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Abstract

Objective—To examine associations between social support and ties (family, friend, neighbors)
individually and jointly with diet and physical activity among an ethnically-diverse, low-income
population.

Methods—The Health in Common study (2005-2009) was designed to examine risk factors
among individuals residing in low-income housing in the Boston, MA area. Cross-sectional
surveys (n = 828) were administered in residents’ homes. Linear/logistic multivariable analyses
were employed with clustering of individuals within housing sites controlled as a random effect.

Results—In multivariable analyses, total social support was significantly associated with higher
red meat consumption per day (p = 0.029). Having more friends was significantly associated with
more daily fruit and vegetable intake (p = 0.007) and higher levels of daily vigorous physical
activity (p = 0.011). Those who reported having a greater number of family ties also reported
higher daily consumption of sugary drinks (p = 0.013) and fast food (p = 0.011). More neighbor
social ties was associated with more fast food per day (p = 0.024).

Conclusions—Saocial relationships can have both positive and negative associations with health
behaviors. Understanding these relationships could help to inform the design of interventions that
promote healthy behavior change among vulnerable populations.
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Background

Methods

Data Source

Racial/ethnic minorities of lower socio-economic status (SES) suffer from a
disproportionate burden of disease, in part due to elevated risk factors, such as low rates of
physical activity (Centers for Disease Control and Prevention, 2008) and unhealthy dietary
patterns (Centers for Disease Control and Prevention, 2009). Lower SES groups also face
financial, social, and environmental constraints that can hinder healthy behaviors (Chang et
al., 2008; Eikenberry and Smith, 2004; Eyler et al., 2002; Mclntyre et al., 2003; Parker and
Keim, 2004). Given this, enhancing social relationships has been promoted as a promising
strategy to help promote healthy lifestyles (Komar-Samardzija et al., 2012; Silva et al.,
2012).

Social relationships greatly influence overall health and well-being (Berkman and Kawachi,
2000; Cassel, 1976; House et al., 1988; Mitchell et al., 1983). Individuals who are more
socially isolated and less socially integrated suffer more morbidity and mortality (Berkman
and Syme, 1979; Blazer, 1982; Untas et al., 2011). Research on social networks and ties
through which support is provided offers some of the most compelling evidence of the
benefits of social relationships. These may deter illness onset indirectly by buffering the
harmful effects that chronic stress can have on health outcomes (Cassel, 1976; Cobb, 1976;
Uchino et al., 1996) and may also impact health through their direct influence on health
behaviors (Kelsey et al., 1996).

Studies that have examined the impact of social network ties and support on health
behaviors have yielded inconsistent findings. While some show that social relationships can
have a “positive’ impact on obesogenic behaviors (Fuemmeler et al., 2006; Hemmingsson et
al., 2008; Langenberg et al., 2000) others have suggested that they may have a ‘negative’
impact on these and related outcomes (Christakis and Fowler, 2007; Kelsey et al., 1996;
Schaffer and Lia-Hoagberg, 1997; Tamers et al., 2011a). This potentially ‘negative’ impact
may be even more pronounced among lower SES groups, given already limited access to
health-promoting resources.

Research on the mechanisms by which social relationships impact diet and physical activity
among vulnerable groups is particularly limited. While studies have generally shown an
association between social relationships and health, there is a need to more clearly
understand how relationships influence diet and physical activity. This investigation
explored associations between social relationships (support and ties) of family, friends, and
neighbors /ndividually and jointly with diet and physical activity among racially/ethnically
diverse lower SES individuals.

Data from the Health in Common (HIC) study (2005-2009) were analyzed to examine the
relationship between social support and ties and dietary and physical activity behaviors. HIC
examined cancer risks among residents of low-income housing (N = 20) in greater Boston,
MA. The HIC study was approved by the Dana-Farber Cancer Institute Institutional Review
Board.
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Households were randomly selected within housing developments and individuals were
randomly selected within households. To recruit participants, an introductory letter was
distributed to all households to describe study objectives and procedures. Field staff
endeavored to recruit each randomly selected household on a minimum of eight occasions.
Survey staff randomly selected a resident within each multi-adult household using the Kish
method (Kish, 1949); residents of single adult households were designated as the participant.

