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Targeted physical activity interventions to improve 
the poor physical function of older adults with schizo-
phrenia are necessary but currently not available. 
Given disordered thought processes and institution-
alization, it is likely that older adults with schizophre-
nia have unique barriers and facilitators to physical 
activity. It is necessary to consider the perspective 
of the mental health staff about barriers and facili-
tators to physical activity to design a feasible inter-
vention. Purpose of This Study: To describe 
the perceptions of mental health staff about barriers 
and facilitators to engage in physical activities that 
promote physical function among older adults with 
schizophrenia. Design and Method: We con-
ducted qualitative interviews with 23 mental health 
staff that care for older adults with schizophrenia. 
The data were collected and analyzed with grounded 
theory methodology. Results: The participants 
were interested in promoting physical activity with 
older adults with schizophrenia. Facilitators and 
barriers to physical activity identified were mental 
health, role models and rewards, institutional factors, 
and safety. Implications: In order to design suc-
cessful physical activity interventions for this popula-
tion, the intervention may need to be a routine part 
of the mental health treatment program and patients 
may need incentives to participate. Staff should be 

educated that physical activity may provide the dual 
benefit of physical and mental health treatment.
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The number of older adults with a serious mental 
illness, such as schizophrenia, is predicted to more 
than double to 15 million by the year 2030 (Bartels, 
2004). People with schizophrenia are the largest 
group of older people with severe mental health 
problems (Cohen et al., 2000). Schizophrenia is a 
chronic, severe, and disabling psychotic disorder 
characterized by hallucinations, delusions, thought 
and movement disorders, negative symptoms, and 
cognitive impairment (National Institute of Mental 
Health, 2007).

Data suggest that the physical function of 
older adults with schizophrenia is poor (Chafetz, 
White, Collins-Bride, Nickens, & Cooper, 2006; 
Kilbourne et al., 2005). Research among younger 
people with serious mental illness, such as schizo-
phrenia, shows that their physical function may 
resemble that of someone 10–20  years older 
(Chafetz, White, Collins-Bride, & Nickens, 2005). 
Physical function can be defined as a multilevel 
concept that includes the body functions and 
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structures of people, the activities people conduct 
and life areas they participate in, and the environ-
mental factors that affect these experiences (Jette, 
2006). Decrements in physical function may con-
tribute to poor health outcomes, increased use of 
health services, and decreased quality of life in this 
population.

Physical activity may be a critical component to 
target in older adults with schizophrenia in order 
to improve physical function. Physical activity is 
defined as any bodily movement that enhances 
health (U.S. Department of Health and Human 
Services, 2008). Optimization of physical activity 
may help delay disability and maintain independent 
life in older adults (Tirodkar, Song, Chang, Dunlop, 
& Chang, 2008). Impairments in physical activity 
may hinder a person’s ability to care for their health 
needs. The multitude of chronic medical conditions 
experienced by people with schizophrenia, such 
as chronic obstructive pulmonary disease, can 
jeopardize optimal physical activity. Furthermore, 
older adults with schizophrenia are susceptible to 
limitations in physical activity due to the aging 
process (Gallo, 2006). Physical activity improves 
physical function, gait speed, balance, and activities 
of daily living (ADLs) in older adults (Manini 
& Pahor 2009; Chou, Hwang, & Wu, 2012). 
Improved mood and enhanced cognition have 
been associated positively with physical activity 
(Deslandes et  al., 2009). Physical activity may be 
an effective and economical adjunct treatment for 
age-related neurodegenerative processes (Deslandes 
et  al., 2009). Exercise is planned, structured, and 
repetitive movement done to improve or maintain 
one or more component of physical fitness 
(Chodzko-Zajko et al., 2009). Exercise may provide 
a way for patients with serious mental illness, such 
as schizophrenia, to socially integrate (Knochel 
et al., 2012).

