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ABSTRACT

Aim: To investigate which barriers related to their physical activity people experience during 
the first phase of lifestyle counseling, and to construct a grounded theory to develop a clustered 
barrier model related to physical activity. Several studies have described barriers related to 
physical activities although a grounded theory is lacking.
Method: A qualitative research was conducted to identify barriers inhibiting physical activity, 
during counseling, among inactive people (N=24). Counseling sessions were transcripted 
verbatim by two independent researchers open and axial coded and a grounded theory (GT) 
was executed. The found GT was tested by classifying existing barriers described in literature. 
Results: A grounded theory with two categories of barriers related to PA was found: psychological 
barriers and concrete barriers. The psychological barriers contained six subcategories 
(motivational, knowledge, negative outcome, social support, aversive and psychological state) 
the concrete barriers contained seven subcategories (weather, physical, money, time, distance, 
social environment and equipment). The GT seems to fit the existing barriers described in 
literature. 
Conclusion: A grounded theory of barriers related to physical activity was found with 
psychological and concrete barriers. This theory seemed useful for further research and for 
coaching practice to systematically explore barriers.
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INTRODUCTION

Physical inactivity is a worldwide growing problem with one out of five adults being physically 
inactive1. Physical inactive increases the risk for chronic diseases, several cancers and obesity2. 
Engaging in physical activity can prevent for diseases and increase physical and mental 
well-being3-5. Therefore, public health interventions have been developed and implemented 
worldwide, aimed at increasing physical activity. 

Currently a wealth of interventions targeting physical activity have been described in 
different settings and populations. The reported effect sizes of PA interventions are heterogenic, 
although there seems support for the efficacy of interventions in producing moderate, short-
term improvements in PA6-8.  When it comes to the maintenance of physical activity on the 
long term, there is a need for improvement9,10. Results of systematic reviews and meta-analyses 
of long-term effects of interventions indicate that, although during the interventions the 
adherence is high, the majority of individuals relapse to a less active or inactive status after 
the intervention11,12. One of the explanations is that motivation temporarily increases during 
the intervention but that the perceived barriers related to physical activities in daily life do 
not change13. These barriers become manifest after the intervention when motivation drops 
down to default levels. Interventions are most effective when they alter the underlying barriers 
that influence physical activity14. Therefore, counselors working in lifestyle interventions should 
discuss barriers in an early stage of goal setting; dealing with perceived barriers has more 
influence on physically activity than does enhancing perceived benefits of exercise13.   

The question arises, what a PA barrier is. Barriers are referred to in different health models 
like the Theory of Planning Behavior15 (TPB) of Ajzen (1991) and the Social Cognitive Theory16 
(SCT) of Bandura (2001), and can be described as thoughts or verbalized experiences or 
estimates of a person about what is keeping him or her from starting or maintaining PA17. In 
recent literature, several studies have described barriers as important determinants related to 
levels of PA18 although a sound theory of barriers related to PA is still missing. 

Some studies developed questionnaires to measure barriers such as the Exercise Benefits 
and Barriers Scale (EBBS)19. This questionnaire was developed inductively after interviews and 
barriers were obtained from the literature. An overview of different barriers related to PA was 
presented in a study from Toscos et al., (2011). Barriers were gathered from the literature and from 
a qualitatively study using an online forum during a three-month healthy lifestyle intervention 
(Table 1). Several studies have been published presenting different barriers related to PA. For 
instance Booth, Bauman, Owen, & Gore, (1997)20 described in a study of Australian individuals 
from 18-80 the following list of barriers related to physical activity: ‘no time’, ‘no motivation’, 
‘injury’, ‘not sporty’, ‘need rest’, ‘no company’, ‘children’, ‘poor health’, ‘lack persistence’, ‘no 
energy’, ‘can’t afford’, ‘don’t enjoy’, ‘no facilities’, ‘too old’, ‘fear injury’, ‘too fat’, ‘too shy’ and 
‘no equipment’. In a Belgium study in three Population-Based Adult Samples the following 
barriers were presented; ‘lack of interest’, ‘external obstacles’, ‘lack of time’, ‘embarrassment’, 
‘psychological problems’, and ‘health barriers’21. In an study from the US among elderly ‘lack 
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of interest’, ‘lack of self-discipline’, ‘self-consciousness’, ‘lack of company’, ‘lack of enjoyment’, 
‘lack of knowledge’, and ‘lack of good health’ where the barriers described22. A qualitative 
study among Latinas living in the U.S. provided three themes of barriers related to physical 
activity; ‘individual barriers’ (economic limitations, time constraints and lack of motivation), 
‘sociocultural barriers’ (homelessness, crime, gangs, fear of immigration, Mexican cultural 
norms (e.g. gender roles, body size image)), and ‘environmental barriers’ (poor lighting, lack of 
sidewalks, speeding traffic, unleashed/unattended dogs and vandalism)23. 

