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ABSTRACT 

The high incidence of hypertension among African Americans is multifactorial 

and includes genetic predisposition, intake of micronutrients, social and psychological 

variables, obesity, and physical activity patterns all playing a role (Dressler, 1996). The 

factor most contributory to hypertension is sedentary lifestyle. African Americans have 

low rates of exercise participation. An individual must feel that incorporating and 

maintaining physical activity into one's lifestyle must be a worthwhile task and requires 

both the desire and the belief in the ability to change; self-efficacy. The purpose of this 

study was to explore the relationship between self-reported physical activity self-efficacy 

and self-reported physical activity among African Americans with hypertension. 

There was a statistically significant relationship between self-reported physical 

activity self-efficacy and self-reported physical activity among African Americans with 

hypertension. Limitations of the study, implications for nursing, and recommendations 

for future research are discussed. 



CHAPTER I 

INTRODUCTION 
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African Americans have the highest incidence of hypertension of any ethnic group 

(Havas & Sherwin, 1996). The reasons for this high incidence of hypertension among 

African Americans is multifactorial and includes genetic predisposition, intake of 

micronutrients, physical activity patterns, obesity, and social and psychological variables 

all playing a role (Dressler, 1996). Perhaps two factors most contributory to hypertension 

among African Americans are obesity and sedentary lifestyle. It is this second factor, 

sedentary lifestyle that plays the most significant role. 

Statement of the Problem 

Despite the documented health benefits of physical activity, African Americans do 

not readily engage in physical activity. Low sedentary rates have been shown to be a 

major contributor to hypertensive related complications (Blair, Goodyear, Gibbons, & 

Cooper, 1994). Physical activity has been documented as being beneficial for many 

health benefits including helping to decrease the risk of the devastating effects of 

hypertension (Dishman, 1992). Yet, despite the documented benefit of physical activity, 

there are low rates of exercise participation by African Americans. The reasons for this 

low rate of exercise participation among African Americans is not well understood. 

Nevertheless, low rates of physical activity exists among Africans Americans. The 

unseen health benefit of physical activity, the lack of motivation to engage in physical 

activities, and the desire and ability to adopt health habits that incorporate physical 



activity may all be factors relating to the low sedentary lifestyles among African 

Americans. An individual must feel that an activity, such as physical activity is 

worthwhile, and must be motivated to change their lifestyle. However, incorporating 

physical activity that would be beneficial in the control of hypertension into one's life 

may be a difficult task. Making a change in lifestyle habits requires both the desire to 

make the change, and belief in the ability to change or self-efficacy. The focus of this 

study is to explore the relationship between physical activity self-efficacy and physical 

activity among hypertensive Africans Americans. 

11 

The lack of information regarding the relationship between self-efficacy and 

physical activity among African Americans with hypertension prompts the need for this 

investigation. Chapter 1 substantiates the need for the research. It defines hypertension 

and describes the incidence of hypertension among ethnic minorities, including African 

Americans and discusses hypertension in African Americans in regards to morbidity and 

mortality, gender differences, and the influence of obesity. Treatment options for 

hypertension are then briefly described with a particular emphasis on the African 

American person. Health perceptions and beliefs of African Americans regarding 

physical activity are presented. General influences of attitudes, values, and health beliefs 

are presented. The final section states the purpose of the study, presents the research 

questions, and discusses the significance of this research. 
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Background 

Definition of Hypertension 

Hypertension is defined as a systolic blood pressure (SBP) of 140 mm Hg or 

greater and a diastolic blood pressure (DBP) of 90 mm Hg or greater. This diagnosis is 

based on readings obtained during at least two subsequent visits, one to several weeks 

apart (National Institutes of Health, 1997). The National Institutes of Health (1997) 

classifies three stages of hypertension: Stage 1- SBP 140-159 or DBP 90-99; Stage 2-SBP 

160-179 or DBP 100-109; and Stage 3 SBP 180 or greater or DBP 110 or greater. 

Incidence of Hypertension In Various Populations 

Hypertension is one of the most prevalent disorders in the United States. It is 

estimated to affect 62 million individuals in the United States. The prevalence of 

hypertension differs among racial and ethnic groups compared with White Americans 

(Havas & Sherwin, 1996). Havas and Sherwin (1996) noted that American Indians have 

the same or a slightly higher prevalence of hypertension than White Americans; whereas, 

Hispanics have a blood pressure about the same or slightly lower than that of non

Hispanic whites, although they have a high prevalence of obesity and type 2 diabetes 

mellitus, which can contribute to hypertension. Asians tend to have a lower prevalence of 

hypertension than White Americans (Chen, Chen, Chen, Wu, Liau, & Lee, 1993). The 

prevalence of hypertension in African Americans is among the highest in the world (Hall, 

Ferrario, & Moore, 1997). 
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Incidence of Hypertension Among African Americans 

Hypertension affects approximately 8 to 9 million African Americans (Saunders, 

1991 ). The term "African American" can be used to define an individual as a societal 

non-white whose ethnicity and culture identify them with this group and who reside in the 

United States. There is a higher incidence and prevalence of hypertension among African 

Americans compared to White Americans that has been well documented in the literature. 

Hypertension has been estimated to affect nearly 32.4% of the adult African American 

population living in the United States compared to 23.3% of adult White Americans 

(Burt, Cutler, Higgins, Whelton, & Roccella, 1995). These statistics reflect the racial 

disparity that exists between African Americans and White Americans regarding 

hypertension. The incidence of hypertension may actually be higher among African 

Americans than is reflected by these statistics because there may be many more 

individuals with hypertension who have not been diagnosed. 

The racial disparity regarding hypertension was first documented by Adams 

(1932) and subsequent studies have documented a pattern of elevated blood pressure, at 

all ages, among the African American population ( McDonough, Garrison, & Hames, 

1967; Saunders, 1985). Burt et.al (1995) found that the national prevalence for 

hypertension among African American adults aged 18 to 74 was 30% whereas for White 

Americans was only 19%. 

More severe hypertension is also prevalent among African Americans (Hildreth & 

Saunders, 1991). African Americans have higher rates of stage 3 hypertension compared 
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to White Americans, and these higher elevated blood pressures put them at greater risk 

for all hypertensive-related sequelae (Hall, Ferrario, & Moore, 1997). Often times 

African Americans are at this severe stage of hypertension before they are diagnosed. 

This late detection of elevated blood pressure in the African American community may 

be attributed to lack of awareness regarding effective treatment regimens in this 

population, delay of treatment, and various barriers (Naumberg, Franks, Bell, Gold, & 

Engerman, 1993). The late detection of hypertension also means an increase in morbidity 

and mortality in this population. This shall be discussed in the following section. 

Morbidity and Mortality in African Americans 

Hypertension is the leading cause of morbidity and mortality in the United States 

and is associated with the long-term consequences of stroke, heart disease and renal 

failure (Rahman, Douglas, & Wright, 1997). This is particularly evident in the African 

American community because this group has a higher prevalence, earlier onset, and more 

rapid progression of end-organ damage caused by hypertension (Hildreth & Saunders, 

1991). Data obtained from epidemiological studies demonstrate that there is higher 

morbidity and mortality associated with hypertension among African Americans (Wright, 

1988; Gillum, 1991). Francis (1991) noted that mortality from hypertensive disease is 6 

to 13 times greater in African Americans than it is in White Americans. Mortality rates 

from stroke and coronary disease are also higher among African Americans than White 

Americans (Gillum, 1991). 
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Gender Differences in Hypertensive African Americans 

Not only do African Americans develop hypertension at an earlier age, experience 

much more extreme elevations of blood pressure, and appear more susceptible to the 

comorbidity effects of hypertension than White Americans, but there are also gender 

differences (Wright, 1988; Gillum, 1991). Hildreth and Saunders (1991) noted that 

African American males have the highest prevalence and the poorest rate of control when 

compared to African American females and White Americans. Thirty percent of all 

deaths in hypertensive African American males and 20% of all deaths in hypertensive 

African American females may directly be attributed to hypertension and its related 

sequelae (Tyroler, 1987). African American males under age 45 are 10 times more likely 

to die from hypertension than their white peers (Magnus, 1991 ). Severe hypertension 

( diastolic blood pressure ~ 115 mm Hg) is 5 times more common in African American 

males than in White American males and 7 times more common in African American 

females than their white counterparts (Saunders, 1991 ). 

Hypertension that is not controlled is associated with more severe hypertension 

and consequently, results in multiple organ damage. Hypertensive African American 

males aged 24 to 44 have renal failure 20 times more frequently than their white 

counterparts (Joint National Committee, 1988). Overall, African Americans of both 

sexes have a 1.3-fold increase in nonfatal stroke, a 1.8-fold increase in fatal stroke and a 

1.5-fold increase in heart disease over White Americans (Gillum, 1991). 

One factor that contributes significantly to hypertension and hypertensive 
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sequelae is obesity. Obesity is a modifiable risk factor for hypertension. Since obesity is 

such a prevalent problem for hypertension in African Americans, it shall be discussed in a 

separate section 

Obesity and its Influence 

Obesity is a common comorbid condition to hypertension as well as a risk factor 

for other cardiovascular diseases (Hildreth & Saunders, 1991). Obesity has a high 

frequency of occurrence in the African Americans community (Kumanyika & Adams

Campbell, 1991 ). African American males tend to be heavier than White American 

males (Hamm, Shekelle, & Stamler, 1989). This was especially evident in African 

American males aged 35 to 44. Kumanyika and Adams-Campbell (1991) also noted that 

African American males have higher rates of obesity than White American males in 

middle adulthood, ages 45-54, however, this trend starts for African American males 

when they are in their mid thirties. 

Obesity is particularly prevalent among African American females. Kumanyika 

and Adams-Campbell (1991) noted that the ratio of obesity between African American 

females and White American females is 2 to 1. This trend was noted across an age span 

from 25-74 years of age. Wieck (1997) noted that 44% of African American women over 

age 20 have a problem with obesity compared to 37% of low-income women in general 

and 2 7% of all women. 

Neser, Thomas, Semenya, Thomas, & Gillum (1986) and Thomas, Semenya, 

Neser, Thomas, Green, & Gillum ( 1985) found that weight gain was a significant 
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predictor of development of hypertension. Excess body weight has not only been linked 

to elevated blood pressure but also dyslipidemia, diabetes, and increased coronary heart 

disease mortality (Despres, et. al., 1990). 

Weight reduction has been shown to reduce blood pressure in some hypertensive 

individuals who are more than 10% above ideal body weight (Langford, Langford, & 

Typer, 1991). Davidson (1991) noted that for every 2.2 pound drop in weight, a 1 mm 

Hg drop in blood pressure may be expected. Therefore, weight reduction will aid in the 

treatment and control of elevated blood pressure. This shall be further discussed in the 

treatment modality section. 

