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KATHLEEN ADAMO 
Intrinsic Motivation and Health-;promoting Behaviors of the Elderly 
(Under the direction of SARAH GUELDNER) 

The Surgeon General's Report, Health People (1979) and 

Healthy People 2000 {1990) propose that 50% of the deaths in the 

United States and a major portion of chronic illness are due to 

unhealthy lifestyles·. Recognition of the consequences of unhealthy 

life-styles has led nurses and . ot~er health professionals toward an 

increased focus on health promotiO'n. This focus is especially crucial 

in the growing population Qf older adults and points to the need to 

investigate those factors which promote positive .health-seeking 

behaviors. This study examined the relationship between intrinsic 

motivation and health-promoting behaviors in the elderly~ 

The, sample for this study cons~sted of 48 community-based 

well elderly ·volunteers aged 60 to 80 recruited from retirement 

communities, senior residential centers, churches and local residents. 

In this study, which . utilized a cross-sectional correlational design, 

subjects completed· a demographic questionnaire and two paper and 

pencil tests: (1) the Health Self-Determination Index (HSDI) and the 

Health-Promoting Lifestyle Profile (HPLP). A Pearson correlation 

coefficient was computed to determine the relationship between the 

subjects' scores on the HS·DI and HPLP. Additionally, regression 

analysis was utilized to more closely investigate the relationship 

between scores on the HSDi and subscale scores on the HPLP. 
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CHAPTER ONE 

Introduction 

The Surgeon General's report, Healthy People 2000: National 

Health Promotion and Disease Prevention Objectives states that 

unhealthy life styles are responsible for a large proportion of the 2.1 

million annual deaths in the United States (U.S. Department of Health 

and Human Services, 1990). Considerable knowledge has been 

gained since the Surgeon General's Report, Healthy People '(U.S. 

Department ·of Health, Education, and Welfare, 1979) and its 

companion document, Promoting Health/Preventing 

Disease:Objectives for the Nation (U.S. Department of Health and 

Human Services, 1980). Recognition of the consequences of 

unhealthy life-styles has led nurses and other health ·professionals 

toward. an increased focus on health promotion (Edelman & Mandie,. 

1986; U.S. Department of Health and Human Services; 1990). 

As the direction of health care has shifted from illness to 

wellness (Murray & Zentner, 1985), the role of the nurse has 

expanded to include activities that enhance the promotion and 

maintenance of health (Edelman & Mandie, 1986; Murray & Zentner, 

1985; Pender, 1987). As a result of this intense emphasis on health, 
I 

Americans are living longer, and quality of life has become a vitally 

important issue. It has. become so important, in fact, that ~he 

Surgeon General's report has listed both increased longevity and 

enhanced quality of life as national goals (U.S. DHHS, 1990, p. 1-2). 

1 
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Americans over the age of 65 currently make up 12.4% of the 

population as compared to 4% in 1900. The current prediction is that __ 

the number will increase to 13% by the year -2000. and to 22% by the · ') 

year 2030 (U.S. DHHS, 1?90). Approximately 89% of the elderly 

suffer from one or more chronic conditions, and their medical 

treatment accounts for 30% of the nation'~ health care expenditures 

(Burnside, 1988). In order to improve the health of the elderly in 

the future and decrease the cost of health care, the elderly 

population should be considered as an appropriate target for health 

promotion efforts. 

Statement of the Problem 
.>" 

Nursing, in its expanded role, needs to assess the health needs 

of the rapidly increasing elderly population and to determine how 

positive health-seeking behaviors can be promoted . in this high-risk 

segment of the population. The findings in the literature indicate that 

many factors, including age, sex, education, economic resources, and 

·race (Brown & McCreedy, 1986; Cox Miller, & Mull, 1987; Hickey, 

1988; Pender, 1987), influence one's choice to live a healthy lifestyle. 

One factor frequently cited as an important influence is intrinsic 

motivation (Cox, 1985; Cox & Wachs, 1985; Cox, Miller & Mull, 1987). 

Cox et · al. (1987) state that "intrinsic motivation should be a primary 

construct used to explain health behavior, as well as a target for 

intervention development" (p. 2). The purpose of this study, 

therefore, is to examine the relationship between intrinsic motivation 

and health-promoting behaviors among elderly clients. 

. :j,. 
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Definition of Terms 

Health promotion is considered . to be an activity aimed at 

· sustain~ng or increasing the general ·level of well-being (Murray & 

Zentner, 1985). Pender (1987). defines health-promoting activities as 

"activities directed toward increasing the level of well-being and 

actualizing the health potential of individuals,: families, communities, 

and society" (p. 4). This definition will guide this study. Health 

promoting behavior will be operationally defined as the individual's 

score on Walker's (1985) Health-Promoting Lifestyle Profile. 

Cox et al. (1987) define intrinsic motivation as "the human 

need to be competent and self-determining with respect to the 

environment" (p.2). This definition is based on the work of Deci 

(1980) and Deci & Ryan (1985)~ The elderly client will be defined as 

any person 60 years of age or older. Intrinsic motivation will be 

operationally defined as the individual's score on Cox's Health Self

Determinism Index (1985). 



CHAPTER TWO . 

Review of the Literature and Conceptual Framework 

Until recently thete has been little nursing research dealing 

with health promotion. In the ten years since the initial Surgeon 

General's report, nursing literature has not dealt extensively with 

health promotion. Walker; Volkan,- Sechrist, and Pender (1988) point 

out that despite the Surgeon General's report and the increasing 

elderly population, older adults are just now being targeted for 

health promotion programs and research. Limited research 

addresses the factors. which motivate individuals to participate or not 

participate in health~promoting behaviors. 

Motivation 

Several n·on-nursiilg Studies have addressed the issue of 

motivation in .health behavior. the widely recognized Health Belief 

· Model (HBM), which originated in the early 1950s, was based on 

social psychological theory (Becker, D'rachma, & Kirscht, 1974). The· 

HBM provided a framework for exploring why some people take 

health-protective actions and other do not (Rosenstock, 1974). It 

was originally formulated' to explain preventive health behavior and 

emphasized that the subJective world of the perceiver, as opposed to 

the objective e~vironm'ertt, was an important _determinant of 

behavior (Mikhail; 1981 ). The elements of the classical HBM include 

"the individual's perceptions of susceptibility to a diseas_e,. the 

severity of the disease, and the benefits and costs associated with 

4 
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paths of action that can be taken to prevent it" (Becker et al., 197 4, p. 

206). 

'In 1974, Becker et al.. developed .a revised version of the ·HBM .~:\_ 

for use as a predictor of compliance with prescribed health-care 

regimens. The reformulated HBM introduced the concept of health

motivation in an effort to further understand the subjective world of 

the perceiver. The revised model suggested that "positive health 

motivations exist and account for some portion of health-related 

behavior" (p. 207). 

The HBM and its expanded v¢rsion have served as theoretical 

frameworks for many studies over the past several years. Becker, 

Radius, Rosenstock, Dtaehman, Schtiberth, and Teets (1978) applied 

the HBM to the study of compliance with a medical regimen for 

asthma. This was a fit~i't attempt at using the model in research 

concerning long-term chronic conditions, and the results supported · 

the usefulness of the· HBM in exph\ining and predicting adhe_rence- to 

therapy. 

Lashley (1987), employing the HBM as a theoretical framework 

·to examine the predictors of breast self-examination (BSE} practic·e 

among elderly women~ found that selected demographic and health 

belief variables only weakly predicted BSE. behavior. Perceived 

susceptibility to breas.t cancer and perceived benefits of BSE were 

not found to be significantly related to BSE practice. According to 

Mikhail (1981), ,.'the usefulness of the HBM for practice lies in 

whether the health beliefs can· be activated or changed in .the right 
~ 

direction so that ·appropriate _ health behavior becqmes more likely" 

(p. 72). 
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Other studies addressing the issue of motivation in health 

behavior have· been based on the locus of control construct in Rotter's .~, .. 

