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Abstract

The social environment is important to body mass index and obesity. However, it is unknown if

perceptions of the social environment are associated with obesity-related behaviors in populations

at greatest risk for being overweight or obese. We evaluated the relationship between collective

efficacy and diet and physical activity in a community-based sample of African American adults

who were residents in an urban area. Data were collected as part of an academic-community

partnership from November 2009–2011. We evaluated whether participants met the recommended

guidelines for diet and physical activity based on collective efficacy and their sociodemographic

background, health care variables, and self-efficacy in a community-based sample of African

American adults (n=338) who were residents in the Philadelphia, PA metropolitan area. Overall,

many participants did not meet the recommended guidelines for fruit and vegetable intake or

physical activity. The likelihood of meeting the recommended guidelines for fruit intake increased

with greater levels of collective efficacy (OR=1.57, 95% CI=1.18, 2.07, p=0.002) and self-efficacy

for diet (OR=1.56, 95% CI=1.19, 2.04, p=0.001). Collective efficacy was not associated with

physical activity and the positive association between collective efficacy and vegetable intake was
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not statistically significant (OR=1.25, 95% CI=0.94, 1.65, p=0.12). It is important to determine the

most effective methods and settings for improving diet and physical activity behaviors in urban

African Americans. Enhancing collective efficacy may be important to improving adherence to

recommended guidelines for obesity-related health behaviors.

INTRODUCTION

Obesity continues to be a pervasive problem among African Americans.1 Efforts are

ongoing to reduce and prevent obesity and excess body weight among African Americans

through community-based initiatives and weight loss programs in primary care.2–5

Structural changes are also recommended, but these approaches take considerable effort,

especially during economically challenging times when policy changes may be difficult to

make if they involve re-allocating limited financial resources or could generate new

expenses.6 Similarly, incorporation of weight loss programs into primary care may be

challenging.7,8 Thus, obesity-related behaviors (e.g., limited fruit and vegetable

consumption and physical inactivity) continue to be high among African Americans;9 these

behaviors have been attributed to lack of awareness, psychosocial characteristics, and

socioeconomic variables.10–12 Neighborhood factors such as the availability and quality of

supermarkets and physical activity resources are also important to obesity-related health

behaviors. Many studies have shown that the neighborhoods in which many African

Americans live are unfavorable to healthy eating and physical activity.13–15 However, a

recent qualitative study found that low-income African American women who lived in

neighborhoods that had limited food resources used several strategies to adapt to and

overcome these challenges.15 Further, residents may have as many promoters to eating fruits

and vegetables as barriers to consuming the recommended amounts of these foods.10

How individuals perceive the environments in which they live may be just as important as

the actual resources that are available. Recent qualitative research has shown that social

capital, or the extent to which social relationships and networks exist and are valued, is

important to health among African American residents in a rural community.16 Similarly,

residents in an urban city were likely to be physically inactive if they were socially

isolated.17 Other research has shown that more positive perceptions about the food shopping

environment are associated with increased consumption of fruits and vegetables among

residents in low-income and mostly minority neighborhoods.18 To our knowledge, however,

the relationship between perceptions of the social environment and fruit and vegetable

intake and physical activity has not been evaluated among African Americans while

considering psychological and socioeconomic factors that are important to these

behaviors.19,20 The purpose of this study was to evaluate the independent associations

between obesity-related health behaviors and perceptions of neighborhood support and

cohesion and self-efficacy for diet and physical activity in a community-based sample of

African American adults.

Halbert et al. Page 2

J Community Health. Author manuscript; available in PMC 2015 February 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



MATERIALS AND METHODS

Study Population

This research was conducted as part of an academic-community partnership;20,21

participants were African American men and women who were residents in an urban city.

To be eligible for participation, individuals had to be ages 18–75 and be a current resident in

the Philadelphia, PA metropolitan area. Residency was determined by self-report using zip

code. Individuals who had a personal history of cancer and those who had ever had a heart

attack, stroke, or heart disease were not eligible for participation because our interest was in

assessing the impact of a health education program on behavior change for the primary

prevention of these conditions. This study was approved by the Institutional Review Boards

at the University of Pennsylvania and the Medical University of South Carolina.

