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Considerable epidemiological and physi-
ological evidence indicates that regular aer-
obic physical activity has substantial bene-
fits for the cardiovascular and other sys-
tems of the body.1,2 Specific health benefits
of regular physical activity and fitness
include reduced risk of all-cause mortality
and several specific conditions.3-5 In addi-
tion, physical activity has been shown to
be inversely related to depression, anxiety,
and stress.6-8

Despite the substantial benefits associat-
ed with involvement in physical activity,
studies have shown that the majority of
Canadians are sedentary. It has been esti-
mated that only 11% of Canadians engage
in aerobic activity three to four times a
week, for 30 minutes or more at 50% or
more of individual capacity (requirement
for cardiovascular benefit).9 In Ontario it
has been estimated that just over 67% of
the population are inactive (those averag-
ing less than 1.5 kcal/kg/day of estimated
energy expenditure).10

Several theoretical frameworks and con-
cepts have been used to explain and predict
physical activity participation, such as: the
Theory of Reasoned Action, the Theory of
Planned Behavior, the Health Belief
Model, the Transtheoretical Model, self-
efficacy, social support, and physical activi-
ty enjoyment, indicating that the determi-
nants of physical activity are multifac-
eted.11,12

Another approach to understanding the
determinants of physical activity is to
examine the concept of general social sup-
port and its relationship to health behav-
iour. A substantial amount of research has
shown the beneficial effects of general
social support in relation to mortality and
morbidity.13-15 Specifically, structural
dimensions of support signifying social
integration are positively related to mental
and physical health. Furthermore, the
functional dimension of affective support
appears to be most strongly and consistent-
ly associated with good health and well-
being.13,16 However, these relationships
appear to be at least partly related to age
and gender since women over the age of 55
show somewhat less positive effects from
receiving and giving support.13,17

Existing research that has specifically
examined the relationship between general
social support (non-exercise specific) and
physical activity behaviour, has shown that
higher levels of support – such as greater
involvement in social organizations, more
frequent contact with family and friends,
and greater amounts of emotional support
from others – are associated with higher
levels of physical activity participation.18-23

The purpose of the current paper is to
examine the relationship between general
social support and levels of physical activi-
ty among a sample of Ontario adults. We
hypothesized that general social support
would be related to higher levels of physi-
cal activity. 

METHODS

The 1990 OHS is a provincial survey of
households and individuals.24 The sample
(N= 29,135) for the current analysis
includes those respondents: 18 to 59 years
of age, not pregnant, not bed-ridden for 1
or more days of the past 14, and having no
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mental or physical limitations. The mean
age for the sample was 37 years (SD =
11.25). The analytic sample was comprised
of 51.4% females and 48.6% males. Eighty
percent of the sample had a total house-
hold income of $30,000 or more, while
70% had completed at least secondary level
education, and 94% perceived their health
as good, very good or excellent in compari-
son to individuals of the same age.

The dependent variable is represented by
the derived continuous variable, energy
expenditure. This variable was derived
from the answers respondents gave to ques-
tions concerning the type and level of spe-
cific forms of physical activity. This mea-
sure is a version of the Minnesota Leisure
Time Activity Questionnaire,25 which has
shown acceptable levels of reliability and
validity.26

Respondents answered yes or no to the
question, “Have you participated in the
following physical activities during the last
month?” A list of 19 activities included
such items as: walking for exercise, bicy-
cling, running or jogging, ice skating, golf,
weight training, dancing, and others.
Respondents were instructed to record the
exact number of times they participated in
each activity during the last month, to
determine frequency; and how much time
they usually spend on each occasion from:
1-15 minutes; 16-30 minutes; 31-60 min-
utes; more than 1 hour, to determine dura-
tion. Intensity of physical activity was
based on an estimate of average MET val-
ues for each of the types of physical activity
listed.27

This measure of physical activity does
not include non-leisure activities (i.e.,
activities of daily living, work). However,
an earlier analysis of the OHS indicated
that the inclusion of non-leisure physical
activity (daily activities) did not diminish
the effects of original predictor variables on
energy expenditure.10

Independent variables
Eight general social support items uti-

lized from the OHS include both structur-
al/quantity (number of close friends and
family, frequency of contact with family
and close friends, social contact during
leisure, marital status, parental status and
organization membership) and function-

al/quality (ability to confide in others,
instrumental aid, social satisfaction)
domains. 

