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Abstract

Background:  Regular physical activity can help prevent cardiovascular disease in women. 

Understanding midlife women's exercise goals could offer insight into their motivational 

facilitators and barriers, and assist in the development of better primary prevention strategies for 

this population. 

Objectives: To investigate the relation between midlife women’s physical activity goals and 

their physical activity participation over time.

Methods: A random sample of healthy, midlife women (40-60 years of age) was selected to 

participate in a longitudinal study (n = 156). This study fit a Linear Mixed Model to the data to 

investigate the fixed effects of physical activity goals on physical activity participation, 

controlling for BMI and social support. Mediational analyses were conducted to investigate 

whether commitment and planning mediated these results. 

Results: There were significant differences between participants with distinct types of goals on 

physical activity participation over time (i.e., baseline, one-month and one-year post-baseline), 

controlling for the effects of BMI and social support. Participants with weight-loss and health-

related goals participated in significantly less physical activity than those with sense of wellbeing 

and stress reduction goals. Commitment and planning each mediated the relation between 

participant goals and their physical activity participation. 

Conclusions: These data suggest having physical activity goals that aim to decrease weight or 

benefit health may not bode well for healthy midlife women who desire to sustain physically 

active lives. Instead, healthcare providers and health-promotion specialists might better facilitate 

long-term participation among healthy women if they emphasize physical activity as a means to 

enhance their quality of life.
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Introduction and Background

Physical activity is an important behavior to prevent cardiovascular disease (CVD); the 

leading cause of death among women (Mosca et al., 2007; Thom et al., 2006). In addition, 

women over 50 constitute one of the most sedentary populations in the USA (U.S. Department of 

Health and Human Services, 1996). Targeting increased physical activity participation is not 

only important for decreasing CVD, but regular participation also prevents other major risk 

factors such as overweight/obesity and diabetes (National Heart Lung and Blood Institute, 2001). 

Facilitating sustainable physical activity among women is crucial because it can prevent other 

costly conditions that occur as women age, such as osteoporosis, cognitive decline, depression, 

breast cancer, among many others (McTiernan et al., 2003; U.S. Department of Health and 

Human Services, 1996; Weuve et al., 2004).  Unfortunately, increasing physical activity is not 

easy. Most individuals discontinue exercising within six months of initiating a program 

(Dishman, 1982, 1994). Although it is known that people in general find it difficult to 

incorporate exercise as a regular part of their lives (Dishman, 2001), the significantly lower 

exercise rate of women across ages (U.S. Department of Health and Human Services, 1996)

indicates different and more extreme barriers to regular exercise than men. In order to understand 

how to develop the most effective physical activity interventions for women, it is important to 

understand more about what motivates women to strive toward certain physical activity goals 

and not others.

Goals energize and direct behavior (Carver & Scheier, 1998; Gebhardt, 1997), and create 

the frame through which a behavior is perceived and viewed (Kuhl, 2000).  Because of that, 

women’s physical activity goals may be helpful for both diagnosing motivational potential 

(Segar, Eccles, Peck, & Richardson, 2007) and as a point of intervention for enhancing their 



physical activity motivation, behavioral regulation, and participation (Segar, Jayaratne, Hanlon, 

& Richardson, 2002).  Self-Determination Theory (SDT) posits that different types of behavioral 

regulations underlie behavior and can be differentiated by the degree to which they represent

autonomous (e.g., self-determined) versus controlled functioning. According to SDT, the 

specific reasons and goals individuals have for their behavioral pursuits will predict their efforts 

to sustain and self-regulate a behavior (Deci & Ryan, 1985). According to SDT, social contexts 

influence the type of goals and motivation one develops. SDT proposes that extrinsic goals, those 

that derive from external sources, including socio-cultural pressures and norms, would be 

experienced as more controlling and less motivating than autonomous goals originating from the 

self. Women with extrinsic physical activity goals derived from socio-cultural pressures 

associated with beauty and thinness norms should experience a type of extrinsic motivation and 

controlled behavioral regulation (e.g., introjected) (Ryan & Deci, 2000).  In support of this idea, 

previous research showed that midlife women who exercised mainly for weight-related reasons 

reported the highest extrinsic and lowest behavioral regulation compared to women who 

exercised primarily for stress reduction or sense of wellbeing (Segar et al., 2007). Interestingly, 

this study also found that midlife women who exercised mainly for health benefits also 

experienced high extrinsic and low intrinsic behavioral regulation.  

