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1  | INTRODUCTION

Physical activity and functional independence—the ability to self‐care 
necessary for daily living activities safely and autonomously—posi‐
tively impact the health and well‐being of people of all ages, including 
those living in aged care homes. A systematic review found a consist‐
ent link between physical activity (including regular and short‐term 

exercise programmes) and a reduced risk of functional limitations and 
disability in older adults (Paterson & Warburton, 2010). Being as phys‐
ically and mentally fit as possible facilitates residents’ capacity to cope 
with difficult health problems, improve their mood and mental health 
(Blake, Mo, Malik, & Thomas, 2009), increase their health‐related 
quality of life (Quehenberger, Cichocki, & Krajic, 2014) and maintain 
social contact and relationships (Keogh, Power, Wooller, Lucas, & 
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Abstract
Limited evidence exists concerning knowledge and understanding of how to opti‐
mally support residents’ physical activity, mobility and functional independence in 
residential aged care homes. An interpretive qualitative study was conducted to ex‐
plore residents’ perceptions and experiences of opportunities for physical activity 
and functional independence, and how physical activity and functional independence 
are challenged in their care home environment. Purposefully sampled 24 participants 
(male = 13) from five not‐for‐profit residential aged care homes in the outskirts of a 
metropolitan area in Australia, were interviewed between August and September 
2017. Maintaining independence was found to be the utmost priority for nearly all 
participants in this study. Yet, many did not make the connection between physical 
activity and independence, and regarded ‘exercise’ as an inappropriate activity for 
them, perceiving it as high‐impact, high‐intensity activity in commercial gyms that 
was only appropriate for the young. Walking and gardening were found to be most 
popular. Walking could be a physical activity, social activity, solo recreational activ‐
ity and a means of maintaining mobility and functional independence—all of which 
residents considered to be appropriate to them and achievable. The study identified 
key factors influencing physical activity and functional independence of residents: 
levels of activity prior to living in residential aged care, ageism, social capital and loss 
of a loved one, pain and staff support. Findings highlight the need for a ‘flexible and 
inclusive’ approach in facilitating the resident's physical activity, and a greater role for 
staff in encouraging residents’ engagement in, and communicating the benefits and 
requirements of, physical activity, through, for example, motivational interviewing.
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Whatman, 2014; Lees, Clarkr, Nigg, & Newman, 2005). Opportunities 
to engage in activities such as onsite gyms, regular shopping trips and 
indoor bowls have been identified as markers of quality of residential 
aged care providers (Minney, Hons, & Ranzijn, 2015).

Physical activity and mobility programmes can improve a wide 
range of conditions common in aged care populations, such as 
poor sleep (Koch, Haesler, Tiziani, & Wilson, 2006), pain (Fringer, 
Huth, & Hantikainen, 2014), poor balance and strength (Telenius, 
Engedal, & Bergland, 2015a) and agitation, apathy and low self‐
efficacy among residents with dementia (Telenius, Engedal, & 
Bergland, 2015b). Furthermore, the benefits of physical activity 
programmes are long‐lasting (Telenius et al., 2015a). Physical ac‐
tivity plays a vital role in maintaining mobility, an essential precur‐
sor to functional independence and resident's quality of life (Milte 
et al., 2016; Taylor, Sims, & Haines, 2014). This is also perceived as 
important by family members when choosing aged care services 
as they look for both physical health and activities of daily living 
support (Milte et al., 2016).

Functional independence has positive outcomes for both resi‐
dents and aged care services. Residents who are functionally inde‐
pendent have been found to have a greater level of life satisfaction 
(Van Malderen, De Vriendt, Mets, & Gorus, 2016), greater content‐
ment in their living arrangements (Chou, Boldy, & Lee, 2003), higher 
participation in organised activities (Smit, de Lange, Willemse, & Pot, 
2017) and positive health outcomes (Chen, Zimmerman, Sloane, & 
Barrick, 2007). Residents who are able to manage their own personal 
care, meals and hygiene have less need for assistance, thus reducing 
requirements for staff, which has clear advantages regarding staff 
workload and costs (Reuben, 2002). However, institutionalisation can 
pose considerable challenges to functional independence. A recent 
evaluation of the influence of 12 months of institutionalisation on 
the autonomy and independence of residents found a significant loss 
of independent mobility (rising from 21% to 73.7%) and autonomy 
in basic activities of daily living such as eating, personal hygiene and 
dressing (Dreyer, Forde, & Nortvedt, 2011). Taylor et al. (2014) found 
that residents were highly motivated to be mobile within their phys‐
ical limits, yet staff often assumed control of and did not always ne‐
gotiate with residents. This created tension between staff who were 
considered helpful and those viewed as controlling. It was also found 
that ‘scrutiny is required of mobility care conducted with residents 
who are passive or have learned to be dependent as such residents 
may be at risk of receiving substandard mobility care; care that is un‐
safe, uncomfortable or does not meet residents’ needs’ (Taylor et al., 
2014, p.266). The design of the residential aged care home can also 
affect residents’ opportunity for functional independence, for in‐
stance dining room arrangements and physical barriers such as heavy 
doors and door codes also limited free movement and the sense of 
independence. The physical layout of the building can increase resi‐
dents’ perceptions of confinement and reduce feelings of control due 
to limiting mobility (Gleibs, Sonnenberg, & Haslam, 2014).

Staff in residential aged care homes have been found to be a key 
factor in the successful uptake of physical activity programmes. A 
study of a high‐intensity exercise programme found that instructors’ 

enthusiasm and competence facilitated residents’ participation 
(Olsen, Telenius, Engedal, & Bergland, 2015). Person‐centred pro‐
grammes have received much recent attention, and can be combined 
with traditional approaches that have buy‐in from staff. In their 
Australian study, Taylor, Barker, Hill, and Haines (2015) investigated 
the effects of a physiotherapy‐led intervention for mobility care that 
combined a person‐centred approach with the safe manual han‐
dling techniques in residential aged care. A significant change was 
observed among direct care staff and managers (n = 51) who were 
trained in person‐centred mobility care: more instances of positive 
mobility care, which led to improvements in residents’ autonomy and 
control, and improved staff–resident interactions (Taylor et al., 2015).

