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Background 
Movement-based therapy 2is a substantial component of the medical rehabilitation provided by the 
German Pension Insurance (DRV). Across all indication areas, movement-based therapy services 
account for the largest share of all services provided as part of medical rehabilitation (Brüggemann et 
al. 2018). One central objective of movement-based therapy is to promote physical activity based on 
the development of individual competencies for initiating and maintaining a physically active lifestyle 
(Deutsche Rentenversicherung 2014).  

Promoting physical activity as a goal of medical rehabilitation presents both a promise and a challenge. 
The promise presented by promoting physical activity lies in the sustained benefits provided by the 
comprehensive health-promoting effects of regular physical activity, which have been proven for a 
large number of non-communicable diseases (Pedersen and Saltin 2015; Dibben et al. 2024). However, 
physically inactive lifestyles are widespread, especially among people with non-communicable 
diseases (Brawner et al. 2016; Barker et al. 2019; Sudeck et al. 2021; Marks-Vieveen et al. 2024), 
highlighting the importance of physical activity promotion. The challenge lies in the demanding task of 
promoting the physical activity behaviour of rehabilitation patients in a sustainable manner..  

Measures to promote physical activity in movement-based therapy, as with rehabilitation as a whole, 
are based on a biopsychosocial understanding of health and sickness – an understanding which also 
provides the basis for the functional health model and the International Classification of Functioning, 
Disability and Health (ICF) of the World Health Organization (WHO) (WHO 2001). This holistic, 
biopsychosocial approach makes it possible to include the many personal and environmental factors 
that influence physical activity behavior. This framework allows for movement-related attitudes, 
beliefs and knowledge as well as social and structural environments surrounding the home to be taken 
into account alongside the physical conditions of the rehabilitants.  

Building on this, competence-oriented intervention approaches in movement-based therapy aim to 
enable rehabilitants to develop and maintain a physically active lifestyle, develop and maintain a 
physically active lifestyle, strengthen health resources and cope better with their disease (Deutsche 
Rentenversicherung 2014). Structured as such, movement-based therapy is characterized by a 
systematic combination of training and practicing, learning and experiencing (Pfeifer and Sudeck 
2020). Movement-based therapy that promotes physical activity means learning and advising, 
motivating and discussing, practicing and training, supporting and planning, playing and laughing, 
experiencing and reflecting. Similar biopsychosocially-oriented concepts are increasingly being 
discussed and demanded in healthcare around the world, sought after to provide sustainable access 
to the effects of movement-based therapy and the positive health effects of physical activity (Dean 
2009; Dean et al. 2011; Elvén et al. 2015; McGrane et al. 2015; Lein et al. 2017; Rethorn et al. 2022).
  

Aims of the Practical Recommendations  

These practical recommendations for promoting physical activity are intended to help improve the 
planning, implementation and quality assurance of movement-based therapies (Geidl et al. 2022). 
They aim to support rehabilitation teams and movement-based therapists in the design, 
implementation and evaluation of physical-activity-promoting movement-based therapy. This applies 
especially to the following core processes and elements (Werle et al. 2006): individual assessment; 

 
2 Movement-based therapists and the therapies they provide are often described using various terms. In this 
document, we include physical therapy, physiotherapy, exercise therapy, and sport therapy under the umbrella of 
movement-based therapy. A detailed rationale can be found in Matting et al. 2025. 
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formulation of therapy goals; selection of content, methods and media; therapy implementation and 
therapy monitoring. 

Cross-Indication Orientation 
Promoting physical activity is an important overarching rehabilitation goal. All rehabilitants should be 
supported in being physically active on a regular and long-term basis according to their needs and 
abilities. The practical recommendations therefore relate to all indication areas of medical 
rehabilitation and are therefore formulated across all indications. They address central and cross-
indication relevant problems of rehabilitants (e.g. reduced fitness, movement-related insecurity and 
fears or avoidance beliefs, low motivation, etc.) and enable the targeted use of suitable therapy 
elements. 

Development of the Practical Recommendations 
The practical recommendations were developed in a multi-stage process based on methodologies for 
systematic guideline development. In addition to taking current scientific evidence into account, the 
inclusion of the expertise of actors intimately involved in rehabilitation practices as well as the 
perspectives of rehabilitants greatly influenced the recommendations. 

Two systematic literature reviews on the concepts (Jung et al. 2023, Matting et al. 2025) and the effect 
(Jung et al. 2024) of physical-activity-promoting movement-based therapies as well as the optimization 
potential of movement-based therapies in medical rehabilitation identified in a previous project (Geidl 
et al. 2022) served as a starting point. A draft version of the practical recommendations developed on 
this basis was discussed and further developed in two expert workshops together with a total of 26 
practical and academic rehabilitation experts. Feedback from three focus groups with a total of 21 
rehabilitants was also incorporated into the development process. In a subsequent online survey 
process and a third online meeting with academic and practical actors, the practical recommendations 
were agreed upon and converted into a consultation version with background texts. Finally, the 
practical recommendations and background texts were made available to the leading movement-
based therapists and chief physicians of all (approx. 1200) specialist departments of medical 
rehabilitation for adults for evaluation and comment in a nationwide consultation process. Based on 
subsequent feedback, further adjustments were made, and a final consensus was reached in the 
conclusive expert workshop. 

Structure of the Practical Recommendations  
The practical recommendations are divided into three sections (see Figure 1). 

- Part A contains overarching recommendations on the importance of promoting physical 
activity and the competence-oriented focus of movement-based therapies within medical 
rehabilitation (recommendations A1 to A4). 

- Part B addresses basic methodological and didactic orientations and operational principles 
(recommendations B1 to B2). 

- Part C addresses specific content-related and methodological implications for central 
therapeutic processes, such as assessment, therapy goals, therapy implementation and the 
monitoring of physical-activity-promoting movement-based therapies (recommendations C1 
to C9).  

Each of the practical recommendations is accompanied by an explanatory background text. These 
background texts contain in-depth information and, particularly in Part C, examples of how to promote 
the individual skills of rehabilitants in the context of movement-based therapeutic practice.  
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Figure 1: Content structure of the practical recommendations for promoting physical activity 
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Glossary 
Term Description 
Affective attitudes Emotional reactions or feelings towards a certain behavior, e.g. 

enjoyment of exercise or aversion to physical activity. 
Affective-emotional Refers to feelings and emotions that influence an action or 

decision. 
Physical-activity-related 
health competence (PAHCO) 

Interplay of cognitive and motor skills and abilities that are 
necessary to be able to carry out health-enhancing physical 
activities, as well as the associated motivational, volitional and 
social readiness and abilities to successfully and critically embed 
health-enhancing physical and sporting activity in a variety of 
everyday situations. 

Movement competence Motor skills and abilities, including body and movement 
perception and sensorimotor control necessary for coping with 
the motor requirements of health-enhancing physical activity. 
People with a high level of movement competence are able to 
perform a variety of health-enhancing physical and sporting 
activities 

Effect knowledge Knowledge about the effects and benefits of physical activity on 
health and well-being. 

External motivation Motivation that is determined by external factors such as 
rewards, pressure or social recognition. 

Action knowledge Practical knowledge on how to implement a certain (physical 
activity) behavior in everyday life. 

Identified motivation Form of motivation in which a behavior is recognized as 
personally important and is therefore carried out. 

International Classification of 
Functioning, Disability and 
Health (ICF) 

WHO classification system for describing health and health-
related conditions. 

Internal motivation Motivation that arises from one's own interest or pleasure in the 
action itself. 

Cognitive-rational attitudes Attitudes towards a behavior based on considerations and 
evaluations (e.g. “exercise is healthy”). 

Physical activity3 Any movement generated by skeletal muscles that leads to an 
increase in energy expenditure. Physical activity covers the 
entire spectrum from sporting activities to everyday leisure 
activities, all forms of self-locomotion, housework, gardening 
etc. 

Physically active lifestyle A lifestyle that integrates regular physical activity into everyday 
life. 

Motivation Inner drive that initiates, directs and maintains behavior. 
Motivational behavior 
determinants 

Factors that influence the development of motivation for a 
certain behavior (e.g. attitudes, goals). 

Self-regulation competence The ability to set personal goals for health-enhancing physical 
activity based on intrinsic motivation and then implement these 
goals regularly in everyday life, even when obstacles (e.g. bad 

 
3 The terms physical activity and movement are often used interchangeably in the text. 
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weather) and competing intentions (e.g. watching favorite TV 
show) arise. This sub-competence of the PAHCO builds on 
motivational and volitional determinants of physical activity 
behavior (e.g. attitudes, motivational structure, self-efficacy). 

Self-efficacy / self-efficacy 
beliefs 

Conviction of being able to perform a certain action successfully. 

Control competence The ability to manage physical exertion based on knowledge of 
physical and sporting activities (e.g. knowledge of training 
methods, exertion dosage, effects on health and well-being) and 
with the help of refined bodily and movement awareness (e.g. 
movement execution, heart rate, perceived exertion, affective 
state), thereby avoiding over- or under-exertion as well as 
discomfort or inappropriate physical exertion. 

Volition Will processes that are necessary to successfully carry out a 
motivated action. 

Volitional behavioral 
determinants 

Factors that influence the implementation of behavior, e.g. 
action planning or dealing with barriers. 
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Practical Recommendations Part A: Basic Principles of 
Physical Activity Promotion in Movement-Based 
Therapies 
A1: Supporting individualized physical activity behavior 
 

(A1) Physical activity helps rehabilitation clients improve or maintain their physical and mental 
functions, as well as their activities and participation (in accordance with the biopsychosocial 
health model of the ICF). All rehabilitation clients should be supported in being physically active 
on a regular and long-term basis, within the scope of their individual capabilities and needs. 

 

Background 

Rehabilitation as a health strategy aims to optimize the functional capacity of people living with a 
disease in accordance with the biopsychosocial health model of the ICF (Deutsche Rentenversicherung 
Bund 2009). This includes reducing the impact of the disease on the everyday lives of those affected 
and supporting them to remain as independent as possible despite limitations and to maintain their 
professional functions and roles in family and society to the best of their ability (ibid.). This includes 
slowing down the progression of the disease, reducing any impairments of functions and activities that 
have already occurred and preventing long-term disadvantages in terms of social participation (ibid.). 

Physical activity is key to improving functional capacity and achieving rehabilitation goals. People with 
a wide range of diseases benefit from physical training and a physically active lifestyle. For the non-
communicable diseases that dominate rehabilitation, such as cardiovascular diseases, cancer, chronic 
respiratory diseases, type 2 diabetes mellitus, depression, back pain and osteoarthritis, physical 
activity improves the course of the disease, the symptoms and the risk of secondary and concomitant 
diseases as well as the risk of mortality (Pedersen and Saltin 2015; U.S. Department of Health and 
Human Services 2018; Geidl et al. 2020b; Dibben et al. 2024). 

Physically inactive lifestyles are particularly prevalent among people with non-communicable diseases 
(Brawner et al. 2016; Barker et al. 2019; Sudeck et al. 2021; Marks-Vieveen et al. 2024). Therefore, the 
promotion of regular physical activity is a central goal in current rehabilitation concepts seeking to 
exploit the potential for achieving long-term ICF-based rehabilitation goals (i.e. maintaining bodily 
functions and structures, activities and participation of the rehabilitants). 

The National Recommendations for Physical Activity and the Physical Activity Promotion (Rütten and 
Pfeifer 2017) provide a general point of reference for the promotion of physical activity. For people 
with a non-communicable disease - as well as for the adult population as a whole – the following is 
recommended: 

- at least 150 minutes/week of aerobic physical activity at a moderate intensity (e.g. 5x30 
minutes/week) or 
- at least 75 minutes/week of higher-intensity aerobic physical activity or 
- an appropriate combination of aerobic physical activity of both intensities and 
- additionally performing muscle-strengthening exercises twice a week. 
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However, not every rehabilitant will always be able to fulfill these general movement 
recommendations. For some individuals, and in certain life situations, a lower level of exercise may be 
more adequate. Accordingly, the recommendations also call to take into account the uniqueness of 
each person with a non-communicable disease and their potential adaptation needs (Pfeifer and Geidl 
2017; Geidl et al. 2020a): 
 

- Adults with a chronic disease should be as active as their current circumstances allows 
during periods when they are unable to exercise as recommended (e.g. due to disease 
severity, symptoms or physical functioning).  

- When starting a physically active lifestyle or a physical training program, they should work 
with someone in a related physical activity profession to individually adjust the dose of 
exercise (i.e. type of exercise, exercise intensity, duration and frequency) to ensure the safety 
and effectiveness of physical activity.  

- In phases of disease progression, lack of disease control or deterioration of health, they 
should seek professional advice from healthcare professionals, as, for example, changes in 
physical activity or even a break in activity may be necessary. 
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A2: Empowering rehabilitants 
 

(A2) Therapeutic actions in movement-based therapies should aim to empower rehabilitation clients to 
independently continue engaging in health-enhancing physical activity. This means using content and 
methods that support clients in: 

a) coping with immediate physical activity-related demands (movement competence), 

b) controlling their physical activity toward positive effects on health and well-being (control 
competence), and 

c) ensuring regular physical activity over time (self-regulation competence). 

 

Background 

Physical activity-related health competence (PAHCO) as a goal of movement-based therapy 

An important objective of rehabilitation is to enable rehabilitants to deal with their disease 
appropriately and independently. Therefore, the development of individual skills in dealing with the 
disease is a central element of rehabilitation. 

Followingly, a competence-oriented approach is also important for movement therapy. In the current 
version of the classification of therapeutic services (KTL) of the German Pension Insurance (Deutsche 
Rentenversicherung 2014), movement-related objectives are described. Aspects of competence 
orientation are linked to the promotion of physical activity and the management of health 
impairments: 

"Sport therapy services focus explicitly on physical as well as emotional, social and behavioral objectives. 
Focus is placed on the development of individual competences that promote the initiation and 
maintenance of a physically active lifestyle and thus make the effects of physical activity sustainable while 
additionally contributing to a positive coping process in dealing with chronic diseases and restrictions on 
participation." (ibid., p. 45).“ 

Against this background, physical-activity-related health competence (PAHCO) can be considered a 
resource-oriented goal for movement-based therapy measures (Pfeifer et al. 2013; Pfeifer and Sudeck 
2022). This refers to individual competencies that are important for initiating and maintaining health-
effective physical activity behavior (Sudeck et al. 2020). Accordingly, when formulating the goals of 
individual movement-based therapy services, the KTL of the German Pension Insurance refers to 
PAHCO or its sub-competencies (i.e. movement competence, control competence, self-regulation 
competence). These three sub-competencies also form the content-related reference points of 
practice recommendation A2. 