Setting and Sample

Measures

The purpose of the resident survey was to assess residents’ cancer-related health behaviors,
and their perceptions of environmental and social conditions in their housing developments.
All households were provided with language-appropriate materials. Of the original 1,937
residents that had been randomly selected to participate, 1,679 were estimated to be eligible
and surveys were successfully administered to 828 residents (49% of those eligible).

Social Support and Social Ties

Seven items assessed availability of social support and social ties (Heaney and Israel, 1997).
For social support, residents were asked if they had family, friends or neighbors that they
“feel close to, can talk to about private things or can rely on for help, or make you feel loved
and cared for.” For social ties, residents were asked “about how many close relatives,
friends, or neighbors like this do you have?” To measure social ties and support from all
three sources (i.e., family, friends, and neighbors), two composite measures were developed.
One point was awarded if the resident responded “yes” to having family or friend support, or
“often/sometimes” to having neighbor support. The final overall social support measure
ranged from O to 3, with higher scores representing more support. The same scoring system
was used for social ties, with higher scores representing more ties (range 0-3).

Dietary Behaviors

For dietary outcomes, we used the 14-item PrimeScreen questionnaire (Rifas-Shiman et al.,
2001). Individuals were asked how frequently they ate or drank a number of items during
the previous week. All dietary factors were calculated as servings per day. Fruit and
vegetable servings were created by aggregating six questions: 100% orange or grapefruit
juice; other 100% fruit juices; fruit; green salad; baked, boiled or mashed potatoes; and
vegetables. Sugar-sweetened beverages or sugary drinks comprised of drinks with added
sugar, like regular soda, coffee, or fruit drinks. Sugary snacks included items such as cake,
donuts, cookies, pie, or candy. Fast food included meals from establishments such as
McDonald’s, Wendy’s, and Taco Bell. Red meat was derived from two questions that asked
about intake of beef, pork or lamb as a main dish as well as processed meats.

Physical Activity and Sedentary Behavior

Two of the questions captured participants’ average duration of vigorous physical activity
followed by moderate physical activity that lasted at least 10 minutes at a time, over the
course of the previous week. Sedentary behavior was determined by calculating total hours
of sitting time per day, while at work and at home (Craig et al., 2003).

Statistical Procedures

Bivariate analyses examined associations between family, friend, and neighbor social
support and ties with socio-demographic characteristics, diet, and physical activity.
Multivariable linear mixed effects models were constructed for each social support and ties
variable with each outcome, controlling for covariates. The clustering of subjects within
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sites was controlled for by including site as a random effect. Outcomes that were not
normally distributed were log-transformed; these included all diet outcomes except for fruit
and vegetables, vigorous physical activity, and moderate physical activity. Analyses were
run in 2011 using SAS version 9.2 (SAS Institute, Cary, NC).

Descriptive statistics

Table 1 presents characteristics of the HIC sample. An overwhelming majority was female,
married, and lived below the poverty line. The mean age was 44 years. Most self-identified
as Hispanic, followed by Non-Hispanic Black race/ethnicity. Only a third of the sample had
more than a high school diploma.

Over 80% of participants had any family social support, with an average of four family
members (ties) providing support. Sixty percent had any social support from friends with an
average of three friends (ties) providing support. Fifty percent indicated never/rarely getting
social support from neighbors versus often/sometimes, with less than one neighbor (ties)
providing support.

The mean intake of fruit and vegetables was 2.6 servings per day. On average, residents
consumed roughly half a serving of sugary snacks and less than one sugary drink per day.
Mean daily fast food intake was nearly 0 (although over 40% consumed one daily serving of
fast food-result not shown). Residents reported consuming half a serving of red meat per
day. Participants reported a mean of 0.6 hours of daily vigorous physical activity and 4.8
hours of total daily sitting.

Diet bivariate and multivariable results

In bivariate analyses (results not shown), higher fruit and vegetable intake was positively
associated with friend social ties. Consuming more sugary drinks was associated with lower
education, and Hispanic, White or Black race/ethnicity compared to “other” race/ethnicity,
while more sugary snacks were associated with younger age and White race/ethnicity. More
fast food consumption was associated with more social support and ties, family social ties,
friend support, some high school compared to grade school education, younger age, male,
Hispanic or “other” race/ethnicity, and not being married. Higher red meat consumption was
associated with more overall social support and ties, friend support, neighbor social ties,
higher education, younger age.

