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Abstract

Background: African American women have lower levels of leisure-time physical activity 

compared to White American women. Interventions to improve physical activity have mixed 

benefits for African American women, even when guided by theory. Understanding how 

theoretical constructs used in physical activity interventions relate to changing behavior may 

provide direction for more successful interventions.

Objective: The study aimed to examine the relationships among social cognitive constructs (self-

efficacy, social support from group behavioral meetings, outcome expectations/realizations), and 

change in physical activity from baseline to 48 weeks in African American women participating in 

a lifestyle physical activity program.

Methods: A secondary data analysis of longitudinal data using a correlational design was 

conducted using data from a 48-week physical activity randomized controlled trial (RCT). The 

RCT included a group behavioral meeting component with one of three telephone intervention 

conditions (no calls, personal motivation calls, or automated motivational calls) randomly assigned 

across six community health care sites. The participants were 260 sedentary, midlife African 

American women with no major signs or symptoms of cardiovascular disease who completed 

baseline and 48-week assessments of the RTC. Measures included self-efficacy for change in 

overcoming barriers to physical activity at 24 weeks, physical and psychological-outcome 

realizations at 24 weeks, social support from group behavioral meetings at 24 weeks, and physical 

activity (self-report and device-measured) change from baseline to 48 weeks.

Results: In a hierarchical regression model predicting change in self-reported time spent in 

weekly moderate-vigorous physical activity (MVPA) at 48 weeks, psychological-outcome 

realizations at 24 weeks were significant positive predictors. In a hierarchical regression model for 

change in device-measured daily steps at 48 weeks, a self-efficacy change at 24 weeks was a 

significant positive predictor.
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Discussion: Attention should be given to increasing self-efficacy to overcome physical activity 

barriers and achieve self-identified physical and psychological outcomes in PA programs.
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Sixty-five percent of African American women versus 49% of White women do not meet 

accepted physical activity recommendations (150 min per week of moderate-intensity 

physical activity; Benjamin et al., 2019). This contributes to the disproportionate risk that 

African American women have for obesity, cardiovascular disease, hypertension, and strokes 

(Benjamin et al., 2019). Theory-guided interventions using a variety of frameworks that 

incorporate self-management and ongoing group behavioral meeting support have increased 

physical activity for ethnic minority individuals residing in socioeconomically 

disadvantaged neighborhoods (Cleland et al., 2012). However, a recent review found mixed 

benefits of theory-guided physical activity interventions for African American women 

(Jenkins, 2017). Understanding how theoretical constructs used in physical activity 

interventions relate to performance may provide direction for more successful interventions 

in this population.

Social Cognitive Theory

Bandura’s (2004) social cognitive theory (SCT) has been widely used to guide physical 

activity interventions (Rhodes & Niggs, 2011). Four key SCT constructs that have served as 

behavior targets for improving physical activity performance include self-efficacy, social 

support, perceived outcome expectations, and perceived outcome realizations (Bandura, 

2004). Self-efficacy—confidence in one’s ability to carry out physical activity in the face of 

barriers—is the most common target of physical activity interventions (Rhodes & Nigg, 

2011). A systematic review of physical activity intervention studies based on SCT found that 

higher self-efficacy was consistently associated with improved physical activity (Young et 

al., 2014). Moreover, early work by Eyler et al. (1999) found that high social support from 

both friends and family was associated with higher physical activity levels in women. Mama 

et al.’s (2015) review of theory in physical activity interventions with minorities found that 

interventions that targeted either self-efficacy or social support reported the greatest changes 

in physical activity behavior.

Perceived outcome expectations refer to one’s belief about the physical benefits (e.g., 

improved shape, fitness) or psychological benefits (e.g., improved depression, anxiety) 

physical activity will bring. Perceived outcome realizations are the subjective beliefs of the 

extent to which those benefits were achieved. These two constructs have received less 

attention than self-efficacy and social support but may provide an additional target for 

behavioral interventions (Wilcox et al., 2006). Young et al.’s (2014) systematic review 

reported several studies in which outcome expectations were positively associated with 

physical activity, although this relationship was not consistent across studies. On the other 

hand, there is evidence from a study of predominately middle-aged White adults 

(Brassington et al., 2002) and a study of predominately White older women (Wilcox et al., 
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2006) that although outcome expectations were not associated with physical activity 

participation, satisfaction with outcome realizations had an influence on subsequent physical 

activity.