Procedures

Participants were recruited into the study through self-referrals from community-based

resources; details about our recruitment methods has been published elsewhere.22 Following

self-referral, a screening interview was completed to determine eligibility; those who were

eligible completed a baseline telephone interview. The baseline telephone interview was a

30-minute structured survey that obtained information on socioeconomics, perceptions about

the social environment, health care resources, and diet and physical activity. This interview

was conducted by research assistants at the University of Pennsylvania following provision

of verbal consent.

Measures

Socioeconomics—Gender, age, marital status, education level, employment status, and

income were obtained by self-report using items from the Behavioral Risk Factor

Surveillance Survey.23 We re-coded marital status, education, employment, and income into

dichotomous variables based on the distribution of responses.

Health care resources—Participants were asked if they had health insurance coverage

(yes or no) and where they usually received medical care (doctor’s office versus other types

of places). We also asked participants how long it had been since their last physical check-

up using an item from the BRFSS.23 We re-coded the amount of time since the last physical

check-up as one year or less or greater than one year.

Psychological characteristics—We used instruments from previous research to

evaluate self-efficacy to eat a healthy diet and to be more physically active.24,25 These

instruments asked participants how confident they were in terms of their ability to eat fruits

and vegetables and to be physically activity under a variety of circumstances. Both

instruments had good internal consistency. The Cronbach’s alpha for dietary self-efficacy

was 0.93 and was 0.83 for physical activity self-efficacy.

Social environment—We measured perceptions of one’s social environment in terms of

neighborhood cohesion, support, and satisfaction. Specifically, we used the collective

efficacy scale to evaluate perceptions of neighborhood support and cohesion.26,27 This 8-
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item Likert style scale measures the extent to which individuals in a neighborhood trust and

help others. This instrument has been used in a number of studies to evaluate social capital

in racially diverse samples27,28 and had good internal consistency (Cronbach’s alpha=0.79).

We used the neighborhood satisfaction sub-scale of the Neighborhood Environment

Walkability Scale (NEWS) to evaluate perceptions of satisfaction with the neighborhood in

which participants lived.29 This 17-item Likert-style scale asks participants how satisfied

they are with city services, safety, access to food resources and shopping, and traffic and

noise levels. The neighborhood satisfaction scale had good internal consistency

(Chronbach’s alpha=0.87). Lastly, participants were asked to provide the number of

community organizations to which they belonged.

Obesity-related health behaviors—We used items from the Health Information

National Trends Survey (HINTS) to evaluate obesity-related health behaviors in terms of

fruit and vegetable intake and physical activity.30 Specifically, participants were asked how

many cups of fruit and vegetables they eat each day (1=none/don’t know, 2=½ cup or less,

3=½ to 1 cup, 4=1 to 2 cups, 5=2 to 3 cups, 6=3 to 4 cups, 7=more than four cups).

Participants who reported eating at least 2 to 3 cups were categorized as meeting

recommended guidelines for each variable. For physical activity, participants were asked if

they had participated in any physical activities or exercises during the past month (yes or

no). Those who reported yes were asked how many days they do any physical activity or

exercise of at least moderate intensity and on these days, how long they typically perform

these behaviors. We calculated the total number of minutes for moderate intensity physical

activity per week by multiplying the number of days by the minutes reported. As in previous

research,11 participants who reported no physical activity during the past month were coded

as not being physically active. Similarly, participants who reported that they had been

physically active during the past month, but had not been active during the past week were

coded as not being physically active. The remaining participants were coded as engaging in

low (<150 minutes/week), medium (150–300 minutes/week), or high (>300 minutes/week)

levels of moderate intensity physical activity.11

Data Analysis

First, we generated descriptive statistics to characterize participants in terms of

socioeconomics, health care resources, social environment, and obesity-related health

behaviors. Next, we used chi square tests of association to evaluate the relationship between

these factors and obesity-related health. Finally, we used multivariate regression analysis to

identify factors having significant independent associations with each obesity-related health

behavior. Separate models were generated for each behavior; variables that had a bivariate

association of p<0.10 with each behavior was included in the model for that variable.

