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Förebygga skörhet bland inaktiva äldre vuxna:   

vad motiverar till en aktiv livsstil? 

SAMMANFATTNING 

Bakgrund: Skörhet (frailty) är ett åldersrelaterat fysiologiskt tillstånd som ökar risken för 

allvarliga hälsoproblem och ett ökat behov av hälso- och sjukvård. Detta tillstånd kan 

förebyggas, och i viss mån behandlas, med fysisk aktivitet. Forskning visar dock att äldre 

vuxna spenderar så mycket som 62 till 86 procent av sin vakna tid stillasittande. Men det 

saknas forskning, speciellt nationella studier, på vad som specifikt motiverar äldre vuxna till 

fysisk aktivitet.  

Syfte: Den här studiens syfte var att öka förståelsen för vilka aspekter, och varför, som kunde 

motivera fysiskt inaktiva äldre vuxna till att bli fysisk aktiva.  

Metod: Studien genomfördes med en kvalitativ forskningsdesign i form utav fyra stycken 

fokusgruppsintervjuer. De 19 respondenterna bestod av äldre vuxna med en fysiskt inaktiv 

livsstil. The Health Belief Model utgjorde studiens teoretiska referensram. En tematisk 

innehållsanalys med en deduktiv ansats användes när det insamlade datat processades.  

Resultat: 16 subkategorier hittades som svarade på forskningsfrågorna och fyra av dessa var 

mer framträdande än de andra: Kamratskap och social hälsa, Valmöjligheter, Fysisk Aktivitet 

på Recept (FaR®) och Ingen rädsla eller oro. Temat Hinder stod ut jämfört med övriga 

teman då det innehöll ett större antal subkategorier.  

Slutsats: Det fanns aspekter inom både hälso- och sjukvård samt på samhälls- och individnivå 

som påverkade deltagarnas motivation till en ökad fysisk aktivitet. Ytterligare forskning 

behövs dock inom det här området. Inte enbart på vad som generellt motiverar äldre vuxna till 

en aktiv livsstil, utan också vad som specifikt motiverar de individer som är i störst risk för 

skörhet eller redan är sköra.  

Nyckelord: Skörhet, äldre vuxna, fysisk aktivitet, motivation.  

  



 

 

Preventing frailty among inactive older adults: 

what motivates to an active lifestyle? 

ABSTRACT 

Background: Frailty is a physiological condition caused by aging which increases the risk for 

adverse health problems and extended need for health and social care. This condition can be 

prevented, and to some extent treated, with physical activity. But research shows that older 

adults spend as much as 62 to 86 percent of their waking time sedentary. However, there is a 

lack of research, national studies in particular, looking into what specifically motivates older 

adults to physical activity.  

Purpose: The purpose of this study was to gain a better understanding of which aspects, and 

why, that motivated physically inactive older adults to become physically active. 

 Method: The study was conducted with a qualitative study design in the form of four focus 

groups interviews. The 19 respondents consisted of older adults with a physical inactive 

lifestyle. The Health Belief Model was used as a theoretical framework. A thematic content 

analysis with a deductive approach was used when processing collected data.  

Result: 16 subcategories were found answering the research questions and four of these were 

more prominent than the others: Companionship and social health, Possibilities to choose, 

Physical Activity on Prescription (FaR®) and No fear and worries. The theme Barriers stood 

out compared to the others themes since containing a larger number of subcategories.  

Conclusion: There were aspects within both health and social care as on a societal- and 

personal level that motivated the respondents to an increased physical activity. Further 

research is however needed within this area. Not only looking into what motivates older 

adults to an active lifestyle in general, but also what especially motivates those who are at 

greatest risk for frailty or already being frail.  

Keywords: Frailty, older adults, physical activity, motivation.  
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BACKGROUND 

A population in transition 

The population worldwide is going through a demographic development with an increasing 

number of older adults aged 65 years or older (1,2). Since the beginning of conducting 

statistics of the population´s age structure, young children under the age of five have 

outnumbered the older population. The National Institute of Aging and The National Institute 

of Health (NIH) projected in 2011 that this age structure would change within just a few years 

towards a demographic situation where we for the first time will have a population consisting 

of more older adults than children (2). The older part of the world´s population is estimated to 

double from eight percent in 2010 to 16 percent in 2050, while the number of the youngest 

children will decrease from ten to seven percent within the same timeframe (2). This 

demographic development is partly due to lower birth rates and more effective medical 

treatments, but first and foremost as a result of a major increase in life expectancy (1,2). The 

trend is also seen in Sweden and over the last 30 years has the number of individuals 85 years 

or older doubled and the number of 95 years or older tripled (3). One out of two children born 

in Sweden today is expected to experience their 100-year birthday. Statistics indicate that this 

development of the populations´ age structure will continue and it is estimated that the 

number of older adults aged 65 years or older will increase to 25 percent of the Swedish 

population in year 2060 (1,4).  

The expanding proportion of older adults and the subsequent reduced percentage of people at 

working age will lead to society having to deal with new challenges and demands, and 

financial matters in particular. The dependency ratio will increase when fewer young and 

middle aged individuals will have to support for a growing number of older adults (5). The 

need for resources will especially increase within health and social care, for example in terms 

of  home care, senior housing and hospitalization (2,3,5). Since the prevalence of ill health, 

illness and disabilities increases with age as a result of the natural aging process, which 

involves a range of biological impairments, does an increasing number of older adults 

automatically mean an increasing number of individuals in need of medical care. For 

example, getting older decreases mobility, muscle strength, stamina and cognitive functions 

and increases the vulnerability for ill health (6). The most common ailments among older 

adults are cardiovascular and musculoskeletal diseases, cancer and diabetes, which all require 

significant amounts of societal resources. Also, the prevalence of dementia increases with age 
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and therefore composes another important health problem among older people (2,7). Beside 

the possible consequences of the aging process constitute the previous and current lifestyle an 

important role in the older adult´s health status (3,8,9). Some of the most important living 

habits for healthy aging involve sleep, nutrition and physical activity (3). Especially, a 

lifestyle with regular exercise and physical activity has shown to be one of the most 

considerable determinants (3,6,8,10,11). 

Sedentary increases with age  

The World Health Organization’s recommendation (WHO) for older adults is a minimum of 

150 minutes moderate-intensity physical activity a week, or 75 minutes of vigorous-intensity 

physical activity (10). Being physically active at this age includes activities during leisure 

time, transportation, while working (if the individual hasn´t retired yet), at home and planned 

exercise (10). Play, sports, walking, cycling, housekeeping and gardening are some examples. 

Individuals who do not meet this recommendation are considered physically inactive. This 

international recommendation is also used by the Public Health Agency of Sweden (4). The 

Public Health Agency of Sweden, in Swedish named “Folkhälsomyndigheten”, aims to 

identify, highlight and target public health issues at a national level (12,13). This is to achieve 

the main objective which is to promote and create equal terms for health and prevent illness. 

11 target areas representing different health related determinants have been identified to ease 

and promote public health work, and physical activity composes area number nine. The 

overall purpose within area number nine is to increase the physical activity among the 

population (13).  

National research from 2015 has shown that only seven percent of the adults in the Swedish 

population is fulfilling the recommendation regarding physical activity and so much as 60 

percent of the waking time is spent sedentary (11). This study aimed to present descriptive 

data on daily movement patterns by using a hip-worn accelerometer, unlike previous research 

which mainly has relied on self-reported physical activity. Since there is a tendency to 

overestimate one´s subjective time active and underestimate one´s subjective time inactive, 

research was needed where an objective method was used (11). As projected, the result from 

this study showed lower levels of waking time spent physically active and higher levels of 

being sedentary compared to previous research. The older age group in this study was those 

who overall had a lower physical activity (11). This is consistent with statistics from the 

former Institute of Public Health, which shows that physical inactivity and sedentary increases 
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with age (4). The national research within this area complies with an international systematic 

review from 2014, which included 59 articles based on objectively monitored physical 

activity among older adults. This study concluded that 62 to 86 percent of older adult´s 

waking time is spent sedentary, and the time spent physically inactive increased with older 

age (14). A lifestyle without exercise and regular physical activity composes a significant risk 

factor for ill health, disabilities, impairments and illness when aging (8,9). An active lifestyle 

has the possibility to decrease the risk for common ill health issues and illnesses among older 

adults, such as cardiovascular and musculoskeletal diseases, osteoporosis and diabetes (7,8). It 

can also preserve the older individual´s biological function and prevent, to some extent even 

treat, a number of age-related impairments and conditions (6,8).  

What is frailty?  

Frailty has become an established and commonly used term within research targeting and 

involving older adults (15). It also occurs more frequently in health and social care of older 

adults. Being frail is not a diagnosis of illness, but used to describe a physiological condition 

caused by biological alterations and declined physiological systems associated with aging 

(15–17). This condition affects an individual's ability to respond to and manage various 

physical and psychological stressors, such as injury and illness. Frailty impairs the 

individual's ability to recover from these stressors and increases the risk for further 

complications, disabilities and poor health outcomes (16,17).  Even minor stressors, which 

earlier wouldn´t have constitute a risk for additional health-related problems, could now form 

a major risk factor. The definition of frailty has, as it stands today, not reached consensus and 

there are no stated criteria about what defines this condition. There are for example 

ambiguities about which symptoms that should be included in a definition and how to 

measure these symptoms. But many define frailty in accordance with a standardized 

phenotype set by Linda P. Fried et al. This phenotype is a result from a study composed in 

2001 and consists of five criteria regarding the individual´s physiological function and 

condition, and those fulfilling three or more are considered frail (15) (Table 1).  
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Table 1. The standardized phenotype of frailty set by Linda P. Fried et al. 

