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Factors Associated with Physical Activity in Jamaicans with Cardiovascular Disease

G Nelson, C Gordon

ABSTRACT

Objective: Cardiovascular disease (CVD) is the leading cause of death in Jamaica. Physical
activity (PA) participation has positive effects on some risk factors for CVD. Despite this, many
remain physically inactive. This study examined factors (social support, exercise barriers and
benefits) associated with PA level in Jamaicans with CVD.

Methods: A total of 158 adults (112 females, 46 males), mean age 51.7 (15) years, were recruited
from the medicine outpatient clinic of a large teaching hospital in Kingston, Jamaica, over the
period 2012 to 2015. Exercise barriers and benefits, social support for exercise and PA level
were assessed using questionnaires. Pearson's correlation coefficient was used to determine
the relationship between PA level in MET-minutes/week, social support, exercise barriers and
benefits. The relationship between the variables (social support, exercise barriers and exercise
benefits) and categories of PA level was also determined using a one-way analysis of variance.
Statistical significance was determined by p < 0.05.

Results: There was a statistically significant difference between ‘family’ social support scores
across the three categories of PA (low, moderate, high) (F = 3.919; p = 0.023). Perceived exer-
cise barriers and benefits had no significant association with PA level.

Conclusion: These results indicate that PA promotion strategies aimed at persons with CVD

must consider the role of available social support.
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INTRODUCTION

Non-communicable diseases (NCDs) have been reported
as being the leading cause of death in Jamaica, contrib-
uting to 68% of all deaths (1); cardiovascular diseases
(CVDs) accounted for 32% of these deaths. The Jamaica
Health and Lifestyle Survey (2), the most comprehensive
lifestyle survey performed locally, revealed that over the
period 2000 to 2008, the proportion of Jamaicans who
were physically inactive had increased. This pattern has
likely persisted to present day, as no significant large-
scale intervention to reverse it has been done. These data
are disturbing in view of the fact that it is well known that
the effects of these CVDs can be mitigated with exercise.
Regular exercise has positive effects on some of the risk
factors that contribute to CVD. It reduces blood pres-
sure, excess weight and cholesterol levels, and increases

exercise tolerance, fitness levels and insulin sensitivity
(3). Other benefits include improvement in muscular
function and strength, improved endothelial respon-
siveness (4) and muscle blood flow, increased oxygen
consumption and functional endurance (5). These are
important for persons with chronic CVD, whose exer-
cise capacity is usually lower than normal (3).

Despite the benefits of exercise, many individuals
in Jamaica do not engage in sufficient physical activity
(PA) (2). Physically inactive persons are twice as likely
to develop coronary heart disease (6, 7). While it is sus-
pected that the level of PA in persons with CVDs will not
differ from the general Jamaican population distribution,
no study assessing PA level in this group has been done.
In a study conducted among 48 Jamaicans with diabetes
(8), researchers sought to determine how knowledgeable
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they were about the benefits of exercise and their level of
exercise participation. The majority (88%) of the partici-
pants had a good knowledge of the benefits of exercise,
but there was no significant relationship between knowl-
edge and exercise participation.

Perceived barriers are known to be determinants of
exercise participation (9). Some of the barriers observed
in persons with CVDs include negative perception
towards health and changing events as a result of cardiac
events, having low mood, low motivation and lack of
interest to exercise, feeling physically restricted towards
or fearful of exercise, lacking knowledge regarding
exercise (10), and lacking social support (11).

Social support refers to the function and quality of
social relationships, such as perceived availability of
help or support actually received (12). It is also related
to tasks or steps that significant others take to facilitate
behaviour. Social support for PA may be described as
instrumental (giving a non-driver a ride to an exercise
class), informational (telling a neighbour about a com-
munity exercise programme), emotional (calling a friend
to see how he/she is coping with a new exercise pro-
gramme) and appraisal (providing encouragement or
reinforcement for learning a new activity) (13). There
is still some inconsistency regarding the relationship
between social support and PA. Social support from
family and friends has been positively related to adult
physical activity levels (9, 14-16). Eyler et al (11) con-
ducted a telephone survey over a 1-year period in which
they evaluated social support for PA using the Physical
Activity Social Support (PASS) questionnaire. A total
of 2912 women, aged 40 years and over, participated.
Those with low PASS were more likely to be sedentary.
In another study of 5167 Canadian men and women,
aged 15-79 years, the effect of social support on PA was
examined (17) and social support was not observed to
have a significant effect on PA level.

Not enough research has been conducted on the fac-
tors influencing PA participation in Jamaica. While the
relationship between social support and PA has been
examined in other populations, the findings may be dif-
ferent in Jamaica given that ethnicity has been shown
to influence this relationship (11). This study examined
factors (social support, exercise barriers and benefits)
associated with PA level in Jamaicans with CVD.

SUBJECTS AND METHODS
Ethical approval was obtained from the university’s
ethics committee and permission was received from

the hospital’s senior medical officer and head of the
department of Medicine. Persons were included if they
attended the hospital’s medicine outpatient department
and had at least one chronic CVD. Participants who gave
informed consent were asked to complete interviewer-
administered questionnaires. The Social Support Survey
for Diet and Exercise Behaviors (18) comprises two
sections: for assessing social support for exercise behav-
iours, only items 11 to 16 and 20 to 23 were used (19).
The scale consists of Likert-type items with responses
ranging from 1 (none) to 8 (‘does not apply’). Social
support scores from ‘friends’ and ‘family’ were summed
separately.