Despite the obvious need for research to improve 
the health of this especially vulnerable population, 
less than 10% of published research in schizophre-
nia focuses on older adults (Mittal et al., 2006). In 
order to improve the physical function of older adults 
with schizophrenia, interventions are needed that 
target their unique needs. Currently, no published 
data are available on physical activity interventions 
that promote physical function in this population. 
However, before physical activity interventions can 
be designed and tested to improve the physical func-
tion of older adults with schizophrenia, additional 
research is needed on the factors that contribute to 
engage in physical activity. Only six studies (Archie, 

Wilson, Osborne, Hobbs, & McNiven, 2003; Beebe 
& Smith, 2010; Daumit et  al., 2005; Fogarty & 
Happell, 2005; McDevitt, Snyder, Miller, & Wilbur, 
2006; Weissman, Moot, & Essock, 2006)  that 
included a total of 275 participants, who ranged 
in age from 16 to 65, have evaluated the barri-
ers and facilitators to engage in physical activities 
in younger people with schizophrenia. No studies 
were identified that evaluated facilitators and barri-
ers in older adults with schizophrenia.

An examination of perceived barriers and facili-
tators to engage in physical activities that promote 
physical function may provide insights into the 
factors associated with poor physical function and 
provide a foundation for intervention research. The 
involvement of mental health staff in the design 
and implementation of a physical activity inter-
vention may ensure that the promotion of physical 
activity reinforces other efforts to improve overall 
health and well-being (Richardson et al., 2005). In 
addition to their specific knowledge of this popula-
tion, the staff have a uniquely informed perspective 
on what might successfully be implemented within 
specific mental health programs.

In this article, we present the findings from a 
qualitative grounded theory study that explored 
mental health staff perceptions about barriers and 
facilitators to engage in physical activity among 
older adults with schizophrenia.

Methods

Design

Grounded theory was the methodological basis 
for this study (Glaser & Strauss, 1967). Symbolic 
interactionism provides the theoretical framework 
for grounded theory methodology and supports 
the belief that individuals’ understandings occur 
within the context of relationships (Blumer, 1969). 
Using a grounded theory approach embedded with 
the theoretical underpinnings of symbolic interac-
tionism allowed for the creation of conceptually 
dense analyses and did not impose a predetermined 
framework on the person’s experience which made 
this method ideal for exploring staff perception of 
barriers and facilitators to physical activity.

Institutional Review Board approval was 
obtained from the Committee on Human Research, 
University of California, San Francisco. Anonymity 
and confidentiality were maintained according to 
their guidelines. After providing consent to partici-
pate, participants were interviewed in small groups 
or in a one-on-one format.
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Participants and Settings

Inclusion criteria were that participants be 
English-speaking adults age 21 or older and 
provide care to older persons with schizophrenia 
or schizoaffective disorder. We encouraged 
the staff to consider their clients older if they 
were at least 55  years old. Participants included 
nurses, case managers, counselors, psychiatric 
technicians, and administrators. As environmental 
contexts influence health beliefs and practices, 
the participants were recruited from three sites: a 
transitional residential and day treatment center 
for older adults with severe mental illness; a locked 
residential facility for adults diagnosed with serious 
mental illnesses (about half are 55 and older); and 
an intensive case management program (about 
15% are 55 and older). Participants received $30 
for their involvement in the study.

Data Collection and Analysis

Recruitment and data collection began in 
December 2010 and ended in April 2011. Data 
collection included in-depth interviews conducted 
by the principal investigator and her research 
team. The interviews lasted approximately 60 min. 
A  semi-structured interview guide was used that 
was malleable to the participant responses and 
included questions such as: (a) When working with 
older adults with schizophrenia, what are some 
of the things you do to get them to participate in 
activities that promote physical activity? (b) What 
are some specific techniques you use with older 
adults with schizophrenia to facilitate physical 
activity? (c) What are some things within the facil-
ity/environment that make it easier for older adults 
with schizophrenia to engage in physical activities? 
(d) What are some things within the facility/envi-
ronment and patient that make it difficult for older 
adults with schizophrenia to engage in activities 
that promote physical activity?

