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Abstract
Sports participation contributes to maintaining health and wellbeing in old age, hence a dee-
per understanding of its various determinants is necessary. Previous research has primarily
focused on either the effects of individual resources or age-specific attitudes to sports par-
ticipation. However, a deeper understanding of the inter-relationships between these vari-
ables is required to develop effective policies to promote sports participation in ageing
societies. To address the hypothesised inter-relationships, we consider both individual
resources as well as age-specific attitudes and behaviours in order to integrate them simul-
taneously in our analysis. Furthermore, the analysis will be differentiated according to the
three social status groups. The sample contains 1,560 retired persons, aged 65 years and
older, based on the fifth wave (2014) of the German Ageing Survey. Multiple Poisson regres-
sion models were estimated to test our hypotheses. After adjusting for demographic vari-
ables, greater individual resources are associated with more regular sports participation.
The findings also reveal that positive age perception and healthy behaviours are related to
sports participation. Slight mediation effects between the different variables can be observed.
Furthermore, the effect structures vary across different social status groups. The findings
show that both individual resources and age-specific behaviours and attitudes are independ-
ent determinants of sports participation in older age. Our results confirm slight inter-rela-
tionships between socio-economic resources and age-specific attitudes.
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Introduction
Given that most Western countries are experiencing increases in the proportions of
older people as share of total population (demographic ageing),1 alongside the
physical and health issues that accompany ageing, the maintenance of health, well-
being and autonomy in older age is of considerable socio-political relevance.
Furthermore, physical inactivity represents a global public health problem, which

© Cambridge University Press 2019. This is an Open Access article, distributed under the terms of the Creative Commons
Attribution-NonCommercial-NoDerivatives licence (http://creativecommons.org/licenses/by-nc-nd/4.0/), which permits
non-commercial re-use, distribution, and reproduction in any medium, provided the original work is unaltered and is
properly cited. The written permission of Cambridge University Press must be obtained for commercial re-use or in
order to create a derivative work.

Ageing & Society (2021), 41, 746–772
doi:10.1017/S0144686X19001260

https://doi.org/10.1017/S0144686X19001260 Published online by Cambridge University Press

https://orcid.org/0000-0003-3065-9829
mailto:eric.fass@ruhr-uni-bochum.de
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1017/S0144686X19001260


can also lead to economic burdens in ageing societies (World Health Organization
(WHO), 2010; Ding et al., 2016). Accordingly, alongside other kinds of physical
activities, regular participation in sport seems to be a particularly important factor
for maintaining health over the lifecourse (Daskalopoulou et al., 2017). Especially
in older age, sports participation can be beneficial in maintaining (self-rated)
health, physical functioning and mobility, thereby contributing to autonomous
and healthy ageing and a high quality of life (Conde-Sala et al., 2017; Gayman
et al., 2017; Marques et al., 2018). The positive effects of regular sports activities
can be shown in different health-related dimensions, such as a reduced risk of mor-
tality (Wanner et al., 2014; Willey et al., 2015) and cardiovascular diseases (Cheng
et al., 2013; Emerson and Gay, 2017), and delayed decline in cognitive functioning
(Wollesen and Voelcker-Rehage, 2013; Loprinzi et al., 2018) and (mental) well-
being (Molinari et al., 2015; Wicker and Frick, 2015; Jeckel and Sudeck, 2018).

Even though older people can benefit from sports participation, the number of
older people in Germany who meet the guidelines for physical activity recom-
mended by the WHO is insufficient (Robert Koch-Institut, 2015). According to
their share of the total population, older people are under-represented in terms
of sports activity (Eurostat, 2018) and so this population group does not benefit
to its proportionate extent from the health-related effects of sports activities.
Social inequalities are also significant, as older people with lower social status are
particularly exposed to health-specific risks. In order to prevent such risks, diverse
preventive actions and initiatives are developed by health policy to promote health
through encouraging older people to participate in daily sports or physical activ-
ities. Such preventive concepts or programmes should seek to provide the condi-
tions that enhance older people’s opportunities to participate in sport, which in
turn may increase the proportion of active older people in ageing societies.
Effective-designed incentive schemes require a clear understanding of these factors
and the ways in which they can determine the sports participation of older adults.

In previous research on sports participation, the effects of socio-economic factors
(which are more objective measurements) and subjective measurements (such as age
perception or age pictures) are often analysed separately (see the systematic review
by Jenkin et al., 2017). Several studies have indicated that people with superior edu-
cational attainment and/or higher incomes are more likely to participate in sport
(Breuer et al., 2010). Furthermore, this social gradient in sport and health behaviour
can also be found regarding health. Given that the impacts of these different per-
spectives are varied, it can be assumed that explanations based solely on the unequal
distribution of individual resources are limited in their reach. Not only the existence
of objectively measurable resources but different ways of using and transforming
these resources may prove decisive for the sports participation of older people.
Yet, given that a simultaneous analysis of individual resources, health behaviour
and age-specific attitudes is empirically currently absent, the underlying relation-
ships regarding older people’s sports participation remain unclear. Therefore, vari-
ability in living situations (daily life) and health- and age-related orientation (along
with corresponding behavioural patterns) are not adequately addressed, even though
they might significantly determine the everyday physical activities of the older
adults. Moreover, the question of the status-specific determination of sports-related
everyday practices is of considerable health and socio-political relevance. Therefore,
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it is important to analyse these mechanisms in relation to the sports participation of
older people in a more differentiated manner.

To bridge these gaps, this paper addresses the objective and subjective determi-
nants of sports participation in older age and attempts to consider and combine
them simultaneously, based on an integrative model. This enables the potential
inter-relationships between sports participation, individual resources and character-
istics, and age-specific behaviours and attitudes to be observed. Therefore, the fol-
lowing research questions were derived:

(1) Is the effect of individual resources on sports participation in older age
mediated by health behaviour and age-specific attitudes?

(2) Do the effect structures vary between different social status groups?

Theoretical framework
In order to tackle the research questions, a model was developed to account for and
bring together the individual mechanisms that affect sports activities in older age:
(a) differences between the resources available to individuals; and (b) age-specific
health behaviours and attitudes as mechanisms of mediation.

According to newer theories of social inequality (see Bourdieu, 1984, 1986), the
availability of resources increases alternatives of action (dispositional flexibility) and
preferences regarding the individual use expected. Resources comprise economic,
cultural and social capital, which can be mutually transformed into one another
(Bourdieu, 1986), as well as health capital, which is particularly important in old
age (Grossman, 1972). All of these forms of capital are important for sports activ-
ities (Pampel et al., 2010; Studer et al., 2011; Eime et al., 2015; Hoebel et al., 2017;
Jenkin et al., 2017). Regarding sports participation in older age, every resource has
its individual limitations and is linked to specific incentive structures.

