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CROSS CULTURAL COMPARISION OF 
ATTITUDES TOWARDS AGING AND 
PHYSICAL ACTIVITY 

 
Lakshmi K. Josyula 
Purdue University, West Lafayette, Indiana; Current Affiliation: Indian Institute of Public Health, Hyderabad; Public 
Health Foundation of India, India; jklakshmi@iiphh.org 
 
Roseann M. Lyle 
Purdue University, West Lafayette, Indiana, USA; rlyle@purdue.edu 
 
An online cross-sectional survey was used to examine 475 adults (239 men and 236 women) on physical 
activity level, barriers to physical activity participation, and attitudes towards personal aging. Participants 
were grouped, by citizenship and residence, as Indians in India, Indians in the United States, or Americans 
in the United States. Cross-cultural differences were observed on self-rated general health, occurrence of 
preventive examinations, and several barriers to physical activity. Physical activity level was positively 
correlated with self-rated general health, and with optimism regarding aging, suggesting that enhanced 
physical activity may hold the key to a higher evaluation of personal health, and more positive expectations 
of aging. 
 
Keywords: cross cultural; attitudes; aging; physical activity; India; United States of America 
 
1.  Introduction and Literature Review 

 
India and the United States of America differ widely in various respects, including 
cultural background, health status, demographics, economics and urbanization (Table 1). 
Cultural values and traditions influence peoples’ attitudes towards aging and physical 
activity. The urban, college-educated, and, mostly professional population, exposed to 
and aware of global developments, is poised on the interface of culture-specific traditions 
and contemporary trends. Indians who live in the United States, and especially those who 
have lived in the United States for several years, straddle the gap between the cultures. 
Attitudes towards aging have become particularly significant in view of present 
worldwide demographic trends. Life expectancy, and the aged component of the 
population, are rising progressively. Participation and productivity of older individuals in 
society hinge upon people’s attitudes towards aging. Disparities among cultures in 
attitudes towards aging may pose challenges in situations in which multicultural 
interactions take place, e.g., an elderly Indian receiving care in a facility in the United 
States. There is a paucity of cross cultural assessments of attitudes towards personal 
aging and older adults (Kite et al. 2005) in general, and no examination of the 
populations addressed by this study has come to light in the literature so far.  
 
Technological advances, the move towards longer working hours in the formal labor 
force, and the increasing time spent on transportation have been matched by a diminution 
in physical activity in most parts of the world. Differences may be expected in the 
attitudes towards physical activity of members of societies beset to varying degrees by 
the ills of overweight, obesity and chronic diseases associated with physical inactivity; 
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societies that place varying premiums on physical appearance; and societies that differ 
markedly in their health care expenditure (Table 1). 
 
Table 1.  Health-related demographics of India and the USA 

Demographics India USA 
 Women Men Women Men 

Life expectancy at birth in years* 64 62 80 75 
Healthy life expectancy in years* 53 54 71 67 

Percentage of population > 65 years** 5 12 
Percent urbanized** 28 79 

Health expenditure per capita* $91 $6,096 
Health expenditure (percentage of GDP)*   5 15.4 

* World Health Organization (2008a, b) 
** Population Reference Bureau (2008a, b) 
 

Aging 
 
Examination of attitudes towards aging in diverse populations, of various cultures, age-
groups, and among personal and professional contacts of the elderly, presents a varied 
picture of positive and negative beliefs and expectations of aging and aged persons, 
associated with respondents’ culture, health status, age (Montepare and Lachman 1989; 
Harris, Page, and Begay 1988), gender (Harris, Page and Begay 1988), context (Thomson 
1991) and available information (Lovett 1990). For example, Harris, Page, and Begay 
(1988) found differences among members of different ethnicities in a Southwestern US 
community, in their definitions and evaluation of aging and aged persons; Crew (1984)  
reported differences in age stereotypes among members of different races; and Sharps 
and coworkers (Sharps, Price-Sharps, and Hanson 1998) concluded that despite the 
strong tradition of filial piety and gerontocracy in Thailand, negative stereotyping of the 
aged was prevalent among young adult students. 
 