If certain physical activity goals lead to more optimal motivation and participation 

(Frederick-Recascino, 2002; Segar et al., 2007), it is also important to investigate what aspects of 

physical activity self-regulation might be inhibited when women experience extrinsic regulation 

and low intrinsic motivation. Self-regulation refers to the actions individuals take to “regulate” or 

control their behavior. Planning is an important part of self-regulation and successful goal 

striving (Rovniak, Anderson, & Winett, 2002), and commitment produces sustained goal striving 



and predicts exercise participation (Corbin, Nielson, Borsdorf, & Laurie, 1987; Deeter, 1988). 

Because women commonly report that family priorities, care giving duties, and lack of time are 

barriers to participation (Eyler et al., 2002; King et al., 2000; Stephens & Craig, 1990), planning 

to be physically active may be an essential self-regulation tool for women to be able to 

participate in physical activity. In addition, commitment to being physically active might be 

especially important for women to self-regulate their behavior and participate in physical activity 

given that they juggle multiple roles and responsibilities (Verhoef & Love, 1994; Verhoef, Love, 

& Rose, 1992). 

The primary objective of this research is to investigate the relation between midlife 

women’s physical activity goals and their physical activity participation over time. In this 

prospective study, the purpose was to replicate and extend findings from correlational data

showing that women who have weight-related, body-shape physical activity goals participate in 

less physical activity than those having non-weight-related-body-shape goals (Segar, Spruijt-

Metz, & Nolen-Hoeksema, 2006).  Because of previous findings suggesting that certain physical 

activity goals are more extrinsic and others are more autonomous and intrinsic in nature (Segar et 

al., 2007), it was hypothesized that participants with physical activity goals related to weight-

loss, weight-maintenance/toning, and health-benefits will participate in less physical activity 

over time, will be less committed and plan physical activity less than participants with goals 

related to sense of wellbeing and stress reduction. In addition, it was predicted that commitment 

and planning will mediate the relation between participants’ goals and their participation. 

Because social support is one of the most consistent correlates of physical activity among women 

(Eyler et al., 2002) we controlled for it in our analyses.  In addition, we controlled for BMI to 



prevent it from confounding the association between “weigh-related” physical activity goals and 

physical activity participation.

Methods

Sample 
Out of the sample population of female university employees, a simple random sample of 

women (40-60 yrs) was selected to participate in a mailed survey. Inclusion criteria were: being 

between 40 and 60 years old (Keyes & Ryff, 1999), working in clerical jobs, and having Internet 

access and an e-mail account. This research aims to understand optimal strategies for primary 

prevention among midlife women who work full time. Thus, we obtained a sample of women 

who worked full time, and only included those participants who did not self-report that they had 

a chronic health condition or illness.

Study Design and Procedure

This longitudinal study included a baseline data collection by mail in addition to two, 

brief on-line, follow-up surveys (e.g., one-month and one-year post baseline). We investigated if 

participants with distinct goals participated in different levels of physical activity over time by 

collecting short-term (one-month post baseline) and long-term (one-year post baseline)

prospective data. We collected these study data in the Midwest where there are great seasonal 

variations. To prevent having seasonal variation confound our prospective physical activity data, 

all data collections occurred during the same season. We collected baseline data in early Fall, 

and the second data collection was one month later during the same Fall season. The third data 

collection was conducted exactly one year from baseline. Human Resources provided the 

Principal Investigator with contact information of those randomly selected who matched study 

criteria. The potential participants received a packet of information about the study by mail.  