What exactly is physical-activity-related health competence (PAHCO)? 

PAHCO comprises three sub-competencies, which can be derived from the personal prerequisites for 
independent, health-enhancing movement (Pfeifer and Sudeck 2016; Pfeifer and Sudeck 2022): 

Movement competence for coping with the immediate motor requirements of everyday physical 
activities (e.g. cycling or climbing stairs) and sporting activities (e.g. Nordic walking, jogging, muscle-
strengthening exercises, ball games). Movement competence is made up of motor skills and abilities 
as well as body and movement perception and sensorimotor control (Pfeifer et al. 2013). People with 
a high level of movement competence are able to carry out a wide range of healthy physical and 
sporting activities. 
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Control competence for the adequate design and control of physical stress, such that biopsychosocial 
health gains are optimized and health risks minimized. This area of competence is primarily concerned 
with the use of information from processes of body and movement perception as well as the 
simultaneous targeted use of knowledge for independent control of physical stress, garnering a 
positive effect on health and well-being. Concretely, people with a high level of control competence 
have knowledge of actions and effects (e.g. knowledge of training methods, exercise dosage and the 
effects of physical activity on health and well-being; see also recommendation C5). In addition, they 
can control and manage load with the aid of well-developed body and movement perception (e.g. in 
relation to movement execution, heart rate, feeling of exertion or affective state) and in this way avoid 
incorrect loads and over- or under-exertion. 

Self-regulation competence to ensure the necessary regularity of physical and sporting activity that is 
beneficial to health. People with a high level of self-regulation skills are able to set personal goals for 
healthy activities on the basis of intrinsic motivation. They can also shield their goals from competing 
interests (e.g. favorite TV series) and achieve them when barriers arise (e.g. bad weather). This area of 
competence includes motivational and volitional behavioral determinants, which can be described in 
close alignment with psychological models of health behavior (e.g. Pfeffer and Wagner 2020). The 
model emphasizes positive cognitive-rational attitudes (e.g. perceived benefits), affective attitudes 
(e.g. enjoyment of exercise), a supportive motivational structure and self-efficacy beliefs as 
characteristics that promote action. 

Figure 1: Model of physical activity-related health competence (adapted from Pfeifer et al. 2013) 

 

 

The skills described are neither purely motoric, nor purely cognitive or purely motivational. Rather, 
competent behavior requires an interplay of various basic elements (see Fig. 1), all important for the 
respective “function” of the sub-competencies. The respective importance of the sub-competencies is 
briefly described in practical recommendation A2. 

 This basic idea is illustrated in the following table using the example of independent strength training 
(Sudeck et al. 2020). 



 

12 
 

Example: Promoting physical-activity-related health competence for independent strength training 

- Movement competence: Competent movement execution in strength training (on equipment or 
in exercises with your own body weight) is based on practicing (motor learning) the respective 
forms of exercise. This creates the motor prerequisites for people to be confident in performing 
the movement (task-specific self-efficacy) while simultaneously not being inhibited by fears 
when performing the movement. 

 
- Control competence: A high level of control competence requires knowledge of the effects and 

methods of health-oriented strength training (knowledge of effects and actions). People who 
have been taught this knowledge can optimize the health benefits of their physical and sporting 
activities and minimize health risks. This requires awareness of one's own psychophysical state 
and the processing of body signals under stress (e.g. local muscle fatigue as an important 
adaptation stimulus or dysfunctional posture with increasing fatigue) as well as the ability to 
adapt individual load dosage (e.g. depending on the training goal and perception of exertion).  

 
- Self-regulation competence: The regular integration of independent strength training into 

everyday routines requires a flexible interplay of motivational and volitional processes. 
Motivational processes refer to the inner motivations, desires and goals that stimulate a person's 
behavior. Volitional processes refer to a person's ability to translate their motivation into actual 
actions. The communication of knowledge elements (e.g. knowledge about the effects of 
strength training or about volitional techniques for self-observation of training) can be closely 
linked to the development of a positive attitude towards strength training and a high level of 
self-efficacy. In terms of motivational competence (Rheinberg and Engeser 2010), it is 
advantageous to become familiar with the variety of possibilities for physical training and its 
different stimuli and requirements. In this way, a comparison can be made with one's own 
motivational and goal structure and, ideally, the intrinsic choice of strength training can be 
pursued in accordance with one's own goals and values.  
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A3: Person-centered approach 
 

(A3) Movement-based therapy aimed at promoting physical activity follows the overriding principle of 
the person-centered approach. This includes:  

a) considering the individual goals, motives, and preferences related to physical activity, as well as the 
physical, psychological, social, and environmental capacities of the rehabilitation clients, 

b) using appreciative and activating communication, and 

c) promoting an active and participatory role for the clients in the therapeutic process.  

 

Background 

The person-centered approach is a central principle of modern rehabilitation approaches (Farin 2014; 
Kayes and Papadimitriou 2023). This approach not only considers the disease of the respective 
rehabilitants and its direct consequences, but also considers the individual personal and 
environmental context factors in line with the ICF's biopsychosocial understanding of health. A 
person-centered rehabilitation approach explicitly takes into account the experiences, knowledge, 
preferences and individual perspectives of the rehabilitants (Farin 2014). Individual needs form the 
starting point for the selection and use of therapeutic interventions. 

To expand upon aspects a), b) and c) of recommendation A3: 

Aspect a) “the consideration of the individual movement-related goals, motives and preferences as 
well as the physical, psychological, social and environmental possibilities of the rehabilitants” 

Individual movement-related goals, motives and preferences play a key role in promoting physical 
activity as part of medical rehabilitation. The assessment of relevant psychological factors (see 
assessment in recommendation C1) and the development of individual movement-related goals (see 
specific content and methods in recommendation C2) can serve as the basis for planning movement-
based therapy. Suitable movement-based therapy content and methods can be selected for the period 
of medical rehabilitation, accounting for individual motivations and preferences for movement (see 
specific content and methods in recommendation C8) as well as physical and psychological capabilities 
(see assessment in recommendation C1). 

In continuing regular physical activity following medical rehabilitation, rehabilitants’ social and 
environmental parameters should be accounted for. These play an important role in the 
development of concrete courses of action and coping strategies for physical activity behavior as well 
as in advising on exercise offers and opportunities (see recommendation C9).  

Aspect b) “appreciative and encouraging communication” 

Appreciative and encouraging communication promotes a trusting relationship between the 
rehabilitant and their respective therapists (Härter and Dirmaier 2022). A high level of trust facilitates 
good cooperation and helps to achieve therapy goals more effectively. Appropriate communication 
also creates a positive therapeutic environment, improving the well-being of the rehabilitant and 
increasing motivation to participate in therapy (Laitakari and Asikainen 1998; Elsman et al. 2014). 

In person-centered care, the members of the therapeutic team see themselves not only as researchers 
and care providers - they also engage in “real” interaction with the rehabilitants. According to Farin et 
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al. (2014), this includes a) asking questions, b) responding to queries, c) exploring unspoken concerns 
and d) engaging in an exchange about participation in the treatment process. 

Examples of the implementation of appropriate interaction and communication within the 
framework of movement-based therapy concepts can be found in Table 1. 

Table 1: Examples of content and methods of appropriate interaction and communication. 

Conducting open, 
informal 
conversation  

Encourage open and informal conversations about movement, additionally 
bolstering confidence-building and relationship-building (Laitakari and 
Asikainen 1998). 

Listening and 
empathetic 
behavior 

Actively listen to the rehabilitant on the topic of movement and empathize with 
their perspective (Elsman et al. 2014). 

Personalization 
(”Tailoring“)  
 

Providing opportunities for rehabilitants to have personal questions about 
movement and exercise answered and to receive instructions and feedback 
according to their individual progress (Laitakari and Asikainen 1998; Elsman et 
al. 2014). 

Cooperation with 
cllients 

Discuss assessment results on physical activity behavior with the rehabilitant, 
explore their willingness to change and develop a therapy plan (Stevens et al. 
2018). 

Activating 
communication 

Encouraging the expression of ideas to determine movement goals and 
planning (Elvén et al. 2015; Stevens et al. 2018). 

Supporting 
decision-making 

Communicating precise, evidence-based information (e.g. on effect 
knowledge and practical knowledge in the context of movement) in 
understandable language to facilitate informed decision-making (Moore and 
Kaplan 2018). 

Supportive 
language 

Use of supportive forms of communication and conversational topics on 
movement to strengthen the rehabilitant's feelings of competence, autonomy 
and connectedness (Elsman et al. 2014; Moore and Kaplan 2018) 

 

Aspect c) ”the active and participatory role of the rehabilitants” 

The active participation of rehabilitants is important for high-quality rehabilitative therapy (Härter and 
Dirmaier 2022). Within movement-based therapy, this applies to an active and co-determining role in 
various treatment situations, e.g. in the development of therapy goals (see recommendation C2), in 
therapy selection and planning, in training content and information (see recommendation C5), in 
experiencing and reflecting on different physical activities (see recommendation C6) or in the 
independent control of movement and training (see recommendation C5). The movement-based 
therapy group situation also offers a wide range of activating opportunities and potential interactions 
between the rehabilitants (e.g. group discussions, joint practice and training, movement-related 
exchange of experiences).  

Facilitating co-determination means, for example, that the members of a person-oriented therapeutic 
team 

- inform the rehabilitant transparently and comprehensively, 
- discuss with the rehabilitant the extent to which he or she wishes to be involved in 
treatment planning, 
- respond appropriately to the experiences and prior knowledge of the rehabilitant (Farin 
2014; Moore and Kaplan 2018) 
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- aim to gradually increase the rehabilitants' personal responsibility for their physical activity 
and thus reduce their dependence on therapeutic support over time (Focht et al. 2004). 

This does not necessarily mean that the rehabilitant must actively participate in all decisions. Person-
centered care can also mean accepting that the rehabilitant is prepared to relinquish responsibility and 
decision-making authority. 

In this context, certain requirements are placed on the rehabilitant with regard to shaping the therapy 
process. In order to express preferences and participate in treatment decisions, the rehabilitant must 
have certain cognitive and social-communicative skills. A certain inequality in the relationship remains 
insofar as these skills cannot necessarily be expected of the rehabilitant (in contrast to the members 
of the therapeutic team, for whom such skills are professionally assumed). For example, there are 
rehabilitants who are unable to actively participate in the decision-making process due to cognitive or 
psychological limitations, or who deliberately do not wish to display such behavior (Farin 2014).  



 

16 
 

A4: Interdisciplinary Cooperation 
 

(A4) Promoting physical activity is an overarching rehabilitation goal that should be addressed 
through interprofessional collaboration. Movement-based therapists should regularly consult with the 
various professional groups involved in medical rehabilitation with regard to movement-related 
rehabilitation goals and appropriate therapeutic approaches. 

 

Background 

In medical rehabilitation, different professional groups work together in an interprofessional team. 
This generally requires complex organizational and coordinative effort (Deutsche Rentenversicherung 
Bund 2023). Interprofessional collaboration enables the implementation of a comprehensive 
biopsychosocial treatment approach and can both improve treatment outcomes for the rehabilitants 
and increase team performance and satisfaction in the therapeutic team (Körner 2022; Worringen et 
al. 2024). 

Physical activity promotion is an objective that should be addressed on an interprofessional basis and 
for which the various benefits from different areas within the KTL are described (Deutsche 
Rentenversicherung Bund 2014). In particular, services from KTL chapters A (sport therapy), C 
(information, motivation, training) and L (recreational therapy) are aimed directly at changing physical 
activity behavior. Physiotherapy services (KTL Chapter B) can play a supporting role in guiding patients 
towards a physically active lifestyle, insofar as they aim to improve or restore physical functions and 
reduce pain. In the case of psychological comorbidity and problems in coping with disease, services 
from KTL chapters F (clinical psychology, neuropsychology) and G (psychotherapy) can also support a 
sustainable health-oriented change in behavior. In addition, individual services from KTL chapters E 
(occupational, occupational and other functional therapy), H (rehabilitation care and education) and D 
(clinical social work, social therapy) can support the introduction to self-reliant movement. 

Actors from various healthcare professions are involved in the provision of therapeutic services. In 
addition to people from sport therapy and physiotherapy, psychologists, doctors and, where 
appropriate, people from other qualified professional groups (e.g. social work or social education) 
work together towards the goal of promoting physical activity. While some services can only be 
provided by a narrowly defined professional group (e.g. medical advice only by doctors or sport 
therapy only by qualified exercise specialists), other services can be provided by all qualified 
professional groups (e.g. services for information, motivation, training). In addition, the content of 
individual KTL services may overlap; for example, movement-related learning content is addressed in 
both KTL chapter C and chapter A. This particular constellation in the provision of services relating to 
physical activity promotion leads to a high demand for coordination between the professional groups 
working in rehabilitation. 

Movement-based therapists play a central role in promoting physical activity. Only they can provide 
the physical activity-promoting therapeutic services listed in KTL chapters A, B, and L. They are often 
able to simultaneously provide appropriate services from chapter C (information, motivation, training) 
on the topic of movement. Movement-based therapists should consult with other rehabilitation 
professionals on the following aspects of promoting physical activity: 

- Speaking a common language when it comes to movement, i.e., conveying a coordinated, 
shared message. 
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- Using all diagnostic information relevant to promoting physical activity from the various areas 
of therapy (see recommendation C1). 

- Coordinating general rehabilitation goals with the specific movement-related goals of the 
patients undergoing rehabilitation (see recommendation C2). 

- Coordinate the physical activity-promoting content provided by sport therapy and 
physiotherapy with the therapeutic content provided by other professions (in particular, 
coordinating the learning content from KTL Chapter A (Sport Therapy) with that from Chapter 
C (Information, Motivation, Training)). 

- Coordination of the use of behavior modification techniques that are established in both 
movement-based therapy and psychological interventions (e.g., the development of action 
plans and coping strategies (see recommendation C8). 

