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Abstract 

Promoting maintenance of regular physical activity (PA) is a public health priority, 

however, no research has examined whether the expectancies of proximal PA enactment are 

similar to the expectancies of longer maintenance. Thus, the purpose of this study was to 

evaluate whether PA expectancies, measured with constructs of the theory of planned behaviour 

(TPB), differed as a function of the time-frame (no time frame, next week, next month, next six 

months) used in the item stems. Undergraduate students (N = 409) completed self-report 

measures of the TPB that were randomly distributed with the possibility of receiving one of the 

four possible time-frames; results across the four groups were then compared. Analysis of 

variance tests showed 13 of 37 constructs were significantly (p < .05) different and post-hoc 

follow-up tests identified that the proximal time-frame had the significantly lower mean value. 

Chi-square tests of independent correlations, however, revealed few differences in TPB-intention 

correlations by time-frame. The results suggest that social cognitive correlates of PA intention 

are robust to time-frame deviations, but time-frame may affect the absolute values of some 

constructs. Overall, this is a positive finding because it suggests that PA promotion efforts 

focused on increasing expectancies do not have to tailor to proximal and more distal maintenance 

applications. 
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Regular physical activity (PA) has well-documented health benefits 1 but relatively low 

participation prevalence 2, 3; thus  promotion of PA is a public health priority. Similar to other 

health behaviours (e.g., healthy eating) that require sustained behavioural engagement, there has 

been a recent focus on differentiating short-term behavioural acts from long-term maintenance of 

the behaviour 4. In PA, this differentiation is also predicated on a commonly cited 50% drop-out 

of PA within the first six months of initiation 5.  Therefore, a comprehensive understanding of 

short- and long-term PA is a worthy line of research in order to uncover what aspects may 

require tailoring in promotion efforts. 

Research on this topic is relatively scant but some studies have begun to evaluate 

differences in adoption compared to maintenance.  For example, Rhodes and Plotnikoff 6 found 

that self-regulation strategies, measured as processes of change, were more predictive of the 

translation of intention into behaviour for those adopting rather than maintaining PA. Still, a 

more basic factor that has not received research attention is whether reasons/motives for PA vary 

for short-term acts compared to longer-term maintenance. Specifically, proximal considerations 

of PA-related expectancies may differ from distal considerations. The importance of proximal 

and distal expectancies is highlighted in Bandura’s 7 social cognitive theory, but the issue has not 

received attention in PA research.  Thus, research on time-frame and PA-related social cognition 

is needed. 

From an applied perspective, social cognitive constructs targeted to promote PA should 

also be sensitive to the appropriate time-framing if differences are evident. For example, the 

physical health and weight-loss benefits of regular PA are conceivably maintenance-based 

motives because they take considerable time to accrue. Tailored intervention approaches to PA 

motivation promotion may need to match the appropriate target expectancies to a time-frame 
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(e.g., proximal behavioural engagement versus maintenance).  The current approach in most 

public health PA promotion  is to show no time-frame differentiation in favour of a relatively 

straightforward listing of benefits of PA and strategies to overcome barriers 8, 9. Although this 

may be sufficient to provide the motives for proximal and distal PA, it seems prudent to first 

establish that there are no differences in the motives/expectancies of PA by time-frame.    

From a theoretical standpoint, differences that emerge in PA-related expectancies as a 

function of time-framing would underscore an additional moderator of expectancy and PA 

motivation relations. The findings may also help lead to a better understanding of short-term and 

long-term prediction models for PA. Currently, our understanding of time-frame issues in social 

cognition has focused on the distance between prospective assessments (e.g., time 1 and time 2) 

10-12, but a difference between construal of concurrent distal and proximal PA expectations has 

not been evaluated.  

