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Abstract
Physical activity has long been regarded as a layponent to a healthy lifestyle;
however, the U.S. has disturbingly high rates ales¢ary behavior and related chronic
illnesses (National Center for Chronic Disease &ngwn and Health Promotion, 2003).
While many studies have attempted to address reattestyle, few have reached out to
high risk groups, such as African Americans and iomome individuals. A recent
review of the physical activity literature amongridan Americans called for more
research with this population and encouraged fudtudies to focus on enduring exercise
behavior (at least 6 months post intervention) asel theory-based interventions (Banks-
Wallace & Conn, 2002).
The transtheoretical model (TTM) is the predomindn@oretical model utilized in the
physical activity promotion literature. TTM-baseidies have shown promising results
in promoting physical activity among Caucasiansecéntly, a stage-matched mail-
delivered intervention was implemented among a gredantly African American low
income sample (Whitehead, Bodenlos, Jones, Cowdedrantley, 2007). Results
indicated that the intervention produced modestemees in self-reported physical
activity at one month, but effects were diminishigdsix months. Thus, the current study
saught to maintain these gains by supplementingdiedelivered intervention with two
telephone-delivered motivational interviews andefimnonthly newsletters, while also
addressing methodological problems common to #search area.
Overall, results from the current study indicatbdttparticipants increased in stage of
change and self-reported PA from baseline to sintirgy however, there were no

significant group differences in changes in PAf sdficacy, or decisional balance.
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These findings suggest that the physical activitgrivention needs and preferences of
low income African Americans require further exaatiaon. While 90% of this sample
reported preferring to receive physical activityormation in the mail, as opposed to
telephone or Internet, the current intervention Waseloped and tested among mostly
Caucasians and may not be appropriate for use amoiogn Americans due to cultural
differences regarding physical activity. Future emgshers should consider using
qualitative methods to develop culturally sensitpleysical activity print materials for

low income African Americans.

Vi
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Introduction
Health Benefits of Physical Activity

Physical activity is defined as “bodily movemenbguced by the contraction of
skeletal muscle that increases energy expenditoogeathe basal level” and has long
been regarded as an important component of a kebfiestyle (U.S. Department of
Health and Human Services, 1996). In fact, indigidiparticipating in moderate to high
levels of physical activity have a lower overall madity rate than those who are
sedentary. Several prospective studies have repoin sedentary participants have
approximately twice the risk of dying during follewp intervals ranging from several
months to years than the most active participaBtattery & Jacobs, 1988; Slattery,
Jacobs, & Nichaman, 1989; Leon & Connett, 1991 n&e Hense, Doring, & Kell,
1993; Sandvik et al., 1993; Chang-Claude & FrerBaime, 1993; Kaplan, Seeman,
Cohen, Knudsen, & Guralnik, 1987; Arraiz, Wigle, Mao, 1992; Paffenberger et al.,
1993).

Past research has also shown that regular phyaicality can reduce the
likelihood of dying from heart disease (Blair et, @l995). It can decrease the risk for
developing many diseases, including diabetes meltigpe 2 (Helmrich, Ragland, Leung,
& Paffenbarger, 1991), colon cancer (Gerhardsstein&k, Hagman, Rieger, & Norell,
1990; Slattery, Schumacher, Smith, West, & Abd-Bigh 1988), and hypertension
(Paffenberger, Wing, Hyde, & Jung, 1983; Kaye, buols Sprafka, Prineas, & Wallace,
1991). Physical activity is also helpful in rellegy symptoms of arthritis and maintaining
healthy bones, muscles, and joints (Ettinger & Adabl994; Fisher, Pendergast,

Gresham, & Calkins, 1991).
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Physical activity is important in both weight lcasd maintenance (DiPietro,
1995; Ching et al., 1996). In fact, several revaticles (Oscai, 1973; Stefanick, 1993;
Thompson, Jarvie, Lahey, & Cureton, 1982; Wilmd@83) and meta-analyses (Ballor
& Keesey, 1991; Epstein & Wing, 1980) conclude {iatexercise promotes fat loss
while increasing lean mass, (2) the rate of welgés is positively associated with the
frequency and duration of physical activity, an)lif@reased physical activity and
dieting in combination are more effective in cotling weight in the long term than
dieting alone.

Physical activity has shown psychological benefits addition to physical
improvements. Not only does physical activity reglusymptoms of anxiety and
depression (Ross & Hayes, 1988; Stephens, 198&nitesult in fewer hospitalizations,
doctor visits, and medications by controlling améventing chronic diseases (National
Center for Chronic Disease Prevention and HealtmBtion, 2002).

Physical Activity Recommendations

Physical activity does not have to be strenuousr@-consuming in order to reap
health benefits. Moderate amounts of physical dgtsan prevent and control chronic
disease. While more protection from chronic disesseachieved by increasing the
frequency, intensity, and duration of the exercisgent efforts to promote physical
activity have shifted the emphasis from high intisnsndurance exercise towards regular
short bouts of moderate-intensity physical actjviduch as brisk walking. In fact, the
Centers for Disease Control and Prevention and Aheerican College of Sports
Medicine (1995) recommendations call for “thirtynuies or more of moderate-intensity

physical activity on most, preferably all, daystiodé week” in order to receive substantial
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health benefits. The rationale is that smallereases in physical activity are easier to
achieve and sustain for many years than more drelstinges for sedentary individuals,
who are at the greatest risk for related chrongeases. The recommendations also
provide encouragement for individuals who are ayephysically active to continue to
strive for further health benefits by increasing thtensity, duration, and frequency of
their exercise.
The Measurement of Physical Activity

There is no “gold standard” for the measuremerghyfical activity. Techniques
for measuring activity levels can be divided inteotcategories: self-report and direct
monitoring. While there are advantages and disadgas to both types of measurement,
self report is the most common method of assegsmgical activity due to low cost,
ease of administration, and general acceptabibtyparticipants (Montoye & Taylor,
1984). Data obtained from these self-report insemit® can be converted into estimates
of energy expenditure (i.e. kilocalories; metaboéquivalents) and then used to
categorize the participants by their physical digtivevel. Examples of self-report
physical activity measures include diaries, logstraspective quantitative histories,
global self-reports, and recall surveys. Surveygslass likely to influence behavior and
require less effort by the participants and, thomre popular than diaries or logs
(Baranowski, 1985). The Weekly Leisure Time Exerc@uestionnaire will be utilized in
the current study and was selected based on isfisant correlations with objective
measures of physical activity, well-establishedaislity and validity, brevity, and prior

use among African American samples (Cardinal & SatB96; Whitehead et al., 2007).
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Direct measurement of physical activity is typigabhccomplished through
behavioral observation, mechanical or electroniviads (i.e., heart rate monitors,
pedometers, accelerometers), or physiologic meammts (i.e., direct calorimetry,
doubly labeled water). Advantages to direct measarg include eliminating the
problems of poor memory and bias; however, disatdpes, such as high cost and
burden on participants and staff, often limit teadibility of direct measurement. At first,
such techniques were used only in small-scale essyudhut direct measurement has been
utilized in larger scale studies with increasingginency in the past decade (Lakka,
Nyyssonen, & Salonen, 1994).

Prevalence of Physical Activity in the U.S.

Despite the numerous health benefits to be deffnead low levels of moderate-
intensity physical activity, the U.S. populatiordisturbingly inactive. In 2001, only
45.2% of adults engaged in activities consistem whysical activity recommendations
(i.e., moderate exercise30 min per day; 5 days per week or vigorous exercis20
min per dayy> 3 days per week) (Macera et al., 2003). It isljikbat such inactivity
plays a role in the high rates of chronic diseasmd in the U.S. Approximately 13.5
million people have coronary heart disease, 8 omlpeople have diabetes mellitus type
2, 50 million have high blood pressure, and oventilon people, or a third of the
population, are overweight (U.S. Department of lleahd Human Services, 1996). Not
only are there health consequences related togalysactivity, but there also are also
financial costs. For instance, the estimated dmeadical costs associated with physical

inactivity were approximately $76 billion in 20084tional Center for Chronic Disease
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Prevention and Health Promotion, 2003hus, finding ways to promote physical
activity is of great medical and financial importann the U.S.

African American and low-income populations arénateased risk for physical
inactivity and related chronic diseases. Adultdwiricomes below the poverty level are
three times as likely to be sedentary as adultis wiéomes four times above the poverty
level or more (Barnes & Schoenborn, 2003). Thed¥ati Health Interview Survey
(NHIS, 1999) and Behavioral Risk Factor Surveile®ystem (BRFSS, 20065ported
slightly higher rates of heart disease, diabetessity, and hypertension among
individuals classified as poor or below the CerBugeau’s poverty threshold. Several
possible reasons for such a discrepancy may indedeeased access to facilities,
exercise equipment, and neighborhoods in whichshafe to exercise outdoors.

Higher rates of sedentary lifestyle and chroniteiises are also found among
African Americans. In fact, African Americans wed@ % more likely than Caucasians to
report no leisure time physical activity in 200M€eTrates of death from heart disease and
the prevalence of diabetes, hypertension, and tybesre also higher among African
Americans than Caucasians (National Center for @briDisease Prevention and Health
Promotion, 2002; National Center for Health Statsst2002, 1999). Kumanyika (2001,
2002) suggests that many cultural differences, ssgbositive cultural value for large
body size and increased family duties, could acttrrdecreased physical activity
among African Americans.

Exercise Promotion Among African Americans
Despite their increased risk for physical inacyivetnd related chronic ilinesses,

there has unfortunately been little physical atgivesearch conducted among African
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Americans. Baranowski et al. (1990) is an exampkenounsuccessful center-based effort
to promote physical activity among 94 African Anoam families. The intervention
consisted of individual counseling, small group &tion, aerobic activity, incentives,
and telephone prompts, while the control groupiveckassessment only. No differences
in energy expenditure were found between the tveuggs and rates of participation (20
%) were low. The authors concluded that centerdbgsegrams have limited utility in
promoting physical activity among healthy, low ino® African Americans families with
young children.

Several other studies have attempted to increagaqath activity levels in African
American communities in different parts of the Ur'ie Bootheel Heart Health project
was a five year intervention, which involved forgisix coalitions in rural Missouri.

Each coalition received $5,000 from the state heddipartment to use for newspaper
articles, sermons, exercise classes, walking chis,walking trails, and community
physical activity events. While results indicatldttthere was no difference in physical
activity levels in the Bootheel and the rest of 8&iari at follow-up, coalition
communities experienced a 3 % decrease in phyis@etivity and the physical inactivity
rates of communities without coalitions increase?1% (Brownson et al., 1996).

The Wellness Within REACH (WWR) project focusedreducing
cardiovascular disease by increasing activity ashong African Americans living in
Portland, Oregon (McKeever, Faddis, Koroloff & He2004). Participants were referred
by interventionists of another study (“Lookin Tightvin’ Right”) after receiving
information on cardiovascular disease risk factorstart them on the path through the

stages of change” and indicating readiness “torbagtive in taking charge of their
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health”. WWR provided the participants with no-cphisical activity opportunities
through exercise classes led by certified Africanefican instructors at community
venues. 58 percent of a small sample (N=75) repaniereases in physical activity, as
compared to activity levels six months prior tanjag the program.

Physical Activity for Risk Reduction (PARR), a ctihsency-based physical
activity promotion program, produced a limited pivei impact on physical activity
among public housing residents in Birmingham, AtabaThe first phase of the
intervention involved collecting survey data on thsidents’ exercise patterns,
knowledge of PA, beliefs, barriers, determinamsjad support, and self-efficacy. This
data along with health education and social cogmitiheories were utilized to design and
conduct the intervention programs. In the basieri@ntion groups, community leaders
provided physical activity programs and informatibpamphlets on exercise. The
enhanced intervention included all aspects of Hgdintervention plus behavioral
techniques, such as overcoming barriers by offechilgl care, setting goals through
exercise program attendance competitions, andasgrg social support by encouraging
community and church leaders to stress the beradfjilysical activity. Three
communities participated in the enhanced intereentiTwo control communities
received no intervention until after the conclusadrthe project, at which time they
received similar exercise programs and funding.r@lyg¢he intervention communities
did not report significant increases in physicdiéty at the one year follow-up (Lewis et
al., 1993). However, the authors suggest that seslits could be due to variability
among the intervention communities. The organizadraunities with regular, well-

attended meetings and involved leaders and resideported significant increases in
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exercise at follow-up, unlike unorganized commusitivith poor attendance at meetings
and less involved residents.

Several church-based interventions have achievaaiipng results in physical
activity promotion among African Americans. For exae, in the Fitness Through the
Churches project, Hatch, Cunningham, Woods, anpgeSr{(iL986) recruited participants
from local African American churches, held pastionarkshops, conducted a pilot study,
and then trained church members to lead exera@sses held at the church. While
exploratory in nature, the results indicate thatspdal activity programs offered at
church were acceptable and appealing to Africanrdaae clergy and congregations.