Traditional Indian society is known for filial piety and a reverential attitude towards the 
aged (Lamb 2000; Joseph 2005). Lamb (2000) observed that aging was not a wholly 
undesirable phenomenon among Indians, notwithstanding a definite decline in 
administrative power within the family. Independence of the elderly was not valued as 
highly as community or connectedness, and was indeed, often interpreted as a form of 
filial abandonment. Lately, this stance is ceding some ground to a reinterpretation of 
living in “old age homes” as an expression of the independence of the elderly individual 
rather than a disgrace. American society, in contrast, is seen as an individual-centric one, 
with a high value placed on personal boundaries, self-reliance and autonomy throughout 
adulthood (Glendinning 1994), including old age (Joseph 2005). Joseph (2005) found in 
Asian Indian immigrant women, that values of filial piety and familism dominated in 
deliberations on the care of elderly parents, whereas values of self-reliance and 
employment of institutional resources came to the fore in considerations of personal 
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aging. This duality underscores the ongoing shift in attitudes towards aging among 
individuals of Indian origin, especially immigrants to the United States. 
 
There is an apparent convergence of attitudes towards aging in the contemporary world, 
particularly the stance towards youthfulness in appearance, as is attested to by the 
growing popularity of cosmetic techniques and products to retard, mask or repair visible 
signs of aging (Morris 2008; Bird 2008; Mintel 2007, 2008), and the assimilation of 
terms suggesting youth into compliments in social discourse, across the globe. 
 

Physical Activity 
 
According to the United States Physical Activity statistics for the year 2007 (CDC, 
2008), 48.8 per cent of Americans engaged in ‘recommended’1 levels of physical activity, 
37.7 per cent engaged in ‘insufficient’ levels, 13.5 per cent were classified as ‘inactive’, 
and 24.1 per cent reported ‘no leisure-time physical activity’. Data on physical activity 
were not available on a similar (nationwide) scale in India, but the evidence from data 
collected in various parts of the country, and projections based on the chronic disease 
burden and changing lifestyles, bolster the estimation that physical inactivity levels in 
urban India were comparable with those in the United States (Rastogi et al. 2004). 
 
The literature on comparisons of the Indian diaspora with their relatives in India, 
reference populations in their adopted countries, and other ethnic groups in various parts 
of the world is consistent on the high incidence of cardiovascular events and disease risk 
factors, such as Syndrome X and physical inactivity, among persons of Indian origin 
(Hughes et al. 1990; Hayes et al. 2002; Wannamethee 2004; Fischbacher, Hunt, and 
Alexander 2004; Bhatnagar et al. 1995; Shah et al. 2005; Chitale 2010). Studies of the 
impact of acculturation on physical activity have thrown up diverse findings, from 
negative association (Williams 1995), to no impact (Hayes et al. 2002), and positive 
association (Jonnalagadda and Diwan 2005). Several researchers (Wannamethee 2004; 
Williams 1995; Reddy 1999) have commented upon the narrowing gap between physical 
inactivity levels among urban Indians (in India) and migrant Indians, and the reduction in 
physical activity with the boom in socio-economic development, consumerism, and 
communications that may be termed ‘westernization’. 
 
Studies conducted in India delineate the growing inactivity among adults, especially 
urban, middle-class individuals (Vaz and Bharathi 2000), with ‘lack of time’ and ‘lack of 
motivation’ the most cited barriers to the achievement of “ideal” exercise goals. Further, 
age- and gender-related differences have been reported in overall physical activity, 
categories of physical activity engaged in, and perceptions of physical activity (Bharathi, 
Sandhya, and Vaz 2000; Vaz and Bharathi 2004).  
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2.  Significance of the Present Study 
 
