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Abstract: Biomedical advances and 
the practice of preventive health behav-
iors have resulted in an unprecedented 
growth in the older population of the 
United States, a trend projected to con-
tinue during the next several decades. 
However, the addition of years to life 
is no guarantee that those years will 
be quality years. There is growing evi-
dence to suggest that physical activity is 
a behavioral modality that is con sistently 
associated with quality of life outcomes. 
However, there are numerous concep-
tual, theoretical, and defi nitional ambi-
guities associated with this literature. In 
this review, we examine the literature 
on physical activity and quality of life 
in older adults. Specifi cally, attention is 
given to the conceptualization of quality 
of life in the medical and psychologi-
cal disciplines and how these differen-
tial viewpoints infl uence the outcomes 
measured and the nature of the rela-
tionships reported. We also address the 
question of whether a dose-response rela-
tionship exists between these constructs, 
as well as the extent to which physical 
acti vity is associated with important 
aspects of cognitive, physical, and psy-
chosocial function. Finally, we propose a 
multidimensional model for examining 
the potential mediating and moderat ing 
factors in the physical activity and quality-
of-life relationship and discuss the prac-
tical implications that such a model has 
for practitioners.

Keywords: physical activity; well-
being; quality of life

T he importance of a physically active 
lifestyle for physical and psycho-
logical health is well established.1 

Despite the many known benefi ts of phys-
ical activity, population statistics send a 
dismal message, with only 45% of adults 
in the United States meeting public health 
recommendations (PHRs) (ie, the accumu-

lation of ≥30 minutes of moderate activity 
≥5 days of the week2). In addition, a mere 
37% of the older adult population reports 
regular activity, which is a concern consid-
ering that this is the most rapidly growing

segment of the US population, with approx-
imately 35 million adults 65 years and 
older, and this number is projected to 
double in the next several decades.3 As 
we age, susceptibility to chronic condi-
tions, functional limitations and disabil-
ity, and comorbidity increase, often result-
ing in compromised physical, emotional, 
and psychological well-being and reduced 
quality of life (QOL). The increasing 
number of older Americans has caused 

public policy to be directed at ways to 
maintain the independence, societal worth, 
and physical and mental well-being of this 
group. In essence, we have moved from 
simply trying to add quantity to life toward 
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    The examination of physical  
 activity and cardiorespiratory fi tness 
 effects on brain structure and function 
in animals and humans is an increasingly 
“hot” area of inquiry, and there is 
 accumulating evidence for the 
 effi cacious role played by physical 
  activity and fi tness in the maintenance 
  of cognitive health. 

    The examination of physical  
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adding quality to those years of life. There 
is increasing evidence to suggest that phys-
ical activity interventions may represent an 
effective behavioral strategy not only for 
attenuating functional decline and reduc-
ing risk of disability,4-6 but also for enhanc-
ing psychological well-being and QOL in 
older adults.7,8

In this review, we examine the litera-
ture linking physical activity and QOL 
outcomes. As will be seen, the term 
quality of life, while ubiquitously used, 
has been subject to varying operational 
definitions. Indeed, a recent biblio-
graphic study by Garratt et al9 identified 
3912 studies in which 1275 patient-
assessed measures of QOL were devel-
oped or evaluated. Therefore, we begin 
the review with a brief discussion of 
how QOL has been conceptualized and 
defined. We next attempt to answer 
the question of whether physical activ-
ity can actually influence QOL and how 
active one has to be to accrue such ben-
efits (ie, is there a dose-response rela-
tionship?). To do so, we rely on several 
recent and comprehensive reviews.10-14 
Next, we make the argument that con-
sidering physical activity to have a direct 
effect on such a global construct is mis-
leading and that such relationships are 
better viewed from the perspective of 
which factors mediate this relationship. 
To do so, we briefly review the effects 
that physical activity has on cognitive, 
physical, and self-related psychosocial 
function. In closing, we provide some 
suggestions as to how practitioners might 
effectively influence those more proximal 
outcomes of physical activity that might 
lead to enhanced QOL.

What is QOL?

Bowling et al15 describe QOL as a “multi-
level, amorphous” construct that “reflects 
macro-societal and micro-individual  
differences.” For many years, QOL was 
assessed as a function of morbidity and 
mortality indexes. Therefore, life-expec-
tancy predictions and absence of disease 
were considered markers of QOL. These 
indexes were further augmented in the 
medical literature by the assessment of 
functional status to determine how illness 

and prescribed treatment of disease influ-
enced overall health status or health-related 
QOL (HRQL).16 The assessment of func-
tional status as an indicator of QOL has 
operated under the premise that having 
compromised physical function (ie, being 
unable to perform certain activities of daily 
living) is associated with degradations in 
QOL.17 Such a limited perspective ignores 
the adaptability of humans, as individuals 
with considerable physical limitations also 
report high levels of life satisfaction.17

Rejeski and Mihalko10 identify a lack of 
precision in defining QOL as a major hur-
dle in making consensus statements rela-
tive to the relationship between physical 
activity and QOL. In defining QOL, it is 
important to realize that a true conceptu-
alization of this construct must take into 
consideration the subjective nature of the 
evaluation of QOL and the comparative 
process of one’s current life with some 
personally identified criteria.18 It is appar-
ent that many conceptualizations and def-
initions of QOL fail to do so.