Indicator Measure 

Unintentional weight loss Self-reported weight loss of >4,5 kg in the 

past year or recorded weight loss ≥ 5 % per 

year 

Self-reported lack of energy Self-reported exhaustion on CES-D* scale 

(3-4 days per week or most of the time) 

Low physical activity Energy expenditure <383 Kcal/week (males) 

or <270 Kcal/week (females) 

Slowed walking speed Standardized cut-off times to walk 15 feet, 

stratified for sex and height 

Low grip strength Grip strength stratified by sex and BMI* 

* BMI: Body Mass Index, *CES-D: Center for Epidemiological Studies Depression  

 

This definition is nowadays one of the most widely used within contexts involving frailty 

(9,16). It has however been suggested that these five criteria should be complemented with 

something concerning the individual´s cognitive condition, since cognitive impairments 

generally accompanies the aging process (17). Individuals being frail are at greater risk for 

concurrent health problems, falls and injuries, hospitalization, decreased independency and 

hence increased dependence of others (15–17). These individuals are also in greater need for 

extended social and medical care, and this need increases considerably along with the likely 

consequences caused by the condition. Frailty has shown to be one of the most common 

conditions leading to death among older adults, accompanied with organ failure, cancer and 

dementia (17). A systematic review conducted in 2012 concluded that the prevalence of 

frailty among older adults could be as much as 59.1 percent (18). The percentage varied 

depending on which definition of frailty that was used in the different included studies, but 

the overall weighted prevalence was 10.7 percent. Surely, however, is that the occurrence of 

frailty increases with advancing age and so do the risk for following major adverse health 

outcomes (15,16,18). It has been shown that women and individuals with low socio-economic 

status are more prone to being frail. It´s likely that reducing the prevalence or severity of 

frailty could have significant individual, familial and societal benefits, especially in terms of 

suffering and financial burdens (16–19).  
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Prevent with physical activity 

Aging does not necessarily mean becoming frail. This condition is preventable and, to some 

extent, even possible to reverse (16,20). Since frailty is a dynamic process it is likely to 

aggravate over time if untreated (17,19,20). This is caused by the interacting processes 

between the indicators of frailty. The different components affect each other, resulting in a 

self-perpetuating cycle where the components worsen and thereby affect each other even 

more, which in turn lead to further declines and increasing frailty etc. (19). Three frequently 

used interventions to prevent and reverse frailty targets the individual´s dietary habits, 

medical treatment and level of physical activity (8,17,19,20). Nutritional interventions 

consisting of calorie-supplementation to the everyday diet has shown to be effective in 

treatment of weight loss (8,17,20). A diet with additional protein could prevent sarcopenia 

and also increase muscle mass (8,17,20). Some research suggests that extra D-vitamin could 

play another important role (8,20). But, there is an inconsistency within research about 

however nutritional interventions independently could prevent and reverse frailty (17,19). 

Some evidence suggests that these are most effective if used as a complement to another 

intervention. Further interventions targeting frailty consists of reviewing the individual's 

medical treatment and decrease the number of medicines (8,20). Overall, counteracting 

polypharmacy reduces the risk for weight loss, slowed walking speed, disabilities and 

mortality (20). 

But the most effective way to prevent and treat frailty has been shown to be regular physical 

activity (8,9). Exercise and an active lifestyle decreases the risk for several of the criteria 

needed to be fulfilled for being considered frail, and also the risk for further complications 

and disabilities (8,9,17,19,20). First, being physically active and exercise on a regular basis 

reduces the risk for an overall inactive lifestyle, which composes on of the indicators of frailty 

(9). More specific exercise forms involving strength and balance training has shown to be 

particularly effective to maintain functional abilities and decrease the risk for sarcopenia 

(9,17,19,20). The preserved or increased muscle mass further more decreases the risk for 

slowed walking speed, low grip strength and weight loss (9). Since physical activity has the 

ability to prevent and improve several of the indicators for being frail, it also has the 

possibility to prevent, stop or even reverse the self-perpetuating cycle of frailty. Thus, it is of 

great importance within public health work with interventions aiming to motivate and 

encourage older adults to an active lifestyle.  
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What motivates to an active lifestyle? 

A systematic literature review from the Swedish Agency for Health Technology Assessment 

and Assessment of Social Services (SBU) concluded that the most effective ways to promote 

physical activity in adults are through counseling, individually adapted exercise programs, 

training sessions in a group led by a supervisor and interventions based on a theoretical 

behavioral change model (21). The study found strong scientific evidence for the 

effectiveness of specific and personal advice as well for overall counseling within everyday 

clinical settings. The patients increased their level of physical activity with 12-50 percent 

during the following six months after the consultation if being followed-up (21). A more 

frequent and intensive counseling through repeated contact over several months led to further 

increase in physical activity after six months or more. The effect was 15-50 percent even 

better if the counseling were complemented with for example a pedometer or exercise diary 

(21). Adapted exercise programs and recommendations especially tailored to the individual´s 

physiological and psychological condition and needs showed strong evidence to increase the 

level of physical activity. The increase is even greater if supervised by an instructor (21). 

Another supervised intervention, namely in the form of group sessions, was also shown to 

have positive influences on the propensity to exercise. SBU´s report lastly concluded that 

theory-based behavioral interventions are highly effective when aiming to increase 

individual´s physical activity (21). These has shown to increase the level of physical activity 

to the same extent as structured and supervised exercise programs, and are particularly 

effective when not only targeting the individual´s exercising habits but also one´s diet and 

stress management.  Three of these different kinds of interventions are currently used within 

Swedish health and social care aiming to increase individual's´ level of physical activity, 

namely by MI and FaR® (3). MI stands for motivational interviewing and is a theory-based 

method consisting of client-centered counseling aiming to change a health-related behavior. 

FaR® consist of Physical Activity on Prescription, in Swedish “Fysisk Aktivitet på Recept”, 

and the exercise program recommended is based on the individual's specific health status. But 

there is a lack of research looking into what motivates different age groups to physical 

activity, and national studies in particular (6,21). Components motivating children and youths 

to an active lifestyle could be irrelevant or even have an opposite effect on older adult´s 

motivation to physical activity. Additionally, not only is research looking into which aspects 

that motivates older adults to physical activity requested. But also a greater understanding on 

why these aspects motivate to an active lifestyle (6).  
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Theoretical framework 

Health belief model – a way to understand health-related behaviors  

The health belief model (HBM) was developed in the 1950s and aimed to understand, explain 

and predict individual´s tendency to partake in screening programs for tuberculosis (22). 

Already in 1984, research showed substantial scientific evidence and empirical support for the 

HBM and it received great amounts of attention within research and interventions targeting a 

number of health-related behaviors (22). Today, this model is one of the most widely used 

theoretical frameworks when aiming to understand and change individual´s choices and habits 

which could have an impact on their health (23). The HBM proposes that commitment, or 

lack of commitment, in a behavior that could improve health or prevent ill health depends on 

a number of perceived determinants (22,23).  

 Perceived severity. Consist of the individual´s beliefs about the seriousness and the 

possible consequences of ill health and illness. Those who perceive a specific health 

problem as severe and potential life-threatening or that it may cause pain and 

disabilities are more prone to engage in health-related behaviors to prevent, or if 

already ill, decrease the severity of this health problem.   

 Perceived susceptibility. Refer to whether the individual consider itself at risk for 

developing ill health or illness.  If believing it likely to be affected by a health 

problem, it is more likely that the individual will commit to health-related behaviors 

that could reduce the risk for these health problems. Those who consider themselves 

as not susceptible to ill health and illness, are on the other hand more likely to engage 

in unhealthy behaviors since not believing that it will cause any harm or negative 

consequences on their health.   

 Perceived benefits. Composes the individual´s thoughts about the possible value or 

positive outcomes of a health-related behavior. For example, if the individual perceive 

that taking action will improve one´s health status or decrease the negative 

consequences if already being ill, then he or she are likely to commit to a behavior.  

 Perceived barriers. Describes the perceived obstacles to engage in a health-related 

behavior. Even though the individual may consider itself as at great risk for a severe 

health problem and that taking action would reduce this risk, barriers considered great 

enough may prevent for engaging in a health-related behavior. Perceived barriers 

could be danger, side effects, costs and inconvenience.    
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 Cues to action. Consist of internal or external triggers necessary to finally persuade 

an individual to engage in a new health-related behavior. Unpleasant physiological or 

psychological experiences are examples of internal cues to action and an external cue 

could consist of information from close family or health-care professionals.  

Some include a sixth determinant in the HBM, namely self-efficacy. Self-efficacy means 

whether an individual consider him or herself capable to commit and proceed successfully 

with a health-related behavior (23).  Those with great self-efficacy are more likely to engage 

in a behavior, compared to those perceiving themselves not having the ability to do so. When 

adding these components together, the HBM suggests that an individual will engage in a 

health-related behavior if the perceived benefits, possible outcomes and positive aspects 

overcome the barriers, possible sacrifices and negative aspects (22,23). The HBM seems to be 

a suitable theoretical framework when aiming to get a greater understanding on which 

aspects, and why, that could motivate older adults to increased physical activity. 

