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ABSTRACT 

THE RELATIONSHIP BETWEEN PERCEIVED WELLNESS AND STAGES OF 

CHANGE FOR EXERCISE AMONG RURAL AFRICAN AMERICAN WOMEN 

by 

IMANI CAROLYN GOODWIN 

 Cardiovascular disease (CVD) is the leading cause of death among women in the 

US, and African American women (AAW) have a disproportionately high rate of deaths 

from CVD. Physical inactivity plays a major role in CVD development. It has been 

reported that some rural women have low rates of physical activity; 39% of White 

women and 57% of women of color are reported to be physically inactive. Rural AAW 

have a high mortality and morbidity rate related to CVD and a high rate of physical 

inactivity. 

 The purpose of this study was to describe rural AAW’s perception of wellness in 

conjunction with their stage of change for engaging in exercise. A questionnaire was 

designed to obtain demographic information and reliable and valid questionnaires were 

used to measure perceived wellness and current stage of change for exercise. Using a 

descriptive, cross-sectional design, a convenience sample of 162 rural AAW was 

recruited from four rural churches in Selma, Alabama. A one-time meeting was 

conducted and questionnaires were completed by the participants. 

 Statistical analyses including independent samples t-tests and one-way and two-

way ANOVA’s were conducted to determine if there were associations among 

demographic characteristics, self-reported presence of CVD, perceived wellness, and 

stage of change for exercise. Findings indicated that there was no relationship between 
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perceived wellness and stages of change for exercise among rural AAW; no relationship 

was found between perceived wellness and CVD, or CVD and stage of change for 

exercise. However, 51.3% of the sample reported they were physically active, and 21.6% 

planned to increase their activity within 30 days. Annual household income and 

employment status were positively correlated with perceived wellness, suggesting a 

greater sense of wellness is related to income and employment among these rural AAW. 

These findings have implications for nursing practice in the areas of facilitating health 

promoting behaviors and development of exercise and wellness programs for rural AAW. 

 



 viii

 

 

 

THE RELATIONSHIP BETWEEN PERCEIVED WELLNESS AND STAGES OF 

CHANGE FOR EXERCISE AMONG RURAL AFRICAN AMERICAN WOMEN 

 

by 

 

IMANI CAROLYN GOODWIN 

 

A DISSERTATION 

 

 
 

Presented in Partial Fulfillment of Requirements for the 
Degree of Doctor of Philosophy in Nursing in the Byrdine F. Lewis 

School of Nursing in the College of Health and Human Sciences 
Georgia State University 

 

 

 

 

 

 

Atlanta, Georgia 

2009 



 ix

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

Copyright by 

Imani Carolyn Goodwin 

2009 



 x

DEDICATION 

 I dedicate this work to my loving daughter, SheRon, who has always believed in 

me and who provides me with unconditional love and encouragement, is always there 

when I need her, and who is and has always been the love of and a joy in my life.  

 I also dedicate this work in loving memory of my son, Mahari, who lives deep 

inside my heart and soul, as he has been with me throughout every step of this arduous 

journey. I will always love you.  



 xi

ACKNOWLEDGEMENTS 

I acknowledge the Lord, my God, whose presence provides me with guidance through all 
the trials and tribulations of my life. It is He who opens my eyes each day and He who 
enabled me to accomplish all of my goals and complete this research. Thank you, Lord, 
for everything. 
 
I would also like to acknowledge the following that, in a myriad of ways, facilitated the 
development and completion of this dissertation: 
 
The direction of my committee: Dr. Dee M. Baldwin, Chair; Dr. Laura P. Kimble; Dr. 
Robin E. Pattillo; and Dr. Judith L. Wold  
 
The statistical assistance of Dr. Laura P. Kimble 
 
The loving support of my family: Mother, SheRon, Connie, Jacqui, Reeshemah, James, 
Jelani, Tyrell, Desiree, Deborah, Angelique, Patsy, Aunt Cynthie, Aunt Daphne, Aunt 
Cleo, Uncle Fiorello, Beverly, Boykin, Mary, and Quiana 
 
The financial support from: Troy University and Georgia State University 

The encouragement of my friends: Adele, Angel, Blanche, Charlene, Cindy, Coach 
(CBT2), Elle’, Falcon, JoAnn, Joseph, Kaye, Latia, Laurie, “Lenny”, Lester, “Lionel”, 
Mary Helen, Marquetta, Michelle, Ray, Sheila, and Trinette 
 
The emotional support from my colleagues: Amy, Bernita, Cathy, Cindy, Deborah, 
Debra, Diane, Donna, Jan, Janice, Judy, Kelly, Lillian, Mary, Patsy, Shellye, Sue, Susie, 
Teresa, Tina, and Dr. Diane Barron 
 
The joy from my angels:  Janell, Brooklyn, Sade’, Khadeja, Nyjea, Josiah, Isaiah, and 
D’Asia  
 
The help of my research assistants: Amy, Christy, Latersha, and Pam 
 
The assistance and emotional support of my door opener: Geraldine 
 
The blessings from: The pastors who welcomed me into their churches 
 
And last but not least: The generosity of all my participants  



 xii

TABLE OF CONTENTS 

Section              Page 

List of Tables…………………………………………………………………………..xviii 

List of Figures…………………………………………………………………………...xix 

List of Abbreviations…………………………………………………………………….xx 

Chapter 

I. INTRODUCTION……………………………………………………...…………1 

 Background…………………………………………...………………………….. 1 

 Purpose…………………………………………………………………………….3 

 Significance of the Problem……………………………………………………….3 

 Research Questions………………………………………………………………..6 

 Definitions of Research Variables and Relevant Terms…………………………..7 

  Independent Variables…………………………………………………….7 

  Dependent Variable ………………………………………………………8 

  Relevant Terms……………………………………………………………9 

 Assumptions……………………………………………………….……………..10 

 Theoretical Framework ………………………………………………………….10 

  Neuman Systems Model…………………………………………………10 

  Transtheoretical Model of Behavior Change…………………………….16 

 Summary………………………………………………...……………………….19 

II. REVIEW OF LITERATURE……………….…………...………………………21 

 Perceived Wellness……………………………………...……………………….21 

 Demographics……………………………………………...…………………….25 



 xiii

Chapter              Page

 Physical Activity…………………………………...…………………………….31 

 Cardiovascular Disease…………………………...…………………………….. 38 

Lifestyle……………………………………...…………………………. 38 

  Wellness………………………………………………………………….40 

  Physical Activity…………………………………………………………43 

 Rural Women…………………………………………………………………….45 

 Neuman Systems Model…………………………………………………………51 

 Transtheoretical Model of Behavior Change……………………….……………54 

 Summary……………………………………………………………….……..….56 

III. METHODOLOGY………………………………………………………………58 

 Design……………………………………………………………………………59 

 Sample…………………………………………………………………………....59 

  Sample Selection…………………………………………………………59 

  Inclusion Criteria………………………………………………………...60 

  Recruitment of Participants………………………………………………60 

  Sample Size………………………………………………………………61 

 Setting……………………………………………………………………………62 

  Dallas County…………………………………………………………….62 

  Selma, Alabama………………………………………………………….62 

 Instrumentation……………………………………………….………………….64 

  Perceived Wellness Survey………………………………………………64 



 xiv

Chapter              Page 

  Exercise: Stages of Change – Short Form……………………………….66 

  Demographic Information……………………………………………….68 

 Procedure………………………………………………………….……………..69 

  Institutional Review Board………………………………………………69 

  Training of Research Assistants…………………………………………69 

  Identification of a Community Leader…………………………………..69 

  Data Collection Process…………………………………………………70 

 Data Analysis and Research Questions………………………………………….72 

  Research Question 1……………………………………………………..72 

  Research Question 2……………………………………………………..72 

  Research Question 3……………………………………………………..73 

  Research Question 4……………………………………………………..73 

 Summary…………………………………………………………………..……. 74 

IV. RESULTS……………………………………………………………………..…75 

 Description of the Sample………………………………………………………..76 

 The Relationship between Perceived Wellness and Stage of Change 

  for Exercise……………………………………………..………………..82 

  Research Question One………………………………….……………….82 

The Relationship between Cardiovascular Disease, Stage of Change  

for Exercise, and Perceived Wellness……………………………………83  

Research Question Two………………………………………………….83 

  



 xv

Chapter              Page 

 The Relationship between Cardiovascular Disease and 

  Stage of Change for Exercise…………………………………….………85 

  Research Question Three………………………………….……………..85 

The Relationship between Demographic Variables and  

Perceived Wellness and Stage of Change for Exercise……….…………86 

  Research Question Four……………………………………………….....86 

 Summary……………………………………………………………..…………..91 

V. DISCUSSION………………………………………………………...……….....94 

 Overview of the Study…………………………………………………...………94 

 Major Findings………………………………………………………...…………95 

  Sociodemographic Characteristics of the Sample………………...……...95 

  Perceived Wellness and the Neuman Systems Model…………………...98 

  Stage of Change for Exercise and the Transtheoretical Model of 

   Behavior Change………………………………………….…….102 

  Cardiovascular Disease……………………………………..…………. 107 

 Research Questions……………………………………………………..………109 

  Research Question One……………………………………………...….109 

  Research Question Two…………………………..…………………….109 

  Research Question Three…………………………...…………………. 110 

  Research Question Four……………………………...…………………110 

 Conclusions……………………………………………………………………..112 

  Limitations of the Study……………………………………...…………112 



 xvi

Chapter              Page 

  Implications for Nursing………………………………………………..114 

   Nursing Practice………………………………………………...115 

   Nursing Research……………………………………………….115 

  Recommendations for Future Research………………………………...116 

 Study Summary…………………………………………………………………116 

REFERENCES……………………………………………………………………...….120 

APPENDICES………………………………………………………………...………..137 

 Appendix A: The Relationship of Perceived Wellness Scores and 

Stages of Change for Exercise among Rural 

African American Women Questionnaire…………………...…………137 

 Appendix B: Letter of Introduction to Selma, AL Churches……..………..…. .145 

 Appendix C: Advertisement Flyer……………………………………………...146 

 Appendix D: Permission to use Perceived Wellness Survey……………….…..147 

 Appendix E: Permission to use Exercise: Stages of Change…………………...148 

 Appendix F: Perceived Wellness Survey………………………………………152 

 Appendix G: Perceived Wellness Survey Research Scale Information 

  and Instructions…………………………………………………………153 

Appendix H: Exercise: Stages of Change – Short Form………………….…….158 

Appendix I: Georgia State University Institutional Review Board 

 Approval Letter……………………………………………………..…. 159 

 Appendix J: Letters Granting Permission to Use the Churches…………….…..160 

  



 xvii

  

Section              Page 

 Appendix K: Consent Form...………………………………………………......165 

 Appendix L: Physical Activity Participant Booklet…………………………….168 

 Appendix M: Medications Reported……………………………………………177 

 Appendix N: Characteristics of Churches One through Four…………………..182 

  



 xviii

LIST OF TABLES 

Table               Page 

1. Frequency Counts and Percentages of Demographic Variables ……...…………77 

2. Descriptive Statistics for Total Perceived Wellness and Wellness 

  Subscales…………………………………………………………………79 

3. Frequency Counts and Percentages of Stage of Change and  

  Cardiovascular Disease History Variables……………………………….80 

4. Means and Standard Deviations for Total Perceived Wellness by  

  Stages of Change for Exercise.…………...……………………………...82 

5. Perceived Wellness Means and Standard Deviations by Stage of Change 

   for Exercise with and without Cardiovascular Disease…………………84 

6. Stage of Change and History of Cardiovascular Disease (CVD) …………….....86 

7. Chi-Square Results for Stage of Change with Income, Education, 

  Marital Status, and Employment Status………………………………….87 

8. Stages of Change and Age Means and Standard Deviations………………….....88 

9. Means and Standard Error of Means of Perceived Wellness as a Function  

  of Income, Marital Status, and Employment Status.………………….....90 

 

 



 xix

LIST OF FIGURES 

Figure               Page 

1. Goodwin’s Conceptual Framework for Investigation of the Relationship 

  between Perceived Wellness, Stage of Change for Exercise, 

  Demographics, and History of CVD…………………………………….19 



 xx

LIST OF ABBREVIATIONS 

AA   African American 

AAW   African American women  

AHA   American Heart Association 

ANOVA  Analysis of Variance  

ARIC   Atherosclerosis Risk in Communities Study  

BMI   Body Mass Index  

BRFSS  Behavioral Risk Factor Surveillance Survey  

CHD   Coronary Heart Disease  

COOP   Primary Care Cooperative Information Project  

CVD   Cardiovascular Disease 

DEES   Diet Exercise Efficacy Scale 

DEOS   Diet Exercise Outcomes Scale 

DHHS   U.S. Department of Health and Human Services 

EAW   European American women 

HDL   High-density Lipoprotein 

HI   High Income 

HPLP   Health-Promoting Lifestyle Profile 

HTN   Hypertension 

IRB   Institutional Review Board 

LI   Low Income 

LTEQ   Leisure-Time Exercise Questionnaire 

MI   Myocardial Infarction 



 xxi

MOS   Medical Outcomes Study Short-Form General Health Survey 

NAW   Native American women 

NHANES  National Health and Nutrition Examination Survey 

NSM   Neuman Systems Model 

PI   Principal Investigator 

PS   Planned Hip Replacement Surgery 

PWS   Perceived Wellness Survey 

RA   Research Assistant 

SEP   Socioeconomic Position 

SES   Socioeconomic Status 

SOC   Stages of Change 

SPSS   Statistical Package for the Social Sciences 

TTM   Transtheoretical Model of Behavior Change 

UES   Unplanned Emergency Surgery 

WISEWOMAN Well-Integrated Screening and Evaluation for Women Across the  

    Nation 

 

 

  

  

 

 



 

1 

 

 

CHAPTER I 

INTRODUCTION 

Background 

 Over the last decade, there has been a decline in morbidity and mortality rates 

related to cardiovascular disease (CVD) in the United States (US). Yet, African American 

women (AAW) continue to have a disproportionately high rate of deaths from heart 

disease (Ma’At, Owens, & Hughes, 2002). These high mortality rates are due to 

modifiable risk factors and non-modifiable risk factors. Modifiable risk factors are 

associated with high-fat diets, obesity, tobacco abuse, hypertension, hyperlipidemia, and 

physical inactivity (American Heart Association [AHA], 2003; Burnette, Meilahn, Wing, 

& Kuller, 1998), and non-modifiable risk factors are associated with diabetes mellitus 

and family history (Diez-Roux, Northridge, Morabia, Bassett, & Shea, 1999; Gillum, 

Mussolino, & Madans, 1998). According to Diez-Roux et al., AAW have a greater 

number of risk factors for CVD in comparison to their male counterparts, yet AAW do 

not always perceive CVD as a problem or life threatening. This lack of perceived danger 

may be attributed to the age at which women receive CVD prevention information 

(Yawn, Wollan, Jacobsen, Fryer, & Roger, 2004), and the decision time they use to seek 

help for CVD-related problems (Morgan, 2005). For example, Yawn et al. found that 

women younger than 70 years of age were less likely to receive preventive information 

related to CVD after being hospitalized for myocardial infarction (MI) than those 70 

years of age and older. Morgan found that the decision time to seek help for CVD-related 
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problems was longer among rural women than their male counterparts and these women 

did not always understand their susceptibility to CVD (Krummel, Humphries, & Tessaro, 

2002). If women do not perceive CVD as a major concern, maintaining a healthy 

lifestyle, which includes increasing physical activity, may not be a priority in their health 

promoting behaviors. Health promotion is a behavior that is motivated by a desire to 

actualize human health potential and to increase well-being (Neuman, 2002; Pender, 

Murdaugh, & Parsons, 2002). O’Donnell (1989) defines health promotion as the art and 

science of assisting people with lifestyle changes which move them toward optimal 

health. For health promotion to be successful, a change in behavior is usually required. 

 Physical inactivity, a modifiable risk factor, is one of the lifestyle behaviors that 

can be changed in AAW to decrease their risk for CVD (Gubler, Gaskill, Fehrer, & 

Laskin, 2007; Hu et al., 2001). Data indicate that physical inactivity is seen in 39% of 

White women and 57% of women of color (Bedinghaus, Leshan, & Diehr, 2001). Despite 

the highly publicized benefits of maintaining an active lifestyle, some women, including 

rural AAW, have low rates of physical activity (Sanderson et al., 2003). Bezner, Adams, 

and Whistler (1999) argue that physical inactivity is related to wellness perceptions. 

Women who exercise more tend to have a greater positive perception of their health and 

wellness. To reduce CVD risk and improve AAW’s mortality rates associated with CVD, 

studies that examine the relationship between AAW’s current health behaviors, their 

intent to participate in physical activity, and their perception of health and wellness 

(perceived wellness) are greatly needed. 
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Purpose 

 The purpose of this study was to describe rural AAW’s perception of wellness as 

it relates to their stage of change for exercise. This information was obtained by: 1) 

assessing the perceived wellness of a sample of rural AAW; 2) ascertaining their current 

stage of change for exercise; 3) determining if there was an association between their 

perceived wellness and stage of change for exercise; 4) determining if there was an 

association between stage of change for exercise and history of CVD; and 5) determining 

if there was an association between other demographic variables, perceived wellness, and 

stage of change for exercise. Understanding the association between perceived wellness 

and stage of change for exercise provides information about rural AAW’s current health 

behaviors and whether there is a connection between these behaviors and their 

perceptions of wellness. Knowledge about this association will guide researchers in 

understanding health behaviors that lead to rural AAW’s participation in physical 

activity. This information can facilitate the development of individual and population-

specific interventions designed to eliminate the problem of physical inactivity and 

decrease the mortality and morbidity rates of CVD in rural AAW. 

Significance of the Problem 

 The two main goals of Healthy People 2010 are to increase the years and quality 

of healthy life and to eliminate health disparities (U.S. Department of Health and Human 

Services [DHHS], 2000). These goals are believed to be accomplished by providing 

people with the assistance needed to gain motivation, knowledge, and opportunities to 

make informed decisions related to their health (DHHS). AAW have been identified as 

having a disproportionately high mortality and morbidity rate related to CVD and a high 
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rate of physical inactivity (AHA, 2002). Further, it has been determined that people 

residing in southern communities are more likely to be physically inactive (Martin et al., 

2005) than those in other regions. According to Brownson, Eyler, King, Brown, and 

Sallis (2000), AAW report a higher rate of physical inactivity than their White 

counterparts, and women residing in rural settings are 33% more likely to be physically 

inactive than their urban counterparts. Yeager, Macera, and Merritt (1993) reported as 

age increased, the prevalence for sedentary behavior increased among women, with 

AAW having the highest rate (44.9%), compared to Caucasian women (29.5), and 

Hispanic women (36.4%). Similar findings continue to be reported with respect to a 

decline in physical activity as women age (Morbidity & Mortality Weekly Report, 2006; 

Sanderson et al., 2003). 

 Studies have also shown that education and income are directly correlated with 

physical inactivity (Brady & Nies, 1999; Speck & Harrell, 2003; Purath & Miller, 2005). 

Findings indicate that low socioeconomic position (SEP) is correlated with high levels of 

physical inactivity while low socioeconomic status (SES) is correlated with 

neighborhoods having low numbers of commercial physical activity-related facilities 

(Baltrus, Lynch, Everson-Rose, Raghunathan, & Kaplan, 2005; Powell, Slater, 

Chaloupka, & Harper, 2006). Incomes and more specifically SES of neighborhoods have 

been found to be indicators of physical activity, with higher income and higher 

neighborhood SES correlating with higher levels of physical activity (Nies, Reisenberg, 

Chruscial, & Artibee, 2003). 

 Tai-Seale (2003) found that a motivator to increasing physical activity was a 

belief in the benefits, while lack of time was seen as a barrier regardless of the individual 
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stage of change for exercise. Variables such as influence of others, weight control, stress 

reduction, and health concerns were other motivators identified in the literature (Young, 

Gittelsohn, Charleston, Felix-Aaron, & Appel, 2001). 

 Additional reasons cited in the literature for rural AAW’s low participation in 

physical activity include lack of enjoyable scenery, less education, lack of seeing others 

exercise in their neighborhoods, less social support from friends and family, and 

increased caregiving responsibilities (Wilcox, Castro, King, Housemann, & Brownson, 

2000). Limited access to physical activity facilities and lack of appropriate walking 

places were cited by Arcury et al. (2006) as reasons for decreased physical activity levels 

among rural older adults. Johnson and Nies (2005) cited cost, lack of discipline or time, 

and lack of motivation as barriers to rural AAW with respect to health-promoting 

behaviors. Other barriers included lack of child care, lack of an exercise partner, 

competing responsibilities, lack of space in the home, fatigue, and unsafe neighborhoods 

(Nies, Vollman, & Cook, 1999). 

 In summary, rural AAW have a disproportionately high rate of heart disease 

(Taylor, Hughes, & Garrison, 2002). Misperceptions still exist that CVD is not a real 

problem for women (AHA, 2006a). While it is understood that prevention of CVD should 

begin at an early age, the AHA (2003) reports that as age increases, the incidence for 

CVD and physical inactivity increases in this population. Research has consistently 

shown AAW as having a high rate of physical inactivity (Ainsworth, Irwin, Addy, Whitt, 

& Stolarczyk, 1999; Powell et al., 2006; Suminski, Petosa, Utter, & Zhang, 2002), yet 

this continues to be a problem within this population. Given these findings, rural AAW 

between 40 and 75 years of age were the target population of this study. 
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 Health promoting behaviors, strategies that help people improve and maintain 

optimal health, were also addressed in this study. Optimal health is a balance of 

emotional, intellectual, physical, social, and spiritual well-being (O’Donnell, 2005).These 

behaviors included increased physical exercise and promotion of wellness. By gaining an 

understanding of rural AAW’s health promotion behaviors, individual and population-

specific interventions have a greater chance of helping these women to become 

successful in increasing their physical activity levels. 

 Information obtained from the current study provides documentation of rural 

AAW’s self-reported participation in physical activity in relation to their perceived 

wellness. A description of the role wellness plays in physical activity is provided by 

comparing women with and without a history of CVD. By providing this perspective, the 

study findings will be helpful with planning interventions aimed at assisting rural AAW 

with increasing their physical activity in an effort to promote healthy behaviors, as well 

as address both of the Healthy People 2010 goals for this population. 

 Research Questions 

  The following research questions provided guidance for this study:  

 (1) Is there a significant relationship between perceived wellness and the individual 

AAW’s stage of change for exercise? 

 (2) Is there a significant relationship between self-reported history of CVD, 

perceived wellness, and the individual AAW’s stage of change for exercise?  

 (3) Is there a significant difference in the stage of change for exercise between 

AAW who self-report no history of CVD and those who self-report history of CVD?  



7 

 

 

 (4) Does age, income, education, marital status, or employment status significantly 

affect perceived wellness and stage of change for exercise among AAW? 

Definitions of Research Variables and Relevant Terms 

Independent Variables 

 Stage of change was the major independent variable. Other independent variables 

included age, income, education, marital status, employment status, number of dependent 

children living at home, and cardiovascular disease history. Below is a definition for each 

as they were used in this research study. 

 Stage of change is a process involving progression through a series of six stages 

(precontemplation, contemplation, preparation, action, maintenance, and termination) in a 

spiral pattern. It refers to an individual’s readiness to make a change in behavior. This 

behavior change is to avoid unhealthy habits and to acquire healthy habits. In this study, 

the behavior change was specifically in relation to increasing physical activity (as 

physical inactivity is the unhealthy habit). The purpose of the behavior change is to 

promote health (Prochaska, DiClemente, & Norcross, 1992), which can be accomplished 

by increasing physical activity. 

 Age was self-reported by the participant in years.  

 Income was self-reported household income for the year 2006 from all sources 

from all persons living with the participant. Categories were delineated as less than 

$10,000; $10,000 to 19,999; $20,000 to $29,999; $30,000 to $39,999; $40,000 to 

$49,999; and $50,000 or more. 
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 Education was the self-reported highest education completed. This variable is 

defined as no high school, some high school, high school graduate, some college, or 

college graduate. 

 Marital status was self-reported as single, married, divorced/separated, or 

widowed. 

 Employment status was self-reported as unemployed, employed part-time (less 

than 35 hours a week), employed full-time (more than 35 hours a week), or retired. 

 Number of dependent children was self-reported in terms of number and ages of 

children living at home.  

 History of cardiovascular diseases was self-reported. Categories were delineated 

as history or diagnosis of heart disease; history or diagnosis of hypertension (high blood 

pressure); history or diagnosis of hyperlipidemia (high cholesterol); history or diagnosis 

of other problems (with an area to write in the disease or diagnosis); or none of the above.  

Dependent Variable 

 Perceived wellness was the dependent variable. The NSM guided the perceived 

wellness portion of the study. A definition follows for this variable as it was used in this 

study.  

 According to Neuman (2002), wellness, which encompasses the client’s 

perception, is the interacting parts of the client system (which includes the sociocultural, 

developmental, physiological, spiritual, and psychological variables) maintaining 

harmony and stability with the whole system. This dynamic state of harmony is related to 

the client system’s ability to cope with internal and external environmental stressors to 

attain, maintain, or retain optimal health.  
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Relevant Terms 

 Relevant terms refer to terms that are frequently seen throughout this research 

report. There are several relevant terms that are defined for clarification. They include 

African American women, physical activity, rural county, rural African American 

women, regular exercise, and health promotion.  

 African American women were self-identified Black American women of African 

ancestry (American Heritage College Dictionary, 2002). 

 A rural county was broadly defined, using the Office of Management and 

Budget’s 1993 definition, as a territory that is outside of a metropolitan area and includes 

no city with 50,000 or more residents (U. S. Department of Agriculture, 2006).   

 Physical activity was defined as leisure-time activity that is performed for 30 

minutes a day at least five days a week (DHHS, 2000). 

 Regular exercise was defined as a plan of physical activity, which includes 

aerobics, bicycling, brisk walking, rowing, swimming, etc., to increase physical fitness. 

This activity is performed between three (3) and five (5) times a week with sessions 

lasting between 20 and 60 minutes. The level of exercise is effective when respiratory 

rate increases and the person breaks into a sweat, but it does not have to be painful 

(Cancer Prevention Research Center, 1991). 

 Rural African American women were defined as self-identified Black American 

women of African ancestry residing in a rural county. 

 Health Promotion referred to a conscious effort on the part of an individual to 

maintain a lifestyle that promotes a balance between emotional, intellectual, physical, 
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social, and spiritual well-being (O’Donnell, 2005). This lifestyle includes strategies for 

remaining physically active and maintaining wellness. 

Assumptions 

 There were four assumptions associated with this descriptive study. The first one 

was that a self-report instrument is useful in obtaining knowledge about AAW’s 

perceived wellness, stage of change for exercise, and demographic data. The second 

assumption was that the participants answered all questions accurately and honestly. The 

third assumption was that AAW were self-identified according to the definition provided 

above and no women were from any other ancestry. The fourth assumption was that these 

rural AAW were physically capable of exercising without restrictions or assistive devices 

(such as canes, walkers, etc.).   

Theoretical Framework 

 This study integrated a systems model and a change process model to explore the 

relationship between wellness perceptions and the stage of human change.  The aim of 

this research was to describe AAW’s perception of wellness in conjunction with their 

stage of change for exercise. The client system concept of the NSM and the stage of 

change construct of the TTM provided the theoretical frameworks for this study. 

Neuman Systems Model 

 Betty Neuman’s Systems Model is a synthesis of knowledge from other 

disciplines combined with her own clinical nursing expertise and philosophical beliefs. It 

is based on the general systems theory (von Bertalanffy, 1976) and living organisms are 

reflected as open systems. “The content of the model draws from and is related to Gestalt, 
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stress, and dynamically organized systems theories (de Chardin, 1955; Cornu, 1957; 

Edelson, 1970; Lazarus, 1981, 1999; Selye, 1950)” (Neuman, 2002, p. 12) .  