To understand the interactions between outcome expectations at baseline, outcome 

realizations at 6 months, and subsequent physical activity, Neff and King (1995) categorized 

these concepts into four outcome expectation/realization groups: “Disappointed optimists” 

had higher than average outcome expectations for physical/psychological benefits but had 

lower than average outcome realizations; “pessimistic realists” had lower than average 

outcome expectations and lower than average outcome realizations; “surprised pessimists” 

had lower than average outcome expectations and higher than average outcome realizations; 

and “optimistic realists” had both higher than average outcome expectations and outcome 

realizations. Using these categorizations, in a sample of predominately White middle-aged 

adults, Neff and King (1995) found that surprised pessimists had the highest subsequent 

physical activity, and Wilcox et al. (2006) found that disappointed optimists had the lowest 

subsequent physical activity. These studies suggest the importance of evaluating perceived 

outcome expectations in consort with perceived outcome realizations rather than examining 

them independently.

We identified 11 intervention studies, published since 2005, of healthy African American 

women guided by SCT or other constructs designed to increase physical activity behavior 

(Anderson & Pullen, 2013; Banks-Wallace, 2007; Fitzgibbon et al., 2010; Hornbuckle et al., 

2012; Newton & Perri, 2004; Parra-Medina et al., 2011; Peterson & Cheng, 2011; Speck et 

al., 2007; Wilbur et al., 2016; Yancey et al., 2006; Yanek et al., 2001; Young & Stewart, 

2006). Only two studies linked physical activity results to SCT constructs (Peterson & 

Cheng, 2011; Young & Stewart, 2006). Young and Stewart (2006) found small effects for 

self-efficacy and social support from family and friends on self-reported physical activity 

change. Peterson and Cheng (2011) found a large effect of total social support on self-

reported physical activity change. The heterogeneity of these associations makes it difficult 

to predict the effect of theoretical constructs on physical activity among African American 

women. None of the studies examined outcome expectations or realizations. There is a need 

for a comprehensive approach to examining self-efficacy, social support, and outcome 

expectations/realizations in the context of physical activity change among African American 

women.

The Women’s Lifestyle Physical Activity Program

Wilbur et al. (2016) conducted a randomized controlled trial (RCT) of a 48-week lifestyle 

physical activity intervention (The Women’s Lifestyle Physical Activity Program) for 

African American women. Based on prior work showing the success of group behavioral 

meetings on physical activity in African American women (Wilbur et al., 2008), the three 

treatment conditions included five group behavioral meetings focused on increasing physical 

activity held during the 24-week adoption phase and one booster group meeting held 

midway during the 24-week maintenance phase. Each condition differed by telephone 

support between group meetings: One condition received personal calls with motivational 
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interviewing, one condition received automated calls with motivational tips, and one 

condition received no telephone calls.

The intervention, guided by SCT, targeted self-efficacy for overcoming physical activity 

barriers, used group behavioral meetings to facilitate social support for physical activity and 

helped participants identify realistic expectations for physical and psychological outcomes. 

Participants in all three treatment conditions increased physical activity from baseline to the 

end of the adoption phase (24 weeks). Increased physical activity was sustained through the 

end of the maintenance phase (48 weeks; Wilbur et al., 2016). Data were collected on self-

efficacy, group social support, and perceived outcome expectations and realizations. These 

data provide a unique opportunity to examine the associations of selected social cognitive 

constructs with successful physical activity outcomes.

The purpose of this study was to examine associations among SCT constructs (self-efficacy, 

social support from behavioral meetings, outcome expectations, outcome realizations) and 

improvement in physical activity from baseline to the end of the intervention maintenance 

phase in African American women participating in the Women’s Lifestyle Physical Activity 

Program. We hypothesized that (a) combined effects of improved self-efficacy at 24 weeks 

(end of adoption phase), greater social support from group behavioral meeting at 24 weeks, 

and higher outcome realizations at 24 weeks would be associated with improved physical 

activity from baseline to 48 weeks. We also hypothesized that based on outcome 

expectation/realization categories, optimistic realists and surprised pessimists would have 

the greatest improvement at 48 weeks and disappointed optimists and pessimistic realists 

would have the least progress in physical activity from baseline to 48 weeks.