Like Bowling et al,15 many research-
ers take the position that QOL is a multi-
dimensional or umbrella construct under 
which such dimensions as physical, 
social, psychological, and spiritual well-
being reside. An earlier conceptualization 
of QOL in relation to the effects of phys-
ical activity was presented by Stewart 
and King.19 Their model represented 
QOL as 2 broad categories, function and 
well-being, which included other more 
specific QOL outcomes. The model by 
Stewart and King has its roots in the 
framework provided by the Medical 
Outcomes Study,20 which formed the fun-
damental basis for HRQL. The Medical 
Outcomes Study 36-Item Short-Form 
Health Survey (SF-36)21 and its derivatives 
represent the most common multidimen-
sional measure of HRQL in the biomed-
ical and behavioral medicine literature. 
However, this measure was never devel-
oped as a measure of QOL but rather as 
a measure of health status. Although it is 
likely that physical and mental health sta-
tus are significantly associated with QOL, 
they are conceptually and theoretically 
independent.8

Other scholars suggest that any opera-
tional definition and assessment of QOL 

should consider comparative judgments 
of one’s overall life status or satisfac-
tion. Indeed, Diener22,23 notes that QOL 
or subjective well-being reflects a “cog-
nitive judgment of satisfaction with one’s 
life.” Adopting this perspective, Rejeski 
and Mihalko10 argue that QOL, in relation 
to physical activity and aging, needs to be 
considered at the level of the psycho-
logical construct. This approach permits 
comparative judgments, places impor-
tance on cognitive assessments, and 
has implications for theory testing and 
development.10 As such, QOL should be 
defined and measured at more global  
levels (eg, as satisfaction with life), 
thereby relegating such constructs as anx-
iety, depression, esteem, pain, and physi-
cal function to the level of proximal QOL 
outcomes or psychosocial outcomes that 
mediate the effects of physical activity on 
satisfaction with life. Therefore, it would 
seem that measures designed to allow 
the respondent to decide which compo-
nents of one’s life are important in mak-
ing judgments relative to QOL reflect best 
the self-referenced subjective nature of 
global QOL.10,14

Does Physical Activity 
Influence QOL?

The relationship between physical 
activity and QOL has witnessed a con-
siderable increase in descriptive, pro-
spective, and clinical trials, and there 
exist several contemporary reviews 
of this literature.10-14 In their narrative 
review, Rejeski and Mihalko10 update an 
earlier review,16 organize their review 
relative to studies examining the mul-
tidimensional or umbrella definitions 
and measures of QOL, and offer their 
perspective on possible moderator and 
mediator variables that might explain 
the physical activity and QOL rela-
tionship in older adults. Rejeski and 
Mihalko conclude that the physical 
activity and QOL relationship is posi-
tive and is consistent across subgroups, 
activity settings, and activity mode, 
despite an array of measures being 
used to assess multidimensional QOL. 
Netz et al11 confirm these conclusions 
relative to psychological  
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well-being in a quantitative manner 
using meta-analysis. They note that 
regardless of how one measures the 
construct (including QOL and HRQL 
assessments) there is a significant pos-
itive association with physical activity 
across all studies. Although the associa-
tion is small, Netz and colleagues note 
that physical activity interventions dem-
onstrated significantly improved well-
being from pretest to posttest, whereas 
control conditions did not change.

Of course, it is important from an 
implementation perspective to determine 
which factors may moderate or mediate 
the relationship between physical activ-
ity and QOL. Consistent associations have 
been reported between physical activity 
and self-related constructs such as self-
efficacy and positive feeling states24-26 and 
self-esteem,27,28 and Rejeski and Mihalko10 
propose that such constructs may be 
important mediators between physical 
activity and QOL (satisfaction with life) 
in older adults. Others suggest that this 
mediation may be more complex, with 
physical activity effects on QOL working 
through self-efficacy and health status.8 
Indeed, some support for such a posi-
tion can be inferred from the meta- 
analysis by Netz et al,11 with some of 

the largest treatment vs control differ-
ences being for the effects of physical 
activity on self-efficacy.

Comparisons of treatment and con-
trol conditions on improvements in life 
satisfaction reveal no significant differ-
ences, which may be best explained 
by the relative value that older adults 
place on functional abilities and on 
physical activity10 (ie, improvements in 
physical function and efficacy result-
ing from physical activity participa-
tion do not influence life satisfaction 
directly). Instead, variables such as per-
ceived importance of physical function 
may moderate any effects of physical 
activity on QOL. This becomes a par-
ticularly important consideration when 
reviewing the greater QOL literature, in 
which often no consideration is given 
to the value or importance placed on 
outcomes identified as related to QOL. 
McAuley and Elavsky14 argue that many 
of these QOL outcomes are proximal 
outcomes of physical activity, which 
may act as mediating activity effects 
on global QOL and may be moderated 
by personal value systems. We discuss 
these issues further in our presentation 
of a conceptual model (Figure 1) of the 
physical activity and QOL relationship.

Is There a Dose-
Response Relationship 
for Physical Activity 
Effects on QOL?