 There are 10 major concepts in the current version of the NSM. These major 

concepts include wholistic approach, open system, environment, created environment, 

client system, wellness and illness, stressors, degree of reaction, prevention as 

intervention, and reconstitution (Neuman, 2002). An explanation for each concept 

follows. 

 Wholistic approach regards the client as an open system interacting with the 

environment. Open system (which includes feedback, function, entropy, input and output, 

negentropy, and stability) is regarded as the exchange of information energy within the 

complex open system; the basic components are stress and reaction to stress. 

Environment is composed of both external and internal forces being affected by the client 

and those that affect the client at any given time. According to Neuman, wellness and 

illness is considered a continuum and is determined by the degree to which the client 

system’s needs are met. Wellness occurs when the client system needs are met, a state of 

harmony. Illness results when needs are unmet, a state of disharmony. Stressors are 

stimuli within the client system boundaries that produce tension; these stimuli may be 

intrapersonal (within the individual or client), interpersonal (between one or more 

individuals), or extrapersonal (outside the individual). Degree of reaction refers to the 

client-required energy utilized to adjust to stressors. Prevention as intervention refers to 

the purposeful actions that occur before or after penetration of protective lines of defense 

or resistance. These actions help the client attain, maintain, and/or retain stability of the 
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system, and are considered as primary, secondary, and tertiary. Reconstitution refers to 

the system’s adaptation to external and internal environmental stressors (Neuman, 2002).  

 The client system, the major concept used in this study, includes the five variables 

which are developmental, physiological, psychological, sociocultural, and spiritual. 

Neuman (2002) defines the five variables as follows: 

 Developmental refers to activities and processes that are age-related and includes 

areas such as educational achievement and career development. Physiological refers to 

internal function and bodily structure, and includes physical fitness, nutrition, and 

biological functions. Psychological refers to internal and external interactive 

environmental effects and mental processes, and includes emotional ability and stress 

management. Spiritual refers to positively directed energy used by the mind and body as 

well as spiritual beliefs and influences, and includes a sense of love and hope. 

Sociocultural refers to influences and social-cultural conditions which include support for 

and from family and friends as well as a feeling of connection within the culture and 

community. 

 The basic structure refers to the central core which encompasses the five variables 

described above and represents the energy resources of the client system (client survival 

factors). In modeling this concept, the central core is surrounded by three (3) circles of 

broken lines known as the lines of resistance. The lines of resistance are enclosed by a 

solid circle known as the normal line of defense. The normal line of defense is 

surrounded by a broken-line circle known as the flexible line of defense. The flexible line 

of defense represents the outer boundary of the client system and acts as the buffer 

system that protects the client’s stable or normal state (Neuman, 2002).  
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 The purpose of the lines of defense and resistance is to help maintain the system 

at its optimal state of wellness. The five client variables are in constant interaction with 

each other as well as with the external and internal environment. The central core, or 

basic energy, is protected by these lines (both defense and resistance) to maintain system 

stability (Neuman, 2002).  

 The flexible line of defense, or the outermost broken circle, acts as the buffer 

system that protects the client’s stable or normal state. The role of the flexible line of 

defense is to protect the central core from short-term or immediate environmental 

stressors, and help the client maintain the usual wellness condition. The role of the 

normal line of defense, which is activated when a stressor penetrates the flexible line of 

defense, is to assist with client-system adjustments to long-term stressors. It is considered 

to be composed of the client’s lifestyle influences and coping patterns (Neuman, 2002). 

As implied by its role, this particular line is developed over time, and it “…defines the 

current health status of the client system…” (Neuman, p. 19). System stability (the 

client’s state of wellness) is maintained by the interactions of the five variables and the 

environment. If this line of defense fails, one or more stressors are able to penetrate. The 

system then destabilizes and deviates from the usual wellness condition (Neuman). 

 Once destabilization occurs, the lines of resistance (consisting of external and 

internal resources) are activated. As long as these external and internal resources are able 

to adequately supply the needed energy, the system returns to its usual state of wellness. 

If the resources are inadequate, the system’s state of wellness is decreased and illness or 

death results (Neuman, 2002). “By assessing the effects of all five client system variables 

in interaction with the environment, the client system’s health status becomes known…” 
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(Neuman, p. 19), and client-specific appropriate interventions can be developed to 

facilitate the client system’s return to the optimal state of wellness. 

 The NSM is concerned with the whole person and variables affecting the person’s 

response to environmental stress. The person is regarded as a client or client system. This 

wholistic and multidimensional perspective considers the entire context of the client, by 

taking into account all the variables that affect an individual at any given time (Neuman, 

2002). The client system concept operates on the premise that the client is viewed as a 

whole and it encompasses the five variables simultaneously. The client system is in 

constant interaction with the environment and works toward maintaining stability, a sense 

of wellness (Neuman). Using the NSM as a theoretical base, it can be hypothesized that if 

AAW are physically fit, emotionally stable, and managing stress adequately, they are 

capable of participating in regular exercise. When AAW experience a sense of love and 

hope, a sense of connection within the culture and community, and feel intellectually 

challenged, they are capable of engaging in health promotion behaviors in an effort to 

maintain their optimal state of wellness. Specifically, the client system concept variables 

provide a representation of the individual rural AAW’s wellness perception. 

 Adam (as cited in Peterson & Bredow, 2009) stated that research can be guided 

by conceptual models. Nursing research examines phenomena that are of interest to 

nursing and these phenomena are explained by nursing conceptual models. In the current 

study, one of the phenomena of interest encompassed the five (5) client-system variables. 

With a focus on wellness, the NSM provided a framework to view the AAW in a 

wholistic, systematic manner. Understanding the five variables provides an awareness of 

all the facets of the client’s state of wellness (Crawford & Tarko, 2002).  
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 Similar to the NSM client system concept, perceived wellness is described by 

Adams, Bezner, and Steinhardt (1997) as multidimensional and implies a conscious effort 

on the part of the individual to obtain or maintain a state of wellness. Perceived wellness 

also implies that the individual understands the need to establish and maintain health 

promoting behaviors (Burke et al., 2001; Krummel et al., 2002). To assess perceived 

wellness in this study, the Perceived Wellness Survey (PWS) was utilized. A description 

of the PWS dimensions and their relationship to the NSM client system concept follows: 

 The physical wellness dimension refers to a positive perception and expectation 

of physical health (Adams, Bezner, & Steinhardt, 1997), which is similar to the client 

system concept physiological variable. Psychological wellness is a general perception 

that positive outcomes will be experienced to circumstances and events of life (Adams, 

Bezner, & Steinhardt), and is similar to the client system concept psychological variable. 

Social wellness refers to a perception of available support from family and friends when 

needed as well as perception of providing valued support (Adams, Bezner, & Steinhardt), 

and is similar to the client system concept sociocultural variable. Emotional wellness 

refers to possessing a positive sense of self-regard and secure identity (Adams, Bezner, & 

Steinhardt), and is similar to the client system concept psychological variable. Intellectual 

wellness refers to a perception of being energized internally by activity that is 

intellectually stimulating (Adams, Bezner, & Steinhardt), and is similar to the client 

system concept developmental variable. Spiritual wellness refers to a perception of 

having positive meaning and a purpose in life; belief in a unifying force; interactive force 

between the body and mind (Adams, Bezner, & Steinhardt), and is similar to the client 

system concept spirituality. Due to the similarities between the NSM client system 
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concept variables and the dimensions of the PWS, the NSM was the framework that 

guided the perceived wellness portion of the study. 

Transtheoretical Model of Behavior Change  

 Developed in the early 1980’s by Prochaska and DiClemente, TTM was originally 

designed as a way of describing addictive behavior changes (Prochaska, Norcross, & 

DiClemente, 1994). The TTM has since been used in medical services and for health 

promotion. Studies initially focused on smoking and were broadened, for example, to 

include studies of alcohol abuse, substance abuse, and physical activity (Prochaska, 

Redding, & Evers, 2002).  

 The TTM works on the premise that change does not occur at one time, but rather 

consists of a series of stages. This model describes a sequential process, and individuals 

tend to go from one stage to another in a spiral, rather than cyclic, pattern (Prochaska, 

Norcross, & DiClemente, 1994). An individual may go from one stage to another and 

then return to a previous stage before moving on to the next. It is suggested that by 

recycling through the stages, the individual evolves to a higher level as he learns from his 

experiences (Cassidy, 1999; Prochaska, Velicer, Guadagnoli, Rossi, & DiClemente, 

1991).   

 The TTM consists of four core constructs. They are the stages of change (SOC), 

processes of change, decisional balance, and self efficacy. The six stages of change that 

have been identified are precontemplation, contemplation, preparation, action, 

maintenance, and termination (Prochaska, 2001). These stages are divided into pre-action 

(precontemplation, contemplation, and preparation) and action (action, maintenance, and 

termination) categories (Burbank, Reibe, Padula, & Nigg, 2002). The SOC, the only 



17 

 

 

construct from the TTM, was used in this study and provided guidance for the stages of 

change portion. 

 The first stage, Precontemplation, identifies the individual who is not giving 

serious thought to making a change in behavior within the next six months. People in this 

stage may be under-informed or uninformed about their unhealthy behavior and the 

consequences associated with this behavior. Others in this stage may have tried to change 

in the past, but have not been successful. People in this stage avoid thinking, reading, or 

talking about their unhealthy behavior. In the Precontemplation stage, people tend to 

overestimate the cost and underestimate the benefit of changing their behavior, and some 

may not be conscious of the mistakes they are making (Prochaska, 2001). 

 Stage two, Contemplation, occurs when one considers making a change in a 

particular behavior within the next six months. People in this stage are aware of the 

advantages and disadvantages of changing their behavior. As they begin to contemplate 

making a change, they begin to have an increased awareness of the costs of changing. 

Ambivalence is seen as they attempt to balance the costs and benefits of changing 

(Prochaska, 2001). 

 Preparation, stage three, occurs when an individual plans to make a change in the 

behavior within the next month. A significant action has been taken by the person in this 

stage in the past year. A plan of action has been developed. It may include talking with a 

health care provider or counselor, purchasing a book with self-help tips, or simply relying 

on an approach of self-change (Prochaska, 2001). 

 Action is the fourth stage in this model. Action occurs when one is actively 

engaging in the desirable behavior and has been doing so for six months. In this stage, 
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action and behavior change become one and the same, as one is able to observe the action 

(Prochaska, 2001). 

 The fifth stage in this model is Maintenance. It is believed that this stage occurs 

when the individual continues the desirable behavior and is actively trying to prevent 

relapse. People in this stage possess a confidence that enables them to avoid relapse. This 

stage lasts from six months to five years (Prochaska, 2001). 

 The sixth and final stage is called Termination. It is described as the point in 

which the individual is without temptation and self-efficacy has reached 100%. In this 

stage, people are confident they will not return to their unhealthy behaviors. It seems as 

though they never had the unhealthy behavior in the past (Prochaska, 2001). 

 In summary, two models were utilized in this study. The NSM’s client system 

concept provided guidance for the perceived wellness portion of the study. The TTM’s 

stage of change construct provided guidance for the stage of change portion of the study. 

Together, these two models provided the theoretical framework for the study. 

 Figure 1 depicts a visual representation of the variables for this study. It was 

conceptualized that perceived wellness, stage of change for exercise, demographics, and 

report of CVD will influence rural AAW’s health promotion behaviors. These health 

promotion behaviors include rural AAW’s perception of wellness and their willingness to 

participate in physical activity such as a planned exercise program. If rural AAW are 

willing to change their lifestyle by participating in health promotion behaviors, then this 

desire to change could lead to positive outcomes such as increased physical activity and a 

conscious effort to maintain optimal health and wellness. These positive health outcomes 
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have the potential to result in reduced CVD mortality and morbidity rates which could 

ultimately improve the cardiovascular health of rural AAW. 

Figure 1 

 

Goodwin’s conceptual framework for investigation of the relationship between perceived 

wellness, stage of change for exercise, demographics, and history of CVD 

Summary 

 Cardiovascular disease, previously believed to be an issue related to men, 

not women, remains the leading cause of death among women in the US (Bedinghaus et 

al., 2001; and Finkelstein, Troped, Will, & Palombo, 2002). Physical inactivity has been 

identified as one of the contributing factors to CVD (AHA, 2003). AAW have a 

disproportionately high rate of deaths from heart disease (Ma’At et al., 2002), as well as a 

disproportionately high rate of physical inactivity (AHA, 2002). The purpose of this 

study was to describe rural AAW’s perception of wellness as it relates to their stage of 

change for exercise and their demographics. This was accomplished by: 1) assessing 
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perceived wellness of a sample of rural AAW; 2) ascertaining their current stage of 

change for exercise; 3) determining if there was an association between their perceived 

wellness and stage of change for exercise; 4) determining if there was an association 

between stage of change for exercise and history of cardiovascular disease; and 5) 

determining if there was an association between other demographic variables, perceived 

wellness, and stage of change for exercise. The client system concept of the NSM and the 

stage of change construct of the TTM provided the theoretical frameworks for this study. 
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CHAPTER II 

REVIEW OF LITERATURE 

 The review of literature will be presented in sections. Each section is organized 

around the study variables (perceived wellness, demographics, physical activity, and 

cardiovascular disease) and rural African American women (AAW). Other sections 

include studies pertinent to the theoretical framework, the Neuman Systems Model 

(NSM) and the Transtheoretical Model of Behavior Change (TTM). The aim of this 

chapter is to present, through selective references to the literature, a clearer understanding 

of the study variables, rural AAW, and the theoretical framework. 

Perceived Wellness 

 Wellness has been described as an individual’s conscious effort to maintain 

optimal health (Neuman, 2002), and optimal health has been described as a balance of 

emotional, intellectual, physical, social, and spiritual well-being (O’Donnell, 2005). This 

conscious effort provides a general picture of health-promoting behaviors which are 

based on the cumulative experiences of the individual (Sinclair, 2004). Health promotion 

behaviors for this study include such things as maintaining physical activity and 

promoting wellness. The next five studies relate to perceived wellness/wellness and 

health promotion behaviors. 

 First, Bezner, Adams, and Whistler (1999) conducted a study to explore the 

relationship between physical activity and perceived wellness, using the Perceived 

Wellness Survey (PWS) as a measuring tool. A convenience sample of 243 hospital 
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employees was recruited of which 195 were women. Race information was reported as 

Caucasian, 203; Hispanic, 13; African Americans, 11; other, 10; and Asian, 4. Data were 

obtained from self-administered questionnaires and indicated there is a relationship 

between quantity of physical activity and measures of well-being. The researcher 

concluded that the more one exercises, the greater their perceived wellness. 

 Second, Adams, Bezner, Drabbs, Zambarano, and Steinhardt (2000), utilizing the 

PWS along with three other instruments, conducted a study to conceptualize and measure 

the spiritual and psychological dimensions of wellness. A convenience sample consisted 

of 112 undergraduate students enrolled in a health education class at a university in 

Austin, TX, of which 91 were women. Self-administered questionnaires were distributed 

to these students in a classroom setting. Overall wellness was found to be influenced by 

psychological and spiritual dimensions. This means the greater sense of love and hope 

(spirituality) and emotional stability including adequate stress management 

(psychological), the greater the perception of wellness. 

 In an observational study at a private not-for-profit hospital, Angard, Chez, and 

Young (1998) sort to determine if women employees were more attuned to aspects of 

disease prevention, personal health, and wellness. Women between 39 and 60 years of 

age were invited to participate in this study, which included a 20-page self-administered 

health-risk appraisal. Other areas assessed included vital signs, blood work 

(comprehensive metabolic panel, cardiac profile, and complete blood count), and 

consultations with specialists related to breast self-examination, fitness, nutrition, and 

psychosocial/wellness behaviors. Rather than perform a statistical analysis, the data were 

hand collected and analyzed. With regard to physical activity, 22 of the 60 participants 
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reported moderate (n = 18) or vigorous (n = 4) exercise more than twice weekly. Findings 

from this study indicate though these women may possess a knowledge and awareness of 

the importance of health-promoting behaviors, they did not appear to take on the 

responsibility of maintaining their own well-being and health. 

 Next, James, Hudson, and Campbell (2003) utilized church-going African 

American (AA) participants in a two-part descriptive study to examine physical activity. 

Part one of the study consisted of six focus group sessions conducted in two (2) different 

rural AA churches in North Carolina. The sample of 45 (16 men, 29 women) participated 

in one (1) of six (6) sessions. The purpose of the discussion was to identify knowledge 

and perceptions of healthy behaviors, specifically physical activity. Data were obtained 

from a baseline survey from participants in a church-based research study designed to 

promote colorectal cancer prevention. Part two of the study consisted of telephone 

surveys which were conducted after the focus group sessions. Twelve churches were 

involved in the telephone survey with a population of 2480. Of the surveys returned, 850 

were complete. The survey sample consisted of 99% AA and 72% female, with an 

average age of 50 years. A telephone questionnaire asked about physical activity 

(duration, type, and intensity); barriers and benefits to physical activity; and height, 

weight, and body mass index. Findings from the focus group sessions suggest participants 

consider being physically active as a part of a healthy lifestyle and maintaining wellness. 

While findings from the survey data indicated that participants engage in household or 

recreational physical activity in an effort to maintain wellness at a rate of 54%, both 

groups valued physical activity. 



24 

 

 

 The last study, conducted by Nicklas et al. (2003), was a descriptive correlational 

study to determine the efficacy of a six-month lifestyle intervention among Caucasian 

and AA women who were postmenopausal. The sample consisted of 124 women between 

the ages of 50 and 73. Of the 124, 111 completed the 10-week dieting phase. Seventy six 

of the 111 completed the weight loss phase (Caucasian, n = 57; AA, n = 19). The 

participants met weekly in a group format and received dietary instructions (portion size 

management and avoidance of binge eating), stress management, and three (3) days a 

week of low-intensity walking for 30 to 45 minutes. One day a week the women walked 

on the treadmill at an exercise facility, supervised by an exercise physiologist, and the 

other two (2) days they walked on their own. This routine was continued for six months 

of the study. Participants provided measures of their body composition and fat 

distribution, glucose tolerance, lipoprotein lipids, and maximal aerobic capacity prior to 

the intervention and two weeks after. The 19 AAW weighed more and had higher body 

mass index (BMI) than the 57 Caucasian women at baseline. Other results include greater 

fat mass (p <.05) and lean mass (p <.01) among the AAW, while body fat, hip and waist 

girths were not different between the two groups at baseline. The weight loss was similar 

between the two groups after the intervention, although the Caucasian women lost a 

greater percentage of body fat. Findings indicate interventions directed to decrease 

caloric intake and increase physical activities are equally effective in Caucasian women 

and AAW. 

 In summary, multiple studies were identified that explored wellness and health-

promoting behaviors, which offer insight into the conscious efforts that women make to 

maintain optimal health. These studies cited conclude that overall wellness is 
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multidimensional, which includes psychological and spiritual dimensions, and the more 

one exercises, the greater the perception of total wellness. These studies also suggest that 

women who were not engaged in health promoting activities tended to be more 

successful with increasing their activity levels when interventions designed to assist them 

with improving their health behaviors were provided. 

Demographics 

 Age has been identified as having an inverse or negative association with physical 

activity, suggesting as age increases, physical activity decreases (Morbidity & Mortality 

Weekly Report, 2006; Yeager et al. 1993; Sanderson et al., 2003). Other demographics 

that have been associated with physical activity include education, income, 

socioeconomic status, and small children living at home (Baltrus et al., 2005; Brady & 

Nies, 1999; Nies, et al., 2003; Powell et al., 2006; Purath & Miller, 2005; Speck & 

Harrell, 2003). Several studies identified below have demonstrated the impact that 

demographic characteristics have on wellness and physical activity.   

 First, Sanderson et al. (2003) studied factors associated with physically active 

women in a rural community. This study, which was a part of the Women’s Health 

Initiative, was part of a larger community prevention study designed to reduce CVD risk 

among AAW in rural Alabama. The major purpose of this study was to describe leisure 

and non-leisure physical activity patterns among rural AAW and Caucasian women 40 

years of age and older. Face-to-face surveys were conducted in a predominately AA low-

income community in two rural areas. Each participant’s leisure-time physical activity 

level was assessed by their responses to the 1994 Behavioral Risk Factor Surveillance 

Survey (BRFSS), and included additional questions developed to assess non-leisure 
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physical activity. A comparison revealed 74% of Caucasian women and 67% of AAW 

reported participating in physical activity during the week for greater than 150 minutes. 

The researchers concluded that socioeconomic and demographic factors for the AAW 

participants who were active for greater than 150 minutes a week included being 

employed, having higher incomes and education levels, being married, and being at a 

younger age. In addition, AAW who reported arthritis or other health problems were less 

likely to be active. 

 Secondly, Speck and Harrell (2003) conducted a review of literature related to 

physical activity and women to identify variables that were predictive of or associated 

with regular physical activity maintenance. No information was provided related to the 

data bases or dates of the studies reviewed. Findings from this review show a relationship 

between physical activity in women and demographics (specifically age, education, and 

health status). With respect to age, they conclude that there is an inverse association seen 

with age and physical activity. Women with higher education levels tend to exercise more 

than those with lower education levels. Those with small children at home tend to 

exercise less than those without small children. They further report that health status is a 

predictor of exercise, as women who report poor health are less likely to exercise. 

 Next, Purath and Miller (2005) conducted a prospective, controlled trial study to 

analyze factors associated with increased physical activity. Female employees between 

18 and 69 years of age were recruited from a university (location not provided). Of the 

603 women invited to participate, 287 consented and met the inclusion criteria. Exclusion 

criteria included women who were found to be in the action or maintenance stage of 

change for exercise and those who were determined to have a potential risk of harm 
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secondary to physical activity. Racial profile of the participants was reported as 233 

Caucasian, 11 AA, 12 Hispanic, 30 Asian or Pacific Islander, and 1 Native American. 

Participants were randomly assigned to an intervention or control group and completed a 

self-administered questionnaire. Screening and usual care counseling (advice related to 

improving personal health and/or referrals) was provided for both groups by a nurse 

practitioner. Those assigned to the intervention group received stage-tailored counseling 

after the usual care counseling. Telephone contact was made with the intervention group 

two weeks afterwards to discuss their progress as well as provide support or additional 

information as needed. Both groups were evaluated by making a comparison of their pre-

test (baseline) and post-test (at week six) scores of self-reported physical activity and 

stage of change for exercise. Findings revealed a greater change in number of minutes 

walked per week by women with less education when compared with women with higher 

education and the greatest change was seen among those in the intervention group. A 

possible explanation for this finding is that women with lower education primarily chose 

walking because they had limited access to the other types of physical activities. Stage of 

change was significantly improved in minority women and an increase in self efficacy 

was a predictor of improved stage of change.  

 In another study, Brady and Nies (1999) compared health promotion and exercise 

behaviors of older AAW who were above and below the poverty level (annual income of 

$7,360). A convenience sample of 58 AAW, age 50 and older, were recruited on Sunday 

after church services at a mid-south Baptist church. The ages of the women ranged from 

51 to 88 (M = 60.1) of which 26 were below and 32 were above the poverty level. 

Questionnaires, which included a demographic page and the Health Promoting Lifestyle 



28 

 

 

Profile (HPLP), were distributed to each participant. Results show those above the 

poverty level had higher HPLP scores (M = 2.85, SD = .40) than those below (M = 2.51, 

SD = .51). The above poverty level group also had higher exercise scores (M = 2.30,  

SD = .77) than the below poverty level group (M = 1.72, SD = .76). These findings 

indicate that as income increases, health promoting behaviors, including physical activity, 

increases. 

 Similarly, as part of a larger study designed to implement a walking intervention 

among women, Nies et al. (2003) conducted a qualitative study to investigate the 

response of a physical activity counseling intervention among women, based on annual 

household incomes. The sample of 31 mostly sedentary or inactive women between 30 

and 60 years of age (M = 42.5, SD = 7.2) were classified into high income (HI) or low 

income (LI) groups. The HI group consisted of those who reported household income of 

>$50,000 annually (AAW, n = 9; European American women [EAW], n = 12), while the 

LI group consisted of those who reported household income of <$50,000 annually 

(AAW, n = 9; EAW, n = 7). A telephone survey was used to assess physical activity 

levels and participants received help with determining a way to include adequate walking 

into their weekly routine. Findings are reported in terms of physical activity responses 

based on socioeconomic status (SES) and race. With respect to SES, HI group members 

reported walking as a benefit (gaining a sense of accomplishment) while the LI group 

expressed their walking routine would be enhanced with availability of new equipment. 

Findings related to race were reported as EAW were more likely to walk with a pet or 

family member in their neighborhoods or a park while AAW were more likely to walk in 

malls. 
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 Next, Baltrus et al. (2005) conducted a study to determine if socioeconomic 

position (SEP) and psychosocial and behavioral factors influenced the differences noted 

between Caucasian women and AAW related to weight gain. The original 34-year study 

began in 1965 in Alameda County, CA, and follow-up questionnaires were delivered via 

mail in 1974, 1983, 1994, and again in 1999. Baseline data revealed participants were 

between 17 and 40 years of age, 1375 of which consisted of women (Caucasian, n = 

1201; AA, n = 174). An assessment was made of childhood SEP (father’s occupation or 

education level), education, occupation, income, and cumulative SEP. Childhood SEP 

was included because it was believed by the investigators that it influenced cumulative 

SEP. Findings indicate physical activity scores were lower among AAW (2.17) than 

Caucasian women (2.81). A greater percentage of AAW (41.4%) had small children 

living at home, compared to Caucasian women (31.7%), which may have impacted their 

physical activity participation. Other results indicate AAW weighed more than Caucasian 

women at baseline by approximately five (5) kilograms (kg) and exhibited weight gain of 

0.1 kg/year more than their Caucasian counterparts. Accordingly, these researchers report 

the large amount of racial differences seen in weight gain between these women can be 

explained by cumulative SEP, which suggests that their eating habits and food choices 

are influenced by their incomes, education, and cumulative experiences of the individual 

(including childhood SEP). 

 Other studies related to demographics and physical activity focused on 

neighborhood deprivation and physical activity facilities. For example, Powell et al. 

(2006) conducted a study to assess the availability of facilities designed to promote 

physical activity in areas across the United States. The population consisted of 
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approximately 280 million people who resided in 28,050 different zip code areas. During 

the year 2000, 52,571 physical activity facilities were available in those areas. An 

examination was made of the association between socioeconomic status (SES) and 

race/ethnicity with availability of four types of facilities (dance studios, schools, and 

halls; membership sports and recreation clubs; public golf courses; and physical fitness 

facilities). Data related to the facilities were obtained from Dunn and Bradstreet’s Market 

Place software program. Data related to SES and neighborhood populations were 

obtained from the Census Bureau. Findings indicate a direct association between 

race/ethnic composition and SES of the community with availability of the facilities. 

Those living in communities with high proportions of AAs and low SES neighborhoods 

had fewer commercial physical activity-related facilities. 

 Stimpson, Ju, Raji, and Eschbach (2007) also conducted a study to examine 

whether SES of a neighborhood is an independent risk factor for unhealthy behaviors. 

Data were obtained from the National Health and Nutrition Examination Survey 

(NHANES) III and the 1990 US Census Bureau. Data were collected on a sample of 

39,695 respondents between 1988 and 1994. The unhealthy behaviors that were 

examined included high dietary fat intake, physical inactivity, smoking, and excessive 

alcohol consumption. Findings of high rate of physical inactivity, female gender, years of 

education (fewer years lead to higher deprivation), low household income (<$20,000), 

and race were all characteristics of neighborhood deprivation. A greater number of AAs 

(40%) lived in neighborhoods of higher deprivation when compared with Caucasians 

(16%), and were found to have higher rates of health risk behaviors. These results 

indicate as the level of deprivation increases, the level of health risk behavior increases. 
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 In summary, several studies were reviewed related to physical activity, wellness, 

and specific demographics such as age, education, income, number of small children 

living at home, socioeconomic position (SEP), and socioeconomic status (SES). Overall, 

these studies concluded that having small children living at home, increased age, low 

socioeconomic status, low socioeconomic position, and poor health status were 

associated with decreased physical activity levels. The studies also suggest that higher 

incomes and higher education levels were associated with increased physical activity. 