Despite the rich body of research concerning the importance 
of physical activity, mobility and functional independence in later 
years, there is a marked absence of consumer experiences of ex‐
ercise, movement and independent functioning and of what these 
concepts mean for them. Furthermore, residents’ concepts of in‐
dependence can change with their increased dependence on assis‐
tance (Andresen & Puggaard, 2008). Thus, the oft‐researched views 
of those in community may not apply to people living in residen‐
tial care. Residents’ own beliefs, practices, preferences and unmet 
needs regarding exercise are required for successful health promo‐
tion through physical activity in residential aged care.

This study was designed to address the gaps in knowledge of how 
residents’ physical activity, mobility and functional independence 

What is known about this topic?
• Physical activity and functional independence have a 

positive impact to the health and well‐being of people 
of all ages, including those living in aged care homes

• Care staff play a key role in successful uptake of pro‐
grammes designed to improve physical activity and 
functional independence among residents in aged care 
homes

What this paper adds?
• Opportunities to maintain mobility and, in particular, 

physical activity, need to be prioritised for investment 
and staff training by residential service providers, as 
they are essential for the maintenance of functional 
independence

• Supporting people to maintain mobility and functional 
independence in residential aged care homes requires 
encouragement from staff by engaging with residents’ 
own meaning and using their language

• The perspective of residents in aged care regarding 
physical activity, mobility and functional independence, 
brings unique meanings not commonly understood by 
researchers and aged care providers, and have hereto‐
fore been lacking in the literature.
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can be supported in residential aged care. The aim of the study was 
to explore residents’ perceptions and experiences of opportunities 
for physical activity and functional independence, and how physical 
activity and functional independence are challenged in their residen‐
tial aged care environment.

2  | METHODS

2.1 | Study design

A qualitative inquiry using interpretive description (Thorne, 2000) was 
conducted to answer the research question of how residents in aged 
care homes perceive and experience physical activity and functional in‐
dependence in everyday living. Interpretive description was employed 
to capture and examine meanings and explanations of individual ac‐
counts for the creation of an interpretive account. Interpretive descrip‐
tion was appropriate to further explore implications for practice.

2.2 | Data collection methods

One‐on‐one interviews were conducted with residents, or a close 
family member as a proxy for residents who could not be inter‐
viewed. Proxies are acceptable when they can provide a more reliable 

account than chance alone, such as for residents with significant cog‐
nitive decline (Heid, Bangerter, Abbott, & Van Haitsma, 2017). The 
proxy was carefully chosen as someone with a close relationship with 
the resident and also providing regular visits/contacts (several times 
a week). The research team verified the information before conduct‐
ing the interview. As shown in Table 1, interviews were semi‐struc‐
tured and adjusted to accommodate participants’ levels of functional 
capacity (physical and cognitive) and to reflect the use of any assis‐
tive devices, for example, walker, cane and wheelchair. The same set 
of the interview guides was used for both proxies and the residents.

2.3 | Data collection procedures

Participants from five not‐for‐profit residential aged care homes 
in the outskirts of an Australian metropolitan area, were recruited 
between August and September 2017. Those five facilities were 
selected as they were interested in better understanding the experi‐
ence of their residents and having feedback to improve their care. 
They were under the same organisation, with the same philosophy 
of care and located in the same large property with plenty of walking 
space and coffee shops around. They often shared the ideas for psy‐
chosocial and physical activities and offered similar opportunities 
for residents and their families. All five facilities provided a variety 

TA B L E  1   Interview guides

Categories Guiding questions

All participants • Tell me about your typical day. This question explores independence, any mobility (e.g. simple walking or trans‐
ferring, doing everyday activities of daily living), physical activity and exercise opportunities the resident may 
have had.

• Tell me about your views/opinions about the need to engage in any mobility, physical activity and exercise 
opportunities

For residents who had 
some opportunity to 
engage in mobility, physi‐
cal activity and exercise 
opportunities

• What do you think of the opportunity (or the programme)?
• What motivated you to participate in the opportunity (or the programme)?
• Have you noticed any positive effects from the opportunity (or the programme)? Explore its impact on inde‐

pendence or feelings of independence and freedom.
• Have you noticed any negative effects from the opportunity (or the programme)?
• What did you like about the opportunity (or the programme)?
• What did you not like about the opportunity (or the programme)?
• How easy/hard was the opportunity (or the programme)?
• Would you like to continue a regular exercise programme?
• Do you have any other feedback/anything else you would like to say?

For residents who had no 
opportunity to engage in 
mobility, physical activity 
and exercise opportunities

• Tell me any reasons for not participating in mobility, physical activity and exercise opportunities (this may well 
be because of their health issues, but there may be other issues such as staff, timing or others)

• What do you think is the impact of not participating on mobility, physical activity and exercise opportunities?
• How do you think it impacts on your feelings of independence and freedom?
• What would have helped you to participate in mobility, physical activity and exercise opportunities? What 

would motivate you to participate in mobility, physical activity and exercise opportunities?
• How staff or others would have assisted you to participate in mobility, physical activity and exercise 

opportunities?
• Would you like to start a regular exercise programme if it was available? If yes, what type of programme or 

activity would you like and why? If no, would you like to share your thoughts on ways to improve your mobility 
and independence?

• Do you have any other feedback/anything else you would like to say?

Notes: (1) These questions are not exhaustive and are provided as a guide only, in no particular order. The interviewer was highly skilled in conducting 
qualitative interviews and determined the order and additional questions sensitively and sensibly depending on the way the interviewee responds to 
a particular question. (2) The researcher established the participating resident's level of functional capacity—physical and cognitive—and any use of 
assistive devices (e.g. walker, cane, wheelchair, etc.) prior to the interview from the participating site co‐ordinator.
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of psychosocial activities (e.g. art classes, Bingo and other games, 
concerts, movies, social outings, intergenerational activities, etc.), 
and regular exercise programmes. One of the facilities was recently 
renovated with a modern layout and features while the other four 
facilities had a more traditional layout across.