The physical and cognitive decline and the increasing susceptibility to illness, particularly 
chronic disease, that characterize aging exhibit the propensity to be attenuated by regular 
physical activity. Health status, which is related to physical activity participation, may 
reasonably be expected to impact attitudes towards personal aging. The present study 
examined attitudes towards aging and physical activity among Indians living in India, 
Indians living in the United States, and Americans living in the United States. This study, 
by examining attitudes towards personal aging rather than aging in general, may be 
considered free of the influence of preconceived notions except those entertained by 
participants about themselves. The examination of attitudes towards both physical 
activity and aging in the same population allowed this study to illuminate this 
relationship further and break new ground. Different geographical and cultural locales 
influence persons of common ethnicity variously, and immigrant populations tend to be 
positioned in between the populations from the culture of their origin and the population 
of their adopted culture on behavioral measures (Benfante 1992). In this background, the 
examination of the immigrant population in the present study is particularly interesting 
and warranted.  
 
The following hypotheses were put forward:  
 
1. Americans in the USA would be more physically active than Indians in the USA and 

Indians in India.  
2.  Indians in the USA would be more physically active than Indians in India.  
3.  Indians in the USA would express more barriers to engaging in physical activity than 

would Americans in the USA.  
4. Indians in India would express more environmental barriers, such as of access and 

affordability, to engaging in physical activity than would Indians in the USA.  
5. Americans in the USA would report more positive expectations of physical wellbeing, 

and (social) activity, and more negative expectations of psychological wellbeing, and 
be more likely to deny aging than Indians in the USA.  

6. Indians in the USA would report more positive expectations of physical wellbeing, and 
(social) activity, and more negative expectations of psychological wellbeing, and be 
more likely to deny aging than Indians in India.  

7. Physical activity level would be correlated with positive expectations of aging.  
8. In individuals raised in India and resident in the United States, the length of residence 

in the United States would be positively correlated with physical activity level, and 
expectations of physical wellbeing, and (social) activity in later life, and negatively 
with barriers to physical activity. 
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3.  Materials and Methods 
 
Data collection for this study was non-invasive and anonymous, and thus exempted from 
full review by the Institutional Review Board. An online (internet) survey was available 
for a period of seven weeks on a University-hosted survey website. Self-reported 
demographic information and attitudes towards aging and physical activity were assessed 
in a convenience sample gathered by ‘snowballing’, with participants making the link to 
the survey instrument available to others, some of whom then chose to become 
participants themselves. The initial participants were among the researchers’ circle of 
acquaintances. Participants were given the option to participate in a lucky draw at the end 
of the study without violating their anonymity. The survey instrument, divided into four 
sections, was compiled of validated questionnaires (Gething 1994; Patrick et al. 1994; 
Sciamanna et al. 2004; Andajani-Sutjahjo et al. 2004) and comprised additional questions 
to elicit information on demographics, general health, and attitudes and correlates of 
physical activity and aging. Section 1 included questions on self-rating of general health, 
chronic disease conditions, and preventive health screenings. Section 2 ascertained the 
participant’s current physical activity, satisfaction with the amount of physical activity 
engaged in, the perceived norm of physical activity among peers, the prevalence of 
physical activity counseling received during a clinical encounter, and barriers to engaging 
in physical activity. Section 3 ascertained the participants’ contact – personal and 
professional – with individuals over the age of 65 years, and had participants indicate the 
degree of truth of statements on their expectations of personal – cognitive, physical, and 
psychosocial – aging, on a Likert-type scale. Section 4 elicited demographic information, 
e.g., generational status (grandparent/parent/child), age-group (in 10-year blocks, except 
for the first block of 18 to 24 years), gender, years of formal education, nationality, 
country raised in, and country of residence. Besides current nationality, information on 
which country the participants were “raised in” (operationally defined as the country in 
which they spent the majority of the first 20 years of their lives) was included to more 
closely apprehend the cultural background of the participants. The number of years of 
residence in the current country of residence was asked for as a marker of possible 
acculturation.  
 

Participant inclusion criteria 
 
Participation was sought from adults, conversant with English, in the following 
categories: (i) Indians living in India (II), (ii) Indians living in the United States of 
America (IA), and (iii) Americans living in the United States of America (AA).  
 