Knowing the extent to which a partic-
ular dosage of physical activity brings 
about a meaningful change in some 
health outcome permits clinicians and 
practitioners to accurately prescribe phys-
ical activity regimens and allows gov-
erning bodies and policy makers to for-
mulate effective recommendations for 
activity participation. Spirduso and 
Cronin13 adopt the classification model 
of QOL by Stewart and King,19 with func-
tion (physical, cognitive, fitness, disease 
symptoms, and self-maintenance activi-
ties) and well-being (bodily, emotional, 
esteem, and global) as the umbrella terms 
under which multiple constructs repre-
senting QOL are captured. Based on their 
review, Spirduso and Cronin conclude 
that there is little support for a dose-
response relationship. However, this con-
clusion can be explained in 2 ways. First, 
given the disparate nature of QOL assess-
ment in these studies, it is unsurprising 
that no clear pattern of dose-response 
has emerged. For example, there is some 
clinical evidence at the cross-sectional 
and descriptive level to suggest a dose-
response relationship between quantifi-
able physical activity outcomes such as 
strength, muscular power, and fitness and 
QOL outcomes such as chair rising, stair 
climbing, and walking. Whereas these 
are functional outcomes of health impor-
tance, there is little indication that such 
outcomes are representative of compar-
ative judgments of how satisfied one 
is with one’s life. Second, the absence 
of any assessment of the value or level 
of importance that respondents placed 
on the QOL outcomes identified in the 
review by Spirduso and Cronin make it 
difficult to determine whether any effects 
of physical activity would be meaningful 
for QOL improvements.14

An alternative approach to examin-
ing the physical activity and QOL rela-
tionship was taken by Schechtman 
and Ory12 from the Frailty and Injuries: 
Cooperative Studies of Intervention 
Techniques group by conducting a 

Value/ 
Importance 

Physical 
Activity 

Cognitive Function 
(Attention, Memory) 

Self-Related Function 
(Self-Esteem, 

Self-Efficacy, Affect) 

 

Physical Health 
Status 

Mental Health 
Status 

Quality of Life 
(Global Well-Being, 

Satisfaction with Life) 

Physical Function
(Limitations, Disability,
Performance, Body 

Composition)

Figure 1

A Conceptual Model of the Physical Activity and Quality of Life Relationship

Note: Value or importance is considered a moderator of physical activity and quality of life outcomes.
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preplanned meta-analysis of the QOL 
outcomes from 4 randomized con-
trolled physical activity interventions. 
However, QOL in this case was oper-
ationalized by the subscales of the SF-
36.21 Initial analyses revealed that the 
different types of physical activity inter-
ventions improved only the emotional 
well-being component of the SF-36, 
with a trend toward improvement in 
social functioning but no changes evi-
denced in the general health scale. 
Because the interventions had no sig-
nificant effect on the bodily pain scales, 
Schechtman and Ory12 view this latter 
finding in a more positive light. That 
is, older frail adults (60% with arthritis) 
did not experience any more pain as a 
result of physical activity, whereas an 
increase in pain would have been inter-
preted as an adverse consequence of 
exercise and a decrement in QOL.

Recent reports using large representa-
tive samples further explore the physi-
cal activity and QOL relationship from a 
dose-response perspective and adopt cur-
rent PHRs for physical activity (eg, 30 
minutes of moderate activity ≥5 d/wk or 
20 minutes of vigorous activity ≥3 d/wk) 
as a basis for defining dose of activity. 
Moreover, they focus on HRQL measures 
for assessing QOL outcomes. This classi-
fication is typically compared with those 
who participate in no physical activity at 
all and with those who are active but do 
not meet PHRs (ie, insufficiently active). 
For example, Brown and colleagues29,30 
and Abell et al31 report a dose-response 
relationship using data from the 2001 
Behavioral Risk Factor Surveillance 
System (BRFSS). In these data, QOL  
(or HRQL, to be accurate) was defined 
as the number of unhealthy mental 
or physical health days in the pre-
vious 30 days. In their initial report, 
Brown et al29 note that those who met 
PHR guidelines were significantly less 
likely to report 14 or more unhealthy 
days in the last 30 days, a finding that 
was consistent across age, sex, and eth-
nic groups. Abell et al31 made similar 
comparisons among 212 000 individu-
als in the BRFSS who reported arthritis 
or joint symptoms. Again, there seemed 
to be a substantial gradient increase 

in HRQL (ie, fewer mental and physical 
unhealthy days) among those who met 
moderate or vigorous PHRs.

These findings have recently been 
replicated in Japanese32 and French33 
samples. Health-related HRQL was 
assessed using the SF-36 in the 
Japanese sample (n = 4018), and activ-
ity levels were categorized as inac-
tive, light, moderate, and vigorous. 
Once again, a linear relationship was 
reported, with individuals reporting 
greater levels of physical activity having 
higher scores across all SF-36 scales, 
and these relationships were consis-
tent among men and women. Similarly, 
Vuillemin et al33 used the SF-36 as the 
primary QOL outcome among 5654 
French men and women. Physical activ-
ity level was categorized as inactive, 
irregularly active, moderately active, or 
vigorously active. The latter 2 catego-
ries were classified as meeting PHRs. 
Although women reported lower HRQL 
than men, both sexes showed a positive 
and linear relationship between being 
more active and having higher HRQL. 
Comparisons of those meeting PHRs 
and those who did not showed signif-
icantly higher levels of HRQL among 
those meeting PHRs.

The data from this recent series of 
studies are the most consistent sup-
port for a dose-response relation-
ship in the literature. On the positive 
side, these studies use large represen-
tative samples, report similar relation-
ships for multiple nationalities, and use 
PHRs to operationalize physical activ-
ity. They share similar weaknesses. 
First, they are all cross-sectional; there-
fore, causal statements and public pol-
icy recommendations are not possi-
ble. Second, the measures of physical 
activity used are of a self-report nature, 
although in such large samples this may 
be the only realistic method of collect-
ing such data. Third, the focus is on 
health status measures rather than on 
comparative judgments of global QOL. 
However, as already mentioned, HRQL 
is not unimportant, and physical, men-
tal, and social functioning may play 
crucial roles in informing overall lev-
els of QOL.