Treatments for Hypertension 

The goal of treating patients with hypertension focuses not only on the prevention 

of morbidity and mortality, but also on miminizing or preventing serious hypertensive 

related sequelae. This may be accomplished by achieving and maintaining control of 

hypertension through antihypertensive regimens. Despite the considerable gains made 

over the past 30 years in hypertension awareness, and control of hypertension among 

African Americans, hypertension-related health outcomes remain poor. Two-thirds of 

African American males and three quarters of African American females are aware of 

their hypertension, yet, only 57% are being treated and only about 25% of those are 

controlled with their treatment regimen (Rahman, Douglas, & Wright, 1997; Smith, 1989; 

Hildreth & Saunders, 1991 ). 
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Antihypertensive treatment regimens involve lowering elevated blood pressure as 

well as the control and maintenance of blood pressure within a suitable range through 

pharmacological and nonpharmacological therapy. 

Pharmacological Treatment Modalities 

Pharmacological therapy refers to medications that are used to treat hypertension. 

The Fifth Report of the Joint National Committee (1993) recommends use of these 

classes of hypertensive drugs for initial therapy to control hypertension: diuretics, beta 

blockers, calcium channel blockers, alpha 2-agonists, alpha- I-blockers and angiotensin 

converting enzyme (ace) inhibitors. Although all of these medications can be used in 

African Americans, some classes or a combination of certain groups of drugs may be 

more effective than others. 

Diuretics are recommended as the first line of therapy for pharmacologic therapy 

in African Americans with hypertension (Mouton, 1997). They have proven to be very 

effective in African Americans in decreasing hypertensive morbidity and mortality (Joint 

National Committee, 1993). 

The beta-blockers and angiotensin converting enzyme (ACE) inhibitors are other 

classes of medications used for antihypertensive therapy. The use of these classes of 

medications as monotherapy has not been as effective in African Americans compared to 

White Americans (Joint National Committee, 1993). However, when used in 

combination with diuretics, these drugs have provided good control of hypertension in 

African Americans. 
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Calcium channel blockers are effective monotherapy in African Americans 

(Massie, 1998). Alpha-2-agonists and selective alpha-I-blockers are also effective 

medications in the treatment of hypertension in African Americans. Pharmacological 

therapy may be combined from each of these classes of medications in order to optimized 

the therapy. However, in order for the efficacy of any pharmacological treatment to be 

fully optimized, nonpharmacological therapy also needs to be implemented. These 

require lifestyle modifications. 

Lifestyle Modifications 

Nonpharmacological therapy, now known as lifestyle modifications, have been 

effective in lowering blood pressure and can reduce other risk factors when used in 

conjunction with pharmacological therapy (Davidson, 1991 ). Lifestyle modifications 

include a) weight reduction, b) exercise, c) dietary restriction of salt, fat, and cholesterol , 

and d) smoking cessation. Initial short-term studies suggest that employing weight 

reduction, sodium restriction, dietary restriction of fat, smoking cessation, and 

moderation of alcohol consumption may lower elevated blood pressure and improve the 

efficacy of pharmacologic agents ( Ferdinand, 1989; Oberman, Wassertheil-Smoller, & 

Langford, 1990). The 1988 Joint National Committee suggest that the lifestyle 

modifications, particularly weight reduction, sodium restriction, and dietary restriction of 

fat may have the greatest effect on lowering elevated blood pressure when properly used 

as adjunctive therapy for hypertension along with pharmacologic agents. However, the 

lifestyle modification that is perhaps the most effective is weight reduction. 
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Kumanyika ( 1997) reported that even a modest weight reduction can prevent or 

reverse blood pressure elevations in African Americans. A decrease in weight of 10 

pounds can decrease blood pressure in 60-80% of overweight hypertensive patients 

(Hawkins et. al., 1997). Therefore all individuals with hypertension who are above their 

ideal body weight should be placed on an individualized weight reduction program 

involving caloric restriction and increased physical activity. These therapies shall be 

discussed in the following sections. 

Dietary Treatment 

Diet is an important part of hypertension control. Polyunsaturated fats, saturated 

fat, total fat, calcium, potassium, magnesium, and sodium are all dietary components that 

have been implicated in blood pressure regulation (Rumore, 1992). Reducing fat intake 

and/or increasing the polyunsaturated :saturated ratio has been effective in reducing 

systolic and diastolic blood pressure (Davidson, 1991 ). An increase in dietary calcium 

may be of some benefit in lowering the blood pressure, however, the overall effect is 

minimal (Allender, Cutler, Follinann, Cappuccio, Pryer, & Elliott, 1996). Evidence for 

increasing magnesium intake in an effort to lower blood pressure is speculative at this 

time (Stamler, Caggiula, & Grandits, 1997). Stamler, Caggiula, and Granditis (1997) 

suggest that a high dietary potassium may protect against developing hypertension as well 

as improve blood pressure control in hypertensive patients, although close monitoring of 

all these dietary components is necessary in helping to control hypertension. 

Sodium is the dietary component that is the most troublesome in many African 
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Americans with hypertension. Excessive sodium intake is a likely cause of hypertension 

(Rumore, 1992). Epidemiologic data demonstrate a positive association between sodium 

intake and level of blood pressure (Weinberger, 1996). Cutler, Follman, and Allender 

(1997) reveal a positive association between sodium intake and level of blood pressure. 

In their study, a reduction of 7 5 to 100 millimoles of sodium intake lowered blood 

pressure over periods of several weeks to a few years. There has also been conclusive 

evidence that reduced sodium intake has been most effective in lowering blood pressure 

in individuals with hypertension (Australian National Health and Medical Research 

Council Dietary Salt Study Management Committee, 1989). Therefore, due to 

problematic effects of excessive sodium in the African American diet, decreased sodium 

intake may be most beneficial for African Americans with hypertension, as well as 

control of other dietary components may also prove helpful. 

Often change in dietary habits is difficult to achieve. Dietary habits involve the 

eating patterns that developed in various ethnic groups and are often dependent on 

geographic locations, urban or rural settings, level of contact with outside groups, and 

lifestyle of the individual. The traditional African American diet evolved from the South 

and includes pork products, fried foods, com, greens, ( collard, mustard, turnip, kale and 

spinach) and baked goods (Hall & Kong, 1991 ). Most of these foods are high in saturated 

fat, total fat, and sodium content (Magnus, 1991 ). 

In addition to the traditional African American diet, many African American 

families, like the rest of America, consume more highly processed food. The dependence 
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on fast and convenient foods increases the amount of calories, nitrates, nitrites, salt and 

sugar in the diet (Hall & Kong, 1991 ). With dietary habits including foods from both 

traditional and fast food diets, there is a high caloric intake which eventually leads to 

excess weight gain and increased blood pressure. Therefore, all individuals need to be 

encouraged to change their dietary habits by monitoring sodium intake, decreasing the 

number of empty calories, and maintaining an ideal body weight for their height. One 

way to bum those empty calories and keep excess weight off is through physical activity. 

Physical Activity (Exercise) as Treatment 

Physical activity alone may not be effective as a monotherapy in the treatment of 

hypertension in the majority of African Americans, however, its benefits as an adjunctive 

therapy with pharmacological therapy has been demonstrated. Regular physical activity 

has been associated with prevention and control of various medical disorders such as 

coronary heart disease, non-insulin dependent diabetes, obesity, and hypertension 

(Lockery & Stanford, 1995). All of these medical disorders have a high incidence in the 

African American community. Physical activity can be beneficial for treatment of 

hypertension because it can enhance functional health status and weight loss (Blair, Kohl, 

Paffenbarger, Clark, Cooper, & Gibbons, 1989). 

Ory, Abeles, and Lipman (1992) reveal that physical activity has positive benefits 

into the seventh decade of life and there is no age limit to the benefit of physical activity. 

Yet, despite the benefit of physical activity, African Americans are less likely to engage 

in physical activity than any other population group (Caspersen & Merritt, 1995; Crespo, 
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Keteyian, Heath, & Sempos, 1996). Young, Miller, Wilder, Yanek, & Becker (1998) 

assessed physical activity in 365 urban African Americans. Both males and females were 

included in the study. Physical activity was defined in four ways: (1) regular, (2) leisure

time activity (defined as 30 minutes of activity, 5 days per week), (3) time spent walking 

on the job, and (4) distance walked to and from work. Results indicated 18%of the males 

engaged in regular and leisure time activity participation while only 16% of the females 

engaged in regular and leisure time activity. When the definition for physical activity 

participation was broaden to include more work related activity, the results reveal more 

involvement for both genders; 41 %of the males engaged in physical activity and 3 8% of 

the females engaged in physical activity. These studies replicate findings from other 

studies that overall, African American females are more sedentary than African American 

males. 

Ford, Haug, Jones, Roy, and Folmar (1990) noted that among African American 

females from poorer communities, with the exception of walking, little or no time was 

spent on general physical activities, individual leisure-time activities, job-related 

activities, or household activities. In this same study, it was noted that African American 

males engaged in nonleisure physical activity derived from walking and household 

chores. Crespo, et. al (1996) noted that the prevalence of no leisure-time activity for U. 

S. adults aged 20 years or older from 1988 through 1991 was 22%. The rate was higher 

in women (27%) than in men (17%). Mexican-American men (33%) and women (46%) 

and non-Hispanic African American women (40%) had the highest rates of no leisure-
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time activity. The study also revealed that leisure-time activity 5 or more times per week 

decreased with age, with the largest decreases noted among non-Hispanic African 

American men and women. 

Ransdell and Wells ( 1998) examined physical activity in urban white, African 

American, and Mexican-American women. They looked at physical activity in the 

populations relative to race/ethnicity, income, age, and education. The results revealed 

that most of the women were sedentary; only 8% of African American women, 11 % of 

Mexican American women and 13 % of the white women engaged in physical activity 

recommended by the surgeon general. Women who were over 40, had no college 

education, and women of color had the lowest levels of physical activity. 

In all the studies noted above, Africans Americans were more sedentary than other 

population groups. Physical activity was done less among African American females 

than males, the physical activity engaged in by African Americans was job-related or 

involved with home maintenance activities, and the amount of physical activity 

involvement may be related to socioecomonic levels and educational levels. 

Sociodemographic factors of sex, race, socioeconomic status, and educational level may 

all be influencial factors in regard to the lack of participation in physical activity among 

African Americans. 
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Beliefs of African Americans Regarding Physical Activity 

The reason for the lack of physical activity among African Americans is unclear. 