Economic capital (Bourdieu, 1986) is crucial when used for the provision of
sport-promoting activities, such as sports equipment or fees for memberships
(e.g. sports clubs, fitness studios). The economic capital that is used for other
(leisure-time) activities and investment objects, such as travelling or financial sup-
port for other family members, can thus be deemed a decisive restriction.
Furthermore, the availability of economic resources determines the place of resi-
dence of an individual, meaning that people with higher incomes enjoy greater
opportunities to choose the place/region where they live. Especially in older age,
when mobility can be limited, this factor is crucial for likelihood to participate
in sports activities, as one may be forced to live in an area with infrastructural
restrictions and a relatively low amount of opportunities to participate in sport
and physical activities (Moschny et al., 2011).

Besides the influence of economic capital, Bourdieu (1986) discusses the import-
ance of cultural capital, which can be converted into economic capital. Educational
attainment2 is positively related to embodied cultural capital, which includes
knowledge about the individual health benefits of sports activities as well as a pref-
erence for sports participation as a useful vehicle for health promotion. Relatedly,
with increasing knowledge about the positive effects of sports participation for
health, the likelihood that individual resources will be directly invested in sports
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activities (health literacy) increases. It can be assumed that these resources deter-
mine the options available to participate in sport.

Furthermore, social capital is important when explaining sports participation.
Social capital has direct and indirect effects on sports participation in general.
On the one hand, with a larger number of social contacts, the alternatives available
to act in the field of sports activities increase (Coleman, 1988). On the other hand,
with an increase in ‘specific’ relations, access to information increases (Granovetter,
1973; Lin, 2001), which is strategically significant for sports activities, such as
knowledge regarding current activity-related offerings for older people and access
to professional actors of sports promotion in older age. Given that age is associated
with a reduction in locally effective social relations (e.g. loss of social relations in the
workplace, death of a spouse or friends), in the long term older adults are disadvan-
taged regarding access to sport and related opportunity structures and informa-
tion.3 The extent to which this may be compensated by multiplex social relations
is contingent on the value of sport within these social relations. Indeed, an indivi-
dual’s health behaviour may be influenced by the sports-related behaviour of his or
her social relations (social contagion), as sports participation can increase social
recognition by others. However, it can also work in the opposite direction where
sport is perceived as inappropriate within the social group.

Regarding health/body capital, sports participation requires a certain level of
physical constitution, but physical capacity decreases in older age (Heinemann,
1995; Robert Koch-Institut, 2015). According to the concept of health capital
(Grossman, 1972), the initial individual stock of health capital decreases when get-
ting old. Therefore, the age factor has an indicative function regarding individual
health capital. The latter, therefore, represents a key restriction to the extent to
which one can participate in sports. Inversely, individual health capital represents
an important starting point for expected sports-related benefits.4 Through appro-
priate investments in sports activities, the reduction of individual health capital
(decreasing physical ability) may be compensated or delayed.

According to the resource-based approach, differences (inequalities) regarding the
level of sports participation seems plausible, but with limitations. Extending the simple
resource–investment model, it is assumed that the (variable) use of available resources
for sports activities is also significant. This implies that not only the availability of
resources, but also their (variable) transformation in dependency to a particular
health-related lifestylemay determine differences in older people’s sports participation.

On the one hand, these inter-relationships may depend on the extent to which
healthy ageing is prioritised. This means that attitudes regarding the importance of
health and its proactive promotion determines the likelihood that economic capital
will be invested to support measures such as healthy nutrition, preventive measures
(e.g. health checks), and sports and other physical activities. On the other hand,
evaluation of individual investments in sports activities might be relevant in
terms of individual health promotion. Therefore, to what extent do older adults
consider investments in sport or other kinds of physical activity an important strat-
egy for their health and fitness? Nevertheless, it should be noted that older people
are a heterogeneous population group and not all of them consider sport an effect-
ive medium for health and wellbeing, with some preferring relaxation (Dionigi and
Gard, 2018).
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In addition to health-specific behaviour, age-specific attitudes should also be
considered, as shown in specific age pictures. Age pictures can be understood as
ageing-related opinions and beliefs that also suggest certain behavioural tendencies
(Wurm et al., 2013). With the structural change of age (Robert-Koch Institut,
2009), altered norms and pictures of proactive ageing have been established.
Therefore, older people interpret age as an independent phase of life, increasingly
actively shaped by physical activities and sport (Thiel et al., 2008). Therefore, sports
activities may be established in different ways in the everyday lives of older people,
owing to variability in assessments and attitudes of health and age perception. It
can consequently be assumed that the effects of economic, social and health
resources on the sports participation of the older adults will decrease when health-
specific attitudes and age pictures are controlled.

In addition, it is essential to consider the fact that status affiliation is likely to
have an impact on individual behaviour and attitudes. Physical capital or body
experiences are determined by status-specific dispositions and habits as well as
socio-cultural values (Bourdieu, 1978), and therefore, it can be assumed that
health-related attitudes and activities of the older adults vary across different social
status groups. Such specific differences in health-related attitudes and behaviour
are empirically illustrated by the fact that people with lower socio-economic status
tend to have more health-risky lifestyles (Gunasekara et al., 2011; Shaw et al.,
2014). Therefore, the question arises of whether there exists status-related inter-
relationships of individual resources and health-promoting activities, such as sports
activities in older age, an issue that has received little attention. Consequently, the
extent to which such attitudes vary across different social status groups should be
examined. If variations are small, it might be inferred that health-promoting activ-
ities are rather homogeneous (status crystallisation; see Lenski, 1966).

Method
Data sample

For our analysis, cross-sectional data from the fifth wave of the German Ageing
Survey (released in 2014) were used. The German Ageing Survey is representative
of the older German population and captures the life situation of people aged 40–
85. The questions asked cover (amongst other issues) health and health-related atti-
tudes, behaviour, family and social networks, and economic situation.

For our analysis, a sub-sample was used containing only persons aged 65 years
and over. Therefore, all persons included in the sample were no longer employed
and could be assigned to old age (Martin and Kliegel, 2010; Destatis – Statistisches
Bundesamt, 2017). Furthermore, to attain consistent results, only cases with informa-
tion for each variable in the regression models were included (N = 1,560).

Measurement

The dependent variable sports participation was captured by the question ‘How
often do you practise sport and exercise, for example hiking, playing football, gym-
nastics or swimming?’ The possible response categories were 1 = ‘daily’, 2 = ‘several
times per week’, 3 = ‘once per week’, 4 = ‘once to three times per month’,
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5 = ‘infrequently’ and 6 = ‘never’ (Deutsches Zentrum für Altersfragen, 2015). The
categories were recoded (1 = ‘never’ to 6 = ‘daily’).

Socio-demographic characteristics were represented by the variables gender
(0 = ‘male’, 1 = ‘female’), age (in years) and marital status (0 = ‘with partner’,
1 = ‘single’, 2 = ‘widowed’).

Socio-economic resources were represented by the variables education (0 = ‘low’,
1 = ‘middle’, 2 = ‘high’)5 and incomepoverty (0 = ‘no’, 1 = ‘yes’)6 (economic and cultural
capital). Social capital was represented by the frequencyofmeeting a solid groupof peo-
ple (meet solid group of people, 1 = ‘daily to several times perweek’, 2 = ‘several times per
week to one to three times per month’, 3 = ‘infrequently/never’) and the existence of
persons who could be asked for advice ( persons for advice, 0 = ‘yes’, 1 = ‘no’). Health
capital was captured by self-rated health (1 = ‘very good’, 2 = ‘good’, 3 = ‘middle’,
4 = ‘bad’, 5 = ‘very bad’) and chronic diseases (0 = ‘no’, 1 = ‘yes, one’, 2 = ‘yes, several’).