RESULTS

Table 1 shows the characteristics of our study sample and levels of fruit and vegetable intake

and physical activity. Thirteen percent of participants reported that they had not consumed

any fruit during the past week and 9% reported that they had not consumed any vegetables.

Fifty-one percent of participants were either inactive or engaged in low levels of moderate
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intensity physical activity. Overall, 49% of participants met the recommended levels of

physical activity; we used this dichotomous variable in the subsequent analyses for physical

activity to be consistent with how fruit and vegetable intake were analyzed.

Table 2 shows the results of the bivariate analysis of fruit and vegetable intake and physical

activity by socioeconomics and health care variables. None of the socioeconomic factors had

a significant association with fruit intake. But, participants who met the recommended

guidelines for vegetable intake were older in age (Mean [SD]=48.3 [9.5]) compared to those

who did not meet the recommended guidelines (Mean [SD]=45.4 [10.4], t=−2.56, p=0.01).

In addition, participants who had health insurance (52%) were significantly more likely than

those without coverage (39%) to meet the recommended guidelines for physical activity

(Chi Square=4.37, p=0.04). In terms of social environment variables, membership in a

community organization was associated significantly with vegetable intake; those who

belonged to at least one group were more likely to meet the recommended guidelines for

vegetable intake compared to those who did not belong to any organization. As shown in

Table 3, collective efficacy was associated significantly with both fruit and vegetable intake;

participants who meet the recommended guidelines for these behaviors reported

significantly greater levels of collective efficacy compared to those who did not meet

recommended guidelines. Levels of neighborhood satisfaction were also significantly higher

among participants who met the recommended guidelines for fruit intake compared to those

who did not meet this guideline.

The results of the multivariate logistic regression model for fruit and vegetable intake are

shown in Table 4. We did not generate a regression model for physical activity because only

two variables had significant associations with this variable in the bivariate analyses.

Collective efficacy and dietary self-efficacy had significant independent associations with

fruit intake. The likelihood of meeting recommended guidelines for fruit intake increased

with greater levels of collective efficacy (OR=1.57, 95% CI=1.18, 2.07, p=0.002) and self-

efficacy (OR=1.57, 95% CI=1.20, 2.05, p=0.001). Collective efficacy had a similar

association with vegetable intake, but this relationship was not statistically significant. As

with fruit intake, the likelihood of meeting guidelines for vegetable intake increased with

greater levels of self-efficacy (OR=1.96, 95% CI=1.46, 2.63, p=0.0001).

DISCUSSION

Our study is the first to assess within group variation in diet and physical activity in a

community-based sample of African American adults based on perceptions of their social

environment. Our study extends previous qualitative research that explored social

determinants of health behaviors in an important way, but some limitations, which include

self-reported behaviors and using a cross-sectional design, should be noted. First, self-report

for obesity-related health behaviors is subject to over-estimation. However, we used items

from a national survey that has been validated in prior reports;30 if over-estimation is an

issue, then it is also exists in national samples. An additional limitation may be that

participants were recruited through self-referrals from community-based resources;

however, our previous research has shown that these methods are effective at enrolling a

sample of African Americans that is demographically representative of our target
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population.22 Despite these potential limitations, our findings show a novel association

between collective efficacy and obesity-related health behaviors in a community sample of

African American adults.