However, with appropriate interventions, AAW with less education were capable of 

increasing their physical activity.  

Physical Activity 

 Physical inactivity is a major problem among many AAW (AHA, 2002). Studies 

have been identified that address facilitators and barriers to physical activity as well as 

interventions for increasing physical activity. This section reviews studies related to 

physical activity and AAW as well as other minorities. 

 In the first study, utilizing a qualitative method, Young et al. (2001) conducted a 

research study to explore what motivates AAW to engage in regular physical activity and 

maintain weight loss. Four (4) focus group sessions were conducted. One group consisted 

of 11 women who were active. Another group consisted of 11 women who were 

sedentary. A third group, successful weight loss group, consisted of nine (9) women. The 

fourth group, unsuccessful weight loss, consisted of six (6) women. Findings suggest the 

influence of others, weight control, stress reduction, and health concerns were motivators 

to initiating exercise programs, while having energy and feeling good were motivators to 

maintaining an exercise regimen. 
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 Second, Nies et al. (1999) also employed the focus group method to determine 

facilitators of and barriers to increased physical activity in AAW. Eight AAW, ranging in 

age from 35 to 50 years, participated in each of the two focus group sessions. Findings in 

terms of facilitators of physical activity included daily routine, practical and convenient 

activities, personal safety, child care, weight loss, stress reduction, knowledge and 

commitment, enjoyment, pets, family and peer support, home and work facilities, and 

daylight and climate conditions. Barriers included lack of child care, no person to 

exercise with, competing responsibilities, lack of space in the home, inability to use 

exercise facilities at work, lack of understanding and motivation, fatigue, and unsafe 

neighborhoods. These findings suggest AAW have an understanding of the value and 

importance of exercise in their lives, but the contextual issues (as above) seemed to 

prohibit the development or maintenance of physical activity routines. 

 Third, Felton, Boyd, Bartoces, and Tavakoli (2002) conducted a descriptive 

correlational study to examine factors that influence physical activity among poor AAW 

between the ages of 18 and 55 (M = 30, SD = 9), within the environmental and social 

context of their daily lives. The sample of 49 was drawn from 152 unemployed AAW 

(income at or below the level of poverty) who lived in government subsidized housing in 

South Carolina (SC). Each participant completed a questionnaire providing information 

related to demographics (age, education, marital status, number of children, race, and 

occupation), personal (perceived health status, body mass index, blood pressure, and 

smoking history), modifiable behavioral (physical activity history), psychosocial (self-

efficacy), and environmental factors (affordability, availability, convenience of facilities, 

and safety). The majority of the participants were obese (65%, n = 29) or overweight 
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(12%, n = 6). A large number of the participants were either at high health risk or 

extremely high health risk (60%, n = 29); health status was perceived as poor or fair by 

three fourths of the participants; and having a history of taking medication for 

hypertension was reported by 22% (n = 11). With regards to weight, 80% (n = 39) 

reported wanting to lose weight, half of which wanted to lose 35 pounds or more. A 

comparison between physically active and inactive women noted no significant 

difference in BMI (p = .67). These researchers concluded that factors that influence 

physical activity among these AAW were social and family support, and poor health or 

being obese were barriers to being physically active. 

 In a fourth study related to physical activity and minority women, Ainsworth et al. 

(1999) conducted a study to identify the prevalence of moderate intensity physical 

activity among Native American women (NAW) and AAW aged 40 years and over. The 

sample consisted of AAW residing in South Carolina (n = 111) and NAW residing in 

New Mexico (n = 107). Data were collected at three different periods (called rounds) 

every other month. Due to attrition, 141 (AAW = 65; NAW = 76) completed all three 

rounds. Participants recorded their physical activity levels for three four-day periods.  

The study considered cultural relevance by including household, transportation, 

occupation, and family care activities, since women spend a significant amount of their 

day performing these duties. Findings from this study indicated NAW met 

recommendations of moderate intensity physical activity most days of the week at a 

higher rate (46%) than AAW (15%). The NAW lived in rural sections compared to the 

AAW who either lived in or near more metropolitan areas. It was believed by the authors 
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that the NAW had a more active lifestyle secondary to living in rural areas and having to 

rely on walking for occupation-related activities.   

 In another study on physical activity, Suminski et al. (2002) examined a 

multiethnic population of college students, at a university in south central US, to 

determine if there were any differences in the rates of physical activity. The sample of 

2836 students, consisting of Asian men (n = 385), Asian women (n = 489), African 

American men (n = 103), AAW (n = 229), Caucasian men (n = 461), Caucasian women 

(n = 640), Hispanic men (n = 189), and Hispanic women (n = 30), completed 

questionnaires during their regular class. Among this sample, 28.1% Asian women, 

23.5% AAW, 17.4% Caucasian women, and 20.3% Hispanic women reported no regular 

physical activity routine. While 47% (n = 2,836) of the total sample were not physically 

active, minority female college students displayed the highest rate of physical inactivity 

when compared with their Caucasian counterparts. Although Asian women were found to 

have the highest rate of physical inactivity, AAW exhibited the second highest rate. 

 Reis et al. (2004) also conducted a study to address physical activity in minority 

women. They used a correlational design to describe estimated levels of non-occupational 

leisure-time physical activity according to degree of urbanization and geographic region 

of the US. Using data from the Behavioral Risk Factor Surveillance Survey (BRFSS) of 

all 50 states and the District of Columbia, a final sample of 137,359 adults ages 18 and 

older was obtained after controlling for missing data and other exclusions. The highest 

prevalence of physical inactivity was reported in the southern region, across all categories 

of urbanization. This study supports other research that suggests that individuals residing 
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in the southern region are more likely to be physically inactive than those residing in 

other regions of the US. 

 Adams, Der Ananian, DuBose, Kirkland, and Ainsworth (2003) also conducted a 

correlational study to describe the physical activity status of men and women who were 

classified as lean, overweight, or obese, as well as their physical activity preferences and 

levels. Using data from the SC 2000 BRFSS, a sample of 3175 men (n = 1309) and 

women (n = 1866) were surveyed. Results indicate a negative correlation was seen 

between physical activity and BMI (as physical activity increased, BMI decreased), with 

no significant difference between genders. As expected, the most active individuals were 

those in the lean category (29.5%). 

 In addition, Banks-Wallace and Conn (2005) conducted a study to develop and 

test an intervention to promote walking with AAW. A convenience sample of 21 

hypertensive sedentary AAW ages 25-68 were recruited from a mid-Missouri 

community. The intervention consisted of a monthly three-hour group meeting, different 

topics of discussion, and group activities (walking or line dancing) over a 12-month 

period. The home-based walking component consisted of the Stanford Walking Kit. 

Women wore pedometers during waking hours for seven days. Baseline data were 

obtained prior to the first group session. Outcome data were collected, between group 

sessions, every three months, and for six months post-intervention. Mean steps per day 

were grouped according to the number of sessions attended to examine the number of 

steps in relation to sessions attended. At the end of the six-month follow-up, “…mean 

steps per day had increased by 1425 steps (37%) from baseline for the total group and by 

2379 steps (51%) for the subgroup of women.” (p. 30) The subgroup consisted of women 
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who participated in data collection all four periods. Results suggest the group 

intervention (as described above) had a positive impact on walking among sedentary 

AAW. 

 Similarly, Tai-Seale (2003) conducted a descriptive correlational study to identify 

triggers that initiate and barriers that prevent movement through the stages of change for 

exercise. The sample was obtained by using residential telephone directories and 

systematic random technique. Telephone interviews were completed by 418 participants 

from two rural Midwestern counties, 66% (n ~ 276) of which were women. Race was 

described as Caucasian, 89%; AA, six (6) percent; and other, five (5) percent. 

Participants were classified into one of five stages of change for exercise 

(precontemplators, contemplators, preparers, actors, or maintainers). Questions were 

asked to obtain triggers and barriers for each stage. Overall, findings for participants, 

regardless of stage, suggest belief in benefits as a trigger for increasing physical activity, 

and lack of time were barriers to increasing physical activity. 

 In another study conducted to explore factors influencing participation of AA 

elders in exercise behavior using the Transtheoretical Model of Behavior Change, 

Walcott-McQuigg and Prohaska (2001) utilized a focus group methodology. A non-

probability purposive sampling from two urban senior centers yielded a sample of 103 

men (n = 46) and women (n = 57) 55 years of age and older. Twelve focus group sessions 

were conducted consisting of between 5 and 12 people. Utilizing a motivational readiness 

for screening instrument, participants were categorized into one of three stages: 

precontemplation, contemplation/preparation, and action/maintenance. Since the study 

was to explore retention and recruitment and not to test an intervention, exclusion 
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categories were not delineated for each stage. Findings suggest social support from 

friends and family was important for initiating and maintaining a regular program of 

exercise. 

 Goodwin (2007) also conducted a qualitative study to describe rural AAW’s 

perception of exercise. Two focus group sessions were conducted in two different rural 

Alabama churches. A sample of 18 AAW 40 years of age and older was recruited to 

participate in one of the two focus group sessions. Other inclusion criteria were a 

willingness to become a participant in the study and having an ability to communicate in 

English. Ten AAW agreed to attend the first focus group session; six (6) attended and 

participated. Eight agreed to attend the second focus group session; four (4) attended and 

participated. Definitions of exercise were provided by the participants, in terms of their 

own perspectives. While both groups were moderated by the primary investigator, some 

differences were noted in their responses. Exercise was regarded as job-related, according 

to participants in the first focus group, while participants in the second focus group 

“…regarded leisure-time activities as exercise and described different ways of 

accomplishing it” (pg. 19). Family support was identified as a major motivator to 

exercising by both groups and the lack of family support was regarded as a barrier. 

 Banks-Wallace and Conn (2002) also reviewed literature of interventions 

designed for AAW to promote increased physical activity. Eighteen (18) studies were 

reported between 1984 and 2000, with a total of 1,623 subjects. After the review of 

literature, the authors had multiple findings. Those findings that are significant to the 

current study include: 1) the number of studies designed specifically for AAW has 

increased; 2) AAW are capable of increasing their level of activity and they have done so 
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in response to specific interventions; 3) while research personnel have been professionals 

(nurses, medical doctors, exercise instructors, physiologists, dietitians) and lay persons 

(community members who were specially trained), there were no differences noted in the 

effectiveness of the interventions between the two groups; and 4) use of professional and 

community members who were African American enhanced the recruitment efforts. It 

was suggested that research should focus on “…interventions that move more women 

into physical activity…” p. 331, as well as interventions designed for women who are 

physically active to increase the amount of activity. 

 In summary, these studies conclude that family and social support, belief in 

benefits, weight control, and stress reduction are all motivators to being physically active, 

while barriers to physical activity include competing responsibilities, lack of space or 

time, unsafe neighborhoods, or lack of family and social support. While studies show that 

physical activity levels are low among AAW (even when household, transportation, 

occupation, and family care activities were included), with specific interventions AAW 

are capable of increasing their activities.  

Cardiovascular Disease 

  As previously stated, cardiovascular disease (CVD) is a major problem for 

women in general and AAW in particular. There are many factors that influence CVD in 

women. This section of the review is organized around lifestyle, wellness, and physical 

activity, as they relate to CVD.    

 Lifestyle. Lifestyle is one of the factors that influence CVD in women. Lifestyle 

factors such as nutrition, stress, and exercise are documented as impacting CVD. Four 

studies were identified and a review of each is provided. 
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 First, Diez-Roux et al. (1999) examined the prevalence of CVD risk factors 

(hypertension, smoking, physical inactivity, and overweight) and social correlates 

(clustering of these risk factors in this community) of CVD risk factors in an urban 

community. The sample population consisted of African Americans between 18 and 64 

years of age. Questionnaires were distributed door-to-door, and face-to-face interviews 

were completed by 695 (287 men, 408 women) participants who represented 72% of 

those initially contacted between 1992 and 1994. Of the four risk factors investigated, 

findings indicated 80% of the men and women had at least one; 51% of the women and 

40% of the men had two or more risk factors; and 19% of the women and 9% of the men 

had three or more of the risk factors. These findings suggest AAW had a greater number 

of CVD risk factors than their male counterparts. 

 Second, Yawn et al. (2004) conducted a chart review to gain a better 

understanding of the age when women’s coronary heart disease (CHD) risk factors 

(hypertension [HTN], elevated lipids, elevated serum glucose, obesity, and smoking) are 

recognized. The sample consisted of 150 Caucasian women from Omstead County, MN. 

This study was conducted by examining the records 10 years prior to first diagnosis of 

myocardial infarction (MI); the average age was 74.7 years at the time of the incident. 

These findings suggest women 70 years of age and older at the time of MI diagnosis were 

more likely to receive diagnosis and preventive information related to coronary heart 

disease (CHD) than women younger than 70 years of age. 

 Lastly, Krummel et al. (2002) conducted a study to explore perceptions of CVD 

susceptibility, awareness of healthy diet recommendations, behavioral changes related to 

nutrition, barriers and interventions related to behavior change for nutrition, and to obtain 
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ideas of effective behavior change in rural women. Using a purposive sampling 

technique, 34 White women who resided in a rural county in West Virginia made up the 

sample. This county was chosen secondary to having a high prevalence of CVD and 

associated risk factors. These women, who were between 20 and 55 years of age, 

participated in one of six separate focus group sessions. Other inclusion criteria included 

no past history of CVD and less than one year of education after high school. Three 

groups consisted of 20 to 40 year olds (n = 18) and three groups consisted of 40 to 55 

year old (n = 16). Women were placed in groups according to age. There was a difference 

noted between the younger and older group of women. The younger women groups were 

concerned about who would be around to care for their family, and not necessarily 

concerned about behavior change. The older women groups, on the other hand, were 

more inclined to change their behavior. The older women wanted to learn how to change 

their behavior, with responses like “…what could I do to help myself…” (p. 40). Overall, 

the findings suggest these women have a lack of awareness with regarding how CVD 

impacts women. Not understanding the impact CVD has on women may lead to higher 

mortality and morbidity for this population. 

 Wellness. Another factor that influences CVD in women is wellness. Wellness, as 

previously stated, is defined by Neuman (2002), as the interacting parts of the client 

system (which includes the sociocultural, developmental, physiological, spiritual, and 

psychological variables) maintaining harmony and stability with the whole system. This 

dynamic state of harmony is related to the individual’s efforts to attain, maintain, or 

retain optimal health. This section includes studies that relate to CVD and wellness. 

Three studies that met these criteria are reviewed.  
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 First, in a comparison of homemakers and working women, Rose et al. (2004) 

investigated the association of employment status and mortality of White and AA 

women. This comparative descriptive study was conducted to determine if working 

outside the home contributed to higher CVD rates. The sample consisted of 7361 women 

and was divided into two groups. Those who were identified as homemakers (n = 1958) 

included AAW (n = 426) and Caucasian women (n = 1532). Those who were employed 

(n = 5403) included AAW (n = 1779) and Caucasian women (n = 3624). Data were 

obtained from the Atherosclerosis Risk in Communities (ARIC) Study between 1987 and 

1989. Inclusion criteria were Caucasian or AA women between 45 and 64 years of age 

residing in Forsyth County, North Carolina, or Jackson, Mississippi. Findings suggest 

employed women had lower cardiac mortality than homemakers. This was thought to be 

secondary to increased self-esteem and socio-economic status. Another factor may be that 

those who are employed are healthier, as opposed to those who are not employed outside 

the home. There was no significant difference noted between races. 

 Next, Fleury, Sedikides, and Lunsford (2001) conducted a descriptive study to 

explore how psychological well-being was regained or maintained by women after a 

cardiac event. Using the group session format, a sample was obtained of 13 women 

between 42 and 78 years of age (mean age 58). Data were collected during the weekly 

one-hour sessions over a nine-month period. The sessions were not audio-taped as per the 

participants’ request. The investigator respected their wishes to enhance the rapport and 

open atmosphere. Findings indicate having a sense of connectedness with a significant 

other is a way that women maintain or regain their psychological well-being after a 

cardiac event. 
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 Finally, Burke et al. (2001) were a part of the Cardiovascular Health Study 

Collaborative Research Group who conducted a study to identify factors associated with 

older adults remaining healthy. A total of 5,888 men and women 65 years of age and 

older made up the sample; 5,201 at baseline (1989-1990), and 687 African American 

participants added during 1992-1993. This study looked at events that occurred through 

June 30, 1996. The original group averaged six and one-half years (6.5) of follow-up and 

the AA group averaged three and one-half years (3.5). Those who were free of chronic 

diseases at baseline were included and monitored for the onset of chronic diseases during 

the study period. Health was described as no evidence of cancer, chronic obstructive 

pulmonary disease (COPD), or CVD.  Modifiable behavioral factors identified included 

physical activity, smoking, and obesity; cardiovascular risk factors included high-density 

lipoprotein (HDL) cholesterol, blood pressure, and diabetes. The groups for both men and 

women (without identification of race) were divided by age as 65 to 69, 70 to 74, 75 to 

79, 80 to 84, and 85+. Findings suggest as age increased, the risk of cardiovascular events 

increased; men had higher cardiovascular event rates than women. Participants between 

65 and 69 years at the beginning of the study remained healthy at a rate of 79% for 

women and 69% for men. Those who were 85 years and older at the beginning of the 

study remained healthy at a lower rate 48% (women) and 34% (men). Findings suggest 

the factors associated with these participants remaining healthy include physical activity, 

smoking cessation, decreased weight, increased HDL, and the absence of hypertension 

and diabetes. 
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 Physical Activity. Physical activity is the third factor that has an influence on 

CVD in women. Identifying previous studies that address this factor is included in this 

section. A review of three studies follows. 

 First, Branch, Pate, and Bourque (2000) conducted a study to compare 

cardiorespiratory and metabolic effects of moderate and vigorous intensity exercise 

training in women. Eighteen participants between the ages of 40 and 60 years were 

randomly assigned to moderate- and high-intensity physical activity groups. Exercise 

training was conducted three to four days a week for 12 weeks. Participants completed  

728 exercise sessions of which 605 (83.1%) were monitored directly by the investigators. 

Both groups completed the same number of sessions. Measurements included exercise 

intensity (heart rate and estimated metabolic equivalents), exercise duration (minutes per 

session), exercise frequency and adherence (sessions/week and total exercise sessions), 

exercise progression (initial work rate, end of training work rate, increments in work 

rate), and estimated energy expenditure. Data were collected from the participants who 

had a 10 to 12-hour fasting period 36 or more hours after their final exercise session. The 

moderate group had longer duration while the high group had higher intensity, which 

resulted in training volumes that were similar. Findings suggest moderate-intensity 

physical activity (described as participants reaching 40% of their maximal oxygen 

consumption) provided improvement in cardiorespiratory fitness comparable to high-

intensity (described as participants reaching 80% of their maximal oxygen consumption) 

physical activity. 

 Second, Hu et al. (2001) conducted a prospective cohort study of 5,125 female 

nurses with diabetes to determine whether physical activity decreased their risk for CVD. 
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This sample consisted of female nurses who resided in 11 states and were between 30 and 

55 years of age. Participants completed initial questionnaires related to their lifestyle and 

medical history. Every two years, follow-up questionnaires were administered to obtain 

information related to potential risk factors and diagnoses of heart or other diseases. In 

1980, questionnaires included information related to physical activity. Participants who 

exercised at a moderate or vigorous rate had approximately 40% reduced risk in CVD 

compared to those who did not. Findings from this 14-year study (from 1976 to 1992) 

suggest physical activity was strongly associated with decreased risk for CVD.   

 In this third and last study, Gubler et al. (2007) sought to determine the effects of 

two different interventions on increasing physical activity and to determine the 

cardiovascular risk factor effects of both. A convenience sample of 14 (12 women and 2 

men) volunteers between the ages of 31 and 66 completed the 10-week study. Each 

participant completed a questionnaire for health assessment and demographic 

information. Measurements included resting heart rate, blood pressure, waist 

circumference, height, weight, total cholesterol, high density lipoprotein, low density 

lipoprotein, blood glucose, and C-reactive protein (CRP), while physical level was 

evaluated using the Reebok 1-mile walk test. Each participant was given a pedometer 

with instructions to wear it during their waking hours prior to the first scheduled 

intervention meeting, to obtain baseline physical activity. Through random assignment, 

each group consisted of one (1) man and six (6) women. Group 1 participants attended 

educational classes (Active Living Everyday [ALED]) promoting lifestyle behavior 

changes, and were told to increase their time spent walking each day whenever possible. 

Group 2 participants (goal-oriented) were instructed to attain 10,000 steps daily, without 
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any educational or motivational information. Both groups were instructed not to change 

their dietary habits during the study. While both groups increased their daily steps to 

9,943 (Group 1) and 10,334 (Group 2), there were no significant differences in steps per 

day, CVD risk factors, or the CRP measurement between the two groups. These 

researchers concluded that both group interventions were effective in increasing physical 

activity among the participants, with no significant differences in the other measures 

between the groups.  

 In summary, many factors influence CVD in women. This review of literature 

was organized around lifestyle, wellness, and physical activity as they relate to CVD. 

These studies conclude that while AAW have a greater number of CVD risk factors than 

their male counterparts, women have a lack of understanding of CVD which may be 

related to the older age when they receive preventive information. These studies also 

conclude that women working outside the home had lower CVD mortality rates than 

homemakers, and as age increased the risk for CVD events increased. And finally, these 

studies show that accumulated increased physical activity is associated with decreased 

risk for CVD, in both moderate- and high-intensity levels. 

Rural Women 

  The literature in this section is centered on women in a rural setting. The focus is 

on health promoting behaviors, perceived barriers to health promotion, and physical 

activity behaviors of these women. A review of seven (7) studies follows. 

  First, Martin et al. (2005) conducted a study using data obtained from 49 states 

and the District of Columbia on the 2000 BRFSS. The purpose of this study was to 

determine if CDC guidelines for physical activity were being met and if there were 
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significant differences between urban and rural participants. A sample of 126,824 met 

inclusion criteria. While demographic information was reported in terms of race or 

gender, there was no distinction made indicating both race and gender of the participants. 

Participants were questioned about their type, frequency, and duration of leisure time 

physical activity. Physical activity was defined as moderate-intensity (activities such as 

calisthenics or dancing) and vigorous-intensity (which included aerobic activities). 

Results indicated physical inactivity had the highest prevalence in the most rural areas 

(33.1%), while it was lower in the middle and urban areas ranging from 25.7% to 25.9%. 

Findings suggest those living in a rural community in the South were more likely to 

report being physically inactive than those in the other three regions examined (Midwest, 

Northeast, and West). African Americans living in the rural south were found to have a 

greater rate of physical inactivity than their urban counterparts. 

 Second, Brownson et al. (2000) conducted a cross-sectional study to describe 

patterns and behavior correlates of physical activity among minority women, in urban 

and rural areas, using data collected from telephone surveys. The sample of 2912 women 

age 40 and older was obtained by selecting zip codes where more than 20% of the desired 

population resided. Included in this minority population were African American, Alaskan 

Native/American Indian, and Hispanic women. Asian American/Pacific Island women 

were excluded secondary to a higher non-response rate than the other ethnic groups. A 

group of Caucasian women were also surveyed for comparison. The survey instrument 

was developed using questions from other surveys including the National Health 

Interview Survey and BRFSS. To account for seasonal variations, interviews were 

conducted during the first two weeks of each month beginning in July, 1996, and ending 
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in June, 1997. Respondents were asked about their physical activity during the past two 

weeks. Findings indicated AAW self-report a higher rate of physical inactivity than their 

Caucasian counterparts, and women residing in rural settings were 33% more likely to be 

physically inactive than those in urban areas. 

 In another study, Patterson, Moore, Probst, and Shinogle (2004) conducted 

research to examine the issue of physical inactivity and obesity among rural populations. 

Using a data set of 32,440 interviews from the 1998 National Health Interview survey, 

they obtained self-reported information related to weight and height (to calculate BMI) 

and physical activity levels. Leisure time physical inactivity was identified in three (3) 

out of five (5) adults across both urban and rural participants. When compared with urban 

adults, rural adults were physically inactive at a slightly higher proportion. Results 

indicated rural African Americans, Caucasians, and Hispanics were no more likely to be 

physically inactive than urban Caucasians, but there was a greater prevalence for obesity 

among rural residents when compared with urban residents. Findings further suggest poor 

health, current smoking, and less than high school education were associated with 

physical inactivity among rural female residents. 

 In addition, Hageman, Walker, Pullen, Boeckner, and Oberdorfer (2005) 

conducted a cross-sectional study to examine fitness biomarkers and increased physical 

activity behaviors of rural women residing in Nebraska. Women between 50 and 69 years 

of age were recruited to participate in this study. Of the 823 women recruited, 225 met 

the inclusion criteria (English-speaking, ability to walk continuously for one mile, 

clearance obtained from their primary care provider, and not meeting Healthy People 

2010 physical activity recommendations). Participants were White (n = 213, 94.7%), 
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Hispanic (n = 8, 3.6%), and Native American (n = 4, 1.8%). Measured height and weight 

were obtained to calculate BMI. Rockport Fitness Walking Test was utilized to measure 

cardiorespiratory fitness, the modified Sit-and-Reach Test was used to measure 

flexibility, and the Timed Chair Stands Test was used to assess lower extremity strength. 

Results show the physical activity levels of these rural women were low. Findings 

suggest lifestyle modifications, including increased physical activity, may be difficult to 

implement in rural areas secondary to limited availability of programs designed to 

promote health. 

 Wilcox, Bopp, Oberrecht, Kammermann, and McElmurray (2003) also conducted 

a study to describe women and physical activity. They used a descriptive design to obtain 

a better understanding of rural older AAW and White women with regard to factors that 

influence physical activity. This was accomplished, through self-administered 

questionnaires, by focusing on psychological, sociodemographic, and perceived 

environmental influences of these two groups of women. The participants were 50 years 

of age and older and resided in Fairfield County, South Carolina. AAW comprised 41% 

of the sample of 102 (n ~ 42).  Pearson correlation coefficients were used to assess the 

associations between study variables (age, race, education, marital status, self-efficacy, 

decisional balance, depressive symptoms, perceived stress, social support, health care 

provider discussed exercise in past year, perceived safety, perceived sidewalks, perceived 

traffic, perceived lights, perceived dogs, perceived park nearby). The education levels 

and age of the sample were similar for both Caucasian women and AAW, and they found 

no race differences in physical activity or the correlates. The findings suggest that race or 
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ethnicity is less influential on physical activity than age and education level among older 

women. 

 Additionally, Pullen, Walker, and Fiandt (2001) conducted a correlational study 

to describe lifestyle behaviors that promote health and to determine the extent to which 

contextual influences (provider counseling and health information sources) and personal 

influences (definition of health, demographics, and perceived health status) explained 

lifestyle behaviors and attempts to change. Four rural Nebraska communities provided 

the convenience sample of 102 White women, 65 years of age and older. The 

questionnaires were administered via telephone contact. The Laffrey Health Conception 

Scale (LHCS) was used to measure the definition of health and three scales (adaptive, 

eudaimonistic health definition dimensions, and role performance) were combined to 

form a measure for the definition of wellness. Other measures included the Health-

Promoting Lifestyle Profile II (HPLP II), and Medical Outcomes Study Short-Form 

General Health Survey (MOS). “Among the personal influences, defining health as the 

presence of wellness was the strongest determinant of overall health-promoting lifestyle 

as well as of the dimensions of physical activity, nutrition and stress-management 

behaviors examined separately.” (p. 65) Findings suggest an overall health-promoting 

lifestyle was seen in participants who defined “…health as the presence of wellness…” 

(p. 65), and if older adults broadened their definition of health to include the presence of 

wellness, they would show an increase in health-promoting behavior. 