Methods

Design

We conducted a secondary analysis of longitudinal data using a correlational design from 

women who participated in the full primary RCT of the Women’s Lifestyle Physical Activity 

Program (Wilbur et al., 2016). As noted, although all three treatment conditions showed 

improvement in physical activity, no treatment condition differences were based on adding 

or excluding a telephone component. Thus, data from all three conditions were pooled for 

these secondary analyses, and a nonexperimental design was used.

Participants

The sample comprised 260 (90.3% of 288) African American women who completed the 

primary RCT (Wilbur et al., 2016). As reported earlier, the 28 women who participated in 

the primary study but did not complete the 48-week assessment were younger and more 

active at baseline based on self-report of minutes per week of moderate-vigorous leisure 

physical activity (MVPA; Wilbur et al., 2016). The mean age of the 260 women was 53.1 

years (SD = 6.5). Just over one third were married or living with a partner (38.8%), and just 

over one third had at least one child under age 18 living in the household (36.5%). Just under 

half of the participants had a college education (49.2%). Forty-seven percent had an income 

under $30,000. Device step data were available for 180 (69%) at baseline and 48 weeks. The 
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strongest effect size for correlations between SCT constructs and physical activity was r 
= .26 for change in self-reported MVPA and 24-week outcome realizations. Given this effect 

size and a sample size of 260, this analysis’s power is .97 (Cohen, 1988).

Treatment

All women participated in in-person group behavioral meetings with 14 to 18 participants 

(Wilbur et al., 2016). There was individual time to discuss goal setting and review physical 

activity progress. The goal was to increase participants’ physical activity by at least 3,000 

steps per day (approximately 30 min of moderate-paced walking daily) over their daily 

baseline steps. Average baseline daily steps were obtained from a blocked (no data 

displayed) physical activity device (accelerometer) worn for 1 week before the first group 

behavioral meeting. Devices were unblocked for the remainder of the study, and all 

participants entered their steps weekly into an automated phone system.

Consistent with SCT, group discussion began with a short DVD to illustrate self-efficacy. It 

featured African American women demonstrating skills and sharing experiences and 

challenges while becoming more active (Bandura, 2004). African American nurse 

interventionists facilitated the discussions centered on role modeling, encouraging problem-

solving, and encouraging social support among the women. All discussions addressed 

physical activity barriers and dispelled misinformation identified in earlier focus groups 

(Wilbur et al., 2002). The discussion in the booster group behavioral meeting focused on 

anticipating barriers and handling challenges. Interventionists followed a detailed manual 

that included content and learning activities to guide meeting discussions.

Measures

Physical Activity—Physical activity was measured by a self-report physical activity 

questionnaire and accelerometer at baseline and 48 weeks. Self-reported moderate- to 

vigorous-lifestyle physical activity was measured with the Community Healthy Activities 

Model Program for Seniors (CHAMPS) questionnaire (Stewart et al., 2001). Respondents 

were asked the types of physical activities, frequency, and time spent in each activity in a 

typical week over the last 4 weeks. Six categories ranged from less than 1 hr/week to 9 or 

more hr/week, with the midpoint of each category range used to estimate time for each 

activity. Each activity had an assigned metabolic equivalent (MET) value based on the 2011 
Compendium of Physical Activities (moderate physical activity MET values > 3.0 to < 6.0 

and vigorous physical activity MET values > 6.0. Average minutes per week were calculated 

for overall MVPA. Change scores were obtained by subtracting average minutes per week of 

MVPA at baseline from average minutes per week of MVPA at 48 weeks. Prior 6-month 

reliabilities for self-reported MVPA were .76 (Stewart et al., 2001). Validity for African 

Americans was supported by correlations (0.16–0.32) with estimated VO2max (Resnicow et 

al., 2003).

Women were given a Lifecorder EX (NL2200) accelerometer (Suzuken Co., Ltd., Nagoya, 

Japan) to wear daily during waking hours. The device stores 200 days of steps and registers 

date, time, and total steps for each hour (Crouter et al., 2005). Data were screened for device 

wearing time, excluding days in the analyses that included fewer than 1,200 steps (Wilbur et 
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al., 2016). Weeks with fewer than 3 days of valid data were excluded. Mean baseline steps 

per day were obtained by summing the days with valid step data in the week before the first 

behavioral meeting and dividing by the total number of days with valid data. To obtain the 

mean steps per day at 48 weeks, steps accrued during weeks with valid data in the 4 weeks 

before the 48-week assessment were summed and divided by the total number of weeks with 

valid data. Change scores were obtained by subtracting average steps per day at baseline 

from average steps per day at 48 weeks. Validity was demonstrated by no differences 

between Lifecorder EX and ActiGraph accelerometer outputs of steps and time in various 

intensity derivations in adults (McClain et al., 2007).

