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Objective: To examine perceptions
of exercise prior to arthritis, the
ways in which arthritis affects exercise behavior, and current exercise
behaviors in people with arthritis.
Methods: Qualitative analyses were
used to identify themes in 12 focus
groups segmented by exercise status, education, and race. Results:
Nonexercisers identified arthritis as
a factor in exercise cessation. E2xercisers described making changes in
type, duration, intensity, and ap-

proach to exercise after diagnosis.
Ebeercisers also described participating in a wide range of activities,
whereas nonexercisers primarily
cited walking. Conclusions: Intervention and marketing strategies
should focus on different capabilities of exercisers and nonexercisers
to modify exercise routines to accommodate arthritis.
Key words: arthritis, rheumatic
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T

States and has a significant impact on
quality of life.' The estimated cost for the
treatment of arthritis is $51 billion per
year (1997 US dollars), and costs are expected to increase as the US population
ages.^ Exercise has been identified as an
essential component of arthritis management.'* Regular exercise by people
with arthritis delays disability; improves
physical function, including postural and
gait stability; promotes functional independence; improves quality of life, mental health, aerobic capacity, and muscle
strength; and reduces pain.^'^ Furthermore, national health objectives have
highlighted the importance of reducing
disability in people with arthritis and
have identified exercise as a key component of arthritis mEmagement.'^''"
Despite the known benefits of exercise, more people with arthritis are completely sedentary compared to people without arthritis (31% vs 26%, respectively).'^
Given the higher prevalence of inactivity
among people with arthritis and the
health benefits of physical activity for
this population, health care and public
health professionals need to understand

he public health burden of arthritis
is substantial. Arthritis is the leading cause of disability in the United
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what factors, including the exercise experience, influence this population's participation in physical activity. A better
understanding of this information may
aid in the development of tailored referrals and more effective recruitment strategies and interventiohs.
The literature for the general population provides evidence that previous exercise behavior consistently predicts current exercise.'* Similarly, there is some
evidence that previous exercise behavior
is positively associated with current physical activity in people with arthritis. However, most of the studies assessed the
relationship between physical activity
since the onset of arthritis and current
physical activity status and did not examine physical activity prior to arthritis.'^"
The purpose of this study was to use
qualitative research methods to explore
perceptions of the exercise experience in
people with arthritis. We assessed types
of exercise attempted prior to and since
developing arthritis, the ways in which
arthritis affected exercise behavior and
the types of exercises viewed as best and
worst for people with arthritis.
METHOD
Procedures
A panel of 11 experts in the area of
exercise and/or arthritis convened (via
teleconference) to guide the recruitment
of the participants and segmentation of
the focus groups. The panel also discussed
factors that infiuence both adoption and
maintenance of exercise among people
with arthritis and what people with Eirthritis view as personally meaningful
outcomes of exercise. We report results
pertaining to the exercise experience in
this paper; other findings are summarized elsewhere.2° Based on input from
the expert panel and a review of the
literature,^' we developed 2 moderator's
guides, one for exercisers and a second
for nonexercisers. The moderator's guides
were pilot tested among both exercisers
and nonexercisers to determine how well
the questions were understood by participants and how effectively they captured
participants' experiences with exercise.
Because significant changes were made
to the moderator's guide for exercisers,
participants from this pilot group were not
included in any analyses. Minimal
changes were made to the nonexerciser's
moderator's guide, and the results from
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these participants were retained.
Focus groups were moderated by 3
master's level individuals (all white
women) with training and experience
conducting focus groups and in-depth interviews. One person moderated the majority of the groups (n=10). All focus groups
were audio-recorded and transcribed verbatim. Transcripts were reviewed for accuracy by comparing the transcribed data
with the recording of the discussion.
We conducted 3 training sessions for
the 5 project staff members who were
directly involved in coding and analysis.
Each project staff member and investigator read the 12 focus-group transcripts
and generated a list of themes that were
then organized into a codebook with definitions. Two coders were randomly assigned to code each of the 12 focus groups
to ensure that coding pairs differed across
the focus groups. Each person independently coded the transcript, iind the pair
met to review all codes and come to consensus. Consensus codes for all focus
groups were entered into an NVivo database. Throughout the coding process, new
codes and their definitions were discussed, added as needed, and shared vnth
all coders; and previously coded transcripts
were re-coded to reflect these changes.
We used focus groups (rather than individual participants) as the units of analysis. In focus groups, participants often
express agreement with one another by
nodding and shaking their heads, and
thus simple frequency counts of themerelated statements are not usually a good
indicator of the importance of a theme.
We report results according to how many
groups of exercisers and nonexercisers
expressed a given theme.
Additional Measures
Sociodemographics and background
information. Participants reported their
age, gender, race, educational attainment, income, and employment status.
Participants also reported tl:Leir arthritis
type (based on a physician diagnosis) and
the number of years they have lived with
arthritis.
Physical activity. A modified version
of the 2001 Behavioral Risk Factor Surveillance System (BRFSS) physical activity module was administered during the
telephone screening.^^ The questions in
this module were designed to evaluate
leisure-time activities including moder-
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ate and vigorous physical activity,
strength-training and lifestyle-based
physical activity. However, for the purpose of this study, we modified the questions to obtain information on structured
exercise only while excluding information on lifestyle-based activity. Participants were asked to report the type, frequency, and duration of their moderateintensity structured exercise, vigorousintensity s t r u c t u r e d exercise, and
strength-training activities.
Participants were classified into 2
groups: exercisers and nonexercisers. To
be classified as an exerciser, participants
had to accumulate at least 30 minutes of
moderate exercise on 3 or more days per
week or at least 20 minutes of vigorous or
strength-training exercise on 3 or more
days per week. Although these activity
levels fall below the current national physical activity recommendations,^^ participating in this level of exercise has been
shown to yield health benefits among
people with arthritis.^''"^^ To be classified
as a nonexerciser, participants had to
report exercising (any amount) on 0 or 1
day per week. Participants who reported
exercising 10 minutes or less on 2 days
per week were also considered
nonexercisers. Individuals whose activity levels did not fall into either the exercise or nonexerciser categories were considered ineligible.
Arthritis Impact Measurement Survey (AIMS2). The impact of arthritis on
various life domains was measured using
a 78-iteni self-administered questionnaire.^'' The subscales that constitute the
5-component model of functioning were
used: physical functioning (subscales =
mobility, walking and bending, arm function, hand and finger function, ability to
take care of oneself, and abihty to perform
household tasks), affect (subscales = tension and mood), social interaction
(subscales = support from family and social activity), and symptoms (arthritis
pain). The instrument's subscales have
been shown to be valid and reliable with
internal consistency coefficients ranging from 0.72 to 0.91 among people with
rheumatoid arthritis and from 0.74 to
0.96 among people with osteoarthritis.^^
Test-retest reliabilities ranged from 0.78
to 0.94 for each of the scales. Criterion
validity tests indicated that when participants designated a related attribution
question as a problem area or indicated
Am J Health Behav.'^' 2006;30(6):731-744