Other church-based interventions, such as the PAAM®/program, Project Joy,
and Kennedy et al. (2005), have attempted to deersadentary behavior among African
Americans in addition to improving dietary habits Pathways, 39 obese African
American women were assigned to a waitlist corgrolp or participated in a weekly
weight loss group (McNabb, Quinn, Kerver, Cook &#Kson, 1997). The 14 group
sessions lasted an hour and a half and entaileduearning activities (setting behavior
change goals, group problem solving to help idgrmtifd overcome obstacles, self
monitoring). Development of this program was guitdgdocus groups on cultural
factors mediating obesity, such as poverty, limiéedess to health services, and different
social norms and perceptions of obesity. The expsital group = 36.7 minutesSD
= 42.5) reported greater increases in weekly msateexercise than the control group
(M = 21.3 minutesSD = 22.5) at the completion of the prograo0.05).

Project Joy examined the efficacy of three cultyratlapted intervention

strategies for cardiovascular health promotion agnanban African Americans women
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over 40 years of age (Yanek, Becker, Moy, Gittetls@ Koffman, 2001). The standard
behavioral intervention strategies included weadgsions on nutrition and physical
activity at the churches with weigh-ins and groigzdssion. Another intervention
strategy offered the same sessions as the stabedhadioral intervention with additional
spiritual components, such as group prayer, retes@ipture included in health
messages, aerobics to gospel music, health messatpeschurch bulletin and in the
sermon, church-sponsored walk-a-thons, and woddmge recitals. The self help
intervention strategy involved feedback about lesdtreening results, self-monitoring
materials, and information on the behavioral gé@ighe standard and spiritual groups.
Although not significant, differences in energy erditure between the active
intervention groups and self help group approadigaificance at one year follow-up (
< 0.0654).

Kennedy and colleagues (2005) implemented a 6 nuildhweight loss program
which emphasized increasing physical activity amédgifrican American church
members. Peer-educators delivered the intervemtigroup or individual settings after
receiving two days of training in the study protlpeootivational interviewing, and
behavioral modification technigues. ApproximateB/% of all participants reported an
increase in leisure time and sport activity; howesgeach findings should be considered
cautiously due to small sample size, unvalidategioll activity measures, and the
absence of a control group.

Weight loss studies have also shown potential fompting physical activity
among African Americans when delivered outsidedingrches. For instance, participants

in the Black American Lifestyle Intervention (BAL$fudy attended hour-long group
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sessions on goal setting, problem solving, andplalging along with handouts on
nutrition, exercise, and behavior modification. Gue were led by African American
health professionals and materials were develofwad $urvey results from African
American females on the attitudes, beliefs, andgreed obstacles towards dieting,
exercise, and behavior modification. While the skensjze was small and the design did
not include a control group, the 61 participant®wlid complete the study reported
significant increases in time spent exercising ftmaseline to follow-up (Kanders, 1994).

A controlled weight loss trial was conducted amanigan African American
nutrition aides (Reames & Burnett, 1991). The weation consisted of six Healthy
Weight Workshops, which focused on life-style cles@qn exercise, diet, and eating
behaviors. While this study also suffered from akbisample size, exercise adjusted
mean scores of the treatment group were significéndher < 0.001) than the control
group at six month follow-up. In addition, the ntidn aides reported forming walking
groups in their neighborhoods, walking to work, aadking to make client visits after
attending the workshops.

Another weight loss program was implemented amaehgwrweight African-
Americans adults withon-insulin-dependent diabetes mellitus. Partidiparere
randomly assigned to usual care group, which iredual class on glycemic control and
two mailings of nutrition information, or the cuttlly appropriate weight loss program
led by African American interventionists (Agurs-Gud, Kumanyika, Ten Have, &
Adams-Campbell, 1997). The first 3 months of thégheloss program consisted of
weekly group sessions based on social action thaamgiples, such as relapse

prevention, goal setting, controlling triggers &i,eand self monitoring, along with

10
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nutrition education and exercise sessions. Inaghewing three months, the intervention
participants attended one individual diet coungetiassion and 12 biweekly group
sessions, which focused on support and probleningplintervention participants were
encouraged to engage in moderate physical actvilgast three days a week; however,
some participants reported having difficulty fingia safe place to exercise outside of the
intervention exercise sessions. There was an isergamean activity score of the
intervention group at 3 months, but changes in ighyactivity decreased and were no
longer statistically significant by 6 months.

A review of the intervention research literaturamining strategies to increase
activity among African American women (Banks-Wadla Conn, 2002) concluded that
African Americans can and do increase their physicavity in response to
interventions. While the changes in activity areoinsistent and modest, the authors call
for further physical activity research among thisisk group and point out several
methodological issues plaguing this literatureludag small sample size, lack of
random assignment, using instruments without doateadereliability and validity,
significant attrition, single-group design, treatmategrity problems, and infrequent use
of theoretical frameworks for designing intervenso
Transtheoretical Model

The transtheoretical model is currently one ofrtizest popular theoretical models
of physical activity promotion. The transtheoreticedel, or TTM, (Prochaska &
DiClemente, 1983; Prochaska, DiClemente, & Norcr@892; Prochaska & Velicer,
1997) has shown success in promoting numeroushhealitaviors, including smoking

cessation, adhering to a low-fat diet, condom oséifV protection, weight control,

11
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stress management, use of sunscreen to preventasiier, medical compliance,
mammography screening, and exercise. The TTM &sasa recognizing individual
differences in motivational readiness to adopt hewalth behaviors and explains
behavior change in terms of four main construdtges of change, processes of change,
decisional balance, and self-efficacy.

The TTM suggests that behavior change involvesnessing though five stages
of motivational readiness (e.g., stages of chatmaylopt a health behavior known as
precontemplation, contemplation, preparation, actémd maintenance. In the
precontemplation stage, individuals have no intentf adopting the health behavior in
the future. Individuals in this stage are often ptately unaware of or lack a proper
appreciation of the benefits of the health behaviadividuals in contemplation are
aware of the benefits of adopting the health bedraamd are considering adopting it, but
have not committed to change. The preparation stagdves awareness and intent to
take action in the next month. Individuals in tstiage have often made unsuccessful
attempts to adopt the health behavior in the paat.yrhe action stage is when behavior
change actually occurs. Maintenance consists ddrathto the health behavior for at
least six months and attempting to avoid relapdailéNnost research has identified five
stages of change for physical activity behaviord@el (1999) posited an additional
“transformed” stage of change. In this stage, pigdints indicate five or more years of
continuous physical activity involvement and 1008ffcdence in their ability to remain
physically active for life. Results suggest thattipgoants classified into this stage
differed significantly from participants in the mé&nance stage on both self-reported

exercise and attitudes toward role modeling. Th®Buggests that interventions be

12
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matched to the individual's current stage of chazge that most people go through the
cycle of stages several times before successfalieging behavior change.

The processes of change are the techniques theidinals utilize to progress
through the stages of change (Velicer, Prochaskeg,ANorman, & Redding, 1998). The
ten processes can be divided into two groups: twgrand behavioral processes of
change. The cognitive processes include conscisagagsing, dramatic relief,
environmental reevaluation, self reevaluation, smcial liberation. Consciousness
raising involves gaining new information and undi@nging about oneself and health
behaviors through observations, confrontations,raading. A physician counseling an
overweight patient on the benefits of walking woodhstitute an example of
consciousness raising. Dramatic relief is the se®f expressing feelings about the
health problem and discussing potential solutibnsugh such methods as role playing.
Environmental reevaluation involves considering hlbesbehavior affects the physical
and social environment. This concept could invawacerns about a parent with a
sedentary lifestyle serving as a negative role mfmdechildren. Self-reevaluation is the
assessment of an individual's self image in refatma particular health behavior
through techniques such as value clarificatiomm@gery. Social liberation is increasing
the opportunity for alternative, healthier behasior society. For example, recent
changes in communities, like more parks and walkiagks, have made it easier for
people to engage in physical activity.

The behavioral processes include counter conditgyrhelping relationships,
reinforcement management, self liberation, andudtisicontrol (Velicer, Prochaska,

Fava, Norman, & Redding, 1998). Counter conditignistypically achieved by

13
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substituting alternatives for the problem behavdocommon counter conditioning
technique is to take a walk rather than eat unhgalhacks when feeling stressed.
Another important aspect to effective behavior ¢feais helping relationships.
Maintaining a strong social support network ( ifamily, friends) can prevent
discouragement and increase the chance of sudesgorcement management refers to
rewarding oneself or receiving rewards from otHersmaking changes. Self-liberation
involves committing to adopting the health behawnd increasing confidence in one’s
ability to change. A well-known self-liberation teaque is the New Year's resolution to
start exercising regularly. Stimulus control invedvavoiding or countering triggers for
unhealthy behaviors and prompting healthy behaumolividuals often use stimulus
control to increase physical activity by placingithwalking shoes in a highly visible
spot the night before so they will be prompted &kwn the mornings (Velicer,
Prochaska, Fava, Norman, & Redding, 1998). Thudewire stages of change describe
when shifts in intent and behavior occur, the t@tesses describe how these changes
occur.

Previous studies on increasing physical activitiagated that participants used
different processes of change depending on theiecustage of change (Marcus et al.,
1992). Precontemplators are the least likely grtougse any of the processes of change.
While individuals in the stages of contemplationl @neparation are equally likely to use
cognitive processes, individuals in the preparasiage are more likely to use behavioral
processes. Individuals in the action stage arerikely to use both types of processes
than participants in the preparation stage. Indizid in the maintenance stage reported

using less cognitive processes than, but similanbers of behavioral processes as, those

14
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in the action stage. Such results indicate thatge®-oriented interventions targeted to
the participant’s stage of change can facilitategpess towards the action and
maintenance phases of exercise behavior.

Decisional balance is another important constiuthée TTM. It involves
weighing the pros and cons of behavior change.dtiaer reviews of physical activity
studies indicate that the pros of behavior changeease with advancing stage, reaching
a peak in the Action stage, while cons decreasesacthe stages of change. The
decisional balance construct is an important ptedmf stage progression, particularly
between precontemplation, contemplation, and pegjoar, but less so for action and
maintenance (Marshall & Biddle, 2001).

Self-efficacy is a concept borrowed from the soc@jnitive theory that describes
the individual's level of confidence in his/her lggito adopt health behaviors and cope
with high-risk situations without relapsing to ualt@y habits. Many studies based on the
TTM have revealed a consistent positive linearti@mtahip between exercise self-
efficacy and stage of change (Marshall & BiddleQ20 The TTM argues that the
constructs of processes of change, decisional balamd self-efficacy have a strong
influence on progression through the stages of\nehahange.

While the application of the TTM to physical actyvpromotion has not been
without criticism (Adams & White, 2003), there atdl many advantages to using the
TTM as a theoretical framework for physical actnititervention. For example, the TTM
appreciates individual differences in motivatioreddiness and encourages tailoring
behavior change messages to make them appropateefindividual's specific stage of

change. The increased level of personally relegantent can often inspire more

15

www.manaraa.com



adherence and retention in the participants, pdatily as TTM-based studies are less
likely to suggest a level of behavior change thetgarticipant is hesitant to adopt. In
fact, studies show that motivationally tailored picgl activity interventions are most
effective among less active participants (Marcuse@ et al., 1998). Thus, interventions
based on the TTM can have a considerable impacoommunity health by increasing the
physical activity levels of at risk groups and reittg chronic disease rates

Past Research Utilizing TTM-Based Physical Activitterventions

Early efforts to increase physical activity utigithe TTM were greeted with
much encouragement and enthusiasm (Dishman, 198i1CNnsensus Development
Panel on Physical Activity and Cardiovascular Heal996). A recent non-systematic,
critical review (Adams & White, 2003) found 26 aléis describing 16 TTM-based
physical activity intervention programs. Seven pangs involved counseling, four
utilized written materials, and the remaining fireluded combinations of counseling
and written materials. Eleven of the fifteen (738)dies which followed participants for
less than six months found stage-based interventimre effective than control
conditions. However, only two of seven studies \WwHamllowed participants for more
than six months indicated that stage-based intéorenwere more effective at increasing
physical activity than the control conditions.

Another recent study (Riemsma at al., 2002) sydiieaily reviewed the
effectiveness of stage-based interventions forra¢Wealth behaviors, including 7
randomized controlled trials in the area of phylsamdivity. While three of the seven
studies reported that stage-based interventiordupea a greater effect on physical

activity than control conditions, none of the sagdincluded reported effects that lasted
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more than 12 weeks. Thus, researchers have cautthdt such interventions are
‘effective in promoting physical activity in thet term [e.g. less than 6 months].
Evidence on longer term [e.g. longer than 6 monthBinited but currently
disappointing.” (Adams & White, 2003).