A factor analysis conducted by the
authors resulted in four factors of general
social support: Familial Structure (primari-
ly composed of two items: parental and
marital status), Social Quantity (two items:
number of close relatives and number of
close friends), Functional Support (two
items: emotional and instrumental sup-
port), and Social Frequency (two items:
frequency of meeting close friends and rel-
atives).

The alpha reliabilities for scales com-
prised of the items loading most heavily on
each of the four factors were as follows:
Familial Structure = 0.74, Social Quantity
= 0.54, Functional Support = 0.52 and
Social Frequency = 0.31.

Additional variables included in the
analysis were as follows: gender, age (18 to
59), household income (ranging from no
income to $80,000 or more), education
(primary or less to completed post-
secondary), and perceived health status
compared to others (poor to excellent).
These variables have been previously
shown to be significant predictors of physi-
cal activity behaviour.10

Analysis
The first step in the analysis provided

descriptive statistics for the unweighted
sample. Hierarchical multiple regression
was then used to examine the relationship
between social support and physical activi-
ty when controlling for a number of possi-
ble additional variables. In order to correct
for the design effect of the sample, the
weighted effective sample size (n= 9,944)
was used as the basis for determining the
statistical significance of the multiple
regression results. The method of entry
was determined by the hierarchy of vari-
ables found to predict energy expenditure;
those with a probability (from correlation
results) of explaining greater variance were
entered first. 

RESULTS

The mean energy expenditure was 1.38,
with a standard deviation of 2.07.
According to Campbell’s Survey of Well-

Being,28 this represents a level of physical
activity just below the amount that pro-
vides benefit to cardiovascular health. The
minimal requirement for experiencing
some cardiovascular benefit was given as
the range of 1.5 to 2.9 kcal/kg/day.28

Above 2.9 is the desired level of physical
activity required for cardiovascular
benefit.24

Hierarchical multiple regression analysis
Logged Energy Expenditure was

regressed on nine independent variables
entered in the following blocks: 1) age and
gender; 2) education and income; 3) health
status compared to peers; and 4) the four
social support factor scores representing
Functional Support, Social Frequency,
Social Quantity and Familial Structure.
Regression models indicating the sequence
of changes for each block of variables
entered are shown in Table I. 

The largest amount of variance (5.7%)
explained was due to age and gender. The
next largest amount of variance explained
(3.1%) was made by the four measures of
social support. Perceived health con-
tributed the next largest amount of
explained variance (2.3%). The variables
education and income contributed the
least amount of explained variance (1.4%).
The complete model explained 12.5% of
the variance in energy expenditure.

The individual predictors with the
strongest effects on energy expenditure
were the social support variable, Familial
Structure (� = -0.169) and the control
variable, Perceived Health (� = 0.139).
The control variables age and gender had
the next largest effects (� = -0.114 and � =
0.114, respectively). Weaker effects were
shown for the two social support variables,
Social Quantity (� = 0.083) and Social
Frequency (� = 0.052); and two control
variables: education (� = 0.070) and
household income (� = 0.061). Functional
Support (� = -0.010) was not significant. 

In summary, the results indicate that
Familial Structure (being married and hav-
ing children) was significantly predictive of
lower levels of physical activity. However,
other social support factors, including
Social Quantity and Social Frequency,
were predictive of higher levels of physical
activity. Although the effects of three out



of four social support factors were signifi-
cant, they were not particularly large (Betas
all below 0.17). As expected, older respon-
dents (from this 18 to 59 year-old group)
were more likely to engage in lower levels
of activity. Those who perceived them-
selves to be more healthy compared to
their peers, those who were male, those
who had higher levels of education and
income, and those with larger numbers of
friends and family they saw frequently,
engaged in higher levels of physical activi-
ty.