For the study inclusion, residents who were cared for longer than 
three months in those facilities, able to converse in English and inter‐
ested in the interview, were invited to the study. The researchers at‐
tempted to have similar proportions of participants from the facilities 
and the guiding rule was purposeful sampling using a maximum varia‐
tion strategy, considering the following: sex, length of stay, dementia, 
physical dependency/mobility impairment. Data saturation occurred 
after 22 interviews and additional two participants were included to 
ensure no new insight on the topic area was made. Interviews were 
conducted for 20–60 min on‐site by the first author who is an expe‐
rienced qualitative researcher in the field of dementia and aged care.

2.4 | Research ethics approval and consent

This study was approved by the University of Sydney Human 
Research Ethics Committee (No. 2016/317) and carried out accord‐
ing to the ethics guidelines. All participants (residents and proxies) 
were provided with written information about the study, including 
contact details in case of questions or complaints, and provided 
signed consent. Participants were free to ask questions or withdraw 
from the study at any time.

2.5 | Data analysis

Data were organised for analysis using NVivo version 11 (QSR 
International Pty Ltd., 2016), and examined using constant comparative 
analysis (Thorne, 2000). Broad, initial themes were derived from exten‐
sive notes taken by the interviewer (first author) following each interview. 
This formed the initial structure for data analysis (see Table 1). The sec‐
ond author read and annotated (Bazeley & Jackson, 2013) all transcripts 
to gain an overview of the data. Nodes were created from initial themes 
derived from the first author's fieldwork notes and from the second au‐
thor's annotations of the transcripts, with each node having a discreet and 
unique meaning to avoid duplicate nodes. Transcripts were then coded by 
the initial themes and annotated again for potential areas to explore fur‐
ther in the next stage of thematic development. Data were coded to more 
than one node wherever necessary (Bazeley & Jackson, 2013).

Detailed, within‐case analyses were undertaken to further test, 
develop and refine the themes of physical activity, mobility, social and 
recreational activity, beginning with a balanced subsample of partici‐
pants as a starting point, selected according to specific characteristics 
of participants (i.e. both male and female, younger and older partici‐
pants, short, medium and long lengths of stay, diagnoses of dementia/
no dementia and a range of physical capacities). These refinements to 
the nodes were compared to all data as they progressed to confirm/
disconfirm the emergent themes and adjustments as necessary. Lists 
of words and phrases used by participants to describe the key themes 
were recorded during this stage for use with NVivo text searches 

and word frequency searches (see below) to facilitate later coding of 
all participants. A cross‐case analysis was conducted with all data for 
nodes related to physical activity and mobility as being central themes 
to the research questions. The first author provided intellectual input 
at regular meetings when key aspects of themes, divergent views and 
emergent concepts were discussed. Nodes and coded data were re‐
viewed multiple times to finalise themes, which were arranged to an‐
swer the research question (see Table 2).

Once a penultimate set of nodes was confirmed, text searches 
and word frequency searches were conducted using the query func‐
tion as an expeditious means of locating remaining data to be coded 
to the nodes. Analysis was compared across participants using cod‐
ing queries to identify and investigate patterns according to partic‐
ipant characteristics. This served to enhance the rich description of 
the initial results of analysis.

3  | FINDINGS

3.1 | Participant characteristics

A total of 24 residents (male n = 13, aged 54—100 years, average 
71 years) were interviewed, including one spouse and three daughters 
or daughters‐in‐law acting as proxies as their relative's dementia was 
too progressed to participate in the interview. One proxy visited the 
resident on a daily basis, the other three visited three to four times a 
week. A varying number of residents from the five facilities partici‐
pated in the study (Facility A & C–4 residents each, Facility B–7 resi‐
dents; Facility D–6 residents and Facility E–3 residents). The degree of 
physical dependency or mobility impairment was gauged by the use of 
mobility support devices, and most participants had a varying degree 
of mobility and physical dependency. Only four of the participants 
did not rely on any walking device. The remaining relied on a walk‐
ing stick (n = 1), a walker/walking frame (n = 7), a wheelchair (n = 5), a 
combination of a walker and a wheelchair (n = 5) or a walker and other 
devices, such as a scooter and a walking stick (n = 2). Ten participants 
were born outside Australia, six of whom spoke English as a second 
language. No participants were of Aboriginal or Torres Strait Islander 
backgrounds. Ten participants had diagnosed dementia, cognitive de‐
cline or memory problems. All participants received high care. Three 
participants had resided in the residential aged care home for more 
than 3 years; seven for 1–3 years; and 14 for less than 1 year.

3.2 | Meanings of ‘exercise’, physical activity, 
‘mobility’ and its benefits

3.2.1 | Exercise is associated with youth

Participants understood ‘exercise’ or ‘physical activity’ as structured, 
organised effort that was more strenuous than simply ‘moving around’ 
and was primarily beneficial for physical health and mobility.1 For those 
few participants who were aware of cognitive benefits, engaging in 
any of the physical activities was of high importance.2 (See Table 3 for 
relevant quotes from the interviews.) Nevertheless, many participants 
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regarded ‘exercise’ as inappropriate for them, perceiving it as high‐im‐
pact, high‐intensity activity in commercial gyms better suited to the 
young.3 Some felt they were ‘doing alright’ for their age without add‐
ing further activity, or were getting adequate exercise from day‐to‐
day movement around their room and the facility.4 However, a small 
number of participants (n = 6) were open to participation in organised 
activities once these were adequately explained to them. Notably, the 
potential of gentle, everyday physical activity to maintain mobility and 
prevent further decline was recognised by just two participants. Two 
participants found a structured exercise programme offered by the 
care home to be both stimulating and beneficial while four participants 

did not find it sufficiently challenging. Seven participants reported 
being open to participating in more exercise because of boredom with 
their primary activities (often television) and a concern for their physi‐
cal fitness,5 but they could not walk easily or were no longer able to en‐
gage in prior physical activities, and they did not know of alternatives.