 Finally, using a qualitative methodology, Johnson and Nies (2005) conducted a 

study to compare barriers to health promoting behavior between African Americans 

residing in rural and urban areas. A total of 21 participated in one of the two focus group 
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sessions, Mississippi (n = 15, 71%) and Georgia (n = 6, 29%). Documentation in this 

report did not clearly identify which state provided participants from rural or urban areas. 

Participants were recruited from barber shops, beauty parlors, churches, and community 

civic organizations. AAW comprised 71% (n = 15) of the sample. Other sample 

demographics include age (M = 37.9, SD = 10.8); completed high school (n = 11, 52%); 

married (n = 12, 57%); and personal income ranged from $5001 to $20,000 (n = 11, 

52%). Each focus group consisted of one three-hour session, as per participant request. 

Data were analyzed by content analysis procedures (using NUDIST Nivo 1.0). Three 

themes were identified out of the data, “Cost”, Lack of Discipline”, and “Lack of 

Motivation”. While both groups considered cost to be a barrier, the rural group 

participants felt that the cost of maintaining a healthy lifestyle (eating healthy, increasing 

physical activities, etc.) were a major burden. The urban group also identified cost as a 

barrier but considered it to be more of an impact as opposed to a hindering factor. They 

felt that it did cost more to be healthy, but the cost did not stop them. The urban group 

also regarded walking as a form of physical activity that was free. Both groups 

considered lack of discipline as a barrier either in terms of time or discipline. Lack of 

motivation was regarded by both groups as a barrier and was with regard to either being 

lazy or just not developing a habit of healthier living.   

 In summary, the studies reviewed conclude that rural AAW are more likely to 

report higher rates of physical inactivity, which may be associated with limited 

availability of programs in rural settings. These studies also concluded that there was an 

association between poor health, current smoking, and less than high school education 

among rural women who reported physical inactivity, as age and education levels were 
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more influential than race or ethnicity. However, one study reported conflicting results 

concluding that rural women were no more likely to be physically inactive than their 

urban Caucasian counterparts. 

Neuman Systems Model 

 The NSM has proved itself empirically and nursing literature has examples of its 

use in practice (August-Brady, 2000; Haggart, 1993; Knight, 1990; Newman, 2005; 

Wilson, 2000). The NSM has been used in research with African Americans in the past 

(Capers, 1991; Fowler & Risner, 1994; Johnson, 1983; Picot, Zauszniewski, Debanne, & 

Holston, 1999). Three studies were reviewed that pertain to the client-system concept of 

the NSM and AAW. 

 First, Kottwitz and Bowling (2003) conducted a pilot study to develop a 

questionnaire to explain how elder abuse is perceived, using the client-system concept. 

Participants were power of attorneys for 40 employees and 40 residents in a long-term 

care setting. No information was provided related to the race of the participants. The 

questionnaire was developed to address areas of abuse that were not necessarily easily 

documented with objective data, such as physical signs. Using the NSM wholistic system 

concept (currently referred to as the client system concept), the questions were designed 

to evaluate the five variables. These include developmental, physiological, psychological, 

socio-cultural, and spiritual. Each variable was represented by a scale on the 

questionnaire, allowing for evaluation of those areas of elder abuse. Data collection was 

accomplished during the first four phases and the analysis took place in the fifth phase. 

Findings suggest a direct interrelationship between the scales (variables) which support 

the NSM client system concept.   
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 Second, Jones-Cannon and Davis (2005) conducted a combination qualitative and 

quantitative methodology study to examine coping strategies of African American 

daughters who are caring for their aging parents. This was a two-phase exploratory 

design. Phase one consisted of a series of focus group sessions with 44 respondents. 

Phase two participants (N = 106) received surveys through the mail. The sample was 

obtained from African American churches and consisted of AAW 30 years of age and 

older who cared for a parent who was 65 years of age or older. The NSM, which was 

chosen secondary to the focus on stress and stress reaction, provided the framework for 

the study. The key variables that were being addressed were psychological and spiritual. 

Findings suggest spirituality was considered a protective buffer as well as a factor of 

resource that was helpful with the caregiver’s defense against stressors. Having a good 

daughter-parent relationship, being in support groups, increased involvement of other 

family members, and religion functioned as stabilizing mechanisms for the client system. 

This enabled the daughters to cope with environmental stressors encountered by the 

caregiving situation. These findings are consistent with the component of the NSM which 

focuses on the client-system concept. 

 Finally, Dunn (2007), using the NSM as the theoretical framework, conducted a 

study to examine the client system variables with self-reports of health among older 

African Americans in Detroit. The sample consisted of 92 AA who were 60 years of age 

and older and able to speak and understand English. The sample was obtained from the 

2001 Detroit City-Wide Needs Assessment of Older Adults, using a random-dial 

telephone method. Of the 92 participants, 77 were female and 15 were male. Their ages 

ranged from 61 to 100.4 years (M = 74.0, SD = 7.6). Assessment of the five variables 
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included the Verbal Descriptor Scale, which measured pain, for physiological variable; 

Geriatric Depression Scale, used to assess the psychological variable; demographic data, 

which provided information relative to the sociocultural variable (marital status and 

education level) and “…the influence of age…on self-reports of health…” (p. 238) 

provided data for the developmental variable; and the Religiosity Index provided 

information relative to the spiritual variable. Based on Neuman’s client system concept, 

variables were analyzed for relationships. A significant negative association was found 

between self-reported health and number of health conditions reported (physiological). 

Those with higher pain and greater number of health conditions had lower health ratings. 

Age (developmental variable) was not significant. Participants with greater number of 

depressive symptoms, pain, and health conditions had lower health ratings (psychological 

variable). The sociocultural (marriage and education) and spiritual (religiosity index) 

variables were not associated with self-reported health. Findings from this study suggest 

psychological and physical factors may be more influential than spiritual and social 

factors in relation to appraisals of health that are self-reported.  

 In summary, the client-system concept of the NSM has been used in research with 

AAW. Study findings conclude that there is a direct interrelationship between the 

variables which support the NSM client system concept. Specifically, spirituality was 

considered a protective buffer and psychological factors were considered a stabilizing 

mechanism for the client system. These studies also concluded that psychological and 

physical factors, compared to spiritual and socio-cultural factors, were more influential 

with respect to self-reported health appraisals. 
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Transtheoretical Model of Behavior Change 

 The TTM was originally developed to assist people change smoking behaviors. 

Other studies were developed to assist people change unhealthy habits, including physical 

inactivity (Prochaska et al., 2002). A review of four studies that describe the relationship 

between the TTM and physical activity follows. 

 First, Cardinal (1997) conducted a prospective investigation to gain an 

understanding of the role that stage of change for exercise plays in maintenance of 

regular exercise over a seven-month period. The sample consisted of 66 women between 

the ages of 22 and 55 (M = 36.8, SD = 2.4) who were employed as full-time clerical 

workers at one worksite. Other inclusion criteria were no CVD symptoms and classified 

as either in Contemplation or Preparation stage of change for exercise. Education level 

was reported at 78.7% non-college graduates; race information indicated 78.7% were 

AAW. Findings of this study suggest at seven months post baseline, participants in the 

preparation stage were not more likely to progress to the action stage than those classified 

in the contemplation stage. This implies that stage-specific interventions are needed to 

assist participants with initiating and maintaining exercise on a regular basis. 

 Second, Hausenblas, Dannecker, Connaughton, and Lovins (1999) conducted a 

study to examine the validity of the Stages of Exercise Change Scale using self-report of 

exercise participation and cardiorespiratory endurance. University of Florida police 

officers were asked to volunteer. Of the 53 officers asked, 49 (92.45%) completed the 

questionnaires and 85.7% (n = 42) were males. Once the participants completed the 

Stages of Exercise Change Scale and Leisure-Time Exercise Questionnaires (LTEQ), the 

cycle ergometer test was administered to them by a certified exercise specialist. 
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Participants were divided into three stages of change for exercise as follows:  preparation 

(20.4%, n = 10), action (26.5%, n = 13), and maintenance (44.9%, n = 22). Since only 

four (4) participants were in the precontemplation stage and none were found to be in the 

contemplation stage, these two stages were eliminated. Findings suggest the stage of 

change algorithm (a one-item scale designed to place the individual in one of five stages 

of change) was a valid and reliable method since a significant difference was noted in the 

self-reported stages of change that corresponded to the LTEQ scores. Another finding 

suggests participants in the action stage, compared to those in the preparation stage, had 

greater cardiorespiratory endurance, while no significant increase was noted between 

those in the maintenance and action stages. 

 Next, Davis (2000) conducted a study of African Americans (AA) with 

hypertension between the ages of 55 and 87 recruited from a senior center (N = 20) and 

an elderly public housing building (N = 17). Of the 37 participants, 70.3% (n = 26) were 

female. Instruments utilized included the Stages of Change Scale, Diet Exercise Efficacy 

Scale (DEES), and the Diet Exercise Outcomes Scale (DEOS). The Stages of Change 

Scale assessed four levels of change (precontemplation, contemplation, action, and 

maintenance), DEES and DEOS were based on efficacy expectations. Findings of high 

scores in contemplation, action, and maintenance stages suggest elders are not necessarily 

resistant to change and can be motivated to adopt healthy behaviors which include 

increasing physical activity. 

 In contrast to those findings, Jennings-Sanders (2003) conducted a descriptive 

nursing study to examine older African Americans’ health promoting behaviors and their 

stage of change for health behavior using the TTM. Nursing faculty and nursing students 
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conducted two health fairs six months apart. Forty AA between 68 and 85 years 

participated in the initial health fair which consisted of an examination of health 

promotion behaviors, health screenings, and health education information was provided 

to all participants. During the second health fair, 50 additional older AA joined the 

returning 40 participants. In regards to dental health, exercise, nutrition, smoking, and 

vision care behaviors, most of the participants were in the precontemplation stages during 

both the initial and second health fair, indicating no change despite having access to 

health promoting behavior information. The researchers concluded that educating this 

population may be difficult as many of these behaviors were established at younger ages. 

 In summary, these studies concluded that the stage algorithm (one-item 

questionnaire) was an appropriate tool to assess stage of change for exercise. The studies 

also concluded that while educating older adults may be difficult as their lifestyle 

behaviors were established at a young age, older adults are capable of increasing their 

physical activity levels with stage-specific interventions.  

Summary 

 This literature review addressed perceived wellness/wellness, demographics, 

physical activity, and cardiovascular disease, the study variables, as well as rural AAW. 

The cited literature also focused on the study’s theoretical framework, the Neuman 

Systems Model and the Transtheoretical Model of Behavior Change.  

 Despite the disproportionately high rate of deaths among AAW related to CVD 

(Ma’At et al., 2002), few studies have been identified that address this specific population 

with respect to CVD. AHA (2003) reports that as age increases the incidence for CVD 

and physical inactivity increases in this population, which may be related to continued 
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misperceptions that CVD is not a real problem for women (AHA, 2006a). It is also noted 

that research has consistently shown AAW as having a high rate of physical inactivity 

(Ainsworth et al., 1999; Powell et al., 2006; Suminski et al., 2002). 

 Several limitations to the cited studies include inadequate sample size or 

inadequate AAW representation in the sample. Research that examines the wellness 

perceptions of rural AAW in conjunction with their stage of change for exercise is 

imperative in order to develop individual and population-specific interventions aimed at 

decreasing the CVD risk by increasing their physical activity levels. The current study 

adds to the existing body of literature by: assessing the perceived wellness scores of a 

sample of rural AAW; ascertaining their current stage of change for exercise; determining 

if there was an association between their perceived wellness and stage of change for 

exercise; determining if there was an association between stage of change for exercise 

and history of cardiovascular disease; and determining if there was an association 

between other demographic variables, perceived wellness, and stage of change for 

exercise.
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CHAPTER III 

METHODOLOGY 

 The purpose of this study was to describe rural African American women’s 

perception of wellness as it relates to their stage of change for exercise. Information was 

obtained by: 1) assessing perceived wellness of a sample of rural AAW; 2) ascertaining 

their current stage of change for exercise; 3) determining if there was an association 

between their perceived wellness and stage of change for exercise; 4) determining if there 

was an association between stage of change for exercise and history of cardiovascular 

disease; 5) determining if there was an association between perceived wellness and 

history of cardiovascular disease; and 6) determining if there was an association between 

other demographic variables, perceived wellness, and stage of change for exercise. 

Applying both Betty Neuman’s Systems Model and the Transtheoretical Model of 

Behavior Change, the research questions that guided this study were: 

 (1) Is there a significant relationship between perceived wellness and the 

individual AAW’s stage of change for exercise? 

 (2) Is there a significant relationship between self-reported history of 

cardiovascular disease, perceived wellness, and the individual AAW’s stage of change 

for exercise? 

 (3) Is there a significant difference in the stage of change for exercise between 

AAW who self-report no history of CVD and those who self-report a history of CVD? 
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 (4) Does age, income, education, marital status, or employment status 

significantly affect perceived wellness and stage of change for exercise among AAW? 

 This chapter provides information related to the research methods and statistical 

procedures that were used in the study. The sections are divided according to design, 

sample, setting, instrumentation, data collection procedure, and data analysis. The 

descriptions follow. 

Design 

 A descriptive, correlational design was employed for this study. Since the 

researcher was interested in determining if there was a relationship between perceived 

wellness and stage of change for exercise, this design was the most appropriate. 

According to Burns and Groves (2001), the descriptive correlational design facilitates 

identification of relationships between variables in a given situation in a short period of 

time. 

Sample 

 Sample Selection. The names of 80 predominantly African American churches 

were obtained from three (3) African American graduate nursing students who attended a 

local university and were residents of Dallas County, Alabama (AL). The initial 

recruitment process consisted of sending letters (Appendix B) to each pastor asking 

permission to conduct the study at their church and included the information flyer 

(Appendix C). When no response was obtained, the cluster sampling technique was used 

in order to obtain the sample from this population. Cluster sampling, a type of probability 

or random sampling, was chosen in order to select the churches by chance, which adds to 

the validity of the study (Burns & Grove, 2001). The names of the 80 churches were 
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written on individual pieces of paper, folded, and placed in a bag. The principal 

investigator (PI) randomly withdrew names from the bag until five (5) percent of the 

population was obtained. Therefore, the sample was achieved with four (4) churches. The 

names of the remaining churches were retained for future use in the event adequate 

numbers of participants were not obtained from the initial four (4) churches. 

 Inclusion Criteria. Study participants consisted of AAW who attended one of the 

four (4) study churches. Inclusion criteria were self-identified AAW between 40 and 75 

years of age with or without a history of CVD; a resident of Dallas County, AL; able to 

stand and walk unassisted; able to read and write in English; willing to complete the 

survey; and willing to be a participant in this study. These selection criteria assured that 

participants had the potential to be physically active. 

 Recruitment of Participants. Participants were recruited by the principal 

investigator by first making contact with the pastors of each of the four churches to gain 

access to the participants. In order to enhance success in reaching the participants for the 

study, an African American community leader was invited to help access the pastors from 

the various churches. Since the PI was not affiliated with any of the churches, it was 

determined that a community leader, someone to serve as a gatekeeper, would be of great 

benefit to gain access into the community. This technique was utilized as it has been 

found that credible community leaders are helpful with facilitating communication and 

recruitment in African American communities (Brown, 2004; Kaplan, Calman, Golub, 

Ruddock, & Billings, 2006; Markens, Fox, Taub, & Gilbert, 2002). 

 Immediately following the worship services, the pastors introduced the PI to the 

congregation. The PI described the study to the congregation and asked women between 
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40 and 75 years of age to remain, if they were interested in participating. This technique 

was utilized at all four (4) churches to obtain the convenience sample of AAW in 

attendance. While the convenience sampling technique tends to have a greater chance of 

bias, collecting demographic data aids in description of the sample. This information 

helps to determine the representativeness of the sample with respect to the population 

(Burns and Grove, 2001). 

 Sample Size. The sample size was determined by using a statistical power of .80, a 

significance criterion of .05, and a .60 effect size. Utilizing the Master Table prepared by 

Burns and Grove (2001), the appropriate sample size was 18 participants per variable. 

There is one (1) dependent variables (perceived wellness) and eight (8) independent 

variables (stage of change, age, income, education, marital status, employment status, 

number of dependent children in household, and history of heart disease), yielding a total 

of nine (9) variables. When nine (9) is multiplied by 18, the product is 162. The sample 

size for this research study was 162 participants. To account for attrition, an attempt was 

made to obtain a sample size of at least 178, which is 10 percent over the required 

amount. 

 Based on recruitment efforts, a total of 191 AAW volunteered to participate in the 

study of which 162 met the inclusion criteria. Although the announcement specifically 

requested AAW between the ages of 40 and 75 years, 29 of the volunteers were either 

between the ages of 19 and 39, or over 75 years old. Those 29 participant questionnaires, 

therefore, were not included in the sample, as they were not within the specified age 

range.  
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Setting 

 Dallas County. Dallas County, AL was chosen because of the large African 

American population in this rural county. For this study, a rural county was defined as a 

territory that is outside of a metropolitan area and includes no city with 50,000 or more 

residents (U. S. Department of Agriculture, 2006). In 2000, the estimated population of 

Dallas County was 46,365, of which 25,273 were female. African Americans comprise 

63.3% of the total population in this county (U.S. Census Bureau, 2000). Dallas County, 

AL, consists of 980.71 square miles, with Selma, AL serving as the largest city in the 

county. 

 Selma, AL. In 2000, the U.S. Census Bureau (2000) reported the estimated total 

population in Selma, AL was 20,512. Similar to the population estimate of Dallas 

County, African Americans account for 69.6% (n = 14,293) of the total population in 

Selma, AL. African American females comprised 70% (n = 8,079) of the female 

population in Selma, AL (US Census, 2000).  

 African Americans have historically utilized their church to gain information that 

is important to them, whether it relates to health or other issues (Reid, Hatch, & Parrish, 

2003). Recruiting research participants through church affiliation is an effective strategy 

when African Americans are the focus of the research. Several research studies have been 

conducted utilizing African Americans recruited from church congregations (Baldwin, 

Humbles, Armmer, & Cramer, 2001; Banks-Wallace, Enyart, & Johnson, 2004; Brown, 

2004; Carter-Edwards, Fisher, Vaughn, & Svetkey, 2002; Drayton-Brooks & White, 

2004; Goodwin, 2007; Turner, Sutherland, Harris, & Barber, 1995; Young & Stewart, 

2006). 
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 This study was conducted at four (4) church sites in Selma, AL, between 

September and October, 2007. Each of the four (4) churches is described as follows: 

 Church One, a Baptist church, reported a congregation size of 425 members. 

There were two (2) morning services held each Sunday, at 0800 and 1030. Sunday school 

was held between 0930 and 1030. Besides the Sunday services, this church reported 

several ministries. They included a Health Care Ministry, a Youth Ministry, and a Singles 

Ministry (personal communication with the pastor, Sunday, September 9, 2007). 

 Church Two, a Baptist church, reported a congregation size of 350 members. This 

church had two (2) morning services each Sunday at 0800 and 1100. Sunday school 

service was held between the two (2) morning services from 0930 until 10:30. This 

church reported two (2) ministries, a Singles Ministry and a Youth Ministry (personal 

communication with the pastor, Sunday, September 23, 2007).   

 Church Three, a Baptist church, reported a congregation size of 450 members. 

There were two (2) Sunday morning services held at 0800 and 10:30. Sunday school 

service was held between the two (2) morning services. Of the four (4) churches, this 

church had the greatest number of ministries which included: Children’s Church, 

Audio/Video Ministry, Marriage & Singles Ministry, Porter Ministry, Youth Ministry, 

Outreach Ministry, Education Ministry, Music Ministry, Intercessors Ministry, and a 

Dance Ministry (personal communication with the pastor, Sunday, September 30, 2007).   

 Church Four, a non-denominational church, reported a congregation size of 400 

members. Like the three (3) Baptist churches, this church had two (2) Sunday morning 

services. The first was at 0800 and the second was at 1100. Between these services, 

Sunday school was held from 0930 until 1030. This church reported having a Health 



64 

 

 

Ministry, a Youth Ministry, and a Singles Ministry. At the time of the study, this church 

was preparing to open a community bank and a community center (personal 

communication with the pastor, Sunday, October 21, 2007).  

Instrumentation 

 The three-part questionnaire (Appendix A) that was used in the study to collect 

the data is a compilation of three (3) different instruments: the Perceived Wellness 

Survey, the Exercise: Stages of Change – Short Form Questionnaire, and a profile sheet 

for demographic data. Permission to use the Perceived Wellness Survey was obtained 

from Dr. Troy Adams (Appendix D). Permission to use the Exercise: Stages of Change – 

Short Form was provided by the University of Rhode Island Cancer Prevention Research 

Center (Appendix E). A description of each instrument follows.  

 Perceived Wellness Survey. To assess perceived wellness, the Perceived Wellness 

Survey (PWS) was used (Appendix F).The original PWS was a 69-item questionnaire 

with six scales. After item reduction, the PWS became a 36-item, six-point Likert scale 

instrument with six subscales (Adams et al., 1997).  

 The revised PWS is a compilation of six subscales, psychological, emotional, 

social, physical, spiritual, and intellectual. The psychological variable is measured by 

items 1, 7, 13, 19, 25, and 31. Items 2, 8, 14, 20, 26, and 32 pertain to the emotional 

variable. The social variable is measured by items 3, 9, 15, 21, 27, and 33. The physical 

variable is measured by items 4, 10, 16, 22, 28, and 34. Items 5, 11, 17, 23, 29, and 35 

represent measurement of the spiritual variable. The intellectual variable is measured by 

items 6, 12, 18, 24, 30, and 36.  
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 T.B. Adams (personal communication, October 30, 2007) provided instructions 

for scoring the PWS. The items, scored on a six-point Likert-type scale, range from 1 

(very strongly disagree) to 6 (very strongly agree). While the other numbers, 2 – 5, have 

no descriptors above them, it is implied that the lower numbers indicate disagreement 

with the statement and the higher numbers indicate agreement with the statement. Harari, 

Waehler, and Rogers (2005) purport higher scores indicate a greater sense of wellness. 

According to Adams, Bezner, Garner, and Woodruff (1998), scores from the PWS range 

between three (3) and 29. Therefore, higher scores indicate a greater sense of wellness. 

Bezner et al. (1999) reported as perceived wellness scores increase, sense of wellness 

increases. T.B. Adams, however, reports that the PWS was designed out of the ipsative 

paradigm as opposed to the normative paradigm (personal communication February 25, 

2008). Data are considered ipsative “…if a given set of responses always sum to the same 

total” (Meade, 2004, p. 531). The scores could then be used as a baseline for the 

individual and a repeat of the PWS at post-intervention would be done to determine if 

there is a difference.  

 Each subscale is scored by adding the numbers together and dividing that number 

by six (6). Items 2, 4, 7, 9, 11, 12, 14, 17, 20, 25, 27, 29, 31, 34, and 36 require reverse 

scoring as follows: 1 = 6, 2 = 5, 3 = 4, 4 = 3, 5 = 2, and 6 = 1.Through a series of other 

mathematical steps, the wellness scores are obtained. See Appendix G, Perceived 

Wellness Survey Research Scale Information and Instructions, for detailed steps for 

scoring the PWS. 

 Each subscale was designed so that it could be used as an independent measure of 

each dimension. Internal consistency reported for the subscales were physical (α = .81), 



66 

 

 

psychological (α = .71), emotional (α = .74), intellectual (α = .64), spiritual (α = .77), and 

social (α = .64). Discriminant validity was assessed using t-test comparison of composite 

scores of well and unwell groups (Adams et al., 1997).  

 Psychometric properties for the revised scale were as follows: convergent validity 

(r = .37 to .56) and internal consistency (α = .89 to .91). The total scale internal 

consistency was tested on a combined sample (n = 558) and α = .91. Internal consistency 

for the total scale ranged from α = .88 to .93 (Adams et al., 1997). Adams, Bezner, 

Drabbs, Zambarano, and Steinhardt (2000) report internal consistency for their study as α 

= .91. Alpha levels close to 1.00 indicates a very high internal consistency (Frank-

Stromborg & Olsen, 1997).  

 Internal consistency for the PWS in the current study was α = .89. Internal 

consistency for the subscales in the current study were psychological (α = .61), emotional 

(α = .61), social (α = .43), physical (α = .74), spiritual (α = .63), and intellectual (α = .58). 

While the total wellness scores internal consistency was similar to Adams et al. (1997), 

the internal consistencies for the subscales were not. The subscales for the current study 

showed low reliability, with the exception of the physical wellness subscale. The total 

wellness scores, therefore, were used for analysis purposes. These scores ranged from a 

low of 8 to a high of 29. The individual subscale scores were not analyzed in conjunction 

with the other study variables since the primary investigator was interested in the total 

wellness scores. 

 Exercise: Stages of Change – Short Form. To assess the stages of change for 

exercise, the Exercise Stages of Change – Short Form Questionnaire (Appendix H) was 

utilized. This one-item questionnaire was chosen after receiving input from J.S. Rossi 
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(personal communication, March 31, 2006), one of the original researchers studying 

exercise behaviors using the Transtheoretical Model of Behavior Change (TTM). The 

Short Form was suggested as it is the one most often used and allows individuals to be 

easily classified into one of five stages of change for exercise (termination stage is not 

addressed on the questionnaire). Since Dr. Rossi was recommended by J.O. Prochaska 

(personal communication March, 20, 2006), one of the authors of the TTM, the primary 

investigator used his advice regarding this instrument.  

 This one-item questionnaire asks participants to choose one of five statements that 

best applies to their current exercise level. According to the definition provided, planned 

regular exercise (aerobics, bicycling, brisk walking, jogging, rowing, swimming, etc.) 

was performed as a way of increasing physical fitness. While this exercise should be 

performed for 20 to 60 minutes three (3) to five (5) times a week, it is not intended to be 

painful to be effective. Depending on the statement chosen, individuals are determined to 

be in Stage One, Precontemplation (do not intend to begin exercising in the next six 

months); Stage Two, Contemplation (intend to begin exercising in the next six months); 

Stage Three, Preparation (intend to begin exercising in the next 30 days); Stage Four, 

Action (have been exercising for less than six months); or Stage Five, Maintenance (have 

been exercising for more than six months). 

 Psychometric properties for the one-item questionnaire were not available (J. S. 

Rossi, personal communication March 31, 2006). Donovan, Jones, D’Arcy, Holman, and 

Corti (1998), however, conducted a study to assess the test-retest reliability of the stage 

of change short form using face-to-face interviews and telephone interviews. “The test-

retest product moment was 0.59 and the k was 0.52.” (p 289) Reliability coefficients were 
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also calculated separately for telephone (0.63) and face-to-face (0.53) interviews. The 

authors believed the low reliability may be due to individual perceptions about exercise 

and was a limitation to their study. 

 Providing the individual with a definition of exercise or physical activity may 

have demonstrated a greater reliability for this scale. The current study provided the 

participants with a definition in an effort to obtain a greater reliability for the scale. 

Further, previous studies have shown that the one-item questionnaire is an appropriate 

tool to assess stage of change for exercise (Cardinal, 1997; Hausenblas et al., 1999).  

 Demographic Information. To collect demographic information, the principal 

investigator developed a measure which consisted of nine (9) questions (Appendix A). 