Face-To-Face Provider Counseling Interventions

Numerous studies have examined the efficacy of Toaged physical activity
interventions as disseminated through various deglichannels (provider-counseling,
internet, telephone, mail) and among different damfthe elderly, WIC mothers, cancer
patients). Provider counseling based on the TTMoe&h utilized in several exercise
promotion studies with mixed results, particulaMigen administered by physicians.
Project PACE (Provider-based Assessment and Cangdel Exercise) compared an
intervention group of 12 primary care physicianepwvere trained to provide stage-
targeted physical activity counseling, to a congr@up of 10 physicians, who were
trained in hepatitis B detection. At the four tr wieek follow-up, patients of physicians
in the intervention group were significantly moileely to report increases in physical
activity (52 % versus 12 %) and motivational readmto exercise than the patients of
physicians in the control group (Calfas et al.,@)99%urthermore, research has supported
the feasibility of implementing the PACE intervemtiin primary care settings in the
United States (Long et al., 1996)

The effectiveness of physician-based assessmdrtoamseling for exercise
(PACE) was also evaluated in a randomized conttatial among Dutch general
practice settings (Van Sluijs et al., 2005). Resinticated increased physical activity

and weight loss one year after baseline; howekerPACE intervention was not more

17

www.manaraa.com



effective than standard physician advice. Proceskiation revealed that most
intervention providers discussed the same topits ali patients and failed to tailor their
counseling to the individual stages of changes. dutbors suggested that these process
shortcomings may account for their failure to regie the initial PACE study. However,
other methodological issues in the initial PACEdstare of note and may also help
explain the lack of similar findings between Calésl. (1996) and Van Sluijs et al.
(2005).The first PACE study was designed as a non-randethgpntrolled trial, selected
intervention providers due to their interest inmpating physical activity, only included
patients in contemplation and preparation, provighedintervention during a routine care
visit, trained control providers in hepatitis B @etion rather than another physical
activity intervention, and only assessed short teffectiveness, as opposed to the 1 year
follow-up in the Van Sluijs et al. (2005) study.

A PACE study conducted by different researchergi(slet al., 2000)
corroborated the findings of Van Sluijs et al. (3D(Results indicated an overall increase
in physical activity levels among participants iatraonths follow-up without a specific
intervention effect. The authors hypothesized thase negative results may be due to
high baseline physical activity levels, providdiattwere already very prevention-
oriented, seasonal influence, increased physitwitgacounseling by the control
providers, and lack of sufficient reinforcementlad intervention over the follow-up
period. This study called for future studies torakee long-term, repeated counseling
interventions, particularly focusing on inner-caétgd minority populations whose

physical activity, education, and income levelslaveer.
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Marcus and colleagues (1997) examined TTM-basediplay exercise
counseling. The design of this study differed fribvat of the first PACE study by
including older participants with lower levels obtivational readiness for physical
activity, recommending moderate physical activitsoughout the day rather than
continuous vigorous exercise, and distributing nemmprehensive motivation-matched
self instructional print materials. In addition]léav-up visits were conducted in the
office with physicians rather than by phone witlaltie educators. The intervention
program consisted of physician training on physadivity counseling, 5 minutes of
patient counseling, behavior change materials basdtle TTM, office support system,
and follow-up. Control participants completed thedy before the physicians received
training on physical activity counseling. Both gpsueported increases in their physical
activity at the six week follow-up, but greaterngases were reported among patients
who received more physician counseling on exertisthis study, a physician delivered
intervention based on TTM produced short term iases in the physical activity level
among sedentary older adults.

Physical activity counseling based on the TTM Has been administered by
health professionals other than physicians. Imdamized pilot test among low-income
mothers enrolled in the Women, Infants, and Chidi&1C) program, “Moms on the
Move”, physical activity counseling was supplemelibg an interactive brochure and
four telephone follow-ups over 8 weeks (FahrenwAtdyood, Walker, Johnson, & Berg,
2004). Results indicated that participants repomede stage progression and physical
activity behavior two weeks after completing theeimention than the control

participants who received counseling on self-breaamination.
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Kirk, Maclintyre, Mutrie, & Fischer (2003) evaluatdtt effect of a TTM-based
physical activity counseling intervention amongiéctive participants with type 2
diabetes. The intervention group received a 30-teiedercise consultation provided by
a trained research assistant and 2 follow-up supelephone calls, while the control
group received a standard exercise leaflet andhelge calls on unrelated topics to
control for additional contact. Data collected fren@admill tests, accelerometers, and
self-report measures indicated improvement in naditvmal readiness for physical
activity, cardiorespiratory fitness, and physicetivaty levels among intervention group
participants, while no significant changes wererded in the control group at six
months follow-up.

Several studies examining physical activity coungethow promising results;
however, research suggests that few providersveteining in physical activity
counseling, routinely offer it to patients, viewas a central part of their services, or
receive reimbursement for physical activity coumgg(Frank & Kunovich-Frieze, 1995;
Walsh, Swangard, Davis, & McPhee, 1999; Wee, Md@yaiavis, & Phillips, 1999;
National Center for Health Statistics, 2000). Noly does face-to-face physical activity
counseling require larger investments of time difwrtefrom health care providers than
perhaps feasibldyut these interventions can also be expensive pteiment. For
example, in the ACT trial, the incremental cosnhalof the assistance group as compared
with the advice group was $500 a participant aedtlremental cost of the counseling
group was $1100 a participant (Simons-Morton et28l01).As large staffs and budgets
are often not available, the time-consuming, casaiyire of provider counseling

interventions may decrease its generalizability.
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Home-Based Interventions

Alternatives to interventions requiring face-todamntact with health
professionals include interventions delivered byi,nhaternet, or telephone. Such home-
based interventions are growing in popularity aray iine particularly attractive to
participants with transportation and time demaids often preclude clinic visits (Gillis,
Stewart, McLellan, & King, 1998; King & Brassingtoh997).

Several studies utilizing TTM-based physical atyiunterventions delivered by
telephone have yielded promising results. For exanifinto and colleagues (2002)
investigated the use of a fully-automated TTM-baglegsical activity counseling system
(telephone-linked communication) among 298 sedgratdults (45% African American)
from a multi-site medical practice. Among study @deters, a larger proportion of the
intervention group met recommendations for modeirdaensity physical activity at three
months than the control group, who received anraated intervention promoting
healthy eating. However, the effects of the intatie were not maintained at six
months, which may have been due to a decrease mutlmber of participants who
continued to use the automated physical activityneeling system.

In a study conducted among sedentary women whatlgammpleted treatment
for early stage breast cancer (Pinto, FriersonjrRdlbunzo, & Marcus, 2005), the
intervention involved 12 weeks of telephone-dekdephysical activity counseling along
with weekly exercise tip sheets. Results indicabead the intervention participants were
more likely to report increased motivational readis to adopt physical activity and meet
CDC/ACSM recommendations for moderate physicavagtpost-treatment than the

control participants. Another noteworthy findingsthat the intervention group
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improved significantly on a field test of fitnedses treatment, completing a 1-mile walk
test in less time than the control group.

Past studies have also successfully used mailethselctional materials based
on the TTM to promote physical activity. One of #@liest studies in this area was a
six-week community intervention (“Imagine Actiorépnsisting of written materials
based on TTM and Social Cognitive Theory (SCT), kiyeuin walks, and activity nights
(Marcus et al., 1992). While there was no contaridition, findings indicated that the
intervention was associated with increased motvati readiness for physical activity
among the community volunteers.

Next, these mail-delivered interventions based ®NMTBnd SCT were compared to
standardized physical activity materigisa randomized controlled trial (*Jump Start to
Health”). Significantly more participants in the interventigroup reported stage
progression at three mont{&7 % versus 27 %}hus providing additional support for the
theory-backed self-help materigMarcus, Emmons, et al., 1998).

Then, Marcus, Bock, and colleagues (1998) utilaedmbination of the mail-
delivered self help materials andmputer generated, individually tailored feedback
reports on motivational readiness, self-effica@gigional balance, cognitive/behavioral
processes, and progress among a sample of commohityteers The control group
received standardizdaboklets on physical activitydoth conditions reportesignificant
short term increases in physical activity, contohte increase their physical activity up
to six months after the intervention, and then maamed these gains for a year (Bock et
al., 2001). The intervention’s long term impactphysical activity is impressive and may

have been due to multiple mailings or the tailargdrvention strategy.
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Recently, investigators compared the relative affjic of this home-based
intervention as delivered through two different mhals (print versus telephone; Marcus,
Napolitano, King, et al., 2007). Results suggeshad oth print(129.4 minutesp < .05)
and telephon€¢123.3 minutesp < .05)groups reported significantly greater increases in
weekly minutes of moderate intensity physical astivelative to the contact controls at
six months 77.7 minutes At 12 months after the start of the interventithe print group
continued to increase their physical activity, vdax participants receiving the
intervention via telephone reported decreased iactat levels similar to the control
group.

In another trial testing different delivery chamsyeMarcus and colleagues (2007)
randomly assigned 249 sedentary adults to recditerel) the previously discussed
TTM and SCT based print intervention (Tailored Brir2) the same information
delivered via a website (Tailored Internet); ors8) physical activity websites currently
available to the public (Standard Internet). Aténths, the Tailored Print participants
reported a median of 112.5 weekly minutes of platsactivity, whereas the Tailored
Internet and Standard Internet arms reported 1d®@minutes, respectivelp € 0.15).

At 12 months, the median weekly minutes of physacivity were 90, 90, and 80 for the
Tailored Internet, Tailored Print, and Standarceinet arms, respectively & 0.74).

Results indicated no significant differences betweenditions; however, all three groups
significantly increased from baseline to 6 montimsl &rom baseline to 12 months.
Findings from the two previously discussed studigggest that TTM-based interventions
delivered via print materials are equally or peghapen more efficacious in promoting

physical activity than other home-based approathes telephone, Internet).
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While Marcus and colleagues have tested the pased interventions among
mostly middle class, Caucasian samples of commuwnitynteers, recent studies have
attempted to validate these findings in varying glas For example, Marshall et al.
(2003) evaluated the efficacy of a similar intem@m within a randomly selected
community sample. This study is important because/olunteer participants are more
likely to be in the earlier exercise stages of ¢gfeathan volunteers and, thus, in greater
need of intervention. The intervention consisteg@fsonally addressed letters and stage
targeted “Active Living” booklets. After 2 monthgarticipants in the intervention group
were significantly more likely than the control gmto report meeting the ACSM/CDC
recommendations for sufficient physical activitgtdrvention participants who reported
receiving and reading the intervention materialsenggnificantly more likely to be
meeting the sufficient physical activity criteriand 1.54 times more likely to have
progressed in exercise stage of change by six mpashcompared with the control
group. Marshall et al. demonstrated that mailedestargeted print materials were not
only effective in promoting physical activity amosglf-selected Caucasian American
participants, but also within a randomly-selectechmunity sample of Australian adults.
The authors called for replication of this trialdther populations as such interventions
have the potential to reach socially disadvantagedps without access to newer forms
of communication.

Whitehead and colleagues (2007) utilized a mailsthge-targeted physical
activity intervention with predominantly African Aenican low-income adults attending
primary care outpatient clinics and presenting vaitdth rates of chronic illnesses, such as

obesity (59%), diabetes (30%), hypertension (66263, hyperlipidemia (41%). Analyses
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indicated that the intervention produced a modegbtact on self-reported physical
activity and movement through the stages of chaaigdé month as compared to an
attention control, however these gains had attexuby 6 months. These findings are
particularly interesting as effects from similaterventions were maintained at six
months post intervention in two Caucasian sampesqus et al., 1998; Marshall et al.,
2003). Mail-delivered stage-matched interventishew great potential as a tool for
reaching patients in need of health promotion beedbey can be disseminated at little
cost or effort and have yielded promising resutt®ag varying populations. However,
the gains in physical activity tend to be modest ahort term, particularly among low
income African Americans. Thus, Whitehead et aD0@ called for further research
including additional contact after the mail-deligdrintervention to determine if effects
can be maintained. The authors expressed conceut abt sufficiently reinforcing the
intervention over the follow-up period. Additionabntacts provide opportunities for
brief theory-based interventions to encourage afioer to exercise and may even
improve retention.
Motivational Interviewing

Originally developed for treatment of addictionggbinterventions based on
motivational interviewing (MI) have also shown sess in encouraging change in
physical activity and other chronic disease behawoich as diet, cancer screening, and
medical adherence (Emmons & Rollnick, 2001; Resmjdoi lorio, Soet, Borrelli, Ernst,
& Hect, 2002). Miller and Rollnick (2002) definedl s “a client-centered yet directive
method for enhancing intrinsic motivation to chabge=xploring and resolving client

ambivalence”. This theoretical approach integrétegelationship building principles of
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humanistic therapy (Rogers, 1951) with more aatvgnitive-behavioral strategies
targeted to the client’s stage of change (Prochd3kKaemente, & Norcross, 1992).

