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Background: Hypertension is a significant

public health problem for Black American

women. Increasing physical activity is an

effective way to manage hypertension. How-

ever, Black women are among the least

physically active racial/ethnic/gender group.

In this paper we identify the positive resources

and areas of need among insufficiently active

Black hypertensive women who presented to

a study to increase their level of physical

activity.

Methods: Women completed questionnaires

to assess self-efficacy to overcome barriers to

physical activity, confidence to use self-moti-

vation to engage in behaviors supportive of

a physically active lifestyle, friend and family

social support for physical activity, and behav-

ioral and cognitive strategies associated with

physical activity.

Results: Sixty-one insufficiently active Black

hypertensive women participated in the study.

The mean age of the sample was 50.4864.2

years. The mean body mass index was 35.976

6.88 kg/m2. Resting blood pressure was

133.28/78.21616.41/8.96 mm Hg. According

to the Transtheoretical Model stages of change,

88.52% of the sample was in contemplation.

Women reported a moderate level of confi-

dence to overcome barriers, a moderate level

of confidence to use self-motivation, and

reported that barriers rarely interfered with

their ability to be physically active. However,

women had little friend or family support for

physical activity and only rarely used behav-

ioral strategies to encourage their activity.

Conclusion: To further support this popula-

tion, physical activity interventions should

focus on developing social support networks

and teaching a variety of behavioral strategies

important to the adoption of an active lifestyle.

(Ethn Dis. 2007;17:604–610)
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INTRODUCTION

A physically active lifestyle plays an
important role in the management of
hypertension. Regular activity can pre-
vent or delay its development, improve
the efficacy of antihypertensive drugs,
and reduce blood pressure.1 Increasing
the proportion of physically active
hypertensive adults is a national health
objective and a leading indicator of
progress toward a healthier America.2

This goal is especially salient for
American Black women. Compared to
women of other racial/ethnic groups,
both the prevalence of high blood
pressure and the risk for hypertension-
related morbidity and mortality are
greater among Black women.3 More-
over, Black women are not sufficiently
active to gain health benefits associated
with an active lifestyle4–7 and are among
the least active racial/ethnic/gender
group.6–9

For Black women who are successful
at engaging in regular physical activity,
maintaining this level of activity is
difficult. In one study, only 18% of
Black women maintained their active
lifestyle for more than six months.10

Although engaging Black women in
a physically active lifestyle is a public
health priority, few theoretically based
physical activity interventions have been

tailored to hypertensive Black women.

Developing effective interventions re-

quires a population-specific understand-

ing of the constructs important for
physical activity. Social cognitive theory

(SCT), a theory that posits that behav-

ior is the result of the interaction among

personal, behavioral, and environmental

factors,11 and the Transtheoretical

Model (TTM), a model that suggests

that individuals are at different motiva-

tional stages of readiness to change

behavior,12,13 provide direction for in-

tervention development. Individually

adapted health behavior change inter-

ventions based on these theories and
tailored to reflect the participant’s stage

of motivational readiness, preferences,

and interests are strongly recommended

to promote physical activity.14

The present study had one specific

goal: to identify the positive resources

and areas of need among insufficiently

active Black hypertensive women who

volunteered to participate in a random-
ized trial designed to increase physical

activity. Using the framework of SCT

and TTM, we describe the psychosocial

and behavioral baseline characteristics of
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Compared to women of other

racial/ethnic groups, both the

prevalence of high blood

pressure and the risk for

hypertension-related

morbidity and mortality are

greater among Black women.3
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this population before study randomi-

zation.

METHODS

Eligible participants were hyperten-

sive Black women aged 40–65 years.

