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ABSTRACT

JANELLE M. ARMSTRONG-BROWN: The association of racial residergegregation on
physical activity and diet among older African American church membeéhiurban
South: A mixed methods study
(Under the direction of Eugenia Eng, DrPH)

Background Physical inactivity and poor diet are two factors contributing to
disproportionate disease rates among older African Americans. Previeaschemdicates
that older African Americans are more likely to live in racially segexyatighborhoods and
that racial residential segregation is associated with limited oppoesufoti physical activity
and availability of healthy food. Using the concept of therapeutic landst¢hpesbjective of
this study was to examine the relationship between racial residentdaggn, physical
activity and fruit and vegetable intake among older African American churclpbersiiving
in urban areas of the Southeastern, US.

Methods: In this mixed methods study, 472 participants from three counties in NC
completed a baseline survey for a cancer screening and physical actemgntion.
Participant addresses were geocoded and linked to census data. Racial desidentia
segregation was measured as the proportion of African Americans residing iicipgeis
census tract. The study measured a neighborhood walkability score, countsatfaeral
facilities within a 1-mile radius, and counts of supermarkets, fast foodirasts, and
conveniences stores within a 3-mile radius of a participant. Descriptiigtictaand

multilevel logistic and linear regression analyses were done using Mytiesermine



bivariate and mediational relationships among variables. Qualitative in-depthents
were conducted with 12 participants from racially segregated areas inordeterstand the
perception of the neighborhood environment on physical activity and diet and to further
explain findings from the quantitative analyses.

Results Participants living in predominantly African American census tracts had
more minutes of physical activity, but were less likely to meet physitaitgc
recommendations. Census tracts with greater proportions of African Amezgidants were
found to have more convenience stores. No significant association was found bathaen r
residential segregation and fruit and vegetable intake. In the qualitatieamws
participants discussed neighborhood features that facilitated physieay actd
characteristics of places where they purchased food. Participantabete be physically
active in their neighborhoods, but had limited food options in their local supermarkets and
traveled outside of their neighborhoods to find quality food at a reasonable price.

Conclusion The Southeastern US has a different historical and social context, which
may operate differently to impact physical activity and fruit and vegetatdke among
older African American church members, as compared to other regions of the Ue Fut
research is needed to determine the mechanisms by which racial ress#gmggation can
operate as a therapeutic landscape for older African Americans, whichadayp ke design

of effective interventions for this population.
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CHAPTER ONE

INTRODUCTION

Problem Statement

The older population in the United States (U.S.) is projected to increase from 10% to
20% by 2050 (Vincent, Velkoff, & US Census Bureau, 2010). With this rapid growth,
chronic diseases like cancer, heart disease, and obesity will continue to joe jputlec
health problem in the U.S.(Velkoff, He, Sengupta, & DeBarros, 2005). Older African
Americans suffer disproportionately from these chronic diseases anchavghest
mortality and incidence rates of these diseases compared to othermd@éhiaic
groups(Velkoff et al., 2005). Furthermore, African Americans are twice dg tlikbe obese
and die from cancer and heart disease as compared to their White counterpartsafAm
Cancer Society, 2010; Michimi, 2010; Siegel, Ward, Brawley, & Jemal, 2011). Studies have
shown that physical activity and diet may help to reduce the risk of developiegctitesic
diseases (Cromwell & Adams, 2006; Jemal, Siegel, Xu, & Ward, 2010; Taylor, Poston,
Jones, & Kraft, 2006; Wilcox, Castro, King, Housemann, & Brownson, 2007). However,
older African Americans are less likely than their White counterparte&t the
recommended guidelines for physical activity and dietary intake (Chodzko-&aal.,
2009). Given the physiologic effects of aging, such as the predisposition for more chronic

illnesses, the decline in bodily functions, and the loss of muscle strength, phgtigty



and proper diet are essential for enhancing the quality of life among this papofadlder
adults (Saelens & Papadopoulos, 2008).

Many physical activity and dietary change interventions have been implemented
through the Black church to address chronic iliness. Research has demonstréted that
Black church plays a vital role in the lives of most African American adulise Southern
US and can serve as a powerful channel for health promotion efforts (Ammetaa
2002; Campbell et al., 2000; DeHaven, Hunter, Wilder, Walton, & Berry, 2004; Eng, Hatch,
& Callan, 1985). Interventions that use the church as a conduit for reaching the African
American community capitalize on the established social networks found in thke Blac
church. Health promotion efforts in the church may benefit from greater focus on thesvari
factors that influence health behaviors and health outcomes. The Socio-etdlogieh
(SEM) recognizes that behavior is multifaceted and is influenced by muétyaks,
including the individual, interpersonal/social interactions, organizational oacié
resources, community and geographic resources, structures and systastgijbonal), and
public policies (Campbell et al., 2007; Robinson, 2008). Most church interventions have
focused primarily within the lower levels of the SEM, targeting individuals la&id $ocial
groups (Campbell et al., 2007; Campbell et al., 1999; Wilcox et al., 2007; Young & Stewart
2006). Although changes in diet and physical activity have been documented in the
evaluation of these interventions, low attendance and sustainability werasikdements
that limited greater program success (Yanek, Becker, Moy, Gittelsgbiffi&an, 2001;

Young & Stewart, 2006). This demonstrates the potential need for a more comweshensi
approach in intervention development to reach church members. Understanding theenfluenc

of the community and geographic resources found in the residential neighborhood of church



members may offer insight on how to incorporate upper levels of the SEM into future church
interventions.

Researchers have begun to more closely examine the influence that sociatest
play in the manifestation of certain health behaviors. These structures include
institutionalized systems that impact access to resources, egpediaé residential setting
(Miles, Panton, Jang, & Haymes, 2008). Examining the residential setting andatsrsir
components is especially relevant for older African Americans as thé¢ aodigesidential
context have more meaning to this population. Older adults have a greater desiraino r
in a familiar setting as they age than persons in other age groups (Cutchin, 2003)
Determining the neighborhood characteristics that enhance or inhibit church member
health-promoting behaviors can inform the design of relevant church-baséd hea
interventions for older African Americans to reduce the disproportionate burderonfcchr
disease.

The residential context has played a crucial role, historicatigt currently, in
determining access to resources and in turn impacting the hedatltle éffrican American
community (Miles et al., 2008). Health has been influenced by thesgerce of racial
residential segregation, which has fashioned the landscape of fti@anAAmerican
community throughout history. Although the term landscape can be nejgeday the
natural environment, it also refers to the political, social, andauic processes that govern
and shape the built environment. Therapeutic landscapes are saithtsdéandscapes that
possess healing or health promoting effects (Braubach, 2007; G&92r, Pearce, 2008).
An interaction between the physical features of a place anudhaing a person ascribes to

that place produces an environment that can either be beneficialtroned¢al to an



individual’'s health. Hence, therapeutic landscapes as manifespddcm of residence are
particularly relevant for older African Americans becausertheighborhood can offer a
sense of identity and control. Consequently, the residential nefgidmbrcan be vital in
facilitating the conditions necessary for a healthy lifestyle anotehey African Americans.
Guided by the concept of therapeutic landscapes, the goal of ticlg wlas to
determine how and why the residential neighborhoods of older Africarridganechurch
members, residing in 3 urban areas of North Carolina, influenced ifiesiyle behaviors.
Specifically, the two research aims were to:
1) Identify the pathways through which diet and physical activibabers among
older African American church members are associated with tlegghborhood’s
residential segregation; and
2) Explore with older African American church members the meamhdhe
physical, social, and political features of the neighborhoods; hewd this may
facilitate or inhibit their physical activity and dietary intake.
Significance
Understanding the role place of residence plays is critical to moctiedlg reach
the older African American adult community through interventions. There is aypaficit
research on the impact of neighborhood on older African Americans’ physicalyaatidi
dietary intake. The current study used quantitative and qualitative methodstametbe
impact of neighborhood on older African American church members. Recognizing how
older African American church members interpret their surrounding environnaankelp
researchers develop programs that transform a place into a therapeutapand$erefore,

findings from this study will create space for church-based intervergsaarchers to



consider the concept of therapeutic landscapes by addressing the environroemildach

as residential segregation and place stratification.

Dissertation Structure

The next chapter, Chapter Two, includes a literature review on the chroniediseas
associated with physical activity and diet and how these are manifestedriAicien
Americans. It will also provide a description of ecological determinariteeimfing these
behaviors, with an emphasis on how racial residential segregation trangiates i
neighborhood resources. Chapter Three outlines the theoretical framework and cbnceptua
models that guided the study. This chapter also describes the study’s cdmoepkla
presents the research questions, and sets forth the hypotheses that were tgaerd-@lina
presents a description of the research methods used to investigate thisreBehrsh
guestions. Chapters Five and Six present the results of the study, in the forneat of tw
manuscripts. Chapter Seven provides a synthesis of the results, final conclusions and

suggestions for future work.



CHAPTER TWO

LITERATURE REVIEW

Overview

Certain assumptions are made when discussing aging African Americans and the
public health issues related to this population. This chapter offers a review tdrihueite
guided by this study’s aims and presents the research hypotheses. Thiediteraew will
address the following specific topics:

a) the disproportionate disease burden experienced by older African Americans;

b) the link from diet and physical activity to disease burden among older African

Americans;

c) how neighborhood factors influence diet and physical activity;

d) description of racial residential segregation and its association with health;

e) and the historical role of church in influencing the behavior of its congregation.
Finally, the chapter will conclude by illustrating how the different topiescannected to

answer the questions that form the basis for this study.

Disproportionate Burden of Disease among older African Americans

Heart Disease
Cardiovascular disease (CVD) is the leading cause of death in the Unitesd $tsite
with many other chronic diseases, the risk for a heart attack and coroadrgisease

increases with age (Michimi, 2010). CVD also disproportionately affectsaiyf



Americans, who are 1.3 times more likely to die from heart disease as cdrtgare
their White counterparts (Kuzawa & Sweet, 2009; Michimi, 2010). In his article @igV

African Americans, Ferdinand (2008) asserted that CVD will continue to be a major
cause of death and disability due to the aging of the population, high prevalence of
hypertension, the increasing rates of obesity, and increase in physical ipactivi

A 23% increase in physical activity from 1980-2000 was attributed to the delay or
prevention of approximately 5% of CVD deaths in the U.S. (Lloyd-Jones et al., 20089s It
been reported that accounting for other CVD risk factors (smoking, diabetdsylaitake,
etc.) physical inactivity contributes to approximately 12% of cardiovascideask
worldwide (Lloyd-Jones et al., 2009). Links have also been made between dietrand hea
disease. Decreasing dietary fat intake has been shown to lower one’s hiskrtatisease.
Recommendations from doctors stress the importance of maintaining a hestlituycdbeing

physically active.

Cancer

Cancer is the second leading cause of death in the United States. According to the
American Cancer Society, it is estimated that over 1.5 million new casasadr will be
diagnosed and an estimated 571,950 deaths will occur in the United States in 2011t(Siegel e
al., 2011). In 2011, prostate, lung and bronchus, and colorectal cancers were predicted to
account for nearly 50% of newly diagnosed cases among men, while canterafast
lung and bronchus, and colon and rectum were expected to account for 53% of newly
diagnosed cases among women (Siegel et al., 2011). The incidence of prosjaad

bronchus, colorectal, and breast cancer cases was over 26,000 in North Carolina and



approximately 10,000 people were predicted to die from these cancers in 2011 (Sikgel e
2011).

Research has shown that there are variations in cancer incidence tlatespact to
age, gender, race, geographical location and access to health careefSaegaD11).

Within this variation, the cancer incidence rate in the African American abgaulis
significantly disproportionate (Jemal et al., 2010). Among all ethnic mingriiigican
Americans are the most likely to die from cancer (American Cancezt$02007). As
compared to white men, African American men have a 14% higher cancer ircrdemeand

a 34% higher cancer mortality rate (Jemal et al., 2010). Among African éamesiomen,

there is a 7% lower cancer incidence rate, but a 17% higher mortality rate thiite

women (Jemal et al., 2010). Cancer is a burden to the people living with the disedse and a
to the economy in medical care costs (Jemal et al., 2010). According to theaNation
Institutes of Health, health care costs related to cancer were estiat&93.2 billion in

2008 (American Cancer Society, 2009).

Lifestyle changes have been cited as crucial in preventing cancer teiaiet
mortality (Fisher et al., 2011; Gotay, 2005). Researchers estimated thatiaggtely one-
third of cancer deaths in 2009 were attributed to poor diet and physical inactivity. riElliet
in fruits and vegetables has been shown to have a protective effect for some foamseof
including mouth, pharynx, larynx, esophageal, and stomach cancers; while a moderate
protective effect has been found for colon, pancreas, bladder, and lung cancersa@a
U.S. Department of Agriculture and U.S. Department of Health and Human Services,
December 2010). Guidelines outlined by the American Cancer Society, recommend

consuming a variety of nutrient rich foods including whole grains, plant sources, amglim



intake of red meat (Gotay, 2005). Physical activity has also been linkesteatal cancer,
although researchers have not been able to clearly disentangle physidgl factiviobesity
(Gotay, 2005). Researchers have demonstrated that physical activitgnbdsrate
protective effect against colon cancer (Gotay, 2005). Understanding possiileser
cancer prevention and intervention as it relates to diet and physical activity coudd@be

crucial in curbing cancer incidence in the older African American population.

Obesity

The World Health Organization (WHO) describes obesity as a diseasetehniaed
by excess body fat resulting in impaired health (World Health Organization, 2006%ityD
is measured using the Body Mass Index (BMI), which is the ratio of weiddilbgrams
divided by the square of height in meters (Ogden, Carroll, McDowell, & Fl2gar)

According to the Centers for Disease Control and Prevention, an adult (aged 20 and older)
with a BMI of 25 is considered to be overweight, while someone with a BMI equal to or
greater than 30 is considered to be obese (Freedman, 2011). Obesity is of great concern
because it contributes to many health consequences including hypertension, tyyete? dia
heart disease, stroke, and some cancers (Goran, Ball, & Cruz, 2003; Wang & Kamnany
2007; Wyatt, Winters, & Dubbert, 2006) .

From 2007-2008, it was estimated that approximately 34% of Americans aged 20 and
older were obese (Flegal, Carroll, Ogden, & Curtin, 2010; Freedman, 2011). This obesity
epidemic continues to be more prevalent in minority populations, especially amacanAfr
Americans for the years 2005-2008 (Flegal et al., 2010; Freedman, 2011). The abesity r

for African American women was higher than that of their White and Mexicagriéam



counterparts (Freedman, 2011). When looking at different categories of facoiyge,
African Americans tended to have higher rates of obesity in comparison to \Afiites
Mexican Americans in the same income bracket (Freedman, 2011). Oht=styere
higher at 23.9% in less populated metropolitan areas (population less than 1 nsllion) a
compared to 20% in more populated metropolitan areas (population of 1 million or greater)
(Wang & Beydoun, 2007). Obesity has been linked to breast, endometrial, kidney, and
esophageal cancers, and colon cancer (Gotay, 2005). Lack of physical aotivigor diet
are the major contributing factors to obesity. Interventions that focus on improvirtgpnutr
and diet hold promising results for reducing obesity (Howard et al., 2006).
Physical Activity and Diet among Older African Americans

Previous research has confirmed that physical activity and dietary ar@kaportant
components in reducing one’s disease risk (Fisher et al., 2011). Studies have shown that
consumption of fruits and vegetables lowered one’s risk for developing chronic disaake
as type 2 diabetes, some forms of cancer, obesity and heart diseasedAGancer
Society, 2010; Fisher et al., 2011; Joshipura et al., 2001). Regular physical actiagehas
shown to reduce the risk of heart disease, stroke, colon cancer, diabetes, aedsigpert
(Taylor, Baranowski, & Young, 1998).The following sections provide a brief overview of the
patterns of physical activity and diet in older adults and African Americans
Physical Activity

For older adults, physical activity is essential in improving muscle massdbaosgy,
psychological function and cognition (Gallagher et al., 2010). It is recommendedddrat
adults 65 and over who are physically able should get 150 minutes of moderate physical

activity or 75 minutes of vigorous physical activity per week (Gallaghet.,2010; U.S.
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Department of Agriculture and U.S. Department of Health and Human Servicesnierc
2010; US Department of Health and Human Services (USDHHS), 2008). Despite the
reported benefits of physical activity, many older adults do not meet themesatad
guidelines. Furthermore, activity participation decreases with advageedCaly an
estimated 27% of older adults are physically active for at least 150 minutesgdeand
approximately 25% walk on a consistent basis (Gallagher et al., 2010). Although these
estimates did not adjust for functional ability, they examined self-reportéti hed found
that those reporting poor health had lower levels of physical activity. The raiareanore
daunting among older African Americans with only 14% of those over 65 indicating thhat the
participate in regular moderate physical activity as compared to 23% ofnide adults
(Gallagher et al., 2010).

Walking is the preferred physical activity for older adults of allaleand ethnic
backgrounds, possibly because it does not require particular skills or equipment aed ca
incorporated into daily life (Gallagher et al., 2010). It is important to idefadtprs that
impact walking in this population. At the individual level, factors like selaffy and
demographic characteristics have been reported as influencing physiagt.aBelf-
efficacy is defined as one’s confidence in their ability to perform an actiVihe more
confident a person feels in their ability to carry out the activity, the morg likey are to
actually execute the activity (Cromwell & Adams, 2006; Dishman et al., 2004)eAt t
environmental level, neighborhood factors such as aesthetics, sidewalk condgramsy,li
perception of neighborhood crime, and the presence of desired destinations withig walki
distance have been found to impact physical activity among older adulgftea et al.,

2010). These environmental factors were especially salient for older atioltr@&/more
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impacted by their neighborhood environment due to their diminished mobility, impaired
hearing and vision, and cognitive functioning (Gallagher et al., 2010).

In 2005, an estimated 57.9% of North Carolinians did not meet the recommendations
for physical activity (Division of Public Health N. C. Department of Heaftd Human
Services State Center for Health Statistics, 2006). Although the ratesexure kime
activity declined in older adults from 2001-2005, the 2005 estimates showed that those, age
55 years and over, had the highest rates of no leisure time activity out afeagsoap
(Division of Public Health N. C. Department of Health and Human Services Statier @&
Health Statistics, 2006). This age group was also the least likely to mestahenwended
guidelines for physical activity. Sixty-six percent of African Amans did not meet the
recommended guidelines for physical activity as compared to 54.4% of \\Dinesdn of
Public Health N. C. Department of Health and Human Services State Centesaftr H
Statistics, 2006). Regular physical activity has been shown to reduce the risk of hear
disease, stroke, colon cancer, diabetes, and hypertension (Taylor et al., 1988 A
benefits of physical activity included controlling weight, building hgalibnes, muscles,
and joints, reducing falls among older adults, and alleviating the pain of arthriti
Diet

As seen with physical activity, diet also plays an important role in impactaithhe
The number of Americans meeting the dietary guidelines mirrors the gendwth physical
activity, showing only 25% of Whites and 17% of African Americans reportinggeat
least 5 servings of fruits and vegetables a day in 2005. Studies have documented that a diet
consisting of five or more servings of fruits and vegetables a day wasweffiecreducing a

person’s risk for heart disease, stroke, some forms of cancer, and obesiydpag8ment

12



of Agriculture and U.S. Department of Health and Human Services, December 2020). T
2010 dietary guidelines from the USDA (2010) build on previous guidelines and state that
adults should increase their consumption of fruits and vegetables; eat a evieggtables
especially dark green, red, and orange vegetables; and increase intakesadnaimsl.

According to the 2005 Behavioral Risk Factor Surveillance Survey (BRF3%) of North

Carolina residents reported consuming less than 5 or more fruits and vegetabbgs per
(Division of Public Health N. C. Department of Health and Human Services Statier @&
Health Statistics, 2006). Among African Americans, this rate was over 82%.

In recognizing the influence of environmental factors on dietary behaviors, for the
first time the USDA also included in its guideline an emphasis on the need fonaticans
to have access to nutritious food and also focusing on environmental strategies atefacilit
individual behavior change (U.S. Department of Agriculture and U.S. Departmidettih
and Human Services, December 2010). These guiding principles are basedroh teata
shows that food access is associated with dietary consumption.

Disparities in physical activity and dietary intake have prompted i@ss=arto
expand their study beyond individual level factors. They now seek to exploneagxter
barriers that inhibit African Americans from meeting recommended diatatyphysical
activity guidelines among African Americans. The following sectionpvélsent a review of

the exploration of this contextual factor.

Neighborhood Effects on Physical Activity and Diet
Neighborhood factors have been found to be very salient for older adults, since this
population tends to want to remain in familiar settings as they age in orderdsexbeir

independence and greater control over their environment (Cutchin, 2003). Neighborhood
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level factors reported to be pertinent to older adults consisted of aesthétios|ls
conditions, lighting, traffic, perception of neighborhood crime, and presence of desired
destinations within walking distance (Gallagher et al., 2010). Neighborhood fébrs
have been found to be associated with increased levels of physical activity amatgriax
parks, trails, access to facilities, presence of sidewalks, degree of neighbodiothance
and cleanliness (Boehmer, Hoehner, Deshpande, Ramirez, & Brownson, 2007). Other
environmental factors reported to influence lack of physical activity includey tesfic,
poorly lit streets, unleashed dogs, and high crime rates (Richter, Wilcoxnegrea
Henderson, & Ainsworth, 2002; Wilcox et al. 2000). Given these findings, it is evident that
neighborhood characteristics influence physical activity and dietalkeiataong older
African Americans. The following exploratory qualitative studies havenexed the
possible mechanisms or pathways through which neighborhood factors may influence
residents’ health behaviors.

Gallagher et al (2010) examined neighborhood factors relevant for walking i olde
urban African Americans. This study conducted focus groups with 19 women and 2 men who
were recruited from a Senior Center in Detroit, Ml, to identify barrierdaslitators to
walking. The major themes that emerged included the presence of people, neighborhood
safety, aesthetics of the neighborhood, sidewalks and walking trails, and presamioeads.
Participants were more motivated to walk when they observed other people viralthiag
neighborhoods. Seeing familiar and friendly faces and families with childnenaiie
described as facilitators for walking among participants. However, ipartis identified

large crowds, young people fighting, and people demanding money as barrierdsing wal
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(Gallagher et al., 2010). Gallagher’s study revealed the importance of neighbatioos f
in promoting physical activity in older African Americans.

Another study conducted by Gordon-Larsen et al. (2006) found that recreational
facilities were limited in low SES neighborhoods and minority neighborhoods (Gordon-
Larsen, Nelson, Page, & Popkin, 2006). Limited access to recreationaldaciés
associated with low levels of physical activity and higher rates of @igniv

Among African Americans, factors found to influence fruit and vegetable
consumption included household income, college education (Beydoun & Wang, 2007;
Devine, Wolfe, Frongillo, & Bisogni, 1999; Morland, Wing, Diez Roux, & Poole, 2002)
living in higher income neighborhoods, access to fresh fruits and vegetablesid/etrka.,

2002; Schulz & Northridge, 2004), access to supermarkets (Jilcott, Laraia, Evenson,
Lowenstein, & Ammerman, 2007; Rose & Richards, 2007; Zenk et al., 2005) and abundance
of fast food restaurants (Jilcott et al., 2007). The presence of convenience sdresrha

shown to be negatively associated with a healthy diet (Pearce, Hiscak&|yBI&k Witten,

2008). Pearce and colleagues found that individuals living in neighborhoods with the highest
access to convenience stores had lower odds of eating the recommended vegdtalas inta
compared to individuals living in neighborhoods with the lowest access to convenience stores
(Pearce et al., 2008).

The utilization of local food environment by urban seniors was examined in a study
done by Morland and Filomena (2008). This cross-sectional study looked at food purchasing
behaviors of seniors from Senior centers in Brooklyn, NY (Morland & Filomena, 2008). T
authors found that African Americans were more likely to travel over a amifgéduce than

either Latinos or Whites. They also found that seniors living in predominantgdroix
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black areas reported higher intake of fruits and vegetables than those living in pigttmi

White areas. It was also determined that fruit and vegetable consumpti@séatces the

miles traveled to a grocery store increased(Morland & Filomena, 200&) authors

demonstrated that the limited availability of fruits and vegetables forogars¢o travel

outside of their neighborhood to find these products. From these studies it is apparent that an

opportunity to learn more about environmental factors influencing food choices isiin orde

Understanding the African American Experience-Social/ContextuaFactors

The unique experience of African Americans is unlike that of any other rabiail et
or cultural group in the United States. The history of African Americans inrihedStates
began with slavery. With the Emancipation Proclamation, African Americanspn@resed
a taste of freedom, but no rights. As they began to gain more freedoms, around 1876 they
were faced with Jim Crow laws that established de jure racial séigregapublic facilities,
a law that instituted a policy of “separate but equal” for African Anaescand lasted for
over 80 years. However, this law was anything but equal. When there were
accommodations for African Americans, these separate facilities, sidspitals, schools,
churches, restrooms, prisons, and cemeteries tended to be older, run-down, and inferior to
that of Whites. This policy of “separate but equal” exposed African Anmavitca
substandard services, education, and treatment which led to social and economic
disadvantage. With the passage of Brown vs. Board of Education, “separate but egqual”’ wa
ruled unconstitutional. Although, separate but equal was no longer constitutional,schange
did not occur quickly for African Americans. In the face of prejudice and disatian,

African Americans focused on uplifting the community.
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In their model of social determinants of health and environmental health promotion,
Schulz and Northridge recognize the role of historical conditions in fosteringp healt
disparities (Schulz & Northridge, 2004). The aforementioned historical conditions of
African Americans laid the foundation for the manifestation of unequal accesstlodaga,
employment, and education. Social contextual factors have been recognizednaseplayi
significant role in determining one’s health status (Schulz & Northridge, 2@@pial
contextual factors refer to the economic development and maintenance of a community
community capacity, civic engagement and political participation, qualitgiuafagion in the
community, public policies, and enforcement of policies (Schulz & Northridge, 2004).
Sorenson et al. define social contextual factors best in the following quote.

..social class may be defined as a social relationship premised on peoplé&saitruc
location within the economy. Thus, social class determines one’s prospefesandess
to social, educational, and economic resources; and exposures to life stidssses
patterns reflect larger structural forces that shape the texture of setmteto-day
realities, which we refer to in this article as social context, includingrag af social and
material resources that ultimately have profound effects on health. (Soeeals 2003)

They further stated that race/ethnicity also shapes the way in which these
social/contextual factors are manifested in health behaviors (Sorense2@®3). This is
evident in the African American community that has had a history fraught aitarg|
segregation, and discrimination, which have had lasting deleterious effectsrdre#ie.
Although multiple factors contribute to health disparities, examining the socitd in
which health plays out is an important step in creating an environment in which individuals

have equal opportunities to practice living a healthy lifestyle. The sacitdxd molds the
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residential context through power, economics, and policies, as seen in the presenak of ra
residential segregation (Freeman, 2002).

Opportunities to live a healthy lifestyle can be hindered by unequal accesdtto he
promoting resources in racially segregated neighborhoods, markedly in predoyninantl
African American neighborhoods. Neighborhood characteristics are integh& health
behaviors and overall health of older African Americans. Neighborhood factors such as
walkability and availability of supermarkets predicts the rate of phyasatavity and dietary
intake in this group (Glass, Rasmussen, & Schwartz, 2006; Saelens & Papadopoulos, 2008).
The ability to participate in health promoting activities is restrictethbyavailability of
options and resources in one’s place of residence. Research has shown thaeseidenc
have a majority of African Americans tended to have a prevalence of fast &hadraats,
while predominantly White areas were more populated with supermarlestss(ét al.,

2005; Morland et al., 2002; Sloane et al., 2003). Studies have shown that fruit and vegetable
consumption was associated with living in higher income neighborhoods, access to fresh
fruits and vegetables (Morland et al., 2002; Schulz & Northridge, 2004), access to
supermarkets (Rose & Richards, 2007; Zenk, Schulz, Hollis-Neely et al., 2005;tZ¢nk e

2005) and presence of fast food restaurants (Jilcott et al., 2007). Access tosfacilitie
presence of sidewalks, proximity to parks and trails, degree of neighborhood maintenance
low traffic and crime rates have all been cited as community lever$aiafluencing

physical activity among African Americans (Frank, Kerr, Sallided) & Chapman, 2008).

These findings provide evidence for the potential impact that a person’s plaseehce

can have on physical activity and dietary behaviors among older African Amgerica
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Incorporating the residential context of the environment in intervention sesiisgne way

to address physical inactivity and poor dietary intake in this population.

What is Racial Residential Segregation?

Researchers have found that the racial composition of a residential aleteid to
health outcomes among its residents (Chang, Hillier, & Mehta, 2009; Ruel & Robert, 2009;
White & Borrell, 2006). The physical separation of the races in a residentiaktant
defined as racial residential segregation (Acevedo-Garcia, Lochsypul) & Subramanian,
2003; Williams, Neighbors, & Jackson, 2003). This is a form of institutionalized
discrimination, which refers to discriminatory policies, or practices ofrzg#ons that
result in differential access to resources and societal opportunitidsgiiK& Nazroo, 2002;
Krieger, 2000). Based on the 2000 Census, over 74 Metropolitan Statistical Areas were
highly segregated. Various forms of racial residential segregatiorreoded, including
dissimilarity or unevenness, isolation, clustering, concentration, and czaticali(Massey
& Denton, 1989; Massey & Denton, 1993). Dissimilarity is the distribution of African
American and White residents across a neighborhood in an urban area (Massetp®&, D
1989). Isolation is defined as the average probability of interaction betweearAfric
Americans and Non-Hispanic Whites at the neighborhood level (Massey &md89).
Clustering is the degree to which African American neighborhoods are adjacaohtotieer
(Massey & Denton, 1989). Concentration is the population density of African Americans
across an urban area compared to the density of other groups (Massey & Denton, 1989).
Centralization is the degree to which African American neighborhoods ar®pedinear a

city’s central area (Acevedo-Garcia et al., 2003). The combination afrtwmre of these
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dimensions is referred to as hypersegregation(Massey & Denton, 1989; Ma3seyon,

1993).

