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Abstract
Although it is widely known that improving health practices decreases the risk of
virtually every disease, Black women fail to consistently practice healthy eating and
physical activity practices. Consensus in the research and exemplified in this study is to
focus on helping Black women make healthy choices for themselves, while encouraging
family and friends to make healthy choices as well.
A mixed-methods study used focus groups and surveys to examine Black women’s
experiences with healthy eating and physical activity. Women aged 18 to 45 years were
recruited to participate in the research study. Transcripts and surveys were coded and
analyzed. The mean body mass index was 29.6--defined as overweight. The mean intake
of fruit was 2.0 and the mean intake of vegetables was 1.9. The majority of the women
failed to meet the recommended moderate physical activity levels.
Facilitators of healthy eating for participants were the knowledge of the benefits of
healthy eating, the ability to preplan, family influences, and serving as a role model.
Barriers of healthy eating were the cultural practices of food preparation, the poor taste
and cost of healthy foods, and a lack of credible information of healthy eating that
specifically targets the women. Facilitators of physical activity were knowledge of the
benefits of physical activity, motivation and commitment; and serving as a role model.
Barriers to physical activity were family influences, competing priorities, and lack of
physical activity information that the women can relate to. This information will provide
the basis for generating strategies to increase healthy eating and physical activity for
Black women in Broward County, Florida.
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Introduction
Statement of the Problem
Overweight and obesity are major causes of morbidity and mortality in the United
States (Flegal, Carroll, Ogden, & Johnson, 2002; Maynard, Serdula, Galuska, Gillespie,
& Mokdad, 2006; Mokdad et al., 2003). The 1999-2000 National Health and Nutrition
Examination Survey data show that 64% of U.S. adults are overweight, with one out of
five in this group being obese (Flegal et al., 2002). Bronner and Boyington (2002)
explained that the problem has been further compounded by the National Institutes of
Health Heart, Lung and Blood Institute’s new standard for defining overweight, in that
the body mass index (BMI) cutoff point changed from 27.3 to 25.0.
Overweight and obesity occur from interrelated correlating factors of genetic,
metabolic, behavioral, and environmental factors (Stein & Colditz, 2004). However, the
basic premise is that the increase of energy consumption, decrease of energy expenditure,
or a combination of both has led to a positive energy balance that is marked by the
obesity epidemic occurring in the United States (Stein & Colditz, 2004). Trends that
contributed to the obesity epidemic include higher per capita energy availability,
increased percentage of food consumed outside of the home, greater soft drink
consumption, and increased portion sizes (Stein & Colditz, 2004).
Background and justification. Obesity is more prevalent among African
Americans than other racial and ethnic minority populations (Kumanyika et al., 2007).
Furthermore, Black women have a disproportionately higher burden of obesity (Flegal et
al., 2002; Kumanyika et al., 2007; Mokdad et al., 2003) compared with Black men. Less
than 20% of Black women compared with 33% of Black men have body weights in the
range that is considered normal (Kumanyika et al., 2007). In addition, nearly 15% of
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Black women are in the extremely obese weight range, which is equivalent to about 100
pounds of excess weight (Kumanyika et al., 2007).
Moreover, in 1998, the direct health care costs attributed to overweight and
obesity were estimated to be $78 billion (Maynard et al., 2006). According to virtually all
reports and experts, those who are overweight or obese are significantly more likely to
have diabetes, high blood pressure, high cholesterol levels, asthma, arthritis, and fair or
poor health status dollars (Maynard et al., 2006). The change in the BMI cutoff was made
to reflect the emerging evidence linking overweight to the onset of chronic diseases, such
as hypertension, diabetes, cardiovascular disease, and some forms of cancer (Bronner &
Boyington, 2002).
Furthermore, data on health status provide significant evidence of poor health
outcomes among racial or ethnic minority populations with respect to premature death
and preventable disease (Office of Minority Health, 2008). Blacks have the highest
overall mortality rate of any ethnic group in the United States (Bernard, Lampley-Dallas,
& Smith, 1997). On average, Blacks aged 18 to 84 years have higher incidence rates of
hypertension (Ashaye & Giles, 2003); diabetes (Bernard et al., 1997); cardiovascular
diseases (Centers for Disease Control and Prevention [CDC], 2000); and certain cancers
(Glanz, Croyle, Chollette, & Pinn, 2003). Although, a plethora of knowledge exists about
the importance of, and the need to adopt healthier lifestyle behaviors, Black women’s
overall health status is significantly poorer compared with other ethnic groups (Flegal et
al., 2002; Mokdad et al., 2003).
Maynard et al. (2006) explained that the costs associated with overweight and
obesity is not likely to diminish without individuals recognizing the need for change and
actively engaging in an effort to attain healthier weights. In Broward County, Florida,
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there are over 31,000 Black or African American families headed by women making up
39% of all families in the county (Department of Urban Planning and Redevelopment,
2004). In Broward County, Florida, 62% of Black women are overweight or obese and
26% report leading sedentary lifestyles (Florida Department of Health, 2007).
Deficiencies in the evidence. According to Bish, Blanck, Serdula, Kohl, and
Khan (2005), most African American women are trying to lose or control their weight.
However, the knowledge of effective weight-loss approaches primarily come from
studies among the White population (Kumanyika et al., 2007; Yancey et al., 2004). Thus,
there is a need to understand the attitudes and reasons why Black women lead sedentary
lifestyles and maintain an unhealthy diet. It is also necessary to understand the motivating
factors for Black women, who are able to maintain a healthy lifestyle through physical
activity and healthy eating in order to develop effective interventions tailored specifically
for Black women.
Research (Brownson et al., 2005; CDC, 1995; USDHHS, 2008a) showed that
healthy eating and regular physical activity lowers people’s risk for many chronic
diseases, including heart disease, stroke, some types of cancer, diabetes, and
osteoporosis. Even with the public health initiatives that have taken place over the years,
most Americans, especially Black women have high mortality from diet-related diseases
and leading overall sedentary lifestyles. The behaviors that determine weight and status
are embedded in the core social and cultural processes and environments of day-to-day
life on these populations (Kumanyika et al., 2007). Therefore, identifying effective,
sustainable solutions to obesity requires an ecological model that is inclusive of relevant
contextual variables (Kumanyika et al., 2007). Sanchez-Johnsen et al. (2004) found that
the combined effect of higher caloric and fat intake coupled with increased sedentary
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behavior and more accepting body image can serve to contribute to the higher obesity
rates among Black women. Therefore, identifying effective, sustainable solutions to
obesity requires an ecological model that is inclusive of relevant contextual variables
(Kumanyika et al., 2007).
Recommendations are to develop innovative programs that are specifically
designed to meet the needs of diverse populations because a significant difference
between recommended guidelines and what Americans actually practice exists.
Researchers (Ard, Rosati, & Oddone, 2000; Bronner & Boyington, 2002; Gans et al.,
2003; Kanders et al., 1994; Karanja, Stevens, Hollis, & Kumanyika, 2002; Kreuter et al.,
2003; Kumanyika et al., 1993; Walcott-McQuigg et al., 2002; Yancey et al., 2001) are
developing original interventions to specifically target Black women in efforts to improve
their health outcomes (blood pressure; cholesterol; glucose levels; weight). Specifically,
programs, such as the lifestyle enhancement awareness program (Walcott-McQuigg et
al., 2002) designed to target Black women, include 16 weekly educational sessions.
Weight loss for lifestyle enhancement awareness program participants was
significantly correlated with participation, with women who continued in the program
experiencing greater and sustained weight loss (Walcott-McQuigg et al., 2002). Other
health promotion programs targeting Black women include the Steps to Soulful Living
program (Karanja et al., 2002) and Baltimore Church High Blood Pressure Program
(Kanders et al., 1994). Participants in Steps to Soulful Living program, a 6-month
intervention program, and Church High Blood Pressure Program, an 8-week intervention,
experienced significant reductions in weight compared with those who failed to actively
participate. One essential implication from these programs is that participant motivation
and sustained interest significantly modifies the association between program
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effectiveness and participant improved health outcomes. Furthermore, these programs
were developed to meet the needs of Black women primarily located in other
geographical regions. Thus, developing a lifestyle modification program specifically
meeting the needs of Black women primarily living in Broward County, Florida, is
paramount to improve health among this population.
Purpose of the Study
The study is a descriptive study that utilized mixed-methods inquiry in the form
of qualitative focus groups and quantitative surveys to examine the experiences, attitudes,
and beliefs of Black women living in Broward County, Florida, as it relates to healthy
eating and physical activity. The researcher used qualitative analysis and descriptive
statistics to fully understand and appreciate participants’ perspectives. These data added
to the body of knowledge that can be utilized used by researchers to develop behavioral
interventions tailored specifically for Black women in Broward County, Florida. Specific
objectives included examining health status, practices, and readiness for change; and
identifying culturally competent, evidenced-based factors that can be utilized by
researchers for incorporation into health intervention programs specifically for the
population.
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Research Questions
Three research questions guided this study:
1. What are the attitudes and practices of Black women in Broward County as it
relates to healthy eating?
2. What are the attitudes and practices of Black women in Broward County as it
relates to physical activity?
3. What are the challenges associated with practicing preventive health measures
among Black women in Broward County, Florida?

