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Abstract. 
Background and Purpose. The purpose of this study is to determine whether higher baseline levels of (a) self-efficacy for physical activity, (b) self-efficacy for arthritis self-management, and (c) outcome expectations for exercise are associated with higher physical activity levels following an exercise intervention for adults with arthritis. Methods. A secondary analysis of the intervention cohort (
	
		
			
				𝑛
				=
				1
				3
				0
			

		
	
) within a randomized controlled trial of the People with Arthritis Can Exercise program was performed. Multiple linear regression evaluated the relationship between physical activity at a time point three months after the completion of an exercise intervention and three main explanatory variables. Results. After controlling for baseline physical activity, neither self-efficacy for arthritis self-management nor outcome expectations for exercise related to three-month physical activity levels. There was a relationship between three-month physical activity and self-efficacy for physical activity. Conclusions. Future research is needed to evaluate the ability of self-efficacy-enhancing programs to increase physical activity in adults with arthritis.
 

1. Introduction
The benefits of physical activity are numerous and range from disease prevention and management to the enhancement of mental and physical well-being. In adults of all ages, physical activity is associated with lower death rates; prevention and management of hypertension; maintenance of strength, agility, and bone mass; and reduction in the symptoms of certain mental illnesses such as depression and anxiety [1]. Among those with chronic disabling conditions like arthritis, physical activity has additional benefits. For example, aerobic and resistive exercise programs have been shown to significantly decrease pain and self-reported disability and improve strength, maximum walking speed, maximal aerobic capacity, and functional performance measures [2–5].
On the other hand, inactivity among adults with arthritis is associated with several health consequences, including pain, onset of disability, loss of independence in activities of daily living, and decreased quality of life [6, 7]. Physically inactive adults with arthritis also incur substantially higher medical costs compared to more active individuals with arthritis. In one year, the medical costs associated with inactivity among adults with arthritis have been shown to exceed $1200 per person [8]. 
To achieve health benefits and avoid the consequences of inactivity, the Surgeon General in 1996 recommended that all Americans accumulate at least 30 minutes of moderate intensity physical activity on most days of the week [9]. This recommendation remains current as one objective of Healthy People 2020 is to “increase the proportion of adults who engage in aerobic physical activity of at least moderate intensity for at least 150 minutes/week” [10]. This is equivalent to 5 sessions of physical activity per week at 30 minutes in length. Despite these guidelines, however, most adults do not lead physically active lifestyles. Data from the 2007 Behavioral Risk Factor Surveillance System (BRFSS) indicate that only 40% of adults with arthritis engage in regular leisure-time physical activity sufficient to meet the recommendations, a small increase from 38.3% in 2001 [11, 12]. The high prevalence of inactivity among adults with arthritis is a problem that must be addressed.
Physical activity and exercise are often used interchangeably, but there are key distinctions between the two terms. Whereas exercise is planned or structured, physical activity may be accumulated throughout the day by making lifestyle changes such as taking the stairs instead of the elevator or parking farther away from a store entrance to increase walking distance. As Kohl et al. [13] noted, “this lifestyle approach to activity intervention may be more appealing than more structured methods to those who are most sedentary and unfit and therefore are at greatest risk” (page 275). Additionally, it may be easier to sustain increases in lifestyle physical activity levels than to continue participation in structured exercise programs, as approximately 50% of structured exercise program participants drop out within six months to a year [14]. Considering these potential benefits, physical activity is the outcome of interest in the present study.
Numerous psychosocial factors have also been proposed to relate physical activity behavior and, given their modifiability, are potential areas of interventions to help increase physical activity levels. Self-efficacy and outcome expectations, central constructs of the Social Cognitive Theory by Bandura [15–17], are two important psychosocial determinants of physical activity behavior. Self-efficacy, or confidence in one’s ability to perform a given behavior despite obstacles, is a task-specific construct that influences the amount of time  and effort individuals are willing to  invest in order to overcome barriers [15–17]. Outcome expectations, the anticipated consequences of a given behavior, influence behavior by serving as incentives (positive outcomes) or disincentives (negative outcomes) [15–17]. Self-efficacy has received the most consistent support of any psychosocial factor as a strong determinant of physical activity behavior [18–22]. Despite receiving less attention than self-efficacy in the literature, there is strong support for the relationship between outcome expectations and physical activity levels [23–28].
Through this study, we attempted to increase current understanding of factors, specifically self-efficacy and outcomes expectations, associated with physical activity behavior among adults with arthritis. The primary objectives were to determine whether higher baseline levels of (a) self-efficacy for physical activity, (b) self-efficacy for arthritis self-management, and (c) outcome expectations for exercise are associated with higher physical activity levels following the cessation of a six-week structured exercise intervention. We hypothesized that higher baseline levels of all three measures would be associated with higher physical activity levels three months after completion of an exercise intervention.
2. Methods 
2.1. Study Design
This was a secondary analysis of data collected from a randomized controlled trial (RCT) evaluating the effectiveness of the People with Arthritis Can Exercise (PACE) program on key arthritis-related health outcomes [29]. The primary RCT compared intervention group members participating in the PACE program with a delayed control group. The Medical Institutional Review Board at University of North Carolina at Chapel Hill approved the study, and all participants gave informed consent to participate. 