History of Racial Residential Segregation in the US and the South

Racial residential segregation in the US can be traced back to the beginning of the
20th century, when the war years and the Great Depression caused large numfiganof A
Americans searching for jobs to move from the rural south to more urban asesse (M
Denton, 1993). As African Americans found housing in urban neighborhoods, racial tension
escalated and White residents began moving to suburban areas; resulting iftynner-c
neighborhoods with concentrations of African American residents (Massey®me 993;
Massey, Gross, & Shibuya, 1994). This emergence of predominantly African Americ
neighborhoods gave rise to the finance and banking industry’s practice of “redlining.”
Redlining restricted loan approvals for housing in areas considered high rjsk, i.e
neighborhoods that could potentially become predominantly African Americangiyi&ss
Denton, 1993). As a result, financial investments flowed to White suburban neighborhoods;
bypassing urban African American neighborhoods which then led to the decline irtyroper
values or foreclosures that would force African Americans to vacate their laoa@sove
into crowded public housing projects (Bond Huie, 2000; Massey & Denton, 1993). The real
estate industry further perpetuated this racial divide through covenants, winich we
contractual agreements between White homeowners, and neighborhood associations tha
banned the sale, lease, or rental of property to African Americans (Gotham, 2G8eyMa
Denton, 1993). The passing of the Fair Housing Act in 1968 aimed to end this de facto
system of racial residential discrimination (Charles, 2003). Although theserdsatory

systems are no longer overtly practiced, their devastating consequihbeges today.
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The residential patterns in the South vary slightly from those in the North and
Midwest. After slavery, many African Americans formed communities ooukskirts of
towns and also clustered within towns (Parnell, Joyner, Christman, & Marsh, 2004)s This
in contrast to the North and Midwest, where African Americans tended to be cotexkitra
entire towns/cities (Massey & Denton, 1993; Parnell et al., 2004). Theseiomgratterns
formed the foundation for the residential patterns that exist today. Due to titeoman
residential patterns, different measures may need to be used in order to deftiiaks
segregation in these regions. In research studies, neighborhood is usuallynagieexising
the census tract, which measures population density (Mason, Messer, Laraiad&lde
2009; Zenk et al., 2005). The south tends to have large census tracts, but fewer of them, as
compared to the heavily populated North with more census tracts. As such, a measurem
of segregation, such as the dissimilarity index at the census tract leveldd@esount for
the clustering effect taking place in smaller sections of the censusitthe South (Mason
et al., 2009). Racial composition of the census tract may be a more valid proxgefhtiaki

segregation in the South(Mason, Messer, Laraia, & Mendola, 2009b)

Why is Contemporary Racial Residential Segregation a Health Matter for Older
African Americans?

Although there are a greater number of poor White people, more poor White people
are residentially located next to non-poor people, while African Americansacentrated
in high-poverty neighborhoods (Williams & Collins, 2001). One lasting effect @lrac
segregation, therefore, is the concentration of poverty in today’s African éaneri
neighborhoods (Charles, 2003). Spending on services in poor neighborhoods is more likely to

be cut and residents are less likely to have the power to influence the qualityicdsstrat
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are offered in their neighborhoods (Williams & Collins, 2001). Racial residential
segregation continues to restrict access to quality education and employperttinities,
which directly impact socioeconomic status. The unequal distribution of goods andsservice
influences health by limiting access to the resources needed for healtmaracetéJemal et

al., 2007).

Zenk and colleagues (2005) examined the association of neighborhood racial
composition and poverty to the accessibility of supermarkets in Detroit, Mbfdhe most
racially segregated cities in the United States. They spedgffiwalhted to determine: (1)
whether the distance of supermarkets from African American neighborhosdantteer than
the distance for White neighborhoods, regardless of neighborhood economic conditions; and
(2) if racial disparities in access to supermarkets occurred only in higntpov
neighborhoods (Zenk et al., 2005). The study utilized 869 neighborhoods within
metropolitan Detroit. Utilizing data from the 2000 Census, population density wasdlefi
as the total population per square mile. The census also provided the data soure for rac
composition, which was measured as the percentage of non-Hispanic Africaicgxmer
residents in an area. Neighborhood poverty was also examined and was measured as the
percentage of residents below the poverty line. The study defined supermsarkets a
supercenters and full-line grocery stores affiliated with a nationagmmal grocery chain.
Supermarkets were identified by using the following sources: a 2001 list fravichigan
Department of Agriculture; 2001-2002 paper telephone directories, online telephone
directories, and company websites. This yielded a sample of 160 supermaittkiets \i/b
mile radius of Detroit. These supermarkets were than geocoded using ArcView.

Accessibility to a supermarket was measured using a Manhattan block destdreenoted
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the distance to the nearest supermarket for a resident located in the middle of the
neighborhood. The Manhattan block distance is defined as the distance between two points
measured along axes at right angles. The study found that the nearestskgteras
significantly closer to neighborhoods with a low proportion of African Americans and
neighborhoods with low poverty levels, while neighborhoods with a high proportion of
African Americans and high levels of poverty had supermarkets locatedréter distance.
In the most impoverished areas, supermarkets were located closer tiharéasl a low
proportion of African Americans as compared to the impoverished areas that had a high
proportion of African Americans, with distance increasing up to 1.15 miles with higheds |
of African American residents. This study did not determine if decreased @oces
supermarkets translated into poorer dietary behaviors among African Anseri¢ee authors
recommended that future studies should examine if accessibility to supesadditts
purchasing and dietary behaviors of residents living in these neighborhoods (Zenk et a
2005). This factor was examined in the current study. Zenk’s study took place irmaan urb
Northern state. Few studies have examined the manifestation of raciahtiabgkgregation
on health in the urban Southeastern United States.

What is the association between Racial Residential Segregation and Health?

As mentioned previously, studies have documented associations between the
availability of neighborhood resources and racially segregated neighborkowate (2008;
Zenk et al., 2005). One study done by Lopez, examined the link between residential
segregation and physical activity using data from the 2001 BRFSS whichdyzetdedy
sample of 121,894 participants located in 311 metropolitan areas (Lopez & Hynes,

2006).Hierarchical linear modeling was used to account for clustering among intiividua
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living in the same metropolitan area. Individuals living in the highest levelsiaf ra
residential segregation were 3 times more likely to be physicallyiveaas compared to
individuals living in the lowest level of racial segregation. Using the dissityiladex,
neighborhood level factors accounted for 16.5% of the variance in physical inastuiy
83.7% was attributed to individual level factors (Lopez & Hynes, 2006). The invesdigator
concluded that physical activity was decreased among individuals who livedaihyraci
segregated neighborhoods.

Another study by Chang (2006) looked at the impact of segregation on weight status.
It was hypothesized that a greater degree of metropolitan area segregatidiev
associated with higher weight status among African Americans. Usingpl@an index,
Chang (2006) measured segregation by examining the degree to which mircagy g
members came into contact chiefly with other minority group members, indéeng
percentage of neighborhood co-residents who also were members of mirargg(@hang,
2006). The isolation index ranges from 0 to 1 (1 signifies maximal isolation), and is
calculated as the average fraction of African American residentshrceasus tract,
weighted by the proportion of African Americans in each tract (Chang, 2006). Tigsisina
was done on data from the Behavioral Risk Factor Surveillance Survey (BRF&E3), w
yielded a final study sample size of 44,210. The sample came from 130 metropolitan
statistical areas (MSAs). The dependent variables included a meaBivié afd a
categorical variable of obese and overweight. Chang (2006) found that on average, Afric
Americans living in racially segregated neighborhoods had a higher Bi\ivare more
likely to be in a high-risk weight category, controlling for individual leveSSEhang,

2006). Chang suggested that future research should examine the effects ofiesagtgat
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smaller geographic level, but also investigate the pathways betweenasiegragd health,
such as health behaviors and neighborhood characteristics. These factorsavpogated
in the current study.

Grafova et al. (2008), examined the influence of neighborhood environment on the
weight status of adults 55 years and older. They assessed the neighborhood environment
using scales to represent the economic, built, and social environment. Thesebtcact
were assessed at the census tract level and included things such as perdgnt pove
unemployment rate, level of street connectivity, number of food stores andaetgaarime
rates and residential segregation (Grafova, Freedman, Kumar, & Rogowski, DO&R)
found that living in an economically disadvantaged area was associated wits@tcozlds
of being overweight or obese. High levels of street connectivity were assbeigh
reduced overweight and obesity for women, while high immigrant areas weosassd with
obesity for men (Grafova et al., 2008). The impact of racial segregation wastredhere
the authors controlled for individual factors. These findings suggest that neighborhood
factors may play a significant role in obesity among older adults. Basedpit was
necessary to investigate the mechanism by which these factors impaaghkt welimitation
of Grafova et al.’s study was the omission of a physical activity and é&tume, which
could have helped to explain a causal pathway between neighborhood environment and

obesity.

The Black Church/Religiosity
The term “Black Church” or African American Church, refers to those churches of

any denomination that have a predominantly African American congregation antbcat
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African American communities (Giger, Appel, Davidhizar, & Davis, 2008). ThekBla

church plays a vital role in the lives of many African American adults in the soutts

and has served and continues to serve as a powerful channel for health promotion efforts
(Ammerman et al., 2002; Campbell et al., 2007; Eng et al., 1985; Giger et al., 2008). Over
the past 20 years, numerous health promotion and disease prevention research prggrams ha
been conducted through Black churches focused on health behaviors, such as cancer
screening, and have used a variety of strategies including educatioraisessareness

and screening programs, and lay health advisors. Churches serve many sooiahtavgal,

and religious functions and offer unique opportunities for promoting healthy behaviors
among African Americans. This study used African American church meng#re aample

to identify potential avenues for intervention development that focused on fusiniathe B

church with the neighborhood to promote healthy behaviors within this population.

Summary

As illustrated in the literature review, older African Americans bear a
disproportionate burden of disease as compared to other populations of older adults. The
potential to alleviate this disease burden may be influenced by behavior chdmge in t
population, specifically dietary intake and physical activity. Based on prewasearch,
evidence has demonstrated that environmental factors are linked to diet andl@tysiity.
As mentioned previously, racial residential segregation is an environmentattfeadt
studies have shown to be associated with behavioral and health outcomes. Litib fesea
been conducted to examine the manifestation of racial residential segnagadtie South
and its association with health. Furthermore, little research has been don@te thepl

mechanism by which racial residential segregation is associateteilin among older
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African Americans. The objective of this study was to use a mixed methods dpfmoac
examine the possible pathways by which residential segregation maybetadsotia

neighborhood resources and in turn health behaviors.
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CHAPTER THREE

THEORETICAL FRAMEWORK, CONCEPTUAL MODEL, & SPECIFIC AIMS

Overview

Several concepts and theoretical models informed this dissertation hes€hrs
section begins with an overview of the place stratification model, which prowvides
perspective on the development and persistence of residential segregatiantiigrs
followed by the concept of therapeutic landscapes which examines the healirepakind h
promoting effects a person’s place of residence may have on that persral$ leealth.

Theoretical Framework

Place Stratification Model

The place stratification model is one of the theoretical models used to exptampat
of racial residential segregation. This model posits that residentialnsadier based on a
hierarchy and are shaped by prejudice and discrimination. There is a hierbpthges,
classified by their desirability and the quality of life afforded to tresidents (Freeman,
2002). Characteristics of desirable places include, but are not limited to, tacgess
schools and local services, proximity to jobs, and protection from crime (Rie206G2).
By living in these desirable places, people who hold the power in the society m#irgai
power by distancing themselves spatially and socially from their minaoigterparts (Alba
& Logan, 1993; Freeman, 2002; Friedman, Singer, Price, & Cheung, 2005; Iceland &

Wilkes, 2006). The place stratification model is most relevant in describingmeside



segregation patterns between African Americans and Whites becauscisrafbre
of the historical context that exists between the two groups. For other mirrorifysguch
as Hispanics or Asians, increases in income translate into higher quailitposioods and
housing (Iceland & Wilkes, 2006). However, even with socioeconomic gains, African
Americans tend to live in less advantaged areas than their white count@Afilidsns &
Collins, 2001). The evidence of this theory is seen in the zoning ordinances and bank
lending practices that prevented African Americans from moving into predoityimdnte
neighborhoods. It is further supported by “white flight”, a term used to describaghration
of whites out of neighborhoods as more African Americans move in. Studies have shown
that even after controlling for socioeconomic status this spatial distihoeurs (Farley &
Frey, 1994). A study by South and Crowder (1998) examining migration patterns anAfric
Americans and whites, demonstrated that within a six-year period Whitedessilikely to
move to racially-mixed or predominantly African American areas (Southofv@er, 1998).
The place stratification model informed the conceptual model for the cumedgtistcause it
supports the pathway between racial residential segregation and neighborhoaxsesour
such that more resources would be available in predominantly White neighborhoods as
compared to African American neighborhoods.
Therapeutic Landscapes

The term, landscape, has various interpretations that are relevant for patthc he
(Duncan, 1995; Gesler, 1992). It has been defined as “a combination of physical f@atures
the imprint of human occupation, the result of ever changing interplay between human
activity and the physical environment” (Gesler, 1992). Landscape has bden dsscribe

the natural environment, such as trees, waterways, and air. It has also belerdeseribe
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elements of the environment that are man-made, for example, buildings, st@ets, a
sidewalks. Other ways that landscape has been used is in the description of, [soldiaia
cultural, and economic processes that manifest themselves in the environment. n Beis ca
seen in wealthy neighborhoods whose residents have the political power to dictate whe
certain businesses can operate. Areas that represent ethnic enclaves Chiohtawn or
Little Italy, are some examples of cultural landscapes. The impact afregoprocesses is
apparent in everyday life as businesses open and close, new housing develogments ar
created, while other homes are going into foreclosure. Social processes tledftdwed the
landscape are evident in the recent movement to a healthier lifestyldUnited States,
such as the promotion of organic and homegrown products, and municipal policies that ban
smoking in public places and Trans fats in food products. It has been noted that thet differe
types of landscapes overlap with one another and their combined features camexgirigla
or therapeutic effects on human health (Gesler & Kearns, 2002).

The concept of therapeutic landscapes first appeared in the health geography
literature. Gesler described therapeutic landscapes as placee theg@ciated with
treatment or healing (Braubach, 2007; Gesler, 1992). This concept has been used to examine
the role of the physical, social, and symbolic environment on the mental health and well
being of an individual as it relates to place. The main components of therapsidialaes
include the physical and built environment, social interactions, and the symbolism and
meaning that an individual attaches to these components (Braubach, 2007). “Places not onl
provide an identity and satisfy a human need for roots, but are also locations of social
networks, providing settings for essential activities such as employngseances, and

often sought out for their aesthetic qualities” (Gesler, 1992). Williams (200 fstated

30



that therapeutic landscapes could also be used to describe facets of the enviltwatraeat t
not only healing, but health promoting (Braubach, 2007; Williams, 2007).

The concept of therapeutic landscapes draws on humanistic and structuralisstheori
In humanistic theory, these landscapes are seen as being constructed lyg tinewkéech
people attach meaning to them. Whereas, structuralist theory conceptiledipestical,
economic, cultural, and social processes that help shape places. Thesedhrdreeaseful
in explaining the ways by which a certain place can be healing and/or healthipgoniot

Geographies of Health: Therapeutic LandscaBesubach argued that there are five

characteristics of urban neighborhoods that may indirectly or directlycirhpalth. These
characteristics are as follows: 1) physical characteristics @thieonment shared by all
residents; 2) healthy environments that include the conditions and functionality of home,
work, school, or recreational settings; 3) services provided to support the daify life o
residents; 4) socio-cultural features of neighborhoods; and 5) reputation of the rieaghibo
Although he derived these characteristics in the context of urban settingsotitgalso be
applied to suburban and rural areas (Williams, 2007). Braubach posited, as seen in the
diagram below, that an individual’s health status is impacted by a procestattaat the
individual's physical and psychosocial environment, this is then filtered through how the
individual perceives and ascribes meaning to this environment, which then can produce

either good or poor health status and overall well-being (Williams, 2007).
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Physical and Individual _ Physical and Mental
Psychosocial Assessment/Perception and Health Status/ Well-
environments Value Systems Being

Input Filter Function Output

Figure 3.1 Model of Place effects on health adapted from Braubach(Williag)
2007)

Braupnacn presentea 1inaings Trom a stuay tnat examinea tne impact or tne b
characteristics of urban settings on the health status of residents in emghedtunations.
Data were collected by the following means: face-to-face interviegtigneaire on
satisfaction with residential neighborhood conditions by the households; individual self
administered health questionnaire; and inspection check list to rate the quedsidential
neighborhood conditions. Outlined below are the neighborhood conditions that were rated:
e Greenery, public spaces, and play areas (vegetation along;stemeeational areas
for children; places to sit and relax)
e Noise exposure (traffic noise; surrounding area noise)
e Public safety (assessment of residential area safety at nightpienaef safety in the
home)
e Upkeep and maintenance (graffiti; amount of litter)
e Transportation issues (connection to city center).
The study found that those reporting a higher level of satisfaction with their
neighborhood were more likely to live in places with lots of open space, good transportation,
limited noise, high safety, and areas that were well-maintained. Thismslap held true

for residents reporting high self-rated health, with the strongest assodatng high safety
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and low surrounding area noise. From these findings, Braubach proposed his conceptual
framework to explain the mechanisms by which aspects of neighborhoods impaetitine he
of residents (Braubach, 2007; Williams, 2007).

The concept of therapeutic landscapes has also been used to describe places that are
associated with healing, such as spas, beaches, winter retreats, or Speaitdtgare
facilities. These are places that people may feel provide some type afgbhiysantal or
spiritual healing (Braubach, 2007; Williams, 2007). For many people, healing ocdues in t
place of worship. This is especially true for African Americans. It has $teéed that the
Black church became an institutional center of the Civil Rights Movement throeigh t
provision of leadership, economic resources, and a support network for the Africaicakmer
community (Wortham, 2009). It has also been cited as a source of social refuughths
effective leadership, community based ministries and social activisortl{gvn, 2009).The
following section will briefly describe how the Black church can be seeartl@srapeutic
landscape.

Black Church as a Therapeutic Landscape

In the history and lives of African Americans, the Black church can be viesvad a
therapeutic landscape. McRae et al. (1999) noted that the Black church sffstema-
centered approach to address the mental health needs of African American @agulétie
church is not simply a building used for religious expression; the church represmiéts pe
coming together for worship and service and provides a sense of belonging, amal arate
psychological support (McRae et al., 1999;McRae, Carey, & Anderson-Scott, 1998;
Thompson & McRae, 2001). As with any landscape, the Black church as an institution is

shaped by its environment through the interchange of people, materials, energgndeas,
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other factors (McRae et al., 1998). Black churches are sustained through topmewnt!
and maintenance of traditions and group norms, and by adapting to their environmex(McR
et al., 1998; Thompson & McRae, 2001). In a study, Griffith et al (1984) found that certain
aspects of the church service, including testimony, dancing, and speaking in tongues,
provided members with a sense of relief and an emotionally ecstatic feblzigae and
colleagues assert “Black churches provide an array of emotional anth¢eexperiences
and embody therapeutic factors that enhance group cohesion and promote empowerment and
social change” (McRae et al., 1998). The therapeutic functions of the Black church are
further cited in McRae, Thompson, and Cooper, where they highlighted Gilkes illustration of
the Black church as a group process (McRae et al., 1999; Thompson & McRae, 2001).
Gilkes hypothesizes that this group process is manifested through therigll@hgious
practices in the Black church:

...including a tradition of giving voice to the suffering (througtusm and

emotional expression), identifying persecutors (within the fammky #oe larger

society), providing a safe haven for "acting out" (primatilyough dancing,

possession, shouting, and crying), and validating the Black experiepeejadly

that of racism in the dominant culture. (McRae et al., 1999)
McRae, Thompson, and Cooper (1999) explored this concept further through the use of
seven focus groups consisting of a total of 84 people. In their investigation theyadentif
four themes that reflected the therapeutic role of the Black church: churchrasya f
empowerment, spiritual renewal, and interpersonal learning (McRae et al., F2R9is
group members stated that they felt strong connections to other church memsbase af

belonging, a group identity, and a sense of tradition. Members experienced joy and
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rejuvenation from attending church services, which was essential for thensewgrang
through personal struggles. The church instilled in them a desire to take actiloinetssa
issues in Black communities. These and other elements of the Black church sdmuffers a
to the stresses of urban life (Griffith et al., 1984).

The perspective of the Black church as a therapeutic landscape sheds liglgtibn wh
has been used as a conduit for health intervention in the African American cdynmuni
Although the proposed study is unable to fully look at the extent to which the Black church
plays a role in the lives of the study participants, it will examine how begtbhwhoods can
be used to enhance the therapeutic effects of the church. Also through quatitatiiews,
the current study intended to explore ways in which the church functions in the lives of its
members.

Conceptual Model

The study used the aforementioned models and concepts to examine the impact of
neighborhoods on health behaviors and the health status of African American church
members. This study focused on the neighborhood characteristic of racialtrakide
segregation because it is an environmental condition shaped by social, historical, and
political processes fraught with racism and discrimination, as laid out inabe pl
stratification model. As such, residents in these neighborhoods may ascebendiff
meaning to their residential experience than those living in predominantlg @rhit
integrated neighborhoods. Although the concept of therapeutic landscapes helpaito expl
the impact of one’s environment on their well-being, it has some shortcomings imaxgplai
the proposed conceptual model in its entirety. The concept asserts thathhaisredy

which people attain a good sense of well-being occurs through exposure andtatterpoé
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their physical and psychosocial landscape. It does not, however, clearly awgpeeific
pathway that links health promoting landscapes to an overall sense of well-being.
Nonetheless, the concept of therapeutic landscapes was the best fit foptheedrstudy’s
conceptual model.

The conceptual model (Figure 3.2) illustrates the relationship between racial
residential segregation and dietary intake and physical activity. The mgutethesizes that
the relationship between independent and dependent variables is partially mediated b
changes in neighborhood resources/characteristics. On the left side of the aunalel, r
residential segregation is depicted as the independent variable. The m@cthetiis
hypothesized to link racial residential segregation to physical acsindydiet is place
stratification. The filter function of therapeutic landscapes is repiesen the model with a
dotted line because this is reflected in the qualitative data conducted with tbipguais. A
person’s perception of their neighborhood will influence the type of behaviors that they
participate in. The filter function in effect acts as a mediator, mediaa®lationship
between access to resources and health behaviors as interpreted by the pedvevdo a
research aim 1, | conducted a cross-sectional study using baselin@atadrACTS study,
geocoded data, census data, and business data. |intended to look at the mediating effects
place stratification as operationalized by supermarkets, convenience fsistrésnd

restaurants, recreational facilities and the walk score.
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Recreational
Facilities
Walk Score
a Supermarkets b
Fast Food
Restaurants
Convenience Stores
Racial Physical Activity
Residential C,
Segregation Fruit and
.| Vegetable Intake
Physical and psychosocial Physical and mental
environments > | health status/ well-
’ being

Figure 3. 2 Conceptual Model of Therapeutic Landscapes for Health Promotion

Study Research Aims, Questions, and Hypotheses

Informed by the concept of therapeutic landscapes, the goal the currenwatutdy
determine how and why residential neighborhoods of older African American church
members, residing in three urban areas of North Carolina, influenced theptdifest
behaviors. This was accomplished using mixed methods, quantitative and qualitsive. T
guantitative methods used a cross-sectional design to identify the pathways through whic
diet and physical activity behaviors among older African American churatioers were
associated with their neighborhood'’s racial residential segregation. @r&em the filter
function of therapeutic landscapes, qualitative methods were used to explore with older

African American church members the meaning of the physical, social, ancap&atures
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of the neighborhoods of their church and where they live in facilitating or inhibitiing the
physical activity and dietary intake. The qualitative interviews &ks@ used to help
explain findings of the quantitative analyses. The following sections will odklisnaims

and methods.

Research Aim 1

To examine the pathways between racial residential segregation, and diet and
physical activity among older African American church members
Specific Aim 1 To look at the relationship between residential segregation, place

stratification and diet.

Research Question 1 the degree of racial residential segregation in a church member’s
census tract related to the place stratification (as measured by ther miisiggermarkets),

which in turn is related to the diet of African American church members?

Hypothesis 1aChurch members living in census tracts with a lower proportion of African
American residents will have more supermarkets within 3 miles of theiessldnd have

good dietary intake

Research Question 1ks the degree of racial residential segregation in a church member’s
census tract related to the place stratification (as measured by ther mfirmdr@venience

stores), which in turn is related to the diet of African American church members?

Hypothesis 1bChurch members living in census tracts with a lower proportion of African

American residents will have fewer convenience stores within 3 milbgiofaddress.
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Specific Aim 2To look at the relationship between residential segregation, place

stratification and physical activity.

Research Question & the degree of racial residential segregation in a church member’s
census tract related to the place stratification (as measured by numbereational
facilities), which in turn is related to the physical activity of olderidsin American church

members?

Hypothesis ZZhurch members in census tracts with a lower proportion of African American
residents will have more recreational facilities within 1 mile of thediress and in turn have

more minutes of physical activity.

Specific Aim 3To look at the relationship between residential segregation and walking.

Research Question 8 the degree of racial residential segregation in a church member’s
census tract related to place stratification, which in turn is related kingaif older African

American church members?

Hypothesis 32hurch members living in census tracts with a lower proportion of African

American residents will have higher walk scores and in turn more minutes ohgvalki

Research Aim 2

The aim of the second part of the study was to describe qualitatively how older
African American church members conceptualize the role of neighborhoods and ahurch i
facilitating or inhibiting their physical activity and dietary intake. Babsequent chapter

outlines the methods and analysis used to test the associations laid out in theaspecific
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CHAPTER FOUR

RESEARCH DESIGN AND METHODS

The current study used a mixed methods design. As described in Chapter 2, most
studies that have investigated these variables have been either quantitghiaktative.
The need to understand how participants interpreted the quantitative data nede'ssitat
voice,” which is usually missing in purely quantitative studies. On the other hand, y purel
gualitative study does not quantify outcomes. This being the case, a studygubidith
methodologies was ideal for the current study. The following sections dethaibestudy
setting, 2) data sources, 3) study sample, 4) construction and operationalizatioy of stud
variables, and 5) methods used for the analysis.
Quantitative Methods
The study was conducted using secondary data collected through face-totéaviews with
older African American church members participating in the ACTS of Wallsiesly and
primary data created through geocoded addresses, census data, and busimegomfdn
order to accomplish specific aim 1, a cross-sectional study design wasdutilihe research
guestions for research aims 1-3 were answered using secondary data tp adeatfations
between racial residential segregation, neighborhood resources, and health behaviors
Study Setting

Data from the parent study were collected from African Ameritamohh members in

Raleigh, Durham, and Greensboro between Fall 2007-Summer 2009.



Table 4.1 Racial Composition of Study Areas

County Total % African | % White Metropolitan
Population American Area

Durham, | 267,587 38 46.4 Durham
NC

Wake, 900,993 20.7 66.3 Raleigh
NC

Guilford, | 488,406 325 57 Greensboro
NC

NC rates adjusted for the 2010 census. Source:@&Bsus Bureau: State and County QuickFacts.

Table 4.2Median Income of Study Areas

Durham Greensboro Raleigh North Carolina

Median 49, 894 42,260 63,770 45,570
household
income in

2006-2010

Median 65, 561 56,744 74,666 51,638
household
income of
Whites

Median 36,631 32,329 41,415 31,977
Household
income of
Blacks

2010 Census Data American Fact Finder

Overview of Parent Study

Sample

The data used for this dissertation research came from Action through Charires ito
Save lives(ACTS) of Wellness project, a CDC-funded church-based intervergigneteto
increase colorectal cancer screening and physical activity (Pti lampbell, PhD). The
study design for the intervention test was a two-group randomized trial withuhghas the

unit of randomization.

Eligibility and Criteria
Churches were eligible for the ACTS of Wellness study if they: a) had a pireattin

African Americans congregation; b) had no less than 250 active adult members on thei
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roster; ¢) had at least 100 members that were 50 and over ; and d) agreed to be rdndomize
intervention or control arm. Church members were eligible to participate inGh& Af
Wellness study if they: a) were aged 50 and over; b) English-speakihg;)agave consent

to participate in the study.

Recruitment and Enrollment

In North Carolina, the project coordinator was responsible for recruiting clsurche
The project coordinator called and met with pastors of potential churches. Innstanees,
the coordinator met with members of the church to explain the project in detailitReat
of churches began in May 2007. Church members were invited to participate in the study
from January 2008 to August 2009. Recruited churches were excluded from the stugly if the
were unable to obtain at least 30 church members. This yielded a total of 18 slunavine
from two urban areas of the U.S. (12 from Raleigh-Durham North Carolina and 6 fjom Mi
This study focused on the churches from North Carolina. Churches were randouoibdsele
to be in the intervention and control groups. The intervention group received tailored
newsletters and motivational interviewing on colorectal cancer and phydiivélawhile
control group received the Body and Soul Program, which had 4 pillars that incorporated
pastoral influence, peer counseling, church activities, and changes in church environment
related to healthy eating.