Data analysis 
 
Analysis of variance (ANOVA) was used to compare the three groups on scores on the 
various scales and subscales of the survey. Welch’s ANOVA was used to analyze 
variables that did not satisfy the assumption of homogeneity of variance. Post hoc 
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analyses were conducted to ascertain where the differences among the groups lay. Self-
reported general health, age-group, gender, educational attainment, generational status, 
barriers to physical activity, and personal and professional contact with persons over the 
age of 65 years were examined as covariates. Correlations were run to ascertain 
associations among measures on the scales of physical activity and attitudes towards 
aging. The SAS 9.1 and SPSS 15.0 software packages were used to conduct the analyses, 
with the α set at 0.05. 
 
4.  Results 
 
Four hundred and seventy five individuals (Table 2), of the 652 who attempted the online 
survey, met the inclusion criteria of being citizens of, raised in, and residents of either 
India or the United States of America. They were categorized as Indians in India (II) 
(n=146), Indians in America (IA) (n=119), and Americans in America (AA) (n=210), 
based on their citizenship and residence. 
 
Table 2. Distribution of gender, age-group, generational status and educational 
attainment across the three groups of participants 
Demographic Categories II IA AA 

Gender Male 101 (69.2%) 68 (57.1%) 70 (33.3%) 
Female 45 (30.8%) 51 (42.9%) 140 (66.7%) 

Age 

18-24 years 26 (17.8%) 13 (10.9%) 42 (20%) 
25-34 years 76 (52.1%) 89 (74.8%) 51 (24.3%) 
35-44 years 26 (17.8%) 14 (11.8%) 37 (17.6%) 
45-54 years 7 (4.8%) 3 (2.5%) 43 (20.5%) 
55-64 years 7 (4.8%) 0 31 (14.8%) 
65-74 years 3 (2.1%) 0 5 (2.4%) 
75-84 years 1 (0.7%) 0 1 (0.5%) 

Generation 
Child 106 (72.6%) 94 (79%) 101 (48.1%) 
Parent 34 (23.3%) 25 (21%) 76 (36.2%) 
Grandparent 6 (4.1%) 0 33 (15.7%) 

Education 

0-4 years 0 0 11 (5.2%) 
5-9 years 3 (2.1%) 2 (1.7%) 9 (4.3%) 
10-14 years 5(3.4%) 4 (3.4%) 55 (26.2%) 
15-19 years 94 (64.4%) 48 (40.3%) 80 (38.1%) 
20+ years 44 (30.1%) 65 (54.6%) 55 (26.2%) 

 Note: ‘II’ = Indians in India; ‘IA’ = Indians in USA; ‘AA’ = Americans in USA 
 
Self-rated general health varied significantly across the groups (p=0.000). II reported 
poorer health than IA and AA (p<0.05). There was no difference between IA and AA. 
The three populations differed in the occurrence of preventive examinations (Chi square, 
p<0.0001) (Table 3). The majority of Indians in India did not undergo preventive 
examinations, Indians in the United States were fairly equally divided between 
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undergoing and not undergoing preventive examinations, and the majority of Americans 
in the United States underwent preventive examinations. The occurrence of physical 
activity counseling by healthcare providers was not different across the populations (Chi 
square, p=0.3). Groups did not differ on ratings of amount of personal physical activity, 
and peer-referenced comparisons. Seventy-six percent of the participants reported 
obtaining less physical activity than they desired, 23 percent reported that their amount of 
physical activity was just right, and one percent reported more physical activity than they 
desired. Forty percent of the participants rated their amount of physical activity as greater 
than that of their peers (of the same age and culture), 37.5 percent reported similar levels 
of physical activity as their peers, and 22.5 percent reported less physical activity than 
their peers. 
 