(1972) social-learning theory.· According to Rotter, "The .occurrence·. · .. f 

of a behavior of a person is determined not only by the nature or 

importance of goals or reinforcements but also by the person's 

anticipation or expectancy that these goals will occur" (p. 11). Locus 

of control refers to the degree to which an individual believes that a 

particular reinforcement is due to his own behavior rather than 

outside forces. Internally controlled persons perceive that events 

are contingent upon .their behavior,'. whereas . externally Gontrolled 

persons do not perceive themselves as being in control of their own 

destiny. 

The Health Locus. of Control Scale (HLC) was developed as a 

predictor of an individual's .motivat~on to engage in healthy 

behaviors (Wallston, Kaplan; & Maikes,.1976). They found Rotter's. 

Internal.;External Scale too general to predict health behaviors 

adequately. ·The HLC Scale was validated in studies examining 

hypertension and health information with internally controlled 

persons and studies of overweight women and types of weight loss 

programs (Wallston · et al., 1976)~ Gierszewski (1983) also examined 

weight. loss using the locus of co~trol .~oncept and was not successful 

in empirically validating Rotter's theory: internals demonstrated less 

weight loss and. more weight gain than externals. Hallal (1982) based 

the study of· B SE practice on a theoretical framewo~k including three 

elements: the HBM,- IU.;C, and self-concept. She· employed the 

Multidimensional Health Locus of Control (MHLC) Scales, developed 

in 1978 by Wallston, · Wallston, and Devellis, to measure health locus 

.... ; .... 
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of control. Hallal found that there was. no significant correlation 

between active participation in BSE. and a high score on the "internal" ·

. subscale of the Mlll.C . Scales. 

The literature abounds with inconsistent findings examining 

the relationship between MHLC and general health-promoting 

activities (Wallston & Wallston, 1981). According to Pender (1987) 

there is a difference between desire for control of health and 

perceived probability of control of health which needs to be 

addressed through further empirical studies. 

Like Pender, Deci (1975, 1980). and Deci and Ryan (1985) found 

that existing psychosocial theories of motivation failed to 

conceptualize the construct adequately. Deci (1975) proposed that 

the individual's sense of competence and self-determination 

provided an intrinsic reward which is necessary. for the individual's 

physical and psychological well-being. Deci and Ryan proposed that 

the human organism has needs for competence and self

determination that are beyond the· tissue-based needs · focused on in 

earlier theories ·of intrinsic motivation (p.39). They differ from 

earlier theorists by proposing that self-determination is the ability to 

choose and have choices, ra~het than allowing reinforcement 

contingencies, drives; . or any other forces or pressures to ·be the 

determinants of one's actions (p.38). 

Intrinsic Motivation . 

Cox (1982) proposed that what nursing needs to guide research 

and practice is a client-focused theoretical framework of ·client health 

behavior that would recognize the clients' individuality in attaining 

positive health behaviors, focus on the client-professional interaction, 

., 
.~~.! 



and develop nursing interventions specific to the individual client. 

Motivation is a primary element in Cox's model, and . she apparently 

8 

-agrees· with·· Deci and -Ryan's belief that the feeling. of competence- and- · -, 

self-determination affects the individual's physical and psychological 

well~being. Several studies by Cox (1982, 1985, 1986; Cox et al., 

1987; Cox & Roghman, 1984, Cox & Wachs, 1985) have examined the 

concept of intrinsic motivation--specifically, how it related to the 

clients' propensity to engage in healthy behaviors and where nurses · 

can intervene to prom·ote healthy behaviors. 

The Health Self~Detetminism Index (HSDI) has been suggested 

as a measure of inttinsi€ motivation in health behavior (Cox, 1985; 

Cox et al., 198-7; Cox 8i Wachs, 1985). The 'HSDI was developed by 

Cox ( 1985) in an attempt ~o capture the motivational components of 

health behavior. Cox as·serts .that know ledge of a client's 

motivational status will help health professionals to develop . 

interventions appn:>priate to health promotion.·· Cox bas~d the. 

--- development of the HSDI on Deci's (1975)-- cognitive evaluation 

theory, which proposes that motivation is ~ manipulable client 

characteristic. The HSDI; as a new measure of intrinsic motjvation, 

focuses on four 'important variables, which are ··represented by the 

four subscales of the index: self-determined health judgments, · self

determined health be·hav1ot,. perceived sense .of competency in 

health matters, and responsiveness to . internal-external cues (Cox, 

1985). These four variables "correspond to the theoretical 

description of the tompofients of an intrinsically motiv"ated person" 

(p. 179). - Therefore, ·an intrinsically motivated person would be 

expected to score high on this scale. 
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Studies to confirm the reliability of the HSDI in measuring 

intrinsic motivation have been conducted. . c·ox and Wachs (1985) 

9 

. completed . one . study of 2.02 randomly . selected adults from a 

moderately-sized Midwestern ·community. The alpha reliability 

coefficient for the total scale was 0.84. This study was important in 

that it targeted fout sociodemographic variables that were predictive 

of total and sub scale scores: age, sex·, income and educational level . 

Cox et al. (1'987) condu.ct~d another study of 379 randomly selected 

elders from four· specialized residences for the elderly in a large 

Midwestern city atid 1ts suburbs. The overall reliability of the HSDI 

was· supported with an alpha coefficient of 0.78. (p.1). Cox and 

Wachs (1985) state that "'intrinsic motivation appears to be an ideal 

motivational construct with which to examine health-maintenance 

and health-promotion behaviors". (p. 203). 

Health Promotion 

Just as Cox and Wachs ( 1985) propose that intrinsic motivation 

is an important construct ·in examining health promotion behavior, 
' . . . 

Pender (1987) also states that motivation plays_ a critical role in 

health-promoting behavibt. Walker, Volkan, Sechrist, and_ Pender, 

(1988) recently conducted .a· study ainong older adults examining 

···their health-promoting behaviors. and identifying .. lifestyle patterns .. 

They compared these older adults with young and middle-aged 

adults and fourid that the older adults had higher scores for overall 

health-promoting lifestyle as well as on three of the six subscales: 

health responsibiiity, nutrition, and stress management. Their 

findings are consistent with earlier studies comparing health -seeking 



behaviors of older and younger adults (Bausel, 1986; Prohaska, 

Leventhal, Leventhal, & Keller, 1985). 

10 

Walker et. al. (1987) have developed t,he Health-Promoting 

Lifestyle Profile (HPLP) as a r~search tool to measure health

promoting behaviors. The instrument looks at six factors that affect 

a health-promoting life style: self-actualization, health 

responsibility, exercise, nutrition, interpersonal support, and stress 

management. The instrument focuses only on health-promoting 

behaviors; it does not address health-damaging behaviors. Recent 

research studies have examined health-promoting behaviors using 

the HPLP as one of their instruments. 

Duffy (1989) employed the HPLP in her Study of determinants 

of health status in employed women. This was a correlational study 

(n=420) that investigated the relationship between health locus of 

control,· sel.f-esteem, specific health promotion activities .and self

reported health statuS. He:r results indicated that women who rated 

·their ·overall health ·. statu·s ~fs good scored high . in self-actualization 

and in exercise, two subseales of the HPLP. They also were 

characterized by having no diagnosed health problems, high incomes , . · 

and high internal locus ·of control. 

Duffy and MacDonald (1990) employed the HPLP when 

investigating relation-ships among demographics, self-esteem, health 

locus of control, health promotion behaviors, perceived health and 

functional health ratings in 179 men and women aged 65 to 99 

years. They found a significant relationship between exercise and 

nutrition scores on the HPLP and higher scores on five functional 



dimensions of the OARS Multidimensional · Functional Ass·essment 

Questionnaire . 