The variable social status group categorised persons into three groups (0 = ‘low
social status’, 1 = ‘middle social status’, 2 = ‘upper social status’) according to
their actual or latest job position and the actual or latest job position of their
spouse7 (Mayer and Wagner, 1999; Kohli et al., 2000). Originally the variable con-
sisted of five categories (1 = ‘underclass’, 2 = ‘lower-middle class’, 3 = ‘middle-
middle class’, 4 = ‘elevated-middle class’, 5 = ‘upper-middle class’) (Deutsches
Zentrum für Altersfragen, 2016a), but due to the small number of cases and poten-
tial problems regarding the analysis, the five categories were merged into the three
aforementioned categories. Health-related behaviour was represented by health
motivation (0 = ‘I do nothing’, 5 = ‘I do a lot for it’) and participating in health
check-ups (0 = ‘no’, 1 = ‘yes’) (Deutsches Zentrum für Altersfragen, 2015).

Age perception was represented by three scales (sum scores). The first scale repre-
sented the individual’s attitude regarding physical aspects in old age (age perception
physical). For the development of the scale, three variables were used to query
(among others) level of agreement with statements such as ‘Age: not so strong
anymore’ and ‘Age: less able to compensate for physical losses’ (Deutsches Zentrum
für Altersfragen, 2016b).8 A higher value here stated rejection of these statements.
The scale was checked for reliability (Cronbach’s α = 0.74). By capturing approval of
four statements such as ‘Ageing: continue to realise many ideas’ and ‘Ageing: expand
my skills’, the second scale represented the attitudes of the older adults regarding their
individual skills (age perception skills) (Deutsches Zentrum für Altersfragen, 2016a).
The variable was recoded, with a higher value stating agreement with these
statements. The scale was checked for standardised polarity and reliability
(Cronbach’s α = 0.71).9 The third scale represented a more future-related attitude
regarding age by capturing approval of statements such as ‘I look to the future with
confidence’ or ‘For every problem I can find a solution’ ( future-related age perception)
(Deutsches Zentrum für Altersfragen, 2016a).10 A higher value represented approval of
the statements. The scale was checked for standardised polarity and reliability
(Cronbach’s α = 0.76).

Analysis

Due to scaling and absence of a normal distribution, a multiple Poisson regression
was applied (Coxe et al., 2009; Kabacoff, 2015). Poisson regression is part of the

Ageing & Society 751

https://doi.org/10.1017/S0144686X19001260 Published online by Cambridge University Press

https://doi.org/10.1017/S0144686X19001260


family of generalised linear models, where the transformation of the predicted out-
come is feasible, meaning that the predicted values of a dependent variable can be
in a different metric than the observed values (Coxe et al., 2009).

In contrast to ordinary least squares (OLS) regression, Poisson regression uses
the maximum likelihood estimator, akin to logistic regression. When ln(μ̂) = b0 +
b1X1 + b2X2 +… + bpXp, our main model to explore the different effects of individ-
ual resources, health behaviour and age perception on sports participation in older
age could be depicted as: ln(sports participation) = b0 + b1(gender) + b2(age) + b3-
(marital status) + b4(education)+ b5(income poverty) + b6(meet solid group of
people) + b7(persons for advice) + b8(self-rated health) + b9(chronic diseases) + b10-
(health motivation) + b11(health check-up) + b12(age perception physical) + b13(age
perception skills) + b14(future-related age perception) + ϵ.

First, sample characteristics differentiated according to sports participation are
shown (Table 1). According to the scale level of the particular variables, frequencies
(with percentage) and mean values (with standard deviation (SD)) are presented.
Appropriate significance tests were conducted for all group-specific differences.
According to the hypothesised varying effect structures regarding the different
social status groups, sample characteristics are also stratified (Table 2). For the
observation of the influences of predictive variables and their inter-relationships
regarding sports participation in older age, the different variable groups are
included stepwise in the analysis (Table 3). In Model 1 (socio-demographic charac-
teristics), the effects of gender, age and marital status on sports participation are
shown. Thereafter, socio-economic resources (education, income poverty), social cap-
ital (meet solid group of people, persons for advice) and health capital (self-rated
health, chronic diseases), which are all deemed individual resources, are included.
The variable groups health behaviour (health motivation, health check-up) and
age perception (age perception physical, age perception skills, future-related age
perception) were also included, focusing on behavioural and attitudinal aspects.

In order to explore differences regarding the inter-relationships between socio-
economic (individual) resources and age-related attitudes and behaviours on sports
participation, three different regression models within the different social status
groups were estimated (Table 4). Socio-economic resources were excluded here
because assignment to a specific social status group was based on the latest job pos-
ition, which correlates with the variables of education and income poverty, hence
including these variables within the models may lead to multicollinearity and,
therefore, biased results.

When using Poisson regression (and also logistic regression), the issue of over-
dispersion can occur, which means ‘the observed variance of the response variable
is larger than would be predicted by the Poisson regression’ (Kabacoff, 2015: 315).
If the ratio of the residual deviance to the residual degrees of freedom is much
larger than 1, over-dispersion can exist (Kabacoff, 2015). All regression models
were tested on over-dispersion and the ratio ranged from 0.79 to 1.14, hence it
can be assumed that over-dispersion was not a problem in our models. As
indicators for the goodness of fit of the regression models, the pseudo-R2

(Nagelkerke) – representing the ‘proportional reduction in deviance due to the
inclusion of the predictors’ (Coxe et al., 2009: 126) – and the deviance
goodness-of-fit test were applied. Furthermore, the regression models were tested
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Table 1. Sample characteristics stratified for sports participation

Sports participation

p11. Never 2. Infrequent
3. Once to three times

per month
4. Once per

week
5. Several times

per week 6. Daily Total

N 514 148 96 265 378 159

Gender (N, %): <0.01

0. Male 287 (0.33) 104 (0.12) 62 (0.07) 112 (0.13) 224 (0.26) 82 (0.09) 871 (0.56)

1. Female 227 (0.33) 44 (0.06) 34 (0.05) 153 (0.23) 154 (0.23) 77 (0.11) 689 (0.44)

Age (M; SD) 74.22 (5.45) 72.83 (5.02) 72.34 (4.28) 72.30 (4.89) 71.59 (4.72) 73.13 (5.34) 72.90 (5.17) <0.01

Marital status (N, %): <0.01

0. With partner 331 (0.30) 115 (0.10) 75 (0.07) 182 (0.17) 293 (0.27) 107 (0.10) 1,103 (0.71)

1. Single 63 (0.33) 15 (0.08) 8 (0.04) 35 (0.19) 42 (0.22) 26 (0.14) 189 (0.12)

2. Widowed 120 (0.45) 18 (0.07) 13 (0.05) 48 (0.18) 43 (0.16) 26 (0.10) 268 (0.17)

Education (N, %): <0.01

0. Low 79 (0.56) 12 (0.09) 4 (0.03) 19 (0.14) 16 (0.11) 10 (0.07) 140 (0.09)

1. Middle 301 (0.40) 77 (0.10) 52 (0.07) 108 (0.14) 160 (0.21) 64 (0.08) 762 (0.49)

2. High 134 (0.20) 59 (0.09) 40 (0.06) 138 (0.21) 202 (0.31) 85 (0.13) 658 (0.42)

Income poverty (N, %): <0.01

0. No 446 (0.31) 129 (0.09) 90 (0.06) 249 (0.17) 362 (0.25) 152 (0.11) 1,428 (0.92)

1. Yes 68 (0.52) 19 (0.14) 6 (0.05) 16 (0.12) 16 (0.12) 7 (0.05) 132 (0.09)

(Continued )
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Table 1. (Continued.)