We found that perceptions about one’s social environment were important to fruit and

vegetable consumption. Specifically, the likelihood of meeting the recommended guidelines

for fruit intake increased with greater levels of collective efficacy. Collective efficacy also

had a positive association with vegetable intake, but this relationship was not statistically

significant in the regression analysis. Although different aspects of the social environment

have been linked conceptually and empirically with physical activity,31 neither collective

efficacy nor neighborhood satisfaction had a significant association with physical activity in

our study. The relationship between health and place is now widely recognized32 and

previous research has shown that greater collective efficacy is associated with lower BMI, a

lower risk for being overweight, and a reduced likelihood of being overweight among

children.26 Our findings show that collective efficacy has a significant positive independent

association with one of the behaviors that contribute to excess body weight and obesity in an

adult sample.

Collective efficacy is one aspect of the social environment that reflects the extent to which

community members are cohesive and connected to each other, are willing to look out for

each other, and would intervene when trouble arises.27,28 Collective efficacy has been

associated with many outcomes and the availability and quality of community resources for

physical activity.27,28,33,34 Various aspects of the social environment have been addressed in

previous health behavior interventions through programming in which participants are asked

to complete study activities with a support person or friend, or in which the intervention is

delivered in a group setting.20,35,36 Interventions that specifically target individuals who live

in public housing units or work in particular settings are other examples of programs that

address aspects of the social environment.37,38 Targeted interventions and those that address

social support and interpersonal relationships have an important role to play in health

promotion and disease prevention among African Americans, especially since these

approaches also provide opportunities for healthy behaviors to be modeled in a supportive

environment. Modeling and establishing specific-short term goals in a supportive

environment are among the strategies that are used to enhance self-efficacy in health

behavior interventions.39 As in other studies,19 we found that self-efficacy had a significant

independent association with both fruit and vegetable intake in the regression models and

was one of the two variables that had a significant relationship with physical activity in our

bivariate analysis. Recent research has shown that when individuals enroll in a weight loss

program with family members or friends, they are successful at losing weight, which

involves making dietary changes and being more physically active if their support person

actively participates in the program and also loses weight.35 Thus, it is important to continue

to target self-efficacy as part of interventions that address obesity-related health behaviors.

But, our findings also suggest that it may be important to address collective efficacy as part

of interventions that are developed for African Americans.

Some of the strategies that are recommended as part of community level interventions to

modify the built environment might also be useful for enhancing collective efficacy. That is,
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cohesion and interpersonal connections are dependent on meaningful and effective

interactions;40 the creation and maintenance of parks and recreation facilities would provide

a setting in which community residents could be physically active while interacting with one

another. But, recent research found significant declines in park use even though major

improvements had been made recently.41 Other work has shown that park use is highly

variable and more than 60% of park users are sedentary.42 This may be because the social

environment in parks is not conducive to physical activity.33 Thus, other strategies and

venues may be needed to address collective efficacy.

Efficacy beliefs reflect the extent to which someone believes that they are capable of

organizing and completing the actions that are necessary to achieve a specific goal,

regardless of if it is measured from an individual or group perspective.39 When individuals

have an opportunity to influence organizational decisions, or exercise organizational agency,

then collective efficacy is increased.43 But, confidence is needed to be involved in

organizational decisions and those that will impact a community. Research has shown that

many individuals lack confidence in their ability to advocate for the changes that are needed

in their community to promote health and well-being even though many are willing to

participate in these activities.44 Data from the 2010 Community Health Survey of

Southeastern Pennsylvania show a similar disconnect. About 50% of Philadelphia residents

were not involved in any community organization and 17% did not believe that their

neighbors are willing to help each other, but 73% of residents reported that they have

worked on a together on a project or to achieve a common goal.45 There are many different

types of projects and goals on which individuals could work together; findings from a clinic-

based study found that there is considerable variation in the types of community advocacy

activities in which individuals are willing to be involved.44 Specifically, being willing to

organize a group of neighbors or friends to visit a city official and being willing to speak at a

city council meeting to support a community change had the lowest endorsement among

under and un-insured women.44 Sixty-one percent of participants in our study were involved

in at least one community organization. We did not ask participants to describe the types of

organizations to which they belonged, but there is likely to be considerable variation

organizational membership, whether or not these organizations provide health information,

and trust in and quality of the information that is provided.45,46 Studies are needed to

determine if membership in different types of community organizations is associated with

the extent to which individuals believe they can change circumstances in their neighborhood

and are willing to advocate for these changes.

