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ABSTRACT

EVALUATION OF PSYCHOMETRIC PROPERTIES OF THE PERCEIVED HEALTH 
COMPETENCE SCALE IN ELDERLY AFRICAN AMERICANS

by
Mary J. Polchert

The University of Wisconsin -  Milwaukee, 2006 
Under the Supervision of Sally P. Lundeen

Previous research supports that the eight item Perceived Health Competence 

Scale (PHCS) is a reliable measurement tool to understand individual competency beliefs 

of health management ability. The purpose of this study was to evaluate the psychometric 

properties of the PHCS in elderly African Americans because the tool had not been used 

in this population. It is known that health status predicts health competence beliefs. The 

sample consisted of 88 elderly African Americans (78% female, with a mean age of 75) 

who attended noon meals served in an established urban Midwestern community 

program. Cronbach’s alpha reliability of the PHCS total scale was 0.65, below the 

previously reported 0.82-0.90, and factor analysis revealed two distinct subscales. The 

subscales separated competency beliefs about behaviors and outcomes which had not 

been previously reported within the United States. The two subscales that emerged 

delineated four positively worded items about behaviors and four negatively worded 

items about outcomes. Validation of the PHCS revealed two significant relationships for 

the subscale Perceptions of Health Competence beliefs about behaviors (PHC-Behaviors) 

within this elderly African American sample. There were statistically significant 

moderate positive correlations between (1) individual perceptions of ability to access 

health services and competency beliefs about performing health behaviors and (2) 

individual perceptions of health status and competency beliefs about performing health
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behaviors. General health status perceptions and perceived barriers to health services 

were not influenced by age or gender. However, elderly African American women felt 

more competent about their ability to achieve desired health outcomes compared to 

elderly African American men. These findings support that those who feel their health is 

good, feel more competent about performing desired health behaviors and women feel 

more competent about achieving desired health outcomes. This study contributes 

evidence for all health care providers that the PHCS is a tool that enhances measurement 

and communication to understand the individual perspective in health behavior change 

process. The PHCS is a vital component in chronic illness management and health 

promotion programs to strategically plan health care resource utilization for elderly 

African American populations who are at risk for poor health outcomes.

Date
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1

CHAPTER 1 

SCOPE OF THE PROBLEM 

Introduction

Elderly African Americans are at risk for poor health outcomes because of 

historical inequities in social, educational, and employment opportunities (Pappas,

Queen, Hadden, & Fisher, 1993; Richardson, 1969; Smedley, Stith, & Nelson, 2002;

Teitz & Chappie, 1998; Aday, 2001). Understanding individual perceptions of health 

competence and ability to manage health, especially in elderly African American 

populations is paramount to improving health status in the future (Baldwin, Humbles, 

Armmer, & Cramer, 2001; Baker, 1997; Andersen, 1995; Donabedian, 1972). This study 

investigates the perceptions of health competence of elderly African Americans and 

evaluates the psychometric properties of the Perceived Health Competence Scale (PHCS) 

developed by Smith, Wallston, and Smith (1995).

The eight item Perceived Health Competence Scale measures perception of 

control over health behaviors and outcomes. The tool has shown good internal 

consistency, but has not been used previously with elderly African Americans. 

Additionally, the relationship of health competence beliefs to the variables of age, 

gender, and health status has not been investigated in previous research. Perception of 

health competence is an individual’s perception of their ability to manage health 

behaviors and outcomes. Those with higher perceived health competence scores are more 

likely to engage in health promoting behaviors, report an enhanced sense of well-being, 

and feel competent in managing health affairs. Conversely, those with lower perceived
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health competence scores are less likely to engage in health promoting behaviors, are 

more likely to use maladaptive coping strategies, and suffer worse health outcomes.

No other studies to date have been conducted which specifically investigate 

perception of health competence related to race and ethnicity because minority and 

underserved populations are difficult to recruit and retain in health related studies (Keller, 

Gonzales, & Fleuriet, 2005). Additionally, few studies have focused on correlations of 

the sample characteristics of race and ethnicity in elderly populations with variables of 

general perception of health related issues. Further research is warranted to understand 

the perception of health competence of minority populations, especially in elderly 

African Americans, with regard to their health behaviors in order to better understand 

their participation in health promotion (Smith et al., 1995; Keller et al., 2005).

The purpose of this study is to evaluate the psychometrics of the Perceived Health 

Competence Scale in elderly African Americans. The study aims are 1) to evaluate the 

internal consistency of the PHCS scale and 2) to validate the scale by evaluating the 

relationships of scale scores to variables of age, gender, and health status in a sample of 

elderly African Americans.

Health Disparities in Elderly African Americans

The National Institute of Health’s National Center on Minority Health and Health 

Disparities (NCMHD) states health disparities are the differences in the prevalence, 

incidence, and burden of adverse health status among particular populations associated 

with economic status, race and gender (National Center on Minority Health and Health 

Disparities [NCMHD], retrieved 2005, n.d.). The disparate health status of elderly 

African Americans has been persistent and pervasive. According to the Institute of
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Medicine (2002) findings, disparities in health status, especially for elderly African 

Americans continue to occur and are complex and multifaceted. Many factors contribute 

to the prevalence and incidence of poor health for elderly African Americans and 

minority populations (Smedley et al., 2002).

Some sources of disparities in health status are related to the characteristics of the 

health systems which provide care and are evident in the “preferences, needs, and racial 

or ethnic differences in the clinical appropriateness of care provided” (Smedley et al., 

2002, p. 159). Many influences contribute to each individual’s decisions about health 

care system use. In elderly populations, specifically, the predisposing characteristics of an 

individual’s perception of need for health care and perception of health status are the best 

predictors of health services use (Keith & Jones, 1990; Slivinske, Fitch, & Mosca, 1994). 

The individual’s perception of their need for health care service, health status, and ability 

to effectively manage health care regimes requires further investigation to understand any 

relationships to disparities in health status and outcomes for at risk, elderly African 

Americans.

The Institute of Medicine (2002) suggests that more research is needed to 

understand disparities in health status from the perspective of the individual seeking care. 

Health care treatment decisions made by minority populations may be based upon 

incomplete information from providers who are operating under constraints of time and 

resources. Elderly African Americans may require an advocate to access needed 

resources of consultations and specialty care and to work through a complicated system 

of health care delivery (Smedley et al., 2002). Mistrust of providers and the tendency of

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



4

elderly African Americans not to assertively present their health care needs may also 

contribute to health disparities.

One example of health disparities is the comparatively small number of elderly 

African Americans who receive preventive influenza and pneumonia vaccination. The 

American Lung Association estimates that only one half of elderly African Americans 

(those over 65) receive preventive influenza vaccines and even less receive pneumonia 

vaccines. Pneumonia, as a postoperative complication, has surpassed surgical wound 

infections for the elderly. The reasons for lack of vaccinations vary but are related to 

patient factors such as level of education, poverty, and accessibility to health care 

providers, distrust of the provider, and system factors such as failure of providers to 

recommend the vaccination (American Lung Association, 2004).

Another contributing source of disparities in health status is the result of provider 

bias, prejudice, and stereotyping of elderly African Americans; there is indirect and 

circumstantial evidence of the influence of provider bias (Smedley et al., 2002). 

Differential treatment strategies by providers may be based upon an inaccurate 

interpretation of how elderly African Americans experience, and thus present, their 

specific illnesses and need for health care services. During interactions with clients of 

different socioeconomic status or race, doctors may provide less of an explanation to 

those of a lower class because the individuals “are perceived as less interested in 

information and more diffident in question asking” (Smedley et al., 2003, p. 567).

Additional research is needed to understand elderly African Americans and their 

perceptions of health status, health competence, and ability to manage their health care. 

Few tools exist which have specifically been used in elderly African American
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populations to measure perceptions of health (Kerr, Lusk, & Ronis, 2002; Agazio, 

Ephraim, Flaherty, & Gurney, 2002; Marks & Lutgendorf, 1999). Ethnic minorities, 

especially elderly African Americans, are a vulnerable and at risk population.

Vulnerable Populations

According to Aday (2001) vulnerable people are people who are at risk of poor 

health with a chance of being “harmed” because of their physical, social, or 

psychological conditions. Aday (1994) suggests that vulnerable populations have unique 

risk factors for poor health that are a result of the failure of the community in which they 

live to provide resources to improve their status. These vulnerable populations lack both 

opportunities and resources to change their current status, and are at increased risk of 

developing chronic illness and disabilities (Aday & Andersen, 1981).

Aday (2001) states that all people are potentially vulnerable. Vulnerability varies 

during different stages of life with newborns, children, and the elderly being especially 

vulnerable because they may be unable to speak for themselves and are frail. Income, 

education, race, and ethnicity all influence the level of vulnerability and the risk for poor 

health outcomes. This study focuses upon a vulnerable population, elderly African 

Americans who are at risk of poor health outcomes because their needs, coupled with 

their growing numbers, are placing economic demands on the health systems and public 

health services. According to Aday, (2001) these at risk populations have multifaceted 

health care needs complicated by inadequate social support systems and environmental 

hazards, and the current health care systems are not adequately meeting their needs.

Barriers to perceived health care management ability for elderly African 

American populations may include a lack of supportive networks (interpersonal
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influences) and competing demands (situational influences) (Pender, Murdaugh, & 

Parsons, 2006). Supportive networks include emotional support of friends and relatives, 

the instrumental support of services or goods; and social support advocates for decision 

making to empower individuals to attain health (Finfgeld-Connett, 2005). Competing 

demands influence choices that individuals make in situations and are effected by 

perception of control over environment or the availability of social support networks. An 

example of competing demands are financial choices between food or medication 

purchases. In the past ten years within the urban area of study, selected African American 

populations were not able to meet their essential expenses such as utilities, telephone, and 

rent or mortgage (Urban Health Forum Report, 2003). Competing demands affect 

decisions about health care utilization and health outcomes, especially in those at risk of 

disparate health outcomes (Pender et al., 2006; Gelberg, Andersen, & Leake, 2000).

Social capital is defined as “the quantity and quality of interpersonal ties between 

people,” and is reflective of social supportive networks available (Aday, 1994, p. 491). 

Elderly populations may lack the social support networks that facilitate decisions toward 

health promoting behaviors and strategies, and more often prefer non-professional 

networks (Santrock, 2002). This potential lack of social supportive networks emphasizes 

the need for a greater understanding of the perceptions of health competence this 

population brings to their health care decision making situations (Finfgeld-Connett, 2005; 

Slivinske et al., 1994). As individuals age, they become more selective about their social 

support networks and prefer to spend time with fewer people, valuing the familiar 

relationships they have developed (Santrock, 2002). The influence of social capital and
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social support network on health status is poorly understood but does contribute to health 

disparities in minority populations (Carlson & Chamberlain, 2003).

Racial influences on health outcomes in the elderly African Americans. According 

to findings of the Institute of Medicine, . .racial and ethnic disparities are found in many 

sectors of American life” and are related to historical, social, and economic inequalities 

most prevalent in minority populations (Smedley et al., 2002, p. 6). Elderly African 

Americans are at risk of poor health outcomes because of a long history of poverty, 

unemployment, and fewer educational opportunities as compared to Anglo-Americans of 

the same age. Minority populations receive less aggressive treatment for diseases as 

compared to Anglo-Americans (Saunders, 1990; Smedley et al., 2002). They are less 

likely to receive health care early in the course of their disease process which increases 

their risks of disability and early death.

Racial differences in health status and outcomes are evident in the African 

American population (Pappas et al., 1993) and the infant mortality rate among blacks is 

double that of whites (USDHHS, 2000). According to the American Heart Association, 

high blood pressure is more prevalent among blacks than whites. They have a higher rate 

of stroke when compared to whites of the same age and they report a higher rate of end 

stage renal disease. The African American death rate from heart disease is 40% higher 

when compared to Anglo-Americans (American heart Association [AHA], 2003; United 

States Department of Health and Human Services [USDHHS], 2000). Epstein,

Weissman, and Schneider (2003) reported that Anglo-American males receive cardiac 

revascularization procedures more often than African American males. Finally, deaths
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due to homicide are seven times higher in black males than in white males (USDHHS, 

2000).

Overall, minority populations receive lower quality health care services for many 

disease processes regardless of their insurance status or the severity of their disease state. 

According to the Institute of Medicine, 23 percent of the African American population in 

the United States reported that they had no usual source of medical care and relied on 

more costly emergency room visits for their health care needs (Smedley et al., 2002).

Over the past 50 years, it is known that “whites” more often go to see a physician or 

health care provider and are admitted to the hospital more often that “non-whites” 

(Andersen & Newman, 1973, p. 113; Feinstein, 1993; House, 2001; Pappas et al., 1993).

Income and economic influence on health outcomes. Historically, within the 

United States, the way health care services are organized does not promote accessible 

health care services for many of those in need, including elderly African American 

vulnerable populations with limited incomes compounded by poor health status (Aday & 

Andersen, 1974; Aday, 1994). Those of lower socioeconomic status have higher levels of 

mortality and morbidity. The trends in the rates of poor health outcomes for these groups 

have not changed over time; yet, little is known about the personal characteristics of this 

population and the processes of health care systems which perpetuate their resultant 

disparate health situations (Smedley et al., 2002; Syme & Berkman, 1976; Feinstein,

1993; Donabedian, 1972). According to House, “the most potent economic determinant 

of health is individual income” (2001, p. 527). Historically, “socio-economic status 

constitutes one of the most important sources of social and medical differentiation in the 

United States” (Suchman, 1965, p. 8).
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Evidence supports the chronicity of poverty and its relationship to poor health 

outcomes. According to Healthy People 2010 (USDHHS, 2000), the incidence of poor or 

fair health status is 20.6% in those with incomes less than $15,000, compared to 3.7% in 

those with incomes of $50,000 or more. Many of those with lower incomes are 

vulnerable because income affects access to certain kinds of health care, in particular 

with regard to insurance providers and location of available services. However, simply 

providing health care insurance would not create enhanced access to health care services 

for all people (Lundeen, 1999; Anderko & Kinion, 2001; Friedman, 1994).

Socioeconomic status affects interaction with health care providers. According to 

the Institute of Medicine, doctors spend more time interacting with those individuals of a 

higher social class and give out more health information; the etiology of this difference is 

thought to be related to the way the client presents his or her health needs in addition to 

the way the doctor listens or interprets his or her presenting status (Smedley et al., 2002). 

This difference in presentation may be related to the perception of health competence the 

individual client brings to the health care situation.

Educational influence on health outcomes. Another factor that affects health 

status and access to health care is education. Inequalities in education are related to 

income which contributes to health disparities (Flaskerud et al., 2002). Specifically, the 

lowest socioeconomic class reveals a mortality rate that is 60% higher than the rate of the 

highest socioeconomic class (Feinstein, 1993). Females with less than 12 years of 

education report median incomes of less than $20,000 compared to those with 16 years of 

education who report incomes of over $60,000 (USDHHS, 2000). Feinstein found a 

“significant negative relationship between education and mortality” (1993, p. 288).
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Historically, vulnerable populations have shown high mortality rates within the United 

States (Pappas et al., 1993). Higher educational levels encourage increased access to 

health care services and better housing in safer neighborhoods. Conversely according to 

Healthy People 2010, populations which suffer the worst health status are also those that 

have the highest poverty rates and least education (USDHHS, 2002).

Gender influence on health outcomes. Single women and single mothers and their 

children are among the most vulnerable populations because of their inability to pay for 

health care services for themselves and their dependent children (Stevens, 1992; Aday,

2001). Generally, the role of women within societies includes care-taking for their 

extended families and childrearing responsibilities, putting them at higher risk for lower 

economic and educational levels which perpetuate their vulnerability and the chronicity 

of poverty (Tietz & Chappie, 1998). In addition, studies of women with heart disease 

suggest that women are more likely to delay treatment for their symptoms of heart 

disease and may be under diagnosed and under treated for episodes of coronary 

symptoms than men (Miller, 2002; “AHA”, 2003; Epstein et al., 2003). Poor families 

with children are most often headed by females and are more likely to suffer from a lack 

of both social capital and human resources to acquire needed health care services 

(Satcher, 1990; Aday, 2001; Brooten, Youngblut, Deatrick, Naylor, & York, 2003).

On the other hand, women tend to be motivators within family structures to 

promote health and wellness activities but knowledge is limited as to the factors which 

determine the ability of women to change health practices or perceive health competence 

(Yoon & Home, 2004; Baldwin et al., 2001; Kristal, Hedderson, Patterson, & Neuhause, 

2001; Kumnayika, Morrssink, & Nestle, 2001). According to the Institute of Medicine,
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women prefer to take a more active role in their management of their health status 

especially in those with chronic disease processes and women generally are willing to ask 

more questions about their health status and health care management (Smedley et al.,

2002). Women, as mothers, are responsible for the health and wellness of their families 

and usually learn more about health management processes (Aday, 2001; Andersen, & 

Newman, 1973; Yoon & Home, 2004; Suchman, 1965).

Previous studies including women have focused upon specific health behaviors 

such as weight loss, exercise, or smoking cessation without assessment of perceived 

health competence (Boyette et al., 2002; Di Clemente et al., 1991; Duong, 2000; Glass, 

Miller, Szymanski, Femhall, Durstine, 2002; Hawkins, Hornsby, & Schorling, 2001; 

Yoon & Home, 2004; Wallston, Wallston, & DeVellis, 1978). Few instruments are 

available to measure health behaviors and health competence (Elasy et al., 2000). Aims 

of this study will evaluate the psychometric properties of the Perceived Health 

Competence Scale in elderly African Americans and evaluate the relationship of 

competency beliefs about health management with age, gender, and general health status.

Significance

Currently, health care spending is 14 percent of the United States Gross Domestic 

Product and this financial burden is expected to increase to 16 percent in the next few 

years (Institute of Medicine of the National Academies, 2003). With projected increases 

in the aging population and their chronic health problems, it can be anticipated that more 

financial resources will be needed to address health status of all members of society. 

Understanding perceptions of health competence for elderly African American 

populations will enhance health care providers ability to manage chronic health problems.
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Perception o f Health Competence

Perception of health competence is a belief in an individual’s skills to manage 

health related tasks and perception of health competence may mediate the adjustment in 

management of chronic illness. Mediators are variables that explain how or why 

outcomes occur (Bennett, 2000). The perception of health competence enables 

individuals to make changes in health management through a sense of mastery of 

situations related to health and personal wellness (Smith et al., 1995; Marks & 

Lutgendorf, 1999).

In management of chronic health problems it has been found that health 

competence and self efficacy beliefs about health are paramount to successful 

management of disease processes because chronic disease management is dependent 

upon the building of a partnership with the goal of self management between the health 

care provider and the individual (Holman & Lorig, 1992; Jerant, von Friederichs- 

Fitzwater, & Moore, 2005, Marks & Lutgendorf, 1999; Sherer et al., 1982). In fact, 

perception of health competence may predict the potential for self management of 

chronic disease processes. Research suggests that a high level of perceived health 

competence enhances glycemic control in diabetic populations (Auerbach et al., 2002) 

and individual participation in health promotion behaviors after heart surgery (Salyer, 

Flattery, Joyner, & Elswick, 2003).

The perception of health competence or self efficacy can be changed by nursing 

interventions through health education programs to improve health outcomes (Conn, 

2006; Skaff, Mullan, Fisher, & Chesla, 2003; Pender et al., 2006). Perceived health 

competence provides an indication of behaviors that individuals feel they can manage;
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individuals will avoid tasks related to their health that they feel are overwhelming or 

unmanageable (Salyer et al., 2003). Measurement of perception of health competence 

with the Perceived Health Competence Scale (PHCS) identifies individuals who are at 

risk for poor health behaviors and health outcomes because of their inability to manage 

their health affairs. Salyer et al. (2003) reported that higher PHC scores were the 

strongest predictor of quality of life in long-term cardiac transplant recipients but, as with 

other research of quality of life and health outcomes, socioeconomic status was 

specifically not examined.

Perceived health competence, based upon self efficacy, is important to understand 

individual perception of control of health behaviors and health outcomes over time. This 

is paramount in chronic disease management, especially in elderly at risk populations. 

Enhanced self efficacy is based upon past experiences of successful management of 

situations (Bandura, 1990). When individuals perceive they have control over health 

related matters and have mastered health behaviors or have been persuaded that they can 

make changes in health behaviors, they are more likely to persevere and sustain their 

efforts. The PHCS provides an indication of “personal efficacy” (Bandura, 1990) in 

health management and enhances the individual’s motivation for continued successful 

behaviors.

Application o f Perception o f Health Competence

This study will add to the knowledge of how to plan health care for at risk 

populations. The PHCS is a short, eight item scale which is easily and quickly 

administered and scored (Smith et al., 1995). Specific applications of the PHCS intend to 

assess individual perceptions of health competence to plan treatment strategies. This
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instrument could be used during educational interventions and in community health 

programs. According to Schoneman (2002) measurement of changes in health knowledge 

or perception of health status are needed to understand the impact of nursing 

interventions within vulnerable populations.

PHCS scores monitored over time during participation in health promotion 

programs or over the course of treatment strategies allow for an evaluation of progress 

toward specific health care goals or outcomes. Another potential application to the 

understanding of health care utilization and improvement in health status would be to 

correlate the scores of PHCS to physiological signs or parameters such as weight loss, 

blood pressure, or medication compliance and usage. Data management systems which 

utilize outcome measurements of knowledge, behavior, or status could be correlated with 

changes in PHCS scores over time to indicate trends in objective measures of client status 

(Martin & Scheet, 1992).