Sports participation

p11. Never 2. Infrequent
3. Once to three times

per month
4. Once per

week
5. Several times

per week 6. Daily Total

Social status group (N, %): <0.01

0. Low 172 (0.54) 25 (0.08) 22 (0.07) 38 (0.12) 45 (0.14) 19 (0.06) 322 (0.21)

1. Middle 283 (0.31) 99 (0.11) 55 (0.06) 159 (0.17) 229 (0.25) 93 (0.10) 918 (0.59)

2. Upper 59 (0.18) 24 (0.08) 19 (0.06) 68 (0.21) 104 (0.32) 47 (0.15) 321 (0.21)

Meet solid group of people
(N, %):

<0.01

1. Daily to several times
per week

29 (0.21) 9 (0.07) 4 (0.03) 26 (0.19) 55 (0.40) 14 (0.10) 137 (0.09)

2. Once per week to 1–3
times per month

201 (0.25) 76 (0.10) 53 (0.07) 164 (0.21) 215 (0.27) 81 (0.10) 790 (0.51)

3. Infrequent/never 284 (0.45) 63 (0.10) 39 (0.06) 75 (0.12) 108 (0.17) 64 (0.10) 633 (0.41)

Persons for advice (N, %): <0.01

0. Yes 440 (0.31) 136 (0.10) 88 (0.06) 247 (0.17) 363 (0.26) 148 (0.10) 1,422 (0.91)

1. No 74 (0.53) 12 (0.09) 8 (0.06) 18 (0.13) 15 (0.11) 11 (0.08) 138 (0.09)

Self-rated health (N, %): <0.01

1. Very good 14 (0.14) 2 (0.02) 4 (0.04) 15 (0.16) 46 (0.48) 16 (0.17) 97 (0.06)

2. Good 172 (0.25) 60 (0.09) 59 (0.09) 130 (0.19) 187 (0.27) 77 (0.11) 685 (0.44)

3. Middle 229 (0.38) 71 (0.12) 31 (0.05) 89 (0.15) 130 (0.22) 47 (0.08) 597 (0.38)

4. Bad 82 (0.51) 15 (0.09) 2 (0.01) 31 (0.19) 15 (0.09) 16 (0.10) 161 (0.10)

5. Very bad 17 (0.85) 0 (0.00) 0 (0.00) 0 (0.00) 0 (0.00) 3 (0.15) 20 (0.01)
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Chronic diseases (N, %): <0.01

0. No 155 (0.27) 57 (0.10) 41 (0.07) 97 (0.17) 170 (0.29) 58 (0.10) 578 (0.37)

1. Yes, one 201 (0.34) 56 (0.10) 39 (0.07) 98 (0.17) 134 (0.23) 56 (0.10) 584 (0.37)

2. Yes, several 158 (0.40) 35 (0.09) 16 (0.04) 70 (0.18) 74 (0.19) 45 (0.11) 398 (0.26)

Health motivation (M; SD) 3.96 (1.21) 4.01 (1.10) 4.10 (0.93) 4.03 (1.03) 4.29 (0.87) 4.43 (0.85) 4.12 (1.05) <0.01

Health check-up (N, %): <0.01

0. No 203 (0.41) 61 (0.12) 25 (0.05) 81 (0.16) 86 (0.17) 45 (0.09) 501 (0.32)

1. Yes 311 (0.29) 87 (0.08) 71 (0.07) 184 (0.17) 292 (0.28) 114 (0.11) 1,059 (0.68)

Age perception physical
(M; SD)

2.02 (0.55) 2.16 (0.52) 2.16 (0.49) 2.21 (0.57) 2.34 (0.55) 2.25 (0.60) 2.17 (0.41) <0.01

Age perception skills (M; SD) 2.64 (0.62) 2.89 (0.55) 2.95 (0.51) 2.84 (0.56) 3.01 (0.51) 2.95 (0.52) 2.84 (0.44) <0.01

Future-related age
perception (M; SD)

3.02 (0.48) 3.10 (0.47) 3.18 (0.35) 3.04 (0.45) 3.17 (0.38) 3.14 (0.41) 3.09 (0.44) <0.01

Notes: N = 1,560. M =mean. SD: standard deviation. 1. χ2-test/Kruskal–Wallis test.
Source: German Ageing Survey, 2014.
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Table 2. Sample characteristics stratified for social status groups

Social status group

p10. Low 1. Middle 2. Upper Total

N 321 918 321

Sport participation (N, %): <0.01

1. Never 172 (0.54) 283 (0.31) 59 (0.18) 514 (0.33)

2. Infrequent 25 (0.08) 99 (0.11) 24 (0.08) 148 (0.10)

3. Once to three times per month 22 (0.07) 55 (0.06) 19 (0.06) 96 (0.06)

4. Once per week 38 (0.12) 159 (0.17) 68 (0.21) 265 (0.17)

5. Several times per week 45 (0.14) 229 (0.25) 104 (0.32) 378 (0.24)

6. Daily 19 (0.06) 93 (0.10) 47 (0.15) 159 (0.10)

Gender (N, %): 0.12

0. Male 166 (0.52) 517 (0.56) 188 (0.59) 871 (0.56)

1. Female 155 (0.48) 401 (0.44) 133 (0.41) 689 (0.44)

Age (M; SD) 73.38 (5.28) 72.86 (5.14) 72.53 (5.10) 72.89 (5.17) 0.08

Marital status (N, %): <0.01

0. With partner 207 (0.65) 656 (0.72) 240 (0.75) 1,103 (0.71)

1. Single 48 (0.15) 98 (0.11) 43 (0.13) 189 (0.12)

2. Widowed 66 (0.21) 164 (0.18) 38 (0.12) 268 (0.17)
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Education (N, %): <0.01

