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Abstract
Background
Aerobic physical activity (PA) and resistance training are paramount in the treatment and management of type 2 diabetes (T2D), but few studies have examined the determinants of both types of exercise in the same sample.

Objective
The primary purpose was to investigate the utility of the Theory of Planned Behavior (TPB) in explaining aerobic PA and resistance training in a population sample of T2D adults.

Methods
A total of 244 individuals were recruited through a random national sample which was created by generating a random list of household phone numbers. The list was proportionate to the actual number of household telephone numbers for each Canadian province (with the exception of Quebec). These individuals completed self-report TPB constructs of attitude, subjective norm, perceived behavioral control and intention, and a 3-month follow-up that assessed aerobic PA and resistance training.

Results
TPB explained 10% and 8% of the variance respectively for aerobic PA and resistance training; and accounted for 39% and 45% of the variance respectively for aerobic PA and resistance training intentions.

Conclusion
These results may guide the development of appropriate PA interventions for aerobic PA and resistance training based on the TPB.
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Background
The most recent national surveillance of diabetes prevalence indicates 5.1% of Canadian adults were living with diagnosed diabetes in 1999 [1], with 90% of these diagnoses being type 2 diabetes (T2D) [1]. The prevalence is continuing to rise [2]. In the United States, 9.6% of adults age 20 years and older have diabetes [3]. Given the increasing prevalence of diabetes in the population, there have been calls for the development of effective prevention and treatment strategies [4–6].
Physical activity (PA) plays a central role for both the treatment and prevention of diabetes [7]. Aerobic PA greatly decreases the risk of developing T2D [8] and reduces the risk of progressing from impaired glucose tolerance to T2D [9, 10]. For those living with T2D, aerobic PA enhances insulin sensitivity [11–14], improves blood glucose control [15, 16], and produces favourable changes in body composition [17]. Therefore, aerobic PA is a well-established recommendation for those with, and at risk for T2D [7, 18]. Despite the widespread promotion of aerobic activity however, less than 30% of the diabetic population participate in aerobic PA enough to meet the recommended guidelines of 150 minutes/week of moderate PA [1], which is less than the general population [19].
Recent literature has depicted resistance training as a promising avenue for individuals with diabetes [20]. Progressive resistance training, in which the resistance against the muscles is gradually increased over time, leads to gains in muscle mass [21]. Similar to aerobic PA, resistance training also substantially improves insulin sensitivity [22], and glycemic control [23–27]. Furthermore, performance of both aerobic and resistance exercise was superior to either type of exercise alone for improvement in blood glucose control [28]. Despite the resistance training recommendations implemented by the American College of Sports Medicine [21], American Diabetes Association [7], and the Canadian Diabetes Association [1], the majority of adults with T2D do not perform this behavior [4]. In a population-based assessment of PA levels in 1,193 adults with T2D, Plotnikoff [4] reported only 12% were weight training or performing activities that would increase muscular strength.
The encouragement of inactive individuals with T2D to be active is the first step in PA treatment, and between the two modes of PA, resistance training may be a more attractive option than aerobic activities for some of this population [4]. This is because a significant number of adults with T2D have difficulty with aerobic exercise due to excess weight and/or foot ailments [29]; such individuals might have less difficulty with resistance training [20]. Further, for some individuals, resistance training may be less daunting psychologically than a 30-minute walk, as this population likely associates aerobic PA with shortness of breath, fatigue, and possibly pain [4]. In addition, relative increases in strength through resistance training are typically achieved more quickly, and are of greater magnitude, than increases in aerobic fitness through aerobic PA. This could cause resistance training to be more gratifying, and consequently more motivating than aerobic activity. Furthermore, success at resistance training might lead individuals to be more comfortable with the idea of beginning or increasing aerobic activities.
Implementing theory-based interventions are more effective at changing health-related behavior than atheoretical approaches [30]. However, prior to the translation of theories into interventions, theories and their assumptions should be empirically tested to ensure adequacy. Social cognitive theories such as the Theory of Planned Behavior (TPB) [31] are helpful for explaining PA behavior [32–34].
The TPB proposes that a person's intention to perform a behavior is the immediate proximal predictor of that behavior since it reflects the level of motivation a person is willing to exert to perform the behavior [31]. Intention is theorized to mediate the influence of three main constructs on behavior: attitude, subjective norm, and perceived behavioral control (PBC). Attitude reflects a positive or negative evaluation of performing the behavior, and has both instrumental (e.g., harmful/beneficial) and affective (e.g., boring/enjoyable) components. Subjective norm is defined as the perceived social pressure to perform the behavior, and includes both injunctive (e.g., what significant others think the person ought to do) and descriptive (e.g., what significant others themselves do) components. PBC is an evaluation of how easy or difficult it will be to perform a behavior. Application of the TPB identifies underlying beliefs that determine one's attitude, subjective norm and PBC [31], and can provide an understanding of the factors that help initiate behavior (such as PA) for the promotion of related programs to a target group in the population [35, 36].
Structured reviews [37] and meta-analyses [33, 38] have demonstrated that the TPB is useful for the prediction of health behaviors. In a review of health behaviors conducted by Armitage and Conner [37], attitude, subjective norm and PBC accounted for 40% of the variance in intention, while intention and PBC accounted for 27% of the variance in behavior. Similar results have been reported in a meta-analysis for the PA domain [32, 33].
Only one previous study has examined TPB to explain aerobic PA in the diabetic population [34]. In this study by Plotnikoff and colleagues, the TPB constructs were tested in predicting aerobic PA over a six-month period in a large population sample of 697 type 1 and 1614 type 2 adults. The researchers found for both diabetes types across both cross-sectional and longitudinal analyses, attitudes, subjective norm and PBC were all significantly associated with intention, and intention was significantly associated with behavior. PBC was directly related with 6-month PA, but this association was not significant in the cross-sectional analysis. We found only three published studies that have examined the psychosocial predictors of resistance training, all of which assessed adults without diabetes. Of these studies, two tested the TPB [39, 40], while the other study [41] examined psychological factors. Dean et al. [40] tested the efficacy of the TPB to explain strength training in older adults (N = 200) and found that subjective norm and PBC explained 42% of the variance in intention and intention explained 40% of the variance in behavior. Bryan and Rocheleau [39] examined the predictive validity of the TPB for aerobic-exercise behavior versus resistance training among a sample of 210 college students and found TPB variables, extroversion, and perceived health collectively accounted for 19% and 40% of the variance in aerobic and resistance exercise respectively. Jette et al. [41] explored the factors associated with exercise participation and adherence to a home-based resistance training in a sample (N = 102) of older people representing a range of functional limitations. The findings revealed that psychosocial factors such as positive attitudes and sense of control toward exercise were important predictors of adherence [41].
In summary, resistance training is beneficial in T2D and there are reasons to believe that TPB might be salient for the prediction of this behavior. Also, no previous study has simultaneously examined the cognitive predictors of aerobic PA and resistance training within a randomly selected population sample. It is imperative that psychosocial determinants for both aerobic PA and resistance training are understood in order to guide the development and tailoring of effective and efficacious programs for the diabetes population. The purpose of this study was therefore to investigate the utility of the TPB in explaining the behaviors of aerobic PA and resistance training in a population sample of T2D adults – our main study objective. A secondary objective was to compare the mean scores of the TPB constructs between aerobic PA and resistance training.

