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LEISA R. EASOM I . 

Determinants of Participants in Health Promotion Activities in Rural Elderly Caregivers 
(Under the direction of MARY ELLEN QUINN, RN, PhD) 

Rural elderly caregivers, a rapidly growing segment of our population, are 

particularly at risk for adverse health outcomes. Caregiving is difficult work and can be 

exhausting physically, mentally, and spiritually for the caregiver. The purpose of this 

study was to examine the potential relationships between perceived self-efficacy, 

perceived barriers and personal factors (functional/physical health, emotional health, folk 

home remedy behavior, and spirituality) and engagement in health promotion practices in 

rural, elderly caregivers. The probability sample consisted of 80 rural, elderly caregivers 

(71 female; 9 male) ranging in age from 65 to 84 years. Each was interviewed via 

telephone· using a self-report questionnaire. 

A model of health promotion for rural, elderly caregiyers based on Pender's 

Health Promotion model was tested with multiple regression analyses. The proposed 

model accounted for 19% of the explained variance of health promotion activities. An 

interesting finding was the high level of frequency of engagement in health promotion 

activities except for exercise·. Surprisingly, folk home remedy behavior did not impact 

engagement in health promotion activities in these rural elderly caregivers. While 99% 

of the caregivers in this sample reported using at least one folk home remedy in the last 

year, these data suggest that the caregivers utilized these remedies in addition to the 

reported health promotion· activities. Emotional health was a significant positive 

correlate of engagement in health promotion activities suggesting that emotional health is 

an important factor for a healthy lifestyle in the rural, elderly caregiver. Future research 

should include the examination of specific health promotion domains in rural elderly 



caregivers. Additionally intervention s~udies with longitudinal designs are needed for -

this population. Implications for theory development and community-based interventions 

are presented. 

INDEX WORDS: rural, elderly caregiver, perceived self-efficacy, perceived barriers, 

folk home remedies, emotional health, exercise, health promotion activities 
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CHAPTER I: INTRODUCTION 

Elderly caregivers often provide care at the expense of their own health. 

Caregiving is difficult work and can be exhausting physically, mentally, and spiritually 

for the caregiver (Bunting, 1989; Jackson & Cleary, 1995; Wallhagen, 1992). Fifteen 

percent of all caregivers report physical and mental health problems as a result of 

caregiving; however, this number doubles to 30% for elderly caregivers, who report 

health problems related to caregiving (National Alliance for Caregiving and American 

Association of Retired Persons Survey, 1997). Moreover, elderly caregivers living in 

rural areas are known to engage less in health pro1notion activities as compared to their 

urban counterparts (Johnson, 1991). One explanation for this disparity between these 

groups may be related to folk home remedy use. Overall, rural elderly caregivers are an. 

at-risk population because of poor economic status and relative isolation in communities 

that lack organizations and health care providers to assist and meet their needs. Research 

is needed to address this crucial health disparity between rural and urban individuals in 

health promotion activities. 

Elders comprise 12.4% of the 22 million informal caregivers in the United States. 

Of these 12.4%, all ethnic groups are included: White, Black, Hispanic and Asian: 

Predictions are that the number of elders will increase to approximately 25o/o of the 

population by the year 2030 and that the number of elderly caregivers will increase 

correspondingly (American Association of Retired Persops, 2000). 

Georgia has one of the fastest growing elderly populations with 3 8% of elderly 
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living in rural areas as compared to 25% nationwide (U.S. Bureau of Census, 1999). 

Many rural elderly caregivers living in Georgia are spousal caregivers. Individuals living 

in rural areas are known to participate less in health promotion activities (Johnson, 1991; 

U.S. Dept. of Health & Human Services, 2000). Furthermore, older, rural, African

American women exercise .less and report less interpersonal support (Frank, Stephens & 

Lee, 1998). Participation in health-promotion activities is essential for maintaining 

health. Health-promotion activities are health activities that are health-oriented and allow 

the individual to participate as the decision maker (Pender, 1996). Such health activities 

are included in the domains of collaborative health management/injury prevention, stress 

reduction/rest and relaxation, exercise, substance abuse prevention, and nutrition. 

Research to determine factors that may influence an elderly caregiver's participation in 

caring for himself/herself is both critical and crucial as the current number of elderly 

caregivers and care recipients increase. 

Caregivers appear to be a population at risk for uru.i:let health needs. According to 

Baines and Olgesby (1992), more research is needed focusing on the health behavior of 

the elderly caregiver. "Provision of preventive health care strategies will assist the 

elderly who are caring for the elderly develop positive interactions, improve their well

being, and sustain the care giving relationship" (Baines & Olgesby, 1992, p.68). If the 

health of the caregiver fails, ·the caregiver becomes a care recipient in addition to many 

care recipients losing their primary source of care. 

With the rapidly expanding elderly population, health care costs have escalated as 

well. An estimated one trillion dollars are spent annually on health care in the United 

States (Physicians for a National Health Program, 1998). Individuals 65 years and older 
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comprise only 13% of the current population, but account for 1nore than one third of the 

national healthcare budget (American Association of Retired Persons, 2000). Despite the 

fact that 85o/o ofthes~ elders have chronic illnesses (Weinstein & Atwood, 1997), many 

are caregivers to other individuals. The caregiver burden leads many of these elderly 

caregivers to neglect their own· health, which, in turn, leads to health impairment and 

possible loss of life. Rural elderly caregivers are particularly vulnerable to health 

impairment because of advanced age, poor economic status, and relative isolation in 

communities that lack organizations and health care providers to assist and meet their 

needs. With the additional physical and emotional stressors related to caregiving, health 

problems of elderly caregivers may significantly add to health care costs. Health 

promotion activities are important strategies to improve the health of the caregiver. 

Past .research confirms that self-efficacy and perceived barriers are prominent 

variables related to health promotion behavior in the general population (Bandura & 

Adams, 1977; Burke, et al., 1999; Hallion & Haignere, 1998; Martinelli, 1999; Tapler, 

1996; Timmerman, 1999; Weitzel, 1989) and in elders (Carroll, 1995; Clark, 1999; Clark 

& Dodge, 1999; Gulanick, Bliley, Perino & Keough, 1998; Moore, 1992; Peters, 1995). 

Spirituality may, also, be considered integral to health promotion of the older adult 

(Armer & Conn, 2001; Chatters, Taylor, & Lincoln, 2001; Cline, 1997; Fortner & 

Neimeyer, 1999; Reed, 1987; Wyatt, Friedman, Given, Given, & Beckrow, 1999): The 

relationship of spirituality and well-being and feelings of health has been well

documented (Fryback & Reinert, 1999; Zorn & Johnson, 1997). Other personal factors of 

folk home remedy behavior, functional/physical health, and emotionalp.ealth may further 

. influence participation in health promotion behavior. A greater understanding of the 



determinants of health behaviors is needed in order to design health promotion strategies 

to encourage participation in health promotion activities, maximize cost containment 

strategie~, and contribute to Healthy People 2010 objectives of increasing quality of life . 

for the elderly caregiver population. Little is known about the health behavior of rural, 

elderly caregivers, especially folk home remedy behavior. 

This descriptive correlational study provided an understanding of the variables 

that influence participation in health promotion activities of rural elderly caregivers, 

specifically, perceived self-efficacy, perceived barriers, and the personal factors of folk 

home remedy behavior, functional/physical health, emotional health, and spirituality. 

4 

An increased knowledge of the variables that determine participation in health promotion 

activities was needed to guide nursing interventions that will increase self-efficacy and 

lower perceived barriers of the elderly caregiver. These efforts could result in decreased 

morbidity and mortality rat~s, improvement in the quality of life and reduce health care 

expenditures for this at risk population. 

Purpose of Study 

The purpose of this proposed study was to examine the relationship of perceived 

self-efficacy, perceived barriers, and personal factors as determinants of participation in 

health promotion activities in the rural-living elderly caregiver. Specifically, the study 

(a) described functional/physical health, emotional health, spirituality, and folk home 

remedy behavior from the perspective .of the rural elder caregiver; (b) identified current 

participation in health promotion activities of the rural elder caregiver; and (c) explored 

the impact of related personal factors, perceived self-efficacy and barriers on health 

promotion activities. This purpose generated the following research questions and 



hypotheses: 

Research Question 1 -

What are the types and frequency of folk home remedies used by the rural elderly 

caregiver for promotion of health? 

Research Question 2 -

What are the determinants of engagement in health promotion activities of rural 

elderly caregivers? 

Hypotheses-

1. · There will be a positive relationship between rural elderly caregiver 

engagement in health promotion activities and the caregiver's perception 

of functional/physical health. 

2. There will be a positive relationship between rural elderly caregiver 

engagement in health promotion activities and the caregiver's perception 

of emotional health. · 
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3. There will be a relationship between rural elderly caregiver engagement in 

health promotion activities and folk home remedy behavior. 

4. There will be a positive relationship between rural elderly caregiver 

engagement in health promotion activities and the caregiver's perception 

of spirituality. 

5. Elderly caregivers with higher self-efficacy will have a higher level of 

health promotion activities: 

6. Elderly caregivers with _lower perceived barriers will have a higher level 

of health promotion activities. 



7. Folk home remedy behavior, spirituality, functional/physical health, 

emotional health, perceived self-efficacy, perceived barriers, along with 

the interaction between perceived self-efficacy and perceived barriers will 

simultaneously be associated with engagement in health promotion 

activities. 

Significance 

This study sought to provide knowledge about determinants of participation in 

health promotion activities in elderly caregivers living in rural areas in Georgia. Thirty

eight percent of the state's elderly live in rural areas in Georgia, as compared to twenty

five percent living in rural areas nation wide. Overall, older adults make up a greater 

percentage of rural populations than in the general population (U. ~. Bureau of Census, 

1999). The state of Georgia, where this study was conducted, is one of eight states with 

the fastest growing elderly populations. 

Individuals living in rural areas participate less in health promotion activities 

(U.S. Department of Health & Human Services, 2000). There are 14.7o/o elderly 

Georgians who live below the poverty level as compared to 13.3% in the United States 

(U.S. Bureau of Census, 1999). Gaining information regarding the perceived self

efficacy, perceived barriers, and personal factors for health promotion for rural elderly 

caregivers is essential as there may be differences in determinants of health promotion 

behaviors between urban and rural individuals. 

Informal caregiving by the.elderly is an economic issue. The national economic 

value of informal care giving was determined to be 196 billion dollars in 1997 (Arno, 

Levine, &-Memmott, 1999). Informal caregiving saves money for Medicare and 
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Medicaid, but does so at great emotional and physical costs to the caregivers (Mezey, 

1999). If the caregiver becomes ill, many frail elderly care recipients would lose their 

informal care giving system. If the health of the unpaid, informal caregiver fails~ then the 

government and taxpayers will indirectly be responsible for paying for health care 

providers to address care recipient needs (Arno, Levine, &·Memmott, 1999). The study 

of the health of the elderly caregiver has been severely neglected (Jackson & Cleary, 

1995). Health promotion information and strategies are desperately needed to promote 

health in the informal caregiver who in Georgia is often elderly, minority, and living in 

rural areas. Health care costs can be reduced by developing and implementing programs 

in health promotion (Kerfoot, 1997). The knowledge gained in this descriptive 

correlational study provided an understanding of the variables impacting health 

promotion activities of this under studied population. Based on the findings of this study, 

future interventions focusing on health promotion may be developed and tested for rural, 

elderly caregivers. 

Theoretical Framework 

The theoretical model for this research study evolved from the study of 

Albert Bandura's Social Cognitive Theory (1977) and Nola Pender's Health Promotion 

Model (1996). Bandura' s Social Cogli.itive Theory (1977) explains human functioning in 

terms of a model of triadic reciprocality. This interactional_model depicts environmental 

events, personal factors and behavior ~cts as reciprocal determinants of each other. The 

relative influence exerted by the three interacting factors will vary for different 

individuals. According to this theory, the nature of person is defined within the 

perspective of triadic reciprocality in terms of five basic capabilities. These capabilities 



include symbolizing capability, forethought capability, vicarious capability, self

regulatory capability, and self-reflective capability. 
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Self-efficacy is a keystone marker in Bandura' s Social Cognitive Theory ( 1977) 

and affects each of the five capabilities that define the nature of the person (Bandura, 

1977). Ban dura believes that a central type of thought is the individual's judgment of his 

own capabilities. "Perceived self-efficacy is defined as people's judgment of their 

capabilities to organize and execute courses of action required to attain designated types 

of performances" (Bandura, 1986, p. 391). 

Bandura's (1977) self-efficacy construct provides a useful explanation of how 

people exert influence over their own motivation and behavior, including health 

promotion activities. According to Bandura (1986), "perceived self-efficacy is defined as 

people's judgments of their capabilities to organize and execute courses of action 

required to attain designated types of performances" (p. 391). Beliefs concerning self

efficacy are extremely important. Higher levels of self-efficacy are associated with 

greater involvement in an activity as well as the persistence and effort in performing that 

activity. Bandura (1982) posits that self-efficacy is acquired through the individual's 

processing of four sources of self-efficacy information which are: (a) past and present 

accomplishments, (b) vicarious experience of observing others perform, (d) verbal 

persuasion, and (d) physiological state or response. All of these sources interact to form 

an individual's general level of self-efficacy. To change behavior, individuals must learn 

how to monitor the behavior they wish to change and set short-range goals. "Once 

empowered with skills and beliefs in their capabilities, people are better able to adopt 



behaviors that promote health and to eliminate those that impair it" (Bandura, 1997, p. 

286). 

Self-efficacy and behavior can be impacted when individuals are informed, 

educated, and counseled (Bandura;1986; Weinberg, Gould & Jackson, 1979). Self-

9 

. efficacy and other outcome variables have been studied such as exercise (McAuley & 

Jacobson, 1991), behavioral change (Bandura &.Adams, 1977; Bandura & Schunk, 1981) 

and metamemory (McDougall, 1993). Burke et al. (1999) utilized a four-month 

randomized controlled intervention study to compare self-efficacy for diet and physical 

activity and barriers to healthy behaviors in young married couples. A health promotion 

program (six modules) was administered to the intervention group. By the end of the 

intervention, self-efficacy for diet and physical activity increased significantly in the 

intervention group while perceived barriers to healthy behaviors decreased. 

Schott-Baer and Christensen (1999) used Bandura's Social Cognitive Theory to 

study the relationship of education regarding health promotion and self-efficacy in 36 

adult asthma patients (19 in the control group, 17 in the intervention group). Age of 

subjects ranged from 24 to 74 years with a mean age of 52 years in the control group and 

44 years in the intervention group. A three-hour educational program on the disease 

process and diary-keeping to monitor self-management was given to the intervention 

group. Findings revealed that self-efficacy was significantly higher in the intervention 

group compared to the control group immediately after the cl&ss. These findings indicate 

that self-efficacy can be improved through educational means. 

The findings of these studies supported the need for future nursing interventions 

that may enhance self-efficacy. According to Bandura (1977), self-efficacy can be 
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improved regardless of age and self-efficacy problems in elders are related to 

misappraisal of capabilities. In elders, interventions of education, verbal encouragement, 

counseling, and modeling should be focused on helping the elder reappraise their 

capabilities. Self-efficacy enhancing interventions can strengthen efficacy beliefs and 

increase activity levels in elders (Resnick, 1998a). 

Nola Pender's (1996) Health Promotion Model a~tempts to account for those 

behaviors that improve well-being and develop human potential. According to ·this 

model, individuals have the desire to work toward a healthier state of being. This model 

emphasizes the variables of perceived benefits of action, perceived barriers to action, 

perceived self-efficacy, activity-related affect, interpersonal influences and situational 

influences as primary mechanisms for the attainment and maintenance of health. 

Pender's model and Bandura' s Theory are closely related. Indeed, many of the 

behavioral concepts (self-efficacy, benefits, barriers, and activity-related affect) find their 

origins in Bandura's Social Cognitive Theory. 

Extension of Pender's Model 

This next section discusses a comparison of the proposed theoretical model with 

Pender's model of health promotion. The proposed theoretical model was an extension 

and modification of Pender's model. The proposed research theoretical model differed 

from Pender's model in that it addressed folk home remedy behavior and spirituality and, 

thus, may be more relevant to rural elderly caregivers. 

The sociocultural factors (personal factors) in Pender's model (1996) account for 

acculturation and socioeconomic status, but fail to address the folk home remedy 

behavior that is enmeshed in the sociocultural fabric of the rural community. Folk home 
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temedies may be primary responses (related to self-sufficiency) to symptoms of illness 

and/or practices of health promotion for rural elderly (Weinert & Long, 1987). Folk 

home remedies may be defined as any health practices (exclusive of over-the-counter 

drugs) used at home before seeking professional health care assistance (Yoder, 1972). 

Folk home remedies originate among the people and are contrived from herbs, plants, 

animal, and mineral substances as well as religious practices and holy words to cure 

disease and maintain health (Helman, 1994; Jackson, 197 6; Secrest, 1964). Over-the

counter pharmaceutical drugs do not originate mnong the people, and thus, are not 

included in the folk home remedy definition (Secrest, 1964). Folk home remedies may be 

used in lieu of and/or in addition to traditional medic;al treatinents as the rural elder 

attempts to be self-sufficient. 

The proposed model for this study recognized the need for the inclusion of folk 

home remedy behavior as a variable that may impact the engagement in health promotion 

activities. Older rural elders often use a variety of activities to protect their health (Davis, 

et. al, 1991; Johnson, 1991). Folk home remedies used by rural elders may, also, be 

related to the cultural background of the individual (Horner, et.al, 1994). Limited 

resources and access to health care services may influence the rural elder to rely on the 

self until symptoms. are severe. The rural setting may be considered an environment with 

rich, informal, supportive resources, whic? can enable rural elders to manage health and 

illness on their own. Folk home remedies are a part of this environment, having been 

handed down through the family or friends from generation to generation (Johnson, 

Waldo, & Johnson, 1993; Mainous & Kohrs, 1995; Roberts, Battaglia, Smithpeter, & 

Epstein, 1999; Weinert & Long, 1987). 
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Pender's Health ·Promotion Model.( 1996) nor Bandura' s Social Cognitive Theory 

(1977) do not overtly include the variable of spirituality. Boland (2000) proposed an 

expansion of Pender's Health Promotion Model (1996). Factors were examined that 

enhanced the level of commitme!lt by older adults to the practice of health-promoting 

behaviors. Findings of this study added to the understanding of the importance of social 

and spiritual interactions for encouraging health behaviors. The recommendation of the 

addition of spiritual factors to Pender's Health Promotion Model was supported. 

According to these authors, the inclusion of spiritual factors would enhance the model's 

effectiveness to investigate and explain influences in an eld~r individual's decisions to 

engage in health promotion practices. 

The proposed model for the study includes the spiritual dimension as an important 

and fundamental aspect of human functioning, one that positively affects healing and 

health (Hawks, Hull, Thalman, & Richins, 1995; Long, 1997). Spirituality must be 

mobilized as an active part of the promotion of health for individuals (Parks, 1998). The 

findings of Armer & Conn (200 1) support that spirituality is a crucial component of 

health and well-being for the rural elder. Lipson and Steiger (1996) state that "life is 

more than health habits, only part of what makes humans whole" (p. 220). They further 

state that "Holistic health care is based on the assutnption that mind, body, and spirit are 

inextricably lined, and that they all must be considered in health and illness" (p. 220). 

Variables in the proposed model included those that are consistently supported in 

empirical studies as impacting the health behavior of rural elders (Arcury, Bernard, 

Jordan, & Cook, 1996; Clark & Dodge, 1999; Conn, 1997; Davis, et al, 1991; Duffy & 

MacDonald, 1990; George & Gwyther, 1986; Hawks, Hull, Thalman, & Richins, 1995; 
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Johnson & Moore, 1988; Johnson, Waldo, & Johnson, 1993; Long, 1997; Mainous & 

Kohrs, 1995; Moore, 1992; Ostchega, Harrris, Hirsch, Parson & Kington, 2000; Padula, 

1997; Peters, 1995; Resnick, 1998a; Southerland, 1988; Wilson-Ford, 1992). Pender's 

earlier model included perceived benefits as a variable; however, in ·elders, perceived 

barriers may be more salient as determinants of health promotion activities (Janz & 

Becker, 1984). Janz and Becker (1984) suggested that from a life span perspective, 

benefits were associated as most important for middle-aged adults when individuals are 

relatively disease free~ than in the elderly, when disease may already be present. 

Elders constitute a population in which 85-87 o/o of individuals have chronic 

illnesses (Johnson, 1991; Schienle & Eiler, 1984). Rural elders have significantly 

poorer health status than their urban counterparts (Homer, et.al, 1994; Stoller, Forster, & 

Portugal, 1993). As noted above, perceived benefits were more important for middle

aged adults than elderly. According to Chin (1961), a model should retain only those 

that are regarded as essential. The proposed model for the study suggested that, in the 

rural elderly population, perceived barriers, such as limited resources and lack of access 

to health care services, were more significant than perceived benefits of action. 

While many research studies have used Pender's Health Promotion Model as a 

theoretical framework, it is noteworthy that these studies have mainly targeted young, 

predominantly urban, White individuals of moderate income. The proposed theoretical 

model may generalize to different races and backgrounds. Perceived self-efficacy and 

barriers may vary with caregivers of different racial backgrounds in rural settings 

(Allen-Kelsey, 1998; Norgard & Rodgers, 1997). Furthermore, the use of folk home 

remedies and effects of spirituality (variables that may be factors in the health 
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promotion of rural elders) are not addressed in Pender's model. The proposed model 

was derived from Pender's Model of Health Promotion and Bandura's Social Cognitive 

Theory to provide a model of health promotion that may be more appropriate for rural 

elderly caregivers. Testing ·of this model was critical in the developtnent of a knowledge 

base for designing health promotion strategies, maximizing cost containment strategies, 

and increasing quality of life for rural elderly caregivers of all racial backgrounds. 

Theoretical Model 

The theoretical model developed to guide this study is comprised of four major 

constructs: the engagement in health promotion activities, caregiver perceived self

efficacy, caregiver perceived barriers, and related personal factors (see Figure 1 ). This 

theoretical perspective represents a unique conceptualization derived from theoretical and 

empirical literature. Empirical studies that support the linkage of self-efficacy to 

engagement in health promotion activities have been conducted (Baker, 1997; Chen, 

1996; Cunningham, 1989; Padula, 1997; Schott-Baer, 1989). Past empirical research 

studies have also identified perceived barriers as a prominent variable related to health 

promotion activities in elders (Clark, 1999; Gulanick, Bliley, Perino, & Keough, 1998; 

Whetstone & Reid, 1991 ). Empirical studies linking self-efficacy and perceived barriers 

as determinants for health promotion activities in rural elderly caregivers were not found. 

Within the theoretical model for this study, participation in health promotion activities is 

determined by perceived self-efficacy, perceived barriers and personal factors related to 

the rural elderly caregiver. The components of the theoretical model are described in the 

following sections. 
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Health Promotion Activities 

Health is a multidimensional phenomenon having biopsychosocial, cultural and 

environmental dimensions. The definition for health promotion in this study was adapted 

from Pe~der' s ( 1996) definition of health promotion. Health promotion can be defined as 

taking action to enhance the quality of life in the interactive process between humans and 

their environment. Activities that are health-promoting are directed toward attaining a 

positive health outcome for the individual. Such health-promoting activities pervade all 

aspects of life, hopefully, empowering individuals to make healthy choices about their 

lifestyles and enjoy a positive health experience throughout the life span. 

Past research on health promotion has focused on measuring activities and 

lifestyles that enhance or promote the health of individuals (Hickey, Dean & Holstein, 

1986; Johnson, 1991; Mainous & Kohrs, 1995; Padula, 1997; Pender, 1996; Walker,· 

Volkan, Sechrist, & Pender, 1988). Health promotion is a conceptual di1nension 

embedded in Pender's Health Promotion Model (1996), .which describes the desire, by all 

individuals to work toward a healthier state of being. "Health promotion is motivated by 

the desire to increase well-being and actualize human health potential" (Pender, 1996, 

p.7). 

Elders, as a group, define health differently than younger individuals. While 

health may be viewed as the absence of illness and disease (Balog, 1982), elders define 

health as the ability to work or function in one's role (Davis, et al., 1991). Variables that 

determine engagement in health promotion activities may be different in rural, elder 

individuals. 



16 

The proposed conceptual model may be generalizable to all races. Perceived self

efficacy, barriers, and personal factors may vary with racial or even cultural differences 

as supported by the model. Testing of Pender's model (1996) was mostly limited to 

samples of blue and white-collar workers, individuals younger than 65 years of age, and 

predominantly White. individuals. Testing of this model was suggested to provide a 

knowledge base for designing health promotion strategies, maximizing co~t containment 

strategies, and increasing quality of life for elders of all racial backgrounds. 