Physical Activity 
Effects on Function 
and Well-being

There is considerable evidence to sug-
gest that physical activity influences sev-
eral important aspects of physical and 
mental function, including cognitive func-
tion (eg, attention and memory pro-
cesses), physical function (eg, functional 
performance and functional limitations 
and disability), and self-related psycho-
social function (eg, self-efficacy and self-
esteem). Because these represent impor-
tant aspects of overall well-being that 
may be implicated in QOL determination 
(Figure 1), we briefly review these areas 
and direct the reader to the comprehen-
sive and contemporary reviews cited for 
further information.

Cognitive Function

An aspect of function that has been 
well established as demonstrating age-
related declines is cognitive function,  
typically characterized by decrements in 
various processes, including attention 
and perceptual processes and aspects 
of memory. These declines in cognition 
have been identified as a major risk fac-
tor for nursing home entry3 and for age-
associated diseases such as Alzheimer 
dementia.34 Consequently, development 
of strategies to maintain or enhance cog-
nitive function in later life is an important 
public health goal. A behavioral modality 
that has been implicated in maintaining 
and enhancing multiple aspects of phys-
ical and psychological functioning across 
the life span is physical activity.

The evidence documenting beneficial 
effects of physical activity and fitness 
on cognitive function in human and 
animal models has grown considerably, 
as evidenced by 2 recent reviews.35,36 
Early investigations of the relationship 
between physical activity, fitness, and 
cognition, which date back at least 4 
decades, generally report that higher fit 
individuals were able to perform more 
quickly and accurately on different per-
ceptual, cognitive, and motor tasks than 
low-fit individuals.37 Unfortunately, firm 
conclusions about the causal nature 
of these findings were hampered by 

 at PENNSYLVANIA STATE UNIV on September 12, 2016ajl.sagepub.comDownloaded from 

http://ajl.sagepub.com/


American Journal of Lifestyle Medicinevol. 1 • no. 5

393

the cross-sectional nature of the experi-
mental designs. Randomized clinical tri-
als report equivocal findings relative to 
the effect of fitness training on the cog-
nition of older adults.38,39 A recent meta-
analytic review of randomized con-
trolled trials by Colcombe and Kramer36 
suggests that fitness training effects are 
more pronounced in aspects of cogni-
tive function that are particularly suscep-
tible to the ravages of aging, specifically 
executive control processes.40 Such pro-
cesses are typified by tasks that involve 
planning, scheduling, interference con-
trol, and working memory. Therefore, the 
results of the meta-analysis suggest that 
even processes that are susceptible to 
age-related changes seem to be amenable 
to physical activity intervention.

Not only do executive control functions 
decline with aging, but so do the brain 
regions that support these functions.41 
Such declines also seem to be associated 
with cardiorespiratory fitness levels.42 
Using high-resolution magnetic reso-
nance imaging to assess the brain struc-
ture of older high-fit and low-fit adults, 
Colcombe et al42 demonstrated that 
declines in tissue density were observed 
in both samples. However, the trajec-
tory of this decline in cortical tissue den-
sity was moderated by fitness levels, with 
fitter adults showing less gray and white 
matter tissue loss. Results of more recent 
work in this area suggest that aerobi-
cally based training programs can result 
in improved neural functioning, as evi-
denced by functional magnetic resonance 
imaging data that indicated greater acti-
vation in cortical areas associated with 
effective attentional control.43

The examination of physical activity 
and cardiorespiratory fitness effects on 
brain structure and function in animals 
and humans is an increasingly “hot” area 
of inquiry, and there is accumulating evi-
dence for the efficacious role played by 
physical activity and fitness in the main-
tenance of cognitive health. However, lit-
tle evidence exists to suggest a physical 
activity effect on QOL being potentially 
mediated by improvements in cogni-
tive function. Clearly, the maintenance 
of cognitive function would seem to play 
an important role with the satisfaction 

and quality of our lives as we age; there-
fore, further study of this relationship is 
warranted.

Physical Function

The aging process is often accompa-
nied by declines in functional abilities 
and health status, risk factors for sub-
sequent disability, and loss of indepen-
dence. Loss of independence is likely to 
attenuate overall QOL. It is well estab-
lished that functional limitations in older 
adults are important risk factors for sub-
sequent disability and institutionaliza-
tion.44 Functional limitations are typi-
cally manifest as self-reported frequency 
in restrictions or difficulty in walking, lift-
ing, or carrying, and rates of limitation in 
function seem to be exacerbated by sed-
entary behavior.45 Keysor6 concludes that 
physical activity can have a protective 
effect on functional limitations in the dis-
ablement process. For example, engaging 
in even a small amount of activity (eg, 
walking 1.6 km/wk) has been shown to 
result in a significant slowing of the func-
tional limitation trajectory during a 6-year 
period.4 Keysor and Jette46 report that 
there is evidence, if somewhat inconsis-
tent, that being involved in physical activ-
ity programs also results in improvements 
in important physical function perfor-
mance behaviors such as walking speed, 
rising and transferring from a chair, and 
climbing stairs. Therefore, physical func-
tion performance involves a quantita-
tive assessment of the behavioral act (eg, 
walking speed), whereas functional lim-
itations are perceived restrictions in the 
frequency of being able to carry out 
these activities.

