as primary deterrents to consistent engagement in exercise.
Research indicates that individuals with osteoarthritis often struggle with balancing the benefits of exercise with the risk of symptom flare-ups. This balance is evident in the interviewee’s cautious approach to walking—her preferred form of activity—and her dependence on day-to-day physical state to determine participation. This aligns with studies by Fransen et al. (2015), which found that while low-impact exercise like walking or aquatic therapy is beneficial, uptake remains low without proper support or guidance. It’s not merely access to facilities or equipment that determines activity levels, but rather the ability to participate safely and with confidence.
The interviewee’s understanding of the benefits of physical activity, despite not meeting current guidelines, is also well-documented in literature. Awareness alone does not guarantee adherence to activity guidelines, especially in populations dealing with pain or chronic disease (Schutzer & Graves, 2004). Many older adults know the value of physical activity for managing health, but they lack tailored strategies and reassurance that activity won’t cause harm. This supports the argument that knowledge must be accompanied by personalized support and accessible, adaptive programming to be effective.
Moreover, social support, while present in the form of active family members, has not translated into increased participation for the interviewee. This may be due to a mismatch between their level of activity and her capabilities. The support does not fully translate to motivation or enablement because of this disconnect. This reflects findings from Smith et al. (2017), which show that while family support is critical, it must be aligned with the individual’s needs and abilities. Well-meaning support can become demotivating if it emphasizes what the person cannot do rather than helping them celebrate small achievable goals.
In terms of environment and access, the interviewee states that facilities are available, but health limitations remain the main barrier. This contradicts some literature focusing on environmental access as a major challenge, particularly in rural areas (Bauman et al., 2012), but supports the idea that internal (health-related) barriers can outweigh external ones. The presence of a gym or class in the local area is not helpful if the person does not feel safe or
able to participate.
Finally, the emotional and psychological toll of physical discomfort, such as post-activity headaches and pain flare-ups, plays a significant role in disengagement. Emotional responses to pain, particularly fear and anxiety, can exacerbate the experience of pain itself and lead to avoidance. This is not only a physiological reaction but also a protective behavioural mechanism seen across similar populations.
In conclusion, the interviewee’s responses are consistent with previous findings that emphasize pain, fear of injury, and fluctuating health status as central challenges in maintaining physical activity. Her motivations are intrinsic and health-focused, suggesting potential for intervention if adapted strategies that consider her limitations are employed. Ongoing support, pain education, and tailored activity planning are likely to yield the most benefit for individuals in similar circumstances.

Relating the Findings to Relevant Motivation Theory

The interviewee’s responses can be effectively interpreted using Self-Determination Theory (SDT) (Deci & Ryan, 1985), which emphasizes the roles of autonomy, competence, and relatedness in fostering intrinsic motivation. The interviewee exhibits a basic intrinsic motivation: a desire to maintain muscle strength and support joint function to manage her conditions. However, this motivation appears to be undermined by her perceived lack of competence and control due to the pain and limitations caused by osteoarthritis and osteoporosis.
SDT suggests that for motivation to flourish, individuals need to feel capable of achieving their goals (competence), have the freedom to make choices about their activity (autonomy), and feel supported by others (relatedness). The interviewee’s fluctuating ability to engage in walking based on pain levels reduces her perceived competence, making her less likely to commit to regular activity. Her autonomy is somewhat intact—she decides when to walk—but it’s reactive to her symptoms rather than proactive. Relatedness is challenged by the fact that, although her family exercises, their routines are not aligned with her abilities, which may make her feel isolated or inadequate.
The Health Belief Model (HBM) also provides a useful framework. It posits that health behaviour is influenced by perceived susceptibility, perceived severity, perceived benefits, and perceived barriers (Rosenstock, 1974). The interviewee clearly perceives the benefits of exercise—muscle maintenance, joint support, and reduced fall risk—but the perceived barriers, particularly pain and risk of worsening symptoms, overshadow these. This discrepancy contributes to hesitation and inconsistent engagement. Her behaviour illustrates the concept of "high barrier/high benefit" conflict, common in chronic condition management.
The Theory of Planned Behaviour (TPB) (Ajzen, 1991) adds further depth. TPB highlights the importance of attitude toward the behaviour, perceived behavioural control, and subjective norms. The interviewee’s attitude is positive—she values exercise. Her subjective norms are somewhat supportive, given her active family. However, her perceived behavioural control is low. She does not feel able to follow through with exercise due to anticipated pain and symptom unpredictability. This lack of control explains the gap between intention and action.
Another relevant model is the Transtheoretical Model of Change (TTM), which outlines stages of change from precontemplation to maintenance. The interviewee appears to be in the contemplation or preparation stage. She recognizes the value of physical activity and expresses a desire to improve her condition but has not yet adopted a consistent routine. TTM suggests that interventions at this stage should focus on building self-efficacy and addressing barriers. Helping her see success through small, manageable steps would be critical.
In sum, the motivation to exercise exists but is fragile, influenced heavily by physical limitations, fear of exacerbation, and a mismatch between her needs and her environment. Each of these theories points to potential intervention strategies: building competence through success experiences, increasing perceived behavioural control via adaptive planning, and enhancing relatedness by aligning support systems. Understanding her experience through this theoretical lens offers a pathway for more effective and empathetic support.