Baseline survey data included collection of address, demographic informatiory, dieta
intake, and physical activity type and duration from approximately 616 Africagriéam
adults aged 50 and over living in North Carolina. All individual-level data and variables
(demographic, behavioral, and health) came from the baseline survey of the ACTS of

Wellness program.
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Data Collection

Trained research staff collected baseline data for the ACTS of Wedluelsusing a
face-to-face self-administered survey. Surveys took an average of 3ioxt@srio
complete. Data collected from the survey included demographic informatiorn, healt
information, self-rated health, fruit and vegetable intake, physical actiaypsychosocial
factors related to these behaviors. A summary of individual-level variables tarsbdeces

is presented in Table 4.3

Table 4. 3Study Variables and Data Sources

Variables Data Source Year Scale of Data
Collected Collection

Behavior information ACTS of Wellness Baseline | 2008-2009 NC

(Physical activity and Survey Metropolitan

diet) area

Racial composition | Census 2000 2000 National

Address information| ACTS of Wellness Baseline | 2008-2009 NC

Survey Metropolitan
area

Supermarkets ReferenceUSA Obtained | National
March 2010

Convenience stores ReferenceUSA Obtained | National
March 2010

Recreational ReferenceUSA Obtained National

Facilities March 2010

Walk score http://www.walkscore.com/ 2010 National

Additional Data and Sources

ReferenceUSA compiles its data using phone books, annual reports, business
directories, and public record data. The data is cleaned and matched with thhl&i®R&
Change of Address every month in order to ensure address accuracy. ReferenceUSA
includes over 22 million businesses in the United States. A custom search was done to
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identify supermarkets, convenience stores, fast food restaurants, antioealéacilities in
the vicinity of the participants’ residence. This was done using the custarh spéipns of
business type and geography. In order to ensure that all businesses wedssljradunties
in which at least 1 participant resided were selected. The primary codeth&dorth
American Industry Classification System (NAICS) were used to idemti§inesses. The
following NAICS codes were used to categorize businesses that were atkssm
(44511003), convenience stores (44719005, 44512001, 44719005), fast food restaurants
(722211), and recreational facilities or parks (71394015, 62411006, 71219004).

Address information provided by the participants was geocoded using Excel
Geocoder from Juice Analytics and then the latitudinal and longitudinal coordivertes
linked to census block group data. Neighborhood characteristics that were examined
included proportion of African Americans, poverty level, number of recreationbtiésc
and parks, number of supermarkets, fast food restaurants, and convenience stores.

Census 2000 data was used to assess neighborhood-level variables including racial
composition (which was used to assess the degree of racial residentighBeg)e
education and poverty level of each neighborhood at the census tract level. The variables
along with their source can be found in table 4.5. Walk scores were obtained fromkthe wal
score website at http://www.walkscore.com/.

Geocoding

In order to prepare the address information to be geocoded, it was necessary to ente
the address information into an excel spreadsheet. Five columns were créatée wi
following headings: participant id, address, city, state, and zip code. The dakewas t

added to ArcMap, followed by the streetsmap data, which were located on the Wnifersi
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North Carolina-Chapel Hill AFS space. The address locator, Street AddlrdSseas then
added to ArcMap. An address locator stores the address, attributes, associatesy amtkx

rules that define the process for translating nonspatial descriptions of glatess street
addresses, into spatial data that can be displayed as features on a map (ESRhe Af

address locator was added, 616 participant addresses were geocoded usig Alledla

initial geocoding process resulted in 122 unmatched addresses, which meantutiatdatd
longitude coordinates were not able to be located for these addresses. The 122 unmatched
addresses were reviewed for spelling errors and rematched. Thesd ggbdeximately 13
matched addresses. For the purpose of matching the remaining addresses, aifoadtines

was created using street information from Tigerline. The processefatirgg this address

locator is detailed in Appendix A. After this process generated 66 matchedsedqrde
remaining data were excluded from analysis, if address information wasawate. This

yielded 573 participants with matched addresses. Census 2000 data were downloaded from
the American Fact Finder website and imported into ArcMap. A spatial joilevesin

order to link participant address data to census 2000 data.

Data on neighborhood resources was obtained from ReferenceUSA. As mentioned
earlier, codes were used to categorize food stores, recreationakfaailit restaurants. A
custom search was done using the specified codes and county. The seven countied identi
based on the baseline data included Chatham, Durham, Franklin, Guilford, Johnston, Orange,
and Wake counties. The custom search produced all businesses that categonzelsdbe
with that specific code. The business data was then downloaded to an excel spre&ishee
order to prepare this data to be imported into ArcMap, it was necessary to cldatatbe

that it only included the business name, address, and the latitude and longitude coordinates

45



The excel data sheets for supermarkets, fast food restaurants, conveoims;asd
recreational facilities were then imported into ArcMap. The next step in tagudgiaration
phase was to link the business data to the participant data. In order to do this, a polygon that
encompassed a 3-mile and 1-mile area around each participant wad. deaiant of
businesses located within each polygon was used to determine the proximity of each
participant to the specified resource. There were a few options availablagorméhe
distance of a person to a business. For the purpose of this study, the driving distance was
used, which incorporated all the streets a person needs to use in order to get toetthe desir
destination. This method is in contrast to using the Euclidean distance, whichaigta-str
line distance between two points.

To facilitate the driving distance method, a network data set for stregt®triaved
in order to set up the spatial parameters for analysis. The steps for condustmgttiod
can be found in Appendix A. Once the system had generated all the polygons a spatial join
was done to join points (facilities) to polygons (3-mile driving distance around each
participant’s place of residence). The steps for outlining the process ofyinhgntine
polygon that each facility lies within are in Appendix A. Figure 4.1 depicts thiestundy

sample used for analysis after all addresses were matched.
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Figure 4. 1 Consort Table

Measures

Final Data Set

Description of the Study Instruments

The ACTS of Wellness baseline questionnaire was developed by adapting previously
validated measures for most constructs. New items were designed and eénsbdiesuch
measures were not available. The instrument contained sections on the followisigftopic
and vegetable intake, physical activity, subjective norms, physical pdietiavior self-
efficacy, colorectal cancer screening history, beliefs and attitudesdaelorectal cancer
screening, demographics. The current study was limited to the followingplearfeom the

survey: fruit and vegetable intake, physical activity, and demographicgjuBiséons used

for this study can be found in Appendix B.
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Demographic information included age groups, sex, educational level (six categor
8" grade or less, less than high school degree, high school degree or equivalent, some college
or beauty/trade school, college graduate, education beyond college), mdtital sta
(married/living with partner, single, divorced, widowed), income (six categoanging
from under $10,000 to $75,000/year or higher) and health status (fair, good, excellent).
Independent Variable

Racial Residential Segregation. The index of dissimilarity (I1.D.) is a commonly used
measure to assess the degree of segregation in a census tract. This is aoiheasuness
and is computed with the following formula:
1.D. = 1/20 ABS[(b/B)-(W/W)]
The following is an example of variables used in the formula if comparing amitéfrican
American population:
b = the African American population of the kth area, e.g. census block group
B = the total African American population of the large geographic entityificch the index
of dissimilarity is being calculated (census tract or metropolitea) are
w = the white population of the kth area
W = the total white population of the large geographic entity for which the index of
dissimilarity is being calculated.
ABS is the Absolute Value of the calculations within the brackets
Dissimilarity ranges from 0 (complete integration) to 1 (completgegyation) and signifies
the percentage of a group’s population that would have to change residence for each
neighborhood to have the same percentage of that group as the metropolitan area overall

(Iceland & Wilkes, 2006). Scores less than 0.3 indicate low segregation, 0.3-0.6 istenodera
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segregation, and scores over 0.6 indicate a very high level of segregatioay(d3snton,

1993). The ID was calculated for each participant. Based on the calculattbpeaious

work done by Mason et al, the ID was deemed as an unsuitable representation akthe deg

of segregation in the South for this study sample (Mason et al., 2009). This is due to the fact
that when compared to the North that has a large density of African Americans ensns c
tract, the South is less densely populated and has fewer census tracts (Mhs@0@9).
Therefore, residential segregation was measured by calculatinggatpn of African
Americans in each census tract.

Dependent Variables

Physical activity and diet were selected as the dependent variablesebectiusave
been shown to be associated with increased heart disease, cancer risk, and/dl&sity
was also chosen because studies have shown that walking is the preferrgdfe@ictider
people.

Physical activity. Moderate to vigorous physical activity (MVPA) was measured
using an 11-item instrument derived from existing instruments and modified foratultur
appropriateness in WATCH project (James, Campbell, & Hudson, 2002; Resnicow et al.,
2003). The device assessed frequency of different types of activity in the pags3@ita
response options of: rarely/never, 1-3 times/month, 1-2 times/week, 3-4 teaksv 5 or
more times/week within the past 30 days. Items included walking, joggingrewgn
biking, and sports like basketball/baseball, light sports as bowling/pool, fishingpunti
weight lifting, home repairs, dancing, aerobics, household chores, yard work iéights,
praise or liturgical dancing, aerobics classes, hard physical lab@acatgflemployment and

other exercises and other exercises. For each activity, particgsaintate the activity
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duration as either less than 20 minutes or 20 minutes or more per session. The duration of
activity was defined as less than 20 minutes (estimated as 15 minutes ysrsuwal20 or

more minutes (estimated as 30 minutes). Physical activity was egseskree ways. First,
physical activity was examined as the number of minutes of activity périnvéee last

month. The second measure was dichotomous and was used to assess whether participants
met the physical activity recommendations. From the physical actiitymation obtained

in the survey, weekly energy expenditure in metabolic Equivalent Task hourg (MET
calculated. More specifically METs are the ratio of the metabdkcafethe average person

while seated and resting, to the metabolic rate of a particular persienpetorming some

task (Trost, Kerr, Ward, & Pate, 2001).

Dietary intake.This was assessed using the 13-item NCI fruit and vegetable screener
(Thompson et al., 2000). This instrument assessed the frequency of consumption and portion
size for consumed F&V and has been validated against other instruments pd&tdgiciere
able to choose from 6 response options, ranging from ‘0 per day’ -'7 or more a day’. Fruit
and vegetable item frequencies were converted to servings/day and therddorpnoide
total daily consumption values for fruit, vegetables, and total fruit and vegetables

Walking. This was measured separately because walking is the most common form of
physical activity among older adults. Walking was measured with the ssmament as
outlined for physical activity. Walking was defined as the number of minutes walked per
week in the last 30 days.

Mediator Variables
Count of supermarkets. This was measured as the number of supermarkets within 3

miles of a participant’'s address. Supermarkets included Walmart Super, @émiée Foods
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Market, Super Target, Trader Joe’s, Save-A-Lot, Piggly Wiggly, Lowes FoodgeK
Kmart Supercenter, Harris Teeter, and Food Lion.

Count of convenience Stores. This was measured as the number of convenience
stores located within 3 miles of participant’s address. Convenience stoeedefiaed as
free standing stores and also those attached to gas stations.

Counts of fast food restaurants. This was measured as the number of fast food
restaurants located within 3 miles of participant’s address. Fast foodraggsawere
defined as limited service restaurants and included restaurants such as M) 8unager
King, and Wendy’s.

Count of recreational facilities. This was measured as the number of parks and
recreational centers located within 1 mile of a participant’s address. fHodgees included
Fitness & Recreational Sports Centers, nature parks and similar inssif@raehchild and
youth services

Walk Score. This is a number between 0 and 100 that measures the walkability of any
address. Walk Score calculates the walkability of an address based astdhealfrom a
person’s house to nearby amenities. Walk Score measures how easy it is tibdstgla
that requires little use of a car. It uses a patent-pending system tarenteeswalkability of
an address. The Walk Score algorithm awards points based on the distance to the closes
amenity (transit, grocery, restaurants, coffee, bars, movies, schools, faeksedi books,
fitness, and pharmacies) in each category. If the closest amenitytegargas within .25
miles (or .4 km), the maximum number of points is assigned. The number of points declines
as the distance approaches 1 mile (or 1.6 km)—no points are awarded for amenities furthe

than 1 mile. Each category is weighted equally and the points are summed andzedrtoali
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yield a score from 0-100. Distance is measured using "as the crowdibéstices rather than
walking directions. “As the crow flies” distance is a measure of thgktrline distance
between two points (http://www.walkscore.com/)

Table 4. 4Walk Score Categories

Walk

Score Description

90-100 Walkers’ Paradise— Daily errands do not require a car.

70-89 Very Walkable — Most errands can be accomplished on foot.

50-69 Somewhat Walkable— Some amenities within walking distance.

25—-49 Car-Dependen — A few amenities within walking distance.

0-24 Car-Dependen — You can walk from your house to your car.

http://www.walkscore.com/
Control Variables

Demographic information. This information collected from participants included
address, age, gender, marital status, educational status, and income statisaridigss
were controlled for in the analysis. Education and poverty at the censusveaeids also
controlled for in the analyses. Census tract was measured as the parsicipagitborhood

and is referred to as this in the following sections.
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Table 4. 5 Independent, Dependent, and Mediator Variables

Independent
Variable

Definition

Type of variable

Response Coding

Source

Racial residential | Proportion of Independent proportion of the Census 2000
segregation African American census tract
residents in a Continuous population who
Census Block group reported their race as
Black/African
American in the 200(Q
census
1.1-98%
Dependent Definition Type of variable | Response Coding Source
Variable
Meet physical Frequency and Meet the ACTS of

activity duration - defined ag recommendations fon Wellness
recommendations| 150 or more minutes Dichotomous physical activity Survey
per week
(YIN)
Physical Activity | Frequency and Continuous # of minutes of ACTS of
duration of activities physical activity per | Wellness
week in the past 30 | Survey
days
Walking Frequency and Continuous # of minutes walked | ACTS of
duration per week in the past | Wellness
30 days Survey
Fruit and Index used to assessDependent Dietary score Acts of
Vegetable Intake | dietary behavior Wellness
Survey
Mediator Definition Type of variable | Response Coding Source
Variables
Recreational Measured as # of | Count Variable Geocoded datg
facilities recreational from
facilities within a 1- ReferenceUSA

mile radius of
participant’'s home

1

Convenience

Measured as # of

Count Variable

Geocoded datd

1

Stores convenience stores from
within a 3-mile ReferenceUSA
radius of
participant’'s home
Fast Food Measured as # of Count Variable Geocoded datd
Restaurants fast food restaurants from
within a 3-mile ReferenceUSA

radius of
participant’'s home

A
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Supermarkets Measured as # of | Count Variable Geocoded data
supermarkets within from
a 3-mile radius of ReferenceUSA
participant’'s home
Walk Score Measure the Continuous Values ranging from | Walk Score
walkability of a 0-100 website
person’s
neighborhood based
on their address
Table 4. 6 Control Variables
Variable Data Source Celizgores for Measurement
the analysis
Gender ACT 95 1 = Male Nominal
Are you: (select one) 2 = Female
1 = Male
2 = Female
Age Group ACT96 Dummy Variables| Categorical
What is your date of birth for:
__mm dd year 50-60; 61-70; 71-
80; over 80
Marital Status | ACT97 Dummy Variables| Categorical/Dummy

What is your marital status?
1= married or living with a partner
2= never been married

for:
Married or living
with a partner;

3= divorced widow; single
Educational | ACT99 Dummy Variables| Ordinal
attainment | What is the highest grade of school oifor:

amount of college you have Less than High

completed? (Choose one) School

High School

1= eighth grade or less More than High

2= some high school 3= high school| School

graduate or GED College

4= trade or beauty school graduate | Post college

5= some college

6= college graduate

7= more than college (some post

graduate, post graduate, or

professional degree)

98 = Refused to answer

Income What is your total yearly household| Dummy Variables

income (before taxes)?

1= under $10,000

2= $10,000-$19,999 3= $20,000-
$29,999 4= $30,000-$49,999

5= $50,000-$69,999 6= $70,000-

for:

Low income
High income
Middle income
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$99,999 7= $100,000-$149,999
8= $150,000 or over

Health Status| ACT16 Dummy Variables
Overall, is your health: for: Excellent
Excellent, very good, pretty good, fajrHealth
poor Good health
Fair health
Neighborhood| Census 2000 Median household Percent of the
Poverty income in 1999 | census tract

population who
lived below the
poverty line
2000 census

Neighborhood| Census 2000 Educational Percent of the
Education Attainment census tract that had

at least a high

school diploma

Data Structure

Hierarchical data structures are those in which multiplear&vel units are sampled
for each macro-level unit. This can happen when individuals are edrfrpin naturally
occurring groups as in the case with the parent-study for the ptbgosdy. Participants
were clustered within churches and nested within different neigbbds. Neighborhood
was the higher level. Church was a secondary level, followed byidodis at the lower
level. The macro-level units of neighborhood and church violated themasion of
independence of the data, which indicated that observations from thereamreelevel units
may have been correlated, and each observation may not have beenngrewidjue
information. Therefore, the standard errors would be too small andghstatistics would
be too big resulting in an incorrect conclusion that effects eXsmultilevel model was
created in order to address the issue of the clustered data.

Church was a mechanism used for the identification of respond&hts.sampling
procedures were conducted such that people within churches were sutheyefiyre the

effect of church needed to be accounted for in the analysis. To adooutttis, the
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differences among churches were modeled as fixed effects iarnthlgses by creating
dummy variables. The church that had the longest serving pastarse@ss the reference
group.
Analysis Plan
A comparison of missing observations and non-missing observations was conducted
using t-tests. Initially a test was done to determine if the income, extyag¢nder, age,
physical activity, and fruit and vegetable consumption of participants mzddrgss
information varied from those participants that provided address information. Ncsigni
differences were found among these variables between the missing gdaliegzants and
the non-missing address participants. Similarly, a comparison was condubtétew
independent and outcome variables. This was done to determine if the people missing date
for income, education, gender, health status, and weight status had differedasitgifrom
those not missing any data on the independent and dependent variables. There were no
significant differences found between missing and non-missing observatiomsler to test
for multicollinearity among the variables, variance inflation factasanconducted on all
independent, dependent, and mediator variables. There were no issues of multitpllinear
A multilevel linear regression analysis was done to test the associaticgebet
independent variables, mediators and dependent variables. Data were analgzbtplusin
version 6.1. All analyses controlled for and examined the effect of demographidesri
and neighborhood characteristics, while examining the measures of healtrotseand
neighborhood characteristics. Multiple linear regression models will be useduatevae
effect of a continuous independent variable on continuous outcomes. Using Mplus 6.1,

regression coefficients, standard errors, and confidence intervalsstierated.
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Analysis Specific Aims 1-3

A mediated hypothesis was proposed among the variables. The following describes
the steps involved in a mediation analysis. Using the steps proposed by Baron and
Kenny(Baron & Kenny, 1986) tests for mediation examine the attenuation dsditteween
neighborhood percent African American and individual level access to resourtcélenit
addition of individual risk behavior variables. Formal tests of significant meldidtects are
assessed using the difference in coefficients method after standatbeimgression
parameters.

The first step in the analysis is to regress the outcome variable on theqgoredict
variable (path c). For specific aim 1, dietary intake would be regressedaln rac
composition. The next step would be to regress the number of supermarkets on racial
composition (path a). Next the dependent variable, dietary intake, would be regressed on
supermarkets (path b). Then dietary intake would be regressed on racial campasiilie
controlling for the number of supermarkets. If all pathways are significantthe
significance of the mediated effect would then be tested using the Sobel test.

Regression coefficients assess the amount of change in a dependent variable
associated with a one-unit increase in the independent variable, holding cdrestaitieés
for other variables in the model. The significance of the mediated effect viemdbé tested
using the Sobel test.

Traditional mediation analysis assumes that each individual observation is
independent of all the others. As discussed previously, participants were saompled f

churches and lived across different neighborhoods resulting in a violation of uhgpéiss
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of independence. This phenomenon can be estimated by calculating the intaciasan
(ICC) (Diez-Roux, 2004; Mujahid, Diez Roux, Morenoff, & Raghunathan, 2007).

The intraclass correlation coefficient (ICC) measures the proportiorriahea in the
outcome variable attributable to differences between groups; the remaii@€)(ik a
measure of the proportion of variance in the outcome variable attributablecte s
between individuals within groups. An ICC was calculated to assess whetleewtser
correlation in outcomes among participants that lived in the same neighborhood. Te ICC’
ranged in value from 0.022 to 0.87. Although some of the correlations were small, multileve
models were used to account for this in the analyses. When clusters or groupsear@ghos
the unit of analysis, mediation with single level models poses two major problersis.it Fir
violates the assumption of independent observation of ordinary least squaresastimati
(Carvajal, Baumler, Harrist, & Parcel, 2001). Second, it results in downwardlytbia
standard error estimates with overly large test statistics anceohflgfoe | error rates.

Multilevel mediation models were used because this technique preserved the
individual level variables, while also modeling the homogeneity of errors wgtioimp by
estimating the error terms for both the individual and the group (Krull & MacKinnon, 1999).
Multilevel models are more complex than single level models in terms of sg@tdmature
of the error terms. Multilevel mediation models corrected the standard emaates and
gave a more appropriate significance test result. Using the ceeffi@and standard errors
generated with the multilevel equations, significance of the mediated, g&pls, was tested
using the following formula:

SBapb= V( SpaPy’ + SpoPa)-

58



There are two basic prerequisites to applying multilevel meditationallsadde
clustered data with positive ICC and b) a proposed three-variable meditatmatelim
which the outcome variable is measured at the lowest level of the data (indigidalal
Additionally, multilevel mediation models require that a variable affect@natariable
measured at the same level or at a lower level, but not at a higher lave&(KtacKinnon,
2001).

For this study, the predictor variable was a group level variable, thes 421
model was used, as depicted in Figure 4.2 and detailed in Table 4.7. In this model, the
predictor level 2 variable (Xrepresented a characteristic of the group, which affected an
individual level mediator (), which, in turn, affected an individual level outcome
(Yi)(Krull& MacKinnon, 2001). In the multilevel specification, the group level initial

variable is incorporated into group level equations (Krull & MacKinnon, 2001).

al |7 °

Yij

A 4

CC

Group Individual

Figure 4. 2 Multilevel Mediation Model
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Table 4. 7 Multilevel Equations for Meditational Analysis

2> 1> 1
Equation 1: Y = Bo + BoXj+T; Level 1Y = o + 1y
Level 2:Bqj = yoot Y X+ Hoj
Equation 2: Y = o + B X+ oM +; Level 1:%; = Boj + BoMy+t;
Level 2:Bq =7yoot Yo X + Mo
Equation 3: Mij =B, + BaXj+; Level 1: Mij =B, +
Level 2: B =Yoot YaX| +Hoj

Multivariate Behavioral Resear¢Krull & MacKinnon, 2001, p258)

Additional analyses were conducted with weight status groups in the models wignétuit
vegetable consumption as the outcome variable because approximately 50% of the sampl
was obese. The groups were dichotomized into non-obese and obese groups. Bstiimates
standard errors were compared to determine if fruit and vegetable consumption was
significantly different across the groups.

Listwise deletion was used to deal with missing data. Listwise deletioived
removing observations with missing data and running analyses on observations that had

complete data for all variables (Patrician, 2002).

Qualitative Methodology
The purpose of the qualitative portion of this dissertation study was to more closely
examine the filter function as outlined in Braubach’s Model of Place EffeceatitHn

Figure 3.1(Braubach, 2007). This allowed participants to provide an interpretatioir of the
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experience within the residential and church setting. Informed by the findomggte
guantitative study, | developed a question guide to be used for specific aim twertaias
social contextual factors that are relevant to older African Americarckk members living
in predominantly African American neighborhoods. This guide was used to conduct semi
structured interviews with this population. To achieve Research Aim 2, interviees we
conducted with approximately 12 older African American church members. Oligesvat
were also done in the participant’s neighborhood to get a different perspectivie of the
neighborhood. The study was approved by the Institutional Review Board at the tjnivers
of North Carolina. The recruitment script, letter to participant, informed nbase
interview guide can be found in Appendices C-F. The purpose of the study was to
understand the experience of older African Americans living in predominantlaAfri
American neighborhoods
Study Design

In order to develop a stronger theoretical basis for the proposed conceptual model, |
conducted semi-structured interviews to understand perceived ideas and notions of
participants’ residential environment and church in relation to their physiocatyaahd diet
based on the results obtained from the analysis of the baseline surveys. Thesie in-de
interviews were used to elicit information on how church members define their
neighborhood, to determine what resources they have access to in their neighborhood, and to
determine what influences their decisions to engage in physical acivitynaintain a
healthy diet. Through the semi-structured interviews, | learned more abatuthe
participants considered to be the boundaries of their neighborhood, where most of their dail

activities took place, how active they were in their church, where partisipagaged in
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physical activity, what types of physical activity they usuallyagggl in, what barriers
existed to engaging in physical activity, and their awareness of phgstoaty opportunities
in their area.

Sample Recruitment

Participants were drawn from the ACTS of Wellness study. The follow up\sto
the study had a question that asked participants if they would be willing to answiemadidi
guestions. From this follow-up survey, 112 of the participants agreed to answer additional
guestions and also came from census tracts with a population of 50% or more African
Americans will be considered to be highly segregated areas (Willia@ll&as, 2001).
Purposive stratified sampling was used to select church members b negalential
segregation in their census block group, gender, and geographic location. Data were
collected from 3 different urban areas.

The goal of recruitment was to identify participants, both male and féroaie
Greensboro, Durham, and Raleigh. The script used for recruitment can be found in Appendix
C. Thirty participants were contacted via their home or work phone. A voicensléftéor
participants that did not answer the phone in addition to three follow up calls placed at
various times on different days. Participants were excluded becausethieeylel not
answer their phone or declined to participate. This yielded a total sample ofidpamats
for the qualitative portion of the study. Upon agreeing to participate, a studynatfon fact

sheet was mailed out to participants that provided them details of the study.

Data Collection
Observation

Prior to interviewing participants, | visited their residential neighborhoddkeapt

field notes in order to document what | observed. | drove my own car to the different
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neighborhoods and used a digital recorder to capture all that | observed. The Active
Neighborhood Checklist, found in Appendix G served as a guide during the observations to
document physical characteristics that | felt could contribute to thénteeadtwell-being of
individuals residing in these areas. Some of these characteristics includesstreprof
sidewalks, location of supermarkets, convenience stores, and fast food réstgulmygsical
appearance of buildings and residential structures, and upkeep of the physical emtironme
This direct observation was conducted to allow for comparisons across censuslicatbns
and patrticipants’ perceptions of their neighborhood (Laraia et al., 2006).
Interviews
The in-depth interviews consisted of semi-structured questions that welepselva priori
(Morse & Richards, 2002). Additional questions were added to the interview guide based on
the findings from the quantitative analyses. The interviews were conducted over the phone
at the participant’s convenience and were recorded using two digital recovilersne
serving as back-up in order to ensure the quality of the audio recordings. Durogithe
of the interview, probes were used to build on participant answers. Interviesds last
anywhere from 1.5 to 4 hours. The interview guide can be found in Appendix F.
Validity

Some threats to validity that | noted, included participant’s social desiyabilit
(responding in a manner that is deemed to be socially acceptable regaitisdsaged on
truth) and “acquiescent response” (consistently agreeing or disagreeingnwith a
answer)(Munhall & National League for Nursing, 2001). Two measures vkenme tia
reduce this threat to validity in the interview process. Interview questiaesweeded in a

manner that was neutral and without judgment (Nederhof, 1985). The other technique used
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to reduce threats of social desirability is to select interviewers thaafrom the same
social group as the respondent (Nederhof, 1985). As the interviewer, | did not consider
myself to be part of the same social group as the respondents because | ardifferant
age and generational cohort.
Data Management

Data was transcribed verbatim and then organized and managed using Atlas-ti®
gualitative text analysis software. Transcripts were analyzed usitgrative coding
process with triangulation on final thematic findings. A codebook based on the wtervie
guide was developed and used to code transcripts. Field notes were taken and ohaintaine
order to track activities and behaviors of participants during interviews and alises.
Analysis
Qualitative analysis involves a cyclical, inductive, and iterative apprééessé-Biber &
Leavy, 2006). As such, analysis and writing began while data was still beingembllect
because they informed one anotliBgan & Bernard, 2000)A codebook was created to track
the different types of codes that emerged from the data. | developed initiad) cadegories
that reflected the research questions and themes from Braubach’s model effplatseon
health (Braubach, 2007). The codebook created for this study can be found in Appendix H.
Through the course of the analysis, | developed hypotheses about what was goiting on wi
participants and their social interactions within and outside the neighborhood. dimesd f
the basis of additional codes.

In their book, Richards and Morse describe three types of coding, descriptive, topic
and analytic coding, all of which were used in the analysis of this studg¢Matse &

Richards, 2002). Descriptive coding focuses on storing information such as people asnd place
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(Morse & Richards, 2002). Examples of descriptive coding documented for this study
included names of food stores and people that influenced participant’s health. Topic coding
involves compiling data together that have the same subject matter (M&ieb&ds,

2002). Topic coding examples included participants’ descriptions of their physical
neighborhoods. More interpretation of the data was required with analytic codirigledhic

to the emergence of themes (Morse & Richards, 2002). A theme is a gdaartilat is
consistent throughout the data.

As outlined in Miles and Huberman (2002), | developed an accounting scheme for
codes that were not necessarily based on the content (Huberman & Miles, 2002).akh gene
scheme that was presented in Miles and Huberman (2002) includes the followguyieate
setting/context, definition of the situation, perspectives, ways of thinking about peable
objects, process, activities, events, strategies, relationships and sactakes (Huberman
& Miles, 2002). After more in depth review of the transcript, | then did pattern coding
which entailed grouping the first level codes into a more manageable, ssealbdéthemes
and constructs (Huberman & Miles, 2002). These pattern codes were then compdred to ot
data collected including observations, field notes, and pictures.