Sedentary adults with arthritis (
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				=
				3
				4
				6
			

		
	
) were recruited from 18 sites across the state of North Carolina by PACE instructors and the investigators’ community contacts (e.g., family practice offices) and local advertisements. The sites were distributed throughout the state in urban and rural counties with varying percentages of African American residents to reflect the state’s diversity. Adults 18 years of age or older with self-reported arthritis were eligible to participate if they experienced any limitations in their daily activities as a result of arthritis or joint symptoms. Individuals using wheelchairs were allowed to participate if they could independently transfer to and from a straight-backed chair and toilet. Individuals were excluded if they had any physical or psychological conditions precluding their participation in exercise activities. Individuals who reported exercising regularly on three or more days per week for 20 minutes or more each day were excluded in an effort to target sedentary individuals.
Following completion of the baseline assessment, participants were randomly assigned to either the intervention or control group. Intervention group members were enrolled in PACE classes beginning within the next week, while controls were offered the PACE intervention after completion of the initial 8-week intervention.
The basic PACE program, designed by the National Arthritis Foundation, consists of gentle strengthening, balance, range-of-motion, and endurance exercises at a level appropriate for individuals with functional limitations plus education in proper body mechanics, relaxation techniques, and behavioral strategies to build self-esteem. PACE was modified slightly and renamed the Arthritis Foundation Exercise Program in 2005. Arthritis Foundation-trained instructors led one-hour classes two days per week for eight weeks at the 18 statewide community centers.
2.2. Study Sample
This study examined baseline and three-month data from the intervention group only (
	
		
			
				𝑛
				=
				1
				7
				1
			

		
	
). At baseline and three months following the intervention, participants completed a battery of self-report, written questionnaires that included the Self-Efficacy for Physical Activity (SEPA) scale, the Rheumatoid Arthritis Self-Efficacy (RASE) scale, the Outcome Expectations for Exercise (OEE) scale, and the Physical Activity Scale for the Elderly (PASE). Participants completed baseline questionnaires in person. Three-month follow-up questionnaires were mailed to the participants. Telephone interviews were conducted with those subjects who failed to return the follow-up questionnaires. Due to variation in the timing of mailings and telephone interviews, the three-month questionnaires were completed anywhere from 2.75 to 4 months following the baseline assessment. The sample for this study included intervention group participants who attended at least one PACE class and who completed the three-month follow-up questionnaires (
	
		
			
				𝑛
				=
				1
				3
				0
			

		
	
).
2.3. Measures
2.3.1. Self-Efficacy for Physical Activity Scale
The SEPA scale is a five-item scale with five-point Likert response levels assessing respondents’ confidence in their ability to be physically active despite common barriers (adverse weather, lack of time, when tired, in a bad mood, or on vacation). A summary score is calculated by averaging responses to all five items, yielding a possible range of one to five points. Higher scores reflect higher levels of self-efficacy for physical activity [30].
The SEPA has shown strong internal consistency across multiple studies (
	
		
			
				𝑟
				=
			

		
	
 0.76–0.85) and significantly differentiates individuals in different stages of exercise behavior change [30, 31]. Two-week test-retest reliability is 0.90 [30]. Construct validity has been supported through associations with numerous measures of physical activity [26, 28, 32–34].
2.3.2. Rheumatoid Arthritis Self-Efficacy Scale
The RASE is a 28-item scale with a five-point Likert response format that measures respondents’ self-efficacy for arthritis self-management behaviors. Although developed for individuals with rheumatoid arthritis, the test is applicable to individuals with all forms of arthritis. There are three questions that deal specifically with physical activity. Total score is computed by summing the responses, yielding a possible range of 28 to 140 points. Higher scores reflect higher self-efficacy for arthritis self-management. 
Construct validity of the RASE has been supported by correlation with the Arthritis Self-Efficacy Scale’s “other” subscale (
	
		
			
				𝑟
				=
				0
				.
				3
				1
			

		
	
) and an association between changes in the RASE and changes in the Arthritis Self-Efficacy Scale’s “pain” and “other” subscales (
	
		
			
				𝑟
				=
				0
				.
				3
				5
			

		
	