Stewart47 argues that such improve-
ments reflect improvements in functional 
performance and should precede func-
tional limitations as a distinct step in the 
disablement process.48 Therefore, phys-
ical activity influences functional limita-
tions indirectly through functional perfor-
mance. In their examination of functional 
limitations and functional performance, 
Guralnik and Ferrucci49 underscore the 
importance of assessing functional lim-
itations as a marker of risk for disabil-
ity. As defined in the model by Nagi,50 
functional limitations are characteris-

tics of the individual that are modifiable, 
whereas disability denotes a less tran-
sient domain. Indeed, Jyhla et al51 noted 
that self-reported restrictions in walk-
ing (ie, functional limitations) and objec-
tively measured maximal walking speed 
(ie, physical function performance) were 
independently associated with health sta-
tus in a sample of older women. A recent 
study8 of a large sample of older women 
confirms the independence of the func-
tional performance and functional lim-
itations and indicates that the influence 
of physical activity on functional limita-
tions operates through self-efficacy and 
functional performance. Therefore, it 
would seem that the physical activity and 
QOL relationship must also be consid-
ered from the perspective of the possible 
mediating role of physical function per-
formance and limitations.

Self-related  
Psychosocial Function

Increased susceptibility to chronic 
conditions and to functional declines 
with advancing age often precipitates 
compromised emotional and psycho-
logical health, resulting in reduced 
QOL. Physical activity has been con-
sistently and positively associated 
with several self-related psychosocial 
constructs, including self-esteem,25,52 
self-efficacy,53-55 and emotion.11 
Consistent with our conceptualiza-
tion of QOL as a global sense of well-
being, any effects of physical activity 
on QOL are expected to be indirect, 
operating in part through self-related 
psychosocial constructs.

Self-efficacy is the active ingredient in 
the social cognitive theory by Bandura56 
and has been widely applied in the phys-
ical activity and psychological outcomes 
literature. Previous research has demon-
strated that physical activity influences 
and is influenced by self-efficacy.26,28 Self-
esteem is another psychological variable 
that is commonly assessed in models of 
QOL. Similar to self-efficacy, higher  
levels of self-esteem have been associ-
ated with satisfaction with life,57,58 and 
self-esteem has been shown to act as a 
determinant and as an outcome of physi-
cal activity.25,59,60
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Finally, emotional or affective indica-
tors of well-being have also been con-
sistently reported to be enhanced by 
physical activity participation.11,61-63 Most 
important, a preponderance of positive 
over negative affect is viewed as being 
an important component of overall sub-
jective well-being22 and has been shown 
to be an important correlate of long-term 
improvements in QOL brought about by 
physical activity in older adults.28

In the next section, we make a case 
for the importance of considering these 
3 aspects of physical function as poten-
tial mediators of the effects of physi-
cal activity participation on QOL through 
their effects on health status. In addi-
tion, we argue the case for considering 
value or importance of physical activity 
and QOL outcomes as moderators of this 
relationship.

Physical Activity and 
QOL: What Can the 
Practitioner Do?

The importance of physical activity as a 
behavioral modality for enhancing phys-
ical and psychological health cannot be 
underestimated. Being content and satis-
fied with one’s life, especially as we age, 
would seem to be fundamentally influ-
enced by our health status. Although 
there is considerable literature examin-
ing the physical activity and QOL rela-
tionship, it is perhaps premature to make 
consensus statements on which practical 
applications might be founded. However, 
we believe that some cautious recom-
mendations for practitioners might be 
considered.

To guide these recommendations, we 
provide a “road map” of the pathways 
through which physical activity might 
influence QOL (Figure 1). As such, we 
suggest that this relationship is not direct 
but rather indirect, involving more proxi-
mal factors such as physical, cognitive, and 
self-related psychosocial function that are 
likely to mediate the influence of physical 
activities on overall mental and physical 
health status. These more proximal vari-
ables are also more amenable to change, 
making them efficacious targets for inter-
vention. In turn, health status is seen 

to be the more immediate informant of 
global QOL. Most important, depending 
on the design of any single intervention, 
not all pathways are likely to emerge as 
significant.

We believe that there are several oppor-
tunities for practitioners to influence QOL 
outcomes. Clearly, practitioners may best 
serve their patients through referrals to 
physical activity resources and programs 
within the community. This recommenda-
tion stems from the multitude of benefits 
associated with the adoption of a physically 
active lifestyle. Improvements in functional 
health, psychological well-being, cognitive 
processing, and risk factors for chronic con-
ditions are changes that are meaningful to 
the patient and to the physician. Indeed, it 
seems appropriate to rank physical activity 
behavior as one of the most effective and 
comprehensive risk factor interventions, as 
it addresses elements of palliative and pre-
ventive care. Unlike the traditional phar-
macological intervention, which is largely 
physician driven, a physical activity inter-
vention necessitates input from the patient 
to determine the appropriate “prescrip-
tion.” Incorporating elements of the indi-
vidual and his or her beliefs into the health 
promotion strategy is expected to increase 
the likelihood that the patient will adopt, 
adhere to, and maintain the prescribed 
health behavior (physical activity).

We show in Figure 1 that the value or 
importance that older individuals place 
on physical activity, function, and well-
being has a potentially substantial role 
to play in QOL outcomes. For exam-
ple, consider 2 older patients. Patient 1 
is an individual who places a great deal 
of value on his eyesight so that he may 
continue to enjoy books and newspa-
pers. Patient 2 has been an active indi-
vidual all of her life; however, she is now 
experiencing osteoarthritis in her hands 
and knees. Patient 2 is expected to report 
greater improvements in her satisfaction 
with life as a result of engaging in phys-
ical activity than Patient 1, as changes 
resulting from a physically active lifestyle 
are more valued by her.