Reflexivity

As an African American researcher | feel that | shared some sinieriences to
the study participants with whom | interacted. | believe that these stvgredences
facilitated rapport-building with participants and enabled them to open up more shdhan t
would with someone from a different racial background. A drawback of this shared
experience is that my knowledge of certain terms kept me from probing to pgitea

understanding of what the participant was trying to convey. For example, ongpaattic
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mentioned that she was not getting “The Word” from her pastor so she left the church.
understood what she was referring to when she mentioned that, so | did not feel the need to
probe further. | neglected to garner more information from this participant angreted it
based on my knowledge and previous experiences. A struggle with this also liesast the f
that by probing further, | could have lost the rapport that | had developed with ticgpat,
because they now feel that we do not share similar experiences if | questiethisg that is
supposedly common knowledge.

The following two chapters present the findings from the data analyses.
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CHAPTER FIVE
EXPLORING THE RELATIONSHIP BETWEEN RACIAL RESIDENTIAL

SEGREGATION AND PHYSICAL ACTIVITY AMONG OLDER AFRICAN
AMERICAN CHURCH MEMBERS: A MIXED METHODS APPROACH

Introduction

Health disparities between African Americans and Whites have been widely
documented (Landrine & Corral, 2009; Robert & Ruel, 2006; Satcher, 2001; Siegel et al.,
2011). Differences in the rates of physical activity between these two grotgpbden
offered as one plausible explanation for the disparities in health outcomes (Bapg@a&i|
Bopp et al., 2007; Powell, Martin, & Chowdhury, 2003). In 2008, sixty-five percent of
African Americans did not meet the recommended guidelines for physinatyaas
compared to 54.4% of Whites (Nelson et al., 2007). Studies have shown that this disparity
persists in older African Americans, who have lower rates of physicaitythan their
White counterparts. For older adults, physical activity is essential imummgrmuscle mass,
bone density, psychological function and cognition, and reducing functional limitations
(Chodzko-Zajko et al., 2009; Elavsky et al., 2005; Keysor, 2003).

Currently, the physical activity recommendations for older adults stateltisat
adults should engage in at least 150 minutes of moderate physical activity or 75 wiinutes
vigorous physical activity per week (Nelson et al., 2007). Nationally, 26% of oldeaAf
Americans, over the age of 65, and 37% of those aged 45-64, reported that they had met the

physical activity recommendations as compared to 41% of older white adulsgevéb and



49% of White adults aged 45-64 (Nelson et al., 2007; Gallagher et al., 2010). In North
Carolina, 24% of African American over 65 and 36% of those aged 45-64 met the physical
activity recommendations in comparison to 38% of Whites over age 65 and 44% of those
aged 45-64 (Nelson et al., 2007). Differences in the rates of physical activigebetitese
groups have recently been linked to external and environmental factors.

A growing body of literature has demonstrated an association between the
neighborhood context and physical activity among older adults (de Leon et al., 2009;
Friedman et al., 2005; Gallagher et al., 2010). Since walking is the preferred method of
physical activity for older adults, a neighborhood environment conducive to walking is
imperative (Gallagher et al., 2010). Among older African American adgdpgcts of the
neighborhood environment that have been found to be associated with walking include the
presence of people, neighborhood safety, seeing familiar faces, sidewalkdlkang irails,
and the aesthetics of the neighborhood (Gallagher et al., 2010). However, thiéee is lit
research showing what effect living in a racially segregated or pradotty African
American neighborhood may or may not have on facilitating physical aciviong older
African Americans.

Racial residential segregation is defined as the physical separationsoiirace
residential context (Acevedo-Garcia et al., 2003; Williams et al., 2003). sTaiform of
institutionalized discrimination, which refers to discriminatory policieqractices of
organizations that have resulted in differential access to resources and societa
opportunities(Karlsen & Nazroo, 2002). Based on the 2000 Census, over 74 Metropolitan
Statistical Areas were highly segregated, with African Ameritansg the most segregated

group in the United States (Iceland & Wilkes, 2006). Research has shown thatteegrega
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associated with poor health outcomes for African Americans living in these @kélliams,
2001). LaVeist (2003) found that older African Americans were more likeiyeon
racially segregated neighborhoods. An increase in lifetime exposureabreswiential
segregation has been connected to higher rates of mortality among Afmeaitans
(Laveist, 2003). This continual exposure to segregation, may not only impact health
outcomes, but also the health behaviors, such as physical activity, that leae toetlds
outcomes.

The research on the association between residential segregation and pbtygital a
is inconclusive. Lopez examined the relationship between racial segregatiorysiedlph
activity using the Behavioral Fisk Factor Surveillance System (BRRBSd the Dissimilarity
Index (DI), a measure of segregation described as the percentagecahA¥mericans who
would have to move in order to achieve a uniform distribution across a metropolitan area
(Lopez, 2006; Massey & Fischer, 2000). The Isolation Index, ranges in value froml9 (tota
integrated) to 100 (totally segregated), and is a measure of the distributiamcahAf
Americans and Whites across the neighborhoods of a metropolitan statistzc@Carral et
al., 2011). Lopez, found that in a nationally representative sample of diverse adults, an
increase in the degree of segregation was associated with an increasécal ptacivity
(Lopez, 2006). Another study conducted by Corral and colleagues, used BRFSS data and the
Isolation Index to examine the relationship of physical activity and resatlsagregation in
African American adults (Corral et al., 2011). Corral et al, found no significiatioreship
between segregation and physical activity (Corral et al., 2011). Examiowggspecific

measures of segregation based on an individual’s address and the individual’s ptoximity
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physical activity resources may expand our understanding of how racismesi
segregation is associated with physical activity.

Racial residential segregation has recently been linked to access toessmac
health outcomes in older African Americans. Specific resources suchkassdewalks,
playgrounds, and recreational facilities have the potential to promote physic#y among
residents (Chaudhury, Mahmood, Michael, Campo, & Hay, 2011; Gallagher et al., 2010;
Michael, Perdue, Orwoll, Stefanick, & Marshall, 2010). Recreational fasilitave been
shown to be less present in minority neighborhoods although no difference was found in the
number of parks across neighborhoods (Moore, Diez Roux, Evenson, McGinn, & Brines,
2008; Powell, Slater, Mirtcheva, Bao, & Chaloupka, 2007). Access to resources within the
neighborhood are relevant for older adults as they tend to perform most of their daily
activities close to home and become more dependent on their residential surroundings
(Cutchin, 2003; de Leon et al., 2009). As the number of amenities in the neighborhood
increases, the more potential opportunities exist for walking in this population.

The inconclusive association between racial residential segregation anchphysi
activity and the potential pathways between the two warrants further ex@aminkn
addition, the perception of neighborhood influence on physical activity among oldeairAfri
Americans has received little attention in the literature. The studiekahatexamined
physical activity among older African Americans did not include objecteasures of
neighborhood characteristics (Gallagher et al., 2010). Incorporating d metdods model
may be useful to subjectively and objectively investigate how living in hasegregated

areas influences the physical activity of older African Americans.
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The concept of therapeutic landscapes can be used to describe what aspects of a
person’s external environment contribute to their health and well-being. Gestler
described therapeutic landscapes as places that are associated tmt#ntreahealing
(Gesler, 1992). Later, Braubach (2007) added that therapeutic landscapes couldisésb be
to describe facets of the environment that are not only healing, but health promoting

(Braubach, 2007). In Geographies of Health: Therapeutic Lands&pebach argued that

there are five characteristics of urban neighborhoods that may indiredihgctly impact
health. These characteristics are as follows: 1) physical chastcseof the environment
shared by all residents; 2) healthy environments that include the conditions and flibctiona
of home, work, school, or recreational settings; 3) services provided to support tHeedaily
of residents; 4) socio-cultural features of neighborhoods; and 5) reputation of the
neighborhood (Braubach, 2007). Braubach posited, as seen in Figure 3.1, that an individual’'s
health status is impacted by a process that starts at the individual’sgblaysl psychosocial
environment(Braubach, 2007). This process is then filtered through how the individual
perceives and ascribes meaning to this environment, which can then produce both good or
poor health outcomes and overall well-being(Braubach, 2007).

Utilizing the concept of therapeutic landscapes as described in Braldadelsof
Place Effects on Healthhe purpose of this study was to: 1) examine the association between
racial residential segregation and physical activity and their potemidilating pathways;
and 2) using the filter function, explore the perspectives of older African Aamechurch
members living in segregated neighborhoods. Through a mixed methods approach,

understanding the intersection between objective measures of resourcesaivéger
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resources for physical activity can help in the creation of a supportive enviroftment
physical activity for older African American church members.
Using a quantitative approach, this study tested the following hypotheses:
1. Older African American church members living in neighborhoods with a lower degree of
racial residential segregation will have more recreational fasiliti their neighborhood, and
in turn have more minutes of physical activity.
2. Older African Americans church members living in neighborhoods with a lower degree of
racial residential segregation will have a higher walk score, and in turn leaeemwmutes of
walking.
Using qualitative methods to explore the filter function, as outlined in Braulbéatiéd of
Place Effects of Healtlthe research question was:
How do older African American church members conceptualize the role ofdbwlly
segregated landscape, defined as neighborhoods, in facilitating or hinderimipsiseal
activity?
Methods
Design and data

This study used a mixed methods design to facilitate triangulation of qwalisetd
guantitative data. The quantitative methods, analysis, and results will be pidsshte
followed by that of the qualitative component. This study was reviewed and approtred by

Institutional Review Board of the University of North Carolina at Chapel Hill

Quantitative
A cross-sectional study design was used to test hypothesized associdti@esn be

racial residential segregation, neighborhood resources, and physical adgecondary
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data came from the Action through Churches in Time to Save lives (ACTS) of Wellness
project, a CDC-funded church-based intervention conducted in North Carolina and Michigan
to increase to increase colorectal cancer screening and physizi&y actiong older African
American church members. This study analyzed the baseline data colleotetidr12
church sites in NC.

Parent Study Sample and Baseline Data Collection

ACTS of Wellness study design was a two-group randomized trial with the church as
the unit of randomization. Churches were randomly assigned to be in the intervention and
control groups. The intervention group received tailored newsletters and motivational
interviewing on colorectal cancer and physical activity. The control groupveekctie Body
and Soul Program which has 4 components that incorporate pastoral influence, peer
counseling, church activities, and changes in church environment related to bathgy

Churches were eligible for the ACTS of Wellness study if they: a) had a
predominantly African American congregation; b) had no less than 250 active adult member
on their roster; c¢) had at least 100 members that were 50 and over ; d) agreed to be
randomized to intervention or control arm. Church members were eligible topzdii
the ACTS of Wellness study if they: a) were aged 50 and over b) English-speglkgave
consent to participate in the study; and d) a member of the church.

The project coordinator, who was responsible for recruiting churches, telepmahed a
met with pastors of potential churches. In some instances, the coordinatotmaewibers
of the church to explain the project in detail. Recruitment of churches began in May 2007,
which yielded a total of 12 churches drawn from three urban areas of N.C. FromyJanua

2008 to August 2009, which yielded a total of 616 church members (approximately 50 from
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each of the 12 churches) were enrolled and administered a baseline survieed rBsearch
staff used a face-to-face self-administered questionnaire that took@mye of 30-40
minutes to complete. Baseline data included demographic information, health irdarmat
self-rated health status, fruit and vegetable consumption, physical actiyitiiopscial
factors related to these behaviors, and participant home address.

For this study, participant home addresses were geocoded using ArcMamileA 1-
buffer was created around each participant. Data on neighborhood resourcelstaiassl
from ReferenceUSA. Numeric identification codes were used to categmarks and
recreational facilities. A custom search was done using the specifieslamdleounty.
Census 2000 data was used to assess neighborhood-level variables including racial
composition, which was used to assess the degree of racial residentialtsagredacation,
and poverty level of each neighborhood at the census tract level. Census trachséinee
proxy for neighborhood. Walk scores were obtained from the walk score website at

http://www.walkscore.com(Carr, Dunsiger, & Marcus, 2010).

Measures

Independent Variable
Racial Residential Segregation was measured as a continuous variable usasgthe
composition of the neighborhood. This was done by calculating the percent of non-Hispanic
African Americans living in the neighborhood. Neighborhoods that were predominantly
African American were considered racially segregated neighborhoods.

Dependent Variables
Moderate to vigorous physical activity (MVPA) was measured using tefGanstrument

derived from existing instruments and modified for cultural appropriatenése WATCH
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(Wellness for African Americans Through Churches) project (Campbell 2084). The
device assesses frequency of different types of activity, with responsesopit
rarely/never, 1-3 times/month, 1-2 times/week, 3-4 times/week, or 5 or mosivtiee&
within the past 30 days. Items included walking, jogging, swimming, biking, and serts li
basketball/baseball, light sports as bowling/pool, fishing/hunting, weight |ittimge
repairs, dancing, aerobics, household chores, yard work, lifting weights, pratsegadl
dancing, aerobics classes, hard physical labor at place of employment areketbises.
For each activity, participants estimated their activity duration asHas20 minutes
(estimated as 15 minutes for analysis) or 20 or more minutes (estim&@adnasutes) per
session. The physical activity of walking, however, was examined separadetyiation
was measured as the number of minutes walked per week in the last 30 days.

For this study, three physical activity variables were created., fitst number of
minutes of physical activity per week in the last month was the sum of all 1% itEine
second variable was based on the total number of minutes and used to assess whether
participants met the physical activity recommendations. The third vanasié¢he metabolic
equivalent task (MET) hours. One MET is equivalent to the amount of oxygen (energy) the
average person consumes while seated and resting (Campbell et al., 2004). MEileb&urs/
were computed based on frequency, duration, and a MET (intensity) value from 11 of the 16
items (Campbell et al., 2004). The items that were excluded dealt with ditydind
occupational activity. This physical activity measure, tested in a sipafaulation showed
good validity with a modified 7-day physical activity recall (for MET héwesek scores,
r=.6, p<.01; duration of activity for those reporting< 20 min/day averaged 15 min and for

those reporting20 min/day averaged 31 minutes (Campbell et al., 2007).
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Mediators

The Walk Score is a number between 0 and 100 that measures the walkability of an
address, based on the distance from a person’s house to nearby amenities. AWalk Score
indicates how easy it is to live a lifestyle that requires little use af.dtaises a patent-
pending system to measure the walkability of an address. The Walk Saorthalgawards
points based on the distance to the closest amenity (transit, grocery, restaoféeg, bars,
movies, schools, parks, libraries, books, fithess, pharmacies) in each categaatefoeies
are displayed in Table 4.4. If the closest amenity in a category is withinlegb(or .4 km),
the maximum number of points is assigned. The number of points declines as the distance
approaches 1 mile (or 1.6 km)—no points are awarded for amenities further than 1 mile.
Each category is weighted equally and the points are summed and normalizétldcsyme
from 0—100. Distance is measured using "as the crow flies" distancestrathavalking
directions. “As the crow flies” distance is a measure of the straightdlstance between

two points (http://www.walkscore.com/)The walk score has been tested as a valid

estimation of access to walkable amenities (Carr et al., 2010).

Recreational facilities were compiled from the ReferenceUSA busintdzada.
ReferenceUSA compiles its data using phone books, annual reports, businessadiyectdr
public record data. ReferenceUSA includes over 22 million businesses in the Shaites.

A custom search was done to identify recreational facilities in the tyi@hthe participants’
residence. This was done using the custom search options of business type apthgeogra
In order to ensure that all businesses were included, counties in which at leasidapart
resided in were selected. The primary codes from the North American In@lessification

System (NAICS) were used to identify businesses. The following NAICS caatesused to
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categorize businesses that were recreational facilities or parks (71394015, 62411006,
71219004).
Availability of recreational facilities was measured as the numbercoéational facilities
located within 1 mile of the participant. These facilities included fitnedsecreational
sports centers, community centers, nature parks and similar institutions.

Control Variables

Variables were included in the models that could potentially confound the associat
between racial residential segregation and physical activity. Maledsas the reference
category for gender. Age was categorized as age 50-60; age 61-70 (eetetegory); age
71-80 and age greater than 80. Education was categorized as less than high school; high
school; college; and post college (reference category). Individual incomeateg®rized
into low income (<$10,000-$29,999), middle income ($30,000-$69,999) (reference
category), and high income (>$70,000). Marital status was categorized as siagied
(reference category); and widowed. Neighborhood poverty and neighborhood educeadion we
measured as continuous variables. Neighborhood poverty was measured as thefpercent
residents that lived below the poverty line. Neighborhood education was measured as the
number of residents that had more than a high school diploma.
Analyses

Descriptive statistics were calculated and a matrix of the correlatfdhe study
variables was examined to assess for potential issues of multicolim&auitilevel
meditational regression analyses were conducted using Mplus version 6.1Hrs tetsicly’s
hypotheses (Baron & Kenny, 1986). Logistic regression models were useitie tes

association between racial residential segregation and meeting plagsicidy
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recommendations because meeting physical activity recommendation whastamious
variable. A multilevel technique was used in order to account for the possibility that
respondents living in a given neighborhood might share similar outcomes becausathey
in the same neighborhood (Lopez, 2006). In order to control for the clustering efféws of t
church, churches were treated as fixed effects. Each church was enteted mbdel as a
dummy variable, with the church with the longest serving pastor acting as ttemcefe
category.

Results

The descriptive statistics for hypothesis 1 and hypothesis 2 are shown in Table 5.1.
The final data set consisted of 472 participants, of whom 68% were women. Their mean ag
was 65 years, with the majority being age 61-70 years. Sixty percemharaed. The
participants in the sample were highly educated, with approximately 46% la\east a
college degree. With regard to annual household income, 45% reported at least $50,000,
whereas 19% reported less than $20,000. Participants lived in census tracts for which the
mean proportion of African American residents was 46.4% and ranged from 1.1%-98.0%.
The mean proportion of census tract residents living below the poverty line was 12.1% and
ranged from 1.1% to 56.1%. The mean proportion of census tract residents without a high
school diploma was 17.9% and ranged from 1.0% to 50.0%. Participants lived within 1 mile
of at least 1 recreational facility, and the mean Walk Score for their homesgdrs 30.
With regard to physical activity, 34% of participant met the physicaligct
recommendations. Their mean METs was 8.4. On average, participants reportedyengagin
in 114 minutes of physical activity per week in the last 30 days. Of these plaggical/

minutes, an average of 55 minutes was devoted to walking.
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Table 5. 1 Characteristics of Participants

Total N of Participants

N=472
Female (%) 68
Mean Age (SD) 65 (8.4)
Age Groups (%)
50-60 34.1
61-70 41.5
71-80 18.9
>81 5.5
Marital Status(%o)
Married 60.2
Single/Divorced 23.5
Widowed 16.3
Education Level (%)
Less than high school 6
High school 48
College 21
Post College 25
Income (%)
Low income 30
Middle income 43
High income 27
People Meeting Physical activity Recommendations 34
(%)
Mean METS (SD) 8.4 (8.6)

Mean minutes of physical activity (SD)
Mean minutes of walking (SD)

Mean Neighborhood African American
Composition (SD)

Mean Neighborhood Poverty (SD)

Mean Neighborhood Education (SD)

Mean Recreational Facilities within 1 mile of

participant (SD)
Mean Walk Score (SD)

114.6 (114.1)
55.7 (54.9)
46.4 (30)
12.1 (8.8)
17.9 (10.3)
1(1.8)

30.2 (9.3)
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Factors Associated with Physical Activity

Hypothesis 1: Older African American church members living in census wabta lower
degree of racial residential segregation will have more recreatioildigadn their block
group and in turn have more minutes of physical activity.

The first part of the mediated pathway, the regression of recreationiileevithin
1 mile on the proportion of African American residents in a person’s neighborhood was not
supported. As the data show in Table 5.2, there was no significant association betsesen the
two variables, thus it was not possible to conduct the meditation analysis. Fewatioaeat
facilities were located within 1 mile to men as compared to women. High-income
participants lived within 1 mile to significantly fewer recreationailitaées than middle-
income participants. As the number of recreational facilities within 1tmeeparticipant
increased, the neighborhood poverty level also significantly increased.

The second mediated pathway that was examined was between the Walk Score and
the proportion of African American residents in a person’s neighborhood. As with the
previous mediator, there was no significant association between these tvatesarighus,
the mediated hypothesis is not supported. Men were significantly more likely ta have
lower Walk Score as compared to women. High-income participants werécsigthyf more
likely to have a lower Walk Score as compared to middle-income participargse Was a
significant positive association between Walk Score and neighborhood poverty;hie hig

the Walk score, the higher the neighborhood poverty.
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Table 5. 2 Direct Effect of Physical Activity Resources on Neighborhood Propawn of

African American Residents

Walk Score Recreational Facilities w/n 1
mile

p p
Racial Residential Segregation -.384 -.313
Female
Male -2.696** -2.323**
Age 61-70
Age 50-60 -1.670 -1.740
Age 70-80 -.564 -.552
Age >80 1.043 .646
Middle Income
Low Income -.004 -.329
High Income -3.289* -3.171*
Post Grad
Less than High School -1.032 -1.016
High School -1.247 -1.044
College .859 .670
Married
Single -.949 - 733
Widow -1.511 -1.022
Excellent Health
Fair Health -.861 -.805
Good Health -.566 -.862
Neighborhood poverty 1.201%** 1.162***
Neighborhood Education -.503 - 476

*p<0.05 ** p<0.01 *** p<0.001

Reference group in italics

The results in Table 5.3 show how the mediators and independent variable together

are associated with the different measures of physical activity. Twolsnedee analyzed

for each measure of physical activity. One model included recreatioigieimevithin 1

mile to the participant (Model 1) and the other model included the walk score (Model 2).

The results of the measure of METs on the mediators and independent variable atecorese

in the first part of Table 5.3. There was a positive significant associatioedreMETs and

the proportion of African American residents in a participant’s neighborhood for both

81



Models 1 and 2. Greater proportions of African American residents in the parteipant
neighborhood were associated with 0.6 greater METs in Model 1 and 0.5 greater METSs in
Model 2. There was a significant negative association between METs ahtareigod
education in model 2. Higher METs was associated with significantly lowernhwaigood
education. In both models, participants who reported either fair or good health had
significantly lower METS, than participants who reported an excellent healtis s

The results of minutes of physical activity regressed on the independebtesand
the mediators are presented in the second part of Table 5.3. Recreationakfadthtrein
1 mile are measured in model 1, while the walk score is measured in Model 2.

In Model 1, minutes of physical activity were positively significantlated to the
proportion of African American residents in a participant’s neighborhood. Greater
proportions of African American residents in a neighborhood were associated with 8.3 more
minutes of physical activity. The same pattern was observed in Model 2, in whatérgre
proportions of African American residents in a neighborhood, was associated with 9.2 more
minutes of physical activity. Participants who reported either faiood dpealth had
significantly fewer minutes of physical activity than participants whortegdaan excellent
health status. There was a significant negative association betweeashuhphysical
activity and neighborhood poverty in Model 2. Lower levels of neighborhood poverty were
associated with significantly more minutes of physical activity.

The third part of the table includes a logistic regression of the odds of meeting
physical activity recommendations. In Model 1, greater proportions of Africagridan

residents in a neighborhood was associated with 81% lower odds of meeting phyisital ac
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recommendations (OR .81, p<.01). There was no significant relationship betweamgmeeti

physical activity recommendations and available recreational fe<ilit

Table 5. 3 Adjusted Multilevel Regression Models of Physical Activity

METs Minutes of PA Meet PA
Recommendations
Model1 Model2 Model 1 Model 2 Model 1 Model 2
B B OR
Racial Residential 557* .521**  8.318* 9.167** .186** 197**
Segregation
Recreational Facilities 152 3.200 1.078
within 1 mile of
participant
Walk Score .038 467 1.011
Female 1.488 1.371
Male 11.416 13.743 .928 .959
Age 61-70
Age 50-60 -.525 -.643 -7.592 -5.115 1.013 1.045
Age 70-80 1.650 1.590 4.301 5.954 .984 1.004
Age >80 -.559 -.730 -21.975 -20.548 .621 .651
Middle Income
Low Income -.547 -.579 -7.561 -6.505 .681 .696
High Income 2.108 1.898 14.919 19.967 1.369 1.456
PostCollege 3.969 4.167
Less than High School -.485 -.453 3.292 7.015 1.388 1.347
High School 1.203 1.124 .056 2.081 1.115 1.137
College .995 1.013 .877 .872
Married
Single -.871 -.930 -14.881 -14.200 .740 751
Widow -.548 -.559 -15.328 -14.553 1.129 1.103
Excellent Health
Fair Health - -3.500** -39.508 -27.246* .701 .619
Good Health 3.447* -2,294* -28.955 -37.809* .609* 712*
2.259**
Neighborhood poverty -.116 -.069 -1.619 -1.908* 330 -.044
Neighborhood Education -.085 -.108**  -1.074 -.956 -.027 -.021

*p<0.05 ** p<0.01 *** p<0.001

Reference group in italics

83



Hypothesis 2: Older African American church members living in census wabta lower
degree of racial residential segregation will have a higher walk score amd imave more
minutes of walking.

Table 5.4 shows the results of walking and its relationship to the proportion of
African American residents in a neighborhood, the Walk Score, and recreatialitad$ac
within 1 mile. Recreational facilities within 1 mile are represented iMib@el 1 and the
Walk Score is outlined in Model 2. In Model 1, there is a positive significant associat
between minutes of walking and proportion of African American residents in the
neighborhood. In Model 1, participants who reported good health had significantly fewer
minutes of walking than participants who reported excellent health status. Roae|
similar results, whereby minutes of walking were significantly @ased with proportion of

African American residents in a neighborhood.
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Table 5. 4 Adjusted Multilevel Regression Models of Walking

Model 1 Model 2

B B
Racial Residential 3.569* 3.768*
Segregation
Recreational Facilities -.081
within 1 mile of participant
Walk Score .090
Female
Male 4,152 4.692
Age 61-70
Age 50-60 -2.951 -2.150
Age 70-80 -1.416 -.859
Age >80 -13.932 -13.846
Middle Income
Low Income -1.103 -1.200
High Income 4.702 6.082
Post-Graduate
Less than High School 7.742 9.136
High School -4.878 -3.437
College -9.310 -8.415
Married
Single -5.622 -5.354
Widow -9.822 -9.072
Excellent Health
Fair Health -16.455 -15.977
Good Health -8.002* -7.759
Neighborhood poverty -.827 -.957
Neighborhood Education =117 -.087

*p<0.05 ** p<0.01 *** p<0.001
Reference group in italics

In sum, these findings indicate that living in a neighborhood with a greater pooporti
of African American residents was associated with higher levels of phgsioaty.
Although racial residential segregation was not associated with each measuoé
physical activity, no association was shown between racial residemgfiabagion and access
to physical activity resources or between available physical tyatesources and engaging

in physical activity. To explore possible explanation for the higher ratesysicphactivity
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reported by older African American church members living in predominantlgaifri
American neighborhoods, qualitative methods were used.
Qualitative

Building on the findings from the quantitative portion of this study, qualitative
methods were used to understand the experiences of older African American church
members living in racially segregated neighborhoods. This was done to explolethe fi
function presented in Braubach’s Model of Place Effects on Health, which focudes on t
individuals’ perceptions of their neighborhood’s influence on their physical activity
(Braubach, 2007). Additionally, qualitative methods were used to gain insight into why the
hypotheses were not supported.

Purposive sampling was used in the selection of the study participants, who had
completed the baseline and follow-up survey for the ACTS of Wellness study in NC. The
participants selected for the follow-up survey were contacted if they inditatethey
would be willing to answer additional questions and lived in a predominantly African
American census tract. Of the 467 participants, 112 met the criteria forilivengensus
tract with 50% or more African American residents (Williams & Callig001; Sallis, Kratft,

& Linton, 2002)

Sampling was done to include both men and women and participants from the three
different study regions. Participants were recruited through phone callsonheé# home
or work place. To be eligible for the study, the person could not have any physical
restrictions that prevented them from being physically active. They atstotbe willing to
devote at least an hour of their time to complete the interview. Once thepaartiagreed to

be interviewed a study fact sheet was mailed to their address.
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Field observations were done in the participant’s neighborhood prior to the interview.
| drove through the participant’s neighborhood and surrounding areas. Using a digital
recorder and digital camera, | documented neighborhood characteristics tigiateutially
contribute to the health and well-being of individuals including the presence of safe parks
and recreation centers and the upkeep of the physical environment (Sallis et al., 2002)

| conducted the semi-structured interviews via the phone from May to July, 2011.
This method was chosen to reduce the burden on the participant. It has been documented that
data obtained from phone interviews can be an adequate substitute for facetttefamavs
when contact has already been made with participants and rapport estallesinedd (

Worth, 2001; Sturges & Hanrahan, 2004). This was the case in this study, because | had
conducted baseline surveys with the participants previously through my particigaéion a
graduate research assistant on the ACTS of Wellness study. Verbaledfcomsent was
acquired over the phone prior to the initiation of the interview. The semi-straiatudepth
interviews consisted of open-ended questions that were developed a priori @Morse
Richards, 2002). These questions included information on the perception of the
neighborhood’s influence on participants’ physical activity and diet. During theecotiise
interview, probes were used to build on participant answers. The interview gprdeided
in Appendix F. Participants were mailed a $30 Visa gift card upon completion of the
interview. The approximate duration of each call was between 45-240 minutes. The
interviews were digitally recorded and then transcribed verbatim by erped transcribers.
The interviews generated on average 30 pages of text. | listened to the recbediog call

while reading through the transcripts to ensure accuracy.
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Analysis

The goal of using content analysis was to inductively gain knowledge and
understanding of how older African American church members living in predonyinantl
African American neighborhoods gave meaning to their residential context aole iis
influencing their health, specifically physical activity and diet (H€eShannon, 2005).
Content analysis is an approach that involves “subjective interpretation of thetadriext
data through the systematic classification process of coding and identifymegstioe
patterns” (Hsieh & Shannon, 2005). Directed content analysis can be used whestihg exi
concepts or theories used to describe a phenomenon are limited in scope and rnitay benef
from further description (Hsieh & Shannon, 2005; Zhang & Wildemuth, 2009). A directed
content analysis approach is apropos for this study because the concept of tleerapeuti
landscapes as outlined by Braubach is limited in its description of a healtbtprom
neighborhood. As such, initial categories defined for the concept of therapadtcadpes
were used to code the data, while simultaneously; additional codes were wetagtthat
represented a new category or a subcategory of an existing code &$&iamnon, 2005).

