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Abstract

:

Amateur football is played by millions of individuals worldwide, but it has been scarcely researched (almost no studies have targeted this sport). There seems to be a need to fill this gap, because it has an impact in these individuals’ health status. The aim of our research was to uncover amateur football players’ physical and psychological traits to understand the impact of this sport in their health (physical, mental, and social well-being). Two-hundred footballers (17–40 years) from four regions in Spain (north, central, southwest, southeast), enrolled in 16 different football teams participated. They completed a questionnaire to assess their motives for sport participation, their intention to continue playing football, and their exercise addiction. To objectively measure their physical activity levels, accelerometers were used during practice sessions. Ratings of perceived exertion (RPE) were obtained from coaches prior to and after every practice session and players at the end of every practice. Results showed a mean 140.1 moderate-to-vigorous physical activity (MVPA)/minutes/week. Players’ RPE scores were similar in the “fairly light” range (6–20 scale) at pre (11.38 ± 1.64) and post training (11.83 ± 1.39), and it was not different between players and coaches (11.50 ± 1.52). Enjoyment was the highest-ranked motive to practice amateur football (6.34 ± 0.67; 1–7 range), followed by fitness (5.68 ± 0.97; 1–7 range), social (4.80 ± 0.85; 1–7 range), and appearance (4.04 ± 1.21; 1–7 range). Players had some symptoms of exercise addiction (21.09 ± 4.53; 1–30 range) and their intentions to continue playing were very high (4.31 ± 1.08; 1–5 range). Moreover, enjoyment was the strongest predictor of these intentions (R2 = 0.260). In conclusion, a weekly amateur football practice almost allows players to meet international MVPA recommendations for health benefits. Enjoyment was their strongest motive to practice, and the players showed some symptoms of exercise addiction. These two variables were the strongest predictors of the participants’ intention to continue playing amateur football. This sport could be considered adequate to help adults maintain an active, healthy lifestyle.
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1. Introduction


According to the World Health Organization (2020) [1], “health is a state of complete physical, mental and social well-being”. Therefore, to understand the health status of an individual, researchers must look into physical, mental, and social factors. Health promotion “is the process of enabling people to increase control over, and to improve their health” [2]. Currently, individuals of all ages try to maintain their health through physical activity practice, for example, by doing sports like football.



Football is probably the most dominant sport: 500 million people practice it worldwide [3]. Three football organizations were acknowledged by the authors of [4]: (a) Professional: football is considered a job ruled by professional organizations (National and Regional Federations included in International Federations like Union des Associations Europeenes de Football (UEFA) and Federation Internationale de Football Association (FIFA)), (b) Leisure: football is a hobby ruled by non-profit organizations, and (c) Exercise: football is a means to achieve/maintain health ruled by non-profit organizations. The last type has also been called football fitness and it is becoming more popular in countries like Denmark [5]. The second type has also been called recreational and it is also widespread [6]. There is also an emerging type of football called street soccer that is played outside on a 4 vs. 4 basis in reduced areas [7]. Different studies have shown that all football options can produce physical [8], cardiovascular [9], psychological, and social benefits [10], helping in the prevention and treatment of diseases [11,12,13]. There is yet another type of football organization: Amateur Football. It has the ingredients of professional football (i.e., professional organizations rule the sport, official divisions, long-lasting leagues, demanding training schedules), but players do not earn any money. Yet, it cannot be considered leisure/recreational or exercise/fitness football, because the outcomes of the games are important, regular practice is compulsory to get ready for weekend matches, and it is not considered a hobby. Therefore, amateur football could be defined as a type of football ruled by professional organizations, organized in official divisions that include long-lasting leagues and training schedules, where the games’ outcome is important, but players do not earn any money. Almost in every country with a professional league (England, France, Germany, Poland, etc.), there exist multiple amateur regional leagues with hundreds of teams and thousands of individuals. However, the effects of this type of physical activity practice on the players’ health or the motives that lead thousands of individuals to play this sport have not been investigated, probably because it is lacks the popularity of professional football, the social image of leisure/recreational football, and the drive/marketing of new proposals like exercise/fitness/street football/soccer. Most of the research has been conducted on professional, youth, recreational, or fitness football, but millions of amateur footballers have been ignored [14]. Why do individuals who competed in earlier stages of their football career continue in amateur football with all the demands of professional football (i.e., pressure to win, injuries, time away from the family), but not the benefits (i.e., money, fame)?