An individual's perceptions and beliefs regarding the benefit of an activity often 

determines an individual's willingness to engage in that activity. Airhihenbuwa, 

Kumanyika, Agurs, and Lowe (1995) conducted a study that focused on culturally 

determined attitudes that may inhibit exercise adoption in African Americans . First, the 

findings indicated that rest was valued among the African American culture. Many 

Africans Americans felt that they had worked hard all of their lives and they deserved to 

rest. Many African Americans had very labor intensive jobs that required a lot of 

physical activity. Second, many individuals considered work or daily activities to be a 

form of exercise. Third, many individuals had health problems; heart disease, respiratory 

problems, or other physical ailments that prevented them from exercising. 

The findings also revealed differences between males and females. Younger 

African American males who exercised perceived that a nice physique would help them 

attract young women. Older African American males were happy to retire and rest; 

many of them had jobs that required hard physical labor and did not want to exert a lot of 

physical activity to exercise. Many of the older men felt they would rather do odd jobs 

around the house or some did odd jobs to supplement their income rather than exercise. 

African American females who worked felt that there were time constraints 

regarding family and at home activities that prevented them exercising. These females 

indicated that exercising during lunch was not an option because it messed up their hair 



26 

and they also disliked showering in public showers. They preferred to exercise with 

family or friends and then go home and shower. Older females felt that they would baby

sit their grandchildren, cook, do laundry or do other activities to help out relatives that 

were still working. 

Attitudes of the respondents regarding exercise was more influenced by friends 

rather than family or culture. African Americans preferred to do group activities with 

friends such as dancing or playing sports rather than activities such as jogging or exercise 

classes. 

Influence of Attitudes, Values and Health Beliefs 

The greatest hindrance to treatment of hypertension and hypertensive related 

sequela in the African American population is the impact of cultural values, attitudes, and 

beliefs. These attitudes, values, and health beliefs impact all hypertension treatment in 

this population. Kumanyika (1989) noted that among 391 African Americans, the two 

primary strategies for prevention of hypertension, salt reduction and weight control were 

not favored by the majority of the respondents. ~lthough, lower salt intake was the 

prevention strategy most often mentioned by both males and females, less than 50% 

selected this response. "Eating a balanced meal" and "stress reduction" were frequently 

selected. Weight reduction was rarely selected. It was further noted that 78% of African 

American males and 84% of African American females indicated a belief that something 



could be done to prevent hypertension while 16% of the males and 10% of the females 

did not know if hypertension could be prevented. 
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Andreoli (1981) found that health beliefs influence the individual's perception of 

susceptibility to hypertension, and the benefits or costs associated with health promoting 

behaviors. Lau, Hartman, and Ware (1986) state that an individual's cultural values are 

partially responsible for that individual's health attitudes, beliefs, and behaviors. Health 

behaviors are suggested to be influenced by the values an individual has regarding these 

behaviors (Rosser, 1971; Wallston, Maides, & Wallston, 1976). The value an individual 

places on health may influence the likelihood that the individual will engage in health 

promoting behavior (Derenowski-Fluery, 1991; Parcel, Nader, & Rogers, 1980). 

Therefore, different health beliefs may account for different levels of compliance among 

individuals in the African American population. For example, African Americans may 

have a lower level of compliance if they perceive that susceptibility to hypertension is 

low, especially since many with hypertension experience no significant clinical 

symptoms. Teaching the importance of health promoting behaviors may be a simple task. 

However, incorporating health promoting behaviors into one's life may be a difficult task. 

One must have the desire and the ability to make these health changes. Therefore, the 

issue may not be the efficacy of the health promoting behaviors but rather individuals' 

lack of interest or lack of ability to make dramatic lifestyle changes. 
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Purpose 

The purpose of this study is to explore the relationship between physical activity 

self efficacy and physical activity among African Americans with hypertension. No 

studies have been found that have dealt with physical activity self efficacy and physical 

activity in African Americans with hypertension. 

Research Question 

The research question is: 

1. What is the relationship between self-reported exercise self-efficacy and 

physical activity behaviors in African Americans aged 50 and older with hypertension? 

Significance of the Study 

This study is significant for health care providers who plan for exercise programs 

for and with African American adults with hypertension. Health care providers, who 

possess cultural sensitivity to African Americans, can help the individual to increase self

efficacy in order to motivate lifestyle modifications to increase physical activity. This, in 

conjunction with pharmacological therapy, may provide effective management of 

hypertension and aid in reducing or eliminating hypertensive-related sequelae. 

Nurses in advanced practice roles can help to coordinate health care and 

incorporate both pharmacological and nonpharmacological therapy in their African 

American patients to help modify some of the risk factors and hopefully prevent some of 

the hypertensive related complications in these patients. 
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The information that will be gained by this study will add to the scientific body of 

knowledge as well as provide information that will aid in planning intervention strategies 

that will encourage African Americans to engage in physical activity. A greater 

understanding regarding the health beliefs and attitudes towards physical activity of 

African Americans by health care providers may help to tailor interventions to reach the 

African American individual. Understanding the psychological milieu of the individual 

should also enhance the success of reaching individuals in a community setting. 

Summary 

The lack of information regarding physical activity self-efficacy and physical 

activity among African Americans with hypertension prompts the need for this study. 

' 
Chapter I presented the background for this study, including an overview of hypertension 

and its effects in the African American community; the fact that African Americans do 

not readily engage in physical activity; the purpose of the study, the research question and 

significance of the study. 

Physical activity, in the form of exercise, has been one of the most significant 

health-related behaviors that effects hypertension control. The values, beliefs, and 

attitudes of the African American individual regarding physical activity must be 

considered and that these values, beliefs, and attitudes may influence exercise activity 

patterns. Understanding the value of exercise to the African American individual will 

help to determine the specific needs of the individual client with hypertension and help to 

design interventions that will target these individuals. 
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CHAPTER II 

CONCEPTUAL MODEL AND LITERATURE REVIEW 

In chapter II, the conceptual framework is described for this study and the 

literature review is presented. The revised Health Promotion Model (HPM) (Pender, 

1996) provides a framework to explain and predict health promoting behavior. This 

model addresses the relationship of self-efficacy (SE) to the enactment of health 

promoting behaviors (HPB). Initially, the constructs of the HPM are presented followed 

by a specific discussion of health promoting behavior and SE as they apply to the study. 

Empirical findings are presented to explain and support the model and study. 

Conceptual Framework and Definitions 

Pender' s Health Promotion Model 

The Health Promotion Model (Pender, 1996) was formulated as a framework for 

integrating nursing and behavioral science to look at factors that influence health 

behaviors. This framework was to act as a guide for the exploration of complex 

biopsychosocial processes that motivate individuals to engage in behaviors directed 

toward enhancing health (Pender, 1982). According, to Pender, this model can be applied 

to any health behavior in which threat is not the source of motivation for the behavior. 

Pender's HPM, with its origins derived from expectancy-value theory and social 

cognitive theory, attempts to depict the multidimensional nature of persons interacting 

with their environment in the pursuant of health (Pender, 1996). It emphasizes the active 

role of the individual in shaping and maintaining health behavior. 
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The HPM has been used as a framework to predict behavior in health promotion. 

This model has been tested in lifestyle changes in blue-collar workers (Weitzel, 1989), 

worksite fitness program ( Pender; Walker; Sechrist, Walker, & Pender, 1987), and 

cardiac rehabilitation participants. The HPM has also been used to explain and predict 

exercise behavior among white-collar workers, community-dwelling older adults, and 

cardiac rehabilitation participants (Pender, Walker, Sechrist, et.al, 1990). 

The HPM has been revised since its initial appearance in nursing literature. 

Pender' s ( 1996) revised framework includes three constructs: "individual characteristics 

and experiences, behavior-specific cognition and affect, and behavioral outcome" 

(Pender, 1996 p. 67). Each of these constructs have specific delineated concepts which 

are interconnected and lead to the final outcome, health promoting behavior. 

Adaptation of the Health Promotion Model For the Study 

The two constructs used from Pender ( 1996) revised HPM for this study are (a) 

behavior-specific cognition and affect and (b) behavioral outcome. These constructs and 

the concepts within these constructs are schematically displayed and shall be discussed 

separately. 

Behavior-Specific Cognition and Affect 

Pender describes the concepts included within the behavior-specific cognition 

and affect construct as major determinants of motivational significance. The concept of 

interest for this study is perceived self-efficacy. Perceived self-efficacy is important to 

this study because it relates to an individual's perception regarding their capabilities. 
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Perceived Self-Efficacy. 

Bandura ( 1977) defines self-efficacy as an individual's assessment of one's own 

ability to effectively and competently perform specific behavior successfully. 

Self-efficacy motivates health promoting behavior directly by efficacy expectations and 

indirectly by affecting perceived barriers and commitment or persistence in pursuing a 

plan of action. 

Self-efficacy theory offers a link between self-perceptions and an individuals' 

actions. Self-efficacy refers to an individuals' cognitive processing regarding their 

ability to competently perform specific behavior successfully (Bandura, 1977, 1982, 

1986). Bandura's ( 1977) describes behavior change and maintenance as a function of 

(a) expectations about the outcomes that will result from one's emerging behavior and 

(b) expectations about one's ability to engage in or execute the behavior. Self-efficacy 

has two distinct and conceptually independent components: efficacy expectations and 

outcome. Outcome expectations are beliefs that one's behavior will lead to a desired 

outcome, whereas efficacy expectations consist of beliefs about how capable one is in 

performing the behavior that leads to those specific outcomes. Since outcome and 

efficacy expectations reflect a person's belief's about the capabilities and behavior, it is 

the cognitive selfs perceptions rather than the "true" capabilities that influence behavior. 

Self-efficacy does not refer to a personality characteristic of a global trait that 

operates independently of contextual factors but refers rather to beliefs about capabilities 

of performing specific behaviors in particular situations (Bandura, 1977). Therefore, an 



individual's expectations will vary greatly depending on the particular task and context 

which confronts that person. 
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Bandura (1986) contends that perceived self efficacy influences behavior, 

including the acquisition of new behaviors, inhibition of existing behaviors, and 

disinhibition of behaviors. For example, the value an individual places on health is also 

the individual's motivation to engage in behavior that will be beneficial to the 

individual's health and well being. Therefore, one can have adequate self-efficacy to 

execute simple behaviors, like taking immunizations against disease. However, when 

complex health behaviors, such as lifestyle changes to achieve control of hypertension 

are required, individuals may doubt their self-efficacy ability to perform the more 

complex health behaviors. For example, if individuals view their health as a personally 

determined process and feel they lack the skills required to carry out the behaviors that 

would result in good health, or have low self-efficacy, they approach those activities with 

a sense of futility. Therefore, in accordance with Bandura's (1977) definition of self

efficacy, the more difficult an individual estimates a health behavior to be, the less self

efficacy they will have for executing that health behavior and the less likely they will be 

to attempt it. 

An individual must feel competent (self-efficacious) to make changes. People 

can learn that certain health behaviors will lead to some desirable outcome such as better 

health or control of hypertension. They must also feel that they are capable of following 

certain health behaviors to achieve desirable outcomes. They must feel that the required 



behavior can be successfully executed to produce the desired outcome. 