Data collection and analysis were done simul-
taneously using a constant comparison analysis 
approach (Charmaz, 2006; Clarke, 2005; Glaser 
& Strauss, 1967). Interviews were transcribed ver-
batim and then re-checked to the tape to verify 
transcription accuracy. Field notes and interview 
transcriptions were entered into Atlas.ti, version 6.2, 
software to assist with data organization. To begin, 
open coding was done through transcript analysis 
with word-by-word and segment-by-segment cod-
ing. Then, axial and selective coding were used in 
order to determine key themes and properties in 

the data and to eventually develop a conceptual 
framework of codes and categories. Codes and cat-
egorical concepts as well as relationships between 
categories were documented using theoretical 
memos. Conceptualizations about the codes and 
categories were also discussed among the research 
team. Theoretical and methodological notes were 
maintained during the study. The methodological 
rigor for this study was based in criteria proposed 
by Guba and Lincoln (1989).

Results

Twenty-three participants representative of staff 
in psychiatric facilities completed an interview. 
Eleven participants were from the locked facil-
ity and included four nurses, two social workers, 
two rehabilitation service workers, one program 
director, and two psychiatric technicians. Six par-
ticipants were from the transitional facility and 
included one program director and five counselors. 
Six case managers were from the assertive com-
munity treatment center. We reminded the staff 
throughout the interviews to consider only the 
older adults that they work with when answering 
questions. It was apparent in our interviews that 
all of the participants had frequent contact with 
older adults with schizophrenia.

The majority of participants interviewed 
expressed interest in the promotion of physi-
cal activity in older adults with schizophrenia. 
Participants from each of the recruitment sites 
indicated common activities that patients engaged 
in including walking (the most commonly dis-
cussed activity), dancing, doing chores, ADLs, gar-
dening, swimming, tai chi, volleyball, and active 
play video games.

Across the interviews at all three sites, staff 
described how they play a key role in facilitating or, 
at times, blocking physical activity and illustrated 
how they are not just “sitting on the periphery.” The 
facilitators and barriers to physical activity emerged 
in four categories: mental health, role models and 
rewards, institutional factors, and safety. In the 
next section, we will discuss the four categories and 
present quotes that illustrate the categories.

Mental Health

The participants indicated that a patient’s 
mental health played an integral role in physical 
activity. Aspects of mental health could both be 
a barrier and facilitator to activity. In the next 
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section, we will illustrate three components of 
mental health that were described: schizophrenia 
symptoms, medications, and the prioritization of 
mental health treatment.

Schizophrenia Symptoms.—Schizophrenia 
symptoms were described as both a barrier and 
facilitator to physical activity by most participants. 
Participants described how the patient experienc-
ing symptoms of schizophrenia could often not 
focus on anything other than the symptom. One of 
the staff at the transitional residential facility talked 
about the barrier of schizophrenia symptoms:

I’ve seen … cases where it immobilizes them, where 
they just completely don’t do anything.

For example, extreme paranoia would stop some 
patients from going out on group walks because of 
the feeling that something awful would happen if 
they leave the building. Delusions could also play 
a part in patients’ sedentary lifestyle.

We had one fellow that couldn’t go outside, 
because … he thought there were snakes all over 
the ground …  So he laid in bed a lot.

In addition to paranoia and delusions, depres-
sion was also a barrier to going out to events.

Depression is a big part of it, because a lot of times 
like we’ll get free tickets to events, and we’ll offer 
them to the clients, and they still won’t take it

However, the symptoms of schizophrenia could 
also facilitate activity. The participants indicated 
that some clients seem motivated to exercise as a 
symptom management technique.

… It seems like some schizophrenic clients are 
really like motivated to exercise … staying active 
kind of minimizes like voices … 

Another participant described the activity of an 
extremely symptomatic patient.

They’re just pacing and pacing and pacing when … 
they are very delusional.

Participants also indicated that patients taking 
less medications were often more active.

I think almost the people who are least medicated 
and more agitated are more likely to be active.

In addition, some patients walked to appoint-
ments instead of taking public transportation due 
to paranoia.

And then I  have older clients that walk because 
their paranoia sets in and they don’t want to get 
on a bus.

Medication.—Many staff described the sedat-
ing effects of medication and talked about how 
medication side effects prevent activity. Despite the 
perception that medications “slow them down” 
and cause “low energy,” the participants voiced 
their support of medications because of the impact 
made on schizophrenia.