Indeed, practitioners may be most 
effective in their efforts to target this 
component of the model through the 
provision of practitioner-led education. 

Although the benefits of physical activ-
ity are evident to most of the population, 
tailoring the mode of exercise along with 
the expected benefits is likely to result 
in greater internalization on the part of 
the patient. Therefore, suggesting water-
based therapy to a patient with pain in 
the knee joints is expected to be bet-
ter received than perhaps a walking pro-
gram, a modality that may result in pain 
simply through daily activities. In addi-
tion, identifying which aspects of func-
tioning are most important to the patient 
(ie, maintaining functional indepen-
dence) will help the practitioner tailor 
activity recommendations and prescrip-
tions to maximize preferred outcomes, 
thereby enhancing satisfaction with life. 
Moreover, such recommendations, if 
appropriately tailored, have implications 
not only for adoption, but also for main-
tenance of a physically active lifestyle.

We are cognizant of the increasing lim-
itations that face practitioners in terms of 
resources and time spent with patients. 
Therefore, establishing contacts within 
the local community may complement 
these waiting room interventions and 
may serve as an invaluable delivery sys-
tem. Implementing initiatives such as 
informational brochures detailing avail-
able programs in the local community or 
establishment of a partnership with reha-
bilitation and activity outlets to which 
patients may be directly referred are 2 
further avenues to explore. Clearly, fea-
sibility in terms of the delivery and the 
adherence to an intervention to promote 
physical activity among patients needs 
to be carefully considered. However, 
practitioners are in a unique position 
to positively influence individual health 
behavior and ultimately to influence an 
individual’s QOL. Through the promotion 
of prevention, active recovery, or even 
attenuation of decline, practitioners are 
arming their patients for a happier and 
healthier lifestyle.

Concluding Remarks: 
Physical Activity and QOL 
in a Public Health Context

The demography of our society will dic-
tate that QOL will continue to be a major 
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public health promotion objective. The 
relationship between QOL and physical 
activity seems to be positive and consis-
tent in older adults, but there is a need 
to more carefully refine our conceptu-
alization and measurement of the QOL 
construct. In addition, there is a great 
need for determining what the moder-
ators and mediators of this relationship 
might be. Identifying factors that play a 
role in this relationship and that are mod-
ifiable (eg, self-efficacy and function) is 
also important, as such factors can be 
targeted in future studies and interven-
tions. There is a continued need to differ-
entiate between intermediate and global 
outcomes of QOL and to ascertain that 
intermediate outcomes are of value and 
relevance to participants. Unless this is 
done, it becomes difficult to determine 
whether such outcomes truly represent 
QOL. Seeking and incorporating partic-
ipant input into the design and imple-
mentation of a program is a strategy to 
more aptly target intermediate outcomes 
deemed relevant to the participant. 
Finally, we believe that practitioners have 
a crucial role to play in maximizing the 
QOL effects of physical activity.

It is clear that QOL is an important aspect 
of living a meaningful and fulfilling life and 
that physical activity interventions hold 
promise for influencing more proximal out-
comes that may affect QOL through health 
status. However, verification of these rela-
tionships is necessary through large-scale 
randomized controlled trials and prospec-
tive studies. AJLM

References

1. Penedo FJ, Dahn JR. Exercise and well-
being: a review of mental and physi-
cal health benefits associated with phys-
ical activity. Curr Opin Psychiatry. 
2005;18(2):189-193.

2. Adult Participation in Recommended 
Levels of Physical Activity: United States, 
2001 and 2003. Washington, DC: National 
Center for Chronic Disease Prevention 
and Health Promotion, Centers for Disease 
Control and Prevention; 2006.

3. Older Americans 2000: Key Indicators 
of Well-being. Washington, DC: Federal 
Interagency Forum on Aging-Related 
Statistics; 2000.

4. Miller ME, Rejeski WJ, Reboussin BA, Ten 
Have TR, Ettinger WH. Physical activ-
ity, functional limitations, and disabil-
ity in older adults. J Am Geriatr Soc. 
2000;48(10):1264-1272.

5. Singh MA. Exercise comes of age: rationale 
and recommendations for a geriatric exer-
cise prescription [review]. J Gerontol A Biol 
Sci Med Sci. 2002;57(5):M262-M282.

6. Keysor JJ. Does late-life physical activity or 
exercise prevent or minimize disablement? a 
critical review of the scientific evidence. Am  
J Prev Med. 2003;25(3)(suppl 2):129-136.

7. Rejeski WJ, Focht BC, Messier SP, Morgan 
T, Pahor M, Penninx B. Obese, older adults 
with knee osteoarthritis: weight loss, exer-
cise, and quality of life. Health Psychol. 
2002;21(5):419-426.

8. McAuley E, Konopack JF, Motl R, Morris 
KS, Doerksen SE, Rosengren KS. Physical 
activity and quality of life in older adults: 
influence of health status and self-efficacy. 
Ann Behav Med. 2006;31(1):99-103.

9. Garratt A, Schmidt L, Mackintosh A, 
Fitzpatrick R. Quality of life measurement: 
bibliographic study of patient assessed 
health outcome measures [comment]. BMJ. 
2002;324(7351):e1417.

10. Rejeski WJ, Mihalko SL. Physical activity 
and quality of life in older adults.  
J Gerontol A Biol Sci Med Sci. 2001;56 
(special No. 2):23-35.

11. Netz Y, Wu M, Becker BJ, Tenenbaum G. 
Physical activity and psychological well-
being in advanced age: a meta-analy-
sis of intervention studies. Psychol Aging. 
2005;20(2):272-284.