Coding involves assigning distinctive labels to the text in the transcripteflert
certain categories of information (Huberman & Miles, 2002). As stated ingébeding
paragraph, initial codes were developed based on categories from Braulesciigtion of a
health-promoting neighborhood. These codes included 1) neighborhood physical
characteristics; 2) healthy environments; 3) services provided to support thidelaily
residents; 4) socio-cultural features of neighborhoods; and 5) reputation of the rieaghlbo
(Braubach, 2007). All transcribed data were organized and managed using ATLA&H vers

6.2 qualitative text analysis software. The use of ATLAS.ti assisted me ¢odireg of data,
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retrieval of text based on keywords, visual representations of codes and themskips to
one another, and documentation of coding changes throughout the analysis proces& (Zhan

Wildemuth, 2009).

Using an inductive approach, | generated additional codes after thntérstew
based on categories that were identified in the text. This study focused oslatath to
understandings, perceptions, actions, and social constructions of the racial edsidateit
and its potentially therapeutic characteristics as described by pantici In addition, in
order to gain understanding to why the quantitative hypotheses were unsupportéagyhis s
focused on data related to neighborhood characteristics that could possibly dbascribe t
association found between racial residential segregation and physiciay actilie
guantitative analyses. This process involved identifying segments of theaeptdvided a
description of what people were doing, why they acted in the manner in which they did, and
how they were thinking about the way they acted (Warren & Karner, 2010). A codebook was
developed that included codes, a label, a definition, a description of when each code should
be applied, and an example of a quote (Carey, Morgan, & Oxtoby, 2006; Ryan & Bernard,

2000). | applied the codes to the transcripts using the coding scheme.

Trustworthiness in qualitative research is dictated by how confiden¢arcesr is
with the truth of the findings based on the research design, informants, and corgéxidKr
1991). Several steps were implemented to establish the trustworthiness of théali
data. Trustworthiness was established in this study through triangulation and peer
examination. Triangulation was achieved through the convergence of multiplecpigespe
for mutual verification of data to ensure that all aspects of a phenomenon have been

examined (Krefting, 1991). The strategy used to achieve triangulation inuthysveas by
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employing multiple methods of data collection including interviews and gaatiti
observations. Peer examination involves the researcher’s discussion of dinehrpsecess
and findings with unbiased colleagues/peers who have experience with qualitttoeisn
(Krefting, 1991). For this study, peer examination was accomplished through comsultati
with a doctoral candidate who checked the coding scheme against 17% percent of the
transcripts which allowed for a critical assessment of my interpyetatiom the direct

guotes (Krefting, 1991).

Findings

A total of thirty people were contacted to assess their interest in compleding t
interviews. Twelve participants residing in 3 different urban areas of NaribliGa, 9
women and 3 men agreed to participate. Their characteristics are providédeis.ba

Table 5.5 Characteristics of Interview Participants (N=12)

Sex Age BMI Lengthof Minutes Minutes MET Meet Physical Walk Recreational

Residence of of hours Activity Score  Facilities

Physical Walking Recommendations

Activity (Y/N)
M 75 26 38 45 0 4.5 N 25 0
F 65 32 30 150 75 10 Y 60 1
F 59 43 59 15 15 9 N 54 8
F 66 39 9 0 0 0 N 34 1
M 65 32 10 255 150 16.6 Y 86 10
F 61 34 23 180 52.5 19 Y 86 10
F 74 30 30 472.5 150 31.2 Y 15 1
F 71 20 15 180 150 11.2 Y 15 1
F 62 32 26 0 0 0 N 69 3
F 62 35 50 165 15 9 N 29 1
F 65 26 30 30 15 2.1 N 42 1
M 56 25 25 270 150 20.6 Y 28 0

The findings from the quantitative study were contrary to the proposed hymothese
was expected that people living in racially segregated or predominantlyrAKroarican

neighborhoods would have significantly lower levels of physical activity. The pbote

90



therapeutic landscapes served as a guide to determine how residents of thesitcesnm
perceived and placed meaning on their surroundings and how this contributed to their

physical activity. The major themes are presented below.

Physical and Social Appearance of Community

A majority of the participants described their neighborhood as being well-maitta
Participants were focused on beautifying their overall neighborhood. Some of the
participants stated that living in a place that looked good made it a pleasant aodaidmf

place to live.

Well my immediate neighborhood is a very comfortable place where people tend to
take care of their property, of their lawns and things of the sort. (Male, 75)

Homeownership was equated to taking care of the property. A majority of thepaatisc

made a distinction between owning and renting property.

... the property that was owner-occupied property became rental property and if you
can imagine.. that meant unfortunately meant that the pride and ownership of the
property was not there - so the property was allowed to run down. (Female, 62)

One participant stated that several features of her neighborhood influencealkieg w
including, shade trees and the absence of dogs. Another participant had never viewed he
neighborhood as being able to influence her physical activity. However, duringeitveenwt
she realized that if she observed her neighbors walking in a group this could have the
potential to motivate her to exercise. This was the case with a male pattieyhose

physical activity behaviors were influenced by observing his neighbersisa.

Most of the people in the neighborhood do things like running and go to the gym.
You see them walking, running, stuff like that. And everybody, you know, try to be

91



healthy. Their younger people then we are and they try to keep theirs sotave tr
keep ours too. (Male, 65)

Neighborhood Opportunities for Physical Activity

Other places that were mentioned as spaces for physical activity inthed¥dung
Men’s Christian Association (YMCA), community recreational centers, hath. These
places tended to be located within 6-8 miles or 10-15 minutes away from participants’
homes. A couple of the participants mentioned community centers close to theithdme
offered exercise classes for older people. However, these particighnt# diilize these
resources. One participant who walked in her neighborhood and went to the gym felt that her
neighborhood was not necessarily conducive for being physically active. Shielssatine
neighborhood lacked nature trails, bike trails, sidewalks, and although there was a
community center, it lacked exercise equipment. This participant felt thisoadafi these
features to her neighborhood would encourage people to be physically active. Addjtionally
some of the participants mentioned the absence of sidewalks in their neighborhoods. The
field observations conducted by the first author captured the absence of sidevsalke of
the participants’ neighborhoods. This however, did not prevent them from walking. Some
participants stated that there had never been sidewalks in their neighborhood,aenkatav
to miss something that was never there. For one participant, the absencevalksideeant
that people would stay off of her lawn. Some participants also stated that they used the

walking trails and parks located in their neighborhoods.
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Figure 5. 1 Photos of Participants’ Neighborhood walking environment

Knowing your neighbors

This was an important theme that emerged from the interviews. A majority of
participants had lived in their neighborhood for over 30 years. Their children and their
neighbors’ children grew up together. Knowing their neighbors offered participamsea s
of stability and security. They could count on their neighbors to alert them of@rigmps
in the neighborhood. Being familiar with the neighbors encouraged several of the
participants to walk the neighborhood. Although participants stated that they did not
frequent their neighbors’ homes, the sense of familiarity from knowing thigimbws was
welcoming. They felt more comfortable walking around because they know thghboes

and the neighbors know them.

It's pleasant to walk through. It's not a new neighborhood but it's pleasant. | know
that when | get out there I'm going to see or speak to somebody. So | don’t really

mind getting out there and walking because of that. (Female, 65)

Most of the people | know and they know me because all my neighbors now, even if
they don’t know me on the newer end, they say, “Oh, you're out doing your walking
this morning. | should be joining you.” And | say, “Well, you will.” And | keep on

walking. | feel very comfortable there because they know me. (Female, 74)

Within this theme of knowing their neighbors, many participants specifidetussed the
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experience of living in a predominantly African American neighborhood. Thisdsreced
in the subsequent statement where two of the participants described theimeepefie/ing
in an integrated neighborhood as compared to living in a predominantly African America

neighborhood.

It was all black people. When I lived in Colorado it was mixed. You might have
blacks, Hispanics, whites in the same neighborhood. It wasn’t bad but it wasn’t the
closeness as in . . . it was a different kind of atmosphere between being there and
being in the South. It was totally different. (Male, 56)

Itwas a . .. | had a house but | did not have a neighborhood. My neighbors next
door didn’'t speak; they didn't care if | was sick or dead. There were no club
functions because it was a mixed neighborhood and every now and then you saw a
black person. It wasn’'t a neighborhood for me. (Female, 65)

Feeling of safety

The feeling of safety was described by participants in terms of the phgsjescts of
the neighborhood along with the social environment. Issues of safety were enaeamlgern
for the women interviewed. This theme focused on characteristics of the neighborhood tha
affected feelings of safety among the participants. Traffic wasaiety concern that some
of the participants addressed. Some participants avoided walking during the mehmahg,
was a high traffic time for the neighborhoods. Some participants mentioned that they
enjoyed walking in their neighborhood because she did not have to worry about dogs. The
presence of too many trees prevented one participant from using the walkson thaik
neighborhood because she did not know who could be hiding in the trees. Another
participant highlighted how safety issues in her neighborhood had changed overiiche, w

influenced her willingness to walk.

| used to walk a lot in the neighborhood and then | stopped when the neighborhood
changed with the gangs and that. | stopped walking. So | started to walk again
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because the neighborhood has changed back to a much more peaceful area. (Female,
62)

As seen in the theme of knowing your neighbors, living in a predominantly African
American neighborhood influenced participants’ feelings of safety. Sorhe phtticipants
expressed that they felt safe living in a predominantly African Amerieaghborhood
because they felt a sense of belonging and acceptance. One participaateld this in the

guote below.

| felt totally accepted in my neighborhood, it was an all-black neighborhoaak | w
totally safe. There were a group of us; we did everything together. We played
together, we competed in basketball, we went to Sunday school and church together.
It was a safe environment. Did we know about other environments? Yes we did, but
we didn’t have to worry about those other environments because we were safe. Now,
| know you’re supposed to train your children to be global but you can’t train them to
be global and accepted in the global society until they have a very good
understanding of who they are. You don’t worry about them until they can fend for
themselves. And | always said, hey, the schools are there, | want my children in the
best schools, and they're going to have to go to school with children from
everywhere. But even if they're from stress, from stressful schoatisihs, they

don’t have to be involved with that when they come home. And that’s the way | grew
up. (Female, 65)

Other neighborhood characteristics that were mentioned by participantslatei

to feeling safe in a predominantly African American neighborhood included togetbgerne

tight-knit community, and people looking out for each other.

Discussion

Few studies have been conducted that examined variables associated withidoth rac
residential segregation and physical activity among older Africaarfsan church members.
This study found that living in predominantly African American neighborhoods was

associated with increased physical activity. Although racial resadigegregation was
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associated with each measurement of physical activity, this study foundooatsa
between racial residential segregation and access to physicalyaetbaurces nor between
physical activity resources and engaging in physical activity. Pé&ojplg in predominantly
African American neighborhoods were less likely to meet physical activit
recommendations. The physical activity recommendations state thataddtsrsbould get
at least 150 minutes of moderate to vigorous physical activity per week (Nekgr2607).
This level of physical activity is in addition to light-intensity everydayir@iactivities
(Nelson et al., 2007). Moderate to vigorous physical activity is described asvity Hedt
significantly raises your heart rate (Nelson et al., 2007). This studydextimany different
types of physical activity, some of which were not moderate to vigorous activgees
although people living in predominantly African American neighborhoods had more minutes
of physical activity, the activities may not have been vigorous enough to meey$eaph
activity recommendations.

These findings were inconsistent with those of other studies that have found ho effec
between racial residential segregation and physical activity(Comaal 2011; Lopez, 2006).
This study included more measures of physical activity than found in the other .stlldees
other studies used a single-item measure of physical activity in the patst (Corral et al.,

2011; Lopez, 2006). In contrast, this study used four different physical activiphes;i
derived from the number of minutes of eleven different types of exercisesegklimthe
last 30 days. Moreover, this study extended previous research with the additiontafigeali

interviews with a subset of the study sample.

Based on the findings from the qualitative interviews, living in a predominantly

African American neighborhood may not always hinder physical activity. yMathe
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interviewees reported that they, along with most of their neighbors, had livedrin thei
neighborhood for over 30 years. Over the course of their tenure in their neighborhood, they
had developed a sense of community based on shared experiences. The partitifreaits fe
their predominantly African American neighborhoods created for their childsefedhaven
where they were free from the effects of racism. Participantedréa same sense of
belonging and acceptance that they had experienced growing up in predominanég Afri
American neighborhoods. It is this connection with their neighbors that seemed tef@ovi
more pleasant environment for walking. The feelings of comfort, safety aeptacce that
the participants described of living in predominantly African American neighborhoags
explain why physical activity was higher among participants with a hjggreentage of
African Americans in their neighborhoods. These feelings described hy¢haewees are

concepts that form the basic tenets of social capital.

Social capital is defined as the web of social networks that consist of sharesg, val
mutual expectations, and trust (Carpiano, 2006). Social capital resides in toashlpt
individuals have with one another (Schulz & Northridge, 2004). Studies have found that
communities with high levels of social capital have community members fiwat good
health(Kawachi, Subramanian, & Kim, 2008; Kawachi& Berkman, 2000). The sociall capita
that interviewees expressed existed in their neighborhood served to buffer thd bHauts
that other studies have found to impact residents of racially segregated neighborhoods
(Landrine & Corral, 2009). Understanding more about the mechanisms by which racial
residential segregation impacts health is essential to determine how teshide health

burdens experienced by residents living in these neighborhoods.
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A noteworthy finding was the fact that availability of physical agtifaicilities was
not associated with their being used. In the interviews, participants mentiomdgvar
opportunities for physical activity that were in close proximity to theirgptdaesidence.
However these participants did not use these resources. It is important to tibtesina
participants did not cite financial barriers as a reason for not using thdge$aciime
constraints and individual responsibility were cited as the main reason for nothesag t
facilities. One participant stated that her neighborhood did not influence her phagsivgy

behavior and that she just needed to get motivated.

Previous studies have documented the association between access to phiysigal ac
resources and actual engagement in physical activity (Heinrich et al., 2008; Hoehne
Brennan Ramirez, Elliott, Handy, & Brownson, 2005; Humpel, Owen, & Leslie, 20023. Thi
study did not support those findings. One explanation for the inconsistent findings is the
limited assessment of potential moderators. In the presence of these medieator
relationship between access to physical activity resources and eregagemphysical
activity may vary. These factors could include safety, comfort with neighbod
neighborhood. For example, the relationship between access to physical setiices
and engagement in physical activity may vary based on the level of crime nedheFaiture
research should be examined to determine what strategies could be used te increas
utilization of local physical activity resources. Additionally, futureegrch needs to explore
how to more effectively address individual factors and environmental factordasiemusly,

that inhibits physical activity among people who have access to phydiedlaesources.

There could be several explanations for the insignificant association betveess ac

to physical activity resources and actual physical activity. This stddyot examine street
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connectivity or presence of sidewalk, both of which have been linked to walking in older
adults (Michael et al., 2010). Recreational facilities were grouped into oableari
Examining the facilities as separate variables, for example meagparikgalone, may have
provided a more accurate assessment of their relation to physical actd/itgczal

residential segregation. Asking participants to report the name, location andiproai
residence of the physical activity facilities they utilized could havegtinened this study.
This study was cross-sectional in nature, so causality cannot be determiceaholtbe
assessed whether living in predominantly African American neighborhoodtteaase
physical activity or that more physically active people move to predonynafmitan

American neighborhoods.

For the purpose of this study a neighborhood was defined as the participant’s census
tract. These census tracts did not necessarily correspond with the pasispHrdefined
neighborhood. This study is limited because the sample is not necessarily rafiveseht

all older African Americans as these participants were drawn fronclodsir

The interviewed participants tended to live in their neighborhoods for an extended
period of time. The longevity of the participants in their neighborhood contributedrto thei
comfort with their residential space. Interviews were only conducted witicipants living
in predominantly African American neighborhoods. This study was unable to detefia
similar effect would occur among residents living in integrated neighborhoods or

predominantly White neighborhoods.

This study was strengthened by the use of the concept of therapeutic lasdscape

Guided by the concept of therapeutic landscapes as depicted in Braubach’s Mods of pla
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effects on health, this study was able to understand how participants perceived their
neighborhood environment and in turn how this contributed to their physical activity.
Braubach’s Model of place effects on health posits that neighborhood resources and
characteristics can impact an individual's health outcomes depending on how thauigidivi
perceives or filters these factors (Braubach, 2007). Understanding #riadilprocess was
achieved in this study with the use of the semi-structured interviews. Thaantees were
very aware of the characteristics of their neighborhood, especiallyiat gamposition. The
interviewees identified how the racial composition of their neighborhood influendetifthe
and their health. The racial composition of all interviewed participantshbergoods was
predominantly African American. Most participants viewed this as a posipesasf their
neighborhood that contributed to a sense of comfort and security. For some partidigants, t
comfort and security translated into health promoting behaviors such as walkingladée
effects model can be employed in other studies to discover how individuals pénegive

neighborhood’s influence on their health.

Another strength of this study was the application of a mixed method mode of
inquiry. Most studies of racial residential segregation solely examinetiolejeneasures and
do not get information from participants’ experience of living in these neighborhoods
(Laveist, 2003; Lopez, 2006; Mason et al., 2009a). The use of mixed methods in this study
offered a plausible explanation for the positive association of living in rasedjsegated
neighborhoods and being physically active found among participants. Additionally, a
strength of this study was the fact that individuals were linked to specificsaeédrevhich
allowed for a more accurate assessment of neighborhood physical aegeityces, in

contrast to other studies that approximate individual's access.
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Conclusions

This study revealed that the intersection of health and place for oldearfri
Americans is multifaceted, especially for those living in predominanthcafriAmerican
neighborhoods. The facets include, physical, social, historical and individual. The way
researchers conceptualize access to physical activity resources fidfe the way it is
conceptualized by the older African American church members interviewdddatudy.

For example, the absence of sidewalks, which is reported to hinder walking (Gakagl.,
2010), was not perceived as a barrier for this population. The way in which some older
African Americans place meaning on their physical neighborhood environmenmliffieay
from the meaning that someone else places on the same environmental featuers fBa
one population may be perceived as assets to another population. Researchers should
account for this in their study of neighborhood access and health behaviors.

The emphasis that participants placed on knowing their neighbors highlights the
importance of the neighborhood social environment. For some of the participants, the
familiarity with their neighbors allowed for greater ease of walkithin the neighborhood
and overall well-being for this population. The neighborhood environment may have great
meaning for older African Americans, especially those living in predominAifiican
American neighborhoods. The historical context of the neighborhood is another facet of
place and health relevant for older African Americans. For many of thepéeptheir
neighborhood once represented a place of solace in a time of turmoil. Although, older
African Americans may not presently look to their neighborhood for solace as thiey di
their past, their shared experiences connect them to their neighborhood and to their

neighbors. Many of the current therapeutic effects of the neighborhood described by the
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interview participants were a function of their experiences accumulagéecdn\extended

period of time spent in the neighborhood.

The meaning that the individual interview participant placed on their neighborhood
environment was indirectly related to their health and overall well-being. iStuthe
influence of the neighborhood environment can be enhanced by expanding research to focus
on objective and subjective measures of the social and physical environment. The use of
Braubach’s Model of place effects on health was important in combining the neighborhood

level and the individual level, both of which together influenced health.

Racial residential segregation, which is viewed by many as a deleterioealth,
was not described as such by residents living in these neighborhoods, primarilelwécaus
their perceptions of their neighborhood. Future research on older African Americans
especially those living in predominantly African American neighborhoods should gmplo
broader approach in assessing neighborhood barriers to physical activitpnipiex
beneficial aspects of the neighborhood environment. In doing this, more interventions ca

be targeted to building on existing resources in neighborhoods to promote healty livin
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CHAPTER SIX

USING A MIXED METHODS APPROACH TO EXAMINE THE
ASSOCIATION OF RACIAL RESIDENTIAL SEGREGATION AND FRUIT
AND VEGETABLE CONSUMPTION AMONG OLDER AFRICAN
AMERICAN CHURCH MEMBERS

Introduction

Substantial research has been conducted on the association between rderdiakesi
segregation and health (Laveist, 2003; Robert & Ruel, 2006;Williams & Collins, 2001).
Racial residential segregation describes the pattern seen when thergsgal geparation
of races in a residential setting. Racial residential segregatioreeasibcumented as one of
the underlying factors that contribute to the health disparities that efstdreAfrican
Americans and Whites (Williams & Collins, 2001). Specifically, living in edeminantly
African American neighborhood has been linked to poorer health outcomes and higher
mortality rates among African Americans (Chang, 2006; Haas et al., 2808st, 2003;
Mason et al., 2009). For example, Chang found that African Americans living iryracial
segregated neighborhoods had a higher body mass index (BMI) and greater odds of being
overweight (Chang, 2006). One explanation offered for the association betweén raci
residential segregation and poor health outcomes among African Americans, is the
differential access to health promoting resources in their neighborhoods, sasblases
for healthy eating (Kwate, 2008; Zenket al., 2005).

Research has shown that predominantly African American neighborhoods have less

access to the health promoting resources, such as supermarkets, thatcatedssith fruit
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and vegetable consumption (Franco, Diez Roux, Glass, Caballero, & Brancati, 20@&; Gal
et al., 2008; Morland et al., 2002; Morland & Filomena, 2007). Morland et al (2002) found
that supermarkets were more likely to be located in predominantly White ndigblbsras
compared to predominantly African American neighborhoods. Additionally, Bodor and
colleagues (2010) found that the availability of fresh fruits and vegetabldewesin
predominantly African American neighborhoods than in racially mixed neighborhoods
(Bodor, Rice, Farley, Swalm, & Rose, 2010). Studies have also documented that as the
distance to supermarkets increases, fruit and vegetable consumption debfezdses &
Wimberly, 2010; Jeffery, Baxter, McGuire, &Linde, 2006). Conversely, anothectasipe

the food environment that can negatively influence fruit and vegetable consumption is the
presence of fast foods and convenience stores. Fast food restaurants are merg preva
predominantly African American neighborhoods and eating at fast food restasrants
negatively associated with vegetable consumption (Jeffery et al., 2006; Bwiger, &

DeSalvo, 2004).

The inequitable distribution of food resources in predominantly African American
neighborhoods may negatively impact the fruit and vegetable consumption of African
Americans. In a study looking at the trend of fruit and vegetable consumption amosg adult
in the United States, African Americans reported eating fewer senvirfigste and
vegetables a day than their White counterparts (Casagrande, Wang, Anderson, & Gary
2007). The 2010 dietary guidelines from the USDA build on previous guidelines and state
that adults should increase their consumption of fruits and vegetables; eat a variety of
vegetables especially dark green, red, and orange vegetables; and irameasgton of

whole grains. Studies have documented that a diet consisting of five or more servings of
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fruits and vegetables a day was effective in reducing a person’s risk fodiseasse, stroke,
some forms of cancer, and obesity (U.S. Department of Agriculture and U.S. Depatme
Health and Human Services, December 2010). This is especially relevant fokfoicken
Americans who are disproportionately affected by these diseasé&sff\étlal., 2005).
African Americans are 1.3 times more likely to die from heart disease, likely to die

from cancer, and more likely to be obese as compared to their White count@ioerisi,

A. 2010; Kuzawa, 2009).

A study done by Bowman (2009) found that older African Americans had
significantly less fruit and vegetable consumption than their White counterpauwsother
study that examined fruit, vegetable, and fat intake among a sample @nAdiericans,
although older people were more likely to consume healthier foods, only 16% of parsicipant
met the national guidelines for diet (Gary et al., 2004). Proximal accesst tanfdui
vegetables is posited as one determinant of fruit and vegetable consumption among older
African Americans, who tend to have decreased mobility as they age (YaméV)i&

Perdue, 2009). Thus, neighborhood factors become particularly relevant for this group.

Measuring access to food store primarily involves identifying food storearéhat
close proximity to an individual (Michimi & Wimberly, 2010). Several studies hhge/s
that greater access to supermarkets is associated with healtluét draia, Siega-Riz,
Kaufman, & Jones, 2004). Similarly, proximal access to fast food restaurargsagsmsesd
with increased consumption of fast food and poorer diet (Moore, Diez Roux, Nettleton,
Jacobs, & Franco, 2009). Although these studies were able to measure access, they did not
determine if participants actually frequent these establishmentki(Mi& Wimberly, 2010;
Richardson, Boone-Heinonen, Popkin, & Gordon-Larsen, 2011). Understanding the reasons
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for why people shop at certain food stores can help to gain a clearer pictuge of t

environmental impact on fruit and vegetable consumption among older African Americans

As health-promoting resources have been reported to be lower in predominantly
African Americans neighborhoods (Bodor et al., 2010; Casagrande, Whitt-Glonegdter,
Odoms-Young, & Gary, 2008; Morland & Filomena, 2007; Zenket al., 2005), accessing
healthy food options becomes problematic for older African Americans livifigegetareas.
Few studies have examined how access to fruits and vegetables may @tfaotfr
vegetable consumption of older African Americans living in racially segrégate
neighborhoods. Determining what aspects of the neighborhood affect fruit and wegetabl
consumption among older African Americans can help in identifying avenues for
intervention to increase fruit and vegetable consumption in this population. To understand
how access to food store influences fruit and vegetable consumption, it is essential t
ascertain the process used by older African Americans in food selection based on thei
surrounding environment. To further explore these relationships, this study applied the

concept of therapeutic landscapes.

The concept of therapeutic landscapes has been applied in research examining how
physical, social, and cultural environment improves the quality of life and hvegltébeing
of older people (Martin, Nancarrow, Parker, Phelps, & Regen, 2005; Milligan lIG&atre
Bingley, 2004). Gesler introduced the concept of therapeutic landscapes in thé cultura
geography literature and states that this concept can be used to “understand halintpe he
process works itself out in places (or in situations, locales, settings, niili€esler, 1992).
Extending this concept beyond healing, Williams posited that this concept couldiide use
describe places that were health promoting (A. Williams, 2007). Braubach buils adethi
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in his development of the place effects model. The place effects model depiEtgdre
3.1, shows a process by which an individual assesses their physical and psychosocial
environment and makes health behavior decisions based on this assessment, contributing to

their health status and mental well-being (Braubach, 2007). In Geographiealtbf He

Therapeutic LandscapeBraubach argued that there are five characteristics of urban

neighborhoods that may indirectly or directly impact health. These chastcteaire: 1)
physical characteristics of the environment shared by all residentgl2)yhenvironments
that include the conditions and functionality of home, work, school, or recreationalsetting
3) services provided to support the daily life of residents; 4) socio-cultutaideaf

neighborhoods; and 5) reputation of the neighborhood (Braubach, 2007).

The place stratification model offers one explanation for the inequitablssattce
supermarkets found in racially segregated neighborhoods. The place stiatificatiel is
one of the theoretical models used to explain patterns of racial residentejategr. This
model reasons that residential patterns are based on a hierarchy anpedeghaejudice
and discrimination. A hierarchy of places exists, classified by theirathdgtly and the
quality of life afforded to their residents (Freeman, 2002). Charaatsristdesirable places
include, but are not limited to, access to good schools, proximity to jobs, access to local
goods and services, such as supermarkets, and protection from crime (Freeman, 2002). By
living in these desirable places, people who hold the power in the society mdiiggiover
by distancing themselves spatially and socially from their minoatynterparts (Alba &
Logan, 1993; Freeman, 2002; Friedman et al., 2005; Iceland & Wilkes, 2006).

This model states that people move into neighborhoods that offer better resources

than other areas. In order to preserve these resources, people in powerlrestccess of
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groups without power to their areas of residence. The place stratificatoel imonost
relevant in describing residential segregation patterns between Afrioandans and

Whites because it reflects more of the historical context that existedietive two groups.
For other minority groups such as Hispanics or Asians, increases in incomatérarisl
higher quality neighborhoods and housing (Iceland & Wilkes, 2006). However, even with
socioeconomic gains, African Americans tend to live in less advantagedraedisdir

White counterparts (Williams & Collins, 2001).

The evidence of this model is seen in the zoning ordinances and bank lending
practices that prevented African Americans from moving into predominarttite\W
neighborhoods (Massey & Denton, 1993). It is further supported by “White fligtaina
used to describe the migration of Whites out of neighborhoods as more African Americans
move in (Massey & Denton, 1993). Studies have shown that even after controlling for
socioeconomic status this spatial distance still occurs (Farley & F98¢). A study by
South and Crowder (1998) looking at migration patterns of African Americans ands\WWhite
demonstrated that within a six-year period Whites were less likely to rmogeially-mixed
or predominantly African American areas. The place stratification mofiieied the
conceptual model for the current study because it supports the pathway betwaen raci
residential segregation and neighborhood resources.

Guided by the concept of therapeutic landscapes as interpreted in Braubadél's m
of place effects on health, the goal of this study was to examine the food environment of
older African American church members to determine its impact on theirridiiegetable
consumption. Specifically, this study examined the association betwedly isagmegated

neighborhoods and access to food stores and how this association influenced fruit and
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vegetable consumption among older African American church members. A secgoaary
of the study was to explore how older African American church members livingiatlya
segregated areas perceived the effect of their food environment on theirttiees&arch

guestions and hypotheses are outlined below.

Research Question 18 the degree of racial residential segregation in older African
American church members’ neighborhood related to the number of supermarkets, which in
turn is related to the fruit and vegetable consumption of participants?

Hypothesis 1aOlder African American church members living in neighborhoods with a
lower degree of racial residential segregation will have more supestaanktheir
neighborhoods and have higher levels of fruit and vegetable consumption.