Besides, from the study of Martinez et al., (2009) to our knowledge no grounded theory of 
barriers related to PA was presented. Therefore, to set up and develop a grounded theory, we 
conducted a qualitative research on existing barriers in clients during counseling. The aim of 
this qualitative study was twofold: to investigate which PA related barriers are presented by 
individuals during the first phase of lifestyle counseling, and to construct a grounded theory 
and model with categories and subcategories on PA barriers.  

CHAPTER 2

Table 1: Barriers (n = 33) from literature and a qualitative study 
classified in the outcome of our grounded theory.

Barriers by Toscos et al., 2011 Grounded Theory study

Illness
Poor health
Injury
Lack of willpower
Lack of motivation 
Lack of time 
Actual or anticipated change in body
Lack of resources
Lack of energy 
Too tired
Lack of progress 
Weather related barriers 
Psychological barriers 
Social Influence
Social interaction 
Too boring 
Lack of enjoyment/fun
Change in physical environment 
Occupation
Get physical activity on the job 
Fear of injury
Temporary change in environment
Physical barriers
Care-giving duties
Physical exertion
Exercise is tiring
Exercise is fatiguing
Exercise is hard work 
Health concerns 
Lack of interest 
Lack of social support 
Not the sporty type 

6
6

3/6
1
1
5

6/3
5
3
3
3
5
7
4
4
3
3
8
-
-
3
8
6
5

3/6
3
3
1

3/6
1
4
1
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METHOD 

Participants
Participants in the study were clients in a lifestyle-counseling program. All clients were referred 
by their general practitioner or referred themselves after receiving an information letter from 
their general practitioner. All clients were ‘inactive’ according to the ACSM norm24. The clients 
were informed about the study by their counselor and were assured of confidentiality before the 
start of the sessions. The clients were all adults (> 17 years) and voluntarily participating in the 
lifestyle counseling program. Exclusion criteria were not speaking the Dutch language, and not 
willing to participate in the study.

Design
To investigate the barriers related to life style change, a qualitative exploratory design was used 
based on the methods of grounded theory (GT). GT was used to develop a categorical barrier 
model related to PA25. The participating counselors were asked to audiotape their first two 
sessions (after the intake) with their clients. The barriers were investigated afterwards.

Procedure
The counselors were participating in a life style counseling study. The counseling took place 
in the primary care general practitioners’ offices in the northern part of the Netherlands. The 
counselors all followed an eight weeks counseling course (16 sessions) followed by weekly 
peer group sessions. They were students of the school of physical activity & lifestyle, the 
school of applied psychology of the Hanze University of applied sciences in Groningen or the 
Department of psychology at the University of Groningen. The sessions were recorded by digital 
audio recording equipment. The audio recordings as a whole were transcripted verbatim by four 
researchers. The questions of the counselors and the responses of the clients were described 
separately. The Human Research Ethics Committee of the University Hospital of Groningen 
approved the study and written informed consent was obtained prior to testing.

  
Analysis
The transcripts were read by two observers (AB and PvW). Before the study, the observers were 
trained by indexing several assessments from patients, other than those participating in the 
present study. The transcripts were then analyzed using an open coding indexing technique to 
identify phrases in which barriers were identified. Both started separately with close readings 
of the transcripts of 12 clients. After open coding of the transcripts of 12 clients, a discussion 
and comparison of the coding was performed and categories and subcategories were defined. 
Any differences in the initial indexing process between researchers were resolved by discussion. 
Two focus groups were organised to discuss the found barriers, categories and subcategories; 
one with four counsellors and one with experts on barriers. After this, another 12 interviews 
of clients were coded axial by the same two researchers. Aim was to integrate and refine 

BARRIER RELATED TO PHYSICAL ACTIVITY

2



24

the categories and subcategories in order to obtain a sutured theory. Again, discussion and 
comparison between the researchers and about new categories or subcategories were discussed 
until consensus was reached.  After the coding of 12 more transcripts no more meaningful 
information or new barriers was gained, indicating theoretical saturation. 