- Therapeutic approach for promoting physical activity in specific problem circumstances, such 
as psychological and other comorbidities (e.g., depression, fatigue, chronic pain). 

Formats and venues that can be used for interprofessional coordination can be found in the current 
DRV guide “Professional groups in medical rehabilitation and their interprofessional cooperation.” 
These include, among others: 

- Interdisciplinary team meetings, 

- Further education and training, or 

- Development and coordination of treatment concepts for individual specialist departments 
and the overarching training and therapy concept. 
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Practical Recommendations Part B: Didactic-methodical 
implementation 
B1: Linking training and practice, learning and experience 
 

(B1) Movement-based therapy aimed at enabling rehabilitation patients to engage in self-
determined, health-enhancing physical activity is based on the principle of combining practice and 
training, learning and experience. This approach accounts for perspectives from exercise science, 
movement science, medicine, education, psychology, and social ecology. 

 

Background 

Enabling rehabilitation patients to engage in competent, health-oriented physical and sporting 
activities does not happen incidentally during physical training and exercise - it requires a targeted 
intervention approach. (Huber 2012) The intervention model for promoting physical-activity-related 
health competence (PAHCO) (Pfeifer et al. 2013; Pfeifer und Sudeck 2020; Sudeck et al. 2020) describes 
the link between the content and methods of training and practice with elements of learning (i.e., 
cognitive and motor) and personal experience (i.e., cognitive and affective-emotional). This link is 
considered a fundamental prerequisite for competence development (see Fig. 2). 

 

  

Figure 2: Intervention model for promoting physical-activity-related health competence (adapted from Pfeifer 
et al. 2013) 

For movement-based therapy practice, this means combining and arranging content and methods at 
all three intervention levels (i.e., practice and training, learning, experiencing and discovering) 
didactically and methodologically such that the successful development of PAHCO is realized. 

This means, for example, that 



 

19 
 

a) exercise forms for independent functional gymnastics and the methodology of training control (i.e., 
intensity, repetitions, series) of submaximal strength training are learned, 

b) this training is then carried out using self-observation via written documentation of performed 
repetitions and perceived exertion, and 

c) individuals or groups are encouraged to reflect on their training experiences, successes, and/or how 
they dealt with any difficulties. 

If such an approach succeeds in promoting PAHCO, this will lead to an improvement in individuals' 
ability to cope with health problems and strengthen their biopsychosocial health status. 

The target areas listed in Table 1 characterize the three areas of practice and training, learning, and 
experience and discovery. They illustrate the multidimensional nature of resource-oriented exercise 
and movement-based therapy (Schüle und Huber 2012) and underscore the ways in which PAHCO is 
linked. (Pfeifer und Sudeck 2022). 

Part C of the practical recommendations provides further details on content and methods that describe 
implementations and connections between the three areas. 

Table 1: Overarching target areas and specific goals for practice and training, learning, 
experiencing in movement therapy 
Area Ziele 
Practice and training.  
(Psycho-)physical and motor 
skills; strengthening physical 
resources and body 
awareness and movement 
perception; developing 
movement competence. 
 

- Generation of structural and physiological adaptations (e.g., 
musculoskeletal, sensorimotor, cardiopulmonary, hematological, 
metabolic, endocrinological, immunological) to adequate 
suprathreshold stresses on the organ system through training; 
improvement of motor skills 

- Improvement of coordination and sensorimotor control for 
everyday and health-related movement tasks/requirements; 
initiation of the teaching of motor skills as a basis for 
independent movement 

- Improvement of body and movement perception 
 

Learning. 
Motor, cognitive, and 
motivational-volitional 
target area; development of 
motor skills, control skills, 
and self-regulation skills 
 

- Teaching motor skills for independent health-enhancing 
physical/sporting activities (e.g., movement techniques for 
Nordic walking, cycling, or swimming, exercises for independent 
fitness training) 

- Communicating knowledge about the effects of movement 
(known as “effect knowledge”) and about (movement-related) 
ways of coping with health problems 

- Communicating knowledge about the implementation (i.e., 
planning, implementation, control) of physical/sports activities 
or training (known as “action knowledge”) 

- Communicating knowledge and behavioral change techniques to 
regularly incorporate exercise into one's own daily routines at 
work and during leisure time (e.g., planning techniques, training 
documentation, and self-observation for exercise-specific self-
regulation) 

 
Experiencing. 
Affective-emotional, 
cognitive, and motivational-

- Facilitating positive experiences of movement and the joy of 
movement 
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volitional objectives; 
development of control skills 
and self-regulation skills. 
 

- Facilitating movement- and exercise-related experiences of self-
efficacy 

- Building motivation and volition for health-enhancing physical 
activity (e.g., internalizing motivations for regular sports 
activities) 

 

Successful implementation in the three target areas (i.e., practice and training, learning, and 
experiencing; see Fig. 2) requires different perspectives and the use of methods and theories from 
different fields of knowledge. Content from training science, movement science, and medicine is 
fundamental to the safe and effective use of exercise and training forms. In addition, movement-
based therapy that promotes physical activity also integrates educational, psychological, and socio-
ecological perspectives. 
 
Movement-based therapy from various perspectives: 
 
Training and exercise science perspective: 

- Focus on optimizing body functions and structures 
- Use of methods and content to teach and improve motor skills 
- Use of training science concepts to develop optimal exercise doses and training plans 
- Use of exercise science knowledge to enable optimal motor learning 

 
Medical perspective: 

- Focus on physical health and the medical aspects of movement-based therapy 
- Use of medical concepts and findings (especially from sports medicine) to achieve biomedical 

health goals and ensure the safe use of movement for people with non-communicable 
diseases 

 
Pedagogical and psychological perspective: 

- Focus on educational content relevant to independent physical activity and the associated 
teaching/learning methods, as well as on ways of influencing the motivational and volitional 
factors that influence a physically active lifestyle 

- Use of pedagogical and psychological concepts to account for individual behavioral changes, 
motivation, and emotional aspects connected to movement-based therapy 

- Consideration of the mental health effects and increases in physical and mental well-being that 
can be achieved through physical activity 

- Examination of the interaction between physical and psychological aspects and how they 
influence each other (e.g., affective-emotional assessments of different levels of stress) 

 
Social-ecological perspective: 

- Focus on the environmental factors that influence physical activity 
- Consideration of the site-specific conditions at the rehabilitation patients' places of residence 
- Consideration of relevant social environmental factors (e.g., relationships within the family, 

with friends, or at work) in terms of their beneficial and detrimental influences on a physically 
active lifestyle 
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B2: Importance of prior movement experiences 
 

(B2) Movement-based therapy aimed at promoting physical activity should consider the previous 
positive and negative movement experiences of rehabilitation clients. This includes not only their 
motor abilities, but also their cognitive evaluations and emotional-affective experiences related to 
physical activity. 

 

Background 

Rehabilitation patients each have a unique movement history, as they have usually already 
participated in sporting activities in various areas (e.g., school sports, club sports, health sports, 
informal self-organized activities) in the course of their lifetime and have acquired a diverse pool of 
experience. 

These experiences form the basis for physical and motor characteristics (e.g., motor skills, 
coordination), which in turn are important prerequisites for future physical and sporting activities. 
However, current sports psychology research increasingly shows that the affective and emotional 
evaluation of previous movement experiences is still not sufficiently considered in targeted physical 
activity promotion. Historically, primary focus has often been placed on cognitive-rational decision-
making processes to positively influence physical activity behavior (Rhodes et al. 2019), e.g., on the 
potential health benefits of physical activity. However, reviews show that such measures tend to have 
small and short-lived effects on physical activity behavior (McEwan et al. 2016; Howlett et al. 2018). 
Convincing physically inactive people utilizing rational argumentation seems ineffective. The affective 
experience of the activity (e.g., discomfort due to physical exertion or motor overload or underload) 
or the social context (e.g., shame due to unsuccessful movement execution) should therefore be 
addressed much stronger and more systematically to successfully promote physical activity (Rhodes 
und Kates 2015; Ekkekakis et al. 2024). 

The role of affective experience and the anchoring of movement experiences in emotional memory is 
often discussed against the backdrop of “hedonistic theories” (Ekkekakis et al. 2021; Ekkekakis et al. 
2024). The basic principle of hedonism states that people tend to avoid activities associated with 
unpleasant experiences and are more likely to (re)engage in activities associated with pleasant, 
positive experiences. Thus, attempting to convince an overweight person to exercise primarily utilizing 
an argument related to weight loss may fall short if previous experiences with exercise were highly 
unpleasant (Thiel et al. 2020). 

Future physical activity behavior also finds relevancy in the potential connectivity between prior 
movement experiences and automatic affective evaluations of physical activity options (e.g., a call for 
more activity or a specific physical activity option) (Brand und Ekkekakis 2018). Such automatic 
affective processes can compete directly with cognitive-rational considerations (e.g., the assessment 
of positive health benefits). Thus, previous movement experiences and their affective evaluation can 
give rise to very different motivational tendencies, ranging from strong rejection to strong acceptance 
of sports activities for an individual (Ekkekakis et al. 2021). 

With the help of a current model of affective movement experiences (known as “affective exercise 
experiences” or AFFEXX) (ebd.), relevant areas of experience can be illustrated. First, core affective 
experiences with movement are described, i.e., states of being that are fundamentally associated with 
movement: 

- comfortable/positive vs. uncomfortable/negative state of being; 



 

22 
 

- energetic vs. energy-lacking state of being; 
- calm/relaxed vs. restless/tense state of being. 

 
In addition, affective movement experiences can be linked to individual assessments, which can be 
described in terms of opposing experiences or evaluations for sport and exercise: 
 

- enjoying vs. disliking group sports 
- remaining shy vs. wanting to be seen in a group 
- fearing physical injury vs. valuing physical resilience gained through movement 
- feeling competent vs. feeling incompetent in sports activities 
- finding physical activity boring vs. finding it interesting 
- feeling ashamed of one’s own inactivity vs. being proud of one’s physical activity behavior 

 
The AFFEXX model is intended to illustrate how the positive and negative experiences of movement 
mentioned in the practical recommendations can be formulated more specifically. They emphasize the 
importance of affective-emotional experiences with movement, which can be linked to cognitive 
evaluations. Movement-based therapy that promotes physical activity therefore requires therapists to 
be sensitive to different experiences and, in principle, to be able to accept aversions to exercise or see 
them as a starting point for therapeutic action. 

A practical consequence can thus be derived: it is important not to place all focus on rational, reflexive 
processes (in the sense of cognitive persuasion), but also to address both positive and negative 
previous experiences with movement. Positive experiences with movement can be used as a basis for 
designing therapy or exercise guidance and emphasis can be placed on facilitating positive exercise 
experiences. 

From a methodological perspective, this requires an experience-centered approach that enables 
structured practical movement experiences, cultivates reflection on these movement experiences, and 
reflects on them with potential learning objectives in mind (Kolb 2015; Schön 2017). The categories of 
affective movement experiences described in the AFFEXX model can provide relevant points of 
reference for an experience-centered approach in movement-based therapy. Consequently, positive 
movement experiences and movement enjoyment can be specifically targeted as important starting 
points for an increasingly intrinsic basis for motivation. 

Further information on implementation can be found in Part C of the practical recommendations for 
specific therapy design (see C4, C6, C7). In addition, interprofessional exchange (e.g., with 
psychologists) may be useful if strongly negative experiences in sport and exercise settings cannot be 
addressed in exercise and movement-based therapy alone (see also recommendation A4).  

  



 

23 
 

Practical Recommendations Part C: Concrete Therapy 
Design 
C1: Assessment 
 

(C1) Movement-based therapy should be planned and implemented based on assessment. 
Assessment can also be used to monitor the course and outcomes of therapy, ideally including follow-
up care. To promote physical activity, assessment should particularly consider clients´ previous 
physical activity behavior as well as key physical, psychological, social, and environmental factors that 
influence regular activity. 

 

Background 

Assessment involves systematic recording and evaluation of individual aspects of the functional 
abilities and disabilities of a rehabilitation patient. An initial assessment is carried out at the start of 
rehabilitation. This forms the basis for further therapy steps, in particular planning and managing the 
content of movement-based therapy. Repeated assessments during and after rehabilitation help to 
adapt interventions and analyze the results of therapy. 

Assessment should be carried out using quality-assured test procedures wherever possible. Quality-
assured test procedures meet certain quality criteria. The main scientific quality criteria are objectivity, 
reliability, and validity. Objectivity means that the test result is independent of the examiner. Reliability 
means that the test measures accurately and reliably. Validity means that the test measures what it is 
intended to measure. In addition to scientific quality criteria, quick and easy implementation (test 
economy) of the test procedures is similarly important for use in everyday rehabilitation. Similar to a 
screening, shorter test procedures can provide valuable initial information about the rehabilitation 
patients. Data collected using quantitative test procedures (e.g., physical function tests or 
questionnaires) can be supplemented by qualitative procedures (e.g., initial interviews). This also 
allows for more space for rehabilitation patients' personal perspectives and self-assessments. 

Target group: All rehabilitants. 

Contents and methods for assessment 

Movement-based therapy assessment usually follows an initial medical examination. This is a 
prerequisite for the safe use of movement as part of movement-based therapy. An initial medical 
examination provides information on the appropriate amount of exercise for each individual (e.g., 
suitable intensity, frequency, regularity) and identifies risk factors and contraindications for specific 
forms of physical activity. 

Physical activity behavior: Assessing preexisting physical activity behavior is the starting point for 
targeted measures to promote physical activity and for setting individual goals (see recommendation 
C2). Various tools are available for assessing physical activity behavior (e.g., questionnaires or 
pedometers). 

To evaluate a person’s activity level, two short questions can serve as a basis for assessment: (a) “On 
average, how many days per week do you engage in moderate or vigorous physical activity, such as 
brisk walking?” and (b) “On average, how many minutes do you spend on this activity on those days?” 
(Lobelo et al. 2018). This screening to determine compliance with physical activity recommendations 
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is known internationally as Physical Activity as a Vital Sign (see Table 2). Further measurement tools 
for physical activity can be found in Table 2. 

In general, questionnaires on physical activity behavior provide valuable details on various activities, 
such as sports, leisure, transportation, work, or housework and gardening. However, questionnaires 
often carry the risk of “overreporting,” meaning that people overestimate their physical activity. 
Device-based measurement methods (pedometer, accelerometer, etc.) provide more accurate values 
on the extent and intensity of physical activity, but less information on the context in which the 
activities took place. For inpatient rehabilitation, device-based measurement of current physical 
activity in the individual's natural environment is difficult, making the use of questionnaires 
preferential. 