Problem 

Frailty is a physiological condition caused by aging which increases the risk for adverse 

health problems and extended need for social and medical care. This condition can be 

prevented, and to some extent even treated, with physical activity. But research shows that 

older adults spend as much as 62 to 86 percent of their waking time sedentary. This calls for 

interventions aiming to increase older adult´s physical activity. However, there is a lack of 

research, national studies in particular, looking into what specifically motivates older adults to 

physical activity. There is also a need for research aiming not to only find out which aspects 

that motivate to an active lifestyle, but also a greater understanding about why they do.  

Purpose 

The purpose of this study was to gain a better understanding of which aspects, and why, that 

motivated physically inactive older adults to become physically active. 

Research questions 

1. Which aspects could motivate physically inactive older adults to an active lifestyle?                     

2. Why do these aspects motivate physically inactive older adults to an active lifestyle?  
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METHOD 

Study design 

This study was conducted with a qualitative study design consisting of focus groups 

interviews. Qualitative research methods are appropriate when aiming to get a greater 

understanding of individual's experiences, attitudes, expectations and motives (24,25). A 

study design of this nature enables the researcher to gain a deeper understanding and 

knowledge since being in direct contact with the respondents. Not only can the researcher 

collect data consisting of the respondent´s answer to the questions asked. The researcher can 

also register how the respondent answers in terms of body language, gestures and tone of 

voice. If collecting data through group interviews, it is also possible to register how the 

respondents interact with each other when discussing the questions asked. The situation 

further more gives the researcher the opportunity to ask follow up questions and encourage 

the individuals to further explicate their feelings, meanings and thoughts behind their answer 

to the question (24,25). When the purpose is to answer questions like “How..”, Why..” or “In 

what way..” is a study design needed which enable for the respondents to extensively explain 

and reflect, which is precisely the preconditions aimed to achieve within qualitative research 

(24). Thus, since the purpose of this study was to gain a better understanding of which 

aspects, and why, that motivated physically inactive older adults to become physically active, 

was a qualitative research method suitable.  

Respondents 

Respondents in this study consisted of older adults living in the areas of Gävle or Uppsala and 

with a physically inactive lifestyle. The method to find respondents was purposive sampling, 

which is an appropriate method within qualitative research and consist of a search for 

respondents with specific characteristics (24,26). Purposive sampling is particularly suitable 

when conducting focus groups interviews, since focus groups interviews aims to explore 

certain phenomenon within certain individuals (26).  In this study, the specific characteristics 

regarded a certain age group and a certain lifestyle. The method is thus not randomized, but 

structured and concentrates on individuals most appropriate to answer the research questions.  

To be included in the study, respondents had to fulfill two criteria: a) 65 years of age or older 

b) not exercising or being physically active regularly, which was defined as less than 30 

minutes of physical activity per day. These were considered appropriate criterias for the 

respondents for being able to answer the research questions. Possible respondents were 
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excluded if a) having some kind of disability preventing from being physically active b) not 

speaking fluent Swedish. The aim in this study was to conduct a minimum of four and a 

maximum of seven interviews. It was important to collect enough amounts of data needed to 

fulfill the purpose of the study, but it was equally important not to collect such amount of data 

which could complicate the analysis (24–26). An appropriate number of respondents at each 

interview was four to six individuals (26). This was because a small number of individuals 

could decrease the encouragement between the respondents needed to get a deeper and more 

explorative discussion. While a large number of individuals on the other hand could result in a 

loud and vivacious discussion, causing subgroups and difficulties transcribing and thereafter 

analyzing data (26.). The final number of interviews was determined by the time available for 

the survey, the number of individuals willing to participate and indications on theoretical 

saturation.  

Collection of data  

Data was collected through focus groups interviews. A focus group interview consist of a 

planned discussion between a number of respondents, which is led by a moderator who´s 

assignment is to introduce specific subjects and threads (24-26). The moderator shall ensure 

that each and every one of the respondents get to be a part of the discussion, but should 

otherwise intervene as little as possible to enable for the respondents to talk to each other 

freely and undisturbed (24–26).  The choice to use focus groups interviews was based on 

several reasons. Unlike individual interviews, have the respondents in a group interview the 

possibility to jointly discuss the subject, ask questions to each other and together explore their 

thoughts and ideas (26). This allows for a wider and more exploratory discussion richer in 

content (26).  The interaction between the respondents may lead to more spontaneous and 

emotional statements and tales, compared to when an individual alone is talking about a 

subject (25).  A research setting of this kind is necessary when aiming to gain a deeper 

understanding about individual´s perceptions, motivation and reasons behind their actions, or 

lack of actions (24,26). Focus groups interviews is also, compared to group interviews, 

suitable when aiming to explore specific individual´s experiences, approaches, actions and 

motivation regarding a specific subject (24,26). In this study, namely motivation to an active 

lifestyle among physically inactive older adults, instead of including adults of all ages and 

regardless of level of physical activity like generally done in previous research within this 

area.  
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The focus groups interviews were conducted at the social meeting places were the search for 

participants took place. The interviews were performed based on a semi structured interview 

guide, which is suitable within qualitative research (24,25). This arrangement of the interview 

consists of open questions and a possibility to complete with follow-up questions, rather than 

ones that are strict, closed, and completely structured. Since there was a lack of an already 

existing, appropriate measuring device, an interview guide was designed especially for this 

study. The questions in the interview guide were about which aspects, and why, that could 

motivate the respondents to an active lifestyle. These questions were divided into a number of 

categories which was based on the study´s purpose, research questions and theoretical 

framework, namely the HBM. The categories were as follows: perceived risks and negative 

consequences if not being physically active, perceived benefits if becoming physically active, 

perceived barriers to become physically active and perceived ques to action for becoming 

physically active. The interview guide was tested in a pilot study and thereafter revised to 

better accomplish the study´s purpose and answer the research questions. The revision of the 

interview guide consisted of changing some choice of words and phrases (Appendix 1). 

Personal data regarding the respondent´s gender, age, marital status and education level was 

also collected. This was done by using a questionnaire which was handed out to the 

respondents prior to each interview.  The questions in the questionnaire were designed on the 

basis on a question pool developed by the Swedish Statistics (SCB) (Appendix 2) (27). 

Course of action 

The initial part of this study consisted of a search for social meeting places targeting older 

adults in the areas of Gävle and Uppsala. These places were found through websites of the 

local governments, by asking around and tips from acquaintances. A total of nine social 

meeting places was identified and they operated either municipal or by private associations. 

The personnel or people responsible at these places were contacted through a telephone call or 

by a visit. On this occasion was information given about the study´s purpose, implementation 

and it was asked for permission to search for participants and conduct focus groups 

interviews. Those who gave approval were thereafter visited, if not already been first 

contacted by a visit, and asked to fill out a document which gave written permission to 

conduct the study (Appendix 3). The search for respondents began by using a covering letter 

which contained information about the author, the study, public health importance and 

participation (Appendix 4). The covering letter was partly put up on message boards and laid 

out on tables, but was also handed out personally to visitors. The recruitment of potential 
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respondents amounted to 17 times. Those interested in participating in the study was asked in 

the covering letter to make contact with the author by telephone or email. However, most of 

the respondents expressed interest for participation when the covering letters were handed out. 

Further information about the study was given when the respondents showed interest for 

participating in the study, and there was an opportunity to ask questions. Those individuals 

still interested in participating in the study was thereafter asked about their level of physical 

activity. If being physically active 30 minutes or more per day, they were considered not 

fulfilling one of the study´s inclusion criteria and were therefore excluded from the study. If 

included, the respondents were asked to choose one of the decided times and places for the 

interviews. The commencement of the interviews was started while the recruiting of 

respondents continued. The aim was to perform the interviews at the most undisturbed and 

private section of the social meeting places, as far as possible in private rooms free from other 

visitors. This was done to decrease potential disturbance from the surrounding and also to 

make sure that the respondents felt as comfortable as possible. The interviews began with a 

final explanation of the conditions of participation and how the interview was going to be 

carried out. The respondents were thereafter asked to give written consent and fulfill a 

questionnaire about personal information (Appendix 2 and Appendix 5). Each interview was 

then implemented on the basis of the interview guide and lasted 45-65 minutes. The 

interviews were recorded via a cell phone and an observer attended at each interview and was 

taking notes, as a complement to the recorded data. When the interview was finished was the 

respondents thanked for their contribution to the study and offered coffee and cake. The 

recorded data was then transcribed, if possible, the same day or the day after each conducted 

interview.   

Ethical considerations 

The study was implemented in accordance with the science council´s guidelines regarding 

humanities and social sciences. These guidelines aims to ensure that studies are conducted in 

a ethically proper manner, and include four categories which consists of requirements 

regarding information, consent, confidentiality and use of collected data (28). The following 

actions were taken to comply with the requirements regarding information and consent. 

Possible respondents were searched for by using a covering letter, which contained 

information about the author, the study's implementation, purpose and public health 

importance. It also explained that participation was voluntary, anonymous and that 

respondents could choose to drop out of the study whenever they wanted without explaining 
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why (Appendix 4). Those interested of participating in the study was asked to contact the 

author by phone or email. This enabled for the respondents to ask questions and further 

information was given about when and where the interviews would take place. The possible 

respondents were thereafter asked if they still were interested in taking part in the study and if 

so was the aim, as far as possible, to enable for the respondents to choose which interview 

they would attend to. It was considered important that the respondents felt that the situation 

was on their terms and that their sayings were acknowledged. Prior to the interviews, was it 

once again ensured that the respondents had fully assimilated the information given about the 

study and clarified that they could drop out whenever they wanted. They were thereafter 

asked to give written consent (Appendix 5). To fulfill the science council´s requirements 

about confidentiality and use of collected data was the recordings, notes, transcriptions and 

analyzed material locked away and safely stored from unauthorized access. Information that 

could reveal the respondent´s identity, such as names and locations, was removed or replaced 

with fictitious alternatives during the analyzation of the collected data and the presentation of 

the study´s result. The respondents were also asked both prior and after the interview to not 

disclose information of this kind about the other respondents. The collected data was not used 

to anything else but to fulfill the purpose of this study. Lastly, after the study was conducted 

and the master thesis completed was the collected data erased.  