In this model, the event under investigation is the engagement in health promotion 

activities by rural elderly caregivers. As our aging Ropulation continues to grow at a rapid 

pace, many elders find themselves in caregiving situations. Nationally, 12% of all 

caregivers are 65 years _and older (National Alliance for Caregiving and American 

Assoication of Retired Persons Survey, 1997). Georgia has one of the fastest growing 

elderly populations with 3 8% of elderly living in rural areas as compared to 25% 

nationwide (U.S. Bureau of Census, 1999). Many rural elderly caregivers are spousal 

caregivers. 
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Figure 1 

Theoretical Model (Easom,2oo1) 

Determinants of Participation in.Health Promotion 
Activities in Rural Elderly Caregivers 

+ 
Perceived Self-Efficacy·-----.... ~ 

(tt·. 
Perceived Barriers 

Engagement 

In 

Health 

Promotion 

Activities 

The health of this ever-expanding elder population of Georgia may be impacted by 

health promotion activities. Health promotion activiti~s may be defined as self-initiated 

activities that an individual engages in to promote health. Domains included in health 

promotion activities include (1) health management, (2) reduction of stress, (3) nutrition, 

( 4) exercise, and (5) substance abuse prevention (Padula, 1997). Health management 

refers to activities of the rural elder to promote health such as inspection of the home for 
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safety threats ( esp. fall prevention), regular visits to a health care practitioner, and gaining 

knowledge about medications and available health treatments (Padula, 1997). Regular 

visits to a health care practitioner provide for screening and detection of illnesses and 

disabilities, which, if detected early enough, treatment can be initiated with a more 

positive health outcome. Health care visits are within the definition of health promotion 

activities because they involve taking action to enhance the quality of life within the 

interactive process between humans and their environment. Having knowledge about 

available medications and treatments for health conditions is essential for taking an active 

role in health care decision-making. 

Adequate rest and relaxation is essential for addressing physical and emotional 

stress. Rural elders may suffer fr<.?m a variety of stressors: chronic illnesses, pain, family 

unrest, fear of losing independence (Johnson, 1991; Mainous & Kohrs, 1995; Johnson, 

Waldo, & Johnson, 1993; Roberts, Battaglia, Smithpeter & Epstein, 1999). Rest and 

sleep can provide temporary relief from stress and thus be therapeutic (Davidhizar & 

Shearer, 2000). 

Nutrition refers to eating foods known to be healthy (i.e. low in fat and 

cholesterol, basic food groups). Proper nutrition provides foods that are essential to 

muscle strength and well-being. A diet that is high in fruits, vegetables and grain 

products, limited in sugar content, and low in fat and cholesterol is suggested (U.S. 

Department of Agriculture and U.S. Department of Health and Human Services, 1995). 

Exercise includes any activities to maintain physical fitness on a regular basis or 

schedule. Participating in regular self-care activities maintains range of motion in 

extremities and physical level of exercise. Regular exercise ensures that muscle tone and 



strength are sustained so that functional ability is preserved (Ostchega et al., 2000; 

Resnick, 2001; Topp, Mikesky, & Thompson, 1998). 
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Substance abuse prevention refers to the avoidance of ingesting alcohol and 

tobacco smoke. Alcohol ingestion and tobacco smoke inhalation may have detrimental 

effects on an individual's health and well-being (Bartecchi, MacKenzie, & Schrier, 1994; 

Lieber, 1995). 

Positive health activities are the ultimate goal of health promotion. Lack of 

perceived self-efficacy, lack of adequate resources (perceived barriers) and personal 

factors may influence participation in positive health behaviors. This study proposes a 

linkage between perceived self-efficacy, perceived barriers, and personal factors as 

determinants of engagement in health promotion activities in rural elderly 

caregivers. 

Perceived Self-Efficacy 

"Perceived self-efficacy is defined as people's judgments of their capabilities to 

organize and execute courses of action required to attain designated types of 

performances" (Bandura, 1986, p.391). The model depicts self-efficacy as a major 

determinant of engagement in health promotion activities. There are four sources of 

information for acquiring self-efficacy (Bandura, 1977). This first source is the 

successful achievement of performing a task. ·Successes raise efficacy appraisals while 

repeated failures lower them. Secondly, self-efficacy is also acquired by observing others 

performing a task. Through observation, an individual may model his/her own behavior 

after observing the success of others in performing certain tasks. A third source of self

efficacy information is that of verbal persuasion. An individual can be encouraged to 
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believe he possesses the capabilities that will enable him to succeed at particular 

activities. Finally, physiologic states, such as fear and anxiety, may affect an individual's 

beliefs about himself (Bandura, 1986). Eliminating these subjective threats increases 

perceived self-efficacy with corresponding improvements in performance (Bandura & 

Adams, 1977). All of these sources interact to form an individual's general level of self

efficacy. 

Bandura (1997) states, "Once empowered with skills arid beliefs in their 

capabilities, people are better able to adopt behaviors that promote health and to eliminate 

those that impair it" (Bandura, 1997, p. 286). Elders may benefit from nursing 

interventions focused on improving self-efficacy through modeling, verbal 

encouragement and education. Education could be enhanced via modeling, successful 

performance of a task and practicing a task. A linkage is proposed in this study between 

perceived self-efficacy of the rural elderly caregiver and engagement in health promotion 

activities. A linkage is also proposed between self-efficacy and perceived barriers. 

Perceived Barriers 

Perceived barriers also serve as a significant influence on engagement in health 

promotion activities (Lopez-Azpiazu, Martinex-Gonzalez, Kearney, Gibney, & Martinez 

1999; Timmerman, 1999) and thus are included in the proposed model. Perceived 

barriers are impediments or deterrents to taking action on the behalf of the individual 

(Bandura, 1977). These barriers may be subjective or objective. As perceived by the 

individual, these barriers serve to prevent the individual from engaging in health 

promotion activities. Types of perceived barriers differ for elders as opposed to younger 

individuals (Hallion & Haignere, 1998; Gulanick, Bliley, Perino, & Keough, 1998; 
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Peters, 1995; Resnick, 1998a; Weinrich, Reynolds, Tingen, & Starr, 2000). Based on 

these previous studies, possible perceived barriers to health promotion behaviors for rural 

elderly caregivers, might include a lack of adequate resources· such as: (1) financial, (2) 

environmental, (3) health/physical energy, (4) interpersonal, (5) knowledge/skills, and (6) 

community resources. The concept of perceived barriers was proposed as a significant 

determinant of engagement of the rural el~erly caregiver in health promotion activities. 

Personal Factors 

In the proposed model, "Personal factors" is a broad term that refers to 

functional/physical health, emotional health, folk home remedy behavior, and spirituality 

of the rural elderly caregiver. 

Functional/physical health. A critical issue related to health promotion activities 

of older adults is ascertaining the older clients' perception of health (Davis, et al., 1991). 

The term "health" refers to more than just physical health. Often, physical health is 

perceived as the absence of illness or disease (Balog, 1982). In a population-in which 85-

87% of individuals have chronic illnesses (Johnson, 1991; Schienle & Eiler, 1984), this 

definition is not appropriate. In elders, health needs are based more on function rather 

than cure and include the ability to tnaintain the elder's lifestyle through the performance 

of everyday activities. Elders evaluate their own health based on their perception of the 

level of functional abilities (Duffy & MacDonald, 1990). 

Maintaining functional health is essential for elders to ~aintain their 

independence as long as possible. Functional activities include lifting or carrying 

groceries, climbing stairs, bending, kneeling or stooping, bathing or dressing, and 

walking a block as opposed to a mile. Maintenance of functional ability is essential for 
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elders to maintain their lifestyle and perform everyday activities (Duffy & MacDonald, 

1990). In this model, a linkage was proposed between functional/physical health and 

participation in health promotion activities. 

Emotional health. The concept of emotional health represents the elder 

caregiver's level of psychological functioning. In the theoretical model, emotional health 

~sa personal factor is related to engagement in health promotio~ activities. Fluctuating 
., 

emotional health of the caregiver, such as that of depression, decreases the functional 

capability of the elder caregiver. It may intensify an already challenging care giving 

situation in which the psychological effects of caregiving demands threaten to overwhelm 

caregiver emotional resources. Depression has been well documented as an emotional 

health effect experienced by caregivers (Deimling, Bass, Townsend & Noelker, 1989; 

Haug, Ford, Stange, Noelker & Gaines, 1999; Wright, 1994; Wright, Clipp & George, 

1993). 

Folk home remedy behavior. The concept of folk home remedy behavior 

represents religious behaviors and home remedies utilized by elder caregivers in lieu of 

and/or in addition to traditional medical treatments. Home remedies may be defined as 

any health practices (exclusive of over-the-counter drugs) used at home before seeking 

professional health care assistance (Yoder, 1972). Folk home remedies originate among 

the people and are contrived from herbs, plants, animal, and 1nineral substances as well as 

religious practices and holy words to cure disease and maintain health (Helman, 1994; 

Jackson, 1976; Secrest, 1964). These folk home remedies are usually handed down 

through the family from generation to generation or may have been shared through 

friends. Folk home remedy behavior is enmeshed in the sociocultural fabric of the rural 
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community and may be primary responses to symptoms of illness. Older rural adults 

often use a variety of activities to protect their health. Prayer is a widely used family 

home remedy practice in both Black and White rural communities (Arcury, Bernard, 

Jordan, & Cook, 1996; Wilson-Ford, 1992) as well as urban communities. Other noted 

rural practices include the use of root workers, medicine men and multiple home 

remedies such as honey, lemon and whiskey tea to handle a cold (Kirkland, Matthews, 

Sullivan & Baldwin, 1992; Watson, 1988). In the theoretical model, a linkage was 

proposed between the use of folk home remedies and the engagement in traditional health 

promotion activities. 

Spirituality. The spiritual dimension has been found to be an important and 

fundamental aspect of human functioning that may positively affect health (Armer & 

Conn, 2001; Fryback & Weinert, 1999; Kaye & Robinson, 1994; Lauver, 2000; Plante & 

Sherman, 2001; Zorn & Johnson, 1997). Spirituality may be defined as "the need for 

meaning, purpose and fulfillment in life; hope/will to live; belief and faith"(Ross, 1995, 

p. 460). Spirituality is a broad concept encompassing both religion and existential well

being (Paloutzian & Ellison, 1982). Religion as a dimension of spirituality, is associated 

with an individual's relationship to God (Paloutzian & Ellison, 1982). The other 

dimension of spirituality, existential well-being, refers to the perception of life's purpose 

which is separate from a religious preference and association (Ellison, 1983; Paloutzian 

& Ellison, 1979). In the theoretical model, a linkage was proposed between spirituality 

and the engagement in traditional health promotion activities. 
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Summary 

As our aging population continues to grow at a rapid pace, many elders find 

themselves in caregiving roles. Nationally, 12% of all caregivers are 65 years and older. 

Georgia has one of the fastest growing elderly populations with 3 8% of elderly living in 

rural areas as compared to 25% nationwide. 

Elderly caregivers often provide care at the expense of their own health, as 

caregiving can be exhausting physically, mentally and spiritually. Rural elderly 

caregivers are particularly vulnerable to health i1npairment because of advanced ag~, poor 

economic status, and relative isolation in communities that lack organizations and health 

care providers to assist and meet their needs. 

A greater understanding of determinants of health promotion behavior is needed 

in order to design health promotion strategies to encourage participation in health 

promotion activities, maximize cost containment strategies and contribute to Healthy 

People 2010 objectives of increasing quality of life for the elderly caregiver population. 

The purpose of this proposed study was to examine the relationship between engagement 

in health promotion activities and perceived self-efficacy, perceived barriers and personal 

factors of functional/physical health, emotional health, folk home remedy behavior, and 

spirituality. 

The theoretical model for this study vvas developed to guide the examination of 

the relationships mnong the engage1nent in health pron1otion activities and perceived self

efficacy, perceived barriers, and personal factors of rural elderly caregivers. It is 

important to determine which variables 1nay facilitate or impede participation in health 

pron1otion activities of rural elderly caregivers. The results of this research contributed to 
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a greater understanding of the healthcare.needs of this population, guided future nursing 

interventions and provided a framework to guide nursing practice in rural communities. 



CHAPTER II: REVIEW OF LITERATURE 

Elders comprise 12.4% of the 22.million informal caregivers in the United States. 

Predictions are that the number ~f elders will increase to approximately 25% of the 

population by the year 2030 and that the number of elderly caregivers wilt increase 

correspondingly (American Association of Retired Persons, 1998). These elderly 

caregivers are known as "informal caregivers" and many studies have documented · 

·caregiver outcomes, particularly burden and stress (Allen-Kelsey, 1998; Dwyer & Miller, 

1990; Nottingham, 1995; Wright, 1997; Wykle, 1994a; Wykle, 1994b, Zarit, 2001). 

Elderly informal caregivers constitute an at-risk population in that many elderly 

caregivers neglect caring for themselves which, in turn leads to health impairment and 

possible loss of life (Burton, Newsom, Schulz, Hirsch, & German, 1997). Significantly 

less attention has been directed toward the health behaviors of these elderly informal 

caregivers. Studies investigating the determinants of engagement in health promotion 

activities of this population were also lacking. Most research regarding health promotion 

behavior has targeted younger individuals with only a few studies focusing on rural 

elders (Pullen, Walker, & Fiandt, 2001 ). There is a paucity of research regarding health 

promotion activities of the rural elderly caregiver. 

This section includes a review of the relevant research literature organized with 

four major constructs: health promotion: activities, perceived self-efficacy, perceived 

barriers and related personal factors. The section on health promotion activities includes 

issues related to health behavior and rural elders as well as rural elderly caregivers. Next, 
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the section on perceived self-efficacy includes empirical literature regarding self-efficacy 

and health behavior and self-efficacy, health behaviors and older adults. The section on 

perceived barriers includes empirical findings regarding perceived barriers in younger 

and older individuals. Empirical studies demonstrating the linkage between perceived 

self-efficacy and perceived barriers are also presented. Last, the construct of related 

personal factors encompasses the concepts of functional/physical health, etnotional 

health, folk home remedy behavior, and spirituality. This literature review addresses the 

relevant research surrounding each construct within the proposed theoretical model for 

this study .. 

Health Promotion· Activities 

This study sought to examine factors that determine engagement in health 

promotion behaviors in rural elderly caregivers. Considerable descriptive research has 

been conducted on health promotion activities with elders (Bausell, 1986; Duffy & 

MacDonald, 1990; Quinn, Johnson, Poon, Martin, & Nickols-Richardson, 1997; Resnick, 

1998a; Resnick, 2000; Stoller, Forster, & Portugal, 1993; Pullen, Walker, & Fiandt, 

2001 ). ~ealth promotion is a process that is health-oriented, holistic in nature, and 

includes the individual as an active decision maker (Pender, 1996). Health promotion 

activities are self-initiated activities to tnaintain health and promote well-being. Such 

activities include health management, physical activity, nutrition, stress reduction, and 

substance abuse prevention (Padula, 1997; Pender, 1996; Walker, Volkan, Sechrist, & 

Pender, 1988). Effective health promotion measures are an important tool of illness 

prevention and health maintenance (Hickey, Dean, & Holstein, 1986). 
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Health Promotion and Rural Elders 

Several studies have focused on health promotion activities and the rural elder. In 

a sample of 25 0 rural elders, Johnson (1991) found that most of the older rural adults did 

not use positive health practices on a regular basis. Participants ranged in age from 68-99 

years with a mean age of 83.9 years. Ninety-three participants (37.2%) were married, 

107 (42.8%) were widowed and 50 (20%) were divorced or never married. Chronic 

illnesses of these elders included arthritis (87%), respiratory illnesses (71 o/o) cardiac 

disease (81 %), visual deficits (67%) and diabetes (43%). Findings revealed that the 

majority did not limit their daily caffeine intake, choose foods from each of the four food 

groups each day, or maintain their weight within acceptable limits. Positive health 

practices related to nutrition, sleep, and exercise were practiced infrequently and 

inconsistently by the rural participants in the study. This study does not address factors 

that influence rural elders' lack of engagement in health promotion activities. The author 

indicated that additional research is needed to investigate factors that influence the 

practice of positive health practices in this population. These factors were addressed by 

this research study and are essential in forming a knowledge base for nursing regarding 

health promotion and rural elders. 

Other studies have demonstrated that rural elders believe themselves to be self

sufficient and may seek health care only when illness is perceived as severe (Horner, et 

al., 1994; Stoller, Forster and Portugal, 1993). Findings of these studies revealed that 

rural elders have the prevalent belief that they can effectively take care of themselves. 

While elders may believe their care of self to be effective, other studies revealed that 

rural elders experience poor-to-fair health (Mainous & Kohrs, 1995; Roberts, Battaglia, 
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Smith peter & Epstein, 1999). These authors state that health care activities of rural 

individuals may differ from those of their urban counterparts. Rural elders were found to 

have significantly poorer health status than their urban counterparts. Specifically, rural 

elders had significantly poorer functional status than urban elders. Furthermore, limited 

resources and access to health care services influence the rural elder to rely on the self 

until symptoms are severe. Barriers such as these were identified in the proposed 

research study as well as the folk home remedy behavior that rural elders participated in 

to maintain their valued self-sufficiency. The need for investigating factors that influence 

participation in health promotion activities in this at-risk population was critical. 

Johnson and Moore's (1988) study on rural elderly and drug-taking practices 

revealed that most subjects used both prescription and nonprescription drugs daily, 

combined medications without consulting health professionals, ignored side effects and 

exceeded recommended dosages. The sample consisted of 48 men and 52 women over 

the age of 65 years in a noninstitutionalized setting. The majority of the sample had 

completed high school and had some college. Based on the findings of this study, the 

authors suggest that nursing interventions support of appropriate use of prescription and 

nonprescription drugs in rural elderly populations is critical to the health and future of 

rural elders. These authors report that rural elderly do not have access to vital 

information regarding their medications and advocate for nurses to promote an 

understanding of drug actions, side effects, and interactions. More research was needed 

to examine factors that influence health promotion activities and affect the well being of 

the rural elderly. 

Pullen, Walker, and Fiandt (2001) conducted a study to determine health-
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promoting lifestyle behaviors in rural older women. The sample consisted of 102 

community-dwelling rural women aged 65 and older. All women were white non

Hispanic and ranged in age from 65-90 years with a mean age of 74.2 years. The 

majority (54.9%) were not married, were oftnoderate incotne, and had high school 

degrees. Findings revealed that younger age, living with other(s), defining health as 

wellness, better perceived mental health, more sources of health information and provider 

counseling were significantly associated with health-promoting lifestyle behaviors in 

rural older women. This study also demonstrated that it is feasible to administer a 

complex questionnaire over the telephone to rural elderly women. These findings 

support the research methodology of the present study that involved a 45-minute 

telephone interview. 

In summary, health promotion activities have been studied in rural elders with 

most studies targeting White, rural elders of moderate to high income with a majority 

having high school degrees and/or college experience. Little is known regarding rural 

elders of different races and lower income. This study focused on health promotion 

activities of rural, elderly caregivers from counties with elders of diverse incomes and 

race. 

Health Promotion and Elderly Caregivers 

Studies on the elderly caregiver and health promotion activities are very limited 

and focus primarily on caregiver strain, burden, and health behavior. The burden and 

strain of caregiving is time-intensive as well as emotionally and physically draining. 

A study conducted by Burton, Newsom, Schulz, Hirsch and German (1997) 

explored preventive health behaviors among spousal caregivers. The sample consisted of 
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434 spousal caregivers and 385 non-caregivers (control group). The spousal caregivers 

were further defined as high-level caregivers (n = 212) meaning that the care recipient 

had an activity of daily living (ADL) impairment and moderate-level caregivers (n = 222) 

meaning that the care recipient had one or more instrumental activities of daily living 

impairment. Caregiver and non-caregiver groups were matched for age and gender. The 

mean age of the sample was 72.8 years. The majority of the sample was female (57o/o); 

Caucasian (95%), and high school graduates (72%). Data for this study was from a 

secondary analysis of data from the Caregiver Health Effects Study (CHES). Findings 

·revealed that being a high-level caregiver resulted in caregiver strain and burden which 

significantly increased the odds of not getting enough rest, not having enough time to 

exercise and forgetting to take prescription medications compared with noncaregivers. 

Other studies on caregiving support the findings of this study (Nottingham, 1995; Wright, 

1997; Wykle, 1994a; Wykle, 1994b). Providing daily care to an individual over an 

extended period of time results in strain on the caregiver with the caregiver's health often 

being neglected. According to these authors, future research is needed which investigates 

influencing factors of preventive health behavior of this vulnerable population. 

Gallant and Connell (1997) examined the health behaviors of older adult spousal 

caregivers. The sample consi~ted of233 spousal caregivers (109 males and 124 females). 

The mean age was 70 years for males and 66 years for females. The majority of the 

responden~s was White (91 %), retired (84%), and had been married more than 30 years 

(86%). Most of the sample (90%) had a high school diploma and 33% of the sample had 

a college degree. Findings revealed that caregiver burdeJ!. is positively correlated with 

depression, lower self-efficacy and fewer health promotion practiceS'. Female caregivers 
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seemed especially susceptible to weight gain with almost half reporting a gain of at least 

20% since assuming their caregiver roles. Approximately half of the sample participated 

in exercise o~1ly once a week and reported a decrease in physical activity since caregiving 

began. Women in the sample reported a decrease in sleeping time. Alcohol consumption 

and smoking was low for this sample. The findings of this study suggest that caregiver 

health behaviors may decline over the course of caregiving. The authors stressed the 

need for more research examining health behaviors of elderly caregivers. 

A link between caregiving burden and strain and health impairment of the 

caregiver is accepted. Elderly caregivers engage in few health promotion practices. 

More research investigation is warranted regarding elderly caregiver health promotion 

behavior. The present study investigated health promotion behavior in rural elderly 

caregivers. 

Health Promotion and Rural Elderly Caregivers 

Little research existed regarding the rural elderly caregiver. Rural elderly 

caregivers may be more stressed and burdened than their urban counterparts (Dwyer & 

Miller, 1990). Buettner and Langrish (1999) found that rural elderly caregivers use fewer 

assistance services, yet express a higher desire than their urban counterparts to gain more 

information and learn about more services ·to meet their healthcare needs. The sample 

consisted of 76 noninstitutionalized caregivers of probable dementia patients who were 

referred to a health clinic. Thirty-one caregivers were from one of two rural counties and 

45 caregivers were from an urban county. The mean age was 61.1 years for the rural 

caregivers and 58.6 years for the urban caregivers. The majority of caregivers were 

female (71. 0 % in rural counties, 71.1 % in urban county). These findings revealed that 
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rural elderly caregivers are different than urban caregivers in regard to caregiving 

intensity (stress and burden). Rural elderly caregivers reported an average of 40.5 

months of giving care as opposed to urban elderly caregivers with 23.7 months of 

caregiving. Significantly more rural than urban caregivers expressed a need to learn more 

about available services to assist in respite care. With rural caregivers spending more 

months and more hours per week in caregiving activities, than their urban counterparts, 

the strain of caregiving may be greater in rural caregivers. Others have found a 

relationship between strain aJ.?.d the elderly caregiver's health (Bunting, 1989; Jackson & 

Cleary, 1995; Wallhagen, 1992; Wright, 1994). To promote the well-being of rural 

elderly caregivers, research was needed on the health promotion activities of the rural 

elderly caregiver. 

Conley and Burman (1997) examined informational needs of rural elderly 

caregivers that were providing home care to terminally ill adult family members. 

Research was focused on determining the informational needs in a rural area and how 

those informational needs are being met. The purposive sample for this qualitative study 

consisted of 14 caregivers who had been the primary caregivers for family members_ who 

had died within the past 12 months. Caregivers universally described the all-consuming 

nature of the caregiving process. A major category of informational need identified was 

the need for information about the patient's disease, its prognosis and its effects. The 

second major category of informational needs identified was regarding knowledge of · 

services available through healthcare and community agencies. Three caregiver 

characteristics emerged from the interview data: an overall assertiveness of caregivers to 

seek information; an emphasis on self-reliance and the use of "common sense"; and the 



use of an informal communications network. Interviewees reported that they asked 

questions of doctors and nurses, but were more satisfied with interaction with nurses 

(92% ). Fifty percent of caregivers used books and other literature to gain information, 

but reported that information was best received verbally. The data from this study 

demonstrates the need that rural elderly caregivers have for information for health 

promotion. The study does not address what factors influence their ability or desire to 

seek health promotion information. The present research study exmnined these 

influencing factors. 

Little is known regarding the health promotion of rural elderly caregivers. 
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Studies with rural elderly caregivers are extremely limited, focusing on caregiver burden,· 

strain, and informational needs. No studies were found which focused on the influencing 

factors of engaging in health promotion activities of rural elderly caregivers. This study 

sought to explore variables that impact the health promotion activities of this under 

studied population. 

