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Introduction
The number of adults in the population aged 65
and older is growing rapidly worldwide. This shift
towards a population with an increasing number
of older adults is a consequence of long-term
downward trends in fertility accompanied by
25–30 year gains in average life expectancy. In
the UK alone, the fastest growing age group in
the entire population is those 85 years and over,
ie, the ‘oldest old’. With continual growth over
the last 25 years, this population group reached
1.3 million in 2007, meaning that today those
aged 85 and over represents 2.1% of the total
population of the UK (1).
The changing demography associated with
increasing longevity has brought about a growing
awareness of the physical activity related needs
of older adults. In recognition of this, and
the growing body of evidence supporting the
promotion of physical activity amongst older
adults, the 2011 joint Chief Medical Officers’
report Start Active, Stay Active (2) for the first time
provides guidelines for older adults.

In this evidence briefing we focus upon whole
body physical activity involving the large muscle
groups. In later life, physical activity occurs in
many forms including active transportation,
(such as walking to the shops), facility and group
based activities, (such as dance and movement
classes, swimming, tai chi) and activities of
daily living (such as rising from a chair, climbing
stairs, gardening and household activities). The
predominant activity undertaken by older adults
is likely to be regular walking (2).
For the purpose of this evidence briefing, the
population group representing those aged 65 and
over will be referred to as older adults.

Older adults evidence briefing
Summary
The evidence reviewed in this document
indicates:
• Physical activity can improve the physical
and psychological health of older adults.
• Regular physical activity is associated with
the maintenance of functional activities and
independence in later life.
• Physical activity can assist in reversing the
decline of physical function even in later,
later life.
• Prolonged periods of sedentary behaviour
may be adversely associated with chronic
disease morbidity, irrespective of whether
physical activity guidelines are reached.
• While participation in physical activity
decreases throughout later life among both
men and women, men still remain more
active than women.
• A complex range of individual, social
and environmental factors influence
participation in physical activity by older
adults.
• Older adults face a number of internal and
environmental barriers to becoming and
remaining active.
• For older adults, the health benefits of
activity far outweigh the risks.

• Public health guidelines recommend older
adults should be active daily and minimise
the amount of time spent being sedentary.
• There is increasing evidence to demonstrate
what is required from an intervention to
successfully increase physical activity
amongst older adults.
• Strength, balance and walking are key
programme components for interventions in
older adults.
• Evidence-based action is required at a
range of levels to increase physical activity
and reduce prolonged periods of sedentary
behaviour amongst older adults.
Key term – Physical activity
Physical activity is described as “any
body movement produced by the
skeletal muscles that results in a
substantial increase over resting energy
expenditure” (3).

Physical and psychological
outcomes of physical activity
A growing body of evidence suggests physical
activity plays an important part in preventing
diseases and conditions which are the primary
cause of loss of function and independence in
later life. There is evidence that physical activity in
later life is beneficially associated with a range of
areas.

Disease prevention and
improvements in symptoms
The preventive effects arising from regular
physical activity at recommended levels in later
life are at least as strong as those found in middle
age for allcause mortality, cardiovascular disease
and type 2 diabetes (2). The evidence is strong that
physically active older adults have higher levels
of cardiorespiratory fitness and physical function,
improved disease risk factor profiles and lower
incidence of numerous chronic non-communicable
diseases than those who are inactive (3). Even
in unfit older adults, low to moderate intensity
activities, which are more achievable for those
who associate injury and fatigue with strenuous
activity, reduce the rate of ageassociated
decline in various physiological functions such
as cardiorespiratory fitness (4). Those who are
overweight or obese can gain health benefits from
meeting the guidelines for physical activity, even in
the absence of reductions in body weight. Physical
activity can help to reach a healthy weight;
however, additional physical activity above the
recommended levels and a reduction in calorie
intake through dietary restriction may be required.
Maintaining a healthy weight will help older adults
retain physical function and mobility (2).
Physical activity can also have a beneficial effect
on symptoms caused by several diseases:
• A reduction in joint pain for people with
rheumatoid arthritis and knee osteoarthritis
(5-7)
.
• Decreased symptoms of breathlessness for
people with chronic obstructive pulmonary
disease (4).

• Strength training and combinations of
endurance, balance and strength training are
most effective at increasing bone turnover
in those with low bone density. By increasing
bone turnover and slowing age-related
osteopenia (bone loss), the point which the
disease progresses to clinically significant
osteoporosis may be delayed (8).

Mental wellbeing and
cognitive functioning
Physical activity is associated with improved
mental health including perceptions of mental
wellbeing, increased self-esteem and improved
ability to cope with stress (1). It has the potential to
alleviate the symptoms of some clinically defined
mental illnesses such as depression and anxiety
which are common in older age. For example,
physical activity may be as effective as medication
in its treatment of mild, moderate and severe
clinical depression (9, 10). Physical activity also
lowers the risk of dementia and improves day to
day cognitive functioning (2, 11). Physical activity has
been shown to improve the quality and quantity
of sleep among older adults which will further
improve mental wellbeing (12-14).