 and 0.32, resp.). The RASE has also demonstrated sensitivity to change following a self-management education program. One- and four-week test-retest reliability coefficients are 0.69 and 0.89, respectively [35, 36].
2.3.3. Outcome Expectations for Exercise Scale
The OEE scale consists of nine items with five-point Likert response levels assessing respondents’ agreement with potential benefits of physical activity for older adults. A summary score is calculated by averaging responses to all five items, yielding a possible range of one to five points. Higher scores reflect higher outcome expectations for exercise. Internal consistency alpha coefficients and two-week test-retest reliability are 0.89–0.93 and 0.76, respectively. Criterion and construct validity have been supported by significant associations with exercise behavior and self-efficacy [27, 37, 38]. One item “exercise gives me a sense of personal accomplishment” was inadvertently omitted from the scale employed in this study.
2.3.4. Physical Activity Scale for the Elderly
The PASE assesses self-reported participation in physical activities of varying intensities over the past seven days. Total score is computed using a formula in which each activity is weighted to reflect energy expenditure. PASE scores may range from 0 to 400 or greater, with higher scores indicating higher levels of physical activity. Validity has been supported by significant correlations between PASE and numerous measures of health and function in populations with and without arthritis. The three- to seven-week test-retest reliability coefficient is 0.75 [39–42].
3. Data Analysis
All analyses were conducted using SPSS Version 13.0 and STATA Versions 8.0 and 9.0. Of the 130 participants who completed 3-month follow-up surveys, seven individuals (5.4%) were missing 3-month PASE scores, 21 participants (16.2%) were missing baseline PASE scores, and less than 5% were missing data on the other variables. Participants with missing data were excluded from multivariate analyses. 
Multiple linear regression analyses and more specifically analysis of covariance (ANCOVA) were performed to determine whether higher baseline levels of (a) self-efficacy for physical activity (SEPA), (b) self-efficacy for arthritis self-management (RASE), and (c) outcome expectations for exercise (OEE) are associated with higher physical activity levels (PASE) following the cessation of a structured exercise intervention for adults with arthritis. Because both the RASE and the OEE measures had a nonlinear relationship with the PASE, these data were dichotomized. As no established cut-points are available for these scales and in the absence of other logical cut-points, categories were differentiated using a mean or median split based upon the distribution of the variable. The RASE scale displayed a fairly normal distribution and, thus, was dichotomized using the mean (105.8). With a negatively skewed distribution, the OEE scale was dichotomized using a median cut-point (4.00). 

 Eight covariates (age, race, gender, education, functional limitation, pain, stiffness, and fatigue) were evaluated for their roles as potential confounders. These eight demographic and health-related factors were chosen because they have been shown to significantly affect physical activity behavior in the adult and older adult populations [20, 21, 43, 44]. Functional limitation was measured via the Health Assessment Questionnaire (HAQ) [45]. Pain, stiffness, and fatigue were measured with 10 cm visual analog scales. 
Three separate multivariate analyses were conducted to evaluate the relationship between each of the three main explanatory variables (SEPA, RASE, and OEE) and the 3-month PASE. The analyses were conducted on the three complete models, consisting of the main explanatory variable, the eight covariates, and the baseline PASE. Partial 
	
		
			

				𝐹
			

		
	
-tests with nine degrees of freedom to test all of the interaction terms together were not significant in any of the models. As a result, no interaction terms were included. Covariates were eliminated from the model one at a time by the change-in-estimate method to evaluate the relative change in the estimated effect on 3-month PASE for the main explanatory variable [46]. The order of elimination for each model was unique and determined from the results of the bivariate analyses. All covariates were included in the initial model because covariates can behave unexpectedly when adjustment for other variables is taken into account. After the final models were determined, the adjusted mean values of 3-month PASE were calculated for the 4 levels of SEPA and for the 2 levels of the RASE and OEE. 
4. Results
Of the 175 participants in the intervention group, 130 completed 3-month surveys with a response rate of 74.3%. Forty-five individuals from the original cohort were lost to follow-up. Attrition over the three months was due to study withdrawal, illness, invalid contact information, and unknown reasons. 
 Demographic characteristics are highlighted in Table 1. Research participants (
	
		
			
				𝑛
				=
				1
				3
				0
			

		
	
) were predominantly female (85%) and Caucasian (75%), with a mean age of 72 years. More than half of the participants (59%) possessed higher than a high-school level education. They exhibited high OEE (4.1, range = 1–5). As might be expected from community dwelling adults, participants reported minimal functional impairment based on HAQ scores (mean = 0.99, range = 0–2.5). Baseline levels of all other variables were moderate as illustrated in Table 2.
Table 1: Baseline demographic characteristics of participants (
	
		
			
				𝑛
				=
				1
				3
				0
			

		
	
).
	

	Characteristic	Mean (SD) or %
	

	Age (
	
		
			
				𝑛
				=
				1
				2
				9
			

		
	
)	71.5 (11.7)
	  Range	32.0–94.0
	Gender (
	
		
			
				𝑛
				=
				1
				2
				7
			

		
	
)	 
	        Female	85.0
	Race (
	
		
			
				𝑛
				=
				1
				3
				0
			

		
	
)	 
	      Caucasian	74.6
	      African American	20.0
	      American Indian	3.8
	      Other	1.6
	Education (
	
		
			
				𝑛
				=
				1
				2
				9
			

		
	
)	 
	      >High school	58.9
	Marital status (
	
		
			
				𝑛
				=
				1
				2
				7
			

		
	
)	 
	      Not married	54.3
	Work situation (
	
		
			
				𝑛
				=
				1
				3
				0
			

		
	
)	 
	      Working full or part-time	10.0
	      Unemployed/disabled/LOA	16.1
	      Homemaker	15.4
	      Retired	58.5
	


Note. LOA: Leave of Absence.


Table 2: Baseline health-related characteristics of participants (
	
		
			
				𝑛
				=
				1
				3
				0
			

		
	
).
	