Specific self-efficacy beliefs may act as a predictors of an individual's ability to 

maintain a specific behavior. For example, an individual may feel confident in their 

ability to maintain a consistent exercise regimen, but have low self-efficacy regarding 

their ability to maintain a fat-reduced diet. Individuals who have high levels of self

efficacy, regarding a certain behavior, would be expected to be more likely to try that 

new behavior and stick to it for a longer period of time. 
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Self-efficacy also affects an individual ' s choice of behavioral settings, the amount 

of effort expended on a task, and the length of time one will persist in the face of 

obstacles. Self-efficacy affects individuals ' emotional reactions such as anxiety, stress, 

and thought patterns. 

Behavioral Outcome 

Pender (1996) states the construct of behavioral outcome involves commitment to 

a plan of action which initiates a behavioral event. Because of this commitment, an 

individual is propelled into and through behavior unless one encounters a competing 

demand that is unavoidable or a competing preference that the individual cannot resist. 

The construct of interest for this study in Behavioral Outcome is health promoting 

behavior. Health promoting behaviors are defined as health-related actions which a 

person will self manage to the greatest extent possible in order to achieve a desirable 

outcome after carefully considering the benefits and barriers of alternative actions, 

including prescribed medical regimens. 
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HeQlth-Promoting Behavior:.. 

Pender ( 1996) describes this concept as the endpoint or action outcome in the 

revised Health Promotion Model. Health-promoting behavior is directed toward 

"attaining positive health outcomes for the client" (p. 73 ). These health-promoting 

behaviors are proposed to result in a positive health experience throughout the lifespan if 

integrated into a healthy lifestyle that pervades all aspects of living. Physical activity is 

the heath promoting behavior to be operationalized in this study. 

Figure 1 reveals a schematic of the higher order and lower order constructs adapted from 

Pender (1996) and the concepts that will be operationalized in the study. 

Literature Review 

The review of literature focused on physical activity as a health promoting 

behavior, and physical activity self-efficacy. Research findings in these areas support the 

conceptual basis for this study. 

Physical Activity as a Health Promoting Behavior 

The benefits of physical activity has been extensively documented in the 

literature. Physical activity (exercise) can be defined as any bodily movement produced 

by skeletal muscles that results in caloric expenditure ( Caspersen, Powell, & 

Christenson, 1985). This definition encompasses activity done with everyday activity 

such as household chores, gardening, job-related, as well as activity done during leisure 

time, often called exercise. Regular aerobic physical activity not only enhances weight 

loss but also helps to lower blood pressure (Joint National Committee on Detection, 
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Figure 1: Adaptation of Pender' s Health Promotion Model. From Pender (1996). 
Health promotion in nursing practice. (3rd ed.). Stamford, CN: Appleton & Lange 
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Evaluation, and Treatment of High Blood Pressure, 1993). Physical activity (exercise) 

has been noted to be beneficial as a health promoting behavior. Evidence suggest that the 

lack of physical activity can be detrimental to an individual's well being, further 

substantiating the benefits from regular exercise participation (Dishman, 1988; 

Bouchard, Shepard, & Stephens, 1994; McGinnis & Lee, 1995). The lack of physical 

activity is associated with the increased risk of cardiovascular disease, uncontrolled 

hypertension, and diabetes (Siscovick, Laporte, & Newman, 1985; Slattery, Jacobs, & 

Nichaman, 1989). Research suggest that the lack of physical activity, combined with 

dietary factors, contributed to approximately 300,000 deaths in one year (McGinnis & 

Foege, 1993). 

Leisure-time physical activity (L TP A) has been shown to be a health behavior that 

significantly influences physical health (Broman, 1995 ). Because of the se_dentary 

lifestyle, that often begins for many individuals in adolescence, many are overweight, 

have poor health, and low levels of functional ability. Rowland (1990) found that 

physical activity declines almost 50% throughout childhood and adolescent years, with 

females becoming increasingly more sedentary than males. Berkman and Breslow (1983) 

and Goldstein (1992) noted that adults of all ages who are low income and low education 

are less likely to engage in healthy behavior, including physical activity. Without the 

cultivation of physical activity habits during youth, adults find it much more difficult to 

develop regular physical activity patterns. Therefore, physical activity patterns must be 

fostered as a positive health behavior for young and older individuals. 
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Healthy People 2000 ( 1991) has established goals that encourage 20% of adults to 

engage in vigorous physical activity on 3 or more days per week for 20 minutes or more. 

Objectives for health professionals have also been outlined in Healthy People 2000 to 

support behavior change goals for individuals. Physical activity must be embraced as a 

health promoting behavior. Pender, et.al (1990), found that perceiving the benefits from 

exercise and good health status, with few barriers to exercise predicted greater 

involvement in exercise behavior. 

Encouraging African Americans to embrace the health promoting behavior of 

physical activity as a means of controlling hypertension along with other lifestyle 

changes, including weight control, the motivational aspects of this process must be 

examined. Determinants of exercise behavior have been studied using Pender' s ( 1996) 

Health Promotion Model. However, miminal research was found that specifically looked 

at physical activity as a health promoting behavior and self-efficacy in physical activity in 

African Americans with hypertension. Since health promoting behaviors and self 

efficacy have been explored individually in examining physical activity, the use of self

efficacy and the health promoting behavior of physical activity should provide a credible 

framework to examine self-efficacy and physical activity as a health promoting behavior 

in African Americans with hypertension. 

Physical Activity and Self-Efficacy 

The health promoting effects of physical activity have prompted research to 

identify personal, environmental, and behavioral factors that are related to exercise 



39 

adherence. Self-efficacy is one of the most frequently identified psychosocial 

determinants of adherence to physical activity. Physical activity self-efficacy has been 

used extensively to look at physical activity in various populations and with various 

variables (Conn, 1998; McAuley, Mihalko, & Bane, 1997; Clark, Grembowski, & 

Durham, 1995; Clark, 1995 & 1996). Numerous studies have shown that past exercise 

adherence and self efficacy are significant predictors of future exercise participation 

(McAuley, Courneya, Ruldolph, & Lox, 1994; McAuley & Jacobson, 1994; McAuley, 

1992). Efficacy cognition are directly relevant to the particular behavior of concern and 

are subject to change. The relationship between past experience and efficacy cognition is 

assumed to be reciprocal; past experiences influence self-efficacy (Bandura, 1986). 

For example, individuals who successfully participated in regular exercise may have high 

self-efficacy regarding their ability to maintain program adherence even if problems or 

obstacles develop. Accordingly, individuals who have failed to adhere to an exercise 

program may have lower self-efficacy in regard to maintaining an exercise program and 

subsequently, may have lower adherence. McAuley and colleagues (1992) found that 

physical activity self-efficacy generally predicted adherence for the initial months of 

exercise participation. In this study, past adherence predicted adherence in later stages of 

exercise participation. 

Efficacy cognition may play a more influential role in the earlier stages of exercise 

participation when the physiological and psychological demands are greatest. However, 

in looking at continued exercise participation, once the initial stage has passed, there is 
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concern regarding the relationship of self-efficacy as a predictor of exercise adherence 

across the adoption and maintenance phases of exercise behavior in relation to past 

exercise adherence. Bandura ( 1997) proposes that given the reciprocal relationship 

between self-efficacy and past experience, that changes in efficacy cognition that occur 

over the course of an exercise program would be related to future exercise participation 

and that past adherence would predict subsequent levels of efficacy cognition. Oman and 

King (1998) examined this relationship involving 63 subjects aged 50 to 64 years. They 

investigated the relationships among physical activity self-efficacy, changes in self

efficacy, past exercise participation, future exercise adherence, and exercise program 

format. Results indicated that baseline self-efficacy and exercise format had a significant 

(p < .02), and independent effects on adherence during the adoption and early 

maintenance phases of exercise behavior. In contrast, the prediction of long-term 

exercise program had a significant (p < .05) self-efficacy x exercise format interaction 

indicated that self-efficacy predicted adherence only in supervised home-based exercise 

conditions. Results also indicated that baseline self-efficacy significantly ( p < .03) 

predicted exercise adherence during the adoption phase, but not in the early maintenance 

phase of exercise behavior. Finally, adherence change during the adoption phase of 

exercise behavior significantly (p < .04) predicted year-one levels of self-efficacy even 

after adjusting for the effect of baseline self-efficacy. These results suggest that exercise 

program format as well as an individual's initial cognitive and behavioral experiences in 

an exercise program play significant roles in determining exercise adherence. 
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The above literature review appears to offer evidence to suggest that self-efficacy 

is a significant predictor of exercise participation during initial adoption of exercise 

behavior as well as adoption and maintenance phases of exercise adherence. Other 

aspects of self-efficacy are also examined. McAuley, Courneya, Rudolph, and Lox 

(1994) examined the effects of an efficacy-based intervention enhancing exercise 

participation in sedentary middle-aged males and females. The study involved 114 

subjects, aged 45 to 64 years of age, in a 5 month long walking program. Exercise 

behavior was assessed on a continuous basis and self-efficacy was measured at 1, 2, and 4 

months. Multi-variate analysis revealed a significant treatment effect with subjects in the 

intervention group exercising more frequently, longer duration, and walking distances 

over the course of the program. Path analysis indicated that the effect of the treatment on 

adherence had a direct relationship rather than through self-efficacy. Self-efficacy was a 

significant predictor of exercise behavior in the early and middle stages of the exercise 

program but not in the last month. 

Sallis, Hovell, and Hofstetter ( 1992) examined predictors of adoption and 

maintenance of vigorous physical activity over time in a sample of 1 719 subjects. The 

subjects, males and females aged 18 to 90 years, had varied activity levels-sedentary, 

intermediate, or active. Multi variate analysis revealed adoption of vigorous exercise by 

sedentary men was predicted by self-efficacy, age, and neighborhood environment. 

Adoption by sedentary women was predicted by education, self-efficacy, and friend and 

family support for exercise. Maintenance of vigorous physical activity was predicted by 
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self-efficacy and age for initially active males and by education for initially active 

females. These results indicate that self-efficacy, as well as other factors, influenced 

males and females in relation to adoption and maintenance of vigorous physical activity. 

McAuley, Bane, and Mihalko's study (1995) examined healthy sedentary males 

(N= 56) and females (N=58) between 45-64 years of age. The subjects participated in a 

5- month long exercise program utilizing the following assessments: efficacy 

expectations, outcome expectations, physique anxiety, physiological, and exercise 

behavior. Results indicated that short and long-term participation in exercise 

significantly increased self-efficacy. These changes in self-efficacy and initial positive 

outcome expectations were significant predictors of reduction in physique anxiety, body 

fat, weight, and circumferences. This study does not indicate the ethnic background of 

subjects that participated in the study. 