The impact of football training on individuals’ health has been found to be as positive as that generated by other types of physical activity (i.e., running, swimming, cycling). However, the adherence to these other activities, based on aerobic efforts and repetitive activity, is low, and a high percentage of participants quit after a few months, mostly because of boredom or tiredness [15,16]. For many, these activities can be too monotonous and/or demanding. Many seek more enjoyable physical activity programs like ball games, where practice is more pleasing, which can help with engagement. Amateur sport participants have acknowledged that their most important motive for sport involvement was health, but also social/enjoyment and skill development [17]. Young adults have declared that their motives to be physically active were mastery (become skilled performing the activity) and fitness [18]. Fitness football seemed to interest women originally for health reasons, but enjoyment and friendship were also important [6]. Many individuals, who do not have the skills (physical, technical, tactical, psychological) to reach the professional football level, continue playing in amateur leagues during their twenties, thirties, or even forties; why? Their love for the game, the comradeship that the sport builds, or the possibility to maintain active lifestyles? If the last one is the case, is amateur football training enough to obtain health benefits?



International organizations linked to health warned that adults should meet at least one of these four conditions to achieve health benefits [19]: (a) 150 min/week of moderate-to-vigorous physical activity (MVPA), (b) 30 min/5 days/week of moderate-intensity physical activity, (c) 20 min/3 days/week of vigorous-intensity physical activity, or (d) 600 metabolic equivalent (METs)/week. Regrettably, 60% of adults do not meet any of the conditions [11]. Promisingly, recent studies found an increase in adults’ leisure time physical activity, including sport participation [20]. Can amateur football practice help players meet the criteria to be considered physically active individuals? Wearable devices like accelerometers have become very popular to quantitatively assess physical activity because they can provide unbiased data of the intensity, frequency, and duration of any physical activity program without disturbing individuals [21]. To our knowledge, there are no published studies that have used accelerometers to assess the impact of football practice on the players’ physical demands. Moreover, no comparisons have been made between objective measures and subjective perceptions of the same program (ratings of perceived exertion) to fully understand football training from the physical, mental and social perspective of health and well-being.



Regrettably, an activity that begins as a healthy habit may turn into a problem when it is practiced at intensity levels that lead to distress, causing physical and/or psychological harm. Exercise dependence is estimated to exist in 3% of the general population, showing a significant increase among individuals who practice sport [22]. Exercise addiction is a behavioural disorder produced by both physiological and psychological factors [23]. It has been mostly studied in power, fitness, and endurance disciplines [24]. To our knowledge, only one study was conducted in soccer players, and the number of participants was limited [25]. Since amateur football players practice for many years without any monetary compensation, and endure bad weather conditions at times, could they be considered addicted to exercise?



The main goal of the study was to uncover amateur football players’ physical and psychological traits to understand the impact of this sport on their health (physical, mental, and social well-being). The first hypothesis was that this group of athletes will meet the requirement of 150 min/week of MVPA. The second hypothesis was that the strongest motive to play football of these amateur footballers will be health. Finally, the third hypothesis was that this group of individuals will show low levels of exercise addiction.




