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ABSTRACT 
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MAY 1996 

The purpose of the study was to investigate the 

relationship between health value, self-efficacy, health 

locus of control, health barriers, health benefits, and 

the health behavior of women who are mothers. Selected 

demographic variables were also examined. In addition, 

the study presented a qualitative content analysis of 

mothers' written comments to determine themes which 

described the effect of motherhood on their personal 

health behaviors. This research about women's health was 

guided by the Health Promotion Model (Pender, 1987). 

The following instruments were utilized to collect 

the data: Health Value Survey (Wallston, Maides, & 

Wallston, 1976), General Self-Efficacy Scale (Sherer et 

al., 1982), Multidimensional Health Locus of Control Scale 

(Wallston, Wallston, & DeVellis, 1978), Barrier/Benefit 

Scale (Murdaugh & Hinshaw, 1986), and Health-Promoting 
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Lifestyle Profile (Walker, Sechrist, & Pender, 1987). 

Reliability for each instrument was computed for the 

sample. 

A nonprobability sample consisted of 202 mothers who 

were between the ages of 25 and 45 (M = 35). The majority 

of the sample was white, married, held a college degree, 

and had a middle income. Most mothers had one or two 

children living with them. Fifty-nine percent of the 

mothers did not work outside the home. 

A descriptive, correlational design was used to test 

the proposed relationships between the variables. Self

efficacy and perceived benefits of action were positively 

r~lated to health behavior in mothers at£< .01 (r = .33, 

~ = .34, respectively). Internal and chance health locus 

of control were significantly related to health actions 

(£ <· .05). The powerful others subscale was not 

significant. Perceived barriers to action had the 

strongest relationship with health behavior (r = -.56, 

£ < .01). As the number of barriers to practicing health 

activities increases, the health behavior of mothers 

decreases. Mothers placed a high value on health which 

was positively related to performance of health actions 

(£ < .01). Education, income, and employment were also 

significantly related to health behavior. Self-efficacy 
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and barriers explained 35% of the variance of the 

dependent variable. From content analysis, 14 themes 

emerged to describe the experience of motherhood and 

mothers' health. 
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CHAPTER I 

INTRODUCTION 

The state of a person's health is largely seen as an 

individual responsibility dependent on the choices that one 

makes throughout a lifetime. According to Knowles (1977), 

"over 99 percent of us are born healthy and made sick as a 

result of personal misbehavior and environmental conditions 

... the solution to the problems of ill health in modern 

Arneric.an society involves individual responsibility" (p. 

79). In 1979, Joseph Califano (cited in Matarazzo, Weiss, 

Herd, Miller, & Weiss, 1984), former Secretary of Health, 

Education, and Welfare, stated, "We are killing ourselves 

by our own careless habits. . You, the individual, can 

do more for your own health and well-being than any doctor, 

any hospital, any drug, any exotic medical device" (p. 7). 

In Healthy People: The Surgeon General's Report on Health 

Promotion and Disease Prevention, Califano (1979) suggests 

that personal lifestyles are responsible for a large 

proportion of unnecessary disease and disability in the 

United States. Individuals decide day by day and hour by 

hour which foods to eat, how much to consume, whether to 

smoke cigarettes, and which exercises to perform. 

1 
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Individuals determine ways to cope with the stresses of 

everyday life. They may decide to engage in the use of 

drugs or alcohol. They live in particular environments 

which influence health and growth. Everyone makes 

decisions that effect their health status and the necessity 

for intervention by health professionals (Dougherty, 1994). 

Public awareness about the importance of maintaining 

good health through the performance of selected lifestyle 

practices is well documented. Identified health risks, 

supported by competent research investigation, have shed 

new light on beneficial lifestyle behavioral choices. 

Evidence suggests that the performance of healthy behaviors 

can lead to improved quality and functioning throughout a 

lifetime as well as delayed mortality. In a report to the 

nation, Mr. Califano (cited in Matarazzo et al., 1984) 

pointed out that at least seven leading causes of death 

could be reduced through a modification of just five 

habits: "diet, smoking, lack of exercise, alcohol abuse, 

and use of hypertensive medication" (p. 8). McGinnis and 

Foege (cited in Stone, Baranowski, Sallis, & Cutler, 1995) 

reported that between 40% and 70% of all premature deaths 

could be prevented if individuals would change their use of 

tobacco, abuse of alcohol and drugs, poor eating habits, 



sedentary lifestyle practices, failure to use seat belts, 

risky sexual behavior, and lack of immunizations. 

3 

As a guide to national policy decision-making, a 

publication entitled Healthy People 2000 prepared by t_he 

U.S. Department of Health and Human Services {1992) 

identified three goals of health care: to increase the 

life span of health in Americans, to reduce the health 

differences among Americans, and to achieve availability of 

preventive service for all Americans. "Good health comes 

from reducing unnecessary suffering, illness, and 

disability" (U.S. Department of Health and Human Services, 

1992, p. 6). According to Brubaker (1983), the goals of 

health care should be directed toward an increased quality 

of life and not just minimal survival . 

. Health professionals, government agencies, private 

health organizations, and the media have increased the 

amount of health information disseminated to the public. 

Studies indicate that Americans have a global awareness of 

the threats to their health such as smoking, obesity, and 

excessive stress (Matarazzo et al., 1984). Persons are 

cognizant of the behaviors that they must change or avoid 

to achieve maximal health potential. However, only 

moderate decreases in risk behaviors have been described in 

surveys of American adults (Matarazzo et al., 1984). The 



central challenge for health policy is to understand the 

impact of behavior on health (Stone et al., 1995). 

4 

Facts and knowledge about disease and the consequences 

of harmful behavior are usually not enough to influence 

healthy lifestyle behavior. Green (1970) explains that 

health behavior is individual, voluntary and preventive. 

It involves action rather than knowledge, attitudes, or 

beliefs. Expected behaviors may not be observed in 

individuals who have the appropriate knowledge, beliefs, 

attitudes, or values. On the other hand, health behaviors 

have been executed by others who lack some of the 

knowledge, beliefs, attitudes, or values considered to be 

basic for action. Persons often consciously act in ways 

that are not in their best interest concerning their health 

(Schunk & Carbonari, 1984). People know about the 

documented relationship between smoking and lung disease. 

However, millions of Americans continue to use cigarettes. 

Overweight individuals do not restrict their food intake 

despite warnings of the perils of obesity such as heart 

disease and hypertension. It would appear that the key to 

the promotion qf positive health behaviors involves more 

than merely cognition of important information regarding 

health and disease (Cummings, 1987). Other factors must 

play a role in lifestyle decisions. 
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At a conference conducted by the National Institutes 

of Health, investigators were directed to study the complex 

processes that influence health practices and behavior 

(Blumenthal, Matthews, & Weiss, 1994; Harlan, Kalberer, & 

Vogel, 1994). A lack of knowledge concerning the 

interaction of behavioral, biological, social, and 

environmental variables was suggested. The conference 

leaders also proposed that gender, ethnic diversity, and 

socioeconomic factors were important considerations for 

health promotion and policy efforts. 

The development of the science of human health is in 

its early stages (Pender, 1987). In the area of preventive 

health care, little conclusive information is 

scientifically recognized concerning optimal health choices 

and motivations. This lack of knowledge about attitudes 

and values transcends to women as a population. 

Investigations about the relationship between the practice 

of health behavior and women is lacking in the literature 

(Healy, 1991; Woods, 1994). Researchers wonder about the 

relationships and influences of selected biological, 

environmental, and behavioral risk characteristics of 

women. As women adopt new roles in a changing society 

regarding life styles, work options, and economic 

conditions, women are demanding a re-evaluation of both old 
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and new health risks (Collier, 1982) A paucity of 

information is further complicated by the role of mothering 

and its effect on women's health. Many factors may 

influence the health of women who are mothers; however, 

there are limited empirical findings that describe the 

personal health promoting behaviors of mothers. Motherhood 

and its associated responsibilities may alter a mother's 

health status or her participation in health behaviors. It 

is in doubt how the multiple roles of a mother affect the 

everyday health of women in society. As the nursing 

profession attempts to change the emphasis in health care 

from cure to prevention (Brubaker, 1983), nurses can 

enhance the health of women who are mothers through the 

study of their health behaviors and factors that influence 

thei~ perceived health state. 

The present study was designed to add to the existing 

body of knowledge concerning selected cognitive factors 

that are related to the performance of health behaviors. 

In particular, the study examined selected variables as 

they interplay in a population of women who are mothers. 

Problem of Study 

The problems for study suggested the following 

questions: 
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1. Is there a significant relationship between and 

among health value, self-efficacy, health locus of control, 

health benefits, health barriers, and health behavior 

practices in mothers between and including the ages of 25 

to 45? 