Self-Efficacy—Self-efficacy was measured with a modified McAuley’s Self-Efficacy for 

Overcoming Barriers to Exercise (McAuley, 1992) at 6 weeks postbaseline to allow an 

opportunity to experience the intervention and at 24 weeks. The measure consists of 14 

items regarding confidence to overcome personal, social, work, and environmental barriers. 

Six items were modified to reflect barriers to lifestyle physical activity rather than structured 

exercise. Three additional items, specifically identified from the literature regarding barriers 

to women’s physical activity, were added: “family relationships and responsibilities,” “lack 

of encouragement from family,” and “personal safety” (Wilbur et al., 2003). The respondent 

rated her ability to continue to be physically active in the face of barriers on an 11-point 

scale from 0% (not at all confident) to 100% (highly confident). Change scores were 

obtained by subtracting average baseline self-efficacy from average 24-week self-efficacy. 

McAuley (1992) reported high Cronbach alphas (> .70) and construct validity with principal 

components analyses. The Cronbach alpha for this study was .94.

Social Support From Behavioral Group Meetings—Social support from the 

behavioral group meetings was measured with the 24-item Social Provision Scale for 

Physical Activity (Cutrona & Russell, 1987) at 24 weeks. There are four items for each of 

six social provisions, including attachment, social integration, reassurance of worth, reliable 

alliance, guidance, and opportunity for nurturance. The items are rated on a 4-point scale 

from 1 = strongly disagree to 4 = strongly agree. Following reverse coding of 11 negatively 

worded items, the items were summed for an overall score of 24 to 96. Higher scores 

indicate greater perceived social support from behavioral meetings. Cutrona and Russell 

(1987) reported Cronbach alphas ranging from .65 to .76 and concurrent validity with scores 

on the six social provisions predictive of loneliness. The Cronbach alpha for this study 

was .89.

Outcome Expectations/Realizations—Outcome expectations for physical activity 

were measured at baseline with a 14-item measure of expected changes scale (King et al., 

1989). Items are physical (shape, appetite, fitness, etc.) and psychological attributes 

(depression, anxiety, sleep quality, etc.). Respondents were asked to select the number that 

most closely corresponds to how they would expect the item to change (if at all) during the 

next 6 months due to their becoming more physically active. Items were rated on an 11-point 

scale, including “get worse” (0), “no change” (1–3), “moderate improvement” (4–7), or 

“extreme improvement” (8–10). The respondents were also asked to select the one item most 

important to them (Wilcox et al., 2006). The score ranges for physical attributes, 
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psychological attributes, and the overall measures are 0 to 10 each (Wilcox et al., 2006), 

with higher scores indicating greater outcome expectations. Cronbach alphas for this study 

were .87 for physical attributes and .92 for psychological attributes.

Outcome realizations (perceived change due to physical activity) were measured at 24 weeks 

(King et al., 1989). Respondents selected how they felt the physical and psychological 

attributes had changed over the past 6 months of the intervention (King et al., 1989). The 

items were scaled “got worse” (0), “no change” (1–3), “moderate improvement” (4–7), or 

“extreme improvement” (8–10). The realized expectations were scored in the same manner 

as outcome expectations. King et al. (1989) reported high test–retest reliability and 

concurrent validity. Cronbach alphas for this study were .89 for physical and .95 for 

psychological attributes.

According to guidelines by Neff and King (1995), participants were separated into four 

categories (Figure 1) to understand the interaction between baseline outcome expectations 

(physical, psychological, and overall benefits) and subsequently perceived outcome 

realizations after participating in the intervention: (a) disappointed optimists scored above 

the sample median on outcome expectations and below the sample median on outcome 

realizations; (b) optimistic realists scored above the sample median on both outcome 

expectations and outcome realizations; (c) surprised pessimists scored below the sample 

median on outcome expectations but above the median on outcome realizations; and (d) 

pessimistic realists scored below the sample median on both outcome expectations and 

outcome realizations.