Methods
Sampling Frame, Recruitment and Sample
A random digit dialing protocol was employed to recruit individuals with T2D. A random national sample was created by generating a random list of household phone numbers (a national diabetes registry does not exist in Canada). The list was proportionate to the actual number of household telephone numbers for each Canadian province (with the exception of Quebec which had a lesser proportion of phone numbers as predominately Francophone speaking communities were excluded from the sampling frame).
A pretest (n = 7) was conducted to refine the questionnaire and to check the interview length, question wording and interview instructions. The baseline (time 1) questionnaires were mailed in March 2006. The time 2 follow-up questionnaires were mailed in June 2006 employing a rolling mailout pattern to ensure three months had passed between time 1 and time 2. This research was reviewed and approved by local Research Ethics Boards, and all subjects gave informed consent.

Measures
Socio-demographic factors were measured using questions based on Statistics Canada 2001 census [42] and included: age, gender, marital status, ethnic affiliation, education, income levels, internet access, current health conditions (i.e., angina, heart attack, stroke, cancer, high cholesterol, high blood pressure) smoking status, and the age the participants were diagnosed with type 2 diabetes. These measures have been employed by our research team in previous studies [34, 43, 44].
PA behavior was assessed using a modified version [19] of the validated Godin Leisure-Time Exercise Questionnaire (GLTEQ) [45, 46]. For aerobic activity, participants were asked to report the average number of times per week and average duration in the past month they engaged in strenuous, moderate, and mild intensity physical activity for a minimum of 10 minutes per session. Occupational and household activities were not included. Participation responses for the strenuous and moderate activity categories in each activity category were then added to obtain a summary score of the number of minutes of physical activity per week (mild intensity activity responses were not included in the calculation). A resistance training item was added to the GLTEQ where participants were asked to report the average number of times per week and average duration in the past month they engaged in resistance training. The summary score for resistance training behavior was computed by multiplying the average frequency and average duration in the past month.

Social-Cognitive Variables
Aerobic PA-related measures that were initially developed for a previous study [34] examining aerobic activity were employed for this study. With regards to the resistance training TPB measures, we modified the aerobic TPB items through a process which included cognitive interviews. After the cognitive interviews were conducted (and before the study proper), we also performed a reproducibility (test-retest) study of the aerobic PA and resistance training TPB measures.
Cognitive interviews for development of questions related to resistance training
Pre-tests of the resistance training component of the instrument was conducted with an independent sample of 7 women and 5 men (mean age = 67.6 years, SD = 8.2; and the mean age diagnosed with diabetes = 55.5 years, SD = 10.9). Participants were asked to complete the questionnaire and provide feedback on content applicability and grammar during in-depth interviews which ranged between 30 to 60 minutes in duration.

TPB measures for aerobic PA and resistance training (Study Proper)
The TPB constructs were measured using either 5- or 7-point Likert-type questions, and parallel items were used for both aerobic PA and resistance training. For the TPB questions, regular aerobic activity was defined as "150 minutes per week or more at a moderate intensity during your free time" and regular resistance activity was defined as "engaging in resistance training 3 times a week or more." These definitions are based on the Canadian Diabetes Associations guidelines for aerobic PA and resistance training [1].
Attitude towards regular aerobic and resistance activity was assessed using two sub-dimensions of instrumental (i.e., beneficial-harmful) and affective (i.e., enjoyable-unenjoyable) attitudes. The response format was a series of 7-point scales (1,7 = extremely, 2,6 = quite, 3,5 = slightly) and the phrases that preceded these items were: (1) "For me, meeting the guidelines for aerobic activity over the next 3 months would be/is..." and (2) "For me meeting the guidelines for strength training over the next 3 months would be/is...". The correlations (based on study proper) between the two attitude items for aerobic PA and resistance training were 0.57 (p < .001) and 0.62 (p < .001) respectively.
Subjective norm was measured with four items tapping the injunctive component and three items assessing the descriptive component [47, 48]. The items were scored on 5-point scales ranging from 1 (strongly disagree) to 5 (strongly agree). Each of the subjective norm items were asked specifically for i) aerobic PA and ii) strength training. The injunctive items were: (1) "Most people in my social circle want me to meet the guidelines," (2) "Most people in my social circle would approve if I met the guidelines," (3) "My doctor or health care provider wants me to meet the guidelines," and (4) "My doctor or health care provider would approve for me to meet the guidelines" ('social circle' was defined as family and friends). The descriptive items were: (1) "Most of my family members achieve the guidelines," (2) "Most of my friends achieve the guidelines," and (3) "My spouse/partner achieves the guidelines." Cronbach's alpha coefficients for internal consistency (based on study proper) were 0.84 and 0.71 respectively for aerobic PA injunctive and descriptive norms; and 0.88 and 0.77 respectively for resistance training injunctive and descriptive norms.
Perceived behavioral control was measured each for aerobic PA and resistance training. The items were, (1) "Whether or not I participate in (i) aerobic/(ii) strength training is mostly up to me [49]." The items were scored on 5-point scales ranging from 1 (strongly disagree) to 5 (strongly agree).
Behavioral intention was assessed with four items for both aerobic and strength training [47]. Participants were asked: (1) "Based on the definition above, how motivated are you to meet the Guidelines for (i) aerobic activity/(ii) strength training over the next 3 months," from 1 (extremely unmotivated) to 7 (extremely motivated), (2) "How committed are you to meeting the Guidelines for (i) aerobic activity/(ii) strength training over the next 3 months," from 1 (extremely uncommitted) to 7 (extremely committed), (3) "How motivated are you to increase the amount of (i) aerobic activity/(ii) strength training that you are currently doing over the next 3 months?" from 1 (extremely unmotivated) to 7 (extremely motivated) and, (4) "I strongly intend to do everything I can to meet the Guidelines for (i) aerobic activity/(ii) strength training over the next 3 months" from 1 (extremely untrue) to 7 (extremely true). Cronbach's alphas (based on study proper) were 0.92 and 0.97 for aerobic and strength training respectively.