CONCLUSION

Perceptions about the social environment are important to health behaviors; our findings

show that collective efficacy is important to meeting the recommended guidelines for fruit

intake in a community sample of African Americans. Previous research has shown that

community outreach and engagement activities play an important role in enhancing

collective efficacy among African Americans.47 But, there is considerable variation in the

types of community activities in which residents are likely to participate.44 Additional

research is needed to identify the types of community activities in which African Americans

in diverse geographic areas are most and least likely to be involved and how participation in
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community outreach and engagement activities vary depending on collective efficacy. These

data would identify barriers and facilitators to advocacy efforts and would also provide

insight on factors that are important to collective efficacy so that these issues could be

addressed as part of healthy interventions that are developed for African Americans.

Acknowledgments

We would like to acknowledge Aliya Collier, BA for data management, Stacey Brown, MSW for data collection
and administration, and Brenda Bryant, BA for community outreach and relations. We are very appreciative to all
of the women and men who participated in this research.

Conflict of Interest Statement: This research was supported by National Institute of Minority Health and Health
Disparities grant #R24MD001594 and grant #R18HS019339 from the Agency for Healthcare Research and Quality.

REFERENCES

1. Flegal KM, Carroll MD, Ogden CL, Curtin LR. Prevalence and trends in obesity among US adults,
1999–2008. J Am Med Assoc. 2010; 303(3):235–241.

2. Bennett GG, Warner ET, Glasgow RE, Askew S, Goldman J, Ritzwoller DP, et al. Obesity
treatment for socioeconomically disadvantaged patients in primary care practice. Arch Intern Med.
2012; 172(7):565–574. [PubMed: 22412073]

3. Resnicow K, Jackson A, Wang T, De AK, McCarty F, Dudley WN, et al. A motivational
interviewing intervention to increase fruit and vegetable intake through Black churches: results of
the Eat for Life trial. Am J Public Health. 2001; 91(10):1686–1693. [PubMed: 11574336]

4. Wadden TA, Berkowitz RI, Womble LG, Sarwer DB, Phelan S, Cato RK, et al. Randomized trial of
lifestyle modification and pharmacotherapy for obesity. New Engl J Med. 2005; 353(20):2111–
2120. [PubMed: 16291981]

5. Kumanyika SK, Fassbender JE, Sarwer DB, Phipps E, Allison KC, Localio R, et al. One-year results
of the Think Health! study of weight management in primary care practices. Obesity. 2012; 20(6):
1249–1257. [PubMed: 22051940]

6. Katz MH. Structural interventions for addressing chronic health problems. J Am Med Assoc. 2009;
302(6):683–685.

7. Foster GD, Wadden TA, Makris AP, Davidson D, Sanderson RS, Allison DB, et al. Primary care
physicians' attitudes about obesity and its treatment. Obes Res. 2003; 11(10):1168–1177. [PubMed:
14569041]

8. Kushner RF. Barriers to providing nutrition counseling by physicians: a survey of primary care
practitioners. Prev Med. 1995; 24(6):546–552. [PubMed: 8610076]

9. American Cancer Society. Cancer Facts and Figures, 2013. Atlanta, GA: 2013.

10. Lucan SC, Barg FK, Long JA. Promoters and barriers to fruit, vegetable, and fast-food
consumption among urban, low-income African Americans--a qualitative approach. Am J Public
Health. 2010; 100(4):631–635. [PubMed: 20167885]

11. Oh A, Shaikh A, Waters E, Atienza A, Moser RP, Perna F. Health disparities in awareness of
physical activity and cancer prevention: findings from the National Cancer Institute's 2007 Health
Information National Trends Survey (HINTS). J Health Commun. 2010; 15(3):60–77. [PubMed:
21154084]