1 1 

. Speake, Cowart; . and. Pellet (1989) examined the. relationship of --~- . 

the HPLP with selected demographic variables, perceived health 

status, and health locus of control in the well elderly. Their sample 

included 297 volunteers between the ages of 55 and 93 with the 

mean age being 72. Perceived health status and health locus of 

control were confirmed as significant predictors of healthy lifestyles. 

Other recent studies employing the HPLP to measure health

promoting behaviors include: Duffy, 1988; Frank-Stromborg, Pender, 

Walker, and Sechris~, 19.90; Pender, Walker, Sechrist, and Frank.;. 

Stromborg, 1990; Riffle, Yoho, and Sams, 1989 and Waller, Crow, 

Sands,· and Becker, 1988. T~e HPLP was reported in these studies to 

be a valid instrument irt measuring health-prpmoting behaviors. 

Interaction Model of. Client. Health Behavior 

Cox's (1982) Interaction Model of Client Health Behavior 

(IMCHB) provides a· pertinent framework for this · study. The 

primary focus of this triodel is the interdependence between client 

singularity, client-professional interaction, and health outcome. The 

purpose of this model is to recognize and suggest explanatory 

. relationships between the above named elements. 

Within the elements of client singularity are to be found 

background variables ihciuding demographic characteristics, social 

influence, previous health care experience, and environmental 

resources. The .interaction of these variables directly affect the 

client's intrinsic motivadon, cognitive appraisal and affective 
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response. The client then brings the sum total of these experiences 

to the client-professional interaction. 

-Cox proposes that the interaction between . the. client and -~;:: 

professional have a major impact on the subsequent client health 

outcomes. The elements of this interaction include affect support, 

health information, decisional control and professional-technical 

competencies. The client-professional interaction lead to various 

health outcomes. ·cox (1982) describes five types of outcomes: (1) 

utilization of health ·care services, (2) clinical health status indicators, 

(3) severity of health care problems_, ( 4) adherence to recommended 

care· regimen, and (5) satisfaction with care. This study examines the 

relationship between intrinsic motivation and adherence to 

recommended care t~·gimens, specifically health-promoting 

behaviors. 

Intrinsic Motivation 

Intrinsic motivatie>il refers to the client's need to be competent -~> 

and -self-determiriing with respect· to his environment. It focuses · on 

choice, desire, and the need to actively participate in decisions 

concerning one's health. The person's intrinsic reward is· derived 

from their perception of themselves as competent and in control. 

This feeling of eompetehcy then serves as a reinforcement. The 

motivation to continue to engage in health behaviors comes from 

within. Cox (1982) considers intrinsic motivation a manipulable 

client characteristic~ Therefore, professionals may help channel the 

client's energies in tlie direction of health-promoting behaviors. 

'.' -. :.. ! .,:. -~· 



Health-Promoting Behavior 

Health-promoting behaviors have been established as 

·recommended care regimens which help the individual maintain· a 

higher level of wellness. Health-promoting behaviors are those 

activities that both enhance the health and well-:-being of the client 

and increase self-actualization (Pender, 1987). 

Hypothesis 

1 3 

The specific aim of this study was to determine the relationship 

between intrinsic motiv·ation· and health-promoting behaviors. 

Therefore, the following hypothesis was tested: There will be a 

significant positive correlation between scores of elderly clients on 

the Health Self~Determinism Index and the Health-Promoting 

Lifestyle Profile. 

/ 



CHAPTER THREE 

Methodology 

Sample 

A convenience sample of 50 well and community dwelling 

elders was selected from church and community groups in- two 

Southeastern· states. While· 50 individuals agreed to·· participate in 

this study, only 48 completed all ·the necessary questionnaires to 

become the· final sample. All subjects ,were between the ages of 60 

and 79 years, and the mean age was 68.75 years. Thirty of the 

subjects (62.5%) were female and 18 subjects (37.5%) were male. 

Thirty-nine (81.25%) of the subjects were married; 8 (16.6%) were 

widowed and 1 (2%) was divorced .. All subjects were Caucasian. The 

educational level' of the sample ranged from three years of high 

school to eleven years ·of college, with a mean education of thre.e 

years of college.·· Modal education was four years of colleg~. 

Reported income ranged from $10,000 to over $50;000, with the 

median income $30,000 to $50;000~ The modal income was over 

$50,000. On the whole the sample was relatively healthy. Fifteen 

(31.2%) were being treated for hypertension and of that fifteen, eight 

were being treated for other health problems, such as heart 

problems, emphysema, diabetes, and gout. 

Design 

This study used a cross-sectional correlational design. Upon 

successful co·mpletion of Pfeifer's Shott Portable Mental ·Status 

Questionnaire (SPMSQ) (1975) (see Appendix A), subjects completed 

14 
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a demographic questionnaire and responded to two paper and pencil , 

tests: (1) the Health Self:-Determinism Index and (2) the Health-

Promoting ·Lifestyle ·Profile. . This . design was. selected because it 

allowed examination of the relatiohship between the two variables 

without any manipulation. 

Instruments 

Biographical data .. sheet. 

Information about the de-mographic ·characteristics of the 

sample was collected using an investigator developed biographical 

data sheet (see Appendix B; Biographical Data Sheet) which was 

completed for each subject. Age, gender, education, health problems, 

and income were reeorded~ 

Health .. Self-Determinism .Index. 

Cox's Health Self-Determinism lndex (HSDI) (1985) (See 

Appendix C) is a relatively new measure of intrinsic motivation in 

:-:•-·,· 

health behavior. . The instrument consists of 17 Likert format items ::, 

· equally divided· between ·those reflecting an intrinsic:· motivational 

orientation and those reflecting an extrinsic motivational orientation. 

The items are also equally distributed over the four subscales that ·-~''. 

reflect the attributes of an i~trinsically motivated person: (1) self

determined health judgments, (2) self-determined health behavior, 

(3) perceived sense of competency in health matters, and (4) 

responsiveness to interrial~external cues (Cox, 1985, p. 179). The 

HSDI was scored by ootaining the composite of all su~scale score:s. 

Th~ HSDI was developed in 1984. It has been and is currently 

being subjected to rigorous testing. In the initial reporting (Cox, 

1985) the alpha coefficient of the total scale was 0.84, which is well 
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above the acceptable. reliability standard of 0.70 for. new scales. The 

judgment, behavior, competency,· and internal-external cue subscales 

had Cronbach alpha coefficients of 0.75, 0.75, 0.69, . and 0.69, . 

respectively (Cox, 1985). According to Cox (personal communication, 

May 16, 1989) six more reliability evaluations have been completed,· 

resulting in total HSDI alphas of 0.80, 0.81, 0.84, 0.85, 0.80, and 0.78. 

The latter reliability estimation is based on a sample of 378 elders, 

and Cox attributes the decreased alpha. to the homogeneity of . the 

sample and the decreased response' variance. 

The shott..:_term stability of the .HSDI was addressed by Cox and 

Wachs (1985). The IISDI was administered to a convenience sample 

of graduate nursing Students at two different times. The. alpha 

coefficient of the total seale was o~ 80 in the first administration and 

0.87 on the second administration two weeks later.. The test-retest 

correlation for the total scale was 0.86. 

Cox States· in her initial presentation of the HSDI (1985) that 

rigorous effort now ,Jieeds to be made in assessing the construct 

validity of the HSDI. She points out that further studies with larger 

samples will yield additional information on factor composition as 

well as predictive validity to correlate clinical health outcomes 

consistent with increased ot decreased motivation responses. To 

examine the multidimensionality of the HSDI, Cox performed a factor 

analysis. The ·RAO ·extraction method was used to determine the 

minimum number of independent factors because it provJdes a 

significance test to determine the fit between the hypothesized 

factors and acttfal data (Cox, 1985). 