Therefore, the purpose of this study was to evaluate whether PA expectancies differed as 

a function of the time-frame (no time frame, next week, next month, next six months) used in the 

item stems in terms of absolute value and their correlation with intention to engage in PA. The 

model chosen to evaluate PA expectancies in this study was Ajzen’s 13 theory of planned 

behaviour (TPB), based on its strong predictive capability in the PA domain 11. This theory 

suggests that intention, one’s motivation to engage in a behavioural act, is the primary 

determinant of behaviour. In turn, intention is thought to be influenced by affective and 

instrumental attitudes (i.e., overall evaluations of the behaviour), subjective norm (i.e., perceived 

pressure to act on the behaviour from important others), and perceived behavioural control (PBC; 

i.e., perceived ability to perform the behaviour). The TPB also proposes that belief-level 

constructs comprise attitude (i.e., behavioural beliefs), subjective norm (i.e., normative beliefs), 
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and PBC (i.e., control beliefs). Belief-level constructs are hypothesized to include expectancy 

(e.g., PA will improve my health) and value (e.g., improving my health is important to me) 

components.  Understanding these belief-level constructs is viewed as fundamental during the 

construction of TPB-based interventions 14. 

There is a paucity of current work in the PA domain to draw upon when forming 

hypotheses for this study, however, limited research with other behaviours was considered. 

Specifically, it was hypothesized that means would be lower for the behavioural beliefs (e.g., 

appearance/weight control, fitness improvements, and prevention of disease) and instrumental 

attitude in the proximal time-frame compared to the distal time-frame. This was based on the 

rationale that 1) participants know these PA benefits take longer to achieve and 2) the tenets of 

construal level theory whereby distant events are construed in higher advocacy than proximal 

events 15. In terms of differences in expectancy-intention correlations by time-frame, however, 

related research in health screening has not supported a time-frame effect 16, 17, and attempts to 

evaluate time-framing in any capacity with other health behaviours has also shown small to 

trivial effects 18-20; thus, the null hypothesis was put forward.  Finally, the absence of any time-

frame for expectancies is used in PA research often, but has not been investigated in terms of 

how people construe this framing compared to more distinct time-frames (e.g., over the next 

month, over the next six months). It was thus hypothesized that if differences among time frames 

emerged, the absence of a time frame condition would resemble more distal/maintenance-based 

framing because it would be construed as generalized rather than proximal expectancies. 

 

Method 

Participants and Procedure 
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Four hundred and nine students volunteered to participate in the study during their 

introductory psychology courses. Informed consent was obtained from the participants. 

Participants attended large group sessions during September and October 2006, completing self-

report measures of the TPB and past physical activity.  Participants received one of four possible 

questionnaires that were randomly distributed in the sessions; this resulted in four independent 

groups of approximately n = 100. These questionnaires differed only by the time-frame used in 

the item stems for the TPB. The possible stems were: 1) no time frame 2) over the next week, 3) 

over the next month, and 4) over the next six months. The stems chosen reflect the most common 

time-frames used in TPB research with PA 11 as well as typical time-frames that encompass 

initiation and maintenance 4, 21, and thus maintain ecological validity and generalizability to prior 

PA work.  

Instruments 

The definition of PA was chosen to reflect Health Canada’s position stand for 

recommended weekly activity among adults 22. PA was defined as activities performed with at 

least moderate intensity, 4 or more times per week, accumulating at least 30 minutes each time. 

Participants were asked to consider this definition when answering the TPB items. 

Attitude towards regular physical activity was measured using 7 point bipolar adjective 

items as suggested by Ajzen and Fishbein 23. Three items were used to tap the instrumental (e.g., 

useful-useless, wise-unwise, beneficial-harmful) and three items were used to tap the affective 

(enjoyable-unenjoyable, pleasant-unpleasant, exciting-boring) aspect of attitude as suggested by 

Ajzen 24. Internal consistencies for these measures were borderline acceptable (affective attitude 

no time-frame  = .75, next week  = .89, next month  = .84, next six months  = .71; 

instrumental attitude no time-frame  = .59, next week  = .66, next month  = .58, next six 
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months  = .64). The statement that preceded the adjectives was “For me, regular physical 

activity [insert time frame] would be.”  