Needfor Evaluation o f Health Competence

The concern with the present state of research of elderly African American 

populations’ health behaviors and health outcomes is that currently few instruments 

measure perception of health competence and ability to manage health. The proposed 

study will test the potential of the PHCS to generate new knowledge about how elderly 

African American populations perceive their health competence and self efficacy beliefs 

which influence their health behaviors. The evaluation of the PHCS in elderly African 

Americans may provide a measure of health competence in a unique population with 

competing demands to allow generalizations to be made to support the external validity 

of the tool (Polit & Hungler, 1999). The PHCS is easily administered and may be a useful
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tool in ambulatory care and community health settings. It is also available in Spanish, 

although, this has not yet been validated (Kenneth A. Wallston, personal communication, 

September 11,2003).

The historical evidence of poor health outcomes for elderly African Americans 

vulnerable populations requires a greater understanding of their perceptions of health 

competence to improve policies and procedures of health care systems (Pappas et al., 

1993). It is important to understand the unique cultural perspective of specific vulnerable 

populations in order to better understand health behaviors, health tendencies, and 

appropriate nursing interventions and health management strategies (Skaff et al., 2003). 

This study will focus on the evaluation of the psychometric properties of the Perceived 

Health Competence Scale in elderly African American populations. The PHCS explains 

and predicts health behaviors and contributes to the knowledge nurses have to improve 

health through a greater understanding of the unique perspective of individuals at risk.

This study will add to the knowledge about how elderly African Americans 

perceive their individual health competence and how this perception is related to health 

status. This information is valuable in health policy development to allocate resources to 

improve health status and eliminate health disparities of vulnerable at risk populations. 

The knowledge generated through this study may predict health behaviors, health status, 

and fixture health services use. By measuring perception of health competence, health 

care providers will have information about how people perceive their abilities to manage 

their health and make health behavior changes. With this information, strategies to help 

individuals learn how to manage their health and evaluate progress toward health 

behavior changes may be objectively evaluated. Future health interventions of education
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and health counseling can be tailored to the individual’s specific health efficacy or 

competency levels, and specific disease management strategies. A greater awareness of 

the values and beliefs of individuals based upon their perception of health competence 

and health status will begin to address disparities in health status through a more intimate 

understanding of individual perceptions and attitudes about health status and behaviors 

(Peterson, Whitman, & Smith, 1997).
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CHAPTER 2 

REVIEW OF THE LITERATURE 

Introduction

Andersen (1995) claims health behaviors and health outcomes are a result of 

predisposing, enabling, and need characteristics within both systems of health care and 

the unique individual perceptions of those using the health care systems. The Perceived 

Health Competence Scale (PHCS) measures the characteristics of self efficacy in health 

related situations. This is identified as perception of health competence (Smith et al.,

1995). The PHCS facilitates the understanding of an individual and his or her unique 

perception of health competence, that is his or her ability to manage health behaviors and 

health outcomes.

The PHCS explains the phenomena of how people perceive their abilities to 

manage their health behaviors and health outcomes. Health services use and the 

acquisition of health behaviors are dependent upon individual characteristics based upon 

perception of illnesses, health status, and need for health care. The PHCS describes 

individual perceptions of health competence and explains the phenomenon of individual 

behavior or potential for health behaviors. Additionally, the PHCS reflects a unique 

characteristic of potential health tendencies and provides a measurement of the 

phenomena to predict health behaviors and outcomes (Smith et al., 1995).

This study of the PHCS will contribute knowledge of the individual perspective of 

health competence. The PHCS provides a measure of health competence based upon 

individual health beliefs (Smith et al., 1995). Individuals who score high on perception of 

health competence overall view themselves as less susceptible to illness, have a greater
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sense of internal control over their health, are more resistant to health threats, are able to 

actively cope with health threats, and intend to actively manage their health care. The 

PHCS is a versatile tool to help predict and explain perception of health competence but 

has not been used in vulnerable populations such as elderly African Americans. This 

chapter will review the conceptual mode guiding the study, explain the relationship 

between health competence beliefs and self efficacy, review the development of the 

Perceived Health Competence Scale, and present a summary of studies which have used 

the Perceived Health Competence Scale.

Conceptual Model 

The Behavioral Model for Vulnerable Populations

The conceptual model to guide this study is the Behavioral Model for Vulnerable 

Populations originally proposed by Andersen as the Behavioral Model (1968,1995) and 

further developed by Gelberg and colleagues to incorporate vulnerable populations 

shown in Figure 1 (used with permission by authors, Gelberg, Andersen, & Leake, 2000). 

This model organizes variables related to health service utilization into three categories: 

population characteristics, health behaviors, and outcomes; population characteristics are 

composed of predisposing, enabling, and need variables. The initial model was developed 

to assist in the development of health policy to help measure and define access to health 

care and to understand conditions which enhance health service utilization. The updated 

model emphasizes the unique characteristics seen in vulnerable populations (Gelberg et 

al., 2000).

A conceptual model provides a perspective to organize phenomena and explain 

relationships between concepts (Polit & Hungler, 1999). The Behavioral Model
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developed by Ron Andersen (1995) will be used to guide this research. The model 

focuses on understanding the unique individual perspective of the user of the health care 

services and characteristics of the health care system. Andersen and his colleagues focus 

upon vulnerable populations social situations and health beliefs which enable or impede 

health outcomes (Andersen, 1995; Andersen & Newman, 1973; Aday & Andersen,

1974). The purpose of the model is to “discover conditions that either facilitate or impede 

utilization” of health care services (Andersen, 1995, p. 4).

Ron Andersen, a social science researcher, has devoted decades to the study of 

health care systems and the characteristics which impede or facilitate use of health care 

services (1995; Andersen & Newman, 1973; Aday & Andersen, 1974; Aday & Andersen, 

1981; Gelberg, Andersen, & Leake, 2000; Stein et al., 2000). The original model 

presented by Andersen in 1968 identifies a dynamic interaction between the social 

structures of health care systems and the health beliefs defined by the individuals seeking 

care. The model is dynamic, recognizing that the outcomes of health cares services use 

such as improved health status, influence the future continued use of services and that 

how the system of health care is arranged or the processes of care may influence 

continued use and thus behaviors and outcomes of health status (Aday & Andersen,

1974). The Andersen Behavioral Model is a frequently used theory in health services 

research (Calsyn & Winter, 2001). Health services research supports that individual 

perceptions of health status significantly predict health services use in elderly African 

Americans (Keith & Jones, 1990; Bazargan, Bazargan, & Baker, 1998).

The Andersen (1995) model serves as a framework to understand conditions 

which enhance utilization of health services and the individual’s perception of need for
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health care services — the perceived need. Andersen claims that perceived need is a social 

phenomenon which is explained by health beliefs, social structures surrounding the 

individual, and competing needs. Perception of need or the recognition that one is sick is 

determined by the stressors and the people surrounding individuals as they adopt the role 

of being sick or portray their “illness behavior” as it is termed by Mechanic and Volkart 

(1961, p. 52).

The model has predictive ability to guide research because of the focus on 

perceived need compared to evaluated need. Perceived need differs from evaluated need; 

perceived need is the individual’s perspective and evaluated need is the provider’s 

perspective or evaluation of the health care situation and status. According to the Institute 

of Medicine, the provider perception of need for health care service or assessment is 

influenced by the cultural background of the provider and his or her individual subjective 

perception of individuals and their health status (Smedley et al., 2003). Perceived need 

measures focus upon the individual perspective of health needs regardless of the provider 

evaluation and provides information about the unique individual perspective in health 

care situations (Calsyn & Winter, 2001; Bazargan et al., 1998).
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Figure 1 - The Behavioral Model for Vulnerable Populations (Gelberg, Andersen, & Leake (2000) 
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The Behavioral Model for Vulnerable Populations has been updated by Gelberg 

(2000) and colleagues, focusing the population characteristics for those vulnerable and at 

risk by defining situations and status known to be unique for vulnerable populations. The 

original Behavioral Model emphasizes the predisposing or background characteristics of 

the population and how these characteristics enable or impede access to health care 

services and ultimately health outcomes. In order to explain the health behaviors of 

vulnerable populations, a conceptual model is required that recognizes the unique cultural 

and environmental influences on individuals’ acquisition of health care services and their 

individual health behaviors.

Previous studies using the Behavioral Model for Vulnerable Populations reported 

that better health outcomes occurred in those with a regular source of care such as a 

community clinic and that vulnerable, homeless individuals will seek care for problems 

that they believe are important for their long term health and well-being (Gelberg et al., 

2000; Stein et al., 2000). The studies suggest that health researchers may have 

underestimated the value that homeless individuals have concerning their health and their 

willingness to seek care for problems that have long term impact on the health of society, 

such as positive TB tests (Gelberg et al., 2000). Additionally, in elderly African 

American populations studied by Bazargan et al., (1998) the use of the Andersen model 

enhanced the understanding of the population characteristics of age, gender, and health 

status which influence utilization of current health care systems.

The model was also used by Stein et al. (2000) to investigate predictors of use of 

costly hospital care compared to outpatient or clinic care for a homeless population. Stein 

et al. (2000) reported that African Americans with less education and poor physical
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health were more likely to use hospital services for health care needs rather than clinic or 

outpatient service settings.

Model -  Population characteristics. The Behavioral Model for Vulnerable 

populations has been enhanced using descriptors unique for vulnerable populations 

(Figure 1, Gelberg et al., 2000, p. 1278). The population characteristics are categorized as 

(a) predisposing, (b) enabling, and (c) need. Predisposing population characteristics now 

include vulnerable aspects of lifestyle such as immigration status, substance misuse, 

mental illness, criminal history or behaviors, and sexual history. Predisposing population 

characteristics also include ethnicity, education, and employment status.

Enabling population characteristics also have been updated to include past use of 

public benefits, presence of a case manager, and the use of self-help skills. These 

enabling characteristics define use of resources available within the community which 

indicate the ability to navigate systems. Enabling characteristics take into account 

competing needs which confront vulnerable populations and their unique ability to access 

and use systems and resources such as transportation and the telephone (Gelberg et al., 

2000; Andersen, 1995; Aday, 2001). The PHCS and the concept of perception of health 

competence are predisposing and enabling characteristics in that perceived health 

competence is known to mediate the relationship between barriers to accessing health 

information and outcomes as suggested by Arora et al. (2002).

The third category of population characteristics are (c) needs from two 

perspectives, that of the individual termed “perceived need”, and that of the provider 

termed “evaluated need”. Gelberg et al. (2000) used perceived health status measures of 

self-rated health, restriction of activity or functional limitation, and amount of worry.
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Model - Health behaviors. The health behaviors are categorized as personal health 

practices and past use of health services. This portion of the model represents factors to 

consider when studying use of health services. Variables that have been added to the 

traditional domains include food sources, hygiene, and unsafe sexual behaviors. 

Traditional domains of health behaviors are categorized into two areas, personal health 

and use of health services. Personal health practices are behaviors such as diet, exercise, 

self-care practices, tobacco use, and adherence to care regimens. Areas of use of health 

services delineate location of care obtained such as outpatient, inpatient, or long term 

care.

Model -  Outcomes. The predisposing, enabling, and need population 

characteristics help to explain both the behaviors and the outcomes of health services use 

and health status (Gelberg et al., 2000). Gelberg et al. hypothesized that the predisposing 

and the enabling variables would explain health behaviors and would also negatively 

affect the resultant health outcomes. The hypothesis was supported to a point. These 

researchers reported that some of those who suffered from mental health problems and 

were homeless for a long time were more experienced in coping with their problems and 

more adept at navigating the system to obtain care or positive health outcomes compared 

to those who were just recently “homeless”. Past coping experiences are beneficial in 

managing complicated health care systems from a health competence perspective.

In this study evaluating the PHCS in elderly African Americans, the population 

characteristics facilitate the organization of the research variables to enhance 

understanding of health competence beliefs. The PHCS in this study describes the 

individuals’ attitude or perception about his or her ability to effectively manage health
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outcomes and health behavior - a characteristic unique to each individual. These research 

variables clarify the meaning of scores within the context of a unique at risk population. 

The research questions hypothesize that the variables of age, gender, health status, and 

ability to access needed health care services all influence perceptions of health 

competence and thus would ultimately affect health behaviors and outcomes. The 

research variables for this study are presented in Figure 1 with bold print. The 

predisposing population characteristic variables in this study are age, gender, and health 

beliefs. The enabling population characteristics are the personal, family, and community 

resources available to access needed health services. The need population characteristics 

in this study are the perceived health status variables on the Perceived Health Status 

Scale.

Utility o f Model

In conclusion, Anderson (1995; Andersen & Newman, 1973; Gelberg et al., 2000) 

provides a conceptual framework which emphasizes the need to understand individual 

characteristics and perceptions of health status, health behaviors, and health outcome 

competencies. Few conceptual models emphasize the unique cultural and environmental 

influences in health care services use with racial minorities (Smedley et al., 2003; Pender 

et al., 2006; Andersen, 1995; Aday 2001; Aday & Andersen, 1981). This conceptual 

model facilitates the identification of the social determinants of health status and health 

outcomes in order to provide guidance for health policy and health service utilization.

Individual perception of illness or perceived need for health services is the most 

important predictor or influence on health services use (Andersen & Newman, 1973). 

Age, gender, surrounding social structure, and insurance status are other influences, but
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not as significantly influential as individual perceptions. Additionally, the best way to 

improve health service use and ultimately the health status of individuals is to maximize 

or improve perceptions of health. Specifically, in elderly populations, the best predictors 

of health services use and health outcomes are the predisposing characteristics of 

perception of need for health care and perception of health status (Keith & Jones, 1990; 

Slivinske et al., 1994).

The Perceived Health Competence Scale (PHCS) provides a measure of 

perception of health competence (Smith, Wallston, & Smith, 1995) thus measuring a 

phenomenon related to health outcomes, health behaviors, and health tendencies but to 

date it has not been used in elderly African American populations prior to this study 

(Smith et al., 1995).

Self Efficacy and Perception of Competence

Perception o f Control

According to Smith et al., (1995) the measurement of perception of health 

competence is a self assessment of perception of control over health behaviors and 

outcomes. Perception of competence mediates psychological adjustment in health 

behaviors and is the perception of ability to manage, interact, and perform within one’s 

environment (Smith, Dobbins, & Wallston, 1991). Perceived competence are self efficacy 

beliefs based upon past mastery experiences (Bandura, 1990; 1982). Perceptions of health 

competence are based upon expectancy beliefs with expectations of desired outcomes and 

expectations of ability to perform specific behaviors to achieve the desired outcomes 

(Schwartzer, 1992). The PHCS measures both outcome expectancies and behavioral
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expectancies related to general health management in any health situation (Smith et al., 

1995; Schwartzer, 1992; Lauriola et al, 2000).

The PHCS predicts personal health intentions and actual health behaviors 

compared to other measures of control over health. Another measure of control over 

health is locus of control over health. Locus of control over health is an internal sense of 

control or an external source of control; external to the self, such as a family member or 

health care provider. The Multidimensional Health Locus of Control (MHLOC) scale was 

developed by Wallston, Wallston and DeVellis (1978) to measure internal and external 

(chance and powerful others) mechanisms of control. The MHLOC scale was developed 

within a population that was relatively young (mean age 42) and not ethnically diverse. 

Locus of Control has been shown to be a reliable measure to predict and understand 

health behaviors in elderly African American populations (Ford, Hill, Butler, & Havstad, 

2001; Bazargan, 1998).

Christensen, Wiebe, Benotsch, and Lawton (1996) reported a significant 

relationship between perception of health competence beliefs and Locus of Control 

beliefs with adherence to renal dialysis regimes. The mean age of the subjects was 55 and 

race was not specifically reported (Christensen et al, 1999). Christensen and colleagues 

found that adherence to medical regimens in renal dialysis patients was better in those 

with a stronger sense of personal health competence only if they scored low on internal 

locus of control and high on (powerful) others in control of their health. In the study by 

Christensen et al. “powerful others” were the health care providers and health locus of 

control moderated perceptions of health competence. According to Smith et al., locus of
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control and competence beliefs or self-efficacy are two distinct constructs, but they do 

influence outcomes and moderate each other.

Predictive Ability o f SelfEfficacy

Appraisals of perceived competence or self efficacy have higher predictive and 

explanatory power when they are linked to a specific domain, such as health, compared to 

non-descriptive or unfocused measures (Bandura, 1990; Smith et al., 1995). The PHCS is 

specific to the domain of health and assesses attitudes related to health management 

suitable for the measurement of broad and general dispositions toward health behaviors 

(Smith et al., 1995).

Lauriola, Laicardi, Artistico, and Baldassarri reported that “health related 

tendencies share a considerable amount of common variance” (2000, p. 550). Using 

Principal Components Analysis, in an Italian sample with a mean age of 45, influences in 

health related tendencies were explored by Lauriola et al. (2000). They reported a 

General Health Management model which incorporated the construct of perceived health 

competence as developed by Smith et al. (1995) and is based upon the psychological 

tendencies of self efficacy, locus of control, and optimism (Lauriola et al., 2000). The 

second factor solution found by Lauriola et al. was a Negative Thinking model based 

upon “negative affect related measures” such as self-blame, anxiety, and depression 

(2000, p. 551). Individuals who score high in these negative attitudes usually scored 

lower in PHC (Sinclair, 2001; Marks & Lutgendorf, 1999).

Overall, self efficacy is a reliable predictor of health intentions when measured 

within the specific domain of health because self efficacy is context dependent (Smith et 

al., 1995; Bandura, 1977). Bandura (1990) states that to be resilient and able to deal with
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difficulties and inequities encountered in every day life a positive sense of well-being and 

an optimistic attitude about personal competence is necessary to be successful in 

behaviors. Personal resilience and management of stressors depends upon the “speed of 

recovery of perceived self efficacy” (Bandura, 1990, p. 317).

The perception of self-efficacy is a learned and practiced psychological tendency 

influenced by social situations and cognitive appraisals. Self appraisals or self 

perceptions of competence affect how much stress individuals can endure as well as their 

motivation to change the stressors. Self beliefs of competence and cognitive appraisals 

facilitate positive adaptation strategies and lessen the likelihood that one will use negative 

coping mechanisms (Bandura, 1990).

Influences on Self Efficacy

According to Bandura (1990) judgments of competence are social constructions 

influenced by extraneous environmental situations. Actions of personal self efficacy are 

inherent within the individual and are influenced by both cognitive processes and social 

competencies. This is what causes self efficacy or personal competence to be a 

multidimensional concept and affects perceptions of ability to change behaviors and 

influence outcomes of self management. The terms of self efficacy, personal competence, 

and personal self competence are used interchangeably by Bandura (1990,1982,1977) 

and are based upon social cognitive theory. Self efficacy is a social cognitive concept 

because it involves both self assessment (cognitive) and the influence of the environment 

(social). Behavior is “governed by perceptions of personal efficacy and social 

environments” not just the simple singular aspects of either influence (Bandura, 1990, p. 

337).
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An individual’s belief in their self efficacy is enhanced in four principal ways 

according to Bandura (1990,1982). The four sources of influence to enhance perceptions 

of self efficacy are mastery experiences or enactive attainments, modeling or vicarious 

experiences, social persuasion, and judgments about their physical states or visceral 

arousal (Bandura, 1990; 1982). Past successful experiences are the strongest influence of 

efficacy beliefs, especially in self management of chronic illnesses (Jerant et al., 2005; 

Sherer et al., 1982; Bandura, 1992).

Influence o f personal mastery. Mastery experiences are past experiences where an 

individual has attained success in a behavior. This sense of mastery is based upon past 

experiences of successful behaviors or actions, also referred to as enactive attainments. 

Past personal mastery experiences and a sense of personal efficacy requires resiliency, 

recognizing that some obstacles may have to be overcome and the individual will have to 

persevere through situations which do not result in successful achievements. This is the 

recognition that at times one is successful and at times one is not, but one continues to 

believe in his or her own personal efficacy for the next situation. This is the enduring 

characteristic of self efficacy occurring over time (Bandura, 1990).

Influence o f modeling. Modeling is the second way of strengthening one’s sense 

of self efficacy (Bandura, 1990). Models serve as a source of inspiration and can 

strengthen a sense of personal efficacy. Seeing another perform “can raise efficacy 

expectations” within others by observing their successful behaviors (Bandura, 1982, p. 

126). Vicarious experiences improve efficacy expectations as a form of social 

comparison and have the influence of one’s environment and models of behaviors
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(Bandura, 1982). Social supportive networks in group programs and friends may serve as 

models.

Influence o f verbal persuasion. The third source of strengthening personal 

efficacy is the verbal or social persuasion from others (Bandura, 1990; 1982). The nurse 

is an example of an individual who uses verbal persuasion in health education and 

counseling (Pender et al., 2006; ANA, 1987). “Skilled efficacy builders” [cultivate] 

“people’s beliefs in their capabilities,” of personal mastery and self efficacy (Bandura, 

1990, p. 327). Building personal efficacy promotes the development of the individual in 

behaviors of self improvement strategies focusing upon the individual and his or her 

accomplishments.

Influence o f physiologic state. The fourth source of information individuals will 

use to assess their sense of self efficacy is from their body or their “physiological state” 

and “visceral arousal” (Bandura, 1982, p. 127). Individuals will assess their physical 

status, stress levels, feelings of anxiety and generally how their bodies feel in response to 

specific situations. It is through the appraisal of their cognitive states that individuals will 

use the four sources of influence to gather information. It is not an “all or none” type of 

appraisal of the four sources of influence over self efficacy expectations. It is the 

repertoire of skills that individuals have developed over time to assess their own self 

competence used in combination to make choices and manage behaviors.

Enhancing Self Efficacy

Improvements in self efficacy expectations and perception of self competence 

occur over time. Episodes of enhanced self competence or self efficacy provide support 

for future enhancements in the sense of personal mastery over situations and behaviors,
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and are likely to be repeated. Modeling and verbal persuasion enhance the sense of self 

efficacy within individuals and they will learn to recognize and control their 

physiological responses in stressful situations. Self efficacy improves over time and 

provides satisfaction in management of psychological and physical health states 

(Bandura, 1990).