Women were recruited through two

methods: advertisement in the univer-

sity’s newspaper and invitations mailed

to Black, female university employees

within the target age range. Mailing lists

were obtained from the human re-

sources department. All advertisements

specifically targeted women with hyper-

tension. During a telephone screening

we administered the Physical Activity

Stages of Change Questionnaire15 to

assess stage of readiness to be physically

active. The questionnaire assessed a wo-

man’s level of moderate-intensity phys-

ical activity. Women were included if

they were not regularly physically active

(ie, did not have a total of at least

30 minutes of physical activity at least

five days per week).16

Before study enrollment, women

obtained medical clearance from their

personal physicians. For safety reasons,

women with preexisting medical con-

cerns (eg, systolic blood pressure

$180 mm Hg; history of myocardial

infarction, angina, or other evidence of

ischemic heart disease; history of ische-

mic changes during exercise test; ar-

rhythmias not controlled) were exclud-

ed. These criteria were reflected on the

medical clearance form provided to

physicians. This study was approved

by the university’s institutional review

board.

Self-efficacy to be physically active

despite barriers (eg, when tired) was

measured with a five-item Likert scale (1

5 not at all confident to 5 5 extremely

confident).17 Responses across items

were summed, and a mean score was

obtained. The scale has good internal

consistency, 0.76.17

The 12-item Self-efficacy for Exer-

cise Behaviors Scale,18 revised from the

original version,19 was used to assess

confidence in self-motivation to engage

in physical activity. The questionnaire

instructions, ‘‘Whether you exercise or

not, please rate how confident you are

that you could really motivate yourself

to do things like these consistently, for

at least six months,’’ was applied to

a range of behaviors (eg, exercise when

social obligations are very time consum-

ing). For each item, participants used

a five-point Likert scale to indicate their

level of confidence (1 5 I know I

cannot to 5 5 I know I can). The scale

yields two factors: ‘‘sticking to it’’ and

‘‘making time for exercise.’’ Mean

scores for each of the scales were

generated. The various versions of the

scale have been used in studies with

Black women,20–23 with an internal

consistency score of .95.20 The original

scale had adequate test-retest reliability

(.68).19

Social support for exercise was

assessed by the 13-item Social Support

for Exercise Behavior scale 24 used

previously in studies of middle-aged

women.25 In this study we omitted the

three-item optional scale. Using a five-

point Likert scale, participants reported

the frequency that family and friends

supported their physical activity, in the

previous three months, with 1 5 none

to 5 5 very often. This scale yields two

social support scores: friend participa-

tion and family participation. Scores on

each scale range from 10–50; higher

scores reflect a greater degree of support.

The scale has good reliability (alpha 5

.86).24 This scale21 and a slightly mod-

ified version of this questionnaire were

used previously with Black and other

minority women.26

Barriers to physical activity were

measured with a 26-item scale.27 As

previous studies indicated that hair

concerns could be a barrier to exercise

participation for Black women,28–30 we

added this item to the scale. Respon-

dents used a five-point Likert scale to

rate items from 0 5 never to 4 5 very

often to indicate the degree to which

items interfered with being physically

active. In a previous study,27 18 of the

26 items were submitted to a factor

analysis to yield four factors: 1) aver-

siveness of activity (eg, exercise is

boring) 2) inconvenience (eg, no con-

venient place); 3) worries (eg, I am too

overweight); and 4) competing demands

(eg, family demands, lack of money). In

this study, we used an overall summed

score across all 26 barriers and mean

scores for each factor.27

As previously described, stage of

change to exercise was measured with

the Physical Activity Stages of Change

Questionnaire.17 Individuals were cate-

gorized into one of five stages: precon-

templation, contemplation, preparation,

action, or maintenance. Those in action

and maintenance were regularly physi-

cally active. The scale has good test-

retest reliability (.78) 17

Behavioral and cognitive strategies

used to support a physically active

lifestyle were assessed with the 40-item

Processes of Change Questionnaire

(PCQ).15 For each questionnaire item,

participants rated the extent to which

they use various strategies. Scores for

each strategy range from 0–4, where 0 5

never to 4 5 repeatedly. The scale yields

scores for five behavioral processes (eg,

seeking help from others to support

physical activity) and five cognitive

processes (eg, increasing knowledge

about the benefits of physical activity).

These scores were calculated by finding

the average of four questionnaire items

that correspond to each strategy. The

scale has good reliability (alphas 5 .62–

.89).15

Statistical analyses were performed

using SAS version 9.0. Simple frequen-

cies and means were used to summarize

psychosocial and behavioral character-

istics of the sample.