3.2.2 | Common forms of physical activity: 
Walking and gardening

Walking was a vitally important activity, as it could constitute 
‘physical’ or ‘recreational’ as well as ‘social’6 activity. Walking was 

TA B L E  2   Initial themes and nodesa

Initial themes (from interview notes) Nodes

Parent/Free node Child nodes Parent/Free node Child nodes 1st‐ 2nd level

Social activities  Activity (physical and social) Exercise
‐ Gym
‐ Personal trainer
‐ Swimming hydrotherapy
‐  Other physical 

Recreational 
Social

‐ Outings
‐  At‐home activities 

Gardening 
Walking

Recreational activities  

Areas for improvement Outings 
Food 
Additional activities

Options for Physical activities Gym 
Personal trainer 
Hydrotherapy pool 
Other exercise

Walking Guided walks

Ageism  Barriers Age/Ageism

Grief and loss  Barriers Affordability/cost 
Distance/location 
Medication side effects 
Pain 
Risk 
Weather 
Grief/loss/bereavement 
Illness/injury

Staff Interactions with staff 
Staffing levels

Care/assistance Personalised 
Physiotherapy

Care staff Staff at the facility 
Support from care staff

Choice  Choice ‘No choice’

Cognitive aspects  

Connectedness Engagement

Disability  

Environment  Facilitators Physical health 
Strength 
Family

Independence  Independence Decision‐making 
Functional/self‐care

Mobility  Mobility Mobility aids 
Self‐care 
Daily movement

Transitions to residential care  Prior activities  

Values, meanings  Values, perceptions Youth, ‘Knowing limits’ 
Boredom 
‘Not being a bother’

Notes: Data could be coded to multiple nodes
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a primary means of physical activity now that many residents were 
unable to engage in previous activities (e.g. dancing, swimming), 
because of changes in their physical capacity or because they no 
longer had access to it due to significant life changes. For example, 
one resident felt she could no longer enjoy dancing now that her 
spouse was deceased. Walking was strongly associated with mobil‐
ity, both as an expression of mobility, and as a means of maintain‐
ing it.7 Gardening was an important form of recreation for some 
participants, being a mix of activity and creativity, and giving them 
something to plan for and look forward to.8 This combination gave 
gardening greater meaning to participants than just a requirement 

for their health. Others were open to the suggestion of gardening 
as a new activity, often enthusiastically so, particularly those who 
had enjoyed gardening prior to moving to residential aged care. 
However, some residents assumed this activity was not available 
to them if another resident was ‘already looking after the garden’, 
or they were conscious of the restrictions posed by their and other 
residents’ functional capacity, such as not being allowed outside 
freely, or possibly making an unacceptable mess.9 Notably, while 
all residents in the participating facilities were required to notify 
staff when leaving the facility, for example, going out for lunch 
or staying overnight with their relatives/friends, many of them 

TA B L E  3   Examples of meanings of ‘exercise’, physical activity, ‘mobility’ and its benefits

Key themes Reference no and relevant quotes from the interviews

Exercise as structured 
activity with primarily 
physical benefits

1I used to do physical culture, so I know what it's like to [exercise].… I know exercises, because I used to go to [facility], 
and they used to come and pick me up at home, take me to [facility] and we had all sorts of exercises, throwing round 
balls around, exercises, dumb bells. (MP17, 92 years, LOS 12 months)

2I don't know whether it would affect my memory or not, but I've got a feeling that it would help me with my memory 
a little bit if I was doing something more regularly in a sort of exercise situation. I think it could be very beneficial… 
(MP09, 66 years, LOS 40 months).

Exercise associated 
with youth

3A gym? I don’t think we’re young enough… no, I don’t think we’d be up to it. A gym would be pretty heavy. The gyms I 
used to go to, I couldn’t do now. (FP15, 92 years, LOS 20 months) 
I don’t see any reason for me going to a gym. I mean I’m not one of these muscular types of people, you know, and dif‐
ferent things interest different people. And I think mainly most people go to the gym are the ones that put on a few 
pounds quick. (FP02, 82 years, LOS 5 months)

4Well, it's only going with the stairs, yes, I'm up and down, up and down, checking the letter box, doing this. [My friend] 
downstairs, she might need help or something like that, and I'll try to help her and all that sort of thing… I'm on the go 
all the time. (FP04, 88 years, LOS 6 months)

Openness to 
participation

5It would give me something to do during the day rather than just sitting here watching television or reading a book. 
Because when you go to bingo, it's only an hour in the day. (MP09, 66 years, LOS 40 months)

6I walk around this whole area about three or four times … I don't go up in the lift… Yeah, but as a result of that walk‐
ing, I meet different people. There're people coming and going, they pass on…, they might be shifted to some other 
facility. (MP18, 82 years, LOS 3 months)

Common forms of 
physical activ‐
ity: Walking and 
gardening

7But as long as you keep walking, that keeps you mobile and that’s worth something… But you’ve got to keep moving 
yourself around. That’s why I walk. (MP01, 89 years, LOS 3 months) 
I don’t think I really need [physiotherapy], I walk around a lot. (FP15, 92 years, LOS 20 months)

8Oh I love it, always something to do and I'm always thinking about it, what I have to next. (MP01, 89 years, LOS 3 
months)

9They have lovely gardeners themselves, but I don't know of anybody that goes out to do any gardening, but we're not 
allowed to just walk out of the doors … I miss the gardening. (FP16, 100 years, LOS 21 months)

High value of (func‐
tional) independence

10Oh no [I wouldn't consider using a wheelchair]. No, no. I'm independent with that. I can go around—you saw me walk‐
ing around? Well if I had a wheelchair I have to have somebody to wheel me around. (FP17, 96 years, LOS 4 months)

11I'm very independent. I walk everywhere I can, so I can do most things. The more walking the better, the more I can 
do, but I have to be careful… if I get up too quickly, and things like that, I have to be very careful… I still do it, [but] 
if I have to go and do things, well, I can just take it easy now. I give myself time and I'm ok. (FP15, 92 years, LOS 20 
months).