The scale has been found to be valid and reliable for
use in adults 18 years old and over (20). The Exercise
Barriers and Benefits Scale (21) comprises 43 items
that evaluate the perceived barriers and benefits from
exercise participation. The instrument may be scored
and used in its entirety or as two separate scales. The
instrument has a four-response, Likert-type format with
responses ranging from 4 (strongly agree) to 1 (strongly
disagree). When the ‘benefits’ items are used alone, the
score range is between 29 and 116. When the ‘barriers’
is used alone, scores range between 14 and 56. In this
instance, the higher the score on the barriers items, the
greater the perception of barriers to exercise. Test—retest
reliability assessment yielded a reliability coefficient of
0.953 for the benefits and 0.886 for the barriers scale
which suggests it is a reliable instrument for assessing
perceived benefits and barriers to PAs among different
populations (21). The benefits and barriers scales were
used separately in this study.

The International Physical Activity Questionnaire
(22) was used to assess PA level (vigourous walking,
sitting and moderate exercise) by self-report in persons
aged 18—69 years. Physical activity was scored as ‘low’,
‘moderate’ and ‘high’ and in MET-minutes/week.

Data analysis

Pearson’s correlation coefficient was used to determine
the relationship between PA level in MET-minutes/
week, social support, exercise barriers and benefits.
The relationship between the variables (social support,
exercise barriers and exercise benefits) and categories of
PA level was also determined using a one-way analy-
sis of variance. Statistical significance was determined
by p < 0.05. Statistical analysis was done using the
Statistical Package for the Social Sciences, version 19
(IBM Corp., Armonk, NY).
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RESULTS

Actotal of 158 persons (112 females, 46 males), mean age
51.7 (15) years, participated. Approximately 50% of the
respondents were unemployed or retired. A total of 57
respondents (36%) fell in the ‘low’ PA category, while
32 (20.3%) were in the ‘moderate’ PA group and 21
(13.3%) were in the ‘high’ PA category. The mean (SD)
PA score in MET-minutes/week was 1239.9 (2865.3).
The mean (SD) for social support, exercise barriers and
benefits is shown in Table 1.

Table 1: Mean (SD) for variables
Variable Mean (SD)
Physical activity level (MET-minutes/week) 1239.9 (2865.3)
Social support (family) 17.94 (8.98)
Social support (friends) 17.47 (9.18)
Exercise barriers 27.7(7.5)
Exercise benefits 94.0 (12.5)

Relationship with PA

There was a negative correlation between age and the
mean PA score (» = —0.007), but this was not signifi-
cant (p = 0.951). There was no significant relationship
between gender and PA level. The mean PA score was
not significantly related to social support, exercise barri-
ers and exercise benefits (see Table 2).

Table 2: Relationship between mean PA score and social support, exercise
barriers and benefits

Variable r p-value
Family social support 0.06 0.579
Friends social support 0.069 0.524
Exercise barriers -0.127 0.241
Exercise benefit 0.201 0.062

There was no significant difference in PA scores across
employment status (retired, unemployed, employed)
(F=1.802; p=0.153).

There was a statistically significant difference
between ‘family’ social support scores across the three
categories of PA (low, moderate, high) (F = 3.919;
p = 0.023). Post-hoc tests revealed that the ‘family’
social support was significantly higher in the ‘high’ PA
group compared to the ‘low’ PA group (p = 0.018). There
was also a statistically significant difference between
“friend’ social support scores across the three categories
of PA (F=7.000; p=0.001). The ‘friends’ social support
was significantly higher in both the high (»p = 0.004) and
moderate PA (p = 0.026) groups compared to the low PA

group.

When exercise barriers were compared across the
three PA categories, there was no significant difference
(F = 0.122; p = 0.885). Neither did perceived exer-
cise benefits differ across PA categories (F = 0.998;
p=10.372).

DISCUSSION

Cardiovascular disease is the leading cause of death
globally. Physical inactivity is one of the major behav-
ioural risk factors for CVD (1). This study sought to
determine the correlates of PA in persons with chron-
ic CVD. Approximately 50% of the participants were
found to be in the low PA category. This was in keeping
with data from a large population-based study in which
approximately 45% of the Jamaican population was
reported as physically inactive (2).

Although the perception of barriers to exercise was
low, this did not translate to persons achieving the
recommended levels of PA. The mean PA level (in MET-
minutes/week) fell within the low PA category. This was
surprising given that there was a high perception of the
benefits of exercise. There are, however, many other
determinants of PA and exercise, such as self-motiva-
tion, social reinforcement, family influences and access
to exercise facilities (23), which were not examined in
this study.

Social support has been defined as non-verbal or
verbal communication which aims to improve feelings
of coping and competence (24). Social support for exer-
cise was poor, overall. The mean scores from family and
friends were 36% and 35%, respectively. This is similar
to findings from the Adeniyi et a/ (25) study which states
that 99.8% of participants experienced low social sup-
port for exercise. This study found that social support
from friends and family was a positive influence on PA.
Other studies have also reported similar findings (11, 22,
25). Healthcare and exercise professionals must evalu-
ate the social support for exercise that is available, in
attempting to influence exercise behaviours of persons
with cardiovascular conditions.

Our study revealed a negative correlation between
perceived barriers and PA (MET-minutes/week); howev-
er, this trend did not achieve significance. These findings
conflict with those of Adeniyi et a/ (25) who found that
higher perceived barriers were significantly related to
low PA level. This may have been due to the differences
in sample size.

To our knowledge, this is the first study that has
assessed factors influencing PA in Jamaicans with
CVD. A few limitations must be mentioned. The PA
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level was measured by self-report. Respondents are
known to overestimate their PA participation by this
method. The cross-sectional nature of the study does
not allow us to determine causal relationships between
the factors and PA.

CONCLUSION

Engagement in PA is a major factor affecting cardiovas-
cular risk. Social support has a strong influence on PA
participation in Jamaicans with CVD. Health promotion
strategies should encourage friends and family of per-
sons with CVD to offer support for exercise.
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