There are four guiding principles of MI: expressergpathy, rolling with
resistance, developing discrepancy, and supposeifeefficacy. Expressing empathy is
an important component of most therapeutic appremeind often achieved through
reflective listening, in which the counselor attésim understand the client’s reluctance
to change without judging or criticizing. Ml emplzes an attitude of acceptance, so the
client’'s ambivalence towards behavior change isicemed normal.

The next principle further elaborates on how torapph the client’s reluctance to
change their behavior. Ml encourages therapistsotowith’ and explore this resistance,
rather than directly oppose it. As the clienthis primary source for finding solutions,
the counselor does not impose goals for changansigiad often turns questions and
problems back to the client. In addition, resistaiscviewed as a signal for the counselor
to shift approaches.

Developing discrepancy is a third principle of Mat emphasizes an intentionally
directive nature and thus represents a point cdidage from classic client-centered
therapy. Increasing the importance of change ttwarclient’s viewpoint is the key goal.
This is typically achieved by creating and amphtyidissonance between the client’s
present behavior and important personal goals laesa

Supporting self-efficacy, the fourth principle ol Ms borrowed from social
cognitive theory and TTM. This construct is dedflrees the client’s confidence in his/her

ability to overcome obstacles and successfullya@hbehavior change. Self-efficacy is
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often an important predictor of treatment outcoed can be enhanced by highlighting
the successful behavior change of others or teatidi own past successes.

Miller and Rollnick (2002) describe MI as occurrimgtwo phases with different
goals. The therapist attempts to build the cliemtttivation for change in the first phase
and then strengthens this commitment to changelawelops a plan to accomplish it in
the second phase. The first phase typically focasediciting change talk from the client
through four early methods called OARS: 1) askiqp®questions that pull for change
talk; 2) Affirming and reinforcing the client for change tall) Reflecting back,
sometimes selectively, change talk that the clastvoiced; and 4)uUsmarizing change
talk. Other methods, such as objective feedbackvahaks exploration through
importance ruler and decisional balance exerce@salso serve to increase perceived
discrepancy.

Once goals shift to strengthening commitment tbange plan, the second phase
of Ml begins. The first step is termed “recapitidat and consists of pulling together
what has been discussed so far, for the purpodeaiding what to do next. This
typically includes summarizing the client's ambemate and perception of the problem,
objective evidence to the importance of change,ialigations the client has offered of
wanting to change, and, finally, the therapist' nagsessment of the situation.
Recapitulation leads directly to key questionshsag “What changes, if any, are you
thinking about making?”, or simply “What happenst?& Through the client’s responses
to key questions and the provision of information advice from the therapist, a plan for

change emerges. The four stages of negotiatinguagehplan include 1) setting goals, 2)
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considering change options, 3) arriving at a pdand 4) eliciting commitment.
Committing to a change plan typically draws thexfal MI cycle to a close.
Physical Activity Interventions Based on Motivatahnterviewing

Three recently published reviews of Ml researchri(iuDeRoo, & Rivara, 2001;
Burke, Arkowitz, & Dunn, 2002; Burke, Arkowitz, & ®hchola, 2003) included studies
in the area of exercise promotion. While Dunn, DeRaond Rivara (2001) described the
evidence as consistently supporting the dissenoinati Ml for increasing exercise,
Burke et al. (2002) reported finding mixed suppdrrhe first meta-analytic examination
of the Ml literature (Burke, Arkowitz, & Menchol2003) reported that the efficacy of
physical activity interventions based on Ml washa medium range overatigaround
0.50) and appeared to be equivalent to other ataments and superior to no-
treatment or placebo controls.

One of the first studies in this area involved k#200bese women (41% African
American) with non-insulin-dependent diabetes melivho were randomly assigned to
16 week group behavioral weight control progranthersame program with three Ml
sessions (Smith et al., 1996). Results indicatatldtding the MI sessions to the program
enhanced adherence to treatment recommendatiofastjthe Ml group demonstrated a
tendency towards a greater number of days exercised

Two studies successfully utilized MI-based inteti@ms to increase physical
activity among patients with heart conditions. Beoand Inoue (2004) randomly
assigned 60 older heart failure patients to stahdare (information and
recommendations to increase activity), Ml, or biodatments. After five months, the Mi

and both treatments groups reported an increabeinlevel and type of activities, while
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the standard care group did not. All groups sigatftly improved their 6-minute walk
distance.

In a similar study, Cardiovascular Health Initigtiand Lifestyle Education
(CHILE) study, patients recovering from heart dsewere randomly assigned to receive
traditional cardiac rehabilitation alone or withd&enal Ml and skill-building sessions
(Scales, 1998). While the study was designed tams#several health behaviors,
intervention participants reported exercising a&rgg expenditures equivalent to 7.5
hours of brisk walking per week at completion of &2 week program, compared to 3.5
hours for the control group. Three months latez,ititervention group was still
significantly more active and continued to incretsar physical activity, unlike the
control group (Scales, Atterbom & Lueker, 1998;18saAtterbom, Lueker, & Gibson,
1999).

Another multicomponent Ml based intervention, theakthy Body Healthy Spirit
Trial, was delivered through African American chhugs and attempted to promote
physical activity, along with fruit and vegetablensumption (Resnicow et al., 2005).
Sixteen churches were randomly assigned to threéittons: standard education
materials, culturally targeted self help materialsg the same intervention plus four Mi-
based telephone calls over a year. At one yeaticipants who received the culturally
targeted self help materials showed significanngea in both health behaviors. For
fruits and vegetables, there was a clear addiffestefor the Ml intervention, whereas
MI did not appreciably enhance the impact of thieucally targeted physical activity
materials. Resnicow et al. (2005) hypothesizedghah findings could be due to

participants being less willing to modify physieatitivity, as most elected to discuss
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fruits and vegetables during the MI-based phonewdan the choice was provided. The
authors expressed concerns that results may haveiln@acted by socially desirable
responding. Participants most likely realized thatgoal of the intervention was to
improve diet and activity levels; thus, some mayehgiven inaccurate reports of their
diet and exercise habits in an attempt to portnayniselves in an overly positive light.
Another weakness of the study was that there waontol for the additional attention
received by the MI group. Thus, the additive effafcthe Ml telephone calls on fruit and
vegetable consumption may be due to the extratatteitom the clinic rather than the
Mi-based intervention.

Two other studies in this area focused specificatiypromoting physical activity
rather than numerous health-related behaviors pvitimising results. In Harland et al.
(1999), 523 sedentary, socioeconomically disadygutadults were randomized to four
intervention groups (40-minute MI session, MI sesglus incentives, 6 Ml sessions, 6
MI sessions plus incentives) or a control conditioat received packets with information
on the recommendations for and benefits of physicavity, 19 leaflets on facilities and
activities available locally, and brief advice. the 12-week follow-up, the intervention
groups reported significant improvement in physagtlvity relative to the control group
(38% improved vs. 16%). While no significant effe@s due to incentives or extra Ml
sessions within the intervention groups, resulggssted that the most effective
intervention was the most intensive (six Ml sessiplus incentives). Increases in
physical activity reported at 12 weeks by the mdation groups were not maintained at

one year, regardless of intensity of interventidime authors encourage future research
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in the development of cost-effective interventitimst promote long term adherence to
exercise.

MI-based physical activity counseling was utilizzationg older primary care
patients in the Physically Active for Life 2 (PAL&)udy (Pinto et al., 2001). The brief-
advice condition consisted of brief advice fromhggcian, while the extended advice
group received that component plus three facede-fdnysical activity counseling
sessions with a health educator, physical actpigscriptions tailored to individual
levels of motivational readiness, 12 counselingscahd 12 tip sheets sent by mail. The
authors specified that “all counseling was tailot@the patient’s stage of readiness to
increase PA levels” and “face to face visits andnghcalls followed scripts in keeping
with motivational interviewing techniques”. At smonths, 60% of the extended advice
group had progressed in level of motivational reads for physical activity from
baseline, as opposed to 30% of the brief advicemgrm addition, the extended advice
group reported significantly greater participatinrmoderate-intensity physical activity
than the brief advice group at 3 and 6 months.ikgglbased on self-report measures
were corroborated by accelerometry data. This spudyided evidence that MI-based
clinician advice and follow-up counseling can praenadoption of moderate intensity
exercise among older, primary care patients. Theoasi emphasized the more sustained,
patient-centered, multicomponent nature of therwatietion as important to achieving
improvement in physical activity and called foruteg research “with a broader

sociodemographic population drawn from multipleioeg of the country”.
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Summary and Rationale

High prevalence rates of physical inactivity anidted chronic disease exist in
the U.S. While numerous interventions have beeremented to address this epidemic,
few studies have included high risk groups, sucloasncome individuals and African
Americans. In a recent review of physical actigtydies conducted among African
American women, Banks-Wallace and Conn (2002) cmed that African Americans
show modest, inconsistent increases in physicaligcin response to intervention. The
authors called for more research among African Acaes and encouraged shifting the
focus towards achieving enduring physical acticitsange as two of three studies that
followed participants for at least 6 months aftex intervention reported no significant
changes in physical activity (Chen et al. 1998; lkagika & Charleston, 1992; Pleas,
1988). This review also detailed numerous methaglodl flaws plaguing this literature,
such as infrequent use of theoretical frameworksnadesigning interventions.

The TTM is the one of the main theoretical frameksgautilized in physical
activity promotion research, but most TTM-basedl&tsi have been conducted among
Caucasians. A previous study examined the effich@ymail-delivered stage-matched
intervention among predominantly low income Africamericans (Whitehead et al.,
2007). Modest gains in physical activity were prés one month, but this effect had
dissipated by six months. The authors speculatgdlitle intervention was not
sufficiently reinforced over the follow-up perioddcalled for future research including
additional contacts to see if the intervention &@fecould be maintained.

The current study implemented a home-based pHyasitiity intervention

among an African American low income sample. Thigtitomponent intervention
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consisted of mail-delivered, stage-matched writteterials, monthly newsletters, and
two motivational interviews by telephone. The Mirfat for the additional telephone
contacts was selected to reinforce the mailedvetgron over the follow-up period due
to its prior success in increasing physical actilevels among African Americans
(Resnicow et al., 2005). In addition, the researcheped to reduce attrition by utilizing
an appealing client centered approach.

Along with high attrition, the current study sougbtaddress many of the
methodological flaws common to this research dfeaexample, Banks-Wallace and
Conn (2002) highlighted a need for randomized, rmdled trials with at least six month
delay in outcome measurement to move knowledgetaidousical activity promotion
among African Americans forward. Other methodolagimprovements suggested by
Banks-Wallace and Conn (2002) that the currentysttimpted to address include
addressing treatment integrity issues, usmlidated physical activity measures, and a
largersample size (typically N<100). In addition, seVetadies have expressed concern
about results being confounded by socially destraé$ponding (Whitehead et al., 2007;
Marshall et al., 2003; Resnicow et al., 2005); thhe current study measured and
statistically controlled for social desirability.

Given the findings and limitations of previous ras#, the primary aim of the
current study was to determine whether a multi-comemt, home-based physical activity
intervention produced enduring change in physictVvigy levels and associated process
variables (i.e., self efficacy, decisional balaregjong low income African Americans.
The intervention group received a stage matchedednphysical activity intervention

along with five monthly newsletters and two telepd@ontacts using Ml to promote PA
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over the follow-up period. An attention controbgp condition also received a mailed
intervention, five monthly newsletters, and tweep#one calls; however, these contacts
promoted a low sodium diet. The following hypotlesere tested.

Primary Hypotheses

1. Participants receiving the home-based physicaviacintervention will report
significantly greater increases in physical acyifibm baseline to six months
than the control group.

2. The intervention participants will be more likety pprogress in exercise stage of
change from baseline to six months than the cogtalp.

Secondary Hypotheses

3. The home-based physical activity intervention witbduce significantly greater
increases in self-efficacy for physical activitgiin baseline to six months than the
control condition.

4. The home-based physical activity intervention witbduce significantly greater
increases in decisional balance scores, indicéi@gerception of fewer
disadvantages to physical activity than advantagfesix months than the control
condition.

5. Long-term gains (six months) in self-report phykaativity, self-efficacy, and
decisional balance produced by the home-basedrérigon will still be
statistically significant after controlling for viance accounted for by socially

desirable responding.
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Methods
Participants

Participants for the current study were recruitednfthe waiting rooms of the
outpatient clinics at Earl K. Long Medical CenteK({). EKL is a teaching hospital
affiliated with the Louisiana State University HdaEciences Center. This medical center
provides services to a predominantly low incomejc&ih American population.