RESULTS

Sixty-one women participated in the

study. The mean age of the sample was
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50.48 6 4.2 years. Women varied on

level of education; ,2% had less than

a high school diploma; 8.9% were high

school graduates; and the remainder had

some college, were community/techni-

cal school college graduates, or had

a bachelor’s degree or greater. Fifty-five

percent were unmarried, and 98% were

employed full time. The mean body

mass index indicated that participants

were obese (35.97 6 6.88 kg/m2).

Resting blood pressure indicated that

their blood pressure was controlled

(133.28/78.21 6 16.41/8.96 mm Hg).

Regarding TTM staging, at baseline

92% of participants were in the pre-

contemplation, contemplation, or prep-

aration stages (88.52% of the sample

was in the contemplation stage).

Participants were moderately confi-

dent in their abilities to overcome barriers

to physical activity and to motivate

themselves to engage in behaviors that

would support being physically active

(Table 1). With regard to social support,

women had little social support for being

physically active. Barriers seldom pre-

vented women from participating in

physical activity (mean 31.84 6 13.11),

and of the various barrier types, in-

convenience type barriers were most

likely to interfere with physical activity.

Women used strategies to differing

extents; self-reevaluation (mean 2.79 6

.94) was the most frequently used cogni-

tive strategy, and self liberation (mean

2.38 6 .91) was the most frequently used

behavioral strategy (Table 2).

DISCUSSION

Using the SCT and TTM frame-

works, this study examined the positive

resources and potential areas of needs

for insufficiently active, hypertensive

Black women. Results suggest that

interventions tailored for this popula-

tion can build upon the moderately

high levels of self-efficacy that these

women present with, while encouraging

the development of social support net-

works and greater use of behavioral

strategies to encourage physical activity.

SCT maintains that behavior is the

result of a reciprocal interaction among

personal, environmental, and behavioral

factors.11 In this study we examined the

SCT variables of social support, self-

efficacy, and barriers. Across diverse

populations, social support plays an

important role in physical activi-

ty.23,31,32 However, only a few studies

explore the role of social support for

physical activity among Black women.

Previous research indicated that Black

women were discouraged from exercis-

ing by both friends and family.10,33,34

In the present study, participants re-

ceived little social support for physical

activity.

Table 1. Psychosocial and Behavioral Characteristics of Study Sample

Construct Mean 6 SD Example Questions

Self efficacy (n 5 61) 2.72 6 .98 Exercise when:‘‘I feel I don’t have time’’; ‘‘I am
in a bad mood ’’

Self efficacy for exercise (n5 61)

Sticking to it 4.01 6 .77 ‘‘Stick to good exercise program when under-
going a stressful life change ’’

Making time for it 4.05 6 .80 ‘‘Get up early even on weekends, to exercise’’

Social Support

Friend (n 5 54) 17.39 6 9.28 ‘‘Gave me encouragement to stick with my
exercise program’’

Family (n 5 55) 18.66 6 9.60

Barriers (n 5 61)

Adversiveness of activity 1.26 6 .75 ‘‘Exercise is boring’’
Inconvenience 1.88 6 .79 ‘‘No convenient place’’
Worries .97 6 .59 ‘‘I am too overweight’’
Competing Demands 1.07 6 .89 ‘‘Lack of money’’

Table 2. Descriptive Statistics of Transtheoretical Processes of Change

Process Mean 6 SD

Cognitive Processes
Consciousness raising 2.27 6 1.15
Dramatic relief 1.91 6 1.18
Self-reevaluation 2.79 6 .94
Environmental revaluation 2.36 6 .97
Social liberation 1.92 6 .95

Behavioral Processes
Helping relationships 1.38 6 1.13
Reinforcement management 1.69 6 .96
Counter conditioning 1.73 6 .97
Stimulus control 0.95 6 .93
Self-liberation 2.38 6 .91

Results suggest that

interventions tailored for this

population can build upon the

moderately high levels of self-

efficacy that these women

present with, while

encouraging the development

of social support networks and

greater use of behavioral

strategies to encourage physical

activity.
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Developing supportive social rela-

tionships will likely be an important

component of physical activity inter-

ventions for this population. Moreover,

recent research provides further direc-

tion on the aspects of social support that

might be most important. For example,

while some studies suggest that family

and friend support is important for

encouraging physical activity,26 in a re-

cent study35 the frequency of friend but

not family support was associated with

leisure-time physical activity among

Black women. A second consideration

for intervention development is to

ensure that we foster the type of social

support that would be of most benefit.