. - -... ·' 

__ ..... ·-

.... ::.:, . 



The Cox, Miller, and Mull (1987) study supports the overall 

reliability and. validity of the· HSDI. The multidimensionality of the 

construct was supported by a clear four-factor solution with low to 

17 

· moderate correlations among the factor structures. Factor congruency 

from · one study population to another was also supported using 

Tucker's Coefficient of Congruence. 

Health-Promoting Lifestyle Profile. 

The Health-Promoting Lifestyle Profile (HPLP), was used to 

assess health-promoting behaviors (See Appendix D). This 

instrument is a 48-item summated behavior rating scale that 

employs a 4-point response format (1 = never to 4 = routinely) to 

measure the frequency of health-promoting behaviors. It focused on 

six dimensions of health-promoting behaviors that are addres·sed in. 

the six subscales of the profile. They are: 

1. Self~actualization: having a sense of purpose, seeking 

personal development, experiencing self-development, and 

experiencing self-awareness and satisfaction; 

2. Health responsibility: attending to and accepting 

responsibility for one's own health, and seeking professional 

assistance when necessary; 

3. Exercise: adhering to regular exercise patterns; 

4. Nutrition: establishing meal patterns and making food 

choices; 

5. Interpersonal support: maintaining relationships 

involving a sense of intimacy and closeness;- and 
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6. Stress· management: recognizing sources of stress and 

acting to control stress and achieve relaxation. (Walker, 

Volkan,Sechrist, & Pender;' 1988, p. 80) 

1 8 

The HPLP was scored by obtaining the mean of the individual's 

responses to all 48 items. The six subscale scores were obtained by 

summing the responses to subscale items and dividing by the 

number of items on the subscale. 

The HPLP is a new instrument (1987) that measures health

promoting behaviors. Psychometric analysis led to several revisions. 

until it developed into its present form. The resulting HPLP is 

composed of 48 items loading on six factors. The low to moderate 

magnitude of correlations reported by Walker et al. ( 1987) suggests 

that each factor represents a distinct dimension related to other 

dimensions of. health;;.ptomoting lifestyle. The final 48-item HPLP 

demonstrated a high internal consistency with an alpha coefficient of · ._,_ . 

. 922. Sets of items . assigned to each of the six factors were examined . ,:::~ 

for· their reliability as subscales; alpha coefficients ranged from .702 -"'

to .904. Again this revised instrument was administered twice to a 

sample of 63 adults at two~week intervals. The Pearson r. was .926 ... ,,~ 

for the total scale arid ranged from .808 to .905 for the subscales. 

Walker, Volkah~ S·echrist, and Pender (1988) administered the 

HPLP to 452 adults aged i8 to 88 in an effort to compare the health

promoting behaviors· of older adults with those of young and middle

aged adults. The alpha reliability coefficient for the total scale was 

.923; the alpb.a coefficients for the sub scales ranged from .694 to 

.898. 
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The HSDI and HPLP are both examples of self-report 

instruments using scales to. quantitatively measure the degree to 

which the individual. possesses a target trait or attribute. Self-report 

instruments may be the only viable way to quantitatively measure 

certain attributes and, traits. Intrinsic motivation in health behavior 

and health-promoting behaviors lend themselves to this 'type of 

measurement. Among the problems associated with self-report 

instruments, however, are response set .biases involving social 

desirability, extre·me~response, or acquiescence.. Using well validated 

instruments that have been subjected to rigorous testing is one way 

to avoid this pitfall. 

Procedure 

Prior approval to conduct the study was obtained from the 

Human Assurance Committee, Medical College of Georgia (Appendix 

E). Letters of permission from the Catholic Center, University of 

Georgia (Appendix .F). and Highland Lakes Ho~eowners Association,. 

·Palm, Harbor, Florida (Appendix G) were obtained in order to 

approach potential subjects~ Permission to use the Health s·elf

Determinism Index was obtained from Cheryl Cox, R.N., C., Ph.D. 

(Appendix H) and the Health-Promoting Lifestyle Profile from Susan 

Walker, Ed.:b., R~N. '(Appendix I). 

Potential subjects were first given an informed consent to read 

and sign. Once they agreed to participate in the study they were· 

administered the· Pfeifer'·s Short Portable Mental Status Questionnaire 

(SPMSQ). Upon succ·essftil completion of the SPMSQ the subjects were 

administered the HSDI and HPLP. 



CHAPTER FOUR 

Presentation and Analysis of Data 

The specific aim of this ,study was to examine the relationship 

between intrinsic motivation, as measured by the HSDI, and health-

. promoting behaviors, as measured by the HPLP. The hypothesis· 

tested was: There will be a significant positive correlation between 

scores of elderly clients on the HSDI and HPLP. 

Health Self-Determinisnt \Index 

After completing the biographical data sheet all subjects were 

administered the HSDI. the instrume·nt was developed in 1985 as a 

new measure of intrinsic motivation 1n health behavior. This is a 

self-report instrument c0n~isting of 17 Likert format. items equally 

divided between those reflecting an intrinsic motivational orientation ~

and . those reflecting an extrinsic motivational orientation. The latter. 

··.items were then reverse · scored and a composite score was. obtained. · ., .. ,. 

Health-Promoting ... Lifestyle .... Profile 

The HPLP was administered after the HSDI. This instrument 

was developed in 1985 ·as a measure of health-promoting behaviors, 

and is a self-report instrument consisting of 48 items addressing 

health-promoting behaviors·. The instrument is composed of six 

subscale scores refle-cting self-actualization, health responsibility, 

exercise, nutrition, interpersonal support, and stress management. 

The number of items in each subscale ran·ged from 5 to 13. These 

subscale scores were obtained by summing the responses to subscale 

20 
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items and dividing by the number of items on the subscales. A mean 

composite score was. obtained by the average of the subscale scores. 

Intercorrelations between the subscales were computed as a . · 

test of instrument validity, and are. reported in Table I. As can be 

seen, the subscales are moderately correlated, indicating . that the 

subscales may be measuring the same overall construct. 

Results of Hypothesis Testing 

It was hypothesized that there would be a significant positive 

correlation between scores of elderly clients on the Health Self

Determinism Index and the Health-Promoting Lifestyle .Profile. Using 

a Macintosh Classic computer and Stat View 512 for data analysis, 

the Pearson Product Moment Correlation was performed to· 

determine if there was a significant relationship -between the HSDI. 

and HPLP. Correlation coefficients for the HSDI and the six subscales 

of the HPLP cari be found iri Table II. As shown in Table II, the 

results (Pearson r.=0.07 4) failed to confirm a significant relationship 

between these· two variables in this sample. · The possible range of 

scores on the HSDI was 17 to 85. The range demonstrated by the 

subjects was 41 to 79, with. a mean score of 56.729. Individual mean ·: 

scores on the total HPLP ranged from 1. 771 to 3.5 67 with a mean 

group score of 2.889. No significant correlations were confirmed 

among any of the subscales. No significant differences were found 

between the Georgia and Florida subjects. The mean HSDI score was 

56.62 for the Georgia subjects and 56.89 for the Florida subjects. The 

mean HPLP score was 2.84 for the Georgia subjects and 2.97 for the 

Florida subjects. In separating out subjects for health problems 

again no significant differences were found. Subjects with no 
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reportable health problems had a mean HSDI of 56.70 and a mean 

HPLP of 2.90. Those reporting health problems had a mean HSDI of 

55.76 and a mean HPLP of .2.88. All demographic data was 

correlated with the HSDI and HPLP and no significant relationships 

were confirmed in this sample. Mean and standard deviation scores 

for the HSDI and HPLP are reported in Table III. In effect, the 

hypothesized positive correlation between scores of the HSDI and 

HPLP was not supported. 