Perceived Self-Efficacy 

Perceived self-efficacy may have a strong impact on health promotion behaviors 

of elders. Engagement in health promotion activities may be related to the elder's 

perceived self-efficacy (Bandura, 1977; Bandura, 1986; Carroll, 1995; Clark & Dodge, 

1999; Com1, 1997, Moore, 1992; Southerland, 1988). 

Self-Efficacy and Health Behavior 

According to Bandura (1977), perceived self-efficacy in young adults is related to 

previous success~ul behavior. 'Martinelli (1999) utilized Pender's Health Promotion 

Model to explore the variables that influence health promotion behaviors in 
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undergraduate college students (N = 238; mean age= 20). Subjects were predominantly 

young, female, and White. Findings revealed that self-efficacy had the greatest effect on 

health promotion activities followed by perceived health status. 

Weitzel (1989) examined the importance of health, perceived locus of control, 

health status, and self-efficacy. The sample consisted of etnployees (N = 179) on a 

campus university who volunteered to participate. Findings indicated that significant 

influencing factors of health-promoting activities were the perceptions of health status 

and self-efficacy. 

The results of these studies indicate that self-efficacy has been found to be a 

salient influencing factor of health promotion behayiors. The findings of these studies, 

coupled with the importance of health promotion activities among older individuals, 

justified the need for more research regarding self-efficacy and health promotion 

activities among this vulnerable population. 

Self-Efficacy, Health Behaviors and Older Adults 

Self-efficacy is a critical factor in the development of favorable hea~th practices -in 

well elders. Southerland (1988) utilized a non probability sample of well older adults 

(ages 65-85 years) to investigate the relationship of self-efficacy, health knowledge, and 

health practices. This convenience sample consisted of 249 older adults of which 60% 

were female and 40o/o were male. Findings indicated that self-efficacy had a significant 

effect on health promotion activities. In a replication of Southerland's study, Moore's 

(1992) findings supported the earlier finding that self-efficacy played a major role in 

determining health promotion activities in elders. Furthermore, Moore's results also 

revealed that a greater number of health probletns are correlated with lower self-efficacy. 
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Self-efficacy has also been examined in elders who are ill. Carroll (1995) used 

Bandura' s Social Cognitive Theory to explore the importance of self-efficacy 

expectations in elderly patients recovering from coronary artery bypass graft (CABO) 

surgery. Data regarding health promotion activities were collected via questionnaires at 

intervals up to 12 weeks after surgery regarding self-care activities. Findings revealed 

that self-efficacy expectations were significantly predictive of health promotion behavior 

at 6 and 12 weeks after CABO surgery. Self-efficacy expectation may be an essential 

element for a health outcome for elders. These results suggested that self-efficacy is a 

significant determinant of health promotion activities. 

Using Bandura's Social Cognitive Theory as a conceptual framework, research by 

Clark and Dodge (1999) provided evidence that self-efficacy is a strong predictor of 

adherence to recommended treatment. The convenience sample consisted of 570 elderly 

women who were noninstitutionalized, ambulatory, and clients of cardiac clinics and 

physician offices associated with six large hospitals in one state. The findings revealed 

that higher self-efficacy consistently predicted better compliance with treatment regimen 

of self-care behaviors. These results reinforce that motivation was a key eletnent to good 

management of chronic illness that affects 87% of elders. These findings suggested that 

self-efficacy warrants "particular attention" for further research focusing on health 

promotion behaviors. 

In elders, self-efficacy problems may arise from misappraisal of their 

capabilities. Using Bandura's Social Cognitive Theory as the conceptual framework, 

Conn (1997) conducted a study to examine the ability of self-efficacy expectations and 

outcome expectations as influences of health behavior among older women. Findings 
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showed a moderate correlation between self-efficacy and the health behaviors of exercise 

and diet. Higher levels of self-efficacy have been found to be associated with greater 

involvement in an activity and with the persistence and effort in performing that activity 

(Bandura, 1977; Bandura, 1982; Band1r1~a, 1986; Bandura & Adams, 1977). Elders may 

benefit from nursing interventions focused on improving self-efficacy through modeling, 

verbal encouragement and education. With the older individual, self-efficacy may be a 

prominent factor for determining participation in health promotion activities. 

Only one study (Kochen & Voorham, 1988}tevealed that no effect was found on 

self-efficacy after a three month senior health education course; however, this study had 

limitations of unequal sample groups, a convenience sampling procedure and the short 

three-month time of study. 

It has been suggested that perceived self-efficacy is an important factor for all · 

elders in regard to health promotion activities of elders. Review and comparison of the 

findings in related literature led·to the conclusion that self-efficacy is a critical 

determinant of health promotion activities in well and ill elders. 

Perceived Barriers 

Bandura (1997) considered perceived barriers as impediments or deterrents to 

undertaking and carrying out a given behavior. Perceived barriers may differ in younger 

individuals as compared to elders. 

P~rceived Barriers in Younger Individuals 

In a qualitative study conducted by Timmerman (1999), the relationship between 

s~lf-care strategies and perc.eived barriers was examined: The study sample (N = 95) 

ranged in age from 18 to 54 years. All subjects were enrolled in a college health 
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promotion course. Eighteen categories of perceived barriers were identified. The most 

common perceived barriers identified were. lack of time (62.1 %), environmental 

constraints (31.6%), lack of motivation (25.3%) and tiredness or fatigue (20.1 %). This 

study demonstrates the need to assess an individual's reso~rces ~o that information may 

be gained ·a.~ to-perceived barriers to participation in health promotion activities. 

Weinrich, Reynolds, Tingen, and Starr (2000) conducted a study exploring the 

association between perceived barriers and free prostate cancer screening. Data were 

collected from the sample (N= 1432) via questionnaire. The mean age of the men were 

52.4 years with greater than 80% of participants under the age of 65. The three most 

frequently cited perceived barriers were "put it off' (12.8%), "didn't know I needed one" 

(10.1 %) and "doctor hours not convenient" (10.0%). Findings revealed that perceived 

barriers were significant influencing factors for lack of participation in prostate cancer 

screening. Similar findings were reported by Hallion and Haignere (1998) who studied 

employees (n = 293) of a medical center to determine the perceived barriers, especially 

time factors, to participating in the center's health program. Findings revealed that non

participants cited situational barriers of being too busy and finding program time 

inconvenient to attend. The results of both of these studies demonstrate that perceived 

barriers may deter participation in health promotion activities. 

Another study by Lopez-Azpiazu, Mai1:inex-.Gonzalez, Kearney, Gibney, and 

Martinez (1999) explored the relationship between perceived barriers and a healthy diet. 

Data were collected from the sample (N =. 1 009) via questionnaire. The m~in barriers 

identified were irregular work hours (29. 7% ), willpower (29. 7% ), and unappealing food 

(21.3%). The findings also showed that the most frequently selected benefit of eating a 
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individuals realized self-care activities were important for health promotion,.perceived 

barriers deterred them from participating. 
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Perceived barriers to self-care activities and health promotion may be related to 

financial restriction of the individual. Paris, Dunham, Sebastian, Jacobs, and Nour (1999) 

surveyed 50 liver transplant recipients in the United States. Findings indicated that 

medication nonadherence was significantly related to financial capability of the 

individual. Nonadherence was more likely to occur when the recipients ~id not have 

insurance and had to rely on indigent drug programs. These results support that lack of 

financial resources may be perceived as a significant barrier in participating in healtli 

promotion activities. 

To identify perceived barriers to making changes toward a healthier lifestyle, 

Gulanick, Bliley, Perino, and Keough (1998) conducted a qualitative study with patients 

(N = 45) recovering from coronary angioplasty. The mean age of the sample was 61 

years with 26 males and 19 females participating. Barriers to making healthy lifestyle 

changes included lack of spousal or family support, lack of willpower, powerless ·attitude 

about disease progression and fear of overexertion. These researchers emphasized that 

health education by nurses may help individuals over~ome some of these barriers. 

The findings of these studies indicated that perceived barriers of engagement in health 

promotion activities in younger individuals include lack of time, inconvenience, 

willpower, lack of family support, powerless attitude, and lack of financial resources. 

·Perceived Barriers in Older Individuals 

Most research on perceived barriers has been done with young samples. Barriers 
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perceived by elders may be different that younger individuals. Laqk of knowledge as a 

perceived barrier was identified in a randomized study on the effect of influenza and 

pneumococcal immunization information and health-care counseling in older adults 

(Peters, 1995). Findings revealed several perceived barriers to immunization, a self-care 

activity. Principal perceived barriers were current state ofhealth, being unaware of the 

vaccine and lack of physician referral and counseling for the vaccine. These findings 

indicate that perceived barriers play a major role in determining participation in health 

promotion activities. 

Older adults may perceive different barriers. Resnick (1998b) obtained a 

nonprobability sample of older adults to survey participation in health promotion 

activities and explore reasons for non-compliance for behaviors known to promote health. 

Pain was identified by 41% of the sample as a perceived barrier for exercise. An attitude 

of indifference was also a barrier that was reported more frequently by older individuals, 

age 81-104.(91 %) as compared to the report (9%) by young-old individuals, age 65-80 

years. These findings demonstrated that identification of perceived barriers is essential in 

determining participation in health promotion activit~es. 

The findings of these studies indicate that perceived barriers of health promotion 

activities of elders include lack of knowledge, lack of information, attitude of 

indifference and pain. Much less research has been conducted with elders regarding 

perceived barriers than with younger individuals. More d~ta is needed to determine the 

relationship of perceived barriers to health promotion of rural elders. No studies were 

found focusing on perceived barriers in rural, elderly caregivers. 
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Perceived Self-Efficacy and Perceived Barriers 

Health behavior practices appear to be affected by a combination of the factors of 

perceived self-efficacy and perceived barriers. In a descriptive, correlational study 

conducted by Tapler (1996), the relationship between health value, self-efficacy, health 

barriers, health benefits, and health behavior was examined. The mean age of the sample 

was 35 years. Perceived barriers had the strongest relationship with health behaviors. 

Findings also revealed that self-efficacy was positively related to health behavior. As the 

number of perceived barriers to practicing health activities increased, the health behavior 
. ,. . . ' 

of the individual decreased. Individuals placed a high value on health that was positively 

related to performance of health activities. These results .support both perceived self-

efficacy and perceived barriers as critical influencing factors of health promotion; 

however, the sample was limited to young, white, married individuals with college 

degrees. More research was needed that focuses on rurai elders, specifically rural elderly 

caregivers. 

Further studies supported the influence of self-efficacy and perceived barriers on 

exercise. Exercise is an essential health pro1notion activity for the elderly (U.S. 

Department of Health & Human Services, 2000). Clark (1999) explored the relationship 

between physical activity, perceived barriers, and self-efficacy in individuals 55 years 

and older. A·random sample of 1088 patients was selected from an urban primary care 

center utilized mainly by low socioeconomic, African American individuals. Women 

had significantly lower efficacy expectations than men. Overall.findings revealed that 

lower self-efficacy and high motivational barriers were associated with less physical 

activity. The findings indicated that health campaigns to increase knowledge of physical 
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activity and its importance have not reached the African American elderly individual, a 

vulnerable population. Further research efforts were needed to understand health 

promotion behaviors of disadvantaged older adults (Clark, 1.999). According to the 

author, this study provided a first look at the physical activity behaviors, self-efficacy, 

knowledge, and perceived barriers of a group that is difficult to access, but in urgent need 

for increased health promotion activities.: Likewise, rural, elderly caregivers are severely 

understudied, but may also be in urgent need for increased health promotion activities. 

There is also evidence that motivators :and barriers may be relatec}. to the age of 

the individual. Scharff, Homan;Kreuter, and Brennan (1999) conducted a study 

examining the factors assocjated with physical activity in women of various ages. Adult 

women (N = 653) from four family cliniCs completed a self-administered questionnaire 

while in the waiting area of the clinic. Age of women in the sample ranged from 18 to 75 

years. Findings revealed that younger women (30 years and less) reported a higher self

efficacy for meeting their physical goals, but also the greatest number of barriers. Older 

women ( 49 years and older) were almost twice as likely to be unsure of meeting their 

physical activity goal, but reported fewer barriers. Motivators for physical activity 

include health for older women and weight maintenance for younger women. These 

researchers suggested that older women may need more verbal reinforcement and 

encouragement to meet their physical activity goals. Further investigation was needed 

regarding health promotion activities of older women as the majority of older caregivers 

are women (Wykle, 1994a). 

The literature revealed that perceived self-efficacy and barriers in combination 

have been researched as determinants of health behavior; however, much of this research 
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has occurred in samples less than 65 years of age. No studies were found examining 

perceived self-efficacy and barriers as determinants of health promotion in rural, elderly 

caregivers. 

Personal Factors 

Functional/Physical Health 

Ostchega, Harris, Hirsch, Parson, & Kington (2000) conducted a cross-sectional 

nationally representative survey on physical and functional health using data from the 

National Health and Nutrition Examination Survey III (NHANES III), a longitudinal 

study conducted from 1988-1994. The sample consisted of 6866 individuals aged 60 or

older from 81 counties across the United States. The majority was non-Hispanic white 

(men, 59%; women, 62%). One third of the sample was aged 80 or older (27% of men 

and 29% of women): The self-reported physical and functional disability questions from 

NHANES III included: lower-extremity function, instrumental activities of daily living, 

basic activities of daily living, needing help with personal and routine daily activities, and 

use of assistive devices for walking. Analysis of the data revealed several findings. First, 

men reported significantly less physical and functional disability than women. Second, 

there was a significant trend for increased prevalence of disability with increased age for 

both men and women; however, women reported more difficulty than men did in each 

age group. Decreases in walking from one room to another on the same level indicated 

an increase in disability as a function of age. Finally, non-Hispanic Black and Mexican

American men and women generally reported significantly more disability overall than 

did non-Hispanic White men and women. These findings indicated a need for exercise 

activities to improve· functional abilities such as walking, citing that even the frail and old 



can benefit significantly from engagement in such activities. Furthermore, the need for 

more data in non-white racial groups is suggested. 
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A study conducted by Johnson, Waldo, and Johnson (1993) found that rural 

elderly experience a high level of stress and a "fair" to "poor" level of health. The · 

sample consisted of 82 elderly participants (50 women; 32 men) who were 

noninstitutionalized and lived in rural areas of the western United States. Loneliness was 

indicated as a chronic problem by 31.6o/o of the participants. Sixty-three percent reported 

that having a decreasing number of friends was a chronic stressor. An overall 

correlational finding was that the higher the reported stress, the poorer the perceived 

health status. The findings of this study are in agreement with results of other studies 

which also found that rural elders are in poorer health, have more limitations in activities 

of daily living, and less access to health care as compared to their urban counterparts 

(Hines & Rutrough, 1994; Maino us & Kohrs, 1995). The findings of these authors 

suggested that rural elders are at risl~ for decline in health status and qJ.lality of life. 

Duffy and MacDonald (1990) studied specific health promotion determinants of 

functional health of older persons in a nonprobability purposive sample of 179 elderly 

men and women. Instruments utilized included the Multidimensional Health Locus of 

Control (MHLC), the Rosenberg Self-Esteem Scale (RSE), the Health-Promoting 

Lifestyle Profile (HPLP), the Health Perceptions Questionnaire (HPQ) and the OARS 

Multidimensional Functional Assessment Questionnaire (MFAQ). Correlates ofhigher 

functional status included lower age, marriage, higher income, higher self-reported 

current health status, nutrition practices, and lower reported belief scores that powerful 

others control their health. Higher self-esteem and internal health locus of control were 



45 

significantly related to a history of exercising or being active throughout life and current 

engagement in physical activity. The oldest age group (85+) had the lowest activities of 

daily living rating but also had the highest reported exercise scores. The researchers 

suggested that engaging in regular activity such as exercise may be a significant factor in 

living longer. The researchers of the study suggested that exercise and nutrition may be 

critical health promotion activities associated with better scores of functional ability. 

A linkage between caregiver stress and decline of functional/physical health has 

been suggested. Haug, Ford, Stange, Noelker and Gaines (1999) conducted a secondary 

analysis to examine the effect of providing care in 226 caregivers, most of whom were 

elderly, White, female and well-educated. Ninety percent were relatives of the care 

receivers, most frequently a child or a spouse, with 63% living with the care recipient. 

The original longitudinal study consisted of data regarding level of physical functioning, 

assistance caregivers gave to care recipients and the effect of care giving on the 

caregiver's social life over a period of three years. Haug et al. (1999) demonstrated a link 

between caregiving responsibilities and decreasing functional/physical health. Findings 

revealed a definite decline in physical functioning, an increase in the caregi~ers' 

workloads, and a decreasein social contacts over the three-year period of measurement. 

These findings indicated that caregiving respon.sibilities may be positively related to a 

decrease in physical functioning. 

Research on the personal factors of functional/physical health and health 

promotion activities is limited. Rural elders report more stress and poorer health with an 

increase of functional/physical health associated with older age and less engagement in 

health promotion activities. Caregiving responsibilities may further accelerate the 
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decline of functional/physical health in elders. Research was needed to address the 

factors that influence participation in health promotion activities in order to prevent 

decline of functional/physical health. With the added care giving responsibilities of some 

elders, the need was even greater and more urgent. 

Emotional Health 

The negative effects of care giving on the emotional health of caregivers has been 

examined (Gallagher, Rose, Rivera, Lovett & Thompson, 1989; George & Gwyther, 

1986; Nottingham, 1995; Wallhagen, 1992; Wykle, 1994a). Deimling, Bass, Townsend, 

and Noelker (1989) analyzed caregiver health decline in relationship to the stress of 

caregiving in 180 fm;nily members involved in assisting an ag~d relative dependent in 

personal care. 

Of the sample, 75 were spousal caregivers and 105 were adult-child caregivers. 

Of the spousal caregivers, 33 were husbands and 42 were wives. The adult.:.child 

caregivers consisted of 83 daughters and 22 sons. Data were collected using 

questionnaires to measure the elder care recipient's level_ of impairment and cognitive 

incapacity. Data were also collected regarding caregiver self-report of emotional health 

decline attributed to caregiving, caregiver perception of tension, strain, and upset in 

family relationships because of assisting the elder, and caregiver's activity restriction 

resulting from caregiving. 

Greater elder impairment was linked to a greater level of involvement of the 

caregiver in regard to assistance required. Spousal caregivers had greater activity 

restriction. These findings support that a relationship exists between emotional health 



and participation in health promotion activities. The findings also have potential 

implications for future nursing interventions focusing on respite care and counseling. 
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Caregivers who co-reside with their dependent care recipients have been found to 

be at greatest risk for emotional health disturbances (George & Gwyther, 1986). 

Depression appears to be the most frequently examined mental health consequence of 

caregivihg for a member of the family. Wright (1994) conducted a longitudinal study 

examining changes in health, depression, and coping in spousal caregivers of care 

recipients with Alzheimer's Disease (AD) and relatively healthy elders. Care recipients 

were not significantly. different in regard to age, baseline mental status, and length of time 

since diagnosis. The reported depression scores of the spousal caregivers were indicative 

of lowered or dysphoric moods, but were not at the level of clinical depression. Findings 

revealed that the emotional and physical health of spousal caregi¥ers seems to be even 

more negatively affected when compared with other relatives in the caregiver role and 

matched cotnmunity controls. These findings supported the need for further study of 

emotional health in elderly caregivers. 

Wright, Hickey, Buckwalter, Hendrix and Kelechi (1999) conducted an 

exploratory study that examined the emotional and physical health of spousal caregivers 

of persons with Alzheimer's diseases (AD) and stroke using a repeated measures design. 

The sample consisted of 42 couples, equally divided among an early phase AD group (14 

couples), an ischemic stroke group (14 couples) and a well control group (14 couples). 

The AD caregivers group were mainly White, with ages ranging from 49 to 82 years and 

a mean age of 6.7. Education ranged from middle school to postgraduate with a mean 

education level of 1 to 3 years of college. Monthly incomes ranged from $800 to greater 
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than $3 800 with a mean income of $2548 per month. In the Ischemic Stroke group, 

approximately half were White, half were Black. Ages ranged from 50 to 85 with a mean 

age of 64. Education ranged from elementary school to undergraduate college and the 

mean income was over $1548 per month (range less than $800 to greater.than $3800). 

The Well Control group was recruited from age-stratified lists of various community 

organizations and churches in the same geographic locations of the other two groups. 

Well controls were matched to AD and stroke caregivers by age, length of marriage and 

in the same male/female proportion. 

Data were collected with the caregivers via interviews with trained master's 

prepared nurses utilizing the Short Zung Interviewer Assisted Depression Scale and the 

Multilevel Assessment Inventory. Caregivers were evaluated at baseline (Time 1 ), at 6 

months (Time 2) and 1 year (Time 3). Data were analyzed using descriptive statistics and 

ANOVA. Findings demonstrated that over time, depression increased significqntly for 

AD caregivers with 21% evidencing moderate to severe depression at Time 1 and 50% at 

Time 3. For stroke caregivers, a significant interaction effect occurred with race: White 

stroke caregivers' depression increased over time while African American stroke 

caregivers' depression decreased. Findings of this study stressed the potential 

progressive deterioration of emotional and physical health of caregivers and the need for 

more research with this vulnerable population. 

While most research relating caregiver health to the caregiving situation has 

focused on the negative consequences of caregiving, there has been limited research with 

findings that positive emotional influences do exist and may be a consequence of 

care giving. Stoller and Pugliesi's (1989) study of multiple roles of caregivers found that 
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expressed affection from the elder, self-satisfaction, fulfilling obligations and 

contributing to the elder's quality of life, outweighed other burdensome aspects of 

caregiving. These· findings supported the inclusion of emotional health as·an influencing 

factor of engagement in health promotion activities for elderly caregivers. More research 

was needed to support these findings with the rural, elderly caregivers who believe 

themselves to be self-sufficient in regard to physical and emotional health. 

Folk Home Remedy Behavior 

Individuals residing in rural areas tend to rely on informal sources such as 

immediate family, other relatives, and friends for information regarding health-related 

concerns and home remedies for such concerns. Professional healthcare providers may 

not be the first choice as a source of health-care information (Davis, et al., 1991; Weinert 

& Long, 1987). As use of folk home remedies may impact health and health promotion 

activities, there was a need to discover the types of home remedies utilized by rural 

elderly caregivers. 

Davis, et al. (1991) conducted ·a study to investigate the health beliefs and 

practices of older adults residing in rural areas. The sample consisted of 31 

noninstitutionalized s1:1bjects aged 65. years or older who demonstrated no obvious 

cognitive impairment. Subjects ranged in age from 65 to 94 years with a mean age of 75 

years. 

Eighteen subjects were White (58o/o) and 13 (42o/o) were African-American. 

Thirteen·were married, 13 were widowed, 3 were divorced and 2 were single. 

Educational background ranged from a grade school education to postgraduate degrees 

with a mean education level of 11 years. Eighty-seven percent of subjects were not 
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employed. Annual incomes ranged from $3000 to $50,000 with a mean income for the 

group between $12,000 and $14,000. All31 subjects had some form ofhealth insurance. 

Data were collected using personal interviews that were developed by the research 

team based on the conceptual framework for the study, the Cox Interaction Model of 

Client Health Behavior (IMCHB). Major themes involving health were closely tied to an 

affective response of "feeling good" and cognitive appraisal of health status as "being 

able to function." Subjects identified a variety of actions that they would use at home 

before seeking professional help. One action shared, which may be common to other 

groups, was to just lie down.and hope the pain went away. The subjects in this study 

projected an internalization of self-responsibility for health activities. This finding is 

consistent with other studies of rural individuals that support the belief in self-sufficiency 

(Horner, et al, 1994; Stoller, Forster, & Portugal, 1993). These findings indicated that 

folk home remedies are widely used by rural elders that.are consistent with their attitude 

of self-sufficiency or dependence on the self. 

A study conducted by Wilson-Ford (1992) examined the practices and attitudes 

that impact health care behaviors among rural black elderly women. Using personal 

interviews, data were collected from a sample of 407 black elderly women who ranged in 

age from 60 to 98. 

Forty-six percent of the participants were married; 35.6% were widowed, 10.3% 

were divorced, and 7.6o/o were never married. Most of the participants (86.4o/o) had 

annual incomes less than $5,000. Educational levels ranged from less than a sixth-grade 

education (53.8%) to completion of high school (17.0%) to attended some college 

(1.2% ). Findings revealed that family home health practices included eating nutritious 
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meals (88.7%), prayer and belief in God (88.2%) and use ofhome remedies and over-the

counter drugs (83.5%). Sixty percent of subjects perceived their health as poor, 27% 

perceived their health as fair, and 13% perceived their health as good. Significant 

correlations were found between perception of health and: prayer; discussion of health 

with friends; spending time outdoors gardening; and avoiding alcohol. Harmful health 

behaviors most frequently identified included overeating, worrying, 'overworked, 

ignoring symptoms of disease until a condition becomes disabling and not having regular 

checkups. These findings demonstrated that even though the majority of rural elders 

perceived their health as poor, these individuals still relied on folk home remedies. 