Cognitive abilities and thoughtful strategies are enhanced with perceptions of 

personal efficacy resulting in stronger commitments to achieving goals. If individuals 

believe in their problem solving capabilities, they will remain “highly efficient” in their 

analysis of situations to manage the challenges they face and be more likely to repeat 

successful behaviors (Bandura, 1990, p. 320). Self efficacy is a reliable measure of 

psychological tendencies overall and provides a foundation for the study of perception of 

health competence.

Perceived Health Competence Scale 

Reliable and Valid Assessment with PHCS

The Perceived Health Competence Scale (PHCS) developed by Smith et al.

(1995) is an eight item instrument which measures an individual’s perception of their 

competence to manage health outcomes and general health behaviors. The scale provides 

an indication of the perception of the individual receiving care rather than from the 

traditional provider perspective. The PHCS predicts the potential for change in client 

health behaviors and provides a useful tool to evaluate individuals and their unique 

perspective in health situations.

The PHCS was developed and tested in a population characterized as relatively 

young and healthy. Initial testing was don in five different samples: (1) Middle-aged
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females with rheumatoid arthritis, (2) Middle aged (primarily) females without chronic 

disease in middle management positions at a university, (3) and (4) Undergraduate 

students with average ages of 19, and (5) West Point cadets with an age range of 17-21 

(Smith et al., 1995). The tool has proven a reliable predictor of health competence in 

those of European descent from a middle socioeconomic strata. According to Smith et al., 

younger, healthier individuals score higher in health competence compared to those who 

are older and managing chronic health problems, but further evaluation of PHCS 

psychometric properties is suggested with subjects of different socioeconomic status.

In a non-clinical sample, construct validity of the scale was supported in 

hypotheses correlating health status, health beliefs, health intentions, health behaviors, 

and general measures of positive attitudes in life and health matters. Those with chronic 

health problems scored lower on Perceived Health Competence (PHC) measures during 

initial evaluation of the scale. PHC was significantly correlated with health intentions and 

health behaviors during development in primarily healthy Anglo-American individuals.

The general measures use to validate the PHCS were dispositions of hardiness, 

optimism, well-being, and active coping styles with positive approaches to life. Those 

who score low on PHCS and health values were less likely to be involved in health 

promotion behaviors (Smith et al., 1995). The PHCS reliably predicted health intentions 

and health behaviors and, therefore, facilitated the understanding of future health 

behaviors and the identification of those at risk of poor health outcomes based upon self 

efficacy beliefs (Smith et al., 1995; Bandura, 1977).

During initial evaluation, support for PHCS as a general measure in the health 

domain was established with a significant association in coping specifically with pain
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rather than in coping with stress in general. Therefore, PHCS is suitable in different 

contexts of health behaviors assessment (Smith et al., 1995). Overall, higher individual 

perceptions of health competence are associated with well adjusted optimistic and 

positive approaches to health behaviors and lifestyle choices (Marks & Lutgendorf,

1999). Health competence affects future health promoting behaviors by providing a 

measure of individuals’ perception of their ability to manage their health outcomes. In 

summary, the PHCS is a reliable and valid tool to predict health promotion behaviors but 

only among a certain group at this time, Anglo-Americans (Smith et al., 1995; Williams, 

Cullen, & Barlow, 2002).

Individuals who score high in PHCS are more likely to be motivated to change 

behaviors. Those individuals score higher on measures of emotional and social well

being and are less likely to suffer from depression and anxiety which influence their 

ability to manage their health behaviors (Salyer et al., 2003; Arora et al., 2002). 

Depression is often prevalent and under-detected in elderly populations. Depressive states 

in the elderly impact quality of life and may present as physical symptoms and health 

issues such as inability to accomplish daily activity goals (Arean & Miranda, 1997;

Foley, Reed, Mutran, & DeVellis, 2002).

Based upon self-efficacy, the PHCS score consistently suggest that higher 

perceptions of self-efficacy result in higher perceptions of health competence and are 

associated with more frequent participation in activities which promote health (Bonetti et 

al., 2001). Self efficacy and health competence are key mechanisms which influence 

individuals’ adjustment to illness and, determine health behaviors as well as health 

management outcomes (Arora et al., 2002). Positive senses of health competence are
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associated with more adaptive and positive coping behaviors in managing chronic illness, 

stress, and pain. These positive senses are reliable predictors of quality of life for some 

individuals (Sinclair, 2001; Sayler et al., 2003).

Reliable Measures in Elderly African American Populations

While the PHCS provides a measure of self efficacy in some populations, it has 

not been evaluated with elderly African American populations who are known to face 

challenges in health care management. African Americans, especially those over 65, are 

more likely to receive care later in the course of their disease processes, will more often 

rate their health as only fair or poor, and are more likely to suffer worse health outcomes 

when compared to Anglo-Americans whites of the same age (Saunders, 1990; Smedley et 

al., 2002). Several studies found significant positive strong correlations with quality of 

life measures and health competence beliefs (Arora et al., 2002; Elasy et al., 2000; Salyer 

et al., 2003; Wolter, Cagney, & McCormack, 2004). One study of cancer patients 

included elderly African Americans and reported a measure of quality of life managing 

cancer using the EORTC with reliability indexes greater than 0.70 (Ford, Havstad, &

Kart, 2001).

PHCS is based in the concept of self efficacy and there are gender influences in 

the perceptions of self efficacy particularly for women (Bandura, 1990). Women present 

different levels of self efficacy and competency levels in general behavioral measures. In 

young children, sexual differences between boys and girls show that young girls have less 

of a sense of self competence compared to young boys who “tend to inflate their sense of 

competence” (Bandura, 1990, p. 344). Women have lower expectations of achievement 

overall and this is evident in the historical lower perception of ability to obtain jobs in
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occupations which are traditionally “dominated by men,” reducing their earning potential 

and economic stability (Bandura, 1990, p. 345). However, in matters of health 

management women are more likely to have a greater sense of control over health issues 

and have more of an internal sense of ability to control and manage health (Yoon & 

Home, 2004).

Since the PHCS provides an objective measure of individuals’ perception of their 

health competence and thus their ability to change and manage health behaviors and 

outcomes; it may be a beneficial tool to plan health care strategies in elderly African 

American populations. Self efficacy influences behavior change in health management 

(Holden, 1991) but the age and culture of the population must be considered in assessing 

the reliability of an instrument to measure and evaluate management of health situations 

(Shortridge-Baggett, 2001; van der Bijl & Shortridge-Baggett, 2001).

During initial development of the PHCS, the reliability index obtained by Smith 

et al. (1995) was 0.82 to 0.90 in samples of those with the chronic illness of Rheumatoid 

Arthritis (the sample was primarily 56 year old females), middle management adults (the 

sample was primarily 43 year old females), and young college aged students both male 

and female, aged 18-23.

One limitation of the majority of the studies reviewed is the use of self-report in 

health measures which may represent a response bias in the participants to provide more 

socially desirable responses; this concern reinforces the need for reliable measurement 

tools within at risk populations (Waltz, Strickland, & Lenz, 1991; Polit & Hungler, 1999; 

Keller et al., 2005). Overall, according to Smith et al. (1995) older subjects will score 

lower on PHCS compared to younger subjects. Those with health problems will score
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lower on PHCS compared to those without health problems, and positive correlations will 

be seen in measures of PHCS and other health related beliefs.

Summary of the Review of Literature

In young and Anglo American populations, the PHCS is a reliable predictor of 

future health intentions and health behaviors based upon self efficacy theory (Smith et al., 

1995). Self efficacy or perception of health competence is important for individuals who 

are developing self management skills related to health, managing chronic illness, and 

maintaining health as they age. Additionally, understanding individual perceptions of 

health competence is vital in the partnership between a client or patient and his or her 

health care provider. The PHCS facilitates the interpretation and communication of the 

individual’s perspective in the partnership of health management and resource utilization. 

Knowledge of perception of health competence in elderly African American populations 

is essential for the provision of appropriate health management strategies.

Thirteen studies using the PHCS support that overall the PHCS is a valid measure 

of an individual’s self efficacy in selected populations (Appendix A). The PHCS reliably 

predicts health intentions and health behaviors in young and ethnically diverse military 

women (Agazio et al., 2002), or women with breast cancer (Arora et al., 2002), and 

college or middle aged Anglo-Americans (Smith et al., 1995). Support for the reliability 

of the PHCS tool in elderly African American populations is lacking in the current 

literature; no studies used both male and female elderly African Americans as their 

sample. Reliability is a concern with the PHCS tool scoring, a reliability index of 0.64 in 

one Hispanic population (Kerr et al., 2002) and a reliability index of 0.63 in one elderly 

Anglo American renal dialysis population (Christensen et al., 1996).
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Bonetti and colleagues used the Perceived Health Competence Scale (PHCS) and 

measured influences in perception of control over health and the relationship of 

perception of competence to outcomes of activity level and mood in a cross cultural 

sample (2001). The study compared a sample of young health individuals (college 

students) and a sample of outpatients with chronic illness (rheumatoid arthritis and 

multiple sclerosis) in Scotland, Spain, and Ireland. The average age of those with chronic 

illness was 47 (SD 13 years). Bonetti et al. (2001) reported that those with higher scores 

in PHCS reported better activity levels as evidenced by participation in weekly exercise 

for the student group and lower reports of disability or functional status in the patient 

sample using self reported measures of perceptions of mobility, recreation, social, and 

personal cares.

Most notably, Bonetti and colleagues reported a two factor subscale of the PHCS 

only in the “elderly” sample with chronic illness (2001). The younger student sample 

maintained a single factor structure for the PHCS. Additionally, in the “elderly’ sample 

with chronic illness, the factor structure of the PHCS grouped the two distinct factors by 

those which were negatively worded items separate from the positively worded items. 

Bonetti et al. (2001) reported that individuals with chronic illness scored significantly 

lower on the PHCS compared to the young healthy student group.

Perceptions of control over health are affected by demographic characteristics 

such as age, culture, and type of illness (Bonetti et al., 2001; Elasy et al., 2000). Young 

samples more often feel in control of and better able to manage health (Williams et al., 

2002; Agazio, 2002; Arora, 2002) and score higher on PHCS measures than older adults 

(Smith et al., 1995). These affects on perception of health competence are a concern and
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provide the objective for this study to evaluate the psychometric properties of the PHCS 

in elderly African American populations.

PHCS Predictive Ability -  Health Status

Perceived health status is a significant predictor of perception of health 

competence. Those who feel their health is good and are confident that they doing a good 

job at promoting their own health and wellness score higher on perceptions of health 

competence. Age and health status reliably predicted PHCS scores (Smith et al., 1995; 

Marks & Lutgendorf, 1999). Those with a positive view of their present health status are 

more likely to be resolved or optimistic about their ability to engage in future health 

behaviors and to follow through on their health promotion intentions (Agazio et al., 2002; 

Kerr et al., 2002; Williams et al., 2002).

Those who are older and managing a chronic disease process scored lower overall 

on perceptions of health competence (Bonetti et al., 2001; Smith et al., 1995; Andersen & 

Newman, 1973; Marks & Lutgendorf, 1999). Stress, coupled with competing demands 

and competing needs, influence perceptions of health competence making individuals 

feel as through they cannot care for themselves and engage in their health promotion 

activities (Agazio, 2002; Aday, 2001; Pender et al., 2006; Gelberg et al., 2000). 

Additionally, educational levels and occupation predict eventual health status. Those with 

lesser education and income more often report poor health status (USDHHS, 2000) and 

score lower on perceptions of health competence (Marks & Lutgendorf, 1999).

PHCS and Health Locus o f Control

Perception of health competence was significantly and positively correlated with 

an internal locus of control over health compared to powerful others or chance control
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over health (Smith et al., 1995; Wallston et al., 1978). The PHCS is based upon self 

efficacy (Bandura, 1977; 1982; 1990) and influenced by health locus of control but 

perception of health competence is a separate and distinct construct from locus of control 

according to Smith (et al., 1995). Health competence and perceptions of control over 

health are multifaceted concepts; individuals use many sources of information when 

determining their ability to control and manage health matters (Bonetti et al., 2001). 

Understanding and clarifying perceptions of control over health is beneficial in predicting 

health behaviors and health intentions. This information is useful in determining 

treatment strategies individualized to each person’s unique predispositions for health 

management (Wallston et al., 1978). The PHCS may prove a valuable tool to explain 

each individual’s unique perception of his or her health competence.

The PHCS significantly predicted health behaviors in those who scored low on 

internal sense of locus of control over health if they believed in powerful others, such as 

health care providers (Christensen et al., 1996). Women are known to have more of an 

internal locus of control and are less reliant upon powerful others and chance control over 

health (Yoon & Home, 2004; Bazargan et al., 1998). However, historically, women tend 

to want to learn more about their health and health management because of their roles as 

family caretakers (Smedly et al., 2003) but they also may, “place more faith in doctors” 

as compared to men (Suchman, 1965, p. 9).

PHCS - Coping Behaviors and Quality o f Life

Perceived health competence is predictive of perception of quality of life. 

Individuals with enhanced sense of self efficacy or perception of health competence score 

higher in quality of life measures (Sayler et al., 2003; Wolter et al., 2004; Ford et al.,
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2001). According to Smith et al., PHCS predicts and determines health competence and 

engagement in future health behaviors (1995). The literature reviewed supports that 

overall, those with higher scores more often engage in health promoting behaviors 

(Marks & Lutgendorf, 1999; Agazio et al., 2002; Christensen et al., 1996; Arora et al., 

2002; Sayler et al., 2003; Yoon & Home, 2004).

Perception of health competence mediates the relationship between barriers to 

health behaviors and health outcomes (Arora et al., 2002). If individuals perceive a sense 

of competence in the management of their health related matters, they have better health 

outcomes and there is a positive feedback loop that may be associated with better 

outcomes consequently, enhanced perception of health competence. In self efficacy 

theory, Bandura (1990) supports this feedback loop; a higher sense of self efficacy made 

one feel more competent to achieve desired behaviors which enhanced future feelings of 

self efficacy or mastery.

Research by Arora and colleagues supported this feedback loop with the 

acquisition of health information (2002). They found that women who were able to 

access information and felt that they could manage their breast cancer had an enhanced 

sense of health competence which fostered their continued ability to access more health 

information. These women continued improving their health in the face of a life 

threatening disease process. Conversely, individuals who score low in perception of 

health competence are more likely to use maladaptive coping strategies in health 

management situations and may have depression evidenced by physical complaints in 

their health status (Foley et al., 2002).
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Maladaptive coping strategies are negative behaviors such as catastrophizing, 

self-blame, and self-isolation (Lauriola et al., 2000; Sinclair et al., 2001). These coping 

strategies tend to lower sense of self efficacy or perception of health competence and 

more often will lead to relapse in behaviors or poor health outcomes (Smith et al., 1995; 

Sinclair et al., 2001). Additionally, individuals who have a “neurotic” personality type 

were found to have lower PHCS scores (Marks & Lutgendorf, 1999). These individuals 

did not use health promotion techniques of relaxation or social support to enhance health 

and outcomes according to Marks and Lutgendorf (1999).

Need for Further Evaluation o f the PHCS

The Perceived Health Competence Scale predicts and determines future health 

behaviors (Smith et al., 1995). Overall, those with higher scores more often engage in 

health promoting behaviors (Marks & Lutgendorf, 1999; Agazio et al., 2002; Christensen 

et al., 1996; Arora et al., 2002; Sayler, 2003; Yoon & Home, 2004). This study will 

evaluate the psychometric properties of the PHCS in elderly African American 

populations.

If the PHCS tool is has a reliability index of 0.70 to 0.80, it could prove a valuable 

tool to evaluate individual perceptions of health competence for an at risk population 

(Nunnally, 1978; Polit, 1996) and provide an objective measure for health care providers 

about how to influence health behaviors in elderly African Americans. Knowledge of 

perceived health competence in elderly African American populations would enhance 

teaching appropriate health management strategies. While the PHCS reliably predicts 

health intentions and health behaviors in Anglo Americans, support for the reliability of 

the PHCS in elderly African American populations is lacking in the current literature.
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CHAPTER 3 

METHODS 

Purpose

The purpose of this study is to evaluate the psychometric properties of the 

Perceived Health Competence Scale (PHCS), specifically with elderly African 

Americans, in order to understand their perception of health competence. Research 

supports the fact that elderly African Americans are more likely to receive care later in 

the course of their disease processes, will more often rate their health as only fair or poor, 

and are more likely to suffer worse health outcomes compared to Anglo-Americans 

whites of the same age (Smedley et al., 2002). This study will add to the knowledge of 

how elderly African Americans view their health competence and propose a method of 

measurement for evaluating perception of health competence.

The Behavioral Model for Vulnerable Populations will provide the conceptual 

framework to guide this study focusing upon population characteristics of age and gender 

as predisposing characteristics, perception of ability to access health care services as an 

enabling characteristic, and perception of health status as an evaluation of perceived need 

for health services. The conceptual framework proposes that these population 

characteristics influence health behavior and health outcomes in vulnerable populations 

(Gelberg et al., 2000; Andersen, 1995).

Research Questions

1. How do elderly African Americans perceive their health competence?

a. What is the reliability coefficient of the PHCS in this sample of elderly 
African Americans?

b. What is the mean score on the PHCS in elderly African Americans?
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2. Are observed group differences in scores of PHCS dependent upon characteristics 
of age, gender, or perception of health status?

a. What is the relationship between PHCS scores and age in elderly African 
American populations?

i. Hypothesis -  PHCS score will vary in relation to age in elderly 
African American populations. Individuals who are “older” will 
score lower on PHC.

b. What is the relationship between PHCS scores and gender in elderly 
African American populations?

i. Hypothesis -  PHCS scores will vary in relation to gender in elderly 
African Americans. Women will score higher on PHCS when 
compared to men.

c. What is the relationship between PHCS scores and perception of health 
status in elderly African American populations?

i. Hypothesis -  PHCS score will vary in relation to perception of 
health status in elderly African American populations. Individuals 
who perceive their health status to be “poor” will score lower on 
PHCS.

Measurement Tools 

Perceived Health Competence Scale (PHCS)

The PHCS is an eight item instrument which uses a Likert type scaled response 

format (Appendix B) developed by Smith, Wallston, and Smith (1995). The response 

format uses degrees of agreement and disagreement to measure the concept of perception 

of health competence using a five level interval variable scale (Knapp, 1998). The PHCS 

items were presented in the same order as originally developed. A response “show card” 

was used because the same response format was used for the PHCS and the Perceived 

Health Status Scale (PHSS) (Polit & Hungler, 1999, p. 346).

Perceived Health Status Scale (PHHS)

To measure perception of health status this researcher developed a nine item scale 

named the Perceived Health Status Scale (PHSS) (Appendix C). The PHSS evaluates the
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relationship between health status and perception of health competence. Smith et al. 

(1995) found consistent significant evidence that those with better health status 

perceptions scored higher in perception of health competence. Content validity of the 

PHSS was established by item generation using sources reviewed pertinent to this study 

specific to the general domain of health and health behaviors (Andersen, 1995; Gelberg, 

Andersen, & Leake, 2000; Ware, 1976).

The PHSS was developed to assess individual perception of health status based 

upon variables identified in the Behavioral Model for Vulnerable Populations (Gelberg et 

al., 2000) and Ware’s (1976) General Health Perceptions. These two sources were used to 

develop items for the assessment of health status because the Behavioral Model for 

Vulnerable Populations (Gelberg et al., 2000; Andersen, 1995) is the conceptual model 

guiding this research and the health status measure developed by Ware (1976) was used 

to measure health in the original testing of the PHCS by Smith et al. (1995). Health 

related measurement tools developed by Ware generally utilize a demographically 

diverse sample in psychometric evaluation (Ware, 1976).

During initial development and testing of the PHCS tool by Smith et al. (1995) a 

known groups methodology with the chronic disease process of Rheumatoid arthritis was 

used. The sample with Rheumatoid Arthritis had an average age of 56. The other 

remaining known groups were a relatively healthy sample of middle managers average 

age of 43, two healthy undergraduate samples aged 17-23, and a West Point Cadet 

sample with a restricted age group of 17-21. The health measures used by Smith et al. 

(1995) in development of the PHCS would be inadequate because this was a sample of
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primarily elderly African American individuals and development of the tool was with 

those of primarily European descent.

Pilot testing of the PHSS as developed by the researcher was done at one senior 

dining center. The pilot sample was 31 elderly individuals with a mean age of 73.74 (SD 

9.20, range 55-90). The sample was equally divided with African Americans and Anglo 

Americans; 58 percent of the sample was female (Polchert, 2004). Pilot work suggested 

that the tool had adequate reliability with Cronbach’s Alpha of 0.644 which improved to 

0.71 if one item was deleted (item 7). Using the Perceived Health Status Scale (items 1-8) 

during this current study, all items were used and reliability of the PHSS was assessed in 

data analysis.

The items of the PHSS measure perception of general health with two sub-scales 

and enhances the ability of individuals to present their health needs. The two sub-scales 

are (1) perceived social barriers accessing services and (2) perceived health status. Items 

in the PHSS sub-scale used items 1, 2, 3,4, 5 and focused upon resources available to 

enable individuals to access health care services and included personal, family, and 

community resources based upon social support and networks. Items in the PHSS sub

scale used items 6, 7, 8 and are based upon the individual’s perception of his or her own 

current health status and included variables suggested by Ware (1976) to measure self 

perception of health status. The items in the PHSS scale are suggested for use in general 

assessments of an individual’s current health status in a diverse population (Ware, 1976).

Self perception of health status items in the PHSS focused on the individual. Each 

participant was asked to respond to statements about overall general health status and 

ability to perform general daily activities as they relate to overall health status in an agree
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and disagree format. The Likert type scaled response format of the PHSS was the same 

response format used in the PHCS. The readability level of the Perceived Health Status 

Scale was at the seventh grade calculated using Microsoft Word.