	Characteristic	Mean (SD) or %
	

	SEPA (
	
		
			
				𝑛
				=
				1
				2
				8
			

		
	
)	2.6 (0.85)
	Range	1.0–4.4
	OEE (
	
		
			
				𝑛
				=
				1
				2
				9
			

		
	
)	4.1 (0.74)
	Range	1.0–5.0
	RASE (
	
		
			
				𝑛
				=
				1
				2
				6
			

		
	
)	105.8 (12.6)
	Range	63.0–140.0
	Type of arthritis (
	
		
			
				𝑛
				=
				1
				3
				0
			

		
	
)	 
	    Osteoarthritis	54.6
	    Rheumatoid arthritis	24.6
	    Fibromyalgia	8.5
	Duration of arthritis (years) (
	
		
			
				𝑛
				=
				1
				1
				9
			

		
	
)	12.7 (12.1)
	Range	1 month–62 years
	Pain VAS (
	
		
			
				𝑛
				=
				1
				2
				4
			

		
	
)	47.9 (25.7)
	Range	0.0–100.0
	Stiffness VAS (
	
		
			
				𝑛
				=
				1
				2
				6
			

		
	
)	47.2 (30.6)
	Range	0.0–100.0
	Fatigue VAS (
	
		
			
				𝑛
				=
				1
				2
				7
			

		
	
)	42.0 (27.0)
	Range	0.0–100.0
	HAQ (
	
		
			
				𝑛
				=
				1
				3
				0
			

		
	
)	0.99 (0.62)
	Range	0.0–2.5
	Baseline PASE (
	
		
			
				𝑛
				=
				1
				0
				9
			

		
	
)	92.8 (57.1)
	Range	0.0–300.3
	3-month PASE (
	
		
			
				𝑛
				=
				1
				2
				3
			

		
	
)	73.6 (53.4)
	Range	0.0–280.5
	


Note. PACE: People with Arthritis Can Exercise program. SEPA: Self-Efficacy for Physical Activity scale. OEE: Outcome Expectations for Exercise scale. RASE: Rheumatoid Arthritis Self-Efficacy scale. VAS: Visual Analog Scale. HAQ: Health Assessment Questionnaire. PASE: Physical Activity Scale for the Elderly.



The unadjusted relationship between 3-month PASE and SEPA was moderate but significant (data not shown: 
	
		
			
				𝑟
				=
				0
				.
				3
				0
			

		
	
, 
	
		
			
				𝑃
				<
				0
				.
				0
				1
			

		
	
). The unadjusted mean differences in 3-month PASE between the dichotomized levels of RASE and OEE were minimal and failed to reach significance (data not shown: 8.1, 
	
		
			
				𝑃
				=
				0
				.
				4
				2
			

		
	
, and 10.8, 
	
		
			
				𝑃
				=
				0
				.
				2
				8
			

		
	
, resp.). None of the eight covariates in the conceptual model were confounders. Elimination of each variable from the model resulted in a negligible change in the adjusted mean value of the outcome for each main explanatory variable. The only variable included in the three final models was baseline PASE to control for baseline differences in physical activity levels. 
Table 3 presents mean 3-month PASE values for the three main explanatory variables after adjustment for baseline PASE. The average adjusted 3-month PASE score for individuals with high RASE was 13.9 points higher than those with low RASE. The adjusted mean difference in 3-month PASE values between individuals with high and low OEE was 8.8 points. With each one-point increase in SEPA, mean adjusted 3-month PASE scores were 14.5 points higher. The relationship between SEPA and 3-month PASE scores was statistically significant. 
Table 3: Adjusted** mean 3-month PASE by main explanatory variables.
	

	Main explanatory variables	Adjusted mean 3-month PASE	95% confidence interval	P 
	

	RASE (
	
		
			
				𝑛
				=
				9
				9
			

		
	
)*	 	 	0.117
	       Higha 	79.4	67.1, 91.6	 
	       Lowb 	65.5	53.1, 77.8	 
	OEE (
	
		
			
				𝑛
				=
				1
				0
				1
			

		
	
)	 	 	0.326
	       Highc 	77.3	63.9, 90.6	 
	       Lowd 	68.5	57.2, 79.8	 
	SEPA (
	
		
			
				𝑛
				=
				1
				0
				1
			

		
	
)*	 	 	0.005
	       1	49.2	31.1, 67.4	 
	       2	63.7	53.5, 74.0	 
	       3	78.3	68.9, 87.6	 
	       4	92.8	76.0, 109.5	 
	



	
		
			

				∗
			

			
				𝑃
				<
				0
				.
				0
				5
			

		
	
.

	
		
			
				∗
				∗
			

		
	
All three models adjusted for baseline physical activity as measured by the Physical Activity Scale for the Elderly (PASE). PASE = 92.68 in RASE model, PASE = 93.09 in OEE model. RASE: Rheumatoid Arthritis Self-Efficacy scale. OEE: Outcome Expectations for Exercise scale. SEPA: Self-Efficacy for Physical Activity scale.

	
		
			

				a
			

		
	
High RASE: >105.85. bLow RASE: ≤105.85. 
					cHigh OEE: >4. dLow OEE: ≤4.