12I'm independent as I can be… One carer passed me yesterday, she said, ‘You know, we can do that in the laundry?’ 
And I turned and I said to her, ‘While I'm doing this for myself, and I'm still alive.’ That's the way I see it… the bit I do, 
like I keep it going, you know? I do move around. I don't sit in this chair all day. (FP06, 76 years, LOS 19 months)

13Oh yes, swimming pool, yeah… I used to [swim]. Would be good. Keep the body moving, you know? (MPR13, 84 
years, LOS 5 years).

14They say, oh, you should get up and walk and that, but the whole point of the matter is this scooter is the best thing 
I've bought. It gets me around. I can go out all around the place, comfortable, and if I want to get out and do a little 
walk I can get out and do a little walk and leave the scooter there and then come back. In my own leisure. (MP01, 89 
years, LOS 3 months)

Abbreviations: MP, male participant; FP, female participant; LOS, length of stay in the residential aged care home.
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did not require any restriction imposed on when going for a walk 
within the parameters of the facility and outdoor areas. Some of 
the participants needed permission from the facility manager if 
they had additional restrictions (e.g. mobility, health concerns), 
and particularly those residents with a falls risk or a mobility im‐
pairment were required to have supervision, either by staff or by 
their visitor. However, most residents were reluctant to ask staff 
to assist them for a walk as they did not feel they could ask for 
such non‐essential care knowing staff were always ‘too busy’ and 
‘they were short staffed’.

3.2.3 | High value of ‘(functional) independence’

Mobility was closely associated with independence, and this was 
most visible in the accounts of those who could still walk ably and 
comfortably.10 Maintaining mobility was a high priority for these 
participants; they clearly understood functional independence 
and its importance, and they greatly desired it for themselves.11 
Participants’ accounts of their ‘independence’, most often referred 
to their functional independence: doing things for themselves, 
such as doing their laundry, making their bed and maintaining rou‐
tines similar to those they had when living independently (though 
being independent in their decisions and choices was also impor‐
tant) 0.12 Those who understood that physical activity was key 
to maintaining functional independence were highly motivated 
to engage in physical activity13, and frequently used the phrase 
‘use it or lose it’ to indicate its high priority. Declining mobility was 
a complex issue, as walking frames or scooters would enable ef‐
ficient movement, but might also exacerbate the loss of physical 
functioning and mobility.14 Some participants felt the loss of pre‐
vious sports keenly, yet they accepted that any form of exercise 
would provide the body with the necessary movement and exer‐
tion to maintain the mobility which is vital for maintaining func‐
tional independence.

3.3 | Factors influencing residents’ participation in 
physical activity and functional independence

Table 4 shows the factors that influenced residents’ physical activity 
and functional independence.

3.3.1 | Levels of activity prior to residential aged 
care: ‘Who I am’

Those who exercised did so as part of a life‐long habit, describing 
themselves as ‘always’ having been an ‘active person’. They ex‐
pressed a strong sense of needing to maintain mobility and physi‐
cal functioning into older age by moving briskly, walking for the 
longest possible distance and/or duration, and be active every day 
that they were well. Preferred activities no longer available to them 
were replaced with the physically activities they could access.15 
Nevertheless they were keenly aware that if they did not continue 
to be as physically active as possible, and challenge their minds, that 

they would lose their capabilities. This was a highly motivating factor 
for these participants. At the same time, when they did not feel they 
were challenged enough, it became a cause of real frustration. Some 
participants had been disinterested in sports and exercise all of their 
lives. Family members and staff respected the choice of clients who 
were predisposed to decline suggestions, but this meant that their 
participation was reduced and, as such, social contact was reduced, 
and immobility exacerbated. Given this, one proxy felt that external 
motivation from family or a staff member was essential to overcome 
her mother's reluctance to exercise.16

3.3.2 | Ageism and identity as an aged care resident

It was evident throughout many interviews that this generation did 
not want to be a burden, and were more likely to endure a difficult 
situation, rather than to ask for help. Residents had a strong sense 
of the daily routines of the facility and of what must be done. They 
were reluctant to upset this and, in some cases, this resulted in 
residents not participating as much as they might. A number of 
participants also discussed ‘accepting’ their situation after having 
lived a long and happy life. Thus, if they perceived that staff were 
‘too busy’, tired, or there were other tasks that took staff prior‐
ity, they were less likely to request staff assistance for exercise 
or social participation. Results suggest that this may be likely for 
those who consider exercise more as a recreational or social activ‐
ity, rather than a necessity to maintain their physical and cognitive 
capabilities.

A high number of participants perceived organised physical ac‐
tivities, particularly gyms or personal trainers, as being inappropriate 
for someone ‘of their age’. There was also concern among those who 
had sustained serious injuries and were managing chronic pain that 
exercise could leave them worse off. These participants accepted lim‐
ited movement as an inevitable part of ‘getting old’. Thus, for these 
residents, all exercise or physical activity was something to be fearful 
of and avoided. However, once the interviewer explained age‐appro‐
priate programmes to them, they were more open to attempting or‐
ganised physical activities.17 This was particularly true if the activity 
interested them. Hydrotherapy, for example, appealed to previous 
swimmers and those who had fond memories of regular trips to the 
beach or swimming pool.18 Personal training would be re‐considered 
given the convenience of an all‐weather, on‐site activity, with access 
to a professional to direct them in the correct way to do the exercises.