Study participants not returning their baseline surveys received e-mail inquiries on days 7, 14, 



and 21. After that, participants not returning their surveys were considered non-responders. All 

data were collected between September 2004 and November 2005. This study was approved by 

the University of Michigan Institutional Review Board.

Measures

Physical Activity Participation:  Physical activity participation was assessed using a 

modified version of the Godin Leisure-Time Exercise Questionnaire (GLTQ) (Godin & 

Shephard, 1985). The GLTQ was selected because it has a low response burden for participants 

and is easy to understand.  Rather than ask participants to estimate how many times they 

participate in activities "in blocks of 15-minute intervals" as stated in the GLTQ, to give us more 

detail about their participation, we asked them "how many times per week and minutes per 

session" they participate. This strategy is very similar to what is asked in the International 

Physical Activity Questionnaire (Booth, 2000). The reliability and validity of the GLTQ has 

been described in detail elsewhere (Pereira et al., 1997), nevertheless, the GLTQ is a commonly-

used, one-week recall instrument that permits calculation of the amount of physical activity each 

person participates in at high, moderate and light physical activity levels. A physical activity 

total summary score was obtained for each of the three time points by multiplying each of the 

three physical activity levels by the METs that reflected its intensity (mild/light = 3; moderate = 

5; strenuous/vigorous = 9), after which all three levels were summed together. Because the 

GLTQ scores had to be transformed into their square root in order to meet statistical 

assumptions, this paper reports the transformed scores.

Physical Activity Goals:  To measure participants’ physical activity goals, participants 

were first asked to select their three most important goals from a list of 18 reasons that was 

compiled from a comprehensive review of the literature: Stress reduction, weight maintenance, 



energy level, tone/shape body, sense of wellbeing, weight loss, social reasons, overall health 

benefits, flexibility, competition, disease prevention, family time, enjoyment, cardiovascular 

fitness, endurance/stamina, strength, fun, and other (Segar et al., 2007). Then they were asked to 

identify which of the three goals was their most important one. Cluster analysis was then used to 

identify homogeneous groupings of the hierarchically ranked goals using the Sleipner statistical 

package (version 2.1) for pattern-oriented analyses (Bergman & El-Khouri, 2002). Squared 

euclidian distance measure was used to estimate the distance between pairs of participants, and 

Ward’s method was used to assign participants with similar rankings to clusters (Aldenderfer & 

Blashfield, 1984).  A detailed discussion of the survey methods used to identify and validate the 

goal clusters has been previously described (Segar et al., 2007). Those data showed that out of 

the total number of possible goals, 99% of the participants could be classified into five goal 

clusters. The five goal clusters include: Health Benefits (n = 63, 40%); Weight Loss (n = 33, 

21%); Stress Reduction (n = 24, 15%); Sense of Wellbeing (n = 19, 12%); and Weight 

Maintenance/Toning (n = 17, 11%). Because of previously published findings (Segar et al., 

2007), Weight Loss, Weight Maintenance/Toning, and Health-Benefits goals are considered as 

representing extrinsic goals, and Stress Reduction and Sense of Wellbeing goals as reflecting 

goals that should be more autonomous and intrinsic in nature.

BMI:  BMI was calculated from the baseline survey as the ratio of study participants’ 

self-reported weight (kg) to self-reported height squared (m2) (Lean, Han, & Seidell, 1999). 