12. Satia JA, Galanko JA. Intrinsic and extrinsic motivations for healthful dietary change in African
Americans. Am J Health Behav. 2007; 31(6):643–656. [PubMed: 17691877]

13. Corral I, Landrine H, Hao Y, Zhao L, Mellerson JL, Cooper DL. Residential segregation, health
behavior and overweight/obesity among a national sample of African American adults. J Health
Psychol. 2012; 17(3):371–378. [PubMed: 21844135]

14. Grigsby-Toussaint DS, Zenk SN, Odoms-Young A, Ruggiero L, Moise I. Availability of
commonly consumed and culturally specific fruits and vegetables in African-american and Latino
neighborhoods. J Am Diet Assoc. 2010; 110(5):746–752. [PubMed: 20430136]

Halbert et al. Page 8

J Community Health. Author manuscript; available in PMC 2015 February 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



15. Zenk SN, Odoms-Young AM, Dallas C, Hardy E, Watkins A, Hoskins-Wroten J, et al. "You have
to hunt for the fruits, the vegetables": environmental barriers and adaptive strategies to acquire
food in a low-income African American neighborhood. Health Educ Behav. 2011; 38(3):282–292.
[PubMed: 21511955]

16. Scott AJ, Wilson RF. Social determinants of health among African Americans in a rural
community in the Deep South: an ecological exploration. Rural Remote Health. 2011; 11(1):1634.
[PubMed: 21299335]

17. Willey JZ, Paik MC, Sacco R, Elkind MS, Boden-Albala B. Social determinants of physical
inactivity in the Northern Manhattan Study (NOMAS). J Commun Health. 2010; 35(6):602–608.

18. Blitstein JL, Snider J, Evans WD. Perceptions of the food shopping environment are associated
with greater consumption of fruits and vegetables. Public Health Nutr. 2012; 15(6):1124–1129.
[PubMed: 22348332]

19. Shaikh AR, Yaroch AL, Nebeling L, Yeh MC, Resnicow K. Psychosocial predictors of fruit and
vegetable consumption in adults a review of the literature. Am J Prev Med. 2008; 34(6):535–543.
[PubMed: 18471592]

20. Halbert CH, Bellamy S, Bowman M, Briggs V, Delmoor E, Purnell J, et al. Effects of integrated
risk counseling for cancer and cardiovascular disease in African Americans. J Natl Med Assoc.
2010; 102(5):396–402. [PubMed: 20533774]

21. Weathers B, Barg FK, Bowman M, Briggs V, Delmoor E, Kumanyika S, et al. Using a mixed-
methods approach to identify health concerns in an African American community. Am J Public
Health. 2011; 101(11):2087–2092. [PubMed: 21330592]

22. Halbert CH, Kumanyika S, Bowman M, Bellamy SL, Briggs V, Brown S, et al. Participation rates
and representativeness of African Americans recruited to a health promotion program. Health
Educ Res. 2010; 25(1):6–13. [PubMed: 19875730]

23. Centers for Disease Control and Prevention (CDC). Behavioral Risk Factor Surveillance System
Survey Data. Atlanta, Georgia: U.S. Department of Health and Human Services, Centers for
Disease Control and Prevention; Available at: http://www.cdc.gov/brfss/index.htm.

24. McNeill LH, Wyrwich KW, Brownson RC, Clark EM, Kreuter MW. Individual, social
environmental, and physical environmental influences on physical activity among black and white
adults: a structural equation analysis. Ann Behav Med. 2006; 31(1):36–44. [PubMed: 16472037]

25. Henry H, Reimer K, Smith C, Reicks M. Associations of decisional balance, processes of change,
and self-efficacy with stages of change for increased fruit and vegetable intake among low-
income, African-American mothers. J Am Diet Assoc. 2006; 106(6):841–849. [PubMed:
16720125]

26. Cohen DA, Finch BK, Bower A, Sastry N. Collective efficacy and obesity: the potential influence
of social factors on health. Soc Sci Med. 2006; 62(3):769–778. [PubMed: 16039767]