Table 3. Occurrence of preventive examinations across the three groups 
Group No preventive 

examinations 
Preventive 
examinations Total 

II 93 (63.7%) 53 (36.3%) 146 
IA 56 (47.06%) 63 (52.94%) 119 
AA 53 (25.24%) 157 (74.76%) 210 
Total 202 (42.53%) 273 (57.47%) 475 
Chi-square, p <0.0001. ‘II’ = Indians in India; ‘IA’ = Indians in USA; ‘AA’ = Americans in USA  
 
The hypothesis that II would express more environmental barriers, such as of access and 
affordability, to engaging in physical activity than would IA was supported by the data. 
The following barriers were associated with group membership: ’inadequate enjoyment’, 
‘inadequate information’, ‘inadequate access’, ‘lack of inexpensive facilities’, and 
‘inadequate time due to family commitments’ (Table 4). 
 
Table 4. Scores (mean + standard deviation) on measures of current physical activity, 
barriers to physical activity and attitudes towards aging, with group as the fixed factor 
Dependent variable  II (146) IA (119) AA (210) 
Current PA*  2.70 + 1.87a  3.19 + 2.04ab  3.55 + 2.28b  
Barriers sum*  5.77 + 4.14a  4.07 + 3.27b  5.44 + 3.72a  
Inadequate enjoyment*  0.49 + 0.73a  0.29 + 0.54b  0.55 + 0.71a  
Inadequate information*  0.48 + 0.68a  0.18 + 0.43b  0.15 + 0.41b  
Inadequate access*  0.73 + 0.83a  0.28 + 0.62b  0.49 + 0.69c  
Lack of inexpensive facilities*  0.62 + 0.77a  0.21 + 0.54b  0.54 + 0.72a  
(optimism with respect to) anxiety 
about ageing*  

2.01 + 7.22a  2.50 + 7.18a  -0.46 + 7.09b  

(avoidance of) denial of ageing*  1.05 + 3.57a  1.13 + 3.09a  0.16 + 3.22b  
(expectation of) activity*  1.40 + 2.16a  0.76 + 2.39a  2.11 + 2.13b  
*ANOVA group differences, p < 0.05; different lower case letters denote differences between the groups  
“II” = Indians in India; “IA” = Indians in USA; “AA” = Americans in USA 
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The hypothesis that physical activity level would be correlated with positive expectations 
of aging was also supported by the data. In the overall sample (n=475), current physical 
activity was found to correlate positively with overall attitude towards aging (p=0.002), 
as well as expectation of physical wellbeing (p=0.000) in later life, and inversely with 
summed barriers to physical activity (p=0.000).   
 
The other hypotheses were not borne out by the data. Following are the findings that were 
the opposite of those hypothesized: (a) IA would express more barriers to engaging in 
physical activity than would AA: II and AA did not differ significantly from one another, 
but IA expressed lower barriers than both II and AA; (b) For individuals raised in India 
and resident in the United States, the length of residence in the United States would be 
positively correlated with physical activity level, and expectation of physical wellbeing 
and (social) activity in later life, and negatively with barriers to physical activity: Among 
those raised in India and resident in the United States (n=135), length of residence in the 
United States was positively correlated with barriers of inadequate skills (p=0.02), lack of 
inexpensive facilities (p=0.000), and inadequate time due to family commitments 
(p=0.005). Among Indian citizens living in the United States (IA, n=119), length of 
current stay in the United States was found to be positively related to lack of inexpensive 
facilities (p=0.008). 
 
Analysis of variance revealed that groups (II, IA and AA) differed on their likelihood of 
being anxious about aging (p=0.000), denying aging (p=0.000), and expectation of being 
socially active in later years (p=0.000). Further, there were group differences on the sum 
of the barriers to physical activity (p=0.001), with Indians in the United States (IA) 
reporting the lowest level of barriers of the three groups. Participants who reported no 
personal contact with persons over the age of 65 years expressed more positive 
expectations of (lower levels of anxiety about) their personal aging (p=0.002). Those who 
reported personal contact had higher expectations (p=0.04) of being socially active in 
later years.  
 