Test-retest study
A reproducibility study was conducted with an independent convenience sample of 26 participants. 11 women and 15 men initially completed the self-report TPB measures, and again two weeks later. Test-retest results (intraclass correlations, ICC) were excellent for all the TPB measures with the exception of the aerobic PBC result which was deemed fair [50]. The ICC's for aerobic PA were significant for attitude (r = 0.91, p < .001), injunctive norm (r = 0.89, p < .001), descriptive norm (r = 0.85, p < .001), PBC (r = 0.52, p < .05,) and intention (r = 0.94, p < .001). The ICC's for resistance training were also significant (ps' < .001) for the TPB constructs: attitude (r = 0.84), injunctive norm (r = 0.86), descriptive norm (r = 0.78), PBC (r = 0.90), and intention (r = 0.95).


Data Analyses
For our primary objective, path analyses were conducted separately for aerobic PA and resistance training. Simultaneous multiple regression analysis was used to determine the associations of the TPB variables with behavior. Values for the aerobic PA and resistance training behavior variables were truncated to 3.29 SD from the mean to reduce the impact of outliers [51]. The relative contributions of the TPB variables (i.e., attitude, injunctive norm, descriptive norm, PBC and intention) were adjusted for age and gender. The TPB constructs were also tested to predict intention for both aerobic PA and resistance training.
To test our secondary objective, paired sample t-tests were conducted to compare means of the TPB constructs for both aggregated- and individual-item levels for the two modes of behavior (i.e., aerobic PA versus resistance training). SPSS (version 12.0 for windows) was used for all analyses.


Results
The flow of participants through the study is depicted in Figure 1. Calls were made to 35,452 generated numbers, which identified 1,796 eligible study participants (eligibility criteria included a diagnosis of T2D, being over the age of 18 years, and ability to complete a questionnaire in English). From this number (1,796), 558 individuals with T2D indicated they would be interested in receiving an information package (a priori quota of 558 individuals was established). The recruitment breakdown was as follows: British Columbia, n = 86; Prairie Provinces, n = 107; Central Canada, n = 317; and Atlantic Provinces, n = 48. 287 out of the 1,052 (27.3%) known eligible individuals with T2D completed and returned the package. 244 out of 1,052 (23.2%) individuals who completed the baseline questionnaires also completed and returned the time 2 questionnaires, yielding a response rate of 43.7% (244/558) of those initially recruited into the study.[image: A12966_2008_Article_205_Fig1_HTML.jpg]
Figure 1
                        Study flow diagram for participant recruitment.
                      




The demographic, health and medical characteristics of the participants are displayed in Table 1. The demographic characteristics of our study generally reflect Canada's diabetic population in terms of age and sex distributions [52]. Canadians with T2D are older (majority over 65 years and older) with 54% being male [52]. Dropouts (n = 43) between the baseline and 3-month assessments revealed no significant differences for age, gender, ethnicity, marital status, education, income, health and medical characteristics (ps' > .05). However, a significant difference was found for age diagnosed with diabetes (p < .05). Dropouts were younger (M = 47.90, SD = 13.55) than individuals who stayed in the study until time 2 (M = 51.95, SD = 11.94).Table 1Demographic and Health Characteristics of Participants


	 	T2 total (n = 244)

	Variable
	M (SD)
	n (%)

	Age
	60.93 (11.23)
	--

	Age Diagnosed with Diabetes
	51.95 (11.94)
	--

	Godin LTQ (minutes)
	19.45 (21.47)
	--

	Meeting Guidelines for Aerobic PA
	 	57 (23.5)

	Meeting Guidelines for Resistance Training
	 	41 (17.0)

	Sex
	 	 
	   Male
	--
	131 (53.7)

	   Female
	--
	112 (45.9)

	Ethnicity
	 	 
	   Canadian
	--
	183 (75.0)

	   Arab
	--
	2 (0.8)

	   African
	--
	1 (0.4)

	   European
	--
	32 (13.1)

	   Asian
	--
	15 (6.1)

	   Aboriginal
	--
	1 (0.4)

	   Latin, South American
	--
	0 (0)

	   Other
	--
	9 (3.7)

	Marital Status
	 	 
	   Never married
	--
	10 (4.1)

	   Common law
	--
	11 (4.5)

	   Separated/Divorced
	--
	30 (12.3)

	   Married
	--
	171 (70.1)

	   Widowed
	--
	22 (9.0)

	Education
	 	 
	   Some grade school
	--
	13 (5.3)

	   Some high school
	--
	37 (15.2)

	   Completed high school
	--
	41 (16.8)

	   Some university/college
	--
	38 (15.6)

	   Completed university/college
	--
	53 (21.7)

	   Some grad school
	--
	4 (1.6)

	   Completed grad school
	--
	21 (8.6)

	   Some technical training
	--
	14 (5.7)

	   Completed technical training
	--
	23 (9.4)

	Gross Family Income
	 	 
	   < 20 000
	--
	42 (17.2)

	   20 000–39 999
	--
	73 (29.9)

	   40 000–59 999
	--
	56 (23.0)

	   60 000–79 999
	--
	30 (12.3)

	   80 000–99 999
	--
	15 (6.1)

	   > 100 000
	--
	22 (9.0)

	Health Conditions
	 	 
	   Angina
	--
	31 (12.7)

	   Heart Attack
	--
	23 (9.4)

	   Stroke
	--
	9 (3.7)

	   Cancer
	--
	14 (5.7)

	   High Cholesterol
	--
	163 (66.8)

	   High Blood Pressure
	--
	160 (65.6)

	   Type 2 Diabetes
	--
	240 (98.4)

	   None
	--
	1 (0.4)

	Smoking Status
	 	 
	   Regular Smoker
	--
	32 (13.1)

	   Occasional Smoker
	--
	7 (2.9)

	   Ex Smoker
	--
	105 (43.0)

	   Non Smoker
	--
	97 (39.8)

	Medications
	 	 
	   Diabetes
	--
	198 (81.1)

	   Insulin
	--
	40 (16.4)

	   Pills
	--
	174 (71.3)

	   Cholesterol
	--
	140 (57.4)

	   Blood Pressure
	--
	158 (64.8)

	Good or better health
	--
	165 (67.6)

	Internet Access
	 	 
	   Yes
	--
	149 (61.1)

	   No
	--
	72 (29.5)


Note. Dashes signify not applicable.