Research Question 1ks the degree of racial residential segregation in older African
American church members’ neighborhood related to the number of convenience stores,
which in turn is related to the fruit and vegetable consumption of older African America
church members?

Hypothesis 1bOlder African American church members living in neighborhoods with a
lower degree of racial residential segregation will have fewer convengtares in their
neighborhood and in turn have higher levels of fruit and vegetable consumption.
Research Question 1is the degree of racial residential segregation in a participant’s
neighborhood related to the number of fast food restaurants, which in turn is related to the

fruit and vegetable consumption of older African American church members?
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Hypothesis 1cOlder African American church members living in neighborhoods with a
lower degree of racial residential segregation will have fewerdastestaurants in their

neighborhood and in turn have higher levels of fruit and vegetable consumption.

Methods
Design and data

This study used a mixed-methods approach to facilitate triangulation of gqualita
and quantitative data. The methods, analysis and results for the quantitative antivgualita
sections are presented sequentially. This study was reviewed and approved by the
Institutional Review Board of the University of North Carolina at Chapel Hill

Quantitative

A cross-sectional design was used to examine the associations betwiaen ra
residential segregation, food resources and fruit and vegetable consumption. Thergeconda
data came from the Action through Churches in Time to Save lives (ACTS) of Wellness
project, a Centers for Disease Control and Prevention (CDC)-funded church-based
intervention implemented in North Carolina and Michigan to increase colorexatarca
screening and physical activity among older African American church nienityes study’s
analysis was restricted to the baseline data collected from 12 chuscim $\l€.

Parent Study Sample and Baseline Data Collection

The ACTS of Wellness study design was a two-group randomized trial with the
church as the unit of randomization. Churches were randomly assigned to be in the
intervention and control groups. The intervention group received tailored nerssheite

motivational interview on colorectal cancer and physical activity. Thealaroup
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received the Body and Soul program which has 4 components that incorporate pastoral
influence, peer counseling, church activities and changes in church environmedtteelate
healthy eating.

Churches were eligible for the ACTS of Wellness study if they: a) had a
predominantly African American congregation; b) had no fewer than 250 active adult
members on their roster; c) had at least 100 members age 50+ years; andddpdugee
randomized to intervention or control arm. Church members were eligible to paeti€ipa
they: a) were age 50 years and older; b) were English-speaking; and c) ednsent
participate in the study.

The project coordinator, who was responsible for recruiting churches, telepmahed a
met with pastors of potential churches and in some cases with members of the churc
Recruitment of churches began in May 2007, which yielded a total of 12 churches drawn
from three urban areas of N.C. From January 2008 to August 2009, a total of 616 church
members (approximately 50 from each of the 12 churches) were enrolled and adedrast
baseline survey. Trained research staff collected baseline data faZ & &k Wellness
study using a face-to-face self-administered survey that took an exarag-40 minutes to
complete. Baseline data included demographic information, health informatiomnidui
vegetable consumption, physical activity, and psychosocial factors redatezse behaviors
and participant home address.

For the purposes of the current study, participant home addresses were geocoded
using ArcMap. A 3-mile buffer was created around each participant’s resid2aia on
neighborhood resources were obtained from ReferenceUSA. Numeric idaohfioades

were used to categorize supermarkets, convenience stores, and fast fooahtestéur
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custom search was executed using the specified codes and county. Censusdrhassbe

proxy for neighborhood. Census 2000 data were used to assess neighborhood-level variables
including racial composition of residents, education, and poverty level of residdmts avit

census tract.

Measures

I ndependent Variable. Racial Residential Segregation was measured as a continuous
variable using the racial composition of the neighborhood. This was done by cadrthati
proportion of non-Hispanic African Americans living in the neighborhood. The final variabl
was measured using 10% increments for the proportion of African Americamissitdéhe
neighborhood. Neighborhoods that were predominantly African American were cedsider
racially segregated neighborhoods.

Dependent Variable. Fruit and vegetable consumption was assessed using the 13-
item NCI fruit and vegetable screener (Thompson et al., 2000). This instrumesedgkes
frequency of consumption and portion size for consumed fruit and vegetable (F&V) and has
been validated against other instruments. Participants could choose from sixgespons
options, ranging from ‘0 per day’ -7 or more a day’. Fruit and vegetable ieguéncies
were converted to servings/day and then summed to provide total daily consumptisn value
for fruit, vegetables, and total fruit and vegetables.

Mediators. A count of supermarkets, convenience stores, or fast food restaurants was
measured separately as the number of each entity located within a 3#fatezbne around
each participant’s residence. The North American Industry Claggificaystem (NAICS)
codes were used to categorize all three entities. The NAICS code used tg identif

supermarkets was 44511003. Supermarkets included Walmart Super Center, Whole Foods
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Market, Super Target, Trader Joe’s, Save-A-Lot, Piggly Wiggly, Lowes FoodgeK
Kmart Supercenter, Harris Teeter, and Food Lion. Convenience stores wefedlasing
the following NAICS codes: 44719005, 44512001, 44719005. Examples of convenience
stores included free standing stores and those attached to gas stations, liker3sieetFast
food restaurantswere identified using the NAICS code 722211. Examples of fast food
restaurants included McDonald’s, Burger King, Wendy’s, Bojangles, Kientrted
Chicken, Cookout, and Subway.

Control Variables. Variables were included in the models that could potentially
confound the association between racial residential segregation and phstsrdgl dViale
served as the reference category for gender. Age was categoriged>8s60; age 61-70
(reference category); age 71-80 and age greater than 80. Educationegasz=d as less
than high school; high school; college; and post college (reference catégdimgiiual
income was categorized into low income, middle income (reference catagdrit)gh
income. Marital status was categorized as single; married (netecategory); and
widowed. Neighborhood poverty and neighborhood education were measured as continuous
variables. Neighborhood poverty was measured as the proportion of residentsdhat live
below the poverty line and neighborhood education was measured as the number of residents
with more than a high school diploma.

This study also controlled for obesity status because diet is a major factor
contributing to obesity and therefore warranted further inquiry. Obesity wasiregasing
the Body Mass Index (BMI), which is the ratio of weight in kilograms dividedhbystjuare
of height in meters (Ogden et al., 2007). According to the CDC, an adult (aged 20 and older)

with a BMI of 25 is considered overweight, while someone with a BMI equal to or greate
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than 30 is considered overweight (Freedman, 2011). Two obese categories aterefore

obese and non-obese, with obese being any participant with a BMI of 30 or over. Non-obese
was the reference category. Results are reported for the entire sawhpliso by obesity

status.

Analyses

Descriptive statistics were calculated and correlations among studilearwere
examined to assess for potential issues of multi-collinearity. Observatitnsissing data
were excluded using listwise deletion. Cross-tabulations and independesitedest
conducted to examine significant differences in the descriptive statisticalddM square
test was used to examine significant differences in the obesity models.t Tostetudy’s
hypotheses, multilevel multivariate regression analyses were conductgdMsus version
6.1, because the observations were not independent of one another. Using this technique
accounted for the possibility that respondents living in a given neighborhood might shar
similar outcomes because they live in the same neighborhood (Lopez, 2006). In order to
control for the clustering effects of the church, churches were treate@@effects. Each
church was entered into the model as a dummy variable; the church with the longest serving
pastor served as the reference category.

A mediated hypothesis was tested using the steps proposed by Baron and Kenny
(1986). Tests for mediation examined the attenuation of effects between sidehtial
segregation (proportion of African American residents in the neighborhood) arabéeail
resources (number of supermarkets, convenience stores, or fast food mestatthee
neighborhood, with the addition of fruit and vegetable consumption behavior variables

(Baron & Kenny, 1986). Formal tests of significant mediated effects wesessed using the
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difference in coefficients method after standardizing the regressiametars. The

mediation pathway is illustrated in Figure6.1.

Available supermarkets, fast

a food, and convenience stores b
. cc .
Racial Fruit &
Residential " Vegetable
Segregation Consumptio

Figure 6. 1 Mediation Technique

The first step in the analysis was to regress the dependent variable on thededéepe
variable (path c). For specific aim 1, fruit and vegetable consumption wasseden

racial composition. The second step was to regress the number of supermarketd on raci
composition (path a). Next the dependent variable, fruit and vegetable consumption was
regressed on supermarkets (path b). Then fruit and vegetable consumption wasdegress
racial composition, while controlling for the number of supermarkets (pathf@)l |
pathways were significant then the significance of the mediated effedtl then be tested

using the Sobel test (Baron & Kenny, 1986).

Results
The final sample consisted of 472 participants with a mean BMI of 31, of whom 234

were obese with a mean BMI of 36. The distribution of gender, age, marital status,
education, and income for the entire sample, and each of the obese and non-obese, weight
groups are provided in Table 6.1. At 68%, women comprised a large portion of the study

sample. There were significantly more women in the obese group as cdngotre non-
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obese group. The mean age for all participants was 65 years, with 42% falvegmhé1-

70 years. More than half were married, regardless of weight status. Witth tegaucation
attainment, 46% of participants had at least a college degree, but siglyificarg of the

obese group had completed high school (22.3%) than the non-obese group (13.4%). While
46% reported an annual household income of at least $50,000, significantly more of the
obese group (16.7%) reported an income of $20,000-$29,999, as compared to 5.4% for the
non-obese group. The mean daily fruit and vegetable consumption was 4.1 regardless of
weight status. With regard to characteristics of participants’ neighborhomdgynificant
differences were found by weight status. The mean BMI for the entireesarapl31. The
meanproportion of African American residents in a participant’s neighborhood648%

and ranged from 1.1% to 98%. The mean proportion of residents living below the poverty
line in a participant’s neighborhood was 12.1% and ranged from 1.1% to 56.1%. The
proportion of residents without a high school diploma in a participant’s neighborhood was
17.9% and ranged from 1% to 50%. The mean number of food stores within three miles of a
participant’s residence was 3 supermarkets, 2.9 convenience stores, and 13 fast food

restaurants.
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Table 6. 1 Sample Characteristics

Total Number of Non-obese Obese Difference
Participants N=238 N=234 Obese/Non-
N=472 obese
Demographic Background
Female (%) 68 60.5 75.6 p<.001
Age Groups (%)
50-60 34.1 33.6 38 —
61-70 41.5 37.4 44 —
71-80 18.9 21.4 15 —
>81 55 7.6 3 p<.05
Marital Status(%o)
Married 60.2 62.7 57.5 —
Single/Divorced 23.5 20.5 26.6 —
Widowed 16.3 16.7 15.9 —
Education Level (%)
Eighth grade or less 15 2.5 43 —
Some high school 4.7 5.7 3.4 —
High school graduate or GED 17.8 13.4 22.3 p<.01
Trade or Beauty school graduate4.2 3.4 5.2 —
Some college 26.1 28.9 28.2 —
College Graduate 21.2 21.8 20.6 —
More than college 24.6 24.3 25 —
Income (%)
<$10,000 7.2 8.8 5.6 —
$10,000-$19,000 11.9 13 10.7 —
$20,000-$29,999 11 5.4 16.7 p<.001
$30,000-$49,999 24.8 27.2 22.3 —
$50,000--$69,999 18 18 18 —
$70,000-$99,999 14.4 13 15.9 —
$100,000-$149,999 8.1 9.2 6.9 —
>150,000 4.7 5.4 3.4 —
Fruit and Vegetable 4.1 (2.8) 4.1 (2.6) 4.1 (2.9 —
Consumption (mean)
Mean BMI (SD) 31 (6.8) 26.1(2.4) 36 (6.3) p<.001
Participant Neighborhood Characteristics
Neighborhood African American 46.4 (30) 446 (3.1) 483229 —
Composition
Neighborhood Poverty 12.1 (8.8) 11.7 (8.5) 12.4 (9.2
Neighborhood Education 17.9 (10.3) 17 (10.3) 187 —
(10.2)
Mean Supermarkets within 3 3.1(2.3) 3224 3(2.2) —
miles of participant
Mean Convenience stores within2.9 (2.7) 2.9 (2.8) 2.9 (2.6) —
3 miles of participant
Mean Fast Food restaurants 13.3(9.8) 13.7(10.2) 12.8(9.3) —

within 3 miles
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Factors associated with Fruit and Vegetable Consumption
Hypothesis 1a: Older African American church members living in neighborhotidga wi
lower degree of racial residential segregation will have more supestaanktheir
neighborhood and in turn will have higher levels of fruit and vegetable consumption
Hypothesis 1b: Older African American church members living in neighborhoods with a
lower degree of racial residential segregation will have fewer convengtares in their
neighborhood and in turn will have higher levels of fruit and vegetable consumption.
Hypothesis 1c: Older African American church members living in neighborhooldswit
lower degree of racial residential segregation will have fewerdastrestaurants in their
neighborhood and in turn have higher levels of fruit and vegetable consumption.

The research hypotheses proposed a mediation pathway. Table 6.2 displays the first
part of the mediated pathway, the regression of supermarkets, fast food nestaumch
convenience stores on the proportion of African American residents in a paittgipa
neighborhood. No significant association was found for supermarkets or fast food
restaurants.

e Men lived within 3 miles to significantly fewer supermarkets than fen{fifes
221, p< .01). A grater number of supermarkets within 3 miles of the participant
was associated with higher levels of neighborhood povgstyQ70, p< .05), but
lower levels of neighborhood educati@}*(-.083, p< .05).

e Men lived within 3 miles to significantly fewer fast food restaurants thaalfesn
(B=-.748, p< .05). Participants in the 70-80 age group lived within 3 miles to

significantly more fast food restaurants as compared to people in the 61-70 age
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group (= 1.131, p<.05). Participants with a high school educafieri (299, p<

.05) or a college educatiof< 1.440, p<.05) lived within 3 miles to significantly
more fast food restaurants than participants with post-college education. There
was a positive significant association between neighborhood poverty and fast food
restaurants. Higher levels of neighborhood poverty was associated with greater
numbers of fast food restaurants located within 3 miles of a participant’s
residencefi= .415, p<.01). Neighborhood education was significantly associated
with fast food restaurants. More fast food restaurants within 3 miles of a
participant’s residence was associated with a lower percentage of pabolet

a high school diploma in the neighborho@d ¢.330, p<.05).

A significant association was found, however between the proportion of African
Americans residing in the neighborhood and the number of convenience stores lodated wit
3 miles of a participant’s residend&=(.494, p< .01). Specifically, greater proportions of
African American residents in the neighborhood were associated with a 0.5muenience
stores located within a 3-mile radius of a participant’s residence. Heneagattability of
convenience stores could be a potential mediator between racial resisEgtggation and
fruit and vegetable consumption. The significant relationships among the vanmatbles

models used to assess mediation are discussed below.
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Table 6. 2Mediation Path a- Regression of Food Stores on Proportion of African
American Residing in a Participant’s Neighborhood

(N=472)
Supermarkets Convenience  Fast Food
within 3 miles o Stores within 3 Restaurants
participant miles of within 3 miles of
participant participant

p p p

Racial Residential .080 494> 178

Segregation

Female (Reference)

Male -.221** -.055 -.748*

Age 61-70 (Reference)

Age -50-60 -.079 -.081 -.333

Age 70-80 .208 -.169 1.131*

Age >80 273 -.109 1.256

Middle Income

(Reference) .079 153 461

Low Income .066 -.002 .346

High Income

Post College

(Reference) .309 .318 1.650

Less than High School .150 246 1.299*

High School .323 344 1.440*

College

Married (Reference)

Single -.019 -.076 -.285

Widow .094 -.011 .063

Non-obese (Reference)

Obese -.098 -.016 -.479

Neighborhood poverty .070* .048 A415%*

Neighborhood -.083* -.035 -.330*

Education

All analyses adjusted for church as a primary sampling unit within the sursigyas the

study

*significant at p<0.05

The tests of Path B and C of the mediated pathway are displayed in Table 6.3.

** significant at p<0.01

*** significant at p<0.001

different models are presented in Table 6.3. Model 1 represents the relationshiipaoiof
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vegetable consumption on proportion of African Americans residing in a participant’
neighborhood and supermarkets within 3 miles of participants’ residence asrstated i
hypothesis 1a. In Model 2, the relationship of fruit and vegetable consumption on the
proportion of African Americans residing in a participant’'s neighborhood and convenience
stores within 3 miles of participants is presented as outlined in hypothesis 1b.3Vlodel
represents the relationship of fruit and vegetable consumption on the proportion of African
Americans residing in a participant’s neighborhood and fast food restaurarits 3umiles
of participants’ residence as described in hypothesis 1c.

Fruit and vegetable consumption was not significantly associated with the proportion
of African American residents in a neighborhood or the availability of food st®aths b
and ¢ were not significant; therefore a mediated pathway did not exist aneovariables.
Men had significantly lower levels of fruit and vegetable consumption than women in Model
1 (3=-1.108, p<.001) and in Model g -1.127, p<.001). Another significant association in
Model 2 was between fruit and vegetable consumption and neighborhood education. Higher
levels of fruit and vegetable consumption was associated with a lower perceipagele
in the neighborhood without a high school diplorfra {084, p<.01).

Model 3 had similar results to the previous models. Men had significantly lowter frui
and vegetable consumption as compared to wofivenl(123, p<.001). There was a
significant association between fruit and vegetable consumption and neighborhood
education. Higher levels of fruit and vegetable consumption was associated with a lowe
percentage of people in the neighborhood without a high school dipfem&®{76, p<.01).

In sum, in all three models men consistently had significantly lower levelsibfid

vegetable consumption than women. Neighborhood education was significant in the models
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that included convenience stores and fast food restaurants. No significanttessoea
found between fruit and vegetable consumption and proportion of African American
residents in a neighborhood.

Table 6. 3Mediation Paths b and c- Regression of Fruit and Vegetable Consption on

Proportion of African Americans Residing in a Participant’s Neighborhood and Food
Stores

(N=472)
Model 1 Model 2 Model 3
B B B
Racial Residential .071 .069 .072

Segregation
Supermarkets within 3 miles  .101
of participant

Convenience stores within 3 -.013

miles of participant

Fast Food restaurants within .020

3 miles

Female (Reference)

Male -1.108*** -1.127%** -1.123***
Age 61-70 (Reference)

Age -50-60 .017 .020 .012
Age 70-80 .281 .318 291
Age >80 724 .756 747
Middle Income (Reference)

Low Income 407 AT75 .398
High Income 322 .300 317
Post College (Reference)

Less than High School -.611 -.345 -.606
High School -.394 -.335 -.398
College -.033 .022 -.024
Married (Reference)

Single .351 .357 .358
Widow -.213 -.062 -.195
Obese -.085 -.132 -.077
Neighborhood poverty .033 .045 .032
Neighborhood Education -.073 -.085** -.076**

*significant at p<0.05 ** significant at p<@0 *** significant at p<0.001
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Research Question Blow does obesity status impact the relationships hypothesized in

research hypotheses la-1c?

Similar analytical techniques used for testing hypotheses l1a-1c wpl@yedhto test
the mediation pathways for obese and non-obese participants, respectively.reSbaszh
hypotheses are referred to as 2a-2c . Table 6.4 shows that for obese and non-obese
participants, the availability of supermarkets or fast food restaurantsotvagnificantly

associated with the proportion of African American residents in a neighborhood.

e A significant association was found between the proportion of African Americans
residing in the neighborhood and the number of convenience stores located with 3
miles of a participant’s residence for obe$e.§56, p<.01) and non-obese
participants [§= .355, p<.01). However these values were not significantly

different from each other.

Non-obese participants with a college educatfzn3.446, p<.05), lived within 3
miles to significantly more fast food restaurants as compared to nonfmdréisgants with

post college education. This was significantly different from the obesg@.gro

In the obese group, the number of supermarkets, convenience stores, and fast food
restaurants was negatively associated with the number of people without ehtugh s
diploma in the neighborhood. For both non-obese and obese groups, a higher number of fast

food restaurants was associated with a higher level of neighborhood poverty.
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Table 6. 4 Regression of Food stores on Proportion of African Americans Residiin a Neighborhood by Obesity Status

ect

Supermarkets within 3 Difference Convenience Stores Difference  Fast Food Difference
miles of participant non- within 3 miles of Restaurants within  Non-obese/
obese/ participant 3 miles of obese
obese participant
Non-obese Obese Non- Obese Non- Obese
N=238 N=234 obese N=234 obese N=234
N=238 N=238
Proportion of African Americans  .012 .166 .355* .556** -.109 483
Female (Reference)
Male -.072 =221 -.073 -.308* .162 -.981
Age 61-70 (Reference)
Age 50-60 449* .209 -.149 .046 -1.616 .967
Age 70-80 .079 .399* -114 -.091 1.347 1.559
Age >80 -.052 .819 -.078 -.187 1.414 1.980
Middle Income (Reference)
Low Income .006 .209 .099 .004 -.707 1.349
High Income .092 -.230 .040 -.144 .564 -.573
Post college (Reference)
Less than High School .523 121 .503 .230 3.366*  .062
High School 292 .044 .627 .228 2.881*  .505
College 441 -.065 .900 .019 3.446*  -.684 p<0.05
Married (Reference)
Single .027 -.024 -.086 .103 1.236 -.910
Widow .343 -.461 .265 -.389 1.620 -2.144
Neighborhood poverty .056 .118* .076 .033 .382* .564*
Neighborhood Education -.058 -.157**  p<0.1 -.014 085* -.279 -.480**

*significant at p<0.05

** significant at psL

*** gignificant at p<0.001



The analysis comparing the fruit and vegetable consumption of the non-obese and
obese groups is provided in Table 6.5. The models include the same variables that were

presented in Table 6.3.

Obese people living in predominantly African American neighborhoods had
significantly higher levels of fruit and vegetable consumption as compared to non-obese
participants living in predominantly African American neighborhoods. Obeseipantis
with a high income had significantly higher fruit and vegetable consumption than obese
participants in the middle-income bracket, which significantly differed fronmémeobese
group. Obese people living in neighborhoods with a greater proportion of residents without a
school diploma had higher levels of fruit and vegetable consumption as compared to non-

obese participants living in the same type of neighborhood.

For Model 2, obese participants with a high income in the obese group had
significantly higher fruit and vegetable consumption than obese participantsnmcidiie-
income bracket= 1.172, p<. 05). This was significantly different from the non-obese
participants in the same income brackets. Participants in Model 3 with a high imctirae
obese participants had significantly higher fruit and vegetable consumption than obese

participants in the middle-income brack@t (1.300, p<. 05).
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Table 6. 5 Multilevel Regression Models of Fruit and Vegetable Consumptidsy Weight Status

qcl

Model 1 Model 2 Model 3
Non-obese Obese Non-obese  Obese Non-obese Obese
N=238 N=234 N=238 N=234 N=238 N=234
Proportion of African Americans -.070 .238** p<.05 -.078 .277 -.070 .243
Supermarkets within 3 miles of .080 .158*
participant
Convenience stores within 3 miles -- .032 -.082
of participant
Fast Food restaurants within 3 .019 .025
miles
Female (Reference)
Male -1.095*** -1.022%** -1.095*** -1.136** -1.109*** -1.047*
Age 61-70 (Reference)
Age -50-60 -.156 .194 -.198 241 -.165 211
Age 70-80 .130 .375 .094 517 112 .455
Age >80 776 127 .764 241 .781 .197
Middle Income (Reference)
Low Income .209 .506 .238 .597 .201 .515
High Income -.759 1.345* p<0.05 -.747 1.172* p<0.05 -.760 1.300* p<0.05
Post College (Reference)
Less than High School -.048 -1.665* -.014 -1.544 -.068 -1.598
High School -.0452 -.532* -.439 -.451 -.468 -.510
College .833 -.931 .824 -.904 .811 -.889
Married (Reference)
Single -.045 597 -.035 .607 -.062 .625
Widow -.618 .225 -.608 .011 -.599 192
Neighborhood poverty -.040 .026 .044 .050 .038 030.

*significant at p<0.05 ** significant at p<01

*** significant at p<0.001



The findings revealed that the proportion of African American’s residing in the
neighborhood was not associated with fruit and vegetable consumption among this sample.
Greater proportions of African Americans residents in a neighborhood wereasssodath
more convenience stores located within a 3 mile radius of a participantienesi The
number of convenience stores, fast food restaurants, and supermarkets located widsn 3 m
of a participant’s residence was not associated with participant’afdivegetable
consumption. For obese participants, living in a neighborhood with greater proportions of
African American residents were associated with higher levels ofindi vegetable
consumption than their non-obese counterparts. Higher levels of fruit and vegetable
consumption for obese participants was found to be associated having a high incoate. Bas
on the findings, racial residential segregation and availability of fast fetaurants,
supermarkets, and convenience stores was not associated with fruit and vegetable
consumption. Qualitative methods were used to explore the filter function of the concept of
therapeutic landscape and to further explore possible explanations for thaséidasig

findings.

Qualitative

In addition to understanding the filter function of the concept of therapeutic
landscapes, the findings from the quantitative portion of this study called foerfurtjuiry
into experiences of older African American church members living in hasedregated
neighborhoods. These experiences were examined through qualitative in-deptévistervi
that explored the role and meaning of their neighborhood environment to their health, in

general and on their fruit and vegetable consumption in particular. These intesuiaytr
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to reveal the filter function, as presented in the Model of place effects oh, lofalt
neighborhood as a therapeutic landscape.

Purposive sampling was used in the selection of the study participants who came
from the ACTS of Wellness study across three urban counties of NC. The posgtiter
survey had a question that asked participants if they would be willing to answesreaddit
guestions. From the 467 people who responded favorably to this question, 112 met the
criteria for living in a racially segregated area charamgeras a predominantly African
American neighborhood. Racially segregated neighborhoods were classified as

neighborhoods having 50% or more African American residents (Williams & Collins,.2001)

Recruitment

Recruitment consisted of contacting participants via phone at their home oofplace
business. Eligibility criteria included the following: a) the participant toehave access to a
phone; and b) had to be willing to devote at least an hour to complete the interview. Once
the participant agreed to be interviewed a study fact sheet was mailed &dtiress. This
study was approved by the institutional review board.

Data Collection

| conducted the semi-structured interviews via the phone from May to July, 2011.
This method was chosen to reduce the burden on the participant. It has been documented that
data obtained from phone interviews are comparable to face-to-face intemelvsan be
used when contact has already been made with participants (Carr & Worth, 200és Stur
Hanrahan, 2004). Verbal informed consent was acquired over the phone prior to the
initiation of the interview. The semi-structured in-depth interviews consistepenf-ended

guestions that were developed a priori (Morse & Richards, 2002). These questimhesdnc
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information on the perception of the neighborhood'’s influence on participants’ physical
activity and diet. During the course of the interview, probes were used to build orppattici
answers. All interviews were digitally recorded and transcribed varbBbr compensation,
$30 Visa gift card was mailed to all participants upon completion of the intervie

Analysis

Data were analyzed using content analysis to determine how participaais @
the influence of their neighborhood on their fruit and vegetable consumption through the
availability of food stores. The interviews and photographs served as the maa codaita
for the content analysis.The goal of using content analysis was to indugamelynowledge
and understanding of how older African American church members living in predominantly
African American neighborhoods gave meaning to their residential context aole iis
influencing their health, specifically diet (Hsieh & Shannon, 2005). Content anialgsis
approach that involves “subjective interpretation of the content of text data through the
systematic classification process of coding and identifying themestterns” (Hsieh &
Shannon, 2005). Directed content analysis can be used when the existing concepts or
theories used to describe a phenomenon are limited in scope and may benefit fram furthe
description (Hsieh & Shannon, 2005; Zhang & Wildemuth, 2009). A directed content
analysis approach was suitable for this study because the concept of thetapdatiapes
as outlined by Braubach is limited in its description of a health-promotighlm&ihood as it
related to food acquisition. As such, initial categories from the concept of th&zapeut
landscapes were used to code the data, while simultaneously; additional caleseated
for text that represented a new category or a subcategory of an existengHsieh &

Shannon, 2005).
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Coding involved assigning distinctive labels to the text in the transcripts tleated
certain categories of information (Huberman & Miles, 2002). As stated in¢lceging
paragraph, initial codes were developed based on categories from Braulesciigtion of a
health-promoting neighborhood. These codes included 1) neighborhood physical
characteristics; 2) healthy environments; 3) services provided to support thielaily
residents; 4) socio-cultural features of neighborhoods; and 5) reputation of the rieaghlbo
(Braubach, 2007). All transcribed data were organized and managed using ATLA&H vers
6.2 qualitative text analysis software. The use of ATLAS.ti assisted shadithor in the
coding of data, retrieval of text based on keywords, visual representations of codesirand t
relationships to one another, and documentation of coding changes throughout the analysis

process (Zhang & Wildemuth, 2009).

Using an inductive approach, | generated additional codes after thntérstew
based on categories that were identified in the text. This study focused oslatath to
understandings, perceptions, actions, and social constructions of the racial is¢sidetext
and its association with availability of quality food stores as described tigipents. This
process involved identifying segments of the text that provided a description of what people
were doing,why they acted in the manner in which they did,and how they were thinking
about the way they acted (Warren & Karner, 2010). A codebook was developed that included
codes, a label, a definition, a description of when each code should be applied, and an
example of a quote (Carey et al., 2006; Ryan & Bernard, 2000). | applied the codes to the

transcripts using the coding scheme.

Trustworthiness in qualitative research is dictated by how confiden¢arcesr is

with the truth of the findings based on the research design, informants, and corgéxigKr
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1991). Several steps were implemented to establish the trustworthiness of thévguali
data. Trustworthiness was established in this study through triangulation and peer
examination. Triangulation was achieved through the convergence of multiplecpigespe
for mutual verification of data to ensure that all aspects of a phenomenon have been
examined (Krefting, 1991). The strategy used to achieve triangulation inuthjsveas by
employing multiple methods of data collection including interviews and participa
observations. Peer examination involves the researcher’s discussion of dinehrpsecess
and findings with unbiased colleagues/peers who have experience with qualitttnoeisn
(Krefting, 1991). For this study, peer examination was accomplished through caomsultat
with a doctoral candidate who checked the coding scheme against 17% percent of the
transcripts which allowed for a critical assessment of the first autinéeipretations from

the direct quotes (Krefting, 1991).