an area as needing improvement, the
AIMS2 scale scores for that area indicated worse health status.^^
Participants
Participants responded to advertisements in local newspapers, advertisements
on local radio whose target audience is
African Americans, and flyers posted
throughout community estabhshments (eg,
fitness facilities, public housing, and physicians' offices). Recruitment was ongoing
from May 2003 through March 2004.
Participants expressing an interest in
the study were screened via telephone
after providing verbal consent. To be eligible participants had to be 18 years and
older with any type of diagnosed arthritis
and had to be classified as either an
exerciser or a nonexerciser during
screening (described above). All but one
participant resided in Lexington or
Richland County, both of which are in the
greater metro area of Columbia, SC. We
segmented the focus groups by exercise
s t a t u s , socioeconomic s t a t u s (SES;
operationalized as education less than or
equal to high school versus greater than
high school), and race/ethnicity. Segmentation creates homogeneity along
participant characteristics that are potentially related to the topic of interest
and helps participants feel comfortable
and willing to talk openly.^* The 6 segmented groups are shown in Figure 1; 2
focus groups were conducted for each
segment. All participants completed an
informed consent form prior to focus group
participation.
RESULTS
Participant Characteristics
The flow of participants through the
recruitment process is shown in Figure
1. The most common recruitment sources
for all participants (including those in the
pilot group) were newspaper advertisements (n = 26) and fitness and community-based weilness facilities (n = 14).
Characteristics of the 68 focus group participants (excluding those in the pilot
group of exercisers) are shown in Table 1.
Exercisers reported better physical functioning, less pain, and less negative affect compared to nonexercisers (P<0.05).
Pre-arthritis Experiences With
Exercise
Focus group participants were asked to
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Figure 1
Flow Chart for the Recruitment of Study Participants
322 Telephone responses

Exercisers
Lower
SES
White
(17)

Exercisers
Lower SES
Black (22)

252 Participants screened

70 Not Screened
• No retum call (45)
• Not interested (22)
• Unintelligible number (3)

151 Eligible participants

101 Ineligible participants
• Ex requirements (52)
• FG alredy completed (45)
• No diagnosis (2'|
• Knew PI (2)

Exercisers
Higher SES
Any race
(51)

Nonexercisers
Lower SES
White (20)

Nonexercisers
Lower SES
Black (17)

Nonexercisers
Higher SES
Any race (24)

Nonexercisers
Lower SES
Black (9)

Nonexercisers
Lower SES
Ariy race (15)