Methodology
The major goal of this investigation is to increase understanding of the attitudes
and behaviors of Black women in Broward County regarding healthy eating and physical
activity. The data provided serve as a needs assessment that can be utilized by researchers
to develop a lifestyle enhancement health programs for Black women living in Broward
County, Florida. The study utilized the use of focus groups and surveys where each
participant took part in a focus group and completed a questionnaire.
Participants
A convenience sample method was used to recruit 40 Black women between the
ages of 18 and 45 years in Broward County from various community venues (church,
civic groups, work site). The women were invited to participate in one of four focus
groups with no more than 8 to 15 women per group. Convenience sampling was used to
allow the researcher to get an inexpensive approximation of the results without incurring
the cost or time required in selecting a random sample. Black women from various
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environments were invited to participate through circulation of fliers and word of mouth.
Women utilizing local health centers, day care centers, local stores, and selected
community-based organizations were targeted. Information about the study was
distributed to all partnering organizations. The eligibility criteria for women to participate
included (a) being aged 18 years or older; (b) self-identifying as Black or African
American women residing in Broward County, Florida; and (c) willingness to fully
participate in one of four focus groups and to complete a questionnaire within a 2-hour
period. In addition, efforts were made to ensure that women were recruited from various
age groups to ensure that women of child-bearing age were incorporated into the study as
well.
Instruments
Focus group discussion guide. Focus groups are a standard tool in market
research that is employed by health researchers to obtain qualitative information for
developing and testing health interventions and messages (Patton, 2001). Focus groups
enable information to be collected based on the perceptions, beliefs, and values of a
group’s participants and are particularly well-suited to in addressing cultural
characteristics that impact on a population’s health status (Calderon, Baker, & Wolf,
2000).
The facilitator followed a focus group guide with a standard introduction and
opening question, discussion topics, and probes, although the order of discussing the
topics varied across the focus groups that was developed by the facilitator researcher (see
Appendix A). The focus group discussion guide included questions about knowledge of
physical activity and healthy eating, personal views and experiences surrounding physical
activity and healthy eating, and solutions for improving physical activity and healthy
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eating. Each focus group discussion was audio-recorded and notes were taken on key
issues that arose during the discussion.
Quantitative questionnaire. The purpose of completing the questionnaires as a
part of this research was to be able to accurately describe the target population. The
questionnaire measured health status, healthy days (health-related quality of life), health
care access, exercise, diabetes, hypertension awareness, cholesterol awareness,
cardiovascular diseases prevalence, asthma, tobacco use, demographics, fruit and
vegetable intake, physical activity, emotional support and life satisfaction, and women’s
health in a 65-item instrument as outlined by questions posed in the BRFSS. Based on the
CDC Web site, data and materials produced by federal agencies are in the public domain
and may be reproduced without permission. However, the CDC (2008) requests that any
published material derived from the data acknowledge CDC’s BRFSS as the original
source.
The BRFSS is the largest telephone survey system that measures health
conditions and risk behaviors in the United States. According to the CDC (2008), there
have been nearly 20 different studies that have examined the reliability and validity of the
BRFSS. According to the CDC, the most comprehensive BRFSS validity and reliability
study was conducted by Nelson, Holtzman, Bolen, Stanwyck, and Mack (2001). Nelson
et al. reviewed and summarized more than 200 reliability and validity studies of measures
on the BRFSS and studies with measures similar to those on the BRFSS. The measures
that determined both high reliability and validity were current smoker, blood pressure
screening, height, weight, BMI, and several demographics. Moderate measures of
reliability and validity on the BRFSS as determined by Nelson et al. were last
mammography received, clinical breast exam, sedentary lifestyle, intense leisure time
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activity, and fruit and vegetable consumption. In conclusion, Nelson et al. determined
that most of the questions on the core BRFSS questionnaire were at least moderately
reliable and valid, and many were highly reliable and valid. Furthermore, a study,
examining test-retest reliability of a survey designed to measure physical activity and its
correlates among women from a diverse racial and ethnic group, explained that test-retest
reliability is not an obstacle to the comparison of associations between physical activity
and several hypothesized correlates of activity (Evenson & McGinn, 2005). Specifically,
Evenson and McGinn (2005) collected reliability information from an 8.0% sample of the
4,122 women who completed the Women and Physical Activity Survey, which used the
BRFSS module on moderate and vigorous physical activity portion of the survey. The
same data were collected from seven different sites. In total, 344 women participated,
14.5% were White, 23% were Latina, 53.5% were African American, and 8.7% were
Native American (Evenson & McGinn, 2005).
Procedures
This study utilized a mixed-methods design where each participant took part in a
focus group and completed a questionnaire (see Appendix B) to understand the attitudes
and practices of Black women in Broward and to articulate the barriers and challenges
that are associated with preventive health practices, such as healthy eating and physical
activity. It was also necessary to understand the motivating factors for Black women,
who are able to maintain a healthy lifestyle through physical activity and healthy eating
in order to develop effective interventions tailored specifically for Black women. Thus,
this needs assessment will be used as a guide for those that would like to improve health
disparities amongst this population. Each focus group discussion was facilitated by a
research professional with training and experience in conducting focus groups and
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qualitative data analysis. The facilitator followed a focus group guide with a standard
introduction and opening question, discussion topics, and probes, although the order of
discussing the topics varied across focus groups. Focus group discussions included
knowledge of physical activity and healthy eating, personal views and experiences
surrounding physical activity and healthy eating, and solutions for improving physical
activity and healthy eating. Each focus group discussion was audio-recorded, and notes
were taken on key issues that arose during the discussion.
Focus groups were held at Nova Southeastern University. Respondents were
offered a $40 gift certificate incentive for participation in the 2-hour focus group session.
This study was conducted with the approval of the Nova Southeastern University
Institutional Review Board. Respondents were offered a brief break with light
refreshments approximately half way through the discussion. During the focus groups,
respondents were asked to only use first names in the context of their discussions so that
individuals were not identifiable in the resulting transcripts and participants were not
asked about any information that pertained to public health identifiers. Furthermore, the
transcription did not the include names of the participants. There was no mechanism for
matching as names were not used in any of the transcripts that were generated during the
formative research. After each focus group, participants were asked to complete a
questionnaire. Due to the use of the mixed-methods methodology, questionnaires were
completed at the end of focus group component to minimize the possibility that items on
the questionnaire would influence how respondents discussed topics during the focus
group. For the questionnaires, individuals did not write their names directly on the
questionnaire. All data were secured in a locked fireproof file cabinet (i.e., tapes,
transcripts, questionnaires, and other records). Only the researcher had access to the files.
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The $40 Publix gift cards were provided to respondents and participants provided a
signature with no other identifying information; therefore, researchers did not link the
incentives to actual study participants and, therefore, the confidentiality of the
participants was not jeopardized.
Data Analysis
Qualitative. Data collected from the focus groups was analyzed, according to
procedures outlined in Patton (2001). Data were reduced by examining key ideas, words,
phrases, and recommendations to formulate possible intervention messages. The analytic
approach that was primarily employed was content analysis based upon the techniques
recommended by Patton. Once a structure was agreed upon among the members of the
analysis team, the data were coded and the codes were entered into Atlasti, a qualitative
software package. The data analysis team consisted of two people who were trained in
the data analysis methodology being utilized. Each focus group transcript was read
carefully for the purpose of creating a coding structure that provided a meaningful
framework to capture respondents’ attitudes, beliefs, and experiences. Next, the analysis
team identified the codes that were relevant to each research question and analyzed the
data separately by research question and come together to review the coded material as a
team. The process involved reading the coded text and identifying salient themes that
were relevant to each research question. After this process, the findings that were
assessed and agreed upon by both members were collected and blocked quotes and text
were entered into a computer software program to generate output for analysis. Coding
was an iterative process and evolved over the course of the initial data reduction.
Quantitative. The survey data were entered using Statistical Package for the
Social Sciences, Version 17, and analyzed using descriptive techniques to describe the
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population. Each health status, healthy days (health-related quality of life), health care
access, exercise, diabetes, hypertension awareness, cholesterol awareness, cardiovascular
diseases prevalence, asthma, tobacco use, demographics, fruit and vegetable intake,
physical activity, emotional support, and life satisfaction and women health were
included. Variable analysis was completed and organized in groups and frequencies to
examine trend detection and to assess consistency comparisons. Furthermore, variable
frequencies were tabulated and corresponding percentages were calculated as well. All
data were then stored, according to Institutional Review Board guidelines.
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Results
Black women residing in Broward County, Florida, participated in the research,
which included qualitative and quantitative research methods. A total of 40 women
participated in one of four focus groups where each group varied in size with a minimum
of 7 participants and the maximum of 13 participants. In addition, all 40 women
completed surveys as a part of the quantitative research methods.
This chapter is divided into four sections where formative results are reported in
Sections 1 through 3 and quantitative results are reported in Section 4. Section 1 includes
analysis of the first research question (What are the attitudes and practices of Black
women in Broward County as it relates to healthy eating?), Section 2 includes analysis of
the second research question (What are the attitudes and practices of Black women in
Broward County as it relates to physical activity?), and Section 3 includes analysis of the
third research question (What are the challenges associated with practicing preventive
health measures among Black women in Broward County, Florida?). Quotes are the
participant’s spoken words are verbatim (transcribed). Section 4 consists of the
quantitative survey results, which includes demographics, health status, and outcomes,
including access, behaviors, physical and mental status; and life satisfaction.
Attitudes and Practices of Black Women in Broward County Related to Healthy
Eating
Understanding the attitudes and practices of Black women related to healthy
eating is an important aspect of summarizing the needs of this population. The following
describes the facilitators as well as, some of the women’s views on healthy eating that
were presented from the focus group data.
Knowledge of health benefits. Personal knowledge served to facilitate healthy
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eating as an overall health benefit for many of the women. The women in the study
demonstrated an awareness of healthy eating and sought to implement them. Two
participants spoke of their efforts to choose healthier options:
I see in myself the healthier options that I choose. Because I see our people dying
from things they can prevent just by what they put in their mouth. So that’s why
I’m so passionate about not eating certain things. And maybe I will reward myself
every now and then. But I am very conscious just because I have lost close people
to me because of such a disease from eating. If you just ate better. Just what you
put in your mouth. And it’s a simple decision.
I think, for me, one of the reasons I’m starting, slowly gradually to eat healthier. I
got to a point I’m going to be 30 in a year, and I was just like, eventually, I’m
going to have kids. Eventually, I want to do certain things. And I started thinking
about my body--not just for me but for the future.
Other participants felt that the lack of knowledge of the health benefits of healthy eating
also influences the overall behaviors of Blacks. Those participants’ responses follow:
I think that’s one of them. We don’t culturally know what to eat properly. And
then we don’t know what’s considered eating properly or healthy. There’s so
much more to making conscientious choices about what you should consume and
what you shouldn’t consume. And a lot of people just don’t know what to eat.
There’s more to eating properly than salad, carrots, and tuna. And there are so
many more options.
Nutrition is huge. I think that too has to do with gaining an education, because we
don’t know. Like she said, you can still eat some of the great things; it’s just what
you put into them, and how you can take out some of the things that aren’t
necessities or don’t make the food taste great, and replace them with healthier
options. I think that, within our culture, this is something we truly do lack.
Because in the past, we could only get those things that were fatty and more
wholesome, so they could sustain us throughout the day.
Thus, some participants felt that a lack of education also influences behavior for Blacks.
Modeling healthy eating. Some of the women expressed that they engaged in
healthy eating practices to serve as a model for their family. Three women provided
examples of how they have made healthy changes:
Even with my kids, I just wash a tomato, and say here. You have to start them
early. Because they do what they’re accustomed to.
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Because it’s not just about me. My husband’s 40. I have to show him. My kids see
me prepare stuff. I don’t fry anything. And I told them why. And they see it.
They’re learning it. They’re being raised that way. I’m happy about that.
But a lot of times you can do it yourself. I had to say, if I get a loaf of bread, it’s
the same price as the bagel thins. Put the bread back, and get the bagel thins. The
kids’ll eat it. Put some peanut butter or whipped cream or something on it to make
them eat it. I buy Kool Aid and just put less sugar in it. And put ice in it and crush
it up like an icey. They drink it down. So you really have to be creative. Cause I
want to do it, but I want my kids also seeing me do it. I can’t believe they’re
eating sugar-free jello. I’ve seen them eating it more than me.
One participant wanted to instill in a daughter that the daughter can enjoy food and
exercise with overly focusing on placing restrictions of what the daughter eats.
Because in raising my daughter, I want her to not feel like she has to diet or she
has to be restricted in anything she eats. She can enjoy food and love food and
exercise and enjoy exercising and be active in all of that.
Preplanning. Another facilitator to Black women’s participation in the practice
of healthy eating is their ability to plan and prepare meals in advance. One participant
described how that individual prepares meals for the week and also discussed how
preparing those meals can save money:
But you have to say, I’m going to do this. Like on Sunday, I make all my meals
for the week. That’s my lunch and my dinner, and I just pack it in a Tupperware
bowl, put it in the refrigerator, and I just take that to work. It also helps you to
save money; if you talk about how much money you’re paying to stop for your
Starbucks or your stop for your Burger King for a croissandwich and stuff.
Another participant stated that the act of preplanning meals is a way to breakdown
barriers to healthy eating and provided an example of one technique that individual used:
But the way that I know is the best way to beat down some of these barriers is
preplanning. And it is my crock pot. I cook. I know somebody says they cook on
Sunday for the whole week. I tried that. But that’s a lot. But what I do is I make
one big something, say the meat--I make a chicken. If I make a chicken, I’m
going to cook three chickens on Sunday instead of just one. And that way, we’ll
have Sunday chicken, and then Monday we’re going to have chicken tacos. And
then Tuesday we’re going to have chicken egg rolls, or chicken salad. I’m going
to transform that chicken so many times in a week. And they won’t even know.
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One participant described how preplanning meals benefits the participant personally in
ensuring that weight is maintained and provided a benefit to the family as well:
Preplan. When I leave in the morning, I have my breakfast, my lunch, and my
snack. I know I like this. I know I like that. I have it ready for me so I don’t have
to stop or pick up anything. It takes time. I have to get up a little bit earlier to pack
my lunch but it’s for me. When I think about it, it’s for me. It’s going to keep me
where I want to be as far as my weight goes. I’m going to be happier at the end of
the day that I didn’t fall off the wagon. I know that I’m going to have something
in the refrigerator that I can prepare real quick for the family because it’s not just
about me.
Family influences. Some of the women expressed that their family served as a
role model for healthy eating practices. One participant described how that individual’s
mother emphasized nutrition and health in the home, another participant provides another
example of how the mother influenced that participant’s portion sizes, and a third
participant noted that witnessing family and friends suffer as a consequence of poor
eating also influences the need to make better choices:
I agree and say it’s not majority either, but also the education that your family has
about nutrition and what you see within your family. So I would have to say, my
mom is a PE teacher so it’s a little bit different. She’s going to have an emphasis