In addition to physical activity behavior, assessment should take into account select physical, 
psychological, social, and environmental factors that influence regular physical activity. In line with the 
International Classification of Functioning, Disability, and Health (ICF), the assessment for targeted 
physical activity promotion therefore refers to body functions and structures, activities, and 
participation, as well as personal and environmental context factors. 

Bodily aspects: Measuring physical function and performance is common in movement-based therapy. 
As a rule, the more active a person is, the better their physical fitness. In addition to physical activity 
behavior, directly testing aspects of bodily function and performance can be helpful in planning 
exercise and training in movement-based therapy.  Depending on the disease and individual medical 
condition, this can be linked to cardiorespiratory, morphological, metabolic, and muscular components 
(Pelliccia et al. 2021). Motor tests are commonly used to assess physical function and performance, 
such as the 6-minute walk test, manual muscle function testing, or the one-repetition maximum. 
Instructions, standards, and references for the physical test procedures recommended for individual 
indications can be found, for example, in the “Guidelines for Exercise Testing and Prescription” of the 
American College of Sports Medicine (ACSM) (Riebe et al. 2018) or in the Handbook of Motor Tests 
(Bös 2017). 

Psychological aspects: Various psychological factors influence physical activity behavior. International 
concepts for promoting physical activity in exercise therapy (Elvén et al. 2015; Lein et al. 2017) 
recommend assessing the following modifiable aspects related to physical activity: readiness to 
change, attitudes, expectations, perceived barriers, and self-efficacy. Movement-related goals, 
motives, and preferences, the degree of intrinsic motivation, and skills for implementing health-
enhancing exercise are similarly important. Table 2 provides examples and suggestions for suitable 
assessment tools. 

Environmental factors: Physical activity behavior is also influenced by environmental factors (Bauman 
et al. 2012). Environmental conditions can either enable and encourage physical activity or hinder and 
discourage it (Michie et al. 2011). Social environment is important for physical activity, fostering others' 
encouragement, prompts, reminders, assistance, and the direct availability of exercise partners (Fuchs 
1997), while the structural or physical environment is similarly influential, e.g., the accessibility of 
places suitable for physical activity such as swimming pools or parks. In order to identify the 
environmental factors that influence a person's physical activity, they can be asked after their 
perceptions and assessments of their environment in terms of physical activity. 

To date, there is no generally accepted standard for behavior-oriented, biopsychosocial assessment 
for movement-based therapy. However, research has identified a number of validated instruments 
and questionnaires that have been proven effective. The following table lists measurement 
instruments that can be used to record relevant behavioral determinants of physical activity. 
Reference is also made to the questionnaire for assessing PAHCO (Carl et al. 2020; Sudeck et al. 2023), 
which can be used to assess the prerequisites for independent health-enhancing physical activity. In 
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addition, the table contains references to practical recommendations C2-C9, which describe specific 
content and methods for targeting the possible aspects of an assessment.4 

 

Tab. 2: Examples for Assessment Instruments 

Features Potential measurement instruments Associated 
practical 
recommenda
tions 

Section: Physical activity behavior 

Current physical 
activity behavior 
(Questionnaire) 

- Physical activity as vital sign (Short screening to reach 
movement recommendations) (Golightly et al. 2017) 

- BSA questionnaire (detailed measurement of physical 
activity with information on sports, leisure activities, 
transportation, occupation, housework, garden work, 
sitting time; Fuchs et al. 2015) 

- German-PAQ-50+ (Detailed measurement of physical 
activity with information on sports, leisure activities, 
transportation, occupation, housework, garden work, 
and free time; Huy 2011). 

Is-Analysis of 
current 
movement 
behavior as a 
general basis 
for 
promoting 
physical 
activity C2 

Current physical 
activity behavior 
(device-supported) 
 

- Pedometer 
- Accelerometer (e.g. Actigraph) 
- Smartphone-based Apps (e.g. Google fit, Pacer, Fitbit, 

Accupedo, Activitytracker) 
Section: Physical aspects (cross-indication) 

Motor function status 
and movement-
related skills 

Examples of motor function tests 
-  6-Minute walking test (Bösch and Criée 2020) 
-  PWC endurance test (Rost and Hollmann 1982) 
-  Timed Up and Go Test (Freund 2017) 
-  Berg-Balance-Skala (Berg 1989) 
-  Stand-and-Reach Test (Bös 2017) 
-  Manual muscle function test (Smolenski et al. 2020) 

C3, C4 

Questionnaires 
- Questionnaire to assess physical-activity-related health 

competence (PAHCO; movement competence area, 
Carl et al. 2021)  

- Questionnaire to assess motor function status 
- (FFB-Mot, Bös et al. 2002)  
- Questionnaire to assess physical functioning in 

everyday life (e.g., subscale from IRES-24, Wirtz et al. 
2005) 
 

 
4 It should be noted here that the listed assessment methods originate primarily from research contexts and 
are therefore usually very comprehensive and multifaceted. A multi-layered survey of the listed influencing 
factors is therefore usually time-consuming and only of limited practical use for routine application in everyday 
rehabilitation. Until a manageable assessment battery is available, practitioners in rehabilitation are 
recommended to use selected assessment instruments from Table 2. 
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Section: Psychological aspects 

Motivation and Volition 
 

- Questionnaire to assess willingness to change (FEVER; 
Hasler et al. 2003) 

- 1-item assessment of intention to engage in physical 
activity (Göhner et al. 2009) 

- Affective and cognitive attitudes toward physical 
activity (Brand 2006) 

- Berner Motive and Goal Inventory for Leisure and 
Health Exercise (BMZI; Lehnert et al. 2011) 

- Intrinsic motivation for physical activity (Seelig and 
Fuchs 2006) 

C2, C4, C6, 
C7,  

Movement-related 
self-regulation skills 

- Questionnaire to assess physical-activity-related health 
competence (PAHCO; self-regulation skills) (Sudeck and 
Pfeifer 2016) 

- Questionnaire on motivational skills for movement and 
exercise (Schorno et al. 2021) 

C7, C8 

Barriers - Exercise-related situational barriers (Krämer and Fuchs 
2009) 

C8 

Body perception - FBeK questionnaire for assessing one's own body 
(Brähler et al. 2000)  

- Scale for body perception from the questionnaire on 
physical-activity-related health competence (Carl et al. 
2021)  

C4 

Movement-related 
self-efficacy 

- Questionnaire scale for task-specific self-efficacy (scale 
from PAHCO questionnaire, ebd.) 

- Questionnaire on stage-specific self-efficacy (Göhner et 
al. 2009) 

C4 
 
C8 
 

Movement-related 
control competency 

- Questionnaire to assess physical-activity-related health 
competence (PAHCO ; area of control competence) 
(Sudeck and Pfeifer 2016) 

C5 

Affective core 
experiences with 
exercise 

- Questionnaire on affective movement experiences 
(AFFEXX questionnaire); (Ekkekakis et al. 2021; Brand et 
al. 2023)  

C6, C5 

Sector: Environment 
Conditions in the 
(living) environment 
that promote or 
hinder physical activity 

- „Assessing Levels of Physical Activity” (ALPHA; Paulsen 
et al. 2022) 

C2, C8, C9 

Conditions in the 
social environment 
that promote or 
hinder physical activity 

- Exercise-related social support (Family, friends and 
acquaintances; Fuchs 1997) 

C2, C8, C9 
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C2: Physical activity-related therapy goals 
(C2) Physical activity-related therapy goals should be developed collaboratively and through dialogue 
with rehabilitation clients. The degree to which these goals are achieved should be reviewed and 
reflected upon together with the clients. 

 

Background 

Setting individual rehabilitation goals is considered an important basis for managing the rehabilitation 
process in a manner that is as needs-based and goal-oriented as possible (Dibbelt und Greitemann 
2011; Glattacker et al. 2015). Individual rehabilitation goals relate in particular to the period during 
and after medical rehabilitation, such that the respective goals can be further pursued (see www.reha-
ziele.de; Glattacker et al. 2015) (see also recommendation A4). 

It is important to differentiate and define movement-related therapy goals in order to establish 
motivation for participation in movement-based therapy and to strengthen motivation for continuing 
physical activity after the rehabilitation phase. Movement-related therapy goals can be formulated as 
short-term goals for the immediate period of medical rehabilitation or as medium- and long-term goals 
for the period after rehabilitation. 

Rehabilitation patients should be actively involved in setting therapy goals (participatory decision-
making). This promotes a person-centered approach and enables greater autonomy, creates more 
transparency, and can be conducive to the successful pursuit of individual rehabilitation goals (see also 
recommendations A3 and A4). 

A handful of basic principles define the formulation of motivating rehabilitation goals and exercise-
related therapy goals (Glattacker et al. 2015):  

- Clear and unambiguous. Goals should be clear and unambiguous such that the desired 
outcome or behavior can be described in concrete terms. 

- Aspirational goals over avoidance goals. Aspirational goals (e.g., “I want to maintain my 
independence in everyday life and leisure activities,” “I want to improve my back muscles”) 
are considered to have a higher and more sustainable motivational potential than avoidance 
goals due to their positive orientation. 

- Relevant to everyday life. Goals should be relevant to the everyday life of the people 
undergoing rehabilitation. They should be in line with the individual's own values and 
preferences and thus be subjectively meaningful and attractive (also referred to as self-
determined goals). 

- Not too difficult and not too easy. Goals should neither underchallenge nor overchallenge the 
individual in order, enabling the potential to motivate the person undergoing rehabilitation 
while also being realistically achievable. 

- Relevancy to the present and the self. To increase commitment, it is recommended that goals 
be formulated in the first person and in the present tense, that they be written down, and that 
they be discussed with others (e.g., other rehabilitation patients or therapists) (Rauen 2021). 

 
In accordance with the recommendations in the Reha-Ziele (Rehabilitation Goals) workbook 
(Glattacker et al. 2015), it is important to define the time frame for the goals (short, medium, or long 
term). In addition, individual goals can be differentiated according to whether they are formulated as 
movement-related health goals or behavioral goals. For those who have been historically relatively 
inactive, individual learning goals that relate to movement-related knowledge, skills, processes, and 
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strategies that need to be developed as prerequisites for independent movement can be particularly 
important at first (see Swann et al. 2021). Learning goals are distinguished from performance goals, 
which relate to specific behaviors or health consequences (see Table 3). Such individual learning goals 
can be particularly relevant as short-term goals for enabling health-enhancing physical activity 
(Strohacker et al. 2024).  

Table 3: Examples of goal formulations for different types of goals 

  Short-term 
(e.g. during rehabilitation) 

Medium- and long-term 
(after rehabilitation) 

health goals I want to be able to breathe better. I want to improve my quality of life and be 
physically active to achieve this. 

I want to have fewer health issues. 
(avoidance goal) 

I want to be more resilient at work. 

I want to sleep better and be able to concentrate better during the day. 
I want to strengthen my muscles, especially in my back and stomach area. 

I want to improve my physical endurance.  
behavior goals   

  
I would like to regularly do a combination 
of endurance activities and muscle 
strengthening (twice a week). 

  I want to be able to practice my sport 
again without any discomfort. 

  I want to get into the habit of walking 
regularly. 

  I would like to ride my bike to work. 
learning goals I want to find a good way to deal with physical stress and relaxation. 

I want to feel safer when I exercise. 
I would like to learn about ways in which I 
can exercise effectively despite my health 
limitations. 

  

I would like to find a physical activity that 
suits me, that I enjoy, and that I can 
imagine doing in the long term. 

  

 

The formulation of specific goals has proven successful in bringing about lasting changes in physical 
activity behavior (Garstang et al. 2024). However, the pursuit of individual goals does not end with the 
completion of medical rehabilitation, as the examples in Table 1 clearly show. Therefore, the 
involvement of rehabilitation patients should also aim to enable them to set their own health and 
behavioral goals after rehabilitation (if necessary) and to use these goals to regulate their own physical 
activity - something particularly important in the event of relapses into a severe lack of physical activity 
or phases of highly fluctuating physical activity patterns.(see recommendation A2: Development of 
movement-specific self-regulation skills; see recommendation C8 Volition). 

Target group: Rehabilitation patients who are not regularly active and who intend to start or 
continue regular physical activity; rehabilitation patients who need to adapt their physical activity 
due to their health circumstances. 

Contents and methods for developing and formulating goals 

A number of working materials - already extensively used in research and rehabilitation practice - are 
now available for developing and formulating movement-related therapy goals. This includes the 
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methods and application examples from the Reha-Ziele (Rehabilitation Goals) workbook (see 
www.reha-ziele.de; Glattacker et al. 2015), which can provide guidance, as well as a number of 
manualized procedures for movement therapy (see Table 4). 

The procedures provide a structure for formulating goals. As a rule, criteria are specified that can be 
used to optimize the formulation of goals in line with the basic principles outlined above. A well-known 
model is the S.M.A.R.T. goal set (Bovend'Eerdt et al. 2009; Dibbelt und Greitemann 2011), which has 
the following characteristics: 

- Specific: Is there a concrete description of the target state or desired behavior such that 
achievement goals are clear? 

- Measurable: Is it possible to verify the extent to which the goal has been achieved? 
- Attractive: Is the goal worthwhile from the perspective of the treating professionals and those 

being treated? Is the goal considered relevant by the people undergoing rehabilitation due to 
its importance in their everyday life, for example? 

- Realistic: Is the goal achievable from the perspective of the treating professionals and those 
undergoing rehabilitation? 

- Terminable: What is the time frame for the goal and when should it be achieved (e.g., in the 
short term at the end of rehabilitation or in the long term within the first six months after 
rehabilitation)? 

 
In all application examples from the field of movement-based therapy (see Table 4), written 
documentation is used to support the formulation of movement-related therapy goals. These are 
often combined with elements of goal review or further steps in treatment and coping planning (see 
Recommendation C8). The organizational forms vary, with individual goal setting appearing feasible 
in groups of up to approximately 12 people; combinations with individual counseling are also 
planned. In some cases, the programs are supported by digital applications for goal setting, 
documentation, and review. 