0. Low 64 (0.20) 67 (0.07) 9 (0.03) 140 (0.09)

1. Middle 214 (0.67) 461 (0.50) 87 (0.27) 762 (0.49)

2. High 43 (0.13) 390 (0.43) 225 (0.70) 658 (0.42)

Income poverty (N, %): <0.01

0. No 264 (0.82) 856 (0.93) 308 (0.96) 1,428 (0.92)

1. Yes 57 (0.18) 62 (0.07) 13 (0.04) 132 (0.09)

Meet solid group of people (N, %): <0.01

1. Daily to several times per week 28 (0.09) 82 (0.09) 27 (0.08) 137 (0.09)

2. Once per week to 1–3 times per month 126 (0.39) 487 (0.53) 177 (0.55) 790 (0.51)

3. Infrequent/never 167 (0.52) 349 (0.38) 117 (0.36) 633 (0.41)

Persons for advice (N, %): <0.05

0. Yes 280 (0.87) 841 (0.92) 301 (0.94) 1,422 (0.91)

1. No 41 (0.13) 77 (0.08) 20 (0.06) 138 (0.09)

Self-rated health (N, %): <0.01

1. Very good 8 (0.03) 50 (0.05) 39 (0.12) 97 (0.06)

2. Good 115 (0.36) 421 (0.46) 149 (0.46) 685 (0.44)

3. Middle 150 (0.47) 343 (0.37) 104 (0.32) 597 (0.38)

4. Bad 43 (0.13) 92 (0.10) 26 (0.08) 161 (0.10)

5. Very bad 5 (0.02) 12 (0.01) 3 (0.01) 20 (0.01)

Chronic diseases (N, %): 0.12

0. No 114 (0.36) 333 (0.36) 131 (0.41) 578 (0.37)

1. Yes, one 111 (0.35) 363 (0.40) 110 (0.34) 584 (0.37)

2. Yes, several 96 (0.30) 222 (0.24) 80 (0.25) 498 (0.26)
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Table 2. (Continued.)

Social status group

p10. Low 1. Middle 2. Upper Total

Health motivation (M; SD) 4.20 (1.10) 4.12 (1.05) 4.02 (1.04) 4.12 (1.06) <0.01

Health check-up (N, %): 0.07

0. No 114 (0.36) 274 (0.30) 113 (0.35) 501 (0.32)

1. Yes 207 (0.65) 644 (0.70) 208 (0.65) 1,059 (0.68)

Age perception physical (M; SD) 2.09 (0.58) 2.18 (0.56) 2.23 (0.56) 2.17 (0.57) <0.05

Age perception skills (M; SD) 2.68 (0.62) 2.85 (0.55) 2.97 (0.58) 2.84 (0.44) <0.01

Future-related age perception (M; SD) 3.02 (0.48) 3.08 (0.43) 3.17 (0.42) 3.09 (0.44) <0.01

Notes: N = 1,560. M =mean. SD: standard deviation. 1. χ2-test/Kruskal–Wallis test.
Source: German Ageing Survey, 2014.
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Table 3. Poisson regression: determinants of sports participation in older age (between-model (stepwise))

Model 1:
Socio-demographic

characteristics

Model 2:
Socio-economic

resources
Model 3:

Social capital
Model 4:

Health capital

Model 5:
Health

behaviour
Model 6:

Age perception

Intercept 2.35*** (0.21) 1.87*** (0.23) 1.86*** (0.23) 1.96*** (0.23) 1.54*** (0.24) 0.86** (0.30)

Gender

0. Male Ref. Ref. Ref. Ref. Ref. Ref.

1. Female 0.06* (0.03) 0.13*** (0.03) 0.11*** (0.03) 0.11*** (0.03) 0.09** (0.03) 0.09** (0.03)

Age −0.02*** (0.00) −0.01*** (0.00) −0.01*** (0.00) −0.01** (0.00) −0.01*** (0.00) −0.01** (0.00)

Marital status:

0. With partner Ref. Ref. Ref. Ref. Ref. Ref.

1. Single −0.01 (0.04) 0.02 (0.04) 0.03 (0.04) 0.03 (0.04) 0.05 (0.04) 0.05 (0.04)

2. Widowed −0.12* (0.04) −0.07 (0.04) −0.07 (0.04) −0.06 (0.04) −0.04 (0.04) −0.04 (0.04)

Education:

0. Low Ref. Ref. Ref. Ref. Ref.

1. Middle 0.17** (0.06) 0.18** (0.06) 0.16** (0.06) 0.15* (0.06) 0.14* (0.06)

2. High 0.41*** (0.06) 0.40*** (0.06) 0.37*** (0.06) 0.38*** (0.06) 0.36*** (0.06)

Income poverty:

0. No Ref. Ref. Ref. Ref. Ref.

1. Yes −0.26*** (0.06) −0.24*** (0.06) −0.20** (0.06) −0.19** (0.06) −0.18** (0.06)
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Table 3. (Continued.)

Model 1:
Socio-demographic

characteristics

Model 2:
Socio-economic

resources

Model 3:
Social capital

Model 4:
Health capital

Model 5:
Health

behaviour

Model 6:
Age perception

Meet solid group of people:

1. Daily to several times per week Ref. Ref. Ref. Ref.

2. Once per week to 1–3 times per month −0.09* (0.05) −0.09 (0.05) −0.09 (0.05) −0.08 (0.05)

3. Infrequent/never −0.26*** (0.05) −0.24*** (0.05) −0.22*** (0.05) −0.21*** (0.05)

Persons for advice:

0. Yes Ref. Ref. Ref. Ref.

1. No −0.21*** (0.06) −0.19*** (0.06) −0.19** (0.06) −0.17** (0.06)

Self-rated health:

1. Very good Ref. Ref. Ref.

2. Good −0.18*** (0.05) −0.15** (0.05) −0.13* (0.05)

3. Middle −0.30*** (0.06) −0.28*** (0.06) −0.23*** (0.06)

4. Bad −0.38*** (0.07) −0.36*** (0.07) −0.28*** (0.08)

5. Very bad −0.63*** (0.18) −0.63*** (0.18) −0.54** (0.18)

Chronic diseases:

0. No Ref. Ref. Ref.

1. Yes, one −0.01 (0.03) −0.03 (0.03) −0.02 (0.03)

2. Yes, several 0.01 (0.04) 0.00 (0.04) 0.01 (0.04)

Health motivation 0.10*** (0.01) 0.10*** (0.01)

760
E
Faß

and
T
Schlesinger

https://doi.org/10.1017/S0144686X19001260 Published online by Cam
bridge U

niversity Press

https://doi.org/10.1017/S0144686X19001260


Health check-up:

0. No Ref. Ref.

1. Yes 0.12*** (0.03) 0.12* (0.03)

Age perception physical 0.08** (0.03)

Age perception skills 0.10** (0.03)

Future-related age perception −0.13** (0.04)

N 1,560 1,560 1,560 1,560 1,560 1,560

Nagelkerke-R2 0.049 0.153 0.203 0.240 0.287 0.304

Deviance goodness
of fit ( p)

0.00 0.04 0.21 0.48 0.85 0.92

Notes: B-coefficients (standard errors in parentheses). Ref.: reference category.
Source: German Ageing Survey, 2014.
Significance levels: * p < 0.05, ** p < 0.01, *** p < 0.001.
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Table 4. Multiple Poisson regression: determinants of sports participation in older age (within-models)

Model 1:
0. Low social

status

Model 2:
1. Middle social

status

Model 3:
2. Upper social

status

Intercept 1.50* (0.70) 1.37*** (0.36) 2.21*** (0.55)

Gender:

0. Male Ref. Ref. Ref.

1. Female 0.04 (0.08) 0.03 (0.04) 0.00 (0.06)

Age −0.01 (0.01) −0.01 (0.00) −0.02** (0.01)

Marital status:

0. With partner Ref. Ref. Ref.

1. Single −0.04 (0.11) 0.05 (0.06) 0.05 (0.08)

2. Widowed −0.06 (0.10) −0.08 (0.05) −0.01 (0.10)

Meet solid group of people:

1. Daily to several times
per week

Ref. Ref. Ref.