76 Did not participate
• Did not show (28)
• Unable to contact after screening (24)
• Schedulingconflict(16)
• No transportation (5)
• Unspecified reasons (3)

Pilot FG
Exercisers
Higher
SES Any
race (7)

Exercisers
Lower SES
White (9)

Exercisers
Lower SES
Black (11)

Exercisers
Higher
SES Any
race (16)

Nonexercisers
Lower SES
White (8)

Note.
The demographics of each focus group are shown at the bottom. Two focus groups were conducted
within each population subgroup. The numbers in parentheses indicate the total number of people
participating in the groups.

describe their experiences with exercise,
if any, prior to developing arthritis.
Nonexercisers were specifically asked,
"What types of activities did you do prior to
developing arthritis?" whereas exercisers were asked, "How has your exercise
changed as a result of your arthritis?"
Responses to these questions yielded information about the types of exercises
performed prior to being diagnosed with
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arthritis for both current exercisers and
nonexercisers. Illustrative quotations
describing participants' experiences with
exercise, including pre-arthritis exercise
experiences, the impact of arthritis on
exercise behavior, and nonexercisers'
attempts at exercise since diagnosis are
provided in Table 2.
Type. In Table 3 we provide an overview of the types of activities participants
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Table 1
Sociodemographic and Physical Activity-related Characteristics
of the Sample, by Exercise .Status
Characteristic
Type of arthritis,' %
Osteoarthritis
Rheumatoid
Fibromyalgia
Gout
Other (includes not sure of type)
Years with arthritis
Age, years
Education, years
Gender, %*
Female
Male
Marital Status,' %
Married
Widowed
Divorced or separated
Not married
Living with partner
Race or Ethnicity,' %
White
Black / African American
Hispanic
American Indian
Not specified
Occupational Status,' %
Employed
Full-time
Part-time
Retired
Unemployed
Homemaicer
Student
Income, %
0 - $29 999
$30 000 - $59 999
$60 000 or more
Physical Functioning'' **
Pain' **
Negative Affect' **
Social Interaction*" *
Minutes of physical activity per week
Total **
Strength training **
Moderate activity **
Vigorous activity *
Percentage meeting the physical
activity recommendations'
Strength training
Moderate activity
Vigorous activity

n

Exercisers (N = 36)
Mean [SD] or %

36
16
14
6
1
8
31

36
36
36
27
9
36
13
8
7
6
2
36
23
13
0
0
0
36
11
3
13
6
2
1
31
13
9
9
36
36
36
36
36

12
29
6

44.4
38.9
16.7
28
22.2
12.50 [10.71]
58.8 [15 0]
13.6 [3.0]
75.0
25 0
36.1
22.2
19.5
16.7
5.6

63.9
36.1
0
0
0

30.5
8.3

36.1
16.7
5.6
2.8

42.0
29.0
29.0
1.56 [1.0]
5.51 [2.6]
2.59 [1.4]
4.2 [2.0]

Nonexercisers (N = 32)
n
Mean [SD] or %
31
16
8
11
2
6
28
32
32
32
30
2
30
16
4
7
2
1
32
15
13
1
1
2
31
5
3
13
6
2
2
25
16
6
3
31
31
31
31
32

51.6
25.8
35.5
6.4
194

12 57 [8.24]
56.9 [10.6]
13.1 [2.2]
93.8
6.2

53 3
13.3
23.3
6.7
3.3

46.9
40.6
3.1
3.1
6.3

16.1
9.7
4L9

19.3
6.5
6.5

64.0
24.0
12.0
3.16 [1.7]
7.40 [2.0]
4.23 [1.8]
5.33 [1.5]

230.6 [124.7]
54.9 [66.1]
146.1 [89.9]
33.6 [704]

9.2 [20 2]
0.8 [3 2]
5.8 [13.9]
2.8 [15.9]

33.3
83 0
16.7

—
—
—

Note.
a Due to the small sample size in some cells, we assessed whether groups differed significantly on
several demographic characteristics (white vs nonwhite; employee vs not employed; and married
or partnered vs not married or partnered).
b Scores are normalized (I-IO) and a lower score indicates a hetter outcome.
c The percentage for exercisers sums to greater than 100% because participants could meet
recommendations in more than one category
* Groups differ significantly, P<0.05. **Groups differ significantly. P<0.001.
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Table 2
Key Themes Regarding the Exercise Experience in People With
Arthritis, by Exercise Status (n = 6 groups)
Exercisers
Key Themes and
Subcategories

Nonexercisers

n Illustrative Quotations

n

Illustrative Quotations

I want to be back
like 1 used to be

0

6

"I could do almost anything I wanted
that limitation at the time."

Sporadic activity

0

4

"[I] never, never exercised and so as
far as getting back...you know people
say well I need to get back into exercise
[But] I never did it."