Table I. 

HPLP1 

HPLP2 

HPLP3 

HPLP4 

HPLP5 

HPLP6 
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Intercorrelations Between Subscales of HPLP 

HPLP1 HPLP2 HPLP3 HPLP4 HPLP5 HPLP6 

1 

.476 1 

.341 .421 1 

.368 .554 .496 1 

.571 .459 .443 ~.507 1 

.561 .335 .406. . 379 .536, . 1 
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Table . II. Correlations Between HSDI and HPLP Subscales and Total 

Score (N=48) 

HPLP1 

HPLP2 

HPLP3 

HPLP4 

HPLP5 

HPLP6.561 

TOTAL 

HSDI 

Covariance 

.278-

-.95. 

.244 

.0.95 

~.696 

.-.459 

-.251 

Correlation R~ 

.07 .005 

-.212 .045 

. ··:;.: .... ~~ -.037 .001 

.017 2.93 .4 E·-4 

-.185 .034 

-.106 .011 

-.074 .005 
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Table III. Means . and Standard Deviations for HSDI and . HPLP 

Instruments/Subscales. Mean SD 

HSDI 56.729 8 . .139 

HPLP 2.889 .416 

HPLP1 3.165 .485 

HPLP2 2.613 .551 

HPLP3 2.513- .803 

HPLP4 3.001 .679 

HPLPs 3.188 .462 

HPLP6 2.649 .532 



CHAPTER FIVE 

Discussion, Conclusions and Recommendations 

Summary of Findings 

The results of. the present research did not confirm any 

statistically significant correlations between intrinsic motivation and 

health-promoting behaviors. The failure to demonstrate a significant 

correlation may be attributed to several factors. It is possible that 

other factors, such as socio-demogqtphic variables or health status 

variables, are stronger predictors of the adoption of health-

promoting behaviors than is intrinsic motivation. The relatively high 

socioeconomic profile of this sample, .compounded by high 

educational attainment, would make this possibility more likely. 

Duffy (1988 ) found, in :a study of 262 mid-life women between the 

ages of 35 & 65, that individual perceptions of 'health locus of control, --

· self-esteem; and health . status all" influence health ·promotion 

behavior. Since both educatio~al level and socioeconomic status have· 

been shown to influence self-esteem, the elite nature of this sample, 

by demographic makeup, may provide a partial explanation for the 

findings. Speake,· Cowart; Pellet (1989) investigated the relationships 

between six aspects of a healthy lifestyle in the HPLP and selected 

demographic variables, perceived health status and health locus of 

control. These investigators sampled 297 well elderly and found that 

perceived health status and health locus of control were significant 

predictors of healthy life·styles. these variables were not measured 

in this study, and may have acted as confounding variables. A 
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competing hypothesis which must be considered, however, is that 

there is no significant relationship· between intrinsic motivation and 

health-promoting behaviors. Only replication of the study in larger 

and more heterogeneous samples can provide the answer to this 

lingering question. 

Another factor to consider is the homogeneity of the sample. 

In the · present sample the majority of the subjects were healthy, 

well-educated and possessed a high income. The median education 

level was 3 years of college and modal was 4 years. The median 

income was $30,000 ::. $50,000 and modal was over $50,000. Had the 

sample been more heterogeneous there may have been more , 

variability in the scores. Duffy (1988), in her study of 262 mid-life 

women, found that demographic variables had little impact on 

health-promoting behaviors,. and attributed .. this ·result to the 

homogeneity of her Sample. Her subjects, like the subjects in this 

study, were mostly Caucasian, well-educated, and financially 

comfortable. In: a later study, Duffy (1989) examined the 

relationship ·between self-esteem and three of .the six subscales 

(nutrition, stress management, and interpersonal support) of the 

HPLP. Finding no significant correlations among these variables, 

Duffy again attributed the results to the homogeneity of her sample. 

These women (n=420) in this study were mostly Caucasian, well

educated and financially comfortable. According to Polit and Hungler 

(1987), the more homogeneous the sample regarding similarity in 

scores, the lower the r,eliability, because instruments are designed to 

measure differences. 
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A third factor to consider when interpreting the findings is the 

small sample size (N=48). In development and testing of the HSDI, 

much larger and more heterogeneous samples were used (Cox, 1985; 

Cox & Wachs, 1985; Cox, Miller & Mull, 1987). Typical samples have 

ranged in size from 175 to 379 subjects. This was also true in the 

development and testing of the HPLP (Duffy & MacDonald, 1990; 

Frank-Strombor'g, Pender, Walker, & Sechrist, 1990; Pender, Walker, 

Sechrist & Frank-Stromborg, 1990; Speake, Cowart & Pellet, 1989; 

Walker, Sechrist & Pender, 1987; Walker, Volkan, Sechrist & Pender, 

1988). Samples ranged in size from 179 to 589 subjects. The 

relatively small sample may offer one explanation of the puzzling 

findings. 

Recommendations 

The first goal of the current Surgeon General's report is to 

increase the span- of ·healthy life for all Americans (DHfiS, 1990). 

Nursing is committed to continue its focus on health promotion 

efforts in the elderly population (Novak,1988). · Toward this aim, 

larger samples with more heterogeneous populations are in order for 

future investigations. Examining the relationships between health 

status and demographic variables with a variety of health-promoting 

instruments is also indicated. The findings of a number of studies 

have shown the HSDI and HPLP to be reliable instruments. Likewise, 

in other samples, the concepts of intrinsic motivation and health 

promotion were shown to be 'important. Perhaps these instruments 

need to be examined holding selected health variables constant. 

Accordingly, this investigator offers the following recommendations 

for future research: 
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1. That the study protocol be replicated with a larger 

sample. 

2. That the study protocol be replicated with a more 

heterogeneous sample. 

3. That measures of additional health variables such as 

perceived health, health locus of control, self-esteem and functional 

health ratings be added to future study protocols. 

4. That demographic comparisons be ·made between highest 

scores and lowest scores to tease out possible confounding variables. 

·-•. 
-~-. '- '. 



References 

Becker, M. H.,. Drachman, R. H., & Kirscht, J. P. (1974). A new 

approach to explaining sick-role behavior in low-income 

populations. American Journal of Public Health, 64(3), 20-216. 

Becker, M. H., Radius, R. M., Rosenstock, I. M., Drachman, R. H., 

Schuberth, K. C;., & Teets, K. C. (1978). Compliance with a 

medical regimen for -asthma: A test of the health belief modeL 

Public Health. Reports, 93(3 ), · · 268-277. 

Brown, J. t., & McCreedy, M. (1986). The hale elderly: Health 

behavior and its correlates~ Research in Nursing & Health. 9, 

317-329. 

Brubaker, B. H. (1983). Health promotion: A linguistic analysis. 

Advances·, in Nursing ... -Science, 4, 1-14. 

Burnside, I. (1988). Nursing,. and .the aged. New York: McGraw-Hill. 

Cox, C. L. (1982). An interaction model of client health behavior: 

Application to the study of community-based elders. Advances 

in Nursing Science, 9(1), 4-57. 

Cox, C. L., Millet, E. H., & Mull, C. S. (1987). Motivation in health 

behavior: Measurement; antecedents, and correlates. Advances 

in Nursing Science, 9(4), 1-15. 

Cox, C. L., & Roghmann, K. J. (1984). Empirical test of the interaction 

model of client health behavior. Research in Nursing and 

Health, 7, 275-285. 

Cox, C. L., & Wachs, J. E. (1985). Motivation: Vehicle for public health 

nursing interventions? Public Health Nursing, 2(4), 202-212. 

30 



3 1 

Deci, E. L. (1975). Intrinsic motivation .. New York: Plenum Press . 