An additional item developed for this study asked each respondent to “circle” the 

health problems that they “think” they have from a list of five health problems common 

in the elderly. The health problems were diabetes or high blood sugar, congestive heart 

failure, high blood pressure, breathing problems or shortness of breath, and Arthritis or 

Rheumatism. Demographic characteristics collected included gender, race/ethnicity, and 

age.

Data Collection Process

The Sample

Fifty-three percent of African Americans live with a household income of 

$30,000 or less and 60 percent or less of this population has a high school education, 

thirteen percent of this population is over the age of 65 (Urban Health Forum Report,

2003). The sample was drawn from dining centers in a large Midwestern metropolitan 

area. The target population studied was elderly African Americans over the age of 65. A 

non-probability convenience site based sample of elderly African Americans was used 

(Polit & Hungler, 1999). An adequate sample size was determined by calculating 10-15 

subjects times the number of items on the PHCS (n=8) as suggested by Tabachnick and 

Fidell (2001). Therefore, 80-120 participants were recruited. Potential participants were 

offered the opportunity to participate during established dining center site programs 

provided in neighborhood centers.
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The site based convenience sample included male and female adults who were 

able to speak and read English and come to the approved dining center for meals or 

activities. Exclusion criteria was those who did not speak or read English and those who 

declined to participate. Participation was completely voluntary. The target population was 

elderly African Americans, but all subjects who met the inclusion criteria were eligible to 

participate regardless of race or ethnicity. Recruitment ended when an adequate sample 

(> 80) of African Americans 65 years and older was reached. Four different dining sites 

were used for data collection for this study.

The Setting

Data collection occurred in dining centers operated by the County Department on 

Aging (CDA) in a Midwestern City which sponsored a “Senior Meal Program”. The 

“Senior Meal Program” has been serving noon meals in the community to senior citizens 

since 1973 and receives funding from the state. Meals are offered for a suggested 

donation of $2.00. Registration and reservations for meals are required by the dining 

centers. In addition to the meals provided, the dining centers post a calendar of activities 

throughout the month to promote health and wellness in all aspects of life skills. This 

researcher posted a recruitment notice one week prior to data collection at all sites.

Approximately six dining centers had a client population that met the eligibility 

criteria for the study. There were two primary “interfaith” based meal sites serving 

primarily elderly African Americans. The historical average number of participants for 

Tuesday through Thursday noon meals is approximately 75 people at two different sites 

targeted and 10-30 people at the other two targeted sites. All data collection occurred at 

the dining sites during the scheduled noon meal times. Four different dining centers
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increased confidence that a representative sample of elderly African Americans was used. 

Site one (1) provided 82 participants; site two (2) provided 12 participants; site three (3) 

provided 24 participants; and site four (4) provided 23 participants.

Entry and access to research site. The researcher contacted the director of the 

dining center (Program Coordinator for Community Health) at the CDA to seek access to 

the dining centers. She discussed the research protocol and procedures for the study and 

permission to engage in research at selected dining sites was granted by the Program 

Coordinator. The UWMIRB protocol was completed and approved as an exempt 

protocol (#06-02-180) prior to any data collection for this study.

The study objectives and plan were reviewed with the dining center director prior 

to conducting research. The meal site coordinator of the dining centers was assigned by 

the Program Coordinator for Community Health to facilitate entry for the Primary 

Investigator of the study. The meal site coordinator of the dining centers met with the 

researcher to provide an orientation to the meal site processes and programs. During this 

initial meeting with the meal site coordinator, the research plan was discussed and 

nuances of each particular site were provided and key players that would facilitate data 

collection at each site were identified.

Historical utilization data was reviewed with the meal site coordinator to select 

dining centers by volume of meals served and individual characteristics of the sites were 

discussed to facilitate access to potential participants. This facilitated the selection of the 

dining sites which provided the greatest number of potential participants, ensured the 

study would be convenient to the meal site for dates selected based upon program 

scheduling of other health promotion events, and ensured acceptance by the individual
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site. Requirements for outside research projects and the policy regarding permission to 

engage in research was followed. At the conclusion of the research project, the primary 

investigator will provide a copy of the final report and abstract to the CDA to be kept in 

their files.

The meal site coordinator informed the senior dining program coordinator at each 

specific site about the research program. The meal site coordinator for all dining sites 

facilitated entry for the researcher into all dining sites and was instrumental in success of 

data collection processes by introducing her at each the potential site. The researcher 

contacted each dining program coordinator at each site and arranged a meeting in person. 

The purpose of these meetings prior to data collection was to discuss the research project, 

ensure that adequate approval of the data collection processes had been completed, tour 

the site to show respect for scheduled programming at each site to accommodate the 

usual flow of traffic, and discuss anticipated dates of data collection.

This process was followed consistently at all sites selected for data collection and 

the process was instrumental in ensuring access to potential participants. The individual 

attention to each dining program coordinator showing respect for their position, their 

contribution to care of elderly African Americans, and providing them with a thorough 

explanation of the purpose of the study was invaluable in establishing a trusting 

relationship between researcher and potential participants within the dining site. The 

dining program coordinator at each site was given a ($25) gift card to a local grocery 

store for their assistance.

The specific task of each subject was to verbally consent to participate and to 

complete the Perceived Health Competence Scale (PHCS) measurement tool, Perceived
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Health Status Scale (PHHS), and additional data elements including demographic 

variables of age, gender, and race/ethnicity. Informed consent was given through the 

distribution of an informational letter. Individuals were offered the opportunity to 

participate and the incentive of a gift card (raffle) to a local grocery store was explained.

Four county Department on Aging dining sites were used to ensure adequate 

sample sizes and generalizability of findings. Potential threats to external validity are the 

Hawthorne effect, the interaction of events occurring coincidentally in lives of 

participants related to their health, the characteristics of the researcher, and measurement 

effects that would result if identified procedures were not followed in recruitment of 

participants and the administration of the PHCS and the PHHS (Polit & Hungler, 1999). 

Permission to engage in research and appropriate institutional review board approval is 

included as Appendix D. Study sites requested four weeks notice before data collection to 

ensure respect for the participants and the schedules within the sites. Data were collected 

in January and February, 2006.

Dining center physical requirements. The only physical requirements for the data 

collection were a table and chair and sitting areas where each subject was able to sit and 

complete the data collection tools. Reservations for meals are required and social 

activities scheduled in the centers encourage adequate participation. Each site director 

shared which days and which meals were popular. These popular meal times were chosen 

for purpose of recruitment. Adequate lighting, temperature, and environment was 

monitored at each site by the site manager or coordinator.
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Recruitment

All individuals who came to the dining centers for meals on data collection days 

were offered the opportunity to participate in the study. Recruitment strategies were 

tailored to each site specifically to maintain normal flow of traffic within the site and 

show respect for individuals while they were eating their meal. A poster was placed in 

each dining center approximately one week prior to the data collection date. The poster 

explained the purpose of the study, anticipated date of data collection, contact persons at 

each site, eligibility criteria, procedures for enrollment, and the informed consent 

document.

Each site manager was asked to volunteer as part of the data collection process 

and serve as a role model for other participants. They served as liaisons between the 

researcher and the participants which encouraged trust and cooperation of the 

participants. The dining center site liaison provided assistance by acting as host/hostess to 

the researcher. This liaison also served as a witness to the informed consent process. 

Additional recruitment strategies included planning data collection on days that included 

programs within the neighborhood centers. A monthly calendar of events held at the 

dining centers and the posting of the menu is available within each dining center. 

“Popular” menus, according to the liaison for the dining center, are chicken dinners, 

lasagna, beef short ribs, and meatloaf.

Additional recruitment strategies included incentives offered to participate such as 

the receipt of a granola bar or candy bar and entry into a “raffle” type drawing. An 

explanation of the purpose of the study and the need to test the questionnaire so as to 

benefit from knowledge gained of the unique cultural perspective of elderly African
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Americans was useful in this setting. Another strategy was to have the volunteer help 

promote the study by pointing out the poster at each dining center in the days preceding 

the data collection dates.

At approximately 10 a.m. on data collection days or at the program site 

coordinator’s direction, the study was explained and offered to the potential participants 

by the primary investigator. This included the reading of the informed consent document 

approved by UWM -  IRB protocols, if requested. It took approximately five to ten 

minutes to explain and conduct the study to those who were interested in participating 

during their meal time or during established center activities.

Procedures

Training o f Data Collectors for Participant Recruitment

Data collectors were to be UWM College of Nursing Graduate Students and 

Registered Nurses. Data collectors were trained in data collection procedures to maintain 

consistency in recruitment of participants and ensure integrity in data collection methods 

and protocols. Training sessions were held with the data collectors prior to data collection 

and included explanations of protocols, procedures, how to conduct feedback sessions, 

and how to record field notes. The data collectors did not show up for dates that they 

were scheduled and all data collection was done by the Primary Investigator. Data 

collectors would have read the information letter and the following script to the 

participants:

“I am a Registered Nurse working with the UWM College of Nursing, my 
name is ....We are conducting a study to see how a questionnaire shows 
how people feel about their general health and how people feel about their 
health competence or ability to manage their health. If you agree to 
participate, you will be asked to fill out a questionnaire and tell me what 
you think about the questionnaire after you are done completing it. This
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questionnaire will take about 10 minutes to complete. You will be one of 
approximately 120 people who will be asked to complete this 
questionnaire. We may come back and ask you to complete another 
questionnaire again. This study will take place during 2006. By 
completing this questionnaire, you are giving your consent to participate.
The questionnaire is anonymous and confidential. Please do not put your 
name anywhere on this paper. The results of this study will be shared with 
the teacher and may be published in a professional journal as group 
information. There are no known risks or benefits associated with 
completing this questionnaire and you do not have to do it. You can stop 
filling out the questionnaire at any time. There is no penalty for not 
completing the questionnaire and it will not affect your meal service in 
any way. If you feel distressed when thinking about your health as you 
complete this questionnaire, you may talk to me about it. Thank you for 
your help.”

Training o f Data Collectors

Data collector training included a review of all research protocols and data

collection methods, including scripts used for recruitment and feedback. The training of

data collectors included presentation of information, explanation of protocols and

procedures, practice sessions, and role playing with critique prior to interaction with

potential subjects.

Data collectors were trained in feedback sessions and the use of field notes. 

Emphasis in training procedures focused upon respect of each individual and the integrity 

of the research process. Data collectors were instructed to encourage participation 

without coercion. The purpose of the feedback session was to obtain individual opinions 

about the measurement tool and record observations. Data collectors were trained and 

coached to gather information without expression of opinions to maintain objectivity in 

the process of data collection. Feedback sessions followed a prepared script of questions 

to ask of participants which are discussed in other sections of this paper. Feed back
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sessions focused upon recording opinions expressed by the participants about the tool and 

the process of data collection.

Field notes were organized to attempt to limit the potential for response bias to 

ensure inter-rater reliability of the data collectors. This added a qualitative perspective to 

understand concepts related to health management ability of a hard to reach population. 

Limitations of the data collection process were potential observer biases in the 

categorization of responses through the halo effect, error of leniency, and the error of 

severity (Polit & Hungler, 1999). Field notes were organized to include the following 

categorizations: Refusal rates (1), Reasons for refusal (2), and Notations of which 

instruments were read to participants for completion (3). Field notes about specific items 

on the PHCS which were identified during the think aloud feedback sessions were 

recorded by marking which words (4) or items (5) were identified by the data collectors 

as the opinions were expressed by the participants. Observational field notes made by the 

data collectors were categorized by the following: physical setting (6), participants (7), 

interactions (8), and personal feelings (9). Notes in some categories (2 ,6 -9 )  were 

recorded by the data collectors after data collection was completed for each site during an 

evaluation meeting of the data collection process. A log was kept of field notes for each 

site by the primary researcher without any identifying information of subjects.

Data Collection and Respect for Participants

Participation was voluntary. The data collector approached potential participants 

within the dining centers. The explanation of the study was read from a script to maintain 

consistency in procedures at each site. The data collector offered to read the questionnaire 

and assist in marking the tool for the individual to avoid any embarrassment to
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individuals if they had difficulty reading or writing for any reason. An informational 

letter/informed consent page was distributed along with the instrument to all those 

present who wished to participate. A pencil was provided with the instrument and 

participants were encouraged to keep the pencil if they desired. Those who choose to 

participate were given a gift of a small candy bar as thanks for their participation as they 

completed and returned their questionnaire. An additional incentive to participate 

included offering all subjects who participated a ticket to be entered into a raffle/drawing 

for a $25 gift certificate to a local store (Walgreens or Pic N Save).

Data collection from participants occurred in small groups or individually 

throughout the dining center. Small groups between two to eight and grouped by the 

tables and chairs set within each dining center. During pilot studies conducted in the 

dining centers, the researcher observed that the participants enjoyed sitting one to one 

with the data collector and were appreciative of the offer to read the tool and assist with 

the marking of the responses. Additionally, the small group methodology facilitated the 

opportunity for the participants to discuss their health if they requested while completing 

the questionnaire, as delineated in the informational letter.

Establishing reliability and validity of a measurement tool requires the respect for 

each individual and his or her opinion about both the tool and the research process 

(Shortridge-Baggett (2001). Successful data collection process focused upon the 

interaction of the nurse with each participant because the nurse approaches individuals 

and small groups to obtain their opinion about their health with the questionnaire and 

nurses are professionals who are trusted within the community (Polit & Hungler, 1999).
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Personal contact with participants usually results in a greater rate of participation, 

especially with RN’s who are more likely “trusted” by the elderly.

Collection of completed instruments from participants occurred in an organized 

manner. Because the data collection occurred in small groups or individually with data 

collectors, the procedures to obtain complete data was facilitated. As each of the 

participants completed and returned the questionnaire, the questionnaires were reviewed 

and subjects were asked to complete any missing data. As each participant returned his or 

her PHCS and PHSS, the data collector reviewed them for completeness of each of the 

items and demographics. If a participant did not complete something on the tool, they 

were asked if they could complete the tool. This resulted in limited missing data on the 

measurement tools. Participants were then provided with a gift of candy bar for their 

participation, thanked individually, and invited them to participate in an immediate 

feedback session about the tool. The gift for participation was discussed prior to selection 

with the site supervisor to ensure acceptability to the group.

To encourage participation in data collection and in the feedback and discussion 

of the instrument, all participants were offered the chance to be entered into a 

raffle/drawing to win a 25 dollar gift certificate to a local store (Pic N Save or 

Walgreens). Each person was offered a two part ticket with individual numbering system 

and one portion of the ticket was entered into a drawing for the gift certificate at the 

conclusion of the data collection session at an established time estimated to be 1:00 p.m. 

An additional incentive to participate was the drawing of a raffle ticket every hour to 

encourage awareness of the study and promote participation. The ticket number was read 

aloud. The people were present and they took the certificate at that time. In the event that
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the person was no longer present, the protocol was in place to post the winning ticket on 

the central bulletin board and the certificate would be available for the “winner” through 

the dining center liaison or supervisor at the central desk. This permitted confidentiality 

without identifying the name of the participant. Feedback session methodology and 

procedures for raffle/drawing were discussed with data collectors and dining center 

liaison prior to data collection. A total of 13 gift cards were given to the participants at 

the four sites used.

Confidentiality. This study was considered minimal risk and qualified for 

expedited review under category seven. This study investigated individual and group 

characteristics or behavior on perception of health competence employing survey 

methods and no identifying information was collected. The data is confidential between 

subjects and subjects were not permitted to read other participants survey tools. 

Appropriate Institutional Review Board approval was obtained with exempt status. The 

approval letter is included as Appendix D.

Measures to Encourage Participation and Feedback

The mechanisms to encourage the participants to provide feedback about their 

personal experience with the PHCS and PHSS focused upon respect for individuals and 

their cultural perspectives. According to Shortridge-Baggett (2001) an essential element 

of reliable measuring instruments is to recognize the cultural perspectives of the 

respondents and their opinions in interpretation of the questions. In a non-threatening 

manner, participants were asked their opinions individually or in the small groups to 

obtain feedback and to gather information to see if they had difficulty with any questions 

or if they had suggestions for making the tool easier to use or understand for others.
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The method that was used to obtain feedback about the instrument was the 

individual and small group method which provided an immediate focused discussion or 

dialogue as each individual completed their questionnaire/tool. The method used during 

the focused feedback discussion was a think aloud method that provided a specific 

question about an item to encourage individuals to share what they felt or thought about 

the wording of the statement (K. Sawin, personal communication, September 2005). The 

questions were read by the researcher or data collector from a script to provide 

consistency in the questions used for feedback. Examples of questions included, “What 

did you think about the specific wording, ‘handle myself well with respect to my health’ 

in question one”, and “What did you think of when asked about ‘effective solutions’ in 

question three”, or “Was the word ‘health’ too general for you to feel comfortable 

answering all of these questions?” Notations of comments and feedback were recorded 

during the think aloud process by the data collector.

Potential Threats to Validity

Threats to internal validity for this study were the use of a convenience sample as 

opposed to a random sample and selection bias. While the target population was elderly 

African Americans, there were elderly Anglo Americans within the population. However, 

the dining sites were chosen because of the primary demographics of African Americans. 

Potential threats to this study were the external events that occur simultaneously; history 

and maturation, self-report, and the influence of the simple act of “testing” individuals 

(Polit & Hungler, 1999). Strategies to enhance participation included an explanation of 

the research benefit to both individuals and to society, an offer to provide a research
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summary. Participation was convenient and participants were ensured confidentiality of 

responses.

Data Management and Analysis 

Surveys were stored in a locked office during the study time to protect 

confidentiality. Analysis was performed using SPSS-PC for windows. Psychometric 

properties were evaluated for internal consistency using the alpha coefficient. For the 

reliability index, coefficient alpha, the closer the coefficient is to 1.00, the more reliable 

and stable the instrument.
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CHAPTER 4 

DATA ANALYSIS 

Introduction

Perception of one’s ability to manage health behaviors and outcomes is an 

important factor that influences health behavior and potentially health status. The purpose 

of this study is to examine the psychometric properties of the Perceived Health 

Competence Scale in a sample of elderly African Americans. A review of the literature 

identified no previous studies using the Perceived Health Competence Scale (PHCS) 

which included both male and female elderly African Americans (Elasy et al., 2000; 

Salyer et al., 2003; Marks & Lutgendorf, 1999).

In an effort to address the purpose of the study, two questions were asked: (1)

How does this sample of elderly African Americans view their health competence, (a) do 

they view the items as internally consistent and (b) what is the mean score on the PHCS 

in elderly African Americans? (2) Do observed scores of the Perceived Health 

Competence Scale differ by (a) age, (b) gender, or (c) perception of health status?

This chapter will present an explanation of the data analysis process and a 

descriptive narrative of the sample. A detailed description of the analysis of the Perceived 

Health Competence Scale will be presented with special attention to the internal 

consistency (Cronbach’s alpha) and the factor structure of the instrument. Finally, the 

findings related to the validity of the PHCS will be examined in relation to (a) age, (b) 

gender, and (c) individual perceptions of health using the Perceived Health Status Scale 

(PHSS). The analysis of the relationship of health status to health competence will 

include an evaluation of the reliability and internal consistency of the Perceived Health
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Status Scale (PHSS). The final section of this chapter presents the field note summaries 

collected by the researcher at the time of data collection. This includes participant 

perspectives of procedures, sample, and setting.

Data Analysis

Data were inspected for irregularities and checked as they were was entered into 

SPSS (Statistical Package Social Sciences). Data analysis included transformation and 

recoding of variables in both measurement scales. Specifically, in the Perceived Health 

Competence Scale items 1,2, 6, and 7 were reversed scored and in the Perceived Health 

Status Scale items 6, 7, and 8 were reversed scored. Subject scores for the PHCS and the 

PHSS scales will be reported separately.

Sample Characteristics

A convenience sample of elderly African Americans attending community dining 

centers was used for the study. The use of the non-probability sampling design was used 

to access a hard to reach, underserved, vulnerable population for study.

A total of 88 subjects met the eligibility criteria: over 65 years of age and African 

American. The ages of the eligible participants ranged from 65 to 96 years with a mean 

age of 75.18 years (SD = 6.72). The participants were 78.4% females (77= 69) and 21.6% 

males (N -  19).

Participants reported multiple chronic health problems (M= 2.11) chosen from a 

list of five health problems including diabetes (30%), congestive heart failure (16%), high 

blood pressure (82%), shortness of breath (18%), and arthritis (66%). Only one person 

reported no health problems. Thirty-five percent of the sample reported one health 

problem and 35% reported two health problems, 12.5% reported three health problems,
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11.4% reported four health problems, and 4.5% of the sample reported five health 

problems.

Item nine on the Perceived Health Status Scale (PHSS) asks for agreement with 

the statement, “I believe my overall health is as good as it can be”. Sixty eight percent of 

the participants (n = 60) agreed or strongly agreed with this statement. The percentage of 

participants who disagreed or strongly disagreed with this statement was 19.3% (n = 17) 

and 12.5% (n = 11) felt neutral about their health status being as good as it can be. 

Histogram analysis reveals that this sample is more likely to agree that their health is as 

good as it could be with a skewness index of 0.243.

Most individuals (data not delineated by race or ethnicity) 65 years of age and 

older usually have at least one chronic health condition according to the National 

Healthcare Disparities Report (AHRQ, 2005). Overall then, this was a relatively 

“healthy” sample as would be expected in community dwelling individuals coming to a 

dining center where health promotion activities are provided regularly. Generalizations to 

all elderly African American populations are made with caution because of the healthy 

sample within the study but provide useful information about the characteristics of the 

individuals in their perception of their health status.

It is known that elderly African Americans suffer from disparities in health status 

and health outcomes; however, little is known about individual perceptions of health 

from their perspective and few tools measure beliefs about health competence 

specifically in elderly African American populations. The data analysis that follows 

reports the psychometric properties of the Perceived Health Competence Scale (PHCS) in 

elderly African Americans in order to provide valuable information on the ability of this
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tool to describe individual perceptions of health competence in an at risk population.