The questions were a combination of fill-in-the-blank, multiple choices, or multiple 

answers. Age was to be filled in by the respondent on a blank line. Education level had 

one of five responses: no high school, some high school, high school graduate, some 

college, or college graduate. Employment status included one of the following: 

unemployed, employed part-time (less than 35 hours a week), employed full-time (more 

than 35 hours a week), or retired. Marital status had choices of single, married, 

divorced/separated, or widowed. Occupation had a blank line for the respondent to write 

in. Household annual income included six choices: less than $10,000; $10,000 to 

$19,999; $20,000 to $29,999; $30,000 to $39,999; $40,000 to $49,999; or $50,000 or 

more. Ages of dependent children living at home 18 years of age or younger (to include 

grandchildren) was asked with a blank line for the respondent to write in. History of CVD 

was asked as a multiple choice or multiple answers with the following: heart disease, 

high blood pressure, high cholesterol, other (with a blank line to fill in the answer), or 
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none of the above. The last question asked participants to indicate name of current 

prescribed medications with a blank line; if none, please write none. 

Procedure 

 Institutional Review Board. Prior to conducting this study, the research proposal 

was submitted to Georgia State University’s Institutional Review Board (IRB) for 

approval. Once IRB approval was obtained (Appendix I), training of research assistants 

began, identification of a community leader was made, and the data collection process 

began. A description of each follows.  

 Training of Research Assistants. Two AAW master’s degree nursing students, 

from a local university, served as Research Assistants (RA). These RAs were provided 

with information on the purpose of the study, study protocol and guidelines, and the data 

collection process. The role of the RAs was to be present with the primary investigator at 

each church site to facilitate the data collection process and to answer simple questions 

that the participants may have had. They were also available to clarify a particular item 

on the questionnaire, if a participant had a question.    

 Identification of a Community Leader. The PI made contact with a colleague, who 

resides in Selma, AL, and is regarded as a community leader, for help in accessing the 

pastors at the four (4) church sites. This community leader was an African American 

female, age similar to the study participants, who was well connected in Dallas County 

and known in Selma, AL. The community leader made telephone contacts with the pastor 

of each of the four (4) churches to request permission for the PI to conduct the study at 

each site and to schedule a meeting for each pastor to meet with the PI. During her 

telephone conversations, the community leader also described the PI as an AAW who 
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was sensitive to the issues of the African American community. As a result of these 

telephone calls, permission was granted from the pastors of each church to talk with the 

women and recruit participants into the study (Appendix J). 

 Upon receiving permission from the pastors, the community leader and the PI 

discussed the four randomly selected churches. It was decided by the PI that one (1) 

church would be visited on each Sunday until the desired number of participants had been 

entered into the study.  

 Data Collection Process. The PI and the RAs met with each pastor at the 

beginning of the Sunday early morning service. After the early morning and late morning 

services, the pastors introduced the PI to the congregation, and the information session 

began. The PI was then provided an opportunity to describe the study in detail and asked 

if there was any interest in participating.  

 Once the PI described the purpose of the study to the congregation, the informed 

consent process was initiated. This included explaining the participants’ rights to 

participate as outlined on the consent form (Appendix K). The informed consent process 

provided the individual with the information necessary to make an informed decision. 

The informed consent document was approved by IRB at GSU and was guided by both 

ethical and legal principles. Once the informed consent process was explained to the 

participants, they were invited to participate and the following data collection procedure 

was initiated: 

 Each participant was administered a coded packet which contained a copy of the 

informed consent (Appendix K), a questionnaire (Appendix A), a copy of the AHA 

(2006b) Search Your Heart: Physical Activity booklet (Appendix L), a nail file, and a ball 
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point pen, were given to each participant as a token of appreciation for participation. 

Tokens of appreciation have been provided to participants in other studies in the form of 

money (Banks-Wallace, 2000), lunch (Banks-Wallace, 2000; Goodwin, 2007), one-

month aerobic exercise class post intervention (Young & Stewart, 2006), and raffling of 

books, candles, and other items (Banks-Wallace & Conn, 2005). Participants were 

informed that the questionnaire was to be returned once they finished answering the 

questions, and the other items in the packet were for their personal use. Time required for 

completion of the questionnaires was less than 60 minutes. The primary investigator, 

along with the RAs, distributed and collected all questionnaires during each session. No 

one requested the questionnaires be read to them. However, one asked if it was okay to 

place information related to her son’s household since she resided with him, and another 

asked if it was okay to write her name on the questionnaire since she did not mind being 

identified. The RAs assisted these two participants by explaining that it was okay to 

include information related to the household of the participant’s son, and encouraged the 

other participant not to include her name.  

 At the first church, 60 AAW participated after the late morning service; 55 were 

entered into the study. The second church had 17 AAW participants from both the early 

and late morning services; 8 were entered into the study. The third church had 45 AAW 

participants from both services; 43 were entered into the study. The fourth church had 69 

AAW participants from the early morning service; 56 were entered into the study. A total 

of 191 participants completed the questionnaires. Twenty nine (29) of these participants 

did not meet the age requirement and, therefore, were not entered into the study. This 

resulted in a sample size of 162 participants for the study. 
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 During the study, all questionnaires remained in a locked file in the possession of 

the primary investigator when not being transferred or analyzed. The questionnaires will 

remain in the locked file for approximately seven (7) years after the presentation and/or 

publishing of these results. At that time, determination will be made to continue to store 

or destroy the questionnaires. Confidentiality is assured by use of a code number on each 

questionnaire, as names were not collected. Participants were assured, therefore, that their 

identities would not be revealed in presentations, reports, or publications of the study. 

Data Analysis and Research Questions 

 The data collected to answer the research questions guiding this study were 

analyzed using Statistical Package for the Social Sciences (SPSS) Version 15.0. The 

analysis included frequencies, means, and standard deviations. These measures were 

included because they provide a picture of the sample by describing the basic 

characteristics (Duffy & Jacobsen, 2001). Several other statistical analyses were 

conducted using SPSS Version 15.0. They included Pearson correlation, Chi-Square (χ2), 

independent t-tests, one-way analysis of variance (ANOVA), and two-way ANOVA. 

Data analysis for each research question is listed below. 

 Research Question 1.  Is there a significant relationship between perceived 

wellness and the individual AAW’s stage of change for exercise? This was analyzed 

using a one-way ANOVA. One-way ANOVA was used because this analysis allowed 

one independent nominal level variable, with two or more levels, to measure the 

differences among group means (Munro, 2001) on perceived wellness.  

 Research Question 2. Is there a significant relationship between self-reported 

history of cardiovascular disease, perceived wellness, and the individual AAW’s stage of 
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change for exercise? This question was analyzed using a two-tailed independent t-test and 

a two-way ANOVA. The independent t-test was used primarily to measure the 

differences between two group means on perceived wellness. The two-way ANOVA, on 

the other hand, was used to examine the effects of two independent nominal level 

variables (Munro, 2001) on perceived wellness.  

 Research Question 3. Is there a significant difference in the stage of change for 

exercise between AAW who self-report no history of CVD and those who self-report a 

history of CVD? A nonparametric technique, Chi-Square (χ2), was used to help answer 

the research question regarding the existence of a relationship between two variables. It is 

used most commonly when there is a need to examine differences among two nominal 

level variables (Munro, 2001).   

 Research Question 4. Does age, income, education, marital status, or employment 

status significantly affect perceived wellness and stage of change for exercise among 

AAW? That question required several analyses. A two-tailed Pearson Correlation was 

conducted to analyze the relationship between age and perceived wellness.  Pearson 

correlation is the statistical analysis used to mathematically state the relationship between 

two interval/ratio level variables. This correlation, which ranges from +1.00 to -1.00, 

describes the type of relationship as either positive (+), negative (-), or no relationship 

(0.00) (Munro, 2001). Another statistical analysis, χ2, was used to assess the associations 

of education, employment status, marital status, or annual household income with stage 

of change for exercise. A one-way ANOVA was conducted to determine if there was an 

association between age and stage of change, specifically if mean age differed by stages 

of change. Once significance was determined, a post-hoc test, Tukey’s Honestly 
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Significant Difference, was performed for comparison to determine which groups 

differed significantly from the other (Munro). 

Summary 

 This research study employed a correlational descriptive design to determine if 

there was an association between perceived wellness scores of AAW and their stage of 

change for exercise. Four (4) randomly selected African American churches in Selma, 

AL, served as the setting. A convenience sampling technique was used to obtain the 

sample of 191 AAW participants. As 29 of the AAW did not meet the age requirement, a 

total of 162 volunteers were entered into the study.  

 Prior to data collection, the primary investigator elicited the assistance of a 

community leader who was instrumental in helping the investigator gain access into the 

community. This was facilitated by way of a personal introduction to the church pastors, 

since the investigator was not affiliated with any of the churches. This particular strategy 

has been successful in other studies involving AAW (Brown, 2004; Wilbur et al., 2006).  

 Data were collected and analyzed using SPSS Version 15.0. These analyses 

included frequencies, means, and standard deviations, to provide a description of the 

sample characteristics. Other statistical analyses included Pearson correlation, χ2, 

Independent t-tests, one-way ANOVA, and two-way ANOVA.
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CHAPTER IV 

RESULTS 

 The purpose of this chapter is to present the analysis of the collected data. The 

research questions that guided this study were: 

 (1) Is there a significant relationship between perceived wellness and the 

individual AAW’s stage of change for exercise? 

 (2) Is there a significant relationship between self-reported history of 

cardiovascular disease (CVD), perceived wellness, and the individual AAW’s stage of 

change for exercise? 

 (3) Is there a significant difference in the stage of change for exercise between 

AAW who self-report no history of CVD and those who self-report a history of CVD? 

 (4) Does age, income, education, marital status, or employment status 

significantly affect perceived wellness and stage of change for exercise among AAW? 

 Data are organized and presented according to the description of the sample and 

four (4) research questions. The self-reported data were collected through the use of 

paper and pen questionnaires in a group setting. The descriptive data, which is related to 

the demographic characteristics of the sample, are presented first. Presentation of the 

findings related to each research question follows. 

 Data were analyzed using Statistical Package for the Social Sciences (SPSS), 

Version 15.0. The analyses included frequencies, means, and standard deviations. Other 

statistical analyses conducted included Pearson correlation, Chi-Square, independent  
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t-tests, one-way ANOVA, and two-way ANOVA. A complete description of the analyses 

follows. 

Description of the Sample 

 Descriptive statistics were employed to analyze the demographic data of the 

sample. The findings indicated the ages of the women sampled ranged from 40 to 75 

years (M = 53.45; SD = 9.94). Nearly half of the women (45.2%, n = 71) were married, 

while 54.8% (n = 86) were either single (22.9%, n = 36), divorced/separated (18.5%, n = 

29), or widowed (13.4%, n = 21). Other demographic data are presented in Table1 which 

provides a detailed description of the education, employment status, annual household 

income, and number of children less than 18 years of age living at home.  

 The range, mean, and standard deviation of the total perceived wellness variable 

and its six (6) subscales for the total sample are presented in Table 2. The findings 

indicated that the total perceived wellness scores ranged from eight (8) to 29; the mean 

score was 15.76. Women reported highest wellness in the area of spirituality and lowest 

in the area of social wellness. 
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Table 1 

Frequency Counts and Percentages of Demographic Variables (N = 162) 

_____________________________________________________________ 

 Variable                Frequency     Percentagea 

_____________________________________________________________ 

Education  

 No high school     7     4.3 

 Some high school              23   14.2  

 High school graduate   37   22.8 

 Some College    48   29.6 

 College Graduate   42   25.9 

 Missing      5     3.2 

Employment status  

 Unemployed    26   16.0  

 Employed part-time   16     9.9 

 Employed full-time   78   48.1 

 Retired     37   22.8 

 Missing      5     3.2 

Annual household income   

 Less than $10,000   27   16.7 

 $10,000 to $19,999   35   21.6 

 $20,000 to $29,999   27   16.7 

 $30,000 to $39,999   18   11.1 

_____________________________________________________________ 

             (Table 1 Continues) 
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(Table 1 Continued) 

_____________________________________________________________ 

 Variable                Frequency     Percentagea 

_____________________________________________________________ 

 $40,000 to $49,999   12     7.4 

 $50,000 or more   23   14.2 

 Missing    20   12.3 

Children under 18 living at home  

 None     54   33.3 

 One     32   19.8 

 Two        9     5.5 

 Three       4     2.5 

 Four       1     0.6  

 Missing    62   38.3 

___________________________________________________________ 

aPercentage may not equal 100 due to rounding of numbers. 
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Table 2 

Descriptive Statistics for Total Perceived Wellness and Wellness Subscale 

________________________________________________________________________ 

  Variable            N             Observed Mean  SD 

           range  

________________________________________________________________________ 

Total Perceived Wellness       162    8 to 29 15.76  3.55 

 Psychologicala   162  11 to 36 28.81  5.58 

 Sociala, b   161  13 to 36 26.83  4.91 

 Physicala   162    6 to 36 27.01  6.25 

 Spirituala   162  14 to 36 30.31  5.17 

 Intellectuala   162  15 to 36 28.47  5.06 

 Emotionala   162  15 to 36 28.62  5.37  

________________________________________________________________________ 

aPerceived Wellness Subscale. bOne participant did not include data for social subscale.  

The frequencies and percentages for the stages of change (SOC) for exercise and 

history of heart disease variables are presented in Table 3. The greatest percentage of 

respondents (30.9%, n = 50) reported being in the Maintenance SOC. Note that the 

majority of the total sample (51.3%, n = 83) reported being in the action or maintenance 

phase of the stages of change, suggesting that participants were actively participating in 

exercise. It is also noted that 43.2% (n = 70) reported having no history of CVD. A 

history of hypertension was the most frequently reported type of CVD (25.9%, n = 42) 

while heart disease was the least reported (1.2%, n = 2) by the sample. 
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Table 3 

Frequency Counts and Percentages of Stage of Change and Cardiovascular Disease  

History Variables (N = 162) 

______________________________________________________________________ 

        Variable       Frequency       Percentagea 

______________________________________________________________________ 

Stage of Change  

 Precontemplation    19   11.7 

 Contemplation     23   14.2 

 Preparation     35   21.6 

 Action      33   20.4 

 Maintenance     50   30.9 

 Missing       2     1.2 

History of Cardiovascular Disease  

 Heart Disease       2     1.2 

 Hypertension (HTN)    42   25.9 

 Hyperlipidemia      6     3.7 

 Heart Disease and HTN     3     1.9 

 Heart Disease and Hyperlipidemia    2     1.2 

 HTN and Hyperlipidemia   17   10.5 

 Heart Disease, HTN, and Hyperlipidemia   8     4.9 

______________________________________________________________________ 

                    (Table 3 Continues) 
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(Table 3 Continued) 

______________________________________________________________________ 

        Variable       Frequency       Percentagea 

______________________________________________________________________ 

 Other (variety of different diagnoses)    6     3.7 

 No History of CVD    70   43.2 

 Missing       6     3.7  

______________________________________________________________________ 

aPercentage may not equal 100 due to rounding of numbers. 

 Diabetes was the most frequently reported among those who reported other 

diseases (6.2%, n = 10). Other reported diagnoses included heart murmur (1.2%, n = 2); 

rheumatoid arthritis (RA) (1.2%, n = 2); and asthma (1.2%, n = 2). One occurrence was 

reported for each of the following: chronic obstructive pulmonary disease (COPD), 

osteoarthritis (OA), back pain, nerves, cancer (unspecified), headaches (unspecified), 

lung (unspecified), carpal tunnel, depression, fibroids (unspecified), chronic bronchitis, 

and sinus. It is noted that some of the participants reported having one or more of the 

above diagnoses. 

Data related to the names of current prescription medications were not answered 

consistently by the participants. For example, some participants left the area blank while 

others used layman’s terms such as a “blood pressure pill”, “several”, “blood thinner”, 

etc., instead of writing the names of the individual medications. Therefore, data analysis 

was not performed related to prescription medications. A listing of all medications 

reported by the sample may be found in Appendix M. 
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The Relationship between Perceived Wellness and Stage of Change for Exercise 

Research Question One 

 The first research question asked: Is there a significant relationship between 

perceived wellness and the individual AAW’s stage of change for exercise? A one-way 

analysis of variance (ANOVA) was used to test the relationship between the variables 

since there was only one independent variable (stage of change) and one dependent 

variable (perceived wellness) (Munro, 2001). Total wellness scores and all six sub-scale 

scores were tested with stage of change for exercise as the independent variable. The 

findings indicated that there was no statistically significant relationship between the total 

perceived wellness score and stage of change for exercise (F = 1.059, p = .379). Table 4 

provides means and standard deviations for total wellness in relation to stage of change 

for exercise.  

Table 4 

Means and Standard Deviations for Total Perceived Wellness by Stages of Change for 

Exercise  

____________________________________________________________________  

     Total Wellness 

    Means  Standard Deviations 

____________________________________________________________________ 

Precontemplation  14.81   2.76 

Contemplation   15.05   3.06 

Preparation   16.40   3.07 

Action    15.50   3.69 

Maintenance   16.19   4.19 

____________________________________________________________________ 
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The Relationship between Cardiovascular Disease, Stage of Change  

for Exercise, and Perceived Wellness 

Research Question Two 

 The second research question asked: Is there a significant relationship between 

self-reported history of cardiovascular disease, perceived wellness, and the individual 

AAW’s stage of change for exercise? To address this research question, two sets of 

procedures were conducted. First, a two-way ANOVA was conducted with history of 

CVD and stage of change for exercise as factors with perceived wellness as the 

dependent variable. A two-way ANOVA is the statistical analysis of choice when there 

are two or more nominal level independent variables, which, in this case, include history 

of CVD and stage of change, and one interval/ratio dependent variable, perceived 

wellness (Munro, 2001). Findings indicated no significant effect (F = 1.154, p = .332) of 

history of CVD and individual’s stage of change (F = 1.469, p = .216) on perceived 

wellness. There was no significant interaction between CVD and stage of change (F = 

1.007, p = .458). 

 The sample was further divided into two groups, participants with CVD (either 

heart disease alone or in conjunction with hypertension and/or hyperlipidemia) and 

participants without CVD. This division was done to compare the two groups in terms of 

their perceived wellness scores and stages of change. An independent t-test was the 

statistical analysis used to compare the total wellness means of the two groups (Munro, 

2001). No statistically significant difference was found between the two groups  

(t = -1.312, p = .191).  
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 No significant association was found when history of CVD and SOC were 

examined in relation to perceived wellness (F = 1.007, p = .458). Among the CVD group, 

the highest mean perceived wellness score was found in the Preparation Stage (Stage 3). 

Among the group without CVD, the highest mean perceived wellness score was found in 

the Maintenance Stage (Stage 5). Table 5 provides means and standard deviations of 

perceived wellness according to stage of change for exercise with and without CVD. 

Table 5 

Perceived Wellness Means and Standard Deviations by Stage of Change for Exercise 

with and without Cardiovascular Disease (CVD) 

_____________________________________________________________________ 

                 Perceived Wellness  

Stage of Change        With CVD     Without CVD 

      n   M        SD   n   M       SD 

_____________________________________________________________________ 

Precontemplation  11 15.12   3.066  7 14.73 2.404 

Contemplation   12 14.63 2.558  8 14.76 2.952 

Preparation   15 16.11 3.039           18 16.45 3.152 

Action    17 15.67 3.363           15 15.79 3.801 

Maintenance   25 15.45 3.934           22 17.26 4.388 

_____________________________________________________________________ 
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The Relationship between Cardiovascular Disease and Stage of Change for Exercise 

Research Question Three 

 The third research question asked: Is there a significant difference in the stage of 

change for exercise between AAW who self-report no history of CVD and those who 

self-report history of CVD? Since both variables were nominal (history of CVD or no 

history of CVD, and stage of change for exercise), Chi-Square analysis was performed. 

This was done to determine if there were any significant differences in the proportions of 

persons with CVD and without CVD by stage of change (Munro, 2001). The findings 

indicated no significant differences between the two groups (χ2 (2) = 1.825, p = .768). 

The percentages for those with and without CVD history according to stage of change for 

exercise are provided in Table 6. While no statistically significant associations between 

history of CVD and SOC were found, half of the sample (n = 81) reported being 

physically active. This physical activity had been for less than six (6) months (19.8%,  

n = 32), or greater than six (6) months (30.3%, n = 49).  
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Table 6 

Stage of Change and History of Cardiovascular Disease (CVD) (N = 155) 

________________________________________________________________ 

Stage of Change      CVD History (n = 85)         No CVD History (n = 70) 

           Percentagea           Percentagea 

________________________________________________________________ 

Precontemplation  7.74      4.52 

Contemplation   8.38     5.16 

Preparation            10.32              11.61 

Action             10.96                9.67 

Maintenance            17.41              14.19 

____________________________________________________________  

aPercentage may not equal 100 due to rounding of numbers. 

The Relationship between Demographic Variables and  

Perceived Wellness and Stage of Change for Exercise 

Research Question Four 

 The fourth research question asked: Does age, income, education, marital status, 

or employment status significantly affect perceived wellness and stage of change for 

exercise among AAW? Chi-Square analyses were conducted to determine if there were 

associations between stage of change and income, education, marital status, or 

employment status. No statistically significant associations were found (Table 7). 
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Table 7 

Chi-Square Results for Stage of Change with Income, Education, Marital Status, and 

Employment Status 

________________________________________________________________________ 

           χ2      p 

________________________________________________________________________ 

Income     19.195   .509 

Education     19.859   .227 

Marital Status     16.902   .153 

Employment Status    14.026   .299 

________________________________________________________________________ 

To further analyze the data, a one-way ANOVA was conducted to determine if 

there was an association between stage of change and age. While there was no 

statistically significant differences in age by SOC group (F = 1.336, p = .259), it was 

noted that the mean age of the participants reporting Precontemplation (Stage 1) was 

higher than those participants reporting Maintenance (Stage 5). Table 8 provides 

additional information related to these variables. 
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Table 8 

Stages of Change and Age Means and Standard Deviations (N =155) 

________________________________________________________________ 

Stage of Change     n (%)           Age 

          M     SD 

________________________________________________________________ 

Precontemplation  19 (12.26)  56.58  10.287 

Contemplation   22 (14.19)  54.18  10.121 

Preparation   33 (21.29)  50.61  10.277 

Action    31 (20.00)  53.06    8.944 

Maintenance   50 (32.26)  54.50    9.888 

________________________________________________________________ 

To determine if there was a relationship between the variables age and perceived 

wellness, a 2-tailed Pearson Correlation, which is used to determine if there is a positive, 

negative, or no relationship (Munro, 2001), was the analysis of choice. Results indicated 

there was no statistically significant correlation between age and perceived wellness (r = 

-.049, p = .546).  

 A one-way ANOVA was performed to determine if there were statistically 

significant differences in perceived wellness by annual household income group. The 

ANOVA model was significant (F = 5.960, p = .000). Therefore, Tukey’s Honestly 

Significant Difference (HSD), a post-hoc analysis, was conducted to examine which 

groups were significantly different. Post hoc testing decreases the likelihood of making a 

Type I error (Munro, 2001). See Table 9. Those earning less than $10,000 had 
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statistically significant lower mean perceived wellness scores (p < .05) than four (4) 

income groups earning $20,000 or more per year. The group reporting annual income of 

$10,000 to $19,999 showed no statistically significant difference from those earning less 

than $10,000. No other differences were noted among any of the other income groups.  

 To determine if perceived wellness differed by education, marital status, and 

employment status groups, three one-way ANOVAs were conducted. Perceived wellness 

was the dependent variable for all three analyses. If the ANOVA model was significant, 

Tukey’s HSD were conducted to determine which means were significantly different. 

Significant ANOVAs were found for marital status (F = 2.937, p = .035) and 

employment status (F = 5.333, p = .002) with perceived wellness. Mean perceived 

wellness scores were significantly lower among the widowed group compared to the 

married and divorced/separated groups. The single group was not significantly different 

from any of the other marital status groups. In addition, mean perceived wellness scores 

were significantly lower among the unemployed group compared to those who were 

employed both full-time and part-time. No other statistical significance was found 

between any of the other groups.  

 The one-way ANOVA was not significant which compared the education groups 

on perceived wellness. Since significant ANOVA’s were found comparing income, 

marital status, and employment status groups on perceived wellness, the means and 

standard error of the means for those three analyses are presented in Table 9. 

 

 

 



90 

 

 

Table 9 

Means and Standard Error of Means of Perceived Wellness as a Function of Income, 

Marital Status, and Employment Status 

____________________________________________________________________ 

  Mean            Standard error                                 

____________________________________________________________________ 

Annual Income          

      Less than $10,000     12.95 a   .545 

 $10,000 to $19,999             15.40   .383 

 $20,000 to $29,999                 16.08 b   .687 

 $30,000 to $39,999             17.23 b                     1.197 

 $40,000 to $49,999            17.04 b   .863 

 $50,000 or more            17.23 b   .696 

Marital Status     

      Single                15.12   .455 

 Married               16.15 b   .458 

 Divorced/Separated              16.56 b   .715 

 Widowed      13.99 a   .635 

Employment Status           

      Unemployed      13.89 a   .700 

 Part-time               17.32 b                      1.313 

 Full-time               16.42 b   .375 

 Retired       14.91   .426 

____________________________________________________________________ 

Note: Means with subscript a were significantly different than means with subscript b  

at p < .05 for each variable. 
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Summary 

 An analysis of the collected data was organized and presented according to the 

four research questions that guided this research study. Using SPSS, Version 15.0, data 

were analyzed to determine the direction and magnitude of the relationship between 

perceived wellness and stage of change for exercise among rural AAW with and without 

a self-reported history of CVD. Descriptive statistics included frequencies, ranges, 

means, and standard deviations.  

 The sample consisted of 162 rural AAW. The mean age of this sample was 53.45 

years, and the mean perceived wellness score was 15.76. Some college was reported by 

29.6% (n = 48) while 25.9% (n = 42) reported graduating from college. Full-time 

employment was reported by almost half of the sample (48.1%, n = 78), and more than 

half of the participants (55%, n = 89) reported annual income of less than $30,000. More 

than one third of the participants (38.3%, n = 62,) did not respond to the question 

regarding number of children living at home under the age of 18, therefore, that variable 

was not analyzed with perceived wellness or stage of change. Since prescription 

medication responses were not consistently provided on the questionnaires, that variable 

was not analyzed with perceived wellness or stage of change for exercise. Maintenance, 

Stage 5, was reported by almost one-third of the participants (30.9%, n = 50). 

Hypertension was the most frequently reported form of CVD (25.9%, n = 42), while 

43.2% (n = 70) of the participants reported no history of any type of CVD. 

 Research question number one attempted to determine if there was a significant 

relationship between perceived wellness and stage of change for exercise. A one-way 

ANOVA was conducted with no statistically significant findings. Research question 
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number two sought to determine if there was a significant relationship between self-

reported history of CVD, perceived wellness, and stage of change for exercise. An 

independent samples t-test and a two-way ANOVA found no statistically significant 

differences in perceived wellness for CVD and SOC groups. Research question number 

three looked for a significant difference in the stage of change between those with CVD 

and those without CVD. Chi-Square analysis was conducted and no statistically 

significant relationship was found.  

 The fourth and final research question asked if demographics affected perceived 

wellness and stage of change. A Pearson Correlation was conducted and there was no 

statistically significant relationship between age and perceived wellness. Chi-Square 

analyses were conducted to assess for significant relationships between education, 

employment status, marital status, annual household income and stage of change for 

exercise; none was found. A one-way ANOVA was conducted to determine if there was 

an association between age and stage of change. Although no statistically significant 

differences were found, a trend was observed such that as age increased, lower levels of 

stage of change were reported. 