Deci, E. L. (1980). The psychology of self-determination. Lexington, 

MA: Lexington Books. 

Deci, E. L., & Ryan, M. R. (1985). Intrinsic motivation and self

determination in. human behavior. New York: Plenum Press. 

Duffy, M.E. (1988). Determinants of Health Promotion in Midlife 

Women. Nursing Research, 37(6),358-362. 

Duffy, M,E. (1989). Determinants of Health Status in Employed 

Women. Health Values, ll(2),50-57. 

Duffy, M.E., & .MacDonald,£. (1990) .. ; Determinants of functional health 

of older persons. The Gerontologist, 30(4), · 503-509. 

Edelman, C., & Mandie, C. L. (1986). Health promotion throughout the ."· 

lifespan. St. Louis: C. V. Mosby. 

Frank-Stromborg, M., Pender,N., Walker,S., & Sechrist,K. (1990). 

Determinants of health-promoting lifestyle in ambulatory 

cancer patients. Social . Science .. ><Medicine, 31 (10), 115'9-1168. 

Gierszewski, S. A. (1983). The relationship of weight loss, locus of 

control, and social support. Nursing Research, 3 2( 1 ), 43-4 7. 

Halla!, J. C. (1982). The relationship of health beliefs, health locus of 

control, and s~lf concept to the practice of breast self

examination in adult women~ NursingResearch;31(3), 137-

142. 

Hickey, T. (1988). Self~care behavior of older adults. Family and 

Community Health, ll(3), 23-32. 

Lashley, M. E. (1987). Predictors of breast self-examination practice 

among elderly women. Advances. in Nursing Science, 2(4). 25-

34. 



Mikhail, B. (1981). The health belief model: A review and critical 

evaluation of the model, research, and practice. Advances . in 

Nursing Science, 4(1), 65-82. 

Murray, R. B., & Zentner; J. P. (1985). Nursin·g _concepts for health 

promotion. Englewood Cliffs, NJ: Prentice-Hall. 

Novak, J.C. (1988). The social mandate and historical basis for 

nursing's role in health promotion. Journal ·of Professional 

Nursing, 4: 80-87. 

32 

Pender, N. J. (1987). Health promotion in nursing practice. Norwalk, 

CT: Appleton & Larige. 

Pender, N., Walker,S.~ Sechrist,K., & Frank-Stromborg, M. Predicting 

. health-promoting lifestyle in the workplace. Nursing.· Research 

3 9(6), 326~3-32. 

Polit, D. F., & Hungler, B. P. (1987). Nursing research: Principles and 

methods. Philadelphia: J. B. Lippincott. 

Prohaska, T.R., Leventhal; B.A., Leventhal,H., & Keller,M. (1985). 

Health practices and illness cognition in young, middle aged,and 

elderly adults. JournaL of Gerontology, 40: 569-578. 

Riffle, K., Yoho,J., &Sams·, J. (1989). Health-promoting behaviors~ 

perceived social support, and self-reported health of 

Appalachian elderly. Public. Health Nursing, 6(4), 204-211. 

Rosenstock, I. M. (1974). Historical o-rigins of the health belief model. 

In M. H. Becker (Ed.), The. health belief model and personal 

health behavior. Thorofare, NJ: Charles B. Slack. 

Rotter, J. B. (1972). Applications of a social learning theory of 

personality. New York: Holt,- Rinehart, & Winston. 



Speake, D., Cowart, M., & Pellet, K.(1989). Health perceptions and 

lifestyles of the elderly. Research in Nursing. and Health, 12, 

93-100.· 

SPSS, Inc. (1983). SPSS user's guide. New York: McGraw-Hill. 

33 

U.S. Department of Health and Human Services, Public Health Service. 

(1980). Promoting health/Prevention disease: Objectives for the __ _ 

nation. Rockville, MD: The Department. 

U.S. Department of Heal~h and Human Services,Public Health Service 

(1990) .Healthy. People 2000: National Health Promotion and 

Disease Preventing Objectives. Washington, D.C., Government 

Printing Office .. 

U.S. Department of Health; Education, & Welfare, Public Health 

Service. (1979). Healthy people: The surgeon general's report 

on health .promotion and disease preventio~. Wa~hington, DC: 

U.S. Government Printing Office. 

Walker, S. N., Sechrist, K. R., & Pender, N. J. (1987). The Health

Promoting Lifestyle Profile: Development and psychometric 

characteristics~ Nursing Research, 36(2), 76-41. 

Walker, S. N., Volkan, K., Sechrist, K. R., & Pender, N. J. (1988). 

Health-promoting life styles of older adults: Comparisons with 

young and ·middle aged adults, correlates and patterns. 

Advances in Nursing & Science, 11(1), 76-90. 

Waller, P., Crow, C., Sands; D., & Becker, H. (1988). Health related 

attitudes and health-promoting behaviors: Differences between 

health fair attenders and a community comparison group. 

American Journal of_ Health Promotion, 1(1), 17-24. 



34 

Wallston, K. A., Kaplan, G. D., Maides, S. A. (1976). Development and 

validation of the health locus of control (HCL) scale. Journal of 

Consulting and Clinical Psychology, 44(4), 580-585. 

Wallston, B. R., & Wallston, K. A. (1981). Health locus of control 

scales. In H. M. Lefcourt (Ed.), Research with the locus of control 

construct: Vol. 1 ~ssessment methods (pp. 189-243). New 

York: New York Academic Press. 



35 

Appendices 



36 

Appendix A 

Short Portable Mental Status Questionnaire 



~7 

PATIENT IDENTIFICATION 

S PM S Q Initials Date of Birth 
month day year code ·number 

oo·o DO ·.DD DO- n. or-~ 
• b.~ . 

PFEIFFER VISIT DATE 

SHORT PORTABLE MENTAL STATUS QUESTIONNAIRE ·DD- DO._ Q .. Q 

INSTRUCTIONS: Ask the subject questions 1-1 0; record answer. and enter as •1• under 
appropriate-column (correct/error). All responses. to be scored correct. must be given by subject 
without reference to calendar. newspaper. birth certificate or other memory aid. co~RECT · ERROR 

WHAT IS THE DATE TODAY? 1. Month Day Year -------- -------- ------~ 

~re correct only when the exact month day and year 8.re _given correct!v.l 

2. WHAT DAY OF THE WEEK IS IT? Day 

· 3. WHAT IS THE NAME OF THIS PLACE? . 
(Score correct If any correct description of the location Is given: "My home-', accu~te name of town, city or name of residence, hospital, 

or Institution (If subject Is Institutionalized) are all acceptable.) 

; 4. WHAT IS YOUR TELEPHONE NUMBER? (If none see 4A below) 

is. 

7. 

(Score correct when the Correct number can be verified or when subject 

can·repeat the same number at another point In questions.) # -----------:-----
4A. 'WHAT IS YOUR STREET ADDRESS? (Askonlylfsubfectdoesnothaveatelephone.) 

HOW OLD ARE YOU? AGE: --------
(Score correct when stated age corresponds to date of birth.) 

WHEN WERE YOU BORN? . 'MONTH: DAY: YEAR: ------- -------- ---~---

(Score correct only when exact month, date and year are all given.) 

WHO IS PRESIDENt OF THE UNITED STATES NOW? 
(OnlY the last name of the President Is required.! . 

8. WHO. WAS THE PRESIDENT BEFORE HIM? 

:g, 

·1.0. 

A) 

B). 

(Only the last name of previous President Is required.) 

WHAT WAS YOUR- MOTHER'S MAIDEN NAME? . 
(Does not need to be verffl~. Score correct If a female name plus last name ~er than subject's Is g~n.) . . •. """'"·-' 

SUBTRACT 3 FROM 20 AND KEEP SUBTRACTING 3 FR-OM EACH NEW NUMBER 
ALL THE WAY DOWN:. 