To interpret the clinical relevance of these results, it is helpful to understand the formula used to calculate a PASE summary score. A weighted value is attributed to each physical activity task in the scale based upon the estimated energy requirements of the task. This weighted value is multiplied by the approximate number of hours per day spent in performance of the task. The resulting products for each task are then added together to obtain a total physical activity score [41]. 
After controlling for baseline PASE, every 1-point increase in SEPA equated to a 14.5-point increase in adjusted mean 3-month PASE score. The 29.0-point difference in adjusted mean physical activity between individuals with a SEPA score of 4.0 versus 2.0 may correspond to an additional six hours per week of moderate or strenuous recreational activities (weighted value of 23 * frequency of 
	
		
			
				1
				.
				2
				9
				=
				2
				9
				.
				7
			

		
	
 points), or an additional eight hours per week of walking outside home (weighted value of 20 * frequency of 
	
		
			
				1
				.
				5
				=
				3
				0
			

		
	
 points). 
5. Discussion
Results of the present study indicate that higher baseline levels of self-efficacy for physical activity are associated with higher physical activity levels three months after the cessation of a structured exercise intervention for adults with arthritis. These findings provide support for one of the three a priori hypotheses. The other two hypotheses that baseline self-efficacy for arthritis self-management and outcome expectations for exercise would also relate to 3-month PASE scores were not supported. Although individuals with higher RASE and OEE at baseline were more physically active at three months than those with low RASE and OEE, the differences were not statistically significant. 
The Surgeon General recommends that adults accumulate at least 150 minutes of moderate intensity physical activity over the course of a week in order to experience benefits. Considering this recommendation, our results suggest that high self-efficacy for physical activity may yield important health benefits for adults with arthritis [1, 10].
The results are somewhat consistent with findings from studies of healthy adults. The relationship between self-efficacy and physical activity is significant across populations. In the general adult population, however, outcome expectations for exercise have also been shown to relate to physical activity levels [47]. Although this relationship exhibited a trend in the expected direction, it was insignificant in the present study of adults with arthritis. 
One possible explanation for the lack of association between OEE and 3-month PASE is the negatively skewed distribution of the OEE scale. More than 88% of participants reported outcome expectations greater than or equal to 3.5, and 66% reported values of 4.0 or greater. This prevalence of high values suggests a possible ceiling effect of the 1–5 scale that may have masked any potential influence of outcome expectations on physical activity. The omission of one item from the OEE scale may also have contributed to the insignificant results. Finally, statistical power was lost by dichotomizing this variable.
Alternatively, perhaps the results reflect a true difference between healthy adults and those with arthritis. Adults with limitations in daily activities due to joint symptoms may be aware of the many potential benefits of exercise and physical activity, but because of their pain and physical limitations, they may not believe that the benefits are applicable to them. Outcome expectations may not relate to their physical activity behavior if they do not expect to personally experience the benefits of physical activity.
Although the relationship between RASE and 3-month PASE failed to reach statistical significance, the 13.9 point difference in adjusted mean physical activity between individuals with high and low levels of RASE is noteworthy. Such a difference may correspond to an additional four hours per week of walking outside the home (weighted value of 20 * frequency of 
	
		
			
				0
				.
				6
				4
				=
				1
				2
				.
				8
			

		
	
 points) or an additional three hours per week of muscle strengthening exercises (weighted value of 30 * frequency of 
	
		
			
				0
				.
				4
				3
				=
				1
				2
				.
				9
			

		
	