The fit of the found grounded theory with categories and sub-categories was tested on the 
barriers described by Toscos et al., (2011). Three observers independently classified the barriers; 
discrepancies were discussed until consensus was reached.

RESULTS 

Transcripts of 24 clients were included and coded anonymously in two phases. The data after 
12 clients revealed seven categories; motivational factors, lack of knowledge, negative outcome 
expectancies, social factors, investment factors, physical state, physical environmental factors  
(Table 2). After axial coding of another 12 clients, the category ‘psychological state’ was added 
as a category, and two sub-categories were added (social environment and equipment). Barriers 
represent the factors that need to be overcome to successfully engage in PA. 

Motivational factors
Barriers on motivation are quotes showing that engaging in PA  isn’t important to the person, 
is not what he / she wants or is too difficult. Some motivational barriers can be seen as ‘excuse’ 
not to become physical active; “Yeah what keeps me from doing it, I think it is me, just doing it….
making the first step”, or “I just don’t have the motivation”, or “My God, I think I am the biggest 
barrier myself it is just laziness”, or “I make up excuses all the time”. Some of the prioritizing 
barriers can be related to a lack of persistence “I do not have the persistence to continue a PA 
program”.

Lack of knowledge
A barrier can be related to missing the right knowledge how to start with PA or inadequate 
knowledge about physical activity in general. A quote related to not knowing how to start was 
“I really don’t know how I should get started, I am serious”. Barriers related to not being aware of 
the benefits of PA often in clients with physical symptoms; “That keeps me from doing it [physical 
activities] I think it is not good for my overuse injury” or “I think this [PA] will worsen the state of 
my heart, I had a heart attack as you know”.

Negative outcome expectancies
Barriers can be related to perceived or expected negative outcomes of PA, disappointing 
results or negative feelings. Some clients perceive negative outcomes during PA leading to 
the construction of barriers. Others do not start a PA program because of expected negative 
outcomes. These expectations can be caused by negative experiences in the past. 
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Barriers concerning ‘negative outcomes of the new behavior’ refer to negative experiences or 
results caused by PA behavior. They can be related to several symptoms, such as: “By being active 
I will get overheated and start sweating I don’t like that”. In addition, physical symptoms, such 
as pain and fatigue, were often mentioned barrier e.g. “I had three operations, it is an overuse 
injury, pain keeps me from being active” or “When I come home, I am just too tired, exercising 
makes me only more tired”. 

Barriers about ‘disappointing results’, which refer to a non-correspondence between the 
experienced outcomes of PA with the expected outcomes of PA, yielding a deficient reward of 
effort: Barriers can be related to the expectation of not losing weight by being more PA; “Being 
physical active is not for me, I won’t lose weight anyhow” or not seeing enough progress during 
a PA program. 

Barriers related to ‘negative feelings about the new behavior’ refer to aversive emotions caused 
by performing PA. A frequent mentioned barrier was to not enjoying PA “Half an hour on a 
treadmill? I just don’t like it” or “I don’t go for a walk it is just no fun, I really don’t”. Also, aversive 

Table 2: Main categories and subcategories of barriers beliefs related to physical activity

Categories

1 Motivational factors
-excuses 
-lack of persistence

2 Lack of knowledge
-how to start
-not aware of benefits or inadequate perceptions symptoms (e.g. pain)

3 Negative outcome expectancies:
-negative outcomes of the new behavior (related to symptoms: sweat, pain, fatigue, short of breath)
-disappointing results (not feeling better after PA, not losing weight, no progress)
-negative feelings about the new behavior (not enjoying it, boring, fear, shame)

4 Social factors
-missing 
-inadequate social support

5 Investment factors
-weather (too cold, wet, warm (asthma), slippery)
-money 
-time (being too busy related to a specific moment, not able to make time, stressful situations)

6 Physical state
-overweight
-illness
-injury
-physical condition
-age

7 Psychological state
-feeling depressed 
-feeling stressed
-low self confidence

8 Physical environmental factors
-distance
-no adequate place to exercise
-equipment
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barriers to PA are often related to shame or fear e.g., “Lots of thing are holding me back from 
being active, if I go somewhere people will think what is she doing here…you know what I mean” 
or “With this body I just cannot go to a swimming pool”.  Moreover, the fear is often related to 
illnesses “I suffer from arthrosis in my knee, so I have to be very careful with everything I do” or 
related to the situation “I am afraid to go out alone at night when it’s dark”. 