When socio-demographic characteristics were controlled (Table 2), overall social support
remained significantly associated with more red meat (p = 0.029). Friend social ties also
remained significantly associated with fruit and vegetable consumption (p = 0.0074), such
that residents with more friends were more likely to consume higher quantities of fruit and
vegetables. Family social ties were positively associated with more sugary drinks (p =
0.013) and fast food (p = 0.011). Neighbor social ties were also associated with more fast
food consumption (p = 0.024).

Physical activity bivariate and multivariable results

In bivariate analyses (results not shown), more vigorous physical activity was associated
with more overall social ties, friend support and ties, higher education, younger age, being
male, and not living in poverty. For moderate physical activity, rarely/never having neighbor
social support, higher education, younger age, female, and not living in poverty were
associated with more activity. Total sitting was associated with more overall social support
and ties, friend support, and not living in poverty.
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When socio-demographic characteristics were controlled for in the multivariable models
(Table 3), only friend social ties remained positively associated with vigorous physical
activity (p = 0.011).

Discussion

In this study, we sought to understand how diet and physical activity might be associated
with two domains of social relationships (support and ties) from three different sources
(family, friends, and neighbors). We also explored whether there were individual and joint
associations between various sources of support and two health behaviors.

We found no association between overall social support and ties (except in the case of red
meat), while more significant findings were found when including the individual items-
though inconsistently. This suggests that the association is more nuance than a summary
measure may indicate, lending additional support for the importance of the source of support
and ties. Reasons for non-significant findings may be that the social relationships-health
association does not operate through these behaviors or that the predictors and outcomes
were measured too crudely to detect associations. It is also possible that there was not
enough variability in the sample to detect associations.

Few overall associations with social support were found. Having more overall social support
from family, friends, and neighbors combined was associated with higher red meat
consumption. Having any family social support was marginally associated with higher fruit
and vegetable intake. Further research is needed to examine these associations using
longitudinal data, as several of these results suggest that social relationships are associated
with select healthy behaviors and other findings suggest that they are associated with certain
unhealthy behaviors. A few of the results are in line with other study findings linking social
support to healthier diets (Fuemmeler et al., 2006; Langenberg et al., 2000); others suggest a
negative association, which is also in line with like studies with inconsistent findings
(Kelsey et al., 1996; Schaffer and Lia-Hoagberg, 1997; Tamers et al., 2011b).

These inconsistencies may in part be due to how social support is defined, measured, and
perceived, as well as what sources are captured. Specifically, in addition to the positive
aspects of social relationships, evidence also suggests that there may be a ‘negative side’ in
relation to health (Emerson, 1976; Homans, 1974; Rook and Pietromonaco, 1987; Tibet and
Kelley, 1959). This distinction is important because negative social experiences can have an
even greater impact on health than positive ones (Kanouse and Hanson, 1972). In addition to
‘benefits” derived from social relationships through “positive’ support, there may also exist a
‘negative side’, which can take the form of adverse stimuli in a social interaction. To this
end, a body of research has defined ‘negative support’ as unpleasant interactions with others
that attempt to deter health by shaming, criticizing, or pressuring (Israel et al., 1989; Kelsey
et al., 1996; Ray, 1992; Stephens et al., 1987).

Social ties were associated with more of the study outcomes than was social support,
although the directions of the effects were not uniformly in the expected direction.
Reporting more family ties was associated with a higher intake of sugary drinks and fast
food. Having more friend ties was associated with higher fruit and vegetable intake and
more vigorous physical activity. Finally, the results also showed that having more neighbor
ties providing support was associated with more fast food consumption. In a qualitative
study of ethnic/racial minorities of low SES, Eyler and colleagues (2002) found that
multiple social priorities involving a number of sources were reported as time-consuming
and difficult, leaving little time or energy for physical activity (Eyler et al., 2002). Lower
SES groups are disproportionately burdened with external constraints, including social ones,
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limiting their ability to lead healthier lifestyles. Thus, another potentially ‘negative side’ of
social relationships, which may be of particular importance among already vulnerable
groups, is a ‘cost’ or ‘reward’ forgone such as time and effort spent otherwise. Social ties
may at times impede healthy behaviors—and also reflect social norms (Christakis and
Fowler, 2007)—by creating additional obligations to a network of individuals, resulting in
higher stress and less time or effort spent otherwise (‘cost’).