2. Are health behavior practices of mothers 

influenced by selected demographic characteristics? 

3. What are the reported personal health issues of 

concern to women who are mothers between and including the 

ages of 25 and 45? 

Rationale for the Study 

Rationale for investigation of the selected cognitive 

factors and health behaviors in the population of mothers 

has been divided into three sections. These sections 

include health, nursing and health, and women and health. 

Health 

Over time, the definition of health has changed and 

broadened. With the advent of the scientific era and 

advancement of medical discoveries during the first half of 

the 20th century, the term health was conceptualized as an 

absence or freedom of disease (Pender, 1987). Persons were 

healthy if they possessed a disease free state. In the 

1950s, Leavell and Clark (cited in Moore & Williamson, 
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1984) formulated three levels of prevention of disease 

using principles of epidemiology. The three levels of 

prevention are primary, secondary, and tertiary in nature. 

These terms suggested a different view of individual health 

beyond the disease process itself to include actions taken 

before disease has been identified. In 1974, the World 

Health Organization (WHO) suggested a definition of health 

that emphasized the advantageous qualities of health. The 

WHO defined health as "a state of complete physical, 

mental, and social well-being and not merely the absence of 

disease and infirmity" (cited in Pender, 1987, p. 17). 

Health was regarded as being a holistic state of being and 

much more encompassing than originally conceived. A clear 

shift from the medical model to the health model took 

place .. 

In the last two decades, several authors have 

presented emerging ideas about health and wellness. Dunn 

(1973) proposed the concept of "high-level wellness" or 

functioning that maximizes the potential of each 

individual. Ardell (1979) suggested five dimensions of 

health that include self-responsibility, stress management, 

nutritional awareness, physical fitness, and environmental 

sensitivity. According to Bermosk and Porter (1979), 

health focuses on holism in mind, body, spirit, and 
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environment. These authors pointed out that individuals 

are responsible for their own health as they heal 

themselves throughout their lifetime. Antonovsky (1984) 

generated a new term, salutogenesis, which is the study of 

healthy people. Instead of examining the reasons why 

people become ill and die, researchers in the field of 

salutogenesis look at the reasons why people attain health, 

maintain it, and promote it throughout their life span. 

Recent trends indicate "the need to shift the emphasis in 

health care away from cure and toward prevention of disease 

and disability" (Brubaker, 1983, p. 1). As a result, 

quality of life has surfaced as a priority and a concern 

rather than mere survival. 

According to Smith (1983), four models of health exist 

to describe the phenomena of health. In the clinical 

model, health is viewed as the absence of disease. The 

role-performance model seeks to explain health as the 

acceptable performance of social roles. The adaptive model 

is characterized by a flexible adaptation to the 

surrounding environment. Finally, the eudaimonistic model 

views health as a state of exuberant well-being. Smith's 

conception of health offered possible dimensions for the 

complex abstraction of health. 
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Health behavior is viewed as a multidimensional 

concept which is composed of various interrelated variables 

(Langlie, 1977; Pender, 1987). Research suggests that no 

single variable can explain personal health practices 

(Rakowski, 1988). However, the exact identification and 

combination of these variables that affect the performance 

of health behavior are unknown at this time. According to 

Mechanic (cited in Christiansen, 1981), researchers know 

very little about the way people develop healthful patterns 

of behavior. This lack of knowledge severely inhibits the 

ability of professionals to develop models of intervention 

which support health of individuals and communities 

(Baldwin, 1995). 

Due to this lack of knowledge about general health 

practices, the area of women's health is further shadowed 

with doubt. Health is increasingly conceived as a concept 

not only applicable to the individual but to families, 

communities, and societies (Pender, 1987). As women and 

mothers focus on the health of their families, researchers 

must understand the implications of a mother's role in 

maintaining and. promoting her own personal health. 

Many health professionals believe that individuals are 

ultimately responsible for the status of their health 

because those individuals have influence or control over 
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many factors that effect their level of health and 

resulting disease states (Knowles, 1977; Rosenstock, 1987). 

People have the ability to make choices and to limit health 

diminishing actions. They can set their own health agenda 

based on their choice of behaviors. Healthy lifestyle, the 

incorporation of healthy behaviors into daily living, has 

emerged as a significant issue for today's health 

researchers. It is a new area of knowledge that will 

require diligent investigation. It is important that 

researchers understand and identify which combination of 

variables influences the behavioral choices that one makes 

to increase health potential. 

Nursing and Health 

Health has always been a major priority and concern of 

nursing (Brubaker, 1983). However, because of the 

increased costs of health care and the extension of human 

longevity, nursing needs a superior, scientifically based 

understanding of ways to promote he~lth behavior in their 

clients. Although optimal health status is one of the 

goals of nursing intervention, little is known about the 

process of maintaining and promoting a healthy lifestyle in 

clients. For a long time, many nurses assumed that telling 

a patient about the need for healthy behavior choices would 

activate that behavior. However, this conversion from 
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knowledge to action does not always occur. Compliance is 

not assured simply by imparting important health 

information. Nurses could benefit from research that 

explores the cognitive process that influences a client's 

choice of behaviors that impact health. 

Nursing professionals who conduct patient education in 

their work setting would be assisted by the identification 

of client characteristics that influence behaviors and 

modifications in behaviors. By knowing the importance and 

influence of specific cognitive relationships, nurses could 

employ the best and most appropriate educational strategy 

that is required to support healthy behavior. Through this 

new knowledge, nurses could design effective, 

individualized nursing interventions that promote desired 

patient outcomes. Because the role of the nurse is an 

important component in the delivery of women's health care 

and health education, the nurse, acting as educator, could 

impart health information that is tailored to each woman's 

roles and responsibilities resulting from everyday life 

situations. Due to frequent client interaction, nurses are 

in a unique position to provide necessary support. 

Information about the relationship between individual 

characteristics and behavior could be used in the design, 

implementation, and evaluation of other general health 
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education programs as well in the community setting. 

Nurses who assist clients at schools, wellness centers, 

public health clinics, and other community based programs 

need to understand the best and most effective methods to 

disseminate information about health promotion to women and 

men. 

Although nurses can encourage, teach, preach, and 

demand clients to perform healthy behaviors in order to 

obtain the outcome of optimal health, it is the individual 

who has the ultimate responsibility to maintain and promote 

their health. Nursing must understand their role in 

supporting each client's self-responsibility. According to 

the American Nurses Association's ([ANA], 1991) Agenda for 

Health Care Reform, a health care system which nurses 

participate in daily should foster consumer responsibility 

for personal health, self-care, and educated decision 

making in choosing health care options. However, in order 

to fulfill nursing's directive to foster consumer 

responsibility, the profession of nursing must explore ways 

to accomplish this goal based on competent research 

investigation. 

Women and Health 

Recently, the health research community has 

acknowledged the lack of investigation of women's issues 
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(Healy, 1991; Pinch, 1996}. A continuous stream of 

literature has revealed that women are the forgotten gender 

in health research (Rosser, 1994}. A disparity exists 

between genders regarding the knowledge and research 

derived from the past. Much of the medical and nursing 

knowledge is based on research in which the study 

populations are predominately men (Cole & Wentz, 1991}. 

Much of the research was also conceived from a male 

perspective or viewpoint (Rosser, 1994}. It appears that 

the research conclusions drawn from male models are not 

scientifically sound when extrapolated to female 

populations. 

In response to this divergence in research data, the 

National Institutes of Health (NIH} in 1990 established the 

Office of Research on Women's Health to address health 

concerns of women (Woods, 19.94}. This branch of NIH was 

charged with ensuring that the NIH addresses issues 

regarding women's health by affirming that women 

participate fully and appropriately in clinical research 

and trials. This research must include areas of special 

need for new knowledge which is unique to women. According 

to Healy (1991}, ''women's health, in general -- in terms of 

research, services, and access to care -- has come of age 

and become a priority medically, socially, and politically" 



(p. 566). It is now important to establish a wider 

scientific base that will permit reliable prevention and 

treatment strategies to provide effective care for women. 
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In the area of preventive care, little information is 

known regarding the role of women in American society and 

their options for a healthy lifestyle. Although the role 

of women has expanded, traditional socialization continues 

to set limits on women's behaviors which, consequently, 

influence aspects of their health and their health care 

options (Collier, 1982). Women are taking on more roles 

and coping with the conflict that develops (Spurlock, 

1995). As a result of these changing roles, potential new 

risks must be identified. As these risks which accompany a 

women's life span become a reality, new preventive 

modalities must be initiated by all health professionals. 