Social factors
Social barriers to PA refer to a perceived deficiency in social support, or presence of social 
discouragement in performing PA. They are expressed as not having a partner to go with “I 
don’t like to go by myself, I miss the social part”, or “I think if I had a partner to go with I would 
do it”, or as a lack in social support during PA :“I expected more coaching and support during the 
training, I had to do it all by myself ”, or “Two other women in the village are also walking but they 
are just too fast I cannot keep up with them”.  

Investment factors
When the investment needed (money, time or to handle the weather) to perform PA was 
experienced as being too high, this was experienced as a barrier. Handling the weather, was 
a barrier, mentioned specifically as ‘rain’, ‘snow’ or ‘cold’. Also, participants mentioned the 
‘season’ e.g.: “When it is winter and it is slippery I don’t go out biking, I might fall and break my 
wrist”, or “When it raining cats and dogs like yesterday I don’t go out for a walk”. Also, ‘heat’ in 
relation to for instance asthma, can be a barrier. Money was mentioned as a barrier concerting 
PA or sports, frequently mentioned related to fitness e.g. “I mean the gym costs me about 50 euro 
a week, I think that’s a lot of  money’ or ‘ it [the gym] is too expensive”. Time or being too busy is a 
frequently coded barrier. Often mentioned just as “I don’t have the time” or “Being physical active 
will take a whole morning; I have to pick up my son from school”, or related to a specific moment 
“That day did not fit in my schedule I had other appointments on Wednesday”, or “December is a 
very busy month”. Time can also be related to not being able to make time “Everything has to be 
finished before I can make time for myself ”. Not having time can be related to stressful situations 
making the barriers more complex “I have to do a lot of things, being physical active would make 
it more busy, I also do a study……it is difficult these stressful periods”. 

Physical state
General health problems were often mentioned as barriers. These barriers can be related to 
overweight, injuries, a bad physical condition or to age; “I am too obese, I cannot be active with 
this body” or ”I am just too old for all that physical activity”. 

Psychological state
The costs of coping with an aversive feelings were also experienced as barriers to engage in PA, 
such as: ‘being stressed’ or ‘feeling depressed’, e.g.: “When I am too busy because of this whole 
situation in the last period and I also have to do this [activities] ppffff that’s it is just too much”, 
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or “When I feel stressed, when it is all just too complicated, than I find it [PA] just too difficult”, 
or “After my dad died, it all went wrong I gained a lot of weight, I just did not felt like doing it, I 
was tired”. 

Physical environmental factors 
The inaccessibility of facilities or counteracting conditions of the surrounding environment in 
performing PA may cause barriers. We distinguished: Distance; this barrier is often related to 
a sports facility, “We live outside the village and if you don’t really enjoy sport then the distance 
is a barrier”. Environment; the social environment itself can be a barrier to become more 
active such as “In our neighborhood we don’t have sport facilities” or “We live in a very crowded 
neighborhood”. Equipment; a concrete barrier is equipment needed for PA or sports mostly no 
equipment or missing the proper equipment “I get back pain walking with these shoes, so my 
shoes are the problem not me, I need new shoes”.  

DISCUSSION

After analyzing 24 transcripts of clients during PA counseling we eight categories of barriers 
related to PA: motivational factors, lack of knowledge, negative outcome expectations, social 
factors, investment factors, physical state, psychological state and physical environmental 
factors. 

To ‘test’ our GT we analyzed the barriers described in an earlier study of Toscos et al., (2011).  
This recent study presents a long list of PA barriers from literature and of conducted qualitative 
analyses. The overall agreement between our GT and the barriers described was high, although 
‘occupation’ and ‘get physical activity on the job’ were not classified barriers in our GT. If more 
information was available, these two barriers related to work, might be classified as ‘time’ 
or ‘motivational’ barrier.  In our GT we found the barriers knowledge, psychological state, 
physical environmental factors which were not listed in the study of Toscos et al. Especially 
knowledge or inadequate illness perceptions about symptoms seem important barriers in our 
patient population to recognize, since in counseling and in health care practice education and 
giving information are important ingredients. Psychological state also seems an important 
barrier, the strength of our study was that personal counseling sessions were conducted, in the 
conversations clients often talked about their psychological state and that for instance their 
depressive feelings were an important psychological barrier or a reason for relapse. Toscos et 
al., (2011) used an online forum in their study; this might explain why psychological state was 
not recognized as a separate barrier.  