Table 2 presents the bivariate correlations of the TPB and behavior measures. In our sample, 57 (23.5%) participants were meeting the recommended guidelines established by the Canadian Diabetes Association for aerobic PA (i.e., 150 minutes of moderate PA/week), while 115 (47.3%) were not participating in any form of aerobic PA (i.e., 0 days/week). Further, only 41 (17.0%) participants were meeting the recommended guidelines for resistance training (i.e., = 3 times a week), while 186 (76.9%) of the sample were not participating in any resistance training (i.e., 0 days/week).Table 2Bivariate Correlations of TPB Variables for Aerobic PA/Resistance Training


	 	1
	2
	3
	4
	5
	6

	1. Attitude
	1
	 	 	 	 	 
	2. Inj. Norm
	0.40**/0.54**
	1
	 	 	 	 
	3. Des. Norm
	0.22**/0.42*
	0.51**/0.63**
	1
	 	 	 
	4. PBC
	0.28**/0.35**
	0.32**/0.47**
	0.11/0.25**
	1
	 	 
	5. Intention
	0.53**/0.62**
	0.52**/0.47**
	0.36**/0.48**
	0.22**/0.24**
	1
	 
	6. Behavior T2
	0.28**/0.27**
	0.20**/0.26**
	0.09/0.23**
	0.05/0.09
	0.29**/0.27**
	1


** Correlation is significant at the 0.01 level (2-tailed).
* Correlation is significant at the 0.05 level (2-tailed).



In terms of our primary objective, attitude (β = 0.19), intention (β = 0.18), and gender (β = 0.16) were significantly associated with aerobic PA, while attitude (β = 0.38) and injunctive norm (β = 0.30) were significantly associated with intention. Age had significant associations with attitude (β = -0.15) and injunctive norm (β = -0.26), whereas gender had significant relationships with injunctive norm (β = 0.13) and PBC (β = 0.15). The model explained 10 and 39 percent of the variance respectively for PA behavior and intention (see Figure 2).[image: A12966_2008_Article_205_Fig2_HTML.jpg]
Figure 2
                        TPB path model showing the significant standardized beta coefficients of the background variables and TPB constructs.
                      




Results from the simultaneous multiple regression revealed that there were no significant associations with the TPB variables and resistance training behavior; although the model explained 8% of the variance (based on adjusted R-square value) in behavior. However, the model explained 45% of the variance for resistance training intention with attitude (β = 0.49) and descriptive norm (β = 0.23) being associated with intention. Age was significantly related with injunctive norm (β = -0.22), whereas gender was significantly associated with attitude (β = 0.16) and injunctive norm (β = 0.13) (see Figure 2).
Table 3 (Study Objective 2) provides the means and results of the paired sample t-test of the aerobic and resistance training TPB variables. Significant differences were found between the TPB constructs for the aggregated- and item-level measures for both aerobic PA and resistance training. All the aerobic PA mean scores for the aggregated- and item-level scores were significantly higher (ps' < .001) than the resistance training measures.Table 3Paired Sample t-test for TPB variables with Aerobic PA and Resistance Training


	 	Aerobic PA
	Resistance Training
	 
	Variables
	M (SD)
	M (SD)
	t
	p-value

	
                            Aggregated-level
                          
	 	 	 	 
	   Attitude
	5.19 (1.16)
	4.44 (1.43)
	8.24
	< 0.001

	   Injunctive Norms
	3.70 (0.89)
	3.28 (1.03)
	7.71
	< 0.001

	   Descriptive Norms
	2.90 (0.87)
	2.64 (0.92)
	6.51
	< 0.001

	   PBC
	4.22 (0.89)
	4.05 (1.09)
	3.65
	< 0.001

	   Intention
	4.62 (1.33)
	3.87 (1.61)
	8.25
	< 0.001

	
                            Item-level
                          
	 	 	 	 
	
                            Attitude
                          
	 	 	 	 
	   Enjoyable
	4.97 (1.35)
	4.17 (1.59)
	8.14
	< 0.001

	   Beneficial
	5.38 (1.31)
	4.73 (1.56)
	7.20
	< 0.001

	
                            Subjective Norm
                          
	 	 	 	 
	   Social circle wants
	3.11 (1.29)
	2.76 (1.25)
	6.42
	< 0.001

	   Social circle approves
	3.50 (1.20)
	3.11 (1.24)
	6.86
	< 0.001

	   Doctor wants
	3.93 (1.03)
	3.46 (1.20)
	7.14
	< 0.001

	   Doctor approves
	4.15 (0.84)
	3.71 (1.13)
	7.06
	< 0.001

	   Family behavior
	3.05 (1.20)
	2.81 (1.22)
	5.44
	< 0.001

	   Friends behavior
	2.72 (1.00)
	2.49 (1.02)
	5.43
	< 0.001

	   Spouse behavior
	2.65 (1.26)
	2.22 (1.18)
	6.75
	< 0.001

	
                            PBC
                          
	 	 	 	 
	   Participation is up to me
	4.22 (0.89)
	4.05 (1.09)
	3.65
	< 0.001

	
                            Intention
                          
	 	 	 	 
	   Motivation
	4.51 (1.57)
	3.83 (1.70)
	6.53
	< 0.001

	   Commitment
	4.58 (1.48)
	3.90 (1.66)
	6.33
	< 0.001

	   Increase 3 months
	4.64 (1.35)
	3.80 (1.64)
	8.82
	< 0.001

	   Intention
	4.74 (1.48)
	3.87 (1.72)
	8.42
	< 0.001


Note. All TPB constructs were measured using 5-point scales with the exception of attitude and intention which were 7-point scales.