One client in particular who is so medicated … to 
even to get him to walk a half-a-block from the 
hotel here after he’s taken his morning medication 
is a big deal … they’re so medicated just to even 
moderately combat the symptoms.

Prioritization of Mental Health Treatment—
Participants also talked about how the treatment 
of schizophrenia symptoms was their priority. The 
encouragement of physical activity was an ancil-
lary treatment recommendation for staff at all three 
facilities. Once clients were stable, physical activ-
ity encouragement was considered. A case manager 
talked about the prioritization of treatment goals:

If the person has no place to live, and hasn’t been 
on medication for three weeks, has an abusive boy-
friend … Those are the things that like we’re tar-
geting … as I review treatment plans, getting more 
physically active is not usually on there,

Another participant described the importance on 
focusing their treatment recommendations on men-
tal health issues for older adults with schizophrenia:

They could be doing well for a good while, and 
then they’ll have a break, right? And then it takes 
longer for them to come back to baseline, and so 
that is when I’m looking at other things, not the 
exercising.

Role Models and Rewards

The participants described their impact on 
patients’ involvement in physical activity. In the 
next section, we will illustrate the importance of 
role models and rewards with the following: meet-
ing clients at their level, motivation techniques, 
and no physical fitness ethic.

Meeting Clients at Their Level.—Staff discussed 
how they cater to patients to promote activity, tai-
loring their behavior and approach to patients’ 
specific needs.
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… There’s some exercise that they don’t like, so 
I say, okay, well, do it while you’re sitting there, just 
stand here and go like this, or move your feet, or 
walk in place while you’re sitting down. You don’t 
have to get up and do it, but don’t just sit there.

At the locked facility, staff talked about how 
their level system could facilitate activity because 
it encouraged meeting clients at their unique 
level of function. A level system that ranges from 
four to one is in place. Clients increase their level 
based upon their participation in the program and 
improvement in their level of independence.

The level system is certainly built around the idea 
of meeting the client where their actual functional 
level is. If they’re too preoccupied and disorganized 
to remember it’s time for breakfast, we go remind 
them it’s time for breakfast, and if necessary, we 
escort them to breakfast.

Often, as clients progress through the level sys-
tem, they also become more physically active due 
to the benefits associated with increased levels, 
such as going on outings.

The staff at the locked facility also discussed 
how their entire program is based on meeting each 
patient’s individual needs.

Because what’s going to work with a 
developmentally disabled guy who has psychosis is 
going to be different than a vet who has PTSD and 
doesn’t have auditory hallucinations.

Many of the participants emphasized the 
importance of an individualized activity program 
in order to assure client participation.

Staff at all three recruitment sites talked about 
the motivational aspect of groups for most of the 
patients. However, staff also discussed how some 
clients were reticent to join groups and participate. 
For those clients, a one-on-one format was more 
effective

If they don’t respond in like group settings, we may 
meet with them one-on-one and try to work with 
them that way.

A participant from the locked facility talked 
about how she tries to motivate some of the seden-
tary patients to make small steps toward becoming 
more active.

We have people here who lay in bed ... sometimes 
for a long time, and so I try to have little talks with 
them to kind of say … it’s not good to lay in bed 
all the time. Why don’t you just go for a walk once 
a day down the hallway, or something like that, or 
try to figure out why they’re not getting out.

A participant at the transitional residential facil-
ity talked about how she individualized walking 
recommendations to each patient based on their 
individual health issues and how this approach 
had been successful at getting the patients to walk 
consistently for several weeks.

And I  don’t push them walk that time the other 
one’s doing. I just tell them, okay, you want to walk 
five minutes, that’s okay, but I tell them walk with 
nothing in your hands … 

Staff described how some of their older patients’ 
physical activity levels were limited by previous 
injuries and pain. One staff member recalled a 
scenario when a patient was having difficulty on a 
walk due to physical limitations.

[Patient] starts to hurt, so I said, okay, we’ll stop, 
because even within the slow group, there’s even 
slower people. That’s who I  deal with, is the 
slow-slow people.

The patient was able to continue with a slower 
walk because the staff member tailored the inten-
sity of the walk to meet the patients’ needs.