 A one-way ANOVA demonstrated significant differences in perceived wellness 

by annual household income. Those earning less than $10,000 had significantly lower 

mean perceived wellness scores than participants reporting income categories $20,000 or 

more per year. Three other one-way ANOVAs were performed to determine if perceived 

wellness differed by education, marital status, and employment status groups. Mean 

perceived wellness scores were significantly lower among the widowed group compared 
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to those who were married and divorced/separated. A discussion of the results and 

findings are reported in Chapter V.  
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CHAPTER V 

DISCUSSION 

 A discussion of the major findings is presented in this chapter. Included in this 

discussion are conclusions related to each research question. Limitations to the study, 

implications for nursing, and suggestions for future research are also presented.  

Overview of the Study 

 The purpose of this research was to describe rural AAW’s perception of wellness 

in conjunction with their stage of change for exercise. This information was obtained by: 

1) assessing perceived wellness of a sample of rural AAW; 2) ascertaining their current 

stage of change for exercise; 3) determining if there was an association between their 

perceived wellness and stage of change for exercise; 4) determining if there was an 

association between stage of change for exercise and history of cardiovascular disease 

(CVD); and 5) determining if there was an association between other demographic 

variables, perceived wellness, and stage of change for exercise. The research questions 

that guided this study were: 

 (1) Is there a significant relationship between perceived wellness and the 

individual AAW’s stage of change for exercise? 

 (2) Is there a significant relationship between self-reported history of 

cardiovascular disease, perceived wellness, and the individual AAW’s stage of change 

for exercise? 
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 (3) Is there a significant difference in the stage of change for exercise between 

AAW who self-report no history of CVD and those who self-report a history of CVD? 

 (4) Does age, income, education, marital status, or employment status 

significantly affect perceived wellness and stage of change for exercise among AAW?  

Major Findings 

Sociodemographic Characteristics of the Sample 

 Major findings for the study indicate that African American women (AAW) in 

this sample were working, college educated, and had no children under the age of 18 

living at home. The majority of the sample also had annual household incomes of less 

than $30,000. Close to half of the sample reported being married (43.8%, n = 71), and 

close to one fourth were single (22.2%, n = 36). The age of this sample ranged from 40 to 

75 years with a mean age of 53.45 years. Some of the similarities and differences 

between the demographic characteristics of this study and previous research are discussed 

below. Demographic characteristics of the participants in this study were consistent with 

studies conducted by Goodwin (2007) and Young and Stewart (2006).  

 In a pilot study of rural AAW (in Henry County, AL) conducted by Goodwin 

(2007), findings showed that exercise was considered a means of maintaining wellness. 

Although the sample size for the focus groups was small (N = 10), the ages of that sample 

ranged from 50 to 75 (M = 58.6, SD 8.42); more than half (60%, n = 6) reported being 

married; and the majority of the sample (90%, n = 9) either graduated from high school 

(20%, n = 2), had some college education (40%, n = 4), or graduated from college (30%, 

n = 3). These findings are similar to the current study in that the participants were AAW 

from a rural community with a mean age of 53.45 years, and nearly half (45.2%) were 
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married. Another similarity to the current study is noted with respect to the education 

levels. While 90% of Goodwin’s sample graduated from high school, had some college, 

or graduated from college, 81% of the current study sample reported similar educational 

attainment.   

 In a study comparing an aerobic exercise intervention with a stretching and health 

lecture intervention, Young and Stewart (2006) reported similar sociodemographic 

findings in their sample of urban AAW. The mean age of the aerobic group was 48.2 

years and the stretch and health group was 48.4 years. Other similarities with the current 

study include a large number of married (60.3%, aerobic group; 49.3% stretch and health 

group) and employed (81.9%, aerobic group; 49.3% stretch and health group) 

participants.   

 Demographic findings from the current study are also similar to census tract data 

in Selma, AL. The most recent data published by the U.S. Census Bureau (2000) for 

Selma, AL, is for the year 2000. Although 2006 data are available for Dallas County, AL, 

data from 2000 are used for comparison with Selma, AL. Census Bureau data indicated 

33.6% of Dallas County residents 25 years of age or older are high school graduates, and 

29.8% of Selma, AL residents 25 years of age or older are high school graduates. The 

percentage of high school graduates in the current study is 23.6%, less than the published 

data. College graduates are reported as 19.5% for Dallas County, and 24.2% for Selma, 

AL (Census Bureau, 2000). In the current study, having a college degree was reported by 

26.8% of the sample, which is similar to that of Selma, AL. The current study instrument 

did not allow the participant to indicate the type of college degree that was earned. 
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However, the published data used for comparison reflects associate, bachelor, and 

graduate or professional degrees (Census Bureau, 2000).  

 Household annual income of less than $30,000 was reported by 62.7% of the 

sample in the current study. It is not possible to provide an exact comparison with the 

published data as it is reported as household annual incomes of less than $35,000. For the 

year 1999, 63.8% reported annual household income less than $35,000 in Dallas County; 

66.1% was reported for Selma, AL, residents.  

 The number of participants that provided a response for the number of children 

under the age of 18 living at home was 100 (61.7%); greater than one-third did not 

provide the information (38.3%, n = 62). The reason for the large number of participants 

not providing information is unclear. The wording on the instrument may have been 

confusing as leaving that area blank may have been their way of indicating none. This 

variable, therefore, could not be included in statistical analysis.  

 Previous studies concluded that increased age, low socioeconomic status, low 

socioeconomic position, and poor health status are associated with decreased physical 

activity (Sanderson et al., 2003; Speck & Harrell, 2003). Studies also suggest that higher 

incomes and higher education levels were associated with increased physical activity 

(Brady & Nies, 1999; Sanderson et al.). While no studies were identified that specifically 

addressed number of children living at home in correlation with perceived wellness and 

stage of change for exercise, Nies et al. (1999) reported lack of child care as a barrier to 

increasing physical activity. Speck and Harrell (2003) found those with small children at 

home tend to exercise less than those without small children at home. Thus one of the 
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reasons why the sample reported higher levels of activity may have been because of few 

younger children in the home. 

Perceived Wellness and the Neuman Systems Model  

 The Neuman Systems Model (NSM) guided the perceived wellness portion of the 

study. The NSM is concerned with the whole person; the person is regarded as a client or 

client system (Neuman, 2002). The Perceived Wellness Survey (PWS), a 36-item, six-

point Likert scale instrument, was used to measure the perceived wellness scores of the 

sample in the current study. The perceived wellness scores for this sample of 162 rural 

AAW ranged from a low of eight (8) to a high of 29. The mean score was 15.76  

(SD = 3.55). Findings from this study are similar to Bezner et al. (1999), and James et al. 

(2003).  

 Bezner et al. (1999) reported the mean perceived wellness score of a sample of 

243 hospital employees (of which 5% [n = 11] were African American) as 16.45  

(SD = 3.82). Although similar to the mean perceived wellness score in the current study 

(15.76), the ages ranged from 24 to 72 (M = 39.5) which could explain the differences in 

the mean perceived wellness scores with the current study participants. Women in the 

Bezner et al. study were younger than participants in the current study. There is a 

possibility that younger women may perceive wellness differently than older women. 

 Based on the review of literature, it was hypothesized that there would be a 

relationship between perceived wellness and the stage of change for exercise. However, 

no statistically significant relationship was found in the current study sample of AAW. 

These findings do not support the findings of other studies (Bezner et al., 1999; Speck & 

Harrell, 2003) where a direct correlation was found between physical activity 



99 

 

 

(represented in the current study as stage of change for exercise) and perceived wellness, 

or physical activity and wellness (James et al., 2003). Possible explanations for the 

current study not finding significant associations related to perceived wellness and stage 

of change for exercise include issues related to the representation of AAW in the sample, 

age of the sample population, and selected demographic data. For example, Bezner et al. 

(1999) reported the mean perceived wellness score of a sample of 243 hospital employees 

as 16.45. However, only 5% (n = 11) of the sample were African American, and the mean 

age of the entire sample was reported as 39.5 years. In the study herein, the sample 

included 100 percent (N = 162) AAW with a mean age of 53.45 years. The differences  in 

the samples could account for the differences in the findings. It is also noted that Speck 

and Harrell (2003) did not report race information and James et al. (2003) did not report 

age information.  

 The literature review identified no specific studies that addressed perceived 

wellness and age. However, Krummel et al. (2002) conducted a study to explore 

perceptions of CVD susceptibility among women and found older women (40 to 55 years 

old) were more likely to change their behavior in an effort to promote wellness than 

younger women (20 to 40 years old). Similarly, findings from the study conducted by 

James et al. (2003) suggested remaining physically active was a part of maintaining 

wellness and a healthy lifestyle among the sample which consisted of 99% AA and 72% 

female with an average age of 50 years. On the other hand, Baldwin et al. (2001) found 

an inverse relationship between age and self-health risks and health habits; specifically, 

participants 47 years and younger exhibited greater positive health habits than older 

participants. Based on the findings from Krummel et al. and James et al., it was, 
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hypothesized that a positive association would be found between perceived wellness and 

age. No statistically significant correlation was found between perceived wellness and 

age in the current study.   

 Annual household income was positively related to perceived wellness scores in 

the current study. Those earning less than $10,000 had statistically significant lower 

mean perceived wellness scores than higher income groups ($20,000 per year or greater). 

The exception was the group earning $10,000 to $19,999, as their mean wellness score 

was not significantly higher than the group earning less than $10,000. Once income 

reaches $20,000 or more, mean perceived wellness does not change significantly between 

the income groups. From the NSM perspective, the greater sense of wellness noted with 

incomes of $20,000 or more could be related to the sample having the ability to maintain 

an adequate lifestyle, secondary to the increased income, affording them with a greater 

sense of self-worth (psychological). Another thought from the NSM perspective is the 

greater sense of wellness could be related to increased income and access to adequate 

nutrition and housing (physiological).  

 Associations were found between marital status and perceived wellness in the 

current study. Mean perceived wellness scores were significantly lower among those who 

reported being a widow, when compared to those who reported being married or 

divorced/separated. Similarly, in a study investigating health-promoting activities in an 

older adult population, Callaghan (2005) found significant differences between widowed 

and married participants. Married participants had greater healthy behavior practices than 

widowed participants (Callaghan). From the NSM view, becoming a widow translates 

into losing a connection and support of the significant other (sociocultural, psychological) 
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and could explain the lower perceived wellness scores in the current study. The higher 

scores associated with the married sample may translate into maintaining the connection 

and support from the significant other (sociocultural). These findings are also similar to 

Fleury et al. (2001) who found, after a cardiac event, women who had a sense of 

connectedness with a significant other were able to maintain or regain their psychological 

wellness compared to women without a significant other. From the NSM perspective,  

higher perceived wellness scores (as seen with the divorced/separated group in the 

current study) may be reflective of a bad relationship which has been dissolved 

(divorced) or being resolved (separated). Getting out of a relationship that was not 

working may provide this group of women with a greater sense of fulfillment 

(psychological), leading toward a greater sense of wellness.  

 Mean perceived wellness scores were significantly lower for those who were 

unemployed when compared to those who were employed, either full-time or part-time. 

From a NSM view, there are several potential explanations for this finding. Unemployed 

participants may experience a lower sense of wellness that may be associated with lack of 

health insurance (physiological, psychological), lack of an income (physiological), or 

both, which may lead to increased stress (psychological). Being employed may provide 

this group with health insurance (psychological) which may assist in accessing the health 

care arena. As a member of the workforce, this group of AAW may experience a greater 

sense of self-worth related to their career (developmental), possess enough physical 

stamina to work outside the home (physiological), managing day-to-day stressors related 

to the working environment (psychological), and have a feeling of connection within the 

working community (sociocultural).  
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 No specific studies were identified that described perceived wellness in relation to 

annual income, level of education, or employment status. However, several studies cite 

neighborhood deprivation as a variable associated with perceived wellness. For example, 

Stimpson et al. (2007) found that as the level of neighborhood deprivation increased, the 

level of health risk behavior increased. Level of neighborhood deprivation was assessed 

according to several variables, including household income, years of education, and 

employment status. It is reasonable to believe that perceived wellness scores would likely 

be decreased accordingly, as socioeconomic status decreases. Therefore, findings from 

the Stimpson et al. study broadly support the findings related to SES of the participants 

from the current study. Similarly, Rose et al. (2004) found women who were employed 

had lower cardiac mortality which was thought to be secondary to increased self-esteem 

and socioeconomic status. Callaghan (2005) found older adults with higher 

socioeconomic status (described as higher incomes and college educated) exhibited 

greater health promoting behaviors than those in lower socioeconomic status.  

Stage of Change for Exercise and the Transtheoretical Model of Behavior Change 

 The Exercise Stage of Change – Short Form, a one-item questionnaire, was 

utilized to assess the stage of change for exercise of the sample in the current study. A 

definition of regular exercise (Cancer Prevention Research Center, 1991) was provided as 

any planned activity (including aerobics, bicycling, brisk walking, jogging, rowing, 

swimming, etc.) that is performed three to five times a week to increase physical fitness; 

each session should be performed between 20 and 60 minutes. Participants chose one 

answer based on the above definition and their current physical activity level. They were 

placed into one of five stages. Precontemplation, stage one (1), is defined as not having 
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any intention to participating in any planned exercise in the next six months. 

Contemplation, stage two (2), is having an intention to participate in planned exercise 

within the next six months. Preparation, stage three (3), is intending to participate in 

planned exercise within the next 30 days. Action, stage four (4), is actively participating 

in planned exercise for less than six (6) months. Maintenance, stage five (5), is actively 

participating in planned exercise for more than six (6) months.  

 Half of the participants in the current study reported either being in the Action 

(Stage 4) or Maintenance (Stage 5) stages. This finding was not consistent with previous 

studies which consistently report AAW as having a high rate of physical inactivity 

(Ainsworth et al., 1999; Powell et al., 2006; Suminski et al., 2002). Bedinghaus et al. 

(2001) reported 57% of women of color were physically inactive, while Brownson et al. 

(2000) reported rural women 40 years old and older, in general, were 33% more likely to 

be physically inactive. Martin et al. (2005) reported that the highest prevalence for 

physical inactivity was seen in the most rural areas (33.1%) when compared to middle 

and urban areas (25.7% to 25.9%), and Reis et al. (2004) reported the highest level of 

physical inactivity is seen in the southern region.  

 It is noted in the current study, the Preparation Stage (planning to initiate an 

exercise program within the next 30 days) was reported by 21.6% of the sample. A little 

over one-fourth reported being in the inactive stages, the Precontemplation Stage (no 

plans to begin an exercise regimen within the next six (6) months) and the Contemplation 

Stage (planning to begin an exercise regimen within the next six (6) months) The 

majority of the sample (72.9%) were either preparing to start a planned exercise regimen 
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in the next 30 days, or they have been actively participating in a planned exercise 

regimen.   

 There are several potential explanations as to why the sample in the current study 

was different from previously published findings. The widely publicized benefits of 

physical activity could be responsible for raising the awareness and participation of rural 

AAW. For example, new technology, specifically computer access which in turn 

translates to greater access to health information, may have reached this rural community 

and made a positive impact on the long-term benefits of remaining physically active.  

It is possible that the current study participants have computer access at their 

place of employment, as 58% reported being employed either part-time (10%, n = 16) or 

full-time (48%, n = 78). Study participants may have had access to a home computer as 

50% reported annual household incomes of $20,000 or more. While no studies were 

identified that specifically addressed rural AAW and computer access, Bleakley, Merzel, 

VanDevanter, and Messeri (2004) found 55 percent of the 279 urban respondents (51% 

female; 81% AA; 15 to 30 year olds) reported using the internet for health information. 

Similarly, Kind, Huang, Farr, and Pomerantz (2005) found 93 percent of the 260 AA 

respondents agreed that the internet was a source to obtain useful health information. 

Although computer access was not assessed in the current study, future research should 

be directed toward determining if rural AAW benefit from the availability of the internet 

for health promotion information.  

 Another explanation for the high reported physical activity is the current study 

sample was recruited from rural churches. James et al. (2003) reported findings in a study 

of AAW who were also recruited from churches in a southern state (North Carolina). In 
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that study, 54% were reported as being physically active. Perhaps belonging to a church 

provided these women with a greater sense of awareness of health-promoting behaviors 

or group support or approval. In a study to examine physical activity, the link between 

health behaviors and spirituality, and the role of the AA church, Bopp, Lattimore, 

Wilcox, et al. (2006) found AAW “…seek to gain strength from God to be physically 

active...and the church institution promotes spiritual, mental and physical well-being” (p. 

822).   

 Another possible explanation for the highly physically active sample could be in 

relation to the physical activity facilities available in Selma, Alabama. While the current 

study did not address physical activity facility availability in this rural community, an 

internet search revealed a noteworthy find. According to the Official Website of Selma, 

AL (2008), community facilities available include 1 bowling alley, 1 skating rink, 19 ball 

fields, 11 basketball courts, 1 swimming pool, 2 golf courses, 1 state park, 1 country club, 

2 health clubs, 11 playgrounds, 2 YMCA locations, and 3 parks. Contrary to the findings 

reported by Powell et al. (2006), this largely African American community has access to 

different types of facilities (public parks, membership sports and recreation clubs, public 

golf courses, and physical fitness facilities). Although having access to physical activity 

facilities was not assessed in the current study, future research should be directed towards 

determining if access to physical activity facilities affords rural AAW with opportunities 

to enhance their health-promoting activities.  

 Stage of change for exercise in conjunction with age was tested using a one-way 

ANOVA. While no statistically significant association was found, it was noted that mean 

age for the participants reporting Precontemplation (Stage 1) was higher than participants 
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reporting Maintenance (Stage 5). This trend suggests as age increases, stage of change for 

exercise decreases. The average age of the sample in the current study was 53.45 years in 

which 51.9% were physically active. Similar findings were reported by James et al. 

(2003) in which 54% of AAW were physically active, and their average age was 50 

years. Younger rural AAW have been shown to exhibit higher levels of leisure-time 

physical activity (Sanderson et al., 2003). Morbidity & Mortality Weekly Report (2006) 

reports as age increases, incidence of engaging in regular leisure-time physical activity 

decreases in women. Speck and Harrell (2003) report findings which indicated older 

women tend to exercise less than younger women. These findings are consistent with the 

trend seen in the current study.  

 There was no association between annual household income and stage of change 

for exercise. While not statistically significant, a smaller proportion of participants were 

noted to be in the lower stages (Precontemplation, Stage 1; Contemplation, Stage 2; and 

Preparation, Stage 3) among those reporting incomes of $50,000 or more when compared 

to those reporting incomes of less than $10,000, $10,000 to $19,999, and those reporting 

incomes of $20,000 to $29,999. Stimpson et al. (2007) found physical inactivity rates 

increased as SES decreased. Sanderson et al. (2003) found higher incomes among rural 

AAW in Alabama to correlate with increased physical activity. These findings were not 

consistent with the current study results.  

 No statistically significant relationship was found between education and stage of 

change for exercise. However, a trend was noted in that as level of education increased, 

the number of participants reporting higher levels of stage of change for exercise 

increased. This trend suggests those with higher education have been participating in 
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physical activity longer than those with less education. Almost two-thirds of the current 

study participants reported some college (n = 48) or college graduate (n = 42), suggesting 

a highly educated sample. Other studies have found a positive correlation between 

exercise and levels of education among both urban (Speck & Harrell, 2003) and rural 

(Patterson et al., 2004; Sanderson et al., 2003; Wilcox et al., 2003) women. The trend in 

the current study findings is consistent with these studies. 

 While no statistically significant association was found between employment 

status and stage of change for exercise, a trend was noted where the greatest number of 

participants reporting Stage 5, Maintenance, were among those working full-time. 

Another trend was noted in those who reported working full-time also reported planning 

to begin an exercise program, Stage 3, Preparation, at a greater number than the other 

groups.  

Cardiovascular Disease 

 CVD did not have a significant relationship with perceived wellness, and there 

were no statistically significant differences in the perceived wellness mean scores 

between those who reported CVD and those who reported no CVD. A trend was noted, 

however, which showed the greatest number of participants, with and without a history of 

CVD, were in the Maintenance Stage (Stage 5). Among the CVD group, those in the 

Preparation Stage (Stage 3) had the highest mean perceived wellness score. This trend 

suggests those with a higher sense of perceived wellness are ready to begin a plan of 

exercise within the next 30 days. No studies were identified that examined the difference 

between those who report no CVD and those who reported CVD.  
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 CVD is a major problem for American women, and AAW are affected at a 

disproportionately high rate (AHA, 2006a). Diez-Roux et al. (1999) found AAW to have 

a greater number of CVD risk factors than their male counterparts. Two women reported 

a history of heart disease, while 25.9% of the sample in the current study reported a 

history of hypertension. It is also noted that 43.2% reported no history of any type of 

CVD. There are several potential explanations for the current study findings. As found by 

Yawn et al. (2004), women  70 years of age and older at the time of MI diagnosis were 

more likely to receive diagnosis and preventive information related to coronary heart 

disease (CHD) than women younger than 70 years of age. The mean age of the sample in 

the current study was 53.45 years. They may not have been exposed to information 

related to CHD or CVD and, therefore, may be unaware of their current status.  

More than half of the women in the current sample were employed either part-

time or full-time, which may explain the relatively low rate of reported CVD among the 

sample in the current study. Rose et al. (2004) found that women who were employed, 

compared to those who were homemakers, had lower mortality related to CVD, which 

was thought to be due to increased self-esteem or increased socioeconomic status 

associated with working outside the home. Another potential explanation for the low rate 

of reported CVD among the current study sample could be related to the high rate of 

physical activity. This was consistent with other study findings. For example, in a 

prospective cohort study of 5,125 female nurses with diabetes between the ages of 30 and 

55 years, Hu et al. (2001), reported a strong association between physical activity and 

decreased risk for CVD.  
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 On the demographic portion of the questionnaire, a request was made to list 

current medications. While some participants provided the medications, it is unclear why 

the majority of the participants answered this particular question inconsistently or did not 

specifically indicate what medicine they were taking. Some responded by either stating 

“1 pill” or “BP pill” or “Some for all of the above”. Because of the inconsistencies, 

information related to prescribed medications was not analyzed. 

Research Questions 

Research Question One 

 The first research question was: Is there a significant relationship between 

perceived wellness and the individual AAW’s stage of change for exercise? There was no 

statistically significant relationship between stage of change for exercise with total 

perceived wellness or any of the six sub-scales. While no specific studies were identified 

that examined the relationship between perceived wellness and stage of change for 

exercise, Bezner et al. (1999) found a relationship between quantity of physical activity 

and measures of wellness. In other words, the more one exercises, the greater their 

perceived wellness. The mean age of the Bezner et al. sample was 39.5 years compared to 

the current study sample which was 53.45 years. The differences in the age groups of 

these two studies could explain the differences in the findings.   

Research Question Two 

 The second research question was: Is there a significant relationship between self-

reported history of cardiovascular disease, perceived wellness, and the individual AAW’s 

stage of change for exercise? No statistical significance was found between the stage of 

change and history of CVD as factors of perceived wellness. While other studies have 
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identified AAW as having high rates of CVD (Diez-Roux et al., 1999), it has also been 

reported by Yawn et al. (2004) that women younger than 70 years of age are less likely to 

receive preventive information related to CVD. An explanation for the small number of 

AAW in the current study who reported a history of CVD could be due to a lack of 

knowledge related to their CVD status as reported by Yawn et al. (2004).  

Research Question Three 

 The third research question was: Is there a significant difference in the stage of 

change for exercise between AAW who self-report no history of CVD and those who 

self-report history of CVD? The findings indicated no significant differences between the 

two groups. No studies were identified that examined the difference between the stage of 

change for exercise among women with and without CVD. However, Branch et al. (2000) 

found moderate-intensity physical activity provided improvement in cardiorespiratory 

fitness comparable to high-intensity physical activity, and Hu et al. (2001) found an 

inverse correlation between physical activity and risk for CVD. Lack of a statistically 

significant difference, therefore, could be secondary to the high rates of physical activity 

(reported as stage of change for exercise), and the low rates of self-reported CVD.   

Research Question Four 

 The fourth research question was: Does age, income, education, marital status, or 

employment status significantly affect perceived wellness and stage of change for 

exercise among AAW? No statistical significance was found between perceived wellness 

and age, and no trends were noted. Although no statistically significant association was 

found between stage of change and age, a trend was seen between these two variables. As 

age increased, stage of change for exercise decreased. This trend was consistent with 
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other study findings (Morbidity and Mortality Weekly Report, 2006; Sanderson et al., 

2003).  

 Brady and Nies (1999) reported a positive correlation between income and 

physical activity. However, in the current study, there were no statistically significant 

relationships between stage of change for exercise with education, employment status, 

marital status, or annual household income. Trends were seen with employment status as 

the greatest proportion of participants in the Maintenance Stage (Stage 5) reported 

working full-time, suggesting this sample was able to find time to be physically active, 

for greater than six (6) months, despite their work schedules. Another trend was seen with 

respect to marital status. Participants who reported being married had the highest number 

in the Maintenance Stage (Stage 5), suggesting that this sample remains physically active 

despite domestic responsibilities. No other trends were noted between these demographic 

variables. 

 Annual household income was positively correlated to perceived wellness scores. 

Participants who reported income of less than $10,000 annually had significantly lower 

perceived wellness scores than those who reported income greater than $20,000 annually. 

Associations were found between marital status and employment status with perceived 

wellness. Mean perceived wellness scores were found to be significantly lower among 

the widowed group when compared to the married and divorced/separated groups. Mean 

wellness scores were found to be significantly lower among the unemployed group when 

compared to the employed group (both part-time and full-time). 

 As previously stated, studies that examine relationships between certain 

demographics and perceived wellness have not been identified. However, the findings 
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from Stimpson et al. (2007) related to neighborhood deprivation can broadly provide a 

context to examine the findings in the current study. Trends found in the current study 

related to stage of change for exercise and demographics are consistent with other studies 

(Patterson et al., 2004; Sanderson et al., 2003; Speck & Howell, 2003; Stimpson et al.; 

Wilcox et al., 2003). Although a trend was noted suggesting as age increased, stage of 

change decreased, this relationship was not statistically significant in the current sample. 

It has previously been reported that an inverse correlation has been found between age 

and physical activity, (Morbidity & Mortality Weekly Report, 2006; Sanderson et al.; 

Speck & Howell).  

Conclusions 

Limitations of the Study 

 Several limitations of the study were identified and they are related to the study 

design and the instrument used. Social desirability may have been present in participants’ 

responses. Study participants may have had knowledge about the investigator and felt a 

need to help, or to have the researcher think positively about them. Both of these 

instances may have occurred after the first church session, as news travels quickly in 

small, rural towns. Thus the women may have over reported their exercise behavior or 

wellness because of social desirability reasons.  

 The study was limited to volunteers. Participants may have believed they would 

reap some unknown benefit from participation. The geographic area, as the sample was 

obtained from one city in a rural county, is a limitation. Generalizing the findings to other 

regions or areas may not yield similar findings. As a group, African Americans are less 

likely to volunteer for research (Smith, Johnson, Newman, Greene, Johnson, & Rogers, 
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2007). It is also unknown how AAW volunteers differ from those who do not volunteer 

and how this might affect study results. 

 Income and education levels of the church participants may be similar and not 

representative of the general population or the AA population, as overall, the women had 

higher incomes and were employed. However, the description of the sample included 

household income and education levels, therefore making it possible to compare the 

study findings with studies in other populations with similar demographics. 

 Another limitation to this study was no data were obtained related to number of 

people living in the household. This diminished the use of the household income variable 

as a measure of socioeconomic status. Also, determining whether participant’s income is 

above or below the poverty threshold was not possible.  