Inclusion criteria for the current study includeeiny an EKL patient, African American,
at least 18 years old, able to walk unassistedhamthg access to a telephone.
Participants were excluded from participation ia gtudy if they were not able to provide
an address where they would be residing for sixth®ar if their reading ability was
below a §' grade level as determined by the Passage Commiehesubtest of the
Woodcock Johnson Tests of Achievement (WoodcoclGiw, & Mather, 2001).
Measures

Weekly Leisure-Time Exercise Questionnaire (WLTEQ)

This measure was used to assess frequency, inteasd duration of weekly
leisure time exercise (Godin & Shephard, 198®spondents report the number of times
they engaged in more than 15 minutes of strenunadgerate, and mild physical activity
during the course of the past week. Weekly leiguine exercise metabolic equivalents
are calculated as a summed score of the numbexeofise sessions multiplied by the
appropriate metabolic equivalent value (9, 5, anfbr3strenuous through mild). The
measure has acceptable two-week test-retest filiabi = 0.74) and demonstrated
concurrent validity with a separate 7-Day Phys#setlivity Recall = 0.40,p < 0.001).

Convergent validity is supported by WLTEQ’s modesationship with VO2max and
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body fat percentage’s = 0.24 and 0.13, respectively) (Godin & Shephd&B5). Other
benefits to using the Weekly Leisure Time Exercgeestionnaire (see Appendix A) in
the current study included its brevity and prioe wmong African American samples
(Cardinal & Sachs, 1996; Whitehead et al., 2007).

Physical Activity Stages of Change Questionnaire

A four-item self-report scale developed by Marcod &imkin (1993) and
adapted from Marcus, Rossi, Selby, Niaura, & Abréh®92) categorized participants
into one of the five stages of change (precontetgmlacontemplation, preparation,
action, and maintenance). The construct validitthaf measure is supported by
differences in self-report physical activity amasigges of change. For example,
participants in the action/maintenance and prejoaratages of change reported more
vigorous and moderate physical activity than pgdiots in precontemplation/
contemplation. In addition, participants in actimaintenance engaged in more vigorous
activity than those in preparation (Marcus & Simkif93). Good two-week test-retest
reliability was demonstrated by a Kappa index &f(Marcus, Selby, et al., 1992).
Concurrent validity was established by a signiftcassociation with the Seven Day
Recall Physical Activity Questionnaire (Marcus &f&in, 1993) and other measures
assessing self-efficacy and decision making (Ma&@wn, 1992; Marcus, Rakowski,
& Rossi, 1992; Marcus, Selby, et al. 1992). Advgetato using this measure (see
Appendix A) also included the yes-no response formhich was recommended as the
most reliable and valid in the exercise domain kgdR Velicer, Prochaska, Rossi, &

Marcus (1997), and its emphasis on moderate réthervigorous physical activity.
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Decisional Balance Scale For Exercise

Decisional balance for exercise was measured @steg item scale developed
by Plotnikoff, Blanchard, Hotz, & Rhodes (2001).id measure (see Appendix A)
contains 2 five-item subscales concerning perceatB@ntages (“pros”) and
disadvantages (“cons”) to engaging in physicahégtiltems were assessed by a five-
point response scale ranging from 1 (not at alf (gery much). The reliability and
validity of the decisional balance for exerciselsa@as tested among a large population
based sample of Canadian adults (N=703). Resulisating that decisional balance
scores were higher with advancing exercise stagbaxige provide evidence for
construct validity. Both the pros and cons subscall®wed good internal consistency
(o's = 0.69-0.83) and 2-week test-retest reliab{litg = 0.74-0.84). Concurrent validity
was established as self-efficacy and behaviorahtmn for exercise were correlated
positively with the prosr(s = 0.21-0.36) and negatively with the cons ¢anging from -
0.27 to -0.43).

Self-Efficacy Scale

A five-item scale developed by Marcus, Selby antkagues (1992) examined
confidence in one’s ability to persist with exemegsin various situations, such as when
feeling fatigued or encountering inclement weattiems represented three areas which
previous exercise research (Sallis, Pinski, Patter& Nader, 1988) have shown to be
important: negative affect, resisting relapse, @natking time for exercise. Construct
validity was supported by differences in total ®soon the self-efficacy items across the
various stages of change; for example, precontdongland maintainers received the

lowest and highest, respectively, self-efficacyresoThe measure (see Appendix A)
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demonstrated good test-retest reliability over a week periodr(= 0.90, n=20) and
internal consistency in both eleven point(.82) and five point likert scale response
formats ¢ = .74) (Marcus, Selby, et al., 1992; Pinto et2001). The five point likert
scale version (not at all confident to extremelgfatent) was used in the current study to
simplify administrating the measure by telephone.

Other Measures

Participants completed a demographic questionaaidesocial desirability
measure (see Appendix A) at baseline. The demograplestionnaire assessed age,
gender, race, height, weight, marital status, etituta and income level, and chronic
disease status. A short form version of the Marl@wewne Social Desirability scale
(Ray, 1984) screened for socially desirable respmnd he measure has well
documented validity and reliabilityi{(s= 0.74-0.77) (Ray, 1981; Ray & Lovejoy, 1984,
Ray, 1984).
Intervention

The intervention for the current study included ledi stage-matched exercise
promotion materials (see Appendix B). The inteti@nmaterials were modeled after
those utilized by Marshall et #2003), which were written at ﬁ‘@rade reading level.
The main revisions consisted of changing certanagds used with the Australian
sample, such as “bushwalking”, to make the languages appropriate for the current
sample and including pictures of African Americanercising. The format was also
changed from a pamphlet to an individually tailolettier.

In addition, participants received two phone deteebrief (15-20 minutes)

interventions adapted from motivational interviegvisuring the follow-up period. The
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masters level therapist who conducted the seshasiseceived training in Ml techniques
(e.g., attended an eight hour workshop on MI aad f&otivational interviewing:
Preparing people for change” by Miller and Rolintekce). These sessions were scripted
(see Appendix B) in order to ensure that the prynsairategies were delivered, while
allowing for spontaneous discussion and refledistening. To discourage therapist drift
and safeguard treatment integrity, the telephoiis w&re audiotaped and the therapist
self rated her fidelity to the protocol after eaell using a standardized form. A clinical
supervisor reviewed the audiotapes and met withhérapist to discuss areas for
improvement.

To further reinforce the intervention message akerfollow-up period,
participants in the intervention group also recegigeone page monthly physical activity
newsletter (see Appendix B). The newsletter prilpaerved as a reminder to continue
being physically active and included tips on furysiéo be physically active.

Procedure

Study participants were recruited from sequentialcattendees who met
inclusion criteria for the study. After providingformed consent (see Appendix A),
participants completed a demographic questionnsaréal desirability scale, and four
self-report physical activity measures. Researskststs then randomly assigned the
participants to control or intervention groups gsatable of random numbers and mailed
stage-matched physical activity materials to therirention participants in the following
week. The control group received mailed informabareducing the sodium in their diet

(see Appendix B).
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At two and four months post baseline, a masters kerapist contacted the
intervention participants by telephone and condluibréef motivational interviewing
sessions for physical activity promotion. The cohgyroup also received telephone calls
at two and four months regarding a different tofmey sodium diet.

All participants received five monthly newsletterger the follow-up period.
Intervention participants received a physical aigtimewsletter, while the newsletter sent
to control participants emphasized reducing sodntake (see Appendix B). The four
physical activity measures were readministered thestelephone to all participants at
six months. Researchers conducting the follow-tgrimews were blind to group status
and made four attempts at contacting the partitgoly phone before considering them
lost to follow-up. In addition, researchers attemspto update the contact information of
participants at every telephone contact in ordémfrove retention rates. Medical charts
were reviewed for height, weight, and presencenadiic disease, specifically

hypertension, hyperlipidemia, and diabetes mellitus
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Results

Sample Characteristics

Baseline data was collected on 214 participants.SEmple was comprised of
low income (59.3% with monthly household incomels0®0), African American
(100%) females (90.7%) with high rates of chrongedses. Reviews of 156 available
medical charts indicated that 67% were diagnoséld hyipertension, 37% with diabetes
mellitus, 33% with hyperlipidemia, and 60% were séBMI>30). The mean age was
47.25 (SD=13.26). The average level of educatios avaigh school diploma (M years =
12.04, SD=2.07). Sample characteristics are surastharm Appendix C.
Differences at Baseline Between Control and Intetie& Group

T-tests and chi square analyses were conducteetéondine if the control and
experimental groups differed on demographic indaesn baseline scores of the
physical activity measures. Independent samplests-indicated no significant
differences in age, years of education, numbehadrac illnesses, body mass index, and
baseline scores on two of the physical activity snees (WLTEQ and self efficacy)
between groups. However, intervention participéhts2.18, SD=1.17) did record
significantly higher decisional balance scoresastetine than the control participants
(M=1.8, SD=1.16)1(208) = 2.39,p < .05. Chi square analyses indicated no significant
differences in gender, income level, marital statunsl baseline exercise stage of change
between groups.
Differences at Baseline Between Completers and ¢tonpleters

As previously mentioned, 214 participants compldiaskeline data and were then

randomly assigned either to the control (N= 98nhtervention (N=116) group. The
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researchers were able to contact 96 participadt8646) for follow up data, including 46
control and 50 experimental group participants.ddwninately, the researchers were not
able to contact 118 participants (52 control an@Xgéerimental) for follow up data (see
Appendix C).

There are various reasons for the follow up messsnot being completed. For
example, 97 participants were called four timedaut establishing contact. These
participants typically either had disconnectedgktme numbers or chose not to respond
to 4 messages (left on voicemail or with family nfeems). Eight participants were
contacted, but then declined to continue partiangain the study. Another four
participants passed away (due to reasons unrdtatee study). Finally, there were nine
cases involving incorrect telephone numbers andehadadresses.

Independent sample t-tests and chi square analgesconducted to determine
if participants who completed the follow up intesws differed from participants who did
not in terms of demographic indices, group assignme baseline scores on the physical
activity measures. Chi square analyses indicateslgroficant differences in group
assignment, gender, marital status, income lenel baseline exercise stage of change
between completers and non-completers. Indepesdemple t-tests indicated no
significant differences in years of education, nemtff chronic illnesses, body mass
index, and baseline scores on the physical actimégsures between completers and non-
completers. However, individuals who completedmsonths follow up (M=49.8, SD=
13.01) were significantly older than non-completf@is 45.17, SD=13.16}(212) =
2.57,p < 0.01. These results are similar to those fourghimther physical activity

intervention study conducted in this population {##head et al., 2007). The authors
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hypothesized that older participants are lessyikelbe working (e.g. retired) and thus at
home when the research assistants called to caarfpliEiw up interviews.
Hypothesis 2

McNemar’s chi square analyses were conducted tmieeamovement through
the exercise stages of change from baseline tmenths follow up (see Appendix C).
Overall, 40.62% (n= 39) of the participants who pteted follow up measures
progressed in exercise stage of change from badelisix months, whereas 29.2% (n=
28) maintained and 30.2% (n= 29) regressed. lintieevention group, 30.9%
progressed, 38.2% maintained and 30.9% regressaatinise stage of change
(McNemar’s ¥, p < 1.00), while 53.7% of the control group progrelsskr.1%
maintained, and 29.3% regressed (McNemgl'® < .12).
Hypotheses 1, 3, and 4

To test hypotheses 1, 3, and 4, a 2 x 2 multiva@aglysis of variance was
conducted to assess for differential treatmentedfen self-reported physical activity
(Weekly Leisure-Time Exercise Questionnaire), séitacy, and decisional balance
between groups. Data were analyzed by intentidretd. Baseline scores were carried
forward in the case of missing data points at ssths. The independent variables for
this analysis included a between groups factoratfiment, and within groups factor,
Time. The Treatment factor consisted of two leveiervention vs. control. The Time
factor consisted of two levels: baseline and sixths. The three dependent variables in
this analysis were self-efficacy, decisional baéggrand self-report physical activity.
While there were significant main effects for bdotleatmentf(3, 206) = 2.66p < .05,

and TimeF(3, 206) = 14.29 < .001, the Treatment x Time interaction was not
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significant,F(3, 206) = .43p < .73. Thus, follow up post hoc analyses were not
conducted.

Interestingly, trends in the means indicated nogha in self efficacy or
decisional balance scores, but both groups repartedasing their physical activity from
baseline to six months (see Appendix C). In therir@ntion group, estimated marginal
means for the Weekly Leisure Time Exercise Quentor scores increased from 15.96
(SE=1.7) at baseline to 20.86 (SE=2.03) at 6 monthgh is similar to the changes
from baseline (M=11.77, SE=1.85) to six months (862, SE=2.21) reported by the
control group. Such increases are roughly equivateparticipating in an additional 15
minute (or longer) session of moderate exercige f@isk walking) per week.

To explore the influence of missing data, the asedywere repeated including
only the participants with complete 6-month follmp-data (n= 86). Once again, there
was a significant main effect for Time(3, 82) = 1.04p < .001, but not a significant
Treatment x Time interactiof(3,82 ) = 1.07p < .37.