Data analysis 

Data collected in this study was analyzed through a thematic content analysis with a deductive 

approach. Within qualitative research aims a thematic content analysis to find recurring trends 

and patterns in the material, and thereby identify the prominent categories and themes which 

are used to answer the study´s purpose and research questions (24–26). A deductive approach 

means that collected data is worked with from the “outside in”, further meaning that the 

themes are predetermined on the basis of a theoretical framework, which also is used when 

analyzing and interpreting the material (24,26). The thematic content analysis in this study 

followed the process described and formulated by Malterud (24).  

 Transcription. During the initial step of the analysis was the recordings listen through 

two times. Firstly, to get an overall feeling of the material. Secondly, to be literally 

written down on a computer. Not only was what was said by the participants written 

down but also how they said it, meaning that expressions of feelings also were noted. 

The notes taken by the observer was used if it was difficult to hear who said what on 
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the recordings. Pauses and sounds from the surrounding were not included in the 

transcription, since being irrelevant for this kind of analysis (24,25).  

 Finding meaning units. Thereafter were the transcriptions printed out and read 

through several times. First to get a comprehensive overlook of the material and 

thereafter to find, and highlight with a marker, meaning units which were important to 

the study´s purpose and research questions.    

 Coding. The next thing that was done consisted of the highlighted segments of texts 

being cut out. The remains of the printed papers were put aside and saved for possible 

later use. These smaller pieces of paper were read through and then summarized and 

described by writing a code on the backside of each one.  

 Dividing into themes. The next step consisted of the codes being interpreted on the 

basis of the theoretical framework and then sorted in five already composed piles, 

which represented the prominent themes. Every theme represented one of the five 

determinants of the HBM; severity, susceptibility, benefits, barriers and cues to action. 

The different themes, and thereby piles, were given different colors which were used 

to mark the different codes. For example, every piece of paper put in the pile 

representing the determinant “severity” were marked with blue. This was used to ease 

the overlook of the material.  The five piles of paper were then put in five separate 

folders.  

 Categorizing. The codes in each of the five folders were thereafter read through and 

divided in to one out of two categories designed to answer the study´s research 

questions. These two categories consisted of “Which aspects” and “Why”. Every piece 

of paper was marked with either “Which” or “Why” to show which category they 

belonged to and then put in one out of two envelopes.  

 Finding subcategories. At this point was the selected parts of the data divided into 

five folders (representing the themes) which content furthermore were divided into 

two envelopes (representing the categories). The different codes were then analyzed 

based on the HBM and used to compile subcategories within each category.  

 Compile the result. The last step consisted of the themes, categories and 

subcategories being put in tables, which had been designed in advance. This visual 

method was done to ease the presentation of the result of the data analysis.   
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RESULT  

Introduction  

Four focus group interviews was conducted in this study and all took place in the area of 

Gävle and in a municipal operated social meeting place. A total of 19 individuals participated 

whereby two interviews were performed with four respondents, one interview with five 

respondents and lastly was one interview conducted with six participating individuals. The 

respondents consisted of both women and men and their age ranged from 66 to 95 years of 

age (Table 2).  

Table 2. Demographic data of the respondents 

 Women  Men  Total  

Number of respondents 14  5   19 

Mean age (years) 79 77 78  

Marital status (%) 

Living alone 

Living apart from partner 

Living with partner 

 

71 

0 

29 

 

40 

20 

40 

 

63 

5 

32 

Education level (%) 

Elementary school 

High school 

University or college 

 

79 

7 

14 

 

60 

20 

20 

 

63 

21 

16 

 

The thematic content analysis based on the HBM resulted in ten subcategories answering the 

first research question, about which aspects that could motivate physical inactive older adults 

to an active lifestyle. Another six subcategories were found regarding the second research 

question, why these aspects could motivate the participants to an active lifestyle. The 

determinant Barriers from the theoretical framework, which was one of the predetermined 

themes, was found to differ compared to the other themes. This theme was shown to consist 

of a larger number of subcategories when answering both research questions.  
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Which aspects motivate to an active lifestyle? 

Ten subcategories were found representing aspects that could motivate the respondents to 

increase their physical activity. The theme Severity contained one of these subcategories, two 

subcategories were identified in each of the themes Susceptibility, Benefits and Cues to action 

and lastly was three subcategories found within the theme Barriers (Table 3).   

Table 3. The subcategories answering the study´s first research question.  

Which aspects could motivate physically inactive older adults to an active lifestyle? 

Theme Subcategories 

Severity  Risk for future diseases 

Susceptibility 

 

 Poor health at close range 

 Reduced strength compared to before 

Benefits 

 

 Manage current health problems 

 Companionship and social health 

 

Barriers 

 

 Possibilities to choose  

 Assistive devices  

 Accessible environments 

 

Cues to action   FaR®*  

 Emotional outbreaks from close ones 

 
*FaR®: Physical Activity on Prescription  

 

Three of the subcategories, namely Companionship and social health, Possibilities to choose 

and FaR®, were more prominent than the other subcategories. These three were recurrently 

brought to discussion in all of the interviews by several of the respondents. They were also 

explicit described as very significant for the respondents´ motivation to an active lifestyle.  

Risk for future diseases  

It turned out that there is a significant awareness of the possible negative health-related 

consequences if not being physically active regularly. The respondents showed both insight 

and knowledge about what happens in the body when exercising and why these processes are 

important for one´s health. 
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“You know, everything with your heart and so on. It has to work out sometimes and the blood, 

the blood has to be pushed around… To avoid heart conditions and blood clots. Yes.” 

Woman, age 75 

The future health problems that the respondents worried about were cardiovascular disease, 

high blood pressure, osteoporosis, age-related diabetes, stroke and obesity. The respondents 

also expressed concerns of the further complications that these health problems could cause. 

The wish to decrease the risk for these diseases could motivate to be more physically active. 

Poor health at close range 

Previous health-related history within the family and the respondent´s current health status 

played an important role in whether they considered themselves as vulnerable to ill health. 

Those who had close relatives, parents in particular, who had suffered from ill health, also 

considered themselves at high risk for developing the same health condition. This feeling of 

being vulnerable to poor health outcomes showed an increased motivation to exercise.  

“And then maybe you look back, what about my parents? Their health, you know. Oh, that´s 

right... My God, I have to do something! I´m heading the same way, you know. As they. I 

really, really have to do something.” 

Woman, age 66 

The respondents further described how sudden impairments of their health status, such as 

injuries, which required some kind of treatment increased their perception of being 

vulnerable. This made them more prone to be physically active. 

Reduced strength compared to before 

The realization of not being able to do the same things as before because not having the 

strength and energy, motivated the respondents to being more physically active. Things like 

having to sit down for a while and rest when doing household chores or devoting almost two 

days to complete tasks which before could be done in one day, are two examples of situations 

which made the respondents feel that they had to increase their level of physical activity. One 

respondent described how he noticed that he steadily became more and more breathless when 

walking, even though it was the same footpath as he had used for years. But he couldn´t 
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understand why. So he borrowed a pulse monitor from a friend and by using it he realized that 

his short of breath simply was a result of his poor condition.  

“My heart rate was up to 110 to 120 in just five minutes. Then I started thinking, what, what 

is this?... Now I apparently, have such a bad condition that my heart goes up to 120. That 

make you think, wow. I have to exercise more.” 

Man, age 68 

Manage current health problems 

Some of the respondents shared information about their current health status, for example 

having age-related diabetes, rheumatism and high blood pressure, and how these conditions 

affected their life. They described how these diseases and conditions caused pain, tiredness 

and a need for a lot of medications. But they were all of the opinion that physical activity 

reduced these symptoms and problems. It also turned out that the more negative affect the 

disease or condition hade on the respondent´s life situation, the more motivation did they have 

to exercise. Several of the other respondents agreed to this statement and discussed how they 

would be encouraged to be more physically active if this could reduce the symptoms of a 

health problem. Another aspect which could have a positive effect on the respondent´s 

motivation to increase their physical activity was the possibility to decrease the amount and 

number of medicines.   

“My diabetes nurse always told me that I should exercise more. So finally I started to, 

walking. Taking walks. And you know what, I could reduce my medicine. Fantastic!... That is 

motivating, I was motivated to keep on walking. But I should do it often, I know.” 

Woman, age 82 

Companionship and social health 

A benefit of great importance for the respondent´s motivation to become more physically 

active was the possibility to become a part of a social network. Physical activity was in this 

situation not only considered a way to improve one´s physical health, but also one´s social 

wellbeing. Exercise in the form of a group activity was seen as a way to keep in contact with 

old acquaintances, but also as an opportunity to make new friends. An example that was given 

from one of the participants, was her previous participation in a group of women who met 

every Sunday for a fitness class. They all gathered about 30 minutes before the class to chat 
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and socialize. She described that her motivation to participate in this class mostly was a result 

of her wish to see her friends. The same phenomenon was described by another participant 

whose friends had been talking about getting together and go swimming every Saturday, and 

after the exercise stay to take a sauna and have lunch. This social and enjoyable gathering 

could motivate him to increase his physical activity.   