 points). 
An explanation for the nonsignificant relationship between RASE and 3-month PASE is  that the self-efficacy was not specific to physical activity. Self-efficacy is defined as confidence in one’s ability to perform a given task [15–17, 48]. In the present study, the task of interest was physical activity, not arthritis self-management. Perhaps the results illustrate the task-specific nature of self-efficacy. It is also possible that due to the dichotomization of the RASE scale, this study simply was not powerful enough to detect a statistically significant difference in 3-month PASE.
5.1. Limitations
Intervention participants from the primary RCT were treated as a cohort for this secondary analysis. Although it was the intent for every individual to be exposed to the same intervention, it is possible that the PACE program varied or some participants could have been differentially affected by the PACE program. As a result, the intervention could have mediated the relationship between self-efficacy and physical activity. The primary outcome measures of the randomized trial were symptoms (pain, stiffness, and fatigue), self-report, and performance-based measures of physical function and self-report physical activity assessed by the PASE [29]. Improvements in symptom outcomes and performance-based upper and lower extremity function were found, but no significant improvements in physical activity were found [29]. As mentioned above, the PACE intervention itself may bias the interpretation of the results.
The self-report nature of the PASE may have presented a biased representation of participants’ true physical activity levels, and the scoring algorithm may have overestimated the time spent in performance of household tasks. The validity of the PASE has been repeatedly supported and we believe that the scale provided an adequate reflection of actual physical activity behavior [39, 40, 42]. However, limitations of PASE are in the literature, including (1) lower validity for women, (2) floor effects, and (3) physical activity bias towards colder climates (e.g., ice skating); all of these limitations could bias participants’ true physical activity levels [39, 42, 49, 50]. Another limitation of PASE in our study was the relatively high number of missing data (16.1%).
5.2. Strengths
 As a result of the broad definition of arthritis used in this study, results are not limited to those with a specific type of arthritis, but, rather, are applicable to a larger population of adults with limitations in daily activities due to joint symptoms. In addition, over 25% of the participants were non-Caucasian, and more than one third possessed a high-school education or less. The participants in most existing studies of physical activity determinants are healthy, well-educated adults, and at least 95% are Caucasian [23, 25, 51–53]. The greater diversity of participants in this study suggests that the results are applicable to a wider range of individuals.
 The use of two self-efficacy scales was another strength of the study. Evaluating the relationship between 3-month PASE and scores on both the SEPA and RASE provided a more thorough assessment of the impact of self-efficacy on physical activity among adults with arthritis. 
5.3. Implications
 Important implications for clinical use and future research can be drawn from the results of this study. Clinically, results provide support for significant and meaningful relationships between physical activity and self-efficacy for physical activity. The differences in adjusted mean physical activity levels between individuals with high and low self-efficacy may yield important health benefits for adults with arthritis. As a factor associated with physical activity behavior in adults with arthritis, self-efficacy for physical activity may be a potential area of intervention to address the problem of inactivity. Programs designed to enhance self-efficacy for physical activity could help increase physical activity levels among adults with arthritis.
 From a research perspective, results of this study revealed similarities and differences in the factors associated with physical activity behavior between adults with arthritis and the general adult population. Given the differences, additional studies are recommended to examine the role of other potential determinants of physical activity among adults with arthritis, such as the type and location of arthritis, social support, and environmental barriers. The psychometric properties of the SEPA and OEE should be evaluated to determine the appropriateness of their use among adults with arthritis. Additionally, the appropriateness of using any of the scales (PASE, RASE, SEPA, and OEE) among minorities, individuals with low socioeconomic status, and individuals with low literacy should be evaluated. Further research is needed to determine factors associated with long-term, sustained, physical activity behavior in adults with arthritis.
6. Conclusion
This study was conducted to determine whether baseline levels of self-efficacy for physical activity, self-efficacy for arthritis self-management, and outcome expectations for exercise are associated with higher physical activity levels following the cessation of a structured exercise intervention for adults with arthritis. After controlling for baseline physical activity, neither self-efficacy for arthritis self-management nor outcome expectations for exercise related to 3-month physical activity levels, but the relationship between 3-month physical activity and self-efficacy for physical activity was clinically meaningful and statistically significant. The results highlight a potential area of intervention to address the problem of inactivity among adults with arthritis. Future research is needed to evaluate the ability of self-efficacy-enhancing programs to increase physical activity levels and to identify additional determinants of physical activity behavior in adults with arthritis.