on nutrition and health, exercise and things of that nature, and not living such a
sedentary life.
But one of the things my mother liked, she incorporated in my eating habits, is
that even though you have this big plate, you don’t need to fill your plate up with
everything and try to get it on. And it’s starting to really transfer to my entire life.
I remember when I go to a buffet; I can only eat meal and a salad. You’re
thinking, I want to get this and that. I have to really learn, I don’t need all of that,
and know when you can cut off. Just because your food’s there doesn’t mean you
have to finish it.
I guess we’ve seen relatives and friends suffer through bad eating; that triggers
within us so maybe I’ll do things a little bit differently.
Attitudes and practices of Black women in Broward County related to
physical activity. Understanding the attitudes and practices of Black women related to
physical is an important aspect of summarizing the needs of this population. The
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following sections describe the views of the facilitators as well as some of the women on
physical activity from the focus group data.
Knowledge of health benefits. Personal knowledge served to facilitate physical
activity as an overall health benefit for many of the women. One participant noted that
more Blacks are engaging in physical activity for the overall heath benefits, two
participants noted the reasons why they personally engage in physical activity, and the
finally two participants noted that the purpose of physical activity is to benefit an overall
healthy lifestyle:
Because I find more African American people want to exercise, go to the gym.
You seen it everywhere. To me, I think, African Americans are trying maybe not
to lose it but to stay in shape, just for their health.
I’m eating much healthier and doing a lot of exercise because I have other health
issues.
I personally engage in fitness activities and eating healthy. I like statements like
the one I heard you make before. I’m trying not to gain the weight; I’m trying to
take control of my weight. I’m trying to stay healthy. And, because there are so
many diseases associated with being overweight, I’m trying to safe healthy. It’s
definitely cheaper to stay healthy. So I definitely engage in exercise and eating
healthy. I feel better. I think I look better if I weigh a good weight and I’m not
overweight. So that’s why I do it.
I think it’s about understanding that you need to be healthy from head to toe. It’s
not just because you’re a certain size, a certain frame, being heart healthy, healthy
cholesterol no matter what size you are. Just knowing the whole person needs to
be well. Exercise--not to lose weight. Exercise is not to benefit, it’s just an overall
lifestyle, a healthy lifestyle, just to live.
But at the end of the day, I want to live a long, healthy life. Because where I sit
and what I experience, I see people whether it be the very, very wealthy. Because
no matter how much money you have; if you don’t have good health, it means
nothing. So for me, my mindset is being changed because I want to make it to that
end stage of life and to make it there with health.
Motivation and commitment. Many women expressed the inner desire and
commitment necessary to engage in physical activity. Some women expressed that their
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lack of motivation and commitment is their reason for not engaging in physical activity.
Comments from two participants follow:
Laziness. Sometimes you just don’t feel like going. You know that it will help
you. Of course, you know that it will benefit you but sometimes (motivation-maybe I’ll say motivation instead of laziness) you just don’t feel motivated to go.
Oh, I got to do that. Assert yourself. You’ve worked all week, and you’re just
tired sometimes.
I think it has to do with motivation. Every morning, my mind tells me I’m going
to get up and work out. But it never happens. I have the desire but, by nightfall,
I’m like, I didn’t do it today. I’ll do it tomorrow. And tomorrow comes, and it
never happens. So I have the desire, but the motivation is not there. Okay, passing
by the mirror. That’s motivation. But it’s not motivation enough.
Motivation and commitment also served as a motivating factor for the women who
engaged in physical activity. One participant does not allow excuses to be made for not
engaging in physical activity and two other participants stated one has to commit and not
make excuses for not engaging in physical activity:
You have to want to do it. That’s the first thing. You have to want to do it and
then you have to say, I’m not going to make excuses for not being able to do it.
I’m not going to do anything of that nature. Even though I would love to sleep
in--goodness knows I would love to sleep in, I have to make sure I get up.
Because there’s no other time.
If we can’t get out of our own way sometimes, we can progress and meet our
goals. Just stop making excuses. Set aside a time each day: This is a time that I’m
going to the gym.
I think that honestly overall it’s just a commitment to an overall lifestyle change.
As you were saying, walking more. Whether or not you’re going to go to the gym,
not making excuses as to whether or not, you can get there. Again, overall, it’s
just commitment. That was my shift for myself.
Modeling Physical Activity
Some of the women expressed that they engaged in physical activity to serve as a
role model for their family. The first participant noted that that participant’s child is
cognizant of what physical activity is and even inquires about whether or not the child
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can engage in it. This participant further explained that an awareness of physical activity
growing up a child was not the same as the child’s present awareness. Another participant
described how that mother engaged the children in physical activity. The third participant
explained that personal physical appearance served as a motivator for that individual’s
engagement in physical activity. Their comments follow:
I think it’s really big that we--I have small children; I’m not sure who else. But
we use those words around our girls, our kids now. Because that is huge.
Mommy, did you exercise today, and she’s Age 3. And yes it gets on my nerves.
Why are you in my business? No, I didn’t exercise today, because that’s usually
when I’m upset. But it’s important that she knows the word, knows it’s important,
knows that mommy and daddy are doing it together. We do it pretty much every
day with a rest day on the 7th day, and we encourage her to do it, too. So it’s not
like she needs to go sit on the couch and watch us. Come out here. Let’s do this. I
didn’t grow up like that.
And I think that’s what presents a lot of barrier for a lot of people. For me, I don’t
call it exercise. I’m just going outside for a walk. Come guys, get--not in my
house. Nobody sits in front of the TV for hours in my house. Come on. Get up,
get outside, go shoot some basketball, and then come back in and get your
homework done. I just don’t call it exercise in my house at all. But I don’t allow
my kids to be sedentary at all and sit in front of the TV for hours. No way. Not in
my house.
I started walking and losing weight. And I messed around and walked past the
mirror and really liked what I saw 1 day. I thought, okay. I’m going to make sure
I’m always . . . I like. That feeling just made me feel so good, to just happen walk
past and catch a glimpse, and actually like what I saw. I want to always walk past
a mirror and like what I see. That what drives me. I want to put my clothes on and
I want them to look like they do in the magazine. I want that. And if that what
drives me to go the gym.
Challenges of preventive health measures for Black women in Broward
County. While there are many facilitators to Black women’s engagement in preventive
health measures, such as healthy eating and physical activity, there are also barriers and
challenges that influence the preventive health measure for these women. The following
sections will explore the challenges that were presented from the focus group data.
Knowledge of the BMI. Some of the women in the group were knowledgeable
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about the BMI measurement as an indicator to describe the differences between normal
weight, overweight, and obesity amongst the population. One participant explained how
the BMI is calculated: “They’re measuring the BMI. And they consider, because I’m 5’5.
They go by your height, and then you’re weight. I’m supposed to be 144 pounds.”
Another participant noted that while, understanding the utility of BMI is
important, it is important also to incorporate how you personally feel about your
appearance. However, the majority of the women expressed concern over using the BMI
as a measurement tool. One woman noted that, based on the measurement of the BMI
measurement, that individual’s ideal weight would make that person too small. Another
woman explained that that individual would be considered overweight or obese based on
personal BMI calculations; however, that individual feels that the calculations are not
taking into consideration all factors that are involved in the calculations of weight. Their
comments follow:
At same time, I understand that carrying too much weight leads to lots of other
problems. So I think that for us, for Black women, we have to find a balance
between what we think looks good and how we carry ourselves and our
appearance, but then also understanding the BMI, understanding eating, and
understanding the charts and how to read them. That it does make sense and it
means something. But just a balance . . . a middle.
I think the perception of being a woman is different among different cultures. For
5’9,” I’m supposed to be 170 pounds. And I feel like if I were 170 pounds, I’d be
this small. So it varies among different cultures. I really don’t think being or
following a certain standard is healthy for everyone across the board. That’s just
what I’m feeling.
One of the things that I find interesting is that when we talk about weight, whether
it be 10 pounds of fat and 10 pounds of muscle weighs the same. So at the end of
the day, when we’re talking about the number that is associated with the weight,
we’re not taking into account all of those factors. As a Black woman, not born in
this country, and having traveled outside this country where you see women who
in this country would be considered overweight and even obese. Because when I
look at the same BMI measurements, I am supposed to be borderline obese.
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While most of the women are aware that the BMI is a measurement for weight,
several women who felt that BMI could not measure the overall health of a person. One
woman explained that BMI could not be the sole measure for determining health.
Another woman felt that it would not be healthy based on a personal ideal weight BMI
calculation:
That’s more important, besides BMI numbers, certainly, I think it’s critical for us
to take a look at all the other indicators. What’s our blood sugar level? Our
glucose level? Our blood pressure? Those are the numbers to me that are really
critical. Which invariably if we pay attention to those things, then if there is
poundage we need to lose in terms of fat, we’ll do that. If that’s our focus.
When we see these numbers and charts and what the doctors say. I’m 5’9,” and
they want me to weigh 140. That’s ridiculous. I wouldn’t even want to weigh that
much. And if you’re saying that’s what I need to weigh in order to be healthy,
then I disagree. This is unhealthy. But then at the same time, I understand that
carrying too much weight leads to lots of other problems. So I think that for us,
for Black women, we have to find a balance between what we think looks good
and how we carry ourselves and our appearance, but then also understanding the
BMI, understanding eating, and understanding the charts and how to read them.
Black women’s overall attitude about their appearance. Many of the women
in the group expressed that culturally Black women do not want to appear thin. The
women expressed that being thin is not attractive in the Black community. One
participant noted that Black women do not want to look skinny. Other participants
expressed that it is more acceptable for Black women to have fuller figures because that
is what Black men are attracted to. On the other hand, a few women in the group
expressed that, due to the cultural norm of what is considered attractive, they always
wanted to gain weight. Four participants’ comments follow:
I think our culture and the perceptions that we have a lot of to do with it. We
don’t want to look rail thin. That’s not attractive to us. We don’t want to look
skinny.
I think it’s more socially acceptable. Whether it’s true or false, I think it’s more
acceptable for Black women to have bigger hips and butt because Black men like
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us that way. So I think as a culture, some of our men are more attracted to an
obese woman. And we think of obese as something we see in a television show or
[on a person], but in reality, a lot of people are obese by the BMI index. So I think
it’s sociably more acceptable based on how we look. And we have this huge
market that’s created for jeans that fit a small waist and huge hips.
I agree with that too, that fuller figure tends to be more attractive on a woman of
color. And people do feel that there is a need to have that fuller figure to attract
the opposite sex. It’s not always the case, for many of us, but it is the perception.
Contrary to the norm, I’ve spent the better part of my life wanting to gain weight.
I’m from a culture where fuller figure is considered more attractive.
Black women’s overall attitude about their personal weight. The majority of
the participants expressed that they were not pleased with their current weight and many
expressed that they were actively attempting to make a change in their weight. Two other
participants explained that they were working on making healthier choices to achieve
their ideal weight. One participant noted that, even though weight had been lost, that
individual still had more weight to lose.
I’m not happy with my current weight, but I am happy that I’m doing something
about it. With doing something about it comes all the energy and appreciating the
better food choices that I need.
I’m not happy with my weight. I am working to progressively get more off and
become more healthier.
I am very disenchanted with the size that I am. I have a weight goal in mind. And
I yo-yo. I go up and down. But I do get up and go out. I am becoming more
conscious of my food choices. So I’m glad to be on the track of working on it. But
I haven’t gotten to where I would love to be as yet.
I’m really trying to lose 20, 30 pounds. I don’t have a major problem with my
weight, coming from where I was before. I’m alright. But I am trying to lose. If I
could lose 20, maybe 30 pounds, I’m fine.
Some participants were concerned about how their clothes fit and their personal
health issues. One participant noted that, at the present weight, that individual could not
wear the clothing of choice. Another woman explained not being happy with that
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individual’s weight and personally realized that the weight is contributing to personal
health issues.
I don’t like the way I can’t wear the clothes I want to wear. I also don’t like not
being healthy with this weight. So that’s one of the reasons I’ve been working out
a lot.
I’m not pleased with my weight. I definitely have got some health concerns about
high cholesterol. And losing weight would be one of the ways I could accomplish
that. I also know I’m not able to function at my best at the weight I am at. So that
for me is the driving piece. I want to be off meds, and I want to be able to
function a lot better. And I know I have to be able to lose some weight to be able
to do that.
There were women who expressed that, while they were content with their current
weight, they had concerns about their overall health. One woman was concerned about
personal heart health. Another woman expressed a desire for more energy. Still another
woman explained that that individual was not healthy. Their comments follow:
Because over time I’ve learned that it’s really not the weight. It’s the way my
body feels at the current weight I’m at. I would prefer to be healthier, and I’ve
known a healthier me. And I don’t know that it’s particularly my weight but with
regard to my exercising. I don’t feel that my heart is working at its best. There’s a
lot of things I think I could change not only in my diet but in my exercise.
I’m fine with my weight. I just need more energy. I need to get back on the
bicycle of actually exercising. Because I find that I’m more lethargic and I don’t
feel as good overall. I like to be able to get up and go instead of dragging.
I can say that I like my weight. I’m good with the weight that I am now. My
health is a different issue. I don’t too much like my health, even though I think at
a good weight. And that’s only because, like I said, the high blood pressure is
hereditary. But if I could just get rid of that one thing, then I would be good.
Black women’s overall views about support partners. The participants
suggested that having support partners that they could depend on would assist them with
the motivation needed to participate in physical activity. Some women explained that a
support partner would be helpful. One woman believed that support from friends and
family could assist. Some of the participants’ comments follow:
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I guess motivation--having someone to keep you going. Having a partner or
someone. If you don’t have it, it’s just you.
Having a workout partner, like a group of your friends. We’re going to designate
this day for 1 hour or 45 minutes of working out.
So that’s what we do. And then we call each other. Because we have to work out
at 5:30 or 6 in the morning because of our work schedules. Who wants to get up
that early in the morning? You call each other and you keep calling until they pick
up the phone. Come on, let’s go. Let’s go, 30 minutes, and then we come back.
You need that from your friends and your families, for sure.
However, there were also just as many participants who felt that support partners
are not effective in motivating them to exercise. Some participants explained that support
partners could also serve as a nonmotivator for engaging in physical activity:
I was at the gym. I met a girl. Yeah, we’re going to keep each other going. Start
getting; can’t make it today. Got this going on. And then I found myself saying,
uh, and stop going. After my friend stopped going, I stopped going. I’m waiting
for a friend to get me wanting to start exercising again.
I can say, I started out with two partners, maybe three partners, and what
happened was, that 1st week, we were on it. Then Monday came up the next
week. One of them said, Girl, I ain’t going to be able to go today, but you all go
on, and I’m going to catch up with you all tomorrow. Then the other one called: If
she ain’t going, then I had something else to do, so we can all go Tuesday. And
then that leaves me and the second person. And, then, Tuesday, somebody else
backs out. And then it’s like I’m going by myself. So for me, when I do it, I just
have to make up in my mind. I’m going by myself. Not with my home girls, who
are going to fall by the wayside. And just do it. Because everybody’s busy.
Everybody has a different schedule. Even some people say they’re going to start
on Monday. Monday comes, they find everything else to do. They never show up.
When I started with a group, your fitness levels don’t match. I find myself
working out with someone. I’m just talking. And they’re working out. I’m not
really doing anything. It’s not intense for me. I left my one friend on our walking
journey. I had my iPod on. I looked back, poor girl had to be a mile or so back,