Subjective norm was measured by three items on a 7-point scale that ranged from 1 

(strongly disagree) to 7 (strongly agree).  Two items measured the injunctive component of 

subjective norm and one item measured the descriptive component of subjective norm based on 

the recommendation of Ajzen 24.  These components were aggregated to form a scale based on 

the findings of Rhodes and colleagues 25, 26. The items were: (1) “Most people who are important 

to me would want me to engage in regular physical activity [insert time frame]," 2) “Most people 

whose opinions I value would approve of me engaging in regular physical activity [insert time 

frame],” and 3) “Most people who are important to me will engage in regular physical activity 

[insert time frame] themselves.” Internal consistency for this measure was borderline acceptable 

(no time-frame  = .61, next week  = .68, next month  = .54, next six months  = .67). 

Perceived behavioural control was measured by three questions recommended by Rhodes 

and Courneya 27, 28. The three PBC items were: 1) “[insert time frame], I have complete personal 

control over doing physical activity if I really wanted to do so”; on a 7-point scale ranging from 

1 (strongly disagree) to 7 (strongly agree), 2) “Engaging in regular physical activity is mostly up 

to me [insert time frame], if I wanted to do so”; on a 7-point scale ranging from 1 (strongly 

disagree) to 7 (strongly agree), and 3) “Engaging in regular physical activity [insert time frame] 

if I wanted to do so would be…”; on a 7-point scale ranging from 1 (extremely difficult) to 7 

(extremely easy). Internal consistency for the measure was acceptable (no time-frame  = .70, 

next week  = .63, next month  = .73, next six months  = .73). 

Belief-level constructs of the theory of planned behaviour were used from a previously 

validated undergraduate sample 29. The behavioural expectancies (feel good, take too much time, 
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improve physical fitness, improve appearance/control weight, relieve my stress, reduce my 

chances of chronic disease) were asked using seven-point likert-type scales from 1 (extremely 

unlikely) to 7 (extremely likely) with the stem “for me, regular physical activity [insert time 

frame] would…”  The corresponding value term was measured on a similar seven point scale by 

asking how important the outcome was for the participant [insert time frame] from 1 (extremely 

unimportant) to 7 (extremely important). Normative expectancies (friends, family, health 

professionals, spouse/romantic partner) asked about whether each referent would approve of the 

participant engaging in regular physical activity [insert time frame] from 1 (completely untrue) 

to 7 (completely true). These questions followed with corresponding value questions about what 

the referent thinks in terms of physical activity [insert time frame] being important from 1 

(extremely unimportant) to 7 (extremely important). Finally, control expectancy questions asked 

participants to rate how easy they would find regular PA [insert time frame] if they wanted to 

despite certain barriers (no time, access to facilities, poor health, bad weather, cost, no one to do 

the activity with). These items were evaluated on a seven point scale from 1 (extremely difficult) 

to 7 (extremely easy). Corresponding power of the belief (value) was measured by asking 

participants to rate the likelihood of these barriers occurring [insert time frame] from 1 

(extremely unlikely) to 7 (extremely likely).     

Intention was measured using items from Rhodes, Blanchard, Matheson and Coble 30 and 

Courneya 31. These items included: 1) “I intend to engage in regular physical activity ____  times 

per week [insert time-frame],” 2) “I am motivated to engage in regular physical activity [insert 

time-frame],” scored on a scale between 1 (extremely unmotivated) and 7 (extremely motivated); 

and 3) “I am determined to engage in regular physical activity [insert time-frame],” scored on a 

scale between 1 (extremely undetermined) and 7 (extremely determined). These items were 
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standardized and then aggregated to create the measure (no time-frame  = .71, next week  = 

.87, next month  = .70, next six months  = .80). 