Arcury, Bernard, Jordan, and Cook (1996) examined the frequency and the ethnic 

and gender differences in the use of arthritis remedies among 219 rural adults. 

Participants reported whether they have used and continue to use home remedies. 

Analysis of the data included descriptive statistics and multivariate logistic regression. 

Findings revealed that participants used a variety of alternative and conventional 

remedies with prayer (92o/o) being most widely used alternative remedy and prescription 

medicine following at 60% (conventional remedy). Conventional remedies were defined 

as being prescribed by health care practitioners while alternative remedies were home 

remedies. Results also demonstrated that White Americans made greater use of 

conventional remedies and African-Americans made greater use of the alternative 

remedies. These findings demonstrated the high use of prayer as a folk home remedy for 

some rural elders. 

Some individuals may use folk home remedies as a health promotion measure. A 

study by Parry, Mobley and Allen (1996) examined health beliefs and actions in 20 
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African American diabetic individuals with plantar ulcers. Age of the sample ranged 

from 40-70 years. This ethnographic study reported findings of extensive use of herbs in 

the treatment of the diabetes and the ulcer. Folk home remedies for diabetes included 

garlic and water, juice from boiled string beans, aloe (eaten whole. or made into a tea), 
.. , 

and Conga pu~p (Caribbea~ herb).· Home rerrtedi~s used for the plantar ulcer included 

aloe (packed into the ulcer), fat back pork (placed on ulcer to draw out infection), and 

topical applications of spider webs, sulfur, and freshly ground almonds. Of the sample, 

90% used folk home remedies to treat their· diabetes and 65% used folk home remedies to 

treat their plantar ulcers. Brown and Se~al (1996) found tha~ African American were 3.3 

times more likely to use folk home remedies tQ.an White Americans. Fletcher (2000) 

reported the high use of folk home remedies by African Americans \Vas historically 

related to social and economic reasons. Health care is expensive, medications costly, and 

insurance not always available; thus, folk home remedies enable this population to reduce 

the cost of health cai-e·: These findings demonstrated a higher. degree of the use of folk 

' ; ' . 

home remedies in the African American population than. in the White American· 

population. · 

The-literature supported the use of folk home remedy behavior as a first action of 
. . ' 

health promotion of rural elders. These findings supported the inclusion of this variable : 

as an influen~irig fa~tor of engagement in health promotion activitie.s. More research was 

needed as no studies were found examining the use ·of folk home remedy behavior in 

rural; elderly caregivers. 
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Spirituality 

An individual's spiritual beliefs are intimately related to their health practices and 

their engagement in health promotion activities (Armer & Conn, 2001; Kay & Robinson, 

1994; Lauver, 2000; Plante & Sherman, 2001). The concept of spirituality is an 

important concept that is essential to the promotion of health. Often overlooked in a 

disease-oriented medical model, this concept is increasingly recognized to be a vital 

component of one's health (Bath, 1992). Spirituality may be defi:t;1ed as "the need for· 

meaning, purpose and fulfillment in life; hope/will to live; belief and faith (Ross, 1995, p. 

460). An individual's spiritual beliefs may be intimately related to their health practices 

and their engagement in health promotion activities (Armer & Co !ill, 2001 ). For the rural 

elderly caregiver population, personal spirituality is an important variable that impacts 

well-being and engagement in health promotion activities (McDonald, Fink, & Wykle, 

1999; Zorn & Johnson, 1997). 

Armer & Conn (200 1) explored spirituality and health among predominantly 

White rural elderly. The sample consisted of 500 community-dwelling, rural elders, age 

60 and older. Data were collected using interviews and questionnaires. Findi~gs revealed 

that elder adults' definitions of health .suggest a ·multidimensional ho1istic view of health 

that incorporates mind, body, and spirit. Another theme that emerged was that the body 

was God's temple and, therefore, must be taken care of. Health promotion practices 

reported included activities related to religious beliefs such as church attendance and 

being "spiritually moved". All elders in the study reported a religious affiliation. This 

study illus~rated the relationship of spirituality and health by a predominantly White rural 

elder population. 
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Culture and spirituality may play a role in health of the caregiver. African 

1 
American elders may perceive spirituality differently than White Americans. Cline 

(1997) explored social support, health and religiosity in nursing home residents who are 

age 50 and older. Religiosity was measured according to extrinsic, ritualistic, and 

intrinsic variables. Health was measured according to physical health, func~ional status, 

and depression. Findings revealed that African Americans had significantly higher 

religiosity ratings than White Americans. For the African American, "life and health are 

often described and projected in 'spiritual' terms" (Parks, 1998. p.128). God has a 

powerful influence over the health of the body (Abrums, 1999). Davis (1997) reported 

similar findings noting that 97o/o of participants reported possessing spiritual skills. 

These skills and activities included: daily prayer and meditation (76o/o), Bible study 

(83o/o), daily Bible reading (73o/o), prayers for the sick (54o/o),and te·aching Sunday 

School (60%). These religious practices may have health-enhancing qualities such as 

lowering blood pressure, less depression, and protection from the effects of cigarette 

smoking (Davis, 1997). These studies supported that African American elders participate 

in spiritual activities to a high degree. 

McDonald, Fink & Wykle (1999) explored self-reported health-promoting 

behaviors of 393 Black and White caregivers of frail elders. The sample was 34.6% 

Black and 65.4% White (mean age of 51.8 years). Data were collected through face-to-

face interviews. Thirty-four (8.6o/o) of the caregivers reported spiritual activities as a 

mechanism of health promotion. Black caregivers were much more likely (14.7o/o) to 

report spiritual activities compared to White caregivers (5.4%). Other researchers have 

reported similar findings. Navaie-Waliser, et al. (2001) examined commonalities and 
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differences in the experiences and challenges of White, Black and Hispanic informal 

caregivers. The sample consisted of 380 participants ( 43% White, 34% Black, 23o/o 

Hispanic). Data were collected through telephone interviews. Findings revealed that 

Bl':tck and Hispanic caregivers experienced more religiosity than White caregivers. These 

studies further supported the higher participation of African Americans in spiritual 

activities than White Americans in relation to health promotion. 

As supported by the literature, the concept of spirituality may be an essential 

component in assessing health promotion and well-being of rural elderly caregivers. 

African American and Hispanic individuals reported more involvement in spiritual 

activities than their White counterparts (Cline, 1997; Martinez, 1999; Parry, Mobley & 

Allen, 1996). 

Summary 

Health promotion activities has been studied in rural elders; however, a limitation 

of most studies was samples that only included White, rural elders of moderate to high 

income with a majority having high school degrees and/or college experience. It was 

unknown how these findings would generalize to rural elderly caregivers. Little was 

known regarding the health promotion activities of rural elderly <?are givers. Studies with 

rural elderly caregivers were extremely limited, focusing on caregiver burden, strain, and 

informational needs. 

Research demonstrated that perceived self-efficacy is a major variable related to 

. health promotion activities of elders. Perception of an elder's self-efficacy may differ 

from a younger individual as problems with self-efficacy in elders stem from 

misappraisal of one's own capabilities. Studies also revealed that education, training, 
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verbal encouragement, and counseling can improve perceived self-efficacy. 

There was scant research examining the perceived barriers of health behaviors in 

elders and no studies were found with this variable in rural elderly caregivers. Of the 

studies found, findings revealed that perceived barriers in elders may differ from younger 

individuals. Perceived self-efficacy and barriers in combination have been researched as 

determinants of health behavior; however, much of this research has occurred in samples 

less than 65 years of age. Earlier studies targeted younger, White individuals of moderate 

1ncome. 

No studies were found regarding perceived self-efficacy and perceived barriers as 

determinants of engagement in health promotion behaviors in rural elderly caregivers. 

Research on personal factors (functional/physical health, emotional health, folk home 

remedy behavior, and spirituality) was limited in regard to health promotion activities. 

These variables have not been extensively studied in rural elders. The literature 

supported the use of folk home remedy behavior ·as a first action of health promotion of 

rural elders. For the rural elderly caregiver population, personal spirituality appeared to 

be an important variable that impacted well-being and engagement in health promotion 

activities (McDonald, Fink, & Wykle, 1999; Zorn & Johnson, 1997). 

Potential determinants of health promotion behavior, perceived self-efficacy, 

perceived barriers, and personal factors must be studied to gain knowledge regarding 

these variables as determinants of engagement in health promotion activities. The intent 

of this study was to examine these variables to further devei'op models of health 

promotion and subsequently guide interventions that will assist rural elderly caregivers 

maintain a higher level of functional ability, imp~ove the quality of life, and reduce health 
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care costs. 

Research Questions and Hypotheses 

The theoretical model for this research proposal has evolved from the study of 

Albert Bandura's Social Cognitive Theory (1977) and Nola Pender's Health Promotion 

Model (1996). Bandura's (1977) self-efficacy construct provides a useful explanation of 

how people exert influence over their own motivation and behavior, including health 

promotion activities. Nola Pender's (1996) Health Promotion Model attempts to account 

for those behaviors that improve well-being and work toward a healthier state of being . 

. Pender's model and Bandura' s Theory are closely related with many of the behavioral 

concepts in Pender's model originating in Bandura's Social Cognitive Theory. 

The proposed model for the study was an extension· and modification of Pender's 

Health Promotion Model. This model added to the· existing knowledge base of nursing 

by presenting a model focusing on variables of importance specific· to rural elderly 

caregivers engaging in health promotion activities. _The concepts of spirituality and folk 

home remedies may be essential components in assessing health promotion and well

being of rural elderly caregivers (Armer & Conn, 2001; Hawks, Hull, Thalman, & 

Richins, 1995; Lipsonand Steiger, 1996; Long, 1997; McDonald, Fink, & Wykle, 1999; 

Zorn & Johnson, 1997) 

Previous studies on health promotion activities have targeted young, predominantly 

urban, White individuals of moderate income. The proposed t~eoretical model may be 

generalizable to individuals of differre,nt races and backgrounds and is specific for rural 

elderly caregivers. Variables in the proposed model included those that are consistently 

supported in empirical studies as salient variables that may impact the health behavior of 
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rural elders. 

The theoretical model developed to guide this study was comprised of four major · 

constructs: the engagement in health promotion activities, caregiver perceived self

efficacy, caregiver perceived barriers, and related personal factors. Within this model, 

engagement in health promotion activities was determined by perceived self-efficacy, 

perceived barriers and personal faGtors related to the rural elderly caregiver. The 

research questions and hypotheses generated from this theoretical model included: 

Research Question 1 -. 

_What are the types and frequency of folk home remedies used by the rural 

elderly caregiver for promotion of health? 

Research Question 2 -

What are the determinants of engagement in health promotion activities 

of rural, elderly caregivers? 

Hypotheses-

!. There will be a positive relationship between rural elderly caregiver 

engagement in he(;llth promotion activities and the caregiver's perception 

of functional/physical health. 

2. ·There will be a·positive r~lationship between rural elderly caregiver 

engagement in health promotion activities and the caregiver's perception 

of emotional health. 

3. There will be a relationship between rural elderly caregiver engagement in 

health promotion activities and folk home remedy behavior. 

4. There will be a positive relationship between rural elderly caregiver 
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engagement in health promotion activities and the caregiver's perception 

of spirituality. 

5. Elderly caregivers with higher self-efficacy will have a higher level of 

health promotion activities. 

6. Elderly caregivers with lower perceived barriers will have a higher level 

of health promotion activities. 

7. Folk home remedy behavior, spirituality, functional/physical health, 

emotional health, perceived self-efficacy, perceived barriers, along with 

the interaction between perceived self-efficacy and perceived barriers will 

simultaneously be associated with engagement in health promotion 

activities. 



CHAPTER III: METHODS 

The purpose of this proposed study was to examine the relationship of perceived 

self-efficacy, perceived barriers and personal factors as determinants of participation in 

health promotiol). activitie~ in the rural-living elderly caregiver". Engagement in health 

promotion activities was measured from the self-report perspective of the elderly 

caregiver. Independent variables that were examined included perceived self-efficacy, 

perceived barriers and personal factors that consist of functional/physical health, 

emotional health, folk home remedy behavior, and spirituality .. 

This chapter describes the methods to address this purpose including: study 

design, sample and setting, procedure, protection of human subjects, operationalization 

and measurement of variables, and statistical analyses·. 

Study Design 

A descriptive, correlational design was used to investigate the relationships 

among variables in this study. The purpose of a descriptive, correlational design is to 

examine relationships that exist in a giyen situation (Burns & Grove, 1997). In this 

study, the relationships·-among engagement in health promotion activities, perceived self

efficacy, perceived barriers, and personal factors were examined. Data collection was 

accomplished through structured telephone interviews with rural elderly caregivers. 

Sample and Setting 

The target population for this study was elderly caregivers of 65 years or older who 

lived in rural areas. The minimum age of 65 years for the caregiver was chosen as this is 

60 
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the age recognized.as "the older.population" (AARP, 2000). Probability sampling was 

used to solicit subjects to participate in this study. The accessible population was elderly 

caregivers who are members of a support organization that was formed by the Rosalynn : 

Carter Institute for Human Development at Georgia Southwestern State University. The 

mission of the Rosalynn Carter Institute for Human Development is to understand the 

.process of care giving and discover new ways to benefit caregivers. This support 

organization encompasses 27 rural counties (separated into two demographic regions) in 

Georgia. The two demographic regions are identified as Care Net I (16 counties) and 

Care Net II (9 counties). Any caregiver may join this organization on his/her own 

initiative or may be·referred by a friend, acquaintance, or medical/nursing staff. Many 

memberships are through referrals. Membership is continuous until the caregiving 

situation no longer exists for the individual. 

The sample population was obtained from the larger of the demographic rural 

regions (Care Net I), which is composed of 16 rural counties. The ethnic composition of 

elders ofthese 16 counties is 58.48o/o White, 40.38% Black, and 1.14o/o other and the total 

population is 344,000. Of this riumber, approximately 917 individuals are informal 

caregivers and members of the RCI. National figures demonstrate that 12% of all 

informal caregivers are elderly. 

Using a sample size of 80 and an alpha level of 0.05, the power to detect an 

incremental r-square value of 10% for perceived self-efficacy is 0.95; of 10% for 

perceived barriers is 0.95; of 8% for the interaction between perceived self-efficacy and 

perce{ved barriers is 0.90; of 7% for functional/physical health is 0.86; of 5% for 

emotional health is 0.73; of3% for folk home remedy behavior is 0.52; and of3% for 
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spirituality is 0.52. These estimates were conservative. The effects may actually be 

larger and, thus, power would be increased. If an adequate sample number was not 

achieved with the accessible population in Care Net I (16 counties), then the accessible 

population of Care Net II (9 counties) would be utilized. Care Net II is another group of 

caregivers who were also enrolled as members of the support organizatio1;1 but who were 

located in another demographic region of the state. Care Net II is composed of9 rural 

counties and 199 informal caregivers who were similar in ethnic composition to those in 

Care Net I. 

Levels of caregiving were established by the National Alliance for Caregiving and 

the American Association of Retired Persons (1997) to describe how the level of demand 

or care giving intensity presented by the care giving situation (the difficulty of the tasks 

caregivers perform and the amount of time they devote to care giving) impacts the lives of 

caregivers. Levels of caregiving, as compared to the severity or type of illness .of the 

care recipient, are a stronger influence on an individual's participation in health 

promotion behaviors (National Alliance for Caregiving & American Association of 

Retired Persons, 1997). Whereas chronic illnesses may have varying phases (i.e. 

beginning Alzheimer's as compared to late Alzheimer's Disease or slight stroke as 

compared to severe stroke) which demand varying amounts of informal care attention, 

the levels of care giving control for this variability. The Level of Care Index (LOC Index) 

defines levels of care giving with a range of Level 1 (providing least care) to Level 5 

(providing most care). Thirty-one percent ·of Level 4 and 5 caregivers report physical and 

mental health problems due to caregiving (National Alliance for Caregiving & American 

Association of Retired Persons, 1997). Level4 and 5 caregivers provide a minimum of 
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two personal care activities and greater than 21 hours per week of care to a care recipient. 

To maintain a more·homogenous sample and control the confounding variable of level of 

care, inclusion criteria of this study reflected the description of Level 4 and 5 caregivers. 

These caregivers were identified through discussion of the study's eligibility 

requirements on the initial telephone contact. 

A uniform (0, 1) random number was assigned to each individual in the RCI list. 

The list was then sorted by this uniform random number. Each subject received a 

telephone call based on their random order assignment.. Sample selection continued in 

this random fashion until sample size was 80. The inclusion criteria for the sample was: 

(1) caregivers who were elderly (age 65 years or older) 

(2) caregivers e11rolled as members of the support. 9rganization 

(3) caregivers who provide unpaid, informal care for an adult with a physical 

and/or cognitive impairm~nt, which involves two personal care activities daily 

for a minimum of 3 .1 hours per day or who have provided informal care 

·involving two personal care activities daily 'for a minimum of 3.1 hours per 

day during the past 6 months 

( 4) caregivers able to understand the English language 

Exclusion criteria for the sample will be: 

(1) caregivers who were unable to understand the English language 

(2) caregivers who were less than 65 years of age 

Procedure -

All potential participants were mailed a letter (Appendix A) explaining the study's 

purpose, eligibility requirements,_ risks and benefits of participation, and guarantee of 
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confidentiality. Following the random order of the sample_ selection, each potential 

participant was contacted by telephone. During this telephone contact, the investigator 

reviewed the purpose of the study and eligibility requirements. Participants were given 

the opportunity to ask questions. It was. explained that participation was voluntary and if 

they participated, they may withdraw or stop the interview at any time. Choosing to 

answer the questions on the questionnaire indicated implied consent to participate in the 

study. It is feasible to administer a complex questionnaire over the telephone to rural 

elderly (Pullen, Walker, & Fiandt, 2001). The. interview may occur at the time of the 

initial call or will be scheduled at a time convenient to the rural elderly caregiver. In the 

event of a "no answer" call for two consecutive days, the next random number was 

called .. To ensure constancy of communications, the researcher utilized a formal script in 

each telephone interview. The use of a script controlled for potential variability in data 

collection technique (see Appendix B). 

Protection of Human Subjects 

Human assurance approval (see Appendix C) was obtained from The Medical 

College of Georgia's Human Assurance Committee prior to data collection. Notification 

of approval was forwarded to the RCI, which granted access to their membership as 

potential subjects. 

The investigator of this study enjoyed a fellowship with the RCI and was intimately 

involved with research and activities within the RCI. As a "fellow", the investigator has 

knowledge of and access to the inner-workings and functions of the RCI. Consequently, 

an intermediary person was not needed. 

All names, addresses, and telephone ~umbers were destroyed immediately after 
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data analysis to ensure anonymity .. 

Operationalization and Measurement of Variables 

The variables that were measured in.this study included engagement in health 

promotion activities, perceived self-efficacy, perceived barriers, and personal factors of 

functional/physical health, emotional health, folk remedy behavior, and spirituality (see 

Table 1 ). Sect!ons following Table 1 contain narrative detailed information regarding the 

instruments that were used to measure each study variable. 

De!'lographic Measures 

Data were collected on a number of sociodemogniphic characteristics of the rural 

elderly caregiver. Using a sociodemographic form developed by the investigator 

(Appendix D), age, race, gender, marital status, annual income, level of education, length 

of care giving experience, and enrollment in care giving classes were assessed. 



Table 1 

Instrumentation 

Measured Concepts Operationalization of Scoring 
Measurement 

Health Promotion Activities Health Promotion Measure 4 point Likert scale with a possible range of 
of Older Adults Measure Always (score of 4) to Never (score of 1). Total 
(Padula, 1997) score or subscale score achieved by summing 

responses. The higher the score, the more 
participation in health promotion activities. 

Perceived Self-Efficacy Self-Efficacy Scale- 5 point Likert scale with a possible range of 
General Self-efficacy Strongly Disagree (score of 1) to Strongly Agree 
subscale (score of 5). Total score or subscale score 
(Sherer, et al., 1982) achieved by summing responses. The higher the 

score, the higher the self-efficacy expectations. 
Perceived Barriers Perceived Adequacy of 7 point Likert scale with a possible range of 

Resources Scale Strongly Disagree (score of 1) to Strongly Agree 
(Rowland, Dodder, & (score of7). Total score achieved by summing 
Nickols, 1985) responses. _A higher score indicates a higher 

perception of perceived resources. 
Functional/Physical Health RAND Health Survey 1.0 3 point Likert scale with a possible range of Yes, 

Subscale limited a lot (score of 1) to No, not limited at all I 

(Functional/Physical (score of 3). Scores are converted via a precoded 
Health) scoring key. Scores are averaged for a final ~ 

score. A higher score indicates a higher degree 

---------- - - -- -- --
of functional/p!J_ysical healt~ _ _ 



Measured Concepts Operationalization of Scoring 
Measurement 

Emotional Health RAND Health Survey 1.0 6 point Likert scale with a possible range of All 
Subscale (Emotional of the time (score of 1) to None of the time (score 
Health) of 6). Scores are converted via a precoded 

scoring key. Scores are averaged for a final 
score. A high score defines a more favorable 
health state. 

Folk Home Reme~y Closed and open-ended Two step scoring: 
Behavior -- questions regarding types of 1) Reported frequency score is c-onverted to 

remedies used, type of "years" and summed. 2) The summed frequency 
health problem, and score is multiplied times the number of home 
frequency of use (reported remedies for the total score. The higher the score, 

·per day, 'Yeek, month, or the higher the frequency of use of home 
year). remedies. 

Spirituality Spiritual-Perspective Scale 6 point Likert scale with a possible range of Not 
(Reed, 19 8 7) at all (score of 1) to About once a day (score of 

6). For scoring, the arithmetic mean is calculated 
across all items. The scores range from 1 to 6, 
with 6 indicating the greater or higher spiritual 
perspective. 



Health Promotion Activities 

Health Promotion Activities were measured using the 44-item Health Promotion 

Activities of Older Adults Measure (Padula, 1997). This instrument (see Appendix E) 

uses a 4-point Likert response equal-interval scale with responses ranging from always 

(score of 4) to never (score of 1). The instrument is composed of five subscales: 
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Collaborative Health Management/Injury Prevention, Stress Reduction/Rest and 

Relaxation, Exercise, Substance Abuse Prevention, and Nutrition. The following is an 

example of a health promotion activity: Perform some form of exercise (i.e. walking, 

golfing, dancing, swimming, aerobics) 2 to 3 times a week. A health promotion activities 

total score or subscale scores are achieved by summing responses. The higher the score, 

the more participation in health promotion activities (Padula, 1997). 

This tool was developed specifically for use with elderly populations and has been 

tested with a wide range of elderly individuals from senior meal sites, church groups, 

community agencies, and senior housing complexes. High Cronbach alpha reliability 

coefficients were reported with a score of .96 for the total scale and .88 to .93 for the 

subscales. Content validity was established through the review and evaluation of six 

nursing experts (nurse educators with Ph.D's with extensive academic and clinical 

expertise in health-related areas), nursing faculty members, and graduate nursing 

students. Construct validity was established through factor analysis that demonstrated 

support for the five subscales. Principal components analysis (PCA) and principal factor 

analysis (PFA) were performed with varimax and oblique rotations for each. Items with 

loadings of less than .34, with loadings widely spread across numerous factors, or that did 

not conceptually relate to other items in the factor were deleted. The resulting factor 
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Perceived Self-Efficacy 
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General self-efficacy was measured using the Self-Efficacy Scale (Sherer et.al., 

1982). This scale (see Appendix F) consists of 30 items to which individuals respond on 

a 5 point Likert scale ranging from "strongly disagree" (score of 1) to "strongly agree" 

(score of 5). An example of a perceived self-efficacy test item is: If I can't do a job the 

first time, I keep trying until I can. The higher the score, the higher the self-efficacy 

expectations. Reversed items were converted for scoring. 

A factor analysis yielded two subscales: a General Self-Efficacy subscale (17 

items), a Social Self-Efficacy sub scale ( 6 items) and 7 filler items. Moderate to high 

Cronbach alpha reliability coefficients of .86 and .71 were obtained for the General Self

efficacy and for the Social Self-efficacy subscales, respectively. Only the General Self

Efficacy subscale will be used in this study. Construct validity was evaluated and 

supported through correlations with several personality measures. Positive relationships 

between the Self-Efficacy Scale and success in vocational, educational, and military 

endeavors established criterion validity. 