"[My exercise pattems] have changed a
lot. I used to run 5 miles and then go to
the gym and work my legs. I used to bench
press, squats, all that stuff, but now 1 can't
run. I go to the mall, or wherever. I go to
the track to walk. I'll do good if I do 3
miles."

6

"I used to walk. My husbiuid and 1 were
walking 3 and a half miles every day
and through our neighborhood which
is up and down hills. Well he's upset
with me now because I doin't feel like I
can do that. If my feet stiut hurting
then I'm in so much pain I can't get
back home. And so I've cut that out."

Pre-arthritis
experiences
with exercise

Impact of arthritis
on exercise
I can't do what
5
I used to do

Listen to your
body and know
your limits

5

"Listening to your body. And that's the
important thing. You got to leam your
body regardless of all the things we've
talked about in here. I will probably use
some of the things I've heard. But then if
my body says back off, then I got to back
off and do what I can do. So it's leaming
your body and knowing your limits"

4

"And now I can't walk that far. 1 take a
short walk and come back and sit down
awhile and take a little short walk and
come back and sit down awhile."

Easier and gentler

5

"I have to just tone it back. Instead of 3
miles, maybe a mile. You know, I shorten
the time that I actually exercise. Or like
the treadmill where 1 could do an hour
sometimes. There's times when I'll get on
there and fifteen minutes later I'm cutting
it off and I'll come out of there."

2

"He would love for me to be able to
exercise more because ... we used to just
walk for miles and miles and miles on
the beach. And now I can't walk that
far. 1 take a short walk and come
back and sit down awhile and take a
little short walk and come back and sit
down awhile."

Push yourself...
but not too hard

4

"When the pain starts coming, I try to put 0
it out of my mind and push harder to get
where I got to get to before it do finally
set in. Then I also noticed with that positive
mind frame, it also backfires. If you push
yourself too hard then you feel the pain
coming...You are walking and once you sit
down it's over. It's over and I mean you are
just going to have to sit there and wait
until the pain eases up."
((continued)
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Tahle 2 (continued)
Key Themes Regarding the Exercise Experience in People With
Arthritis, hy Exercise Status (n = 6 groups)
Exercisers

Nonexercisers

n

Illustrative Quotations

n Illustrative Quotations

Work through
the pain

4

"I personally don't know what it's like
not to have pain everyday. I mean it's
been years. I'm always in pain. The
exercise that I do, I push myself to do it.
Because I know that if I don't do something that I will eventually be crippled..."

1

It depends on
the person

3

"It's based on individuality... There's no
way even when I'm in my peak I can walk
3 miles. You know, for me, okay, a mile
is good, 1 reckon."

2

-Good days
and bad days

3

"On a good day if I'm feeling pretty
well, I try to like, I like to come out
and just like to jump rope a lot. You
know what I mean? And then a lot of
times when it's affecting me, I can't
actually jump the rope like I once did."

1

-Progress gradually

2

"But when I first started I could
hardly do any of them. And 1 had to
just keep going and try and do it a
little bit and each day adding a little
bit more. Each week adding a little
bit more and a little bit more. And
now 1 can do all of it and I could probably do more than I am, but I'm working between an hour and 15 minutes
and an hour and a half the 4 mornings
that I do this."

2

"If I had a daily routine, 1 think, of
making myself do it over and over
again, I think a little bit each day, 1
think it would work..."

0

5

"I've tried going walking and tried to
get on the exercise bike, you know.
It's just painful to my back and
ankles"

Key Themes and
Subcategories

Nonexercisers attempt
at exercise since
arthritis
-I've tried

engaged in prior to onset of arthritis. We
found
little
difference
between
nonexercisers and exercisers in this regard. Among the exercisers, walking and
running were the most commonly mentioned exercise types that they participated prior to developing arthritis, followed by weight lifting, aerobics, and exAm J Health Behav.™ 2006;30(6):731-744

"It's nothing to someone else, but to
me to be able to take that one pound
weight and do it like barbells and to
ride that bike for 10 minutes, it just
really makes me feel like 1 did
something. Today I rode it about 5
minutes, that was all I could do, but at
least 1 can say 1 rode the bike and went
back again and rode it for another 5
minutes, but 1 rode the bike today."

ercising at a gym. Nonexercisers most
commonly reported previous participation
in walking, aerobics, sports, weightlifting,
hiking, and exercising at a gym.
"I Want To Be Back Like I Used To Be."
In describing their previous exercise habits, nonexercisers commonly expressed
the theme "I want to be back like I used to
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Table 3
Types of Exercise Engaged
in Prior to Arthritis by
Exercisers and Nonexercisers
(n = 6 groups)
Type of
Exercise
Prior to
Arthritis

Exercisers Nonexercisers

5

6
5

5
2
2
2
1
1

4

0

4
2
2
2
1
1
1
1
0
0

1
1
0
0
0
0
0
0
1
1
1

1
1
0
2
0

2
1
3
3
1

1

1

;I

Note.
This table indicates the number of groups
who reported each activity.