Lack of knowledge regarding women's health behaviors 

is further complicated by the role of mothering and its 

effect on women's health. The way in which women 

experience motherhood has rarely been the subject of 

research study. Understanding the role of the mother and 

her requisites for personal health activity must be 

investigated in order to guide nurses in their practice of 

helping women achieve optimal health. As researchers 

discern the characteristics of mothers and their 
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perceptions of health in their lifestyles, one can then 

examine the influence of a mother as an exemplar and guide 

for the health practices of her children. Parents direct 

the health practices of their offspring by fostering health 

habits, ensuring availability of health services, and 

educating children about the health/illness continuum 

(Califano, 1979). One must first understand the health 

behaviors of mothers in order to examine the influence that 

mothers exert on their family's health. 

Summary 

Health is described as an optimal state of well-being 

that is the responsibility of each individual. By 

modifying individual behavior, one can influence optimal 

health potential. Nurses have a particular opportunity and 
,. 

obligation to provide information and services necessary to 

promote better health and prevent disease. This study 

presents a theory of health behavior change that may be 

used by nurse researchers. Using this theoretical 

foundation, the researcher explained some of the factors 

that are related to health behaviors in mothers. This 

discovery can assist nurses in providing more competent 

care for women. Health education programs for women would 

be enhanced by the understanding gained through this 

research. This study will provide publishable data in the 
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areas of health prevention/promotion and the study of 

women. 

No study was located in the available literature that 

investigated the relationship between the selected 

cognitive factors of self-efficacy, health locus of 

control, health value, barriers and benefits of action, and 

health behavior in mothers. Little research has been 

performed on mothers in general indicating a need for this 

study. 

Theoretical Framework 

The theoretical framework developed for the present 

research was guided by the researcher's conceptualization 

of the phenomena of health behavior chan,ge. The Health 

Behavior Change Model (Tapler, 1990) identifies multiple 

cogn~tive and sociocultural factors . that influence an 

individual's decision to change to a health behavior. The 

model was derived from the integration of several theories 

originating from public health, nursing, and social 

psychology. 

Health Belief Model 

The Health Belief Model influenced the derivation of 

sections of the researcher's model. The Health Belief 

Model was originally developed in the 1950s by public 

health investigators Rosenstock, Hochbaum, and Kegles to 



18 

explain preventative health behavior (Mikhail, 1981). At 

that time, the lack of public participation in preventative 

health programs was the catalyst for the construction of 

the model which would explain that phenomena. The Health 

Belief Model originated from social psychological theory 

proposed by Lewin (Pender, 1987). Lewin viewed 

preventative behaviors as strategies for avoiding 

"negatively valued regions of illness and disease" (Pender, 

1987, p. 44). 

The Health Belief Model assumes that the subjective 

world of the individual determines behavior rather than the 

objective environment (Mikhail, 1981). People can only act 

on what they believe to exist, even though that view may 

not approximate the professional perspective. The model is 

more concerned about the current subjective state of the 

individual than with past history or experience. 

According to Rosenstock (1974), the Health Belief 

Model explains the factors that effect the likelihood of 

taking recommended preventative health action. The Health 

Belief Model contains three moderators of health behavior: 

Individual Perceptions, Modifying Factors, and Likelihood - - ..-, 

of Action. The individual perceptions and the modifying 

factors influence the perceived threat of any disease 

occurring. In turn, the perceived threat of acquiring or 



having a disease influences the likelihood of taking 

recommended preventive health actions. The decision to 

take action is also influenced by the perceived benefits 

and perceived barriers of performing a particular 

preventive activity. 
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The individual perceptions component of the model 

includes the perceived susceptibility to a disease process 

and the perceived seriousness of the disease itself. The 

individual's psychological state of readiness to take 

action is mediated by the perceived susceptibility to a 

particular disease condition and the perceived severity of 

the consequences of contracting the condition. An 

individual determines the likelihood of contracting an 

illness and then decides to take action or decides not to 

take.action to prevent the disease state from occurring or 

continuing. 

The modifying factors component of the model contains 

variables that indirectly affect action tendencies such as 

demographic variables (i.e., age, gender, race, ethnicity, 

etc.), sociopsychological variables (i.e., personality, 

social class, peer and reference group pressure, etc.), and 

structural variables (i.e., knowledge about the disease, 

prior contact with the disease, etc.). Cues to action, 

another modifying factor, act as triggers to initiate 
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action and affect the perceived threat of disease. These 

initiators may be internal or external cues. For example, 

cues to action might include mass media campaigns, advice 

from others, an illness that family members or friends have 

suffered, and newspaper or magazine articles. All 

modifying factors affect the possibility of performing a 

preventive health behavior. 

The component of the model called likelihood of taking 

recommended preventive health action includes the 

individual's evaluation of a behavior in relation to the 

benefits and barriers to performance of that action. The 

pe~ceived benefits are weighed against the perceived 

psychological, physical, financial, and other selected 

barriers to determine the likelihood of taking preventative 

health action. If the benefits outweigh the barriers, the 

preventive action will most likely be carried out by the 

individual. Perceived barriers and benefits are always 

influenced by the modifying factors of demographic 

characteristics, sociopsychological variables, and 

structural variables. 

The major.criticism of the Health Belief Model is its 

orientation to medically based preventive actions with an 

emphasis on disease state {Pender, 1987). The model 

focuses on disease prevention and not health promotion. 
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Some health actions taken by individuals may not be related 

to a specific disease state. The actions are performed for 

the sole reason of facilitating or enhancing health. 

Proposition: Elements of individual perceptions, 

modifying factors, and likelihood of action are related to 

the likelihood of taking recommended preventive health 

actions. 

Health Promotion Model 

Because the researcher's model is also concerned with 

health promotion behaviors as well as health prevention 

behaviors, the Health Promotion Model has relevance to this 

study. The Health Promotion Model was developed by Pender 

in the late 1970s as a means of explaining and predicting 

health promoting behavior (Pender, 1987). Health promotion 

is aimed at increasing the degree of wellness and 

self-actualization of an individual or group. Behaviors 

that reflect health promotion exhibit an action on the 

environment to achieve optimal health rather than a 

reaction to external conditions and situations. Health 

promotion behaviors are motivated by "desire for growth, 

expression of human potential, and quality of life" 

(Pender, 1987, p. 57) 

Based on research findings from the areas of wellness 

and health promotion, the Health Promotion Model is derived 
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from social learning theory which emphasizes the importance 

of cognitive mediating processes in the regulation of 

behaviors. The model is "intended to explain the 

occurrence of behaviors targeted specifically toward 

increasing level of wellness rather than behaviors targeted 

specifically toward decreasing the probability of illness" 

(Pender, 1987, p. 13). The model focuses on the 

individual's movement toward a state of enhanced health and 

well-being. 

Similar in structure to the Health Belief Model, the 

Health Promotion Model is composed of three primary 

sections. However, refinements have been made to change 

the focus of the model from health protection to health 

promotion. The Health Promotion Model is presented in 

Figure 1 {Pender, 1987). The model includes three separate 

but interrelated areas that affect the predisposition to 

engage in health promoting behaviors. The processes 

include: Cognitive-Perceptual Factors, Modifying Factors, 

and Participation in Health-Promoting Behaviors. 

The cognitive-perceptual factors are the primary 

motivational f~ctors for acquisition and maintenance of 

health-promoting behaviors. Each factor exerts an 

influence on the likelihood of participating in health

promoting actions. The cognitive-perceptual factors 
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of the Health Promotion Model are identified as "(l) 

importance of health, (2) perceived control of health, (3) 

perceived self-efficacy, (4) definition of health, (5) 

perceived health status, (6) perceived benefits of 

health-promoting behaviors, and (7) perceived barriers to 

health-promoting behaviors" (Pender, 1987, p. 60). 

Each of these seven components is integral to the 

understanding of health action. The "importance of health" 

factor is described as the impact of valuing health on the 

frequency of participating in health action. The factor of 

"perceived control of health" concerns the amount of 

control individuals perceive they have over their health. 

Perception of control is differentiated from desire for 

control. Health locus of control is another term used to 

describe this factor. "Perceived self-efficacy" involves 

individuals' convictions that they can successfully 

accomplish a selected behavior to produce an intended 

result or outcome. "Definition of health" refers to the 

meaning of health to individuals and their execution of 

health-promoting behaviors based on their view of the 

concept of health. According to Pender (1987), differences 

in definitions of health often result in differing patterns 

of health. The factor of "perceived health status" appears 

to mediate the frequency and intensity of health action. A 
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perceived state of health influences the type of behavior 

one performs. "Perceived benefits of health-promoting 

behaviors" and "perceived barriers to health-promoting 

behaviors" affect the level of participation in health 

action. Potential and actual benefits and barriers differ 

according to various individual and family situations. 