Perceived Barriers 

Perceived barriers were measured using the Perceived Adequacy of Resources 

Scale (Rowland, Dodder, & Nickols, 1985). This 21-item scale (see Appendix G) 

assesses the adequacy of resources categorized as physical environment, health/physical 

energy, time, financial, interpersonal, knowledge/skills, and community resources An 

example of an item on this scale is: I have neighbors I can call on for help. Individuals 

may respond using a Likert scale that ranges from 1 (strongly disagree) to 7 (strongly 



70 

agree). Scores are summed and are accumulative with a higher score indicating a higher 

perception of perceived resources. Items on the scale were reviewed for content validity 

by a panel of experts. Factor analysis supported the seven factors/resources. This scale 

has been tested with subjects who ranged in age from 19 to 82. The internal consistency 

of the scale is high with a Cronbach's alpha of .89. 

Personal Factors 

Functional/Physical Health. Functional and physical health was measured using a 

1 0-item subscale from the RAND Health Survey i .0 (see Appendix H). Labeled as 

"physical functioning", items are related to the activities that one might do during a 

typical day. These items assess limitations to various activities, such as climbing several 

flights of stairs, walking one, two, or three blocks, bending, kneeling or stooping, lifting 

and carrying groceries and bathing and dressing oneself Individuals may respond on a 

Likert scale that ranges from 1 (Yes, limited a lot) to 3 (No, not limited at all). A high 

Cronbach alpha reliability of .93 is reported for this subscale. Also known as the SF-36 

scale, this scale has been widely used in populations of younger and older adults 

(McHorney, Ware, & Sherbourne, 19~4; Ware, 1993). 

The content validity has been compared to that of other widely used generic health 

surveys and comparisons indicate that this instrument includes the most frequently noted 

health concepts. Construct validity was established through factor analysis that 

demonstrated support for the subscales. Mental health and physical functioning subscales 

have also been shown to be the most valid health measures in both cross-cultural and 

longitudinal tests using the method of known-groups validity. 

In regard to scoring, responses are converted into scores via the use of a precoded 
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scoring key. Scores represent the percentage of total possible score achieved. Scores in 

each subscale are averaged for a final score with a higher score indicating a higher degree 

of functional/physical health. 

Emotional Health. Emotional health was measured using a 5-item subscale from 

the RAND Health Survey 1.0 (see Appendix 1). Items assessed include feeling 

downhearted, down in the dumps, calm and peaceful, happiness, and nervousness. 

Individuals may respond on a Likert scale that ranges from 1 (all of the time) to 6 (none 

of the time). ·A high Cronbach alpha reliability of .90 is reported for this subscale. 

Through comparison to other health scales, construct validity has been established. 

Responses to items are converted into scores via the use of a preceded scoring key. 

_ Scores represent the percentage of total possible score achieved. Scores are averaged in 

this subscale for a final score. A high score defines a more favorable health state. 

Folk Home Remedy Behavior. The concept of folk home remedy behavior 

represents religious behaviors and home remedies utilized by rural elderly caregivers in 

lieu of and/or in a~dition to traditional medic.al therapy. Subjects were asked to respond 

·to closed ended and open-ended questions soliciting their use of "home remedies" for 

any heahh problem(s). The seven home remedies listed in the closed ended questions 

were solicited ·through interviews with two family nurse practitioners who work with the 

rural elderly in Georgia. 

Subjects were also asked to report the frequency of the use of home remedies that 

may be reported per day, week, month, or year (see Appendix J). Scoring is achieved in 

two steps. First, the reported frequency (reported in day, week, month or year time 

frames) is converted to "years" and summed. The summed frequency score is then 
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multiplied times the total number of home remedies for a score that reflects the total use 

of home remedies within a year. The higher the total score, the higher the self-reported 

frequency of use of home remedies. Two PhD Professors who have expertise in testing 

methods and human behavior, established face validity of this instrument through careful 

review ofthe instrument. Changes were made to the instrument as a result of this review. 

Spirituality. Spirituality was measured using The Spiritual Perspective Scale 

(SPS) (Reed, 1987) which measures an individual's perspective on the extent to which 

spirituality permeates their lives and, also, t.he engagement in spiritual activities (see 

Appendix K). The instrument is based on the conceptualization of spirituality as a vital 

co1nponent of the human experience and is particularly related to the later developmental 

phases of life. Theories on adult social-cognitive and the development of personality . 

indicate a tendency in later life for a s·piritual perspective on life. The spiritual dimension 

is significantly related to the health of the older adult (Reed, 1991a). 

This scale is a 1 0-item scale that can be self-administered or administered through 

a structured interview. Participants respond to items based on their understanding of 

spirituality. Each item is rated on a 6-point Likert scale ranging from "not at all" (score 

of 1) to "about once a day" (score of 6). For scoring, the arithmetic mean is calculated 

across all items. The scores range from 1 to 6, with 6 indicat.ing the greater or higher 

spiritual perspective._ An example of an item fro_m thi~ ·scale is "I s_eek spiritual guidance 

is making decisions in my everyday life". 

Estimated by Cronbach's alpha, reliability is rated consistently above 0.90 with 

little redundancy among the items. Average inter-item correlations range from 0.54 to 

0.60. All item-scale correlations are abov·e 0.60. This scale has demonstrated criterion-
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. related validity and discriminate validity (Reed, 1986, 1987). Construct validity has been 

demonstrated with samples having a religious background reporting a higher score on this 

scale than samples with no religious background. Open-ended questions also generated 

qualitative data that supported the validity of this scale (Reed, 1987). 

The psychometric properties of this scale have remained adequate in research on a 

variety of younger and older adults, including those who were healthy, terminally ill, and 

non-seriously ill (Reed, 1986a; Re·ed, 1986b; Reed, 1987; Reed, 1991a; Reed, 1991b; & 

Reed, 1992). Change in spiritual views can be measured using this scale. 

Statistical Analyses 

Analyses were conducted in three stages. First, descriptive techniques were used 

to describe the sample. Frequency distributions were used to address the first research 

question. Next, correlational and regression analysis were used with hypotheses 1-6. 

Finally, a multiple regression analysis containing the main independent variables and the 

interaction between self-efficacy and perceived barriers were used to address the seventh 

hypothesis. Using a sample size of 80, an alpha of 0.05, the power to detect an 

incremental r-square is noted in the table listed below. The estimates for the power for 

emotional health (0.73), folk home remedy behavior (0.52), and spirituality (0.52), are 

conservative estimates. In the analysis, the effects may be larger, and, thus, the power 

will be increased. 



Table 2 

Power to Detect Incremental R-Square 

Number Increment Power for Cumulative Cumulative 
variables toR- increment Number R-Square 
in set squared Variables 

1 Self- 1 0.10 0.95 1 0.10 
efficacy 

2 Perceived 1 0.10 0.95 2 0.20 
barriers 

3 1 0.08 0.90 3 0.28 
Interaction 

4 Functional/ 1 0.07 0.86 4 0.35 
Physical 
Health 

5 Emotional 1 0.05 0.73 5 0.40 
Health 

'. 

6 Folk Home 1 0.03 0.52 6 0.43 
Remedy 

7 Spirituality 1 0.03 0.52 7 0.46 
Note. Alpha= 0.05; N = 80 

Research Question 1 

What are the types and frequency of folk home remedies used by rural elderly 

individual for promotion of health? Frequency distributions will be used to 

describe the different types of folk home remedies. 

Research Question 2 

What are the determinants of engagement in health promotion activities of rural· 

elderly caregivers? Descriptive techniques will be used to describe the data. For 

data analysis of the relationships proposed in the hypotheses, see below how each 

relationship will be tested. 

Hypotheses 

1. There will be a positive relationship between rural elderly caregiver engagement in 

health promotion activities and the caregiver's perception of functional/physical. 
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health. This relationship was tested using Pearson Product-Moment Correlation and 

regression. 

2. There will be a positive relationship between rural elderly caregiver engagement in 

health promotion activities and the caregiver's perception of emotional health. This 

relationship was tested using Pearson Product-Moment Correlation and regression. 

3. There will be a relationship between rural elderly caregiver engagement in health 

promotion activities and folk home remedy behavior. This relationship was tested 

using Pearson Pr.oduct-Moment Correlation and regression. 

4. There will be a positive relationship between rural elderly caregiver engagement in 

health promotion activities and the caregiver's perception of spirituality. This 

relationship was tested using Pearson Product-Moment Correlation and regression. 

5. Elderly caregivers with higher self-efficacy will have a higher level of health 

promotion activities. This relationship was tested using Pearson Product-Moment 

Correlation and regression. 

6. Elderly caregivers with lower perceived barriers will have a higher level of health 

promotion activities. This relationship was tested using Pearson Product-Moment· 

Correlation and regression. 

7. Folk home remedy behavior, spirituality, funCtional/physical health, emotional 

health, perceived self-efficacy, perceived barriers, along with the intera~tion 

between perceived self-efficacy and perceived barriers will simultaneo-usly be 

· associated with engagement in health promotion activities. The interaction of these 

variables may have additive effects. This hypothesis was statistically tested using 

m:ultiple regression analysis. 
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CHAPTER IV: ANALYSIS OF DATA 

The purpose of this study was to examine the relationship of perceived self

efficacy, perceived barriers, and personal factors (functional/physical health, emotional 

health, folk home remedy behavior, and spirituality) as correlates of engagement in health 

promotion activities in the rural-living elderly caregiver. Engagem~nt in health promotion 

was defined as taking action to enhance the quality of life in the interactive process 

between humans and their environment. Activities that are health-promoting-are directed 

toward attaining a positive health outcome for the individual. This chapter describes the 

findings of the study. Descriptive information about the sample is presented. The 

primary analyses of the research questions and the proposed hypotheses are described. 

An alpha level of .05 was used for all statistical tests in this study. Data were analyzed 

using SAS 8.2. 

The first step of analysis was to explore the data using descriptive univariate 

statistics to check for any distribution abnormalities such as outliers and skewness, and to 

describe the socio-demographic characteristics of the study sample. Examination of the 

data distribution and variability was completed using central tendency and stem leaf 

scatter plots. 

The following research questions were addressed with descriptive univariate and 

bivariate analyses of the data: 

1. What are the types and frequency of folk home remedies used by the rural 

elderly caregiver for promotion of health? 
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2. What are the determinants of engagement in health promotion activities of rural 

elderly caregivers? 

Frequency distributions were utilized to analyze the types and frequency of folk 

home remedies used by caregivers. Next, a correlational matrix with Pearson's Product 

Moment Correlation was used to examine potential collinearity between the six 

·independent variables. Bivariate correlations (Pearson's r) were used to test relationships 

between the dependent variable (engagement in health promotion activities) and the six 

independent variables: perceived self-efficacy, perceived barriers, functional/physical 

health, emotional health, folk home remedy behavior, and spirituality. These correlations 

guided the regression analyses. To further explore Research Question 2, regression 

analysis was used to. examine the effect of perceived self-efficacy and perceived 

adequacy 6'f resources on each subscale of the dependent variable, engagement in health 

promotion activities. 

The following research hypotheses were tested utilizing multivariate regression 

analysis to estimate correlates of the major dependent variable, engagement in health 

promotion activities: 

1. There will be a positive relationship between rural elderly caregiver engagement 

in health promotion activities and the caregiver's·perception of 

functional/physical health. 

2. There will be a positive relationship between rural elderly caregiver engagement 

in health promotion activities and the caregiver's perception of emotional 

health. 

3. There will be a relationship between rural elderly caregiver engagement in 
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health promotion activities and folk home remedy behavior. 

4. There will be a positive relationship between rural elderly caregiver engagement 

in health promotion activities and the caregiver's perception of spirituality. 

5. Elderly caregivers with higher self-efficacy will have a higher level of health 

promotion activities. 

6. Elderly caregivers with lower perceived barriers will have a higher level of 

health promotion activities. 

7. Folk home remedy behavior, spirituality, functional/physical health, emotional 

health, perceived self-efficacy, perceived barriers, along with the interaction 

between perceived self-efficacy and perceived barriers will simultaneously be 

associated with engagement in health promotion activities. 

Characteristics of the Sample 

The final study sample consisted of 80 elderly caregivers. The sampling frame, · 

consisting of the mailing list of the Rosalynn Carter Institute, c.onsisted of 93 8 caregivers. 

Each caregiver receiveda letter explaining the study's purpose, eligibility requirements, 

risks and benefits of participation, and guarantee of confidentiality. Of the 93 8 letters 

mailed, 144 were returned marked as "deceased", "undeliverable to this address" or 

"forwarding address" expired. 

Based on the random order assignment of the list, the investigator contacted each 

potential subject by telephone. The investigator· explained the study and asked those 

individuals who were eligible if they were willing to participate. To reach the desired 

sample size of 80 elderly' caregi~ers, 705 attempts were made to contact individuals from 

the list. 
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Of the caregivers successfully contacted, many failed to meet study inclusion 

criteria. One hundred and thirty-two caregivers were younger than 65 years. Seventy

four caregivers did not currently provide unpaid, informal care involving two personal 

care activities daily for a minimum of3.1 hours per day (or in the last six months). Seven 

caregivers chose not be interviewed for reasons such as not having enough time or not 

wanting to disclose personal information. Thirteen caregivers were deceased according 

to family members who answered the phone. One hundred sixty caregivers did not 

answer the telephone for two consecutive days. A message was left on available 

answering machines; the message asked potential respondents to call the investigator to 

participate in the study. Two hundred thirty-nine caregivers could not be reached by 

telephone due to being "no longer listed" (moved or disco'nnected). A summary of this 

process is presented in Table 3. The final sample consisted of 80 elderly caregivers who 

met the study inclusion criteria. 



Table 3 

Recruitment of Study Participants 

Number of attempts to contact 
caregivers 

Refusals to participate 

Caregivers not meeting inclusion 
criteria (too young; not caregivers) 

Deceased caregivers 

Unsuccessful telephone contact due 
to disconnection of telephone, possible· 
relocation, change to unlisted number 

Unsuccessful telephone contact due to 
no answer 

Final Sample Elderly Caregivers 

Rural Elderly Caregivers 

80 

705 

7 

206 

13 

239 

160 

Eighty-nine percent (n =71) of caregivers in the study were female (see Table 4). 

Caregivers were between 65 and 84 years of age, with a mean age of 73 years. The nine 

(11.25%) male caregivers. in the study ranged in age from 69-79 years while the 71 

female (88.75%) caregivers ranged in age from 65-84 years. Sixty-seven percent of the 

c·aregivers were Caucasian while thirty-three percent were African-American. Most 

. caregivers (n = 43) were married (53.75%) while thirty-two (32) caregivers (40.00%) 

were single and 5 caregivers (6.25%) were divorced. Nine caregivers (11.25%) had less 

than a high school education while 21 caregivers (26.25%) had completed high school. 

Twenty-five caregivers (31.25%) reported having attended some college while another 

twenty-five caregivers (31.25%) were college graduates: 
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Nine caregivers (12.50%) had income levels below $10,000 annually. Fourteen 

caregivers (19.44%) reported income levels between $10,000 and $20,000 annually. The 

majority of the caregivers (26.39%) had income levels between $21,000 and $30,000. 

Fifteen caregivers (20.83%) reported income levels of $31,000 - $40,000. Six caregivers . 

(8.33%) reported annual incomes of$41,000- $50,000 while nine caregivers (12.50%) 

had incomes in excess of $50,000 per year. 

The length of the caregiving period in this study ranged from less than one year to 

greater than seven years. Three caregivers (3.75%) reported giving care for less than one 

year; six elderly caregivers (7.50%) cited one to three years; 12 elderly caregivers 

(15.00%) reported three to five years; and eight caregivers (lO.OOo/o) reported five to 

seven years as the length of caregiving period. The majority of caregivers in this study 

(63.75%) had been giving care for more than seven years. Seventy caregivers (87.50%) 

reported they had not attended any caregiving·class in the last year. 
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Table 4 

· Demographic Characteristics of Study Sample (N=80) 

Variable Frequency Percent 
Age 

Male 69-79 (range) · 
Female 65-84 (range) 

Gender 
Male 9 11.25 
Female 71 88.75 

Ethnicity 
Caucasian 54 67.50 
African-American 26 32.50 

Education Level 
<High School 9 11.25 
High School Graduate 21 26.25 
Some College 25 31.25 
College Graduate 25 31.25 

Marital Status 
Single 32 40.00 
Married 43 53.75 
Divorced 5 6.25 

Income Level 
<$10,000 9 12.50 
$10,000-$20,000 14 19.44 
$21,000-$30,000 19· 26.39 
$31,000-$40,000 15 20.83 
$41,000-$50,000 6 8.33 
>$50.,000 9 12.50 

Length of Care giving 
<1 year 3 3.75 
1-3 years 6 7.50 
3-5 years 12 15.00 
5-7 years 8 10.00 
>7 years 51 63.75 

Care giving Class in Last Year 
No 70 87.50 
Yes 10 12.50 

Chronic Illness 
No 4 5.00 
Yes 76 95.00 
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Seventy-six caregivers (95.00o/o) reported having at least one chronic condition. As 

shown in Table 5, chronic condition frequencies ranged from a low of 20% (heart 

disease) to the highest frequency of 61.25% (high blood pressure). 

Table 5 

Description of Chronic Illnesses of Rural Elderly Caregivers 

Illness Frequency Percent 

High Blood Pressure 49 61.25 

Arthritis 47 58.75 

Orthopedic Impairment 46 57.50 

Cataract 46 57.50 

Sinusitis 33 41.25 

Diabetes 19 23.75 

Hearing Impairment 19 23.75 

Heart Disease 16 20.00 

Preliminary Analysis of Data 

Descriptive univariate analysis of the data was conducted as a first step in data 

analyses. Examination of data distribution and variability was completed using measures 

of frequency, central tendency, and stem leaf scatter plots. Examination of the data 

suggested an approximately normal distribution of all measurement variables with 

minimal levels of skewness and kurtosis. Transformation of the data was not warranted. 

Table 6 displays the means, standard deviations and ranges for the measurements of the 

study variables. 
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Table 6 

Descriptive Statistics for Independent and Dependent Variables 

Variable Mean Std. Dev. Median Range 

Health Promotion 
Activities 146.15 11.02 148.00 111.00 - 171.00 

Perceived Self-
Efficacy 66.54 9.83 67.50 31.00 - 85.00 

Perceived Adequacy 
Of Resources 112.60 18.79 117.50 57.00 - 142.00 

Physical/ 
Functioning . 63.44 22.99 65.00 15.00 - 100.00 

Emotional 
Health 78.20 16.04 80.00 . 40.00 - 100.00 

Folk Home Remedy 
Behavior 432.36 221.95 . 365.50 0.00 -1569.00 

Spirituality 5.49 0.51 5.60 3.10- 6.00 

Note. Perceived adequacy of resources measures perceived barriers. 

Health Promotion Activities . 

The mean for the total score on health promotion activities was 146.15 (SD = 

11.02), ranging from 111.00 to 171.00. The median score was 148.00. For this scale, a 

maximum score of 176 is possible, indicating high levels of engagement in health 

promotion activities whereas a minimal score of 44 indicates a very low level of 

engagement in health promotion activities. Cronbach's alpha was 0.80 for this 

instrument with this sample, which is similar to internal consistency reports in earlier 

studies (Padula, 1997). Based on these descriptive statistics, elderly caregivers had high 

scores, indicating that they engaged in high levels of health promotion activities. 



85 

Perceived Self-Efficacy 

The mean perceived sel~-efficacy score of elderly caregivers was 66.54 (SD = 

9.83) ranging from 31.00 to 85.00. The median score was 67.50. The possible range of 

total perceived self-efficacy score is 17 that indicated low levels of perceived self-

efficacy to 119, which indicated high leYels of perceived self-efficacy. A high 

Cronbach's alpha score of 0.85 was found in the present study. The participants in this , 

study appeared to have fairly high scores regarding self-efficacy. 

Perceived Barriers 

Perceived adequacy of resources scale measured the perceived barriers. The 

mean score of the total perceived adequacy of resources score was 112.60 (SD ~ 18.79) 

ranging from 57.00 to 142.00 with a median score of 117.50. A high score on perceived 

adequacy of resources indicates a low perception of barriers. For this scale, a maximum 

total score of 14 7 indicates the perception of multiple resources or fewer perceived 

·barriers, while a total score of 21 indicates the perception of few resources or multiple 

barriers. The internal consistency of this scale in past studies was high with a'Cronbach's 

alpha of 0.89 (Rowland, Dodder & Nickols, 1985). A Cronbach's alpha of 0.87 was 

found in the present study. Based on these dat~, the rural, elderly caregivers in this st~dy 

perceived fairly high'levels of resources or low perceived barriers. Anecdotally, these 

caregivers shared frequently that thne was a barrier or a very limited resource. 

Functional/Physical Health 

The mean score on the physical functioning scale ·was 63.44 (SD ~ 22.99) with a 

·' 
range of 15.00 to 100.00. With this scale, the lowest pos.sible score ofO.OO indicates that 

the caregiver is extremely limited in physical functioning while the highest possible score 
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of 100.00 indicates that the caregiver perceives no limitation of physical functioning or 

ability. A high Cronbach's alpha of 0.89 was found in the present study that is consistent 

with earlier studies of physical functioning using this tool (McHorney, Ware, & 

Sherbourne, 1994; Ware, 1993). Based on the descriptive univariate statistical analyses, 

the scores of this sample group did not appear skewed in terms of physical functioning 

levels. As would be expected, perception of physical functioning decreased as number 

of years qf age increased. These participants appeared to have average scores on 

functional/physiyal health. 

Emotional Health 

The mean score for the total emotional health score of elderly caregivers was 

78.20.(SD = 16.04). For this scale, the lowest possible score of 0.00 indicated a low level 

of emotional health and the highest possible score of 1 00 indicated a high level of 

emotional health. Scores ranged from 40.00 to 100.00 with a median score of 80.00. 

Cronbach alpha in the present study was 0.82 that is consistent with earlier studies that 

report a Cronbach alpha score of 0.90 with this tool (McHorney, Ware, & Sherbourne, 

1994; Ware, 1993). Most of the elderly caregivers reported a fairly high level of 

emotional health. 

Folk Home Remedy Behavior 

The mean folk home remedy behavior score for caregivers was 432.36 (SD = 

221.95). Scores ranged from 0.00, indicating no use.offolk home remedies, to 1569.00, 

indica~ing high use of folk home remedies. The median score was 365.50. ·This score is 

calculated from multiplying the number of types of folk home remedies and the number 

of occasions of use. In explanation of this wide'range of scores, some of the caregivers 



used no folk home remedies while others used a variety of folk home remedie~ several 

times a day. All but o~e ofth~ study sample reported using folk home remedies. 

Spirituality 

The mean spirituality score for the rural elderly caregivers was 5.49 (SD = .05). 
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In this scale, scores are determined by calculating the arithmetic mean across all items. 

The range of scores in this sample ranged from 3.10 to 6.00. The lowest possible 

averaged score of 1.00 indicates a very)ow spiritual perspective while a possible 

averaged score of 6.00 indicates a very high spiritual perspective. In this study, a high 

Cronbach's alpha of0.89 was found which is similar to other studies (Reed, 1987; Reed, 

1991 a; Reed, 1991 b). Many of the rural elderly caregivers scored fairly high scores on 

this scale with a median score of 5.60 (see Table 6). 

Health Promotion Activities Subscales · 

A follow-up examination of the mean subscale scores of the health promotion 

activities measure revealed that caregivers scored high on the collaborative health 

management and illness prevention (CHMIP), stress reduction (SRRR), substance abuse 

prevention (SAP), nutrition (NUTR) and lowest on the exercise (EXER) subscale (see 

Table 7). 

The mean score for collaborative health management was 52.09 (SD = 5.60) 

ranging from 34.00 to 60.00. Possible scores on this subscale ranged from 15.0~, 

indicating a low perception of collaborative health management, to 60.00, indicating a 

high perception of collaborative health management. The participants in this study 

appeared to perceive that they visited the doctor regularly, asked the pharmacist 

appropriate questions, and clarified health care information as needed. 



Table 7 

Health Promotion Activities Subscales 

Subscale Mean Std. Dev. Range Possible Scores 

CHMIP 52.09 5.60 34.00- 60.00 15.00-60.00 

SRRR 32.18 4.36 20.00- 40.00 10.00-40.00 

EXER 12.51 4.83 5.00- 20.00 5.00-20.00 

SAP 22.85 2.23 12.00- 24.00 6.00-24.00 

NUTR 26.53 3.25 18.00- 32.00 8.00-32.00 
Note. CHMIP =Collaborative health management/illness prevention; SRRR =Stress 
reduction/rest and relaxation; EXER = Exercise; SAP = Substance abuse prevention; 
NUTR =Nutrition. 