Results
A total of 30 participants were contacted to assess their interest ingadinig in the

interviews. Twelve participants representing 3 different counties ppetisa in the semi-
structured interviews. The final qualitative sample consisted of 9 women and 3 ngamg ran
in age from 56-75. Participant characteristics are presented in Table 6.6. Hgedergth

of time that participants had lived in their neighborhood was 29 years.
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Table 6. 6Characteristics of interview participants

(N=12)
Sex Age BMI Length of FruitVeg Fast Foods ConvenienceSupermarkets
Residence Sum Stores

M 75 26 38 2.8 13 1 1
F 65 32 30 3.4 16 3 3
F 59 43 59 2.9 18 5 5
F 66 39 9 4.7 16 3 3
M 65 32 10 3.6 22 5 5
F 61 34 23 3.9 22 5 5
F 74 30 30 19.1 22 0 6
F 71 20 15 54 22 1 6
F 62 32 26 2.5 21 9 8
F 62 35 50 12 14 3 2
F 65 26 30 3.8 10 3 3
M 56 25 25 5.1 13 2 3

It was expected that people living in racially segregated or predominamityarif
American neighborhoods would have significantly lower access to supermarkeatstamd i
have lower levels of fruit and vegetable consumption. The concept of therapeutic lasdscap
served as a guide to determine what influences the neighborhood may have on fruit and
vegetable consumption. Fruit and vegetable consumption is partially determine@ssytacc
and purchasing of these items (Bodor, Rose, Farley, Swalm, & Scott, 2008). Tledigealit
findings from this study focused on the factors that determined where a pattaiipae to
purchase their groceries, including fruits and vegetables. The major ttieheserged are

presented below.
Types of food stores

To assess the influences the neighborhood had on fruit and vegetable consumption, it
was important to ascertain where participants obtained these itemspBRatsicnamed
several places they shopped for food. The food stores mentioned by participants included

Food Lion, KrogersWalmart,Save-a-LoHarris Teeter Sam’s ClubCostco’s and the
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Farmer's Market. A couple of the participants stated that they had persotahg where

they grew various fruits and vegetables. One participant mentioned that she did not do as
much cooking at home because the last time she cooked she forgot, due to early onset of
dementia, that she had food on the stove and a fire started in the kitchen. Instead of
describing a supermarket, she listed one restaurant, Outback Steakhouse, aslzeptace

she shopped. The reasons for shopping at the various stores are highlighted in the remaining

themes.

Price Differential

A majority of the participants cited price as the main reason why they shappe
certain stores. Participants were looking for stores that were “nagenable” in terms of
price. Some participants traveled to food stores outside of their immedidtbarbigod in
search of better prices. Two of the participants lacked their own trangpoeat depended
on family members and public transportation to get to supermarkets. One of these
participants that did not have transportation lived within walking distance to a supetmar
but she rarely frequented that supermarkets because of its high pricesplafahe
participants mentioned that based on price comparisons, they would buy one food item at a
specific store and then another item from a different store. These viellssarated in the

subsequent quotes.

... and with mine not minding to drive 3 or 4 miles to supermarkets then | will go
there based on if has bargains and what | might need. (Male, 75)
Well the [Store B] where | live now is very expensive. Too expensive. That's the
reason | don’t go there a lot. | go elsewhere to buy my groceriastol[§tore D]
because it's cheaper. (Female, 66)

A majority of participants reported finding more reasonable prices in anwghborhood,

in which residents were predominantly White. In contrast, one of the male artgstated
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that he was able to get everything he needed at the supermarket locatedighbisrheod
and he did not think there was a better supermarket. This male also acknowledged that he

went to his sister’'s house where she prepared a majority of his meals.

Variety of food

The variety of food stocked at the different food stores was another influence on
participants’ decision to shop at that establishment. Some participants weefatule
different types of vegetables at food stores located outside of their neighborhood. Thes
participants commented on the difference between the foods found in the supermarkets i
predominantly African American neighborhoods in comparison to the foods found in
predominantly White neighborhoods. These supermarkets offered low calorie and diet
options. One of the male participant noted that supermarkets located in predgminantl
African American neighborhoods tended to stock more foods that were conducive with what
African Americans eat, such as ham hocks, fatback, and seasoned meats. Sopenpartic
mentioned that they were able to find more foods, such as canned goods, at the steres loc

in predominantly White neighborhoods

They were just saying, and | picked up on it, that they don’t have the same things in
this store that they have in a predominantly white neighborhood. And | couldn’t see
it. But as | shopped | could see the difference. (Female, 62)
One participant, who shared a community garden with some of her neighbors, heghtight
fact that no supermarkets were located in her neighborhood and that she felt this was

common in low income African American neighborhoods.

And patrticularly in the African-American community, the poor African-Aiceat
community in particular because there are no grocery stores. You have coogenie
stores, but no grocery stores in the neighborhood. (Female, 65)
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The variety of food options across neighborhood was pronounced, not only in the type of

food available in the stores, but also in the type of stores located in certain neighborhoods

Quality of food

A few participants noted the difference in the food quality across stores and
neighborhoods. Participants stated that in certain supermarkets they weoefimldetter
produce, better cuts of meat, and fresh food. In most instances, the supermarkatsdthat ca
the better quality food were located in predominantly White neighborhoods.

| guess [Store A] maybe a little bit closer to me and [Store B] and [Sjptee@’re

not that far away from. If I had a choice | would go to [Store B] or [Store @. It’

because | don’t think [Store A], | don’t know, they don’t necessarily have a good

selection. (Female, 65)

We go to Store C because Store C has a better cut of meats than Store B has. (Male,

65)
Store ambiance

Several of the participants mentioned the influence of young people preventinfyaghem

using their local food stores. One participant mentioned that the young peopdedrow

around the store, which made it hard for her to enter into the store and move around once she
got in. Another participant was concerned about the conduct of the young people working at
her local supermarket. She felt the way the young people conducted themselves was

inappropriate.

| guess it’s...look, I'm old and too many young folks, as we say, hanging out.ILike
don’t have enough room to get in the store because the store’s not that large, so
you’re bumping into people. You have to wait because you can't get to the item you
want. (ID 3)
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| think what threw me is this [Store A ] up here for me is... | went in there one day
and they had a lot of teenagers running the register, which is fine. But, to me, on the
job is not the place for laughing, carrying on, using ugly foul language, you know
what | mean? And they do that and people are waiting in line. So that just threw me
from frequenting that [Store A]. (ID 11)
Discussion
Based on the concept of therapeutic landscapes and previous empirical studies of
racial residential segregation and availability of food stores, thig biymbthesized that
these two factors would influence fruit and vegetable consumption among older African
American church members living in NC. In addition, this study explored with oldeaAf
American church members, living in racilally segregated neighborhoods, how tkewpdr
the influence of their neighbohrood’s food environment on their diet. Although this study
found a significan positive association between racial residential segregatl the
availability of convenience stores, no association was found with fruit and vegetabl
consumption.
The sole focus of this study on fruit and vegetable consumption may have failed to
capture the effect of food store availability on overall diet. Other compookatsealthy
diet include high consumption of nuts and soy protein, white meat, cereal fiber, and
polyunsaturated fat, and low consumption of trans fatty acids (McCullough &tWW2D06).
The availability of convenience stores in a neighborhood may have a significaivepos
association with the consumption of trans fatty acids. In short, if overall diet &ad be
examined by this study, significant associations may have been found wathreaential
segregation and the availability of food stores.

Moreover, a previous study found that availability of supermarkets was dsdocia

with higher fruit and vegetable consumption among people living in metropolitan areas, but
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not among those living in nonmetropolitan areas (Michimi & Wimberly, 2010), concluding
that there may be a threshold for which distance no longer becomes an issussiogcce
supermarkets. Their conclusion was echoed by the 12 participants who complatativgual
interviews for this study. They indicated that travel distance to supennadside their
immediate neighborhood did not prevent them from obtaining the foods that they wanted or
needed. The main factors that influenced their utilization of certain supersaret price,
variety of food, quality of food, and store ambience. Participants that had a supéemarke
close proximity to their homes were more likely to patronize supermarksid®of their
neighborhood, located in predominantly White neighborhoods, to find quality food at a
reasonable price. Approximately 80% of the participants mentioned that théelraalitn
transportation which allowed them to travel to supermarkets outside of theadiate
neighborhood. The remaining participants that did not have their own transportation
depended on family members to take them food shopping. Thus, participants were not
limited by the availability of food options in their local supermarkets anéltrd outside of
ther neighborhoods to find quality food at a reasonable price. In short, this study found that
availability of supermarkets did not necessarily predict actual freqgeottitnese
establishments.

Similar themes were documented in a study examining environmental banters
adapative strategies to acquiring food in a low-income African Americahbaigoods
(Zenk et al., 2011). Zenk et al (2011) reported that the women in their study faced several
barriers to obtaining resonably priced food in their neighborhoods. These women developed
what the authors termed as “adaptive strategies” to obtaining desired fooke{Z¢,

2011). These adaptive strategies included shopping at multiple food stores anaigtraveli
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outside their neighborhood ( Zenk et al., 2011). Although this illustrates that peopbéeare a
to obtain food when there is limited access to quality foods in their local supetsnarke
efforts should still be made to create equitable access across neighbhoelgaodiess of

the racial composition of the neigbhorhood.

This study also found that among obese participants, living in a more predominantly
African American neighbohrood had a positive significant association with theiahd
vegetable consumption, but no significant association for non-obese participants.ibfeposs
explanation may be that signficantly more obese women lived in predominantlgrAfric
American neighborhoods. Furthermore, this finding could imply that along with camgumi
fruits and vegetables, obese people living in predominantly African American ndigblsr
may also be consuming high fat foods. This study did not measure the consumption of high
fat food and thus was unable to determine if availability of fast food restaurants or
convenience stores influenced high fat food consumption. A study conducted among African
Americans in NC, found that people consuming high fat foods from fast food restuarants
were more likely to be obese (Satia, Galanko, & Siega-Riz,1988). Othesstasgiee shown
that racial residential segregation is associated with obesity amongrAAmericans
(Chang, 2006; Chang et al., 2009). Chang et al observed that for African American,wome
the relationship between racial residential segregation and obesity wakypaediated by
the physical disorder of the neighborhood. Physical disorder was measured hyirexsmel
number of vacant lots and vacant residential properties, housing code violations,saod fire
property (Chang et al., 2009). In short, further research is warranted into how otiméiapot
mediators between racial residential segreation and fruit and vegetablangoton may

vary by obesity status.
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One strength of this study was the use of mixed methods to first, examine
relationships between fruit and vegetable consumption, food stores, and racialiegsident
segregation, and secondly, to understand how living in a predominantly African American
neighborhood impacted fruit and vegetable consumption among older African American
church members. Many studies have shown that racially segregated neighborhoods have
fewer supermarkets than predominantly White neighborhoods (Morland & Filomena, 2007).
In contrast, this study found a significant difference in the number of conveniereg, siut
no difference in availability based on the racial composition of the neighborhoodd®yide
the concept of therapeutic landscapes, as described in the model place edfdtthine
study explored the process by which participants made food-purchasingrebased on
what was presented in their neighborhood. According to Braubach’s model of place effects
on health, physical and psychosocial inputs from the environment are assessed by the
individual who translates that into physical and mental well-being(Braubach, 200M)s |
study, the physical inputs of the environment were racial residential segnega
supermarkets, fast food restaurants, and convenience stores. This study did no exami
potential psychosocial aspects of the environment with all participants. Howeyer
interviews conducted with the 12 participants attempted to gain a better undiei taf
how these individuals interacted with their social environment to access deddioptions.

An example of this was the description of a local food store that a participant didquarit
because of the manner in which the staff behaved around customers. This example
highlights how this participant assessed the inputs from her physical envirotimeent (
supermarket) and her social environment (interactions with supermarket istbffieale

health behavior decision to purchase her food elsewhere.
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This was a cross-sectional study; therefore causal relationships couldasselssed.
Another limitation of the study was the absence of interviews with pamisipasiding in
integrated neighborhoods or predominantly White neighborhoods. The experiences
discussed by the interview participants may not be unique to people living imyracial
segregated areas. However, participants traveled outside of their neighborhood t
predominantly white neighborhoods to obtain the desired food items. This may be in
contrast to older African Americans, living in predominantly White neighborhodus nvay
be able to find all the desired food items within their neighborhood. Future research should
examine the different experiences of people living in racially mixed and pnealothy
White neighborhoods to determine ease of access to local food stores.

Conclusion

The examination of the impact of racial residential segregation on health atid heal
behaviors is critical in understanding and alleviating disease burden amocenAfri
Americans. This is even more important for older African Americans whitkehg to have
lived in their neighborhoods for an extended period of time and had a longer exposure to the
effects of racial residential segregation (Laveist, 2003). Participgetsiewed for this
study described being proactive in obtaining desired foods when they were unable to find
them in their local supermarkets; availability of supermarkets did not trthpsc fruit and
vegetable consumption. However, as older African Americans continue to age and become
less mobile, opportunities for accessing food stores in their local neighborhoaklehyl! |
become more critical. Future studies should examine strategies, suctieasrgpand
zoning ordinances that can be applied to food stores across neighborhoods. In addition to

implementing changes to the food store environment in racially segregatednaeesures
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should also be taken to simultaneously address individual level factors that impaotd

vegetable consumption among older African Americans.
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CHAPTER SEVEN
SYNTHESIS
The objective of this study was to apply the concept of therapeutic landscapes using a

mixed methods approach to examine the relationship between racially segregated
neighborhoods and physical activity and fruit and vegetable consumption among older
African American church members living in urban areas of North Carolina.chlapter
synthesizes the findings from the two sections of the study described aadithe

contextual framework around them and their connection. The chapter concludes with

limitations, strengths and implications for future research.

Racial Residential Segregation, Physical Activity, and Fruit and Vegetable
Consumption: What is the Connection?

One goal of this study was to examine the pathways between racial nasident
segregation and physical activity among older African American churctberemBased on
existing literature, mediating hypotheses were proposed for the relatidretiieen racial
residential segregation and physical activity. It was hypothediaggarticipants living in
predominantly African American neighborhoods would have poorer health behaviors, as a
result of inequitable availability of physical activity resources, thaticgzants living in
integrated neighborhoods or predominantly White neighborhoods. The results partially

refuted the hypotheses.



Three different measures derived from self-reported data were used to examine
physical activity behaviors among the sample. The proposed pathways &iuthis
included a count of recreational facilities within 1 mile of the participaatsdence and the
walk score, which was a measure of all facilities located within 1ahillee participant’s
address. The findings showed that greater proportions of African Amergidants in a
neighborhood were associated with more minutes of physical activity as wellas m
metabolic equivalent task hours (MET). However, greater proportions of Africamiéan
residents in a neighborhood were associated with lower odds of meeting pagsicsl
recommendations. Based on the findings from this study, a direct relationshtgplmtveen
racial residential segregation and physical activity. Qualitatiibods were used to better
understand this relationship and to explore the experience of older African Ameligrch
members residing in predominantly African American neighborhoods. The findomggHe
gualitative methods revealed that interviewed participants had lived in their néightidor
an extensive period of time, which cultivated a sense of comfort and familiahtyheir
neighborhood and neighbors. This created an environment favorable for physical activit

In sum, this study found that older African American church members living in
predominantly African American neighborhoods had higher levels of physicalyctivi
although this was not enough to meet the physical activity recommendations. An
examination of the types of activities that are most prevalent in this groupréntear along
with identification of potential mediators that may exist between ragalestial
segregation and physical activity. Based on the findings from the qualgtiog future

research that measures physical activity and racial residesgr@gation should include
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measures of neighborhood social cohesion and perceived neighborhood access to
opportunities for physical activity.

Another goal of the study focused on examining the relationship between racial
residential segregation and fruit and vegetable consumption. Although it wakdsipet
that greater proportions of African American residents living in a neighborhood would be
associated with less fruit and vegetable consumption, no association was founa betwee
these two variables. These relationships were also assessed by oldesity&ia analysis
showed that greater proportions of African American residents in a neighborhaod we
associated with significantly higher levels of fruit and vegetable consumijpti obese
participants more so than for their non-obese counterparts. The proposed mediators,
convenience stores, supermarkets, and fast food restaurants, did not explain the possible
pathway between racial residential segregation and fruit and vegetable ptinau@reater
proportions of African American residents in a neighborhood were associated wetiter g
number of convenience stores located within 3 miles of the participant. Thesmséligis
were explored further using qualitative methodology. Interviews with gaatits revealed
that a majority of the participants traveled at least 3 miles outside phéighborhood to
obtain foods including fruits and vegetables. The interviewees that did most of their food
shopping outside of their neighborhood reported that the selection of food in their
neighborhood supermarkets was not equitable to the food found in supermarkets outside of
their neighborhood.

This study found that there was a differential impact of racial resitleaggegation
on physical activity and diet. As expressed by the interview participhatsffects of racial

residential segregation appeared to be more salient for physicalyaatong the
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participants. Physical activity and fruit and vegetable consumption amectistialth

behaviors with different determinants. According to the US Department tthieal

Human Services (2008), older adults should get at least 120 minutes of mode@ase exer
week. Studies have shown that neighborhood opportunities for physical activity gecbura
older adults to be more physically active (Bopp et al., 2007; Gallagher et al., 20663sA

to these resources fills a more proximate and immediate need.

In contrast, fruit and vegetable consumption has been found to be associated with
access to fruits and vegetables in the home and not necessarily access talseise(dago,
Baranowski, & Baranowski, 2006). The availability of fruits and vegetables in theisome
based on the frequency of food shopping. A study done by Yoo et al.(2006) found that
African Americans shopped for food less frequently than Asians, Whites, andhidsspa
regardless of distance from home to shopping place. Shopping for groceries is nwitgn act
that is usually done on a daily basis (Yoo et al., 2006). While people may have proximate
access to supermarkets within three miles of their homes, they also machass to
supermarkets that are close to their church, work, or other areas outside iofrteiate
neighborhood. In contrast, physical activity is an activity that is dependent onataksdo
physical activity resources. Thus immediate and proximate accessdaodbearces may
have a greater impact on physical activity, than proximate access tmaudgets has on
consumption of fruits and vegetables. When examining neighborhood access to
supermarkets, researchers should determine where people shop, how often they shop, and
what items are purchased.

Therapeutic Landscapes

The current study’s findings supported the existing literature on therapeutic

landscapes and provided more evidence to the use of therapeutic landscapeib® descr
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places as not only healing, but also health promoting. The findings demonstrated that the
neighborhood environment, as described by the interview participants, provided
opportunities for being physically active. The integration of Braubach’s mogéd e

effects on health highlighted the importance of examining the meanings tha¢ pkmad

on their surrounding environment. These meanings, more so than the actual surroundings,
determined how people interacted with their environment and used it for the purpose of
health promotion. Environmental resources such as sidewalks that were absentah man
the neighborhoods were viewed by most participants as normal and did not prevent them
from walking. Subsequent studies examining neighborhood influences on health can use
Braubach’s model of place effects on health as a guide to ascertain how neighborhood
features influence health

Racial Residential Segregation as a Therapeutic Landscape?

Many studies have reported the detrimental effects of living in raciaghggated
neighborhoods (Charles, 2003; Messer, Oakes, & Mason, 2010; Williams, 2001). This has
been attributed to the concentration of poverty and limited resources often founein thes
areas (Williams, 2001). While these negative effects persist, positiNeitgs of
predominantly African American neighborhoods also exist. Although some studies have
identified some protective effects of racial residential segmgdiving in a predominantly
African American has been shown to have an overall negative impact on one’s health
(Messer et al., 2010).

This study sought to examine how racial residential segregation difféisentia
impacted the health behaviors of residents living in these areas and also to \whpladtee

experience was like for people residing in these areas. Previous ressaddthmented the
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negative aspects of racial residential segregation. Few of these sixaheised how the
residents living in these neighborhoods viewed the influence of their neighborhood on their
health. Understanding how individuals perceive their neighborhood environment can help
researchers to identify ways to build neighborhood capacity for a health-promoting
environment. In terms of physical activity, participants living in predomiy&dftican

American neighborhoods reported higher levels of physical activity. Howtbegrwere

less likely to meet the recommendations for being physically active. Tihdseys suggest

that living in a predominantly African American neighborhood created an envimnme
conducive for physical activity; however the sample did not meet recommendaitioims w

this study. Understanding individual perceptions of the neighborhood environment helped in
the identification of health promoting features of predominantly African Amweric
neighborhoods.

Interviewed participants used such terms as a sense of belonging andreecapta
community to describe their neighborhoods. Many of these participants had been in their
neighborhoods for over 30 years and had seen them transform from predominantly White
areas to predominantly African American areas. The increase in the numbeplefywith a
shared experience led to group solidarity and neighborhood cohesiveness that ceased a
of security. This sense of security stayed with participants and alloweddtesi
comfortable being physically active in their neighborhoods.

The therapeutic effects identified as potential contributors to exeveigenot
observed in relation to fruit and vegetable consumption. Fruit and vegetable consumption
did not vary based on the racial composition of the person’s neighborhood. Although it was

not statistically significant, more supermarkets, fast food restaunashtsoavenience stores
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were located in predominantly African American neighborhoods as compared to other
neighborhoods. The effect of proximal access to food stores was not an issue for rhany of t
interviewed participants. Participants identified the stores that theaedttb purchase their
groceries. Although the findings from the interviews showed that the avisylabifood

stores did not hinder participants from obtaining fruits and vegetables, thellfaetstined

that the availability of fruits and vegetables in predominantly African Araer

neighborhoods was not equitable to the availability of these items in other neighborhoods.
Policy efforts should be made to ensure that availability, as it relates&o yariety, and

quality, of fruits and vegetables is equitable across neighborhoods.

Church as a Therapeutic Landscape?

The current study posited that the church would serve as a therapeutic landscape fo
this population by providing opportunities for healing and health promotion. Several studies
have demonstrated that higher levels of church attendance are associatettevitrebkh
behaviors, such as colorectal cancer screening and physical activipgtier health
outcomes (Levin, Taylor, & Chatters, 1994; Musick, House, & Williams, 2004; ReindlI
Benjamins & Brown, 2004). Additionally, Levin and Chatters (2008) found that older
African Americans reported higher levels of religious involvement than \tiieite
counterparts. The role of church for all of the participants could not be fully céjriuies
baseline survey. Items on the ACTS of Wellness baseline survey did not ask about length of
membership at church, church attendance, participation in church activities, aactioner
with other church members. These questions would have been useful in assessing the role
church played in impacting the health behaviors of its members, especiafiytiggviact that

studies have shown that older African Americans are more likely to pargidcrpehurch,
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than their White counterparts (Levin et al., 1994; Taylor, Chatters, & Jackson, 20®#; Ta
et al., 2009). Thus, understanding the influence of church affiliation with phystoatya

and fruit and vegetable consumption is important because many interventions aréecbnduc
in African American churches to in an effort to reach African Americaasfibell et al.,
2007). Although this study was not able to ascertain this from all participants, ¢his wa
discussed at length with the 12 interviewed participants. All participantsugréwthe

church and some remained members of the church and were still members at thénelyurch t
attended as a young child. Many described church as “a social support syhsenyou

could interact with like-minded people”. Church was depicted as a “place of peaee whe
your burdens were lifted”. One participant went so far as to describe her char¢heond
family.”

Participants felt that church played a critical role in promoting health aiteong
members. Health information distributed through church newsletters was mdriioae
few of the participants as ways in which their church had tried to influenaé bealviors
within the congregation. Many participants believed that the church should tGaed y
spiritually and physically”. One participant noted that the church has the oppottunit
reach out to community members by extending church-sponsored health actiyibied be
church members. These findings revealed that the church has the potential toasgrve
roles in the lives of older African American church members and can be used tp¢age
outside of the church. The findings from this study in conjunction with findings from
previous studiesadd to the argument that church affiliation creates an envitairpeace,

rejuvenation, and healing that is reflected in the health of its members.
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Limitations

This study was conducted with older African American church members. Thus the
findings cannot be generalized to all older African Americans. Howevelmpisrtant to
note that higher percentages of older African Americans attend church agedntoptheir
White counterparts, so a large proportion of this population is represented in this study
(Levin et al., 1994). All data was collected through self-report, therefore respmay not
actually represent participants’ true behavior (Newell, Girgis, Safstrer, & Savolainen,
1999). Several issues that arise with self-reported data include, lack of knqvitedbgjey
to recall, misunderstanding of survey questions, and social desirability (N¢ak] 1999).

As recommended by Newell's (1999) systematic review, strategiesused to help reduce

any inaccuracies in the self-reported data. Some of these stratetiided verifying that
participants comprehended the survey questions, providing specific time periedalito r
behaviors, and creating clear questions with limited response options. This study did not
capture all participants’ perceptions of their neighborhood. The participamgh lef time

in their neighborhood was also not measured. This is important because studies have shown
that the cumulative exposure to neighborhood factors can have an effect on a persibn’s heal
status (Laveist, 2003).

Another measurement limitation is the measurement of racial residsagiggation.
Consensus has not been reached on a consistent way to measure racial resdesgetion
(Kramer, Cooper, Drews-Botsch, Waller, & Hogue, 2010). The most commonly used
measures have included racial composition, dissimilarity index, and theasafatex
derived at the census tract level (Kramer et al., 2010; Mason et al., 2009). ilBiggim

the distribution of African American and White residents across a neighborhood ivean ur
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area. Isolation is defined as the average probability of interaction eAfeean
Americans and Non-Hispanic Whites at the neighborhood level (Chang et al., 2009).
Another strategy that may have yielded different results is measegnggsition at the
census block group level. Measuring racial residential segregatiacoasirauous variable
assumes that the effect of racial residential segregation is lineamtrast to a linear effect,
there may be a certain threshold where the effect of racial residaagralgation is more
pronounced. Defining racial residential segregation as a dichotomous or catleggmiable
may provide a better assessment of the effects of racial residegtegaon on residents
residing in these areas (Kramer et al., 2010). One possible approach fahersca
employ in future studies that examine racial residential segregatomisorporate all
measures of racial residential segregation and determine if health esteary across these
measures.

In addition to the aforementioned limitations, interview participants may have be
influenced by exposure to the intervention. After participating in the ACTS dhégsl
study (focused on colorectal cancer screening), or the Body and Soul prograradfocus
fruit and vegetable consumption), participants may have had heightened aw/éoenes
physically active and healthy eating. However, for the majority ofntieeviewed
participants, behavioral responses did not vary from the data collected at baiseltmae of
interview.

Strengths

In spite of the aforementioned limitations, this study was unique in its usexed mi

methods to observe the relationships between racial residential segregdtiealh

behaviors among an older African American church population. Quantitative methods alone
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are limited in their ability to comprehend the context or setting in which theredhips
between variables occurs, a limitation that is made up for with the addition oatualit
methodology (Creswell & Clark, 2007). In combination, these methods provide the direct
voice of the participant through qualitative methodology, while quantitative altmvisd
generalizability of the findings (Creswell & Clark, 2007). Together, thesthodologies
offset the weaknesses of the other.

For this study, qualitative data enhanced the understanding of racial tiesiden
segregation by exploring the perceptions of people living in these neighborhoods ¢hat wer
not captured with the quantitative measures. For example, the number of suparmarket
within a three-mile radius of the participants’ residence was not assbwiitefruit and
vegetable consumption. Through the qualitative interviews, participants wete alfier
explanations for this insignificant association, by reporting that they shoppedeamarkets
that were located outside of the three-mile radius. This information gaexttmthe

guantitative findings and helped to strengthen the study.

Implications for Future Research and Conclusions

Racial residential segregation is socially constructed. As such, understasding i
influence on health requires incorporating a social perspective that tranftenasasures
of neighborhood racial composition and examines the experiences of people residesgi
areas, especially older African Americans who may have resided inafesseover an
extended period of time. Few studies have examined the influence of racialttabatethe
health of older African American church members. Future studies that exaatee halth

and older African Americans should employ a life course perspective.
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Studies applying a life course perspective recognize that the differe periods in
a person’s life have an accumulative effect on their present health (Baker, 1887 T
relevant for older African Americans because studies have shown that acrdessiben
African Americans have higher rates of morbidity and mortality. Teecbburse prospective
speculates that for African Americans, early exposure to negativértitenstances, such as
racism, poverty, and segregation can be detrimental to the physical, mental, ahd soci
growth as this group ages (Jackson & Sellers, 1996). For older African Ansgrica
understanding the influence of social, economic, and environmental conditions acrisss the |
span can aid researchers in identifying what factors are most satigmisfgroup in
fostering a healthy lifestyle. This life-course perspective can als@Wedifrom a positive
vantage point in which resilience, group solidarity, and racial identity buffer theudiar
effects of environmental factors. These are manifested in predominantgmAkmerican
neighborhoods through feelings of acceptance and comfort and shared experienges amon
neighbors. Recognizing that two distinct neighborhood attributes, both positive angejegati
exist in predominantly African American neighborhoods is critical fortdsskling, which

can lead to community change.

153



APPENDIX A

Steps for Bringing in roads to ArcMapfromTigerline

1.
2.

3.
4.
5.

Go tohttp://www.census.gov/geo/wwwr/tiger/tgrshp2009/tgrshp2009.html
Select Download the 2009 TIGER/Line Shapefiles now Select State and/®ased
Shapefiles; Click submit

Select “All Lines” at top of screen

Click download selected files

Open file and double click on zip file

Steps for importing Tigerline Data into ArcMap

1.
2.
3.