Hypothesis 5

Hypothesis 5 was tested by repeating the analysgstatistically controlling for
the variance accounted for by socially desirabdpoading. A MANCOVA was run and
the Treatment x Time interaction was still not gigant, F(3,201) = 0.43p<.73.

Social desirability scores were also not signifttaoorrelated with stage of
change, self efficacy, and self reported physicaVay at baseline and six monthgg >
.05). However, there was a significant positiverelation between social desirability and

baseline decisional balance scornes (27,p < .001), which indicated an association
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between the tendency to respond in a socially aleleirmanner and reporting more
advantages than disadvantages to exercising régatdraseline.

Interestingly, social desirability was not siga#ntly correlated with decisional
balance scores at six months. These results miegtrétie decrease in social pressure as
the six months follow up data were collected in@emanonymous fashion over the

telephone and baseline data were gathered duong-@n-one interview in a medical

setting.
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Discussion

Summary

The results from the current study suggest thahtime-based physical activity
intervention did not produce enduring changes éndttivity levels and associated
process variables among a sample of low incomec&friAmericans with high rates of
chronic ilinesses. These findings are disappoingetgnot surprising as baseline data
indicated that the participants were in great refadtervention, but would be a
challenge in terms of motivation for behavior chang

Overall, participants in the current study repotted levels of physical activity at
baseline, particularly when compared to a samp&D6fhealthy Canadian adults (mean
WLTEQ scores of 14.1 versus 45.8) (Godin & Shepa®85). On average, participants
reported engaging in mild, moderate, and strenesascise (for more than 15 minutes)
2, 1, and .25 times, respectively, each week duheg leisure time. As for level of
motivational readiness for physical activity, 67.88ported being in the earlier stages of
change (not in action/maintenance). Self efficdsyg appeared to be low (M=2.62,
SD=0.92) as the scale ranged from 1 to 5, withdmnigicores indicating greater self
efficacy. While this sample reportedly perceivedrenadvantages than disadvantages to
adopting physical activity at baseline; decisiomahnce (M=2.00, SD=1.19) was the
only physical activity variable significantly cota¢ed with socially desirable responding
(r =0.26,p <.0001).

Follow up measures were collected after six moothstervention. Overall,
40.62% of the participants who completed followmgasures progressed in exercise

stage of change from baseline to six months, wise2682% maintained and 30.2%
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regressed. There were no statistically significdnatnges in level of motivational
readiness from baseline to six months for eitheugr Trends in the means suggest that
both the intervention and control group reportexteases in their physical activity from
baseline to six months; however, these increasphysical activity did not differ
significantly by group. In addition, results indied no statistically significant changes in
scores on self efficacy and decisional balance areadrom baseline to six months for
either group.

Social desirability was not significantly correldteith any of the self report
physical activity measures, except baseline dawasibalance scores € .27,p < .001).
The participants may have felt more social prestureport advantages to exercise
during the one-on-one baseline interviews as ogptisever the telephone at six months
follow up.

Limitations

The limitations of the current study include snsainple size, high attrition rate,
high social desirability scores, and concerns iiggrpossible contamination of groups
and seasonal effects on physical activity. We iiegnil214 participants at baseline, as a
conservative power analysis estimated that a sasm#eof 200 would be necessary for
an 80% chance of detecting an expected effecto$i@es0 standard deviation change
with alpha set at 0.05. Unfortunately, the same diminished to 96 at six months due
to attrition. The 55.1% attrition rate most likegduced power and thus our ability to
detect significant group differences in physicadhaty.

As the rate of attrition in a previous physicaiaty intervention study

conducted among low income African Americans reéecufrom Earl K. Long Hospital
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(Whitehead et al., 2007) was also high (64%) coegbéo studies (11% at 6 months)
conducted with middle class Caucasian samples (Maetal., 2007), several steps were
taken in the current study to address this coné@nexample, we over-recruited at
baseline and contacted the participants more fratyuén the previous study,
participants received one mailing from the clinntlahen were contacted by telephone to
complete follow up measures at one and six mohtithe current study, the participants
received monthly newsletters to help maintain tiegrest and commitment to the study
through frequent, colorful reminders. In addititiee intervention was supplemented with
2 one-on-one telephone contacts by a masterstleselpist to allow for a more
personalized, engaging approach. We anticipatedtibaclient-centered, Ml-based
format of these telephone contacts would be appgéd participants and hopefully
increase the personal relevance of these healthgtimn messages. The additional
contacts with participants also allowed the progtaff multiple opportunities to update
participant contact information during the folloyw period. Overall, our efforts to retain
participants appear to have not been sufficierturéuresearchers may find using
incentives and even more frequent prompts helpithl Metention of participants
(particularly in African American and low incomensgles) in physical activity clinical
trials. Regrettably, such precautions were nois@éain the current study due to budget
and staff limits.

Another limitation of the current study was the p&ts tendency to respond in a
socially desirable manner. Social desirability esofM=20.89, SD=2.94) appeared high
based on the scale range of 8 to 24, with higharescindicating a tendency towards

socially desirable responding, and in comparisosctires (M=15.61, SD= 3.82) from a
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sample of 136 German participants (Ray & Kiefle340 While the fact that participants
reported an overall trend of attempting to portfamselves in an overly positive light
raises concern regarding the accuracy of reporiag;significant findings minimize
such concerns for the purposes of these analyses.

There was also concern regarding contaminatiohetonditions, particularly as
increases in self reported physical activity wenend among both the intervention and
control groups. The participants were all recruitedn the outpatient clinics of the same
hospital. While we did not inquire about the peedarlationships of our participants
during the baseline and follow up interviews, mahyhe hospital patients live in the
surrounding neighborhoods. There is a possibiig some participants knew each other
and may have even discussed their involvementisiréisearch project. Other physical
activity researchers have begun taking precauagasnst such contamination of groups
by allowing only one member per household to pidie in their studies (B. Marcus,
personal communication, May 24, 2007). In hindsighth an addition to the inclusion
criteria would have strengthened the methodologhefcurrent study; however, data had
already been collected by the time this informati@s received.

In the current study, physical activity levels wérst assessed during the summer
and then reassessed six months later during thenvifhus, seasonal effects on physical
activity may have also played a role in produciog-significant results. Past research
has suggested that activity levels are signifigahnigher during the summer months and
lower during the winter months (Plasqui & Westgrté2004). For example, in another
study conducted in the southeastern U.S. (Tennesge8outh Carolina), data from

pedometers suggested that, during the summercipartts logged approximately 900
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more steps per day than during the winter (Tudarkiecet al., 2004). The authors
recommended collecting data regarding physicaviagievels in the fall or spring to
lessen the impact of seasonal effects.

Future Directions

The current study attempted to extend past reseatubh indicated that a stage
matched mail-delivered intervention produced modestases in self-reported physical
activity among a predominantly African American lawome sample at one month
(Whitehead et al., 2007). As the gains producedr®/mailing of intervention materials
deteriorated by six months, the authors hypothddizat the intervention was not
sufficiently reinforced over the follow up perio8o, in the current study, the researchers
developed and tested an enhanced version of tmem@ased physical activity
intervention, which included two additional telepleccontacts based on motivational
interviewing techniques and five monthly newslettéfowever, results indicated that
more contact still did not produce enduring chaingehysical activity levels and
associated process variables (i.e., self efficdegisional balance).

As current efforts have been minimally succesaiihifehead et al. 2007, Banks-
Wallace & Conn, 2002), future researchers may wostonsider using qualitative
research methods to further examine the physit¢aitgantervention needs and
preferences of low income African Americans. Sumimiative research would be helpful
as many of the currently available empirically gated physical activity interventions,
such as the one utilized in the current study, wieneeloped among middle class
Caucasian participants and may not be as appregoause among (or appealing to)

other groups.
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Studies suggest that there are cultural differenegarding physical activityzor
example, African American women described diffem&asons for not being active
(lacking safe place to exercise or walk) than Caiaca(too tired, self-conscious) and
Hispanic (lacked time, too tired) women (Heeschgvidr, and Blanton, 2000). In
addition, studies have reported unique attitudgardeng body image, concerns about
safety in their neighborhoods, burden of redoirgrthair after exercise, and lack of time
for exercise due to extensive family and church maiments (Resnicow et al., 2002).
Effective health interventions must be consisteith the shared beliefs, values, and
practices of the target population (USDHS, 200@gr€fore, future researchers may
wish to obtain focus group data from low incomei¢dn Americans on how to improve
the cultural appropriateness and appeal of phyaiality intervention materials.

Cultural sensitivity has been described as hawirgggrimary dimensions: surface
structure and deep structure (Resnicow et al, 202001). Surface structure involves
matching intervention materials and messages tereable social and behavioral
characteristics of a particular group, such as aggrees, places, activities, language, and
music familiar to and preferred by the target ancie For example, participants may
suggest including more pictures of African Amerisamthe materials. African American
focus groups have described basketball, housewoiklh, and jump rope as “mostly
black”, so participants might suggest focusing naméhese “mostly black” activities
and less on the “mostly white” activities (aerokatsa club, square dancing, hiking,
squash, ice skating, and swimming at a beach) {Easret al., 1999, 2001). Revisions

to the intervention materials could also includglasizing health benefits to physical
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activity other than weight control, as large bodyesnay be culturally more acceptable

among African Americans (Banks-Wallace & Conn, 2002

As part of addressing surface structure issuesrdutsearchers may wish to
inquire about culturally sensitive methods of rétcnent and retention, incentives for
participation, and modes of intervention delivérythe current study, 91 low income
African Americans provided data on preferred mofletervention delivery and 90.1%
preferred receiving information on exercise throttgh mail. While four people reported
being equally interested in receiving informatignmbail and telephone, only one person
expressed a preference for receiving informatioploysical activity by telephone. The
lack of interest in being contacted by telephong heve contributed to the high attrition

rate at six months.

When asked about the Internet, 70.3% reportedandhd access to a computer
and only four participants expressed a prefereaceeteiving information on exercise
via the Internet. The prevalence of Internet ace@ssng this sample is lower than the
general population. According to a March 18, 206ksp release from
Nielsen//NetRatings, nearly 75% (or 204.3 milli@fi)Americans have Internet access
from home. However, this discrepancy is not sumgiss the average monthly
household income of this sample was quite low. &atly more information regarding
preferred mode of intervention delivery and otheface structure issues may help

inform future studies.

Researchers should also attempt to address thestteefure issues. Deep

structure refers to social and psychological factooted in a group’s historical
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experiences, beliefs, and values. Addressing dieegtgre issues may include placing
more emphasis on social support for physical agt{vie., walking partners) as family
and friends are highly valued by African AmericgBanks-Wallace & Conn, 2002). The
literature also suggests using scripture and celgthemes as well as focusing on
improving the health of the community as opposetih¢oindividual (Resnicow et al.,
2002). While these examples are given to illusttia¢etype of changes that could be
suggested, the intervention material should be fieadfor improved cultural sensitivity
in response to actual focus group data from Afridamericans. Upon completing this
step, researchers may wish to test the efficatlyesde modified physical activity

intervention materials in a randomized controlieal.t
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Appendix A: Questionnaires
LOUISIANA STATE UNIVERSITY INFORMED CONSENT FORM

1. STUDY TITLE:
A Home-Based Intervention to Promote Physical Attivn Low Income African American
Adults

2. PERFORMANCE SITE:
Earl K. Long Medical Center, Baton Rouge, LA

3. NAMES AND TELEPHONE NUMBERS OF INVESTIGATORS:
Phillip J. Brantley, Ph.D. (225) 763-3046
Dori Whitehead, M.A.  (225) 354-2064

4. PURPOSE OF THE STUDY:
The purpose of this study is to find out if an maention delivered by mail and telephone will be
associated with enduring increases in physicavigsgctamong African American adults.

5. SUBJECTS:

There will be approximately 300 participants. Irs@n criteria for the current study include:
being an EKL patient, African American, at leastyB@rs old, able to walk unassisted, and
having access to a telephone (for follow up). Pagievill be excluded from participation in the
study if they are not able to provide an addressre/khey will be residing for six months or if
their reading ability is below d"qyrade level.

6. PROCEDURES:

Dr. Brantley will be directing this study. This giuwill take place over six months. All
participants will complete five questionnaires dn,svhich should take 15 minutes. Next, they
will be randomly assigned to either the intervemtio control group. Intervention participants
will receive physical activity materials in the havhile control participants will be mailed a
brochure on low sodium diet. All participants wiiceive brief telephone contacts at 2 and 4
months regarding either physical activity or lovdsmn diet along with five one-page monthly
newsletters. Four questionnaires will be re-adrtenesl by telephone at six months. Height,
weight, and chronic disease status will be gath&ed the participants’ medical charts.

7. BENEFITS TO SUBJECT:
All participants will learn more about their owrtiatdes and behavior regarding physical activity
and diet.