Possibilities to choose 

Repeatedly stated by the respondents as an obstacle for their motivation to be physically 

active was the lack of options to choose from. They wanted to be able to vary their form of 

activity, to avoid feelings of boredom and tedium. Another aspect that was considered of great 

importance if having many options to choose from, was that the respondents felt that they 

could find something that they felt comfortable with. Many of the respondents described how 

they overall felt that going to the gym or taking a walk were the alternatives available. And if 

not enjoying these two kinds of exercise, they lacked the motivation to be physically active. 

Especially the gym was associated with several negative experiences, like not knowing how 

to use the equipment, feeling misplaced and perceiving the exercise itself as repetitive.  

“I´m not so much into this whole thing with groups either, you know. And the gym, no. The 

gym is the worst place I know. I don´t want to go there… I feel stupid, I do. And it´s boring.”  

Woman, age 74 

The respondents expressed how their motivation to an active lifestyle would increase 

significant if having the possibilities to choose. Examples that was given regarded the ability 

to choose between group activities or private sessions with an instructor, working out indoors 

or outdoors, exercise focusing on strength or condition and lastly in the morning or evening. 

They also discussed how the possibility to try something which they hadn’t tried before could 

encourage them to increase their level of physical activity.  

Assistive devices 

Many of the respondents discussed how their physiological condition and functionality could 

compose a barrier for physical activity. Problems like dizziness, stiffness, poor balance and 

impaired hearing capacity were given as examples which they considered obstructing. Both in 

a physiological point of view since perhaps not being able to do the exercises included in the 

program or hearing what the other participants or the instructor is saying. These problems 

could also compose psychological barriers since it made the respondents feel weak, awkward 
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and clumsy. But, when having access to assistive devices was the eventual impaired 

physiological condition and functionality not considered a problem. This could be in the form 

of chairs to sit on during a working class, a rod to hold on to or supportive pads. It was 

discussed how it unfortunately often was a lack of assistive devices. But if the respondents 

would have better access to aids like these, they expressed that they could be more motivated 

to physical activity.  

Accessible environments 

The respondents discussed different aspects in their environment which had an impact on their 

motivation to physical activity. Simple things like curbs and paving stones could be perceived 

barriers big enough for getting to a fitness facility or even go out for a walk. Especially for 

those respondents who used a walking stick or rollator. Insufficient lightening and poor 

maintenance of pedestrian paths were given as other examples decreasing their motivation to 

go outside for a walk. But, in those cases were these given examples were missing or had 

been taken care of, could the environment still contain some problems for the participants. 

They described how their level of physical activity could be negative affected by poor 

accessibility and availability. Two examples that were given were the lack of ramps or 

elevators as an alternative to taking the stairs, and difficulties transporting from home to a 

fitness facility or park if living far away. One of the respondents described how she would 

like to participate in a dancing class downtown, but she lived in the outskirts of the city. 

… then I have to walk three kilometers. To just get there. That is, you know. I can´t walk that 

far! So, no. It comes to, you know, I don´t do nothing at all and stay at home… It takes away 

all your motivation. It´s too hard for me, to get there.” 

Woman, age 79 

The respondents discussed how they would be more motivated to exercise and be physically 

active if their environment was more suitable according to their needs and capabilities, and 

also had a greater accessibility.  

FaR® 

A recurrent subject which was brought to discussion in all of the interviews, by several of the 

respondents, was the significant effect of FaR® to become motivated towards an active 

lifestyle. To receive a FaR® could be a significant awakening. It was described how it was 

difficult to ignore this recommendation since it deals specifically with you and your situation.   
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No but, you know. If you got one of those, when you get exercise on prescription. Like, if they 

say, if you don´t to this then you are going down. Frankly… Then you have it right in front of 

you. What you have to do.”   

Man, age 74 

When a physician explained the possible poor health outcomes and consequences if not 

becoming physically active on a regular basis, they found it hard to deny the importance of 

changing their lifestyle. Another aspect that motivated the respondents to increase their level 

of physical activity was that the information given in FaR® included direct and distinct 

instructions and was easy to understand.  

Emotional outbreaks from close ones 

Persons with who the respondents had a close relationship, such as a family member, old 

friend or partner, was considered of great importance to motivate them to start exercising 

regularly. If considering to becoming more physically active could a final push from a close 

one compose the determining aspect to start exercising. Even if not having any planes at all in 

increasing one´s level of physical activity, could a close relationship give rise to motivation 

for the respondents to at least start thinking about it seriously. This final push could both 

consist of someone suddenly expressing anger and frustration, demanding that enough is 

enough.  One example was given by a man whose wife one day sat down with him at the 

kitchen table and with tears, lively gestures and loud cries wanted him to start exercising since 

being at such poor health. It was further described that someone who suddenly expressed 

feelings in a more positive state of mind, such as encouragement, support and cheering, could 

be just as effective. The most important aspect was thus not which feelings that was disclosed, 

but that the relative´s feelings and thoughts had to be expressed loudly and without warning. 

This unexpected emotional outbreak from a close one could compose a final trigger to an 

active lifestyle, since causing such an intensive emotional reaction within the respondents.  

 

Why do these aspects motivate to an active lifestyle? 

Six subcategories were identified to answer the question about why these aspects, that 

answered the first research question, could motivate the respondents to an active lifestyle. 

Four out of five themes contained one subcategory each and the theme Barriers were found to 

include two subcategories (Table 4).  
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Table 4. The subcategories answering the study´s second research question. 

Why do these aspects motivate physically inactive older adults to an active lifestyle? 

Theme Subcategories 

Severity  Good health at old age 

Susceptibility  Feelings of vulnerability 

Benefits  Better quality of life 

 

 

Barriers 

 

 No fear and worries 

 Being acknowledged 

 

Cues to action   Surprise and trust 

 

No fear and worries was the most debated subcategory among the respondents, and also had a 

greater and deeper content compared to the other subcategories.   

Good health at old age 

An essential part in the respondents´ picture of a pleasing and satisfying later part of life was 

good health. Even though there was an awareness of the natural aging process and the 

possible declines that accompanies getting older, there was a wish for postponing these 

deteriorations as much as possible.  

“I guess that you want yourself to be as energetic and well, needed to, so you don´t drop of… 

But the aging process you know. I want to slow it down, yeah. The aging. And I don´t want to 

be sick, no. I want to be happy and, you know, take care of myself.” 

Woman, age 82 

The respondents discussed how they wished for a later part of life free from dependence of 

others, decreased quality of life and declined functionality. The respondents also expressed 

worries about whether future diseases, such as age-related diabetes and stroke, could 

accelerate the aging process. This desire for good health at old age, could motivate the 

respondents to an active lifestyle since hoping to slow down the aging process.       
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Feelings of vulnerability 

As long as diseases and poor health kept their distance, was the perception of one´s 

vulnerability and risk for becoming ill at a very low state. These problems were too far away 

to cause any significant worries. But this changed when the respondent´s family members or 

friends became ill. Or if the relatives had a previous health-related history characterized by 

morbidity. All of a sudden was disease and poor health very up close.  The respondents 

described how this made them realize that they were as vulnerable as anyone else. Also, when 

experiencing that one´s physiological condition and ability to perform was deteriorating, did 

the respondents feel fragile and started to think that maybe one´s health not can be taken for 

granted. It was no longer that easy to ignore possible health problems, since experiencing it in 

the closest environment.  This insight increased the respondents’ motivation to becoming 

physically active.  

Better quality of life 

Brought to discussion was the possible impact of physical activity on the respondents´ quality 

of life. Partly, since believing and experiencing that exercise could improve current health 

problems and also decrease the following negative consequences caused by these. The 

respondents felt that reduced pain, increased functionality and lower intake of medicines all 

had a significant effect on their wellbeing and made them happier. Other positive long term 

effects of being physically active was improved condition and strength, which the respondents 

considered important factors for a great quality of life. Having the capability to keep on with 

everyday life, continue with previous hobbies and feeling independent was essential for the 

respondents, and they considered these abilities dependent on one´s physiological condition. 

They also discussed how they believed that just one workout alone could have a direct 

positive effect on their wellbeing.  

“And your feeling so pleased with yourself! Like, yeah. Well done!... I believe that, you know, 

that feeling of happiness and satisfaction is very important. To keep on. Keep on exercising.” 

Woman, age 78 

The social aspect of participating in some sort of group activity was shown to compose a 

highly significant aspect to the motivation to increase one´s physical activity. Some of the 

respondents described how they felt lonely sometimes and how they believed that increasing 

their level of physical activity could be one way to be a part of a social network. They 
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described how feelings of belonging, companionship and socializing with others was very 

important for their quality of life. Even though not participating in some sort of group activity 

but exercising on your own, could physical activity compose a source of social wellbeing. For 

example, talking a walk could lead to some chitchat with others and exercising on a gym 

could increase the respondent´s quality of life, only by being surrounded with people.  

No fear and worries 

A recurrent subject in all the interviews was that being afraid and worrying about possible 

negative consequences of physical activity composed a major barrier for the respondents´ 

motivation for an active lifestyle. A decrease, or even better, removal, of these concerns could 

have a significant impact on the respondents´ exercising habits. A number of fears were 

discussed among the respondents and these regarded both physiological, psychological and 

environmental problems.  Firstly, were several of the respondents, and also believed that this 

could be agreed by many older adults, worried by getting hurt or feeling pain when being 

active. They also felt nervousness for stumbling, slipping or overbalance and thereby falling 

to the ground.  