 Another study limitation was inability to obtain data related to number of sample 

in the Termination Stage (Stage 6) of change for exercise. Termination is when someone 

has been exercising for greater than 5 years and it is as though the unhealthy behavior, in 

this case physical inactivity, was never a part of their life (Prochaska, Norcross, et al., 

1994). That information would have enriched the findings as the other two physically 

active stages provide information related to being physically active less than six (6) 

months (Action), or greater than six (6) months but less than five (5) years 

(Maintenance). The instrument utilized provided instructions to choose the Maintenance 

stage if they have been exercising greater than six (6) months (Appendix A). While the 

largest group reported being the in the Maintenance Stage of Change, there is no way of 

knowing if a subset of this group were women who had been physically active for greater 

than 5 years. 
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 The SOC questionnaire is another study limitation. Few studies were identified 

that utilized the SOC questionnaire with AA. Therefore, the validity of the SOC 

questionnaire for use with the AA population has not been established.  

 Cross-sectional data were collected from the sample. This design is useful for 

examining groups simultaneously at varying stages of development. However, since this 

data were collected at one single point in time, it is another limitation to the study. 

 Lastly, another limitation to the study is the atypical sample. As previously stated, 

the sample consisted of highly educated AAW living in one rural county. A great 

proportion of these women also reported being physically active, while previous studies 

report AAW have a high rate of physical inactivity (Ainsworth et al., 1999; Powell et al., 

2006; Suminski et al., 2002). This sample, therefore, may not be representative of rural 

AAW. 

 Lastly, while the NSM definition of wellness is similar to Adams et al. (1997) 

definition, it is not clear if the use of the NSM in this study helped to adequately explain 

rural AAW’s participation in wellness activities in relation to their culture and 

experiences with physical activity in the community. Future studies should explore the 

use of the NSM in similar African American sub-populations. 

Implications for Nursing 

 Nurses are in unique positions to assist with dissemination of research findings. 

The results of this study imply that many of these rural AAW are preparing to begin an 

exercise routine within the next 30 days, or are currently active in a planned exercise 

routine. Nurses, therefore, can assist this population by reinforcing the importance of 

implementing and maintaining an adequate level of physical activity. Findings also 
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suggest that perceived wellness was not related to exercise stages, but rather lower 

income, being widowed, and being unemployed were related to lower perceived wellness. 

Thus assessments and interventions to increases wellness need to include 

demographic/social issues. 

 Nursing Practice. Nurses in primary care include staff nurses as well as advanced 

practice nurses (nurse practitioners, clinical nurse specialists, nurse midwives, etc.) who 

may function as healthcare providers. By acknowledging the AAW who maintains a 

lifestyle of health promotion which includes increased physical activity, the nurse can 

encourage the AAW to continue the regimen and provide suggestions for increasing 

physical activity as needed. Each visit should include an assessment of the current 

physical activity behavior and methods or types of activities, and how they seem to be 

working. For the AAW who is not currently physically active, the nurse can act as a 

facilitator of change by assessing the individual’s readiness for change.  

 Nursing Research. The results of this study provide information related to the 

church-going, rural AAW aged 40 to 75 years, in one rural city in Alabama, and their 

physical activity trajectory. Strategies can be developed that address assisting with 

progression to the next stage of change for exercise. Interventions should be designed to 

allow women to become active participants in health promotion, and assist with 

increasing perceived wellness. Through identification of the AAW’s perception of 

wellness and stage of change for exercise, nurses will be in a better position to address 

the disease prevention and health promotion needs of this population.  

 No single interventional strategy works for everyone, therefore, stage-specific 

interventions should be adapted to the individual’s needs. For example, assessing the 
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individual rural AAW’s readiness to begin or maintain health promoting behaviors is one 

way of meeting this demand. By using assessment tools, such as the PWS and Exercise: 

Stage of Change – Short Form, an evaluation of the current wellness perception and 

exercise level of the individual can be made. Stage- and population-specific interventions 

can be initiated which assist the AAW with progression to the sixth and final stage, 

Termination.  

Recommendations for Future Research 

 Future research should include replications of the current study in a different rural 

community for comparison. Another recommendation for future research would include 

comparison of rural AAW and urban AAW to determine if there are significant 

differences. With adequate and equal sample sizes, future research should also include 

rural women from all ethnic groups for comparison. Gathering information related to the 

different ethnic groups would also add to the current body of nursing knowledge.  

 In addition to exploratory and descriptive studies, the next likely step would be 

intervention studies. This could be done by developing interventional studies to assist 

rural AAW with progressing to a higher stage of change for exercise. Those studies could 

then be broadened to include other rural minority women as well as comparing them with 

their urban counterparts.  

Study Summary 

 Over the last decade, there has been a decline in CVD morbidity and mortality in 

the US. Prior to the 1990’s, CVD was not considered a major concern for women. CVD 

is the leading cause of death among women in the US (Bedinghaus et al., 2001; 

Finkelstein et al., 2002), and AAW have a disproportionately high rate of deaths from 
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heart disease (Ma’At et al., 2002). As life expectancy increases for women, problems 

with CVD will pose a serious threat to their well-being. Physical inactivity, a modifiable 

risk factor for CVD (AHA, 2003), plays a major role in CVD development. It has been 

reported that some rural women have low rates of physical activity (Sanderson et al., 

2003), and data indicate 39% of White women and 57% of women of color (Bedinghaus 

et al.) are physically inactive. In the current study, 47.5% of the sample reported being 

physically inactive. Recommendations were made to replicate the study using rural 

women from all ethnic groups as well as comparing rural women to their urban 

counterparts. 

 The two main goals of Healthy People 2010 are to increase the years and quality 

of healthy life and to eliminate health disparities (DHHS, 2000). AAW have been 

identified as having a disproportionately high mortality and morbidity rate related to 

CVD and a high rate of physical inactivity (AHA, 2002). If positive cardiovascular health 

outcomes for rural AAW are to be realized, the issue of physical inactivity must be 

addressed. 

 The major purpose of this study was to obtain information to describe rural 

AAW’s perception of wellness in conjunction with their stage of change for exercise. 

This information was obtained from the participants by way of a pen and paper 

questionnaire. The questionnaire was designed to obtain the perceived wellness score, 

current stage of change for exercise, and demographics of each participant. Analyses 

were conducted to determine if there was an association between perceived wellness and 

stage of change for exercise; stage of change for exercise and CVD; other demographic 

variables, perceived wellness, and stage of change for exercise. 
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 Four (4) rural churches in Selma, Alabama, provided participants for this study. 

Out of the 191 women who agreed to participate, 162 rural AAW met the age criteria and 

were entered into the study. After providing information related to the study and 

obtaining informed consent, questionnaires were completed by the sample.  

 Data analysis revealed no statistically significant relationship between perceived 

wellness and stage of change for exercise; perceived wellness and CVD; or CVD and 

stage of change for exercise. The sample in the current study reported being physically 

active at a greater rate than has previously been reported (Ainsworth et al., 1999; 

Bedinghaus et al., 2001; Powell et al., 2006; Sanderson et al., 2003; Suminski et al., 

2002). While a trend was seen between age and stage of change for exercise, there were 

no statistically significant associations between age and stage of change for exercise or 

age with perceived wellness in the current study. This is inconsistent with previous study 

findings (Morbidity & Mortality Weekly Report, 2006; Speck & Howell, 2003). As seen 

in previous studies (Patterson et al., 2004; Sanderson et al., 2003; Speck & Howell; 

Stimpson et al., 2007; Wilcox et al., 2003), annual household income and employment 

status were positively correlated with perceived wellness in the current study. 

 The ages of these rural AAW ranged from 40 to 75 years, with a mean age of 

53.45. The mean score for perceived wellness was 15.76. Physical activity was reported 

by more than half of the sample. Maintenance, the highest stage of change assessed in 

this study, was the most frequently reported among the sample. While 1.2% reported a 

history of heart disease, greater than one-fourth reported a history of hypertension. It is 

also noted that almost half reported no history of CVD. 
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 One explanation for the low rate of reported heart disease in this sample may be 

the high rate of physical activity. As previously reported, CVD is reduced when physical 

activity is increased (Hu et al., 2001). Since greater than one third did not respond to the 

question regarding children living at home 18 years of age and younger, it was not 

analyzed. Of the participants that did respond, 54% reported no children under 18 years 

of age living at home; this may be another explanation for the high rate of physical 

activity seen in this sample. 

 Assessing a person’s perception of wellness provides a multidimensional, 

wholistic view of the individual’s health perception. Measuring their perceived wellness 

and stage of change for exercise will provide insight for development of interventions 

that address the issues that are of importance to the individual. These tailored 

interventions will lead to greater success in assisting the AAW with behavior changes 

aimed at increasing their physical activity and ultimately their perceived wellness. 

 This study contributes to the current body of knowledge in nursing by providing a 

preliminary knowledge base of rural AAW’s exercise behaviors, perceived wellness, and 

factors that correlate with both. Information derived from the findings provides a picture 

of rural AAW’s health-promoting behaviors that may be useful for developing programs 

designed to assist rural AAW with progressing into the next stage of change for exercise.  
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Appendix A 

The Relationship of Perceived Wellness Scores and Stages of Change 

for Exercise among Rural African American Women 
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The Relationship of Perceived Wellness Scores and Stages of Change for Exercise among 

Rural African American Women 

 

 

The questions on this questionnaire concern your beliefs, behaviors, and lifestyle 

practices. These questions may shed some light on the benefits and challenges associated 

with changing exercise behaviors. Your answers will be kept confidential. Please circle 

the number or letter of the item which best applies to you, or fill in the blank in the 

appropriate space. 
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Part 1 

Perceived Wellness Survey 

The following statements are designed to provide information about your wellness 

perceptions. Please carefully and thoughtfully consider each statement, then select the 

one response option with which you most agree. 

Adams, Bezner, and Steinhardt (1997)      

                   Very       Very 

Strongly        Strongly 

Disagree            Agree 

1. I am always optimistic about my future.        1   2   3   4   5   6 

2. There have been times when I felt inferior to most of the     1   2   3   4   5   6 

    people I knew.           

3. Members of my family come to me for support.       1   2   3   4   5   6 

4. My physical health has restricted me in the past.       1   2   3   4   5   6 

5. I believe there is a real purpose for my life.       1   2   3   4   5   6 

6. I will always seek out activities that challenge me to      1   2   3   4   5   6 

    think and reason.           

7. I rarely count on good things happening to me.       1   2   3   4   5   6 

8. In general, I feel confident about my abilities.       1   2   3   4   5   6 

9. Sometimes I wonder if my family will really be there      1   2   3   4   5   6 

    for me when I am in need.         

10. My body seems to resist physical illness very well.      1   2   3   4   5   6 

11. Life does not hold much future promise for me.       1   2   3   4   5   6 
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12. I avoid activities which require me to concentrate.        1   2   3   4   5   6 

13. I always look on the bright side of things.         1   2   3   4   5   6 

14. I sometimes think I am a worthless individual.         1   2   3   4   5   6 

15. My friends know they can always confide in me        1   2   3   4   5   6 

      and ask me for advice.         

16. My physical health is excellent.            1   2   3   4   5   6 

17. Sometimes I don't understand what life is all about.         1   2   3   4   5   6 

18. Generally, I feel pleased with the amount of          1   2   3   4   5   6 

      intellectual stimulation I receive in my daily life.    

19. In the past, I have expected the best.            1   2   3   4   5   6 

20. I am uncertain about my ability to do things well in the          1   2   3   4   5   6 

      future.         

21. My family has been available to support me in the past.          1   2   3   4   5   6 

22. Compared to people I know, my past physical health has        1   2   3   4   5   6 

      been excellent.         

23. I feel a sense of mission about my future.             1   2   3   4   5  6 

24. The amount of information that I process in a typical day is     1   2   3   4   5  6 

      just about right for me (i.e., not too much and not too little). 

25. In the past, I hardly ever expected things to go my way.            1   2   3   4   5  6 

26. I will always be secure with who I am.              1   2   3   4   5  6 

27. In the past, I have not always had friends with whom I could   1   2   3   4   5  6 

      share my joys and sorrows. 

28. I expect to always be physically healthy.              1   2   3   4   5  6 
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29. I have felt in the past that my life was meaningless.          1   2   3   4   5  6 

30. In the past, I have generally found intellectual challenges to   1   2   3   4   5  6 

      be vital to my overall well-being. 

31. Things will not work out the way I want them to in the future.1   2   3   4   5  6 

32. In the past, I have felt sure of myself among strangers.           1   2   3   4   5  6 

33. My friends will be there for me when I need help.          1   2   3   4   5  6 

34. I expect my physical health to get worse.            1   2   3   4   5  6 

35. It seems that my life has always had purpose.                       1   2   3   4   5  6 

36. My life has often seemed void of positive mental stimulation. 1   2   3   4   5  6 

Part 2 

Exercise: Stages of Change – Short Form 

University of Rhode Island Change Assessment Scale 

Cancer Prevention Research Center, 1991. Dr. James O. Prochaska, Director of the 

CPRC. Regular Exercise is any planned physical activity (e.g., brisk walking, aerobics, 

jogging, bicycling, swimming, rowing, etc.) performed to increase physical fitness.  Such 

activity should be performed 3 to 5 times per week for 20-60 minutes per session.  

Exercise does not have to be painful to be effective but should be done at a level that 

increases your breathing rate and causes you to break a sweat. Please circle the one item 

that best applies to you.  

37. Question:    Do you exercise regularly according to that definition?  

• Yes, I have been for MORE than 6 months.  

• Yes, I have been for LESS than 6 months.  
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• No, but I intend to in the next 30 days.  

• No, but I intend to in the next 6 months.  

• No, and I do NOT intend to in the next 6 months.  

Part 3 

Demographic Information 

Please complete the follow questions by either inserting the answer on the line provided 

or placing a circle around the letter of the answer that best describes your situation. 

38. What is your age? __________ 

39. What is your education level? 

 A. No High School 

 B. Some High School 

 C. High School Graduate 

 D. Some College 

 E. College Graduate 

40. What is your employment status? 

 A. Unemployed 

 B. Employed part-time (less than 35 hours a week) 

 C. Employed full-time (more than 35 hours a week) 

 D. Retired 

41. What is your marital status? 

 A. Single 
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 B. Married 

 C. Divorced/Separated 

 D. Widowed 

42. What is your occupation?    _______________________________________ 

43. What is your household annual income level? 

 A. Less than $10,000 

 B. $10,000 to $19,999 

 C. $20,000 to $29,999 

 D. $30,000 to $39,999 

 E. $40,000 to $49,999 

 F. $50,000 or more 

44. What are the ages of dependent children living at home with you? Include 

children and/or grandchildren 18 year of age or younger. If none, please 

write none. 

 ____________________________________________________________ 

45. Please circle all that apply. Have you ever been told by a health care provider that 

 you have any of the following: 

 A. Heart disease (heart attack, angina, heart failure, etc.) 

 B. High blood pressure (hypertension) 

 C. High cholesterol (hyperlipidemia) 

D. Other: ______________________________________________________  

(please fill in the blank and include any other illnesses or symptoms that 

may not have a diagnosis) 
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            E. None of the above. 

46.       What prescribed medications are you currently taking? If none, please  

             write none. 

             ______________________________________________________ 
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Appendix B 

Imani C. Goodwin 
Troy University School of Nursing 

400 Pell Avenue 
Collegeview Building, Room 39 

Troy, AL 36082 
334-670-3433  

 
June 8, 2007 
 
Selma, AL Church 
Selma, AL 
 
Dear Pastor, 
 
My name is Imani Goodwin. I am a PhD nursing student at Georgia State University, in 
Atlanta, GA. I am also an Assistant Professor at Troy University School of Nursing. 
Currently, I am in the process of completing my degree requirements and I am interested 
in studying rural African American women’s perception of wellness and exercise. The 
women in this study should be between 40 and 75 years of age.  
 
Would it be possible for me to speak with the African American women of your 
congregation to see if they would be interested in volunteering for this study? If so, what 
would be a good day and time to meet with them? I am willing to come any day of the 
week and any time. If there is someone else that I need to contact, please let me know. 
 
I am enclosing a copy of the flyer that provides information for the women. Once I 
receive a specific date and time, I will be able to include it on the flyer. This flyer is just 
for your information purposes since vital information is omitted. If you have any 
questions, please feel free to contact me at the above telephone number.  
Sincerely, 
 
Imani C. Goodwin, RN, MSN, CRNP, Assistant Professor - Troy University 
PhD Student - Georgia State University 
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Appendix C 
VOLUNTEERS NEEDED 

A study is being conducted by Imani C. Goodwin, a doctoral student in the Georgia State 

University Byrdine F. Lewis School of Nursing, (334) 670-3433. Dr. Dee Baldwin, 

Associate Professor in the Georgia State University Byrdine F. Lewis School of Nursing, 

(404) 463-0573, will supervise the study. Ms. Goodwin is interested in finding out how 

wellness relates to exercise among African American women. Your help is needed to 

complete this study. 

IN ORDER TO HELP YOU MUST BE: 

AN AFRICAN-AMERICAN FEMALE 

BETWEEN 40 AND 75 YEARS OF AGE 

ABLE TO STAND AND WALK WITHOUT HELP 

ABLE TO READ AND WRITE IN ENGLISH 

WILLING TO COMPLETE A SURVEY 

AND WILLING TO PARTICIPATE IN THIS STUDY 

Your help with this study will provide a better understanding of the connection between 

wellness and exercise among African American women. Only you can help by providing 

this information. If you are willing to participate, please contact Imani C. Goodwin at 

(334) 670-3433. 

At the end of the session, each participant will receive information related to physical 

activity, and other health related material.  

Thank you, 

Imani C. Goodwin 

(334) 670-3433 

     DATE:  To be announced 

     TIME:  To be announced 

     PLACE: To be announced 
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Appendix D 

Delete Prev Next Reply/All Forward/Inline Open Inbox 316 of 318 
Go to 
Move Copy Inbox 
Date: Mon, 6 Feb 2006 19:02:09 -0500 
From: <drtroy@cox.net> Add To Address Book 
Subject: Re: PWS 
To: <candrews@troy.edu> 
You have my permission to use the PWS. 
Best regards 
Troy 
> 
> From: <candrews@troy.edu> 
> Date: 2006/02/06 Mon PM 06:15:53 EST 
> To: drtroy@cox.net 
> Subject: PWS 
> 
> Hi Dr. Adams, 
> Thank you for allowing me to utilize the PWS as a part of my 
> research. If you don’t mind, would you please respond to 
> this email message stating that you grant permission to me 
> to use the PWS. This will satisfy my IRB and school 
> requirements (showing that I actually have permission for 
> use). It was a pleasure talking with you and thank you for 
> offering help with the scoring of the surveys. Once I 
> receive the data, I will certainly contact you for help with 
> data entry into SPSS. 
> Again, thank you. 
> Sincerely, 
> Carolyn Andrews 
> Georgia State University 
> Byrdine F. Lewis School of Nursing 
> PhD Student 
 

Please note: In August, 2006, my name was legally changed from Carolyn Andrews 
to Imani C. Goodwin. 
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Appendix E 

Permission to use Exercise: Stages of Change 
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Cancer Prevention Research Center  

Measures 
Here you can find the psychological measures that have been developed at the CPRC. All measures are copyright 
Cancer Prevention Research Center, 1991. Dr. James O. Prochaska, Director of the CPRC, is pleased to extend his 
permission for you to use the Transtheoretical Model-based measures available on this website for research purposes 
only, provided that the appropriate citation is referenced.  
 
Please Note: All assessment inventories are available for 
research purposes only and are not for clinical use.  

Smoking 
Alcohol 
Cocaine 
Mammography 
Exercise 
Sun Protection 
Coping & Stress 
Weight Control 
Psychotherapy 
HIV & Safer Sex 
Substance Abuse 
URICA 
Other 

  
 Smoking 
 
Adult 
  Stages of Change 
  Processes of Change (Short Form) (Long Form) 
  Self-Efficacy / Temptation (Short Form) (Long Form) 
  Decisional Balance (Short Form) (Long Form) 

 
 
Adolescent 
  Stages of Change 

 

 Alcohol 
 
Adult 
  Stages of Change 
  Decisional Balance - Alcohol Use 
  Decisional Balance - Alcohol & Drug Use 
  Temptations 
  Self-Efficacy 
  Processes of Change 
  URICA 
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 Cocaine  
 
Adult 
  Decisional Balance 
  Self-Efficacy 
  Processes of Change 
  Dena Rosenbloom Dissertation Abstract 
  URICA 

                                                                                                                               

 Mammography  
 
Adult 
  Stages of Change 
  Decisional Balance 

 

 Exercise  
 
Adult 
  Stages of Change (Short Form) (Continuous Measure) 
  Processes of Change 
  Self-Efficacy 
 Decisional Balance 

 

 Sun Protection  
 
Adult 
  Stage Algorithm 

 

 Coping & Stress  
 
Adult 
  Coping Scale 

                                                                                                                                
 

  Stress & Coping Scale  (RISC Inventory) 
 

 Weight Control  
 
Adult 



151 

 

 

  Stages of Change 
  Decisional Balance 
  Processes of Change 
  URICA 

 

 Psychotherapy  
 
Adult 
  Bellis Psychotherapy Measures 
  URICA 

 

 HIV & Safer Sex  
 
Adult 
  Decisional Balance 
  Self Efficacy 
  Stages of Change for Condom Use 

 

                                                                                                                                              

 Substance Abuse 
 
Adult 
  Stage Algorithm 
  Decisional Balance - Drugs & Alcohol 

 

 Other 
  General Health Survey (GHS - 1991) - Stage of Change assessment for 10 problem behaviors 
  University of Rhode Island Change Assessment 

 
 

http://www.uri.edu/research/cprc/measures.htm



152 

 

 

Appendix F 
Perceived Wellness Survey 
The following statements are designed to provide information about your wellness perceptions. 
Please 
carefully and thoughtfully consider each statement, then select the one response option with 
which you 
most agree. 

Very   Very 
Strongly  Strongly 
Disagree  Agree 

1. I am always optimistic about my future.      1 2 3 4 5 6 
2. There have been times when I felt inferior to most of the people I knew.  1 2 3 4 5 6 
3. Members of my family come to me for support.     1 2 3 4 5 6 
4. My physical health has restricted me in the past.     1 2 3 4 5 6 
5. I believe there is a real purpose for my life.      1 2 3 4 5 6 
6. I will always seek out activities that challenge me to think and reason.   1 2 3 4 5 6 
7. I rarely count on good things happening to me.     1 2 3 4 5 6 
8. In general, I feel confident about my abilities.      1 2 3 4 5 6 
9. Sometimes I wonder if my family will really be there for me when   1 2 3 4 5 6 
I am in need. 
10. My body seems to resist physical illness very well.     1 2 3 4 5 6 
11. Life does not hold much future promise for me.     1 2 3 4 5 6 
12. I avoid activities which require me to concentrate.     1 2 3 4 5 6 
13. I always look on the bright side of things.      1 2 3 4 5 6 
14. I sometimes think I am a worthless individual.     1 2 3 4 5 6 
15. My friends know they can always confide in me and ask me for advice. 1 2 3 4 5 6 
16. My physical health is excellent.       1 2 3 4 5 6 
17. Sometimes I don't understand what life is all about.     1 2 3 4 5 6 
18. Generally, I feel pleased with the amount of intellectual stimulation   1 2 3 4 5 6 
I receive in my daily life. 
19. In the past, I have expected the best.      1 2 3 4 5 6 
20. I am uncertain about my ability to do things well in the future.    1 2 3 4 5 6 
21. My family has been available to support me in the past.    1 2 3 4 5 6 
22. Compared to people I know, my past physical health has been excellent. 1 2 3 4 5 6 
23. I feel a sense of mission about my future.      1 2 3 4 5 6 
24. The amount of information that I process in a typical day is just   1 2 3 4 5 6 
about right for me (i.e., not too much and not too little). 
25. In the past, I hardly ever expected things to go my way.    1 2 3 4 5 6 
26. I will always be secure with who I am.      1 2 3 4 5 6 
27. In the past, I have not always had friends with whom I could share my 1 2 3 4 5 6 
joys and sorrows. 
28. I expect to always be physically healthy.      1 2 3 4 5 6 
29. I have felt in the past that my life was meaningless.    1 2 3 4 5 6 
30. In the past, I have generally found intellectual challenges to be  1 2 3 4 5 6 
vital to my overall well-being. 
31. Things will not work out the way I want them to in the future.    1 2 3 4 5 6 
32. In the past, I have felt sure of myself among strangers.    1 2 3 4 5 6 
33. My friends will be there for me when I need help.     1 2 3 4 5 6 
34. I expect my physical health to get worse.      1 2 3 4 5 6 
35. It seems that my life has always had purpose.    1 2 3 4 5 6 
36. My life has often seemed void of positive mental stimulation.    1 2 3 4 5 6 
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Appendix G 

Perceived Wellness Survey Research Scale Information and Instructions 
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Perceived Wel lness Survey  
Research Scale Informat ion and Instruct ions 
(ht tp: / /perceivedwel lness.com/pws_scor ing.htm)
  
The following statements are designed to provide information about your wellness perceptions. 
Please carefully and thoughtfully consider each statement, then select the one response option 
with which you most agree.  

(Instructions to Researcher: Use as poles for the scale "Very Strongly Disagree" and "Very 
Strongly Agree." The numerical value of each pole is respectively, "1" and "6." Do not use 
descriptors over numbers 2 through 5.  
Items marked with * should be reverse coded. 

1. I am always optimistic about my future. 
2. There have been times when I felt inferior to most of the people I knew.* 
3. Members of my family come to me for support. 
4. My physical health has restricted me in the past. * 
5. I believe there is a real purpose for my life. 
6. I will always seek out activities that challenge me to think and reason. 
7. I rarely count on good things happening to me. * 
8. In general, I feel confident about my abilities. 
9. Sometimes I wonder if my family will really be there for me when  
I am in need.* 
10. My body seems to resist physical illness very well. 
11. Life does not hold much future promise for me. * 
12. I avoid activities which require me to concentrate. * 
13. I always look on the bright side of things. 
14. I sometimes think I am a worthless individual. * 
15. My friends know they can always confide in me and ask me for advice. 
16. My physical health is excellent. 
17. Sometimes I don't understand what life is all about. * 
18. Generally, I feel pleased with the amount of intellectual stimulation 
I receive in my daily life. 
19. In the past, I have expected the best. 
20. I am uncertain about my ability to do things well in the future. * 
21. My family has been available to support me in the past. 
22. Compared to people I know, my past physical health has been excellent. 
23. I feel a sense of mission about my future. 
24. The amount of information that I process in a typical day is just about right for me (i.e., not too 
much and not too little). 
25. In the past, I hardly ever expected things to go my way. * 
26. I will always be secure with who I am. 
27. In the past, I have not always had friends with whom I could share my  
joys and sorrows. * 
28. I expect to always be physically healthy. 
29. I have felt in the past that my life was meaningless. * 
30. In the past, I have generally found intellectual challenges to be  
vital to my overall well-being. 
31. Things will not work out the way I want them to in the future. * 
32. In the past, I have felt sure of myself among strangers. 
33. My friends will be there for me when I need help. 
34. I expect my physical health to get worse. * 
35. It seems that my life has always had purpose. 
36. My life has often seemed void of positive mental stimulation. * 
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PWS Items 

The PWS items are numbered 1 through 36, but for ease of scoring they are numbered according 
to their respective subscale. (See above). 

Psychological Items 
PSY1 is #1. I am always optimistic about my future. 
PSY2 is #7. I rarely count on good things happening to me.* 
PSY3 is #13. I always look on the bright side of things. 
PSY4 is #19. In the past, I have expected the best. 
PSY5 is #25. In the past, I hardly ever expected things to go my way.* 
PSY6 is #31. Things will not work out the way I want them to in the future.* 

Emotional Items 
EMOT1 is #2. There have been times when I felt inferior to most of the people I knew.* 
EMOT2 is #8. In general, I feel confident about my abilities. 
EMOT3 is #14. I sometimes think I am a worthless individual.* 
EMOT4 is #20. I am uncertain about my ability to do things well in the future.* 
EMOT5 is #26. I will always be secure with who I am. 
EMOT6 is #32. In the past, I have felt sure of myself among strangers. 