Open up ArcMap
Select AddData button
Select shapefile from jumpdrive

The Tigerline data includes all types of lines; for my researclofily interested in roads. Roads
were separated out by using the feature class codes. Definition featheefclass codes are located
in the metadata. Metadata is accessed with the following steps.

ogkwhE

7.

Right click on shapefile under New data frame

Select Dat®>View Meta Data

Then in the “Stylesheet” box select “FGDC Classic”

Select Identification Information

Then look for Atribute_Label: MTFCC

Then identify all names and corresponding “Enumerated_Domain_Value” ¢haplicable
to your shapefile

Write down “Enumerated_Domain_Value” and definition

In order to only display the roads a definition query is put on the data with theifal steps.

9.

©NOoOOrWNPRE

Right click on the shapefile

Go to “Properties”

Select “Definition Query”

Select “Query Builder

In the Top Box, scroll down to “MTFCC”

Double click on MTFCC

Then select “Get Unique Values”

Click on the “=" sign then select the Enumerated_Domain_Values that ydousigv
identified.

Then click “OR”

10. Then repeat steps 6-8 until you have added in all your Enumerate_Domain_Values
11. Then hit ok
12. In the next screen hit “apply” then hit “ok”
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The roads/lines that met the criteria set out in the query, create shapefile following the
steps below:

1. Select each road shapefile
2. Then go to Dat&Export Data
3. Save new shapefile to jump drive

These shapefiles were used to geocode the remaining addresses. ltessarpdo create an address
locater.

There is a tool Arctool box called ‘create an address locator*
Maps the field in the spatial data with the fields in the tabular data

Check the address locater that you would like ArcMap to use
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Creating Polygons in ArcMap

No gk whRE

© ®©

10.
11.
12.
13.
14.
15.
16.
17.

18.
19.
20.
21.

Add the network dataset (streets)\afs\isis\data\esri\dmO&siap\data\streets

Go to the tools icon and select Network Analyst (A new box appears)

In this box go to the view icon, then select Toolbars, then Network Analyst
Select network Analyst tools then select new service area

Show the network analyst window button on the toolbar

Right click facilities, then load locations (church participants’ assies

In the Network Analyst Window, click the Service Area Properties buttoririg bp the
Layer properties dialog box. Click the Analysis Settings tab.

Click the Impedance dropdown list and select distance (miles)

Type “1,3” in the Default polygon breaks text box. (A 5 mile radius was choseimef
proposed study)

Under direction, click away from facility

Click Nowhere from the Allow U-turns dropdown list

Check Oneway in the Restrictions list to honor one way restrictions.

Check the ignore invalid Locations checkbox.

Click the polygon generation tab

Verify that Generate Polygons is checked

Un-check the Trim Polygon option

Click Overlapping polygons per facility under Multiple Facilities IOps$. This results in
individual polygons per participant that may or may not overlap

Click discs for the overlap type. Then click apply to save the settings

Click the line generation tab

Leave the box labeled Generate lines unchecked. Then click Ok to savgssett
Click Solve

To bring in Restaurant/FoodStores/Refacilities

Right click on file geodatbase and import data single

Specify field type float

Right click on Polygon 1

Select Join and Relates

In the table of contents, right click drive time polygon, point to Joins aratd®ednd select Join.

Choose Join data from another layer based on spatial location.
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Select Facilities as the layer to join to this layer

Select the first radio button labeled “it falls inside” to add thébates of polygon to all that points
that fall inside the polygon.

Specify the output shapefile to save the result of the join as dra/Ediwfac.
Click OK to perform the join. Select YES, when the computer asks if youtwantd the shapefile.

Right click the newly added feature layer and select Open Attriblie T&ach row displays the
participant and the count of facilities in that drive distance.

Export polygons
Add location number to Church member attribute table
Export shapefile for 1 mile radius

Then Exportshapeflie for 3 mile raduis

Repeat steps 1-11 to import recreational facilities, supermarkets, araheaimce stores
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APPENDIX B

ACTS Baseline Survey @ ezssrzss

This survey should take about 20-20 minutes for you to complets,
Your participation is voluntary and your answers will remain
confidential. Your answers will not be shared with your pastor
or anyone else at your church.

You will be asked to complete one more survey in six months, In order to keep track of your surveys
we need to have your name, address and phone number. Once your survey is receivad in our main
office this information will be remaoved from your survey, This assures the confidentiality of the

irformation that you share.

How to compliate this form:

Use z blue or black pen—-do not use 2 pencil.

Do net make stray marks or "doedle” on the page

Answer 3l the questions by flling im the cirle Colo @ es
completely like this:

Kark only ome choice unless the instructions indicate it's okay 1o choose more than one.

carricl
If you mark the wrong circle, fill in the right circle, circle it and — @ bo
write “correct” mext to the right arswer like this: -

Hosse lf.hl‘]inlll' WOUT namE, maling address, phone numibars and oasy's date inside the boxes below:!

IDEN st
First Marme

IDENmsl IDENasr
Middle Initial  Last Name

IEN T dress

IDENsddressd

Ehreat Acddress Apartmeent Mumber
IDENcity IDENSate TDENTiy

City Skate Zip

TDENEB o TDENwark

Home Phone ‘Wiark, Phone (if applicable)

T:.ja':‘.'g_ Date: JDEMTate
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I 9120141435 I

LI J-LI | | ACTS Gaseline Survey w1 eints

1, Have you been diagnosed with any of the following illnesses?
[Fill in the circle next to your answer. |
1 ] z

a. high blood pressure Oyes  One O don't know ™
b. heart disease Tiyee Ono O don't know *°™
c. diabstes Oyes Ono Odon't know 57
d. arthritis Oyes Ono  Odon't know 7™

e, Crohn's Disease Oyes Ono O don't know *“™

£, ulcerative colitis Oyes One O don't know ACTIf

g. cancer Tyes One O don't know *°¢ AcTiy 3
I—) If yas, what kind of cancer?
2. Are you currently following a special dist?
AT yes < 2a, What type? [Fill in the circle for all that agply. ]
Creo Actza_ i O for diabebes  AcTza 5 Chvegetarian ACTZa_Ga
O don't know actzs 2 O low fat AcT2a & O other 3 oY
etz 3 O low salt Actza 7 rdon't know

AcTza 4 D weight loss

The first few guestions are about the fruits and vegetables you eat.

Instructions: Think about all the fruits and vegetablas that you ate over the last month, Incuds
those that were: raw and cooked: eaben as snacks and at meals; eaten at home and away from
hamea (at restaurants or friends housas, or take-out); and eatan alone and mived with other foods,
Mark how many times per month. week or day you afe each food,

Choose the best answer for each guestion and fill in the circle balow it

3. Ower the last month, how many timas per month, wesk, or day did you drink 100%0 juice
such as crange, apple, grape, or grapefuit juice? Do not count fruit drinks like Kocl-Aid,
lemonade, Hi-C, Tang, and Twister., Include juice you drank at all mealtimes and betwaen
rneda.ls. [Fill in only one circle, ]

1 2 3 4 5 & 7 8 2 10
aover -3fmes f-2gme 3-4dme 5-ftma  Inmepr  Zhmes  Jftmes dtmes 5 ormon

axy

Flaclel O 2 2 o O 2 o o .

L _I
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0693141431 I

- ﬁm ':Bm&m -Sluﬂw_}' ACTL Page 2of 21

. Over the last month, how many times per month, week, or day did you eat fruit? Count any
kind of fruit—fresh, canned, and frozen, Do not count juices. Include fruit you ate at all
mealtimas and for snacks, [AV in only one circle,]

1 2 3 4 L B r 8 L] io
il I-3 tmies 1-F bk 3-4 Hmes 5-f firas 1 Bwe iy 2 tmes 2 nwies A fimes 5 or move
per ol P el [eil T ) o We el day e day pr gy nev day fimes per
aay
ACTd
o o o o o o o o o o

« Ower the last month, how often did you eat salad with lettuce (with or without other
vegetables)? [Fllin only one circls.]

[l -3 Smes 1=-F bHwvas 3-4 Hroes B-& Hroas 1 e pv 2 dmes 2 Bwies A fimes B o move
ooy ol oo Week PO WEER T el day pev day r gy per day fimes gar
ACTS day
O O o o o O O 0 O O

. Ower the last month, how often did you eat French fries or fried potatoes?
[Fill in only one circle.]

[l -3 dmes 1-F bnes 3-4 Hwes B-if Hroas 1 Bve pov 2 dmes 2 Bwies A fimes F or move

e moitl PO e [l T AT B e day ftol fH por dyy neT day Hmes par
ACTS axy
o o o o ] ] o o o ]

« Over the last month, how often did vou eat other white potatoes? Count baked, boiled.
and mashed potatoes, potato salad, and white potatoes that were not fried.
[F in only one circla. ]

R -3 rivwas 1-2 fimes F-4 Himeg 5~ fimes I time por 2 fimmes 3 fimes 4 hes 5 o e
D o B DT week pav ek e week Wy r gy v day o dEy BTeE per
T day
ACTF
o o 0 0 o o 0 o o

. Over the last month, how often did you eat cooked dried beans? Count baked beans,
bean soup, refried beans, pork and beans and other bean dishes.
[Fl in only one circla.]

R B-2 fimes 1-2 fimes F-4 rimes -5 fimes 1 thme par £ rimes 3 fmes 4 s L
D Ko B DT ek pav ek e week Wy r Gy v day per dEy s per
— dmy
ACTE
o o o o O O C o 2 O

|
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I_ 9562141435 —I
- ACTS Baseline Survey

9. Ower the last month, how often did you eat vegetables by themselves?

[Fill in only one circle.] Do not count: lattuce salads, white potatoes, cooked dried
heans, vegetables in mixtures such as; sandwiches, omelsis,
casseroles, Mexican dishes, stews, shir-frys, soups, stz

ACTL |Page 3of 21

Count: all other vegetables--raw, cooked, canned, and frozen
{for example, brocooli, carrots, efc.)

TEFED I-3 rimes I-2 fimes F-4 rimes 5= fimes 1 fime par L fimes 3 fimes f Eaies 5 or mone
e Ao B pev week par week pev week [ i g v day s gy Bries pav
ACTS day
o o o o O I.’J O O O o

10, Ower the last month, how often did you eat mixtures that included vegetables?
Count such foods as sandwiches, cassemles, stews, stir-frys, omelets and tacos.
[Fill in only one circie. ]

TEFEF 1~3 fioves I-2 fimes F-4 rimes 5~ fimes I fime par I fimes 3 fimes 4 fimes 5 or monz
e Ao B v week ner week v week ary e gy v day s gy Baies pev
ACTI0 day
o o o o O U O O O o

11. Cwer the last month, how often did you eat tomato sauce? Include tomato sauce on
pasta ar macaroni, rice, pizza and other dishes. [Fill in only one circla.]

mever M-I fmas  1-2 fmes F-4 Himas 5-Gfimes I Hmepar 2 fimas Ftmes 4 timas 5 or more
DarIREER T eek a7 eek eV Week ay par pevday  por dmy s e
ACTH dry
L] O O o O O i O i i

12. Ower the last month, how often did you eat vegetable soups? Include tomato soup,
gazpacho, beef with vegetable soup, minestrane soup, and other soups made with vegetables,

EEET i-3 rimes 1-2 times F-4 rimes 56 fimes 1 time par L fimes 3 fimaes F Hnes 5 or e
AT Ao B DT week e week nev week By i g v day or gy Bnes pavr
P— day
ALTI2
o o 0 0 0 ) o 0 0 o

For the next two guestions, think again about all the fruits and vegetables that you ate
ovar the last month,

Include those that weve: raw and cooked: eaten as snacks and at meals: eaten at home and
away from home (restauvants, friends, take-out)y and eaten alone and mixed with other foods,
Please fill in the circle by your answer,

13. How many servings of fruit do vou wsually sat each day?

LTl

o0 o1 2 13-4 (255 2 7 or mare

L _
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ACTL |Page 4 of 1

- ACTS Baseline Survey

14, How many servings of vegetables do you usually eat sach day?
1 2 3 4 5 §

ACTIS () o1 02 034 056 O 7 or more

15. What do you think is the recommended minimum number of fruit and vegetable
servings you should eat each day for good heatlh?

[ | ] 3 4 L] B 7 8 a2 I

AT O 01 02 03 04 05 Os ©OF O8 09 O1L0or more

The next few guestions are about your health and about going to the doctor or
other health care provider.

ACTIG

16. Owerall, is your health: Ol excellent O wverygood O pretty good  Ofair O poor
ACT173

17. How tall are you? ] foat inches
ACTIS .

18. What is your weight? _ pounds
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I_ 1246141436 _I
- ACTS Baseline Survey ACT1 Page 170f21

The next few gquestions are about physical activiies and your heaith,

70. Do you have any current medical conditions that keep you from being physically active?
ACTO AT

Ono  QOvyes 3 70a. What is this condition?

Even if you are imited in your abifity to be physically active, pleass answer the following
guestions, Some guestions may include activities you have been able fo do over the last month,
Thinking about all of the physical activities that you did ower the fast month, in Section 1
plaase fll in the circle that tells how often you did that activity, if af all, Then please fill in the
circle in Sechion 2 that tells how often you usually do this activity — for less than 20 minutes at a
time ar 20 minutes or more at a ima,

1 2 k] 4 5 1 2
Over the last month, how Sectionl Section 2
often did you.. ... " et tmes  times fmesper || Z0minates ormore
BEWET ol PECWEeR  per week week

71. rum or jog? ACTRLS (~ (e ) ' O AET7 10 0
72. bike? ACTi23 7y O 0 0 O AET70 0
73. play active sports like

backetball or bassbal? V0 O 0 o o fro 0
74, play llight sports like g . o o o O Aerzan o

bowling or pool?
75, dance? Ht_rf_"uﬂ {-_':I ::I I:j _E:l .lﬁ?ﬂll:-:l :___:I
76, swim7? ACTIG n ':-:' D n D ALCTF6D ':-:' :___:l
7 dﬂ yard W_C‘l'k ACTRTa = 'S 'S O 0l RETTTD e

or gardening?
78. fish or hunt? ACTRSS o O 'S O o Aerrss o 0
78, walk or hike? ACTRga ) 'S e 'S AETTON 0
80, [ift weights? ACTAD = 0 0 O 3 AETEOb O

&1, do home repairs AT -
L o
tsuch as painting or
carpentry)?

ACTELD C'

=
=
o
o
=
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I_ 6872141436 _I
- ACTS Baseline Survey

|
F z 3 4 5 1 z

ACT1 FPage 1Bof 21

Over the last month. how Sectionl Section 2
_ﬂ‘ ﬂr-d ! ey 1-3 rinres 1-Z -4 5 ov mioire Tees tham 20 el irtes
arten aid pod . . . o per timmes times  tinees per 20 nWeutes  or more
EWEr LTt DErF week  per week ek
&2. do housework? ACTEZa [ (] 0 'S ) ACTEZD ()
83. dao child care? ACTRES = 0 0 o ] | ) ]

24, do hard physical work

at your job, like ACTE42 ) O 'S O AeTR = O
lifting or carrying?

85. do aerobics or other  acTese 0 o o) 'S o AgTasy o

classes?

86. do praise or liturgical
dancng? MO 0o 0o o o {0 o©

27. do another activity ACTE?E ()
that was not mentioned?
ACTET specity o

o o . o 7o o
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I_ 6634141432 —l

- ACTS Baseline Surt £) ACTL Page2lof21
The last few questions ask about your background,
AcTos
35, Areyou: Cmale O female
ACTOR
95, What is your date of birth? ! fLl)E
[t H thmy T
97, What is your marital status?
ACTS7
married or living with a partner ) saparated
) never been married Crwidowed
ACTO78
2 divorced t other o specify
38. Do ide If: [ch 3 L]
‘0 you consider yourse [Choose only one. ]
) Black ) Native American
) African American 2 Multi-racial
) White (not Hispanic)/Eurocpean American O Asian)Pacific Islandar AT
) Hispanic D other =% specify

99, What is the highest grade of school or amount of college you have completed?

AcT9
2 eighth grade aor lass O some collage

) some high school ) college graduate
2 high =chool graduate or GED ) more than college

{some post graduate, post

U trade or beauty school grad graduate, or professional degree])

ACTIO0
100. What iz your total yearly 2t under $10,000 ) $50,000-569,999
i rd
hausehold income (before taxes)? ) §10,000-$19,999 ) §70,000-§59,939

2 520,000-$29,%53 2 $100,000-5143,959
7 530,000-$49,533 2 $150,000 or over

|_ Thank_you for taking tims to complets this survey. _I
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APPENDIX C

Recruitment Form

Script to be used for recruitment

Hello, my name is Janelle Armstrong-Brown. | am currently a PhD candidatdJNC at Chapel
Hill. | served as a graduate research assistant on the ACTS of $¥gilrmgect that you participated
in at your church. As you may recall, | was one of the people that came to youradirch
administered baseline and follow up surveys. | am continuing that study indetheade | am
looking at the relationship of health and place among older African Amegiicanh members. | am
calling because you indicated on the follow up survey that you would be willingu@afatlow up
guestions. Are you still willing to answer questiofi§not, thank them for their time.)

(If interested in participating in the study),

Thank you for your interest in participating in this research stligyould like to set up an interview
time with you now. | will send you a consent form that includes more informaimut ¢he study.
At the time of the interview | will ask for your verbal consent tdipigate in the study.
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APPENDIX D

Letter to participant

GILLINGS SCHOOL OF GLOBAL PUBLIC HEALTH
AND SCHOOL OF MEDICINE

{DATE}

Dear {Participant Name},

It was a pleasure speaking with you on the phone. Thank you for your willingnessdipatartn
this study. Please find enclosed an information sheet that descrilstgdirén detail. Since the
interview will take place over the phone, | will ask for verbal consestéad of written consent. If
you have any questions about the study, please feel free to call me at 585-820-66k Toriard to
speaking with you again. Thank you in advance for your participation.

Warm regards,

Janelle Armstrong-Brown
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APPENDIX E

Consent Form

University of North Carolina-Chapel Hill

Information about a Research Study

IRB Study #: 11-0149
Consent Form Version Date: February 24, 2011

Title of Study: Exploring Older African Americans Health and Place

Principal Investigator: Janelle Armstrong-Brown, MPH

UNC-Chapel Hill Department: Health Behavior and Health Education, School of Public
Health

Phone: 919-966-9296

Email: jab@unc.edu

Faculty Advisor: Eugenia Eng, DrPH

Phone 919-966-3909

Email: eeng@email.unc.edu

Study Contact telephone number:919966-9296

Study Contact email: jab@unc.edu

What are some general things you should know about interviews and researstudies?
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You are being asked to take part in an interview for a research d®adiycipating in this
interview is totally voluntary. You may refuse to be interviewed, or you rgeseao
participate and then withdraw your consent to be interviewed at any time amy feason,
without penalty.

Interviews are a part of research studies designed to obtain new knowledygaythelp
people who will be part of the research study. In general, a person being inéermeawy, or
may not, receive any direct benefit from being interviewed. It is impoxtedriaw that there
also may be risks to being interviewed.

Details about this particular study and this interview are discussed beleiptgou
understand the purpose of the interview, the possible benefits of taking part, asangll as
risks involved. It is important that you understand this information so that you caramake
informed choice about being interviewed.

You will be given a copy of this consent form. You should feel comfortable asking the
researchers named above, or staff members who may assist them, aongyestihave
about this study at any time.

What is the purpose of this interview?

One of my research goals is to promote the health and well-being of oldemAMicericans
through their surrounding environments. The purpose of this interview is to understand more
about what it’s like to be you, and specifically your personal experienties area where

you live. This is about you, so there are no wrong or right answers.

How many people will be interviewed?

If you decide to participate, you will be one of up to 12 people who will be interviewed.

How long will the interview last?

Each interview should last about 60 to 90 minutes.
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What will happen if you participate in the interview?

| will ask you questions about your experience in your neighborhood. Mainly yolewill
asked to discuss your views and experiences. With your permission, | wiletagd this
interview. | will use this information to understand what it is like to be an oldéeraifr
American living in your area and interacting in the local neighborhood. Youcipation is
voluntary and will not affect your status or involvement in your church.

What are the possible benefits from being in this study?

Research is designed to benefit society by gaining new knowledge.

What are the possible risks or discomforts involved from being in this stud

| do not expect any risks or discomfort to you from being in this study. Sharingpgmonal
feelings about yourself and your experiences in your neighborhood may makelyou fe
uncomfortable. You may skip any questions that you feel uncomfortable answering.

How will your privacy be protected?

Every effort will be taken to protect your identity as a participant in tadys You will not
be identified in any report or publication of this study or its results. Your name will not
appear on any transcripts; instead, you will be given a code number. The distmdiches
names and code numbers will be kept in a locked file cabinet. After the interviewatape h
been transcribed, and the tape is no longer useful for our research the tape wilidyedlest
and the list of names and numbers will also be destroyed.

Will you receive anything for being in this study?

You will receive a gift card for $15 after completion of each interview to thankoyorour
time.

Will it cost you anything to be in this study?

There will be no costs for being in the study other than your time.
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What if you have guestions about this study?

You have the right to ask, and have answered, any questions you may have about this
research. If you have questions, or concerns, you should contact me at 585-820-6911 while |
am working here in your community. You can also contact me or my advisor in the United
States at the phone numbers and email addresses listed at the beginning of this form.

What if you have guestions about your rights as a research participant?

All research on human volunteers is reviewed by a committee that works to goatect

rights and welfare. If you have questions or concerns about your rights agrahressject

you may contact, anonymously if you wish, the Institutional Review Board at 919-966-3113
or by email to IRB_subjects@unc.edu.

Thank you for helping me with this study.
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APPENDIX F
Interview Guide

Date:

Introduction

Hello, my name is Janelle Armstrong-Brown. | am currently a PhD candidatedfNC at
Chapel Hill. You may remember participating in the ACTS of Wellness stughua

church. I am calling because you said that you would be willing to answer follow up
guestions. Are you still willing to answer questioifs¥o, then thank them for their time. If
yes, then continue with the script.

By this time, | hope you have received and have had a chance to look at the fatissleeet
to you regarding this study. Do you have any questions regarding this study®oBdke
information provided, do you give your consent to participate in this study?

Answer any questions. If participant gives verbal consent, continue with the script. If not,
thank participant for his/her time.

| am doing a small project from the ACTS study to understand more about your persona
experiences in your neighborhood and church through 2 interviews. Today | want to look at
how your neighborhood and church influence your life and your health. In the firsieate

| would like to hear your description of your neighborhood and your church. In the second
interview we will focus on how your church and neighborhood influence your health. This
discussion will help me learn from you about your thoughts on this topic. This information
will be useful in creating physical activity and diet promotion effortsahatdesigned for an
older African American/ African American audience. | would like to tamemd this
conversation so that | can accurately capture what you say. | will nobuseame as we

talk so that there will be no way to identify you on the tape. If you want to makaraent

that you don’t want recorded, just say so and | will turn off the recorder until yaloaee |
would like you to share all your ideas and opinions. There are no right or wrong answers
This call will last between 60-90 minutes. | want to thank you in advance fonglyar
experience. Do you have any questions? Is it okay to get started?

Background

1. If someone were to ask you about your neighborhood what would you tell them?
2. Can you tell me if your neighborhood has a particular name?
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3. How long have you lived there? How did you end up living there?
Dalily life
1. I've never been to the area where you live, so | don't really have an idea ot'ehat i
like. Could you kind of take me through your neighborhood and tell me what it's
like, what | would see if | went to your neighborhood and walked around?
2. Can you walk me through your typical day? Tell me about the places you go to and

© oNO

why.

Tell me about the places that are important to you in your neighborhood. Why are
they important? What goes on at these places?

If I were to come visit you, what aspects of your neighborhood would you want me to
see?

What things do you like about your neighborhood? Why? What things annoy you
about your neighborhood? Why?

Tell me about your favorite places to go? Why?

What are your least favorite places to go? Why?

How does it make you feel when you travel outside of your home?

Would you like to get out more? Where? With who?

10 Do you like living in this neighborhood? Why?

11.What types of interactions do you have with the people in your neighborhood?
12.How do community groups influence your life?

13.What types of activities do you participate in? Do these activities tage plgour

neighborhood? If not, where do these activities take place?

14.How do you feel your neighborhood impacts your health?
15.1s there anything else you would like to add about your neighborhood?

Church

Note: Religious and spiritual beliefs/practices include individual constructs such sanpér
faith, individual prayer, relationship/dialog with God, reading the Bible, counseling from
pastor/priest or leader of faith and help or counseling by ancestor(s); and group constructs
such as prayers from fellow church members and others, attending religious services,
meditation, finding and spending time at locations of spiritual energy (i.e., churches, specific
geographical locations, or certain natural settings).

1.
2.

How long have you been a member of the church you currently attend?
How close do you live to your church? What would you do if you lived farther away
from your church?
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3. How often do you participate in church activities (services, bible study, anchchurc
events)? Does how far you live away from your church influence how often you
participate in church activities?

How do you feel when you attend church activities? What do you get out of thiseexeeri
Describe for me the role that church has played in your life.

How often do you interact with other church members outside of church?

Interview 2

Physical Activity/Diet

Tell me what you think of when you hear the words “physical activity.”
Tell me about your thoughts on physical activity and health.

What kind of physical activity, if any, do you d&®be for those who are activddow often
do you do it? How long have you been doing this activity?

Are there things that are helpful or could be helpful for you in being physazliye? What
are these things.

Picture your neighborhood and tell me what things may influence your decision to be
physically active.

Eating patterns and habits:

Describe for me a typical meal. What would you describe as a healttfy mea

What are your favorite foods and drinks? Probes: What are your reasons fpaedtin
drinking these foods/drinks?
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What eating habits (foods or food rituals) would you say are particular t@Affimerican
culture?

If you had to put these food habits into 2 groups “Habits that are not healthful” and “Habits
that are healthful” what would you put in each group?

If | wanted to get groceries for a nice/healthy dinner, where would bedapigee to shop
for these food items?

How do you feel the food in your neighborhood compares to food found in orther
neighborhoods? Grocery? Restaurant?

If quality food cannot be found in your neighborhood, what do you do? Are there other
places to obtain good quality foods?

What connection is there, if any, between religion or spirituality and plysitteity and
diet?

What role, if any, do you think that the church should play in helping people to be more
active?

NOTE: Due to the open-ended nature of the questions, additional quésts may arise
that may emerge from the information that is shared
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Codebook

APPENDIX H

Code

Definition/Description

Accessing Food Store

~

D

Mention of where people purchase food. Any reference

to where they get food from, including grocery stores
supermarkets, convenience stores, and restaurants.

This

also includes places where food is obtained, neighbars,

family, garden, etc. This code can be also be used if
people indicate that they don not have access.

Accessing Physical
Activity Resources

Any reference to places where people go to for exergise.
This includes neighborhoods, recreational centers, senior

centers, gyms, community centers, parks, and/or trai
This code can also be used if people say that they dq
have access.

S.
N’t

Aging as a process

Any reference to changes that come with gedkang o
This can include exercising more, having more healtl
concerns, and having to take care of others
(grandchildren or parents). This code also includes &
age-related concerns, such as not wanting to drive a
dark, issues with managing finances, retirement, etc.

ANy
ter

Being there for
neighbors

Any reference to neighbors helping one another. Thi
can include watching a neighbor’s house, bringing fo
to a neighbor

Connection to

Any description of the feeling they have when

community discussing their neighborhood; Wanting the best for the
neighborhood.

Defining the Use in response to the question that asks “what comes to

neighborhood mind when you hear the word neighborhood?”

Describing the
neighborhood

Any description of the person’s neighborhood.
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Description of healthy
foods

Use in response to the question that asks “Can you
describe a healthy meal for me?”

Eating habits

Any reference to when participant eats, what they e
where they eat, and how the food is prepared

at,

Feeling of safety

Specific references to things in the neighborhood th

make the participant feel comfortable or secure about

their surroundings.

at

Health Any reference to diseases, health concerns, or family
health history

Historical Use this code when participants mention events from the
past, how things used to be in the past, how things have
changed from the past, how the past influences where
they are now (Recognizing struggles as you better your
life).

Influence of Church on Any discussion of specific things that the church does or

health does not do related to health. For example, any reference
to the food served, opportunities for exercise, messages
on preventing diseases.

Influence of distance Any mention of how the proximity to a location impacts
whether the person will frequent that place.

Interacting with Description of the interactions that participants have

neighbors with their neighbors. This can include waving to
neighbors, stopping to talk to neighbors, knowing whp
your neighbors are, interactions at neighborhood
functions and/ or block parties

Keeping up property Use when participants talk about the maintenance of the
houses , lawns, streets, and overall
neighborhood/community

Length of membershig  Use when the participant says how long they have been
a member of their church

Length of residence Apply this code when participant mentions how long

they have lived in his/her neighborhood

Neighborhood

Any reference to the benefit of things , such as
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convenience

restaurants, parks, being close by

Personal choice

Use this code when patrticipants state that persona
decisions are impacted by individual processes and |
anything external to the individual

not

Racism

Any mention of race or racial issues, experiences of
discrimination, instances of race determining access
housing, facilities, jobs, churches, etc.

Social Support

Any reference to doing activities with other people,
instances of people helping participant or vice versa.
Depending on others during their daily life and activit

es

Therapeutic effect of
church

A description of overall mental, spiritual, and physical

well-being that is obtained from being affiliated with
church and God.

Therapeutic effect of
neighborhood

A description of overall mental, spiritual, and physical

well-being that is obtained from being living in their
neighborhood.

Types of exercise

Any activity that participant does that they ibesas
being physically activity. Include any reference to wh
participant exercises, how often they exercise, what
types of exercise they do, where they exercise, and v
they exercise with

vho
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