“But maybe, you are, and they are, afraid of getting hurt or something. Who is not afraid of 

falling? You know, broken bones is not good for you. When you are old… No, you have to feel 

safe. If you´re afraid then you´re not motivated, no.” 

Man, age 89 

These concerns composed the reason to why the respondents´ would be more motivated to be 

physically active if they had access to assistive devices and accessible environments. Some of 

the respondents, the women in particular, also brought to discussion how they worried about 

not doing the exercises right, fitting in or disturbing the rest of a group. So if having the 

opportunity to choose between different kinds of physical activity and thereby find something 

which made them feel comfortable, they were significantly more motivated to exercise.  

Being acknowledged 

The perception of being brushed aside or considered as unimportant showed to have a 

negative impact on the respondents´ motivation to physical activity. It was described how 

they sometimes felt that older adults as a group of the population, was given less attention and 

dedication compared to individuals at other ages.  The respondents discussed how they would 

be more motivated to an active lifestyle if feeling that their needs within this area were 
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acknowledged. Examples that was given regarded both the community, such as whether the 

surrounding was adapted to the preconditions of older adults. Such a small thing like the 

number of benches along pedestrian paths, and thereby their possibilities to stop and rest, 

affected their perception of society caring for older adults or not. The range of fitness 

possibilities and however some of these were specially adapted for older adults or not, also 

had an impact on their feelings of being acknowledged. The respondents expressed that when 

feeling that they were seen and that their needs were taken into consideration and enabling 

them to be active, they were also more motivated to an active lifestyle.  

Surprise and trust 

The respondents came down to two prominent reasons explaining why FaR® and emotional 

outbreaks from close ones could trigger them to increase their level of physical activity. 

Firstly, it was the important element of surprise. They discussed how receiving Physical 

Activity on Prescription from a doctor most likely would be unexpected since they never 

really considered themselves in need for something like that. So when all of a sudden finding 

themselves actually being told to start exercising, they would experience such a strong feeling 

of surprise that they couldn´t ignore the situation. The same phenomenon was described 

regarding close ones. When being unprepared for and thereby overwhelmed by an emotional 

outbreak from a family member or a friend, would the intensive element of surprise act like a 

trigger for one´s motivation to physical activity. The other prominent reason described by the 

respondents was that this unexpected recommendation, call or encouragement had to come 

from a person who they trusted.  

“It has to be an amazing person, who could make me. Someone you trust, you know? To 

trigger me. Otherwise, I mean, why would you listen to someone that you don´t trust?” 

Woman, age 68 

If not feeling trust towards the person wanting you to increase your level of activity or not 

feeling that this person truly wants the best for you, the respondents had difficulties feeling 

triggered to be more physically active. But since feeling trust towards both doctors and close 

ones, could these relationships have a positive impact on the respondent´s motivation to start 

exercising.  
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DISCUSSION 

Introduction 

This study´s purpose was to gain a better understanding of which aspects, and why, that could 

motivate physically inactive older adults to become physically active. The thematic content 

analysis which had a deductive approach based on the HBM, meaning that the themes were 

predetermined based on this theoretical framework, resulted in ten subcategories answering 

the first research question and six subcategories answering research question number two 

(Table 3, Table 4). Four out of these subcategories stood out compared to the others, since 

being more prominent and brought to discussion several times in all of the group interviews. 

These four subcategories were Companionship and social health, Possibilities to choose, 

FaR® and No fear and worries.  There was also one theme that differed from the others, 

namely Barriers, and this was because it contained more subcategories than the others themes 

when answering both research question one and two.      

Discussion of the result 

The key findings in relation to the background 

According to the HBM is individual´s propensity to commit, or not commit, in a health-

related behavior dependent on five determinants: severity, susceptibility, benefits, barriers and 

cues to action (22,23). The analysis in this study found subcategories representing aspects that 

could motivate the respondents to an active lifestyle within all of these themes. The result 

therefore confirmed with and gave further scientific evidence for the possibility to use the 

HBM to understand individual´s lifestyle. One of the most prominent subcategories in this 

study was FaR®, which by the respondents was described as a significant aspect affecting 

their motivation to an active lifestyle. This was explained partly since being given by 

someone they trusted, namely a doctor, but also since containing an element of surprise. 

Giving Physical Activity on Prescription has shown to be one of the most effective 

interventions within Swedish health and social care to increase adult´s level of physical 

activity (3,21). The use of FaR® within Swedish health and social care was thus, according to 

this study, showed to be even more important. Another intervention which has shown to be 

highly effective when aiming to motivate adults to a more active lifestyle is MI (3,21).  Once 

again does the intervention consist of a recommendation given by a professional within 

Swedish health and social care.  Could the respondents´ feeling of trust towards doctors 
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further imply that they feel trust towards other professionals within this area? If so, this could 

possibly be one way to understand and explain the effectiveness of MI. Training sessions in a 

group led by a supervisor has also showed strong scientific evidence for increasing the level 

of physical activity among adults (21). However, none of the 16 subcategories in this study 

highlighted this as an extra significant aspect affecting the respondents´ motivation to an 

active lifestyle. Sure, exercising in a group was mentioned and described in some of the 

subcategories. Mostly in two of the most prominent subcategories, namely Companionship 

and social health and Possibilities to choose. First as a way to keep in contact with old friends 

or meet new acquaintances, and secondly as a way to find an exercise form which the 

respondents found amusing and comfortable. But training sessions in a group led by 

supervisor were not more salient than that. Thus, the result from this study is not quite 

consistent regarding the effectiveness of this kind of intervention.  

The key findings in relation to previous research 

The theme Barriers stood out compared to the other themes in this study since it contained a 

larger number of subcategories.  Also, two out of the four subcategories which were more 

prominent compared to the others, was found within this theme. Could this suggest that the 

predictor barriers from the HBM was of greater importance for the respondent´s motivation 

towards physical activity? Already in 1992 was a  meta-analysis conducted which looked into 

the relationships of the model´s different predictors and health-related behaviors and 

concluded that barriers is the most influential one (29).  The scientific evidence for the 

importance of barriers on individual´s living habits continues to be strong and studies of today 

are more prone to target specific obstacles in relationship to different population groups and 

health-related behaviors. A study from 2015 showed that the most common perceived barriers 

for physical activity among older adults regards poor health, lack of interest, lack of access 

and lack of safety (30).  The aspect lack of access complies explicit with one of the 

subcategories found in this study within the theme Barriers, namely Accessible environments. 

As well in this study, as in the study from 2015, has the environmental preconditions showed 

to be important for older adult´s motivation to be physically active. Furthermore, does the 

aspect regarding lack of safety comply with the two subcategories Assistive devices and No 

fear and worries. In the study from 2015, did lack of safety consist of older adult´s fear of 

falling, feeling pain or getting hurt, among others (30). These concerns and worries were also 

described by the respondents in this study. A study from 2013 also pointed out older adult´s 

fear for pain as a significant aspect affecting their motivation to exercise. The result showed 
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that 20 percent of the respondents worried for pain and thereby lacked motivation for physical 

activity (31). Another interesting part of the result was that 33.4 percent of the respondents 

stated worries for feeling ashamed as a significant barrier for physical activity (31). Worries 

of this kind was also described in this study as a part of the subcategory No fear and worries, 

especially by the women who expressed fears for doing the exercises wrong, not fitting in or 

disturbing the rest of the group. Another of the more prominent subcategories found in this 

study was Companionship and social health. This aspect showed that the respondents 

considered physical activity as a way to increase their social health, which made them more 

motivated to exercise. This thought, that an active lifestyle not only can improve older adult´s 

physical condition but also their social support and social network, complies with a systematic 

review conducted in 2011 (32). This systematic review concluded that the social aspects 

composes a significant motivator, and especially for those aged 80 years or older, for 

increasing one´s physical activity.  

Use of key findings within public health work 

So, how can this study´s result be used to prevent frailty among older adults by motivate to an 

active lifestyle? Hereby follows a number of suggestions for the possible use of the key 

findings within public health work.  Firstly, could an increase of the numbers of FaR® 

compose an important intervention. Statistics already shows that more and more Prescriptions 

of Physical Activity are given each year within Swedish health and social care, but it is asked 

for a greater increase of this number (33). Since this intervention has shown to have such a 

significant effect on older adult´s motivation for physical activity in this study, it seems to be 

even more significant to acknowledge it´s possible importance when aiming to prevent, or 

reverse, frailty. Within this context, it is also conceivable to improve the screening for and 

information about frailty between health care professionals and older patients. This could be a 

way to work in accordance with the subcategories found within the themes Severity and 

Susceptibility, for example Reduced strength compared to before, Poor health at close range 

and Feelings of vulnerability. Another suggestion for how this study´s result can be used 

within public health work regards preconditions at fitness facilities, both aspects inside and 

outside the facility. The range of different ways to exercise turned out to play an important 

role for the respondent´s motivation to increase their physical activity, by the subcategories 

Possibilities to choose and Fear and worries. As a suggestion, could fitness facilities adjust 

more to older adult´s needs by offering activities especially adapted for their physiological 

condition together with available assistive devices. For those individuals not interested in 
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exercising in a gym there should be a variety of group activities, targeting different aspects 

like strength or condition, with different ways of exercising like dancing or playing sports and 

starting on different times on the day like in the morning or in the evening. As important is 

also to pay attention to the preconditions outside the fitness facilities. What´s the point with 

interventions aiming to increase older adult´s physical activity by the use of fitness facilities, 

if they find it too difficult to get there? Environmental aspects like pedestrian paths, local 

traffic and little details such as paving stones are some of the significant aspects to take into 

account to increase the accessibility. To increase older adult´s motivation for an active 

lifestyle and thereby prevent frailty, it is thus suggested to also overlook the societal 

preconditions for this age group and their specific preconditions. The final suggestion is for 

public health work to not only consider physical activity as a way to improve older adult´s 

physiological health. Exercising in a group, or working out by one´s own but in a public 

place, can be so much more than just improving one´s strength, condition or balance. The 

time before and after the actual workout should be considered just as important according to 

the subcategory Companionship and social health – since being an opportunity to improve 

one´s social support and social network.  If taking this aspect into consideration, increases the 

changes to improve older adult´s motivation to an active lifestyle, which furthermore 

increases the change to prevent frailty.  