12. Schechtman KB, Ory MG. The effects 
of exercise on the quality of life of frail 
older adults: a preplanned meta-analy-
sis of the FICSIT trials. Ann Behav Med. 
2001;23(3):186-197.

13. Spirduso WW, Cronin DL. Exercise dose-
response effects on quality of life and inde-
pendent living in older adults. Med Sci 
Sports Exerc. 2001;33(6)(suppl):S598-S610.

14. McAuley E, Elavsky S. Physical activ-
ity, aging, and quality of life. In: Zhu W, 
Chodzko-Zajko W, eds. Measurement 
Issues in Aging and Physical Activity. 
Champaign, IL: Human Kinetics; 2006.

15. Bowling A, Banister D, Sutton S, Evans 
O, Windsor J. A multidimensional model 
of the quality of life in older age. Aging 
Mental Health. 2002;6(4):355-371.

16. Rejeski WJ, Brawley LR, Shumaker SA. 
Physical activity and health-related quality 
of life. Exerc Sport Sci Rev. 1996;24:71-108.

17. Thomas DR. The critical link between health-
related quality of life and age-related changes 

 in physical activity and nutrition. J Gerontol  
A Biol Sci Med Sci. 2001;56(10):M599-M602.

18. Trine MR. Physical activity and qual-
ity of life. In: Rippe JM, ed. Lifestyle 
Medicine. Malden, MA: Blackwell Science; 
1999:989-997.

19. Stewart AL, King AC. Evaluating the effi-
cacy of physical activity for influencing 
quality of life outcomes in older adults. 
Ann Behav Med. 1991;13(3):108-116.

20. Tarlov AR, Ware JE Jr, Greenfield S, Nelson 
EC, Perrin E, Zubkoff M. The Medical 
Outcomes Study: an application of meth-
ods for monitoring the results of medical 
care. JAMA. 1989;262(7):925-930.

21. Ware JE Jr, Sherbourne CD. The MOS 36-
Item Short-Form Health Survey (SF-36), I: 
conceptual framework and item selection. 
Med Care. 1992;30(6):473-483.

22. Diener E. Subjective well-being. Psychol 
Bull. 1984;95(3):542-575.

23. Pavot W, Diener E. Review of the 
Satisfaction With Life Scale. Psychol Assess. 
1993;5(2):164-172.

24. McAuley E, Katula J. Physical activ-
ity interventions in the elderly: influ-
ence on physical health and psychologi-
cal function. Annu Rev Gerontol Geriatr. 
1998;18:111-154.

25. McAuley E, Elavsky S, Motl RW, Konopack 
JF, Hu L, Marquez DX. Physical activity, 
self-efficacy, and self-esteem: longitudinal 
relationships in older adults. J Gerontol B 
Psychol Sci Soc Sci. 2005;60(5):P268-P275.

26. McAuley E, Blissmer B. Self-efficacy 
determinants and consequences of 
physical activity. Exerc Sport Sci Rev. 
2000;28(2):85-88.

27. McAuley E, Rudolph D. Physical activity, 
aging, and psychological well-being.  
J Aging Physical Activity. 1995;3:67-96.

28. Elavsky S, McAuley E, Motl R, et al. 
Physical activity enhances long-term qual-
ity of life in older adults: efficacy, esteem 
and affective influences. Ann Behav Med. 
2005;30(2):138-145.

29. Brown DW, Balluz LS, Heath GW, et al. 
Associations between recommended 
levels of physical activity and health-
related quality of life: findings from the 
2001 Behavioral Risk Factor Surveillance 
System (BRFSS) survey. Prev Med. 
2003;37(5):520-528.

30. Brown DW, Brown DR, Heath GW, et al. 
Associations between physical activity dose 
and health-related quality of life. Med Sci 
Sports Exerc. 2004;36(5):890-896.

31. Abell JE, Hootman JM, Zack MM, Moriarty 
D, Helmick CG. Physical activity and 

 at PENNSYLVANIA STATE UNIV on September 12, 2016ajl.sagepub.comDownloaded from 

http://ajl.sagepub.com/


396

American Journal of Lifestyle Medicine Sep • Oct 2007

 health related quality of life among peo-
ple with arthritis. J Epidemiol Community 
Health. 2005;59(5):380-385.

32. Morimoto T, Oguma Y, Yamazaki S, 
Sokejima S, Nakayama T, Fukuhara S. 
Gender differences in effects of physical 
activity on quality of life and resource utili-
zation. Qual Life Res. 2006;15(3):537-546.

33. Vuillemin A, Boini S, Bertrais S, et 
al. Leisure time physical activity and 
health-related quality of life. Prev Med. 
2005;41(2):562-569.

34. Wilson RS, Bennett DA, Bienias JL, et al. 
Cognitive activity and incident AD in a 
population-based sample of older adults. 
Neurology. 2002;59(12):1910-1914.

35. McAuley E, Kramer AF, Colcombe SJ. 
Cardiovascular fitness and neurocogni-
tive function in older adults: a brief review. 
Brain Behav Immun. 2004;18(3):214-220.

36. Colcombe S, Kramer AF. Fitness effects 
on the cognitive function of older adults: 
a meta-analytic study. Psychol Sci. 
2003;14(2):125-130.

37. Etnier JL, Salazar W, Landers DM, 
Petruzzello SJ, Han M, Nowell P. The influ-
ence of physical fitness and exercise upon 
cognitive functioning: a meta-analysis.  
J Sport Exerc Psychol. 1997;19:249-277.