The maintenance of mobility
and independent living
Functional capacity declines with age: strength,
endurance, balance, bone density and flexibility
are all lost at about 10% per decade, and muscle
power is lost even faster at around 30% per
decade. Gradually, this loss in physical function
will impact upon an older adult’s health, wellbeing
and ability to maintain an independent life (15).
Figure 1 helps demonstrates how the decline in
strength with age can affect activities of daily
living such as rising from a chair. Medium to high
intensity resistance training can improve everyday
physical function and mobility including factors
such as walking speed and time to stand up from
a chair, even in those at an advanced age (16, 17).

Cardiorespiratory exercise can offset declines in
endurance and reduce breathlessness and fatigue
in older adults (18). Rehabilitation exercise is
effective at improving independence even in those
in nursing or residential care (19).

physical activity of a general nature can be used
to maintain balance, to illicit improvements in
unstable individuals, structured physical activity
sessions which focus on improving postural
stability are necessary.

Prevention of falls
Approximately 30% of older adults fall each
year; this figure increases with age to over 40%
in those 80 years and over (21). Falls are a major
source of injury for older adults, and the treatment
and rehabilitation associated with falls entail
substantial healthcare costs (10, 22). It is predicted
by 2036 over £6 billion a year could be spent (in
the UK) on treating and caring for hip fractures (23).

Key term – Physical inactivity
Physical inactivity is described as “doing
no or very little physical activity at work, at
home, for transport or during discretionary
time … not reaching physical activity
guidelines deemed necessary to benefit
public health” (20).

Evidence accumulated in recent years has
identified balance impairment as one of the main
risk factors for falls in older adults (2). While regular
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Figure 1. Knee extension strength in men and women aged
50-74 (mean±2 standard deviations) (15)

Sedentary behaviour and
health outcomes
Research examining sedentary behaviour is in
its early stages and the consequences of long
uninterrupted periods of sitting in terms of
cardiovascular and metabolic health or overweight
and obesity are not yet fully understood (25, 26).
Evidence to date does however indicate that
sedentary time is a risk factor for poor health
independently from physical activity (2). Sedentary
behaviour has been shown to have an impact
on loss of muscle function, mobility and can
contribute to low daily energy expenditure (27). It
also is known to lower levels of cognition (28). Thus
sedentary behaviour is an important area for
consideration in older adults. For example, those
living in residential settings or in rehabilitation
wards may have prolonged periods of sedentary
behaviour. These individuals should be
encouraged to move on a regular basis (29).
Among the frailest of older adults, physical activity
and movement that promote circulation will assist
in reducing the complications of immobility and
sedentary behaviours including:

• deep vein thrombosis (a blood clot in one of
the deep veins – usually in the calf or thigh)
• gravitational oedema (swelling of the feet
and lower legs caused by accumulation of
fluid)
• contractures (thickening of the joint tissues
leading to deformity)
• pressure sores
• severe constipation (30).
Key term – Sedentary behaviour
Sedentary behaviour refers to a group
of behaviours that occur whilst sitting
or lying down and that typically require
very low energy expenditure (24). The low
energy requirements distinguish sedentary
behaviours from other behaviours that also
occur whilst seated, eg, chairbased exercise,
but which require greater effort and energy
expenditure. Sedentary behaviour is not
defined simply as a lack of physical activity;
it is a separate behaviour in its own right.
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Current levels of physical
activity
In this section we describe current levels of
physical activity among older adults using data
from national representative studies. This data
was produced prior to the release of physical
activity guidelines for older adults in 2011
and is therefore based on the general adult
recommendation from the CMO report At least five
a week (9, 32).

• In older adults age 65+ living in England, 14%
of men and 25% of women were classified
as ‘walking impaired’, ie, walking at speeds
of less than 0.5 metres per second. Walking
ability further declined with age as 36% of men
and 56% of women aged 85+ noted walking
difficulties (38). Figure 3 further exhibits this
decrease in walking ability with age.

Figure 2 indicates the proportions of older adults
in England, Scotland and Wales achieving at least
30 minutes of moderate intensity physical activity
on 5 or more days a week.

• Data from the Scottish Health Survey (2008)
showed by the age of 75 and over, men were
walking (for 10 minutes or more) for only 0.7
hours per week and women only 0.2 hours per
week (34).

• Data for Northern Ireland showed only
13% of older adults age 75+ achieved the
recommended levels of physical activity. No
data was found for older adults age 65–74 (36).
• 78% of men and 86% of women living in care
homes in Great Britain were classified as
inactive. This is twice as many as those who
live in private households (37).
• 41% of adults in Great Britain over the age of
70 years take a 20 minute walk (for transport
purposes) less than once a year (37).