and I didn’t realize it because I got in my zone. It ends up being girl talk, and
you’re having fun, but you don’t end up burning any calories, or at least not
enough to call it a workout. So that’s the problem that I have with partners. I love
being with my friends, hanging out. But it’s not exercise.
Family influences as a barrier to physical activity for Black women. Many of
the women stated that family influences could serve as a barrier to physical activity
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engagement. One woman noted that you did not see your relatives engage in physical
activity; therefore, physical activity is not seen as a priority. Others explained that
families often equate physical activity with losing weight and, therefore, discourage you
from participating in physical activity. One participant’s mother told the participant that
the participant did not need to work out to lose weight. The participants’ comments
follow:
It’s seen as a chore, as something like taking a shower. We see it kind of like that.
And, to me, it falls on our behavior. You don’t see your mother working out or
your other relatives working out. We saw them clean, do all of that. But if we
didn’t see them working out, then it’s not a priority.
And they say to their friends and their family: Oh yeah, I’m thinking about
working out. Why? You don’t need to work out. You don’t need to lose any
weight. So I think it’s not the thought process of, I need to, my heart rate. I need
just to make sure that I’m getting that daily activity. What are you doing? You
don’t need to do anything.
My mom would tell me to eat more. Going to the gym--what are you going to the
gym for? You’re already skinny. That’s the things my family would say. Why are
you still going to the gym? You don’t need to go to the gym.
Historical aspects surrounding healthy eating and physical activity. Women
in the group expressed that culturally, Blacks have not typically engaged in healthy eating
practices and physical activity practices, which negatively influenced present health
practices. Two participants explained the cultural aspects of poor eating while another
discussed the lack of support for education that has been passed down. Another
participant described a personal experience in the lack of physical activity influences that
individual experienced while growing up. Four of the comments from the participants
follow:
That lack of education or just lack of history--it’s not something we grow up
doing or that’s within our family so that, over time, we know the importance of
education or how essential it is to being able to keep healthy. So you get rid of
that first if you don’t have time in your schedule.
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I think a lot of that is cultural. We cook poorly and that’s a learned behavior, also.
So culturally, we have always eaten poorly.
I think also we have to take into consideration our culture. I grew up on ribs and
macaroni and cheese and collard greens and ham hocks and corn bread. Like
breakfast for me wasn’t cereal. I started eating cereal as an adult. I had country
ham and grits. We have to take that into consideration, too. For the most part, I
know we as Black people sometimes we’ll sit down and say, this doesn’t have
enough seasoning. Or she didn’t use enough pork. We make these choices. And
sometimes they’re subconscious because of the way we grew up. My momma
cooked with bacon. So we have to take that into consideration as well and not go
into this blindly. We need to think that maybe they are on to something because of
our food choices--just be honest.
I think that within our culture that’s something we truly do lack [education].
Because in the past, we could only get those things that were fatty and more
wholesome, so they could sustain us throughout the day.
I didn’t grow up like that. If it wasn’t for taking dance 4 hours a day or being part
of this company or that company, I wouldn’t do any physical activity. In fact, the
knowledge then was, I had asthma, so you need to go sit down. You don’t need to
play, you don’t need to do this. But it wasn’t taught to me. I think you made that
point. I wasn’t raised to keep moving. It’s more trying now to get my parents to
exercise.
On the other hand, many of the women also noted that there have been some
positive shifts that are changing the current health practices of Blacks in a positive
manner. One participant noted the change in the practice on engaging in physical activity.
However, some women also felt that there are some negative aspects that have influenced
the health practices of Blacks and some positive shifts that have occurred. One participant
spoke of more Black women participating in cosmetic surgery procedures. And another
noted society’s influence on physical activity. Some comments of participants follow:
To me, I think, African Americans are trying maybe not to lose it but to stay in
shape, just for their health. Just for health reasons. But I think what I’m seeing
now and, certainly for me, it’s a paradigm shift that’s happening. People are
beginning to understand that there’s movement that’s needed. As a people, as a
culture, and whether it be that we’re Black, we need movement because our
sedentary lifestyle is going to cost us.
I think it’s changing, but in a very negative way. I see a lot of Black women doing
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plastic surgery. Being encouraged to take off their hips through liposuction, do
breast lifts. I was told, it would be so nice if you would lift your breasts or do
augmentation. I don’t want to do stuff like that. So I think it’s changing a lot in a
negative way. Because you don’t have to do stuff like that to make yourself
beautiful.
I think society tells most people to exercise. You see it on TV, you see
magazines--everybody’s small. People are like--I want to look like that. And the
only way I’m going to do it is to exercise and not eat. I have a very good friend
and she’s very weight conscious. Looking at her, she looks healthy, and she’s not
overweight or anything, but for her personally, she thinks I have to look like what
everybody else looks like in these magazines, so I have to work out.
Competing responsibilities as a barrier to physical activity. Competing
responsibilities also serves as a barrier for the women’s lack of engagement in physical
activity. Many of the women expressed that their daily schedules were too full to allow
for planned physical activity. They expressed that their own need to engage in physical
activity was not a priority due to the other duties that they were required to perform.
Another woman explained the guilt that that participant felt when taking any personal
time. Another woman noted that societal pressures regarding time are an influence as
well. Participant comments follow:
You get home after 8 hours. You pick up the kids. You make dinner. Where do
you factor in exercise in all of that? So that’s another challenge that we face.
Don’t know that it’s particular to colored women or it’s just in general.
We go to work, go to school, homework with the kids, and, the next time, I turn
around it’s 8 or 9 o’clock. Who wants to eat at that time of night? So you want to
try to get as fast as I can, get everybody fed by 6 o’clock, one section, done deal
versus cooking. Because everybody can’t do that. Everybody can’t cook every
day or cook a meal for the week.
Schedule an hour, sometime during the week. Give me an hour for me time where
I can just sit, prop my legs, and polish my nails. I feel guilty. Like you said, the
guilt, the remorse. I should be washing clothes. I should be ironing.
In today’s society, everybody is like, how much can you get done in your 24
hours? I can do more in my 24 hours than you can. And so you’re trying to get so
much done. Kids, housework, career. Some of us are students and mothers and
full-time employees. It takes time. We’re not rich already. We can’t all do meals
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in 30 minutes. Thirty-minute meals by Rachel Ray that she doesn’t even eat. You
can’t really prepare a meal in the time that you have to eat. It’s difficult to eat
healthy.
Appearance as a barrier to physical activity. Some women expressed that
personal appearance issues also serve as a barrier to physical activity engagement. One
woman explained personal experiences on the issue. Another woman described that the
personal need to wear certain attire to engage in physical activity. Some of their
comments follow:
Hair. I think for Black women, especially, it comes down to hair. I think that has
to be the largest barrier. Although we can go to the gym and we can sweat and we
can have a great time, it’s not as easy for us to just go home and wash and dry. So
I think that, oftentimes, at least for me, I would have gone to the extremes of
cutting my hair off completely just so I can get into it. Or bring my hair back, all
the time. So it’s very hard to work with the texture of our hair and stay physically
fit. It’s like you have to give up one to have the other. Or wear a weave or a wig.
I’m natural [hair that is not processed with chemicals] and I’m already fighting
this humidity with my hair. And it’s selfish ‘cause I use my hair as an excuse [to
not participate in physical activity].
I think something else that’s really superficial, you might kill me for saying this,
but I like cute exercising clothes. I’m serious. When I go put on some old riding
pants with a stain on it, I do not want to go out and walk. I remember in the past,
when I was getting ready to start a fitness routine, I want new shoes. And I want
something that’s really going to support me. And I want to match when I put it on.
And if it’s not, I’m less likely to get up in the morning and put it on.
That’s true though. I think African American women need different things. I need
a longer shirt. I do not want to be walking on the treadmill and my shirt is
creeping up and this thing is hanging up. Because what you wind up doing is
spending more time pulling down this thing and you’re less likely to finish this
program that you set. You’re so consumed with what people are seeing. And even
more so, the shorts are a big problem. I don’t want to have to [open my back] and
pull them out every couple of seconds. I need shorts that fit me. So if we can
focus off of image and more so, I’m so serious, these are things that happen. You
get so sidetracked. Okay, now, I’ve got to, but I can’t move my arm, because the
tank top is rolling up like this. It’s ridiculous.
Cost as a barrier to healthy eating. Women also expressed that costs serve as a
barrier to healthy eating. One woman described that unhealthy eating is the cheaper way
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to go. Participants’ comments follow.
It’s more expensive. When you make the change and you’re trying to change your
diet, when you’re buying all these fruits and all of these vegetables, it’s very
expensive.
It’s expensive to eat healthy. It seems like the junk is what’s affordable, so that’s
what people go for.
It’s cheaper to not eat healthy. You can go to the dollar menu and get full, but
when I think about a meal that’s eating properly, it’s expensive. It really is.
It really is. They have the Whole Foods Supermarket. How many people can
afford to go to the Whole Foods Supermarket? Eating healthy starts right there in
the supermarket aisle, and you decide what you pick up and put in your cart. And
some of those best things are the more expensive things in the supermarket.
Taste as a barrier to healthy eating. Many of the participants expressed that the
taste of healthier foods were not necessarily appealing and, thus, it could serve as a
barrier to healthy eating. One participant also agreed that it did not matter how healthy a
particular food is--if it did not have an appealing taste, that participant would not be
eating it
And the taste. Maybe if more things that were healthy had a little more taste to it.
That’s an appealing taste, that more people would want it.
I think about what she said about the taste, I don’t really eat a lot of healthy foods
because of the way they taste.
So that’s one of my major barriers, along with all the other ones we talked about.
But for me, the taste. It has to taste good or I’m not going to want to eat it. I don’t
care how healthy it is.
Sources of information for Black women on healthy eating and physical
activity. Sources of information on healthy eating and physical activity varied for the
women in the group. Some women sought healthy eating and physical activity
information from their health care providers. One woman stated that the family doctor is
a source of information. Others felt more comfortable with health care providers that
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were easy to relate to; one woman had a Black health care provider who was a good
source with an ability to relate culturally. One woman noted a physician who is holistic is
a good source for information. Some of the women in the group discussed trusting their
instincts as a source of information on making choices about healthy eating and physical
activity. Another woman described the necessity of having the ability to understand what
is right and what is wrong from the information available. Some participants’ comments
follow:
I was comfortable with talking to my family doctor.
Having a doctor that you can relate to. My primary care physician is actually from
the islands. The good thing about my doctor, being from the islands is that she
doesn’t always resort to medicine. She tries a lot of home remedies and natural
things.
It’s really important to go based on what the doctor says, and it helps to have a
doctor that is African American. They can relate.
Part of it is knowing your body and, like she said, what will work for you.
Because what may work for someone else might not work for you.
So I think we’ve always heard different things. It’s just what’s best for us.
Because what’s good for her may not be good, because my body and my
metabolism is totally different than hers.
Back to the original question, I trust instincts. I listen to the radio. I listen to the
TV. I read print media. But then I relate that to what I know, right or wrong.
Some women also expressed that they were unclear of whom to go to for the best
source of information regarding healthy eating and physical activity. Although, the media
also serves as a source of information for Black women, women in the group expressed
that there were not many images of Blacks in the media in general and there is the lack of
media influence on healthy eating and physical activity targeted towards Blacks. Some
comments of participants follow:
But I don’t know who I would go to for solid information that could really
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educate. I don’t know who to go for that purpose. Because I think that
accountability is a huge thing. And I think that sometimes when we go to people,
they want to just throw back at us, do this and do this and do this and don’t
explain.
And I really didn’t pay much attention to it until I had my daughter. And you start
to search for role models, and search for who she’ll be able to see herself in on the
television, and really it’s hard to find someone else on television that really is in
the same image that we are. It creates this, disconnect. It’s hard to find who you
are and be able to feel good about yourself, because you don’t see many people
who have that. So you get into that role of trying to lose weight and lose that butt
and lose these hips and those types of things in order to be in the same image as
what we see on television.
Because there’s something that I noticed, when I’m sitting and watching
television, especially shows that are targeted towards us, I don’t see many PSAs
[public service announcements] or commercials that are targeted towards us that
are healthy. We’re getting the unhealthy commercials or the PSAs that are
focused on HIV and AIDS. Which, yes, that’s something in our community, but I
don’t see many PSAs about, you should eat this many times a day, and there’s
someone who looks like me on the screen. Until that changes, we definitely
should share more with one another. Until my kid, or if I’m watching television,
see someone who’s looking like me saying, you should eat this each day, you
should do this type of activity each day.
Others in the focus groups felt that Black women in the media are larger in size
when compared to other women portrayed in the media. On the other hand, some women
felt that the media is trying to appeal to a broader audience and they see more media
portrayals of fuller figure women of all ethnicities and races. Ultimately, the media
served as source of information regarding healthy eating, physical activity, and setting the
standard for acceptable physical appearance for many women in the group. Another
participant described a personal experience with the media and how it influences that
individual’s physical activity engagement. Participant comments follow:
Even in movies where women of color are portrayed, it’s typically a fuller figured
person. Even the movie Precious. I mean Precious is a real voluptuous lady,
woman. And when our kids look at that, that’s what they see for colored folks.
And you, on the other hand, maybe lighter skinned or Caucasians, Hispanic,
they’re slimmer people. So it’s what they see on there. But I know what we are
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seeing on the television is that the people who get key roles. They’re usually
fuller figured people.
On television, I would say that the Dove campaign is working to try to bring up
different sizes of women. When I open a magazine now, I’ll see a fuller figure
woman in a bra and underwear doing a Hanes commercial, or something to that
effect. So I think there’s certain companies that are working on changing the
image of what’s acceptable or what’s beautiful. It may not be everyone, because
the money is still what drives it. But there are companies out there that are trying
to say, a fuller figure woman is just as beautiful as a toothpick.
A lot of people also depend on--it’s funny--like TV shows, The Biggest Loser,
and stuff like that. I guess being that it’s visual, and they can actually see it
happening over a certain amount of time. It kind of makes them want to do it as
well. I guess that’s why the whole marketing thing, selling videotapes, or
whatever the thing may be. I think if people can see it done and get a routine or a
plan, and they can actually see it, and it’s easy for them to find. Cause it’s on TV,
which is probably something they’re sitting in front of anyway.
I like the clothes I see in magazines. I like the way the models look. I like that.
And I want to look like that. So I always watched what I eat for the most part . . .
Looking at magazines, they got me. Yeah, I know those girls are air brushed. I
know it. But I still want to look like that. I’m guilty of that. That’s one of the
reasons why I exercise.
Quantitative Analysis
The health status, healthy days, health-related quality of life, health care access,
exercise, diabetes, hypertension awareness, cholesterol awareness, cardiovascular disease
prevalence, asthma, tobacco use, demographics, fruit and vegetable intake, physical
activity, emotional support and life satisfaction and women’s health were analyzed for
participants.
Age, race, and ancestry ethnicity, marital status, and number of children in
household. In Table 1, the results of the responses to the participants’ age, ancestry and
ethnicity, marital status, and number of children are displayed. All (100%) of the
participants answered that Black or African American was the race that they identified
with. When asked if the participants were Hispanic or Latino, 93% answered “No.” When
asked where each participant was born, 78% answered that they were born in the United
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States, while 22% answered that they were foreign born.
Table 1
Responses to Questionnaire of Participants’ Age, Ancestry and Ethnicity, Marital Status,
and Number of Children