Modifying factors indirectly influence patterns of 

health behavior. They include demographic characteristics, 

biological characteristics, interpersonal influences, 

situational factors, and behavioral factors. Demographic 

characteristics are described as age, sex, race, ethnicity, 

education, and income. Biological characteristics include 

those individual body·state qualities such as weight, fat 

percentage, and size. Interpersonal influences that affect 

one~s ability to engage in health action include 

expectations of others, family patterns of care, and 

relationships with health professionals. Situational 

factors are environmental determinants of health behavior 

such as availability and access to activities. Increased 

availability of health options impacts the opportunity to 

make responsible choices. Behavioral factors that 

influence health behavior are previous experiences with 

health action, specific cognitive and psychomotor skills, 

and previous knowledge of health. 
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Participation in health promoting behavior is 

influenced by cues to action. Activating cues from an 

internal origin could be caused by an inner, personal 

awareness of the potential for increased feelings of 

well-being from performance of some health activity. 

External cues to action include interpersonal communication 

regarding the advantages of optimal health or listening to 

various media sources. The intensity of the cues needed to 

initiate action will depend on readiness to engage in 

activity. 

The Health Promotion Model is in the process of being 

empirically tested. The model can only be applied when 

explaining individual actions. 

Proposition: Cognitive-perceptual factors and 

modifying factors are related to the participation in 

health promoting behavior. 

Social Learning Theory 

Each of the health behavior models presented, the 

Health Belief Model and the Health Promotion Model, have 

their foundation in social learning theory. Many of the 

cognitive concepts under study also are derived from social 

learning theory. Developed by Rotter, social learning 

theory suggests that individuals have a choice in how they 

behave (Arakelian, 1980). Before deciding on a particular 



action, they must initially consider both their valuation 

of the outcome, called the reinforcement value, and their 

estimation of the likelihood of its occurring, called the 

expectancy. In other words, the decision to perform a 

behavior is related to the reinforcement value and the 

expectancy of that behavior. 
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In a particular situation, people judge their chances 

for success by assessing the immediate situation, called 

the situational expectancy. At the same time, they draw 

upon what they have learned from past experiences that seem 

similar to the- present experiences, called the generalized 

expectancy. Rotter asserts the importance of the role of 

generalized expectations because these expectations 

influence the perceptions and meanings given to the present 

sit~ation. Rotter also believes that intervention can 

change an individual's expectations by introducing new 

experiences that alter previous patterns of success and 

failure. 

Locus of control is derived from social learning 

theory. Locus of control focuses on individual 

interpretations of the cause of behavioral outcomes or 

reinforcements. Locus of control examines the differences 

in the way an individual views one's control of outcomes in 

the environment. People vary in the degree to which they 
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attribute reinforcement to their own behavior or events 

independent of their behavior. Individuals have an 

internal locus of control when they believe that what 

happens to them is mostly due to their own actions or 

attributes. Conversely, those individuals who believe that 

what happens to them is unpredictable or due to luck, fate, 

chance, or the power of others have an external locus of 

control. 

Proposition: Persons possess varying types of locus of 

control depending on how they view their control of 

personal behavior. 

Theory of Self-Efficacy 

One of the concepts under study is the phenomena of 

self-efficacy. The concept of self-efficacy was first 

mentioned by Bandura in 1977. Well versed in social 

learning theory, Bandura based many suppositions concerning 

self-efficacy on that theory. Bandura believes that self

efficacy plays a role in the transition from knowledge to 

action (Bandura, 1977). "People often do not behave 

optimally, even though they know full well what to do" 

{Bandura, 1982, p. 122). He suggests that cognitive 

processes play a prominent role in the acquisition and 

retention of new behavior. Bandura (1982) defines 

perceived self-efficacy as the "judgments of how well one 
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can execute courses of action required to deal with 

prospective situations" (p. 122). Self-efficacy is a 

judgment or belief about an individual's ability to do a 

specific behavior, not the performance of the behavior 

itself. The concept of self-efficacy relates to beliefs 

about capabilities of performing specific behaviors in 

particular situations. An individual's efficacy will vary 

depending on the particular task and situational context 

that exists. 

Self-perceptions of efficacy are "not simply inert 

estimates of future action" (Bandura, 1982, p. 122). They 

involve the general capability of cognitive, social, and 

behavioral skills. These skills are organized into 

integrated courses of action to bring about an outcome. In 

or~er to produce the desired outcome, they are orchestrated 

and improvised to adapt to changing circumstances and 

situations. A person's capabilities determine how one 

behaves, one's thought patterns, and one's emotional 

reactions to stressful situations. Self-efficacy 

influences choice of activities and environmental settings. 

"People avoid ~ctivities that they believe exceed their 

coping abilities, but they undertake and perform assuredly 

those that they judge themselves capable of managing" 

(Bandura, 1982, p.124). Individuals must have an accurate 
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appraisal of their capabilities or misjudgments may result 

in adverse consequences. 

Judgments of self-efficacy determine how much effort 

an individual will expend and how long one will persist in 

the face of obstacles or adverse situations (Bandura, 

1982). The stronger the perceived self-efficacy, the more 

active the effort will be to master challenges (Bandura, 

1977). When presented with difficulties, people who 

entertain serious doubts about their capabilities tend to 

reduce their efforts or give up altogether (Bandura, 1982). 

Additionally, people's perceived self-efficacy influences 

their thought patterns and emotional reactions when 

interacting with environmental stimuli. Bandura (1982) 

explains the following: 

Those who judge themselves efficacious in coping 
with environmental demands dwell on their 
personal deficiencies and imagine potential 
difficulties as more formidable than they really 
are ... [these] create stress and impair 
performance by diverting attention from how best 
to proceed with the undertaking to concerns over 
failings and mishaps. In contrast, persons who 
have a strong sense of efficacy deploy their 
attention and effort to the demands of the 
situation and are spurred to greater effort by 
obstacles. (p. 123) 

However, Bandura cautions that there are many things 

that people can do with certainty of success, but they do 

not perform the specific activity because they have no 

incentive to do so (Bandura, 1977). Therefore, knowing what 
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to do, believing that one can do it, and knowing how to do 

it must be accompanied by the wish and the ability to do it. 

These determinants of behavior must be considered when 

examining the performance of behavior. Bandura concludes 

that adequate incentive and appropriate skills as well as 

self-efficacy, which plays the dominant role, influence the 

initial performance of behavior and the leng~h of 

sustainment of that behavior. 

Proposition: Self-efficacy influences one's choice of 

behavior. 

Theory of Self-Regulation 

The theory of self-regulation is important to the 

understanding of health behavior change. Kanfer (cited in 

Schunk & Carbonari, 1984) suggests that self-regulation 

plays an essential role in accomplishment of health 

behaviors. Health-related actions influence and are 

influenced by self-referent thoughts concerning self-

_regulation. As people observe themselves acting in ways 

that are conducive to their health, their sense of efficacy 

for continuing the behavior, their feelings of health 

control, and their value of health are strengthened. As 

individuals maintain healthy behavior through personal 

initiative or through participation in support groups, self

regulation is an important component in the behavioral 



process. Individuals use their cognitive capabilities to 

plan, create, and modify their behaviors based on varying 

situational circumstances. 
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Kanfer {cited in Schunk & Carbonari, 1984) proposed a 

self-regulation process that consists of three components: 

self-monitoring, self-evaluation, and self-reinforcement. 

Self-monitoring involves deliberate attention to one aspect 

of a person's behavior and often includes recording of its 

frequency or intensity. During self-evaluation, individuals 

compare their level of success or attainment to a desired 

performance standard. Depending on the results of the 

evaluation, some form of self-reinforcement may be 

administered. 

To influence their actions, persons must first know 

what to do. This cognitive activity is called self

monitoring. Self-monitoring requires attention to one's 

behavior by noting the rate, quantity, quality, and 

circumstances when the behavior occurs. By recording 

behavior in depth, a more accurate, realistic behavior 

picture is formulated. For example, a smoker might record 

the number of cigarettes smoked and what environmental 

conditions initiate the smoking sensation. 

Self-evaluation begins when behaviors are known and 

analyzed as a result of the self-monitoring procedure. The 
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behaviors are then judged to be desirable or undesirable. 

Personal standards are often employed in this judgment 

process. Actions that correspond to positive personal 

standards of behavior lead to feelings of self-satisfaction 

and perceived efficacy. However, those behaviors that fall 

short of the standards motivate efforts for improvement. 

Self-evaluation is also influenced by personal values, 

attributions, and social comparison. 