In a previous study, emotional support

(eg, the extent to which people could be

counted on to encourage women to be

physically active) was significantly asso-

ciated with physical activity among

Black women. In contrast, neither in-

strumental support (eg, being able to

count on individuals to exercise with) or

informational support was related to

physical activity.32

Self-efficacy is an important corre-

late of physical activity across popula-

tions.36–38 Similar to prior studies,20

hypertensive Black women in this study

were moderately confident in their

ability to overcome barriers to exercise

and in their ability to engage in behaviors

conducive to an active lifestyle. Using

a general measure of self-efficacy, most

Black women representing both rural

and urban areas were ‘‘very confident’’

they could exercise more.39–41 Taken

together, results suggest that interven-

tions build upon the strength of self-

efficacy that Black women possess.

In contrast to reports that Black

women have a broad range of barriers to

physical activity,10,28–30,33,34,42,43 hy-

pertensive Black women in the present

study reported that obstacles rarely

interfered with being physically active.

While the current results differ from

these primarily qualitative studies, re-

sults from our assessment of barriers are

consistent with quantitative studies

conducted with African American par-

ticipants.44–46 In one such study, 82%

of participants with at least one barrier

reported having no more than two

obstacles to physical activity.45 In

another quantitative study that assessed

35 perceived barriers to physical activ-

ity, participants reported that barriers

were encountered infrequently.46 Un-

derstanding the influence of perceived

barriers on physical activity (eg, recon-

ciling the observation that ‘lack of time’

is a commonly cited reason for low

physical activity with research indicating

that 21.1% and 21.9% of American

adults report watching television or

videos or using a computer, outside of

work, three hours per day and $ four

hours per day, respectively47) is a key

challenge for researchers. While both

qualitative48 and quantitative studies

can inform this discussion, recent

quantitative studies challenge us to

consider factors beyond barriers that

may have a greater effect on physical

activity behavior.

The relative inactivity of Black

women might be better understood by

examining the transtheoretical processes

of change. Conceivably, if Black women

are not optimizing effective change

strategies to support a physically active

lifestyle, intervention programs that

emphasize skill-building are likely to

have the greatest effect. Similar to

patterns among relatively sedentary

Latina women49 and insufficiently ac-

tive White women,50 of the cognitive

processes of change, insufficiently active

hypertensive Black women most fre-

quently reflected on their personal

values and its relationship to their

behavior. They were least likely to react

emotionally in response to warnings

about the health hazards associated with

inactivity or to notice how society

supported physical activity, such as

babysitting services at organized exercise

locations or businesses offering time off

to allow employees to exercise.

Regarding behavioral processes,

Black hypertensive women were most

likely to commit to being physically

active as a strategy to encourage exercise,

a finding consistent in White women.50

However, among a primarily Latina

sample, rewarding oneself was the

behavioral strategy most endorsed.49

Similar to the work on relatively

sedentary White and Latina wom-

en,49,50 Black women in our study

rarely used reminders or cues around

the environment or relied on helping

relationships to support their physical

activity endeavors. Overall, our study

participants employed cognitive strate-

gies to a greater extent than their use of

behavioral strategies. Interventions for

promoting physical activity in this

population should make behavioral skill

training a priority.

One limitation of our study was our

modest sample size. Nonetheless, our

assessment of a range of theoretically

based constructs provides important

information on the characteristics of

this population. A second limitation is

that our university-based volunteer sam-

ple may not be representative of

hypertensive Black women in general.

A replication of this study with a com-

munity-based population would be the

next step. A third limitation is that five

participants indicated they were in the

more ‘‘active’’ stages of physical activity

at the baseline survey. These women

were included in data analysis because

they had met criteria during initial

telephone screening. A lapse between

the screening questionnaire and initia-

tion of the baseline assessment (for

example, due to scheduling difficulties)

provided an opportunity for some

women to increase their level of activity.