Past physical activity behaviour was measured using the Godin Leisure Time Exercise 

Questionnaire 32, 33. The instrument contains three open ended questions covering the frequency 

of mild (e.g., easy walking), moderate (e.g., fast walking), and strenuous (e.g., jogging) exercise 

completed during free time for at least 30 minutes duration in a typical week. Our adaptation 

included substituting “physical activity” for “exercise.” Strenuous and moderate physical activity 

frequencies were aggregated to produce a total activity frequency at or above moderate intensity. 

Mild activity was not included as an indicator due to its incongruence with our definition of 

regular physical activity.  

Analysis Plan 

 Mean differences in TPB constructs by time-frame were evaluated using a series of one-

way analyses of variance tests. Significant findings were followed-up using Tukey post-hoc tests. 

To evaluate relationships in the TPB model, chi-square tests of independent sample correlations 

were performed across TPB constructs and the multiple R from the multivariate model. 

Significant differences in correlations were followed-up using Fisher Z tests. We decided to use 

intention as the critical dependent variable for this study. This was based on 1) our desire to 

evaluate distal and proximal PA motives (i.e., correlates of intention), and 2) an attempt to 

eliminate other confounds from the analyses. Variation of an actual prospective design time-

frame introduces previously demonstrated memory and cognition stability confounds 10, 24 which 

make the assessment of simple time-frame expectancies and TPB-behaviour relations 

problematic. Type one error was set at .05 throughout and the analyses were powered to detect a 

small effect size (f = .17, q = .19). 
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Results 

The mean age of participants was 21.74 (SD = 7.04 yrs), 70% were female, and the mean 

year in university for the sample was 1.79 (SD = 1.10). Further, in terms of prior PA status, 41% 

of the sample was not meeting the minimum recommended guidelines of PA set by Health 

Canada 9 (i.e., 4 times per week accumulating 30 minutes, at a moderate intensity or higher) 

while 69% of the sample were not meeting Health Canada’s general guidelines for activity (i.e., 

daily PA accumulating 30 minutes, at a moderate intensity or higher). Randomization of 

groupings resulted in equal n’s across the no time-frame (n = 103), next week (n = 102), next 

month (n = 103) and next six months (n = 101) conditions. Analysis of variance and chi-square 

tests showed no significant differences for age, gender, year in school, and past physical activity 

(p > .05) across these time-frame conditions. Because of this null finding, these variables were 

not entered as covariates in any further analysesA. 

The analysis of mean TPB constructs by time-frame is detailed in Table 1. Overall, 12 of 

37 tests showed significant differences in the small effect size range (i.e., 2 = .02 - .05). Post-

hoc tests indicated that the next week time-frame had lower means than all other time-frames for 

behavioural expectancies about feeling good and improving fitness, and the control 

(power/value) belief about the cost of PA. Similarly, the next week time-frame had lower means 

than no time-frame and the next month frame for the behavioural expectancy about improving 

appearance, the values of improving fitness, and abiding by physician norms, and the control 

belief (expectancy) about overcoming health barriers. The expectancy of reducing disease risk 

had lower means for next week and the next six months compared to next month, while its value 

term was lower for all specific time-frames when compared to no time-frame. Next week and 

next month were lower for the control belief (power/value) for poor health, while next week was 
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also lower than the next six months time-frame. Next week and no time-frame, however, were 

lower than next month and the next six months for the control belief (power/value) about bad 

weather. Finally, the control belief (power/value) about lack of recreation centre access was 

lower for the next month time-frame compared to the next six months and no time-frame. 

The analysis of differences in TPB construct-intention associations by time-frame can be 

found in Table 2. Two of 37 tests displayed significant differences. Post-hoc tests, suggested that 

the six-month time-frame resulted in a larger subjective norm and intention association than the 

no time-frame and next week conditions.  Also, the control belief (value/power) about lack of 

social support had a larger association with intention for next month compared to next week and 

the next six months. 