3.3.3 | Social capital and loss of a loved one

Having a regular walking companion was an important motivator 
that encouraged participants to walk. However, it was important 
that walking companions were matched in terms of physical ability, 
the desire to walk or be active and/or were on similar schedules,19 
otherwise participants achieved more in terms of frequency and 
duration from walks on their own or with a support person. The 
level of activity, or degree of mobility, of the people around them 
impacted on participants’ own activity levels. If one member of a 
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pair or group became unable to walk due to ill‐health, bad weather 
or some other factor,20 the other member/s also ceased walking 
and tended not to find an alternative temporary activity. Two par‐
ticipants reported that the activity was not resumed once weather 
and health improved.

Proxies showed a strong sense of the importance of their rela‐
tives in care maintaining activity, mobility and participation in pre‐
vious recreational activities as much as possible. The families were 
keen for them to find new interests and pastimes, make new friends 
and return to independence following illness or injury as much as 
possible.21 Bereavement, loneliness and depression following the 
loss of a loved one, was a significant barrier in adapting to residential 
care. Five participants had experienced loss that still grieved them 
deeply, yet they reported few coping mechanisms or strategies.22 
Having a partner who was unwell and close to death tended to mean 
their spouse would not attend to their own needs for physical, social 
or recreational activities. Bereavement posed particular difficulties 

for men of this generation, who were not used to seeking social en‐
gagement outside of work or marriage.

3.3.4 | Pain

Pain had significantly reduced or prevented the continuation of 
physical activity for eight participants. There were several exam‐
ples of participants who had tried a structured activity, only to 
find that it was too painful, and they stopped. No alternative was 
found or offered to them.23 A number of participants reported 
missing certain physical activities they had ceased due to disability 
or pain, but these were not replaced with activities they could do, 
or mobility aids were not introduced. Thus, similar to the influence 
of friends discussed above, a temporary episode of pain may be 
enough to end walking altogether. Indeed, physical activity was 
regarded primarily as the cause of their pain, and they did not see 
the logic in taking painkillers when they could avoid creating the 

TA B L E  4   Factors that influence residents’ participation in physical exercise and functional independence

Key themes Reference no and relevant quotes from the interviews

Levels of activity 
prior to residen‐
tial aged care

15I'd never done exercises up to that point apart from dancing. My husband and I loved dancing, and walking, and that was 
our—I've never been a person that went to a gym or anything like that, not like my granddaughters [laughs]. (FP16, 100 
years, LOS 21 months)

16She's never been an exercise person … Probably if she was among other people and they said, we're going to do these up 
and down, she probably would participate but she's not like—actually I've noticed she's not that interested in a lot of things 
and that's what I want to bring back for her. (Family member of FP31, 94 years, LOS 36 months)

Ageism 17I too, can't swim … I didn't know that I can jump into the water and do some exercises without swimming. (MP07, 86 
years, LOS 4 months)

18He'd probably do [hydrotherapy] more because he did have a pool at his own house and we had a pool here and he'd 
always go in the pool if it was really hot and he always enjoyed the pool and he always enjoyed the pool over at his own 
home when the kids were small and take the kids down to the pool and things like that. (MP33, 84 years, LOS 6 months)

Social capital 19Well [her room is] just opposite me. And she's at my table at meal times. But she's confined to her wheelchair. She can't 
come to the window and wave or anything. She's not on a walker… so I'd love us to do more, go for walks and things, but 
we just can't. (FP17, 96 years, LOS 4 months)

20Well, neither have they [resumed walking exercise]… now my two neighbours out the back, no. Not since after the winter, 
no, because the weather has been so changeable too. (FP04, 88 years, LOS 6 months)

Social capital and 
loss of a loved 
one

21I'd love [him to be walking again.] I would love that. [The physiotherapist] said it would take time, because he needed a 
lot of work. She said it would be very gradual. When he first went there, they said their aim was to get him walking to a 
degree where he could get about with a walker… Just to give him that—gradually get him that independence, so he can 
help himself. (Family member of MP32, 80 years, LOS 3 months)

22It's not that long ago since [my son] died… about three to four week ago, five weeks ago… And the doctors wouldn't let 
me go to his funeral because I was sick and they were frightened something was going to happen so the doctor said, no, 
she can't go, so I missed out on his funeral… I can't get over it. (FP04, 88 years, LOS 6 months)

Physical pain 23It was at—a couple of weeks ago, I joined in again, but no, too painful. Too painful. (FP06, 76 years, LOS 19 months)
24Now, if I get into exercises and any physical sort of stuff I'm in agony. And what's the good of me taking painkillers if I'm 

going to put myself in agony? […] Because you're exerting yourself against the complaint that can't be healed. It can only 
be eased by painkillers. And if it gets any worse and I've got to have more pain killers that's what I'm going to be like. I'd 
just be asleep all day. (MP01, 89 years, LOS 3 months)

Staff support 25Oh, I speak up if I need to. Yes. But I'm not demanding… I work with the nurses, I don't work against them. (FP17, 96 
years, resident for 4 months)

26Well I find what they do is they say come on, we're going to go into here, or come on, we're going to do that. And he will 
go along with it. That's how they deal with it. But if you just say to him, would you like to go for a walk? He'll just automati‐
cally just—he says no [laughs]. But if you just say come on, we're going for a walk, he's fine. (Family member of MP32, 80 
years, LOS 3 months)

Abbreviations: MP, male participant; FP, female participant; LOS, length of stay in the residential aged care home.
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pain in the first place.24 Many emphasised that they were doing 
all they could do within their limited range of pain‐free motion, 
often using phrases like ‘knowing my limits’ and ‘within reason’. 
However, none reported having a discussion about physical ac‐
tivity with their health professional or care staff outside of acute 
circumstances, such as following an injury.