(The entire series must be perfe>rrned correctly In order to be scored correct. Any error In series or unwillingness to attempt series Is scored as Incorrect.) . 

TOTAL NUIVJBER OF ERRORS 
* ADJUSTMENT FACTOR 

SUBTRACT 1· FROM ERROR SCORE IF SUBJECT HAS· HAD ONLY A GRADE SCHOOL EDUCA TIOH 

~ 1 TO ERROR-SCORE IF SUBJECT HAS HAD EDUCATION BEYOND HIGH SCHOOL 

TOTAL ADJUSTED' ERRORS 
. ,· 

-1'. • .• , .. 

• INFORMATION OBTAINED BY: . .: . ', . I DATE: . . . .. 
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Biographical Data Sheet 
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1. Age __ 

3. Marital Status 

__ Married 

__ Widowed 

__ Divorced 

__ Single 

· Demog.~aphic. Questionnaire· 

4. 

. 2. Gender 

__ Male 

__ Female 

Which of the following best describes your 

annual income 

__ Less than $5,000 

__ $5000- $10,000 

__ $1'0,000- $20·,000 

__ $20,000 - $30,000. 

__ $30,000:.- $50,000 

__ More· than $50,000 

5. . Education 

Did you graduate, from High School? 
__ Yes 
__ No 

If no, what is the highest grade you completed? __ 

bid you attend college? 
..,.___Yes · 

--No 

How· many years? 

39 



6. Health 

a. 

Are yo·u currently being treated for: 

Heart problems 

Diabetes 

Cancer 

Other 

High blood presure __ 

Emyphesema 

Asthma 

b. Please list any prescription medications you are currently taking .. 

40 
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Appendix C 

Health Self-Determinism Index 
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Health Self-deterrni~isrn Index 

1. The follm-Jing statements are about health .and health-related issues. Please 
circle one number to indicate hmv much you disagree or agree "tvith each 
statement. 

Strongly Strongly 
Disagree Disagree Undecided &gree Agree 

1. For me, it takes more 
'tvillpower than I have to 
do the things that I know 
are good for my health 1 2 3 ~~ 5 

2. Most of the time I know 
'tv hat to do for my health 
without needing to contact 
a doctor 1 2 3 5 

3. Only a doctor reaily knmvs 
111hether or not I am in good 
health 1 2 3 t.~ 5 

L~ • Some people think that a 
doctor should decide about 
\vhn t to do about their 
health care, but I feel 
that I should decide 1 2 3 L~ .5 

S. I worry about my health 1 2 3 ~~ 5 

6. \·Jha tever (1 doctor suggest 
.1hout my health is OK for 
me to do 1 2 3 I~ 5 

7. I knmv, 't·li. thou t someone else 
telling me, when I am in 
good health 1 2 3 1-l 5 

8. I more often ngree -...vith 
~-Jh<t t doctors and nurses 
think instead of my 0\•111 

opinion l :?. 3 I~ 5 

9. I feel good about hotv I 
tnke care of my health l 2 3 I, 5 

10. I do th:i.nr;s to help my health 
even though a doctor or nurse 
hns not suggested these 
things to me 1 2 3 L! 5 
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Strongly Strongly 
Disagree Disagree Undecided Agree Agree 

-, 
\~ ... tr. I'm really never sure that 

I'm doing the right things 
for my health until I've 
checked it out with a 
doctor 1 2 3 4 5 

12. My own ideas about taking 
care of my health are often 
better than the ideas which 
doctors and nurses have 1 2 3 4 5 

... 

r-13_.· I don't do as well at. taking 
care of my health as other 
people I know 1 2 3 t~ 5. 

.cl4. I prefer that doctors and 
nurses help me plan my 
health practiees . 1 2 3 4 5 

15. I knmv, without a doctor 
telling me, that I'm doing the 
right thing for my health 1 2 3 4 5 

16. \~hat a doctor thinks about 
my health is more important 
than tvhat I think 1 2 3 4 5 

17. I .knmv tvhat I'm doing \vhen 
it comes to taking care of· 
my health 1 2 3 I~ 5 
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Health-Promoting Lifestyle Profile 
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DIRECTIONS: This questionnaire contains statements regarding your present way of life or personal 
habits. Please respond to each item as accurately as possible, and try not to skip any item. Indicate the 
regularity with which you engage in each behavior by circling: 

N for never, S for sometimes, 0 for often, orR for routinely. 

a: 
w 
> w z 

z 
w 

. f- . 
u. 
0 

> 
..J 
w 
z 
t= 
::J 
0 
a: 

1. Eat breakfast. N S 0 R 

2. Report any unusual signs or symptoms to a physician. N S 0 R · 

3. Like myself. N S 0 R 

4. Perform stretching exercises at least 3 times per week. N S 0 R 

5. Choose·foods without preservatives or other additives. N S 0 H 

6. Take some time for relaxation each day. N S 0 R 

7. Have my cholesterol level checked and know the resul-t. N S 0 R 

8. Am enthusiastic and optimistic about life. N S 0 R 

9. Feel I am growing and changing personally in positive directions. N S 0 R 

10. Discuss personal problems and concerns with persons close to me. N S 0 R 

11. Am aware of the sources of stress in my life. N S 0 R 

12. Feel happy and content. N S 0 R 

13. Exercise vigorously for 20-30 minutes at least 3 times per week. N S 0 R 

14. Eat 3 regular meals a day. N S 0 R 

15. Read articles or books about promoting health. N S 0 R 

16. Am aware .of my personal strengths and weaknesses. N S 0 R 

17. Work toward long-term goals in my life. N S 0 R 

18. Praise other people easily for their accomplishments. N S 0 R 

19. Read labels to identify the nutrients in packaged food. N S 0 R 

20. Question my. physician or seek a second opinion when I do not agree with 
recommendations. N . S 0 R 

~1. Look forward to the future. N S 0 R 

~2. Participate in supervised exercise programs or activities. N S 0 R 

~3. Am aware of what is important to me in life. N S 0 R 
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24. Enjoy-touchin-g and being touched by people close to me. N s· 0 R 

25. Maintain meanlngful and fulfilling i.nterpersonal relationships-.. N s 0 R 

26. lnct'ude roughage/fiber (whole grains, raw fruits, raw vegetables.) in my diet.· N s 0 R 

27. Practice relaxation or meditation for 15-20 minutes daily. N s 0 R 

28. Discuss my health care concerns with qualified professiona·ls. N s 0 R 

29. Respect my own accomplishments. N s 0 R 

30. Check my pulse rate when exercising. N s 0 R 

31. Spend time with close friends. · N S. 0 R 

32. Have my bloo-d pressure chec·ked and know what it is. N s 0 H 

33. Attend educational programs on improving the environment in which we live. N s 0 R 

34. Find each day interesting and challenging. N s o. R 

35. Plan or select meais to include the "basic four" food groups ~ach day. N s 0 H 

36. Consciously relax muscles before .sleep. N s b R. 

37 . Find my living environment pleasant· and satisfying. N s 0 R 

38. . Engage in recreational physical activities (such as walking_, swim-ming; soccer, 
bicycling) .. N s 0 R 

39. Find it easy to express concern, love and warmth to others. N s 0 R 

40. Concentrate· on pleasant thoughts at bed:time. N s 0 R 

41. Find constructive ways .to express my feelings. N s 0 R 

42. Seek information from health professionals about how to take good· care of 
myself. N s 0 H 

43. Observe my body at least monthly for physical changes/danger. signs. N .s 0 .R 

44. Am· realistic about the goals tha_t I set. N s 0 R 

45. Use specific methods to control my stress. N -s 0 R 

46. Attend educational programs on personal health care. N s 0 R 

47. Touch arid am touched by p~ople I care about. N s 0 R 

48. Believe that my life has purpose. N s 0 H. 

s. S. Walker. K. Sechrist, N. Pender. 1985. Reproduction without author's express written consent is not permitted. Permission to 
use this scale may be obtained from: H·ealth,Promotion Research Program, School of Nursing, Northern Illinois University. DeKalb, 
Illinois 60115. · · · 
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Human Assurance Committee Approval 



Human Assurance Commlltee 
Institutional Review Boa1a 

March 12, 1991. 