Discussion 

Understanding differences between initiation and maintenance of repetitive health 

behaviours has been recommended 4, but no study had evaluated whether the reasons for acting 

on PA (i.e., expectancies) differed when short- or long-term performance was considered. Thus, 

this was the first study to evaluate simple manipulations of time-frame expectancies (no time 

frame, next week, next month, next six months) in the PA domain. Results, using Ajzen’s 13 TPB 

as a template for the types of expectancies considered, proved interesting and generally 

supported our hypotheses. 

First, for the evaluations of TPB construct means, it was hypothesized that instrumental 

beliefs (e.g., appearance/weight control, fitness improvements, prevention of disease) and 

attitude in the proximal time-frame would be lower compared to more distal time-frames and that 

of the “no time-frame” condition. This hypothesis was based on the rationale that these PA 

benefits take longer to achieve and our speculation that this is quite well known among 
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participants. It was speculated that in the absence of a time frame, participants would generally 

consider the longer-term maintenance of PA. Additionally, there is general support in social 

psychology for a proposition called construal level theory whereby distant events are construed 

in higher advocacy than proximal events 15. Overall, the results provided some support for this 

hypothesis. Approximately one third of the tests of TPB constructs showed differences by time-

frame and almost all of these favoured the direction of lower mean values for the “next week” 

condition. The results also showed some support for our hypothesis that the no time-frame 

condition would act similar to the more distal time-frames (10/37 tests). Interestingly, these 

findings were prevalent in behavioural beliefs (feel good, increase fitness, improve 

appearance/control weight) and control beliefs (health, weather, cost), but the value that one 

places on health professionals was the only difference for subjective norm.  

These results have practical utility when understanding PA motives and the application to 

promotion. From a TPB standpoint, mean levels of cognitions are important in the planning of 

interventions 14, 34. Variability in the constructs (i.e., from the ceiling) is needed in order to 

demonstrate room for potential change. The subsequent shrinking of expectancies in proximal 

time-frames compared to more distal time-frames may signal a more accurate reflection of PA 

motives. These results suggest that the range in these beliefs may actually increase in the 

proximal future; thus, belief-based interventions focusing on the immediate future may be a 

worthy endeavour for promotion efforts.   

The findings, however, suggested that time-frame did not affect mean values in over 60% 

of the TPB constructs. Furthermore, we were not able to discern a clear difference between 

affective and instrumental beliefs as hypothesized. For example, proximal instrumental beliefs 

about fitness and appearance were lower than distal time-frames, but this was not observed in 
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expectations and values about reducing disease risk. Similarly, the behavioural belief about stress 

relief was not different by time-frame, but the expectancy about feeling good, arguably an 

affective belief, was similar to the findings for fitness and appearance. The null and mixed 

results suggest, at least among this undergraduate sample, that time-framing may not be a 

particularly robust factor in the absolute value of PA cognitions. 

Our second hypothesis was that limited differences would emerge for proximal and distal 

expectancies in their prediction of intention. This was based largely on prior literature in other 

health behaviour domains showing small or null effects 16, 17,18-20. Our results supported this null 

hypothesis generally. Although some minor differences emerged, no trends were present in the 

findings. This suggests that PA expectancies and intention, at least as measured by the TPB, are 

robust to time-frame manipulation and also provides evidence that motives for PA are relatively 

stable across various expected durations. The results should be considered a positive finding 

because they suggest that tailoring motivational content in PA by proximal and maintenance-

based time frames alone may not be needed. As this is not a current approach in public health, 

the robustness of PA cognitions and intention supports this current practice although replication 

within a larger community sample would still be helpful.   

One additional reason for this null finding may be the small effect-size correlations that 

TPB cognitions have with intention generally. With a few exceptions (affective attitude and 

beliefs, PPB, time and social support), TPB constructs may not possess the magnitude of 

correlations that could even result in meaningful differences. One explanation for these findings 

may be attenuation due to measurement error, but our results were similar to prior meta-analyses 

35, 36. Deviations around small effect sizes are likely to be too small to be anything but trivial. 