A fourth limitation is that some mea-

sures (eg, the Processes of Change

Questionnaire) appear to have limited

use in Black populations; future studies

should continue to evaluate its use in

diverse groups.

This study also makes important

contributions. First, it examines con-

structs from both SCT and TTM, two

theories with strong evidence for phys-
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ical activity promotion, among a popu-

lation for which there is little informa-

tion with regard to these theoretical

constructs. As noted by other research-

ers,23 the effectiveness of physical activ-

ity interventions designed specifically

for African-American women is not

known. Our study can provide some

direction to the development of effective

interventions. Study results challenge

researchers to develop effective ways to

build social support for physical activity

for hypertensive Black women and

maintain their initial levels of confi-

dence to engage in behaviors that will

support a physically active lifestyle.

Perhaps most interesting in our study

was the apparent lack of barriers that

would impede a woman’s ability to be

physically active. It will be important to

consider alternative models that could

explain the lower levels of activity in this

population. Exploring how hyperten-

sion may impact physical activity may

offer some insight. For example, the

belief among some African Americans

that medication is the only way to

control high blood pressure51 or the

belief that effective ways to treat

hypertension include vitamins and

herbs52 may influence the degree to

which women choose to be active.

Additionally, Black women who per-

ceived their health to be good or

excellent also reported higher levels of

self-efficacy,53 suggesting that health

status variables can affect self-efficacy,

which in turn influences physical activ-

ity behavior.

A second strength lies in our focus on

women. Gender differences exist in

physical activity.32,38 Importance should

be placed on carefully examining factors

influencing the relationship between

physical activity and gender. A third

strength relates to our focus on a specific

developmental period, namely, the mid-

life period for women. Many health

concerns that can be prevented or

ameliorated by physical activity occur in

mid-life.54–56 In addition, research sug-

gests that barriers to physical activity vary

by age group.45 Because adulthood has
several developmental periods, under-

standing factors related to physical activ-

ity at different points in the lifespan will

continue to be an important aspect of

physical activity research.

Our study findings also have im-

plications on recruitment. Similar to

previous work57 passive recruitment
strategies (ie, flyers and newspapers)

were effective in engaging women in

our program. Investigators offering

similar programs through the worksite

may also find such low-cost recruitment

methods to be sufficient to attract

women who are ready to become

physically active.

In summary, insufficiently active

Black hypertensive women present with

many positive resources that may facil-

itate the adoption of a regular program

of physical activity. These include

a moderate level of confidence to over-

come barriers, a moderate level of

confidence to motivate themselves to

engage in behaviors that support a phys-

ically active lifestyle, and they report

that barriers rarely interfere with their
ability to be physically active. To further

support this population, interventions

should focus on developing social

support networks and teaching a variety

of behavioral strategies important to the

adoption of an active lifestyle.

ACKNOWLEDGMENTS

We would like to thank Diane Williams at
the University of Alabama at Birmingham
for her assistance in preparing the docu-
ment. This study was funded by NICHD
(K12HD01402).

REFERENCES

1. Chobanian AV, Bakris GL, Black HR, et al.

The Seventh Report of the Joint National

Committee on Prevention, Detection, Evalu-

ation, and Treatment of High Blood Pressure:

the JNC 7 report. JAMA. 2003;289(19):

2560–2572.

2. Centers for Disease Prevention and Control.

Healthy People 2010: Volume 1 (2nd edition).

Understanding and Improving Health. Atlanta,

GA: CDC, 2000. Available at http://www.

healthypeople.gov/document/html/objectives/

12-11.htm. Last accessed: 7/31/07.

3. Hertz RP, Unger AN, Cornell JA, Saunders E.

Racial disparities in hypertension prevalence,

awareness, and management. Arch Intern Med.

2005 Oct 10;165(18):2098–104.

4. Ransdell LB, Wells CL. Physical activity in

urban White, African-American, and Mexi-

can-American women. Med Sci Sports Exerc.

1998;30(11):1608–1615.