These studies support the idea that self-efficacy does appear to be a strong 

predictor of exercise participation both in initial stages as well as in adoption and 

maintenance phases. The evidence appears to suggest that self-efficacy is a fairly 

accurate predictor of exercise adherence in both males and females even though the 

motivating factors for such action may be different. McAuley (1993) noted that 

individuals who have high self-efficacy are more likely to adopt and maintain an exercise 

program. Self-efficacy has been shown to be predictive of exercise at all stages, however, 

the adoption stage is influenced by self-efficacy more than any other stage (Marcus, 

Selby, Niaura, & Rossi, 1992; McAuley, 1993b). McAuley, Courneya, and Lettunich 
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( 1991) indicate that the more an individual exercises, the stronger an individual's self

efficacy for exercise increases. In other words, if an individual values exercise and 

becomes more competent in one's ability to carry out that behavior, then, the more likely 

one is to adopt the exercise behavior. Therefore, if one's attitude is to value good health 

and believe that certain exercise behaviors will contribute to that good health, the more 

likely that those specific behaviors will play important roles in exercise efficacy and 

outcome expectations. 

The literature review provides some insight regarding the use of self-efficacy 

theory in looking at physical activity in various populations and with various variables. 

Although self-efficacy and physical activity were examined in the above studies, there 

was either an insignificant number or no African Americans included in these studies. 

Therefore, the above findings may not be related to an African American population. 

Summary 

Chapter II included the presentation of the conceptual framework and the review 

of literature on physical activity as a health promoting behavior and physical activity self

efficacy. In the literature reviewed, the majority of the subjects were white. Some of the 

literature reviewed focused on demographic characteristics such as education and age. 

Some of the literature focused on previous experiences with exercise and descriptions of 

any correlation between self-efficacy and exercise participation as well as adoption and 

maintenance of exercise programs. No literature was found that described the 

relationship of self-efficacy and exercise participation or exercise adoption and 



maintenance that included a significant number of African Americans. None of the 

literature dealt with a population with a chronic disease like hypertension. 
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METHODOLOGY 
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Chapter III includes the research design, sample, setting, data collection protocol, 

instrument selection and plan for data analysis. Protection for human subjects is also 

addressed. 

Design 

A descriptive cross sectional design was used in this study. This type of research 

design was selected for two reasons. Descriptive research provides an accurate portrayal 

of the characteristics of persons, situations or groups and/or the frequency with which 

certain phenomena occur (Polit & Hungler, 1999). 

Subjects 

A convenience sample of 50 subjects was sought to participate in the study. A 

total of 42 subjects were obtained for the study. Subjects were recruited from local 

churches with a high concentration of African Americans. Criteria for subject selection 

included: 

1. Self-identified as African American. 

2. Fifty years of age and over. 

3. Self-reported diagnosis of hypertension from their primary care provider. 

4. Able to read and write English. 
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Setting 

The setting for this study was churches frequented predominately by African 

Americans in Tucson, Arizona. This setting was selected because church-based 

interventions have become an important component of health promotion, particularly in 

the African American community (Wiist & Flack, 1990). Church settings in the African 

American community provide social settings with familiar surroundings, social support 

networks, and avenues of effective communication. For this reason, a church environment 

was selected. 

Protection of Human Subjects 

Prior to initiation of the study, Human Subjects approval was sought from the 

Human Subjects Committee of The University of Arizona. Permission was also obtained 

in writing from the ministers of each congregation where subjects were recruited. The 

principal investigator obtained permission from the minister(s) at each church. Posters 

and flyers were placed around the churches and the principal investigator had an 

announcement placed in the churches bulletins to advertise the study. The principal 

investigator attended worship services at churches where subjects were recruited to be 

introduced to the congregation. 

Once the subjects were recruited and found to meet the criteria, a written consent 

form with large size easily readable print was distributed and discussed with each subject 

who was in the study. All subjects were given a copy of the consent form. All subjects 

were assigned a code number and all subject identifying information was kept strictly 



confidential and stored according to guidelines designated by the Human Subjects 

Committee as required by the University of Arizona Human Rights Committee. The 

information was kept until the study is completed and then destroyed in a manner that 

maintains the subjects' privacy. 

Data Collection Procedure 
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The names of individuals who volunteer for the study was obtained from the 

voluntary sign up sheet at the church. Subjects for the study were contacted in person or 

by telephone by the principle investigator. A brief description regarding the nature and 

purpose of the study was explained to each subject. Appointments were made with 

subjects, who met the study criteria and agreed to participate in the study and study 

packets were distributed to each subject. The packets were distributed to each subject and 

the completed packets were collected the same day. At the time the packets were 

collected, the principle investigator examined the completed material to make sure that 

materials were correctly filled out and assessed for any missing data. The principle 

investigator also checked to make sure that no missing data existed because of unclear 

questions or directions. Subjects had the option of refusing to answer any questions they 

chose not to address. 

All subjects were given a packet which included: a) 22-item demographic profile 

questionnaire; b) two scales developed by McAuley to measure exercise self-efficacy; and 

c) the Physical Activity Scale for the Elderly (PASE), a physical activity instrument 
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designed to measure physical activity level in older adults. All the instruments used for 

the study were self-reported using paper and pencil to answer the questions. 

Instruments 

Demographic Questionnaire 

The demographic questionnaire contains 22-items devised to obtain personal 

background information and a history of the exercise habits of each subject. The 

questionnaire contains items regarding personal history of the subject: gender, age, 

martial status, number of people in household, education, and household income. The 

questionnaire also contains information regarding the length of time an individual has had 

hypertension: age they were diagnosed with hypertension, family history of hypertension; 

and information regarding personal habits of smoking and alcohol use. The demographic 

questionnaire also contains items regarding personal exercise history. 

McAuley's Exercise Self-efficacy Scales 

Physical activity self-efficacy was measured with one scale developed by 

McAuley. The scale has a total of 16 items that measured two aspects of physical activity 

self-efficacy. The distance exercise self-efficacy subscale and the duration self-efficacy 

subscale assesses the confidence of the subject regarding their physical capabilities to do 

walking/jogging within a specific time and distance. There are 8 items for each type of 

physical activity self-efficacy. For each item on the self-efficacy scale, subjects were 

asked to indicate the degree of confidence in their capabilities to successfully execute that 

behavior. The responses were scored on a 100-point percentage scale comprised of 10-
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point increments-- (100% = highly confident, 0% = not at all confident). The scale is a 

summated scale. Reliability of the scale is based on internal consistency with coefficient 

alpha reported as .91 (McAuley, Mihalko, & Bane, 1997). 

Physical Activity Scale for the Elderly (PASE) 

The Physical Activity Scale for the Elderly (PASE) is a questionnaire developed 

by Washburn, Smith, Jette, and Janney (1993) to assess physical activity. This scale is a 

32-item questionnaire that examines 12 self-reported occupational, household, and leisure 

activities. It has a 4-point Likert-type response format for the first 5 items that require 

respondents to report the number of days per week (0 = never, 1-2 days= seldom, 3-4 

days= sometimes, 5-7 days= often) and the number of hours per day (1 = less than 1 

hour, 2= 1 but less than 2 hours, 3 = 2-4 hours, 4= more than 4 hours) that they perform 

activities. Respondents also had an opportunity to write in specific activities. The 

household (6 items) and occupational (1 item) activity items required the respondents to 

answer yes or no to categories of activities performed during the previous seven days. 

The validity and reliability of the PASE were established through a random 

sample (N=222) of individuals aged 65-100 years. The PASE scores were validated 

through comparisons with physiologic and health status information. In the sample, the 

PASE scores were significantly correlated with balance, grip strength, leg strength, self

assessed health status, and Sickness Impact Profile scores (New England Research 

Institutes (NERI), 1991 ). 
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The reliability of PASE scores were assessed for stability over repeated 

administrations three to seven weeks apart. The test-retest reliability coefficient was 0.75 

(95% CI [confidence interval]= 0.69-0.80) (NERI, 1991; Allison, Keller, & Hutchinson, 

1998). Reliability for the mail administration (r=.84) was higher than for the telephone 

administration (r= .68). 

To establish construct validity, PASE measurements were directly correlated with 

perceived health status measurements. Pearson' s Product Moment Correlation was used 

to determine the construct validity of the PASE by measuring the relationship between 

physical activity and perceived health ( r = 0.31 , p = .08). 

Data Analysis 

After all data is collected, it was entered for computer analysis into the Statistical 

Package for the Social Sciences (SPSS) program according to a coding dictionary. The 

plan for data analysis to answer the research question is as follows: 

Descriptive statistics (frequencies, means, medians, modes, and standard deviations) were 

used to summarize demographic characteristics, specifically gender, age, martial status, 

educational level, and income. Cronbach alpha reliabilities were computed for internal 

consistency analysis of the scales. Relationships between the scores on the two types of 

self-efficacy subscales were explored using Pearson' s Product Moment Correlation 

Coefficient. The research question, what is the relationship between physical activity self

efficacy and physical activity was explored using Pearson's Product Moment Correlation. 
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Summary 

Chapter III includes the research design, the sample and setting, protection of 

human subjects, data collection procedure, instruments, and data analysis methods. This 

study was conducted in a urban area with African Americans with hypertension as the 

population of interest. Descriptive statistics was used to describe the demographic 

characteristics of the sample. Exercise self-efficacy scales were used to examine self

reported exercise self-efficacy and the PASE was used to measure self reported exercise 

behaviors in the aforementioned population. Permission was obtained through human 

subjects and written permission was obtained from the minister of the congregation and 

from the subjects themselves. Every effort was made to ensure human subjects' rights. 
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RESULTS 
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Chapter IV consists of a description of the sample and results of the data analysis 

for the research question in the study. The statistical methods used to analyze the data 

include: frequencies, means, standard deviations, modes, medians, and Pearson Product 

Moment Correlations. Data were interpreted and presented narratively; tables are used to 

assist in the illustration of trends. 

Description of the Sample 

The sample consisted of African American males and females (N = 42). The 

sample consisted of African American women (n... = 17) representing 40.5% of the total 

sample for the study and African American males (n... = 25) representing 59.5% of the 

sample. Demographic data was obtained including age, martial status, whether or not the 

subjects lived alone, educational level, employment status, annual income, length of time 

with hypertension, age of diagnosis of hypertension, family history of hypertension, use 

of tobacco and alcohol products, and exercise behavior. 

The subjects were between the ages of 50 and 95. The mean age of the group was 

63.26 years (SD= 11.34). Age 52 was the most frequently reported age of the group. The 

majority of the subjects were married (n = 23, 54.8%). Most of the subjects lived with at 

least one other person (38.1 %). The educational level of the subjects ranged from some 

grade school to doctoral degree. The majority of the subjects (n = 20) were high school 
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graduates (23.8%) or had vocational/technical school training (23.8%). Less than 25% of 

the subjects had a four year college degree or higher (n = 9). 