Kathleen·Ma.rie Adamo, ·BSN 
c/d·Sarah Gueldner, ~hD 

. SONAT 394 South.Milledge Ave. 
Athens, GA 30605 

' ' 
. ~ .. ., .... 

RE: "Relationship Between:. Intrinsic Motivation and· 
~ealth-Promotirig Behaviors in the Eld~;rlyu: 

APPROVAL .. DATE: _.M~rch 7 1 1.991 

FILE NUMBER: 91-03-161 

Dear r-1s. Adamo: 
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'',"-'·p· _.: ,. 

The . HUMAN ASSURANCE COMMITTEE has reviewed. and·. approved the 
above referenced.project by-expedited procedure in accordance 
wi·th ··the DHHS policy and· the instftutional · _as~urance o·n . file 
with the DHHs.· .. 

The· Conunittee would like to call your attention ,·to the fol
lowing obligations as. Principal Investigator of _this· study.'. 
Under the terms of our approved InstitUtion~! Assurance to 
the Department of Health anc;:l Human Services·, you must ·provic;ie 
us with .a progress report at.the term1nation of the study, or 
at the annual· annivers~ry date o~ :this· ·approval,_ whichever 
comes first. If.the study.will be continued beyond the ini-. 
tial year, an annual review by the HUMAN AS_SURANCE COMMITTEE 
is required, with a- progress report constituting an important .· 
part of the· review. The Conuni ttee will notify you .of . the an:~.:·-. 
niversary. report ·by sending you an HAC~lOT:form .. for :comple-
tion. · 

·If ·VA patients or facilities are involved in.·thi~ study,. you . 
must ·also have a ... let·ter o.f approval from the VA· ·Research · & . 
Development Conuni'ttee prior to involvement. o_f· VA patie:f1ts or 
facilities. · 

Sincerely yours, 

George 
Chairman 
HUMAN ASSURANCE_COMMITTEE 

Augusta, G~orgia 30912-4810 (404) 721·3110 
An Alli1ma1ive Action/Equal Opportunity Educational Institution 

'. J ' • ~: • 
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Permission to Interview from Catholic Center 



CATHOLIC CENTER.· 
at the u-niversity of ·Georgi-a 

March-2 1991 

Ms K~t~leen Adamo 

Dear Ms Adamo: 

I enjoyed our recent.conversation about your- thesis 

res~arch an~ think your study is certainly of value. 

-~Je will be glad to faci l.itate your access-- to appropriate 
' ' 

individuals for the._purpose of retruiting subjects for your· 

~tudy. ~~ithin our Catholic Center __ community ·we have .a number of 
older _persons who fit the criteria for your sutdy.· ·r will 'be 

. glad· to help you make contac_t with these·· i ndi vi duals in any way 
I can. 

Sincerely, 

so 

· t344 South Lumpkin Street Athens,. Georgia ·30605-1345 404-:543-2293 
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Permission to Interview from 

Highland Lakes Homeowners Association~ Inc. 
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[ighland Lakes 

March 1, 1991 

Mary Jane Bennett 
Homeowners Association of Highland Lakes, Inc. 
3300 MacGregor 
Palm Harbor, Florida 34684 

Dear Ms. Adamo: 

In accordance of our conversation of February 28, 199t we would 
welcome your visit to Palm· Harbor. 
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We understand that .the purpose of your visit is to approach 
prospective subjects regarding participation in your research study. 
Good luck collecting your thesis material. 

Mary ane 
Secretary, Homeowners Association of 

Highland Lakes, Inc. 

MJB/mcn 

3300 MacGREGOR, PALM HARBOR, FLORIDA 34684, PHONE (813) 784-1402 
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Permission for Use of Health Self-Determinism Index 
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~o/~· 
fl?W~~ 

~.~0/!5.1/ I . 

(508) 934-4000 

March 11, 1991 

Kathleen Adamo 

Dear Ms. Adamo: 

Thank you for your letter of 2/21/91. You have permission to use the HSDI 
in accordance with the guidelines stipulated in your letter. The best of luck in 
your research endeavors. 

Cheryl Cox, R.N., C., Ph.D·. 
Professor 
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Permission for, Use of Health-Promoting Lifestyle Profile 



Dear Colleague:· 
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We are pleased . to reply · to your request . for information . about our Health- . 
Promoting Lifestyle Profile. .In .order to respond promptly to the la.rge volume of . 
correspondence· ·we receive,· we. have found it necessary to .. prepare this standard -
let4er containing information· that. is· commonly soug4t. .. We hope that you will· 
feel free to write or call as· necessary' to obtain any fu~ther information that 
you may need~. 

The Health-Promoting ·Lifestyle Profile measures health-promoting behavior, 
conceptualized as a multidimensional patte~n of self- iriit;:iated actions and 
perceptions. that serve to maintain . <;>r enhance the l~vel . of wellness' self
actualization and fulfillment of the individual'. The· 48-item S\,lilUllated behavior 
rating scale employs a 4-point response format to measure·the frequency of self
reported health-promoting behaviors in the domains. of self--actualization, health 
responsibility, ·exercise, nutrition, interpersonal support and s-tress management. 
It was developed for use in·research within the framework of.th~ Health Promotion 
Model (Pender, 1987) ,_ but has subsequently been employed. for a variety of other 
purposes as well. The development and psychometric ·evaluation of the English 
language versions were described by Walker, Sechrist and Pencierc (1987) and scores 
among the initic~l . study sample. were reported by Walker, Volkan, Sechris·t: and · 
Pender (1988). The transla.tion and psychometric evalu9-tion of the Spanish 
language version as well. as· scores among- a Hispanic sample were · reported by 
Walker, Kerr, Pender and Sechrist (1990). 

Copyright· of both English and Spanish language versions of the iri.strtiment is held 
by Susari·Noble_Walker, EdD, RN, Karen R. Sechrist, PhP,. RN,--FAAN and Nola J. 
Pender, PhD, RN, FAAN. You have our permission to. copy ·and use the enclosed 
Health-Promoting Lifestyle Profile for non-comrner<;:ial dat~. ·collection .purposes 
such as research or evaluation.projects provided that content is not altered in 
any way and the · c.opyright/p~rmission ·statement at _the ·end is retained. The 
instrtiment also m:ay be reproduced in the appen<;lix of a· thesis, dissertation ·or 
research grant proposal ·without further permission. · Rep'roduction. for any· other· 
purpose, including the publication o.f study results·, . is·· prohibited without 
specific permission from the authors. 

' . 

There is no charge for such- authorized use, but we would ·appreciate .receiving 
·notification of your intent. to. use the instrument and. a report ·of your completed 
study/project for. our files.. It is particularly usef~l to know o~ any 
publications. reporting use of the instrument so that we .·can maintain an accurate 
qomplete. lis.ting. To facilitate reco·rd keeping,· all· information should be sent 
to: 

Susan Nobls Walker, Ed.D., R.N. 
Ass9ciate .Professor 
University of Nebraska Medical Cente.r. 
College of Nursirig 
600 South 42nd Street 
Omaha, Nebraska 68198-5330 
( 402) 559·- 6561 

We thank you for your interest in using the Health~P.romoting Lifestyle Profile 
and .wish yo·u much succ·ess with your efforts. 

Sincereiy, 

Susan Noble-Walkei" Karen R. Sechrist Nola S. Pender 