Still, prior work in health screening has shown that consideration of future consequences, an 
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individual difference variable, moderates the effect of time frame on social cognition 16, 17. 

Future study in the PA domain may prove helpful. 

Finally, belief analyses are relatively scant in the TPB literature when compared to global 

(direct) assessments 37 and so it is helpful to summarize the belief-level correlates of intention 

from these data. Ajzen 14 suggests that behavioural interventions should be implemented based 

on the TPB beliefs and their corresponding association with intention. Overall, the behavioural 

expectancies about feeling good, relieving stress, PA taking too much time (reverse association) 

and the behavioural value of increasing fitness appear to be important targets (medium effect size 

correlates of PA) for PA intention promotion within this undergraduate student sample. 

Additionally, focused attention on overcoming time barriers to PA and fostering social support 

may hold utility. TPB theory 14, 24 would suggest that efforts to concentrate behavioural 

interventions on these beliefs may yield the most changes in terms of PA via intention. By 

contrast, a focus on instrumental expectancies (e.g., fitness, appearance, disease risk), normative 

beliefs, and other control beliefs (e.g., access, health, cost) may result in limited PA change 

utility at least in a college sample. It is notable that public health PA promotion and current PA 

research do not generally distinguish between these sets of beliefs 8, 9, 38. Future studies 

promoting these beliefs and evaluating the impact on PA would thus be prudent. 

The results of this study need to be interpreted within the context of its limitations. First, 

the convenience sample of primarily female undergraduates may not generalize to the population 

at large. Still, the effect of age and gender on TPB expectancies are generally not robust 11, 35. 

Second, the time-frames used in this study were chosen based on their ecological validity from 

prior TPB research 11, but longer durations (e.g., 5 years) may have produced different results. 

Third, our sheer number of statistical tests undeniably raised the experimentwise type-one error. 
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The lack of significant findings, however, renders this violation moot. Finally, the beliefs used in 

this study were derived from prior pilot work and reflect most of the themes in TPB studies 37, 

but different beliefs may provide different findings. 

Footnote 

A. Gender, age, and year in school also did not correlate with intention. Thus, we did not include 

these variables as covariates in the analyses of TPB-intention correlations. 
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Table 1 

Adjusted Mean differences of Theory of Planned Behaviour constructs by time-frame. 

 

Construct   no time frame next week next month next 6 months  F 2          Post-Hoc 

    (n = 103) (n = 102) (n = 103) (n = 101)   

        

Affective Attitude  5.60 (0.84) 5.45 (1.07) 5.51 (1.06) 5.60 (1.03)  0.53 .01 

Instrumental Attitude  6.45 (0.58) 6.30 (0.62) 6.42 (0.63) 6.29 (0.65)  1.11 .01  

Behavioral Beliefs   

Feel Goode   6.43 (0.69) 6.98 (1.22) 6.46 (0.89) 6.36 (0.82)  3.79** .04 NW<All 

Feel Goodv   6.55 (0.81) 6.19 (0.91) 6.43 (0.96) 6.54 (1.01)  2.35 .01       

Take Too Much Timee  3.46 (1.52) 3.47 (1.75) 3.93 (1.52) 3.52 (1.54)  1.37 .02        

Take Too Much Timev  5.55 (1.16) 5.14 (1.33) 5.56 (1.08) 5.37 (1.08)  1.78 .02 

Increase Fitnesse    6.48 (0.82) 6.22 (0.88) 6.56 (0.71) 6.47 (0.72)  2.35 .03  

Increase Fitnessv    6.04 (1.09) 5.58 (1.35) 5.94 (1.14) 5.81 (1.27)  1.86 .02 

Improve Appearancee  6.22 (1.09) 5.62 (1.36) 6.15 (0.97) 5.81 (1.28)  4.34** .05 NW<NM,NT; N6M<NT 