Motivation Techniques.—Staff at all three sites 
talked about the importance of motivation.

If you’re ever going to actually do a program, would 
be the motivational issue. What’s in it for me? Why 
should I  do that, you know? That’s so much the 
mentality. Playing basketball, jogging, doing sit-ups, 
it’s not part of the equation. It’s not even on the list.

Staff indicated it was rare for patients to be 
intrinsically motivated to be active. Staff described 
that motivating clients to do any kind of activity, 
including basic ADLs, usually involved the staff 
being upbeat and positive about the activity and 
working together with other staff.

Sometimes it’s being kind of animated and kind of 
up … you just go, come on, it’s time for ADLs, here, 
I’ll help you do this, and I’ll help you do that. Other 
people, it’s like pulling teeth—we just—we’ll kind 
of tag team.

Staff also engaged in the activities that they 
wanted patients to engage in:

We’re not just sitting on the periphery. We’re in 
there dancing and getting patients to dance.

Motivation was often inspired with tangible 
incentives such as food, coffee (described as “liquid 
gold”), and cigarettes.

Or they’ll ask for food. Or will you give me an 
extra cigarette?
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Staff talked about how outings were a great 
way to get patients to be active. The patients were 
motivated by the things they could see and do on 
outings. Similarly at the locked facility, partici-
pants talked about how coffee motivated clients to 
go out on a walking pass.

Participant 1:  They used to go to the Starbucks up 
by the police station up there, which 
is … easily a mile away.

Participant 2:  You know? They never think twice 
about it, because they’re usually 
wired on caffeine coming back. 
Getting out there was the hard part.

Often the type of rewards that were motivating 
could be very simple, like the use of praise.

What you can do is simple things too, like just a lot 
of praise, and a lot of like congratulations, you’re 
doing great, and people respond really well to a lot 
of that.

Some staff also suggested rewards that did not 
involve money or food could be effective.

If you had some other additional motivators … [if] 
all of the people who attended all the sessions got a 
ticket to the movies.

Or even just simply getting to know the cli-
ent and directly prompting activity could be 
motivating:

Staff coming in and actually kind of talking to the 
person … Sometimes it’s the initial getting out of 
bed, so I—sometimes I say just put your feet on the 
floor … The next—and then you lean forward, and 
sometimes people do it.

No “physical fitness ethic”.—Some staff dis-
cussed ways that they could promote physical 
activity within the program yet they felt this change 
would be a difficult one to institute.

We’re not working them to death here, and there’s 
certainly room to grow in terms of like a morning 
walk every morning. And staff are kind of resistant 
to having to staff that, because … it’s a change for 
everybody, and change is hard.

In addition, some of the staff were described as 
not being ideal role models for physical activity.

100 percent of the staff don’t have a physical fit-
ness ethic going on either … You have some who 
really would like to get you out there moving, and 
others that would rather sit back and just watch 
the day go by.

Furthermore, some staff were described as 
allowing clients to remain sedentary.

We don’t push them on weekends, because that is 
their time, so technically, they can do what they 
want. If they want to chill all day, that’s okay.

Institutional Factors

The participants described key institutional 
factors that influenced physical activity and these 
included living situation, lack of geriatric pro-
grams, and structure.

Living Situation.—City life can limit activity 
because patients can easily access any daily ser-
vices needed by walking just a short distance.

I think that the environment here is limiting. For 
example, people who don’t have any money, but 
live in rural areas have to walk a lot further to get 
their basic needs. Whereas here, the [stores] are all 
a block, half a block from your hotel room.

Patients living in locked facilities were also lim-
ited in the types of activities they did and when 
they engaged in activity. For example,

In an institution where you can’t do your own thing 
all the time, when and where, and how you want to 
do it. So you have those institutional factors … Like 
go to the gym, or go play baseball, or go play tennis.

The actual building structure of some treatment 
programs limited activity. One of the community 
treatment center’s main meeting areas is located on 
the third floor of the building. Patients can only access 
the center by elevator due to security restrictions.

Lack of Geriatric Programs.—Many of the par-
ticipants discussed the aging of their patients.