Approaches to Elicit Behaviour Change / Maintain Exercise Behaviour

To elicit behaviour change and promote long-term physical activity in this individual, a tailored and supportive approach is essential, grounded in motivational and behavioural theories. The most effective strategy would integrate graded activity planning, pain management education, and motivational interviewing techniques.

1. Graded Activity and Pacing: Given the interviewee’s sensitivity to post-exercise pain, a graded activity plan—starting with minimal exertion and gradually increasing intensity—can help build tolerance without overwhelming her system. Research suggests that when individuals with osteoarthritis follow structured, low-intensity programs like short walks or seated strength exercises, they can improve function without exacerbating symptoms (Roddy et al., 2005). A physiotherapist or specialist could design a program tailored to her capabilities, focusing on low-impact, joint-friendly movements.
2. Home-Based, Flexible Routines: As facility access is not a primary issue but pain and fatigue are, home-based exercise routines such as gentle yoga, tai chi, or guided stretching via video could help reduce barriers. These formats offer flexibility and eliminate the stress of commuting or conforming to group schedules. They also enhance autonomy, which supports motivation.
3. Pain Self-Management Education: The fear of pain or injury appears to be a central barrier. Providing education on how to manage pain through pacing, heat/cold therapy, and safe movement can reduce anxiety around physical activity. Empowering her with knowledge and tools may enhance her sense of control and willingness to engage.
4. Motivational Interviewing and Goal Setting: Collaborative discussions using motivational interviewing can help uncover deeper values and motivations while validating her challenges. By co-setting achievable goals (e.g., walking 5 minutes daily), and tracking small wins, her confidence and motivation may improve over time.
5. Social Support Alignment: Encouraging family members to occasionally join in low-impact activities with her (e.g., short walks or seated workouts) could enhance relatedness and normalize her pace without creating a sense of comparison. Peer support groups for individuals with chronic pain might also provide relatable encouragement.
6. Incorporate Technology Thoughtfully: If appropriate, simple tools like pedometers or apps for tracking steps or symptoms can provide feedback and boost motivation. However, these should be introduced carefully to avoid overwhelming her.
The overarching goal is to create a sustainable, enjoyable activity routine that prioritizes her comfort, encourages progress at her pace, and celebrates small successes. This approach supports competence, autonomy, and relatedness, reinforcing motivation and improving adherence to physical activity over time.

Ideas for Future Research

Future research should focus on developing and evaluating adaptive physical activity interventions tailored for individuals with multiple chronic conditions like osteoarthritis and osteoporosis. In particular, studies could examine the long-term effectiveness of home-based, low-impact programs that include built-in flexibility and pain-management strategies. Investigating the role of personalized digital tools for tracking progress and supporting motivation in this population would also be valuable. Additionally, more research is needed on how family dynamics and social support systems can be adapted to align with the abilities and needs of individuals facing physical limitations.
Conclusion
To conclude, this report has explored the complex interplay between chronic health conditions, physical activity, and behaviour change in older adults, drawing on a detailed transcript and contextualising it within established research and motivational theory. The evaluation of the interviewee’s experiences highlights a familiar pattern seen in the literature: older adults with musculoskeletal conditions such as osteoarthritis and osteoporosis often face persistent internal barriers—namely pain, reduced mobility, and psychological apprehension—which significantly limit their engagement in physical activity, despite a clear understanding of its benefits.
Motivational theories such as Self-Determination Theory, the Health Belief Model, the Theory of Planned Behaviour, and the Transtheoretical Model all offer valuable insight into the interviewee’s behaviour and ambivalence toward exercise. While the desire to remain physically active is present and internally driven, it is consistently undermined by low perceived competence, fluctuating physical health, and a lack of aligned social or environmental support. These findings reaffirm the notion that motivation is not static—it must be nurtured through supportive, adaptive strategies that acknowledge both psychological readiness and physical capacity.
Intervention strategies must be person-centred, beginning with small, achievable goals and progressing at a pace that respects the individual’s health status and lived experiences. Emphasis should be placed on education, graded activity, pain management, and enhancing autonomy and self-efficacy through positive reinforcement and flexibility. The role of family and peer support must also be reframed—not simply as encouragement, but as a shared understanding of limitations and joint participation in manageable activities.
Finally, this case reinforces the need for further research into adaptable, home-based exercise interventions for older adults living with complex chronic conditions. As our population continues to age, creating inclusive, scalable models of physical activity that incorporate motivational supports, flexible formats, and practical tools will be vital for improving health outcomes and quality of life in this growing demographic.
References
Ajzen, I., 1991. The theory of planned behavior. Organizational Behavior and Human Decision Processes, 50(2), pp.179–211.
Bauman, A.E., Reis, R.S., Sallis, J.F., Wells, J.C., Loos, R.J. and Martin, B.W., 2012. Correlates of physical activity: why are some people physically active and others not? The Lancet, 380(9838), pp.258–271.
Deci, E.L. and Ryan, R.M., 1985. Intrinsic motivation and self-determination in human behavior. New York: Plenum.
Fransen, M., McConnell, S., Harmer, A.R., Van der Esch, M., Simic, M. and Bennell, K.L., 2015. Exercise for osteoarthritis of the knee: a Cochrane systematic review. British Journal of Sports Medicine, 49(24), pp.1554–1557.
Holden, M.A., Nicholls, E.E., Young, J., Hay, E.M. and Foster, N.E., 2015. Role of exercise for knee pain: what do older adults in the community think? Arthritis Care & Research, 67(3), pp.398–405.
Paterson, D.H. and Warburton, D.E.R., 2010. Physical activity and functional limitations in older adults: a systematic review related to Canada’s Physical Activity Guidelines. International Journal of Behavioral Nutrition and Physical Activity, 7(1), p.38.
Roddy, E., Zhang, W., Doherty, M., Arden, N.K., Barlow, J., Birrell, F., Carr, A., et al., 2005. Evidence-based recommendations for the role of exercise in the management of osteoarthritis of the hip or knee—the MOVE consensus. Rheumatology, 44(1), pp.67–73.
Rosenstock, I.M., 1974. The health belief model and preventive health behavior. Health Education Monographs, 2(4), pp.354–386.
Schutzer, K.A. and Graves, B.S., 2004. Barriers and motivations to exercise in older adults. Preventive Medicine, 39(5), pp.1056–1061.
Smith, G.L., Banting, L., Eime, R., O’Sullivan, G. and Van Uffelen, J.G., 2017. The association between social support and physical activity in older adults: a systematic review. International Journal of Behavioral Nutrition and Physical Activity, 14(1), p.56.