Self-reinforcement occurs through the rewards that 

people give themselves in the form of self-praise. People 

reinforce themselves in tangible ways and through their 

affective reactions. Contingent self-rewards lead to better 

performances than noncontingent rewards or no rewards at 

all. Individuals also reward themselves with affective 

self-reactions that are contingent on desired outcomes. 

When they do something well, people may experience 

happiness, confidence, and well-being. However, when they 

fail to achieve anticipated goals, they may feel angry and 

frustrated. Both kinds of self-reinforcement are 

beneficial. Self-praise supports perceived efficacy for 

continuation of the behavior. Negative reactions may result 

in motivation to achieve greater improvement. 

Proposition: Self-regulation is related to feelings of 

efficacy, health control, and health value. 
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Merging of Theories 

In the researcher-developed Health Behavior Change 

Model, components of the previously discussed theories were 

united to form interrelationships that explain the phenomena 

of health behavior change. The Health Behavior Change Model 

is illustrated in Figure 2 (Tapler, 1990). 

Elements of the phenomena of health behavior change 

have been placed in a schematic model using Blalock's 

principles of formation for block models. According to 

Blalock (1969), two types of block systems exist: 

block-recursive system and block-nonrecursive system. A 

block-recursive system is composed of blocks whose 

relationships are one directional. A block-nonrecursive 

system is composed of blocks whose relationships exhibit a 

feedback or reciprocal causation effect. However, within 

each of the blocks, there may be feedback or unidirectional 

relationships between variables or a combination of these 

two relationships. 

The Health Behavior Change Model, conceptualized using 

the block system, is composed of five blocks: 

Block 1: Activation Components 

Block 2 : Health Behavior Change Identification 

Block 3 : Individual Cognitive Components 

Block 4 : Conversion Components 



Block 1 
perceived health perceived 

status seriousness 

Block 3 

~ perceived ~ 
susceptibility 

Block 2 l 
health behavior 

change identification 

Block 4 

perceived self-efficacy demographic 
characteristics 

l 1 
perceived health l 1 

locus of control biological 

l I 
perceived health 

capabilities 

l 1 
value orientation interpersonal support 

l 1 
behavioral motivation 

l 1 
environmental resources 

l 1 l 1 
perceived barriers to understanding of health 

health action practices 

l 1 
perceived benefits of 

ll 
previous experiences 

health action with health behavior 

,I, Block 5 
health behavior 

change performance 

Fioure 2. Health Behavior Change Model (Tapler, 1990). 
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Block 5: Health Behavior Change Performance 

Each block consists of variables that describe the block. 

The first block contains three activation components. 

Block 1 includes perceived health status, perceived 

seriousness, and perceived susceptibility. Perceived health 

status is the state of health that an individual possesses 

as perceived by that person (Pender, 1987). Perceived 

seriousness relates to a health problem and the degree of 

emotional distress at the thought of the disease or the 

difficulties that individuals believe a health problem would 

create for them. Perceived susceptibility describes 

persons' estimated probability of developing a health 

problem. Feedback relationships link these components 

indicating that each component affects the other. The three 

components interact to activate the individual to proceed to 

the next block. 

Block 2 is a decision-making block in which the 

individual makes a conscious decision to undertake a health 

behavior change. One makes a commitment to change. This 

decision is influenced unidirectionally by the elements of 

Block 1. For example, an individual comes to the decision 

that she must stop cigarette smoking because her health is 

declining, her damaged lungs are more likely to develop 

disease, and her self-care abilities are restricted. Block 
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2 represents only the individual's thought of what behavior 

change should be initiated, i.e., to stop smoking. No 

behavior is changed in this block. Once the individual 

identifies the need for a behavior change, the cognitive 

transformation takes place in Block 3 and Block 4. Block 2 

influences Block 3 in a unidirectional effect. 

Block 3 and Block 4 interact and exchange feedback 

relationships. These blocks exemplify the cognitive 

processes that an individual progresses through in order to 

reach Block 5. Block 3 is composed of six cognitive 

components: perceived self-efficacy, perceived health locus 

of control, perceived health value orientation, behavioral 

motivation, perceived barriers to health action, and 

perceived benefits of health action. All the elements 

interact with each other in a feedback system to influence 

the health behavior change performance in Block 5. 

Perceived self-efficacy refers to people's conviction that 

they can successfully perform a behavior (Pender, 1987). 

Perceived health locus of control is defined as a 

generalized belief that persons can control what happens to 

their health. Perceived health value orientation is 

concerned with the significance one places on the 

preservation of an optimal state of health. Behavioral 

motivation involves the incentive that is necessary to 
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activate a response. Perceived barriers to action refers to 

the negative aspects of an anticipated behavior. Perceived 

benefits of health action deals with the positive 

consequences or effectiveness of a health behavior. 

Block 4 is composed of six conversion components that 

influence or modify the cognitive processes being executed 

in Block 3. Block 4 affects Block 5 indirectly through the 

mediation of Block 3 because the factors in Block 4 are 

secondary modifiers of the factors in Block 3. All the 

components interact with each other to form a feedback 

system. The six conversion components include the 

following: demographic characteristics, biological 

characteristics, interpersonal support, environmental 

resources, understanding of health practices, and previous 

experiences with health behavior. Demographic 

characteristics encompass such factors as age, gender, race, 

income, education, and occupation. Biological capabilities 

are concerned with the physical and psychological 

capabilities of an individual to engage in some anticipated 

behavior change. Interpersonal support includes the 

psychological aid of family members, friends, or significant 

others. Environmental resources are composed of many 

situational factors such as financial status, living 

conditions, or availability of time that influence the 
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ability to perform a health behavior change. Understanding 

of health practices refers to the knowledge that one 

possesses about the concept of health, practices that 

maintain or promote health, and actions necessary to carry 

out the specified health behavior change. Previous 

experiences with health behavior pertains to past 

experiences involving the specific health behavior change 

that is being considered. For example, the course of events 

that occurred the last time an individual attempted to stop 

smoking and failed. 

Block 5 is the health behavior change performance 

block, and the final block of the model. In this block, the 

individual performs the health behavior that was identified 

in Block 2 after undergoing the cognitive processing in 

previous Blocks 3 and 4. The individual makes the initial 

change in behavior and seeks to maintain the new behavior. 

The final block then influences Block 1. When the 

individual has experienced the health behavior change in 

Block 5, this new development positively influences Block 1 

activation components of perceived health status, perceived 

seriousness, and perceived susceptibility. The process of 

health behavior change initiates again. 

For purposes of this study, the researcher sought only 

to analyze the relationship between selected elements of 



Block 3 (including self-efficacy, health locus of control, 

health value orientation, barriers to action, and benefits 

of action) and a form of Block 5 which is health behavior. 

Schematic Representation 
of Study Variables 
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The many conceptual frameworks and models previously 

presented have been used to provide a foundation for this 

investigation. Elements of the Health Behavior Change Model 

have been extracted to begin exploratory research on 

selected concepts of the model. This investigation examined 

the relationships between the concepts of health value, 

self-efficacy, health locus of control, health benefits, 

health barriers, and health behavior in women who are 

mothers. For clarity, a schematic representation of 

variables under study is presented in Figure 3 (Tapler, 

1995) . 

Assumptions 

Theoretical Assumptions 

The study was based on the following theoretical 

assumptions: 

1. Health is a desirable state (Califano, 1979). 
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living with mother 

Hours worked per 
outside the home 

Health insurance coverage 

in mothers 

in mothers 

Figure 3. Schematic representation of study variables. 
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2. Persons have the ability to engage in some health 

behaviors intended to protect or promote their health 

(Pender, 1987). 

3. Lifestyle behavior influences health status 

(Pender, 1987). 
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4. Persons possess some level of self-efficacy, health 

locus of control, and health value (Arakelian, 1980; 

Bandura, 1977; Pender, 1987). 

5. Persons experience barriers and benefits of action 

(Melnyk, 1988; Pender, 1987). 

Research Assumptions 

The study was based on the following research 

assumptions: 

1. Mothers have a relationship with their child or 

children that affect their lifestyle. 

2. Mothers in the study population possess adequate 

cognitive abilities to complete the measurement instrument. 

3. Responses given by mothers reflect actual 

perceptions of themselves and their attitudes, feelings, and 

behavior. 

4. The General Self-Efficacy Scale can be accepted as 

an adequate index and reliable measure of perceived self

efficacy. 
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5. The Multidimensional Health Locus of Control Scale 

can be accepted as an adequate index and reliable measure of 

perceived health locus of control. 

6. The Health Value Survey can be accepted as an 

adequate index and reliable measure of perceived health 

value. 

7. The Barrier/Benefit Scale can be accepted as an 

adequate index and reliable measure of perceived barriers to 

action and benefits of action. 