Social Support:  Social Support was measured using a Likert-type scale.  Participants 

responded to two questions about the support from family and friends. They answered from (1) 

Not at all to (7) A lot to “to what extent do family members support you being physically 

active.”  An index of Social Support was created from the mean of these two items. Inter-item 



reliability was adequate, α = 0.82.  The average score was 4.7 (SD = 1.8) and ranged from 1.0 to 

7.0. Higher scores indicate greater Social Support.

Commitment:  The Commitment scale was measured using an instrument developed to 

measure individuals’ commitment to strive toward their chosen health behavior goal (α = 0.86) 

(Maes et al., 2001). To make it more specific for this study, the health behavior was specified as 

being physical activity. This scale was obtained by taking the mean of four items (e.g., Even if it 

is difficult to be physically active, I will not give up on it). Participants responded from Disagree 

Strongly (1) to Agree Strongly (7). The Commitment scale had adequate internal consistency (α 

= 0.93), and the mean of this scale was 5.3 (SD = 1.4). Scores ranged from 1.0 to 7.0, and higher 

scores indicated greater commitment to being physically active.

Planning:  The Planning scale includes items related to planning, prioritizing, and 

making time for exercise (e.g., Exercise is generally not a high priority when I plan my 

schedule). Participants responded to a 7-point Likert-type scale, from (1) Does not describe me 

to (7) Completely describes me. Three items were selected from the Exercise Plans Scale (inter-

item reliability = 0.87) (Rovniak et al., 2002). We used only the three items above from this scale 

because of the redundancy within the 10 items. The Planning scale has an internal consistency 

that approached the original 10-item scale (α = 0.84). The mean of this scale was 3.2 (SD = 1.5). 

Scores ranged from 1.0 to 6.0. Items were reverse-coded so that higher scores indicated greater 

planning for physical activity.

Statistical Analyses

A Linear Mixed Model (LMM) was fitted to the longitudinal physical activity data to 

investigate the fixed effects of participants’ physical activity goals, BMI, and social support.  

After fitting the LMM, statistical assumptions were checked, and violations of these assumptions 



were addressed by transforming the dependent variable (Physical Activity Participation) into the 

square root of the original measure.  Pairwise comparisons were conducted to identify significant 

differences in physical activity between participants with different goals.  Because of small cell 

sizes in the analyses, the Least Significant Difference (LSD) procedure was selected.  

Standardized effect sizes (Δ) for the paired comparisons were calculated according to 

recommendations (Cohen, 1988; Kirk, 1982; Raudenbush, 1997).  Analysis of Variance 

(ANOVA)s and pairwise comparisons were conducted to investigate the mean differences 

between participants’ Physical Activity Goals in Commitment and Planning.  Standardized effect 

sizes (η2) for the paired comparisons were calculated in Statistical Analysis Software, Predictive 

Analysis, Predictive Analytics, Decision Support Systems (SPSS) (Chicago, IL; version 13.0 

released 9/14/04).  To test for the mediation of Commitment and Planning, each scale was 

individually entered into the same LMM to investigate their unique effects on the relationship 

between participants’ physical activity goals and their participation (Baron & Kenny, 1986). 

Tests of significance < 0.05 were considered statistically significant.

Results

This study had a high baseline response (71%) and notable retention rates at the two 

study follow-ups (1-month: 97%; 1-year: 87%).  See Figure 1 for more details.  The study 

participants were mostly European American and married, and had a mean age of 49.3 years old.  

See Table 1 for a summary of study demographics.  Physical Activity Participation was lowest 

among individuals with Weight Loss and Health Benefits goals and highest among individuals 

with Sense of Wellbeing and Stress Reduction goals.  Participants with Weight 

Maintenance/Toning goals reported activity levels closest to those with Stress Reduction and 

Sense of Wellbeing goals.  Participants with different types of goals differed significantly in BMI 



(p = 0.02), but not Social Support ( p = 0.90). See Table 2 for mean BMI and Social Support

data.