Discussion
This study tested the TPB in explaining aerobic PA and resistance training in a national population sample of T2D adults, and compared the mean scores of the TPB constructs between these two modes of PA.
The results from our path analyses provide partial support of the TPB's utility in predicting PA intention and behavior of T2D adults (main study objective). With aerobic PA, significant associations were found with attitude, intention, and gender explaining 10% of the variance with behavior. Relationships between aerobic intention with attitude and injunctive norm were also reported explaining 39% of the variance for intention. With resistance training, no significant associations with the TPB variables were reported with behavior, but the variables explained 8% of the variance. However, relationships existed between intention with attitude and descriptive norm, explaining 45% of the variance with resistance training intention. Age and gender differently affected the TPB constructs in both aerobic PA and resistance training.
Limited research has been conducted using the TPB to determine its predictive ability in explaining PA behavior in T2D. A study by Plotnikoff et al. [34], investigated the utility of the TPB in understanding aerobic PA in a large adult population with T1D (N = 697) and T2D (N = 1614). For both diabetes types, attitudes, subjective norms, and PBC were all significantly associated with intention, and intention was significantly associated with behavior [34]. Similar to that study, we found attitude and injunctive norm to be significantly associated with intention, and intention was significantly associated with aerobic PA. The magnitude of these relationships are also congruent with previous PA results from meta-analyses conducted [32, 33], where attitude appeared to be the strongest correlate of intention, closely followed by PBC and with subjective norm being the weakest predictor.
In addition, the variances explained by the TPB for aerobic PA in our study were consistent with previous TPB studies as reported in meta-analytical studies [32, 33]. The studies indicate that the TPB constructs explained approximately 30–46% of the variance for PA intention and 21–27% for PA behavior. The TPB's ability to explain behavior (10%) in our study was lower than that reported in previous TPB studies. This could be attributed to the unique study characteristics, the nature of the diabetes disease and related PA behavior. The adult diabetic population tends to be less active than the general population [4] most likely due to the physical limitations from the disease. Further, the majority of the TPB studies reviewed in the above meta-analyses employed cross-sectional designs [32, 33].
As far as we know, our study is the first to examine the determinants of resistance training in individuals with T2D. It is also the first study to apply a theory-driven approach, namely the TPB, in examining the determinants of resistance training in a T2D sample. However, there is a small but emerging literature on the predictors of resistance training in non-T2D adults. Dean et al. [40] examined the efficacy of the TPB in understanding the factors influencing older adults' participation in strength training through purposeful sampling (N = 200) of men and women age 55 years and older from seniors' centers. Cross-sectional results revealed that subjective norm and PBC, but not attitude, explained 42% of the variance in strength-training intention, while intention, but not PBC explained 40% of the variance in strength-training behavior. Consistent with our study, descriptive norm significantly explained 45% of the variance in resistance training intention, but it was the addition of attitude, and not PBC, that contributed to the explained variance of the total TPB model. With regards to resistance training behavior, our study revealed no significant associations with intention or PBC with behavior. These inconsistent findings may be due to the different types of samples employed in the two studies, where Dean et al. [40] employed a non-diabetic/chronic disease sample.
Jette et al. [41] identified factors associated with resistance training exercise participation and adherence in a sample of sedentary, functionally limited, community-dwelling adults aged 60 to 94 years (N = 102) who were part of a 26-week home-based resistance training program. Cross-sectional findings of this older population study revealed that predictors of the frequency of exercise participation (number of exercise sessions performed divided by number of exercise sessions possible) were not the same as those that predicted high levels of adherence (number of calendar periods that participants exercised at least half the number of desired sessions) to the home-based program. Those participants with higher functional mobility, weaker muscle strength, and fewer new medical problems during the intervention participated more frequently in the home-based strength training program. None of the demographic factors, comorbidities, or psychological factors were significant predictors of participation. However, participants' positive attitudes toward exercise and strong sense of control over exercise, lower levels of perceived confusion, and depressed moods were associated with higher adherence to their individual home exercise programs. Although physical health variables were the primary indicators of overall participation in the program, it was the psychological factors that were most important to adherence to the home-based program [41]. Although our study did not measure adherence to resistance training, similar with the findings of Jette et al. [41], our results did reveal that attitude had a significant association with intention.
Further, Bryan and Rocheleau [39] found that all the TPB constructs were strongly associated with intention, and PBC was associated with resistance training behavior among college students (N = 210), of which 70% of the convenience sample was female. In our study, only attitude and descriptive norm were associated with intention, and none of the TPB variables had a direct effect on resistance training behavior. In addition, the TPB variables in Bryan and Rocheleau's [39] study, extroversion and perceived health accounted for 19% of the variance in aerobic exercise, while accounting for 40% of the variance in resistance training. Our study revealed 10% of the variance accounted for with aerobic PA behavior and 8% of the variance with resistance training behavior. It is important to note that these inconsistent results may be due to the differences in the study design and sample. Bryan and Rocheleau's [39] sample of college students were younger and disease-free, included other variables (i.e., extroversion and perceived health) in the TPB model, and employed an aggregated subjective norm measure.
The only study to present tests of the predictive validity of the TPB for aerobic-exercise behavior and resistance training was conducted among a convenience sample of young, healthy students [39]. An objective of the study examined whether extroverted personality and perceived health can be embedded in the TPB structure to improve the specificity of the model for exercise behaviors. The results revealed that the TPB constructs of attitude, norms, and PBC exhibited strong correlations with aerobic intentions, and PBC had a significant direct effect on aerobic behavior. Contrary to these findings, our study revealed that only attitude and injunctive norm exhibited associations with aerobic intention, and it was attitude that had a significant direct effect on aerobic behavior.
Age and gender in our study were found to act differently on the TPB constructs in both aerobic PA and resistance training. In our study, being younger and of the male gender were associated with higher mean scores in the TPB constructs. It is important to differentiate between age and gender when examining any population, as age and gender can be important determinants of PA [53]. For example, Bryan and Rocheleau [39] note that individuals who engage in aerobic activity versus resistance training often have different goals, and the difficulty of performing these two activities may be quite different.
In regards to resistance training, there was no significant relationship found between intention and behavior in our study. However, the bivariate correlation did reveal that resistance training intention had a significant association with resistance training behavior (r = 0.27, p < .01). Other TPB variables including attitude (r = 0.27, p < .01), injunctive norm (r = 0.26, p < .01), and descriptive norm (r = 0.23, p < .01) were also significantly correlated with resistance training behavior. Although injunctive norm (β = 0.14) and resistance training intention (β = 0.12) contributed to the 8% of explained variance for resistance training in the multiple regression model, neither variable reached significance at the .05 level. Relatively consistent with Plotnikoff [4] who reported only 12% of a large T2D population sample of adults performing any form of resistance training, our study reported 23% of the sample engaging in this behavior (of which only 17% were meeting guidelines). This may have limited the statistical power in our analyses to examine the determinants of this behavior.
Further, given the literature to explain resistance training is relatively embryonic, we conducted a set of additional analyses with different classifications of the resistance training dependent measure. These included multiple regression analyses using (1) frequency only (i.e., number of times individuals reported engaging in resistance training) which explained 4% of the variance; and (2) employing three resistance training categories [not engaging in any resistance training, engaging in some resistance training (i.e., 1–2 times/week), and meeting resistance training guidelines (i.e., = 3 times/week)] which accounted for 6% of the behavior. Two sets of logistic regression analyses also examined (1) those meeting (i.e., = 3 times/week) versus not meeting guidelines (i.e., < 3 times/week); and (2) those engaging in any resistance training (i.e., > 0 times/week) versus not engaging at all in this behavior (i.e., 0 times/week), explaining 11% and 16% of the variance respectively. However, none of these additional analyses produced any significant associations between the TPB variables with resistance training behavior.
Nevertheless, the TPB does hold partial utility for resistance training intention which is consistent with previous studies [39, 40]. Resistance training is a relatively novel behavior in the T2D population where the intention-behavior gap may be a realistic indication of how psychosocial cognitive factors directly influence intention, but does not necessarily translate into behavior. There may be other factors (e.g., lack of experience, lack of knowledge) for both aerobic PA and resistance training which may have impacted this relationship that were not examined in our study. Also, it is not surprising that many of the social cognitive measures used to predict general PA are more relevant for aerobic activity since the majority of exercisers are engaging in only aerobic forms of activity [4]. For example, PBC and attitude towards an aerobic activity such as walking, may be quite different from the barriers, perceived control and attitudes towards resistance training. Resistance training may be daunting for some and may be influenced by control factors including access to facilities and special equipment, and knowledge about what exercises to perform [4, 40]. Testing the TPB with additional constructs [e.g., environmental factors (costs, equipment/facilities), observational learning, behavioral capabilities (skill acquisition)] may further help to explain this behavior.
The inclusion of resistance training behavior in the TPB model still remains exploratory. Until resistance training behavior becomes more widely engaged in the population, the application of social cognitive models (including the TPB) cannot be fairly assessed at this point. Theoretical research is also needed on the intention-behavior gap with resistance training to determine the most salient predictors of this behavior to guide interventions by operationalizing appropriate theoretical constructs.
In conjunction with the consistent findings of the TPB in predicting PA behavior, significant differences were also found in the means and trends between aerobic PA and resistance training at both the global- and item-level of the TPB constructs (our second study objective). All the means for aerobic PA were significantly higher compared to the means for resistance training. This suggests the importance of how the relationships between the TPB variables vary in different PA settings. Bryan and Rocheleau [39] found that the TPB model for resistance training had greater predictability than that of aerobic exercise, with more variance explained for resistance training. The TPB's ability to account for a greater proportion of variance in resistance training was attributed to the stronger role of PBC. In other words, resistance training appears to be more strongly influenced by volitional control than aerobic activity due to increased equipment and training required, as well as knowledge needed to engage in it. Thus, PBC becomes a more significant direct predictor of resistance training.
Overall, our study results provide partial evidence towards the utility of the TPB for practitioners and researchers to develop and evaluate appropriate PA interventions for populations with T2D. While TPB appears to have good utility in predicting both aerobic and resistance training intention, its predictive ability was less evident for behavior in both modes of exercise. According to Ajzen [54], behavioral intentions must attempt to influence the beliefs that ultimately lead to the performance of the behavior. Fishbein, Von Haeften, and Appleyard [55] advocate identifying salient beliefs from the target population, developing persuasive messages around the beliefs, and then developing appropriate material based on the elicited beliefs. Based on our study results, these interventions would need to apply strategies for increasing the salience of attitude and descriptive norm for resistance training intention. For aerobic PA, specific emphasis should be placed on enhancing positive attitudes towards PA and having important others approve the PA behavior. On the other hand, specific emphasis should be placed on the importance of social norms and enhancing positive attitudes towards PA in interventions using resistance training. For example, for increasing the salience of attitude, interventions may focus on highlighting the benefits and enjoyment aspects of both aerobic PA and resistance training. For social norms, interventions may include messaging materials that encourage individuals with diabetes to perform aerobic PA and resistance training with a friend.
However, this study needs to be interpreted within the context of its limitations. The socio-cognitive and PA measures relied on self-report which can introduce measurement error such as recall error, social desirability and other reporting biases. Future research should use objective measures for assessing aerobic PA (i.e., pedometry, accelerometry) and consider employing validation studies (e.g., observation techniques) for resistance training measures. In addition, our study results need to be treated with some caution in terms of their generalizability to the national T2D population given the relatively low response rate. It may be that the respondents were more motivated for activity which may have led to an over-assessment of the true, more general predictive value of TPB variables for both aerobic PA and resistance training.
In conclusion, this study adds to the limited literature base on the TPB and aerobic PA in T2D, as there is currently only one study that has examined aerobic PA predictors in TPB [34]. We employed a national, random sample which is an additional strength in our study. Our study provides the first test of the TPB in the PA domain on a diabetic population, simultaneously examining the psychosocial cognitive factors (with parallel items) that influence both aerobic PA and resistance training. Also, it is the first of any social cognitive theory examining predictors of resistance training in this population. Further, the test-retest component in the study design added to the scale reliability of the cognitive measures. Since resistance training is relatively novel in the PA and diabetes literature, future research is needed to examine other predictors that may be present in understanding resistance training to further guide, develop, and evaluate theory-based interventions in this population. Future research is also warranted to broaden the TPB beyond its existing social-cognitive constructs by including social and environmental factors [56] for both aerobic PA and resistance training in this population.