Category

Count

Percentage

Age
18-24 years
25-34 years
35-45 years

2
23
15

5.0
57.5
37.5

Ancestry and ethnicity
Central or South American
Sub-Saharan African
West Indian
Other

2
6
19
8

6.0
17.0
54.0
23.0

Marital status
Unmarried couple
Never married
Separated
Divorced
Married

1
20
1
5
13

2.5
50.0
2.5
12.5
32.5

Children in the household
0
1
2
3
4

23
3
8
4
2

57.5
7.5
20.0
10.0
5.0

Education, employment status, household income, health status. In Table 2, a
summary of the participants’ responses to education, employment status, household
income, and health status are provided. When asked about how they view their general
health, 26% selected “very good,” 51% selected “good,” while only about 15% chose
“fair.”
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Table 2
Responses to Questionnaire of Participants’ Education, Employment Status, Household
Income, and General Health Status
Category

Count

Percentage

Education--highest grade completed
High school
Some college
College graduate

2
13
25

5.0
32.5
62.5

Employment status
Unable to work
Student
Homemaker
Out of work for more than 1 year
Self-employed
Employed for wages

1
1
1
1
1
35

2.5
2.5
2.5
2.5
2.5
87.5

Household income
Less than $25,000
Less than $30,000
Less than $50,000
Less than $75,000
$75,000 or more