3.3.5 | Staff support

Most staff in this study were described as showing respect for in‐
dividual residents’ preferences, such as when to rise, bathe and eat; 
hence, the flexibility required to support functional independence 
existed for these residents. However, as mentioned in the earlier 
theme Common forms of physical activity: Walking and gardening, their 
awareness of staff shortages or their desire to avoid being ‘a bother’ 
or ‘trouble maker’25 meant they avoided requesting assistance be‐
yond basic daily needs, such as help with exercising or supervision 
to go for a walk. At times, family participants expressed that staff 
did not seem to appreciate the need to provide residents with en‐
couragement to facilitate physical activity or alternatives for those 
with difficulty in participating in routinely offered physical activity. 
For example, pain, in its reduction of movement, resulted in a vicious 
cycle of fear of further injury, pain or the side effects of painkillers 
that would further reduce mobility and had the potential to lead to 
further injury. They felt the restrictions were clearly conveyed but 
then there was no alternative suggested by staff. Family members 
interviewed also stated the high importance of staff motivating and 
assuming participation, and normalising physical activity as part of 
the status quo, rather than presenting it as an optional activity.26 
Their accounts suggested that staff members were unable to pre‐
pare residents for new exercise programmes because of their inter‐
pretation of respecting residents’ own decisions and choices, which 
perhaps over‐emphasised residents’ liberty not to participate in ex‐
ercise if they so wished.

4  | DISCUSSION

Participation in physical activities is important in the lives of many 
people living in residential aged care homes, and such activities 
serve multiple functions in their health, recreation and social lives. 
Many participants in our study appreciated that there were benefits 
of activity that required deliberate effort, and some residents were 
able to engage in these activities in ways that were meaningful and 
fulfilling for them. Our findings show there are likely many more 
residents who wish to be more engaged, suggesting that there is 
value in encouraging residents to participate in more physical activ‐
ity. However, many in our study showed different perceptions and 
meanings towards physical activity in important ways. The majority 
of the generation currently in care are not accustomed to structured 
exercise and are more motivated by activities that offer opportuni‐
ties for socialising and meaningful activity. For instance, two most 
desired forms of physical activity found in this study were walking 

and gardening. This is consistent with the existing literature on the 
perceptions and experiences of physical activity among older peo‐
ple. The term ‘busy ethic’ was first coined by Ekerdt (1986) to de‐
scribe the continuance of the work ethic into retirement. Ekerdt 
(1986) suggested that older people were compelled to keep busy and 
occupied as a way of justifying their leisure. Mahrs Träff, Cedersund, 
and Nord (2017) found that older resident in assisted living facilities 
considered physical activity as a way to create meaning and to main‐
tain or enhance bodily function. Similarly, despite a gradual decline 
in intensity, older people living in the community tended to continue 
engaging in meaningful physical activities such as walking and gar‐
dening if they had support to adjust to limitations associated with 
ageing (Janssen & Stube, 2014). It is thus important that residential 
aged care providers offer opportunities to exercise and/or experi‐
ence incidental exercise in ways that are motivating to all residents 
and mindsets (Gleibs et al., 2014).

While there was a general consensus about the benefits of 
physical activity many of the residents interviewed saw exercise as 
high‐impact and high‐intensity activity and being appropriate for the 
young only. Participants’ accounts, regarding physical activity in par‐
ticular, expressed an internalised ageism that excluded them from a 
range of activities for which they effectively considered themselves 
‘too old’. This may be a direct effect of cultural representations in the 
media which associate exercise with youth, high impact and high en‐
ergy activities, which participants witness given the amount of time 
they spend watching television. Such representations may not be ap‐
propriate to residents and, in the absence of anything more suitable, 
signifies that exercise as a whole is not appropriate for them, which 
may negatively influence their acceptance of exercise. The accounts 
of participants who reported being ‘too old’ for physical activity sug‐
gested that this is indeed the case.

Perceptions among residents regarding the age‐appropriateness 
of certain physical activities could also work to encourage participa‐
tion. Many participants highly valued walking and, for the few who 
participated in the activity, gardening. Walking could be a physical 
activity, social activity, solo recreational activity and a means of 
maintaining mobility and functional independence—all of which res‐
idents considered to be appropriate to them and achievable. Thus, 
a resident does not have to be interested in exercise per se to be 
enthusiastic about walking. Gardening had an unusual dynamic in 
that a number of participants were interested. About half of the par‐
ticipants had a current or former love of gardening, and their de‐
scriptions of gardening suggested it was a highly rewarding pastime. 
But they were concerned about encroaching on another resident's 
exclusive pastime, making a mess and not being allowed outside. 
Yet, there is precedent for gardening (particularly indoors) in many 
residential aged care homes, and evidence for its benefits among 
the residential care population (Brown, Allen, Dwozan, Mercer, & 
Warren, 2004; Lee & Kim, 2008; Tse, 2010). A systematic review 
by Whear et al. (2014) found that gardens provided opportunities 
of a wide range of activities that were beneficial for residents with 
dementia in care homes, including reminiscence, sensory stimulation 
and physical activities.
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The present study found that residents’ physical activity and 
functional independence were influenced by a number of factors, as 
did earlier studies: ageism (Swift, Abrams, Lamont, & Drury, 2017), 
social capital (Lees et al., 2005) and loss of a loved one (Stahl & Schulz, 
2014), illness or pain (Schutzer & Graves, 2004) and staff support 
(Henwood, Neville, Baguley, & Beattie, 2017). Chen (2010) found that 
past sedentary lifestyle was one barrier to physical activity in residen‐
tial aged care. The current study extends this concept in that those 
who are successfully involved in physical activity are those who wish 
to maintain their pre‐admission to care home active lifestyles, and/
or those who comprehend the necessity of physical activity to main‐
tain mobility and functional independence. Participants who enjoyed 
being active and involved in their younger, pre‐care lives wanted to 
continue with this in some form, and would seek out opportunities (or 
be more open to encouragement) to continue this important part of 
their identity. This was a priority even if activities had to be adapted 
to their physical limitations or the realities of living in residential care, 
such as restrictions on going out of doors.