27. Sampson RJ, Raudenbush SW, Earls F. Neighborhoods and violent crime: a multilevel study of
collective efficacy. Science. 1997; 277(5328):918–924. [PubMed: 9252316]

28. Cohen DA, Inagami S, Finch B. The built environment and collective efficacy. Health Place. 2008;
14(2):198–208. [PubMed: 17644395]

29. Cerin E, Saelens BE, Sallis JF, Frank LD. Neighborhood Environment Walkability Scale: validity
and development of a short form. Med Sci Sports Exerc. 2006; 38(9):1682–1691. [PubMed:
16960531]

30. National Cancer Institute. Health Information National Trends Survey. Available at: http://
hints.cancer.gov/.

31. McNeill LH, Kreuter MW, Subramanian SV. Social environment and physical activity: a review of
concepts and evidence. Soc Sci Med. 2006; 63(4):1011–1022. [PubMed: 16650513]

32. Kawachi I. Social capital and community effects on population and individual health. Ann N Y
Acad Sci. 1999; 896:120–130. [PubMed: 10681893]

33. Broyles ST, Mowen AJ, Theall KP, Gustat J, Rung AL. Integrating social capital into a park-use
and active-living framework. Am J Prev Med. 2011; 40(5):522–529. [PubMed: 21496751]

34. Lochner KA, Kawachi I, Brennan RT, Buka SL. Social capital and neighborhood mortality rates in
Chicago. Soc Sci Med. 2003; 56(8):1797–1805. [PubMed: 12639596]

Halbert et al. Page 9

J Community Health. Author manuscript; available in PMC 2015 February 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

http://www.cdc.gov/brfss/index.htm
http://hints.cancer.gov/
http://hints.cancer.gov/


35. Kumanyika SK, Wadden TA, Shults J, Fassbender JE, Brown SD, Bowman MA, et al. Trial of
family and friend support for weight loss in African American adults. Arch Intern Med. 2009;
169(19):1795–1804. [PubMed: 19858438]

36. Yancey AK, McCarthy WJ, Harrison GG, Wong WK, Siegel JM, Leslie J. Challenges in
improving fitness: results of a community-based, randomized, controlled lifestyle change
intervention. J Womens Health. 2006; 15(4):412–429.

37. McNeill LH, Emmons K. GIS walking maps to promote physical activity in low-income public
housing communities: a qualitative examination. Prev Chronic Dis. 2012; 9:E17. [PubMed:
22172184]

38. Peterson KE, Dubowitz T, Stoddard AM, Troped PJ, Sorensen G, Emmons KM. Social context of
physical activity and weight status in working-class populations. J Phys Act Health. 2007; 4(4):
381–396. [PubMed: 18209230]

39. Bandura, A. Self-efficacy: the exercise of control. New York: W.H. Freeman; 1997.

40. Prusak L, Cohen D. How to invest in social capital. Harvard Bus Rev. 2001; 79(6):86–93. 147.

41. Cohen DA, Golinelli D, Williamson S, Sehgal A, Marsh T, McKenzie TL. Effects of park
improvements on park use and physical activity: policy and programming implications. Am J Prev
Med. 2009; 37(6):475–480. [PubMed: 19944911]

42. Cohen DA, Marsh T, Williamson S, Derose KP, Martinez H, Steodiji C, et al. Parks and physical
activity: why are some parks used more than others? Prev Med. 2010; 50(1):9–12.

43. Goddard RD, Hoy WK, Hoy AW. Collective efficacy beliefs: theoretical developments, empirical
evidence, and future directions. Educ Res. 2004; 33(3):3–13.

44. Jilcott SB, Keyserling TC, Samuel-Hodge CD, Rosamond W, Garcia B, Will JC, et al. Linking
clinical care to community resources for cardiovascular disease prevention: the North Carolina
Enhanced WISEWOMAN project. J Womens Health. 2006; 15(5):569–583.