The mean score for stress reduction was 32.18 (SD = 4.36) with scores ranging 
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from 20.00 to 40.00. With this sub scale, the lowest possible score of 10 indicated that the 

caregiver is not able to reduce stress effectively while the highest possible score of 

40.00 indicates that the caregiver perceives that stress is effectively managed. The high 

scores on this subscale indicated that participants in this study perceived that their stress 

was effectively managed. 

The mean score for exercise was 12.51 (SD = 4.83) with scores ranging from 5.00 

to 20.00. The lowest possible score of 5.00 indicated that the caregiver does not eng~ge 

in exercise while the highest possible score of 20.00 indicated that the caregiver always 

engaged in exercise. The participants iJ.?. this study appeared to engage in fairly low levels 

of exercise. 

The mean score for substance abuse prevention was 22.85 with scores ranging 

from 12.00 to 24.00. Possible scores for this subscale were 6.00, indicating high 

tolerance for alcohol or tobacco use, to 24.00, indicating avoidance or li~itation of 



alcohol or tobacco use. The participants in this study appeared to have high levels for 

substance abuse prevention or avoidance or limitation of alcohol or tobacco use. 
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The mean score for nutrition was 26.53 (SD = 3.25) with scores ranging from 

18.00 to 32.00. With this subscale, the lowest possible score of 8.00 indicated that the 

caregiver P'?rceived a poor nutritional intake while the highest possible score of 32.00 

indicated that the caregiver perceived a nutritious dietary intake. The high scores on this 

subscale indicated that participants perceived that their dietary intake was nutritious. 

In summation of the scores of the health promotion activities subscale, the rural, 

elderly caregivers in this study appeared to be ac~ively engaged in collaborative health 

management, stress reduction/management, substance abuse prevention, and nutrition 

while being minimally engaged in exercise activity. 

Inspection for Multicollinearity 

The relationships among the study variables were examined to identify problems 

related to multicollinearity. A correlation matrix was constructed for all model variables 

(see Table 8) to look for potential colinearity between independent variables. As Table 8 

shows, the highest correlation was 0.40 between the perceived adequacy of resources and 

physical functioning. Researchers consider multicollinearity to be present if the bivariate 

correlation is greater than .65 (Burns & Grove, 1997). No evidence of multicollinearity 

between independent variables was noted. Therefore, multicollinearity is not considered 

a problem in this study. 
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Table 8 

Bivariate Correlations of Independent Variables 

PSE PAR PF· EH FHR SPIR 

PSE 1.00 0.10 0.22 0.34 0.07 0.24 
0.39 0.05* 0.002* 0.53 0.03* 

PAR 1.00 0.40 0.34 0.05 -0.05 
0.0002* 0.002* 0.63 0.68 

PF 1.00 0.36 0.08 -0.02 
0.0009* 0.50 0.84 

EH 1.00 0.01 0.16 
0.92 0.16 

FHR 1.00 -0.07 
0.52 

SPIR 1.00 

Note. PSE =perceived self-efficacy; PAR= perceived adequacy of resources (measures 
perceived barriers); PF = physical functioning; EH = emotional health; FHR = folk home 
remedy behavior; SPIR =spirituality. p-values in italics; * statistical significance of 
p :S .05. 

Findings 

This section will outline the findings related to the research questions of interest. 

Research Question·! focused on the types and frequency of folk home remedies.utilized 

for promotion of health. Research Question 2 focused on the determinants of 

engagement in health promotion practices by rural elderly caregivers. 

Research Question ! : What are the types and frequency of folk home remedies used by 

the rural elderly caregiver for promotion of health? 

To examine Research Question 1, frequency distributions were constructed for the 

data collected on the types and frequency of folk home remedies via the closed and 
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opened ended questions: Six folk home remedies were asked as closed ended questions 

(see Table 9). Twenty-one (26%) caregivers used apple vinegar. Loss of weight was the 

most frequently reported use (23. 81%) of apple vinegar in this study. Honey, lemon, and 

whiskey mixture use was reported by 9 of the caregivers for coughing (11.25%). Prayer 

was used by 79 (99.00%) of the caregivers as a folk home remedy. Caregivers cited a 

wide variety of health problems/uses of prayer as a folk home remedy with general health 

(58.23%) being reported most frequently; Only one caregiver (1.25%) used horse 

liniment for arthritis. Wild garlic was used by five cq:egivers (6.:25%) in the sample. 

Yellow root was used by three (3.75%) of the elderly caregivers. A summary of this data 

is provided in Table 9. 
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Table 9 

Folk Home Remedy Use- Closed Ended Questions 

Folk Home Remedy Frequency of Use Health Problem 

Apple Vinegar 21 (26.00%) Aid digestion Gout 
Constipation Coughing 
Decrease swelling Leg cramps 
High blood press. Insect bites 
General health Sore throat 
General maint. Lose weight 
Joint stiffness 

Honey, lemon, & whiskey 9 (11.25%) Chest colds 
Coughit1g 
Sore throat 

Prayer 79 (99.00%) Aches/pains General health 
All health problems Good health 
Alzheimer's Dis. Heart dis. 
Arthritis Knee pain 
Back pain Mental health 
Cancer Painful feet 
Colon cancer Piece of mind 
COPD Energy loss 
Depression Diabetes 
Emotional health Dieting 
Fibromyalgia Eyesight 
Diarrhea Sinusitis 
Osteoporosis 

Horse Liniment 1 ( 1.25%) Arthritis 

Wild Garlic 5 ( 6.25%) High blood pressure 
Immune system 
Lower cho I estero l 
Prevent cancer 

Yellow Root 3 ( 3.75o/o) Diabetes 
High blood pressure 
Overall health 

Note. N = 80; Frequency noted with percentage in parentheses. 

Data on folk home remedy behavior was also collected via open-ended questions. 

The elderly caregivers reported a large variety of folk home remedies as well as the 
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variety of purposes for these remedies (see Table 10). One of the higher folk home 

remedy use reported was a honey and· lemon mixture that was.used for coughs and colds. 

The highest reported use of folk home remedies elicited from the open-ended questions 

was warm salty water gargle for sore throat that was reported by 13 of the elderly 

caregivers. 

Table 10 

Folk Home Reme.dy Use- Open Ended Questions 

Folk Home Remedy Frequency of Use 

Aloe Paste/Plant/Juice 

Apple Cider/Pepper/Water 
Apple/Grape/Vinegar/Honey 
Bag Balm Cream 
Chlorox/Water Topical Solution 

Teas: Fruit, Ginger Root, 
Honey & Lemon, Kombuchi 

Honey/Lemon Mixture 
Honey/Garlic/Vinegar Mix 
Honey/Vinegar/Water 
Primrose Oil 
Olive Oil 
Rock Salt in Bath Water 
Tobacco Juice 
W ann Salty Water Gargle 
Turpentine Drops/Sugar 
Salt Water Sniff 
Salty Water with Peroxide Gargle 
G. Alcohol/ASA/Block Camphor 

3 

1 
1 
1 
3 

5 

6 
1 
1 
1 
1 
1 
1 

13 
1 
1 
1 
1 

Health Problem 

Sore throat 
Constipation 
Constipation 
Back pain 

Bee stings 

Dry, chapped skin 
Ant Bites Fingernail fungus 
Poison ivy 

Any ailment 
Arthritis 
Cough 
Lose weight 
General health 
Leg cramps 
Joint pain 
Body soreness 
Bee stings 
Sore throat 

Sore throat 
General health 
Cold 

Body aches 
Sinus congestion 
Sore throat 
Arthritis 

Research Question 2: What are the determinants of engagement in health promotion 

activities of rural elderly caregivers? 

To examine Research Question 2, bivariate correlations (Pearson's Product 

Moment Correlations) were used to test linear relationships between the dependent 
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variable (engagement in health promotion activities) and the six independent variables: 

perceived self-efficacy, perceived barriers, functional/physical health, emotional health, 

folk home remedy behavior, and spirituality. The Pearson Product Moment Correlation 

Coefficient measures the direction and strength of the linear relationship between rural 

elderly caregiver engagement in health promotion activities and the independent 

variables. A computation of each of these correlational relationships is presented in Table 

11. The correlation between the dependent variable: (engagement in health promotion 

activities) and the caregiver's perception of functional/physical health was positive. This 

correlation was not strong or statistically significant (r = .15, p = .17). Thepositive 

correlation between the dependent variable and the caregiver's perception of emotional 

.health was statisticall~ signifi.ce).nt (r = 0.34, p :S.05). The correlation coefficient between 
' - . . ' . 

the rural elderly caregiver engagement in''h~alth promotion activities and the caregiver's 

folk home remedy behavior shows a positive relationship; but this correlation yvas not 
. . 

statistically significant (r = ,09, p = .44). 

The correlation coefficient computation reveals that the relationship between rural 

elderly caregiver engagement in health promotion activities and the caregiver's 

perception of spirituality was positive, but this correlation was not strong or statistically 

significant (r = .16, p = .15). A positive correlation between the rural elderly caregiver 

engagement in health promotion activities anq the caregiver's perceived self-efficacy was 

statistically significant (r = .3Q, p :S .05). Thus, as a caregiver's perceived self-efficacy 

increased, the engagement in health promotion activities increased. The correlation 

between rural elderly caregiver engagement in health promotion activities and the 
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caregiver's perceived adequacy of resources had a positive direction, but was not 

statistically significant (r = .13,p = .26). 

Table 11 

Pearson Correlation Coefficients Between Dependent Variable and Independent 
Variables 

PF 
HPA 0.15 

0.17 

EH 
0.34 
0.002* 

FHR 
0.09 
0.44 

SPIR 
0.16 
0.15 

PSE 
0.30 
0.007* 

PAR 
0.13 
0.26 

Note. HPA =Health promotion activities; PF =physical functioning; EH ='emotional 
health; FHR =folk home remedy behavior; SPIR =spirituality; PSE =perceived self
efficacy; PAR= perceived adequacy of resources; p-values in italics; * Indicates 
statistical significance p:::; .05. 

The review of literature suggested a strong relationship between perceived self-

efficacy and perceived barriers and participation in health promotion activities in older 

adults (Clark, 1999; Tapler, 1996; Scharff, Homan, Kreuter, & Brennan, 1999). Further, 

the preliminary descriptive data indicated low levels of exercise, a health promotion 

activity. Perceived barriers have been strongly related to decreased exercise in elders 

(Burton, Newsom, Schulz, Hirsch & German, 1997; Johnson, 1991). Thus, to further 

explore Research Question 2, regression analysis .was used to determine which subscale 

of health promotion activities was impacted by perceived self-efficacy and perceived 

barriers (See Table 12). Subscales of the health promotion activities instrument were: 

collaborative health management/illness prevention, stress reduction/rest and relaxation, 

exercise, substance abuse prevention, and nutrition. 

Perceived self-efficacy w'as a significant correlate of collabo.rative health 

management/illness prevention (b = .17,p S. .05). Perceived adequacy of resources was a 

significant correlate of exercise (b = .06, p S. .05). Based on these results, a future study 
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in this pathway may be to examine perceived self-efficacy and_perceived barriers in depth 

with specific health promotion activities .. 

Table 12 

Regression of Perceived Self-Efficacy and Perceived Adequacy of Resources on Health 
Promotion Activities Subscales · 

Subscale Independent Variable Slope (b) RZ p-value 

HPA CHMIP PSE 0.17 0.09 0.007* 

SRRR PSE 0.06 0.02 0.25 

EXER PSE 0.06 0.02 0.25 

SAP PSE 0.02 0.01 0.42 

NUTR PSE 0.03 0.01 0.50 

HPA CHMIP PAR -0.03 0.01 0.35 

SRRR PAR 0.04 0.03 0.11 

EXER PAR 0.06 0.05 0.04* 

SAP PAR 0.01 0.00 0.57 

NUTR PAR -0.00 0.00 0.91 
Note. HP A= Health promotion activities; PSE =perceived self-efficacy; PAR= 
perceived adequacy of.resources (measures perceived barriers); CHMIP =Collaborative 
health management/illness prevention; SRRR = Stress reduction/rest and relaxation; 
EXER = Exercise; SAP = Substance abuse prevention; NUTR =Nutrition. * Indicates 
statistical significance p:::; .05. 

Hypotheses Testing 

Seven hypotheses were tested to examine the proposed model. Multiple 

regression analysis was utilized to test these hypotheses. Test analysis results are 

presented in this section and in Table 13. 
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Hypothesis 1: There will be a positive relationship between rural elderly caregiver 

engagement in health promotion activities and the caregiver's perception of 

functional/physical health. Hypothesis I was not supported (b = O.Ol,p = 0.87). 

Hypothesis II: There will be a positive relationship between rural elderly caregiver 

engagement in health promotion activities and the caregiver's perception of emotional 

health. This hypothesis was supported by the analysis (b = 0.17, p::; .05). As the rural 

' ' . ' . . 

elderly caregiver's perception of emotional health increased, the caregiver's engagement 

in health promotion activities increased. 

Hypothesis III: There will be a relationship between rural elderly caregiver engagement 

in he-alth promotion activities and folk home remedy behavior. This hypothesis was not 

supported (b =·0.003,p = 0.52). 

Hypothesis IV: There will be a positive relationship between rural elderly caregiver 

engagement in health promotion activities and the caregiver's perception of spirituality. 

This hypothesis was not supported (b = 2.lO,p = 0:_38). 

Hypothesis V· Elderly caregivers with higher self-efficacy will have a higher level of 

health promotion activities. This hypothesis was partially supported. Based on 

univariate correlations, there is an association between perceived self-efficacy and health 

promotion activities (r = 0.30, p::; .05). However, once other variables were added in the 

multiple regression analysis, the relationship between perceived self-efficacy and health 

promotion activities is no longer significant (b = -0.8l,p = 0.28). Perceived self-

efficacy, as a single independent variable, may have been subsumed by the joint variance 

of the interaction between the perceived self-efficacy and the perceived adequacy of 

resources. 
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Hypothesis VI: Elderly caregivers with lower perceived barriers will have a higher level 

of health promotion ·activities. This hypothesis was not supported by the analysis (b =-

0.60, p = 0.18). 

· Hypothesis VII: Folk home remedy behavior, spirituality, functional/physical health, 

emotional health, per.ceived self-efficacy, perceived self-efficacy, perceived barriers, 

along with the interaction between perceived self-efficacy and perceived barriers will 

simultaneously be associated with engagement in health promotion activities. 

This hypothesis was partially supported. A multiple regression analysis was 

performed on the proposed model (see Table·13) with all variables being entered 

simultaneously. In this analysis, the individuals' health pr~motion activities scores were 

entered as the dep~ndent variable and the scores of the other measures (perceived self

efficacy, perceived adequacy of resources, physical/functional health, emotional health, 

folk remedy behavior, and spirituality) were entered as independent variables. This 

analysis revealed that the proposed model accounted for 19% of the explained variance of 

health promotion activities. This variance explained by these variables was lower than 

expected based on the review of literature. 
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Table 13 

Proposed Regression Model (R 2 = 0.186) 

Independent Variable Slope {b) SE p value 

PSE - 0.81 0.74 0.28 
PAR -0.60 0.45 0.18 
PF 0.01 0.06 0.86 
EH 0.17 0.08 0.05* 
FHR 0.00 0.01 0.52 
SPIR 2.10 2.41 0.38 
PSE*PAR 0.01 0.01 0.16 

Note. PSE =perceived self-efficacy; PAR= perceived adequacy of resources (measures 
perceived barriers); PF =physical functioning; EH =emotional health; FHR =folk home 
remedy behavior; SPIR = spirituality; * Indicates statistical significance p :S .05. 

The independent variable of emotional health achieved statistical significance in 

the model (b = 0.17, p :S .05). Physical functioning, folk home remedy behavior, 

spirituality, and the interaction of perceived self-efficacy and perceived barriers do not 

appear to be significant correlates of engagement in hea~th promotion activities in this 

sample. This hypothesis was partially supported, as one· of the relationships were 

statistically significant while the others were not. 

Summary 

This· chapter presented the results of the data analyses. The description of 

sociodemographic variables of 80 rural elderly caregivers provided an overview of the 

study sample. Caregivers were predominantly female, married, and had been in the 

caregiving role for longer than seven years. Most caregivers had attended college O! 

were college graduates. The majority of caregivers reported having some chronic · 

illnesses and most had not attended a caregiving class in the last year. 
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Preliminary analysis of the data was cqnducted using measures of frequency, 
. . 

central tendency, and stem leaf scatter plots. The examination of data for all study 

variables revealed approximately normal distributions. Bivariate correlations were 

examined between independent variables to check for multicollinearity .. No evidence of 

multicollinearity was noted. 

Descriptive statistics.were used to address .. Research Question 1 as to the types 

and frequency of use of folk home remedies:· Prayer, as a folk home ~emedy, was used by 

99% of the caregivers. Caregivers (26%) reported taking apple vinegar as a folk home. 

remedy citing loss of weight as the most frequently reported reason for use. Nine 

caregivers (11 %) reported using a honey, lemon, and whiskey mixture for colds, 

coughing, and sore throat. Five (6.25o/o) caregivers reporte·d using wild garlic as a folk 

home remedy. · 

To examine Research Question 2, regardi'ng the determinants of engagement in 

health promotion activities of rural elderly caregivers, bivariate correlations (Pearson's r) 

were utilized. The correlation co.efficient between the caregiver's engagement in health 

promotion activities and t)le caregiver's perceived self-efficacy indicated a positive 

relationship that was statistically significant (r = .30, p ::;.05). Perceived self-efficacy 

and perceived a~equacy of resources were then regressed on the five subscales of the 

Health Promotion Activities dimension to determine which subscales of health promotion 

activities were impacted by these variables. Perceived self-efficacy was a significant 

correlate of collaborative health management/illness prevention (b = .17, p ::;.05). 

Perceived adequacy of resources was a significant correlate of exercise (b = .06, p ::;.05). 
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Hypotheses I - VII were tested using multiple regression analyses. In this 

analysis, the individuals' health promotion activities scores were entered as the dependent 

variable and the scores on the other measures (perceived self-efficacy, perceived 

adequacy of resources, physical/functional health, emotional health, folk remedy 

behavior, and spirituality) were entered as independent variables. Emotional health was 

statistically significant in the model (b = 0.17, p :S .05). Physical functioning, folk home 

remedy behavior, spirituality, and the interaction of perceived self-efficacy and perceived 

barriers do not appear to be significant correlates of engagement in health promotion 

activities. This multiple regression analysis revealed that the proposed model accounted 

for 19% of the explai:'J.ed variance of health promotion activities. 
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CHAPTER V: DISCUSSION AND RECOMMENDATIONS 

This chapter includes an overview of major study findings and a discussion of the 

results. In addition to this, the implications of this study and recommendations for further 

research are proposed including the limitations.ofthis study. 

The goal of this study was to: investigate the relationship of perceived self-efficacy, 

perceived barriers, and personal factors (functional/physical h~alth, emotional health, folk 

home remedy behavior, and spirituality) as correlates of engagement in health promotion 

activities in the rural-living elderly caregiver. A theoretical model, based on Nola 

Pender's He~lth Promotion Model (Pender, 1996), was derived after an extensive review 

of the empirical and theoretical literature. This new expanded model was e!{amined in 

this study. The major difference between this model and Pender's model is the addition 

of folk home remedy behavior and spirituality, which may be· more appropriate for rural, 

elderly caregivers. Within this model, the rural, elderly caregiver's engagement in health 

promotion activities were poten~ially influenced by seven correlates: perceived self

efficacy, perceived barriers, the interaction of perceived self-efficacy and perceived 

barriers, functional/physical health, emotional health, folk home remedy behavior and 

spifi tuality. 

Two research questions were answered: (1) What are the types and frequency of 

folk home remedies used by the rural elderly caregiver for promotion of health? 

(2) What are the determinants of engagement in h~alth promotion activities of rural 

elderly caregivers? 
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The following hypotheses were tested: , 

1. There will be a positive relationship between rural elderly caregive~ engagement 

in health promotion activities and the caregiver's perception of 

functional/physical health. 

2. There will be a positive relationship between rural elderly caregiver engagement 

in health promotion activities and the caregiver's perception of emotional 

health. 

3. There will be a relationship between rural elderly caregiver engagement in 

health promotion activities and folk horne remedy behavior. 

4. There will be a positive relationship between rural elderly caregiver engagement 

in health promotion activities and the' caregiver's perception of spirituality. 

5. Elderly caregivers with higher self-efficacy will have a higher level of health 

promotion activities. 

6. Elderly caregivers with lower perceived barriers will have a higher level of 

health promotion activities. 

8. Folk home remedy behavior, spirituality, functional/physical health, emotional 

health, perceived self-efficacy, perceived barriers, along with the interacti"on 

between p~rceived self-efficacy and perceived barriers will simultaneously be 

associated with engagement in health promotion activities. 

Several major findings emerged from this investigation that were either unique to 

this study, or consistent with past research. An overview of the major findings will be 

presented in this section as well as detailed examination of the hypotheses. 
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Health Promotion Activities 

Perhaps the most interesting finding was the high frequency level of engagement 

in health promotion activities. Descriptive data indicated that participants had high levels 

of scores on global health promotion activity. Additionally, participants reported high 

levels on all health promotion activities subscales, except for exercise. Based on· the total 

scores, these rural, elderly caregivers appeared to have anoverall healthy lifestyle. 

Findings of past research revealed low frequency levels of health seeking behaviors in 

elders (Dancy & Ralston, 2002; Frank, Stephens, & Lee, 1998; Johnson, 1991). The rural, 

elderly caregivers in this study reported a high level of engagement in health promotion 

activities despite.high levels of chronic illness. Seventy-six care.givers (95%) r~ported 

chronic illnesses as compared to 85% of elders nationwide having chronic illnesses 

(Weinstein & Atwood, 1997). It appears that chronic illness did not deter these elders 

from engagement of health promotion activities. 

Although health promotion activity in rural elderly caregivers had not been· 

studied, previous studies had focused on health promotion activities in rural elders who 

were not caregivers. Johnson (1991) found that older, rural adults did not use positive 

health practices on a regular basis. Johnson's study revealed that rural elders practiced. 

health promotion practices related to nutrition, sleep, and exercise infrequently and 

inconsistently. In contrast to Johnson's findings, the rural, elderly caregivers in this study 

reported an overall high level of engagement in health promotion activities. Perhaps the 

caregiving situation for this sample impacted these rural, elderly caregivers so that 

additional efforts to participate in health promotion activities were made as an effort to 

sustain the caregiving relationship. 
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On the other hand, rural, elderly caregivers exhibited characteristics similar to 

those reported in previous studies. Although not hypothesized, some interesting findings 

resulted from the exploration of the subscales of the Health Promotion of Older Adults 

Measure. Based on the caregivers' self-report, there was a low rate of exercise in this 

sample. This finding is consistent with earlier research by Johnson ( 1991) and Frank, 

Stephens and Lee (1998) that demonstrated that older rural adults did not engage in 

regular exercise practices or maintain their weight within acceptable limits. The 

relationship between exercise in caregivers and a lack of time to engage in exercise was 

reported in an earlier study (Burton, Newsom, Schulz, Hirsch & German, 1997). Gallant 

and Connell (1997) suggested that caregiver health behaviors may qecline over the course 

of caregiving, specifically with a decrease in physical activity since caregiving began. 

Approximately 64% of the caregivers in this study sample reported giving care for more 

than seven years. Based on the findings of earlier research, perhaps it is not surprising 

that the majority of the caregivers in this study, who have been involved in caregiving for 

more than seven years, report a lack of engagement in exercise practices. Older adults in 

general report lo~ 1evels of exercise (Boyette, et al,. 2002; Nied & Franklin, 2002). It is 

unclear if rural elderly caregivers differ from the general population in relation to 

exercise. Future studies comparing caregivers with non-caregivers in both urban and 

rural settings are needed. 

This finding suggests that health care providers should address the need for 

increased physical activity for rural, elderly caregivers. Including specific questions 

regarding physical activities should be an essential part of the health history for rural, 

elderly caregivers. In a recent study, findings revealed that only half of all adults were 
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asked abo~t their exercise habits by their healthcare provider (CDC, 2002). Moreover, in 

this study, older adults were asked less often than younger adults regarding physical 

exercise. Adults, who had been asked, reported a greater frequency of exercising than · 

those who were not asked. Demonstration of concern by health professi,onals for the 

need for physical activities as a vital part of healthy living may influence the caregiver to 

include such activities in their daily behaviors. Including assessment of exercise 

behavior may be essential for two main reasons: 1) to stress the importance of exercise to 

an individual's health and 2) to determine the appropriate levels of exercise for that 

individual. Furthermore, demonstration of concern by nurses for their overall health may 

assist the caregiver to assign a higher value to their own health needs and possibly 

decrease the caregiver guilt related to attention to oneself. Counseling regarding the 

benefits of physical activity in maintaining physical functioning should be directed 

toward these caregivers. Rural, elderly caregivers have decreased levels of activity, as do 

other ·elders; however, despite similarity in this risk factor of decreased activity, little is 

known regarding successful interventions for rural, elderly caregivers. Interventions 

specifically targeting this population are needed. Further investigation is needed 

regarding physical exercise and the rural, elderly caregiver. 