Discussion of the method 

Strengths and weaknesses 

In this study was a deductive approach based on the HBM used in the thematic content 

analysis. This could have composed a weakness since theories, and thereby also the 

predetermined themes, rarely are so comprehensive that they can cover all the collected data 

(23-25). This increased the risk for collected data being leftover, since not fitting into any of 

the themes. Furthermore, this could have resulted in eventual subcategories not being found in 

the analysis. However, in this study wasn´t there a significant amount of collected data which 

did not fit into any of the five themes. But still, there was some meaning units and codes that 

were not used and this could have led to that some subcategory were not identified. This could 

have been avoided if an inductive approach had been done on the leftover data, but 

unfortunately wasn´t there enough time to do this. One strength with this study was the choice 

to use focus group interviews since the purpose was to gain a better understanding of which 

aspects, and why, that could motive older adults to an active lifestyle. To achieve these kind 
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of deeper understanding of individual´s experiences, thoughts and beliefs, was a research 

method needed which enabled for the respondents to extensively explore their own 

perceptions and reflect over these (24-26). The subcategories and result of this study showed 

that precisely this was achieved and thereby was the purpose fulfilled. Another strength of this 

study was the contribution to a research area which required more studies, and national ones 

in particular.  

Trustworthiness 

The trustworthiness of this study was affected by a number of aspects which had an impact on 

the study´s credibility, dependability and transferability. Firstly, one aspect which could have 

had a negative impact on this study´s credibility is that no triangulation was conducted in the 

analyze (24-26,34). This could have been done through either using both qualitative and 

quantitative study designs to collect data, and thereafter compare the data and see if they were 

consistent or could complement each other. Triangulation could also have been done by 

letting several individuals be involved in the analysis of the collected data. Two aspects which 

on the other hand could have enhanced the credibility in this study was the use of clarification 

during the interviews and the environments in which the interviews were conducted. By 

summing up what had been said by the respondents before a new category was introduced 

during the interview, they had the possibility to add or change something, which decreased 

the risk for misunderstandings (24,25,34). The other positive aspect regards the preconditions 

for how the interviews were conducted. Where and with who a group interview is 

implemented could have a great impact on the respondent´s feelings of vulnerability, comfort 

and thus their propensity to express and share their genuine thoughts and perceptions (26, 34). 

The chances that the respondents felt comfortable and convenient were considered rather 

good in this study, since the interviews consisted of individuals already familiar with each 

other and also took place in social meeting places which they visited more or less regularly. 

The dependability of this study was considered to have been influenced by three different 

aspects. The first one was the use of a theoretical framework when collecting, analyzing and 

presenting data. This decreased the risk for the study being influenced by the author´s 

subjective perceptions, since having a defined and clarified point of view (24,26,34). The next 

aspect which was considered important was how the study´s implementation was reported. 

Each part of the implementation, such as the collection of data, course of action and data 

analysis, was described as thoroughly as possible. The thematic content analysis was also 

conducted and presented in accordance with the process set by Malterud (24). By retelling 



31 

 

every step of the study´s process in detail and furthermore use a well-known analyze 

procedure, increased the chances for an external researcher to replicate the study, which 

furthermore is of great importance for a study´s dependability (34).  However, it was 

important to keep in mind that a significant aspect which could have had a negative impact on 

this study´s dependability, was the simple fact that it involved interaction between different 

individuals. Even though a theoretical framework and a well-known analyze procedure was 

used and that each step of the study´s process was described as thoroughly as possible, you 

could not know which influence a different author or different respondents could have had on 

the result (24-26,34). The transferability in this study could have been positive affected by the 

use of purposive sampling, since a well detailed description of the sample and population 

composes a significant factor when assessing whether the study´s result could be transferred 

to another context (34).  Also, since the respondents consisted of both men and women and 

their age ranged from 66 to 95 years of age it gave further strength to the study´s 

transferability, compared to if the respondents only had consisted of one sex or been at the 

same age (24). However, one cannot forget that a study´s transferability is assessed from one 

reader to another, since the context from a study could have great transferability to one 

situation and at the same time being very difficult to transfer to another (24,26,34).  

The author´s prior knowledge 

The author´s educational background consisted of a bachelor degree within health pedagogics 

and three completed semesters, out of a total of four, of a master degree within public health. 

This was likely to have had an impact on the author´s knowledge prior to the study, since 

physical activity, its importance for health and what is done to increase the populations´ level 

of physical activity was a significant part of this education area. However, this was considered 

to have had a positive influence on the study since the author were well versed and familiar 

with previous research. The author´s occupational background which could have had an 

importance for this study consisted of two years working as an instructor in training groups 

targeting older adults. The personal experiences which the author had from this context could 

have influenced its previous thoughts and prejudices regarding what motivates older adults to 

an active lifestyle. However, was the author aware of this during the planning and 

implementation of the study. Also, the author lacked the knowledge and understanding, even 

on a personal level, regarding why these aspects could motivate older adults to increase their 

physical activity.  
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Ethical considerations 

This study was planned and conducted in accordance with the science council´s guidelines 

regarding humanities and social sciences, which include four categories representing 

requirements about information, consent, confidentiality and use of collected data (28). 

Information was given to the respondents by a covering letter and also verbally when they 

showed interest for participating in the study and prior to the group interview. The 

respondents gave both verbally consent when they signed up for participation in the study and 

later written consent before the interview was conducted. To ensure the confidentiality in the 

study was information that could disclose the respondent´s identity removed or replaced when 

analyzing and presenting the collected data. The respondents were also asked both prior and 

after the interview to not reveal anything about the other respondents. The collected data was 

locked away from unauthorized access and erased after the study was conducted and the 

master thesis completed. Finally, was the collected data not used to anything else but to fulfill 

the purpose of this study. Another aspect which was taken into account and considered of 

great importance in this study was the respondent´s feeling of convenience.  The aim was to 

make sure that they felt acknowledged and comfortable, partly by letting them take the first 

initiative to participate in the study. They were also, as far as possible, given the opportunity 

to decide for themselves which interview they would attend to. The interviews were later on 

conducted in private rooms with only the respondents, author and observer present, to 

decrease the risk for disturbance from others and feelings of inconvenience within the 

respondents. An ethical concern which is important to take into consideration when 

conducting interviews, group interviews in particular, is which consequences this could have 

for the respondents afterwards (24, 25). How will they feel– is there a risk for feelings like 

shame, anxiety or agitation? Will they feel exposed and vulnerable and maybe regret their 

participation? The risk for this was however assessed to be very small, partly since the subject 

of this study was not considered to contain any traumatic or delicate aspects and also since the 

respondents had the opportunity to drop out of the study whenever they wanted. 

Future research 

Hereby follows some suggestions for future research. Firstly, is more studies needed looking 

into which aspects, and especially why, that motivates this specific age group to an increased 

physical activity. There is still a gap within this research area and more scientific data is 

required to truly understand and answer the questions asked here within. The result from these 
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further studies could thereafter be used to conduct interventional studies aiming to investigate 

however these aspects, which have been found in the previous studies, really leads to that 

physically inactive older adults obtains a more active lifestyle. Another suggestion is to 

conduct studies with respondents consisting of those older adults not spending much time, or 

none at all, at social meeting places. There is a possibility that these individuals are motivated 

to increase their level of physical activity by other aspects, compared to those who regularly, 

more or less, spends time on social meeting places. Finally, the suggestion is to conduct 

studies involving older adults at great risk for frailty, being pre-frail or already frail. Since 

having to fulfill a number of criterias regarding one´s physiological function and condition to 

be considered frail, are the preconditions for being physically active different for these 

individuals compared to those not being frail.  

Conclusion 

This study found four prominent subcategories which were brought to discussion by several 

of the respondents in all of the interviews, namely Companionship and social health, 

Possibilities to choose, FaR® and No fear and worries.  These aspects complied with 

previous research which has shown that social networks, opportunities to adapt one´s physical 

activity to one self’s preconditions and preferences, FaR® and feelings of safety and comfort 

all compose significant aspects for older adult´s motivation for being physically active. There 

was also one theme that stood out compared to the others, namely Barriers. This was also 

consistent with previous studies which has shown that this determinant from the HBM is the 

most influential one, on individual´s health-related behaviors. When looking at this study´s 

result, it shows that there were aspects on several levels affecting the respondents´ motivation 

towards an active lifestyle. Partly on the level of health and social care in the form of 

recommendations by professionals within this area. Also on a societal level regarding whether 

the society and environments were adapted according to older adult´s preconditions, needs 

and wishes. And lastly, on a personal level consisting of feelings, beliefs and thoughts. 