Table 4: Program examples from practice of the concrete implementation of content and methods with regard 
to goal setting and goal review 

Program example 
 
 

Elements of goal setting and goal 
review, as well as other content and 
methods related to other practical 
recommendations 
 
 

Organizational structure 
 

Sources: 

MoVo-LiSA - Formulation of health goals 
(associated with movement)  

- Formulation of behavioral goals  
- Review of the following criteria: 

appropriate, practical, precise, and 
effective (3pw check)  

- Treatment and coping plan (see 
recommendation C8) 

- Combination of group 
sessions, individual 
consultations, and follow-
up contact by telephone or 
in writing 

Göhner & 
Fuchs (2007) 
https://www.
movo-
konzept.de/ 

Movement and 
exercise in 
everyday life 
(VIN-CET, INOP) 

- Formulation of behavioral goals 
- Treatment and coping plans (see 

recommendation C8) 
- Observation of the achievement of 

behavioral goals for the period 
following rehabilitation 

- Integration into (closed) 
group therapy (up to a 
maximum of 12 people) 

- Connection with exit 
interviews (INOP) 

reha-ziele.de, 
Sudeck (2006) 
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ImPuls - strong 
psyche through 
movement and 
motivation 

- Individual definition of S.M.A.R.T. 
goals for health and symptoms 
(with potential association to 
movement) 

- Review and reflection on goal 
achievement (NRS) 

- Closed groups of 6-8 
people, follow-up contact 
by telephone 

Wolf et al. 
(2020b) 

Coach-to-Move - Review and reflection on goal 
achievement (NRS) 

- Individual definition of S.M.A.R.T. 
goals in relation to physical activity 
(use of Motivational Interviewing 
and consideration of Shared 
Ddecision Making) 

- Collaborative barrier management 
(see recommendation C8) 

- Closed groups of 6-8 
people, follow-up contact 
by telephone  

- Optimization of regular 
physiotherapy treatments 
(individual sessions) 

- First treatment approx. 90 
minutes, followed by 30-
minute sessions 

de Vries et al. 
(2015) 

Curriculum 
Generic self-
management 
modules (SelMA) 

- Clarify personal goals 
- Plan steps to achieve goals 
- Anticipate difficulties in achieving 

goals 
- Check progress toward goals and 

adjust actions and goals as 
necessary 

- Closed group (maximum 15 
people) 

- Three modules, each 
lasting 60 minutes 

Deutsche 
Rentenversich
erung Bund 
(2021) 

 

Contents and methods for reviewing and reflecting on goals 

For short-term therapy goals, goal achievement can be reviewed during rehabilitation. Reviewing 
longer-term rehabilitation goals is desirable, but is not yet a widely established standard in 
rehabilitation practice. 

Reviewing the extent to which goals have been achieved enables rehabilitation patients and the 
rehabilitation team to share their experiences of movement-based therapy, providing a direct 
opportunity for feedback on experiences during the therapy process. This can also lead to individual 
movement-related goals being adjusted and specified in more detail for the period following 
rehabilitation. 

Depending on the objective, various methods can be used to monitor therapy and review goals (see 
recommendation C1). Objective assessment and measurement methods can be used, for example, to 
assess physical functions or motor skills and abilities. In addition, standardized procedures can be used 
to record rehabilitation patients' individual perceptions on the degree to which they have achieved 
their goals (see www.reha-ziele.de; Glattacker et al. 2015). Examples include: 

- Numerical rating scales (NRS): Determination of the perceived degree of target achievement 
by means of queries on a scale from 0 to 100 or from 0 to 10. 

- Goal Attainment Scaling (Zwingmann, 2003): Assessment of individual goal progress based on 
a scale ranging from -2 (much less than expected), -1 (less than expected), 0 (expected result), 
+1 (more than expected) to +2 (much more than expected). 
 

Guidelines for person-oriented communication and dialogue-oriented goal setting 

The principle of person-oriented care is of great importance for setting goals. Appreciative and active 
communication and an active and participatory role for those undergoing rehabilitation are conducive 
to successful goal setting (see Recommendation A3). 
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Discussions in groups and one-on-one situations are designed to help participants agree on common 
goals (“agree”) rather than simply offering recommendations from an expert perspective (“advise”). 
Rethorn et al. (2022). refer to this as a shift in roles from expert to coach. In this role, therapists support 
rehabilitation patients in formulating and setting their own goals, offering information, advice, and 
solutions as needed. In this context, basic attitudes and techniques for motivational interviewing are 
important (Miller 2014), including techniques for asking open questions, active listening, and offering 
information and advice (Messner 2018) - all of which are applied on the basis of an empathetic 
therapeutic attitude and the acceptance of the participant, as well as the elicitation of motivators and 
resources. In contrast, there are less suitable techniques; patronizing communication, paternalistic 
attitude, controlling language (“You must..., you should...” etc.) accompanying clear expert instructions 
for goal setting (Rethorn et al. 2022). 
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C3: Improve physical and motor prerequisites  
 

(C3) In movement-based therapy, the physical and motor prerequisites for health-enhancing physical 
activity should be optimized. 

 

Background 

Improving motor skills and abilities is a key objective of exercise therapy in medical rehabilitation. 
Exercise and training methods designed to improve motor skills and abilities are traditionally core 
components or constituent elements of movement-based therapy and its various applications in sport 
therapy and physical therapy (as well as in related fields such as recreational therapy and, to some 
extent, ergotherapy). Accordingly, a variety of exercise forms and training methods belong to the basic 
repertoire of movement-based therapists. The design of exercise and training processes in medical 
rehabilitation initially follows the principles known from training science (e.g. Hohmann et al. 2020) 
and movement science (e.g. Hossner und Künzell 2022). However, as is customary in the practice of 
movement-based therapy, the respective individual's previous experience and health restrictions must 
be taken into account (e.g. Radlinger et al. 1998; Schüle and Huber 2012; Froböse et al. 2022). 

Specific forms of exercise and training are designed to induce structural and physiological adaptations 
(musculoskeletal, sensorimotor, cardiopulmonary, hematological, metabolic, endocrinological, 
immunological, etc.) (see recommendation B1). The aim is to improve or, depending on the individual's 
starting point, optimize the body structures and functions relevant to human motor skills and 
independent physical activity (as key determinants of motor abilities such as endurance, strength, 
speed, agility, and coordination). These are an important prerequisite for the ability to cope with the 
immediate motor demands of everyday physical activities (e.g., climbing stairs, cycling) and sporting 
activities (e.g., Nordic walking, jogging, muscle-strengthening exercises, ball games) (see 
recommendation A2 Movement competence). 

Movement-based therapy in medical rehabilitation involves using exercises and training methods that 
can achieve initial adaptation effects within a limited period of just a few weeks. This includes, for 
example, initial endurance training effects such as improving cardiovascular function, improving intra- 
and intermuscular coordination during strength exercises, or improving sensorimotor control to 
stabilize the knee or hip joints or the spine during coordination tasks (e.g., climbing stairs or lifting a 
load). 

In addition, exercises from the field of motor learning serve to teach and improve motor skills, thereby 
expanding the range of possibilities for independent physical activity (see recommendation B1). Lastly, 
the program aims to maintain and further strengthen the effects of the exercises and training achieved 
during the rehabilitation stay. This includes, for example, optimizing movement technique in (Nordic) 
walking and running, learning or improving swimming techniques, learning or relearning cycling, or 
even teaching techniques from the field of recreational sports (e.g., table tennis or badminton). 

In the model of physical-activity-related health competence (PAHCO), adequate body and movement 
awareness is also understood as a component of physical and motor prerequisites for health-enhancing 
physical activity (see recommendation A2, movement competence). Body and movement awareness 
is considered important for competently executing motor tasks and tolerating and controlling the 
demands of physical activity, assuming that people with good awareness of conditions and changes in, 
for example, muscle tension and joint positions during postures and movement sequences (e.g. range 
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and speed of movement or use of force in various movements) also have adequate prerequisites for 
mastering varying motor requirements (e.g., in balance tasks) and for learning forms of movement 
relevant to everyday motor skills or health-related physical activity. The corresponding ability to 
perceive the body and movement (and also to consciously reflect on this) helps to reduce uncertainty 
when moving and to strengthen confidence in one's own movement capabilities (task- and behavior-
related self-efficacy; see recommendation C4). In addition, it is assumed that people with good body 
awareness are more likely to be able to appropriately regulate the intensity of exercise and physical 
training and thus promote well-being (control competence, see recommendations A2 and C5). 

Target group: Individuals undergoing rehabilitation who are affected by physical deconditioning due 
to an inactive lifestyle or specific disease-related limitations, or who have low physical fitness. 

Contents and methods for improving physical and motor skills: 

To improve physical and motor skills, exercises and training methods can be selected from the wide 
range available in the field of movement-based therapy, based on the individual's starting point and 
goals. Specific guidelines can be found in the relevant sources on exercise and movement-based 
therapy or on training in therapy, for example in the guidelines on physical activity for the treatment 
of cardiovascular diseases (Bjarnason-Wehrens et al. 2009). A detailed list and explanation of these 
sources is beyond the scope of these practical recommendations. Regarding the goal of promoting 
physical activity, these practical recommendations focus on how the specific training and exercise 
methods known to exercise professionals can be embedded in an overall movement-based therapy 
concept. 
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C4: Strengthen confidence 
 

(C4) Movement-based therapy should strengthen confidence in the independent realization of health-
enhancing physical activity. This includes the perception of one’s own motor abilities and skills, as well 
as the enhancement of self-efficacy for specific movement tasks and for maintaining regular physical 
activity behavior . 

 

Background 

People need confidence in their own movement-related abilities and skills needed to cope with the 
demands of physical activities in everyday life or in (health) exercise. As an example, only when people 
believe that they can walk up stairs safely and quickly or ride a bike will they actually carry out these 
activities, utilizing them to strengthen their motor functioning. This confidence is known as task-related 
self-efficacy. Task-related self-efficacy is expressed as the belief that you can successfully master the 
movement-related requirements of a particular physical activity in everyday life and/or sport using 
your own abilities and skills. 

Movement-related self-efficacy is closely linked to body and movement awareness skills (Gothe et al. 
2022). Movement-related perceptions play an important role in coping with motor demands and 
tolerating the strain of physical activity. At the same time, however, it is also relevant for the design 
and orientation of physical activity to promote health and well-being. Body and movement perception 
therefore influence both movement competence and control competence (Pfeifer und Sudeck 2020). 
For example, people with good perception of movement sequences (e.g., amplitude, speed, use of 
force in various movements) are also well equipped to learn health-related activities. People with good 
body awareness are, for example, more likely to be able to regulate movement intensity appropriately 
and thus stay within their physical limits. When movements are successfully learned and individually 
challenging movement tasks are mastered as a result of adequate body awareness, this promotes a 
high level of self-efficacy. 

In addition to task-related self-efficacy, behavioral self-efficacy is also necessary for regular physical 
activity. This refers to a person's belief that they can engage in regular physical activity - even when 
conditions are unfavorable. 

Strengthening both aspects of movement-related self-efficacy plays an important role in approaches 
promoting physical activity. Self-efficacy has been shown to be significant for the selection of one's 
own physical activities and for their regular performance, even after failures or undesirable results 
(McAuley et al. 1999).  (Movement-
related) self-efficacy plays an important role in promoting physical activity, as it is directly linked to 
motivational aspects (Ashford et al. 2010). People with higher movement-related self-efficacy are 
more likely to be physically active on a regular basis (Dutton et al. 2009; Darker et al. 2010; Higgins et 
al. 2014). 

In the model of physical-activity-related health competence (Pfeifer and Sudeck 2016), all three 
competence facets (movement, control, and self-regulation) are driven by self-efficacy beliefs. 
Movement-related self-efficacy strengthens confidence a) in the ability to use one's own motor skills 
and abilities to cope with physical activities in an adequate and circumstance-appropriate manner 
(movement competence), b) in independently designing physical activities in such a way that they have 
a positive effect on health and well-being (control competence) and c) in the consistent pursuit of 
physical activity despite resistance and obstacles (self-regulation competence). 
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Target group: Rehabilitation patients with little confidence in their ability to independently implement 
health-enhancing physical activity. The recommended content and methods can help motivate 
individuals with low motivation levels and reinforce the confidence of highly motivated individuals who 
nevertheless engage in irregular physical activity to start regular activity and maintain it long-term. 

Content and methods for increasing self-efficacy 

Select an appropriate difficulty level for the movement program. This means designing physical 
activities such that participants are not overwhelmed (nor underchallenged) and can successfully 
master the movement-related requirements.  

- Becoming familiar with and learning challenging yet independently achievable movement 
tasks 

- Becoming familiar with and learning independently performable exercises and forms of 
movement for health-enhancing exercise; e.g., functional gymnastics exercises or skills for 
endurance training (e.g., swimming). 

The exchange of experiences amongst rehabilitation patients must be facilitated, allowing those who 
have successfully completed a movement-related task with similar health conditions and/or those who 
have managed to integrate physical activity into their everyday lives to share their experiences. 

- Towards the end of their rehabilitation, patients can share their movement-related 
experiences with new patients in group discussions. This can be implemented in group 
discussions or as partner work. 

Provide feedback on current exercise performance 
- Performance-related: Specific, positive feedback on current physical performance (e.g., 

“You performed the strength training exercise correctly.”) 
- in relation to a standard: evaluation of a performance test in comparison to a general 

health-related standard or in comparison to age- or gender-specific norm values (e.g., “Your 
current endurance performance is currently at 60% of the average for people of your age 
with your condition. You can improve this value through regular physical activity.”) 

- Development-related (individual reference standard): Repeated measurement of health-
related fitness with explicit documentation and reflection on performance changes 
together with the rehabilitant based on the results of the first measurement, followed by 
concrete, positive feedback on individual performance progress (e.g., “Compared to your 
performance in the first week, you can already do significantly more today.”) 

 
Express your conviction to the rehabilitation patients that they already possess relevant skills and/or 
are capable of acquiring them (e.g., “I am convinced that you are capable of walking for 10 minutes at 
a time” or “I am convinced that by the end of your rehabilitation you will be capable of...”). 
 
Introduce rehabilitation patients to alternative forms of exercise adapted to their circumstances. 

- Allowing for rehabilitation patients to have an opportunity to learn about and try out 
different forms of physical activities. 