2. Materials and Methods


2.1. Subjects


Two-hundred football players (23.15 ± 4.05 years; age range 17–40) from four different regions in Spain (north = 52; central = 52; southwest = 56; southeast = 40), enrolled in 16 different football teams, and their 16 coaches agreed to participate. All players were amateurs, i.e., individuals who played football on an unpaid basis. Based on the previously described characteristics of amateur football (i.e., professional organizations rule the sport, official divisions, long-lasting leagues, demanding training schedules), teams’ eligibility criteria were: (a) compete in the Spanish 5th division (organized by Regional Football Federations under the supervision of the Spanish National Football Federation), and (b) regular practice (three times a week, one hour and 30 min each). These criteria allowed only amateur football teams to enter the study. Similarly, based on the previously mentioned characteristics of amateur football players (i.e., they do not earn any money from playing football, games’ outcome is important, regular practice is compulsory to get ready for weekend matches, it is not considered a hobby), players’ inclusion criteria were: (a) willingness to be monitored, (b) not being paid any money for playing football, (c) regular attendance to practices and matches (>90% for both), and (d) >4 years of football experience. These criteria helped involve only amateur players in the study. Prior to study enrolment, all participants underwent a medical examination to validate their health status. Participants’ body mass (76.87 ± 46.19 kg) and the sum of seven skinfolds (79.81 ± 28.74) were determined. Finally, participants’ basic demographic characteristics were obtained: (a) average football experience: 15.21 ± 4.90 years (range 4–30), (b) employment: 36.7% workers, 11.3% unemployed, 52.0% students; and (c) Education: 59.3% secondary education, 35.3% university degree, 5.4% primary education. The study followed a prospective research design with only one group of participants [26]. This design is also considered transversal and correlational. In our case, a simple design was used because a key group of individuals that possessed one trait (being amateur football players) was targeted.




2.2. Procedure


First, permission to conduct the study was obtained from the University of Oviedo Ethics Committee. Second, the research project was presented to each football team’s manager, coach, and players, and written permission was obtained from all of them or their legal tutors.



Third, participants followed a similar weekly football training program: three sessions per week (90 min each) over four weeks for a total of 12 sessions. All included conditioning, and technical and tactical skills were globally performed. Practices involved individual, pairs, and/or group drills with/without defence, always with a ball. There was not a specific training protocol/workload for the teams. The goal was to assess intact training contexts. Fourth, players completed a questionnaire at the beginning of the study, and they were monitored during all practices. The project respected the ethical values required in research conducted in human beings: informed consent, right to information, protection of personal data, guarantees of confidentiality, non-discrimination, gratuity, and possibility to leave the study at any time.




2.3. Measurements


Accelerometers. One ActiGraph GT3Xw (ActiGraphTM, LLC, Fort Walton Beach, FL, USA) per player was used. Data was collected through a triaxial function every 10 s. The cut-off points were adjusted for adults [27] to categorize physical activity intensity as sedentary (0–99 counts/minute), light (100–1951 counts/minute), moderate (1952–5724 counts/minute), vigorous (5725–9498 counts/minute), and very vigorous (9499 counts/minute and above). MVPA, METs, Kcal, and steps were also obtained. Before the beginning of each practice session, researchers placed the accelerometers just above the players’ right hip, under the clothes, and collected each one at the end.



Motives for practice. The Spanish validated version of the Perceived Motives for Physical Activity Measure–Revised was used [28]. It consists of five subscales, but only four were used: Enjoyment, Appearance, Social, and Fitness/Health. Participants responded to the stem: “I play football…” in a seven-point Likert-type scale. Cronbach’s alphas were: 0.831, 0.871, 0.653, and 0.886.



Addiction. The Spanish validated version of the Exercise Addiction Inventory was used [29]. Participants responded to the stem: “To what degree do you agree with the following statements?” in a five-point Likert-type scale. Twenty-four points or more classify individuals as being at risk of addiction, 13–23 as having symptoms, and 0–12 as asymptomatic. Cronbach’s alpha was 0.771.



Intention to continue playing football. Since there were no validated questionnaires to assess players’ intention, the following question was included: “I intend to continue playing football for a long time”. Participants answered in a five-point Likert-type scale.



Ratings of Perceived Exertion (RPE). Borg and Kaiser [30] found a linear relationship between perceptual factors and physiological or physical parameters in a 6–20 scale. Participants were asked to rate their perceived exertion at the end of each practice session. Before and after each session, coaches were asked too. The goal was to compare the expected with the produced RPE.