DISCUSSION

Although causality cannot be inferred
due to the cross-sectional data, a number
of processes may explain the positive asso-
ciation of Social Quantity and Social
Frequency with physical activity.
Frequently interacting within a large social
support network (signified by Social
Quantity and Social Frequency) may pro-
vide an individual with information on
such issues as the benefits of participation
and opportunities available.15,29 Network
members may also provide assistance, such
as child care, while the parent engages in
physical activity. Involvement in a large
social network can also influence an indi-
vidual’s identity and self-esteem through

positive interaction (e.g., companionship,
love, assistance), and this may lead to
increased motivation to care for one’s self,
and engage in beneficial health behaviours
such as physical activity.15 The social net-
work can also influence the individual
through attitudes, values and models of the
behaviour.29 An alternative view is that
engaging in a program of regular physical
activity may expose the individual to
opportunities of social contact, which
could increase levels of social frequency
and quantity.

While additional structural dimensions
of social support were expected to be posi-
tively related to physical activity, this was
not the case for Familial Structure.
Familial Structure, comprised of being
married (or cohabiting) and/or having chil-
dren, is associated with lower levels of
physical activity. 

The negative effect of Familial Structure
on physical activity appears to be some-
thing other than a simple age effect (age
was entered before social support in the
multiple regression analysis). The associa-
tion may be something inherent to main-
taining a program of physical activity itself
(i.e., time commitment) and/or the
demands placed on the individual from
family responsibilities. Perceived or real
barriers to physical activity have been

shown to be significant negative influences
on physical activity adherence.30-32 The
negative impact of Familial Structure on
physical activity may be due to the struc-
tural barrier of family responsibilities. The
change to one’s life from marriage and
having children likely decreases the
amount of discretionary time individuals
have for themselves to engage in leisure
pursuits, such as physical activity.33,34 As
one anonymous reviewer noted, it may also
explain why those who have more frequent
contact with significant others, may simply
have more time to do so, and also have
more time to engage in leisure pursuits
such as physical activity.

LIMITATIONS

Due to the cross-sectional design of the
study, causality cannot be inferred, there-
fore further research is needed using differ-
ent designs (e.g., longitudinal) to deter-
mine the specific relationship and direction
between physical activity and general social
support. It should also be remembered that
general social support is only one of many
factors that influence physical activity
behaviour – further research should
include general social support with other
known determinants of physical activity in
more comprehensive designs.

IMPLICATIONS FOR POLICY AND
PROGRAMS

The results of this analysis have implica-
tions for policy and programs. One finding
was that general social support, as mea-
sured by Social Frequency and Social
Quantity, was predictive of physical activi-
ty. It follows that, in constructing pro-
grams of physical activity, attention should
be paid to fostering social relations. One
possibility in developing social relation-
ships might be to focus on the task of
physical activity and provide an opportuni-
ty for participants to share the experience
together in a partner or group format,
which has been shown to increase physical
activity adherence levels.35 Furthermore,
social aspects can be targeted for program
participants that do not involve physical
activity directly. Social interaction might
involve outings where participants experi-
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TABLE I
Hierarchical Multiple Regression of Energy Expenditure (log) 

on Independent Variables

Model Variable Standardized Coefficients Adjusted R Square

1 Age -0.200
Gender (male) 0.130 0.057

2 Age -0.198
Gender (male) 0.125
Education 0.086
Household Income 0.066 0.071

3 Age -0.193
Gender (male) 0.124
Education 0.066
Household Income 0.057
Perceived Health 0.154 0.094

4 Age -0.193
Gender (male) 0.124
Education 0.066
Household Income 0.057
Perceived Health 0.154
Functional Support* -0.010
Social Frequency 0.052
Social Quantity 0.083
Familial Structure -0.169 0.125

All values significant at p < 0.001, except for Functional Support* which is not significant.
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ence and share different leisure activities,
such that personal relationships may
strengthen and foster greater involvement
in physical activity.

Since the current analysis showed that
Familial Structure was a negative predictor
of physical activity, attention should be
paid to those individuals who find it diffi-
cult to participate due to family obliga-
tions. Some fitness centres have responded
to this concern through the establishment
of day care services for children of parents
who participate, and also offering physical
activity programs that incorporate dual
participation of child and parent in the
same physical activity routine.

In summary, the findings provide addi-
tional impetus for programs and policies
that enhance physical activity through
social support by enhancing social interac-
tion of participants and providing program
support for those whose family circum-
stances make participation in physical
activity difficult. Further research is needed
to bring about a greater understanding of
the relationship between physical activity,
general social support and other determi-
nants of physical activity.
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