Acknowledgements
This study was funded by the Canadian Diabetes Association. Ronald C. Plotnikoff is supported by Salary Awards from the Canadian Institutes for Health Research (Applied Public Health Chair Program), and the Alberta Heritage Foundation for Medical Research (AHFMR) (Health Scholar). Kerry S. Courneya is supported by the Canadian Research Chair Program.

References
1.
Canadian Diabetes Association Clinical Practice Guidelines Expert Committee: Canadian diabetes association 2003 clinical practice guidelines for the prevention and management of diabetes in Canada. Canadian Journal of Diabetes. 2003, 27: 1-140.

2.
Lipscombe LL, Hux JE: Trends in diabetes prevalence, incidence, and mortality in Ontario, Canada 1995–2005: a population-based study. Lancet. 2007, 369: 750-756. 10.1016/S0140-6736(07)60361-4.CrossRef

3.
Centers for Disease Control and Prevention: National diabetes fact sheet: general information and national estimates on diabetes in the United States. [http://​www.​diabetes.​org/​uedocuments/​NationalDiabetes​FactSheetRev.​pdf]

4.
Plotnikoff RC: Physical activity in the management of diabetes: population-based issues and approaches. Canadian Journal of Diabetes. 2006, 30: 52-62.CrossRef

5.
Rathmann W, Giani G: Global prevalence of diabetes: estimates for the year 2000 and projections for 2030. Diabetes Care. 2004, 27: 2568-2569. 10.2337/diacare.27.10.2568.CrossRef

6.
Simmons RK, Harding A, Jakes RW, Welch A, Wareham NJ, Griffin SJ: How much might achievement of diabetes prevention behavior goals reduce the incidence of diabetes if implemented at the population level?. Diabetologia. 2006, 49: 905-911. 10.1007/s00125-006-0163-1.CrossRef

7.
Sigal RJ, Kenny GP, Wasserman DH, Castaneda-Sceppa C, White RD: Physical activity/exercise and type 2 diabetes: a consensus statement from the American diabetes association. Diabetes Care. 2006, 29: 1433-1438. 10.2337/dc06-9910.CrossRef

8.
Skerrett PJ, Manson J: Reduction in risk of coronary heart disease and diabetes. Handbook of Exercise in Diabetes. Edited by: Ruderman N, Devlin JT, Schneider SH, Kriska A. 2002, Alexandria, VA: American Diabetes Association, 155-182.