Our GT also seems to fit the barriers presented in the studies described in the introduction22. 
The three categories of barriers, after qualitative analysis by Martinez et al. (2009)23: individual 
barriers, sociocultural barriers and environmental barriers, seem only partly overlapping with 
our GT. The sociocultural barriers i.e. the Mexican cultural norms differ and were not found 
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in our GT23. Probably every culture has specific barriers such as religious barriers or social-
cultural barriers, which counselors should take into account during counseling. 

Classifying the different categories and subcategories described in this study was sometimes 
arbitrary. Underlying constructs are sometimes overlapping e.g. suffering from an illness 
(physical state) or perceiving symptoms like being fatigued or pain related to PA (negative 
outcome expectancies). Symptoms such as pain and fatigue are often seen as physical barrier 
related to an illness. In this study, however we identified them as beliefs since the perception of 
these symptoms and the mental construction of a barrier related to these symptoms is mainly a 
psychological process.  In clinical practice, however, the main goal is not to allocate a barrier to 
the right category but more important to recognize a barrier related to PA.  

For clinicians working in counseling our GT can be useful. Discussing barriers already in 
an early stage during goal setting could prevent individuals for relapse when motivation drops. 
For instance still many clients who want to become more active choose to go to the fitness, 
while a lot of them don’t enjoy it, find it expensive or have no time to visit a fitness several times 
a week. It is well know that the majority of people who start fitness will relapse within a few 
months. Counselors exploring and discussing barriers on forehand can help clients to choose 
other goals with a higher chance of maintenance. In clinical practice, discussing barriers is 
for many counselors a new strategy, since it is not common when someone is motivated to 
become more active, to start discussing specific barriers related to this goal. This undermining 
of motivation however might have better results on the long term. Many interventions use the 
Trans Theoretical Model to investigate the process of behavior change and the motivation to 
stay active26. As described in the introduction barriers become manifest after the intervention 
when motivation drops down to default levels. Although we did not specifically investigated 
this, specific barriers could play and important role in the relapse from an active phase to a (pre)
contemplators phase. Further research is warranted to focus on this specific issue. 

Strength of the study was that we analyzed more than 36 hours of recorded material of ‘real 
life’ counseling sessions in which barriers were analyzed. In addition, the construction of a GT 
is a strength of this study. Weakness was that the scripts were anonymously so differences in 
gender of age could not be analyzed.  Another weakness was that we recorded two sessions at 
the beginning of the counseling program. Therefore we did not identify barriers perceived after 
several counseling sessions, these might have been different form the barriers at the start of 
counseling. Furthermore, in the introduction, we did not review all existing barriers on PA but 
we used some recent papers describing barriers and used an extensive one to compare our GT. 

Conclusion
In this study, a grounded theory (GT) is presented for barriers in relation to physical activity. 
The GT can be useful during counseling to explore barriers of clients who want to change and 
maintain an active lifestyle. 

CHAPTER 2



29

Acknowledgement
We would like to thank for their work on the transcripts Paula Schreuder, Anne Geleynse, Sandra 
Meijer, and Mieke Kastenberg students of the Institute of Sports studies, Hanze University of 
Applied Sciences Groningen, the Netherlands for their contribution to the study.

BARRIER RELATED TO PHYSICAL ACTIVITY

2



30

REFERENCES

1.  Dumith SC, Hallal PC, Reis RS, Kohl III HW. Worldwide prevalence of physical inactivity and its association with 
human development index in 76 countries. Prev Med. 2011;53(1-2):24-28.

2.  Kruk J. Physical activity and health. Asian Pac J Cancer Prev. 2009;10(5):721-728.
3.  Chobanian AV, Bakris GL, Black HR, et al. The seventh report of the joint national committee on prevention, 

detection, evaluation, and treatment of high blood pressure: The JNC 7 report. JAMA. 2003;289(19):2560-2571.
4.  Eyre H, Kahn R, Robertson RM, et al. Preventing cancer, cardiovascular disease, and diabetes: A common agenda for 

the american cancer society, the american diabetes association, and the american heart association*†. CA: a cancer 
journal for clinicians. 2004;54(4):190-207.

5.  Sigal RJ, Kenny GP, Wasserman DH, Castaneda-Sceppa C, White RD. Physical activity/exercise and type 2 diabetes: 
A consensus statement from the american diabetes association. Diabetes Care. 2006;29(6):1433-1438.