2. Once per week to 1–3
times per month

−0.07 (0.12) −0.10 (0.06) −0.08 (0.10)

3. Infrequent/never −0.26* (0.13) −0.23*** (0.07) −0.16 (0.11)

Persons for advice:

0. Yes Ref. Ref. Ref.

1. No −0.11 (0.13) −0.15* (0.08) −0.17 (0.13)

Self-rated health:

1. Very good Ref. Ref. Ref.

2. Good 0.02 (0.21) −0.08 (0.08) −0.19* (0.09)

3. Middle −0.10 (0.22) −0.21* (0.08) −0.18 (0.10)

4. Bad −0.22 (0.25) −0.23* (0.10) −0.36* (0.16)

5. Very bad −0.86 (0.52) −0.36 (0.21) −1.45* (0.60)

Chronic diseases:

0. No Ref. Ref. Ref.

1. Yes, one −0.11 (0.09) −0.03 (0.04) 0.05 (0.07)

2. Yes, several −0.02 (0.10) 0.01 (0.05) 0.06 (0.09)

Health motivation 0.16*** (0.04) 0.07*** (0.02) 0.10*** (0.03)

Health check-up:

0. No Ref. Ref. Ref.

1. Yes 0.19* (0.08) 0.15*** (0.04) 0.07 (0.06)

Age perception physical 0.08 (0.17) 0.08* (0.04) 0.02 (0.06)

Age perception skills 0.22** (0.09) 0.07 (0.04) 0.09 (0.07)

(Continued )

762 E Faß and T Schlesinger

https://doi.org/10.1017/S0144686X19001260 Published online by Cambridge University Press

https://doi.org/10.1017/S0144686X19001260


for multicollinearity (variance inflation factor). For analyses, Microsoft R Open
3.5.0 (RStudio 1.1.463) with the packages ‘foreign’, ‘texreg’, ‘Hmisc’, ‘car’, ‘haven’,
‘gmodels’, ‘sjstats’, ‘plm’ and ‘qcc’ was used.11

Results
Descriptive findings

In Table 1, the sample characteristics stratified for sports participation are pre-
sented. Sixty-five per cent of the sample are male, with a mean age of 73
(SD = 5.17); moreover, 71 per cent of the sample are married and living in a part-
nership. Ninety-one per cent of the sample claim to have a middle or high level of
education and only 9 per cent are affected by income poverty. The largest part of
the sample (59%) can be assigned to the middle social status. Fifty-one per cent
meet a solid group of people between once per week and three times per month,
and 91 per cent claim to have a person for advice. Most of the participating per-
sons declare good health (44%) and 26 per cent claim to have several chronic dis-
eases. Health motivation is relatively high (mean = 4.12, SD = 1.05) and 68 per cent
participate in health check-ups. Age perception physical has a mean of 2.17
(SD = 0.41), age perception skills 2.84 (SD = 0.44) and future-related age perception
3.09 (SD = 0.44). In the male and female groups, 33 per cent do not participate in
sport, overwhelmingly the oldest people in the sample (mean = 74.22, SD = 5.45).
Furthermore, within the widowed group most people claim not to participate in
sports (45%). The highest proportion of non-participation in sports can be
found in the low-education group (56%), and this also applies to those in income
poverty (52%) and of low social status (54%). Among the group of people who
claim to meet a solid group infrequently or never (45%), as well as those with no
person for advice (53%), most never participate in sports. The same applies to
the group of people with bad (51%) or very bad (85%) self-rated health and people
who declare themselves as having several chronic diseases (40%). People with the
lowest mean health motivation (mean = 3.96, SD = 1.21) do not participate in
sports; the same applies to the group of people who claim not to participate in
health check-ups (41%). Finally, the group of people who do not participate

Table 4. (Continued.)

Model 1:
0. Low social

status

Model 2:
1. Middle social

status

Model 3:
2. Upper social

status

Future-related age perception −0.38*** (0.09) −0.07 (0.05) −0.06 (0.09)

N 321 918 321

Nagelkerke-R2 0.349 0.197 0.263

Deviance goodness of fit
( p value)

0.57 0.35 1.00

Notes: B-coefficients (standard errors in parentheses). Ref.: reference category.
Source: German Ageing Survey, 2014.
Significance levels: * p < 0.05, ** p < 0.01, *** p < 0.001.
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in sports also display the lowest mean values in age perception physical (mean =
2.02, SD = 0.55), age perception skills (mean = 2.64, SD = 0.62) and future-related
age perception (mean = 3.02, SD = 0.48).

In Table 2, differences within the different social status groups are shown. In
comparison to the other status groups, the proportion of people who never partici-
pate in sports is highest in the lowest social status group (54%). The proportion of
widowed people is also higher in the lowest status group. Furthermore, differences
regarding social capital can be identified. In the lowest social status group, the per-
centage of people who meet a solid group of people only infrequently or never is
highest (52%), and this is also true of the percentage of people with no person
for advice (13%). When comparing health motivation across the social status
groups, a higher value can be found for the lowest status group (mean = 4.20,
SD = 1.10) and the lowest value is in the highest status group (mean = 4.02,
SD = 1.04). The lowest values of age perception physical (mean = 2.09, SD = 0.58),
age perception skills (mean = 2.68, SD = 0.62) and future-related age perception
(mean = 3.02, SD = 0.48) can be found in the lowest social status group.

