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P

appointments. After obtaining informed
consent, study personnel administered
demographic and diabetes history questionnaires. They assessed 35 perceived
barriers to physical activity, which were
taken from several surveys (7–9) and results of minority diabetes focus groups
(5,6,10). Participants rated the frequency
with which they experience each barrier
on a scale of 1 (never true) to 6 (always
true). Participants were asked two questions about the effectiveness of physical
activity in controlling their diabetes and
diabetes complications (11).
Medical charts were reviewed for
HbA1c, weight, height, and blood pressure. Descriptive analyses summarized
sample characteristics and physical activity attitudes and barriers. Correlational
analyses and ANOVAs examined relationships between demographic, psychosocial (e.g., attitudes, barriers), and health
outcome variables.

hysical activity is one of the most
neglected aspects of the type 2 diabetes treatment regimen (1). Environmental barriers may play a role (2),
particularly among African-American patients who report more physical activity
barriers than Caucasians (3,4). AfricanAmerican focus groups reported numerous barriers, including unsafe walking
areas, transportation problems, lack of
child care, peripheral neuropathy, and
degenerative joint disease, some of which
are not assessed by existing questionnaires (5,6). Despite these initial qualitative findings from focus groups, there is
limited quantitative research addressing
physical activity barriers specific to African-American or low-income diabetic
samples. The current objective was to examine barriers reported by this population. The relationships between barriers
and medical outcomes, demographic
variables, and attitudes about exercise
were examined.
RESEARCH DESIGN AND
METHODS — Participants included
105 adult patients with type 2 diabetes
attending primary care appointments.
The clinic was affiliated with a public
teaching hospital providing care to predominantly low-income AfricanAmerican patients. Patients were
approached in the waiting room before

RESULTS — The mean age of participants was 53.42 ⫾ 10.64 years, and 77%
of the sample was female. Approximately
69% were African American, and 28%
were Caucasian. Fifty-seven percent had
graduated high school, 79% were unemployed, and 52% reported making
⬍$500 per month. Mean BMI was
34.30 ⫾ 7.58 kg/m2. The mean HbA1c
was 8.25 ⫾ 2.25%.
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When asked, “How important do you
believe exercise is for controlling your diabetes?” 75% reported that it was extremely important, 18% reported it was
important, 5% reported it was moderately
important, and 2% reported it was
slightly or not at all important. When
asked, “How likely do you think it is that
exercise will prevent future complications
from your diabetes?” 60% reported that it
was very likely, 17% reported it was
likely, 10% reported it was moderately
likely, 8% reported it was unlikely, and
5% reported it was very unlikely.
In regard to potential barriers to
physical activity, no barrier averaged ⬎3
(on a 1– 6 scale). The 10 most commonly
cited barriers to physical activity are summarized in Table 1. Common barriers included lack of time, social support, and
equipment, as well as medical and physical barriers to activity. Other less commonly reported barriers also dealt with
social obligations (e.g., caring for children), health problems (e.g., injuries,
chest pain), lack of access to exercise
places and equipment, and a variety of
miscellaneous barriers including bad
weather, special occasions, and lack of
physician advice.
Ratings of the 35 barriers were
summed to create a total barriers score,
which was unrelated to participants’ age,
income, education, employment status,
sex, ethnicity, marital status, or BMI. Participants’ perceived importance of exercise in controlling their diabetes was
negatively associated with the number of
barriers endorsed (r ⫽ ⫺0.29, P ⬍ 0.01).
Thus, participants reporting more severe
barriers to exercise placed less importance on the value of exercise in controlling their diabetes. Barriers were not
significantly related to participants’ belief
that exercise could prevent future diabetes complications.
CONCLUSIONS — T h e s e r e s u l t s
represent one of the first attempts to assess barriers to physical activity reported
by a sample of predominantly low1209
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Barriers to physical activity

Table 1—Barriers to physical activity among low-income patients with type 2 diabetes
2.

Barrier
I have health problems that keep me from exercising
I do not have anyone to exercise with
I have trouble getting back to exercise after a break in my routine
I have joint pain that keeps me from exercising
My leg pain is too bad to exercise
Exercise is physically painful
I do not have enough time at home to exercise
I do not have the right equipment to exercise
I do not have enough time during or after work to exercise
There is not enough time in my schedule to exercise

2.78 ⫾ 2.10
2.77 ⫾ 2.10
2.69 ⫾ 1.99
2.57 ⫾ 1.85
2.52 ⫾ 1.86
2.48 ⫾ 1.86
2.42 ⫾ 1.68
2.18 ⫾ 1.75
2.16 ⫾ 1.47
1.97 ⫾ 1.46

income, African-American patients with
type 2 diabetes. Results suggest the assessed barriers were not frequently encountered by most participants, as no
barrier was rated ⬎3, or “sometimes
true.” On average, most barriers were
rated between “never true” and “rarely
true.” The most common barriers dealt
with physical limitations that hindered
activity (e.g., joint or leg pain), as well as
problems associated with lack of time,
equipment, and exercise partner(s).
Therefore, results suggest that many barriers were more related to patients’ medical conditions than environmental
barriers commonly associated with a lowincome setting. It is also possible that internal barriers, such as self-efficacy or
motivation, play a larger role than environmental barriers.
Barriers were unrelated to medical
outcome variables (e.g., blood pressure,
HbA1c, BMI) or participants’ confidence
in exercise preventing diabetes-related
complications. However, participants
who reported more barriers placed significantly less importance on exercise in the
current control of their diabetes.

1210

These results have several potential
clinical implications. When addressing
physical activity barriers, clinicians may
wish to emphasize barriers related to patients’ medical conditions. Clinicians may
also consider spending more time addressing other factors potentially influencing physical activity (e.g., bolstering
patients’ self-efficacy), since the majority
of barriers were not frequently experienced by most patients. It may be helpful
for clinicians to assess patients’ attitudes
and knowledge regarding physical activity, as well as potential environmental
barriers. However, further research is
needed to strengthen confidence in such
recommendations. Future research
would also be helpful in exploring the relationship among perceived barriers,
knowledge of exercise recommendations,
and attitudes regarding the importance of
physical activity for diabetes treatment.
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