Procedures

Institutional review board from Rush University approved the study protocol. Complete 

information related to the primary study RCT design and procedures are available elsewhere 

(Wilbur et al., 2016). Briefly, inclusion criteria were the following: (a) African American 

female; (b) ages 40 to 65 years; (c) self-reported MVPA less than three times a week; (d) 

systolic blood pressure < 160 mm Hg and diastolic blood pressure < 100 mm Hg; and (e) if 

diagnosed as a diabetic, A1C < 9. Exclusion criteria were: (a) major signs or symptoms 

suggestive of pulmonary or cardiovascular disease or disabilities that would prevent regular 

participation in physical activity, as determined by the Physical Activity Readiness 

Questionnaire (King et al., 2007); and (b) self-reported history of myocardial infarction or 

stroke. Further, women had to have a telephone and the ability to attend group behavioral 

meetings. Recruitment to the RCT targeted communities within a 2-mile radius of six 

community health care sites—each in a predominantly African American (≥ 90%) 

community, in or nearby low-income census tracts of Chicago (U.S. Census Bureau, n.d.). 

To ensure treatment fidelity, interventionists received training with a standardized manual 

and followed a second manual for intervention delivery (Wilbur et al., 2016). Table 1 

provides a timeline of the intervention and associated data collection pertinent to these 

analyses.
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Statistical Analysis

A paired comparison t-test was done to determine change in self-efficacy at 6 weeks to the 

end of the adoption phase (24 weeks). Pearson correlations were completed among social 

cognitive variables (self-efficacy change at 24 weeks, outcome realizations at 24 weeks, 

social support at 24 weeks), and change in self-reported weekly minutes of MVPA and 

change in device daily steps from baseline to 48 weeks. Hypothesis 1 was tested using a two 

stepwise theoretical hierarchical multiple regression analyses (Pedhazur, 1982) with change 

in physical activity (self-report and device) from baseline to 48 weeks as the dependent 

variables and change in self-efficacy from 6 weeks to 24 weeks, physical- and 

psychological-outcome realizations at 24 weeks, and social support from behavioral 

meetings at 24 weeks as independent variables in each model. Frequencies were used to 

describe the four-outcome expectation/realization categories. Hypothesis 2 was tested using 

analysis of variance (ANOVA) and Tukey comparisons.

Results

Independent Relationships Between Social Cognitive Variables and Change in Physical 
Activity From Baseline to 48 Weeks

At 6 weeks postbaseline, women had an average of 72.84% confidence in their ability to 

overcome barriers (self-efficacy) to physical activity, and the average declined to 68.17% at 

24 weeks (F(2,223) = 6.15 p = .014). Bivariate Pearson product-moment correlations 

revealed that self-efficacy improvement at 24 weeks was associated with higher physical- 

and psychological-outcome realizations at 24 weeks and higher social support from 

behavioral meetings at 24 weeks (see Table 2). Higher social support from group meetings at 

24 weeks was associated with higher physical and psychological outcome realizations at 24 

weeks.

Correlations of the social cognitive variables with physical activity revealed that greater self-

efficacy improvement at 24 weeks was associated with greater improvement in device daily 

steps from baseline to 48 weeks (see Table 2). However, there was no significant association 

between self-efficacy change at 24 weeks and change in self-reported minutes per week of 

MVPA from baseline to 48 weeks. There was no association between social support from 

group meetings at 24 weeks and either change in minutes per week of MVPA or device daily 

steps from baseline to 48 weeks. Higher physical and psychological outcome realizations at 

24 weeks were associated with greater improvement in self-reported minutes per week of 

MVPA from baseline to 48 weeks. However, there was no association between outcome 

realizations and change in device daily steps.

Hypothesis 1. Combined Effects of Social Cognitive Variable on Change in Physical 
Activity From Baseline to 48 Weeks

In the final hierarchical multiple regression analyses model for change in self-reported 

minutes per week of MVPA, only psychological-outcome realizations at 24 weeks were 

independently and positively associated with change in self-reported MVPA from baseline to 

48 weeks (see Table 3). Higher psychological-outcome realizations were associated with 

greater improvement in self-reported MVPA from baseline to 48 weeks. In the final model 
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for change in device daily steps, only change in self-efficacy for overcoming barriers from 6 

weeks to 24 weeks was independently and positively associated with change in device daily 

steps from baseline to 48 weeks (see Table 3). Greater positive change in self-efficacy was 

associated with greater improvement in device daily steps.