Limitations and Strengths

Conclusions

We must consider several limitations in the interpretation of the study results. Because these
data were cross-sectional, we are unable to make causal inferences. Moreover, there are
limitations in using self-reported measures of both dietary intake and physical activity, such
as social desirability. There are also other influential characteristics of social relationships
(network components) that were unmeasured in the HIC study. Finally, the social support
measures used do not distinguish between support that may foster ‘healthy’ versus
‘unhealthy’ practices; that said, our aim was to explore the relationship between a general
sense of perceived support and these outcomes.

This study has important strengths. We assessed a large number of dietary and physical
activity outcomes that are validated markers of obesogenic behaviors. To our knowledge,
this is one of few analyses to examine the impact of multiple sources of ties and support
individually and jointly with both diet and physical activity among ethnically/diverse and
lower SES individuals.

Sacial relationships can serve important functions as well as have an opposite effect on
healthy lifestyles. In addition to ‘rewards’ received from social support and ties, there may
also be a “cost’, especially experienced among lower SES populations, given the number of
additional constraints they face in leading healthier lifestyles. This distinction requires
additional investigation among vulnerable groups, and is a critical point of research for
interventions that harness social relationships as a means of supporting behavior change.
Future longitudinal studies are needed to establish causality and provide more in-depth data
on the perceived impact of social relationships.

Acknowledgments

This research was supported by the National Cancer Institute (grant numbers RO1 CA111310-01A1; K05
CA108663-05), the NIH/NCI Harvard Education Program in Cancer Prevention and Control (R25 CA057713; PI:
Glorian Sorensen, PhD), and the NIH/NCI Reducing Social Disparities in Cancer Risk (K05 CA108663-05 to GS).
The authors would like to thank the 20 low-income housing sites that participated in this research, and the
assistance from the Cambridge, Somerville and Chelsea Public Housing Authorities. The authors also acknowledge
the administrative and field staff at the Harvard School of Public Health and Dana-Farber Cancer Institute, and the
study participants for their contributions to this project. They also thank Marty Alvarez-Reeves, Linnea Benson-
Whelan, Caitlin Caspi, Amy Harley, Ruth Lederman, Samuel Lipson, Carol Lowenstein, Gary Adamkiewicz,
Brianna Wadler, and Lorraine Wallace for their contributions to the overall study design and implementation.

References

Berkman, L.; Kawachi, K. Social Epidemiology. Oxford University Press; New York: 2000.

Berkman LF, Syme SL. Social networks, host resistance, and mortality: a nine-year follow-up study of
Alameda County residents. Am J Epidemiol. 1979; 109:186-204. [PubMed: 425958]

Blazer DG. Social support and mortality in an elderly community population. Am J Epidemiol. 1982;
115:684-694. [PubMed: 7081200]

Cassel J. The contribution of the social environment to host resistance: the Fourth Wade Hampton
Frost Lecture. Am J Epidemiol. 1976; 104:107-123. [PubMed: 782233]

Prev Med. Author manuscript; available in PMC 2014 January 01.



1X31-)lew1a1ems 1X31-){Jewiaremsg

1Xa1-)lewarems

Tamers et al.

Page 7

Centers for Disease Control and Prevention. US Physical Activity Statistics-2008. 2008. Retrieved
February 28, 2012. Available from http://apps.nccd.cdc.gov/PASurveillance/
DemoCompareResultV.asp?State=0&Cat=2& Year=2008&Go=GO#result

Centers for Disease Control and Prevention. Behavioral Risk Factor Surveillance System (BRFSS).
2009. Retrieved February 28, 2012. Available from http://apps.nccd.cdc.gov/5ADaySurveillance/

Chang MW, Nitzke S, Guilford E, Adair CH, Hazard DL. Motivators and barriers to healthful eating
and physical activity among low-income overweight and obese mothers. J Am Diet Assoc. 2008;
108:1023-1028. [PubMed: 18502238]

Chatters LM, Taylor RJ, Jackson JS. Aged blacks’ choices for an informal helper network. J Gerontol.
1986; 41:94-100. [PubMed: 3510245]

Christakis NA, Fowler JH. The spread of obesity in a large social network over 32 years. N Engl J
Med. 2007; 357:370-379. [PubMed: 17652652]

Cobb S. Presidential Address-1976. Social support as a moderator of life stress. Psychosom Med.
1976; 38:300-314. [PubMed: 981490]

Craig CL, Marshall AL, Sjostrom M, Bauman AE, Booth ML, Ainsworth BE, Pratt M, Ekelund U,
Yngve A, Sallis JF, Oja P. International physical activity questionnaire: 12-country reliability and
validity. Med Sci Sports Exerc. 2003; 35:1381-1395. [PubMed: 12900694]

Eikenberry N, Smith C. Healthful eating: perceptions, motivations, barriers, and promoters in low-
income Minnesota communities. J Am Diet Assoc. 2004; 104:1158-1161. [PubMed: 15215777]

Emerson R. Social Exchange Theory. Annual Review of Sociology. 1976; 2:335-362.