3. Statistical Analyses


Actilife 6.7.1. software (ActiGraphTM, LLC, Fort Walton Beach, FL, USA) was used to handle all data obtained through the accelerometers, which was later exported and analysed using the Statistical Package for Social Science 24.0 (SPSS; IBM, Chicago, IL, USA). Descriptive, inferential, and correlational analyses were conducted. Several one-way analyses of variance (ANOVA) were also conducted to assess differences among groups of participants in all the variables under study (MVPA, RPE, motives, depressive symptoms, addiction, and intention to continue playing) based on a number of grouping variables (i.e., playing position, age, years of experience, etc.). The F-test is still a valid statistical procedure under non-normality conditions when skewness and kurtosis range between −1 and 1. Therefore, the Games–Howell post-hoc test was used to compare groups, since it does not assume equal variances and sample sizes. Pearson’s bivariate correlations were also calculated among all the previously mentioned variables under study to assess the relationships between them. Finally, the variables that correlated stronger with intention to continue playing football (enjoyment, addiction) were entered into a hierarchical multiple regression analysis to determine the predicting power of these variables on the dependent variable (intention to continue playing football).




4. Results


Regarding the first hypothesis, participating amateur football players’ physical health parameters (physical activity levels and energy expenditure) are included in Table 1. The most important result was that this groups of football players spent an average 46.70 ± 13.71 min of MVPA in every practice session. Since they practiced three times every week, they averaged 140.1 min of MVPA per week. On the other hand, RPE scores showed that football practice was considered “fairly light” pre (11.38 ± 1.64) and post training (11.83 ± 1.39), and it was not different between players and coaches (11.50 ± 1.52).



Regarding the second and third hypotheses, Table 2 shows the results obtained through the questionnaire. Regarding the motives to play football, enjoyment was the highest-ranked (6.34 ± 0.67; 1–7 range), followed by health/fitness (5.68 ± 0.97; 1–7 range), social (4.80 ± 0.85; 1–7 range), and appearance (4.04 ± 1.21; 1–7 range). Regarding the participants’ addiction to playing football, results defined these individuals as having some symptoms (21.09 ± 4.53; 1–30 range). Finally, when asked about their intentions to continue playing football, the players’ scores were very high (4.31 ± 1.08; 1–5 range), very close to the maximum.



Results from the first one-way ANOVA showed that there was a significant difference among the playing positions only on enjoyment: F (3, 196) = 2.94, p < 0.034. Post hoc testing revealed that the difference was between goalkeepers (6.73 ± 0.24) and the other playing positions. No significant differences were observed on MVPA or any of the other variables assessed.



Similarly, another one-way ANOVA was conducted to assess differences between groups of participants (north, central, southwest, and southeast). Results showed that there was a significant difference among the four regions on MVPA: F (3, 196) = 6.52, p < 0.001, intention to continue playing football: F (3, 196) = 13.963, p < 0.001, enjoyment: F (3, 196) = 14.41, p < 0.001, appearance: F (3, 196) = 8.82, p < 0.001, health/fitness: F (3, 196) = 6.81, p < 0.001, and exercise addiction: F (3, 196) = 20.44, p < 0.001. Post hoc testing revealed those differences in MVPA were between central: 52.51 ± 8.58, southwest: 46.84 ± 6.97, and southeast: 40.82 ± 9.71; intention to continue playing football was between southeast: 5.00 ± 0.01, southwest: 4.57 ± 0.73, north: 4.00 ± 1.15, and central: 3.81 ± 1.35; enjoyment was between southeast: 6.85 ± 0.01, southwest: 6.40 ± 0.54, north: 6.17 ± 0.79, and central: 6.05 ± 0.71; appearance was between southeast: 4.83 ± 0.01, and the others: central: 4.01 ± 1.49, southwest: 3.88 ± 1.28, and north: 3.64 ± 1.02; fitness was between southeast: 6.16 ± 0.01 and the others: southwest: 5.78 ± 1.06, central: 5.51 ± 1.08, and north: 5.37 ± 0.99; and exercise addiction was between southeast: 25.00 ± 0.01 and the others, and between southwest (21.66 ± 3.52) and central: 19.52 ± 5.58 with north: 19.03 ± 4.04.