Improve Appearancev  5.80 (1.14) 5.22 (1.44) 5.65 (1.38) 5.27 (1.42)  2.90* .03 NW,N6M<NT 

Reduce Disease Riske  5.85 (1.10) 5.60 (1.08) 6.01 (1.03) 5.57 (1.16)  2.43 .03 

Reduce Disease Riskv  6.11 (1.22)  5.06 (1.48) 5.49 (1.61) 5.43 (1.45)  5.56* .06 All<NT 

Relieve Stresse   6.09 (1.15) 5.98 (1.08) 6.02 (1.03) 6.09 (1.05)  0.18 .00    

Relieve Stressv   6.27 (1.04) 5.76 (1.18) 5.92 (1.13) 6.09 (1.11)  2.55 .03    

 

Subjective norm   5.67 (0.81) 5.66 (1.01) 5.55 (0.82) 5.75 (0.96)  0.54 .01 

Normative Beliefs    

Spouse/Partnere   6.58 (0.87) 6.25 (1.13) 6.30 (1.15) 6.28 (1.13)  1.50 .02 

Spouse/Partnerv   5.02 (1.49) 4.59 (1.40) 4.80 (1.53) 4.59 (1.42)  1.30 .02 

Familye    6.63 (0.69) 6.55 (0.84) 6.53 (0.89) 6.72 (0.68)  0.86 .01      

Familyv    4.479 (1.47) 3.96 (1.52) 4.00 (1.58) 4.27 (1.64)  1.62 .02      

Friendse    6.51 (0.97) 6.49 (0.91) 6.36 (1.04) 6.39 (1.02)  0.24 .00        

Friendsv    3.70 (1.49) 3.59 (1.36) 3.59 (1.54) 3.63 (1.54)  0.08 .00        

Physiciane  6.61 (0.793) 6.67 (0.78) 6.56 (0.87) 6.63 (0.92)  0.23 .00 

Physicianv  5.37 (1.49) 4.75 (1.52) 5.11 (1.43) 5.23 (1.58)  2.23 .03  

 

Perceived Behavioural Control 6.09 (0.98) 5.95 (0.99) 5.92 (1.10) 5.99 (1.02  0.48 .01    

Control Beliefs    

Poor Healthe   3.91 (1.65) 4.50 (1.54) 4.03 (1.94) 3.96 (1.49)  2.05 .02        

Poor Healthv   3.49 (1.63) 2.57 (1.56) 2.55 (1.54) 3.14 (1.49)  6.90** .07    NW,NM<NT; NW<N6M                          

Bad Weathere   5.04 (1.65) 5.30 (1.62) 5.26 (1.62) 5.09 (1.51)  0.49 .00  

Bad Weatherv   4.42 (1.73) 5.35 (1.73) 5.04 (1.65) 5.00 (2.04)  3.05* .03 NT<NM,N6M<NW  

Lack of Timee   4.66 (1.62) 4.73 (1.64) 4.48 (1.76) 4.60 (1.57)  0.35 .00        

Lack of Timev   4.44 (1.73) 4.05 (1.87) 4.57 (171) 4.33 (1.75)  1.19 .01        

Coste    5.22 (1.57) 5.48 (1.60) 5.35 (1.84) 5.26 (1.63)  0.34 .00   

Costv    3.72 (1.69) 2.68 (1.64) 3.37 (1.88) 3.41 (1.71)  4.76** .05 NW<All  

Lack of Accesse   4.74 (1.89) 5.06 (1.50) 5.15 (1.98) 5.00 (1.52)  0.78 .01 
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Lack of Accessv   3.34 (1.87) 2.74 (2.03) 2.29 (1.62) 3.03 (1.98)  4.17** .04 NM<N6M,NT 

Lack of Social Supporte  5.00 (1.67) 5.15 (1.76) 4.99 (1.87) 5.12 (1.68)  0.18 .00  