9.
Knowler WC, Barrett-Connor E, Fowler SE, Hamman RF, Lachin JM, Walker EA, Nathan DM: Reduction in the incidence of type 2 diabetes with lifestyle intervention or metformin. N Engl J Med. 2002, 346: 393-403. 10.1056/NEJMoa012512.CrossRef

10.
Tuomilehto J, Lindstrom J, Eriksson JG, Valle TT, Hamalainen H, Ilanne-Parikka P, Keinanen-Kiukaanniemi S, Laakso M, Louheranta A, Rastas M, Salminen V, Aunola S, Cepaitis Z, Moltchanov V, Hakumaki M, Mannelin M, Martikkala V, Sundvall J, Uusitupa M: Prevention of type 2 diabetes mellitus by changes in lifestyle among subjects with impaired glucose tolerance. N Engl J Med. 2001, 344: 1343-1350. 10.1056/NEJM200105033441801.CrossRef

11.
Bogardus C, Ravussin E, Robbins DC, Wolfe RR, Horton ES, Sims EA: Effects of physical training and diet therapy on carbohydrate metabolism in patients with glucose intolerance and non-insulin-dependent diabetes mellitus. Diabetes. 1984, 33: 311-318. 10.2337/diabetes.33.4.311.CrossRef

12.
Rogers MA: Acute effects of exercise on glucose tolerance in non-insulin-dependent diabetes. Med Sci Sports Exerc. 1989, 21: 362-368.CrossRef

13.
Trovati M, Carta Q, Cavalot F, Vitali S, Banaudi C, Lucchina PG, Fiocchi F, Emanuelli G, Lenti G: Influence of physical training on blood glucose control, glucose tolerance, insulin secretion, and insulin action in non-insulin-dependent diabetic patients. Diabetes Care. 1984, 7: 416-420. 10.2337/diacare.7.5.416.CrossRef

14.
Walker KZ, Piers LS, Putt RS, Jones JA, O'Dea K: Effects of regular walking on cardiovascular risk factors and body composition in normoglycemic women and women with type 2 diabetes. Diabetes Care. 1999, 22: 555-561. 10.2337/diacare.22.4.555.CrossRef

15.
Boule NG, Haddad E, Kenny GP, Wells GA, Sigal RJ: Effects of exercise on glycemic control and body mass in type 2 diabetes mellitus: a meta-analysis of controlled clinical trials. JAMA. 2001, 286: 1218-1227. 10.1001/jama.286.10.1218.CrossRef

16.
Snowling NJ, Hopkins WG: Effects of different modes of exercise training on glucose control and risk factors for complications in type 2 diabetic patients: a meta-analysis. Diabetes Care. 2006, 29: 2518-2527. 10.2337/dc06-1317.CrossRef

17.
Jakicic JM, Clark K, Coleman E, Donnelly JE, Foreyt J, Melanson E, Volek J, Volpe SL: Appropriate intervention strategies for weight loss and prevention of weight regain for adults. Med Sci Sports Exerc. 2001, 33: 2145-2156. 10.1097/00005768-200105001-01720.CrossRef

18.
Albright A, Franz M, Hornsby G, Kriska A, Marrero D, Ullrich I, Verity LS: American college of sports medicine position stand: exercise and type 2 diabetes. Med Sci Sports Exerc. 2000, 32: 1345-1360. 10.1097/00005768-200007000-00024.CrossRef

19.
Plotnikoff RC, Taylor LM, Wilson PM, Courneya KS, Sigal RJ, Birkett N, Raine K, Svenson LW: Factors associated with physical activity in Canadian adults with diabetes. Med Sci Sports Exerc. 2006, 38: 1526-1534. 10.1249/01.mss.0000228937.86539.95.CrossRef

20.
Eves ND, Plotnikoff RC: Resistance training and type 2 diabetes: considerations for implementation at the population level. Diabetes Care. 2006, 29: 1933-1941. 10.2337/dc05-1981.CrossRef

21.
American College of Sports Medicine: ACSM's Guidelines for Exercise Testing and Prescription. 2000, Philadelphia, PA: Lippincott Williams & Wilkins, 6

22.
Ivy JL: Role of exercise training in the prevention and treatment of insulin resistance and non-insulin-dependent diabetes mellitus. Sports Med. 1997, 24: 321-336.CrossRef

23.
Castaneda C, Layne JE, Munoz-Orians L, Gordon PL, Walsmith J, Foldvari M, Roubenoff R, Tucker KL, Nelson ME: A randomized controlled trial of resistance exercise training to improve glycemic control in older adults with type 2 diabetes. Diabetes Care. 2002, 25: 2335-2341. 10.2337/diacare.25.12.2335.CrossRef

24.
Dunstan DW, Puddey IB, Beilin LJ, Burke V, Morton AR, Stanton KG: Effects of a short-term circuit weight training program on glycaemic control in NIDDM. Diabetes Res Clin Pract. 1998, 40: 53-61. 10.1016/S0168-8227(98)00027-8.CrossRef

25.
Dunstan DW, Daly RM, Owen N, Jolley D, De Courten M, Shaw J, Zimmet P: High-intensity resistance training improves glycemic control in older patients with type 2 diabetes. Diabetes Care. 2002, 25: 1729-1736. 10.2337/diacare.25.10.1729.CrossRef

26.
Ishii T, Yamakita T, Sato T, Tanaka S, Fujii S: Resistance training improves insulin sensitivity in NIDDM subjects without altering maximal oxygen uptake. Diabetes Care. 1998, 21: 1353-1355. 10.2337/diacare.21.8.1353.CrossRef

27.
Maiorana A, O'Driscoll G, Goodman C, Taylor R, Green D: Combined aerobic and resistance exercise improves glycemic control and fitness in type 2 diabetes. Diabetes Res Clin Pract. 2002, 56: 115-123. 10.1016/S0168-8227(01)00368-0.CrossRef

28.
Sigal RJ, Kenny GP, Boule NG, Wells GA, Prud'homme D, Fortier M, Reid RD, Tulloch H, Coyle D, Phillips P, Jennings A, Jaffey J: Effects of aerobic training, resistance training, or both on glycemic control in type 2 diabetes: a randomized trial. Ann Intern Med. 2007, 147: 357-369.CrossRef

29.
Fiatorone-Singh M: Exercise, Nutrition and the Older Woman: Wellness for Women Over Fifty. 2000, Boca Raton, FL: CRC PressCrossRef

30.
Michie S, Abraham C: Interventions to change health behaviors: evidence-based or evidence-inspired?. Psychol Health. 2004, 19: 29-49. 10.1080/0887044031000141199.CrossRef

31.
Ajzen I: The theory of planned behavior. Org Behav Hum Decis Process. 1991, 50: 179-211. 10.1016/0749-5978(91)90020-T.CrossRef

32.
Downs DS, Hausenblas HA: The theories of reasoned action and planned behavior applied to exercise: a meta-analytic update. J Phys Act Health. 2005, 2: 76-97.

33.
Hagger MS, Chatzisarantis NLD, Biddle SJH: A meta-analytic review of the theories of reasoned action and planned behavior in physical activity: predictive validity and the contribution of additional variables. J Sport Exercise Psychol. 2002, 24: 3-32.