38. Blumenthal JA, Emery CF, Madden DJ,  
et al. Cardiovascular and behavioral 
effects of aerobic exercise training in 
healthy older men and women. J Gerontol. 
1989;44(5):147-157.

39. Kramer AF, Hahn S, Cohen NJ, et al. 
Ageing, fitness and neurocognitive func-
tion. Nature. 1999;400(6743):418-419.

40. West RL. An application of prefrontal cor-
tex function theory to cognitive aging. 
Psychol Bull. 1996;120(2):272-292.

41. Raz N. Aging of the brain and its impact 
on cognitive performance: integration of 
structural and functional findings. In: Craik 
FM, Salthouse TA, eds. The Handbook of 
Aging and Cognition. Vol 2. Mahweh, NJ: 
Lawrence Erlbaum Associates; 2000:1-90.

42. Colcombe SJ, Erickson KI, Raz N, et al. 
Aerobic fitness reduces brain tissue loss in 
aging humans. J Gerontol A Biol Sci Med 
Sci. 2003;58(2):176-180.

43. Colcombe SJ, Kramer AF, Erickson KI,  
et al. Cardiovascular fitness, cortical plas-
ticity, and aging. Proc Natl Acad Sci U S A. 
2004;101(9):3316-3321.

44. Fried LP, Guralnik JM. Disability in older 
adults: evidence regarding significance, 
etiology, and risk. J Am Geriatr Soc. 
1997;45(1):92-100.

45. Rejeski WJ, Brawley LR, Haskell WL. 
The prevention challenge: an over-
view of this supplement. Am J Prev Med. 
2003;25(3)(suppl 2):107-109.

46. Keysor JJ, Jette AM. Have we oversold the 
benefit of late-life exercise? J Gerontol A 
Biol Sci Med Sci. 2001;56(7):M412-M423.

47. Stewart AL. Conceptual challenges in 
linking physical activity and disability 
research. Am J Prev Med. 2003;25(3)(suppl 
2):137-140.

48. Verbrugge LM, Jette AM. The disablement 
process. Soc Sci Med. 1994;38(1):1-14.

49. Guralnik JM, Ferrucci L. Assessing the 
building blocks of function: utilizing mea-
sures of functional limitation. Am J Prev 
Med. 2003;25(3)(suppl2):112-121.

50. Nagi SZ. Some conceptual issues in disabil-
ity and rehabilitations. In: Sussman MB, ed. 
Sociology and Rehabilitation. Washington, 
DC: American Sociological Association; 
1965:100-113.

51. Jylha M, Guralnik JM, Balfour JL, Fried LP. 
Walking difficulty, walking speed and age 
as predictors of self-rated health. J Gerontol 
A Biol Sci Med Sci. 2001;56(10):M609-M617.

52. McAuley E, Blissmer B, Katula J, Duncan 
TE, Mihalko SL. Physical activity, self-
esteem, and self-efficacy relationships in 
older adults: a randomized controlled trial. 
Ann Behav Med. 2000;22(2):131-139.

53. Katula J, Sipe M, Rejeski A, Focht BC. 
Strength training in older adults: an 

 empowering intervention. Med Sci Sports 
Exerc. 2006;38(1):106-111.

54. Li F, Harmer P, McAuley E, Fisher KJ, 
Duncan TE, Duncan SC. Tai chi, self-effi-
cacy, and physical function in the elderly. 
Prev Sci. 2001;2(4):229-239.

55. McAuley E, Elavsky S, Jerome GJ, 
Konopack JF, Marquez DX. Physical activ-
ity–related well-being in older adults: 
social cognitive influences. Psychol Aging. 
2005;20(2):295-302.

56. Bandura A. Social Foundations of Thought 
and Action: A Social Cognitive Theory. 
Englewood Cliffs, NJ: Prentice Hall; 1986.

57. Kermode S, MacLean D. A study of the 
relationship between quality of life, 
health and self-esteem. Aust J Adv Nurs. 
2001;19(2):33-40.

58. Norris R, Carroll D, Cochrane R. The 
effects of aerobic and anaerobic training 
on fitness, blood pressure, and psycholog-
ical stress and well-being. J Psychosom Res. 
1990;34(4):367-375.

59. Sonstroem RJ, Harlow LL, Josephs L. 
Exercise and self-esteem: validity of model 
expansion and exercise associations.  
J Sport Exerc Psychol. 1994;16:29-42.

60. Li F, Harmer P, Chaumeton N, Duncan TE, 
Duncan SC. Tai chi as a means to enhance 
self-esteem: a randomized controlled trial. 
 J Appl Gerontol. 2002;21(1):70-89.

61. Rhodes RE, Martin AD, Taunton JE. 
Temporal relationships of self-efficacy 
and social support as predictors of adher-
ence in a 6-month strength-training pro-
gram for older women. Percept Mot Skills. 
2001;93(3):693-703.

62. McAuley E, Jerome GJ, Marquez DX, 
Elavsky S, Blissmer B. Exercise self-effi-
cacy in older adults: social, affective, and 
behavioral influences. Ann Behav Med. 
2003;25(1):1-7.

63. Arent SM, Landers DM, Etnier JL. The 
effects of exercise on mood in older 
adults: a meta-analytic review. J Aging Phys 
Activity. 2000;8:407-430.

 at PENNSYLVANIA STATE UNIV on September 12, 2016ajl.sagepub.comDownloaded from 

http://ajl.sagepub.com/