3
4
2

2
5

2

4

0
0
0
1
0
1
1
1
1

3

0
0
0

Note.
This table indicates the number of groups
that had participants who reported each
activity.

be." Many described themselves as having been "athletes," "very, very active," or
"always on the go" prior to developing
arthritis and frequently stated that they
"could do anything." However, of the 6
nonexerciser groups that reported being
active before arthritis, 5 groups included
participants who stated that they were no
longer able to do many of the reported
activities.
Sporadic activity. Although many of
738

Type of
Exercises

Walking
Treadmill
Water exercises
Strength training
Biking
Stretching
Aerobics or other
group exercise
Lifestyle-related
physical activity
Dance
Yoga
Exercising at a gym
Elliptical trainer
Rowing exercises
Golf
Jumping rope
Chair-based exercises
Exercise bands
Hiking

Exercisers Nonexercisers

Running (jogging)
Walking
Strength training
Aerobics or other
group exercise
Lifestyle-related
physical activity
(eg, walking for
transportation,
yard work, stairs)
Dancing
Hiking
Exercising at a gym
Paddling
Sports (baseball.
basketball, tennis.
etc.)
Gymnastics/
calisthenics
Surfing
Climbing
Treadmill
Stationary Bike
Biking
Triathlon
Swimming
Golf

Table 4
Types of Exercises Reported
by Exercisers and
Nonexercisers (n = 6 groups)

4
4
5

0

the nonexercisers described themselves
as being "regularly active" prior to developing arthritis, it is important to note that
nearly an equal number of the
nonexerciser groups (4 of 6 fp-oups) had
participants who described their previous
exercise as "sporadic" or "infrequent" or
stated that they did not participate in any
exercise at all prior to arthritis.
Impact of Arthritis on Exercise
Exercisers and nonexercisers alike
tended to make comparisons between
their current and previous e>:ercise habits when describing their experiences
with exercise prior to arthritis. Common
to both groups was the sense that arthritis had limited or changed their ability to
exercise. In general, participiants identified changes in the type, duration, and
intensity of their exercise and discussed
how their experience with and approach
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Table 5
"Best" and "Worst" Exercises for People With Arthritis, According
to Exercisers and Nonexercisers (n = 6 groups)
Nonexercisers

Exercisers
Key Themes &
Subcategories

n

n

Illustrative Quotations

Illustrative Quotations

Exercises that
are "best"

Water exercises

Yoga or stretching exercises

3

"Again I'd like to say on the water
aerobics...it's amazing the stress the
water takes off of your joints. Because
you could just move and everything
and you don't even feel it.

"I was able to move my joints better
in the water than I was [out of the
water]. And I would love to be able
to get in that. That helps rather than
pulling my muscles and stuff so
much. Cause the water helps me to
move it. Its better and I didn't ache
and hurt so much afterward."

"..[with] fibromyalgia, one of the things
that happens is your muscles and ligaments shrink. [They] get shorter. So the
doctor at [Clinic] had ... me [do] certain
stretching exercises."

"This is off the subject, but yoga
was one thing my doctor
recommended that I haven't tried
yet."

Walking

3

"[My doctor] always stated that you
should walk, do a lot of walking."

3

"..the doctor told me walking would
be a great exercise... if I could do it."

Weightlifting

2

"..my legs were just... there's no strength 2
there... and there's a tremendous difference withjust the weight machines. So
I go 3 times a week for about an hour each
time and it just keeps the muscle from
deteriorating

"..with arthritis and with age, you
start losing your posture, and I think
if you could do exercises maybe like
weight-bearing exercises, that you
do with weights and things that
would strengthen some of the parts
of your body, that would help you
hold your body."

3
Running, jogging, jumpingjacks. Anything that's on a hard surface. Anything
that causes an impact is very bad for you."

"You can't just go out there and do
anything that might jog the joints or
that has an impact, like running or
jogging or whatever."

"..It could be a 5 pound weight. It could 3
be a 3 pound weight, any kind... it
works those muscles so much that they,
you know, they don't take well to it at all."

"I think I'm gonna hurt something
because it hurts to move my arm let
alone put resistance and force. I can't
see myself working up to that."