5. Crespo CJ, Smith E, Anderson RE, Carter-

Pokras O, Ainsworth BE. Race/ethnicity,

social class and their relation to physical

inactivity during leisure time: Results from

the Third National Health and Nutrition

Examination Survey, 1988–1994. Am J Prev

Med. 2000;18(1):46–53.

6. Adams-Campbell LL, Rosenberg L, Washburn

RA, Rao RS, Kim KS, Palmer J. Descriptive

epidemiology of physical activity in African-

American women. Prev Med. 2000;30(1):43–50.

7. Jones DA, Ainsworth BE, Croft JB, Macera

CA, Lloyd EE, Yusuf HR. Moderate leisure-

time physical activity: who is meeting the

public health recommendations? A national

cross-sectional study. Arch Fam Med. 1998;

7(3):285–289.

8. King AC, Castro C, Wilcox S, Eyler AA, Sallis

JF, Brownson RC. Personal and environmen-

tal factors associated with physical inactivity

among different racial-ethnic groups of U.S.

middle-aged and older-aged women. Health

Psychol. 2000;19(4):354–364.

9. Centers for Disease Control and Prevention.

Trends in leisure-time physical inactivity by

age, sex, and race/ethnicity—United States,

1994–2004. MMWR. 2005;54(39):991–994.

10. Felton GM, Boyd MD, Bartoces MG, Tava-

koli AS. Physical activity in young African

American women. Health Care Women Int.

2002;23(8):905–918.

11. Bandura A. Self-efficacy: The Exercise of

Control. New York: W.H. Freeman; 1997.

12. DiClemente CC, Prochaska JO, Fairhurst SK,

Velicer WF, Velasquez MM, Rossi JJ. The

process of smoking cessation: An analysis of

precontemplation, contemplation, and prepa-

ration stages of change. J Consult Clin Psychol.

1991;59:295–304.

13. Prochaska J, DiClemente CC. The Transtheor-

ectical Approach: Crossing the Traditional

Boundaries of Therapy. Homewood: Dow

Jones/Irwin; 1984.

14. Centers for Disease Control and Prevention.

Physical Activity. Guide to Community Pre-

ventive Services. Available at: http://www.

thecommunityguide.org/pa/pa.pdf. Last ac-

cessed 07-31-07.

15. Marcus BH, Rossi JS, Selby VC, Niaura RS.

The stages and processes of exercise adoption

and maintenance in a worksite sample. Health

Psychol. 1992;11(6):386–395.

PHYSICAL ACTIVITY AND BLACK WOMEN - Martin et al

608 Ethnicity & Disease, Volume 17, Autumn 2007



16. Pate RR, Pratt M, Blair SN, et al. Physical

activity and public health. A recommendation

from the Centers for Disease Control and

Prevention and the American College of Sports

Medicine. JAMA. 1995;273(5):402–407.

17. Marcus BH, Selby VC, Niaura RS, Rossi JS.

Self-efficacy and the stages of exercise behavior

change. Res Q Exerc Sport. 1992;63(1):60–66.

18. Sallis JF. October 1996 Memo to Users of Self-

Efficacy Surveys for Diet and Exercise Beha-

viors. Available at: http://www.drjamessallis.

sdsu.edu/self-efficacy-coverandexercise.pdf.

Last accessed: 07-31-07.

19. Sallis JF, Pinski R, Robin M, Patterson T,

Nader PR. The development of self-efficacy

scales for health-related diet and exercise

behaviors. Health Educ Res. 1988;3(3):283–

292.

20. Wilcox S, Bopp M, Oberrecht L, Kammer-

mann SK, McElmurray CT. Psychosocial and

perceived environmental correlates of physical

activity in rural and older African American

and White women. J Gerontol B Psychol Sci Soc

Sci. 2003;58(6):P329–337.

21. Dornelas EA, Stepnowski RR, Fischer EH,

Thompson PD. Urban ethnic minority wo-

men’s attendance at health clinic vs. church

based exercise programs. J Cross Cult Gerontol.

2006;22(1):129–136.

22. Friedman G, Cutter G, Donahue R, Hughes

G, Hulley S, Sidney S. CARDIA: a study

recruitment and some characteristics of the

examined subjects. Annu Clin Res. 1988;20:

32–38.