Finally, to understand the connections between all the variables under study and their impact on amateur football players’ health (physical, mental, and social well-being) bivariate correlations were assessed between all the variables, and the results are presented in Table 3. Regarding the participants’ intention to continue playing football, the highest correlated variables were exercise addiction and enjoyment. Regarding MVPA, it was enjoyment (negatively).



These strong correlations were used to continue the analyses of the data obtained, and regression analyses were conducted. First, the assumptions for regression analyses were tested and satisfied. Analyses also showed that multicollinearity was not a concern: tolerance = 0.662, variance inflation factor = 1.510 (both under 10; traditionally used as cut-off point). The data also met the assumption of independent errors: Durbin–Watson = 1.699 (scores between 1 and 3 are accepted). The order of entering the independent variables in the hierarchical multiple regression analysis was, in block one, enjoyment accounted for 25.6% of the variance in the participants’ intention to continue playing football: R2 = 0.260, adjusted R2 = 0.256, F (1, 60.43) = 69.428, p < 0.001; in block two, exercise addiction accounted for an additional 11.2% of the variance in the participants’ intentions to continue playing football (36.8% total): R2change = 0.112, Fchange (1, 43.22) = 35.025, p < 0.001 (Table 4).




5. Discussion


The main aim of the study was to uncover amateur football players’ physical and psychological traits to understand the impact of this sport on their health (physical, mental, and social well-being). Results showed that they did not meet the international requirements of 150 min of MVPA per week, their strongest motive to play football was enjoyment, followed by health/fitness and social, and they had some symptoms of exercise addiction.



The first hypothesis was that this group of amateur football players will meet the requirement of 150 min/week of MVPA, and the results did not confirm this. They averaged 46.70 min of MVPA per practice. Since they had three practices every week, they reached 140.1 MVPA minutes per week. This is just below one of the four conditions described by international organizations to achieve health benefits by performing physical activity [19], which is 150 min/week of MVPA. Nevertheless, these players belonged to teams enrolled in an official league ruled by a professional organization with matches every weekend from September to May (main features of amateur football). Therefore, it could be assumed that those individuals who play the weekend game (most players, because the teams have limited rosters) could reach the minimum required to obtain health benefits. This is extremely speculative at this time, and more research is needed.



In this study, MVPA was significantly different among different groups of participants (it was higher in the players of the central group). This indicated that amateur football training intensities can be very different depending on the coach. Surprisingly, there were no differences on MVPA based on the participants’ playing position (goalkeeper, defender, midfielder, and attacker). This seems to indicate that practices involved all players equally through global tasks and exercises, not like professional football were training is highly specialized depending on the players’ position [31]. This could be one of the reasons for the success of amateur football: all players feel equally involved in practice. Again, this is highly speculative, and more research should be conducted. Finally, previous studies [6,20] have shown that vigorous physical activity can produce more health benefits than moderate physical activity (i.e., walking). Results from the present study showed that amateur football training can produce considerable amounts of vigorous and very vigorous intensity, which makes this physical activity beneficial for the individuals’ health. Unfortunately, to our knowledge, there are no published studies on football that have used accelerometers to assess athletes’ physical activity levels with which to compare.



Previous research has shown that despite high heart rates during training, fitness and recreational football had lower scores of perceived exertion compared to other physical activities such as jogging, interval running, or fitness training [32]. In this study, RPE scores rated amateur football practice as “fairly light”. Moreover, the coaches’ RPE pre-training showed that they believed that they had prepared a light training program, and when asked again after practice the RPE post-training score was almost the same. Furthermore, a similar player RPE score was also obtained after practice. Therefore, all actors involved had a very similar perception: practice was fairly light. Amateur players went to practice after a full working and/or study day. They were tired and probably not prepared for physically demanding exercises. Previous studies showed similar medium-to-low RPE levels in recreational football [33] and street soccer [7], but much higher in professional football due to more demanding training protocols [31,34]. This is probably a key element of amateur football: low intensity levels to make participants enjoy the sport, but high enough to produce close-to-adequate MVPA levels. This could help with adherence for many years despite hard training conditions (rain, cold, wind). Fitness football has high recruitment, especially among women, but also many dropouts [8].