Employment status varied among the subjects. The majority of the sample was 

not working ( 54.8%), which was expected since many of the subjects were at the age of 

retirement. Approximately half of the sample was retired (n = 20), 47.6%. The majority 

of the subjects who are employed worked 40 or more hours (26.2% ). The income level 

for approximately 55% of the sample was between $10,000-$30,000 annually (Table 1). 

Table 1. Financial Status of African Americans (N = 42) 

Amount Frequency Percent 

Less than $10,000 4 9.5 
$10,000-$20,000 12 28.6 
$20,000-$30,000 11 26.2 
$30,000-$40,000 4 9.5 
$40,000-$50,000 9 21.4 
$50,000-$60,000 1 2.4 
$60,000-$70,000 1 2.4 

Hypertension played a significant role in the lives of the subjects. The length of 

time subjects had hypertension varied; however, the most frequent length of time was 10-

15 years (n = 11, 26.2%) (Table 2). The age range for diagnosis of hypertension varied 

with subjects' ages ranging from 18 to 76 years of age with the mean age at 51.5 years of 



age (SD= 11.828). The majority of the subjects were diagnosed with hypertension 

between the age of 50-60 years old. Seventeen of the (N = 42) subjects were diagnosed 

with hypertension before age 50. Nineteen of the subjects were diagnosed between the 

ages of 50- 64. Table 3 shows a breakdown of the age of diagnosis with hypertension 

among the subjects. Eighty one percent (n = 34) had a history of hypertension in their 

family. 

Table 2. Length of Time with Hypertension (N = 42) 

Time Frequency Percent 

One year or less 8 19.0 

1-5 years 6 14.3 

5-10 years 7 16.7 

10-15 years 11 26.2 

15-20 years 4 9.5 

20-25 years 3 7.1 

30-40 years 2 4.8 

Over 50 years 1 2.4 
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Table 3. Age of Diagnosis with Hypertension (N = 42) 

Age Frequency Percent 

10-20 years 1 2.4 

20-30 years 0 0.0 

30-40 years 5 11.9 

40-50 years 11 26.2 

50-60 years 15 35.7 

60-70 years 6 14.3 

70-80 years 4 9.5 

Although most of the subjects were not on a weight reduction diet ( 92.9%), 81 % 

reported being on a regular exercise program. The same percentage of subjects (83.3%) 

reported no use of tobacco or alcohol products. Almost 81 % of the subjects were on 

medication for their blood pressure. The most frequently reported number of medications 

subjects were taking for their high blood pressure was 1-2 medications (Table 4). 

Interestingly, 19% of this sample took no medications to control their elevated blood 

pressure but managed it through diet and exercise. 
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Table 4. Number of Prescription Medications Taken for Hypertension (N = 42) 

Amount Taken Frequency Percent 

"No meds" 8 19.0 

1-2 meds 24 57.1 

3-4 meds 8 19.0 

5-6 meds 2 4.8 

A high percentage (90.5%) of this sample reported currently engaging in exercise. 

A significant number (88.1 % ) felt that exercise was obtained outside of housework or 

job-related activities. Most of the subjects stated that they engaged in their exercise 

programs on a daily basis (31. 7% ). The most frequently reported amount of time spent 

doing exercise was 30-45 minutes (n = 11) (Table 5). A large percentage (47.6%) 

exercised alone. The most frequent companion subjects reported exercising with was a 

friend (n = 11, 26.2%) ( Table 6). Most of the subjects (78.6%) did not belong to an 

exercise group or gym. 
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Table 5. Amount of Exercise Done/Weekly (N = 42) 

Time Frequency Percent 

Daily exercise 13 31.7 

Exercise every other day 7 17.1 

Exercise four times/week 2 4.9 

Exercise three times/week 10 24.4 

Exercise two times/week 2 4.9 

Exercise once a week 1 2.4 

Do time to time 3 7.3 

No attention 3 7.3 

Table 6. Amount of Time Spent Exercising (n = 42) 

Time Frequency Percent 
Don't exercise 1 2.4 

4 hours or more 1 2.4 

3.0-3.9 hours 1 2.4 

2.0-2.9 hours 8 19.0 

1. 0-1. 9 hours 7 16.7 

30-45 minutes 11 26.2 

20-29 minutes 5 11.9 

10-19 minutes 7 16.7 

0-9 minutes 1 2.4 



Table 7. Exercise Companion of Subjects (N= 42) 

Exercise 

Spouse 

Friend 

Neighbor 

Co-worker 

Frequency 

4 

11 

1 

1 

Instrumentation 

Percent 

9.5 

26.2 

2.4 

2.4 
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Self-reported exercise self-efficacy was measured using two subscales of self

efficacy. One subscale focused on self-efficacy distance (x = 431.6, SD= 291.5) and the 

other subscale focused on self-efficacy duration (x = 559.7, SD= 248.8). Total self

efficacy had a mean was (M = 991.4, SD= 505.3). The internal consistency of items for 

both of these scales were evaluated using Cronbach's alpha and found to be .9658 and 

.9446 respectively. The internal consistency for the total self-efficacy scale was .9664. 

One instrument was used to examine self-reported physical activity behavior in 

the sample. Regarding the PASE instrument, (M = 272.3, SD= 102.4). Internal 

consistency of the instrument used to look at self-reported physical activity behavior was 

evaluated using Cronbach's Alpha .6970 for this instrument. Table 8 illustrates the 

means, standard deviations, and ranges-both possible and actual of the instruments used 

in this study. 



Table 8. Statistical Information for Instruments 

Instrument Name Possible Range x 

Total Self-Efficacy 0-1600 991.4 

Self-Efficacy Dist 0-800 431.6 

Self-Efficacy Dur 0-800 559.7 

PASE 0-600 272.3 

505.3 

291.5 

248.8 

102.4 

Actual Range 

.00-1600 

.00-800 

.00-800 

107.4-545 
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Data were analyzed using Pearson's Product Moment Correlation Coefficients to 

test for any relationships between the two types of self-efficacy, the total self-efficacy, 

and physical activity behavior. The correlation between total self-efficacy and physical 

activity behavior was (r = .61, p = .001 ). The correlation between self-efficacy duration 

and physical activity behavior was (r = .61, p = .001 ). The correlation between self

efficacy distance and physical activity behavior was (r = .53, p = .005). All of these 

values were statistically significant. Therefore this study supports a relationship between 

self-reported exercise self-efficacy and physical activity behavior in African Americans 

with hypertension. 

Summary 

Chapter IV included a description of the sample as well as the results of the 

analysis. The sample was (N = 42) African Americans composed of males and females. 

The ages of the subjects ranged between 50 and 95 years of age. Over half of the subjects 
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were married and lived with at least one person. Approximately 75% of the subjects had 

high school degrees and higher but had not competed a four year college degree. 

Most of the subjects were not working because they were retired. Those who did 

worked 40 hours or more per week. The annual income range for the majority of the 

subjects is between $10,000-$30,000. 

Findings in this group of African Americans revealed long term hypertension in a 

group of subjects with the majority who are currently in their fifties and sixties. Findings 

also revealed that the age of onset for hypertension was fairly young for the majority of 

the subjects. The majority of the subjects had a highly significant family history of 

hypertension. In this group, the majority of the subjects were not on weight reduction 

programs and did not use tobacco products or consume alcohol. The majority of the 

subjects used 1-2 prescription medications to manage their elevated blood pressure. A 

little over 90% of the subjects were already engaged in some type of exercise behavior 

with a significant amount of the subjects exercising three times a week or more. Most of 

them reported doing exercise activity outside of work and household chores. The most 

frequent amount of time spent exercising was 30-45 minutes and most of them exercised 

alone. Most did not belong to a gym. 

All instruments had adequate internal consistency. Results indicated a statistical 

significant relationship between self-reported exercise and self-reported physical activity 

behavior in this group of African Americans with hypertension. 
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DISCUSSION 
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Chapter V begins with a discussion of the findings of this study in relationship to 

the conceptual framework and the literature. Implications for nursing, limitations of the 

study, and recommendations for future research are also discussed. 

Relationships of Results to the Conceptual Framework 

Components of the revised Health Promotion Model (HPM) by Pender ( 1996) 

were used as the conceptual framework for this study. Pender (1996) states that an 

individual's own health perception may directly or indirectly influence their health 

behaviors regarding health promoting activities. The components of Pender' s model that 

were involved in this study are behavior-specific cognition and affect and behavioral 

outcome. 

Behavior-Specific Cognition and Affect 

In behavior-specific cognition and affect, perceived self-efficacy was examined. 

Perceived self-efficacy was measured using McAuley's self-efficacy scales. Two 

subscales were used to look at self-efficacy: self-efficacy duration and self-efficacy 

distance. The majority of the subjects felt more confident in their ability for duration 

rather than their ability for distance although perceived self-efficacy for both of these 

scales were statistically significant in relation to physical activity. One reason for this 

difference may be attributed to the fact that the subjects had a better perception of time as 

an absolute value rather than distance. Subjects were asked to report their ability to go 



varying distance, measured in laps; however, subjects did not know what distance 

constituted a lap. Most of these subjects could measure distance better by city blocks. 

Behavioral Outcome 
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In behavioral outcome, the health promoting behavior of physical activity was 

examined. Physical activity is a modifiable behavioral risk factor related to hypertension. 

Physical activity is difficult to assess in older adults for various reasons including cost of 

current techniques, difficultly of access to monitoring equipment, and poor entry 

recordings regarding activity diaries. The PASE is a tool that can either be self

administered or administered by an interviewer and takes about fifteen minutes to 

complete. It requires no special equipment except for paper and pencil, and is fairly self 

explanatory. For these reasons, the Physical Activity Scale for the Elderly (PASE) was 

selected to use in this study. This scale looked at job-related activities, household chore 

activities, and leisure time activities. 

The PASE, a fairly user friendly instrument, did have distinct categories regarding 

the type of activities considered in light, moderate, and strenuous. However, at times, it 

was difficult to place activities done by subjects into specific categories. Some of the 

subjects did exercise but many used outside props for support such as a chair, counter top, 

or door knob. Many of the muscle endurance activities done by subjects also used outside 

props, i.e. sit in chair to lift weights. Nevertheless, this scale was statistically significant 

in this sample. 
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Relationship of Findings to Literature Reviewed 

McAuley (1993) noted that individuals who have high self-efficacy are more 

likely to adopt and maintain an exercise program. This study does not appear to have a 

significant number of African Americans in the study. Nevertheless, results of this study 

appear to correspond to the current study; those who have high self-efficacy are more 

likely to adopt and maintain an exercise program. 