In contrast to decreased scores of exercise, high scores on other health promotion 

activities were obtained. Additional findings included that caregivers scored high on the 

collaborative health management and illness prevention, stress reduction, substance abuse 

prevention, and nutrition, subscales of the health promotion activities measure. 

Collaborative health management refers to activities of the caregiv~r to promote health 

such as inspection of the home for safety threats (i.e. fall prevention), regular visits to a 
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health care practitioner and gaining knowledge about medications and available health 

treatments. The rural, elderly caregivers in this sample reported receiving health 

information of a~ailable health treatments through regular visits to the health care 

practitioner and asking· questions of their pharmacists regarding medications. Others 

have examined collaborative health management. Pullen, Walker, and Fiandt (2001) 

found that in rural elderly women, more sources of health information and health 

counseling were related to health promoting lifestyle behaviors. Rural elders have the 

prevalent belief that they are self-sufficient _a,nd independent (Horner, et al, 1994; Forster 

& Portugal, 1993). Perhaps being rural and self-sufficient increased the rural, elderly 
' . 

caregivers assertiveness to ask health questions, request health information, and visit the 

health care provider regularly. It appears that rural caregivers are at risk for decreased 

health promotion activities in the area of exercise, yet demonstrated high levels of 

collaborative health management behavior. 

Rural, elderly caregivers also scored high on stress management, substance abuse 

prevention, and nutrition subscales. Rural elders may suffer from a variety of st~essors: 

chronic illnesses, pain, family unrest, fear of losing independence (Johnson, 1991; 

Mainous & Kohrs, 1995; Johnson, Waldo, & Johnson, 1993; Roberts, Battaglia, 

Smithpeter & Epstein, 1999). Other findings have noted that caregivers encountered 

stressors related to·their caregiving situation (Bunting, 1989; Jackson & Cleary, 1995) 

and have found avenues to manage their stress (Davidhizar & Shearer, 1996; MacDonald, 

1998; Smith & McCallion, 1997). Similarly, the rural, elderly caregivers high scores on 

this health promotion activity subscale suggests that they perceived they were able to 

cope and/or manage the stress in their lives. Substance abuse prevention refers to the 
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avoidance of ingesting alcohol and tobacco smoke. In this study, the high scores on this 

subscale of the health promotion measure suggested the avoidance and/or limitation of 

alcohol and tobacco by these rural, elderly caregivers. Similarly, other studies reported 

that only approximately 25% of older adults consumed alcohol regularly (Emlet, Hawks, 

& Callahan, 2002; Ondua, Hujer, Mann, & Mion, 1999) and 9.7% of older adults 

engaged in smoking nationwide (CDC, 2000). Finally, the nutrition subscale focused on 

whether or not individuals ate foods known to be healthy (i.e. low in fat and cholesterol, 

basic food groups). The high scores on the nutrition subscale suggested that the rural, 

elderly caregivers perceived their diet was nutritious. In comparison, other findings of 

nutrition in rural elders indicated that nutritional intake was insufficient in recommended 

servings and overindulgent of fats and sweets (Vitolins, Quandt, Bell, Arcury, & ·case, 

2002). These data suggest that, in regard to nutrition, caregivers may differ from non

caregivers- perhaps to promote health to sustain the caregiving relationship. In · 

summation of the scores of the health promotion activities subsc~les, the rural, elderly 

caregivers perceived that while. they did not exercise adequately, they engaged in other 

health promotion activities - health management, stress management, substance abuse· 

·prevention, and good nutrition. No studies were found that focused on rural, elderly 

caregivers and stress management, substance abuse prevention or nutrition. Further 

investigation is needed to investigate these variables with this population. 

Folk Home Remedy Behavior 

Most rural, elderly caregivers reported using folk home remedies for the 

promotion of their health. All but one of the participants reported using folk home 

remedies. Scores on this measure ranged from 0.00 to 1569.00 per year with a median 
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score of365.50 per year. The wide range of the scores may be due to the report of no use 

of folk home remedies by one individual while others used a variety of folk home 

remedies several times a day. This finding is similar to previous research findings that 

found that rural elders used a wide variety of folk home remedies (Davis, et al., 1991; 

Parry, Mobley, & Allen, 1996; Weinert & Long, 1987). Other studies have demonstrated 

the utilization of folk home remedies by rural elders is related to their attitude of self

sufficiency or dependence on the self (Horner, et al., 1994; Stoller, Forster, & Portugal, 

1993). Participants in these studies identified a large variety of folk home remedies 

utilized before professional health care was sought. The rural, elderly caregivers in this 

study were similar in that they, also, reported a high frequency of the use of folk home 

remedies. Perhaps the self-sufficiency reported. by rural elders in other studies influenced 

these rural, elderly caregivers as well. Types and uses of folk home remedy have not 

been previously explored in rural, elderly caregivers. Prayer, .as a folk home remedy, was 

used by 79 (99 .00%) of the caregivers in this study sample. Caregivers cited a wide 

variety of health problems/uses of prayer as a folk home remedy with general health 

(58.23%) being reported most frequently. Twenty-one (26o/o) caregivers used apple 

vinegar. Loss of weight was the most frequently reported use (23.81 o/o) of apple vinegar 

in this study. Honey~ lemon, and whiskey mixture use was reported by 9 of the 

caregivers for coughing (ll.OOo/o). A warm, salty 'Yater gargle for sore throat w~s 

report~d by 13 (16.25%) of the caregivers. These findings demonstrate the vast utilization 

and variety of uses of folk home remedies by the caregivers in this sample. 

Surprisingly, in the correlational and muitiple regression analysis, folk home 

remedy behavior was not significantly linked to engagement in health promotion 
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activities, thus Hypothesis III was not supported. It may be possible that the 

assertiveness and independence of the caregivers in this study led these participants to 

seek and utilize any source of health care ayailable, both folk home remedies and 

traditional care. It appears t~at the use of folk home remedies is not an obstacle to 

engagement in health promotion activities in these rural, elderly caregivers. The high · 

frequency of folk home remedy use indicates that nursing assessments should include 

questioning the use of folk home remedies as a measure of heal~h prom.otion. As noted in 

this study, participants utilized many folk home remedies in addition to regular health 

care practitioner visits and medications. Folk home remedies may contain natural 

medications. To avoid complications between folk home remedy behavior and prescribed 

medications, a query as to the use of folk home remedies should be included in health 

assessments. Furtper, asking about the use of folk home remedies may alert the elderly 

caregiver that the remedies used may impact their prescribed health care regimen. 

Further investigation is needed regarding the impact of folk home remedies and rural 

caregivers, especially in more remote areas where health care is very limited. 

Perceived Self-Efficacy 

High levels of perceived self-efficacy were found in this sample. The mean score 

was 66.54 (SD = 9.83, median score 67.50) for perceived self-efficacy. The lowest 

possible score was 17 and the highest possible score was 119. Southerland (1988) and 

Moore (1992) found that elders had high levels of self-efficacy that were positively 

correlated with health promotion behaviors. Perceived self-efficacy was not a correlate 

of health promotion activities in the regression analysis; however, perceived self efficacy 

was correlated with health promotion activities in the univariate correlational analysis. 
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Thus Hypothesis V was partially supported. Findings of past research .revealed that high 

perceived self-efficacy significantly predicted health promotion behavior (Carroll, 1995; 

Clark & Dodge, 1999; Moore, 1992; Southerland, 1988). "Perceived self-efficacy is 

defined as people's judgments of their capabilities to organize and execute courses of 

action required to attain designated types of performances" (Bandura, 1986, p.391). This 

finding supports earlier studies that found that higher levels of self-efficacy were 

associated with greater involvement in an activity and with the persistence and effort in 

performing that activity (Bandura, 1977; Bandura,.1982; Bandura, 1986; Bandura & 

Adams, 1977). This finding also suggests that perceived self-efficacy is an important 

factor for engagement in health promotion activities for rural, ~elderly caregivers. Other 

studies (Carroll, 1995; Moore, 1992; Southerland, 1988) provided support that self

efficacy is a critical factor in the participation in health promotion activities. 

Exploration of the health-promotion activity subscales revealed that as caregivers 

felt increased self-efficacy, their participation increased in health promotion activities 

related to collaborative health management and illness prevention (a health promotion 

activities sub scale). This finding supports earlier research findings that demonstrated the 

important role that self-efficacy plays as a key influencing factor of health management 

in elders (Carroll, 1995; Clark & Dodge, 1999; Moore, 1992; Southerland, -1988). It may 

be possible that P.erceived self-efficacy is a significant determinant of collaborative health 

promotion activities for rural, elderly caregivers, as it is for other elders. Perhaps, in the 

rural, elderly caregiver, increased self-efficacy promotes seeking health information and 

receptiveness to health teaching and counseling. Peer counseling support may be 

especially effective in this population. This finding suggests that rural elderly caregivers 



may be strong candidates for health teaching to promote health promotion activities. 

Interventions that explore specific aspects of health teaching and counseling would be 

helpful. For example, differences may exist based on individual versus group 

interventions in rural, elderly caregivers. 

Perceived Barriers 
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Perceived b~rriers were n~t a statistically significant correlate of health promotion 

activities, thus Hypothesis VI was not supported. However, perceived barriers were a 

significant correlate of participation in exercise (a subscale of the health promotion 

activities measure). Perceived barriers were described as the caregivers' perception of 

adequate time, money, knowledge, and energy. As perceived adequacy of resources 

increased (low perceived barriers), caregivers' participation in exercise increased. 

Likewise, if caregivers perceived fewer resources or increased barriers, they participated 

less in exercise. Others have also found that barriers to exercise exist in older adults 

(Clark, 1999; Dishman, 1994). The findings of this study is supportive of earlier research 

that demonstrated that perceived barriers play a major role in determining participation in 

health promotion activities of elders (Gulanick, Bliley, Perino, & Keough, 1998; Paris, 

Dunham, Sebastian, Jacobs, & Nour, 1999; Peters, 1995; Resnick, 1998b). 

Benefits of regular physical exercise for elders include reduced cardiovascular 

risk, reduced risk of falls, and increased functional health (Brennan, 2002; ~imkin, 

Simkin, & Lowenthal, 2002). Considerable research has been done on exercise 

interventions and elders (Blair, 2002; Kendrick, Binkley, McGettigan, & Ruoti, (2002); 

however, little is known regarding exercise interventions in rural elderly caregivers. 

Future nursing interventions aimed at increasing engagement in health promotion 
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activities should target lowering perceived barriers and maximizing the resources of the 

rural, elderly caregiver. Interventions might include respite care. and increasing 

knowledge of available community resources, in addition to encouragement of the use of 

respite care. Through respite care, the caregiver might be relieved of caregiving duties 

and be enabled to participate in an exercise program outside of the home, such as a 

physical fitness gym. Respite care may also allow for some personal time for the 

caregiver that may lessen the feelings of caregiver burden and increase personal energy. 

Information could be provided to caregivers to link them with available community 

resources that may offer respite care programs and financial assistance. 

Elder caregivers in this study anecdotally reported the lack of time as a frequent 

barrier to engaging in the activities they wanted to do. This finding is contrary to earlier 

studies of elders and perceived barriers (Resnick, 1998b; Resnick, 2000) where an 

attitude of indifference and pain were the most frequently reported barriers to health 

promotion practices .. However, the sample in Resnick's (1998b) study was older adults, 

but not caregivers. Perhaps caregivers perceive that they lack time to devote to exercise 

because of the time required to perform caregiving activities. This finding corresponds 

with the low scores on the exercise subscale of the health promotion- activities measure in 

this sample. Time management skills may ~e a helpful adjunct to physical activity 

interventions for rural elderly caregivers. 

Functional/Physical Health 

In this· study, perception of functional/physical health was not a statistically 

significant correlate of engagement in health promotion activities and it was not 

significant in the regression analysis. Thus, Hypothesis I was not supported .. Based on 



this finding, functional/physical health does not appear to impact health protnotion 

activities. However, future studies_might address differences between rural elderly 

caregivers and non-caregivers (or other elders) on functional/physical health. 
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Despite a_ high rate of chronic illnesses (95% ), fupctional/physical health did not 

impact engagement in health promotion activities in these rural, elderly caregivers. It 

may be possible that these rural elderly caregivers have strong coping mechanisms, 

strong support systems, or perhaps their chronic disease state has not yet produced 

significant impairmen~. However, these participants may still be at high ri~k for poor 

health outcomes and function. Functional/physical heaith of rural, elderly caregivers 

decreased as the number of years of age increased. This finding is consistent with an 

earlier study that found that lower functional status was associated with older age (Duffy 

& MacDonald, 1990). In this sample, decrease in functional/physical health may be 

related to the aging process as earlier studies indicate or may be related to both the aging 

process and caregiving responsibilities. This finding suggests that rural, elderly 

caregivers may be at risk for health itnpairments. This may be particularly important 

with the increasing age of U.S. population, including rural populations. 

Emotional Health 

Emotional health was a significant positive correlate of health promotion 

activities, thus Hypothesis II was supported. Others have found caregivers to have low 

levels of emotional health. George and Gwyther (1986) found that caregivers who ·co

reside with their dependent care recipients are at greatest risk for emotional health 

disturbances citing depression as the most common mental health consequence of 

caregiving. Wright (1994) found that e1notional health of spouses was negatively affected 
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by the caregiving experience. Although in the present study, not all rural, elderly 

caregivers were spousal and lived in the home with the care recipient; however, more 

than half(53.75%) were in this type of relationship. Future studies of rural, elderly 

caregivers might examine differences based on spousal relationship differences. 

Additionally, studies comparing caregivers and non-caregivers in both urban and rural 

settings on emotional health are needed. 

The difference in these findings may be related to the rural setting and, perhaps, 

cultural differences of rural elders, of this study as opposed to the urban settings of 

previous research. The caregivers in this study anecdotally reported feeling strengthened 

emotionally by the care giving experience. This finding is supportive of research findings 

by Stoller and Pugliesi (1980) that suggested that self-satisfaction in the caregiving role 

contributed to t~e emotional health and quality of life for the caregiver. The participants 

in the current study may find caregiving to be a positive experience. 

Findings of this study indicate that emotional health was positively associated 

with engagement in health promotion activities. Increased emotional health may enhance 

participation in health promotion activities in rural, elderly caregivers. It may also be 

po~sible that increased emotional health may be a result of the high levels of health 
. . 

promotion activities in the sample. Emotional health appears to be an important factor in 

the healthy lifestyles of rural elderly caregivers. Nurses must utilize interventions that 

suppo~ the caregiver, reaffirm the caregiver in the performance of their role, and 

encourage health promotion activities. Personal satisfaction in the caregiving role may 

further encourage the caregiver to engage in more health promotion activities so that they 

might enjoy good health and continue to sustain the caregiving relationship. If caregivers 
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present with decreased emotional health, then nursing interventions might "include 

attempts to increase engagement in health promotion activities, In addition to any needed 

mental health interventions. More research efforts are needed to explore the positive 

aspects of care giving. Future studies of positive care giving experience may yield 

insightful information that might be helpful to families who perceive caregiving as a 

negative experience. 

Spirituality 

Many of the rural, elder caregivers reported a high level of spirituality. The range 

of s~ores in this sample ranged from 3.10 to 6.00 with a median score of 5.60. This 

finding is not surprising as all 16 counties in t~e research setting are located in the "Bible 

Belt" of Georgia. For the rural, elderly caregiver population in this study, personal 

spirituality may be an important factor in their lives. Spirituality has been found to be an 

important factor in the lives of caregivers (McDonald, Fink & Wykle, 1999; Zorn & 

Johnson, 1997) and older adults, in general (Reed, 1991). Crowther, et al. (2002) 

examined successful aging and suggested that health promotion can be positively 

influenced through the addition of spirituality to interventions. Findings in other studies 

support that an individual's spiritual beliefs are positively related to their health practices 

and their engagement in health promotion activities (Armer & Conn, 2001; Kay & 

Robinson, 1994; Lauver, 2000; Plante & Sherman, 2001 ). Findings of these researchers 

revealed that elder adults' definitions of health suggest a multidimensional holistic view 

of health that incorporates mind, body, and spirit. 

Spirituality was not a significant correlate of health promotion activities, thus 

Hypothesis IV was not supported. However, the high levels of spirituality may indicate 
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importance of this variable in the caregivers' daily life and further study is needed 

regarding interventions that incorporate this variable. Respite care might be utilized to 

allow caregivers some personal time or time to attend worship services or other spiritual 

activities. Perhaps health promotion education classes could take place withi1i. the 

community church or laypersons in the church may he trained to teach health promotion 

during the home visits to the caregivers. Others have found that partnering with 

community churches for the purpose of health .~ducation has been an effective means of 

reaching-minority and elder populations (Ammerman, et al, 2002; Demark-Wahnefried, 

et al., 2000; Kotecki, 2002; McClelland, 2001). Collaborative relationships between 

health professionals and community churches have positively impacted health promotion 

and health education for the church members (Buijs & Olsen, 2001; Chase-Ziolek & Iris, 

2002; Hughes, Trofino, O'Brien, Mack & Marrinan, 2001). Future interventions 

incorporating parish nursing may be particularly successful in this population. 

Neither Pender's Health Promotion Model (1996) or Bandura's Social Cognitive 

Theory (1977) overtly includes the variable of spirituality. However, Boland (2000) 

proposed an expansion of Pender's Health Promotion Model ( 1996) with the examination 

of factors that enhanced the level of commitment by older adults to the practice of health

promotirigbehaviors. Findings of Boland's study added to the understanding of the 

importance of social and spiritual interactions for encouraging health behaviors. Boland 

recommends the addition of spiritual factors to Pender's Health Promotion Model. 

According to this author, the inclusion of spiritual factors would enhance the model's 

effectiveness to investigate and explain influences in an elder individual's decisions to 

engage in health promotion practices. In the present study, spirituality was not 
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significantly linked with health promotion activities. However, further research is needed 

with larger samples of rur~l, elderly caregivers to examine the relationship between 

spirituality and engagement in health promotion activ.itjes. 

Model Analysis 

Hypothesis VII, regarding the simultaneous relationships between engage1nent in 

health promotion activities and perceived self-efficacy, perceived barriers, the interaction 

of perceived self-efficacy and perceived barriers, and personal factors 

(functional/physical health, emotional health, folk home remedy behavior, and 

spirituality) was partially supported. The model accounted for 19% of the variance in 

health promotion activity. 

Emotional health was significantly associated with engagement in health 

promotion activities in the proposed model (H = 0.17, p :S .05). Based on the model 

analysis, emotional health is a very salient correlate in this model of health promotion 

activities of rural elderly caregivers. Although no earlier studies were found that 

examined engagement in health promotion activities and rural, elderly caregivers, other 

studies explored variables such as caregiver emotional health. Earlier studies found that 

caregivers residing with car~ recipients had decreased emotional health (George & 

Gwyther, 1986; Wright, 1994). Over half of the participants in the present study were 

married and lived with their spouse. One possible reason for the difference in these 

findings may be related to the rural setting and the self-sufficiency of the rural elder as 

opposed to the urban settings of previous research. Perhaps the rural elderly caregiver has 

adapted positively to the necessary lifestyle changes that are experienced by individuals 

with caregiving responsibilities. Individuals in rural communities may have higher 



levels of emotional health as compared to other populations. Little is known about the 

emotional health of rural, elderly caregivers. Future research is needed to explore the 

emotional health of this population. 
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It is interesting that these rural, elderly caregivers reported high emotional health 

and, also, high spirituality as measured by the Spiritual Perspective Scale (Reed, 1987). 

Ninety-nine percent of the sample reported using prayer on a regular basis as a folk home 

remedy. Perhaps the engagement in prayer uplifted their spirits and positively affected 

their emotional health status. Perhaps caregivers use prayer to find purpose and meaning 

in their caregiving situation. Nurses need to work.with other members of the health care 

team (i.e. chaplains) to plan interventions that might facilitate a caregiver's search for 

purpose and meaning. This may be particularly important if caregivers are unable to 

participate in spiritual activities because of caregiving responsibilities. Nursing 

interventions (i.e. respite care) to facilitate participation at these activities may be a 

priority. Further research is needed regarding the importance of prayer and how prayer 

influences the health of the elderly caregiver in rural areas. Crowther, et al. (2002) 

advocate that spirituality is an ~ssential component to successful and healthy aging. 

The interaction of perceived self-efficacy and perceived barriers was not 

statistically significant; however, future studies may need to further examine these 

variables. Self-efficacy enhancing interventions may strengthen efficacy beliefs and 

increase activity l~vels in elders. Band~ra (1997) states, "Once empowered with skills 

and beliefs in their capabilities, people are better able to adopt behaviors that promote 

health and to eliminate tho.se that' impair it" (p. 286). Perceived self-efficacy may be 

increased and perceived barriers decreased when individuals are informed, educated and 
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counseled. Elderly caregivers may bene.fit from nursing interventions focused on 

improving self-efficacy through model~ng, verbal encouragement, and education. 

Education could be enhanced via peer modeling, successful performance of a task and 

practicing a task. While targeting perceived self-efficacy, inclusion of perceived barriers 

may also be needed in the development of interventions. 

The variables 1n the prop~ sed model accounted for 19o/o of the explained variance. 

While the amount of variance explained by this model is lower than what has been found 

in the literature (Pender, 1990; Weitzel, 1989), this was an exploratory study, which may 

account for the low amount of explained variance. Based on this study's findings, a 

salient variable in future models for health promotion of rural, elderly caregivers should 

include emotional health. This finding is supportive of Pender's ~urrent health promotion 

model. Although the quantitative findings in the present exploratory study did not 

support that spirituality is a significant correlate of health promotion activities, the 

literature heavily supports the inclusion of this concept with health promotion (Armer & 

Conn, 2001; Kay & Robinson, 199~; Lauver, 2000; Plante & Sherman, 2001) and, thus,.· 

should be considered for future models. 

Summary 

An overview of major findings and discussions was presented in this chapter. The 

purpose of this study was to investigate the relationship of perceived self-efficacy, 

perceived barriers, and personal factors (functional/physical health, emotional health, folk 

home remedy behavior, and spirituality) as correlates of engagement in.health promotion 

activities in the rural elderly caregiver. 
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The findings of this study indicated that rural elderly caregivers engage in health 

promotion activities at a high level. Caregivers reported high levels of participation in 

activities associated with collaborative health management and illness prevention, 

nutrition, and stress reduction. Their level of perceived self-efficacy positively related to 

participation in health promotion activities. Caregivers also reported low levels of 

engagement in exercise, which may be related to their perception of a lack of time for this 

health promotion activity. 

The finding of 99% of rural elderly caregivers in the sample utilizing at least one 

folk home remedy within the past year 111ay be related to an attitude of self-dependence 

and self-sufficiency; yet, folk home remedy was not a correlate of health promotion 

activities. Prayer is often considered a folk home remedy as well as an act of spirituality 

(Arcury, Bernard, Jordan, & Cook, 1996; Armer & Conn, 2001; Davis, 1997~ Wilson

Ford, 1992). Prayer was measured in the con~ext of a folkhorrie remedy as well as a 

component of spirituality. Folk home remedies originate among the people and are 

contrived from herbs, plants, animal, and mineral substances as well as religious practices 

and holy words to cure disease and maintain health (Helman, 1994; Jackson, 1976; 

Secrest, 1964). Prayer, as a folk home remedy, was used by 79 (99%) of the caregivers 

in the study sample. Not surprisingly, the findings of the study indicate that 

functional/physical health declines as age increases. 

An important finding of this study is the high frequency of use of folk home 

remedies in conjunction with high levels of health promoti~n activities. Based on this · 

finding, folk home remedies may not be an obstacle to health promotion activities or a . 

healthy lifestyle. If perceived as important to the individual, folk home remedies may be 



helpful in future nursing interventions. The present study is an exploratory study, and 

further studies are needed regarding health promotion and the rural, elderly caregiver. 
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These elderly caregivers had high _levels of emotional health. A significant 

positive relationship between emotional health and health promotion activities was 

obtained in the multiple regression analysis of the model. Emotional health appears to 

be a very important variable in the engagement of health promotion activities in rural 

elderly caregivers and should be included in the hypothesized model. It may be possible 

that the rural, elderly caregiver could be strengthened by the caregiving experience. 

Caregivers with decreased emotional health may be ·at risk for decreased levels of health 

promotion activities and an unhealthy lifestyle. Based on the significant relationship 

between emotional health and health promotion activities, efforts to promote or maintain 

emotional health should be a priority in the health of rural, elderly caregivers. 