34.
Plotnikoff RC, Lippke S, Courneya KS, Birkett NJ, Sigal RJ: Physical activity and diabetes: an application of the theory of planned behavior to explain physical activity for type 1 and type 2 diabetes in an adult population sample. Psychol Health.

35.
Dishman RK: The measurement conundrum in exercise adherence research. Med Sci Sports Exerc. 1994, 26: 1382-1390.

36.
Glanz K, Rimer BK, Lewis FM: Theory, research, and practice in health behavior and health education. Health Behavior and Health Education: Theory, Research, and Practice. 2002, San Francisco: John Wiley & Sons, 22-39. 3

37.
Armitage CJ, Conner M: Social cognition models and health behavior: a structured review. Psychol Health. 2000, 15: 173-189. 10.1080/08870440008400299.CrossRef

38.
Conner M, Sparks P: Theory of planned behavior and health behavior. Predicting Health Behavior. Edited by: Conner M, Norman P. 2005, London, UK: Open University Press, 170-222. 2

39.
Bryan AD, Rocheleau CA: Predicting aerobic versus resistance exercise using the theory of planned behavior. Am J Health Behav. 2002, 26: 83-94.CrossRef

40.
Dean RN, Farrell JM, Kelley ML, Taylor MJ, Rhodes RE: Testing the efficacy of the theory of planned behavior to explain strength training in older adults. J Aging Phys Act. 2007, 15: 1-12.

41.
Jette AM, Rooks D, Lachman M, Lin TH, Levenson C, Heislein D, Giorgetti MM, Harris BA: Home-based resistance training: predictors of participation and adherence. Gerontologist. 1998, 38: 412-421.CrossRef

42.
Statistics Canada: Census 2001 – 2B. 2001, Ottawa, ON: Health Canada

43.
Plotnikoff RC, Brez S, Brunet S: Are exercise social-cognitive factors and behaviors different for adults with diabetes? A randomized community sample. Psychol Health Med. 2003, 8: 465-471. 10.1080/1354850310001604577.CrossRef

44.
Plotnikoff RC, Brez S, Hotz SB: Exercise behavior in a community sample with diabetes: understanding the determinants of exercise behavioral change. Diabetes Educ. 2000, 26: 450-459. 10.1177/014572170002600312.CrossRef

45.
Godin G, Shephard RJ: A simple method to assess exercise behavior in the community. Can J Appl Sport Sci. 1985, 10: 141-146.

46.
Pereira MA, FitzerGerald SJ, Gregg EW, Joswiak ML, Ryan WJ, Suminski RR, Utter AC, Zmuda JM: A collection of physical activity questionnaires for health-related research. Med Sci Sports Exerc. 1997, 29 (6 Suppl): S1-S205.

47.
Rhodes RE, Blanchard CM, Matheson DH: A multi-component model of the theory of planned behavior. Br J Health Psychol. 2006, 11: 119-137. 10.1348/135910705X52633.CrossRef

48.
Rhodes RE, Courneya KS: Investigating multiple components of attitude, subjective norm, and perceived control: an examination of the theory of planned behavior in the exercise domain. Br J Soc Psychol. 2003, 42: 129-146. 10.1348/014466603763276162.CrossRef

49.
Rhodes RE, Courneya KS: Self-efficacy, controllability and intention in the theory of planned behavior: measurement redundancy or causal independence?. Psychol Health. 2003, 18: 79-91. 10.1080/0887044031000080665.CrossRef

50.
Fleiss JL: The Design and Analysis of Clinical Experiments. 1986, New York: John Wiley and Sons

51.
Tabachnick BG, Fidell LS: Using Multivariate Statistics. 2001, Needham Heights, MA: Allyn & Bacon, 4

52.
Public Health Agency of Canada: Diabetes in Canada: national statistics and opportunities for improved surveillance, prevention and control. Accessibility verified June 3, 2008, [http://​www.​phac-aspc.​gc.​ca/​publicat/​dic-dac99/​index.​html]

53.
Darker CD, French DP, Longdon S, Morris K, Eves FF: Are beliefs elicited biased by question order? A theory of planned behavior belief elicitation study about walking in the UK general population. Br J Health Psychol. 2007, 12: 93-110. 10.1348/135910706X100458.CrossRef

54.
Ajzen I: Behavioral interventions based on the theory of planned behavior. [http://​www-unix.​oit.​umass.​edu/​~aizen/​pdf/​tpb.​intervention.​pdf]

55.
Fishbein M, Von Haeften I, Appleyard J: The role of theory in developing effective interventions: Implications from project SAFER. Psychol Health Med. 2001, 6: 223-238. 10.1080/13548500120035463.CrossRef

56.
Rhodes RE, Courneya KS, Blanchard CM, Plotnikoff RC: Prediction of leisure-time walking: An integration of social cognitive, perceived environmental, and personality factors. IJBNPA. 2007, 4: doi:10.1186/1479-5868-4-51



Competing interests
The authors declare that they have no competing interests.

Authors' contributions
RCP conceived of the study, and participated in its design and coordination and helped to draft and revise the manuscript. KSC, LT and RJS have been involved in drafting the manuscript and revising it critically for important intellectual content. NK performed and interpreted the statistical analysis, as well as helped to draft the manuscript. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/contact.gif





OEBPS/A12966_2008_Article_205_Fig1_HTML.jpg
Excluded (n=33,656)

No answer after 10+ calls (n=2374)
Busy after 10+ calls (n=273)
Answering machine (n=2737)
Line trouble (n=511)

Not in service (n=7331)
Business/fax/2™ line (n=4591)
No one 18+ in household (n=21)
Call refusal before determining
T2D (n=2844)

No T2D (n=12,974)

Total attempted phone calls
(n=35,452)
A4
Eligible adults with T2D
(n=1,796) Excluded (n=744)
Away for duration of study (n=43)
»| L 0 ication barrier
>
(n=701)
A 4
Eligible adults with T2D
=1
(=1,052) Refusals (n=494)
Declined recruitment (n=171)
P Considering—but did not return
v follow-up call (n=319)
Other reasons (n=4)
Agreed to be sent a study
package
(n=558)
| Excluded (n=271)
P Did not return instrument (n=271)
A 4
Time 1 (n=287)
Completed baseline instrument
. Excluded (n=43)
#| Did not return Time 2 instrument
A4 (n=43)

Time 2 (n=244)
Completed 3-month assessment

)

Analyzed (n=244)






OEBPS/A12966_2008_Article_205_Fig2_HTML.jpg
i) Aerobic PA Model

19*

- RZ= 10"
| R=.39***

/

BEHAVIOR
Aerobic PA
(Godin)

A

Des.Norm |

PBC

16"

ii) Resistance Training Model

R?=.45"" /

BEHAVIOR
Resistance Training
(Freq X Duration)

A A
Time 1 (baseline) I Time 2 (3-months)
* p<.05
** p<.01
*ik p< 001

Adjusted R% are reported