McAuley, Courneya, and Lettunich (1991) indicate that the more White American 

individuals exercise, the more their self-efficacy for exercises increases. Results from the 

present study reveal similar findings among African Americans. 

Oman and King (1998) looked at the relationship of physical activity self-efficacy 

and physical activity adoption, maintenance, and adherence of exercise programs. 

Results indicated that an individual's initial self-efficacy experiences with physical 

activity significantly determines adherence to exercise. Although the present study did 

not look at subjects through various stages of exercise adoption, maintenance, and 

adherence, one of these stages regarding physical activity was evident since African 

American subjects engaged in the behavior and were involved in exercise behavior at 

some level. 

Ford, Haug, Jones, Roy, and Folmar (1990) found that among African American 

females from poor communities, walking was the main physical activity done, however, 

muscle strength endurance exercises were also done. This study noted that among 

African American males, physical activity was derived from walking and household 
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chores but did not include muscle strength endurance exercises. In the current study, 

physical activity for both males and females was derived from walking, muscle strength 

endurance exercises, and household chore activities. 

In summary, results of studies regarding physical activity self-efficacy and self

reported physical activity in White Americans were very similar to findings in this study 

with African Americans. 

Implications for Nursing 

The results of this study reveal a statistically significant relationship between 

physical activity self-efficacy and physical activity in this sample. Since there is a 

significant relationship between physical activity self-efficacy and physical activity 

among African Americans, health care providers can plan interventions to raise physical 

activity self-efficacy as a means to influence physical activity in African Americans. 

Exercise adoption, maintenance, and adherence has been documented in other 

studies to be influenced by self-efficacy in White Americans. The current study supports 

a significant relationship regarding physical activity self-efficacy and physical activity in 

African Americans and should be predictive of exercise adoption, maintenance, and 

adherence in African Americans. Interventions can be planned to raise self-efficacy and 

help African Americans embrace physical activity through the various stages of adoption, 

maintenance, and adherence until it becomes a regular part of their routine of daily living. 



65 

Limitations of the Study 

This study was conducted in a southwestern Arizona community where the 

population of African Americans is limited; therefore, the sample size was small. The 

sample may have been very atypical of African Americans for a number of reasons. First, 

the majority of this sample was already engaged in regular exercise programs. Second, 

the place of recruitment for the subjects, the church may have influenced the behavior of 

the subjects since a fairly high level of education was noted among the subjects, subjects 

may be better informed regarding health issues, health fairs have been held at the church 

in the past and health issues like hypertension have been addressed. Third, subjects may 

have reported what they felt the principal investigator wanted to hear. Finally, the 

majority of the sample were in their fifties to sixties, representing a younger population 

and the results may be totally different in an older population. 

The use of the instruments selected for this study may have caused some 

limitations. First, the scale used to examine physical activity self-efficacy only examined 

the physical activity behavior of walking/jogging. Second, the use of terminology on th~ 

self-efficacy scales may have impacted on the results. The use of the term "lap" on the 

self-efficacy scales was an unfamiliar term to most of these subjects who perceived 

distance in terms of city blocks. Some of the activities swimming and tennis were in two 

categories; unless subjects filling out this form were told to delineate how the activity was 

done swimming (laps vs. no laps) or tennis ( doubles vs singles), the investigator would 

have to go back and try to interpret this information. The categorization of activities on 
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the PASE scale did not allow for categorizing activities that may have been modified by 

using props to exercise like sitting in a chair while lifting weights. The investigator must 

assume the responsibility of how to categorize these activities. Another important 

limitation to this study is that all the information is self-reported and there is no way to 

quantify the information received from the subjects. 

Recommendations for Future Research 

There is a lack of research done that includes a significant amount of African 

Americans. This study provided information on self-efficacy and physical activity in an 

African American population with hypertension. Based on this study, future research 

recommendations include repeating the study using a larger sample size. A 

qualitative study to determine perceptions of what activities older African Americans do 

for exercise may prove beneficial and help to provide information regarding activities for 

higher levels of self-efficacy. Comparison of samples of African Americans with 

hypertension in various demographic locations, socioeconomic status and educational 

levels may also provide insight into physical activity-self-efficacy and physical activity. 

A longitual study to look at exercise interventions among African Americans with 

hypertension who are in thier fifties and looking at those same subjects in ten years to see 

if those exercise intervetions are still being done by the subjects would provide an 

intersting look at physical activity self-efficacy and physical activity behavior in this 

population. 



Summary 

Chapter V was a presentation of the relationship of findings to Pender' s revised 

Health Promotion Model and to the literature reviewed. The discussion also contained 

the limitations of the study, implications for nursing, and recommendations for future 

research. 
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APPENDIX A 

PERSONAL DEMOGRAPHIC BACKGROUND AND EXERCISE HISTORY 



Demographic Information 

1. Put down the first letter of your last name and your social security number. 

ID No -------------~ 

2. Sex Male ----- Female ____ _ 

3. Age ____ _ 

4. Marital Status (Check one): 

Married =1 ---- _____ Never Married=4 

____ Separated=2 _____ Widowed=5 

____ Divorced=3 Other=6 -----

5. Number of persons living with you. ____ _ 

6. Level of Education: Please check at highest education you have completed. 

None ---

___ Some grade school 

____ Vocational/technical school 

____ Some college 

___ Completed grade school (1-6) 

____ Junior high school 

___ College graduate 

____ Some graduate school 

___ Master's degree 

____ Doctoral degree 

___ Some high school 

___ High school graduate 
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7. Are you currently employed? Yes ___ No ___ _ 

If yes, how many hour a week do you work. 

40 hours or more 10-19 hours ---- -----

30-39 hours ------ 1-9 hours _____ _ 

20-29 hours 

8. Annual Income: Please check your household income level 

9. 

__ Less than $10,000 

__ $10,000-$20,000 

__ $20,000-$30,000 

__ $30,000-$40,000 

Height ___ _ 

__ $40,000-$50,000 

__ $50,000-$60,000 

__ $60,000 -$70,000 

__ $70,000 and over 

Weight ___ _ 

10. How long have you had hypertension? 

___ One year or less 
___ One to five years 
___ Five to ten years 
___ Ten to fifteen years 
___ Fifteen to twenty years 

__ Twenty to twenty-five years 
__ Twenty-five to thirty years 
__ Thirty to forty years 
· __ Forty to fifty years 
__ Over fifty years 

11. How old were you when you were diagnosed with hypertension? 
Age ___ _ 

12. Does anyone in your family (parents, grandparents, brothers, sisters) have 
hypertension? 

Yes No 

Who: 
Parents: Father Mother --- ----

Grandmother 
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Grandparents: Father's side Grandfather __ ---
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Mother's side Grandfather Grandmother ---
Siblings Brother(s) _____ _ Sister(s) __ _ 

13. Are you on a weight reduction diet? 
Yes No 

14. Are you on a weekly exercise program? 

15. 

16. 

17. 

Yes No -- --

Do you currently smoke or use tobacco products? Yes ___ No ___ _ 
If yes to the above, please check one of the following. 
__ Cigars __ Cigarettes 
How many cigarettes and/or cigars do you smoke a day? 

1-5 
5-10 

__ 1-2 packs 

__ 2-3 packs 
__ 3-4packs 
__ More than 4 packs a day 

Do you use chewing tobacco? Yes ---

No 

No ___ _ 

Do you currently drink alcohol? Yes ___ _ -----
How many drinks per week? 

0-3 10-15 --- --
3-6 15-20 ---
6-10 More than 20 --- --

18. How many prescription medications do you take for your high blood pressure: 
1-2 7-8 
3-4 9-10 --
5-6 10 or more 
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Exercise Behavior 

Directions: Please check the most appropriate response to this question. 

"Exercise" refers to activity done with household chores, yardwork, and activitiies done 
at work. 

1. Do you currently exercise? Yes No __ _ 
If you currently exercise, how much exercise do you get in a week? 

Exercise every day __ _ Exercise 3 times a week ----
Exercise every other day __ _ Exercise 2 times a week -----
Exercise 4 times a week Exercise once a week ---- ----

Just do it from time to time ____ _ 
Don't pay much attention to it ___ _ 

2. Do you feel the only exercise you get is when you do housework or at your job? 
Yes No ----

3. How many hours a day do you exercise? 

______ 4 hours or more a day 

_____ 3.0-3 .9 hours a day 
_____ 2.0-2.9 hours a day 

_____ 1.0-1.9 hour a day 

_____ 30-45 minutes a day 

_____ 20-29 minutes a day 
_____ 10-19 minutes a day 

_____ 0-9 minutes a day 

4. If you currently exercise, do you exercise alone? 
Yes No 

If you don't exercise alone, do you exercise 
__ With a friend or friends __ With a personal trainer 
__ With your spouse With a co-worker(s) 
___ With a neighbor __ With a sibling(s) 

5. Do you belong to an exercise group or belong to a gym? 
Yes No 
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APPENDIXB 

PERMISSION TO USE SELF-EFFICACY AND PASE INSTRUMENTS 



Marion Adams 
2303 North Third A venue 
Tucson, AZ. 85705 

January 24, 2000 

Mr. Edward McAuley Ph. D. 
University of Illinois, Urbana-Champaign 
Department of Kinesiology 
Urbana, IL 61801 

Dear Dr. McAuley, 
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THE UNIVERSITY Of 

ARIZONA 
HEAL TH SCIENCES CENTER 

I am a student in the Geriatric Nurse Practitioner program at the University of Arizona. I am working on my thesis 
as part of the requirement for completion of this program. The title of my thesis is "Self-efficacy and Physical 
Activity Behavior in African Americans with Hypertension." 

I am requesting permission to use two of your instruments, (weffdist.wpd and weffdur.wpd) for my study. I would 
appreciate a copy of these tools if any revisions have been made. These instruments will be used to measure 
exercise efficacy in the sample of subjects. 

The total number of subjects for the study will not exceed fifty individuals. The criteria for inclusion in the study 
are the following: 

l. Subjects must be self-identified as African American. 
2. Subjects must be 50 years of age and older. 
3. Subjects must have a self-reported diagnosis of hypertension from their primary care provider (PCP). 
4. Subjects must be able to read and write English. 

The instrument will be used once with each subject in this study. The location for the study will take place in 
Tucson, AZ. 

If there is a charge for the tool, please infonn me. If you would please notify me as soon as possible regarding this 
request, I would be most appreciative. I would like to start the study in February. 

I can be reached by phone at (520) 623-8223, by fax at (520) 903-2609, or by E.-mail at 
m.adams@nursing.arizona.edu. 

Sincerely, 

M u1nt lb~ 
Marion Adams 
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Re: FW: Request and Permission for ln.strument Use bttps:/ lwww .mail.nuning.arizooa.e ... 04A~9F I OOOOOOOOS4 7E I OOOO&timedouP 

you have my permission to use our efficacy measures. 