Interventions to improve emotional health may leac:l to more participation in health 

promotion activities and a he.althier lifestyle. This finding differs from the findings of 

earlier studies regarding the impact of caregiving on emotional health and may be related 

to the rural setting of this study. · 

Although scores were fairly high on functional/physical health and spirituality, 

these variables were not statistically significant in the multiple regression analysis of ~he 

model. These findings suggest that spirituality and folk home remedy behavior may not 

be an opposing force to engagement in health promotion activities. Past research 

findings on spirituality (Armer & Conn, 2001; Boland, 2000) and functional/physical 

health (Duffy & MacDonald, 1990) support the inclusion of these variables in a model of 

health promotion. The interaction of perceived self-efficacy and perceived barriers was 



not statistically significant in the multiple regression analysis of the model. More 

research is needed to explore the relationship between health promotion activities and 

these variables. 

Methodologic~l Considerations and Limitations 
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This exploratory study had several limitations. A cross-sectional descriptive 

design was used for this study. This type of research design measures variables at a 

single point in time (Burns & Grove, 1997). Caregiving is a complex phenomenon and 

may occur over a long period of time. Caregiver situations, needs, and health may 

change over time; therefore, future studies should include longitudinal designs to assess 

caregivers at regular intervals. 

The sampling plan was developed to examine specific variables in an 

understudied group of caregivers. The probability sample consisted of caregivers (67% 

Caucasian, 33% African American) who were members of the Rosalynn Carter Institute 

for Human Development (RCI) and lived in 16 rural counties in southwest Georgia. 

Telephone access ana an understanding of the English language were part of the 

inclusion criteria and may have eliminc:tted some subjects. Even though a random sample 

was utilized, a selection bias (toward internal validity) may exist related to membership 

in the RCI. However, the referral process for membership is highly variable. An 

individual may be referred to the RCI by friends, nurses, physicians, social workers, or 

may join the prganiz~tion of their own accord. This type of referral process may allow 

for a widely diversified group of individuals as members. This sample may not be 

representative of the rural elderly caregiver population at large, thus caution is in order 

when generalizing to other rural, elderly caregivers. 
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The questionnaires utilized had established reliability with acceptable alpha 

coefficients prior to use in this study. Cronbach alpha scores of these instruments in the 

current study for the study sample (Caucasians and African Americans) were similar to 

previously reported scores. The folk home remedy data was obtained by a self-report· 

listing of the frequency and use of folk home remedies. The sample in this study 

consisted of African Americans and Caucasians. The use of these questionnaires for 

future research involving different cultural caregiving populatio?s such as Hispanic, 

Native American, Asian American, or Pacific Islanders .may not be appropriate. 

A sufficient sample size of 80 was calculated prior to the beginning of the study 

through a power analysis. Based on the results of earlier studies in the literature, a· 

sample size of 80 elderly caregivers would be sufficient. Nineteen {19%) percent of the 

explained variance was accounted for in the model. Replication of this study in the future 

should utilize a larger sample size. Threats to validity of any statistical conclusions drawn 

were minimized in this study by evaluation of the distribution of variables through the 

use of stem and leaf plots for outliers. These descriptive statistics indicated that the 

variables had. an approximately normal distribution. Multicollinearity was assessed using 

Pearson's r with correlations >0.65. 

The data collection method of self-report may have been a limitation·. Subjects 

may answer questions in a particular manner due to their awareness of participation in a 

research study. This awareness is known as the Hawthorne effect (Burns & Grove, 1997) 

and is a threat to external validity. Also, with s~lf-report, participants may over-estimate 

or under-estimate their actual behavior and reports may be unreliable. In addition, social 
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desirability may cause the participant to answer in such a way to please the researcher or 

as the participant thinks he or she should answer, and subsequently, be a limitation. 

Future Research and Implications for Nursing Practice 

Study findings have significant implications for .clinicians and researchers 

working with rural, elderly caregivers and their families. This section contains a 

discussion of the recommend?-tions for future nursing research and implications for 

nursing practice related to the findings in this study. 

Considering the paucity of research investigating health promotion of rural elderly 

caregivers, further investigation, particularly the influences of emotional health, on health 

promotion, is needed. Current models, such as Pender's Health Promotion Model, need 

to be further tested in diverse populations and possibly, expanded. These models may 

not be sufficiently developed to address the long-term behavioral aspects of caregiving 

and the needs of rural, elderly caregivers. Care giving is a complex phenomenon and may 

occur over a long period of time. Further studies should include longitudinal designs. 

Exploration of specific domains of health promotion (i.e. exercise, nutrition) in rural, 

elderly caregivers may also be indicated for future studies. More research 'is needed that 

focuses on increasing health promotion behavior in rural, elderly caregivers. Nursing 

interventions that simultaneously increase self-efficacy and lower perceived barriers of 

rural elderly caregivers need to be developed and tested. The high scores on the 

collaborative health management sub scale of the health promotion activity scale may 

indicate that this variable is a resource in this population. Appropriate nursing 

interventions might capitalize on this resource by encouraging, informing, and educating 

the caregiver regarding the i1nportance of physical exercise, respite care availability, and 



available community resources, all of which may increase engagement in health 

promotion activities for rural, elderly caregivers. 
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Based on the successful data collection in this study, telephone interviews may be 

a viable data collection method for future research studies. In a time of decreased 

amounts of research dollars dedicated to health care research, cost effectiveness must be 

considered when planning future research involving health promotion. Cost effective 

methods that result in successful data collection regarding health promotion need to be 

further explored. 

This study indicated that rural, elderly caregivers engage in many health 

promotion activities, yet report a low rate of participation in exercise. This study has 

demonstrated that perceived self-efficacy must be considered when nursing interventions 

for health promotion activities. The salience of the relationship between emotional health 

and engagement in health promotion activities was highlighted in this study. High rates of 

folk home remedies were found in addition to traditional health promotion activities. 

This study was exploratory in nature and many questions remain in the area of health 

promotion and rural, elderly caregivers. A greater understanding of health promotion in 

this population will contribute to the development of future interventions. that will 

subsequently impact the quality of life for these rural elderly individuals and their 

families. 
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Information Letter 

November 2001 

Dear 

As a graduate nursing student enrolled in a PhD nursing program at the Medical College 
of Georgia and a "fellow" of the Rosalynn Carter Institute, I will be conducting a 
research study on health promotion in ~ural elderly caregivers. The study is designed to 
gain information on engagement in health promotion activities and perceived self
efficacy, perceived barriers, and personal factors (functional/physical health, emotional 
health, folk home remedy behavior, and spirituality). · 

During the months of March and April 2002, you may be selected as a participant and 
will be contacted by telephone. If you are called, you may choose to participate by 
answering questions that will take about 45-60 minutes of your time. If you choose tQ 
answer the questions, this will be considered your implied consent to participate in the 
study. The telephone cal( will. be all that is involved for you. If I call at an inconvenient 
time and you would like to participate in the study, we can schedule a time for me to call 
you back. The inform!ltion you provide will be recorded in writing, but your answers 
will not be identified in any way to anyone other than myself. 

You are not required to participate (answer the questions asked over the telephone) if you 
so choose. Choosing to participate or not participate will in no way affect your 
relationship with the Rosaly1m Carter Institute. Participation is voluntary and you may 
withdraw from the study at any time. 

This intent of this research study is to gain knowledge that:can benefit rural elderly 
caregivers in the promotion of their health. If you have any questions about the study, 
please call me at 

Sincerely, 

Leisa R.'Easom, RN, MSN, Doctoral Candidate 
Fell ow, Rosalynn. Carter Institute 
Americus, Georgia 31709 



Appendix B 

Telephone Contact Script 

152 



153 

Telephone Contact Script 

I am Leisa Easom, a nursing student enrolled in graduate studies at the Medical 

College of Georgia and I am a "fellow" of the Rosalynn Carter Institute for Human 

Development. As part of my graduate training, I am conducting a study on health 

promotion activities of rural caregivers age 65 and older. You should have received a 

letter informing you of your potential selection as a participant in this study. 

The purpose of this study is to gain knowledge that can be.nefit rural elderly 

caregivers in the promotion of their health. To participate in the study, you must be 65 

years or older and currently provide unpaid, informal care involving two personal care 

activities daily for a minimum of 3 - 4 hours per day or have done so during the past 6 

months .. Do you meet these criteria? (Wait for an affirmative answer. If the answer is 

negative, the call will be terminated and the caregiver will be thanked for their time.) 

Participation in the study is voluntary and involves answering questions about 

your participation in health promotion activities and your opinions regarding your 

perception of your self-efficacy, perceived barriers, functional/physical health, emotional 

health, spirituality, and use of folk home remedies. Choosing to answer these questions 

will be considered your implied consent to participate in the study. 

The benefits of completing this questionnaire are that you are helping yourself 

and all other elderly caregivers. Grucial knowledge can be gained in this research study 

that will promote the planning of riursing interventions to promote health for this group .. 

Answering the. questions will take about 45 - 60 minutes of your time. Do you have any 

questions? Is this a convenient time or when would be a convenient time for you? 
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Appendix C 

Human Assurance Approval 



Hunl<V 1\u~urunce Gomrnittec 
!r,,~L~ ;d\'"tfll Fro;V:"""' 
-r~r1i·1ro9, · 2002,_, 

Lersa R Easom, RN, rvlSN 
PO Box ~>94 Nursing 
1\tledical Co!lene of Georgia 
PO Box 394 
Americus, GA. Z5170€! 
RE: Determinants of Participation in Health Promotion J\ctivities in· Rural Elderly Caregivers 

. HAC File r·~umber: 
Appm.v.al Date: 
Expiration Date: 

Dear Dr. Easom: 

02-03-233 
04 /OH/200.2 
04/08/200:{ 
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The Human Assuranr..Et Committee (HI\C) reviewed and approved the referEmG(1d study in accordance 
with the Department of Health and Human Services (OHHS) policy r:md the Institutional AsstJtance on fik: 
with the DHHS. . . 

The ComrniUee ca!is your attention to the to!!ovvin9 oblloations as Principal Investigator of this study. 
Under the terms of our approved lnstitutiortal.l\sS.t.!~ance _to·DHHS, a ~)r(}gress report at the termination of 
the study, or prior to· t(1t! (~Xpiration of this approval, ·whichever con1es firs(. rrwst be provk!EK1 to the HAC. 
lf the study will (:ontJnue beyorid the initf::1! approval tenn, revle·N·by the HLH11ftn Assurance Cmnrnittee is 
requimd, wi111 the prO(Jress report constituting an important part of thH review. ·rho Comrnittee will send 
an HAC Form i07 [Clinical Study Status f~eport] for completion approximately two rnonths prior to the 
expiration date noted c~bov(:'i!, Failure to rekwn the HAC Form 107, C!iriicai Study Status Report by its due 
d~1te will result in an .automatic 'k-llrmination of this study, Reinstatonw~nt 'Nil! only be 9ranit:Jd following 
resubmissloh of the study to the HAC. · 

!f patients are research subjects, a9 Principal Investigator, you must insure lttat all ri1edicHI·n:1cords 
contain appropriate indicalion of study participation, as specified in tho. Medica! Co!!ege.of Georgia's 
Hospital dnd Clinics P<illcy and F1rocedures Guidelines (i .fLO; 3/17/95}'. 

' . . . ' 

if Veterans Affairs (VA) patients or facilities wll! be im,;olved lntllis study, a letter of approwll from the VA 
Research & Devolopment Cornrnlttee· must also be obta~necl prior to involvoment of VA patients or 
fS>cilitles. 

Cc: HAC file, chron 

{fOG} /2'1····3-~10 
()PtKH\Wtr\v E<ilK<.d;otkd lnslltJtiim 
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Demographic Information 

1. Age __ 

2. Sex: Male Female 

.3. Ethnic Background: (Check one) 

a.. Caucasian (white) 
b. African American 
c. Asian 
d. Hispanic 
e. Native American 
f. Other (write in) 

4. Education Level: (Check one) 

a. Less than high school __ 
b. High school graduate __ 
c. Some college 
d. College 

5. Annual Income Level: 
1 =None 

__ 2 = < $10,000/year 
__ 3 = $10,000-$20,000/year 
__ 4 = $21,000-$30,000/year 
__ 5 = $31 ,000-$40,000/year 
__ 6 = $41,000-$50,000/year 
__ 7 =>$51,000/year 

7. Length of caregiving experience: 

a. Less than one year 
b. One to three years 
c. Three to five years 
d. Fiv.e to seven years 
e. Mote than seven years __ 

8. · Marital Status 

a. Single 
b. Married 
c. Divorced 

9. In the past year, have you been 
involved in any caregiving 
classes? 
Yes No 

6. Have you ever been diagnosed by a health care practitioner wlth any of the 
following: 

Arthritis 
__ High Blood Pressure 

Heart Disease 
__ Hearing Impairments 
__ Orthopedic Impairments (Bone and Joint Problems) 

Cataracts 
Sinusitis 
Diabetes 
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Health Promotion Activities of Older Adults Measure 

This questionnaire is designed to identify older adults' participation in a variety of health 
promotion activities. Please respond to each statement by choosing "how often" you 
participate in these activities. Your response choices are "Always", "Frequently", 
"Occasionally", or "Never". · · 

1. . Perform some form of exercise (i.e., walking, golfing, dancing, swimming, 
aerobics) 2 to 3 times a week. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

2. A void, as much as possible, going places where there is excessive cigarette, pipe, 
and/or tobacco smoke. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

3. Visit physician on a regular basis. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

4. Ask health professionals how to better manage my health. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

5. Inspect home for safety hazards. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

6. Exercise for about 15-20 minutes on· a regular basis. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

7. Eat 2 to 3 meals a day. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

8. Limit alcohol intake. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

9. Obtain eye exams on a regular basis. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 
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10. Clarify unclear health information with health professionals. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

11. Allow time for rest periods as needed. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

12. · Participate in some kind of exercise to maintain and/or_ improve my health.· 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

13. A void foods that I should not eat. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

14. Make it a point not to drink too much alcohol. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

15. Have blood pressure checked regularly . 

ALWAYS FREQUENTLY . OCCASIONALLY NEVER 

16. Reduce tension/stress in my life. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

17. Plan exercise as a part of my life. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

18. Eat what I am supposed to. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

19. Avoid tobacco smoke. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

20. ·Ask pharmacist questions about medications. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 
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21. Have cholestero~ checked on a regular basis. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

22. Obtain adequate sleep and rest. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

23. Exercise (i.e., walking, golfing, dancing, swimming, aerobics, bicycling) in order 
to maintain/reduce my·body weight. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

24. Eat foods that are good for my health. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

25. Eat in nonsmoking sections of restaurants whenever possible. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

26. Watch TV programs about health. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

27. Contact the doctor when experi~ncing unusual body symptoms or changes. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

28. Take time to relax. 

ALWAYs· FREQUENTLY OCCASIONALLY NEVER 

29. Limit saturated fats in my diet (i.e., red meats, butter, whole milk). 

ALWAYS FREQUENTLY · OCCASIONALLY NEVER 

30. Avoid excessive alcohol intake. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER · 

31. Discuss health concerns with family/significant others. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 



32. Take prescribed medications as ordered by doctor/health professional. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

3 3. Rest when feeling tired. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

34. Try to fall asleep on my own without using sleeping 1nedications. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

3 5. Check with physician/pharmacist about medication side effects. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

36. Manage stressful life situations effectively. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

37. A void unhealthy foods. 

ALWAYS FREQUENTLY ·OCCASIONALLY NEVER 

38. Generally get a good night's sleep. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

39. Inspect walkways (i.e., stairs, hallways) for adequate lighting. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

40. Ingest some form of bulk in my diet daily (i.e., fresh fruits and vegetables, 
cereals, bran, whole grains). 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

41. Identify sources of stress in my life. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

42. Secure mats and throw rugs at home to prevent injury. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 

162 



163 

43. Limit caffeine intake (i.e., coffee, tea, colas) to 2 to 3 cups per day . 

ALWAYS FREQUENTLY . OCCASIONALLY NEVER 

44. Find effective ways to relax. 

ALWAYS FREQUENTLY OCCASIONALLY NEVER 
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Perceived General Self-Efficacy Scale 

Instructions: This questionnaire is a series of statements about your personal attitudes 
and traits. Each statement represents a commonly held belief. Read each statement and 
decide to what extent it describes you. There are no right or wrong answers.· You will 
probably agree with some of the statements and disagree with others. Please indicate 
your own personal feelings about each statement below by marking the letter that best 
describes your attitude or feeling. Please be very truthful and describe yourself as you 
really are, not as you would like to be. 

Mark: 
A If you DISAGREE STRONGLY with the statetnent. 
B If you DISAGREE MOD ERA TEL Y with the statement. 
C If you neither agree nor disagree with the statement. 
D If you AGREE MOD ERA TEL Y with the statemenL 
E If you AGREE STRON.GL Y with the statement. 

1. When I make plans, I am certain I can make them work. 

2. One ofmy.problems is that I cannot get down to work when I should. 

3. If I can't do a job the first time~ I keep trying until I can. 

4. When I set important goals. for myself, I rarely achieve them. 

5. I give up on things before completing them. 

6. I avoid facing difficulties .. 

_7. If something looks too complicated, I will not even bother to try it. 

_8. When I have something unpleasant to do, I stick to it until I finish it. 

_9. When I decide to do something, I go right to work on it. 

_1 0. When trying to learn something new, I soon give up if I am not initially 
successful. 

_11. When unexpected problems occur, I don't handle them well. 

_12. I avoid trying to learn new things when they look too difficult for me. 

_13. Failure just makes me try harder. 



_14. I feel insecure about my ability to do things. 

_15. I am a self-reliant person. 

_16. I give up easily. 

_17. I do not seem capable of dealing with most problems that come up in my life. 
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Perceived Adequacy of Resources Scale 

Instructions: This is a scale to measure your perception of your available resources. 
There are no right or wrong answers. Your answers are confidential. Please indicate 
your feelings about each item by circling the a category numbered 1 through 7 with 1 
indicating that you strongly disagree with the statement and 7 indicating that you strongly 
agree. 

Strongly Strongly 
Disagree Agree 

1. I have enough time for leisure activities. 1 2 3 4 5· 6 7 

2. I have enough financial resources to 
meet uriexpe·cted expenses. 1 2· 3 4 5 6 7 

3. Space inside my home is adequate for 
my needs. 1 2 3 4 5 6 7 

4. My knowledge is adequate for the work 
I do. 1 2 3 4 5 6 7 

5. I have friends who can help me. 1 2 3 4 5 6 7 

6.· Community facilities are adequate for 
my needs. 1 2 3 4 5 6 7 

7. My income covers my expenses. 1 2 3 4 5 6 7 

8. I have enough time to do the things 
that I want to do. 1 2 3 4 5 6 7 

9. My energy is adequate for my 
activities. 1 2 3 4 5 6 7 

10. Professional people in my community 
are helpful to me. 1 2 3 4 5 6 7 

11. My health allows me to do my work. 1 2 3 4 5. 6 7 

12. The housing I have meets my needs. 1 2 3 4 5 6 7 

13. I have.neighbors I can call on for help. 1 2 3 4 5 6 7 
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Strongly Strongly 
Disagree Agree 

14. I have enough education to meet my 
long term goals. 1 2 3 4 5 6 7 

15. I have enough time for household work. 1 2 3 4 5 6 7 

16. I know how to perform household 
repmrs. 1 2 3 4 5 6 7 

17. I know persons wh~se judgment I 
trust. 1 2 3 4 5 6 7 

18. Government programs in my 
community are available to help me. 1 2 3 4 5 6 7 

19. I have enough income to save money 
regularly. 1 2 3 4 5 6 7 

20. Space surrounding my home meets my 
needs. 1 2 3 4 5 6 7 

21. My health allows me to do what I want. 1 2 3 4 5 6 7 
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Physical Functioning Scale 

The following items are about activities you might do during a typical day. Does your 
health now limit you in these activities? If so, how much? 

Yes, Yes, No, 
Limited Limited Not Limited 
A Lot a Little at All 

1. Vigorous activities, ·such as running, 
lifting heavy objects, participating 
in strenuous sports ...................... 1 2 3 

2. Moderate activities, such as moving 
a table, pushing a vacuum cleaner, 
bowling, or playing golf. ............. 1 2 3 

3. Lifting or carrying groceries·.: ..... · .. 1 2 ~ 
..) 

4. Climbing several flights of stairs ..... 1 2 3 

5. Climbing one flight of stairs ......... 1 2 3 

6. Bending, kneeling, or stooping ...... 1 2 3 

7. Walking more than a mile ............. 1 2 3 

8. Walking several blocks ................ 1 2 3 

9. Walking one block .................... 1 2 3 

10. Bathing or dressing yourself. ......... 1 2 3 
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Emotional Health Scale 

These questions are about how you feel and how things have been ·with you 
during the past 4 weeks. For each question, please give the one answer that comes 
closest to the way you have been feeling .. 

How much of the time during the past 4 weeks ........... 

All Most A Good Some A Little None 
of the of the Bit of of the of the of the 
Time Time the Time Time Time Time 

1. Have you been a very 
nervous person?. . . . . . . . . · 1 2 3 4 5 6 

2. Have you felt so down 
in the dumps that 
nothing could 
cheer you up? ............ 1 2 3 4 5 6 

3. Have you felt calm and 
peaceful? .................. 1 2 3 4 5 6 

4. Have you felt down-
hearted and blue? ....... 1 2 3 4 5 6 

5. Have you been a happy 
person .................... < 1 2 3 4 5 6 
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Folk Home Remedy Measure 

I'd like to ask you about the types of home remedies that you use for any health 

problems. Home remedies are defined as any health practices used at home before 

seeking professional health care assistance. Folk home remedies are usually handed 

down through the family from generation to generation or may have been shared through 

friends. These remedies do not include over-the-counter medications. To begin, I would 

like·to ask you about some specific folk home remedies. Please tell me if you have used 

any of the following and the frequency of use in the past year: 

Home Remedy 

1.Apple vinegar 

2. Honey, lemon, whiskey 

3. Prayer 

4. Horse liniment 

5. Wild garlic 

6. Clove 

7. Yell ow root 

Health Problem Frequency of Use 
(times per day, week, month, year) 

Please share with me any other types of home remedies you use, for what health 

problem, and the frequency of use in the past year. 

8. -------

9. -------

10. -------

11. -------

12. _____ _ 
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Spiritual Perspective Scale 

Directions: A person's spiritual views may be an important part of their life. For each of 

the following questions, please indicate which group of words best describes you. There 

are no wrong or right answers. 

1. In talking with your family or friends, how often do you mention spiritual 
matters? 

--------~1 __________ 1 __________ 1 __________ 1 __________ 1 ________ __ 
Not at all Less than About once About once ·About once About once 

once a year a year a month a week a day 

2. How often do you share with others the problems and joys of living according to 
your spiritual beliefs? 

I I I I I ---------- ----------
Not at all Less than About once About once About once About once 

once a year a year a month a week a day 

3. How often do you read spiritually-related material? 
I I I I I 

Not at all Less than About once About once About once About once 
once a year a year a month a week a day· 

4. How often do you engage in private prayer or meditation? 
I I I I I ---------- ----------

Not at all Less than About once About once About once About once 
once a year a year a month a week a day 

Directions: Please indicate the degree to which you agree or disagree with the following 
statements. 

5. Forgiveness is an important part of my spirituality. 
I I I I I ---------- ---------- ---------- ---------- --------~ ----------

Strongly 
Disagree 

Disagree Disagree 
more than 
agree 

Agree Agree Strongly 
more than Agree 
disagree 

6. I seek spiritual guidance in making decisions in my everyday life. 
I . I I I I 

---------- ----------
Strongly 
Disagree 

Disagree Disagree 
more than 
agree. 

Agree Agree 
more than 
disagree 

Strongly 
Agree 



178 

7. My spirituality is a significant part of my life. 
I I I I I --------------------------------

Strongly 
Disagree 

Disagree Disagre~ 
more than 

Agree 
:more than 

agree disagree 

Agree Strongly 
Agree 

8. I frequently feel very close to God or a "higher power" in prayer, during public 
worship, or at important moments in my daily life. 

I I I I I ----- -----
Strongly 
Disagree 

Disagree Disagree 
more than 

Agree Agree · 
more than 

agree disagree 

Strongly 
Agree 

9. My spiritual views.have had an influence upon my life. 
I J I I I ----- --------------------

Strongly 
Disagree 

Disagree I?isagree 
more than 
agree 

Agree Agree Strongly 
more than Agree 
disagree 

10. My spirituality is especially important to me because it answers many questions. 
about the meaning of life. 

I I I I I ----- -----
Strongly 
Disagree 

Disagree Disagree 
more than. 
agree 

Agree 
more than 
disagree 

Agree Strongly 
Agree 