8. RISKS TO SUBJECT:

While there are no known risks to participatingtirs study, participants are advised that they
should consult with their physician before makithgmges to their physical activity routines. In
addition, participants may experience boredom wtnlepleting the questionnaires.

9. ALTERNATIVES TO PARTICIPATION IN THE STUDY:
If you choose not to participate in this studyhas time, there will be no alternatives offered to
you. If you decide to participate in this studyuyzan stop at any time without consequence.
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10.SUBJECT REMOVAL
There are no circumstances under which the subjemitd be removed

11.SUBJECT’'S RIGHT TO REFUSE TO PARTICIPATE OR WITHDRA W:
Participation is voluntary. Refusal to participatid involve no penalty or loss of benefits to
which the subject is otherwise entitled, and thHgext may discontinue participation at any time
without penalty or loss of benefits to which théjset is otherwise entitled. Should significant
new findings develop during the course of the nesea/hich may relate to the subjects’
willingness to continue participation, that infortio& will be provided to the subject.

12.SUBJECT’S RIGHT TO PRIVACY:

Records that you give us permission to keep, aaididientify you, will be kept
confidential as required by law. The results ofshedy may be published. The privacy of
subjects will be protected and subjects will notdemtified in any way in published
results. The research team will make every effoketep your information confidential.
For example, your identity will be kept confidemtiyy not writing your name on any of
the materials, destroying all references to paicis’ names after publishing the study
or within three years of completing the study, antlallowing access to data by any
persons other than those running the study. Whieyeeffort will be made to maintain
your privacy, absolute confidentiality cannot beugunteed. Records will be kept private
to the extent allowed by law.

13. FINANCIAL INFORMATION:
Participation in this study will not result in aeytra charges above and beyond those routinely
incurred by patients with similar conditions.

A) There will be no payment for participating in teisidy.

B) There will be no costs for participating in thisicy.

14. SIGNATURES

The study has been discussed with me and all ngtigme have been answered. | may direct
additional questions regarding study specifichw®ihvestigators. If | have questions about
subjects’ rights or other concerns, | can contatiegR C. Mathews, Institutional Review Board,
(225) 578-8692. | agree to participate in the stdelycribed above and acknowledge the
investigator's obligation to provide me with a gidrcopy of the consent form.

Signature of Subject Date

Signature of Witness Date
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Demographic Questionnaire

1) Age:

2)Gender M / F

3)Race W/ B/ O

4) Height:

5) Weight:

6) Marital Status:

7) Educational Level ___ years

8) Chronic Diseases

9) Monthly Household Income 0-1000 / 1000-2000 / 2000+
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Physical Activity Stages of Change Questionnaire

For each of the following questions please cirabs ¥r No. Please be sure to read the
guestions carefully.

Physical activity or exercise includes activitiesls as walking briskly, jogging,
bicycling, swimming, or any other activity in whithe exertion is at least as intense as
these activities.

1) | am currently physically active. NO YES

2) lintend to become more physically active in th&tréémonths. NO  YES
For activity to be regular, it must add up to atatf 30 minutes or more per day and be
done at least 5 days per week. For example, yold take one 30-minute walk or take
three 10-minute walks for a daily total of 30 miesit

3) | currently engage in regular physical activity. NO YES

4) | have been regularly physically active for thetg@months. NO YES
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Self Efficacy Questionnaire

Physical activity or exercise includes activitiegls as walking briskly, jogging,
bicycling, swimming, or any other activity in whithe exertion is at least as intense as

these activities.

Circle the number that indicates how confident goeithat you could be physically

active in each of the following situations:

1 = not at all confident

2 = slightly confident

3 = moderately confident
4 = very confident

5 = extremely confident

1) When | am tired. 1 2 3 4
2) Iamin a bad mood. 1 2 3 4

3) | feel I don’t have the time. 1 2 3 4

4) | am on vacation. 1 2 3 4
5) It is raining or snowing. 1 2 3 4
70

www.manaraa.com



Weekly Leisure Time Exercise Questionnaire

1. Considering a 7-day period (a week), how many tiorethe average do you do
the following kinds of exercise for more than 15wotes during your free time?
Write the appropriate number in each circle

Times Per Week
a. STRENUOUS EXERCISE
(heart beats rapidly)
(i.e. running, jogging, soccer, football,
hockey, basketball, judo, roller skating,
vigorous swimming, vigorous bicycling)

b. MODERATE EXERCISE

(not exhausting)
(i.e., fast walking, baseball, tennis, dancing
volleyball, easy bicycling, easy swimming)

C. MILD EXERCISE

(minimal exercise)
(i.e., easy walking, yoga, fishing,
bowling, horseshoes, golf)

2. Considering a 7-day period (a week), during yoisule time, how often do you
engage in any regular activity long enough to wapla sweat (heart beats
rapidly)? Please circle the appropriate answer.

OFTEN SOMETIMES NEVER/RARELY
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Decisional Balance Measure

To what extent will the following ideas influencaiydecision to do regular physical

activity over the next 6 months?

Remember, we are not asking you how much you agrdeagree with these statements,
but rather how much each may influence your degisiado regular physical activity
over the next 6 months.

10

11

Not at
all

Physical activity would help me
reduce tension or manage stress.

| would feel more confident about my
health by getting regular physical
activity.

| would sleep better.

Physical activity would take too much
of my time.

| would have less time for my family
and friends if | participated in
physical activity.

I'd be too tired to get physical activity
because of my other daily
responsibilities.

Physical activity would help me have
a more positive outlook.

Physical activity would help me
control my weight.

I'd worry about looking awkward if
others saw me being physically active.

Participating in physical activity
would cost too much money.

Regular physical activity would cause
me injury.
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A Somewhat Quite Very
little alot much
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
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Short Form Version of Marlowe-Crowne Social Desiraldity Scale
For each of the following questions, please cifdes”, “No”, or “Not Sure”.

1. Have there been occasions when you took advanfesgem®one?
Yes No Not sure

2. Have you sometimes taken unfair advantage of anpérson?
Yes No Not sure

3. Are you always willing to admit when you make a take?
Yes No Not sure

4. Are you quick to admit making a mistake?
Yes No Not sure

5. Do you sometimes try to get even rather than fergind forget?
Yes No Not sure

6. Do you sometimes feel resentful when you don’tygetr own way?
Yes No Not sure

7. Are you always courteous, even to people who a&gieeable?
Yes No Not sure

8. Are you always a good listener, no matter whom gautalking to?

Yes No Not sure
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Appendix B: Materials
Example of Stage Matched Physical Activity Intervetion Materials

Dear Mrs. Johnson,

Thank you so much for your time and effort in filling out the questionnaires on physical activity
earlier this week at Earl K. Long Hospital! | really appreciate your help. When we met in the
hospital, | said that | would look over your answes and send you some helpful information on
physical activity in the mail. Your answers indicaed that you are exercising on a regular basis.
Way to go! | am enclosing some information that hope will help you to keep up the good work
and overcome any problems you may face in the futer

L]

You have made moving around more a regular payoof life! Moving
around regularly is important for everyone. Let's
think about all the good things moving around

brings you!

600! -JOB!

F
7.

I

Feeling Better..
e It gives you more energy
¢ |t helps you sleep
e It helps you to relax

F
l -~
F

Improved Health..

e |t controls your weight
It controls your blood pressure and cholesterol
It reduces your risk of heart disease and stroke
It prevents bone loss (osteoporosis)
It controls chronic conditions like arthritis
It adds years to your life

Better State of Mind..
e It reduces stress and anxiety
e |t improves concentration
e |t can help you feel better about yourseh

'-.QI-<C
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HAVEYO IT-RIGHT?

How long and how often should you be moving aroud@®ical experts suggest moving arou

for at least 30 minutes a day on most days of theekwThe goal is to get your heart beatin

=TT

faster, but this doesn’t have to involve puffingnpng or even sweating. Walking, swimming,
mowing the lawn, & dancing are good examples of svay move around more. The mor

activity you do the better off you will be!

HOW.HARD-SH BE-EXERCISING?

TAmR @

g q S, R
SR e L B
50% heartrate| .~ . 1%

30 40

S 50 w© %o
5 Age in years
Try to keep your heart rate level above 50% andwé&l0% of your maximum heart
rate when moving around. For example, if you aretdén you want to increase yo
heart rate to above 87 and below 123 beats penen{that's between 50% and 709

of the maximum rate of 175 for 45 years old)

HOW.DO-YOU-E OUR-HEART RATE?

e Place your Tand 2° finger on the thumb side of your wrist (or on ymeck half
way between your chin and ear) then press lighttyf you feel a throb or beat

e Look at your watch or clock that shows the secamscount the beats you feel
under your fingers for 10 seconds

e Multiply the beats you counted by 6 for your heate per minute

<02

It's a good idea to notice how your body is feelmigen you're moving around-stop if
you feel sick or dizzy

'-.nz-
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BE.ACTL - SAFELY!

Wear comfortable clothes and supportive shoes
e Loose fitting clothes will allow you to move freedynd not get too hot
e Comfortable, supportive shoes will help prevernstelis and muscle pain
Warm up and cool down

v
e Take 5 minutes to warm up and cool down beforeadted you move around s
»
L=

e Do some stretches to help you avoid injury
Drink enough water
e Drink lots of water before, during, and after mayaround (even if you're not
thirsty or sweating)

Set the right pace
e You should be able to talk without losing your lihreahen you are moving
around, but not be able to sing.
Build up your activity slowly
¢ Increase how much activity you do in small amounts
e Remember to not overdo it, especially if you'relifeg sore or recovering from
an injury

Note: Talk to your doctor before you start doingrenactivity than you are used to,
especially if you have a chronic disease or argiaabout the risks.

".'-.__ S

HOW.JT0-5. “ON-TRACK!

Even people who have been moving around on a nejgatas for a long time can get off track!
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SET SMALL, EASY GOALS

e Easy, short term goals will help you keep to gand make you feel

confident.
e After a break from moving around, setting new gasig good way to get
back into the habit!
REWARD YOURSELF

@-=nr

e Reward yourself when you reach your goal for moxangund. For example,
watch your favorite movie, take a nice long relgxoath, or read an
interesting magazine or book

MOVE AROUND WITH SOMEONE

e This will help you stick with it and have more fun!
CHANGE IT UP!

e Move around at different times and places!
e Pick new activities-It'll keep it interesting! Tdancing, golf, walking with

the family, play Frisbee in the park

MAKE-IT-E, N-YOURSELF!

USE REMINDERS
¢ Place notes around the house, on the fridge, apduncar to help you
remember to move around more
e Put your workout clothes and shoes out the nighare so you will be
reminded to move around when you see them
GET INTO THE HABIT
e Move around at the same times each week
PAT YOURSELF ON THE BACK

e Look at how far you've come!

~02=<02 wmnx
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This information is designed to help you keep mgwanound on a
regular basis. Please use it to overcome any batoenoving around
on a regular basis you may face in the futureolf would like more

information on how to become more physically agtix@ can also cal
me (Dori Whitehead) at 358-1105. | will be gladotovide more

information on the benefits of physical activity.

Thanks again,

Dori Whitehead, MA
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Low Sodium Diet Materials

MATIONAL INSTITUTES OF HEALTH

HATIDHAL HEART, LUKHO, AMD BLOOD IMSTITUTE
AMD TFFICE OF EEJEARCH OH MIHORITY HEALTH

Tips to Eating Less Salt and Sodium
Be a smart shopper.

* Eead che f2od label to find cotmars shem whas s in the Saeds
yon aet. Thes wall halp v chooss Soods to it the amcent of

sodiom vou sat to 2,200 mz wach day

Mutrition Facts

P ]

S Par Faciags 1 = Sare wp vour food. Compere

ey~ I——— the amozts yoo will gat o the
bl 55IVIDE 25 gm:u. Ifyoagarl

Tt Fi 1 3 caps ez tha seoving sizeis 1
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v —— s of murants 10d

o Ha calorias listed.
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e [+ Fead the zumidon

- eformation. Uie e Parcest
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- Dhaily Vahoe to compers ths
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s ks it 5

HEr ) . trand: Chooss thoss foods that
Q—— s bowvar weings. Ome sarnvizg
of this produrt coztams 23
paeent, or abour L4 of the
amorznt of wodium you shomld
bvn Sor tha eztize day.

By food: wich tese claims more ofeen. The Jood labal mey
inckade tarms suck &=
sodmm Zrea wary bonr sodiemn
low sodinm reedoced (or less) sodinm
light m sodium  unsalsed

\ 4
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s
SEEZ
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Why should you eat less salt
and sodium?

Ym.l should cut back co

salt and sodinm = voer
dist to balp pravezt or

Lowrsr high blood pressurs. IF
wou hea high blood pressurs
lemerizg it can Tedince your

chancas of boart disaxss and
smoks.

Did you know....