Inform rehabilitation patients about how activities of daily living can be performed with their specific 
physical impairment, e.g., climbing stairs with a hip prosthesis. 
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Content and methods for improving body awareness and movement perception in connection with 
exercise and movement activities 
 
Offer a wide variety of health-related movement techniques (e.g., different ranges of motion and 
contrasting movements) while directing attention to individual technical features. 

- To guide awareness, rehabilitation patients can be given contrasting tasks, such as 
movements with different amplitudes or forms of contraction. 

- Example: Nordic walking: The movement therapist demonstrates or verbally instructs the 
participants to perform one or more movement patterns in different ways, e.g., “Walk 50 
meters with your arms straight, then 50 meters with your arms bent at a sharp angle, and 
then find your own optimal elbow angle over the next 100 meters.” Further variations: with 
heavy use of poles vs. light use of poles, long strides vs. short strides, with relaxed shoulders 
vs. raised shoulders, etc. – Questions for the group during or after the exercises, e.g., “What 
differences do you feel? What has changed? What is more comfortable?” 

 
Focusing attention on physiological aspects/body reactions 

- Improved awareness of bodily reactions during exercise can be achieved, for example, by 
focusing attention on certain physiological aspects (e.g., stress reactions to under- or 
overexertion such as sweating, heart rate, body heat, changes in breathing rhythm) or on 
feelings of tension in muscles, tendons, and connective tissue (during contractions or 
stretching). 

- Rehabilitation patients observe their physical stress reactions, e.g., sweating, heart rate, 
body heat, changes in breathing rhythm, and reflect on them in relation to the perceived 
effort. This helps rehabilitation patients evaluate normal bodily reactions in a positive 
fashion. 

- Example: Focusing awareness on muscle and tendon tension during gymnastic stretching 
exercises or strengthening exercises. 

 
Exercises for muscle tension and relaxation to promote body awareness. Exercises for muscle tension 
and relaxation can be used to improve body awareness (similar to the instructions for progressive 
muscle relaxation from Jacobson, or verbal perception guidance on body regions (e.g., “body scan” 
from Kabat-Zinn 2003) or exercises with tactile stimuli (perceiving and naming pressure points, 
massage with a spiky ball) or proprioceptive stimuli (in balance and coordination tasks). 
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C5: Provide knowledge and foster control competence 
 

(C5) Movement-based therapy should enable rehabilitation clients to structure their physical activity 
in a way that optimizes physical and mental health benefits while minimizing health risks. This also 
includes understanding how physical activity can be individually used to cope with health problems 
and discomfort. 

 

Background 

Movement-based therapy addresses a wide range of issues related to improving and maintaining body 
functions and structures as well as activities and participation (see recommendation A1). 
Recommendation C5 refers to the goal of enabling people undergoing rehabilitation to tailor their 
physical activity to their individual health benefits in the best manner possible. People undergoing 
rehabilitation should be supported in maximizing the individual potential of physical activity in 
positively addressing health problems and coping with illness. In the context of physical activity-related 
health competence, people undergoing rehabilitation should be enabled to design health-enhancing 
physical activity (control competence) in such a way that they can optimize physical and mental health 
effects and minimize health risks (for the basics of physical activity-related health competence, see 
Recommendation A2). 

For individuals with non-communicable diseases, exercise can be expected to offer an overwhelmingly 
positive balance between benefits and risks (e.g., adverse events such as injuries or overexertion). 
Nevertheless, physical activity recommendations for people with chronic diseases emphasize 
accounting for individual health conditions in determining the “right amount” of physical activity and 
ensuring that physical activity is safe and low-risk (Pfeifer und Geidl 2017). This applies, for example, 
when starting or resuming exercise programs, during phases of disease progression, or when 
experiencing side effects from other forms of treatment (e.g., chemotherapy). (see recommendation 
A1). Rehabilitation facilities offer a suitable setting for promoting exercise within an interdisciplinary 
rehabilitation team. Here, individuals can find expert support in approaching exercise in relation to 
health problems, impairments, and discomfort. Accordingly, most risks associated with exercise can 
be minimized by tailoring the level of exertion and the type of physical activity to the individual's illness 
and symptoms (ebd.). 

The practical implementation of recommendation C5 builds on methods for imparting and applying 
knowledge (Kok et al. 2016). Specific areas for developing control competence (see recommendation 
A2) are then added in table form. To this end, content and methods for promoting skills, abilities, and 
psychological factors relevant to health-competent physical activity behavior are summarized. 

Target group: Rehabilitation patients who are not regularly active or who, due to their health 
circumstances, need to adapt their regular physical activities.  
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Content and methods for imparting knowledge about the health effects of physical activity (“effect 
knowledge”) 

Effect knowledge describes a person's knowledge of the possible short- and long-term effects of 
physical activity on physical and mental health, as well as the benefits of promoting physical activity 
and participation (Tiemann 2006). This knowledge/understanding of the health effects of movement 
is an important basis for the self-determined planning of health-enhancing physical activity. It can also 
provide important motivation for regular physical activity (see recommendation C6). 

Rehabilitation patients should therefore be informed in particular about the health effects of 
movement in relation to their individual health problems. Roughly speaking, three areas can be 
highlighted:  

- Information about the effects of different types of movement on health and the progression 
of chronic diseases 

- Information about the optimal amount of movement, e.g., based on general recommendations 
for health-enhancing movement for the population or based on recommendations for people 
with specific health problems 

- Information about the consequences of physical inactivity and its significance for the 
progression of chronic diseases 

 
In order to promote the comprehension of this information, the following principles and methods for 
knowledge dissemination should be taken into account (Huber 2012; Kok et al. 2016; Meng und Faller 
2020): 

- Use activating teaching methods that encourage in-depth engagement with the information 
and which go beyond a purely descriptive methodology with passively consumptive learners 
(e.g., frontal lectures accompanied by slides). 

- Take into account or activate the prior knowledge of the rehabilitation patients 
- Establish (or allow for) a connection to an individual's personal circumstances and take into 

account the individual needs and experiences of the rehabilitation patients in order to give the 
communicated information subjective meaning 

 
Various textbooks and manuals, as well as indication-specific manuals, are available for imparting 
knowledge about the effects of exercise, providing movement-related materials for rehabilitation 
patients and therapists (z.B. Pfeifer 2009). For general health effects, reference can be made to the 
brochure “Menschen in Bewegung bringen” (Getting people moving), which was prepared specifically 
for multipliers (BZgA 2019) to disseminate the National Recommendations for Physical Activity and 
Physical Activity Promotion (Rütten und Pfeifer 2017). Given the diversity and specificity of indication-
specific information materials, the selection and preparation of materials is the responsibility of those 
professionals in the rehabilitation team who are responsible for designing this educational content 
that promotes physical activity. 

Information on the organizational form: Establishing a close temporal and spatial proximity between 
the dissemination of knowledge and the actual performance of physical activities is recommended 
(Huber 2012; Pfeifer und Sudeck 2020). This allows the short-term positive effects of exercise to be 
experienced directly and increases information comprehension. This can be achieved by integrating 
knowledge dissemination sequences into group or individual movement therapy sessions. When 
imparting knowledge in group discussions or lectures, it is important to ensure consistency and 
repetition of content and materials and a “common language” within the rehabilitation team in 
promoting physical activity (see recommendation A4). 
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Content and methods for teaching and applying knowledge for the health-promoting 
implementation (planning, implementation, management) of physical activity (“action knowledge”) 

Action knowledge describes a person's knowledge of how physical activities can be performed and 
controlled with a specific (health-oriented) goal in mind (Tiemann 2006). The dissemination of action 
knowledge can initially take the form of presenting information (e.g., a simple explanation of the 
principles of physical training, see recommendation C3). However, the application of action knowledge 
also requires physical and movement-related abilities and skills, such as measuring one's own pulse or 
assessing one's own exertion during exercise using the Borg scale, for example. Confidence in the 
independent implementation of health-enhancing physical activity also plays an important role here 
(see recommendation C4). Therefore, the mere presentation of information is not sufficient to 
adequately promote control competence. Rather, a combination of physical practice and training with 
elements of (cognitive and motor) learning is necessary (see recommendation B1). For the didactic and 
methodological organization of movement-based therapy, this means that the self-realization of forms 
of movement is directly combined with the communication of relevant information on the effects and 
implementation of movement. Reflection on content and discussion within the group also have a 
supportive effect. 

The teaching of action knowledge and the development of control competence for performing health-
enhancing physical activity are generally characterized by the following features (e.g. Huber 2012):  

- The subject matter is presented clearly and with its purpose in mind and can be recognized as 
a single unit combining knowledge dissemination and practical movement sequences. 

- Practical movement tasks are initiated and guided, encouraging participants to experience 
movement and reflect on their experiences, and providing opportunities for feedback and 
discussion. 

- Opportunities are thus created for intensive engagement with subject matter that go beyond 
purely practical movement, e.g., through reflection tasks, group discussions, partner work, or 
accompanying materials.  

- Body and movement awareness is incorporated, which is relevant for health-competent 
control of physical activity. Psychophysical states (e.g., relaxation or activation) can be targeted 
through variations or contrasts in movement tasks. These states of being can then be used as 
a basis for reflection and the development of skills and abilities. 

- Strategies for implementing what has been learned in everyday life are taught.  
 
Table 5 below contains selected examples of content and methods for developing control 
competence for health-enhancing physical activity. Specific areas that may be particularly important 
for rehabilitation patients are presented. Since the transfer of effect and action knowledge is 
fundamental to the development of control competence, the above information also applies to the 
selected, more specific content and methods that are specified below.
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Table 5: Examples of content and methods for developing control competence for health-enhancing physical activity 

Areas  Examples Sample sources 

Promotion of individual exertion perception and control 

Use of methods that illustrate the connection between 
physical exertion and physical reactions and show how 
physical exertion can be controlled individually 

Knowledge dissemination and training in body awareness with a focus on 
bodily reactions, e.g., heart rate, breathing, muscle tension, and fatigue 
under different stress stimuli to discuss optimal exertion, overexertion, and 
under-exertion 

(Pfeifer et al. 2009; 
Thiel et al. 2020) 

Combination of assessments of subjective effort (e.g., using the Borg scale) 
with objective measurement of physical reactions (heart rate) during 
physical exertion 

(Pfeifer et al. 2009; 
Thiel et al. 2020) 

Training on how to conduct strength training with different loads, number 
of repetitions, and assessment of subjective exertion 

(Pfeifer et al. 2009) 

Health-promoting design of physical training or everyday physical activities, particularly taking into account indication-specific characteristics 

Teaching skills for independent planning of strength, 
endurance, coordination, and balance training 

Explanation of relevant principles regarding training load norms for goal-
oriented training (scope, duration, intensity, breaks, repetitions) 

(ebd.) 

Use of materials for planning and documenting training that can be used 
and tested by rehabilitation patients during rehabilitation and that can 
potentially also be used independently after rehabilitation 

(ebd.) 

Conveying knowledge on the optimal type and dosage of 
health-enhancing physical activity; raising awareness of 
individual adjustments for people with health impairments 

Information on how to engage in health-enhancing physical activity, e.g., 
based on evidence-based physical activity recommendations for people 
with specific health problems; explanations of how to use or adapt physical 
activity and training recommendations to individual needs 

(ebd.) 

Teaching indication-specific characteristics for performing 
everyday physical movements (e.g., climbing stairs for 
people with hip replacements) and developing individual 
strategies for optimal planning and design of movement in 
everyday life, at work, and during leisure time 

Information on how to perform everyday movements in a low-impact, joint-
friendly fashion, or on movement sequences and postures that may pose a 
risk to body functions and structures from a biomechanical perspective; 
targeted practice of motor movement sequences (from reflective practice 
to automation) 
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Coping with physical discomfort and flexibly adapting exercise to individual health circumstances 

Use of methods that raise awareness of changes in physical 
condition and well-being. Methods that raise awareness for 
the need to ensure appropriate physical activity or an 
adequate level of physical activity (including a reduction if 
temporarily required for health reasons) 

Sensitization to the recognition of changing symptoms and states of health 
that are relevant to physical activity (e.g., knowledge of “red flags” that 
indicate when consultation with medical or therapeutic professionals is 
advisable) 

(Wiskemann and 
Scharhag-
Rosenberger 2014) 

Mindfulness-based methods for promoting conscious self-awareness of 
bodily signals and psychophysical states of well-being 

(Weiss et al. 2023) 

Clarification of the interplay between physical exertion, rest, and symptoms 
of illness; development of individual strategies for achieving an optimal 
balance between physical exertion and rest (pacing, energy management 
with a view to planning and organizing everyday life, work, and leisure 
time) 

(DVGS 2022) 

Teaching typical coping and behavior patterns in connection 
with certain diseases (e.g., fear avoidance/endurance in 
people with chronic pain) 

Knowledge dissemination and sensitization to typical coping and behavior 
patterns that can have adverse effects on the chronicity of health problems 
when applied over a longer period of time (e.g., fear of movement, 
avoidance or endurance beliefs in chronic pain) 

(Pfeifer et al. 2007; 
Semrau et al. 2015) 

Mindfulness training for coping and behavior patterns; if necessary, work 
toward reevaluating critically experienced situations or develop alternative 
strategies for physical activation when necessary (e.g., in group discussions) 

(Pfeifer et al. 2007; 
Semrau et al. 2015) 

Regulation and enhancement of psychophysical well-being during and through movement 

Use of methods to enable individuals to experience changes 
in their current state of well-being before, during, and after 
activity, as well as regarding to the type of activity 
(intensity, type, duration, organizational forms, etc.) 

Information on immediate changes in well-being through physical activity; 
Independent observation and reflection on one's own changes in well-being 
through physical activity, e.g., through the use of well-being scales before, 
during, and after physical activity and a targeted variation of type, duration, 
intensity, rhythm, or organizational forms and settings (e.g., social 
interaction, experiencing nature, music) 

(Pfeifer et al. 2009; 
Wolf et al. 2020a); 
(Jones and Zenko 
2021) 
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Familiarization with strategies for affect-based control of physical activity, 
e.g., with the help of a so-called “feeling scale,” which is used in addition to 
body signals (heart rate) or subjective perception of exertion to control 
exercise intensity 

(ebd.) 