I 
E. McAulcy 

·
1
1 At 05 :24 PM 1/26/00 --0700, you wrote: 

> <<aullat.doc>> 
I> 
l> 
: >--Origin.al Message-
I >From: Marion Adams 

>To: 'emcauley@uxl.cso.uiuc.edu' 
>Sent 1/261()() 3:26 PM 
>Subject: Request and Permission for Instrument Use. > , ___ ..... 

> 
> <<.aullatdoc>> 
> 

Edward McAuley PhD. 
Professor and Associate Department Head 
University of Illinois 
Department of Kincsiology 
205 Freer Hall 
Urbana, IL 6180 l 

Telephone: 
Secretary: 
Fax: 
E-Mail: 
Homepage: 

217-333-6487 
217-333-1083 

217-244-7322 
a-mc3@uiuc.edu 

bttp:/fwww.Jcincs.uiuc.edu/faculty/mcauley.html 



Marion Adams 
2303 North Third Avenue 
Tucson, AZ. 85705 

January 24, 2000 

Media Development Center 
Attention Mr. Hal Thurston 
9 Galen, St. 
Watertovm, Mass. 02472-4515 

Dear Mr. Thurston, 

ARIZONA. 

I am a student in the Geriatric Nurse Practitioner program at the University of Arizona. I am 
working on my thesis as part of the requirement for completion of this program. The title of my 
thesis is "Self-efficacy and Physical Activity Behavior in African Americans with 
Hypertension.,.. 

I am requesting a copy of the tool, the Physical Activity Scale for the Elderly (PASE), and the 
manual for that tool. I am also requesting your permission to use this instrument in this study. 
The instrument will be used to measure physical activity in the sample of subjects. 

The total number of subjects for the study will not exceed fifty individuals. Toe criteria for 
inclusion in the study are the following: 

1. Subjects must be self-identified as African American. 
2. Subjects must be 50 years of age and older. 
3. Subjects must have a self-reported diagnosis of hypertension from their primary care 

provider (PCP). 
4. Subjects must be able to read and write English. 

The instrument will be used once with each subject in this study. The location for the study Ytill 
take place in Tucson, AZ. 

I realize there will be a charge for the tool. If you would please notify me as soon as possible 
regarding this request, I would be most appreciative. I would like to start the study in February. 

I can be reached by phone at (520) 623-8223 or by fax at (520) 903-2609 

Sincerely, 

f/)~~ 
Marion Adams 
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04 February 2000 

Marion Adams 
2303 North Third Avenue 
Tucson, A7.. 85705 

Dear Ms . Adams, 

Thank you for purchasing copies of NERI Instruments. Enclosed 
please find your recent order for the PASE (Physical Activity Scale for the 
Elderly) Administration and Scoring Manual and (50) Instruments. We hope 
you will find them useful in your research. We appreciate any questions, 
comments , or feedback on the PASE instrument you may have. 

Please note this material is copyright protected and no part of this 
material may be reproduced, stored in a retrieval system, or transmitted in 
any form or by any means--electronic, mechanical, photocopying, 
recording, or otherNise--wrthout the prior written permission of the 
copyright owners (New England Research lnstrtutes, Inc.) . Permission is 
herewith grated to use the 50 copies of the questionnaire and the 
Administration and Scoring Instruction Manual in your current research 
project. If you elect to use the PASE instrument for future projects 
additional fees and/or licensing agreement will be necessary. Requests for 
permission/licensing agreement should be sent on letterhead stationary to 
the Permissions Department, New England Research Institutes, Inc. 9 
Galen Street, Watertown, MA 02472. 

If you have any additional questions regarding the instrument, 
manual, licensing fees and/or permissions, please do not hesitate to 
contact me at (617) 923-7747 ext. 514 or Email hthurston@neri .org 

Sincerely , 

~~L<'.,-!~, 
Hal Thurston 
Media Development Center 
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We ff dist. wpd 

~AME: ______ _ 
ID: __ _ 

Please indicate below how confident you arc that you can successfully carry out each of the 
activiti~ listed below. 

I BELIEVE THAT I CAN WALK/JOG: 

1. ONE QUARTER MILE ( 1 LAP OF A TRACK) IN 4 MINUTES 

0 10 20 30 . 40 so 60 70 80 90 100 

NOT AT ALL MODERATELY HIGHLY 
CONFIDENT CONFIDENT CONFIDENT 

2. ONE HALF ~ (2 LAPS) IN 8 MINUTES 

0 10 20 30 40 so 60 70 80 90 100 

NOT AT ALL MODERATELY HIGHLY 
CONFIDENT CONFIDENT CONFIDENT 
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/ 

weffdur. wpd 

Please indicate below how confident you are that you can successfully carry out each of the 
activities listed below. 

I BELIEVE THAT I CAN W ~K/JOG: 

l. For S minutes at a moderately r.ut pace without stopping 

0 10 20 30 40 so 60 70 80 90 100 

NOT AT ALL MODERATELY · HIGHLY 
CONFIDENT CONFIDENT CONFIDENT 

2. For 10 minutes at a moderately f.ut pace without stopping 

0 10 20 30 40 so 60 70 80 90 100 

NOT AT ALL MODERATELY HIGHLY 
CONFIDENT CONFIDENT CONFIDENT 
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LEISLRE TI\1£ .-\CT1'1TY 

Over rhe ~ast ' jays. :iow often did you participa,e in sitting activiries such as 
reading. wacchinf TV or doing handcrafts? 

ro .. '.,c·v~:{ 

' GO TO Q.#2 

. l.J SELDOM 

·. 1-: DAYS) 
i 

T 

(2 .) S0METI\1ES 

(3-4 D.~.YS'; 

la. \Vhat were ~hese activjries? 

L: .] OFTE:--; 

'. :-7 DAYS·, 

1 b. On average. how many hours per day did you e~gage :n thes ! 

Sitting acri,ities 0 (1 // 
:1.j LESS THAN 1 HOt:R ~~BlJTLESSTHA .. ~: HOCR; 

).) :-4 HOURS ~~4.J ~ORETHA'- 4 HOl:RS 

~ .. 

~ -

0 ,er :he past ? days. ~~ you take a walk outside your home or yard ior 
ar y reason: For exam~$n or exercise. walking to work. walking the do·! . ~r.c 

(0. 0EVER 

T 
GOT) Q .#3 

: 1. J SELD0:-.1 

, 1-2 DA.YS: 
I 
I 

' 

(2 .1 S0~12"ThfE.S 

( 3-4 DAYS) 
I 
T 

~3.} OFTE~ 
(5- :'DAYS ·; 

T 

2a. On average, how many hours per day did you spend walking> 

[l.] LESS~ 1 HOUR [~] l BT...JT LESS THAN 2 HOL~; 

[J.] 2 . .; HOu"RS [4.) MORE T:-IA,'\J .i HOCRS 
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1 
r 
i 

I 

THI. UNMJtS.iYOf 

ARIZONA. 1621 E '-l.1hc! 5'~~1 
P\J l!oo• l•, L37 
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Tuc,on. .J..1. 8~ 7 H -~ I 37 
DlO i 02(H)7 ZI 

I l February 2000 

Marion Adams, R.N., 8 .S.N. 
cJo Sandra Cromwell, Ph.D. 
College of Nursing 
PO BOX 2l0203 

RE: SELF-EFFICACY A~D PHYSICAL ACTIVITY BEHAVIOR rN AFRICAN 
AMERlCAi"'lS WITH HYPERTE~SION 

Dear Ms. Adams: 

We received documents concerning your aoove cited project. Regulations published by the U.S. 
Department of Health and Human Services (45 CFR Part 46 .10 I (b) (2)) exempt this type ofresearch 
from review by our Committee. NOTE: The subject's disclaimer alone is sufficient for obtaining 
informed consent for this anonymous survey project (the signed subject's consent form would be the 
only documented link to participant's names; its use is not recommended for this type of research). 

Thank you for informing us of your work. If you have any questions concerning the above. please 
:ontact this office. 

Sincerely. 

(4, 1 {jlitWH I /Jt!)_ 
1Jav1d G. Jotulson. M.D. 
:::ha.irman 
duman Subjects Committee 

)GJ/js 
:c: Departmental/College Review Committee 
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January 15, 2000 

Reverend Grady Scott 
Grace Temple Baptist Church 
1019 E. 31st Street 
Tucson,AZ. 85713 

Dear Reverend Scott: 

85 

I am currently working on my masters thesis through the College of Nursing at the 
University of Arizona. The title of my thesis is "Self-Efficacy and Physical Activity 
Behavior in African Americans with Hypertension". I am requesting your permission to 
use this church as a site for data collection for the purpose of this study. All information 
shall be strictly confidential and information will only be released by the principal 
investigator to only those parties necessary to conduct this study. 

There will be no monetary reimbursement to the church or any participants involved in 
this study. 

Please reply at your earliest convenience, 

Sincerely, 

Marion Adams, R.N. 
Graduate Student 



February 2, 2000 

Dear Ms. Adams: 

I give my permission to use this church as a site for data collection for the purpose of 
your study. 
I understand that there is no monetary reimbursement to the church, or any of the 
participants. 
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I am aware that all the information obtained at this site will be held in the strictest 
confidence by yourself and any other parties you deem appropriate to conduct this study. 

I look forward to seeing you at our church. 

Sincerely, 

Reverend Grady Scott 
Grace Temple Baptist Church 
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UNIVERSITY OF ARIZONA HEAL TH SCIENCE CENTER 
SUBJECT'S DISCLAIMER FORM 

SELF-EFFICACY AND PHYSICAL ACTIVITY BEHAVIOR IN 
AFRICAN AMERICANS WITH HYPERTENSION 

You are being asked to voluntarily participate in a study exploring the relationship 
between physical activity self efficacy and the health promoting behaviors of physical 
activity involving the lifestyle modifications of exercise behaviors among African 
Americans with hypertension. 
By responding to questions in an interview and filling out questionnaires, you will be 
giving your consent to participate in the study. 
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The interview will take place in a location convenient for you and will last approximately 
ninety minutes. With your permission, you will be directly observed. Your identity will 
not be revealed and your confidentiality will be maintained in all reports of this project. 
The transcripts will be locked in a cabinet in a secure place. 

You may choose not to answer some or all of the questions. Any questions you have will 
be answered and you may withdraw from the study at any time with no consequences 
whatsoever. There are no known risks involved in your participation. 

The overall aim of this study is to help nurses plan interventions that will encourage one's 
personal capabilities (self-efficacy) in undertaking physical activity as part of their 
treatment to manage hypertension. 

I can obtain further information from Sandra Cromwell, R.N. Ph. D at 626-6156. Ifl 
have questions concerning my rights as a research subject, I may call the Human Subjects 
Committee office at 626-6721. 

Thank you. 

Investigator Date 

Telephone Number 
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