6
2
12
9
8

16.22
5.41
32.43
24.32
21.62

Health status--general
Excellent
Very good
Good
Fair
Poor

2
10
20
6
1

5.0
26.0
51.0
15.0
3.0

When asked how many days during the past 30 days was your physical health not
good, 34% answered “none,” 56% answered “between 1 and 9 days,” and 11% answered
“more than 9 days.” When asked how many days during the past 30 days was your
mental health not good, 43% answered “none,” 46% answered “between 1 and 5 days,”
and 12% answered “between 10 and 30 days.” When asked how many days during the
past 30 days did your physical or mental health keep you from doing normal activities,
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62% answered “none,” 24% answered “between 1 and 3 days,” and 15% answered “4 or
more days.”
Health care access. The majority (90%) of the participants have health care
coverage. Moreover, 50% of the participants have more than one health care provider,
while 42% have at least one health care provider. When asked, in the past 12 months, was
there a time when you needed to see a doctor but could not because of cost, 82% selected
no and 18% answered yes. When asked how long has it been since your last routine
checkup, 68% responded that they have had a routine checkup “within a year,” 30% have
had a routine checkup “within 2 to 5 years,” and only one person reported never had a
routine checkup.
BMI. The BMI calculations were done on 38 women who provided both their
weight and height. BMI ranged from 21.0 to 58.0 with a mean BMI of 29.6, which is
considered overweight. Furthermore, current weight versus a change in weight a year ago
was assessed; the mean weight gain for the women was 6.8 lbs. The majority (66%)
answered, “No,” when asked if the change in weight intentional?
Exercise and physical activity. The majority (73%) of the participants answered
that they did participate in physical activity during the past month. When asked, “When
you are at work, which of the following best describes what you do?,” 88% spend most of
their time mostly sitting or standing. When asked, “Do you in a usual week participate in
moderate activity for more than 10 minutes at a time?,” 80% of the participants answered,
“Yes.” The mean days per week of moderate activity for participants was 3.3 days per
week. The median time spent participating in moderate physical activity for the
participants was 35 minutes. When asked, “Do you in a usual week participate in
vigorous activity for more than 10 minutes at a time?,” 62% of the participants answered,
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“Yes.” The mean for days per week of vigorous activity for participants was 2.5 days per
week. The median time spent of participating in vigorous physical activity for the
participants was 30 minutes.
Diabetes. The majority (79%) of the participants answered that they have not
been told by a doctor that they have diabetes. A total of 8% answered that they have been
told by a doctor that they are diabetic. Thirteen percent answered that they had diabetes
during pregnancy, have been told by a doctor that they are prediabetic, or have borderline
diabetes.
Hypertension awareness. Seventy-eight (78%) answered that that they have not
been told by a doctor that they have hypertension, 15% answered that they have been told
by a doctor that they have hypertension, while 7% answered they have been told by a
doctor that they were hypertensive during pregnancy or that they are borderline high or
prehypertensive. When asked if they are currently taking medicine for high blood
pressure, the majority 82% answered, “No,” while 18% answered, “Yes.”
Cholesterol awareness. Eighty-six (86%) of participants have had their blood
cholesterol checked while 14% have not had their blood cholesterol level checked. When
asked, “How long has it been since you had your blood cholesterol checked?,” 59% had
their cholesterol checked with the past year, 23% have had their cholesterol checked
between 2 to 5 years or more, and 18% did not know or had never had their cholesterol
checked. When asked, “Have they ever been told by a health professional that their blood
cholesterol was high?,” 79% answered, “No,” while 21% answered that they have been
told by a health care professional that their blood cholesterol is high.
Cardiovascular disease prevalence. When asked, “Has a health care
professional ever told you if you had a heart attack?,” 100% answered, “No.” A total of
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98% of the participants answered, “No,” when asked have they ever been told if they had
angina or coronary heart disease the majority. Further, 100% of the participants
answered, “No,” when asked of they have ever been told they had a stroke.
Asthma. Participants were asked, “Has a health professional ever told you of that
you have asthma?” Participants included that 75% answered, “No.”
Tobacco use. When asked, “Have you have smoked at least 100 cigarettes in your
lifetime?,” 93% answered, “No,” while 7% answered, “Yes” or “Don’t Know.” When
asked, “Do you smoke cigarettes everyday, some days or not at all?,” 100% of the
participants answered, “Not at all.” When asked, “How long has it been since you last
smoked cigarettes regularly?,” 83% answered, “Never,” and 15% answered, “Never
smoked regularly.” When asked, “Do you currently smoke chewing tobacco, snuff or
snus?,” 100% answered, “Not at all.”
Emotional support and life satisfaction. When asked, “How often do you get
the social and emotional support you need?,” 38% of participants answered, “Always,”
and 50% answered, “Usually” or “Sometimes,” and 12% answered, “No.” When asked,
“How often in the past 30 days did you feel nervous?,” 23% responded, “All of the time,”
19% answered, “Some of the time,” 53% answered, “A little of the time,” and 24%
answered, “None of the time.” When participants were asked how often in the past 30
days they had felt hopeless, 31% answered, “a little of the time” and “some of the time,”
and 69% answered, “None of the time.” When the participants were asked if they had felt
restless or fidgety during the past 30 days, 7% answered, “Most of the time,” 25%
answered, “Some of the time,” 35% answered, “A little of the time,” and 33% answered,
“None of the time.” Participants were asked how often they felt depressed?: Two percent
answered, “Most of the time,” 12% answered, “Some of the time,” 18% answered, “A
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little of the time,” and 68% answered, “None of the time.”
When asked, “How often in the past 30 days do you feel that everything was an
effort?,” 5% answered “All of the time,” 28% of the answered, “Some of the time,” 35%
answered, “A little of the time,” and 30% answered, “none of the time.” When asked
“How often in the past 30 days do you feel worthless?,” 13% answered “a little of the
time” or “some of the time” while 87% of participants answered “none of the time.”
Women’s health. When asked, “Have you ever had a mammogram?,” the
majority (62%) of participants answered, “No,” while 38% answered, “Yes.” When
asked, “How long has it been since your last mammogram?,” the majority 63% have
“Never” been, 18% have been “within 1 year,” and 12% have been “within the past 2
years.” When asked, “Have you have ever had a pap test?,” 98% of the women answered,
“Yes.” When asked how long has it been since you had a pap test, 73% replied, “Within
the past year.”
Facilitators of healthy eating for participants were the knowledge of the benefits
of healthy eating, the ability to preplan, family influences, and serving a role. Barriers of
healthy eating were the cultural practices of food preparation, the poor taste, the cost of
healthy foods, and a lack of credible information of healthy eating that specifically targets
the women. Facilitators of physical activity were knowledgeable of the benefits of
physical activity, motivation and commitment, and serving as a role model. Barriers to
physical activity were family influences, competing priorities, and lack of physical
activity information that the women could relate to. Overall, the study participants were
from a highly educated, middle-class sample of Black women. However, the women in
the group did not meet the recommended guidelines on fruit and vegetable intake (see
Table 3) or regular physical activity. Thus, the information generated from this study can
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provide the basis for generating strategies to increase healthy eating and physical activity
for Black women in Broward County, Florida.
Table 3
Fruit and Vegetable Intake of Participants