45. Philadelphia Health Management Corporation. Assessing social capital in southeastern
Pennsylvania. Brief Report, 2010 Southeastern Pennsylvania Household Health Survey. Available
at: http://www.chdbdata.org/uploads/datareports/Social%20Capital%20Brief.pdf.

46. Viswanath K, Ackerson LK. Race, ethnicity, language, social class, and health communication
inequalities: a nationally-representative cross-sectional study. PLoS One. 2011; 6(1):e14550.
[PubMed: 21267450]

47. Chung B, Jones L, Jones A, Corbett CE, Booker T, Wells KB, et al. Using community arts events
to enhance collective efficacy and community engagement to address depression in an African
American community. Am J Public Health. 2009; 99(2):237–244. [PubMed: 19059844]

Halbert et al. Page 10

J Community Health. Author manuscript; available in PMC 2015 February 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

http://www.chdbdata.org/uploads/datareports/Social%20Capital%20Brief.pdf


N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Halbert et al. Page 11

Table 1

Sample Characteristics (n=338)

Variable Level n (%)

Gender Male
Female

145 (43%)
193 (57%)

Marital status Married
Not married

37 (11%)
300 (89%)

Education level ≥ Some college
≤ High school

165 (48%)
176 (52%)

Employment status Employed
Not employed

119 (35%)
218 (65%)

Income level > $20,000
< $20,000

152 (48%)
165 (52%)

Age Mean (SD) 46.4 (10.2)

Health insurance Yes
No

259 (77%)
79 (23%)

Source of medical care Doctor’s office
Other

232 (69%)
106 (31%)

Last check-up ≤ 1 year
> 1 year

295 (87%)
43 (13%)

Community organization One or more
None

205 (61%)
130 (39%)

Collective efficacy Mean (SD) 3.2 (0.66)

Neighborhood satisfaction Mean (SD) 3.6 (0.72)

Physical activity self-efficacy Mean (SD) 23.3 (5.5)

Dietary self-efficacy Mean (SD) 37.8 (8.6)

Vegetable intake None/don’t know
½ cup or less

½ – 1 cup
1–2 cups
2–3 cups
3–4 cups
4+ cups

30 (13%)
26 (11%)
60 (17%)
99 (22%)
64 (18%)
33 (10%)
26 (9%)

Fruit intake None/don’t know
½ cup or less

½ – 1 cup
1–2 cups
2–3 cups
3–4 cups
4+ cups

45 (9%)
37 (8%)
57 (18%)
74 (29%)
60 (19%)
34 (10%)
31 (8%)

Physical activity Inactive
Low

Medium
High

61 (18%)
111 (33%)
81 (24%)
85 (25%)
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Table 4

Logistic Regression Analysis of Fruit and Vegetable Intake

Fruit Intake

Variable Level OR 95% CI p-value

Employment status Employed
Not employed

1.39 0.84, 2.28 0.19

Last check-up ≤1 year
>1 year

1.59 0.74, 3.39 0.24

Collective efficacy [continuous]* 1.57 1.18, 2.07 0.002

Neighborhood satisfaction [continuous]* 0.95 0.92, 0.98 0.71

Dietary self-efficacy [continuous]* 1.56 1.19, 2.04 0.001

Vegetable Intake

Variable Level OR 95% CI p-value

Age [continuous] 1.19 0.91, 1.54 0.20

Last check-up ≤1 year
>1 year

1.54 0.68, 3.50 0.30

Community organization One or more
None

1.40 0.82, 2.37 0.22

Collective efficacy [continuous]* 1.25 0.94, 1.65 0.12

Neighborhood satisfaction [continuous]* 0.92 0.70, 1.21 0.54

Dietary self-efficacy [continuous]* 1.96 1.46, 2.63 0.0001

Physical activity self-efficacy [continuous]* 1.25 0.96, 1.60 0.07

*
OR for continuous variables represent 1 SD unit change.

*
OR for continuous variables represent 1 SD unit change.
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