Trends in physical activity
Between 1998 and 2008 there has been an
increase for older men and women living in
England in both the proportions meeting the
recommendations and in overall levels of
participation in physical activity. The increase
occurred across all age groups among women,
with the largest increases in the oldest groups,
eg, among those aged 65-74, from 8% to 20%.
This data illustrates that there is potential for an
increase in levels of physical activity amongst
older adults (39).
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Figure 3. Aerobic capacity in men and women aged
50-74 (mean ± 2 standard deviations) (15)
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Current levels of sedentary
behaviour
• Sedentary behaviour increases with age and
evidence from self-report measures and
accelerometry indicates that sedentary time
rises sharply from age 70 onwards (33).
• Many older adults spend ten hours or more
each day sitting or lying down, making them
the most sedentary population group (40).

Factors affecting
participation in physical
activity
Physical activity is a complex, multi-dimensional
behaviour influenced by a wide range of factors
(often referred to as correlates) operating at
individual, social and environmental levels. The
following provides a summary of the influence of
various factors on physical activity among older
adults drawing from recent review of literature (41).
Key term – Correlates
Correlates are factors that influence
behaviour. Correlates may be fixed or nonmodifiable, eg, sex, ethnicity, age, which
are useful for identifying population groups
that should be targeted in intervention
programmes. Alternatively, correlates may
be modifiable, for example, social support
or attitudes, wherein intervention strategies
may be developed to change these factors
potentially leading to changes in behaviour.

Individual factors
Biological factors
• Age: As age increases, the levels of physical
activity participation decrease (33, 34, 36).
• Gender: Regardless of the measure, men tend
to be more active than women (33, 34, 36).
Demographic factors
• Ethnicity: The decline in physical activity
participation with age is highest among those

from minority ethnic groups (31).
• Marital status: People living alone are more
likely to have lower physical activity levels than
their married peers (42).
• Socio-economic status: Those from a lower
socioeconomic background have lower levels
of physical activity participation (43).
• Education: Lower levels of education
attainment are associated with a greater
decline in physical activity participation with
age (44, 45).
Psychological factors
• Physical activity participation is positively
associated with self-efficacy (belief in one’s
own ability to be active), confidence, risk
perception as well as beliefs, attitudes and
values (46, 47).
• Physical activity participation is negatively
associated with fear (including fear of falling
and over exertion) and concern for personal
safety (48, 49).

Social factors
• Social support: Physical activity participation
is influenced (positively and negatively) by
significant others and social support. This
includes health professionals (including
general practitioners), exercise and physical
activity instructors, teachers and leaders, care
givers, family, friends and their peers (50-52).
• Social cohesion: Mutual trust, shared
values and solidarity among neighbours are
associated with increased levels of physical
activity amongst older adults (53, 54).

Environmental factors
• Crime: Older adults are more likely than other
age groups to be deterred from going out by
fear of crime (55, 56).
• Traffic safety: Crossing a road within the time
allowed on traffic light controlled crossings
requires an average walking speed that is
higher than that achievable by most 70 year
olds (57). Pedestrians are most likely to be road
traffic accident victims (58, 59).
• Transportation: Older adults report being
prevented from taking part in a range of
activities because of shortage of transport (60).

• Settings and destinations: Whilst a safe and
pleasant environment is important, older
adults report that they are also motivated to
walk by having somewhere interesting to go
(61, 62)
. Older adults report a lack of suitable
physical activity opportunities and settings (46).

UK Public health guidelines on
physical activity for older adults
Current guidelines, released in July 2011 with
endorsement from the CMOs from England,
Scotland, Wales, and Northern Ireland, are
the first ever UK wide guidelines to make
recommendations for older adults (2).
The current guidelines state:
• Older adults who participate in any amount
of physical activity gain some health benefits,
including maintenance of good physical and
cognitive function. Some physical activity is
better than none, and more physical activity
provides greater health benefits.
• Older adults should aim to be active daily.
Over a week, activity should add up to at least
150 minutes (2½ hours) of moderate intensity
activity in bouts of 10 minutes or more – one
way to approach this is to do 30 minutes on at
least 5 days a week.
• For those who are already regularly active at
moderate intensity, comparable benefits can
be achieved through 75 minutes of vigorous
intensity activity spread across the week or a
combination of moderate and vigorous activity.
• Older adults should also undertake physical
activity to improve muscle strength on at least
two days a week.
• Older adults at risk of falls should incorporate
physical activity to improve balance and coordination on at least two days a week.
• All older adults should minimise the amount
of time spent being sedentary (sitting) for
extended periods.
The CMO guidelines are relevant to all older
people aged 65 and over, irrespective of gender,
race or socio-economic status, but it is not
appropriate to consider all older people as a
homogeneous population. The 150 minutes
a week message encourages the idea of
accumulating physical activity in smaller bouts
(ie, 10 minutes) which may be a more accessible
message for older, older people. These guidelines
also reflect the growing body of evidence
indicating the additional health benefits of muscle
strengthening and balance activities. In addition