Analysis of covariance (ANCOVA) was performed on all the scores of interest, viz. 
physical activity, barriers to physical activity, and attitudes towards aging, with group (II, 
IA or AA) as the fixed factor, and various demographic variables and scores on other 
scales as covariates. Self-rated general health was used as a covariate in all analyses as it 
is known to predict likelihood of exercising, and found to be inversely associated with 
Body Mass Index and depression (Meurer, Layde, and Guse 2001). ANCOVA revealed 
that differences in current physical activity among the groups were found to be, in fact, 
related to the general health, generation, age, gender and barriers to physical activity 
experienced by the participants and not to group membership per se.  
 
Group (p<0.0001), general health (p=0.03), age (p=0.0007), education (p=0.02), and 
country raised in (p=0.003) were associated with summed barriers to physical activity. 
Post-hoc analysis revealed that II and AA did not differ significantly from one another, 
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but IA expressed significantly lower barriers than did both II and AA. ANCOVA and 
post hoc analysis conducted on each barrier yielded the following observations: Both II 
and AA found inadequate enjoyment of physical activity impeding their participation in 
physical activity more than did IA. II experienced the obstacle of inadequate information 
on how to increase their physical activity more than the groups resident in the United 
States did. II experienced inadequate access to places in which to engage in physical 
activity more than did AA, who, in turn, experienced this barrier more than did IA. IA 
were impeded less than both II and AA by a lack of inexpensive facilities to engage in 
physical activity. 
 
ANCOVA showed that attitudes to aging were associated with self-rated general health 
(p<0.05), gender (p<0.05), personal contact with persons over the age of 65 years 
(p=0.01), professional contact with persons over the age of 65 years (p=0.04), and 
country raised in (p=0.02), rather than group membership. 
 
5.  Discussion 
 
This study examined attitudes towards aging and physical activity among Indians living 
in India, Indians living in the United States, and Americans living in the United States. 
Specific hypotheses were proffered with respect to the relative levels of physical activity, 
barriers to physical activity, and attitudes towards aging of the three groups studied. 
Several similarities and differences were revealed among the groups, bearing out some of 
the hypotheses and refuting several. 
 

Self-rated general health and preventive care examinations 
 
Indians in India were found to rate their general health lower than both Indians in the 
United States and Americans in the United States, whose ratings did not differ from each 
other. The occurrence of preventive care examinations was found to vary greatly among 
the three groups, as expected. Individuals bear over 70 per cent of the expenditure on 
healthcare in India, with the remainder borne by government and non-governmental 
bodies and some private agencies (BearingPoint, Inc. 2008). Formal health insurance is 
either out of the reach of, or not patronized for reasons other than affordability, by all but 
about ten per cent of Indians (WHO 2008c). India has traditionally been a land of 
communicable diseases, modest life expectancy, high levels of occupational physical 
activity and moderate nutritional intakes. Hitherto, this meant that preventive care was 
not salient in the health ethos of India except in the face of disease symptomtology, 
overwhelming family history, or administrative requirements related to jobs or travel. In 
recent decades, the health scenario of India is one of epidemiological transition featuring 
both communicable, and non-communicable, chronic diseases mostly associated with 
lifestyle changes.  
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The Indians reached by this study clearly belong to the well-educated section of society, 
as even the mere fact of their ability to access, understand and undertake the survey 
indicates. This is a section better informed about chronic diseases, and possibly one more 
exposed to lifestyle-related health deficits. Some, if not most, of the employed members 
of this group, are also likely to have employer-sponsored health insurance. These 
circumstances may account for the occurrence of preventive examinations, low as it is 
relative to the other groups, in this population. Indians living in the United States (IA) 
have to balance traditional values regarding preventive care with system requirements 
such as health status certification and compulsory insurance as part of the mandatory 
prescription for enrollment in an educational institution or employment. The tendency 
towards the earlier development of chronic diseases and behavioral and metabolic risk 
factors, such as physical inactivity and Syndrome X, in expatriate Indians is another 
factor that could compel this group to undergo preventive care examinations. 
Furthermore, the ambience of disease-prevention in the United States could exert a 
hortatory influence on them, raising the likelihood of their seeking preventive care. The 
majority of the Americans in the United States (AA) reported undergoing preventive 
examinations. This is not unexpected considering that the majority of Americans have 
health insurance, and that preventive care is emphasized by public health organizations in 
the background of widespread prevalence of chronic diseases and their risk factors. 
 