Multiple analysis findings

In Table 3, the results of the multiple Poisson regression are presented, applied in
order to predict sports participation in older age. In Model 1 a positive effect of
being female (b = 0.06, p < 0.05) and a negative effect of age (b =−0.02, p < 0.05)
on sports participation is evident. Being widowed is also negatively associated
with sports participation (b =−0.12, p < 0.05). When including the socio-economic
variables education and income poverty in Model 2, a positive effect of education
(category high: b = 0.41, p < 0.05) and a negative effect of income poverty
(b =−0.26, p < 0.05) can be seen. After including socio-economic resources, the
effects of gender and age remain significant, but the effect of marital status loses
its significance. In Model 3 (social capital), meeting a solid group of people only
infrequently or never (b =−0.26, p < 0.05) and not having a person for advice
(b =−0.21, p < 0.05) are negatively associated with sports participation.
Therefore, a positive effect of social relations on sports participation can be con-
firmed. A slight decrease in the effect of the socio-demographic and economic vari-
ables is found (partial mediation). In Model 4, an effect of self-rated health is
found. Inferior self-rated health is negatively associated with sports participation
(very bad: b =−0.63, p < 0.05), but no effect of chronic diseases can be identified.
Furthermore, a slight decrease in the effects of the previously included variables
is found. Positive health motivation (b = 0.10, p < 0.05) and participating in regular
health check-ups (b = 0.12, p < 0.05) are positively associated with sports participa-
tion. Despite the effect of education, further slight decreases in the effects of the
other variables can be noted. Age perception physical (b = 0.08, p < 0.05) and age
perception skills (b = 0.10, p < 0.05) are positively associated with sports participa-
tion. However, future-related age perception (b =−0.13, p < 0.05) is negatively asso-
ciated. It can be stated that although the inclusion of variables representing health
behaviour and age perception result in minor decreases in the effects of the socio-
economic resources, these effects are still significant (partial mediation). It becomes
clear that both socio-economic variables and the subjective measurements of health
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behaviour and age-specific attitudes have strong and statistically significant effects.
There are only slight changes in the effects of the socio-economic variables com-
pared to the previous models after including the subjective measurements. Thus,
it becomes apparent that individual resources and attitude-related variables do
not share covariance and each affect sports participation separately. Furthermore,
the block-wise inclusion of variables also clarifies the increase in the model’s fit.
Having included all variable groups, 30.4 per cent of the variance in sports partici-
pation can be explained by the applied model.

To clarify the extent to which the effects of the applied model explaining sports
participation in older age vary within the three social status groups, separate models
were estimated. The central result of these models is that the significant predictors
do not point in different directions; however, the influencing power of individual
resources and attitude-related variables differ within the status group-specific
models.

First, no effect of gender is found, but age is negatively associated with sports
participation in Model 3 (upper social status). In none of the three different models
is any effect of marital status identified. No effect of social capital on sports partici-
pation can be found in the model of the upper social status. In Model 1 (low social
status), no effect of self-rated health is found. The variable chronic diseases does not
affect sports participation in any of the three models. Health behaviour affects
sports participation all three models, except for the variable health check-up in
Model 3. Only for the category ‘middle social status’ (Model 2) is an effect of
the variable age perception physical found. Age perception skills and future-related
age perception are only significant determinants of sports participation in the low
social status group (Model 1).

Finally, differences regarding the model’s fit can be stated. Due to the higher
pseudo-R2 in Model 1 (0.349), it can be assumed that the applied model fits and
describes sports participation in older age more effectively for people belonging
to the lowest of the three social status groups, as greater variance in the variable
sports participation can be explained. It can be concluded that for the lowest social
status group (and contrary to the other social status groups) health behaviour and
age perception, in particular, are more significant in influencing sports participa-
tion in older age. Due to the higher standard errors in Model 1, it can be assumed
that the lowest social status group is characterised by a higher variance. Thus, the
differences suggest that older people with lower social status exhibit greater diversity
in terms of their health behaviour and age perception, which accompanies
increased effectiveness in sports participation. On the other hand, among older
people with higher social status, health-related behaviour and age perception are
at a superior level and more similar. Therefore, the differences regarding the
explanation of sports participation are less relevant.

Discussion
This paper has sought to explain sports participation in older age, while integrating
both traditional factors of social inequality (individual resources) and more subject-
ive factors such as health behaviour and age-specific perceptions, in order to
develop a broader picture of the inter-relationships and potential mediations
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between the variables. Research with a similar approach within this context remains
rather scarce, but a deeper understanding of the inter-relationships between these
variables as well as potential differences in effect structures regarding the different
social status groups is required in order to develop more effective policies to pro-
mote sports participation in ageing societies.

Merely using individual resources or other vertical and horizontal factors of
social inequalities is insufficient to explain sports participation in older age,
which can be traced back to, among others, the process of individualisation and
corresponding developments (Beck, 1994). The aim of our study was to analyse
the potential inter-relationships between individual resources and the age-specific
behaviours and attitudes that affect sports participation in older age. Given that
sociological research on social inequalities has also confirmed the effect of affili-
ation to a specific social status group on behaviour and attitudes (social class men-
tality) (Lenski, 1966; Bourdieu, 1984), differences in the effect structures within
different social status groups were analysed.

In line with previous research, our findings highlight a positive relationship
between individual resources and sports participation, which means that people
with (for instance) greater educational attainment or a superior stock of health cap-
ital are more likely to participate in sports (social gradient). Regarding health cap-
ital, a positive effect of self-rated health (but not objective health) can be seen. This
may be explained by findings from other studies that show, on the one hand, a
growing discrepancy between subjective and objective health in older age, but on
the other hand, the fact that in old age, self-rated health may prove more important
in predicting mortality and wellbeing (Idler and Benyamini, 1997; Szybalska et al.,
2018). The positive effect of health behaviour on sports participation can be traced
back to the specific motivations of the older adults to participate in sports and
physical activities. Given that the health-promoting effect of sport represents a
key motivation for sports participation in older age (Lehnert et al., 2012), it is likely
that people who already have a healthy lifestyle (including regular health check-
ups) participate more regularly in sport because they are more aware of its health
benefits. Regarding the positive effect of age perception (physical and skills) on
sports participation, it is likely that the optimistic older adults seek to maintain
their health and their mobility, and are aware of the importance of sport and phys-
ical activities (or active ageing in general) for the maintenance of mobility, auton-
omy and wellbeing. The negative relationship between future-related age perception
and sports participation can be traced back to the fact that especially those people
who currently have a negative attitude towards age and their future want to alter
their present situation (or health and health behaviour) by increasing their partici-
pation in sports activities (as a kind of compensation strategy), in order to ensure a
healthier future for themselves. Given that there is only a slight mediation effect in
individual resources (having included variables depicting health- and age-specific
behaviour and attitudes) and the different variable groups remain significant,
only slight inter-relationships can be confirmed. Therefore, it can be concluded
that individual resources, health behaviour and age-specific attitudes are independ-
ent determinants of sports participation in older age. This is of considerable rele-
vance for the development of future prevention programmes to promote sports
activities in older age, because it is not only necessary to improve socio-economic
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conditions (e.g. income, investment in education, and so forth) and improve oppor-
tunity structures (e.g. more offers and opportunities to participate in sport, infra-
structural conditions) in order to enable older people to participate in sport (Del
Castillo et al., 2010). Indeed, behavioural or attitudinal changes are also important
and should be addressed by health-promoting policies in a more specific manner.
Preventive actions could be developed, assisting in providing information about the
importance of sports activities for health, so that older people become more aware
of the potential health risks of inactivity. Such increased awareness can affect
intentions to amend health-related behaviours12 (Arnautovska et al., 2018).
Furthermore, efforts should be made to create (socio-cultural) general conditions
that enable older people to change their inactive behaviour and/or maintain their
sports activities. Given that people are influenced by behaviour in their social sur-
roundings (social contagion), age-specific meetings could be organised where both
inactive as well as active older people can share their experiences regarding the rela-
tive benefits of health-promoting behaviour over other age-specific daily activities.
A further important aspect regarding the development of preventive programmes,
even though it was not part of our analysis, is older adults’ (individual) experiences
of participating in current or past sports programmes (Griffin, 2017); meaning that,
how a person has perceived participation in sports programmes, e.g. regarding the
structure/organisation and accessibility, as well as social aspects of those sports
courses, is crucial (Phoenix and Bell, 2019). A further important point that
could help to increase participation rates in older age is to focus on possible joy
and pleasure from these programmes, rather than sports or physical activity as a
medium for longevity and healthy ageing (Phoenix and Orr, 2014). Here it should
also be noted that lived experiences as well as individual body experiences can also
be shaped by status-specific dispositions and socio-cultural values (Bourdieu, 1978;
Tulle and Dorrer, 2012).