Relationship between participants’ Physical Activity Goals and their Participation 

Participants’ Physical Activity Goals F (4, 147.5) = 3.0, p = 0.02, BMI F (1, 146.3) = 6.4, 

p = 0.02, and Social Support F (1, 146.6) = 10.9, p = 0.001 had statistically significant main 

effects on Physical Activity Participation.  There was no effect of time on participation (p = 

0.58), or a time-by-goal cluster interaction (p = 0.40). Figure 2 shows the average Physical 

Activity Participation score for participants with each type of goal, at all three time points.  

These data show that there were significantly different levels of Physical Activity Participation 

over time by type of goal, and the participation trends of each goal type remained constant 

between groups across time.

Pairwise comparisons were conducted to identify differences on participation between 

participants with distinct physical activity goals. As predicted, participants with Weight Loss

goals reported participating in significantly less Physical Activity Participation than those with 

Sense of Wellbeing (p < 0.05, Δ = 0.61) and Stress Reduction (p < 0.01, Δ = 0.50) goals. Also, as 

predicted, participants with Health Benefits goals participated in significantly less physical 

activity than those with Sense of Wellbeing (p < 0.05, Δ = 0.37) and Stress Reduction (p < 0.01, 

Δ = 0.48) goals .  Contrary to predictions, there was a non-significant trend showing that the 

participants with Weight Maintenance/Toning goals reported greater participation than 

participants with Weight Loss (p < 0.10, Δ = 0.45) and Health Benefits (p < 0.10, Δ = 0.43) goals.  

Having a lower BMI and higher Social Support was associated with greater Physical Activity 

Participation.  See Table 3 for a summary of the paired comparisons between participants with 

distinct goals.  Standard effect sizes for paired comparisons in LMMs between 0.50 and 0.80 are 



considered large (Raudenbush, 1997).  These findings indicate robust effects on participation 

over time from having different types of physical activity goals, after taking the effects of BMI

and Social Support into account.

Mediation

Commitment and Planning each fully mediated the relationship between Participants’ 

Goals and their physical activity level (Baron & Kenny, 1986). To fulfill Precondition A, the 

predictor variable (Participant Physical Activity Goals) was related to the outcome variable 

(Physical Activity Participation).  For Precondition B, the predictor variable (Participant Physical 

Activity Goals) is related to the mediators (Commitment and Planning).  Participants’ Goals 

show statistically significant main effects on Commitment F (4, 153) = 6.7, p < 0.01 (η2 = .10) 

and Planning F (4, 154) = 4.8, p = 0.03 (η2 = .07), with medium effect sizes.(Cohen, 1988)  The 

mediator variables (Commitment and Planning) have a significant and positive relationship with 

the outcome variable (Physical Activity Participation), p < 0.001.  To meet Precondition C, 

adding Commitment and Planning, independently, to the model decreases the main effect 

between Participant Physical Activity Goals and Physical Activity Participation from p = 0.02 to 

p = 0.17, and from p = 0.02 to p = 0.10, respectively, signifying full mediation, with medium 

effect sizes (Δ = 0.22; Δ = 0.27).  In the Commitment model, Social Support is a marginally 

significant predictor (p < 0.10) and BMI is significant (p < 0.05).  In the Planning model, Social 

Support and BMI are non-significant predictors (p < 0.20).   See Table 3 for a summary of the 

paired comparisons between Participant Physical Activity Goals and both mediators.

Discussion

Women’s Physical Activity Goals Predict Participation



These data showed that participants with the most frequently endorsed goals, Weight Loss 

and Health Benefits, reported participating in the least amount of physical activity over time.  