Use of methods that focus on physical activity as a means of 
stress management and encourage reflection on the 
individual recreational potential of physical activity 

Teaching about the role of physical activity in stress reactions and stress 
management 

(Fuchs and Gerber 
2018) 

Experience stress regulation and relaxation potential by observing physical 
and psychological reactions to physical activity 

(ebd.) 
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C6: Support motivation through positive experiences with physical 
activity  
 

(C6) Movement-based therapy should promote rehabilitation clients’ motivation for self-determined, 
health-enhancing physical activity. In particular, it should enable and raise awareness of positive 
movement experiences. 

 

Background 

When it comes to continuing physical activity independently after medical rehabilitation, movement-
based therapists often notice motivational problems among rehabilitation patients (Deprins et al. 
2019). In order to promote movement in movement-based therapy, it is important to take into account 
the so-called stages of behavior change. Depending on the stage of behavior change, different 
priorities can be set in the process of behavioral change. Based on the transtheoretical model 
(Prochaska und DiClemente 1982), a distinction can be made between: 

- Individuals who have not yet considered changing their behavior and are generally negative 
inclined to do so (stage of precontemplation), 

- Individuals who are considering behavioral change, but have not yet formed an intention to 
do so (intentional stage, contemplation, awareness) and 

- Individuals who have already formed an intention to change their behavior and need to take 
further steps to initiate it (preparation stage). 

Furthermore, individuals may be sufficiently motivated and already physically active on a regular basis 
(action stage) or may already be doing so over a longer period of time as a kind of habit (maintenance 
stage). 

In order to progress from the stage of lack of intention (precontemplation) through intention formation 
and preparation, and finally to taking action, it is essential to determine the extent to which self-
efficacy expectations can be built up during rehabilitation (see recommendation C4), positive attitudes 
and outcome expectations towards physical activity can be developed, and positive affective exercise 
experiences can be facilitated (see recommendation B2). Together, a solid motivational basis and a 
strong intention to continue physical activity can be achieved. 

For the following content and methods for the practical implementation of the recommendations, it is 
important to note that intentions can be based on different qualities of motivation, with the degree of 
self-determination being particularly important (Göhner und Fuchs 2007). While intrinsic motivation is 
based on incentives directly related to movement (e.g., enjoyable movement execution, aesthetic 
experiences, positive body experiences), extrinsic incentives can be associated with a variety of 
outcomes and consequences of physical activity (e.g., social support). Successful motivation aims to 
increasingly “internalize” the motives for an individual’s own physical activity behavior. This means 
that, for example, it is not only the opinions of others (so-called external motivation mode) or a “guilty 
conscience” (so-called introjected motivation mode) serving as guiding factors; but that rehabilitants 
identify with the motives (e.g. "this suits me and is good for me") and that it is really their personal 
intention to be physically active (so-called identified motivation mode. 

In order to achieve increasingly intrinsic motivation and intentions, the basic psychological needs for 
autonomy, competence, and social integration must be satisfied (Teixeira et al. 2020). Individuals 
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evaluate exercise experiences as positive when a) the content aligns with their values and ideas and 
they feel they are involved in the decision-making process (autonomy), b) they feel competent and 
able to complete the tasks set, and c) they feel socially valued, e.g., through their relationship with 
members of the therapeutic team or other rehabilitation patients. 

Within this context, the following information is provided regarding the recommended pairing of 
specific target groups with specific content and methods. These contents and methods aim to promote 
the motivational components of movement-related self-regulation skills (see Recommendation A2). 

Target groups: People undergoing rehabilitation who are in the stage of unintentionality 
(precontemplation) or in the stage of forming intentions (contemplation), as well as those who are in 
the stage of preparation and whose intrinsic motivation should be strengthened. 

Content and methods for educating people about the health risks of physical inactivity (raising 
awareness of the problem and of risk perceptions) 

Initial motivation can come from information about the negative consequences of a lack of physical 
activity. Essentially, this involves conveying knowledge about the effects of physical activity and the 
consequences of physical inactivity (see recommendation C5: Knowledge about effects).  

- General risk communication: Typical content may include information about the links 
between physical activity and the development of diseases and increased mortality rates. 
Such elements of knowledge transfer can be aimed at raising awareness of the problems 
associated with physical inactivity. 

- Personalized risk communication: Individual information on previous activity behavior 
(e.g., daily step count or weekly exercise time at least at moderate intensity) or on body 
functions (e.g., blood pressure, laboratory diagnostics, motor function tests) can also be 
used to illustrate personal risk. This can be used to stimulate motivation, for example, by 
addressing discrepancies between current physical activity habits and recommendations 
on health-enhancing physical activity or by comparing individual results from physical 
function tests with standardized values. 

 
Methods for raising problem awareness and risk perception can provide initial motivation for people 
who have not yet shown any intention to increase their physical activity (precontemplation stage) or 
reinforce the intentions of people who are in the intention-forming phase (contemplation stage).  

However, it is also known that sustainable behavioral changes cannot usually be achieved on this 
rather extrinsic basis of motivation alone (Segar et al. 2016). Nevertheless, they can be used as a 
starting point for counseling on behavioral change and then combined with strategies to increase self-
efficacy and problem solving (Kok et al. 2016). 

Contents and methods for changing (cognitive) attitudes and outcome expectations 

The intention to regularly engage in physical activity is more probable when the individually perceived 
health benefits exceed the perceived “costs” (e.g., time, effort, financial costs). Various strategies can 
be used to influence corresponding (cognitive) attitudes and outcome expectations: 
 
Decision balance (considering advantages and disadvantages). Rehabilitation patients are given the 
opportunity to discuss and record their own views on the benefits of physical activity (e.g., health 
benefits, regaining abilities and activities, social participation in sports and exercise groups).  
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- If positive results from physical activity are closely linked to behavior (e.g., short-term 
activation or pain relief), incentives for behavioral change are more likely than with (very) 
long-term expected results (e.g., slowing the progression of a disease). 

- Messaging is more motivational when it highlights the benefits of physical activity (e.g., 
increased mobility in everyday life and at work, or reduced perceived stress) as opposed 
to only referring to the reduction of risks or the avoidance of possible losses (e.g., 
prevention of falls or physical deterioration) (Williamson et al. 2021).  

- Negative expectations of outcomes (“costs”) can be an obstacle to promoting physical 
activity. These may include fears of physical injury from exercise or the perception of a 
significant organizational or financial investment. In the rehabilitation process, it is 
important that negative expectations of outcomes are reduced or put into perspective. 
This can be achieved, for example, by discussing relevant health information or the 
potential personal benefits of physical activity (e.g., with regard to low-risk forms of 
exercise; see recommendation C5 Effect and action knowledge). 

- The perception of costs can also be reduced by messaging or statements that make it seem 
easier to achieve health benefits (principle of low threshold). Examples include statements 
such as “Every step away from physical inactivity is important and promotes health” from 
the national exercise recommendations (Pfeifer et al. 2016) or “Doing some physical 
activity is better than doing none” from the WHO physical activity recommendations (WHO 
2020). 

 
Methods that support an individual assessment of the pros and cons of physical activity (decision 
balance) can clarify one's own motivation and support the development of motivation. Essentially, this 
is a cognitive-rational strategy for building motivation (see recommendation B2). It can be 
implemented in individual or group therapy, whereby individual work materials as well as structured 
group discussions in group therapy with an educational focus can be used. 

In cases of strongly negative expectations and perceived barriers, it is important to develop individual 
solutions for dealing with these barriers to regular physical activity (see recommendation C8: Coping 
strategies) or for dealing with discomfort (see recommendation C5). 
 
Emphasizing the positive consequences and results of one's own behavior. Strategies that raise 
awareness of the positive experiences and consequences of physical activity can be seen as an 
extension of the cognitive-rational approach. 

- Therapists create opportunities in which they address (e.g., through feedback) results 
achieved to date, e.g. regarding health goals (see recommendation C2), and promote 
satisfaction with what has been achieved. For example, the result of improved physical 
functioning (e.g., “I can do more repetitions,” “I was able to walk 2 km at a stretch”) may 
be directly linked to the physical training of the rehabilitation patients. 
 

These motivational strategies can also be implemented in conjunction with assessment and realized 
through therapy monitoring and individual feedback (e.g., positive feedback for improved movement 
technique during strength or coordination training) (see recommendation C1). In communication with 
rehabilitants, therapists can create opportunities for perceiving positive effects. Rehabilitants’ 
perception should be directed toward the positive results of their own behavior. 
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Content and methods for facilitating positive (affective) movement experiences (activity-related) 

Positive movement experiences can be achieved and made clear directly while performing and 
experiencing movement. It is therefore less about the medium- or long-term results and consequences 
of behavior, and more about the activity itself and its immediate, tangible consequences. Often, not 
only the movement itself, but also the social context is of great importance in experiencing physical 
activity. 
 
Instruction on the self-observation of immediate emotional consequences. Therapists use methods that 
highlight changes in well-being immediately after physical activity (e.g., by recording well-being before 
and after the activity). Immediately experienced positive states of well-being after activities or positive 
changes in well-being as a result of activities can be strong sources of motivation for future physical 
activity (see recommendation C5, Table 5). 
 
Strategies for facilitating positive affective-emotional responses to physical activity. Positive reactions 
to physical activity are not a given, especially for people who were previously physically inactive or 
who have health impairments. Evidence suggests that certain strategies can increase the likelihood of 
positive affective-emotional responses (Jones und Zenko 2021, 2023): 

- Outdoor activities in an environment that is as natural as possible are more likely to lead to 
positive changes in well-being; therefore, outdoor activities should be incorporated into 
movement-based therapy programs wherever possible. 

- Utilizing music can promote a positive affective experience of physical activity; 
recommendations for music selection are available (Karageorghis et al. 2012). 

- The independent choice of the intensity of physical activity is associated with more positive 
affective reactions. The experience of autonomy among rehabilitation patients is essential 
here; this refers to the subjective feeling of being in control of one's own actions and 
decisions. This form of stress management can be increasingly incorporated over the course 
of the rehabilitation process. 

- Enabling experiences of self-efficacy (e.g., through positive, encouraging feedback) can 
satisfy the need to experience a sense of competence and thus also promote positive 
affective responses to physical activity (see recommendation C4 Self-efficacy).  

- The use of new digital technologies can also be helpful in generating positive experiences 
with physical activity. Immersive virtual realities can enable a positive affective experience 
of physical activity; provided that digital options are available, positive affective responses 
to physical activity can be made tangible. 

 
The strategies described can make positive affective experiences more likely for rehabilitation patients 
on average. With regard to the goal of enabling independent physical activity, these design options 
can also be combined with the promotion of control skills for health-enhancing physical activity (see 
recommendation C5 Control skills). 
 
Strategies for directing attention to the execution of movements (activity-related, body-related). 
Content and methods that direct attention to the movement itself can be associated with a positive 
affective experience of movement for some rehabilitation patients. These include: 

- Activities that involve “flowing” controlled movements and allow for “immersion” in the 
movement activity (e.g., qi gong). They are also recognized as mindfulness-based practices 
in the classification of therapeutic services. 
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- Activities that involve rhythmic movement patterns (e.g., moving in time to music). 
- Group activities that, when performed together, create added value for the experience of 

the activity (e.g., simple movement sequences in a group) (Molnar-Szakacs et al. 2011). 
 

These strategies can be helpful for rehabilitants in experiencing intrinsic incentives for future physical 
activity. The perception of these incentives can vary greatly from person to person. In any case, a 
prerequisite is a sufficient sense of competence in the activities. Building on this, content and methods 
that are geared toward promoting motivational competence can be implemented (see 
Recommendation A2, Self-regulation competence, and C8, Finding individual fit, motivational 
competence). 
 
Play-based approaches in movement-based therapy groups can promote interest in movement tasks 
and prevent boredom. The playful integration of movement tasks can shift attention away from 
physical exertion, allowing movement to be viewed more positively. In addition, social interactions can 
be arranged in a playful manner, which could counteract preexisting negative social experiences in 
exercise contexts. Examples of suitable playful approaches include: 

- “Small games” that require little prior physical and motor experience and no knowledge of 
the rules of “big games” (such as volleyball, basketball, etc.) (e.g. Moosmann 2017). 

- Movement tasks in groups where cooperation is required to complete the tasks. 
- Playfully integrated coordination tasks.  

 
For play-based approaches, it is important to ensure that each individual's skills are developed to the 
best of their ability and that the cooperative nature of the games is emphasized. A competitive nature 
can be perceived ambivalently in movement-based therapy groups. 

Overall, when designing movement-based therapy, it is important to promote a sense of social 
belonging (Teixeira et al. 2020) and to ensure that the movements performed are free from 
stigmatization and discrimination based on health impairments or limited previous experience with 
movement (Thiel et al. 2020). 
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C7: Align physical activity with individual motives, preferences and 
prerequisites 
 

(C7) Movement-based therapy should enable rehabilitation clients to appraise, choose, and engage in 
forms of physical activity that align with their motives, preferences, and individual capabilities. 

 

Background 

Recent physical activity recommendations suggest that people should choose an activity that they 
enjoy and find pleasurable (Ladwig and Ekkekakis 2017; Smith et al. 2019). Similarly, movement-based 
therapists often cite “conveying the joy of movement” as a key focus when asked about important 
therapeutic elements for successful, sustainable physical activity promotion (Geidl et al. 2019). To 
achieve this goal, the use of a variety of so-called “small games” (see recommendation C6) is often 
discussed, which enable shared exercise experiences and social interaction during exercise in a group 
setting. Another way of implementing the “fun” approach is to introduce rehabilitants to a variety of 
different forms of movement. Building on this, rehabilitants should be better able to find out for 
themselves what kind of physical activity they can imagine doing in the future. 

Empowering rehabilitants to select and engage in forms of movement consistent with their motives, 
preferences, and abilities can be structured in such a way as to increase their motivational competence 
for exercise and movement. Following Rheinberg & Engeser (2010), this means that individuals (a) can 
identify their own exercise and movement-related motivations and goals, (b) can assess the intrinsic 
and extrinsic incentives of different activities, and, based on this, (c) can identify and select physical 
activities that correspond to their own motivations and goals (Schorno et al. 2021). This facet of 
competence can be understood as a motivational aspect of movement-specific self-regulation 
competence (see Recommendation A2). 