8. The Health-Promoting Lifestyle Profile can be 

accepted as an adequate index and reliable measure of health 

behavior. 

Hypotheses 

The following hypotheses were tested in this study. 

1. Perceived self-efficacy is positively related to 

health behavior in mothers. 

2. Perceived health locus of control is positively 

related to health behavior in mothers. 

3. Perceived health value is positively related to 

health behavior in mothers. 

4. Perceived barriers to health action are negatively 

related to health behavior in mothers. 

5. Perceived benefits of health action are positively 

related to health behavior in mothers. 
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6. Selected demographic characteristics are related to 

health behavior practices in mothers. 

The following research question was asked in this 

study: How is personal health behavior affected by the role 

of motherhood as perceived by mothers? 

Definition of Terms 

For purposes of this study, the following terms are 

defined theoretically and operationally: 

1. Self-Efficacy--

a. Theoretical: the belief in one's ability to 

successfully perform a task. 

b. Operational: the summed total score on the 

General Self-Efficacy Scale (Sherer & Adams, 1983). 

2. Health Locus of Control--

a. Theoretical: one's belief concerning the 

control of personal health. 

b. Operational: the summed score of each subscale 

on the Multidimensional Health Locus of Control Scale 

(Wallston, Wallston, & DeVellis, 1976). 

3. Health Value--

a. Theoretical: the significance that one places 

on the concept of health in relation to other life values 
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b. Operational: the rank order placed on health 

using the Health Value Survey (Wallston, Maides, & Wallston, 

1976) . 

4. Barriers to Action--

a. Theoretical: the costs or negative aspects of 

performing health behaviors. 

b. Operational: the summed total score on Barrier 

Section of the Barrier/Benefit Scale (Murdaugh & Hinshaw, 

1986). 

5. Benefits of Action--

a. Theoretical: the rewards or positive aspects 

of performing health behavior. 

b. Operational: the summed total score on the 

Benefits Section of the Barrier/Benefit Scale (Murdaugh & 

Hinshaw, 1986). 

6. Health Behavior Practices--

a. Theoretical: health protecting and health 

promoting behaviors that serve to sustain and promote 

health. 

b. Operational: the summed total score on the 

Health-Promoting Lifestyle Profile (Walker, Sechrist, & 

Pender, 198 7) . 

7. Mother--

a. Theoretical: a female parent. 
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b. Operational: a woman who (1) is aged 25 to 45, 

(2) has at least one biologic child or adopted child or 

stepchild living in the same home of the mother the majority 

of the time, (3) has an annual family income greater than 

$15,000, (4) is not developmentally limited or mentally 

disabled, and (5) is able to read, write, and understand 

English. 

Limitations 

Several limitations are understood to be present in 

this study and may affect the conclusions of the research. 

The following limitations were identified for this study: 

1. A nonprobability, convenience sample selected for a 

specific geographic location was utilized which limits the 

generalizability of the study to other populations. 

· 2. The sample was composed of middle and upper income 

mothers. 

3. Data for this study were collected using a 

self-report questionnaire. Self-report measures are limited 

to what individuals know about themselves and are willing to 

relate to the researcher (Nunnally, 1978). 

4. Health behavior practices were reported by the 

subject and were not directly observed by the researcher. 



Delimitations 

Delimitations of the study included: 

1. Participation in the study was limited to mothers 

aged 25 to 45, who have at least one child in permanent 

residence with the mother, and who have an annual family 

income of greater than $15,000. 

2. Mothers were not developmentally limited or 

mentally disabled. 

3. Mother must have been able to read, write, and 

understand English to participate in the study. 

Summary 
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The nursing profession has an obligation to investigate 

and understand the needs of clients to promote health. 

According Nursing's Agenda for Health Care Reform (ANA, 

1991), the health care system must foster consumer 

responsibility for personal health and self-care. As a 

result, it is imperative to understand the variables that 

influence the health of individuals. However, a deficiency 

of knowledge is present in the literature with regards to 

the role of women in American society and their options for 

a healthy lifestyle. Motherhood and its impact on female 

health is not known. 

Chapter I demonstrated the importance of investigating 

the relationship between self-efficacy, health locus of 
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control, health value, barriers to actions, benefits of 

action, and the health practices of women who are mothers. 

The study also examined the relationship of selected 

demographic data and health practices of mothers. 

Additionally, information regarding the health issues of 

women was examined. The study was guided by the theoretical 

foundations of the Health Belief Model, the Health Promotion 

Model, the researcher-developed Health Behavior Change 

Model, and other theories that help to explain and support 

the variables that were investigated. Results of this study 

will assist in the validation of the theoretical 

relationships between selected variables and health 

behaviors of mothers. Findings will provide information for 

health care workers who are responsible for the education of 

women who are mothers about ways to promote wellness. 



CHAPTER II 

REVIEW OF LITERATURE 

Throughout history, there have been many stereotypic 

assumptions about "what women are like" and how they behave 

(Collier, 1982, p. 121). These assumptions have attempted 

to characterize women's general behaviors as well as their 

beliefs and actions related to physical and mental health. 

"Limited understanding of gender differences in health 

leaves researchers in a quandary concerning whether women's 

experiences are similar to or different from men's" (Woods, 

1994, p. 473). In the recent decade, society's traditional 

perceptions of women have been challenged from many 

directions. One outcome of this altered perspective has 

been a new body of research related to women and their 

health. This new body of research has attempted to answer 

several questions: What differences in mortality and 

' morbidity exist between genders? Do women possess 

different views of health and illness behaviors than men? 

How are these attitudes influenced by a woman's role in 

society? The review of literature focuses on relevant 

literature concerning the subjects of women's health 

practices and the role of mothers in today's society. 
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Information will also be presented regarding the research 

that has been conducted about the study variables of self

efficacy, health locus of control, health value, health 

barriers, health benefits, and general health practices. 

Women's Health Practices 

In the area of preventive care, several factors appear 

to contribute to a woman's potential for well-being 

(Collier, 1982). Because women are in contact with the 

health care system during pregnancy, childbirth, and for 

acquisition of contraceptive care, the concept of health 

promotion is familiar. Women frequently have more contact 

with health professionals due to their role as primary 

caretakers of the health of family members. According to 

Muller (1990), when comparing men and women, women are more 

likely than men to have consulted a doctor in the previous 

year (18.4% versus 70.2%). In addition, women are more 

likely to obtain physical examinations voluntarily than 

men. Most often, men seek medical examinations because 

they are required for employment, military service, or 

insurance applications. 

Despite the fact that women know about health 

behaviors, some health diminishing activities have 

increased for women. The mortality from lung cancer has 

risen 230% in women in the past 25 years as it has become 
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culturally more acceptable for women to smoke. Cigarette 

smoking is the major addiction of women, the leading cause 

of women's death, and a dominant risk factor for the 

development of heart disease and cancer (Gulick & 

Escobar-Florez, 1995; Jensen & Coambs, 1994). Women are 

more likely to seek help for smoking cessation; however, 

they have more difficulty quitting the habit. 

As women engage in employment outside as well as 

inside the home, stress and role strain has increased which 

influences morbidity (Spurlock, 1995). Multiple 

expectations and responsibilities are assigned to each new 

role. Conflicts develop when a woman tries to balance the 

family concerns of a husband, children, elderly parents, 

work duties, and house demands. Regarding occupational 

influences, Haynes and Feinleib (1980) reported that female 

clerical employees were more at risk for coronary heart 

disease than white collar professional women. This 

increased risk was due to the fact that women who are blue 

collar workers have little job mobility, frequently work 

with unsympathetic employers, and possess minimal 

opportunity to express anger in the workplace. Lack of 

economic resources also influences the environmental 

situation and capabilities to provide relief from the 

occupational stress. 
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Women's health presents a perplexing paradox (Woods, 

1981). While mortality rates for women are significantly 

less than those for men in almost every disease category, 

morbidity and utilization of health services by women are 

significantly greater. Perhaps the old saying applies, 

"men die and women get sick" (Collier, 1982, p. 123). 

Several explanations have been suggested to explain this 

phenomena. Women seem to pay more attention to and place 

more importance on minor symptomatology. They are better 

at remembering and reporting their illnesses. They tend to 

seek professional health care earlier than men. 

Culturally, it is more acceptable for women to be ill, and 

the sick role is more compatible with the traditional 

woman's role in society. However, some authors counter 

this explanation by pointing out that women do not usually 

receive "time off" from their roles as wife, mother, and 

house manager. Grove and Hughes {1979) suggested that 

excessive roles accepted by a woman place demands on her 

that may contribute to the higher rates of physical illness 

in women. 