It used to be that people—that we had an age cap, 
and that people at 62, or whatever it was, gradu-
ated from [program], and that’s no longer true, 
I  think, primarily because there’s no longer those 
programs for them.

Participants that were concerned about the lack of 
geriatric programs talked about their belief that the 
older patients may be more active if they could be 
in programs that were focused only on older adults.

Structure.—All sites encourage activity through 
building some degree of activity into the daily rou-
tine or the therapeutic milieu. For example, staff 
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at all three recruitment sites described a weekly 
walking group. For clients at the locked facility in 
order to earn a weekend pass, the residents have 
to show that they are able to responsibly go on the 
morning walk. A staff member at the locked facil-
ity described their walking group.

… to start earning passes and being able to go out 
on outings and things is they need to go on a morn-
ing walk first, so that’s a big motivator to get them 
to get up and get—be physical. And other times, 
they just like to get out.

A staff member at the intensive case manage-
ment program indicated part of the success of 
the walking group was the integration into the 
program.

Well, and so it’s just—it’s just part of the milieu 
activity.

A staff member at the assertive community 
treatment centered echoed the thoughts of staff at 
the locked facility when they described why some 
patients participate in activities.

If you had it here, some people will just go, because 
it’s something to do.

The staff talked about how often patients will 
show up to an activity merely because it is sched-
uled and it provides routine to their lives. Staff also 
indicated that if a group is going to be successful, 
it needs to be a part of the schedule. For example,

Every Friday at 9:00 we have our community meet-
ing … And the clients move the chairs—it would 
probably be that kind of attitude and get-together, 
you know, remove things, and it’s exercise time.

Also, at the transitional residential treatment 
center, staff described how the structure of the facil-
ity schedule provided an opportunity to engage cli-
ents in activity.

We have like that group once a week where we go 
on a coffee walk. sometimes we’ll just do walks 
around the neighborhood, so getting them to par-
ticipate in that. like I’m actually starting to have 
more activity in my groups, like physical, like danc-
ing … and the clients are really digging it, so I’m 
probably going to keep doing it.

Other activity groups described included danc-
ing and even the use of active play video games:

Yeah, when the Wii is the activity, it’s like when we 
do karaoke, some people who really gravitate to 
that come do it.

It was also indicated that some activities are 
interesting to participants merely because of nov-
elty, such as the video game system. At the tran-
sitional residential facility, the structure of having 
daily chores could facilitate activity. For example, 
each resident is responsible for cooking one meal a 
week. Just the process of cooking and cleaning up 
was viewed as a type of physical activity.

They’re to cook one meal a week for the house. So 
they got to come up and to organize their—what to 
cook and chop, and do everything that needs to be 
done. So the table, do the dinnertime chores.

Safety

The participants talked about the need to consider 
patients’ safety as a barrier or facilitator to physical 
activity. High crime environments and physical safety 
were described as key safety aspects to keep in mind.

Crime.—Urban environments present multiple 
barriers to activity. Crime was one aspect of urban 
living discussed by staff.

This is a client who’s over 55 when I was cover-
ing the on-call, who, as a stress reduction, we were 
talking about the exercise, like going for a walk. 
And she’s like, I’m afraid to leave my room. It’s like 
the evening, she stresses out. I’m afraid to leave 
my hotel room, I’m not going to walk around the 
hotel, because it’s cigarette-laden, and everyone 
keeps asking me for money, you know, there’s lim-
iting factors just by nature.

Physical Safety.—Staff indicated the importance 
of safety above all else when considering how to 
increase physical activity in patients.

It’s number one … You’re not going to recover 
if you injure yourself in the process of becoming 
recovered.

Participants also talked about starting clients off 
with activities that are “not harmful to them” and 
the need for some patients to earn the trust of staff 
to do certain activities (such as walks outside the 
facility). Participants discussed that starting patients 
off with simple activities also reduced the patients’ 
own safety fears, such as falling. For example, a 
participant at the locked facility described how 
they involve some patients in dances safely:

A person might fall, because they’re not judging right. 
They get touched by the dancing spirit, and then we 
have to help them to, well, don’t back—backwards.
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Discussion

Four categories of barriers and facilitators to 
physical activity were identified: mental health, 
role models and rewards, institutional factors, and 
safety. A common factor was the key role that staff 
play both in role modeling and motivating physi-
cal activity The symptoms of schizophrenia were 
frequently discussed as both a barrier and facilita-
tor to activity. Institutional factors and safety were 
critical factors to consider for physical activity 
promotion.