Conflict of Interests
The authors declare that they have no conflict of  interests.
Acknowledgments
This research was supported by the Centers for Disease Control and Prevention (CDC) through the Association of American Medical Colleges (AAMC), Grant MM-0275-03/03; an Arthritis Foundation New Investigator Award; and an American College of Rheumatology Research and Education Health Professional New Investigator Award. It was supported in part by Grant 1 R49 CE002096-01 from the National Center for Injury Prevention and Control, Centers for Disease Control and Prevention to the Center for Injury Epidemiology and Prevention at Columbia University. Its contents are solely the responsibility of the authors and do not necessarily represent the official views of the Centers for Disease Control and Prevention.
References
	 United States Department of Health and Human Services, “2008 Physical activity guidelines for Americans,” 2008, http://www.health.gov/paguidelines
	W. H. Ettinger Jr., R. Burns, S. P. Messier et al., “A randomized trial comparing aerobic exercise and resistance exercise with a health education program in older adults with knee osteoarthritis. The Fitness Arthritis and Seniors Trial (FAST),” Journal of the American Medical Association, vol. 277, no. 1, pp. 25–31, 1997.
	A. Hakkinen, P. Hannonen, K. Nyman, T. Lyyski, and K. Hakkinen, “Effects of concurrent strength and endurance training in women with early or longstanding rheumatoid arthritis: comparison with healthy subjects,” Arthritis & Rheumatism, vol. 49, no. 6, pp. 789–797, 2003.
	C. H. Stenstrom and M. A. Minor, “Evidence for the benefit of aerobic and strengthening exercise in rheumatoid arthritis,” Arthritis & Rheumatism, vol. 49, no. 3, pp. 428–434, 2003.
	E. Hurkmans, F. J. van der Giesen, T. P. Vliet Vlieland, J. Schoones, and E. C. van den Ende, “Dynamic exercise programs (aerobic capacity and/or muscle strength training) in patients with rheumatoid arthritis,” Cochrane Database of Systematic Reviews, no. 4, Article ID CD006853, 2009.
	M. S. Kaplan, N. Huguet, J. T. Newsom, and B. H. McFarland, “Characteristics of physically inactive older adults with arthritis: results of a population-based study,” Preventive Medicine, vol. 37, no. 1, pp. 61–67, 2003.
	B. W. Penninx, S. P. Messier, W. J. Rejeski et al., “Physical exercise and the prevention of disability in activities of daily living in older persons with osteoarthritis,” Archives of Internal Medicine, vol. 161, no. 19, pp. 2309–2316, 2001.
	G. Wang, C. G. Helmick, C. Macera, P. Zhang, and M. Pratt, “Inactivity-associated medical costs among US adults with arthritis,” Arthritis & Rheumatism, vol. 45, no. 5, pp. 439–445, 2001.
	 United States Department of Health and Human Services, Physical Activity and Health: A Report of the Surgeon General, US Department of Health and Human Services, Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Atlanta, Ga, USA, 1996.
	 United States Department of Health and Human Services, “Healthy people 2020,” 2010, http://healthypeople.gov/2020/
	K. R. Fontaine, M. Heo, and J. Bathon, “Are US adults with arthritis meeting public health recommendations for physical activity?” Arthritis & Rheumatism, vol. 50, no. 2, pp. 624–628, 2004.
	S. Austin, H. Qu, and R. M. Shewchuk, “Association between adherence to physical activity guidelines and health-related quality of life among individuals with physician-diagnosed arthritis,” Quality of Life Research, vol. 21, no. 8, pp. 1347–1357, 2012.
	H. W. Kohl III, A. L. Dunn, B. H. Marcus, and S. N. Blair, “A randomized trial of physical activity interventions: design and baseline data from project active,” Medicine & Science in Sports & Exercise, vol. 30, no. 2, pp. 275–283, 1998.
	R. K. Dishman, Exercise Adherence: Its Impact on Public Health, Human Kinetics, Champaign, Ill, USA, 1988.
	A. Bandura, “Self-efficacy: toward a unifying theory of behavioral change,” Psychological Review, vol. 84, no. 2, pp. 191–215, 1977.
	A. Bandura, Social Foundations of Thought and Action, Prentice-Hall, Englewood Cliffs, NJ, USA, 1986.
	A. Bandura, Self-Efficacy: The Exercise of Control, WH Freeman and Company, New York, NY, USA, 1997.
	C. Keller, J. Fleury, N. Gregor-Holt, and T. Thompson, “Predictive ability of social cognitive theory in exercise research: an integrated literature review,” The Online Journal of Knowledge Synthesis for Nursing, vol. 6, p. 2, 1999.
	E. McAuley and B. Blissmer, “Self-efficacy determinants and consequences of physical activity,” Exercise and Sport Sciences Reviews, vol. 28, no. 2, pp. 85–88, 2000.
	R. E. Rhodes, A. D. Martin, J. E. Taunton, E. C. Rhodes, M. Donnelly, and J. Elliot, “Factors associated with exercise adherence among older adults. An individual perspective,” Sports Medicine, vol. 28, no. 6, pp. 397–411, 1999.
	N. E. Sherwood and R. W. Jeffery, “The behavioral determinants of exercise: implications for physical activity interventions,” Annual Review of Nutrition, vol. 20, pp. 21–44, 2000.
	S. Ashford, J. Edmunds, and D. P. French, “What is the best way to change self-efficacy to promote lifestyle and recreational physical activity? A systematic review with meta-analysis,” The British Journal of Health Psychology, vol. 15, part 2, pp. 265–288, 2010.
	G. S. Brassington, A. A. Atienza, R. E. Perczek, T. M. DiLorenzo, and A. C. King, “Intervention-related cognitive versus social mediators of exercise adherence in the elderly,” The American Journal of Preventive Medicine, vol. 23, no. 2, supplement, pp. 80–86, 2002.
	V. S. Conn, “Older adults and exercise: path analysis of self-efficacy related constructs,” Nursing Research, vol. 47, no. 3, pp. 180–189, 1998.
	A. M. Jette, D. Rooks, M. Lachman et al., “Home-based resistance training: predictors of participation and adherence,” The Gerontologist, vol. 38, no. 4, pp. 412–421, 1998.