Hypothesis 2: Outcome Expectation/Realization Groups and Change in Physical Activity at 
48 Weeks

ANOVA showed significant differences between overall- and physical-outcome realization 

groups (pessimistic realist, surprised pessimist, disappointed optimist, optimistic realist) on 

change in self-reported minutes per week of MVPA from baseline to 48 weeks (see Table 4). 

Tukey post-hoc testing revealed for both overall- and physical-outcome realization groups, 

pessimistic realists had (p < .01) less improvement in minutes per week of MVPA than 

optimistic realists. For overall-outcome realizations, disappointed optimists had less 

improvement in minutes per week of MVPA than pessimistic realists. For physical-outcome 

realizations, disappointed optimists had greater improvement in minutes per week of MVPA 

than pessimistic realists. No differences were found between psychological-outcome 

realization groups on change in self-reported minutes per week of MVPA. Further, there 

were no differences between overall-, physical-, or psychological-outcome realization 

groups for change in device daily steps from baseline to 48 weeks.

Discussion

This study examined self-efficacy, group social support, and outcome expectations/

realizations in relationship to subsequent physical activity in midlife African American 

women. When SCT constructs were considered together, contrary to our hypothesis, only 

improvement in self-efficacy for overcoming physical activity barriers over the adoption 

phase of the intervention was associated with improvement in physical activity from baseline 

to 48 weeks measured by a daily-steps device. However, this is consistent with earlier 

systematic reviews that found self-efficacy to be consistently associated with improvement 

in physical activity (Mama et al., 2015; Young et al., 2014). Earlier studies tended to 

examine self-reported physical activity, but in our study, there was no association between 

improvement in self-efficacy and improvement in self-reported MVPA. We speculate that the 

device gave the women feedback on their steps in real-time; thus, there was better 

concordance between perceived self-efficacy and daily device steps than self-reported 

physical activity.

It is interesting that, at the 24-week end of the intervention’s adoption phase, women had a 

decrease in self-efficacy for overcoming barriers to physical activity. This decrease is 

consistent with an earlier study of urban midlife African American and Caucasian women 

that found women reported higher self-efficacy at the start of an intervention than at the end 

of a 24-week adoption phase (Wilbur et al., 2003). The authors speculated that high baseline 

self-efficacy reflects the optimism of women who joined a physical activity program 

specifically to become more active. When faced with the real challenges to becoming more 

active over a 24-week period, participants readjusted their confidence in overcoming barriers 

downward (McAuley & Blissmer, 2000). To address these earlier findings, the barriers 
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questionnaire in the primary RCT was administered approximately 6 weeks following the 

start of the intervention (Wilbur et al., 2016). The intent was to assure that women had time 

to experience some initial challenges. Also, the intervention content in the behavioral 

meetings focused on setting realistic physical activity goals in anticipation of setbacks in 

their ability to become more active. However, mean self-efficacy for overcoming physical 

activity barriers at 6 weeks after the start of the intervention was even somewhat higher than 

self-efficacy at baseline in the earlier study (Wilbur et al., 2003). At 24 weeks, or the end of 

the intervention adoption phase, self-efficacy was the same for both studies. Clearly, close 

attention needs to be paid to identifying women who begin to lose confidence in overcoming 

barriers after 6 weeks of being in a physical-activity program.

Contrary to our first hypothesis, perceived social support from women who participated with 

them in the behavioral meetings did not contribute to improved physical activity by self-

reported or device-measured physical activity at 48 weeks. Likewise, an earlier study 

(Brassington et al., 2002) included a measure of support from exercise classmates and found 

no association with subsequent physical activity improvement. Most studies that have 

included social support have identified the effect of support from just family and friends 

(Peterson & Cheng; 2011; Young & Stewart, 2006). It may be that social support from 

lasting familial and friend relationships contributes to improvement at 48 weeks or end of 

maintenance more than time-limited social support from the behavioral meetings.

Considered independently, both perceived higher physical and psychological outcome 

realizations at 24 weeks were associated with self-reported change in physical activity at 48 

weeks. These findings are consistent with a previous study involving older adults in which 

higher fitness- and psychological-outcome realizations were associated with subsequent 

physical activity (Brassington et al., 2002). In the presence of one another, however, as well 

as with self-efficacy, it appears that psychological-outcome realizations had a stronger 

association with self-reported change in physical activity at 48 weeks.