23. Young DR, Stewart KJ. A church-based

physical activity intervention for African

American women. Fam Community Health.

2006;29(2):103–117.

24. Sallis JF, Grossman RM, Pinski RB, Patterson

TL, Nader PR. The development of scales to

measure social support for diet and exercise

behaviors. Prev Med. 1987;16(6):825–836.

25. Teixeira PJ, Going SB, Houtkooper LB, et al.

Weight loss readiness in middle-aged women:

psychosocial predictors of success for behav-

ioral weight reduction. J Behav Med. 2002;

25(6):499–523.

26. Eyler AA, Brownson RC, Donatelle RJ, King

AC, Brown D, Sallis JF. Physical activity social

support and middle- and older-aged minority

women: results from a US survey. Soc Sci Med.

1999;49(6):781–789.

27. Calfas KJ, Sallis JF, Lovato C, Campbell J.

Physical activity and its determinants before

and after college graduation. Med Exerc Nutr

Health. 1994;3:323–334.

28. Resnicow K, Jackson A, Braithwaite R, et al.

Healthy body/healthy spirit: a church-based

nutrition and physical activity intervention.

Health Educ Res. 2002;17(5):562–573.

29. Henderson KA, Ainsworth BE. Sociocultural

perspectives on physical activity in the lives of

older African American and Indian women:

a cross cultural activity participation study.

Women & Health. 2000;31(1):1–20.

30. Carter-Nolan PL, Admas-Campbell LL, Wil-

liams J. Recruitment strategies for Black

women at risk for non insulin-dependent

diabetes mellitus into exercise protocols:

a qualitative assessment. J Natl Med Assoc.

1996;88:558–562.

31. Anderson ES, Wojcik JR, Winett RA, Wil-

liams DM. Social-cognitive determinants of

physical activity: the influence of social

support, self-efficacy, outcome expectations,

and self-regulation among participants in

a church-based health promotion study.

Health Psychol. 2006;25(4):510–520.

32. Thrasher JF, Campbell MK, Oates V. Behav-

ior-specific social support for healthy behaviors

among African American church members:

applying optimal matching theory. Health

Educ Behav. 2004;31(2):193–205.

33. Eyler AE, Wilcox S, Matson-Koffman D, et al.

Correlates of physical activity among women

from diverse racial/ethnic groups: a review.

J Women’s Health Gen-Based Med. 2002;11(3):

239–253.

34. Walcott-McQuigg JA, Prohaska TR. Factors

influencing participation of African American

elders in exercise behavior. Pub Health Nurs.

2001;18(3):194–203.

35. Sharma M, Sargent L, Stacy R. Predictors of

leisure-time physical activity among African

American women. Am J Health Behav.

2005;29(4):352–359.

36. Wilbur J, Vassalo A, Chandler P, McDevitt J,

Miller AM. Midlife women’s adherence to

home-based walking during maintenance.

Nurs Res. Jan-Feb 2005;54(1):33–40.

37. Oman RF, King AC. Predicting the adoption

and maintenance of exercise participation

using self-efficacy and previous exercise partic-

ipation rates. Am J Health Promot. 1998;12(3):

154–161.

38. Bopp M, Wilcox S, Laken M, et al. Factors

associated with physical activity among Afri-

can-American men and women. Am J Prev

Med. 2006;30(4):340–346.

39. Sanderson BK, Foushee HR, Bittner V, et al.

Personal, social, and physical environmental

correlates of physical activity in rural African-

American women in Alabama. Am J Prev Med.

2003;25(3 Suppl 1):30–37.

40. Ainsworth BE, Wilcox S, Thompson WW,

Richter DL, Henderson KA. Personal, social,

and physical environmental correlates of

physical activity in African-American women

in South Carolina. Am J Prev Med. Oct

2003;25(3 Suppl 1):23–29.

41. Wilbur J, Chandler PJ, Dancy B, Lee H.

Correlates of physical activity in urban Mid-

western African-American women. Am J Prev

Med. 2003;25(3 Suppl 1):45–52.

42. Young DR, He X, Harris J, Mabry I.

Environmental, policy, and cultural factors

related to physical activity in well-educated

urban African American women. Women

Health. 2002;36(2):29–41.