This evidence of individual perceptions of health competence will facilitate the provision 

of effective and equitable health services for elderly African Americans.

Findings Research Question One:

Reliability and Factor Analysis of Perceived Health Competence Scale

Question 1 - How do elderly African Americans perceive their health competence?

1 (a) What is the reliability coefficient o f the PHCS in this sample o f elderly African 
Americans?

1 (b) What is the mean score on the PHCS in elderly African Americans?

Reliability

Cronbach’s alpha is a reliability coefficient that estimates the internal consistency 

of a measurement scale to ascertain whether all items are consistently measuring a 

construct, attribute, or psychological trait between subjects; an acceptable level is at least 

0.70 (Polit, 1996). The developers of the PHCS report reliability estimates of 0.89 and 

0.90 in a study of healthy college students, 0.85 in a study of university middle managers 

who were beginning a health promotion program with an average age of 43, and 0.82 and 

0.83 in a primarily female sample with rheumatoid arthritis; those with RA were an 

average age of 56 (Smith et al., 1995). Cronbach’s alpha for the Perceived Health 

Competence Scale (PHCS) total scale for this sample of elderly African Americans was 

0.65. This falls below the recommended acceptability reliability of coefficients 

recommended for an instrument to measure true individual differences (Nunnally, 1978; 

Polit, 1996; Polit & Hungler, 1999). Adequate reliability estimates alone do not
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guarantee that a measurement tool is measuring only one distinct construct especially in 

diverse populations (Elasy et al., 2000) and findings of this study indicate that the PHCS 

has not been determined to measures a single construct in this elderly African American 

population. The PHCS may be multidimensional as suggested by Bonetti and colleagues 

(Bonetti et al., 2001).

Factor Analysis o f Perceived Health Competence Scale

According to Smith et al., (1995) the Perceived Health Competence Scale 

measures both behavioral and outcome expectancies of health competence, but a separate 

factor structure is not reported in the development and testing of the tool. Likewise, other 

researchers have not reported alternative factor structures within the Perceived Health 

Competence Scale (Agazio et al., 2002; Arora et al., 2002; Christensen et al., 1996; Elasy 

et al., 2000; Kerr et al., 2002; Lyons & Forde, 2004; Marks & Lutgendorf, 1999; Salyer 

et al., 2003; Sinclair, 2001; Williams et al., 2002; Wolter et al., 2003; Yoon & Home,

2004). However, Bonetti (et al., 2001) reported the same two factor structure to the PHCS 

in a study with two different samples: a healthy college student group in Scotland and 

chronically ill persons using an outpatient clinic with chronic illnesses (of RA, MS, and 

CVA) in Scotland, Spain, and Ireland.

Analysis suggests that this sample of elderly African Americans did not perceive 

the Perceived Health Competence Scale as one construct, thus an exploratory factor 

analysis was performed for the eight-item Perceived Health Competence Scale tool. Two 

factors emerged using factor extraction criteria of Eigenvalues greater than 1.00: 60.97% 

cumulative total variance was explained using Principal Component Analysis with 

Varimax Kaiser Normalization. Greater than fifty percent cumulative explained variance
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is considered “excellent” in factor analysis (Tabachnick & Fidell, 2001, p. 625). The 

component loadings for the Perceived Health Competence Scale are presented in Table 1, 

separating the two subscale components PHC-Behaviors and PHC-Outcomes. Item 

numbers (1-8) are included and “r” is used to denote the items that were reversed scored. 

Two subscale components a) PHC-Behaviors and b) PHC-Outcomes are identified.

For the two components that emerged, Component 1 which included verbs about 

doing or the general ability to behave in health matters a certain way, was named the 

PHC-Behaviors Subscale. Component 2 which included verbs about how things work out 

and the ability to get overall health goals to turn out was named the PHC-Outcomes 

Subscale. These names were chosen by this researcher based upon the conceptual model 

of the Perceived Health Competence Scale. The Perceived Health Competence Scale uses 

self efficacy beliefs as a perception of control over both ability to perform behaviors and 

to achieve outcomes or goals related to health (Smith et al., 1995).
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Table 1 Component Loadings for PHCS Sub-scales

Item number Item description/statement Factor loading

Component 1 PHC-Behaviors

PHCS3 I handle myself well with respect to my 
health

0.722

PHCS4 I am able to do things for my health as well 
as most other people

0.863

PHCS5 I succeed in the projects I undertake to 
improve my health

0.753

PHCS8 I’m generally able to accomplish my goals 
with respect to my health

0.699

Component 2 PHC-Outcomes

rPHCSl It is difficult for me to find effective solutions 
for my health problem that come my way

0.870

rPHCS2 I find efforts to change things I don’t like 
about my health are ineffective

0.640

rPHCS6 Typically, my plans for my health don’t work 
out well

0.827

rPHCS7 No matter how hard I try, my health doesn’t 
turn out the way I would like

0.805

PHCS-subscale Factor 1: PHC-Behaviors Subscale. Factor analysis of the scores 

on the Perceived Health Competence Scale (PHCS) revealed a subscale (Factor 1) that 

included four items in the PHCS (Items 3,4, 5, 8). These four items, all statements about 

health competence in behaviors comprise the PHC-Behaviors Subscale. The four items 

are: (Item 3) I handle myself well with respect to my health. (Item 4) I am able to do 

things for my health as well as most other people. (Item 5) I succeed in the project I
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undertake to improve my health. (Item 8) I’m generally able to accomplish my goals with 

respect to my health. Reliability of this subscale was 0.754, scores ranged from 4.00 to

20.00. The mean score for participants on this subscale was 15.95 (SD = 2.20). 

PHCS-subscale Factor 2: PHC-Outcomes Subscale. Factor analysis of the scores

of PHCS revealed a subscale (Factor 2) that included four items in the PHCS (Items 1, 2, 

6,7) called PHC-Outcomes Subscale. These items were all reverse scored because they 

were negatively worded items. The four items, all statements on expectations about 

overall achieving desired general health competence in outcomes, comprise the PHC- 

Outcomes Subscale. The four items are: (Item 1) It is difficult for me to find effective 

solutions for my health problems that come my way. (Item 2) I find efforts to change 

things I don’t like about my health are ineffective. (Item 6) Typically, my plans for my 

health don’t work out well. (Item 7) No matter how hard I try, my health doesn’t turn out 

he way I would like. Reliability of this subscale was 0.793. Scores ranged from 6.00 to

20.00. The mean score for participants on this subscale was 12.38 (SD -  3.45).

Summary o f Reliability o f the PHCS

The factor analysis of responses for this elderly African American sample 

identified two subscales with sufficient reliability indices to facilitates the measurement 

of complex and multidimensional concepts for this at risk population. Cronbach’s alpha 

of the subscales measuring individual perception of competence about ability to achieve 

desired health outcomes is 0.79 with a mean score of 12.38 (SD = 3.45) and ability to 

perform desired behaviors is 0.75 with a mean score of 15.94 (SD = 2.20). This 

represents an internally consistent measure of competency beliefs about both behaviors 

and outcomes in elderly African American populations. The ability to measure and
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quantify individual efficacy beliefs to achieve outcomes and perform behaviors could 

prove beneficial in planning individualized health care services to this population. To 

validate the observed scores of the PHCS subscale measurement tool, the influences of 

age, gender, and health status will be presented next.

Research Question Two: Are observed group differences in scores of PHCS dependent

upon characteristics of age, gender, or perception of health status?

Findings Research Question Two (a): The Influence of Age

Question 2 (a) - What is the relationship between PHCS scores and age in elderly

African American populations?

Hypothesis -  PHCS score will vary in relation to age in elderly African American 
populations. Individuals who are "older” will score lower on PHC.

Age

Age is a predisposing population characteristic which influences health behaviors 

and health outcomes according to the conceptual framework which guides this study 

(Gleberg et al., 2000). The subjects were assigned into four age groupings for analysis. 

The age groupings for all analysis were 65-70, 71-75, 76-80, and 81 and older. The group 

assignments met adequate sampling distribution criteria by age. Specifically, group one 

was 65-70 y/o (n = 24), group two was 71-75 y/o {n = 27), group three was 76-80 y/o (n 

= 21), and group four was 81 y/o and older (n = 14).

The two separate subscales of PHCS-Outcomes Subscale and PHCS-Behaviors 

Subscale were used for this analysis of variance in Perception of Health Competence 

Scale (PHCS) scores after the factor analysis revealed the two subscales for the PHCS.
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The scale scores for both subscales of PHC-Behaviors and PHC-Outcomes were analyzed 

using a one-way ANOVA.

Subscale o f PHC-Outcomes Subscale. Perception of health competence about 

outcomes (PHC-Outcomes) was measured on a scale in which higher scores reflect 

higher perceptions of competence about outcomes. The PHC-Outcomes scale mean 

scores of elderly African Americans were compared using a one-way ANOVA. No 

statistically significant difference was found

(F (3,82) = 1.59,p  > .05). The PHC-Outcomes scores did not differ significantly based 

upon age.

Subscale o f PHC-Behaviors Subscale. Perception of health competence about 

behaviors (PHC-Behaviors) was measured on a scale in which higher scores reflect 

higher perceptions of competence about behaviors. The PHC-Behaviors Subscale mean 

scores of elderly African Americans were compared using a one-way ANOVA. No 

statistically significant difference was found

(F  (3,82) = 1.06,p>  .05). The PHC-Behaviors scores did not differ significantly based 

upon age.

There were no differences in Perception of Health Competence Scale scores for 

either subscales of PHC-Outcomes and PHC-Behaviors based upon the age groupings 

among this elderly population. In this sample of elderly African Americans, age does not 

influence perceptions of health competence to manage outcomes or behaviors.

Limitations for Analysis o f Age Related Differences

The study design used a site based convenience sample. Statistical analysis with 

ANOVA is robust with two other potential violations of assumptions of normal
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distribution and equal variance (Polit, 1996). Levene’s statistic for homogeneity of 

variance for both PHC-Outcomes and PHC-Behaviors were not significant for either 

analysisp  -  .753 andp  -  . 120, respectively (Polit, 1996).

Findings Research Question Two (b): The Influence of Gender

Question 2 (b) - What is the relationship between PHCS scores and gender in elderly

African American populations?

Hypothesis -  PHCS scores will vary in relation to gender in elderly African 
Americans. Women will score higher on PHCS when compared to men.

PHC-Outcomes and Gender Related Differences

Gender is a predisposing population characteristic according to the conceptual

framework that guides this study. Gender is thought to influence health behaviors and

health outcomes (Gelberg et al., 2000). An independent-samples t test comparing the

mean scores of the males and females found a statistically significant difference between

the mean scores of PHC-Outcomes Subscale between the genders (/(84) = -2.45, p  < .05).

The mean PHC-Outcomes Subscale score was statistically significantly higher

(m = 12.84, SD = 3.38) for the women than the mean PHC-Outcomes Subscale score for

the men (m = 10.67, SD = 3.24) indicating that elderly African American women feel

more competent about their ability to manage or achieve health outcomes than elderly

African American men. Table 2 presents the Perceived Health Competence Scale

subscale means, standard deviations, and sample sizes.

PHC-Behaviors and Gender Related Differences

An independent-samples t test comparing the mean scores of the males and

females in PHC-Behaviors was calculated. The mean PHC-Behaviors score for the men
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(m = 16.11, SD = 2.37) was not significantly different from the mean PHC-Behaviors 

score of the women (m = 15.89, SD = 2.16). While inferences, generalizations, and 

judgments about the findings must be made with caution because of the dissimilar sizes 

of the two groups, no statistically significant difference was found (/(84) = 0.365, p  > 

.05). Table 2 presents the Perceived Health Competence Scale subscale (PHC-Outcomes 

and PHC-Behaviors) means, standard deviations, and sample sizes between genders.

Table 2 t-test Between Genders using PHC-Subscales

M SD n

Subscale PHC-Outcomes

PHC-Outcomes males 10.67 3.24 18.00

PHC-Outcomes females * 12.84 3.38 68.00

Subscale PHC-Behaviors

PHC-Behaviors males 16.11 3.27 18.00

PHC-Behaviors females 15.90 2.17 68.00

*p<0.50
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Findings Research Question Two (c): The Influence of Health Status

Question 2 (c) - What is the relationship between PHCS scores and perception o f health

status in elderly African American populations?

Hypothesis -  PHCS score will vary in relation to perception o f health status in 
elderly African American populations. Individuals who perceive their health 
status to be “poor” will score lower on PHCS.

Reliability and Factor Analysis o f Perceived Health Status Scale

An eight item Perceived Health Status Scale (PHSS) was developed by the

researcher for this study to assess two concepts that influence individual perceptions of

health status. These two influences are populations characteristics that (1) enable an

individual to access health services and (2) that explain perceived need for health services

using individual perceptions of health.

Data were analyzed to determine the reliability of the Perceived Health Status

Scale. In this sample of elderly African Americans Cronbach’s alpha for the Perceived

Health Status Scale (PHSS) total scale was 0.654. This falls below the recommended

acceptable reliability of coefficients (0.70) recommended for an instrument to measure

true individual differences (Nunnally, 1978; Polit, 1996; Polit & Hungler, 1999). Thus,

this sample does not perceive the items on the PHSS as assessing one single construct.

The Perceived Health Status Scale was developed and piloted in a similar setting with

similar participants and the reliability of the eight item scale was 0.71, during the pilot

study.

Analysis suggests that this sample of elderly African Americans did not perceive 

the Perceived Health Status Scale developed by the researcher as one construct, thus an 

exploratory factor analysis was performed for the eight-item PHSS tool. Two factors
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emerged using factor extraction of Eigenvalues greater than 1.00: 59.06% cumulative 

total variance was explained using Varimax rotation and Kaiser Normalization. Greater 

than fifty percent cumulative explained variance is considered “excellent” in factor 

analysis (Tabachnick & Fidell, 2001, p. 625). There were no violations of assumptions in 

the factor analysis with Varimax rotation and Kaiser Normalization (Tabachnick &

Fidell, 2001).

The component loadings for the Perceived Health Status Scale (PHSS) are 

presented in Table 3 separating the two subscale components, PHSS-access and PHSS- 

health. The PHSS item number (1-8) are included and V ’ denotes the items that were 

reverse scored. Factor loadings for the two subscales of the PHSS ranged from very good 

to excellent. The following discussion explains the items in each of the two subscales.

Component 1 PHSS-Access Subscale included items about perceptions of ability 

to access health services and was named “PHSS-Access Subscale”. Component 2 

included items about perceptions of recent health status and was named “PHSS-Health 

Subscale”. In this study, PHSS scale construction used two population characteristics: 1) 

enabling resources to access health services and 2) perception of health or perceived need 

according to the Behavioral Model for Vulnerable Populations that guided this study 

(Gelberg et al., 2000).
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Table 3 PHSS Component Loadings for Sub-scales

Item number Item description/statement Factor loading

Component 1 PHSS-Access

PHSS1 I feel comfortable calling my provider 0.814

PHSS2 When I feel I need to see my provider I can 
usually get in to my provider at a time that is 
easy for me

0.724

PHSS3 I have a regular place to go to get health care 
when I need to like a doctor's office or clinic

0.767

PHSS4 I have people who can help me, like family or 
friends, when I need to get to the doctor or 
clinic to see my health care provider

0.760

PHSS5 I know how to get appointments for visits or 
tests for my health when I need to

0.799

Component 2 PHSS-Health

rPHSS6 During this past year, I feel my health has 
gotten worse

0.692

rPHSS7 I do not feel that I am as healthy as I could be 0.656

rPHSS8 In the past 2 months, I have not been able to 
do the things I wanted to do because of my 
health

0.851
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PHSS-Access Subscale from Perceived Health Status Scale. The first factor 

(PHSS-Access Subscale) represents individual perceptions of “enabling” population 

characteristics of personal or family resources to access health services and the perceived 

barriers to health care such as social support and transportation to get to see health care 

providers. The first factor named PHS-Access Subscale is measured with PHSS items (1, 

2, 3, 4, and 5) listed in Table 3. Reliability of this factor is 0.810 and the mean score of 

this subscale was 20.15 (SD = 3.33).

PHS-Health Subscale from Perceived Health Status Scale. The second factor 

PHS-Health Subscale represents an individual’s perceptions of health or of “need” for 

health care. This is a population characteristic represents the evaluated health status of the 

individual, and his or her perception of his or her health status (Gelberg et al., 2000). This 

second factor, PHS-Health Subscale is measured with three PHSS items (6, 7, and 8) and 

these items all were reverse scored. The three items in the PHS-Health Subscale from the 

PHSS are statements about perceptions of health status. Item 6 states, “During this past 

year, I feel my health has gotten worse”, Item 7 states, “I do not feel that I am as healthy 

as I could be”, and Item 8 states, “In the past two months, I have not been able to do the 

things I wanted to do because of my health problems”.

Reliability of this second factor PHS-Health Subscale is 0.620 and the mean score 

of this subscale was 8.92 (SD = 2.58). Reliability for PHS-Health Subscale falls below 

the recommended acceptability reliability of coefficients recommended for an instrument 

to measure true individual differences (Nunnally, 1978; Polit, 1996; Polit & Hungler, 

1999). Reliability of the subscale was not improved by deleting any of the three items in 

this scale. The inadequate reliability of the health measure from the Perceived Health
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Status Scale (PHSS) limits analysis of the influence of health status and deleting items 

did not achieve adequate reliability (Tabachnick & Fidell, 2001). The low reliability 

index of the PHSS perceived health status measure is a limitation of the study and 

provides evidence that scales with reverse item wording have the potential to provide an 

inconsistent measure of a construct. The PHSS subscale health status measure was not 

used to evaluate relationships between health status and the Perceived Health 

Competence Scale scores because of the inadequate reliability in analysis.

Perceived Health Status Scale Overall Health Measure(Item 9)

One additional item to measure perception of individual health status on the 

Perceived Health Status Scale augments analysis of health status. Item nine on the 

Perceived Health Status Scale (PHSS) asks for agreement with the statement, “I believe 

my overall health is as good as it can be”. Analysis revealed that 68.2% (n = 60) of the 

sample agreed or strongly agreed with this statement indicating that, overall, the 

participants have a positive sense of individual health. The percentage of participants 

who disagreed or strongly disagreed with this statement was 19.3% (n = 17) and those 

who felt neutral about their health being as good as it can be were 12.5% (n = 11). This 

item (item nine) on the Perceived Health Status Scale was used to evaluate relationships 

between health status and Perceived Health Competence Scale scores. Item nine is the 

measure of overall health used in analysis.

Significant Relationships in Variables 

Pearson product-moment correlations and /-tests between genders were conducted 

revealing two statistically significant variable correlations in this sample of elderly 

African Americans. The two statistically significant correlations are (1) overall measure
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of health which asks for level of agreement with the statement “I believe my overall 

health is as good as it can be” and competency beliefs about behaviors (PHC-Behaviors 

Subscales) and (2) perceptions of ability to access needed health services and competency 

beliefs about behaviors (PHC-Behaviors Subscale).

Overall Measure o f Health and PHC-Behaviors Subscale (Correlation)

A Pearson correlation coefficient was calculated to explore the relationship 

between elderly African Americans perceptions of competence to perform health 

behaviors (PHC-Behaviors Subscale) and overall perception of health status using item 9 

on the Perceived Health Status Scale (PHSS). Item 9 asks for agreement with the 

statement, “I believe my overall health is as good as it can be”. A moderate positive 

correlation was found with these two variables (r (84) = .27, p = .01); that is, those who 

felt their “health was as good as it could be” were more likely to feel competent in their 

perception of their ability to perform desired health behaviors. The better an individual 

felt about his or her health status, the more competent they felt about his or her ability to 

perform desired health behaviors.

Independent-samples /-test between genders did not find a significant difference 

in overall perception of individual health status. An independent-samples /-test was 

calculated comparing the mean score of overall health perceptions between genders and 

no significant difference was found (/(86) = -0.413, p  >.05). The mean score of 

perception of health for males (m -  2.42, SD = .90) was not significantly different from 

the mean of females (m = 2.50, SD = .77).
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PHC-Behaviors Subscale and Access (Correlation)

A Pearson correlation coefficient revealed a relationship between elderly African 

Americans PHC-Behaviors Subscale and PHS-Access Subscale. A moderately strong 

positive correlation was found (r (83) = .51, p  < .01) in this sample of elderly African 

Americans. Those who scored high on perception of competence about health behaviors 

also scored high on perception of ability to access needed health cares services.

Independent-samples /-test between genders did not find a significant difference 

in perceptions of ability to access health services in this sample. No significant difference 

was found with the PHS-Access Subscale score between the genders (/(85) = .868,/? > 

.05). The mean PHS-Access Subscale score of the males (m = 20.73, SD = 2.66) was not 

significantly different from the mean PHS-Access Subscale score of the females (m = 

19.98, SD = 3.49). There is not a statistically significant difference in perception of 

access to health care between the genders in this elderly African American sample. 

Reporting the Influence ofHealth Status on Perceptions o f Health Competence

Research Question Two (c). The Perceived Health Status Scale did not meet the 

recommended acceptable level of reliability to measure the construct of health in this 

study and cannot be used to measure health status nor statistically validate the 

relationship between health status and health competence beliefs in this sample of elderly 

African Americans. There are significant findings to validate the concept of health status 

overall using item 9 on the Perceived Health Status Scale to evaluate relationships within 

this elderly African American sample, their perceptions of ability to access health 

services, and competency beliefs about ability to perform health behaviors. However, in 

this sample of elderly African Americans, there is no difference between genders in
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perception of ability to access health services or perception of overall health status. The 

only gender difference in this sample of elderly African Americans is for women and 

their perception of competence to achieve desired health outcomes.