Intake type

Mean intake per day

SD

Sample size

Fruit juices

1.1

1.2

32

Fruit

2.0

1.4

32

Green salad

1.7

1.9

28

Potatoes

0.8

0.9

23

Carrots

0.6

0.8

23

Vegetables

1.9

1.5

30
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Discussion
This chapter discusses nutritional and physical activity practices, attitudes, and
practices of Black women related to healthy eating and physical activity, and challenges
of preventive health measures among women who participated in the research study.
Study strengths and limitations are also discussed. Lastly, aspects of healthy eating and
physical activity attitudes, practices, and challenges that participants shared have
significant implications in the development of effective interventions tailored for Black
women.
Nutritional Practices
Understanding the nutritional practices of participants is relevant because there is
evidence that poor diets are a contributing factor in obesity (USDHHS and U.S.
Department of Agriculture, 2005). The mean intake of fruits was 2 per day and the mean
intake of vegetables was 1.9 per day for women who participated in the research study.
Thus, the majority of group participants were not consuming five or more fruits and
vegetables per day. Studies have shown a strong association between fruit and vegetable
intake and a lower risk for chronic diseases (USDHHS and U.S. Department of
Agriculture, 2005). According to the Dietary Guidelines for Americans (USDHHS and
U.S. Department of Agriculture, 2005), consumption of at least 5 servings of fruits and
vegetables per day should occur.
Meal preparation was also discussed among the women. For some, preplanning
was the key to their ability to engage in healthy eating. Preplanning served as a way to
ensure that participants remained on track by engaging in healthy eating but it also served
as a way to save money and time. Specifically, poor eating habits are a major
contributing factor in the onset of obesity and other chronic diseases (James, 2004).
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Attitudes and Practices Related to Healthy Eating
Nutritional attitudes and practices play an important role in determining food
behavior (Jordan et al., 2008). Specifically, during the focus groups, many of the women
were cognizant of what poor eating entailed and many shared that they were actively
working on making healthier choices. For some women in the group, healthy eating
practices served as way to model to their families on the importance of eating healthy.
Family roles were also influential in women’s attitudes toward engaging in healthy
eating. Some of the women provided examples of how their family members personally
served as role models on ways to engage in healthy eating. Others in the group discussed
how the results of their families’ poor eating habits now serve as a facilitator to the
women’s personal engagement in healthy eating to avoid similar health consequences.
Physical Activity Practices
Regular physical activity, fitness, and exercise are vital for the health of all people
(USDHHS, 2008a). Studies have illustrated that people benefit from regular physical
activity and it has been proven to reduce morbidity and mortality from many chronic
diseases (USDHHS, 2008a). For substantial health benefits, the USDHHS (2008a)
recommended that adults should exercise for minimally (a) 150 minutes a week at
moderate intensity aerobic physical activity, (b) 75 minutes a week of vigorous-intensity
aerobic physical activity, or (c) an equivalent combination of moderate- and vigorousintensity aerobic activity. The median time spent of participating in moderate physical
activity for the participants was 35 minutes. The median time spent of participating in
vigorous physical activity for the participants was 30 minutes. Therefore, the average
focus group participant was not spending the recommended amount of time on moderate
or vigorous physical activity.
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Attitudes and Practices Related to Physical Activity
During the discussion, personal attitudes of the health benefits of physical activity
served as a facilitator for many of the women who were trying to maintain their weight
and trying to maintain health. Many of the women were clear that the purpose of physical
activity for them was for the health benefits and not for the purpose of losing weight. For
most of the women, motivation and commitment was a vital component in the
engagement of physical activity. In a study exploring African American women’s
experiences and attitudes toward physical activity between the ages of 35 and 50 years
both knowledge of the benefits of physical activity and commitment also served as a
facilitator for the women who engaged in physical activity (Nies, Vollman, & Cook,
1999). Serving as a role model for their families was also expressed as a facilitator for the
engagement in physical activity by the women; women described how their children will
benefit from knowing the importance of physical activity as well as their children’s
participation in physical activity. Thus, the findings of this research study are consistent
with the literature.
Perception of Weight and Body Image
Preventive health measures, such as healthy eating and physical activity, can be of
great benefit to avoid the onset of many chronic diseases. Due to the increased prevalence
of obesity among Black women, it is important that one has a clear understanding of the
challenges that prevent women from engaging in preventive measures, such as healthy
eating and physical activity. BMI is a measure used to indicate weight and is calculated
by using both weight and height.
Obesity is defined as having a BMI that is greater than or equal to 30.0 (Florida
Department of Health, 2007). The term overweight is defined as having a BMI ranging
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from 25.0 to 29.9 and is calculated based on height and weight (Florida Department of
Health, 2007). The mean BMI for the women who participated in the research study was
29.6, which is considered overweight. During the discussion, some of the women were
knowledgeable about the BMI measure but also expressed that they were convinced that
BMI was not an accurate tool for Black women. Many of the women expressed that the
BMI just provided a number but was not an indicator of how healthy a person is.
Furthermore, many of the women expressed that they knew what their BMI was and
indicated that they were considered either overweight or obese by the measure. However,
while the women expressed that they were considered overweight or obese, they did not
seem to identify themselves as either overweight or obese when comparing themselves to
others. This may hold true because there is stigma associated with the terms overweight
and obese. Furthermore, many women in the group clearly articulated that they did not
have a desire to be “thin” or “small” and expressed that being “full-figured” was
attractive in the Black culture. Thus, although women in the group may be overweight or
obese, they are less likely to perceive themselves as overweight. This finding is
consistent with Hawkins, Tuff, and Dudley’s (2006) findings that in spite of
psychological characteristics, dieting practices, and fitness goals, 90% of the women
were satisfied with their current appearance.
In addition, in a study by Yates (2000), the current standards of beauty and health
for Black American women have roots in West African traditions and continue to impact
Black women’s body perceptions and weight. For example, among West African culture,
overweight women have historically held high self-esteem, where being overweight was
an indication that the family had more resources and, thus, was a sign of wealth (Yates,
2000). According to Yates, overweight women were perceived as attractive and thin
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women were perceived as unattractive. Also, in a review of the literature, Meshreki and
Hansen (2004) found that Black men have a preference for women of larger body size
compared to White men.
In another study, Kumanyika, Wilson, and Guilford-Davenport (1993) explored
weight-related perceptions of Black women who attended health department clinics or
were employed by a health and human services agency using survey methodology. In the
study, awareness of obesity-related health risks was high. Lastly, approximately 40% of
moderately and severely overweight women considered their figures to be attractive or
very attractive, which served as an indication of a relatively positive body image
(Kumanyika, Wilson, and Guilford-Davenport, 1993).
On the other hand, when posed with the question, “How do feel about your
weight?,” the majority of the women expressed that they were “not happy” with their
weight. Equally, important is that those who expressed that they were “not happy” with
their weight also noted that they were actively working on making a change.
Challenges of Preventive Health Measures
The factors found to be a challenge for practicing to preventive health measures
were related to healthy eating were the cultural practices of food preparation, the poor
taste and cost of healthy foods and a lack of credible information of healthy eating that
specifically targets the women. Many expressed that there is a lack of education that
exists among Black women that has been passed down from previous generations.
Moreover, the women in the group expressed that poor eating habits are a result of the
cultural aspects of food preparation. The women expressed that the cultural aspects of
Black’s eating patterns directly influences behavior. Traditional Black food preparation
practices, such as frying and adding fat to vegetables have been cited as a major concern
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in the dietary health of Blacks (Yates, 2000). One of the challenges of changing food
preparation techniques and patterns among Blacks is that these practices are often linked
to culture (Airhihenbuwa & Kumanyika, 1996). James (2004) explained that nutritionrelated attitudes and behaviors are usually established early in life and are largely
determined by cultural, psychosocial and socioeconomic influences.
Other barriers to the engagement of healthy eating included the taste and cost of
healthier foods. Some of the women expressed that taste overrides the nutritional value of
foods that they consume and many expressed that healthy eating is more costly than
unhealthy eating. In a study by James (2004), the poor taste of healthy foods and the
expense of healthy foods were also identified as a barrier that influenced the food choices
and dietary intake among African Americans.
The factors found to be a challenge for practicing to preventive health measures
were related to physical activity were family influences, competing priorities, and lack of
physical activity information that the women could relate to. Women expressed that
physical activity was not something that was modeled in their homes while growing up
and, therefore, the act of engaging in physical activity was seen as a something new for
them to engage in.
Many of the women expressed receiving messages from family that physical
activity is for those that are trying to lose weight and, therefore, questioned the
participants’ engagement in physical activity. In a study by Baturka, Hornsby, and
Schorling (2000), which explored body image in rural Black women, many participants
spoke of the encouragement that they received from family members to not lose weight
and, in some cases, felt pressure to gain weight.
Competing priorities were also identified as a challenge to engaging in preventive
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behaviors. Many women in the group expressed that responsibilities, such as work,
school duties, and household duties, outweighed their own needs and some even
expressed guilt when taking time for themselves. As a result, physical activity is not a
priority. Nies et al. (1999) also found that competing priorities was a barrier to engaging
in physical activity for the women in their study. Additional barriers that influenced
physical activity engagement included issues with how to maintain hair after exercise as
well as wear specific clothing when attending the gym that allows the women to appear
acceptable while working out and ensure that the participant was exercise without feeling
self-conscious.
Another challenge that was presented was a lack of confidence in how to obtain
credible and reliable information on healthy eating and physical activity, applicable to the
women’s specific needs. The women discussed that, while they do receive information on
preventive health measures via health care providers, the Internet, television, magazines,
and radio, they felt that messages are not specifically tailored towards them. Moreover,
messages women received were not focused on healthy eating and physical activity. The
participants expressed that they wanted to receive information from people who they
could relate to. Some examples of people that the women could relate to in messages of
preventive health measures included health care providers, who were Black and people
who are not celebrities. In fact, women in the group adamantly expressed that, even
though they do have access to some sources of information, they still primarily utilize
their instincts and intuition to process information that they receive. In essence, women
felt that everyone is different and that they, ultimately, know what works best for them.
The findings have several implications for behavioral interventions that can be
developed to promote the engagement of healthy eating and physical activity for Black
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women. The results suggested that health promotion efforts should not solely focus on
healthy eating and physical activity knowledge because the majority of the women are
aware of what is recommended. Rather, efforts should focus on assisting women with
overcoming the challenges that affect personal engagement in healthy eating and physical
activity. Environmental changes include increasing work site health promotion,
increasing access to affordable healthy food options, and creating reliable and valid
educational resources that are tailored specifically towards women, and using messages
and messengers that the women can relate to. Messages must include practical examples
for improvement that can assist Black women in making positive, lifelong health
changes. In addition, interventions must be adaptable to address and fully accommodate
for the many roles as wife, mother, sister, friend, employee, student and civil member.
What is obvious is that Black women are aware of what a healthy lifestyle entails, such as
eating healthier and participating in more physical activity. As a result, implementing
practices that are effective and sustainable for improving the health status and outcomes
of Black women is required.
Limitations
One limitation of the study, as with all studies, was the use of self-reported
information. Black women provided information regarding their eating practices, exercise
levels, and readiness to change. Given the methodology, these self-reports were not
independently or objectively verified.
Another limitation of the study was the potential that the focus group setting
contributed to participants engaging in socially desirable responding. Although the
researcher explained that the specific purpose of this study was to understand attitudes,
beliefs, and experiences, participants more than likely perceived the overall purpose of
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the study, which was to positively impact preventive health measures. Although the
moderator worked hard to create a neutral atmosphere that respected all views, it was
unclear to what extent respondents felt pressured to make positive statements surrounding
healthy eating and physical activity.
Additionally, this study was limited to a sample of Black women in Broward
County, Florida. The intent of this study was not to generalize findings to Black women
in other locales. However, these findings contribute to the knowledge of the attitudes,
beliefs, and experiences of a particular group of individuals with the goal of developing
intervention messages that positively influences the health of Black women in Broward
County, Florida.
One strength was that this study participants were highly educated, middle-class
sample of Black women, a group traditionally understudied. The fact that the results were
from Black women, who have high levels of education and income, makes the findings
less likely due to the traditional reported barrier of socioeconomic status.
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Discussion Guide for Focus Groups
As you know, the purpose of this study is to learn more about your views and
experiences with physical activity and healthy eating. But before we get to those
issues, I wonder if you could tell me what you think the major issues are
surrounding physical activity and healthy eating.
1. Opening Question
a. What are the major barriers to physical activity? What are the major barriers
to healthy eating?
b. Why do you think people who engage in physical activity and health eating do
it?
c. Why do you think we’re even talking about physical activity?
d. Why do you think we’re even talking about healthy eating?
2. Views regarding Nutrition/Exercising
a. What do you think about the statement that, “the majority of Blacks are
obese”?
o Do you agree with this statement?
o Disagree with this statement?
o Why?
b. Tell me about your personal thoughts on physical activity and healthy eating.
o What is your opinion on physical activity and healthy eating?
o How did you develop that belief?
o How does this belief fit with your current life style?
o How much have you discussed your view on physical activity and healthy
eating with your family, friends?
3. Knowledge of Physical & Healthy Eating
Now I’d like to go around the room and have each person tell me what you know about y
physical activity and healthy eating. I’m not looking for more than a few sentences here.
a. What’s the purpose of physical activity?
b. What’s the purpose of healthy eating?
c. Who benefits from physical activity?
d. Who benefits from healthy eating?
e. Where would you go to get more information on physical activity and healthy
eating?
f. Who would you go to for more information on physical activity and healthy
eating?
4. Personal Thoughts/Experiences Surrounding Physical Activity and Healthy
Eating
a. What are your thoughts about your weight?
o Is this something you think about?
o If so, how often?
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b. What are your thoughts about healthy eating?
o Is this something you think about?
o If so, how often?
o What does healthy eating mean to you?
o What is your favorite food?
c. What are your thoughts about physical activity?
o Is this something you think about?
o If so, how often?
o What does physical activity mean to you?
o What type of physical activities do you enjoy most?
5. Solutions for Improvement
a. What would you want to see in a lifestyle program designed to meet Black
women’s needs, challenges and strengths for healthier living? For example,
o What should be included about better eating habits?
o What should be included about physical activity?
o What type of eating activities would you want to take part in?
o What type of physical activities would you want to take part in?
o What are some incentives to make you definitely take part?
o How often would you want to meet with the group?
o Would you take part in a buddy or partnering system?
b. Is there anything else that you would like to share with the group about your
thoughts on physical activity and healthy eating?
c. Do you have any questions for me?

59

Appendix B
Participant Questionnaire

60
Health Status
1. Would you say that in general your health is?







Excellent



Very Good


Good


Fair



Poor


Don’t know/Not Sure








Healthy Days: Health Related Quality of Life
2. Now thinking about your physical health, which includes physical illness and injury, for how many
days during the
past 30 days was your physical health not good?
Number of Days

















None


Don’t Know/Not Sure


3. Now thinking about your mental health, which includes stress, depression, and problems with
emotions, for how
many days during the past 30 days was your mental health not good?
Number of Days

















None


Don’t Know/Not Sure


4. During the past 30 days, for about how many days did poor physical or mental health keep you
from doing your
usual activities, such as self-care, work, or recreation?
Number of Days

















None


Don’t Know/Not sure
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Health Care Access
5. Do you have any kind of health coverage, including health insurance, prepaid plans such HMOs,
or governmental plans such as Medicare?