Provider counseling 
 
The similarity in the occurrence of provider counseling on physical activity across the 
groups is interesting in light of the differences in occurrence of preventive examinations. 
With the lower self-rated general health in Indians in India (II) than in the two groups 
resident in the United States (IA and AA), it is conceivable that some of the counseling 
on physical activity that took place in the II group occurred during sick visits rather than 
preventive care visits and was stimulated by the patients’ suboptimal health.  
 

Physical activity ratings 
 
Self-assessment of the amount of physical activity obtained against the amount desired 
was remarkably similar across the groups. Peer-referenced physical activity ratings 
showed parallel trends, with the majority of participants (77.5 per cent) reporting that 
they obtained as much physical activity as their peers, or more, even as the majority (76 
per cent) desired to obtain more themselves. The two ratings taken together suggest an 
understanding among people that the population in general does not achieve as much 
physical activity as it ideally should. The proportion of the participants in this study 
satisfied with their level of physical activity (24 per cent) was lower than the 30 to 32 per 
cent observed in surveys of urban middle-class Indians by Vaz and Bharathi (2000). 
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Differences in attitudes towards aging and physical activity 
 
When analysis of covariance was conducted to arrive at a better understanding of the 
differences demonstrated by analysis of variance of the factors associated with the 
variables of interest in this study, membership of a particular group (II, IA, or AA) was 
not found to be related to physical activity level or attitudes towards aging, but was 
significantly associated with certain barriers to physical activity. A point to keep in mind, 
while considering the nature of the barriers to physical activity reported by the three 
groups, is the special status of many of the participants in the sample IA: Going by the 
age-groups and trends in international residence and occupations, the majority of the 
participants in sample IA are expected to be students and professionals. The fact that the 
barriers ‘inadequate access’ and ‘lack of inexpensive facilities’ did not figure 
prominently in this group is understandable since free, or at least affordable, facilities for 
physical activity are the norm in educational institutions and several professional firms. 
 
Individuals who did not report personal contact with persons over the age of 65 years 
reported greater optimism with respect to their own aging: This gives the appearance of 
being a function of the quality of life that those with personal contact may have observed 
in their personal acquaintances of older ages. Those who did not report contact could 
quite possibly be basing their expectations of their own aging on their current quality of 
life, uninfluenced by close examination of older individuals. Professional contact with 
persons over the age of 65 years was related to expectation of psychological wellbeing, 
and avoidance of denial of ageing. It seems plausible that these participants interacted 
with elderly persons who were leading active lives, whether sick or not, and that such 
contact did not undermine their confidence about their own aging. 
 
Self-rated health status was found to be significantly associated with physical activity 
level, summed barriers to physical activity, anxiety about ageing, expectation of physical 
wellbeing, and expectation of psychological wellbeing. The relationship between self-
rated health and physical activity level has been confirmed in earlier investigations 
(Meurer, Layde, and Guse 2001). The logical extension of this relationship is the one 
between general health and barriers to physical activity. It stands to reason that general 
health and physical activity may feed each other with better health enabling one to 
participate in physical activity, which in turn enhances health. The association between 
general health and expectation of physical and psychological wellbeing later in life, and 
anxiety about aging, is fairly straightforward, as extrapolation from current state of health 
is quite natural in the visualization of the future. 
 