There is a moderately strong correlation between individual perceptions of ability 

to access needed health services and beliefs about ability to perform desired health 

behaviors (PHC-Behaviors Subscale). Additionally, there is a moderate correlation 

between competency beliefs about health behaviors and perception of overall health 

status. Those who feel their health is as good as it can be or feel they can access health 

services feel competent about their ability to perform health behaviors. The presentation 

of the field notes obtained during the data collection follows and Chapter five presents 

the discussion of the findings and limitations of the study.

Field Notes

The information gathered through recording of field notes provides data to 

supplement interpretation of the statistical analysis about a particular construct in a 

diverse population (Gonzalez-Calvo et al., 1997). They can add valuable information 

that contributes to understanding the distinctive attributes of a population at risk and 

clarifies individual perspectives of competency beliefs. Field notes provide unique 

information and evidence of measurement adequacy in the measurement of the complex 

attribute of efficacy beliefs in health management with the PHCS (Foley et al., 2002).

The field note guide developed by the researcher provided a qualitative method of 

analysis to understand the individual perspective within a population that is often 

difficulty to recruit in research studies. More so, the field notes allowed the recording of 

individual personal feelings, observations about the physical setting, and observations
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about the interactions within the dining centers. The field note guide was organized to 

allow check marks to be made easily for recording frequency of refusals, items and words 

identified as “difficult” by participants during data collection and were carried throughout 

the dining centers with the instruments.

Field notes were completed by the researcher during data collection process for 

the first five components on the field note outline: (1) Refusal rates using tally marks (2) 

Reason for refusal writing statements given, (3) Number of instruments read to 

participants, through the use of differently formatted tools, (4) Specific words on each 

PHCS identified as problematic for participants by listing the words, and (5) Specific 

items on the PHCS identified as problematic for participants recorded by tally marks. The 

remaining four components about: (6) Physical setting, (7) Participant characteristics, (8) 

interactions, and (9) Personal feelings were recorded within 24 hours after data collection 

at each site. Data collection methods were consistent between sites and there were no 

deviations from the approved protocol. Field notes were reviewed from the four data 

collection sites and common themes identified.

Data Collection Process

Two data collectors were trained in methods of data collection using the format 

outlined in Chapter 3; however, the data collection was done entirely by the researcher 

because the data collectors did not show up at the sites as scheduled. Successful data 

collection depended upon a protocol of one to one interactions with the potential 

participants; while having more data collectors would have enhanced the feedback 

process and facilitated individual discussions about the tool; the format of the field note 

recordings easily facilitated capturing frequency counts of individuals, words, and items
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and the process was not compromised. The data collection process focused upon the data 

collector walking around with the supplies in a basket to allow movement from table to 

table and group to group. This process of data collection emphasized the one to one and 

small group method of distribution of measures. The time of data collections remained 

consistent between sites, beginning at approximately 10:00 a.m. and going through 12:30 

p.m. at the larger dining centers. Subjects were not asked to complete the questionnaire 

while they were eating their meal.

The four data collection sites provided a sample of 88 elderly African Americans. 

The preliminary groundwork included a personal meeting between the investigator and 

each individual site meal coordinator that was instrumental in facilitating access to a very 

hard to reach population. The time spent to establish a trusting relationship between the 

investigator and the individual meal site coordinator cannot be underestimated in this 

research protocol.

Field Notes by Categories (1-9)

(1) Number o f refusals presented in Table 4.

Table 4 Number of Refusals by Site

Site N Refusals

One 82 6

Two 13 1

Three 25 2

Four 34 12
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(2) Reasons given for refusals. An information letter was available and offered to 

all potential subjects. All those who refused to participate were offered to have the 

instrument read to them with the use of a show card, and the raffle ticket for a $25 gift 

card was explained. This offer and explanation was given only one time to avoid a 

coercive environment and respect autonomy in the decision to not participate.

The reasons given for refusal were consistent between sites. Most often responses 

were simply, “I don’t want to”. Some other reasons for refusal included the following, 

“My daughter does all of my papers,” “I just was at the doctor and everything is fine,” I 

will not get any better from it,” “I get all of my care at the doctor at the VA and it will not 

help me at all to do it,” and, “I am busy”.

Site 4 had a higher rate of refusal most likely due to the data collector going to the 

upstairs level of the dining center where there were activities and offering the opportunity 

to participate in the study to the individuals. There were primarily men upstairs, at a pool 

table and at a table playing cards; 10 of the refusals were from this group of men who 

may have felt some peer pressure to not participate.

(3) Instruments read to participants. Approximately ten percent of the 

instruments were read to participants and a show card was used. The show card is a 

method of data collection that facilitates responses with closed ended questions to allow 

the participant ease in responding to the questions or statements (Polit & Hungler, 1999). 

The show card for this study had the response choices listed with both large numbers and 

the range o f  responses o f  “Strongly Agree to Strongly Disagree” delineated for the 

participant. The show card was explained to those who used it. Those who used the show 

card, held it in their hands in front of them. Some individuals used a pencil to point to the
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response choices on the show card. The show card did enhance data collection for those 

who were not able to read and mark their own instrument.

The data collection process used a separate format for the instruments that were 

read to participants by the use of a different colored data collection tool to allow 

monitoring of frequency of the instruments that were read to participants. The offer to 

read the instrument and the use of a show card enhanced participation. When the show 

card was offered and when the offer was made to read the instrument, few people 

refused. They seemed to enjoy the attention from the data collector who sat with them 

and read the instrument with them.

During data collection, if the potential participant declined to participate, the 

protocol suggested strategies to enhance participation without coercion. The protocol 

suggested that researcher would offer to read the instrument to the participant, offer a 

show card, and remind them of the incentive to participate. The incentive was to be 

entered into a drawing to possibly “win” a ($25) gift card to a local grocery store.

The offer to read the instrument and mark the responses for the individual was 

made individually or in the small groupings of two or three people once after the short 

explanation of the study this process did seem to avoid embarrassment and demonstrated 

respect to the individual and allow them to refuse. The instruments were read to 

participants using the show card if they requested it before the researcher offered. This 

usually occurred as a participant saw the researcher reading and marking the instrument 

for others and came to the researcher and said they wanted to participate if the instrument 

could be read to them.
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Additional strategies used to enhance participation included the researcher 

responding to questions from the participant about why they should participate by stating 

that there were no questions about educational status or income level and that the 

information would help health care providers to know how individuals felt about their 

general health and how they felt about taking care of their health. An informational letter 

(informed consent document) was available on the announcement or posting of the study 

in the dining center, offered to each participant, and available on the tables within the 

dining center. The data collector thanked all individuals immediately whether they 

completed the instrument or not and offered a small piece of candy. These strategies 

proved very effective in securing participation.

(4) Specific individual words on PHCS identified as problematic for participants. 

There were no notations on the field notes of specific words within the PHCS that were 

problematic, however, specific items that were identified as problematic are listed in 

Table 5.

(5) Specific items on the PHCS identified as “problematic” for participants.

Table 5 Items on PHCS Identified as Problematic

PHCS PHCS PHCS PHCS PHCS PHCS PHCS PHCS 
Item 1 2 3 4 5 6 7 8

Frequency 5 4 0 1 2 2 1 1

As shown with Table 5, items one and two were most often identified as 

“problematic” for the participants. Of those who had the instrument read to them in data 

collection, they asked for the first and second items to be read up to three times before
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they were able to indicate their response. This difficulty was potentially due to the 

negative wording of these items in the PHCS. Item 1 states “I handle myself well with 

respect to my health”, Item 2 states “No matter how hard I try, my health just doesn’t turn 

out the way I would like”, Item 6 states “I find efforts to change things I don’t like about 

my health are ineffective”, and Item 7 states “Typically, my plans for my health don’t 

work out well”. Alternatively, it could have been that after responding to the first two 

negatively worded items, items 3, 4, and 5 were not negatively worded and that the 

subjects became familiar with the type of statements presented and felt more comfortable 

with the response formats of agreement or disagreement with the statement. It appeared 

that individual participants felt the negative wording was difficult by observation of facial 

expression and the statement was read again, the participants felt assured they were 

answering the item appropriately as they intended only after the item was read two or 

perhaps three times.

(6) Administrative information -  physical setting. One site with a large response 

rate had the researcher set up at the table where the Parish Nurse would usually sit to take 

BP readings for the center. This seemed to facilitate data collection. It appeared that the 

participants knew that there was usually a trusted nurse sitting at that spot. In addition to 

the location of the data collection at the trusted space of the Parish Nurse, this particular 

site had announcements over the speaker system made by the coordinator or assistant at 

the meal site. These announcements served to encourage participation by reminding 

people to complete the questionnaire and reminding o f  the potential to win in the raffle 

for the gift cards.
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This site seemed to have the greatest “control” over activities that were brought 

into the center. This was evidenced by the coordinator for the site choosing the best day 

for data collection for the researcher to avoid conflicting with any other programming 

scheduled for the site. This site has a cultural norm of only allowing one activity per day 

because they do not want their seniors to have to choose which “program” and they did 

not want to “overwhelm” their seniors. This was the largest data collection site used and 

usually serves 75 meals each day.

The use of a liaison within the site that promoted the study enhanced participation 

rates. This site was the most difficult to gain entry because of scheduling criteria for 

outside programs which was established by the dining center coordinator. Two other 

smaller data collection sites also coordinated data collection dates to promote the greatest 

participation without having more than one program occurring at the site.

In one of the larger sites (site 1), data collection occurred at the Parish Nurse table 

within the main large hall and participants lined up and waited to be given the instrument. 

To facilitate feedback at the larger site, instruments were collected from the participants 

privately, one by one. As each participant retuned the instrument, each item was reviewed 

to attempt to eliminate missing data and promote the opportunity to ask if any of the 

specific items or words in items “seemed to be difficult” or “were confusing to answer”. 

The usual responses were “no, not really” and if asked specifically about an item on the 

PHCS that was incomplete, the response was “Oh, I just missed that one”. The 

participants seemed to want to get their “ticket” for the drawing/raffle for the gift 

certificate. This methodology was especially helpful if items were found to be incomplete
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because the researcher then read the missing item to the participant to facilitate the one to 

one interaction to complete the tool and gave an opportunity to promote feedback.

The physical setting of the data collection process at the smaller sites was 

different because I noticed that the individual meal site coordinators for this study often 

knew each person who came to the meal site by name. In three of the four meal sites, the 

liaison introduced the researcher to the potential participants and promoted participation 

in data collection by completing the questionnaire for themselves. One site provided 

coffee and cookies to promote the research study while another site used the speaker 

system to announce the study and the winning numbers for the “drawing” of the gift card 

during data collection. One meal site coordinator suggested that the “drawing” of the gift 

card incentive be done every hour during data collection to promote continued interest 

and participation; this protocol was followed at all data collection sites so there was more 

than one opportunity to receive a gift card.

(7) Characteristics o f the sample participants. Data was collected at an elderly 

urban community activity center and the participants were able to get to the centers for 

meals and activities. All who participated were pleasant and seemed to enjoy the one to 

one data collection process and interaction with the nurse. The data collection methods 

focused upon using a professional who is more likely to be trusted, appeared to be 

interested in listening to what the participants wanted to say and to talk about the 

weather, the food, and health in general. Again, I believe the trusted coordinators of 

meals at each site enhanced data collection processes through their presence and 

acceptance of the researcher or the candy and raffle prize.
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The smaller settings (two of four) seemed to have a greater sense of community of 

care within the settings; all knew each other by name and followed a routine during the 

mealtime. The routine at one smaller center consisted of individuals “setting a space” and 

of setting the table with regular seating spaces for one who had vision problems. The 

table setting routine showed individual attention and interactions between diners of 

placing their salt packages at the place setting for that individual.

The other smaller senior dining center site had an activity center for seniors in the 

basement of the apartment building for the seniors. In this second smaller site, the person 

who coordinated the meal preparation brought coffee and cookies for the seniors and 

promoted the research process through reminding and encouraging individuals to 

participate.

(8) Interactions. I am concerned about the ethnicity of the researcher not being 

congruent with the target population; no African American researchers were used. The 

Parish Nurse was African American and was scheduled to be a data collector. She had 

been serving the senior centers taking blood pressures regularly for several years. The 

one to one and small group interactions in this data collection process and research plan 

facilitated immediate feedback about the measurement tool and individual item structure.

The process of data collection provided the researcher focused information about 

item structure and wording of items in a diverse population with unique health needs. The 

one to one data collection process facilitated the collection of information through the use 

o f  frequency counts o f  items that seemed to be problematic for individuals to answer. The 

field notes enhanced data collection by providing a format to maintain consistency in the 

data collection process encouraging communication between researcher and subject. By
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having the data collectors watching and listening to each individual to see looks of 

puzzlement, difficulty, or confusion with each item as they completed the data collection 

tools, the field notes facilitated a structured recording of nuances and individual 

perspectives in a non-threatening manner.

(9) Personal feelings. The two smaller sites offered a meal to the researcher 

dining data collection and the coordinator encouraged the researcher to sit, talk, and eat 

with the staff and the seniors. The liaison was responsible for the data collection success 

and the interpersonal interactions enhanced participation and facilitated a trusting 

environment for research in a difficult to reach population. The Primary Investigator 

expressed thanks to the liaisons who facilitated the data collection, gave them a ($25) gift 

card for their help, and made a concentrated effort to express gratitude for the privilege of 

being allowed to enter the space and gather data.

The process of data collection in this study encouraged individual interaction 

between researcher and participant that promoted a trusting relationship, and thus 

facilitated the collection of valuable information. In summary, it seems that this elderly 

African American population wanted to complete the measurement tools because of the 

gift card raffle prize that was available, especially after an announcement was made of 

the “winner” of the raffle and they saw a person being given the gift card. The incentive 

to participate with the “reward” of a gift card and the ease of completing the data 

collection tool by having the researcher distribute and collect the tool one to one and in 

small groups was paramount to the success of data collection in this study.

This study explored perceptions and beliefs about health status and health 

competence in a vulnerable and at risk population of elderly African Americans. Several
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lessons were learned regarding research with elderly African American populations 

within this study. Most notably is the importance of establishing relationships of trust 

within the setting by spending time talking in person with those who coordinate and 

manage programs serving elderly populations. This aspect of research with vulnerable 

and hard to reach populations may often be over looked by the novice researcher. The 

next chapter provides a detailed discussion of the findings with suggestions for research 

and practice and the limitations of the study.
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CHAPTER 5 

DISCUSSION OF FINDINGS 

Introduction

Perception of control over health is a complex and multidimensional concept 

based upon beliefs of self efficacy and expectations about one’s ability to perform 

behaviors to achieve a desired outcome (Bandura, 1977). Individuals with low 

perceptions of health competence are more likely to require additional efficacy building 

interventions and support to adhere to and adopt health promoting behaviors dependent 

upon individual perceptions and needs. Previous research supports that those with low 

perceptions of health competence more often have adverse health outcomes (Wolter et 

al., 2004; Christensen et al., 1996; Arora et al., 2002), suffer from depression (Foley et 

al., 2002), and use maladaptive types of coping behaviors in health related situations 

(Sinclair, 2001). Individuals with higher perceptions of health competence are more 

likely to be vigilant in adherence to health regimes (Christensen et al., 1996; Lyons & 

Forde, 2004), engage in health promoting behaviors, and report enhanced sense of well

being and quality of life (Arora et al., 2002; Salyer et al., 2003).

The Perceived Health Competence Scale is a tool that has been used to measure 

perceived health competence in various populations. The purpose of this study was to 

evaluate the psychometric properties of the Perceived Health Competence Scale as a 

measurement tool for elderly African American populations. Health measures provide 

useful information about individual perceptions of health but can frequently reveal more 

than one single construct (Ware, 1976). However, many current measurement tools have 

not been well tested in diverse populations and may be inadequate to help us understand

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



93

individual health concerns. In this elderly African American sample, the Perceived 

Health Competence Scale revealed two distinct subscales to measure competency beliefs 

about the ability to perform health behaviors and the ability to achieve desired health 

outcomes. No other studies within the United States have reported subscales or factor 

analysis with the Perceived Health Competence Scale.

Reliability o f the Perceived Health Competence Scale

Reliability of the Perceived Health Competence Scale (PHCS) when used in other 

samples was reported to be 0.82-0.90 in an ethnically diverse sample of young military 

women (Agazio et al., 2002), in a sample of primarily white young women with breast 

cancer (Arora et al., 2002), and in a sample of older white males after heart transplant 

(Salyer et al., 2003). However, no other studies to date used the PHCS with a sample of 

elderly African American males and females. The PHCS total scale reliability in this 

sample of elderly African Americans was 0.65; far below the 0.82-0.90 that developers of 

the tool had reported (Smith et al., 1995). Factor analysis of the eight item Perceived 

Health Competence Scale revealed two distinct subscales for the Perceived Health 

Competence Scale in this sample.

The two subscales that emerged in this study factored out four items which were 

positively worded about behaviors (PHC-Behaviors Subscale) and four items which were 

negatively worded about outcomes (PHC-Outcomes Subscale). The subscale of the PHC- 

Behaviors with positively worded statements had good reliability (0.75) as a subscale.

The subscale of the PHC-Outcomes with negatively worded statements had good 

reliability (0.80) as a subscale, although negatively worded items have been reported to 

present difficulty for elderly diverse populations (Gonzalez-Calvo et al., 1997).
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Measurement Issues with Diverse Elderly Populations

Measurement in diverse and aged populations requires attention to the 

characteristics of the respondents including consideration of the specific meaning of the 

words to the specific population. Researchers who develop instruments must allow 

research participants to share their opinions or concerns about specific items on the 

measurement tools that are used. Research supports that the item structure in 

measurement tools used with elderly and culturally diverse populations should have 

simple sentence structure and avoid the double negative statements (Gonzalez-Calvo et 

al., 1997). Negatively stated measurement items are known to be difficult to interpret and 

respond to for the elderly, the socio-economically disadvantaged, and culturally diverse 

populations (Weinrich et al., 1997; Rasin, 1997; Gonzalez-Calvo, Gonzalez, & Lorig, 

1997).

The data collection process in this study provided both one to one and small group 

administration of the measurement tool in order to encourage focused participant 

feedback about specific items or the wording of items. Elderly African American 

participants most frequently reported that the first two items on the PHCS were difficult 

to interpret. The statements were: 1) “It is difficult for me to find effective solutions for 

my health problems that come my way,” and 2) “I find efforts to change things I don’t 

like about my health are ineffective”. Both items were reverse scored because they were a 

double negative statement. Additional reverse scored items that followed in the tool were 

not reported as often by participants as being difficult. What is unclear is whether these 

first two items were indeed more problematic for these participants or if the participants
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became more familiar with this type of statement after the first two items were completed 

and therefore had less difficulty with later negatively stated items.

It is important to note that Bonetti and colleagues (2001) noted the same negative 

wording factor groupings in the PHCS only with the “older” study participants with 

chronic illness. These “older” participants with chronic health problems had an average 

age of 52. In the study by Bonetti et al. (2001), the PHCS maintained the same single 

factor structure in the college aged student sample as did all other studies that reported 

using the scale (Smith et al., 1995; Agazio et al., 2002; Arora et al., 2002; Christensen et 

al., 1996; Lyons & Forde, 2004; Marks & Lutgendorf, 1999; Salyer et al., 2003; Sinclair, 

2001; Williams et al., 2002; Wolter et al., 2003).

It appears that negatively worded items may be interpreted differently depending 

upon the population characteristics of age and health status. These findings are supported 

by other studies of diverse elderly populations. For example, in measurement of “General 

Well-Being” with a sample of elderly African American women, Taylor et al. reported 

that negatively worded items all clustered into one factor called “psychological distress” 

and this factor was a distinct concept from other factors such as well-being and general 

health (2003, p. 35). The grouping of factors as distinct concepts may indicate that the 

interpretation and responses of elderly participants who may be more familiar with health 

measures, depends upon both item structure or wording and individual perspectives of the 

respondent (Bonetti et al., 2001). In this sample of elderly African Americans with an 

average of two chronic health problems, negatively worded items created a separate 

subscale in measurement of perceptions of health competence.
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The original Perceived Health Status Scale (PHCS) was developed and tested 

with a population that was relatively young compared to the current sample which had a 

mean age of 75. Age related changes in cognition and performance on measurement tools 

is an issue in research with elderly populations. Primary age changes in elderly 

populations are related to vision and hearing changes while secondary age related 

changes are associated with pathological chronic health problems such as arthritis which 

impairs ability to physically complete measurement tools (Rasin, 1997). The data 

collection process in this study provided both one to one and small group administration 

of the measurement tool in order to accommodate for the primary age changes of vision 

and hearing and the secondary age changes from health problems. The data collection 

process also was developed to increase participation of an elderly population. The 

researcher walked among the potential participants in a congregate (elderly grouping) 

meal site with a basket of data collection supplies, including measurement tools and 

incentives to participate (candy and gift card raffle tickets). This process enhanced 

participation because data collection was made convenient for potential elderly 

participants while they were sitting, waiting for their meal times, thus mitigating the 

potential influences of secondary age changes which would impair ability to participate 

were thereby mitigated.

In this elderly African American sample, 66 percent of the participants had 

arthritis, a secondary age change which may affect subject recruitment in research with 

elderly populations. Elderly individuals with arthritis might have refused to participate in 

this study because of difficulty in writing or holding a pencil secondary to arthritic 

discomfort and difficulty moving around and coming forward to the researcher. They
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may also have been concerned with admitting difficulty in their ability to read the 

instruments being used. Therefore, the data collection methodology developed for this 

study where the researcher came to and sat with participants, read the survey tool, and 

marked the response for the individuals proved successful in the recruitment of 

participants. Additionally, the one to one methodology emphasized individualized 

attention and conveyed respect to each participant which an important part of research 

with diverse and hard to reach populations (Shortridge-Baggett, 2001). The focused, 

individualized data collection method also allowed the researcher to directly observe 

facial responses and body language during data collection so as to facilitate 

understanding and the interpretation of the measurement items (Gonzalez-Calvo et al., 

1997).