Furthermore, those who did understand the connection between 
mobility and functional independence also associated it strongly 
with walking. Having a clear concept of functional independence 
provided a high level of motivation to walk as much as possible, as a 
dedicated activity and as part of everyday movement. Maintaining 
independence was of the utmost priority for nearly all participants 
in this study, with many participants describing themselves as hav‐
ing ‘always’ been an independent person. Yet, many did not make 
the connection between physical activity and independence, nor did 
they recognise the role of gentle, everyday movements in maintain‐
ing mobility—as these did not fit with their perceptions of physical 
activity as being high energy, and high impact. This signals a key area 
to promote to residents who are reluctant to participate in phys‐
ical activity. Another important component to encourage those 
not inclined to exercise is to provide activities that may also have 
social and recreational benefits (Chen, 2010). In this study, having 
an exercise ‘buddy’ was strongly motivating for those who had one, 
and there were a number of participants who longed to have other 
ways to fill their day. The challenge is to provide participants with 
a ‘fallback option’ if their exercise companion becomes ill, injured, 
bereaved or is otherwise unable to exercise. This is a particularly vul‐
nerable time when residents are at risk of ceasing activity altogether 
and rapidly losing condition.

This study provides support for a greater role for staff in en‐
couraging residents’ engagement in, and communicating the ben‐
efits and requirements of, physical activity, as it was found that 
residents’ perspectives regarding physical activity are not neces‐
sarily fixed and may be open to change. Some residents interviewed 
were initially adamant that they would not consider participating in 
formal exercise as being not appropriate to them. Yet, when the in‐
terviewer adequately explained to reluctant participants on the na‐
ture of the specific exercise programmes involved, using language 
that made sense to them, many participants were receptive to the 
idea. This aligns with staff interpretation of person‐centred care 
including physical activity, as Minney and colleagues suggested a 

‘flexible and inclusive’ approach that allowed residents to create 
their own schedule of activity so as not to overwhelm residents 
(Minney et al., 2015). However, passively accepting residents’ 
wishes and perspectives at face‐value when they do not wish to 
be physically active does not allow for the promotion of healthy 
practices that may greatly enhance their well‐being and enjoyment 
of life. Crucially, it does not support the maintenance of residents' 
functional independence that they most highly valued.

Our findings also suggested that, irrespective of residents’ 
ability and motivation, they may also face other restrictions due to 
the nature of residential care which impacts on their propensity to 
make their wishes known. There are limits to the extent to which 
institutions can reflect a home‐like environment, which means 
that residents could not readily decide to leave the care home 
alone to go for a walk at whim, for example. Several residents 
appeared to mutely accept this loss of independent control, and 
they became compliant and uncomplaining despite their desire for 
more physical activity. Nor did any participant describe ‘speaking 
up’ about this desire, which had likely gone unnoticed and had not 
been addressed. Pain was a particularly devastating cause of inac‐
tivity, as it instilled fear of activity—an entirely reasonable fear, but 
one that is not necessarily warranted. Participants who gave pain 
as a reason for inactivity appeared to assume that physical activity 
was no longer available to them, and did not describe discussions 
they had with staff of their residential care home about increasing 
their physical activity within a pain‐free range.

Thus, the findings of this study support a proactive approach 
of physical activity by staff. This approach is embodied in moti‐
vational interviewing, a therapeutic, person‐centred counselling 
approach to elicit a person's own motivation to make behavioural 
changes. Successful outcomes have been achieved when mo‐
tivational interviewing is incorporated into multicomponent 
interventions (Jeon et al., 2018; Szanton et al., 2011). Thus, incor‐
porating motivational interviewing in residential aged care homes 
is likely to have a positive impact on residents’ uptake of physical 
activity, as health professionals’ advice was greatly respected and 
adhered to by the few participants who received this regarding 
exercise. This is perhaps unsurprising given the esteem in which 
the health profession is held by many members of this genera‐
tion and suggests that their role in encouraging physical activity 
is perhaps the most important for residents who do not connect 
mobility with independence and have not enjoyed being physi‐
cally active prior to living in a residential aged care home. Our 
findings suggest that a passive approach to encouraging exercise 
is particularly risky with those who never enjoyed it, those who 
never had the opportunity to participate in active leisure pur‐
suits, those who have not made the connection between physical 
activity and functional independence, and those who wish to be 
more active, but do not have the capacity or inclination to ask 
for assistance. These residents may never choose to be active 
of their own volition. Instead, they require encouragement and 
assistance or creative solutions including enjoyable programmes 
with inbuilt incidental exercise if they are to achieve their aim of 
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functional independence. A recent systematic review of qualita‐
tive literature (Franco et al., 2015) has also provided several strat‐
egies to enhance participation of physical activities among older 
people, including raising awareness of benefits and minimise the 
perceived risks and improving the environmental and financial ac‐
cess to opportunities for physical activities.

4.1 | Limitations of the study

This study was conducted with residents living in different homes of 
the one residential aged care provider. While the service and care pro‐
vided in those participating homes could be considered as typical of 
residential aged care homes in Australia, interviews with residents of 
other providers, in particular for‐profit providers may well elicit dif‐
ferent perspectives. Most participants were born in Australia. Data 
saturation was ensured to answer the research question, and no ap‐
parent cultural aspect was emerged as a key theme. Nevertheless, our 
findings are solely based on residents’ experiences and perspectives. 
Interviews of staff regarding how to encourage residents’ participa‐
tion, as staff perspectives would have strengthened the study and be 
crucial to the implementation of strategies to encourage residents’ 
physical activity. Understanding, for example, the level of staff educa‐
tion around benefits of exercise and maintaining function to residents 
would be crucial to developing strategies to encourage staff to moti‐
vate residents. Interviews are essential to ascertaining residents’ own 
values and opinions, yet they provide limited information for under‐
standing care practices. Observational methods are recommended 
for future research to further explore existing communication prac‐
tices between staff and residents concerning physical activity.
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