43. Eyler AA, Vest JR, Sanderson B, Wilbur J, et

al. Environmental, policy, and cultural factors

related to physical activity in a diverse sample

of women: The Women’s Cardiovascular

Health Network Project—summary and dis-

cussion. Women & Health. 2002;36(2):

123–134.

44. Young D, Voorhees CC. Personal, social, and

environmental correlates of physical activity in

urban African-American women. Am J Prev

Med. 2003;25(3 Suppl 1):38–44.

45. Wanko NS, Brazier CW, Young-Rogers D,

et al. Exercise preferences and barriers in

urban African Americans with type 2

diabetes. Diabetes Educ. 2004;30(3):502–

513.

46. Dutton GR, Johnson J, Whitehead D,

Bodenlos JS, Brantley PJ. Barriers to physical

activity among predominantly low-income

African-American patients with type 2 di-

abetes. Diabetes Care. 2005 May;28(5):1209–

1210.

47. Ford ES, Kohl HW, Mokdad AH, Ajani UA.

Sedentary behavior, physical activity, and the

metabolic syndrome among US adults. Obes

Res. 2005;13(3):608–614.

48. Bopp M, Lattimore D, Wilcox S, et al.

Understanding physical activity participation

in members of an African American church:

a qualitative study. Health Educ Res. Nov 30

2006. Available at her.oxfordjournals.org. Last

accessed 9/6/07.

49. Collins R, Lee RE, Albright CL, King AC.

Ready to be physically active? The effects of

a course preparing low-income multiethnic

women to be more physically active. Health

Educ Behav. 2004;31(1):47–64.

50. Dinger MK, Heesch KC, McClary KR.

Feasibility of a minimal contact intervention

to promote walking among insufficiently

active women. Am J Health Promot. 2005;

20(1):2–6.

51. Okonofua EC, Cutler NE, Lackland DT,

Egan BM. Ethnic differences in older Amer-

icans: awareness, knowledge, and beliefs about

hypertension. Am J Hypertens. 2005;18(7):

972–979.

52. Wilson RP, Freeman A, Kazda MJ, et al. Lay

beliefs about high blood pressure in a low- to

middle-income urban African-American com-

munity: an opportunity for improving hyper-

tension control. Am J Med. 2002;112(1):

26–30.

53. Fallon EA, Wilcox S, Ainsworth BE. Corre-

lates of self-efficacy for physical activity in

African American women. Women Health.

2005;41(3):47–62.

PHYSICAL ACTIVITY AND BLACK WOMEN - Martin et al

Ethnicity & Disease, Volume 17, Autumn 2007 609



54. Manson JE, Colditz GA, Stampfer MJ, et al. A

prospective study of obesity and risk of

coronary heart disease in women (comment).

New Eng J Med. 1990;322(13):882–889.

55. Folsom AR, Kaye SA, Sellers TA, et al. Body

fat distribution and 5-year risk of death in

older women (erratum in JAMA. 1993;

269(10):1254) JAMA. 1993;269(4):483–

487.

56. Field AE, Coakley EH, Must A, et al. Impact

of overweight on the risk of developing

common chronic diseases during a 10-year

period. Arch Intern Med. 2001;161:1581–

1586.

57. Staffileno BA, Coke LA. Recruiting and

retaining young, sedentary, hypertension-

prone African American women in a physical

activity intervention study. J Cardiovasc Nurs.

2006;21(3):208–216.

AUTHOR CONTRIBUTIONS

Design concept of study: Martin

Acquisition of data: Martin, Kim
Data analysis and interpretation: Martin,

Prayor-Patterson, Kratt, Kim, Person
Manuscript draft: Martin, Prayor-Patterson,

Kratt, Person
Statistical expertise: Prayor-Patterson, Kratt,

Kim, Person
Acquisition of funding: Martin
Administrative, technical, or material assis-

tance: Martin, Prayor-Patterson, Kratt
Supervision: Martin

PHYSICAL ACTIVITY AND BLACK WOMEN - Martin et al

610 Ethnicity & Disease, Volume 17, Autumn 2007