Social Items 
SOC1 is #3. Members of my family come to me for support. 
SOC2 is #9. Sometimes I wonder if my family will really be there for me when I am in need.* 
SOC3 is #15. My friends know they can always confide in me and ask me for advice. 
SOC4 is #21. My family has been available to support me in the past. 
SOC5 is #27. In the past, I have not always had friends with whom I could share my joys and 
sorrows.* 
SOC6 is #33. My friends will be there for me when I need of help. 

Physical Items 
PHYS1 is #4. My physical health has restricted me in the past.* 
PHYS2 is #10. My body seems to resist physical illness very well. 
PHYS3 is #16. My physical health is excellent. 
PHYS4 is #22. Compared to people I know, my past physical health has been excellent. 
PHYS5 is #28. I expect to always be physically healthy. 
PHYS6 is #34. I expect my physical health to get worse.* 

Spiritual Items 
SPIR1 is #5. I believe that there is a real purpose for my life. 
SPIR2 is #11. Life does not hold much future promise for me.* 
SPIR3 is #17. Sometimes I don't understand what life is all about.* 
SPIR4 is #23. I feel a sense of mission about my future. 
SPIR5 is #29. I have felt in the past that my life was meaningless.* 
SPIR6 is #35. It seems that my life has always had purpose. 

Intellectual Items 
INT1 is #6. I will always seek out activities that challenge me to think and reason. 
INT2 is #12. I avoid activities which require me to concentrate. * 
INT3 is #18. Generally, I feel pleased with the amount of intellectual stimulation I receive in my 
daily life. 
INT4 is #24. The amount of information that I process in a typical day is just about right for me 
(i.e., not too much, not too little). 
INT5 is #30. In the past, I have generally found intellectual challenges to be vital to my overall 
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well-being. 
INT6 is #36. My life has often seemed void of positive mental stimulation. * 

Scoring Instructions 
The methods below are based on the congruence to "wellness philosopy." It is important that they 
be followed. The scoring method is described step by step below. At the end of the instructions 
you will find the SPSS file used to score the PWS. You can download a sample SPSS file to play 
with.  I have also included a syntax file.  The easiest way to score the PWS is to open both the 
data file and the syntax file, highlight all the text in the syntax file, and then type Control+R (PC) 
or Command+R (Mac).   

1. Score each item from 1, "very strongly disagree" to 6, "very strongly agree." No labels are 
applied to respond options 2-5. Items with * are reverse scored. 
2. Sum all of the subscale means. The result is the Wellness Magnitude. 
3. Divide Wellness Magnitude by 6. The result is called "xbar." 
4. For each subscale, compute the following: (subscale mean - xbar)2. The result is called 
subscale deviation. 
5. Sum all of the subscale deviations, then divide the total by 5 (n-1). The result is called the 
variance. Compute the Wellness Balance with the following formula [(square root of the variance) 
+ 1.25]. The 1.25 is added to the denominator to prevent a Wellness Balance of 0 from creating 
an invalid Wellness Composite score. 
6. Compute the Wellness Composite score with the following formula: Wellness 
Magnitude/Wellness Balance. 

The Perceived Wellness Survey SPSS Scoring File 
1. Sophisticated statisticians will recognize that there are quicker "more efficient" ways to do the 
statistics below. I continue to use the formula below because a) it helped my dissertation 
committee understand what I was doing, b) it has helped many readers comprehend how the 
philosophy and theory described in the paper can actually be translated into statistics, c) it is 
simple, and d) it works. 
2. In this sample file, I use 6 columns for the ID field and then leave column 7 blank. Naturally, 
modifications will be needed to the column number if your data does not fit this format. 
3. The variable "Wellness" is the primary variable of interest although you may also be interested 
in the subscales which are PSYWELL, SOCWELL, PHYSWELL, SPIRWELL, INTWELL, and 
EMOTWELL. However, I suggest that you check the subscale reliability before using the subscale 
scores. 

RECODE PSY2 PSY5 PSY6 EMOT1 EMOT3 EMOT4 SOC2 SOC5 PHYS1 PHYS6 SPIR2 
SPIR3 SPIR5 INT2 INT6 
(1=6) (2=5) (3=4) (4=3) (5=2) (6=1). 
COMPUTE PSYWELL = PSY1+PSY2+PSY3+PSY4+PSY5+PSY6. 
COMPUTE SOCWELL = SOC1+SOC2+SOC3+SOC4+SOC5+SOC6. 
COMPUTE PHYSWELL = PHYS1+PHYS2+PHYS3+PHYS4+PHYS5+PHYS6. 
COMPUTE SPIRWELL = SPIR1+SPIR2+SPIR3+SPIR4+SPIR5+SPIR6. 
COMPUTE INTWELL = INT1+INT2+INT3+INT4+INT5+INT6. 
COMPUTE EMOTWELL = EMOT1+EMOT2+EMOT3+EMOT4+EMOT5+EMOT6. 
COMPUTE PSYMEAN = PSYWELL/6. 
COMPUTE SOCMEAN = SOCWELL/6. 
COMPUTE PHYSMEAN = PHYSWELL/6. 
COMPUTE SPIRMEAN = SPIRWELL/6. 
COMPUTE INTMEAN = INTWELL/6. 
COMPUTE EMOTMEAN = EMOTWELL/6. 
COMPUTE MAGNITUD = 
PSYMEAN+INTMEAN+SOCMEAN+PHYSMEAN+SPIRMEAN+EMOTMEAN. 
COMPUTE XBAR = MAGNITUD/6. 
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COMPUTE EMOTDEV = (EMOTMEAN-XBAR)*(EMOTMEAN-XBAR). 
COMPUTE PSYDEV = (PSYMEAN-XBAR)*(PSYMEAN-XBAR). 
COMPUTE SOCDEV = (SOCMEAN-XBAR)*(SOCMEAN-XBAR). 
COMPUTE PHYSDEV = (PHYSMEAN-XBAR)*(PHYSMEAN-XBAR). 
COMPUTE SPIRDEV = (SPIRMEAN-XBAR)*(SPIRMEAN-XBAR). 
COMPUTE INTDEV = (INTMEAN-XBAR)*(INTMEAN-XBAR). 
COMPUTE SUMDEV = PSYDEV+SOCDEV+PHYSDEV+SPIRDEV+INTDEV+EMOTDEV. 
COMPUTE VARIANCE = SUMDEV/5. 
COMPUTE BALANCE = SQRT(VARIANCE)+1.25. 
COMPUTE WELLNESS = MAGNITUD/BALANCE. 
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Appendix H 

Exercise: Stages of Change - Short Form  

Regular Exercise is any planned physical activity (e.g., brisk walking, aerobics, jogging, bicycling, 
swimming, rowing, etc.) performed to increase physical fitness.  Such activity should be performed 3 to 5 
times per week for 20-60 minutes per session.  Exercise does not have to be painful to be effective but 
should be done at a level that increases your breathing rate and causes you to break a sweat. 

Question:  

Do you exercise regularly according to that definition?  

• Yes, I have been for MORE than 6 months.  
• Yes, I have been for LESS than 6 months.  
• No, but I intend to in the next 30 days.  
• No, but I intend to in the next 6 months.  
• No, and I do NOT intend to in the next 6 months.  

Scoring 

• answered with choice #1: stage = Maintenance  
• answered with choice #2: stage = Action  
• answered with choice #3: stage = Preparation  
• answered with choice #4: stage = Contemplation  
• answered with choice #5: stage = Precontemplation  
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Appendix I 
 
INSTITUTIONAL REVIEW BOARD 
Mail: P.O. Box 3999  In Person:  Alumni Hall 

Atlanta, Georgia  30302-3999  30 Courtland St, Suite 217 
 
Phone: 404/413-3500 
Fax:  404/413-3504 
 
September 6, 2007 
 
Principal Investigator: Baldwin, Defloris M 

Student PI: Imani C Goodwin 

Protocol Department: B.F. Lewis School of Nursing  

Protocol Title: The Relationship between Perceived Wellness and Stages of Change for Exercise among Rural African 
American Women 

 
Submission Type: Protocol H08062 

Review Type: Exempt Review 

Approval Date: September 6, 2007 

The Georgia State University Institutional Review Board (IRB) reviewed and approved your IRB protocol entitled The 
Relationship between Perceived Wellness and Stages of Change for Exercise among Rural African American Women.  
The approval date is listed above.  
 
Exempt protocols do not require yearly renewal.  However, if any changes occur in the protocol that would change the 
category of review, you must re-submit the protocol for IRB review.  When the protocol is complete, a Study Closure 
Form must be submitted to the IRB. 
 
Any adverse reactions or problems resulting from this investigation must be reported immediately to the University 
Institutional Review Board.  For more information, please visit our website at www.gsu.edu/irb. 
 
Sincerely, 
 
 
Ann C. Kruger, IRB Chair 
 
 
 
 

Federal Wide Assurance Number:  00000129 
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Appendix J 

Letters Granting Permission to Use the Church Facilities 
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Appendix K 

Consent Form
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Georgia State University 

Byrdine F. Lewis School of Nursing 
Informed Consent  

 
Title:  The Relationship between Perceived Wellness and Stages of Change for Exercise 
among Rural African American Women. 
 
Faculty Advisor: Dr. Dee M. Baldwin, PhD, RN, FAAN 
Student Principal Investigator: Imani C. Goodwin, MSN, RN (334) 670-3433   
 
I. Purpose:   

You are invited to be in a research study.  The reason for the study is to get information 
about rural African American women’s exercise habits and how well they feel. You are 
invited because you are an African American woman between the ages of 40 and 75 
years.  A total of 178 people will be asked to join this study.  It will take less than 1 hour 
of your time over one day. You are being asked to volunteer for this research study 
because you are an African American woman who lives in Dallas County, Alabama. 
 
II. Procedures:  
 
If you decide to be in the study, you will be asked to fill out a five-page paper that 
asks questions about your wellness and your exercise habits. This paper will be 
given to you at the church fellowship hall and can be completed in about 45 minutes. 
Once you finish it, your part in the study is done. You will receive information about 
physical activity and other health material when you answer the questions. 
 
III. Risks:  
 
In this study, you will not have any more risks than you would in a normal day of 
life.  
 
IV. Benefits:  
 
Being in this study may not benefit you personally. Overall, we hope to gain information 
about rural African American women’s exercise habits and feelings about wellness.  
 
V. Voluntary Participation and Withdrawal:  

 
Being in this research study is voluntary.  You do not have to be in this study.  If you 
decide to be in the study and change your mind, you have the right to drop out at any 
time.  You may skip questions or stop at any time.  Whatever you decide, you will not 
lose any benefits that you already have. There is no benefit to you for being in the 
study. The reason for the study is to collect information about the rural African 
American women’s exercise habits and feelings about wellness. 
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VI. Confidentiality:  
 

We will keep your records private as allowed by law. We will use a study number rather 
than your name on study records.   Only Imani C. Goodwin will have the information you 
provide. It will be stored in a locked file with Imani C. Goodwin being the only one with 
the key. The answers to the questions will be kept for about seven years after the study is 
finished or results published, then they will be destroyed. Your name and other facts that 
might point to you will not appear when we present this study or publish its results. The 
findings will be put together and reported in group form. You will not be identified 
personally. 
 
VII.    Contact Persons:  
 
Call Dr. Dee Baldwin at 404-413-1198, or Imani C. Goodwin at 334-670-3433 if you have 
questions about this study.  If you have questions or concerns about your rights in this 
research study, you may contact Susan Vogtner in the Office of Research Integrity at 404-
413-3513 or svogtner1@gsu.edu. 

VIII. Copy of Consent Form to Subject:  
 
We will give you a copy of this consent form to keep. 
 
If you are willing to volunteer for this research, please sign below.  
 
 
____________________________________________  _________________ 
Participant        Date  
 
_____________________________________________  _________________ 

Principal Investigator or Researcher Obtaining Consent  Date 
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Appendix L 

The Physical Activity Participant Booklet is a compilation of eight (8) pages of 

information obtained from the American Heart Association. The information is directed 

to the African American community. 
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Appendix M 

Medications Reported – listed as recorded on the questionnaires 
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Pravachol – reported hyperlipidemia 
 
BP pill – reported HTN and hyperlipidemia 

BP pills – reported HTN 

No meds reported – reported HTN and hyperlipidemia 

Dialysis, Diabetic & BP meds – reported heart disease, HTN, and hyperlipidemia 

Toprol  (no heart dz; heart murmur) 

No meds reported HTN 

Lisinopril, Plendil, Diovan  - reported hyperlipidemia and diabetes 

No meds reported – reported heart disease, HTN, and hyperlipidemia 

2 BP meds – reported HTN 

Lasix, Inderal – heart disease and HTN 

No meds reported – reported HTN 

BP, Asthma, & other meds – reported HTN and hyperlipidemia, and COPD 

Zyrtec, Aleve, Ibuprofen 800 – reported none of the above (no hx of CVD or other diseases) 

Benicar HCT – reported HTN 

HCTZ – reported HTN 

Pressure pill – reported heart disease, HTN, and hyperlipidemia 

Antihypertensive – reported hypertension 

Zyrtec – reported no hx of CVD 

Methotrexate, Plaquenil, Humira, Prednisone, Feldene, Synthroid, Fosamax, Singulair, 
Leucovorin, Lasix, Aciphex – reported RA and OA 
 
No meds reported – reported HTN and asthma 

Diovan – reported HTN 

Hypertension (meds) – reported HTN 



179 

 

 

Blood thinner, Sugar – only reported HTN and hyperlipidemia (did not report diabetes)  

ASA, cholesterol med, pressure pill – reported HTN and hyperlipidemia 

Pressure med – reported HTN 

(Norus??) – reported back pain 

All Kind – reported HTN and hyperlipidemia and nerves 

Can’t remember pressure pill – reported HTN 

None – reported hyperlipidemia 

None, I took myself off other than Phenobarb & Dilantin – reported HTN and cancer 
(unspecified) 
 
Benazepril – reported HTN 

Several, Synthroid, Enbrel, Lozol – reported HTN and RA 

Clonidine, PhosLo, ASA, (Diatex??), Coreg, Cozaar – reported HTN and diabetes 
 
No meds reported – reported heart disease, HTN, hyperlipidemia, and diabetes 

Metformin, Altos – only reported diabetes 

(Antihotics??) – reported headaches (unspecified) 

No meds reported – reported HTN and lung (unspecified) 

HCTZ – reported HTN 

For all above – reported heart disease, HTN, hyperlipidemia, and diabetes 

No meds reported – reported HTN 

None – reported HTN 

No meds reported – reported HTN 

No meds reported – reported hyperlipidemia 

Metoprolol – reported HTN 

Blood pressure – reported HTN 
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Synthroid, Metformin, HCTZ/Lisinopril, Bumex, Trazodone, KCL – reported DM; Heart 
murmur, Carpal tunnel, Depression 
 
Medical for HBP and sugar – reported HTN and hyperlipidemia; did not report diabetes 
 
Toprol – reported heart disease 

Coreg reported heart disease and HTN 

High Blood pressure – reported HTN 

Soma, Lortab, Coreg – reported HTN 

None – reported HTN and hyperlipidemia 

For all above – reported HTN, hyperlipidemia, and diabetes 

None – reported hyperlipidemia 

HCTZ – reported heart disease 

No med reported – reported HTN 

Lopressor – reported HTN 

Pressure pill – reported HTN 

Norvasc – reported HTN 

No meds reported – reported HTN and hyperlipidemia 

HCTZ & Inderal – reported HTN 

No meds reported – reported heart disease and HTN 

Atarax, Sulfasalazine, Ferrous Sulfate, Norvasc, Methotrexate, Ibuprofen, Folic Acid, 
Tylenol Arthritis – reported HTN 
 
None – reported fibroids (unspecified) 

Zocor, Naproxen – reported hyperlipidemia 

Diovan, Metformin – reported heart disease, HTN, and hyperlipidemia; did not report 
diabetes 
 
Iron medication – no info related to CVD 
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1 pill – reported HTN 

BP – reported HTN and hyperlipidemia 

No med reported – reported HTN and hyperlipidemia 

Maxide – reported HTN 
 
Clonidine & 1 more don’t remember name of – reported HTN, chronic bronchitis, 
asthma, and sinus 
 
High Bd. Pressure meds – reported HTN 

High blood pressure (hypertension) – reported HTN 

No meds reported – reported HTN 

Pressure pills, Cholesterol – reported HTN and hyperlipidemia 

High blood pressure – reported HTN and hyperlipidemia 

No meds reported – reported HTN and hyperlipidemia 

High blood pressure, high cholesterol – reported HTN and hyperlipidemia 

Actos, Glucophage, Coreg – reported HTN and diabetes 

Toprol – reported HTN 

No meds reported – reported HTN 

No meds reported – reported HTN 

Sugar pill – reported heart disease, HTN, hyperlipidemia, and sugar 

No meds reported – reported heart disease and HTN 

Norvasc, Lipitor – reported heart disease, HTN, and hyperlipidemia 

Some – reported HTN and hyperlipidemia 

None – reported HTN
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Appendix N 

Characteristics of Churches One through Four 
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Characteristics of Church # 1 (N = 55) 
________________________________________________________________________ 
Age (n = 55)    M = 54.42, SD = 9.66 

Perceived Wellness (n = 55)  M = 14.84, SD = 3.09 

 Psychological   M = 27.63, SD = 5.39 

 Social    M = 26.07, SD = 4.65 

 Physical   M = 26.42, SD = 6.61 

 Spiritual   M = 29.75, SD = 4.87 

 Intellectual   M = 27.60, SD = 4.25 

 Emotional   M = 27.65, SD = 5.07 

Stage of Change (n = 55)   

 Precontemplation  n = 4; 7.3% 

 Contemplation   n = 11; 20% 

 Preparation   n = 9; 16.4% 

 Action    n = 11; 20% 

 Maintenance   n = 20; 36.4% 

Education (n = 53) 

 No High School  n = 3; 5.5% 

 Some High School  n = 8; 14.5% 

 High School Graduate  n = 14; 25.5% 

 Some College   n = 15; 27.3% 

 College Graduate  n = 13; 23.6% 

 Missing   n = 2; 3.6% 
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Employment Status (n = 54) 

 Unemployed   n = 8; 14.5% 

 Employed Part-time  n = 4; 7.3% 

 Employed Full-time  n = 28; 51.0% 

 Retired    n = 14; 25.5% 

 Missing   n = 1; 1.8% 

Marital Status (n = 55) 

 Single    n = 13; 23.6% 

 Married   n = 26; 47.3% 

 Divorced/Separated  n = 8; 14.5% 

 Widowed   n = 8; 14.5% 

Annual Household Income (n = 52) 

 < $10,000   n = 9; 16.4% 

 $10,000 to $19,999  n = 18; 32.7% 

 $20,000 to $29,999  n = 11; 20.0% 

 $30,000 to $39,999  n = 5; 9.0% 

 $40,000 to $49,999  n = 1; 1.8% 

 $50,000 or more  n = 8; 14.5% 

 Missing   n = 3; 5.5% 

Children Living at Home (n = 45) 

 None    n = 26; 47.3% 

 One    n = 13; 23.6% 
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 Two    n = 3; 5.5% 

 Three    n = 2; 3.6% 

 Four    n = 1; 1.8% 

 Missing   n = 10; 18.2  

History of Heart Disease (n = 54) 

 Heart Disease   ------------- 

 Hypertension   n = 17; 30.9% 

 Hyperlipidemia  n = 3; 5.5% 

 HT Dz & HTN  n = 1; 1.8% 

 HT Dz & Hyperlipidemia n = 1; 1.8% 

 HTN & Hyperlipidemia n = 5; 9.0% 

 HT Dz, HTN, & Hyperlip n = 4; 7.3% 

 Other    n = 4; 7.3% 

 None of the Above  n = 19; 34.5%  

 Missing   n = 1; 1.8%   
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Characteristics of Church # 2 (N = 8) 
________________________________________________________________________ 
Age (n = 8)    M = 52.25, SD = 7.98 

Perceived Wellness (n = 8)  M = 16.05, SD = 4.57 

 Psychological   M = 27.38, SD = 6.78 

 Social    M = 27.00, SD = 5.24 

 Physical   M = 29.00, SD = 6.76 

 Spiritual   M = 29.63, SD = 5.63 

 Intellectual   M = 27.88, SD = 6.53 

 Emotional   M = 30.13, SD = 4.61 

Stage of Change (n = 8)   

 Precontemplation  n = 1; 12.5% 

 Contemplation   n = 1; 12.5% 

 Preparation   n = 2; 25% 

 Action    n = 1; 12.5% 

 Maintenance   n = 3; 37.5% 

Education (n = 8) 

 No High School  ------------- 

 Some High School  n = 1; 12.5% 

 High School Graduate  n = 2; 25% 

 Some College   n = 1; 12.5% 

 College Graduate  n = 4; 50% 
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Employment Status (n = 8) 

 Unemployed   ------------- 

 Employed Part-time  n = 1; 12.5% 

 Employed Full-time  n = 6; 75% 

 Retired    n = 1; 12.5% 

Marital Status (n = 8) 

 Single    n = 3; 37.5% 

 Married   n = 2; 25% 

 Divorced/Separated  n = 1; 12.5% 

 Widowed   n = 2; 25% 

Annual Household Income (n = 7) 

 < $10,000   ---------------- 

 $10,000 to $19,999  n = 1; 12.5% 

 $20,000 to $29,999  n = 3; 37.5% 

 $30,000 to $39,999  n = 1; 12.5% 

 $40,000 to $49,999  n = 1; 12.5% 

 $50,000 or more  n = 1; 12.5% 

 Missing   n = 1; 12.5% 

Children Living at Home (n = 4) 

 None    n = 2; 25% 

 One    n = 2; 25% 

 Two    ------------- 

 Three    ------------- 
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 Four    ------------- 

 Missing   n = 4; 50% 

History of Heart Disease (n = 8) 

 Hypertension   n = 4; 50% 

 Hyperlipidemia  ------------- 

 HT Dz & HTN  ------------- 

 HT Dz & Hyperlipidemia ------------- 

 HTN & Hyperlipidemia ------------- 

 HT Dz, HTN, & Hyperlip n = 1; 12.5% 

 Other    -------------- 

 None of the Above  n = 3; 37.5%    
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Characteristics of Church # 3 (N = 43) 
________________________________________________________________________ 
Age (n = 43)    M = 52.42, SD = 10.00 

Perceived Wellness (n = 42)  M = 15.68, SD = 3.58 

 Psychological (n = 43) M = 29.33, SD = 6.07 

 Social (n = 42)   M = 26.07, SD = 4.73 

 Physical (n = 43)  M = 26.16, SD = 6.55 

 Spiritual (n = 43)  M = 30.63, SD = 5.74 

 Intellectual (n = 43)  M = 29.19, SD = 5.95 

 Emotional (n = 43)  M = 29.56, SD = 3.58 

Stage of Change (n = 43)   

 Precontemplation  n = 6; 14% 

 Contemplation   n = 8; 18.6% 

 Preparation   n = 8; 18.6% 

 Action    n = 8; 18.6% 

 Maintenance   n = 13; 30.2% 

Education (n = 43) 

 No High School  n = 1; 2.3% 

 Some High School  n = 8; 18.6% 

 High School Graduate  n = 10; 23.3% 

 Some College   n = 10; 23.3% 

 College Graduate  n = 14; 32.6% 
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Employment Status (n = 43) 

 Unemployed   n = 11; 25.6% 

 Employed Part-time  n = 4; 9.3% 

 Employed Full-time  n = 19; 44.2% 

 Retired    n = 9; 20.9% 

Marital Status (n = 43) 

 Single    n = 8; 18.6% 

 Married   n = 22; 51.2% 

 Divorced/Separated  n = 8; 18.6% 

 Widowed   n = 5; 11.6% 

Annual Household Income (n = 41) 

 < $10,000   n = 10; 23.3% 

 $10,000 to $19,999  n = 4; 9.3% 

 $20,000 to $29,999  n = 8; 18.6% 

 $30,000 to $39,999  n = 6; 14.0% 

 $40,000 to $49,999  n = 3; 7.0% 

 $50,000 or more  n = 10; 23.3% 

 Missing   n = 2; 4.7% 

Children Living at Home (n = 24) 

 None    n = 16; 37.2% 

 One    n = 6; 14.0% 

 Two    n = 1; 2.3% 

 Three    n = 1; 2.3% 
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 Four    ------------- 

 Missing   n = 19; 44.2% 

History of Heart Disease (n = 42) 

 Heart Disease   n = 2; 4.7% 

 Hypertension   n = 8; 18.6% 

 Hyperlipidemia  n = 2; 4.7% 

 HT Dz & HTN  n = 1; 2.3% 

 HT Dz & Hyperlipidemia ------------- 

 HTN & Hyperlipidemia n = 4; 9.3% 

 HT Dz, HTN, & Hyperlip -------------- 

 Other    n = 1; 2.3% 

 None of the Above  n = 24; 55.8%  

 Missing   n = 1; 2.3%   
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Characteristics of Church # 4 (N = 56) 
________________________________________________________________________ 
Age (n = 51)    M = 53.47, SD = 10.59 

Perceived Wellness (n = 56)  M = 16.61, SD = 3.67 

 Psychological   M = 29.79, SD = 5.08 

 Social    M = 28.14, SD = 5.10 

 Physical   M = 27.95, SD = 5.54 

 Spiritual   M = 30.73, SD = 5.04 

 Intellectual   M = 28.88, SD = 4.85 

 Emotional   M = 28.64, SD = 5.42 

Stage of Change (n = 54)   

 Precontemplation  n = 8; 14.3% 

 Contemplation   n = 3; 5.4% 

 Preparation   n = 16; 28.6% 

 Action    n = 13; 23.2% 

 Maintenance   n = 14; 25.0% 

Education (n = 53) 

 No High School  n = 3; 5.4% 

 Some High School  n = 6; 10.7% 

 High School Graduate  n = 11; 19.6% 

 Some College   n = 22; 39.3% 

 College Graduate  n = 11; 19.6% 

 Missing   n = 6; 10.7% 

 



193 

 

 

 

Employment Status (n = 52) 

 Unemployed   n = 7; 12.5% 

 Employed Part-time  n = 7; 12.5% 

 Employed Full-time  n = 25; 44.6% 

 Retired    n = 13; 23.2% 

 Missing   n = 4; 7.2% 

Marital Status (n = 51) 

 Single    n = 12; 21.4% 

 Married   n = 21; 37.5% 

 Divorced/Separated  n = 12; 21.4% 

 Widowed   n = 6; 10.7% 

 Missing   n = 5; 8.9% 

Annual Household Income (n = 42) 

 < $10,000   n = 8; 14.3% 

 $10,000 to $19,999  n = 12; 21.4% 

 $20,000 to $29,999  n = 5; 8.9% 

 $30,000 to $39,999  n = 6; 10.7% 

 $40,000 to $49,999  n = 7; 12.5% 

 $50,000 or more  n = 4; 7.1% 

 Missing   n = 14; 25% 

Children Living at Home (n = 27) 

 None    n = 10; 17.9% 
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 One    n = 11; 19.6% 

 Two    n = 5; 8.9% 

 Three    n = 1; 1.8% 

 Four    ------------- 

 Missing   n = 29; 51.8% 

History of Heart Disease (n = 52) 

 Heart Disease   ------------- 

 Hypertension   n = 13; 23.2% 

 Hyperlipidemia  n = 1; 1.8% 

 HT Dz & HTN  n = 1; 1.8% 

 HT Dz & Hyperlipidemia n = 1; 1.8% 

 HTN & Hyperlipidemia n = 8; 14.3% 

 HT Dz, HTN, & Hyperlip n = 3; 5.4% 

 Other    n = 1; 1.8% 

 None of the Above  n = 24; 42.9%  

 Missing   n = 4; 7.1%   

 

   

 
 

 

 