Pursuing physical activity to lose weight may be less motivationally compelling than other types 

of physical activity goals because of the reasons why women adopt this particular physical 

activity goal (Wilson & Rodgers, 2002).  Many women may have weight-loss physical activity 

goals because they have partially internalized the cultural expectations about what women’s 

bodies should look like (e.g., thin and toned) and the normative reasons for being physically 

active (e.g., to lose weight, to be healthy) (Bagozzi & Edwards, 1998; Leventhal, Brissette, & 

Leventhal, 2003; Theberge, 1997; Williams, 2002).  It may be that weight-loss goals represent 

conforming to social pressures (Segar et al., 2007).  If so, then these goals may not promote self-

worth (Wilson & Rodgers, 2002), might have high psychological costs (Eccles & Wigfield, 

2002), and result in decreased motivational states (Deci & Ryan, 1985; Fredrickson & Roberts, 

1997).  This finding supports other research showing that exercising for an extrinsic reason such 

as weight loss or appearance is not optimal for sustaining physical activity participation 

(Ingledew, Markland, & Medley, 1998; Ryan, Frederick, Lepes, Rubio, & Sheldon, 1997). 

Previously published data showed that participants with physical activity goals related to 

obtaining health benefits exhibited among the highest introjected (e.g., controlled/extrinsic) and 

the lowest intrinsic regulation levels among the sample (Segar et al., 2007). Thus, participants 

with physical activity goals related to health benefits were more likely to feel that they should

pursue their physical activity goal rather than enjoy pursuing it, compared to participants with 

goals that are more autonomous (e.g., stress reduction or sense of wellbeing).  In accordance 

with these data and our predictions in this study, participants with goals related to achieving 

health benefits from physical activity also participated in low levels of physical activity.  While a 



physical activity goal to achieve health benefits might appear to be a more autonomous and 

intrinsically-motivated type of goal, these and other data (Segar et al., 2007) suggest the 

opposite.  Having a health-related physical activity goal may represent a woman’s attempt to 

adhere to her healthcare practitioner’s recommendation that she exercise (American College of 

Sports Medicine, 2008) or the normative cultural expectation that it is important to practice 

health behaviors such as physical activity (Theberge, 1997; Williams, Rodin, Ryan, Grolnick, & 

Deci, 1998) and may lead to feelings of pressure and a non-optimal behavioral regulation such as 

introjected regulation (Williams, 2002).  

Introjected regulation is controlling and characterized by an internal sense of pressure to 

participate and the sense that “I should” do it (Deci & Ryan, 1985). Research suggests that 

women need leisure time experiences to reflect freedom of choice, lack of constraint, enjoyment, 

and intrinsic motivation (Henderson, Bialeschki, Shaw, & Freysinger, 1996).  Given this, women 

with physical activity goals that are experienced as controlling may not select physical activity as 

a leisure time activity.  Moreover, if a health threat isn’t imminent, taking time for physical 

activity aiming to achieve health benefits might not be a priority for women who are healthy. 

This is especially important to consider given that women often sacrifice their own physical 

activity and self-care behavior to care for others (Verhoef, et al., 1992; Clark, Janz, Dodge, & 

Garrity, 1994). This idea is supported by the data showing that participants with goals related to 

achieving health benefits reported lower commitment to being physically active. However, it 

might be that once women retire and have more leisure time available, exercising for health 

reasons might become more important, especially with age. 

Participants with Weight Maintenance/Toning goals reported physical activity levels 

comparable to the participants who had autonomous goals (e.g., Sense of Wellbeing) rather than 



those with more extrinsic, controlling types of goals (e.g., Weight Loss).  These data suggest that 

being physically active in order to maintain weight has different effects than being physically 

active in order to lose weight, even after controlling for BMI.  Research on framing may help to 

explain this finding.  Although counter-intuitive, a weight-loss physical activity goal can be 

considered a gain-framed goal.  Individuals with gain-framed goals move toward a desired 

outcome, such as “losing a certain amount of weight” or “weighing what I did two years ago.”  