Appendices
Appendix A: Transcript of Interview with Jacqueline Grey
Interviewer: Can you give me a bit of background information about your involvement in exercise, sport, or physical activity up to this point?
Respondent: I don’t currently exercise due to osteoarthritis, which limits my mobility and causes joint pain, especially during or after physical activity. This has made it difficult to maintain a consistent exercise routine.
Interviewer: How often do you engage in physical activity?
Respondent: I try to do gentle walking when I can, depending on how I’m feeling physically. On days when the pain is more manageable, I aim for short walks to stay a bit active without worsening my symptoms.
Interviewer: Do you have access to exercise facilities or equipment?
Respondent: No, I’m not currently following a structured exercise program. My activity levels are based on how my body feels from day to day, and I haven’t been able to commit to a regular plan because of my health conditions.
Interviewer: If you wish to answer this question, are there any health conditions or limitations that affect your physical activity?
Respondent: I’ve been diagnosed with both osteoarthritis and osteoporosis. These conditions affect my joints and bone strength, making it important—but also challenging—to find safe and effective ways to stay physically active.
Interviewer: What are your motives to exercise?
Respondent: My main goal is to try and keep as much muscle strength as possible, as this can help support my joints, improve balance, and potentially reduce the risk of falls or further injury.
Interviewer: Do you know what the recommended guidelines are? If so, do you think you are meeting them?
Respondent: No, I’m not currently meeting the recommended physical activity guidelines, mainly due to the limitations caused by osteoarthritis and pain. I understand the importance, but it’s been hard to stay active consistently.
Interviewer: Do you know the benefits of physical activity?
Respondent: Yes, I am aware of the benefits of physical activity, especially in managing chronic conditions like mine. I know it can help with mobility, strength, mood, and overall health.
Interviewer: How does physical activity make you feel?
Respondent: If I overexert myself, it can bring on headaches, likely due to the strain or fatigue. This can make it harder to recover and discourages me from pushing beyond my current limits.
Interviewer: If you don’t do enough physical activity, what is stopping you?
Respondent: The pain I feel afterwards often makes me hesitant to exercise, even gentle activities. This post-exercise discomfort can be quite intense, and it affects my willingness to try again the next day.
Interviewer: If you do physical activity, what are your goals?
Respondent: I want to exercise to strengthen my muscles, support my joints, and improve my overall health. Building strength could help me manage my conditions more effectively.
Interviewer: Do you prefer individual or group activities?
Respondent: I believe exercise needs to be tailored to the individual, especially when dealing with chronic health issues. What works for one person might not work for someone else, especially when pain and mobility are involved.
Interviewer: What are your biggest challenges or barriers to regular physical activity?
Respondent: My health conditions play a big role in what I can and can’t do physically. They limit my choices and affect how I respond to different types of movement or effort.
Interviewer: Is exercise readily available and accessible near you? (rural areas, city, town)
Respondent: Yes, I do have access to exercise options or facilities, but my health and physical condition make it difficult to use them regularly.
Interviewer: What types of physical activities do you enjoy?
Respondent: Walking is the main form of physical activity I do, when I’m able. It’s low-impact and manageable on better days, even if only for short distances.
Interviewer: Do you have any friends or family members who exercise regularly?
Respondent: Yes, my family members are very active—they go to the gym regularly and either walk or run on a daily basis. Their routines are quite different from mine, but they’re supportive of my efforts.
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