Alternate factor structure in diverse populations. The purpose of this study was to 

evaluate the psychometric properties of the PHCS in elderly African Americans. Factor 

Analysis statistically groups or clusters variables to enhance the interpretation in the 

measurement of a construct. It is known that measurement tools about individual 

perceptions of health, health related concepts, and health management abilities may have 

alternate factor structures and subscales in different populations (Arean & Miranda, 1997; 

Foley, Reed, Mutran, & DeVellis, 2002; Ford, Havstad, & Kart, 2001; Whitfield, Baker- 

Thomas, Heyward, Gatto, & Williams, 1999). Attention must be given to the alternative 

factor structure of measurement tools when used in different populations. Bonetti et al. 

(2001) suggest that perceived control in health related matters may be multidimensional. 

It is important to analyze factor structure when measuring psychological traits in 

culturally diverse and elderly populations (Mark & Wan, 2005).
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Two separate studies on quality of life in elderly African Americans using two 

different tools, the EORTC QLC-C30 and the HRQoL, found that the tools maintained a 

single factor structure when compared to elderly non-African Americans (Ford et al., 

2001; Wolinsky et al., 2004; respectively). Measurement of depression in elderly African 

Americans using the Center for Epidemiological Studies -  Depression Scale (CES-D) 

reported by Foley et al. (2002) provides an example of alternate factor structure. These 

researchers reported the CES-D, a reliable measure with comparable depression scores in 

an elderly African American sample compared to scores of previous use of the CES-D in 

a culturally similar sample. However, validation of the instrument through focus groups 

revealed differences in meanings of terms in the different elderly African American 

samples. These differences were discovered only through interviews with the subjects 

after tool administration. Exploratory factor analysis revealed that terms used to measure 

depression (failure, talk, get going, appetite, and hopeful) had different loadings in this 

sample of elderly African Americans (Foley et al., 2002). Specifically, Foley et al. (2002) 

reported that there was a not a distinction between affective symptoms such as sadness or 

loneliness, and the somatic manifestations of depressive states such as disturbances in 

patterns of eating, sleeping, and concentration efforts.

Few studies have evaluated factor structure of measurement tools used with 

elderly African Americans when adequate reliability or internal consistency is achieved 

during data analysis (Elasy et al., 2000; Marks & Lutgendorf, 1999; Salyer et al., 2003; 

Yoon & Home, 2004). Foley and colleagues (2002) suggest, however, that measurement 

adequacy (Mark & Wan, 2005) in psychological traits and beliefs requires further 

research. Terms to measure psychological traits of competency in health management are
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multidimensional and have different meanings dependent upon diverse perspectives of 

the respondents (Bonetti et al., 2001; Foley et al., 2001). Elderly minority populations 

may be misrepresented in the prevalence of health problems and risk without the 

adequate analysis of the psychometric properties of measurement tools.

Understanding individual beliefs requires greater attention to factor analysis of 

measurement tools regardless of the reporting of adequate reliability estimates. A high 

reliability coefficient is inadequate to assure a measurement tool is only measuring one 

concept or trait within a sample (Elasy et al., 2000; Nunnally, 1978). For instance, 

depression may be under recognized in elderly African American populations and 

individual items may function differently in different ethnic groups (Arean & Miranda, 

1997). Individuals who are depressed are more likely to have lower scores on perception 

of health competence (Marks & Lutgendorf, 1999; Sinclair, 2001).

This current study of elderly African Americans perception of health competency 

beliefs revealed an alternate factor structure of the Perceived Health Competence Scale. 

The two concepts that emerged in the Perceived Health Competence Scale about 

Behaviors and Outcomes are recommended as subscales of the Perceived Health 

Competence Scale. They have the potential to enhance communication and understanding 

of the unique needs and perspectives of this population in their ability to manage their 

health. Alternate factor structures and subscales in measurement tools provide additional 

evidence in a specific at risk population. This knowledge may contribute to improved 

interventions that enhance beliefs o f  health competence in a specific at risk population. 

These measures may then enhance provider/client communication and facilitate the 

development of appropriate health promotion programs that can address health disparities
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in at risk and diverse populations (Arora et al., 2002; Brooten et al., 2003; Brooten et al., 

2002).

Enhancing Communication in Vulnerable Populations

The individual perspective provides insight about health beliefs and health 

behaviors. The individual perspective is best learned through measurement tools which 

enhance understanding of self efficacy beliefs. The strength of individual self efficacy 

beliefs about possible behavior change are influenced by perception of barriers one may 

encounter (Schwartzer, 1992). This study found unique relationships among perceptions 

of competence in health behaviors and perception of barriers to accessing health services 

and this provides the individual perspective of situations and barriers to accessing health 

cares services. The Perceived Health Competence Scale may be useful as an assessment 

tool that facilitates better understanding of competency beliefs related to behaviors and 

outcomes; the scale may also enhance communication between provider and patient.

Enhanced communication allows information to be shared with an efficient, 

preferably short instrument and provides an objective measure of competence beliefs.

The objective measure of the Perceived Health Competence Scale with subscales that can 

delineate perspectives about future health behaviors and expected outcomes is beneficial 

during office visits, that are very often limited by time. In chronic disease management 

health professionals are most often interested in efficiently communicating with clients 

about their perception of their disease process and their individual perception of ability to 

continue to manage symptoms and negotiate treatments after an accurate identification of 

the trend of the disease process (Holman & Lorig, 1992). This is the essence of chronic 

disease management. The PHCS measurement tool can enhance communication of
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individual needs and unique perspectives in a situation to continue the partnership 

between provider and patient to improve or change health behaviors and future health 

outcomes (Arora et al., 2002).

In order to adapt tools to use in clinical practice settings, their measurement 

adequacy must be assessed across racial groups (Mark & Wan, 2005). Bonetti and 

colleagues suggest that “measurement invariance” exists in perceptions of control over 

health and may be conceptually multidimensional dependent upon the population health 

experiences (2001, p. 657). Since the perceptions of elderly African Americans may 

differ from other populations because of their unique backgrounds and perspectives of 

health competency, the use of focused feedback methods which facilitate the 

interpretation of the meaning of test scores with at risk vulnerable populations, especially 

elderly African Americans is critical (Ford et al., 2001; Foley et al., 2002; Lauriola et al., 

2000; Resnick et al., 2004). This study was unique in the measurement of health 

competence beliefs of elderly African Americans because the Perceived Health 

Competence Scale had not previously been used and evaluated with an elderly population 

of African American males and females.

Conceptual Framework Variables

This study found unique relationships among perceptions of health competence in 

health behaviors and perceived barriers to accessing health services. Those who felt they 

were able to access health services scored higher in perception of health competence 

about performing health behaviors. Therefore, this study does enhance understanding o f  

individual perspectives.
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An individual’s perception of competence is a significant predictor of success in 

his or her ability to perform desired behaviors and achieve desired outcomes (Shortridge- 

Baggett, 2001; Bandura 1992; Schwarzer, 1992). The alternative factor structure defined 

in this study separates competency beliefs into two distinct constructs or subscales: 1) 

PHC-Behaviors Subscale - a self assessment of perception of control over behaviors and 

2) PHC-Outcomes Subscale - a self assessment of perception of control over outcomes. 

Because efficacy beliefs and expectations are context dependent according to Bandura 

(1990), the validation and application of the measurement of perception of health 

competence warrants a further discussion of the context within which the health 

behaviors and anticipated health outcomes are viewed by this elderly African American 

sample.

Influences on Perception o f Health Competence

The influence on individual perceptions of health competence are health status 

and age; these predict competence beliefs (Smith et al., 1995). Additionally, higher PHCS 

scores are more often seen in those who rate their health as good. Those with enhanced 

health competence or higher scores on the PHCS are more likely to use an active rather 

than passive coping style in managing health, have a positive approach to life, are more 

likely to follow thorough in performing health behaviors. The Behavioral Model for 

Vulnerable Populations (Gelberg et al., 2000) proposes that health behaviors and health 

outcomes are best understood by (a) predisposing variables such as age and gender, (b) 

enabling variables such as access to health services, and (c) need for health services such 

as one’s individual perception of health status.
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Age influences. The Medical Expenditure Panel Survey (MEPS) compiled by the 

Agency for Health Care Research and Quality measured heath care spending trends and 

reported that there are differences in health care costs dependent upon age. According to 

MEPS, the elderly represent almost 13 percent of the total population yet they “cost” over 

50 percent in medical care (Cohen & Yu, 2006). Age is viewed as a predisposing 

characteristic according to the conceptual framework which guides this study. Although 

the known prevalence of major health problems and morbidity in African American 

populations prompted one research team to define the age of 50 as “older adult status” 

(Ford et al., 2001), the current study used the age of 65 to delineate an elderly population. 

In the study comparing college students to patients with chronic illness, the average age 

of the patients was 52 (Bonetti et al., 2001).

It is known that younger African Americans are healthier and worry less than 

elderly African Americans about health and health related issues (Baldwin et al., 2001). 

Compared to elderly non-African Americans, elderly African Americans more often rate 

their health as poor rather than good, are more likely to be lonely, may have a negative 

outlook on life, and more often have difficulty accessing health services in general (Keith 

& Jones, 1990). In elderly African American populations, the stigma of ageism is now 

becoming recognized to have a profound influence in health services use and disparate 

health outcomes (Bazargan, 1998).

Gender and health status influences. Competence beliefs about health 

management in the elderly may be more significantly influenced by the population 

characteristics of gender and health status than by age alone (Smith et al., 1995). In this 

study, age did not influence competency beliefs; however, gender did influence
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perceptions of health competence. Elderly African American women scored higher in 

perceptions of health competence outcomes (PHC-Outcomes) compared to their elderly 

African American male counterparts. The mean PHC-Outcomes scale score was 

statistically significantly higher (m = 12.84, SD -  3.38) for the women than the mean 

PHC-Outcomes scale score for the men (m = 10.67, SD = 3.24). These findings 

supported the study hypothesis that women feel more competent than men about their 

ability to manage or achieve health outcomes, but there was not a statistically significant 

difference in competency beliefs about their behaviors. These significant findings are 

consistent with current literature about differences in health beliefs based upon gender.

There was not a statistically significant difference in overall perceptions of health 

status between men and women, but there was a difference in competency beliefs about 

the ability to achieve health outcomes. There are many reasons for differences between 

the genders in health outcomes or perspectives about health behaviors, especially in 

elderly or minority populations. These differences are in part related to the different roles 

that women maintain within society and current social structures (Smedly et al., 2002; 

Tietz & Chappie, 1998; Miller, 2002; Satcher, 1990; Yoone & Home, 2004; Brooten et 

al., 2003; Aday, 2001; Stevens, 1992; Baldwin et al., 2001).

Elderly African American women may evaluate their physical well being by their 

ability to interact socially (Foley et al., 2002). They may worry more about their health 

habits and health risks compared to their male counterparts. These differences may be 

related to women knowing more about health management issues because women are 

more often the caretakers of health for themselves and their families (Stevens, 1992; 

Kumanyika et al., 2001) and are more comfortable managing health related issues. They
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are more often more open to discuss health related issues with others (Baldwin et al., 

2002; Yoon & Home, 2004; Williams et al., 2002) as evidenced by the higher rates of 

participation in research studies about health related issues (Ford et al., 2001; Resnick et 

al., 2004; Foley et al., 2002; Bazargan et al., 1998; Whitfield et al., 1999; Elasy et al., 

2000; Marks & Lutgendorf, 1999; Sinclair, 2001).

Barzagan and colleagues (1998) found that elderly African American women 

reported less physician visits compared to their male counterparts although they reported 

suffering from more chronic illnesses. This may be because women are better able to 

independently manage their health because of their role as caretakers. Yoon and Home 

(2004) suggest that women are more likely to have a greater sense of self control over 

health management. Specifically, women more often have internal sense of control over 

health and are more able to maintain their self care regimens (Yoon & Home, 2004).

Elderly African American women perceive their health competence and health 

status differently than men overall. Elderly African American women feel more 

competent about their ability to achieve desired health outcomes than men. Elderly 

African American women may evaluate their health status through measures of physical 

well-being or through ability to perform expected social roles, participate in social 

activities and social interactions (Foley et al., 2002). This is important to our 

understanding of perceptions of ability to manage health. Taylor et al. (2003) reported 

that African American women (average age 46.9 years) reported lower scores of general 

well-being compared to the national scores for women. Additionally, they reported that 

lower scores of general well being were predictive of higher scores of depression and 

lower scores of self concept (using the Tennessee Self-Concept Scale, 1988).

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



106

The Medical Expenditure Panel Survey (MEPS) compiled by the Agency for 

Health Care Research and Quality measured health care spending trends and reported 

differences in costs of health care dependent upon gender (Cohen & Yu, 2006). Women 

represent 51 percent of the population but represent 62 percent of the health care 

expenditures in 2002-2003 survey years (Cohen & Yu, 2006).

This study of the psychometric properties of the PHCS has the potential to 

enhance understanding of women’s health care needs. Data collected using the Perceived 

Health Competence Scale may facilitate health program strategic planning and individual 

intervention plans for women (and men) at risk of poor health outcomes over time. In 

addition to understanding gender differences, this study provides evidence of the 

relationship between perceptions of ability to access health services and competency 

beliefs about health behaviors. In this study, there is a significant relationship between 

perceptions of ability to access needed health care services and competency beliefs about 

health behaviors. However, there were no gender differences in this elderly African 

American sample about perceptions of ability to access needed health services. The 

relationships are supported with the conceptual framework guiding the study.

Health Status and Access Influence Health Behaviors

The Perceived Health Status Scale used in this study to measure the individual’s 

perception of health status was developed by the primary researcher with the Behavioral 

Model guiding this study (Andersen, 1995; Gelberg et al., 2000) and captures issues 

germane to the target population with two sub-scales. The two subscales included (a) the 

variables which capture the individual perceptions of health status and thus the perceived 

need and (b) the variables which enable individuals to access health services within their
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community and thus the enabling resources in health behaviors and health outcomes. 

These variables represent the population characteristics that are known to influence 

health behaviors and health outcomes as suggested by Gelberg and colleagues in the 

Behavioral Model for Vulnerable Populations (2000).

Health status measure. Health services use is best predicted when the variables 

match the conceptual framework and are specific to the target population (Bazargan et 

al., 1998). The Perceived Health Status Scale (PHSS) subscale items administered to 

participants to measure perceived need or perception of health status did not achieve 

adequate reliability to measure true individual differences in perception of health and was 

not used for analysis of relationships. This was unexpected because the Perceived Health 

Status Scale was originally developed and tested in a similar elderly African American 

sample and showed adequate internal consistency in a pilot study conducted by the 

researcher. In this study, reliability of the total scale and subscale (with three items to 

measure health) was inadequate to measure true individual differences in perception of 

health status.

However, a single item (Item 9 on Perceived Health Status Scale) was used to 

measure health status. Participants were asked to rate their agreement with the statement, 

“I believe my overall health is as good as it can be” on a 5-point Likert type scale. This 

statement is reflective of how individuals perceive need for health care service based 

upon their feelings about their health. This represented a characteristic which may 

influence their health behaviors, and ultimately may determine their health outcomes. 

This single item was used in analysis and discussion to validate the concept of Perceived 

Health Competence.
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Access to health services measure. The sub-scale of the Perceived Health Status 

Scale was used to measure perceptions of ability to access needed health services (PHS- 

access). The variables are the enabling resources of the Behavioral Model for Vulnerable 

Populations (Gelberg et al., 2000). The variables include personal and family resources 

from the traditional domain. These variables were a regular source of care, social support, 

perceived barriers to care and community resources from the vulnerable domain which 

are ability to negotiate systems and transportation mechanisms.

Analysis of enabling and need variables predict health behaviors and health 

outcomes in elderly African Americans and at risk minority populations. Need variables 

are perception of health status or perceived need as described in the Behavioral Model 

(Andersen, 1995). Bazargan et al. (1998) found that individual perception of health 

status as evidenced by measures of control over health (Wallston et al., 1978) are relevant 

to understanding enabling and need variables, health beliefs, and health care utilization 

patterns. Enhanced perceptions about health competence are known to predict 

compliance in health behaviors (Christensen et al., 1996; Marks & Lutgendorf, 1999; 

Sinclair, 2001), enhance the individual’s sense of well-being (Agazio et al., 2002; Elasy 

et al., 2000; Lyons & Forde, 2004; Salyer et al., 2003), and increase participation in 

health promoting types of behaviors (Arora et al., 2002; Williams et al., 2002; Yoon & 

Home, 2004).

In this elderly African American population, analysis suggests that individual 

perceptions of health status and ability to access needed health services influence 

competency beliefs about health behaviors. A Pearson correlation coefficient was 

calculated for the relationship between subjects’ current health status and competency
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beliefs about ability to perform desired health behaviors. There was a moderate positive 

correlation between the variable of perception of feeling good about current health status 

and competency in performing health behaviors (PHC-Behaviors) in this elderly African 

American sample (r (84) -  .27,p  = .01).

Another significant finding in this study is the relationship between the perception 

of ability to access needed health services and competency beliefs about performance of 

health promoting behaviors (PHC-Behaviors). A Pearson correlation coefficient was 

calculated for the relationship between subjects’ perception of access to health services 

(using PHS-access sub-scale from PHSS items 1,2,3,4, 5) and competence about 

perceptions of ability to perform of health promoting behaviors (PHC-Behaviors). A 

moderately strong positive correlation was found (r(83) = 0.51, p  < .01), indicating a 

significant positive linear relationship between the two variables. Those who feel they 

can easily access health services perceive that they can control or perform desired health 

behaviors. Overall, those who feel good about their health status and ability to access 

needed health services feel competent about their ability to perform health behaviors.

In studying the use of health care services by elderly African Americans,

Bazargan and colleagues (1998) reported that those who believe they are in control of 

their own health and feel able to manage their health needs without barriers in accessing 

health services are less likely to use costly emergency room services for regular care. 

Again, elderly African Americans also cope with their illnesses and play an active role in 

managing their health if they perceive a sense of control over their health and do not 

perceive barriers to their health regimens. Examples of barriers to health services use 

include a lack of family resources or social supports to provide transportation or
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assistance with planning or making appointments. Lack of social support predicted higher 

use of costly emergency room visits for elderly African American populations (Bazargan 

et al., 1998). Most notably, according to the Medical Expenditure Panel Survey (MEPS) 

compiled by the Agency for Healthcare Research and Quality, expenditures in health care 

services are significantly influenced by health status. Individuals in very good or 

excellent health spend less on health care compared to those in poor health (Cohen & Yu, 

2006).

The PHS-access measure used in this study reflects how individuals perceive their 

ability to access health care service based upon their situations. Items on this scale assess 

their situations and perceptions of barriers to accessing health care such as 

communicating with provider, getting appointments scheduled, and having adequate 

transportation to be able to get to the appointments. Access to health care services from 

the patient’s perspective provides a measure of the social capital and resources available 

to elderly African Americans (Brooten et al., 2003; Aday, 2001; Aday, 1994; Satcher, 

1990). Perception of ability to access health care services is measured with the PHS- 

access subscale of the Perceived Health Status Scale (PHSS) and is an enabling 

population characteristic variable described within the conceptual framework.

The significant correlations found in this study that support the influence of 

perception of competence in health related behaviors are consistent with other studies 

which used the Perceived Health Competence Scale (Agazio et al., 2002; Arora et al., 

2002). The Perceived Health Competence Scale has been shown to be a reliable predictor 

of health behaviors and health outcomes. It is known that perception of health status 

predicts overall perceptions of health competence (Agazio et al., 2002; Arora, 2002;
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Bonetti, 2001; Kerr et al., 2002;). Furthermore, enhanced perceptions of health 

competence predict compliance with health behaviors (Christensen et al., 1996; Marks & 

Lutgendorf, 1999; Sinclair, 2001;), mental and social well-being, (Elasy et al., 2000; 

Lyons & Forde, 2004; Salyer et al., 2003) and the management of health related activities 

(Arora et al., 2002; Williams et al., 2002; Marks & Lutgendorf, 1999; Yoone & Home, 

2004).

Evidence is provided in this study about efficacy beliefs and relationships of 

health behaviors and health outcomes of elderly African Americans. Specific 

determinants of competency beliefs for health behaviors are perceptions of ability to 

access health services and perceptions of health status or perceived need. Additionally, 

women feel more competent about their ability to achieve health outcomes. There are 

separate components which influence health competence beliefs for both behaviors and 

outcomes of health as suggested by Smith et al., (1995) based upon self efficacy beliefs 

within an individual. This study is unique in that the findings of this elderly African 

American sample supported two subscales for the Perceived Health Competence Scale. 

Self Efficacy in Health Competence

Self efficacy is an individual’s belief in his or her ability to perform a desired 

behavior and achieve a desired outcome. It is a learned and practiced psychological 

tendency influenced by social situations and cognitive appraisals (Bandura 1990). The 

Perceived Health Competence Scale is based upon self efficacy beliefs as a general 

measure for health competence. This study provides evidence about efficacy beliefs of 

elderly African Americans using the Perceived Health Competence Scale measure. The 

Perceived Health Competence Scale assesses efficacy beliefs about individual health with
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both “outcome expectancies and behavioral expectancies” (Smith et al., 1995, p. 51). The 

original scale does not provide subscale measures for both expectancy measures as 

separate constructs. Analysis of responses of elderly African Americans in this study 

supported subscales, delineating competency beliefs about behaviors and outcomes which 

are both influenced by efficacy beliefs.

The four sources of influence on perceptions of self efficacy are mastery 

experiences or past experiences of success at behaviors, modeling, or vicarious 

experiences seeing others perform behaviors, social persuasion, or verbal coaching by 

another, and individual judgments about physical status (Bandura, 1990; 1982). Past 

successful experiences are the strongest influence of efficacy beliefs, especially in self 

management of chronic illnesses (Jerant et al., 2005; Sherer et al., 1982; Bandura, 1992). 