To consider outcome expectations at the start of the intervention in relation to outcome 

realizations (Hypothesis 2), we examined outcome expectation/realization groups regarding 

change in physical activity at 48 weeks. As hypothesized, optimistic realists—women who 

had high initial outcome expectations for overall benefits and physical outcomes with high 

perceived realizations—showed the most improvement in self-report minutes per week of 

MVPA. Also, disappointed optimists—women who had high outcome expectations for 

overall benefits and physical outcomes but low perceived outcome realizations—had among 

the lowest improvement in self-reported minutes per week of MVPA. These findings mirror 

those of an earlier study of older women (Wilcox et al., 2006). Attention should likely be 

paid to more frequent assessment of women’s outcome realizations so interventions can be 

made early when perceived expected benefits are low.

A limitation of the primary study was that participants had higher education levels than the 

median norm for Chicago (Yonek & Hasnain-Wynia, 2011). Thus, findings may not 

represent all African American women in Chicago.
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Conclusion

Our findings show that increased self-efficacy to overcome physical activity barriers and 

perceived outcome realizations following the intervention may be important intervention 

targets. A suggested next step in testing targets for physical activity interventions in African 

American women is conducting an intervention focused on realistic expectations for 

physical and psychological outcomes and more frequent self-efficacy assessments and 

perceived outcome realizations. Additional assessments could be followed by spending 

focused intervention time supporting self-efficacy for overcoming physical activity barriers 

and aligning physical- and psychological-outcome expectations with outcome realizations.
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Figure 1. 
Categorization of Outcome Expectations and Outcome Realizations
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Table 1

Timeline for Data Collection Related to Secondary Data Analyses and Intervention

Time Data collection and Intervention

Prior to intervention Measures (baseline)
Self-efficacy (administered week 6)
Outcome expectations
Physical activity (self-report, device)

Weeks 1–24 Intervention: adoption phase
 Group behavioral meetings total 5 meetings (held every 4–5 weeks over 24 weeks)
 Telephone condition (each group for behavioral meetings received a different condition)
   Personal motivational telephone calls (between behavioral meetings total 6)
   Automated telephone calls with motivational tips (between behavioral meetings total 6)
   No telephone calls
Measures (24 weeks)
 Outcome realizations
 Social support from behavioral meetings

Weeks 25–48 Intervention: maintenance phase
Behavioral meetings (one delivered at approximately week 36)
Telephone condition
  Personal motivational calls (1 call before and 1 call after the behavioral meeting)
  Automated motivational tips (total 1 before and 1 after behavioral meeting)
  No calls

End intervention Measures
Physical activity (self-report, device)
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Table 2

Correlations Among Social Cognitive Variables and Physical Activity

1 2 3 4 5

1
Social cognitive variables
Self-efficacy (change 6-weeks to 24-weeks)

2  Physical-outcome realizations (at 24-weeks) .194**

3  Psychological-outcome realizations (at 24-weeks) .212** .779**

4  Group social support at 24-weeks .203** .282** .259**

5
Physical activity
Physical activity: self-report minutes per week MVPA (change baseline to 48 weeks) .031 .255** .260** .099

6  Physical activity: device steps per day (change from baseline to 48 weeks) .288** .083 .031 −.056 .114

Note. 1 = self-efficacy, 2 = physical-outcome realizations, 3 = psychological-outcome realizations, 4= group social support. 5 = physical activity. 
Self-report: MVPA = moderate/vigorous physical activity.

**
p = .01 level (2-tailed).
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Table 3

Final Regressions of Change in Physical Activity (Self-Report, Device) from Baseline to 48 weeks on Social-

Cognitive Constructs

Variable Model physical activity self-report MVPA
a

Model physical activity device steps
b

Standardized coefficient t p Standardized coefficient t p

Constant −.452 .000 4.05 <.001

Psychological outcome realizations 24-weeks
c .26 4.300 .000 -

Self-efficacy change (6-weeks to 24-weeks
c - .28 3.674 <.001

Note. MVPA = moderate/vigorous physical activity

a
R2= .06, F(1,256) 18.49, p=<.001

b
F(1,149) 13.49, p=<.001

c
This is the independent variable retained in the final regression model using a hierarchical /theoretical regression analysis.
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