Of the six studies (Archie et  al., 2003; Beebe 
& Smith, 2010; Daumit et  al., 2005; Fogarty & 
Happell, 2005; McDevitt et  al., 2006; Weissman 
et al., 2006) that have examined the barriers and 
facilitators to engage in activity in young people 
with schizophrenia, factors that facilitated engage-
ment in physical activities were identified. Common 
factors across these studies and our study were 
exercise facilities with a motivating atmosphere 
and individualized programs. Physical activities 
that participants took part in across the studies 
included walking and other traditional exercise 
activities. However, activities such as working, 
volunteering, and cross-word puzzles were also 
discussed. In our study, staff also discussed that 
patients were sometimes active through activities 
not traditionally thought of as exercise (such as 
doing chores).

Multiple barriers to engage in activities that 
promote physical activity in younger people with 
schizophrenia are discussed in the literature. 
Similar to our results, common factors across these 
studies were poor motivation, side effects of medi-
cations, social barriers, inactive staff, unsafe urban 
neighborhoods, fear of pain, schizophrenia symp-
toms, and poor access.

Unique factors found in our study include the 
motivating aspects of schizophrenia symptoms, 
how the physical structure of treatment programs 
could be a barrier, and the priority of mental 
health treatment over recommendation of physi-
cal activity. The staff indicated that schizophrenia 
symptoms could be both a barrier and facilitator 
to engage in physical activity. Clients that were 
extremely depressed were reported as very difficult 
to motivate to take part in groups, whereas some 
patients were reported as using physical activity 
as a way to deal with schizophrenia symptoms. 
Our study also found that even the physical struc-
ture of a treatment facility could influence activ-
ity. Facilities that did not allow patients to use the 

stairs put forth another barrier to physical activity. 
Participants made it clear that their priority is to 
treat mental health symptoms first and to assure 
patients are stable psychiatrically before recom-
mending physical activity.

The few interventions that targeted health 
promotion in the older adult population with 
schizophrenia have relied on aspects of social cog-
nitive theory (SCT) as a theoretical framework 
(McKibbin et al., 2006). Our findings also suggest 
that aspects of SCT may be a useful framework for 
the design of a physical activity program. SCT is 
consistent with the beliefs of symbolic interaction-
ism in that the individual engages in a transactional 
relationship between the social environment and 
the self to produce behavioral effects (Braungart & 
Braungart, 2003).

Role modeling is one component of SCT that 
may be especially helpful for the design of physical 
activity interventions. A role model demonstrates 
behavior that is then perceived by the learner 
(Braungart & Braungart, 2003). The reinforce-
ment of behavior, the learning situation, and the 
appropriateness of subsequent situations where the 
behavior is displayed is said to affect the learner’s 
performance (Braungart & Braungart, 2003). The 
participants in our study provided examples of 
how they could promote physical activity in their 
patients by being physical activity role models. 
However, the participants were often concerned 
about the general lack of physical activity role 
models at the facilities.

Self-efficacy, another key construct in SCT, is 
also useful to consider in the promotion of physical 
activity. Bandura (1989) argues that among the 
mechanisms of self agency, none is more central 
than people’s beliefs about their capabilities to 
exercise control over events that affect their lives. 
This self-efficacy can be described as the confidence 
a person has to perform a behavior and overcome 
barriers to performing that behavior (McDevitt 
et  al., 2006). Self efficacy is thought to influence 
what activities the person engages in, how much 
effort is expended, and to what degree the person 
will persist while facing barriers (McDevitt et al., 
2006). The participants in our study provided 
multiple examples of how they encourage the 
physical activity self-efficacy of patients successfully 
through meeting clients at their level and providing 
tailored motivation techniques.