Lack of Social Supportv  3.93 (1.87) 3.61 (1.95) 3.60 (1.90) 3.75 (1.58)  0.55 .01 

 

Intention   0.16 (0.07) 0.07 (0.93) 0.29 (0.90) 0.24 (0.80)  1.73 .02   

 

*p < 0.05, ** p < .01; e = expectancy; v = value. NT = no time-frame, NW = next week, NM = next month, N6M = next 6 months. Means adjusted for past 

physical activity behaviour as a covariate. 
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Table 2 

 

Partial Correlation differences among Theory of Planned Behaviour constructs with Intention by Time-Frame. 

 

                                  

Construct  no time frame next week next month next 6 months  2       Post-Hoc   

   (n = 103) (n = 102) (n = 103) (n = 101)                      

        

Affective Attitude .31**  .30**  .37**.  .31**   2.77    

Instrumental Attitude .18  .19*  .16  .23*   0.46    

Behavioral Beliefs   

Feel Goode  .18  .09  .09  .30**   3.19    

Feel Goodv               .12                .20*  .18  .03   1.78    

Take Too Much Timee     -.19              -.16                   -.27*              -.05   2.61                             

Take Too Much Timev     -.18               .01              -.01              -.11   2.40                             

Increase Fitnesse               -.20*  .06  .10  .25*   13.06**  NT<All  

Increase Fitnessv   .16  .45**  .27  .23*   5.73    

Improve Appearancee       -.26*  .11  .14  .28*   16.60**  NT<All  

Improve Appearancev       -.08  .27*  .08  .31**   10.23*  NT<NW,N6M  

Reduce Disease Riske       -.13  .13              -.11  .04   4.65    

Reduce Disease Riskv       -.04  .11  .11  .15   2.12   

Relieve Stresse  .21*  .13  .14  .09   0.78    

Relieve Stressv  .08  .04  .07  .20*   1.52    

 

Subjective norm              -.12  .19  .20*  .26*   7.68    

Normative Beliefs    

Spouse/Partnere              -.03  .11              -.06  .16   3.42    

Spouse/Partnerv              -.04  .10              -.09  .14   3.63                             

Familye               -.14  .08  .13  .38**   14.66**               NT,NW<N6M              

Familyv               -.02  .22*              -.10  .04   5.66    

Friendse               -.03  .01  .15  .35**   9.44*  NT,NW<N6M  

Friendsv               -.11  .14              -.05  .03   3.52    

Physiciane                          .05  .03  .23*  .12   2.55                              

Physicianv                                      -.01  .14  .12  .11   1.39    

 

PBC   .24*  .16  .38**  .13   4.34    

Control Beliefs    

Poor Healthe  .13  .08              -.06               .10   2.14    

Poor Healthv               .02                .00                -.06  .08   0.99    

Bad Weathere  .21*  .24*  .23*  .20*   0.11    

Bad Weatherv                .04  .15  .07  .11   0.70                             

Lack of Timee  .21  .16  .42**  .36**   5.42    

Lack of Timev               .02  .01                .00                .05   0.14    
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Coste   .07  .15  .29**  .26*   3.32    

Costv   .06  .06              -.06  .44**   16.06**  All<N6M  

Lack of Accesse              -.09                .01  .13  .18   4.46    

Lack of Accessv                .10              -.08              -.22*  .31**   16.40**  NM,NW<N6M; NM<NT  

Lack of Social Supporte .32**  .39**  .24*  .34**   1.43    

Lack of Social Supportv   -.06              -.07              -.17  .30**   13.18**     All<N6M 

 

Multivariate TPB  .38**  .30**  .45**  .37**   1.53  

   

† p < .10, * p < 0.05, ** p < .01; e = expectancy; v = value. NW = next week, NM = next month, N6M = next six months. Covariate = Past Physical Activity 

Frequency at a Moderate and Vigorous Intensity. 
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