With regard to the respective life circumstances of the rehabilitants, it is helpful to take into account 
the personal and environmental context factors of each individual. For example, an optimal fit must 
also be reconciled with the social and spatial conditions in the living environment as well the factual 
sport and physical activity opportunities close to the home. The latter aspect is also the subject of 
recommendation C9. 

Target group: Rehabilitants who intend to take up or continue physical activity but are unsure which 
exercise and movement forms appeal to them. Rehabilitants who, due to a change in their health 
status, are unsure which sports and movement forms are suitable for them or how these could be 
adapted to their individual capabilities. 

Contents and methods for identifying individual motives, goals, and preferences 

Rehabilitants examine their own motives, goals, and preferences, for example by completing a 
corresponding standardized questionnaire and receiving feedback on their motive and goal profile 
(e.g., discussion of motives and goals that go beyond purely health-related motives) (see 
Recommendation C1, Assessment: Recording motives, goals, and preferences; e.g., Berner Motive and 
Goal Inventory for Leisure and Health Sports).  

- Therapists discuss previous experiences with exercise/movement as well as preferences 
and dislikes in an initial consultation and/or assessment. 
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- Rehabilitants are made aware of the importance of matching individual motives and goals 
with appropriate forms of exercise and movement. A good match promotes well-being 
during and as a result of physical activity. This, in turn, is an important prerequisite for 
sticking with a program.  

 
Content and methods for promoting, testing, and reflecting on diverse movement experiences 

- Generally, a large proportion of rehabilitants are introduced to various forms of exercise 
and movement (e.g., Nordic walking, strength training, aqua gymnastics, etc.) during 
rehabilitation, and/or they gain a wide range of movement experiences. On this basis, 
therapists encourage targeted reflection and discussion about the experiences rehabilitants 
have with different forms of movement and how they “typically” experience them.  

- During rehabilitation, rehabilitants are encouraged to reflect on the various forms of 
exercise and movement in light of their own motives, goals, and preferences, enabling them 
to identify the physical activities that are right for them. 

- Once individual goals, motives, and preferences have been determined, specific therapy 
options and suitable forms of movement can be recommended for testing and/or selected 
for the rehabilitation period.  

 
The methods and content mentioned are closely related to the formulation of behavioral goals in 
Recommendation C2 (they also create a prerequisite for further planning of courses of action (see 
Recommendation C8) as well as consultations and direct preparations (e.g., contacting local providers) 
for continuing physical activity after medical rehabilitation or in rehabilitation aftercare (see 
Recommendation C9). 

The above-mentioned content and methods can be implemented in a structured manner in movement 
therapy group programs. Implementation is facilitated by supporting work materials for rehabilitants 
and therapists (e.g. Schmid et al. 2024). Within the group, individual diagnostics of motives, goals, and 
preferences as well as feedback on the results of the diagnostics can be integrated for the rehabilitants. 
In some cases, the content and methods are also implemented with a slightly greater time investment 
through a combination of group offerings and individual counseling (Schmid et al. 2023).  
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C8: Support action planning and coping planning  
 

(C8) Movement-based therapy should enable rehabilitation clients to translate their intentions 
regarding physical activity into actual, regular behavior. This includes overcoming internal and 
external barriers and shielding their physical activity intentions from competing activities. 

Background 

A common phenomenon in physical activity behavior is the failure to put intentions into practice. This 
phenomenon is described in health behavior research as the “intention-behavior gap.” Various studies 
on physical activity behavior report that around 50% of people who have set themselves an physical 
activity-related goal have not achieved this goal after several weeks or months (Rhodes and Bruijn 
2013). Although these individuals have made progress in the motivational processes involved in setting 
goals, a lack of success in the volitional processes involved in pursuing goals is evident. Either the 
implementation of the set goal has not yet begun, or the behavior begins to fluctuate again after initial 
successful initiatives, or is discontinued altogether. A distinction is made here between volitional 
problems of initiation and stabilization of physical activity behavior (Sudeck 2006). 

Individuals often fail to overcome situational barriers that prevent them from engaging in physical 
activity, or are unable to shield their intentions from competing alternatives. These can be physical 
barriers (e.g., not feeling fit or experiencing pain) or psychosocial barriers (e.g., listlessness, stress, 
many other professional or family obligations) (Krämer und Fuchs 2010). Achieving goals can then be 
jeopardized by the fact that individuals tend to remain inactive (e.g., resting on the sofa or in front of 
the TV) or prioritize other activities over physical activity (e.g., work or family activities). In such cases, 
it may not be possible to reconcile the time required for physical activity with other commitments. 

A number of research findings are now available on the effectiveness of so-called volitional strategies 
for supporting goal pursuit (Geidl 2014; Jung 2024). They show that content and methods for action 
and coping planning as well as for self-observation of behavior or behavioral outcomes are promising. 
Rehabilitants can be supported in strengthening volitional processes through, 

- therapists using and teaching certain volitional techniques for behavioral change during 
rehabilitation (e.g., discussing and jointly recording specific planning steps for behavioral 
implementation). 

- enabling rehabilitants to use strategies that are suitable for them in a manner appropriate 
to their individual circumstances, even after rehabilitation (see recommendation A2, 
movement-specific self-regulation skills)  

 
Target group: Rehabilitants who are already motivated to change their behavior and can formulate 
initial physical activity-related goals and intentions. This recommendation is closely related to 
recommendation C2, in that it now involves supporting the implementation of a medium- to long-term 
behavioral goal. 

Contents and methods for action planning and coping strategies 

Action and coping planning strategies comprise methods for supporting the actual implementation of 
objectives (“from intention to implementation”) (e.g., Krämer and Göhner 2020). 
The core of action planning is the specification of movement-related goals, upon which an action plan 
is outlined. The “5 W questions” are helpful for this purpose: What? Where? When? With whom? and 
How? (Göhner und Fuchs 2007). Therapists can guide rehabilitants in drawing up their own action 



 

51 
 

plans. Suitable physical activity should be identified and selected. A concrete plan should then be 
formulated as to when, where, and how the specified physical activity is to be carried out. The action 
plan should also consider the period after the rehabilitation stay. 

 
Coping planning is related to what is known as barrier management (Krämer and Fuchs 2010). To be 
able to effectively implement the action plan formulated above, potential barriers should be identified 
and concrete coping strategies developed to overcome them. In many cases, these are situational 
barriers that rehabilitants are familiar with from past experiences. Coping planning includes:  

- Acute strategies, i.e., when the individual finds themselves in a “risk situation” for an 
inactive alternative instead of a planned physical activity. For example, re-motivating 
oneself by reminding oneself of the benefits of exercise, reinterpreting difficult situations 
as challenges (“I would be quite proud of myself if I could manage this now.”) or directing 
attention specifically to information that promotes the desired behavior (e.g., focusing on 
your own exercise plans and blocking out information that may interfere with 
implementation, such as TV programs or social media use).  

- Preventive strategies aimed at preemptively avoiding such risk situations (e.g., through 
reminders such as entries in one's own calendar, through preparations such as taking sports 
equipment to work, or through social integration by making arrangements with friends to 
exercise or participating in group activities). 

 
For movement-based therapy, there are some working materials available that can be used for action 
and coping planning for and with rehabilitants (e.g., Pfeifer 2009). These are often integrated into more 
comprehensive programs designed to support behavioral change (see Table 2 in Recommendation C2). 
In these application examples, written working documents are used to support the action and coping 
planning process. The forms of organization vary, with individual action and coping planning appearing 
feasible in groups of up to 10-12 individuals. For the practical implementation of the programs 
mentioned, closed groups are usually provided for, and in some cases combinations with individual 
counseling or (telephone) follow-up contacts are also implemented. In some cases, the programs are 
supported by digital tools. 
 
Contents and methods for self-observation, self-assessment, and self-reward 

In the process of changing movement behavior, self-observation methods are usually used based on 
goal formulation and the development of action and coping plans. Self-observation methods aim to 
compare actual implementation (current status) with intended plans (target status). If this comparison 
yields a positive assessment, it can strengthen the motivation to pursue the goal (e.g., due to pride and 
satisfaction with what has been achieved). More negative assessments of this comparison can be a 
starting point for intensifying efforts. If necessary, more negative assessments can also lead to 
adjustments in goals, action plans, and coping strategies. 
 
Self-observation of behavior. Methods of self-observation of behavior include activity diaries and 
training documentation. They can also be integrated into electronic systems (e.g., fitness trackers and 
smartphones) as applications. These are used to compare goals and action plans with actual behavior 
and encourage reflection on one's own behavioral implementation. Exercise therapists can familiarize 
rehabilitants with these methods during rehabilitation and highlight the potential for successfully 
pursuing goals independently. Methods for self-observation of behavior are also frequently integrated 
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into working materials or digital tools designed to support behavioral change in exercise and 
movement-based therapy (e.g. Pfeifer 2009).  

- Self-reward. Positive self-evaluations when successfully pursuing (partial) goals can lead to 
reinforced behavior, as emotions such as pride and satisfaction are perceived as rewarding. In 
addition, rehabilitants can be made aware that so-called extrinsic self-rewards can also be 
useful for staying on track. These are rewards that you set for yourself and “treat” yourself to 
when you have achieved certain (sub)goals (e.g., a purchase for your favorite hobby). 

- Dealing with setbacks, relapse prevention. Given the well-known intention-behavior gap, 
"lapses" (Marlatt, G.A., Gorden, J.R. 1985) and relapses into inactive episodes are part of a 
longer-term process of behavioral change. Therapists should raise awareness that temporary 
illnesses, vacations, stressful phases, etc. can lead to such situations and that a temporary 
relapse into a phase of less activity is not unusual. Self-observation is the basis for investigating 
the causes in a more targeted manner and taking appropriate countermeasures. In these 
phases, conscious action and coping planning can contribute to a proactive approach to 
dealing with failures (e.g., slip-ups as a reason for increased mindfulness instead of resignation; 
Krämer and Göhner 2020). 

Further content and methods to support behavioral change 

- Encourage social support. Behavioral change can benefit in many ways from social support 
from the rehabilitant's environment. Such elements of social support have already been 
addressed in the content and methods for action and coping planning (e.g., selection of 
individuals for cooperative physical activity as a preventive coping strategy or as an aspect of 
action planning). Given its relevance for behavioral change, therapists should raise awareness 
of the potential of social support and encourage its use. 

- Create commitment with behavior contracts. In consultation with and under the guidance of 
therapists, rehabilitants can commit in writing to achieving independently formulated activity 
goals for a specific period of time. A “contractual agreement” can be used for this purpose 
(Geidl et al. 2014; Vries et al. 2015; Ma et al. 2019; Willett et al. 2021). However, it should be 
borne in mind that some individuals may perceive a behavioral contract as restrictive and 
negative. Therapists should therefore inquire about individuals' willingness to enter into such 
a behavioral contract. 
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C9: Facilitate continuation after rehab  
 

(C9) In movement-based therapy, rehabilitation clients should receive comprehensive counseling 
about physical activity opportunities for the period following their medical rehabilitation. This 
includes information on follow-up rehabilitation programs, participation in health enhancing physical 
activity programs, as well as other suitable physical activity options  

Background 

Rehabilitation aftercare services are extremely important for maintaining the effects achieved in 
medical rehabilitation and for the long-term pursuit of individually formulated goals (see 
recommendation C2). This is particularly important in order to build on the forms of physical and 
sporting activity - as well as exercise and training forms - learned and practiced during rehabilitation, 
and to continue to support those activities after the stay in the rehabilitation facility. For this reason, 
rehabilitants should also be comprehensively informed and advised about the possibilities for 
continuing their physical activity from the perspective of movement-based therapy. 

Target Group: All rehabilitants. 

Movement activities and opportunities  

At the end of the stay in the rehabilitation facility, the following individual or group movement therapy 
programs are particularly recommended: 

- the aftercare services provided by the German pension insurance system, such as IRENA and 
T-RENA, and the possibilities of digital rehabilitation aftercare. Together with the rehabilitants, 
services close to their place of residence can be identified via the platform 
www.nachderreha.de. 

- The wide range of rehabilitation exercise and functional training programs, which are 
implemented in accordance with the joint framework recommendations of the Federal 
Working Group for Rehabilitation (www.bar-frankfurt.de). The framework recommendations, 
information for insurance holders and contact addresses for providers can be found on the 
following website: https://www.deutsche-rentenversicherung.de/DRV/DE/Reha/Reha-
Nachsorge/Reha-Sport/reha-sport_node.html   

- The wide range of health-related exercise programs offered by sports clubs, particularly those 
that have been awarded the SPORT PRO GESUNDHEIT quality seal by the German Olympic 
Sports Confederation (DOSB), see https://service-sportprogesundheit.de/ . Offers close to 
home can be found together with rehabilitants using the DOSB's exercise map: 
https://bewegungslandkarte.de/. 

- The wide range of services offered by commercial fitness and health facilities. These can be 
particularly suitable for continuing independent exercise if professionally qualified support is 
available from individuals with expertise in exercise (sports science, physiotherapy). 
Rehabilitants can be advised to look for appropriate qualified support or to inquire about this 
before or when visiting a facility. Quality seals from recognized institutions can also provide 
information about quality-assured procedures. 

- So-called digital health applications are also increasingly available, which can be helpful in 
promoting movement and maintaining physical activity. Such applications can be found on the 
platform of the Federal Institute for Drugs and Medical Devices (https://diga.bfarm.de/de ). 
Their suitability for rehabilitation aftercare can then be assessed on the basis of a professional 

https://www.deutsche-rentenversicherung.de/DRV/DE/Reha/Reha-Nachsorge/Reha-Sport/reha-sport_node.html
https://www.deutsche-rentenversicherung.de/DRV/DE/Reha/Reha-Nachsorge/Reha-Sport/reha-sport_node.html
https://service-sportprogesundheit.de/
https://bewegungslandkarte.de/
https://diga.bfarm.de/de
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evaluation by movement-based therapists (together with other members of the rehabilitation 
team, if necessary) and in consultation with the rehabilitants.  

 
After medical rehabilitation and depending on the individual's health status, the widespread health 
courses and preventive services offered by health insurance companies under Section 20 of the 
German Social Code (SGB V) may also be a way to obtain further support for continuing independent 
exercise. Many health insurance companies have search portals on their websites where you can find 
relevant offers. In addition, various self-help organizations also offer advice on exercise or contact with 
exercise providers.
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