Self efficacy beliefs may be enhanced by influences that are within in the scope of the 

discipline of nursing and may be further enhanced through the development of a trusting 

relationship between a patient and a nurse provider. A trusting relationship with a muse 

can be established over the course of chronic illness management in elderly populations.

Application to Practice

Nursing Role in Health

The discipline of nursing has the potential to improve health outcomes through 

the identification of individuals at risk for poor health. However, few tools are tested for 

reliability, specifically with elderly African American populations. Health services 

provided by nurses in primary care settings promote health and teach people how to live 

with chronic health problems and limited resources. Nurses tire in a pivotal position to 

improve the health of society. The PHCS provides a measure of perception of health

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



113

competence and provides an objective measure of results of nursing or health care 

interventions. This information data is valuable to nursing and health care providers to 

evaluate program effectiveness and the potential for change in health behaviors of 

individuals. The PHCS may be an excellent measurement tool and may be used to 

measure an individual’s perspective because it often differs from the provider perceptions 

about health issues and health care needs (Aday & Andersen, 1974; 1981).

The nurse is in a vital position to facilitate the identification of those at risk for 

non-compliance in treatment or health management plans because of a lack of self 

efficacy beliefs in controlling outcomes of health. Health care providers can use the 

PHCS to identify those at risk of poor compliance in daily routines in health management 

(Rosina, Crisp, & Steinbeck, 2003; Stein, Andersen, Koegel, & Gelberg, 2000). For 

example, Christensen, Wiebe, and Benotsch (1996) report that those who have higher 

perceptions of health competence adhere to dialysis regimens.

The Advanced Practice Nurse (APN) and Community Health Nurse in primary 

care settings provide expertise in the “assessment, diagnosis, and treatment of the 

complex responses of individuals, families, or communities to actual or potential health 

problems, prevention of illness and injury, maintenance of wellness, and provision of 

comfort” (American Nurses Association [ANA], 1996, p. 2). The APN role focuses upon 

surveillance of signs and symptoms of physical problems, and facilitates educating 

people to care for themselves and their families; this improves outcomes, reduces health 

care costs, and ultimately prevents morbidity in individuals within communities at risk 

(Brooten et al., 2003; Brooten et al., 2002). The nurse, whether RN or APN, is in a 

unique position within primary care settings to facilitate the acquisition of health care
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management strategies and enhance health self-efficacy beliefs for individuals (Arora et 

al., 2002).

A longitudinal descriptive study by Baisch, Hlidebrandt, Kelber, Lundeen, and 

Fayram (2005) of 949 Midwest Urban Community Nursing Center clients reports the 

provider’s perspective of clients’ level of knowledge, health behaviors, and health status. 

Using the OMAHA SYSTEM (OS) (Martin & Scheet, 1992) computerized data base 

documentation systems, Baisch et al. (2005) supported an indirect measure through 

paired t-tests of the effectiveness of nursing interventions in a primary care setting over 

11 years. Overall, there is a relationship between nursing interventions and improvements 

in client knowledge, behavior, and status; however, the improvement is based upon the 

provider’s perspective and gives no information about perception of health competence 

from the individuals’ perspective. This study suggests that further reliable research is 

needed to understand the outcomes of nursing interventions related to selected client 

health problems.

Health behavior change through educational programs that enhance self efficacy 

beliefs are within the scope of the discipline of nursing and are less costly than medical 

interventions or treatments (Conn, 2006). The influences on efficacy beliefs to change 

behaviors include nursing care interventions of education and support to advocate for 

heath changes. This study provides the nursing discipline with evidence that delineates 

the relationship between ability to access health services and competency beliefs about 

performing health behaviors. Study findings can increase awareness of the need for 

efficacy building interventions to promote health behavior change in each individual 

based upon his or her perceptions of competence about ability to perform health
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behaviors. The PHCS has great potential as a measurement tool to understand and plan 

specific nursing interventions for health behavior change based upon individual need.

Community health care services that use nursing strategies and interventions such 

as verbal persuasion or coaching in order to enhance self efficacy beliefs would benefit 

from having an objective measure of individual competency beliefs. The Perceived 

Health Competence Scale score which delineates both behavioral and outcome beliefs 

would be valuable in the clinical setting because the tool could efficiently be used as two 

separate measures. A tool which separates beliefs about performance of behaviors and 

ability to achieve outcomes may have utility in future nursing research of health 

behaviors.

The Perceived Health Competence Scale is an excellent measurement tool to 

know how to intervene in the clinical setting and can be used to assess and evaluate 

individual needs of at risk populations. One potential application of the Perceived Health 

Competence Scale in the clinical setting would be measurement to see if there is a change 

in competency beliefs about ability to perform health promoting behaviors after 

intervention as recommended by Schoneman (2002). The PHCS scores could be 

compared over time and the scores could be assessed to see if PHCS scores improved 

with intervention. If scores after intervention remain low, the provider could refer to 

programs or support services readily available within the clinical setting. Additionally, if 

potential role modeling resources already exist within the community, this would be an 

opportune time to suggest utilization or connection with trusted community members or 

programs. Holman and Lorig suggest role modeling is best done with “coping models” as 

opposed to “super models” (1992, p. 315). Coping models are those who successfully
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cope with a problem day to day and are more practical because people can relate to them. 

Super role models are inspirational and have overcome great adversity. However, super 

role models do not enhance self efficacy in another because one does not believe he or 

she could even come close to such achievements.

Over long term treatment of chronic disease, which is prevalent and costly in 

elderly populations, the objective measurement of competency beliefs over time, using 

the Perceived Health Competence Scale tool could enhance communication and provide 

valuable perspectives of the progress in the process of health behavior change and 

outcomes. The management of chronic disease requires individual perceptiveness and 

observation over time by a patient “to understand the meaning of trends in signs and 

symptoms” (Holman & Lorig, 1992, p. 310). Chronic disease management is best when 

individuals are able to identify and interpret often subtle changes in the characteristics of 

their disease processes and then be able to attempt to problem solve and use available 

resources. Most importantly, chronic disease management is best accomplished when 

patients can communicate with providers about individual perceptions of needs for 

services, health status, and perceptions of ability to perform behaviors and achieve 

outcomes. The Perceived Health Competence Scale is an efficient and practical measure 

of individual perceptions of health management ability.

Chronic disease management is based upon a partnership and use of continuous 

efficacy enhancing strategies that occur between a trusted provider and patient (Holman 

& Lorig, 1992). The objective measurement of competency beliefs in chronic disease 

management over time, using the Perceived Health Competence Scale could enhance 

communication and provide valuable perspectives of progress in the process of health
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behavior change and the human experience of health management. The Perceived Health 

Competence Scale may facilitate the patient-provider communication processes so that 

patients’ needs are understood, their voices are heard as they share their individual and 

often intimate perspectives, and their competency beliefs are enhanced through efficacy 

building strategies. The Perceived Health Competence Scale may prove to be a valuable 

link between provider and patient to understand the psychosocial beliefs about health 

management ability in individuals with complicated chronic illness management needs.

The statistically significant relationships between beliefs about competence in 

performing health behaviors (PHC-Behaviors) and perceptions of accessibility of health 

care services provide insight into personal individual efficacy expectations. It is 

interesting to note that this sample of inner city elderly African Americans scored high in 

perceptions of ability to access needed health care services (PHS-access mean scale score 

20.15) overall. This is particularly true in light of the Institute of Medicine report that 23 

percent of the African American populations in the United States reported that they had 

no usual source of medical care (Smedley et al., 2002). Nonetheless, the participants in 

this study indicated little difficulty in accessing health services. This sample was 

recruited using a convenience sampling technique in urban study sites serving noon 

meals. Clearly, this sample of elderly African Americans had access to transportation 

which may have made them more able to also access medical care and health services. 

Caution is indicated in generalizing to all elderly African American urban populations 

beyond those attending urban community centers.

What does warrant discussion is the moderately strong linear relationship between 

the two variables of perception of access (PHS-access) and perception of health
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competence in performing health behaviors (PHC-Behaviors). The items on the PHS- 

access scale are asking for agreement with statements about ability to get appointments 

for health care, to get to the health cares services, and the supportive network for health 

management available to the participants. This quantifies perceptions of individuals in 

their quest for health services (enabling population characteristic of access) and their 

desire to improve health behaviors.

Competency beliefs about the ability to achieve desired health behaviors are self 

efficacy beliefs. Nursing professionals providing health care services use efficacy 

building strategies through verbal persuasion and emphasis on past successful behaviors. 

Verbal persuasion and education of individuals is an example of a nursing intervention or 

interaction. This interaction can be an intimate, compassionate, and emotional 

relationship that respects the individual and their health management perspective. This 

intimate relationship is built upon trust and understanding to facilitate health behavior 

change. This is the essence of nursing and emphasizes the need to understand and 

appreciate the individual and his or her unique perspective (American Nurses Association 

[ANA], 1995). This study supports that perception of health competence beliefs to 

perform behaviors are associated with ability to access health services. Therefore, the 

nurse is in a vital position to enhance access to health services and to foster a trusting 

relationship over time to facilitate health behavior change.

Knowledge of competency beliefs about behaviors has the potential to predict 

compliance with health care programs (Christensen et al., 1996; Marks & Lutgendorf, 

1999). The moderately strong correlates of PHS-access to PHC-Behaviors suggest that 

access to health care is related to perception of ability and competence about performance
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of health behaviors. Nurses provide cost effective health interventions of education with 

verbal persuasion which enhance self efficacy beliefs and focus upon the process of 

health behavior change.

Limitations

A randomized sample was not obtained for this study. This was a homogenous 

sample of all elderly African Americans recruited through the convenience sampling 

procedures at community based congregate (elderly group) dining sites. Results are 

generalizable only to urban settings of community dwelling elderly African Americans. 

Future studies would benefit from sampling rural populations or a non-community 

dwelling population as well as other ethnic groups. The small sample size was also a 

limitation of the study.

The sample was primarily female (78.4%, n = 69). Future studies would benefit 

from purposeful sampling procedures to ensure balance between genders. Although a 

statistically significant difference was found in perceived competency beliefs to achieve 

desired health outcomes for women, a limitation of the study is the small sample of 

males. Statistical analysis using the independent t-test is robust to differences in sample 

sizes to evaluate mean scores and there was no violation of homogeneity of variance in 

scores comparing genders (Polit, 1996).

The use of self report is a known limitation of this study. The majority of 

respondents reported that they were healthy but reported a mean number of 2.11 health 

problems.

The use of self report without socioeconomic status may have enhanced the 

participation rates of respondents. During subject recruitment procedures, when
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individuals were told there was no reporting of income, educational level, or economic 

status participation was enhanced with more individuals consenting to participate. Lack 

of socioeconomic status data reflecting educational levels or economic status is a 

limitation of the study. Future research should focus upon correlations of socioeconomic 

status with variables of age, gender, health status, and enabling resources to access health 

services.

Another limitation is the simple act of “testing” individuals and this is a known 

limitation of all research studies. The potential influence of external events occurring 

simultaneously in the sample, history, and maturation are limitations.

Multi-site sampling techniques increases the confidence that this was a 

representative sample of elderly African Americans. This study used only those who 

attended senior dining sites. The analysis of field notes revealed few differences between 

study sites which enhances generalization to urban settings with established 

transportation systems. Access to health services was not reported to be a significant 

problem for this sample; mean score for this sample on the access subscale was 20.15 

(SD 3.33) with a range of scores 5-25. In this sample 34% of the participants had a mean 

score of 20.

The inadequate reliability index of the Perceived Health Status Scale (PHSS) to 

measure perceptions of health status is a limitation of this study. This was surprising 

because during pilot study testing the PHSS achieved reliability index of 0.72 by deleting 

one item. This was offset with the score of item 9 on the PHSS which asked for 

agreement with the statement, “I believe my overall health is as good as it can be” using a 

5-point Likert type scale. There was no other measure of competence beliefs, self
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efficacy, and locus of control. Correlations of scores with other health related 

competency or efficacy belief measures would have enhanced this study design. Future 

research should measure concepts similar to the PHCS and evaluate relationships in 

scores.

Conclusions

Individual health management perceptions as evidenced and measured with the 

Perceived Health Competence Scale are analyzed in this study with the population 

characteristics which bring elderly African Americans to health care systems. These 

variables are the predisposing characteristics of age and gender, the need characteristics 

of health status, and the enabling characteristics of perceived barriers to health care. The 

context dependent efficacy beliefs follow the conceptual framework guiding this study 

that population characteristics influence health behaviors and health outcomes. Most 

notably are the relationships among competence beliefs about health behaviors, 

perceptions of barriers to health services, and individual perceptions of health status. 

Those who feel good about their health status or about their ability to access needed 

health services, feel competent about their ability to perform desired health behaviors. 

Future efforts to continue to understand how individuals feel about their health will 

provide valuable evidence to predict ability to perform desired health behaviors for 

elderly African Americans and predict potential costs for services.

Health status predicts use of health resources and a greater understanding of the 

influences on health status, health behaviors, and health outcomes will improve 

communication between health care provider and patients. Improved communication will 

enhance the participation in self management with chronic disease or health behavior
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change processes. Individuals with enhanced perceptions of health feel more competent 

to be able to perform desired health promoting behaviors and ultimately achieve desired 

health outcomes. Health status is enhanced through targeted interventions aimed at 

specific age groups, health problems, and understanding perceived barriers to care. As 

suggested by Andersen (1995) there is a feedback loop, where the better one feels about 

the ability to perform health behaviors, the more likely they are to achieve desired health 

outcomes, and then individuals are more likely to continue to repeat those health 

promoting behaviors.

Smith and colleagues (1995) suggest that measurement of competence beliefs 

about health management ability is influenced by health status more than age alone in 

those with chronic illness. This study supports this concept. In this study there was not a 

significant relationship in health competence beliefs and age of participants. However, 

there is a significant relationship between competence about health behaviors, ability to 

access needed health services, and health status.

In summary, a greater understanding of individual perceptions of health 

competence beliefs and facilitating communication between providers and patients are 

vital components for nursing practice and the processes of health behavior change. This 

study contributes evidence of individual competency beliefs about health behaviors and 

health outcomes as separate constructs in elderly African American populations. This 

unique sample provides evidence that perception of individual health status and ability to 

access health services significantly influences health behaviors and that women feel more 

competent in their ability to achieve desired health outcomes than do men. Efforts that 

continue to concentrate on women’s health care needs have potential to ultimately reduce
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costs because women spend more on health care management compared to their male 

counterparts.

Individual health competence beliefs are important to understand in at risk 

populations. A greater understanding of individual health competence beliefs has the 

potential to improve quality of life, well-being, and adherence to health care regimens in 

individuals. This study provides evidence for practice to promote health and decrease risk 

of disparate health outcomes in elderly African Americans with multiple chronic health 

problems. The Perceived Health Competence Scale is a useful measurement tool to 

enhance communication between providers and patients and to understand individual 

beliefs about health behaviors and outcomes.
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Perceived Health Competence Scale 

Used with permission of developers via electronic letter September 16,2003.
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Perceived Health Competence Scale
(Smith, Wallston, & Smith, 1995)

Please respond to the following statements using the five point scale given. Circle the 
number below each statement (1-8) which best describes how you feel about your 
ability to manage your health.

1. It is difficult for me to find effective solutions for my health problems that 
come my way.

1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree 5-Strongly Agree

2. I find efforts to change things I don’t like about my health are ineffective.

1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree 5-Strongly Agree

3. I handle myself well with respect to my health.

1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree 5-Strongly Agree

4. I am able to do things for my health as well as most other people.

1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree 5-Strongly Agree

5. I succeed in the projects I undertake to improve my health.

1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree 5-Strongly Agree

6. Typically, my plans for my health don’t work out well.

1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree 5-Strongly Agree

7. No matter how hard I try, my health doesn’t turn out the way I would like.

1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree 5-Strongly Agree

8. I’m generally able to accomplish my goals with respect to my health.

1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree 5-Strongly Agree
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Good luck,
Ken Wallston

 Original Message----
From: polchert@uwm.edu [mailto: ]
Sent: Tuesday, September 16,2003 9:50 PM 
To: Wallston, Ken
Subject: RE: Perceived Health Competence Scale 

Quoting "Wallston, Ken" :

Mary:
Below you'll find a copy of the PHCS. There is a Spanish version of 

this scale, if you need one, but I do not believe it has yet been 
translated into Hmong. Feel free to do so. Ken Wallston

[Reference: Smith, M.S., Wallston, K.A., and Smith, C.A. (1995). The
> development and validation of the Perceived Health Competence Scale.
Health Education Research: Theory & Practice, 10, 51-64.]
> The Perceived Health Competence Scale
INSTRUCTIONS: This is a questionnaire designed to determine the way 
in which different people view certain important issues related to their 
health. Each item is a belief statement with which you may agree or disagree. 
Under each statement is a scale which ranges from strongly disagree (1) to 
strongly agree (5). Respond to each of the following items by blackening one 
number on your answer sheet for each, using the response choices listed 
below. Please try to respond to each item separately in your mind from each 
other item. Choose your answers thoughtfully and make your answers as true 
FOR YOU as you can. Please answer every item. There are no "right" or 
"wrong" answers, so choose the most accurate answer for YOU—not what you 
think most people would say or do.
Strongly Disagree Strongly Agree 1 2 3 4 5

> 1. It is difficult for me to find effective solutions for health problems that come 
my way.
> 2 .1 find efforts to change things I don't like about my health are ineffective. 
>3.1 handle myself well with respect to my health.
> 4 .1 am able to do things for my health as well as most other people.
> 5 .1 succeed in the projects I undertake to improve my health.
> 6. Typically, my plans for my health don't work out well.
> 7. No matter how hard I try, my health doesn't turn out the way I would like.>
> 8. I'm generally able to accomplish my goals with respect to my health. [NOTE: 
For scoring purposes, items 1,2,6, & 7 need to be reverse scored

(i.e., 1=5,2=4, etc.) before summing across all eight items.]
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Perceived Health Status Scale

Please respond to the following statements about your general health, circle the number 
below each statement to best describe how you feel about your own health. AGE

1. I feel comfortable calling my health care provider.
1 Strongly Disagree 2-Disagree 3-Neutral 4-Agree SStrongly Agree

2. When I feel I need to see my health care provider, I can usually get in to 
see my health care provider at a time that is easy for me.

1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree SStrongly Agree

3. I have a regular place to go to get health care when I need to, like a 
doctor’s office or clinic.

1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree SStrongly Agree

4. I have people who can help me, like family or friends, when I need to get
to the doctor or clinic to see my health care provider.

1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree 5-Strongly Agree

5. I know how to get appointments for visits or tests for my health when I 
need to.

1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree SStrongly Agree

6. During this past year, I feel my health has gotten worse.
1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree S-Strongly Agree

7. I do not feel that I am as healthy as I could be.
1 Strongly Disagree 2-Disagree 3-Neutral 4-Agree SStrongly Agree

8. In the past 2 months, I have not been able to do the things I wanted to do 
because of my health problems.

1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree SStrongly Agree

9. I believe my overall health is as good as it can be.
1-Strongly Disagree 2-Disagree 3-Neutral 4-Agree 5Strongly Agree

10. Please circle all of the health problems that you think that you have:
a. Diabetes or high blood sugar
b. Congestive heart failure
c. High blood pressure
d. Breathing problems or shortness of breath
e. Arthritis or rheumatism

Circle all that apply: MALE FEMALE

Black White Hispanic Non-Hispanic Asian Native American Other
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University o f Wisconsin-Milwaukee___________________________________ Institutional Review Board
Human Research Protection Program, Environmental Health, Safety & Risk Management Mitchell 206

MEMORANDUM

Date: January 17,2006

To: MaryPolchert
Nursing

Sally Lundeen 
Professor, Nursing

From: Ann C. Snyder, Chair
Institutional Review Board for the Protection of Human Subjects

Re: Protocol # 06-02-180
Title: Evaluation ofpsychometric properties o f Perceived Health Competence 
Scale in Elderly African Americans

After review of your protocol by the IRB on January 17,2006, your protocol is approved 
as exempt.

If you have any questions or if your plans for human subject involvement change 
substantially from those approved by the IRB, please contact the IRB office at 

 or email to 

Please note that it is the principal investigator’s responsibility to promptly report to the 
IRB any changes in the research project, whether these changes occur prior to 
undertaking, or during the research, In addition, if harm or discomfort to anyone becomes 
apparent during the research, the principal investigator must contact the IRB 
Administrator.

Thank you for your cooperation and best wishes for a successful project.

cc: Protocol File

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



CURRICULUM VITAE

148

Maiy J. Polchert

Place of birth: Milwaukee, WI

Education

MSN 1995 Marquette University Milwaukee, WI
BSN 1988 University of Wisconsin Milwaukee, WI
Diploma 1979 Deaconess Hospital Milwaukee, WI

Dissertation Title: Evaluation of the Psychometric Properties of the Perceived Health 
Competence Scale in elderly African American populations

ACADEMIC AWARDS:

Harriet H. Werley Doctoral Student Nursing Research Award (November 9,2005)
Helen Creighton Doctoral Fellowship (April 27,2000)

Nursing Research and Teaching Experiences:

Assistant/Associate Professor in Nursing at Marian College, Fond u Lac, WI

Project Assistant (50%) for Professor Kathy Sawin at UW -  Milwaukee College 
of Nursing study coordinator for “Secondary Conditions and Adaptation in Spina 
Bifida” (2005-2006)

Teaching Assistant (35%) for Professors Carol Ott and Janet Bitzan at UW -  
Milwaukee College of Nursing (2001-2003)

Research Assistant for Marquette University in Milwaukee, WI (1993-1994) 

Certifications:

CCRN -  Critical Care Registered Nurse (active since 1989)
Parish Nursing

Date

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.