Yes 

No 


Don’t Know/Not Sure

6. Do you have one person you think of as your personal doctor or health care provider?


Yes, Only One 

More Than One 



No 




Don’t Know/Not Sure

Health Care Access
7. Was there a time in the past 12 months when you needed to see a doctor but could not because of
cost?


Yes 

No 

Don’t Know/Not Sure

8. About how long has it been since you last visited a doctor for a routine checkup? A routine check
up is a
general physical exam, not an exam for a specific injury, illness or condition.






Within past year (anytime less than 12 months ago)
Within past 2 years (1 year but less than 2 years ago
Within past 5 year (2 years but less than 5 years ago)
Don’t Know/Not sure
Never

Exercise
9. During the past month, other than your regular job, did you participate in any physical activities or
exercises such
as running, calisthenics, golf, gardening, or walking for exercise?


Yes 

No 

Don’t Know/Not Sure
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Diabetes
10. Have you ever been told by a doctor that you have diabetes?






Yes
No
Yes, but told only during pregnancy
No, pre-diabetes or borderline diabetes
Don’t Know/Not Sure

Hypertension Awareness
11. Have you EVER been told by a doctor, nurse, or other health professional that you have high
blood pressure?






Yes
No
Yes, but told only during pregnancy
Told borderline high or pre-hypertensive
Don’t Know/Not Sure

12. Are you currently taking medicine for your high blood pressure?


Yes 

No 

Don’t Know/Not Sure

Cholesterol Awareness
13. Blood cholesterol is a fatty substance found in the blood. Have you EVER had your blood
cholesterol checked?


Yes 

No 

Don’t Know/Not Sure

Cholesterol Awareness
14. About how long has it been since you last had your blood cholesterol checked?







Within past year (anytime less than 12 months ago)
Within past 2 years (1 year but less than 2 years ago
Within past 5 year (2 years but less than 5 years ago)
5 or more years ago
Don’t Know/Not sure
Never

15. Have you EVER been told by a doctor, nurse, or other health professional that your blood
cholesterol is high?


Yes 

No 

Don’t Know/Not Sure
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Cardiovascular Disease Prevalence
16. Has a doctor, nurse, or other health professional EVER told you that you had any of the
following?
A. (Ever told) you had a heart attack, also called myocardial infarction?


Yes 

No 

Don’t Know/Not Sure

B. (Ever told) you had an angina or coronary heart disease?


Yes 

No 

Don’t Know/Not Sure

C. (Ever told) you had a stroke?



Yes 

No 

Don’t Know/Not Sure

Asthma
17. Have you been told by a doctor, nurse, or other health professional that you had asthma?


Yes 

No 

Don’t Know/Not Sure

18. Do you still have asthma?


Yes 

No 

Don’t Know/Not Sure

Tobacco Use
19. Have you smoked at least 100 cigarettes in your entire life? (5 packs = 100 cigarettes)


Yes 

No 

Don’t Know/Not Sure

20. Do you smoke cigarettes every day, some days, or not at all?
3 Every day 2 Some days 1 Not at all 0 Don’t know/Not sure

21. During the past 12 months, have you stopped smoking for one day or longer because you were
trying to
quit smoking?


Yes 

No 

Don’t Know/Not Sure

Tobacco Use
22. How long has it been since you last smoked cigarettes regularly?










Within past month (less than 1 month ago)
Within past 3 months (1 month but less than 3 months ago)
Within past 6 months (3 months but less than 6 months ago)
Within the past 5 years (1 year but less than 5 years ago)
Within the past 10 years (5 years but less than 10 years ago)
10 years or more
Never smoked regularly
Don’t Know/Not Sure
Never
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23. Do you currently use chewing tobacco, snuff, or snus every day, some days, or not at all? (Snus,
Swedish for snuff, is a moist smokeless tobacco, usually sold in small pouches that are placed
under the lip against the gum)


Every Day


Some Days



Not at All




Don’t Know/Not Sure

Demographics
24. What is your age?





18-24

25-34

35-45

Demographics
25. Are you Hispanic or Latino?


Yes 

No 

Don’t Know/Not Sure

26. Which one or more of the following would you say is your race?



Black or African American
Other____________________

27. Which one or more of the following would you say is your ancestry/ethnicity?


Central/South American Hispanic(Includes persons with origin in Spanish-speaking Central/South






Cuban
Puerto Rican
Sub-Saharan African
West Indian (Bahamian, Barbadian, Belizean, Bermudan, British West Indian, Dutch West Indian, Haitian, Jamaican,



American, Spain and Dominican Republic)

Trinidadian and Tobagonian, U.S. Virgin Islander etc.) excludes Spanish groups

Other____________________
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Demographics
28. Which one of the following would you say describes where you were born?



United States
Foreign Born

29. Are you … ?







Married
Divorced
Widowed
Separated
Never married
Member of unmarried couple

30. How many children less than 18 years of age live in your household?














Number of
Children

 No Children Living in the Household

31. What is the highest grade or year of school you completed?
 Never attended school or only attended Kindergarten
 Grades 1-8 (Elementary)
 Grades 9-11 (some high school)
 Grade 12 or GED (High School graduate)
 College 1 year to 3 years (Some college or technical school)
 College 4 years or more (College graduate)

32. Are you currently…..?









Employed for wages
Self-employed
Out of work for more than 1 year
Out of work for less than 1 year
Homemaker
Student
Retired
Unable to work
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Demographics
33. Is your annual household income for all sources…










Less than $25,000
Less than $20,000
Less than $15,000
Less than $10,000
Less than $30,000
Less than $50,000
Less than $75,000
$75,000 or more
Don’t Know/Not Sure

34. About how much do you weight without shoes in lbs?








35. About how tall are you in ft/in?

Don’t Know/Not Sure

36. How much did you weight a year ago in lbs? (If you were
pregnant a year ago, how much did you weigh before your
pregnancy?)























ft

in

in
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Demographics
37. Was the change between your current weight and your weight a year ago intentional?


Yes 

No 

Don’t Know/Not Sure
38. What’s your zip code?
























































39. To your knowledge, are you pregnant now?

 Yes


 
No’tDon
Know/Not Sure

Fruits and Vegetables
These next questions are about the foods you usually eat or drink. Please indicate how often you eat
or drink each one, for example, twice a week, three times a month, and so forth. Remember, we’re
only interested in the foods you eat. Include all foods you eat, both at home and away from home.
40. How often do you drink fruit juices such as orange grapefruit or tomato?
Per Day

Per Week

Per Month

Per Year















Don’t Know/Not
Sure
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Fruits and Vegetables
41. Not counting juice how often do you eat fruit?
Per Day

Per Week

Per Month

Per Year















Don’t Know/Not
Sure



















































































































































42. How often do you eat green salad?
Per Day

Per Week

Per Month

Per Year















Don’t Know/Not
Sure



















































































































































43. How often do you eat potatoes not including French fries fried potatoes or potato chips?
Per Day

Per Week

Per Month

Per Year















Don’t Know/Not
Sure
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Fruits and Vegetables
44. How often do you eat carrots?
Per Day

Per Week

Per Month

Per Year















Don’t Know/Not
Sure



















































































































































45. Not counting carrots potatoes or salad how many servings of vegetables do you usually eat?
(Example: A serving
of vegetable at both lunch and dinner would be two servings)
Per Day

Per Week

Per Month

Per Year















Don’t Know/Not
Sure
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Physical Activity
46. When you are at work which of the following best describes what you do? Would you say…





Mostly sitting or standing
Mostly walking
Mostly heavy labor or physically demanding work
Don’t Know/Not sure

We are interested in two types of physical activity - vigorous and moderate.
Moderate activities cause small increases in breathing or heart rate.
47. Now thinking about the moderate activities you do in a usual week do you do moderate activities
for at least
10 minutes at a time such as brisk walking bicycling vacuuming gardening or anything else that
causes some
increase in breathing or heart rate?


Yes 

No 

Don’t Know/Not Sure

Physical Activity
48. How many days per week do you do these moderate activities for at least 10 minutes at a time?
Per Week








































Do not do any moderate physical
activity for at least 10 minutes at a
time


Don’t Know/Not
Sure
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49. On days when you do moderate activities for at least 10 minutes at a time how much total time
per day do you spend
doing these activities?
Hours

Minutes

Don’t Know/Not Sure



















































































50. Now thinking about the vigorous activities you do in a usual week do you do vigorous activities
for at least 10
minutes at a time such as running aerobics heavy yard work or anything else that causes large
increases in breathing
or heart rate?


Yes 

No 

Don’t Know/Not Sure

Physical Activity
Vigorous activities cause large increases in breathing or heart rate
51. How many days per week do you do these vigorous activities for at least 10 minutes at a time?
Per Week


Do not do any vigorous physical
activity for at least 10 minutes at a
time







































Don’t Know/Not
Sure
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52. On the days when you do vigorous activities for at least 10 minutes at a time how much total
time per day do
you spend doing these activities?
Hours

Minutes

Don’t Know/Not Sure



















































































Emotional Support and Life Satisfaction
53. How often do you get the social and emotional support you need?


Always 


Usually 


Sometimes 

Rarely 


Never 
Don’t Know/Not Sure

54. In general, how satisfied are you with your life?


Very satisfied 

Satisfied 
Dissatisfied 


Very dissatisfied

Mental Health
55. About how often during the pat 30 days did you feel nervous?







All of the time
Most of the time
Some of the time
A little of the time
None of the time
Don’t Know/Not sure

Mental Health
56. During the past 30 days about how often did you feel hopeless?







All of the time
Most of the time
Some of the time
A little of the time
None of the time
Don’t Know/Not sure
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57. During the past 30 days about how often did you feel restless or fidgety?







All of the time
Most of the time
Some of the time
A little of the time
None of the time
Don’t Know/Not sure

58. During the past 30 days about how often did you feel so depressed that nothing could cheer you
up?







All of the time
Most of the time
Some of the time
A little of the time
None of the time
Don’t Know/Not sure

59. During the past 30 days, about how often did you feel that everything was an effort?







All of the time
Most of the time
Some of the time
A little of the time
None of the time
Don’t Know/Not sure

60. During the past 30 days about how often did you feel worthless?







All of the time
Most of the time
Some of the time
A little of the time
None of the time
Don’t Know/Not sure

Women’s Health
61. Have you ever had a mammogram?


Yes 

No 

Don’t Know/Not Sure

62. How long has it been since you had your last mammogram?








Within past year (anytime less than 12 months ago)
Within past 2 years (1 year but less than 2 years ago)
Within past 3 years (2 years but less than 3 years ago)
Within past 5 year (2 years but less than 5 years ago)
5 or more years ago
Don’t Know/Not sure
Never

63. Have you ever had a Pap test?


Yes 

No 

Don’t Know/Not Sure

74
64. How long has it been since you had your last Pap test?








Within past year (anytime less than 12 months ago)
Within past 2 years (1 year but less than 2 years ago)
Within past 3 years (2 years but less than 3 years ago)
Within past 5 year (2 years but less than 5 years ago)
5 or more years ago
Don’t Know/Not sure
Never

65. Have you had a hysterectomy?


Yes 

No 

Don’t Know/Not Sure