The second hypothesis was that the strongest motive to play football of these amateur footballers will be health/fitness, and results did not confirmed this. The highest-ranked motive was enjoyment, followed by health/fitness. Unfortunately, there are no previous studies on amateur football, but others conducted in recreational/leisure football players showed that their strongest motive was health, followed by mastery and enjoyment [10]. An important difference between recreational and amateur football is that the former is considered a hobby, while the latter is ruled by professional organizations (Regional and national Federations included in International Federations like UEFA and FIFA) and organized in regional leagues (Spanish 5th division) where the outcome of every weekend game is important for the standings. This competitive system probably made players feel connected to the sport and explains why they felt that enjoyment was the most important motive to play amateur football. Despite wins/losses being very important, does amateur football still have “the youthful joy of playing your game? The pure fun?” [3]. Results seemed to indicate that it did, since enjoyment was the highest-ranked motive. Of course, more research is needed to clarify this issue. Results also showed that amateur football is not like fitness football. The latter focuses on fitness, but also on the social benefits of playing the sport [4,5], which is not the focus of the other, where the social motives scored in third place, probably because there is an official competition and wining/loosing matters. Moreover, enjoyment was the strongest predictor of this amateur football players’ intention to continue playing, followed by exercise addiction. Therefore, the ingredients of amateur football described in this study (official competition, regular practice, weekend games, win/loss important, no money for playing) probably make participants enjoy the sport and make them willing to continue playing in the future (adherence). This is very important, because these individuals are likely meeting the international recommendations on MVPA to obtain health benefits (if the impact of weekend games is included).



Finally, the third hypothesis was that these amateur football players will show low levels of exercise addiction, and the results did not fully supported this, because they did show some symptoms. Moreover, southeast participants’ scores showed that they could be classified as being at risk of addiction [29]. To our knowledge, there are no published studies on exercise addiction in football. Di Lodovico et al. [24] indicated that endurance sports produced the highest prevalence of exercise addiction rates, and ball games were considered to have low rates. This group of amateur football players had an extended football experience (over 15 years), but they still practiced and competed without any monetary compensation and endured the bad weather conditions (cold, rain, wind). Moreover, they rated their intentions to continue playing football as very high, and exercise addiction was the second predictor of these intentions. Results seemed to indicate that only individuals with some symptoms of exercise addiction can endure these conditions and still be willing to continue. Of course, this is highly speculative, and more research is needed to confirm or refuse this finding.



This study has some limitations. First, it was conducted only on male football players. Future research should focus on women and younger players. Second, all participants belonged to a Spanish amateur league. Similar studies should be conducted in other countries to compare different populations. Third, the study followed a single, transversal, correlational research design, and data cannot be used to infer causality. Future studies should use other research designs (i.e., experimental) to compare groups of amateur football players.




6. Conclusions


The main aim of the study was to uncover amateur football players’ physical and psychological traits to understand the impact of this sport in their health (physical, mental, and social well-being). Results showed that amateur football practice (3 times/week) almost met the international recommendations on MVPA to obtain health benefits (some groups did meet them), and practice was considered “fairly light”. Enjoyment was the highest-ranked motive to play amateur football, followed by health/fitness, social, and appearance. This group of amateur football players could be classified as having some symptoms of exercise addiction, and enjoyment and exercise addiction were the best predictors of their intentions to continue playing. Amateur football’s successful formula seems to be low enough intensity levels of exercise in practice to make participants enjoy the sport, but high enough to produce adequate MVPA levels. This helps with adherence for many years despite hard training conditions (rain, cold, wind). Amateur football could be considered an adequate sport to help adults maintain an active, healthy lifestyle. Coaches and clubs should be aware of these results to attract and retain amateur football players to their teams.
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Table 1. Physical activity levels per practice session.
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	M ± SD
	Range
	Kurtosis
	Skewness