	B. M. Pinto, H. Lynn, B. H. Marcus, J. DePue, and M. G. Goldstein, “Physician-based activity counseling: Intervention effects on mediators of motivational readiness for physical activity,” Annals of Behavioral Medicine, vol. 23, no. 1, pp. 2–10, 2001.
	B. Resnick, “Testing a model of exercise behavior in older adults,” Research in Nursing & Health, vol. 24, no. 2, pp. 83–92, 2001.
	C. Schuster, S. Petosa, and R. Petosa, “Using social cognitive theory to predict intentional exercise in post-retirement adults,” Journal of Health Education, vol. 26, pp. 14–24, 1995.
	L. F. Callahan, T. Mielenz, J. Freburger et al., “A randomized controlled trial of the people with arthritis can exercise program: symptoms, function, physical activity, and psychosocial outcomes,” Arthritis & Rheumatism, vol. 59, no. 1, pp. 92–101, 2008.
	B. H. Marcus, V. C. Selby, R. S. Niaura, and J. S. Rossi, “Self-efficacy and the stages of exercise behavior change,” Research Quarterly for Exercise and Sport, vol. 63, no. 1, pp. 60–66, 1992.
	N. Owen and B. H. Marcus, “Motivational readiness, self-efficacy and decision-making for exercise,” Journal of Applied Social Psychology, vol. 22, pp. 3–16, 1992.
	K. H. Miller, R. J. Ogletree, and K. Welshimer, “Impact of activity behaviors on physical activity identity and self-efficacy,” The American Journal of Health Behavior, vol. 26, no. 5, pp. 323–330, 2002.
	K. Oliver and T. Cronan, “Predictors of exercise behaviors among fibromyalgia patients,” Preventive Medicine, vol. 35, no. 4, pp. 383–389, 2002.
	R. E. Rhodes, A. D. Martin, and J. E. Taunton, “Temporal relationships of self-efficacy and social support as predictors of adherence in a 6-month strength-training program for older women,” Perceptual and Motor Skills, vol. 93, no. 3, pp. 693–703, 2001.
	T. J. Brady, “Measures of self-efficacy, helplessness, mastery, and control,” Arthritis & Rheumatism, vol. 49, pp. S147–S164, 2003.
	S. Hewlett, Z. Cockshott, J. Kirwan, J. Barrett, J. Stamp, and I. Haslock, “Development and validation of a self-efficacy scale for use in British patients with rheumatoid arthritis (RASE),” Rheumatology, vol. 40, no. 11, pp. 1221–1230, 2001.
	B. Resnick, S. I. Zimmerman, D. Orwig, A. L. Furstenberg, and J. Magaziner, “Outcome expectations for exercise scale: utility and psychometrics,” The Journals of Gerontology B, vol. 55, no. 6, pp. S352–S356, 2000.
	B. Resnick, S. Zimmerman, D. Orwig, A.-L. Furstenberg, and J. Magaziner, “Model testing for reliability and validity of the outcome expectations for exercise scale,” Nursing Research, vol. 50, no. 5, pp. 293–299, 2001.
	N. D. Harada, V. Chiu, A. C. King, and A. L. Stewart, “An evaluation of three self-report physical activity instruments for older adults,” Medicine & Science in Sports & Exercise, vol. 33, no. 6, pp. 962–970, 2001.
	K. A. Martin, W. J. Rejeski, M. E. Miller, M. K. James, W. H. Ettinger Jr., and S. P. Messier, “Validation of the PASE in older adults with knee pain and physical disability,” Medicine & Science in Sports & Exercise, vol. 31, no. 5, pp. 627–633, 1999.
	R. A. Washburn, A. M. Jette, and C. A. Janney, Eds., Physical Activity Scale for the Eldery: Administration and Scoring Instruction Manual, New England Research Institute, Watertown, Mass, USA, 1991.
	R. A. Washburn, K. W. Smith, A. M. Jette, and C. A. Janney, “The physical activity scale for the elderly (PASE): development and evaluation,” Journal of Clinical Epidemiology, vol. 46, no. 2, pp. 153–162, 1993.
	M. S. Kaplan, J. T. Newsom, B. H. McFarland, and L. Lu, “Demographic and psychosocial correlates of physical activity in late life,” The American Journal of Preventive Medicine, vol. 21, no. 4, pp. 306–312, 2001.
	R. F. Oman and A. C. King, “Predicting the adoption and maintenance of exercise participation using self-efficacy and previous exercise participation rates,” The American Journal of Health Promotion, vol. 12, no. 3, pp. 154–161, 1998.
	J. F. Fries, P. Spitz, R. G. Kraines, and H. R. Holman, “Measurement of patient outcome in arthritis,” Arthritis & Rheumatism, vol. 23, no. 2, pp. 137–145, 1980.
	S. Greenland, “Modeling and variable selection in epidemiologic analysis,” The American Journal of Public Health, vol. 79, no. 3, pp. 340–349, 1989.
	J. I. Robinson and M. A. Rogers, “Adherence to exercise programmes. Recommendations,” Sports Medicine, vol. 17, no. 1, pp. 39–52, 1994.
	B. Resnick and L. S. Jenkins, “Testing the reliability and validity of the self-efficacy for exercise scale,” Nursing Research, vol. 49, no. 3, pp. 154–159, 2000.
	R. A. Washburn, E. McAuley, J. Katula, S. L. Mihalko, and R. A. Boileau, “The physical activity scale for the elderly (PASE): evidence for validity,” Journal of Clinical Epidemiology, vol. 52, no. 7, pp. 643–651, 1999.
	L. M. Hays and D. O. Clark, “Correlates of physical activity in a sample of older adults with type 2 diabetes,” Diabetes Care, vol. 22, no. 5, pp. 706–712, 1999.
	T. E. Duncan and E. McAuley, “Social support and efficacy cognitions in exercise adherence: a latent growth curve analysis,” Journal of Behavioral Medicine, vol. 16, no. 2, pp. 199–218, 1993.
	A. C. King and A. W. Garcia, “Predicting long-term adherence to aerobic exercise: a comparison of models,” Journal of Sport and Exercise Psychology, vol. 13, no. 4, pp. 394–410, 1991.
	J. S. Hallam and R. Petosa, “The long-term impact of a four-session work-site intervention on selected social cognitive theory variables linked to adult exercise adherence,” Health Education & Behavior, vol. 31, no. 1, pp. 88–100, 2004.


OEBPS/page-template.xpgt
 

   


     
	 
    

     
	 
    


     
	 
    


     
         
             
             
             
        
    

  





OEBPS/pageMap.xml
 
                                 
                                



OEBPS/Fonts/xits-italic.otf


OEBPS/Fonts/xits-bolditalic.otf


OEBPS/Fonts/xits-regular.otf


OEBPS/Fonts/xits-math.otf