The participants continually mentioned their 
focus on a patient’s mental health needs. At times, 
schizophrenia symptoms could promote and or 

Vol. 53, No. 3, 2013 481

D
ow

nloaded from
 https://academ

ic.oup.com
/gerontologist/article/53/3/474/836622 by guest on 20 August 2022



block physical activity. SCT does not account for 
the dialectical engaging and disengaging impact 
of schizophrenia symptoms. One framework that 
may facilitate an understanding of the relation-
ship between symptoms and physical activity is the 
UCSF Theory of Symptom Management (TSM; 
Humphreys et  al., 2008). The TSM comes from 
the belief that effective management of a symptom 
or group of symptoms demands that the symptom 
experience, symptom management strategy, and 
outcomes all be considered. Symptom management 
is viewed as a dynamic process that is modifiable 
by both individual outcomes and the influences of 
the nursing domains of person, health/illness, or 
environment. Physical activity may be an effective 
symptom management strategy for the symptoms 
of schizophrenia.

The structural restraints faced by the older 
adult with schizophrenia could be exercise facili-
ties that are difficult to access or a home environ-
ment that makes physical activity a low priority. 
These structural restraints are not accounted for 
by SCT but, according to our study, are important 
considerations in the design of a physical activity 
intervention. A  recent survey of researchers with 
expertise in aging and physical activity indicated 
that more research is needed on the physical envi-
ronment, especially in regards to safety, trans-
portation, access, and alternative environments 
such as in-home programs (Hughes et al., 2011). 
In addition, the survey also revealed the need for 
more research with understudied populations such 
as persons with mental illness as well as the impact 
of physical activity on the symptoms of mental ill-
ness. Our findings progress the field of physical 
activity research by providing more details to these 
understudied aspects of physical activity in older 
adults with schizophrenia.

Limitations

Our study has several limitations. We inter-
viewed staff in one limited geographical urban 
area. Including other locations might reveal the 
impact of different weather conditions, socio-
economic backgrounds, and available resources. 
Only mental health staff were interviewed; so, the 
results do not necessarily reflect the views of older 
patients with schizophrenia. Despite the limita-
tions, this is the first study to our knowledge to 
explore qualitatively the staff perceptions of fac-
tors that contribute to engage in physical activ-
ity in older adults with schizophrenia. The staff 

perspective is particularly important in order to 
design and implement interventions effectively 
within the constraints of the mental health system.

Practice Recommendations

Current recommendations for older adults are 
to engage in moderate intensity physical activity 
150 min each week (U.S. Department of Health 
and Human Services, 2008). Building activity time 
into the treatment programs can help older adults 
with schizophrenia to reach that goal. Simple walk-
ing groups may be an easy and cost effective way 
to start. Physical activity may work as a symptom 
management technique. Other researchers indi-
cate that older adults with schizophrenia express 
a desire to have a variety of techniques to deal 
with the symptoms of schizophrenia (Shepherd 
et  al., 2010). For example, exercise video games 
have been effective in improving depressive symp-
toms in older adults with subsyndromal depression 
(Rosenberg et al., 2010). Clinicians and adminis-
trators should consider the incorporation of physi-
cal activity in treatment programs. Specifically, staff 
education regarding the use of physical activity for 
symptom management and even the importance 
of staff role modeling physically active lifestyles is 
key. In addition, education about the use of moti-
vation to be physically active is also critical but 
attention should be given to the type of motiva-
tion provided. Patients may respond well to simple 
praise or the reward of a healthy snack. However, 
the use of unhealthy rewards, such as cigarettes, 
should be avoided.

It may be difficult if not all together impossible 
to change the physical layout of a facility but 
careful consideration should be given to alternative 
workout environments or ways to promote 
physical activity within the constraints of the 
facility or a patient’s home such as with the use of 
exercise video games.

Future Research

Future studies should explore the perception 
of patients to better understand what they view 
as their unique barriers and facilitators to activ-
ity. In addition, directly observing the environ-
ments where patients are treated and or living may 
help to design an optimal physical activity inter-
vention. Pilot testing different types of remunera-
tion to find the ideal motivation techniques would 
also help with the design of future interventions. 
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Understanding the specific symptoms that are a 
barrier or facilitator to activity will inform the 
design of future interventions.
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