In contrast, loss-framed goals aim to move away from or avoid an undesired state or outcome, 

such as “avoiding gaining any weight” or “not getting fat” (Emmons, 2000).  Research on the 

framing of messages suggests that individuals respond differently to the same information if it is 

perceived as a gain or as a loss.  Prospect Theory has shown strong support for the idea that “a 

good is worth more when it is considered as something that could be lost or given up than when 

it is evaluated as a potential gain” (Kahneman, 2003).  It may be that the positive effects from 

having Weight Maintenance/Toning goals reflect a strong desire to not lose the privileges that 

accompany being a normal weight, and avoid the discrimination that overweight and obese 

individuals face (Burgard & Lyons, 1994; Darlin, 2006; Grover, Keel, & Mitchell, 2003). 

In addition, research shows that physical activity participation is not very effective for 

losing weight (Bagozzi & Edwards, 2000; Blair, 1993; Hill, 2005). In contrast, physical activity 

is known to be an effective strategy for weight maintenance (Fogelholm & Kukkonen-Harjula, 

2000; Hill, 2005). Thus, midlife women with weight-loss goals might discontinue exercising if 

they don’t have evidence that that they are attaining their goal (Carver, 1996). Women who are 

exercising in order to maintain their weight would see that they are achieving their goal and stay

motivated to continue exercising. Data from recent research on outcomes expectations and 

women’s exercise adherence supports this interpretation (Wilcox, Castro, & King, 2006). This 



study found that women who attained their outcomes expectations for exercising, or their 

reasons/goals for doing it, were more likely to adhere to physical activity over time than women 

who did not attain their desired exercise goals.

Mediators of Participation: Commitment and Planning

These data suggest that participants with Weight Loss goals, and to a lesser extent Health 

Benefits goals, are less inclined to overcome their daily challenges to being physically active, and 

plan physical activity less than those with Sense of Wellbeing, Stress Reduction and Weight 

Maintenance/Toning goals.  Both Commitment and Planning mediated the relation between the 

Participants’ Physical Activity Goals and their Physical Activity Participation.  Given the 

complexity of women’s roles and responsibilities and that they report greater barriers and less 

leisure time than men (Marcus & Forsyth, 1998; Verhoef et al., 1992), physical activity goals 

that are associated with greater commitment and planning should be more likely to help women 

sustain their participation.

There is some evidence that changing women’s physical activity goal content facilitates 

increased physical activity participation. The Fitting in Fitness for Life! intervention (FIF) was 

developed to facilitate a shift in perceptions about and goals for physical activity among midlife 

women (Segar et al., 2002). This theoretically-derived program (Bandura, 1982; Fredrickson & 

Roberts, 1997; Freire, 1970; Ryan & Deci, 2000) addresses the sociocultural pressures and 

expectations as they relate to physical activity participation among women.  Participants are 

encouraged to identify personally-meaningful physical activity goals and to identify pleasure-

based physical activities. Contrary to most physical activity intervention follow-up data 

(Baranowski, Anderson, & Carmack, 1998), follow-up data showed that FIF participants 



increased their physical activity participation from baseline to follow-up (6 weeks), which was 

maintained 10-months post-program (Segar et al., 2002). 

Health At Every Size (HAES) is another intervention that posits the importance of 

divorcing physical activity participation and eating from weight-loss motives (Association for 

Size Diversity and Health, 2007). A recent study compared the HAES intervention with a diet 

program on anthropometry, metabolic fitness, energy expenditure, eating behavior and 

psychology (Bacon, Stern, Van Loan, & Keim, 2005). Although the diet group had lost weight 

and showed improvements at one year, they regained their weight and lost most of their 

improvements at year two. In contrast, the HAES participants maintained their weight the whole 

time (no cycling as the diet group demonstrated), improved in all outcome variables, and 

sustained their improvements at year two. The HAES and FIF interventions offer support for the 

idea that women can change their motives for adopting healthy lifestyles, and that this can 

facilitate increased physical activity participation in ways that are sustainable.