Tabls s2ltis ade wp of to compounds—sodiun and chlonds.
Most of the sedivm m your &t comes Som precasied foods. The
rezmizing comas fon the salt added at the @hle, 2nd sale added
whils cecimg. Limit the amount of sodiues that ve consunsa
fromn all thess sources to ne pmore thes 2 400 slligrams {mg) sac
dany which 5 equal te about 1 easpoon of salt
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Choose More Often:
Chicksz and turkey (ke of skiz)

Fusk: Frech or Srezan

Skim or 1% milk, svaporeied som milk

Chessa: lower or radnrad iz sedimm

Loz braads. dinner rolls. English muffin, bagels, pita, and
salt-frea chips

Carazls: somzs hot cersals zod some ready-no-eat cold

carsals lowsat in sodiun=*

Plain rics and noodles

Frask, frozen, or oo salf 2dded canned vegeiables

Fruirz

Soups: bowar or redoced i sodiuns

Mzzgamizg, vegutabls adls

Spuces, harbs, 2zd flavorizgs like oregano, garkic powdsr,

omion powcdar, salt fres seasocing blezds

vinsgar. and St juicss
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Choose Less Often: E,I: W
Hogmeas, mibs, and chitierlings L A

Smnoked or cored meats Hee bacoe, bologme, ot dogs. kam,
corned kaef, bazchoos meats, and sezmagn

Canned 85k biks raza, salmen, sardings, and mackeral**

Bestornedlk

Most chesss spraads emd chessas

Salzy chips, s, pratzsls, or pock rinds

Some cold {rezdy to sat) cureals highest i sodiom, instant
Bot caraals

Cruick cockizg mice and instant noodles, boxed mixes like mce,
scallopad potrioe:. maceront and chasss, 't and soms
Enzan dizzars, pot piss :zd pze*

Ragular cezzad vegeizbles®*

Picklad foods ke heming, pickles, ralisk, alves, or sesarkrant

Ragular cezzad soups, maant soups

Beuster, fathack, and salt pork

o saucs, steak srece. salad dressizg, ketchop, heshecus
samce, garlic sak, omion salt, sexsoced salts ks lemon
pappar, boutllom ciobas, mert texdarizar, and monosodie,
phitamess (MISGE*

el o b b el v e s
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Take the lead at the table.
+ Romons the malt shaker Eoep the papper skalar.
* Tams tha food Sret. I you ooest add salt, wse coe “shaks”
wstad of twve or mors.
* Cur doam om e amom: of salty prepemed szoces or condinens
VO SR

Be in control at the restaurant.
* Chooss foods without sauces. I you predir. ask Sor s2ure and
salad draming to Be sarved Vo= the sida ™
* Ask for yoor meal 10 be prepesed withoer salt or monosodinm
ghitereate (M5E). Then if von mmst, you ca= add 2 sreall
amnceent of salt.
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o easy in the Kitchen.

= Use lesz male and seasomed salt when vou coolo
= Usa spices and harbs o loor sodiomn seasonings e sodurm
e borsilion or omion powdar, gariic powdar, and sodiem Sres
ssasomzg blezds,

Ty thass:
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wegeaablas.
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= Take steps to make mesl: bower m sl smd sodmm.
* Uss smoked oo sale-zured
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Buy froits and vegetebles for snecks Choosa chips,
creckars, or muts thet a=w lewar in sodioen

Taka tha salt shakee off the abla.
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Physical Activity Newsletter
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LET'S GET MOVING!!

(Physical activity ideas for people who like to édun!)
Newsletter #2

B e i 0 e e i e e e e e e e e e e e e e e e e s e e e e e e e e s e e e e s e e e s e e e s e e s e s

»+»]l
'000000000000000000000000000000000000000000000000000000000000000000000000000000000000

Welcome to the 2nd Let’s Get Moving Newsletter!! Eah month we will
highlight creative, fun ways to be active in the leely state of Louisiana.
All the activities will be easy, enjoyable, & low ost

SO give them a try!!

Want to move around more during the summer, busijust too hot? Hop in a pool!! If you live near

BR, you can go swimming at the BREC pools for $1 &% person. Bring a friend to play with, or
maybe even the kids or grandkids. Be active whigeving fun & keeping cool!!

Brooks Park Poo
1650 Fannie St. 387-9488
Public Hours: 1:00-5:00 p.m., Saturday-Thursday

Howell Park Pool
5509 Winbourne Ave. 357-8332
Public Hours: 1:00 p.m.-5:00 p.m., Saturday-
Thursday

Barringer Road Pool
7401 Barringer Rd. 751-3733
Public Hours: 2:00-7:00 p.m., Saturday-Thursday

Gus Young Pool
4201 Gus Young Ave. 926-0588
Public Hours: 2:00-5:30 p.m., Monday-Thursday
1:00-5:00 p.m., Saturday and Sunday

Anna T. Jordan Pool
1750 Stilt St. 775-9284
Public Hours: 2:00-5:30 p.m., Monday-Thursday
1:00-5:00 p.m., Saturday and Sunday

Webb Park Pool
1351 Country Club Dr. 381-9725
Public Hours: 3:00-5:00 p.m., Monday-Thursday
1:00-6:00 p.m., Saturday and Sunday

Jefferson Highway Pool
8133 Jefferson Hwy 926-9834
Public Hours: 2:00-6:00 p.m., Monday-Thursday
1:00-6:00 p.m., Saturday and Sunday
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Why exercise in a pool?

Exercising in the water is comfortable, fun, and
effective as a flexibility, strengthening, and
aerobic activity. The buoyancy of the water
takes weight off hips, knees, feet, and back.
People who have trouble walking for endurance
can usually do water exercises.

To get started, you could walk or jog in
place in the water or stretch while holding
on to the side of the pool. Or try a
kickboard, a flat piece of styrofoam you
hang on to so that you can kick without
paddling or arm strokes. Of course, always
check with your doctor before starting any new
exercise program.

The Research.

A study published in the American College of
Sports Medicine's journal, Medicine and
Science in Sports and Exercise, found that
water exercise improved the health of elderly
participants. In the study, women between the
ages of 60 and 75 years were divided into two
groups: one group participated in water
exercise for 12 weeks, while the other didn't.

The health benefits for those who exercised in
water included:

e Increased muscle strength
o Improved oxygen intake

o Greater flexibility

e Loss of excess body fat

e Increased agility

e No exercise-related injuries
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Low Sodium Diet Newsletter

COOKING
(That reg!ly d_log$a§te good!!)

Welcome to th&8"™ Heart Healthy Cooking newsletter!!
2 fun, new recipes will be featured each month!
All the recipes are low sodium/low fat AND tasty.. gwe them a try!

Spicy Ginger / Orange Chicken
4 servings
30 minutess mins prep
1/2 cuporange marmalade
1/2 cuporange juice
1/2 teaspooriresh ginger, grated

1 tablespoorbijon mustard
1/4 teaspoorTabasco saucgor more

pepper
2 boneless skinless chicken breasts

N =

Heat oven to 350F degrees
Blend together all the ingredients except the
chicken.

Brush the breasts all over with the marmalade#

mixture.

Place in a baking dish lined with foil (easy
cleanup).

Bake for 20-25 minutes until done, basting
every 8 minutes.

If there is any sauce left, heat, and serve alog

side the chicken.
Serve.

Nutrition Facts

Calculated for 1 serving (949)
Recipe makes 4 servings

Calories 179
Calories from Fat 8 (4%)

Amount Per Serving %DV
Total Fat 0.9g 1%
Saturated Fat 0.2g 1%

Polyunsat. Fat 0.2g
Monounsat. Fat 0.3g
Trans Fat 0.0g

83

Cholesterol 34mg 11%
Sodium 103mg 4%
Potassium 234mg 6%
Total Carbohydrate 30.1g|10%
Dietary Fiber 0.5g 1%
Sugars 26.7g
Protein 14.1g 28%
Vitamin A 105mcg 2%
Vitamin B 0.4mg 17%
Vitamin B, 0.2mcg 3%
Vitamin C 18mg 30%
Vitamin E Omcg 0%
Calcium 28mg 2%
Magnesium 22mg 5%
Iron Omg |3%

Alcohol 0.0g Caffeine 0.0mg
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Orange Roughy with Veggies
6 servings
1 medium-sizezucchini
1 smallonion, sliced
1 cupmushrooms sliced
3 lemon slices
1 tablespoorolive oil
1 tablespoormmargarine
Calculated for 1 serving (2939)
2 tablespoongparmesan cheesegratec Recipe makes 6 servings
1/4 teaspoorpepper
1/8 teaspoomarlic powder
3 Ibs orange roughy fillets

Nutrition Facts

Calories 230
Calories from Fat 56 (24%)

Amount Per Serving %DV
Total Fat 6.3g 9%
Saturated Fat 1.0g 4%
Polyunsat. Fat 1.1g
Monounsat. Fat 3.2g

1. Saute zucchini, onion, mushrooms and lemon slic
in olive oil and margarine until tender, about imi
2. Remove lemon slices and set aside. Stir Parmes

cheese, pepper and garlic powder into vegetables. Trans Fat 0.0g
3. Place fish in 13x9 sprayed with pan coating. Cholesterol 137mg 45%,
4. Top with vegetable mixture, put lemon slices on top Sodium 215mg 8%
and bak_e at 3750 F. until fish flakes easily, al3iut Potassium 528mg 15%
to 35 min. Total Carbohydrate 3.2g(1%
5. Alternate fish: Red snapper, perch, catfish, fleernd : _ y ] Ik
Dietary Fiber 0.8g 3%
or cod.
Sugars 1.4g
LA W W W NN NN NN W W W W W NN NN OO OWOW NN W NN W OW NN NN N NN NN NN NN NNNNN PrOtein3899 77%
NN N N N N N N e e e e V|tam|nA3l7ng 6%
Vitamin B 0.2mg 11%
Vitamin By, 0.9mcg 15%
Vitamin C 8mg 14%
Vitamin E Omcg 2%
Calcium 48mg 4%
Magnesium 47mg 11%
Iron 2mg ||l4%

Alcohol 0.0g Caffeine 0.0mg

Helpful Hints:

This is in no way intended to be a diet plan-wgis sharing
some good recipes! Please consult your doctor eefaking changes in
your diet. All the nutritional information & recigewere found on
http://www.recipezaar.corso please check out this helpful website, but
let’s take the nutritional information with a graohsalt. Speaking of salt-
please be careful not to add sodium by salting’Devorry..these recipes
have plenty of flavor!
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Script For MI-Based Telephone Contact

On a scale of 0-10 (with 10 being the highest), Inderested are you in
increasing your physical activity?
o0 Why did you not choose a lower number, like a 2r
o Why did you not choose a higher number?
*  Prompt to solve barriers
* |f none, ask permission to list solutions that haxeked for other
people
On a scale of 0-10 (with 10 being the highest)uamsg you wanted to, how
confident are you that you could increase your gaysictivity?
o Why did you not choose a lower number, like a 2r
o Why did you not choose a higher number?
*  Prompt to solve barriers
*» Then, ask permission to list solutions that haveke for other
people
Select the 3 important values or goals from tlsis i
0 good parent
good husband/wife
good Christian
spiritual/religious
responsible
considerate
disciplined
o independent
Why is the value/goal important to you?
How would increasing your physical activity helpuyachieve these goals or live
out these values?

OO0 O0OO0O0Oo
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Appendix C: Tables and Figures

Demographic Characteristics of Participants (N=214)

Characteristic N %
Female 194 90.7%
African American 214 100%
Monthly Household Income
$0-1000 127 59.3%
$1000-2000 71 33.2%
$2000+ 16 7.5%
BMI Category*
Underweight 2 1.2%
Normal 25 16.1%
Overweight 35 22.6%
Obese 93 60%
Medical Diagnoses*
Hypertension 105 67.3%
Hyperlipidemia 52 33.3%
Diabetes Mellitus 57 36.5%
Marital Status
Divorced 31 14.5%
Married 54 25.2%
Single 102 47.7%
Separated 11 5.1%
Widowed 16 7.5%

*Data collected from reviews of 156 available madlicharts
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Participation Flow Chart

Approached

N=23¢

|

Baseline Data

Collected
N=214
Control=98
Experimental=116

|

6-Month Follow-Up Data

Collected
N=96
Control=46
Experimental=50

Not Collected
N=118
Control=52
Experimental=6

87

www.manharaa.com



Movement Through Stages of Change at 6-Month FollowJp

Progression Regression Maintenance
Intervention * 17 (30.9%) 17 (30.9%) 21 (38.2%)
Control** 22 (53.7%) 12 (29.3%) 7 (17.1%)
Total 39 (40.6%) 29 (30.2%) 28 (29.2%)

*McNemar's 2, p<1.00
**McNemar’s y?, p<.12
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Changes in Self Efficacy Scores from Baseline toxSvionths
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Changes in Decisional Balance Scores from BaseliteeSix Months
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Changes in Self Reported Physical Activity from Baaine to Six Months
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