Exercises that
are "worst"

Exercises that
impact joints

Weightlifting

2

to exercise changed after the onset of
arthritis.
"I Can't Do What I Used to Do." Both
exercising and nonexercising participants
spoke in detail about the types of exercise
they did in the past versus what they are
able to do now. Among exercisers, their
choice of current exercise was often the
Am J Health Behav.™ 2006;30(6):731-744

only activity that they perceived to be safe
or appropriate to perform with arthritis.
Nonexercisers' descriptions of their current versus past exercise behaviors were
similar. The major difference was that
exercisers generally substituted a new
form of exercise or modified an existing
form of exercise, whereas nonexercisers
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typically stopped exercising altogether.
Sometimes the change in or cessation of
exercise was related to the advice of influential others, such as physicians. For
example, an exerciser described her
physician's advice: "the doctor told me—I
used to walk 2 miles every day—'no walking.' He didn't want me doing that exercise. Just water aerobics or bicycling."
For both exercisers and nonexercisers,
giving up previous activities was often
viewed as a loss to their self-esteem or
self-identity. For example, one exerciser
described the loss of her identity as an
"athlete": "I don't compete in anything
anymore. I used to do a lot of exercise. I
did a couple marathons. I did triathlons. I
played racquetball. ...everybody called me
an athlete. I felt like I was an athlete, and
now I'm not... ."
"Listen to Your Body and Know Your
Limits." In 5 groups with exercisers and
4 groups with nonexercisers, participants
stated that it is critical for people with
arthritis to listen to their bodies and
know their limits regarding exercise.
This theme repeatedly emerged via
phrases such as "listen to your body,"
"know your limits," "don't overdo it," and
"do what you can do." Nonexercisers conveyed this idea by describing the need to
pace oneself. Similarly, participants emphasized that individuals with arthritis
need to pay attention to cues from their
bodies - particularly pain and fatigue and to use these cues to guide their
exercise. Pain was frequently portrayed
as a signal to stop exercising. Exercisers
and nonexercisers also described occasionally halting exercising, even when
they are feeling good, to avoid pain the
next day or to prevent injury.
"Easier and Gentler." This theme
emerged more commonly in groups with
exercisers than those vwth nonexercisers.
Exercisers discussed how arthritis caused
them to choose exercises that were gentler on their bodies and generally less
intense. For example, they described substituting walking for running, "slowing
dovra," exercising for a shorter duration
and working "less hard." Thus, this theme
mapped on to the concepts of intensity and
duration. Several exercisers described in
detail how they have had to decrease the
amount of time they exercise. Additionally, several exercisers attributed the need
to be "easier and gentler" to specific symptoms of arthritis, such as fatigue or pain.
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"Push Yourself...But Not Too Hard."
The need for people with arthritis to "push
oneself in the domain of exercise while
at the same time recognizing how much
is "too much" was voiced only among
exercisers. This suggests that exercise
was not effortless for exercisers. Rather,
exercisers very clearly stated that exercise often required great effort, and it was
often the fear of negative future outcomes (eg, disability) that led them to
persevere.
The need to push oneself was balanced
by an equal need to avoid pushing oneself
past a dangerous point. Pushing oneself
too far could lead to "paying for it" the next
day, which typically meant experiencing
pain, stiffness, fatigue, or impaired mobility. For example, one participant described how he now alternates exercises
on different days and how he did not need
to do this prior to developing arthritis: "I
would alternate it.... Now it's real important not to overpush things so that you
can do something else the next day."
Participants also discussed the possibility of pushing oneself too far iind causing
an injury. For example, "if something is
inflamed and you're not careful, you could
probably hurt yourself worse. So you have
to just be real gentle and learn what
you're doing, I think."
"Work Through the Pain.'' Closely related to the previous theme, exercisers in
4 groups discussed the need to work
through discomfort and pain that may be
experienced by people with aj-thritis during exercise. A dilemma voiced by many
of the exercisers was the need to push
through pain but not cross the dangerous
line of pushing too much. In contrast, this
theme emerged in only one group of
nonexercisers.
"It Depends on the Person." Exercisers and nonexercisers cautioned against
making generalizations about exercise
for people with arthritis. Instead, they
often stated that exercise programs have
to be tailored to the individual, and the
type, frequency, intensity, and duration
of recommended exercise was dependent
on the person and the severity, type, and
location of the arthritis.
"Good Days and Bad Days." A common
theme for exercisers was how good days
and bad days affect their exeicise experience. That is, symptoms such as pain,
fatigue, and stiffness fluctuate on a daily
basis for people with arthritis, and these
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fluctuations dictate whether exercise is
performed and the type, intensity, and
duration of the exercise.
"Progress Gradually." Although this
theme did not emerge as consistently as
those previously mentioned, it is important to note that participants in 2 groups
each of exercisers and nonexercisers
talked about the need to build up exercise
gradually over time.
Nonexercisers' Attempts at Exercise
Since Arthritis Diagnosis
Participants in each group of the
nonexercisers reported attempting some
form of exercise since developing arthritis, although most characterized these
efforts as short lived. Walking and water
aerobics, which were each cited in 3
groups, were the most common exercises
tried. Nonexercisers in 2 groups also
mentioned riding a stationary bike, participating in some type of exercise program, or using a treadmill.
"I've Tried..." In response to whether
participants attempted to exercise since
being
diagnosed
with
arthritis,
nonexercisers tended to initiate their
reply with the statement, "I've tried... ."
Most participants would then explain why
they were unable to continue exercising.
Similarly, participants in half of the
nonexerciser groups stated that they unsuccessfully started exercising on several occasions and were unable to exercise regularly.
Current Exercise Experiences Among
Exercisers and Nonexercisers
Participants described both spontaneously and in direct response to questions
from the moderator's guide their current
structured exercise or other physical activity behavior. Current exercise was typically described in terms of type, frequency,
duration, and intensity.
Type. As shown in Table 4, exercisers
described current participation in a wide
range of exercises. Exercisers in all groups
reported walking and cycling. Water exercises, strength training, stretching, aerobics, or other group exercise classes and
lifestyle-related physical activities were
cited as current activities in at least 4
groups. Only exercisers described crosstraining (participating in more than one
type of exercise) as a deliberate strategy.
Nonexercisers often cited walking as a
current form of exercise although the
Am J Health Behav.™ 2006;30(6):731-744