6.  Eakin E, Reeves M, Lawler S, et al. Telephone counseling for physical activity and diet in primary care patients. Am 
J Prev Med. 2009;36(2):142-149.

7.  Kahn EB, Ramsey LT, Brownson RC, et al. The effectiveness of interventions to increase physical activity: A systematic 
review1, 2. Am J Prev Med. 2002;22(4):73-107.

8.  van Sluijs EM, McMinn AM, Griffin SJ. Effectiveness of interventions to promote physical activity in children and 
adolescents: Systematic review of controlled trials. BMJ. 2007;335(7622):703.

9.  Greaves CJ, Sheppard KE, Abraham C, et al. Systematic review of reviews of intervention components associated 
with increased effectiveness in dietary and physical activity interventions. BMC Public Health. 2011;11:119-2458-11-
119.

10.  Vandelanotte C, De Bourdeaudhuij I, Brug J. Two-year follow-up of sequential and simultaneous interactive 
computer-tailored interventions for increasing physical activity and decreasing fat intake. Annals of Behavioral 
Medicine. 2007;33(2):213-219.

11.  Marcus BH, Williams DM, Dubbert PM, et al. Physical activity intervention studies: What we know and what we 
need to know: A scientific statement from the american heart association council on nutrition, physical activity, 
and metabolism (subcommittee on physical activity); council on cardiovascular disease in the young; and the 
interdisciplinary working group on quality of care and outcomes research. Circulation. 2006;114(24):2739-2752.

12.  Müller-Riemenschneider F, Reinhold T, Nocon M, Willich SN. Long-term effectiveness of interventions promoting 
physical activity: A systematic review. Prev Med. 2008;47(4):354-368.

13.  Ransdell LB, Detling N, Hildebrand K, Lau P. Can physical activity interventions change perceived exercise benefits 
and barriers? American Journal of Health Studies. 2004;19(4):195.

14.  Trost SG, Owen N, Bauman AE, Sallis JF, Brown W. Correlates of adults’ participation in physical activity: Review 
and update. Med Sci Sports Exerc. 2002;34(12):1996-2001.

15.  Ajzen I. The theory of planned behavior. Organ Behav Hum Decis Process. 1991;50(2):179-211.
16.  Bandura A. Social cognitive theory: An agentic perspective. Annu Rev Psychol. 2001;52(1):1-26.
17.  Sallis JF, Haskell WL, Fortmann SP, Vranizan KM, Taylor CB, Solomon DS. Predictors of adoption and maintenance 

of physical activity in a community sample. Prev Med. 1986;15(4):331-341.
18.  Toscos T, Consolvo S, McDonald DW. Barriers to physical activity: A study of self-revelation in an online community. 

J Med Syst. 2011;35(5):1225-1242.
19.  Sechrist KR, Walker SN, Pender NJ. Development and psychometric evaluation of the exercise benefits/barriers 

scale. Res Nurs Health. 1987;10(6):357-365.
20.  Booth ML, Bauman A, Owen N, Gore CJ. Physical activity preferences, preferred sources of assistance, and perceived 

barriers to increased activity among physically inactive australians. Prev Med. 1997;26(1):131-137.
21.  De Bourdeaudhuij I, Sallis J. Relative contribution of psychosocial variables to the explanation of physical activity in 

three population-based adult samples. Prev Med. 2002;34(2):279-288.
22.  Dergance JM, Calmbach WL, Dhanda R, Miles TP, Hazuda HP, Mouton CP. Barriers to and benefits of leisure time 

physical activity in the elderly: Differences across cultures. J Am Geriatr Soc. 2003;51(6):863-868.
23.  Martinez SM, Arredondo EM, Perez G, Baquero B. Individual, social, and environmental barriers to and facilitators 

of physical activity among latinas living in san diego county: Focus group results. Fam Community Health. 
2009;32(1):22-33.

24.  Blair SN, Connelly JC. How much physical activity should we do? the case for moderate amounts and intensities of 
physical activity. Res Q Exerc Sport. 1996;67(2):193-205.

25.  Creswell JW, Creswell JD. Research design: Qualitative, quantitative, and mixed methods approaches. Sage 
publications; 2017.

26.  Prochaska JO, DiClemente CC. Toward a comprehensive model of change. In: Treating addictive behaviors. Springer; 
1986:3-27.

CHAPTER 2



31

BARRIER RELATED TO PHYSICAL ACTIVITY

2



32


	Chapter 2