The overall study population demonstrated a positive correlation between physical 
activity level and attitudes towards aging, as hypothesized. In view of the multifaceted 
enhancement of health brought about by engaging in physical activity, and the probable 
extrapolation from current good health to expectation of healthy aging, this correlation is 
most logical.  
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Among individuals raised in India and living in the United States, length of stay in the 
United States was found to correlate positively with the following barriers to physical 
activity: ‘inadequate skills’, ‘lack of inexpensive facilities’, and ‘inadequate time due to 
family commitments’, in contradiction to the hypotheses put forward. It is possible that 
with the wide array of physical activities that could potentially be engaged in, in the 
United States, in contrast to India, individuals, over the years, attempt new ones and find 
themselves constrained by the boundaries of their skills. A similar mechanism might be at 
work with respect to the barrier of affordability. Most educated Indians move to the 
United States to pursue higher education or employment. It seems more likely that they 
explore new activities that may be expensive to pursue than that their financial solvency 
drops with time. Another factor that could be responsible for both this barrier and the one 
related to conflicting family commitments is the growth of the family over time, 
especially in view of the relative youth of the sample of participants in group of Indians 
living in the United States.  
 

Strengths and limitations of the study 
 
To the knowledge of the researchers, this is the first study that has investigated these 
three populations, i.e., Indians in India, Indians in the United States, and Americans in the 
United States, with a view to ascertaining their relative positions on the correlates and 
determinants of physical activity and attitudes towards aging. The large sample size 
(n=475), which allows confidence in the drawing of inferences from the data, is a plus 
point. Another valuable feature of this study is the combination of issues that it examined, 
viz. physical activity, barriers to physical activity participation, preventive counseling, 
and attitudes towards personal aging, permitting the assessment of relationships among 
these variables. The design of the study maximized the convenience of the respondents 
by collecting data anonymously, and by allowing respondents to participate in the survey 
at a time and place of their choice. 
 
This study was hampered by the non-uniform distribution of participants from different 
demographic categories, making it difficult, in some cases, to disentangle the association 
of certain factors with variables of interest from certain other factors, e.g., gender from 
population group. Also, as data were collected anonymously, it was not possible to 
follow-up participants for clarification on missing data. It would have been interesting to 
delve deeper into the specifics of physical activity; the family income as a marker of 
socio-economic status; and the perceived societal norms and expectations as well as 
behavioral control experienced by the participants. However, exploring these questions 
would have led to a much protracted, and thereby forbidding, survey. As the survey was 
disseminated by ‘snowballing’, the sample cannot be considered truly random, and 
representative of the populations of the countries of interest. Nevertheless, it is expected 
that the study sample is typical of the educated, professional, middle-class segment of the 
populations of the countries examined. 
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Conclusions 
 
This cross-cultural survey revealed several similarities, such as those between physical 
activity ratings, and numerous differences among Indians living in India, Indians living in 
the United States, and Americans living in the United States on their attitudes to physical 
activity and aging. The principal differences lay in evaluation of several barriers to 
physical activity and attitude towards denial of aging.  
 
The generations of participants in this study, particularly those raised in India, may be 
seen as transition generations, in whose lifetimes quantum changes have occurred, and 
continue to occur, in global information transfer, societal trends, lifestyles, and cultural 
values. While they are not representative samples of their entire nations, they are 
representative of the sliver of society that is most probably of the upper middle class, 
well-educated, well-informed, aware of global trends, generally socially mobile, and at 
the forefront of international interactions. In the milieu of the global trend towards 
convergence of values and lifestyles, it is particularly remarkable that differences are 
revealed in the attitudes towards aging and physical activity in these populations. As 
global travel and migration trends evolve further, more studies such as this one, and the 
examination of more diverse sections of society, are merited.  
 
This study provided the opportunity to examine attitudes towards both physical activity 
and aging, and demonstrated a positive correlation between these measures, and self-
rated general health. In view of these associations, the message rings out that the key to 
better health and a more positive attitude towards aging may lie in enhanced physical 
activity. 
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7.  Notes 
 
1.  >30 minutes/day of moderate-intensity activity on >5 days/week, or vigorous-intensity 
activity for >20 minutes/day, on >3 days/week, or both. 
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