We contend that for sustainable behavior changes to occur, it is important to help women 

shift their physical activity goals away from the culturally mandated goals to “lose weight and be 

thin” or “exercise as medicine” to goals that are more individually meaningful, more intrinsically 

based, and immediately experienced (e.g., enhanced sense of wellbeing).  Moreover, facilitating 

the adoption of intrinsic exercise motives might even benefit weight loss in the long run. Among 

midlife women who participated in a weight reduction program, the strongest predictor for long-

term weight loss was increased intrinsic motivation for exercise (Teixeira et al., 2006). Given 

these data, the importance of achieving one’s outcome expectations (Wilcox, Dowda, & Griffin, 

2006), and the apparent negative motivational effects from having weight loss exercise goals, 

interventionists and healthcare practitioners might better facilitate increased physical activity 



participation among overweight women, or those who perceive themselves as overweight, by 

encouraging them to change their exercise goal from weight loss to weight maintenance

(Gaesser, 2004; Polivy & Herman, 1992; Polivy & Herman, 2000). This is especially important 

because being physically active improves health and well-being regardless of weight (Blair, 

1994; Gaesser, 2004).

Limitations

The use of self-reported physical activity data is an important limitation of this study 

(Durante & Ainsworth, 1996).  Despite this, research has shown that self-reported activity levels 

have a low response burden, are frequently reported in the literature, and have predictive validity 

(Brownson, Jones, Pratt, Blanton, & Health, 2000; Karoly et al., 2005; Segar et al., 2002). Self-

reported weight is another limitation. If under reporting of weight did occur, however, there is no 

reason to expect that it would not be equally distributed across women with different types of 

goals. It is important to note that these findings are relevant for primary prevention and only to 

midlife women without chronic health problems or conditions.  These findings need to be 

replicated with a larger sample, and cannot be generalized outside of this sample of healthy, 

mostly European American, midlife, women who work full time. 

Study Strengths

Collecting prospective physical activity data over a 12-month period and targeting a 

specific life stage are important study strengths. In addition, the benefit of having used a person-

centered strategy such as cluster analysis is that the findings can be translated into 

recommendations for specific subgroups and thus improve external validity (Eccles, 2005; 

Magnusson, 2003), something that has been lacking in the field of behavioral medicine (Glasgow 

et al., 2006). In addition, physical activity goals are common and concrete. They may be optimal 



to both diagnose motivational potential or deficiency and for targeting motivational/behavioral 

interventions to women (Segar et al., 2002). It is important to keep in mind, however, that 

women of different ages and ethnicities may value distinct types of physical activity goals.

Conclusions

These study findings suggest that the way a woman has been socialized to think about 

being physically active, especially “why” she would do it, influences how much she participates 

in physical activity.  These data and other research (Segar et al., 2007) support the notion that 

distinct physical activity goals may have different psychological meaning for women, and as a 

result, differentially impact their motivation, commitment, planning and participation.  

Specifically, having physical activity goals that aim to decrease weight or benefit health may not 

bode well for healthy midlife women who desire to sustain physically active lives.  Although 

counter-intuitive, these robust findings suggest that emphasizing weight-loss and health-related 

reasons and goals for exercising might undermine efforts to increase physical activity 

participation among healthy midlife women.  This in turn might limit the effectiveness of 

physical activity interventions to prevent chronic diseases such as diabetes and cardiovascular 

disease. Because behavior can be better understood by identifying the goals to which that 

behavior is attached (Carver & Scheier, 2000), healthcare providers, social marketers, and health

promotion specialists may be more likely to facilitate long-term participation among midlife 

women by inquiring about the type of physical activity goal they have (Segar et al., 2002), and 

endorsing that they use physical activity as a means to maintain weight, reduce stress and 

improve their sense of wellbeing.  This research supports our contention that gender norms and 

cultural pressures need to be taken into account in order to more deeply understand women’s 

complex barriers to participation and to optimally facilitate increased physical activity 



participation. (Brittle & Bird, 2007; Jacobs Institute of Women's Health, 1998; Marcus & 

Forsyth, 1998; Segar et al., 2002).
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