	Sedentary Physical Activity
	21.01 ± 10.36 *
	52.71
	−0.023
	0.599



	Light Physical Activity
	21.07 ± 6.72 *
	29.32
	−0.625
	0.045



	Moderate Physical Activity
	27.18 ± 8.97 *
	46.53
	0.807
	0.838



	Vigorous Physical Activity
	16.28 ± 7.10 *
	29.84
	−0.467
	0.534



	Very Vigorous Physical Activity
	3.19 ± 3.95 *
	36.42
	25.852
	4.014



	Moderate-to-Vigorous Physical Activity
	46.70 ± 13.41 *
	53.42
	−0.703
	0.188



	Energy Expenditure (METs)
	3.63 ± 1.61
	20.584
	86.036
	7.565



	Energy Expenditure (Kcal)
	355.98 ± 85.78
	764.398
	11.878
	2.144



	Distance (Steps)
	5581.70 ± 1081.24
	6736.833
	0.716
	0.236



	Players’ RPE post-training
	11.38 ± 1.64 **
	9.00
	0.630
	−0.153



	Coaches’ RPE pre-training
	11.50 ± 1.52 **
	8.00
	0.882
	−0.221



	Coaches’ RPE post-training
	11.83 ± 1.39 **
	7.00
	0.961
	0.319







Note: M = Mean; SD = Standard Deviation; * minutes; ** 6–20 scale.
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Table 2. Motives to practice football, addiction, and intention to continue playing.
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	M ± SD
	Range
	Kurtosis
	Skewness





	Enjoyment
	6.34 ± 0.67 *
	6.43
	0.112
	−0.516



	Fitness
	5.68 ± 0.97 *
	5.83
	0.878
	−0.806



	Social
	4.80 ± 0.85 *
	5.00
	0.935
	−0.427



	Appearance
	4.04 ± 1.21 *
	6.00
	0.030
	−0.638



	Addiction
	21.09 ± 4.53 **
	24.00
	0.200
	−0.720



	Intention to continue playing football
	4.31 ± 1.08 ***
	4.00
	2.037
	0.342







Note: M = Mean; SD = Standard Deviation. * 1–7 scale; ** 1–30 scale; *** 1–5 scale.
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Table 3. Bivariate correlations among variables.
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	1
	2
	3
	4
	5
	6
	7





	1. Intention to continue playing football
	1
	−0.129
	0.510 **
	0.111
	0.175 *
	0.115
	0.568 **



	2. Moderate-to-vigorous physical activity
	−0.129
	1
	−0.154 *
	−0.031
	−0.004
	0.007
	−0.049



	3. Enjoyment
	0.510 **
	−0.154 *
	1
	0.251 **
	0.519 **
	0.443 **
	0.581 **



	4. Appearance
	0.111
	−0.031
	0.251 **
	1
	0.493 **
	0.662 **
	0.337 **



	5. Social
	0.175 *
	−0.004
	0.519 **
	0.493 **
	1
	0.501 **
	0.369 **



	6. Fitness
	0.115
	0.007
	0.443 **
	0.662 **
	0.501 **
	1
	0.356 **



	7. Addiction
	0.568 **
	−0.049
	0.581 **
	0.337 **
	0.369 **
	0.356 **
	1







Note: ** p < 0.01, * p < 0.05.
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Table 4. Partial regression coefficients for each predictor on each block/step in the regression analyses.
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Block/Step

	
Predictor

	
B (95% CI)

	
Std, Error B

	
β

	
Sr2






	
1

	
Enjoyment

	
0.813 (−2.071–0.382)

	
0.098

	
0.510

	
0.26




	
2

	
Enjoyment

	
0.432 (−1.637–0.642)

	
0.111

	
0.271

	
0.07




	
Addiction

	
0.098 (0.065–0.131)

	
0.017

	
0.411

	
0.15








Note. CI = Confidence Intervals; Std. Error = Standard Errors; Sr2 = Squared Semi-partial Correlations.
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