However, further research is needed within this area. Not only to get a deeper understanding 

on how to increase the physical activity among older adults in general and thereby prevent 

frailty. But also on those specific individuals at great risk for being frail as well on those 

being pre- or already frail. If aiming to prevent a particular public health problem, in this case 

frailty, it is necessary to look into which aspects, and why, that could motivate these particular 

individuals to an active lifestyle. 
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APPENDIX 1. 

INTERVJUGUIDE TILL FOKUSGRUPPINTERVJUER 
Intervjun inleds med att forskaren presenterar sig själv och därefter försäkrar sig en sista gång 

med att respondenterna är införstådda med att deltagandet är frivilligt, anonymt och att de när 

som helst, utan förklaring, kan avbryta sitt deltagande i intervjun. 

Nästa moment består av att forskaren förklarar hur intervjun kommer att gå till och sedan 

försäkrar sig om att respondenterna är införstådda med genomförandet av intervjun.  

Sista momentet innan intervjun startas består av att forskaren klargör följande centrala 

begrepp: 

- Fysisk aktivitet. Definition och rekommendationer. 

- Motivation. Definition och beskrivning av den forskning som saknas. 

 

 

Nedanstående frågor kommer att kompletteras med kommentarer och följdfrågor för att 

uppmuntra respondenterna till att utveckla sina svar ytterligare och en mer utforskande 

diskussion. 

Öppningsfrågor 

 Berätta, hur tänker ni kring begreppet fysisk aktivitet? 

 På vilket sätt tror ni att en ökad fysisk aktivitet skulle påverka er? 

Kategori 1. Upplevda risker och negativa konsekvenser 

 Upplever ni att det finns några risker och negativa konsekvenser med att inte 

motionera och röra på sig? Berätta, vilka? 

 Vilka av dessa skulle kunna motivera er till att motionera och röra på er mer? 

 Om ni skulle beskriva för mig, varför motiveras ni av dessa till en mer aktiv livsstil? 

Kategori 2. Upplevda fördelar 

 Upplever ni att det finns några fördelar med att motionera och röra på sig? Berätta, 

vilka? 

 Vilka av dessa skulle kunna motivera er till att motionera och röra på er mer? 

 Om ni skulle beskriva för mig, varför motiveras ni av dessa till en mer aktiv livsstil? 

Kategori 3. Upplevda hinder 

 Upplever ni att det finns några hinder för att motionera och röra på sig? Berätta, vilka? 

 Vilka av dessa skulle kunna minska er motivation till att motionera och röra på er 

mer? 

 Om ni skulle beskriva för mig, varför motiverar dessa inte till en aktiv livsstil? 
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 Vad upplever ni skulle kunna göras för att minska dessa hinder? 

Kategori 4. Triggers 

 Upplever ni att det finns några speciella triggers, omständigheter eller tillfällen, som 

motiverar till att motionera och röra på sig? Berätta, vilka? 

 Vilka av dessa skulle kunna motivera er till att motionera och röra på er mer? 

 Om ni skulle beskriva för mig, varför motiverar dessa till en mer aktiv livsstil? 

 

Intervjun avslutas med att forskaren erbjuder respondenterna tid till övriga kommentarer och 

möjlighet att tillägga ytterligare data till intervjun. Efter detta avslutas intervjun och forskaren 

tackar för respondenternas medverkande.   
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APPENDIX 2.  

BAKGRUNDSFAKTA OM DELTAGARE 
 

Följande fylls i av deltagaren: 
  

 

Är Du □ Kvinna 

□ Man 
 

  

Hur gammal är Du? ……….. År 
  

  

  

Hur ser Din 

boendesituation ut? 

□ Bor ensam 

□ Särbo 

□ Sammanboende med maka/make/partner 
 

  

Vilken är din högsta 

utbildning? 
Obs! Ange endast ett alternativ 

□ Grundskola, folkskola, realskola eller liknande 

□ Gymnasieutbildning 

□ Universitets- eller högskoleutbildning  
 

  

 

 

 

 

 

 

Följande fylls i av ansvarig forskare: 

 

………………………………….                                        …………………………………… 

Nummer på intervju                                                            Datum 
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APPENDIX 3. 

 

ANSÖKAN OM TILLSTÅND FÖR ATT GENOMFÖRA EN STUDIE  

INOM RAMEN FÖR EXAMENSARBETE 

 

Preliminär titel:  

Studiens design: se bifogad projektplan         Tidpunkt för datainsamling:  

Namn:  

Program / Kurs:  Termin:  

Gatuadress:  

Postnummer:  Ort:  Telefon:  

Handledare: 

Gatuadress:  

Postnummer:  Ort:  Telefon:  

 

1. Tillstånd för att genomföra ovanstående studie lämnas härmed och studien bedöms utgöra en del av 

det kvalitetsutvecklingsarbete som bedrivs inom kliniken och anses därför ej behöva granskas av 

Medicinska fakultetens forskningsetikkommitté  

 

2. Tillstånd för att genomföra ovanstående studie lämnas härmed men studien bör granskas av 

Medicinska fakultetens forskningsetikkommitté  

 

3. Tillstånd för att genomföra ovanstående studie lämnas ej  

 

Datum:  

 

Ort:  

  

Namnteckning ansvarig klinikchef/överläkare:  

 

Namnförtydligande:  

  

Klinik (motsv.):  
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APPENDIX 5. 

INFORMATION OM DELTAGANDE I EN 

FORSKNINGSSTUDIE 

ATT FÖREBYGGA SKÖRHET BLAND FYSISKT INAKTIVA ÄLDRE:                    

VAD MOTIVERAR TILL ETT LIV I RÖRELSE? 

 

  

 

Studiens bakgrund Skörhet (frailty) är ett begrepp för att beskriva äldre som är i 

risk för behov av omsorg och vård. För att anses vara skör 

ska minst tre av fem kriterier uppfyllas: låg fysisk aktivitet, 

ofrivillig viktnedgång, trötthet, nedsatt greppstyrka och 

långsam gånghastighet. Skörhet kan förebyggas och i viss 

mån behandlas av olika interventioner och fysisk aktivitet 

har visat sig vara den mest effektiva. Mer nationell forskning 

behövs för att öka förståelsen kring vad som kan motivera 

äldre som är fysiskt inaktiva till ett liv i rörelse.  

  

Studiens syfte Syftet är att öka förståelsen kring vilka faktorer som 

motiverar fysiskt inaktiva äldre till att bli fysiskt aktiva. 

Vidare är syftet också att öka förståelsen kring varför dessa 

faktorer motiverar till en ökad fysisk aktivitet.   

  

Studiens betydelse Resultatet kan bidra till folkhälsoarbete som ämnar öka äldre 

individers fysiska aktivitet. Med en större förståelse inom 

detta område, ökar chanserna för interventioner av detta slag 

att uppnå sitt syfte.  

  

Studiens genomförande Forskningsmetodiken är kvalitativ och kommer bestå av 

fem-åtta stycken fokusgruppsintervjuer. Dessa kommer 

genomföras under våren 2016 och fyra-sex personer kommer 

att delta per tillfälle. Materialet från intervjuerna kommer att 

transkriberas, analyseras och slutligen presenteras i en 

masteruppsats. Under hösten 2016 kommer resultatet även 

att presenteras i lämpliga vetenskapliga tidskrifter.  

  

Hantering av data  

och sekretess 

Intervjuerna kommer att spelas in på band och sedan skrivas 

ut. All information, exempelvis namn på personer och 

platser, som kan röja deltagarnas identitet stryks eller ändras 

vid utskriften samt vid redovisningen av studiens resultat. 

Materialet (band och bandutskrifterna) kommer att förvaras 

inlåst i säkert förvar och ej tillgänglig för obehöriga. Endast 

behöriga forskare i studien kan ta del av informationen 

(Personuppgiftslagen, SFS 1998:204).  
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Frivillighet Deltagande är frivilligt och kan när som helst, utan 

förklaring, avbrytas. Om en deltagare väljer att inte fullgöra 

studien kommer dennes bidrag i intervjun ej att användas 

under analysering eller presentation av studiens resultat.  

  

Ansvariga Forskare som är huvudansvarig: 

Sandra Eriksson, hälsopedagog, masterstudent  

Institutionen för folkhälso- och vårdvetenskap 

Uppsala Universitet 

sandramarie.eriksson@hotmail.com 

Tel. 0735680315 

 

Andra medverkande: 

Afsaneh Koochek 

 Legitimerad dietist, PhD 

Institutionen för folkhälso- och vårdvetenskap, Klinisk 

nutrition och metabolism 

Uppsala Universitet 

Tel. 070 855 50 11 

 

 

 

Informerat samtycke 

-Jag bekräftar att jag fått denna skriftliga samt annan muntlig information om 

forskningsstudien. 

-Jag ger mitt samtycke till att delta i studien och vet att mitt deltagande är helt frivilligt. 

-Jag är medveten om att jag när som helst och utan förklaring kan avsluta mitt deltagande. 

-Jag tillåter att mina personuppgifter registreras enligt den information jag tagit del av och att 

insamlad data om mig förvaras och hanteras elektroniskt av studieansvariga.  

 

…………………                …………………….…..                           ………............................. 

Datum  Forskningspersonens namnteckning          Namnförtydligande 

……………………..…… 

Forskningspersonens födelsedatum (år (fyra siffror), månad och dag) 

Undertecknad har gått igenom och förklarat studiens syfte för ovanstående forskningsperson 

samt erhållit forskningspersonens samtycke.  

………………..                  ………….………………. .                      …………………………. 

Datum  Namnteckning                                           Namnförtydligande 

mailto:sandramarie.eriksson@hotmail.com