amount of walking was not sufficient for
the participant to be classified as a regular exerciser. Other forms of current exercise mentioned by nonexercisers, but less
often, included water exercise, strength
training, and housework or yard work.
Frequency. Exercisers reported participating in aerobic exercise 3 to 7 days
per week. Participation in strength and
flexibility exercises was usually less frequent, usually 2 to 3 days per week.
Duration and intensity. Most of the
exercisers described participating in 30
to 60 minutes of exercise during the days
they exercised. It was common for exercisers to break up their total exercise
session into segments; for example, "111
walk - do about 30 minutes on the treadmill, about 30 minutes on the weightlifting machines, then about another 1520 minutes on the bicycle."
Exercises That Are "Best" and "Worst"
for People With Arthritis
Both spontaneously and in response to
questions from the moderator's guide,
participants described the types of exercises or physical activities that they viewed
as best or worst for people with arthritis.
Table 5 provides sample quotations that
illustrate the participants' perceptions
regarding the best and worst exercises.
Exercises that are best. Both exercisers and nonexercisers viewed exercises
in the water, such as water aerobics,
water exercises, and/or swimming, as
most beneficial f'or people with arthritis.
Both exercisers and nonexercisers emphasized that water exercises put less
pressure on the joints. Exercisers in 4
groups based their perceptions regarding
water exercises primarily on their personal experiences. In contrast, participants in 4 of the nonexerciser groups discussed how their physicians had advised
them to participate in water exercise programs, although none were actively participating in a program. The physician's
positive appraisal of water exercise was
often the source for these participant's
opinions regarding water exercises.
Walking, stretching, and/or yoga were
also cited by exercisers and nonexercisers
as good for people with arthritis. Many
exercisers and nonexercisers indicated
that they were advised by health care
professionals to walk, perform stretching
exercises, or take yoga classes to moderate their arthritis symptoms. Other less