In the children's book entitled Mothers Can't Get Sick 

by Wickstrom {1989), a mother with a husband and four 

children struggled to help everyone despite the fact that 

she was sick. As she got everyone started in the morning, 
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shopped for food, and prepared to bake a birthday cake for 

one of the children, she became more ill throughout the 

day. She stated, "but I can't get sick today! I have a 

long list of things to do" (Wickstrom, 1989, p. 3). The 

story ended on a heart-warming theme. As the mother rested 

in her bed, the family baked the birthday cake and 

surprised her with a wonderful party. 

Motherhood in Today's Society 

Motherhood has existed for millions of years. A 

mother plays an invaluable role in the life of a family. 

The following poem was written by a son and describes ideal 

maternal love: 

There was a young man loved a maid 
Who taunted him, "Are you afraid," 
She asked, "to bring me today 
Your mother's head upon a tray?" 

He went and slew his mother dead, 
Tore from her breast her heart so red, 
Then towards his lady love he raced, 
But tripped and fell in all his haste. 

As the heart rolled on the ground 
It gave forth a plaintive sound. 
And it spoke, in accents mild: 
"Did you hurt yourself, my child?" 
(Ruddick, 1995, p. 10) 

According.to Ruddick (1995), this poem illustrates the 

passions of maternality that are so intense and consuming 

that often the wider perspective of a situation is blurred. 

A mother's thoughts, also called maternal thinking, are 
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viewed as a unity of reflection, judgment, and emotion. 

This thought process includes the intellectual capacities 

that a mother develops, the judgments she makes, the 

attitudes she assumes, and the values she affirms. All of 

these thoughts arise out of social practice. Mothers' 

responses are based on a reality that is present in their 

environment. Maternal actions respond to the reality of a 

biological or adopted child in a particular social 

environmental situation. Maternal behaviors are influenced 

by the presence and characteristics of offspring. 

"Children 'demand' that their lives be preserved and their 

growth fostered" {Ruddick, 1983, p. 215). In addition, 

elements of the prevailing social culture require that a 

child be reared in a socially acceptable manner for future 

generations. 

Maternal practice is governed by several interests: 

preservation, growth, and acceptability {Ruddick, 1983). 

Preservation is the most significant concern. Once a child 

is born, a child is physically vulnerable for many years. 

Even when she [mother] lives with the father of 
her child or other female adults, even when she 
has money to purchase or finds available 
supportive health and welfare services, a mother 
typically considers herself, and is considered by 
others, to be responsible for the maintenance of 
the life of her child. (Ruddick, 1983, p. 215) 
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Children who are young become the overwhelming focus of a 

mother's life (Williams, 1987). The reasons for this are 

not necessarily determined by "maternal instinct" as by the 

conditions of contemporary society. Present mores still 

favor the mother as primary caretaker, and the care of the 

child is almost always entirely relegated to the mother. 

The majority of fathers continue to take on the role as 

primary breadwinner and remain away from the home when 

employed. Popular societal belief views the role of a 

mother as all encompassing. "The child is best cared for 

by its own mother all the time" (Williams, 1987, p. 350). 

This belief remains in question. 

Besides the interest in preservation of children, a 

mother's actions seek to foster physical, emotional, and 

intellectual growth of her child (Ruddick, 1983). As a 

chiid grows and changes, the mother also changes, responds 

to each child's adaptation, and supports the child's new 

maturity. This responsiveness to growth is an important 

component of maternal thinking and acts to facilitate a 

child's potential. Because a mother is so involved in a 

child's development, she often feels responsible for any 

malfunction of the growth process. She is held accountable 

by others in society for child rearing practices. 
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The last interest of maternal concern is social 

acceptability of children. "She must shape natural growth 

in such a way that her child becomes the sort of adult that 

she can appreciate and others can accept" (Ruddick, 1983, 

p. 215). Society often evaluates success in mothering as 

the production of an adult who is acceptable to the social 

group. In response to this demand for acceptability, 

maternal thinking can become contradictory. It may be 

difficult to balance the fostering of healthy growth in 

children with the expected characteristics of an 

"acceptable" adult in a particular culture. Rules of 

conduct may be conflicting. For example, a mother may seek 

to raise her child with a respect for nonviolence. 

However, the prevailing society admires and supports the 

use of violence to dominate minority populations. In turn, 

mothers are influenced by what is expected of them by 

society (Noddings, 1984). 

In a study by Lopata (cited in Williams, 1987), women 

defined the major consequences of becoming a mother. 

Motherhood necessitated the redefinition of one's identity. 

No longer did the woman have her own identity and 

interests. The mother's interests became those of the 

dependent child. Another consequence of motherhood was 

described as a more positive change for the mother. Women 
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reported a greater maturity and expansion of abilities as a 

result of giving birth. A new type of responsibility was 

developed to fulfill the role. A third consequence of 

motherhood was the constriction of one's personal world. 

The mothers felt squeezed by the responsibilities and 

demands of raising children. Life was no longer their own. 

The last identified result of being a mother was the 

intense work involved in caring for children and their 

environment. 

According to Rich (1995), the physical and 

psychological weight of responsibility on women with 

children is one of the heaviest social burdens. The 

emotional bonds between a mother and her child make her 

vulnerable to complicated feelings. 

Love and anger can exist concurrently; anger at 
. the conditions of motherhood can become 

translated into anger at the child, along with 
the fear that we are not 'loving'; grief that all 
we cannot do for our children in society so 
inadequate to meet human needs becomes translated 
into guilt and self-laceration. (Rich, 1995, p. 
52) 

Unlike the union worker, a mother cannot go on strike when 

she feels oppressed or treated unfairly. The norm of 

self-sacrifice is so central to the definition of 

motherhood by the culture (Sapiro, 1994). Mothers often 

have to fight strong guilt feelings to change themselves to 

please others. Even when mothers know that their children 
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are being well taken care of by others, even when the 

caretaker is the father, many still have a nagging feeling 

that they have forsaken their responsibility. 

In a longitudinal study of 82 women by Reece (1995), 

the stress experienced by first-time mothers was examined. 

The stress of motherhood was high during the first year of 

child rearing. The higher the perception of a life change 

event (i.e., the birth of a child) at one month after 

delivery, the higher the level of stress at one year after 

delivery. The degree of maternal adaptation was related to 

the self-confidence expressed by the mothers. Positive 

spouse or partner relationships provided support for the 

mothering role. Mercer and Ferketich (1995) also suggested 

that maternal confidence and self-esteem was influenced by 

competence in the mothering role by experienced mothers as 

opposed to inexperienced mothers. 

In a study by Mercer (1986), the relationship between 

selected developmental variables and maternal behavior was 

analyzed in 188 new mothers over 8 months. Self-concept, 

personality integration, flexibility, empathy, and 

temperament were tested in relation to maternal behavior 

using three age groups of first time mothers: age 15-19 

years, age 20-29 years, and age 30-42 years. Personality 

integration and flexibility increased over the testing 



interval in all age groups. Self-concept decreased 

significantly throughout the first 8 months of motherhood 

in the two older age categories. 
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In another study by Mercer, Nichols, and Doyle (1988), 

life histories of 50 mothers and 30 nonmothers were 

examined to identify differences between the two groups in 

developmental transitions over the life cycle. Mothers 

experienced a greater number of life transitions when 

compared to nonmothers. 

Boulton (1983) conducted a qualitative study of 50 

women with preschool children. The women, who discussed 

accounts of their daily lives, experienced a wide range of 

feelings about being mothers. Two main themes arose from 

the data. First, the women described how they felt about 

caring for their children. The study text conveyed 

feelings ranging from frustration, irritation, and boredom 

to delight, pleasure, and enjoyment. Surprisingly, the 

mother's immediate response to child care was predominantly 

negative. A higher proportion of mothers did not enjoy 

looking after their children. Social class category 

accounted for only minimal differences. The researcher 

found this result particularly interesting because it casts 

doubt on the popular view that looking after children is 

"naturally rewarding" for mothers (Boulton, 1983, p. 58). 



60 

In the second theme, the women described feelings of 

meaningfulness, personal worth, and importance of 

motherhood. The mothers expressed that they felt needed 

and wanted by their children. These feelings of being 

needed supported their commitment to their children and 

fostered the view that motherhood is a valued aim in life. 

The data regarding the sense of meaning and purpose as 

mothers indicated that the majority of mothers conveyed a 

strong sense of meaning and purpose. The women in this 

group found motherhood rewarding despite the fact that they 

did not always enjoy caring for their children. "The 

experience of meaning and purpose in motherhood may be more 

important to a sense of psychological well-being than the 

feeling of pleasure or irritation in child care" (Boulton, 

1983, p. 61). 