Eyler AA, Matson-Koffman D, Vest JR, Evenson KR, Sanderson B, Thompson JL, Wilbur J, Wilcox
S, Young DR. Environmental, policy, and cultural factors related to physical activity in a diverse
sample of women: The Women’s Cardiovascular Health Network Project--summary and
discussion. Women Health. 2002; 36:123-134. [PubMed: 12487145]

Fuemmeler BF, Masse LC, Yaroch AL, Resnicow K, Campbell MK, Carr C, Wang T, Williams A.
Psychosocial mediation of fruit and vegetable consumption in the body and soul effectiveness trial.
Health Psychol. 2006; 25:474-483. [PubMed: 16846322]

Heaney, C.; Israel, B. Social networks and social support. In: Glanz, K.; Lewis, F.; Rimer, B., editors.
Health Behavior and Health Education. 2. Jossey-Bass Publishers; San Francisco, CA: 1997.

Hemmingsson E, Hellenius ML, Ekelund U, Bergstrom J, Rossner S. Impact of social support intensity
on walking in the severely obese: a randomized clinical trial. Obesity (Silver Spring). 2008;
16:1308-1313. [PubMed: 18388901]

Homans, GL. Social Behavior. 2. Harcourt Brace Jovanovich; New York: 1974.

House JS, Landis KR, Umberson D. Social relationships and health. Science. 1988; 241:540-545.
[PubMed: 3399889]

Israel BA, House JS, Schurman SJ, Heaney CA, Mero RP. The relation of personal resources,
participation, influence, interpersonal relationships and coping strategies to occupational stress,
job strains and health: a multivariate analysis. Work and Stress. 1989; 3:163-194.

Kanouse, DE.; Hanson, LR. Negativity in evaluations. General Learning Press; Morristown, NJ: 1972.

Kelsey KS, Kirkley B, DeVellis R, Earp JA, Ammerman A, Keyserling T, Shannon J, Simpson RJ Jr.
Social support as a predictor of dietary change in a low-income population. Health Educ Research.
1996; 11:383-395.

Kish L. A procedure for objective respondent selection within the household. J Am Statist Assoc.
1949; 44:380-387.

Komar-Samardzija M, Braun LT, Keithley JK, Quinn LT. Factors associated with physical activity
levels in African-American women with type 2 diabetes. J Am Acad Nurse Pract. 2012; 24:209-
217. [PubMed: 22486836]

Langenberg P, Ballesteros M, Feldman R, Damron D, Anliker J, Havas S. Psychosocial factors and
intervention-associated changes in those factors as correlates of change in fruit and vegetable
consumption in the Maryland WIC 5 A Day Promotion Program. Ann Behav Med. 2000; 22:307—
315. [PubMed: 11253442]

Litwin H, Shiovitz-Ezra S. Network type and mortality risk in later life. Gerontologist. 2006; 46:735-
743. [PubMed: 17169929]

Prev Med. Author manuscript; available in PMC 2014 January 01.


http://apps.nccd.cdc.gov/PASurveillance/DemoCompareResultV.asp?State=0&Cat=2&Year=2008&Go=GO#result
http://apps.nccd.cdc.gov/PASurveillance/DemoCompareResultV.asp?State=0&Cat=2&Year=2008&Go=GO#result
http://apps.nccd.cdc.gov/5ADaySurveillance/

1X31-)lew1a1ems 1X31-){Jewiaremsg

1Xa1-)lewarems

Tamers et al.

Page 8

Mclntyre L, Glanville NT, Raine KD, Dayle JB, Anderson B, Battaglia N. Do low-income lone
mothers compromise their nutrition to feed their children? CMAJ. 2003; 168:686—691. [PubMed:
12642423]

Mitchell RE, Billings AG, Moos RH. Social support and well-being: Implications for prevention
programs. Journal of Primary Prevention. 1983; 3:77-98.