Furthermore, discussion is necessary regarding the extent to which health- and
age-specific attitudes are decoupled from status-specific influences. According to
this study’s findings, there is no clear response in one direction or the other.
Health- and age-specific attitudes are significant for sports participation in the
lower social status group. Additionally, more variability within this status group
can be assumed. On the other hand, less variability is found in the other two social
status groups, implying greater homogeneity in terms of health- and age-specific atti-
tudes within these status groups. This suggests that health- and age-specific attitudes
continue to indicate status-specific differences. Bourdieu’s (1978) work on physical
capital supports this argumentation since he pointed out that, aside from individual
decisions, physical capital or body experiences are also shaped by status-specific dis-
positions and habits, as well as socio-cultural values, which could explain the influ-
ence of behavioural variables in our models. Therefore, status-specific and
socio-cultural characteristics should be considered when designing sports pro-
grammes for older adults, especially regarding physicality and movement.

Given that age perception skills and future-related age perception are only signifi-
cant determinants of sports participation in the lowest social status group, health
policies focusing on age-specific attitudes in order to change health-specific beha-
viours such as sports activities should especially address older people belonging to
the lowest social status group. This leads to the assumption that in the lowest social
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status group, age-specific attitudes in particular ought to be addressed by health
policies focusing on the promotion of sports participation in older age. Physical
capital (specific body-related and socio-cultural valued attributes, e.g. not looking
too old, being in good shape, etc.) is more likely to be represented in the upper
social status group and has a distinguishing character (Bourdieu, 1978). This
could help to explain why age perception is significant in the lowest social status
group, since physical capital could be used to overcome one’s own social back-
ground (maybe in older age, there is a greater need for distinction in the lowest
social status group); or conversely reflected, since the motivation of participating
in sports differs regarding different social status groups (over the lifecourse) (e.g.
‘body for others’ and more health-oriented in upper social status group;
Bourdieu, 1978: 834), one may argue that the older adults in upper social status
groups do not need to distinguish themselves anymore and specific age perceptions
are not crucial for participating in sports for this group. Furthermore, the individ-
ual experiences of one’s own body as well as specific perceptions of ageing may vary
regarding the different social status groups and individual dispositions (Bourdieu,
1978; Tulle and Dorrer, 2012). Since age perception is least positive in the lower
social status group (see Table 2), it can be assumed that the association of ageing
with a decline of physical abilities is more represented in the lowest social status
group (that means positive body experiences could be less represented) which
may explain the significant effect of age perception in the lowest social status
group. However, it should also be considered that there are people in the lowest
social status group who already possess these attitudes. Therefore, health-
promoting actions and programmes should be designed more differentially in
order to prove more attractive and effective as well as to increase compliance within
the target group.

In comparison to other studies, our simultaneous consideration of the two per-
spectives – individual resources and age- and health-related attitudes – in the
model of sports participation of older people helps improve the explained variance
of the estimated regression models. Nevertheless, it is also important to indicate
some limitations when interpreting the findings. (a) Sports participation is based
on the self-assessment of the older adults and should therefore be interpreted
with caution. Furthermore, it is not possible to distinguish the kind of sport in
which the older people surveyed participate, yet such information is important in
identifying motivation since choosing a specific kind of sport is also determined
by the affiliation to a specific social status group (Bourdieu, 1978). (b) According
to an inter-temporal perspective, health- and age-specific attitudes (continuation,
maintaining or resuming certain activities or investments of available resources)
simultaneously represent reactions to previous experiences and adjustments to
potential (failed) developments. Thus, further explanatory potential can be seen
in the fact that corresponding adaptation and compensation strategies are taken
in the sense of inter-temporal allocation decisions. However, analysis of such
dynamic cause–effect relationships across the lifecycle requires longitudinal data.
(c) Furthermore, consideration of both the individual aspects of older people as
well as their corresponding contextual conditions (infrastructural restrictions,
access to public transport, housing conditions, and so on) should help explain
older people’s sports participation, necessitating multi-level analysis. (d) Finally,
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limitations exist when distinguishing by social status group. Assignment here
was based on the actual or latest job position of the individual or his or her spouse
(Deutsches Zentrum für Altersfragen, 2016b). Given that there are different
approaches and concepts regarding social stratification and division into social
status groups, it could be argued that there are better or more differentiated
approaches than those used in the German Ageing Survey (American
Psychological Association, 2019).

Conclusion
In spite of the above limitations of this study, the findings emphasise the import-
ance of considering both individuals’ socio-economic resources and their health
behaviours and age-specific attitudes in order to design (preventive) health policy
programmes in older age. In addition, the study has explored the inter-relationships
between individual resources, health behaviour and age-specific attitudes in a more
differentiated manner than true of previous research. The findings reveal that
individual resources as well as health behaviour and age-specific attitudes are inde-
pendent determinants of sports participation in older age, as only slight inter-
relationships exist. Given the existence of social inequalities regarding health and
health behaviour, policies that focus on both socio-economic conditions (which
enable older people to participate in sport) and age-specific attitudes (especially
for those belonging to the lowest social status group) are required.

Notes
1 In 2017, 21.4 per cent of the German population was 65 years or older. This indicates an increase of
36.6 per cent over the last 20 years (Destatis – Statistisches Bundesamt, 2018).
2 Regarding the measurement of educational attainment, institutionalised cultural capital is empirically
covered here.
3 Nevertheless, it should be noted that some older people may prefer solitude and therefore do not perceive
a reduction in social contacts problematic.
4 Therefore, health, wellbeing and fitness are the dominant motives for sports participation in older age
(Lehnert et al., 2012; Jenkin et al., 2017).
5 The classification is based on the International Standard Classification of Education scale (Deutsches
Zentrum für Altersfragen, 2016b).
6 This states whether the equivalence income is below the threshold of relative income poverty (60% of the
median of the equivalence income of the total population) (Deutsches Zentrum für Altersfragen, 2016b).
7 Since our sub-sample contains only retired older adults, this variable categorises older adults into three
groups according to their latest job position and the actual or latest job position of their spouse.
8 Response categories: 1 = ‘strongly agree’ to 4 = ‘strongly disagree’.
9 Response categories: 1 = ‘strongly disagree’ to 4 = ‘strongly agree’.
10 Response categories: 1 = ‘strongly disagree’ to 4 = ‘strongly agree’.
11 Details of statistical methods, such as R code, can be provided by the corresponding author.
12 This refers to behavioural change theories such as the ‘health belief model’, ‘transtheoretical model of
behaviour change’ and the ‘health action process approach’.
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