741

Exercise Experience

frequently cited beneficial activities included Jazzercising, using an elliptical
machine, dancing, doing balance exercises, and riding a bicycle. Weight lifting
or other resistance exercises were also
mentioned as beneficial. Participants cited
maintaining or improving muscle strength
as the primary benefit of weight lifting.
Exercises that are worst. Exercisers
and nonexercisers were similar in their
beliefs about which exercises should be
avoided. They consistently cited the theme
of avoiding "anything that puts an impact
on your joints." Both exercisers and
nonexercisers viewed activities such as
running, jogging, jumping, step aerobics,
stair-climbing, or other activities that
involve forceful impact on and/or jarring
of the joints as those which should be
avoided. Weight lifting was also viewed as
harmful in 3 groups with nonexercisers
and in 2 groups with exercisers. Both the
nonexercisers and the exercisers expressed concern that they could hurt or
injure themselves lifting weights.
DISCUSSION
This qualitative study used focus groups
to examine the exercise experience in a
diverse sample of adult exercisers and
nonexercisers with arthritis. We sought
information on pre-arthritis exercise
habits, attempts at exercise since developing arthritis, current exercise behaviors, and the impact arthritis has had on
exercise. To date, relatively few studies
have examined the factors that influence
exercise among people with arthritis.^'
Only 3 studies have used a qualitative
approach,^^"^' and of these, none looked at
previous exercise behavior and only one
used a measure of physical activity to
stratify participants.^' Furthermore, the
number of people with arthritis included
in these previous studies has been small,
ranging from 10 to 16 participants.
Our study extends what is known about
exercise and arthritis in several ways.
We recruited a relatively large sample of
people with arthritis, included a self-report measure of exercise, and conducted
stratified recruitment to ensure a diverse sample and one that would allow us
to make comparisons between exercisers and nonexercisers. Our study is also,
to the best of our knowledge, the first one
to qualitatively examine how exercise
behaviors have changed as a result of
arthritis.
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The findings from this study indicate
that nonexercisers were less likely than
regular exercisers to have participated in
regular, consistent exercise prior to developing a r t h r i t i s . Although several
nonexercisers indicated that they participated in a variety of physical activities
prior to their arthritis, many stated that
these activities were sporadic or inconsistent. In contrast, many of the exercisers described participating in running or
jogging, walking, or strength training prior
to their diagnosis and subsequently modifying these exercise routines to accommodate their arthritis. This finding is
fairly consistent with the literature on
exercise among adults without arthritis,
which also suggests that previous exercise behavior consistently predicts current exercise behavior.'*
In our study, exercisers consistently
reported that they had to change either
the type, intensity, duration, or approach
to exercise in order to accommodate their
arthritis. Specifically, they discussed
having to reduce the intensity, duration,
and frequency of their exercise because
of their arthritis. Likewise, they described
appraising how exercise on any given day
would affect their arthritis and making
the necessary adjustments to their exercise routines. Implicit in these findings
is that exercisers had the skills necessary to evaluate how their Eirthritis was
affecting them, how their exercise routine would impact their arthritis, and how
to change their routine to accommodate
their arthritis. In contrast, among the
nonexercisers who engaged in exercise
prior to arthritis, most reported stopping
their exercise behaviors because of arthritis. Nonexercisers appeared to lack
the knowledge and/or skills necessary to
alter their exercise routines to accommodate their illness. This finding has
important implications for interventions.
In terms of tailoring exercise programs,
this finding illustrates the need for health
professionals to explicitly tell people who
have developed arthritis how to modify
their approach to exercise (eg, by changing intensity, frequency, or type) in order
to prevent pain or other negative outcomes. If not provided with such information, individuals may continue with their
current approach to exercise, which may
cause negative outcomes leading them to
quit altogether. This type of instruction
may also be particularly relevant for
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nonexercisers who, in addition to guidance on how to start an exercise program,
may need guidance on how to assess
their arthritis-related symptoms and to
alter their exercise routine accordingly.
Given that their previous experiences with
regular exercise may be limited, and that
their attempts to initiate exercise after
developing arthritis may have been unsuccessful, nonexercisers are likely to have
fewer exercise-related skills and lower selfefficacy for exercise compared to exercisers and may need more assistance in
learning how to adjust their exercise routines according to their symptoms.
Concerning participants' understanding of which exercises are good for people
with arthritis and which should be avoided,
exercisers and nonexercisers expressed
similar perceptions. Exercises that do not
place a large impact on the joints, such as
water aerobics, walking, yoga, and stretching were consistently identified as appropriate for people with arthritis, whereas
exercises that jar or impact the joints (eg,
running, step aerobics) were consistently
identified as those that should be avoided.
This finding shows awareness among
many people with arthritis of the types of
exercises that they should be performing
or avoiding.
Although weight lifting and other forms
of strength training have been found to
moderate the impact of arthritis,^"*"^* this
form of exercise was not consistently endorsed by participants. Participants in 4
groups identified weight lifting as an activity with beneficial outcomes for arthritis whereas participants in 5 of the groups
viewed weight lifting as an activity to be
avoided due to its perceived risk of injury.
This highlights a need for health education efforts to promote strength training
for arthritis management.
Study Limitations
Because participants self-reported both
physician-diagnosed arthritis and exercise status, our findings are subject to
self-report biases. Participants' descriptions of their exercise patterns prior to
developing arthritis may be subject to
distortions of time. Additionally,
nonexercisers were specifically asked to
recall their activities prior to the onset of
arthritis, whereas exercisers were asked
to describe how their exercise habits
changed with arthritis, potentially leading
to underrepresentation of the activities
Am J Health Behav.™ 2006;30(6):731-744

exercisers engaged in prior to arthritis.
Although not a limitation of qualitative
research, we used nonrandom purposive
sampling to recruit participants. We identified key stratification factors that could
affect focus group discussions and used
them to segment participants and create
homogeneous groups. Although we used a
variety of recruitment strategies in an
effort to reach the entire community,
participants who volunteer for such a
study may differ from those who do not
volunteer along potentially important variables such as disease severity, attitudes
regarding health and exercise, and
sociodemographic factors.
Despite these caveats, our findings
provide useful insight into how arthritis
has affected exercise patterns in people
with arthritis. The information we obtained will be particularly useful for developing tailored recruitment and intervention strategies.
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