Parker S, Keim KS. Emic perspectives of body weight in overweight and obese white women with
limited income. J Nutr Educ Behav. 2004; 36:282-289. [PubMed: 15617610]

Ray C. Positive and negative social support in a chronic illness. Psychol Rep. 1992; 71:977-978.
[PubMed: 1454951]

Rifas-Shiman SL, Willett WC, Lobb R, Kotch J, Dart C, Gillman MW. PrimeScreen, a brief dietary
screening tool: reproducibility and comparability with both a longer food frequency questionnaire
and biomarkers. Public Health Nutr. 2001; 4:249-254. [PubMed: 11299098]

Rook, KS.; Pietromonaco, P. Close relationships: ties that heal or ties that bind?. JAI Press;
Greenwich, CT: 1987.

Schaffer MA, Lia-Hoagberg B. Effects of social support on prenatal care and health behaviors of low-
income women. J Obstet Gynecol Neonatal Nurs. 1997; 26:433-440.

Silva P, Lott R, Wickrama KA, Mota J, Welk G. Psychosocial correlates of physical activity in two
cultural contexts: different pathways? J Phys Act Health. 2012; 9:581-593.

Stephens MA, Kinney JM, Norris VK, Ritchie SW. Social networks as assets and liabilities in
recovery from stroke by geriatric patients. Psychol Aging. 1987; 2:125-129. [PubMed: 3268201]

Tamers SL, Beresford SA, Cheadle AD, Zheng Y, Bishop SK, Thompson B. The association between
worksite social support, diet, physical activity and body mass index. Prev Med. 2011a; 53:53-56.
[PubMed: 21570422]

Tamers SL, Beresford SA, Thompson B, Zheng Y, Cheadle AD. Exploring the role of co-worker
social support on health care utilization and sickness absence. J Occup Environ Med. 2011b;
53:751-757. [PubMed: 21685798]

Thibaut, J.; Kelley, HH. The social psychology of groups. Wiley; New York: 1959.

Uchino BN, Cacioppo JT, Kiecolt-Glaser JK. The relationship between social support and
physiological processes: a review with emphasis on underlying mechanisms and implications for
health. Psychol Bull. 1996; 119:488-531. [PubMed: 8668748]

Untas A, Thumma J, Rascle N, Rayner H, Mapes D, Lopes AA, Fukuhara S, Akizawa T, Morgenstern
H, Robinson BM, Pisoni RL, Combe C. The associations of social support and other psychosocial
factors with mortality and quality of life in the dialysis outcomes and practice patterns study. Clin
J Am Soc Nephrol. 2011; 6:142-152. [PubMed: 20966121]

Prev Med. Author manuscript; available in PMC 2014 January 01.



Tamers et al. Page 9

Prev Med. Author manuscript; available in PMC 2014 January 01.



1X31-)ewiarems 1Xa1-)ew1a1ems

1Xa1-)1ewa1ems

Tamers et al. Page 10

Table 1
Characteristics of Health in Common study participants (2005-2009), Boston, MA, U.S.A_; total n = 828

n % Mean (SD)

Gender
Female 659 80
Age
18-29 153 19
30-39 218 26
40-49 169 20
50-59 145 18
60+ 140 17

Race/ethnicity
Hispanic 341 41
Non-Hispanic White 93 11
Non-Hispanic Black 316 38
Other 74 9
Married/living with partner
No 550 67
Education
Grade school or below 152 21
Some high school 123 17
High school 200 27
More than high school 261 35

Below poverty line

Yes 445 58
Social support? 771 93
Family 688 83
Friends 499 60
Neighbors 410 50
Social ties? 742 90
Family 3.2 (3.4)
Friends 1.7 (2.4)
Neighbors 0.4 1.1)
Diet?
Fruit and vegetables 828 2.6 (1.6)
Sugary shacks 828 0.4 (0.5)
Sugary drinks 825 0.7 (0.6)
Fast food 827 0.1 (0.2)
Red meat 828 0.4 (0.5)

Physical Activity®
Vigorous 813 0.6 (0.7)
Moderate 819 13 (1.1)
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n % Mean (SD)
Time sitting 814 4.8 3.7)

Note: n’s and percentages may not always add to 828 or 100% due to missing data and rounding
aReercts participants who reported having ‘any support’ or ‘any ties’; means are presented for the number of close relatives, friends, and neighbors
b . .

Means reflect daily servings

c
Means reflect number of hours per day
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