to increasing physical activity, the guidelines also
highlight the importance of reducing sedentary
behaviour.
Three groups of older adults have been identified
in the CMO report to accommodate differences
in the older adult population, each with differing
functional status and therefore different physical
activity needs.
These include those:
• who are already active, either through
daily walking, an active job and/or who are
engaging in regular recreational or sporting
activity
• whose function is declining due to low levels
of activity, too much sedentary time, and who
may have lost muscle strength, and/or are
overweight but otherwise remain reasonably
healthy
• described as frail or have very low physical
or cognitive function perhaps as a result of
chronic disease such as arthritis, dementia, or
very old age itself.
For more information on the CMO physical activity
guidelines download Start Active Stay Active from
the Department of Health website.

Interventions to increase
physical activity
While there is emerging evidence on interventions
to increase physical activity and decrease
morbidity and all-cause mortality in older
adults, more research is still necessary. When
designing and implementing interventions, it
is recommended agencies work with both the
providers and older adults to offer tailored
programmes which reflect the preferences of older
adults (63, 64). Common features found in successful
physical activity interventions in older adults
include:
• educational components where participants
were given information and counselling by
health professionals on physical activity and
health and encouraged to engage in regular
physical activity (65-67)
• a cyclical design which includes continuous
reviews of participant progress towards goals
throughout the intervention and provides ongoing support and encouragement (68)
• use of a behaviour change model and intrinsic
motivation (68)
• cognitive behavioural strategies (including
selfmonitoring and goal setting) (65-67)
• assessment and negotiation of social and
environmental barriers to physical activity (65-67)
• the use of support strategies (including
telephone, home visits and peer support) (68).
Additionally, in the short term (12 months),
participation in group-based physical activity
appears to be effective, although longer term
adherence to physical activity programmes is
superior in homebased programmes (69).
When planning interventions to improve balance
and decreasing falls, research has found activities
must be specifically designed with the purpose of
improving balance rather than simply increasing
physical activity levels (70). There is no evidence
that chair-based activities will help reduce falls
among older adults (71).
Exercises found to be most effective in reducing
the incidence of falls are those:
• aimed at improving postural stability through

strength, balance, flexibility and coordination
training (71, 72)
• including aspects of bone loading, postural
and gait training and support endurance work
(72)

• including tasks to improve visual, vestibular
and sensory input (72)
• tailored specifically to the individuals and
progressive (71)
• delivered by a specialist trained professionals
in either a home or group-based setting (72).

Implications for practice
The evidence summarised in this document has
important implications for commissioners, policy
makers and practitioners. Potential action areas
for each of these groups are outlined below.
Strategies to increase physical activity in older
adults should be implemented alongside those
aimed at increasing general health.

Actions for commissioners
• Ensure the evidence base demonstrates
impact and cost effectiveness when
commissioning and designing programmes for
older adults.
• Commission multi-level interventions which
include population wide, community-based
and one-to-one interventions for older adults.
• Use the new CMO guidelines to underpin
programme design.
• Ensure programmes are targeted to specific
needs and abilities of older adults.
• Commission programmes that support
sustained participation beyond 12 months.
• Build robust monitoring and evaluation into
local programmes.

Actions for policy makers
• Take action to promote physical activity to
older adults of all abilities and needs through
policy measures.
• Assess in advance the intended and
unintended impact any policy proposals are
likely to have on older adults’ physical activity
participation.
• Ensure older adults are engaged in all aspects
of policy development.
• Work to promote social cohesion and
environments which are safe and appropriately
support physical activity in local communities.
• Provide educational opportunities and capacity
building on physical activity for those different
professional groups, eg, primary care, health
and social care, residential settings, who work
with older adults.

• Ensure equality of opportunities for both men
and women.

Actions for practitioners
• Review and improve knowledge and
understanding of ageing and physical activity
through appropriate education, training and
resources.
• Ensure programmes are underpinned by the
CMO guidelines for older adults.
• Develop a local coalition or alliance to ensure
the co-ordination of community physical
activity services and programmes.
• Ensure older adults are included in the
planning and implementation of local
programmes.
• Implement robust monitoring and evaluation of
local programmes.
• Ensure local physical activity programmes are
tailored, offer access and appropriate choice
to older adults, including equal opportunities
in gender specific activities.
• Collaborate with ‘significant others’, eg,
instructors, care givers, family members,
who are positioned to support older adults to
become more physically active.
• Ensure those providing opportunities for older
adults are appropriately trained to deliver
experiences that are enjoyable, effective and
safe.
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