The frustration experienced by some of the mothers in 

the Boulton (1983) study was due to the diffuse obligations 

to look after their children. The women felt overburdened 

with work which lead to a feeling of loss of control. This 

lack of control was minimized by setting boundaries and 

initiating specific routines. Boundaries helped 

re-establish control, but this overstructuring caused 

boredom and a sense of being trapped in the mothering role. 

According to Williams (1987), the role of being a housewife 
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has many of these same characteristics. Diffusion of 

attention, lack of status and value, role ambiguity, and 

lack of formalized training contribute to frustration 

experienced by many women. 

In Voices of American Homemakers (Arnold, 1985), the 

author examined the oral history of over 200 homemakers 

between the ages of 60 and 80 concerning their lived 

experiences. The narrations tell of the lives of women and 

their children from 1890 to 1940. The role of the 

housewife was an indispensable element of the family unit. 

The women's lives were often self-contained and isolated in 

rural farms and towns. Care of the family, the husband and 

children, was generally the province of the homemaker. 

Because few labor saving devices existed to lessen the 

physical work of daily life, the household of an earlier 

era required a functioning, full-time homemaker to perform 

the many chores that allowed the family to survive. Little 

time was available to the housewife for pleasure and 

attention to personal needs. 

Rhea (1989) interviewed 28 women to analyze 

explanations of depression. Women typically felt that they 

denied themselves in order to meet the demands of others. 

They discussed how their commitment to being "other

oriented" caused individual self-interests to be postponed. 
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Traditional beliefs and lessons that they had -learned from 

their mothers, grandmothers, and religious affiliations 

were not easy to change. Control of their lives and future 

were not always important to the women. Sources of 

external power played a part in daily living for many of 

the subjects interviewed. As women juggled roles and tried 

to balance personal and family expectations, confusion, 

conflict, and change were common reactions. 

Research Studies of Relevant Variables 

This section presents the information and research 

investigations that have explored the topics of self

efficacy, health locus of control, health value, health 

barriers and benefits, and health practices. Instruments 

used to analyze these variables will be examined and 

reported. 

Self-Efficacy 

The self-efficacy theory developed by Bandura (1977, 

1982) suggests that two types of expectancies exert 

powerful influences over behavior: outcome and self

efficacy expectancies. Outcome expectancies are those 

beliefs that certain behaviors will lead to certain 

outcomes (Sherer et al., 1982). Self-efficacy expectancies 

refer to the beliefs that one can successfully perform a 
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specific behavior that leads to those outcomes. Outcome 

and efficacy expectations reflect a person's beliefs about 

capabilities and projected outcomes. It is these 

perceptions that influence behavior, not necessarily "true" 

capabilities (Strecher, DeVellis, Becker, & Rosenstock, 

1986). According to Bandura (1977), expectations of self

efficacy are the most influential determinants of behavior 

change because these expectancies determine the initial 

decision to carry out a behavior, the amount of effort 

employed, and the persistence when faced with challenges. 

Bandura (1977) explains that judgments of self

efficacy, whether accurate or faulty, are based on four 

principle sources of information. These sources include 

the following: performance accomplishments, vicarious 

experiences, verbal persuasion, and physiological states. 

Performance accomplishments provide the most influential 

source of efficacy information. This source of efficacy is 

based on personal mastery experiences. Bandura (1982) 

stated that "successes heighten perceived self-efficacy; 

repeated failures lower it, especially if failures occur 

early in the course of events and do not reflect lack of 

effort or adverse circumstances" (p. 126). Therefore, the 

effects of failure on personal efficacy depend on the 

timing and pattern of experiences in which the failures 
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occur. People develop a sense of self-efficacy through the 

realization of what they can do or fail to do. 

Efficacy appraisals are also influenced by vicarious 

experiences of observing the performances of others. 

Seeing similar people perform a task successfully can raise 

efficacy expectations in observers (Bandura, 1982). 

Individuals realize that they too have the capabilities to 

master comparable activities. Conversely, observing others 

who fail lowers observers' judgments of their own 

capabilities. Vicarious information also is gained through 

modeling. Modeling conveys information about the nature 

and predictability of environmental circumstances. 

Verbal persuasion is used to influence behavior. 

Bandura (1977) stated that "people are led, through 

suggestion, into believing that they can cope successfully 

with what has overwhelmed them in the past" (p. 198). 

Efficacy expectations induced in this manner are likely to 

be weaker than those arising from one's own experienced 

accomplishments. However, if persuasion is presented 

within realistic bounds, then the person may try to perform 

a behavior and .gain efficacy through repeated successes. 

People rely on information from their physiological 

state in judging their efficacy capabilities. Individuals 

acknowledge their "visceral arousal in stressful and taxing 
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situations as an ominous sign of vulnerability to 

dysfunction" (Bandura, 1988, p. 127). Because high arousal 

most likely will debilitate performance, people are more 

inclined to expect success when they are not adversely 

agitated or filled with fear and anxiety. Many 

physiological signs such as fatigue, aches, and pains are 

seen as indicants of physical inefficacy. 

According to Bandura, self-percepts of efficacy are 

gathered through these four sources of information but are 

dependent on cognitive processing. The way in which this 

information is utilized by people is contingent upon the 

types of cues that people have learned to use as indicators 

of personal efficacy. The same information regarding 

personal capability may be interpreted differently by 

various people. 

Empirical research by Bandura (1977) has suggested 

positive correlations between changes in behavior and 

changes in self-efficacy. This relationship remains firm 

over a variety of behaviors and treatment procedures. 

Investigational research also strongly purports that self

efficacy is a more powerful predictor of behavior than 

either outcome expectancies or past performance (Sherer et 

al., 1983). In a study by Wassem (1987), Bandura's social 

learning theory was tested by determining its ability to 



66 

predict adjustment to chronic physical disability. In 

support of Bandura's belief that self-efficacy expectancies 

are more powerful than outcome expectancies, self-efficacy 

was found to be a better predictor of adjustment to chronic 

disability than outcome expectations. 

Many research studies that are interested in health 

issues have examined the concept of self-efficacy. Weitzel 

(1989) tested Pender's Health Promotion Model with a sample 

of 179 blue collar workers. Four psychological variables 

were examined: importance of health, perceived health locus 

of control, health status, and perceived self-efficacy. 

The General Self-Efficacy Scale developed by Sherer et al. 

(1982) was used to measure the variable of self-efficacy. 

The study generated an alpha coefficient of .83 for this 

instrument. Each of these psychological variables were 

predictive of health promoting behaviors. Self-efficacy 

and health status were the most powerful predictors 

accounting for 16% and 10% of the variance, respectively. 

The author concluded that the greater the belief of optimal 

personal health, the more likely is the performance of 

activities to maintain that state of health. 

Murphy (1987) investigated the effects of self

efficacy and social support on mental health following a 

natural disaster. The sample of 155 persons was tested 



twice over a 2-year period after the occurrence of a 

disaster. Self-efficacy was found to be a significant 

predictor of mental distress. Results indicated that 

participants with a high self-efficacy score relied more 

heavily on self-reliant behaviors to cope with stress and 

losses. 
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Gertner et al. (1988) studied the effects of nursing 

interventions based on self-efficacy and family stress 

theory on individual and family health during recovery from 

heart surgery. Sixty-seven surgical patients and their 

spouses were evaluated during their hospitalization and at 

3- and 6-month intervals. Specific nursing interventions, 

such as counseling and telephone follow-up, were employed 

with an experimental group. At 3 months, the findings 

indicate a statistical difference regarding perceived self

efficacy when performing lifting activities and tolerating 

emotional distress. 

A study by Ewart, Taylor, Reese, and DeBusk (1983) 

examined the effects of early postmyocardial infarction 

exercise testing on self-perception and subsequent physical 

activity. Forty men were examined 3 weeks after infarction 

for their level of self-efficacy when asked to perform 

various physical activities. Results indicated that self

efficacy judgments proved to be an important link between 
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functional status and physical performance. Patients who 

expressed a low self-efficacy concerning their anticipated 

treadmill test demonstrated a lower treadmill heart rate 

and workload than patients who expressed a high self

efficacy. After successful completion of the treadmill 

test, judgments concerning capacity for physical effort 

become stronger. 

Southerland {1988) analyzed the relationship between 

self-efficacy, health knowledge, and health practices of 

249 healthy, elderly adults. Findings reveal that self

efficacy played a primary role which was stronger than the 

interactive effects of health knowledge and self-efficacy. 

Self-efficacy appears to be a critical factor in the 

success of older adult health promotion programs to 

initiate the performance of healthy behaviors. 

Several studies focused on self-efficacy as it relates 

to women's behavior. In a study by Gonzalez {1990), the 

relationship between the role of self-efficacy and the 

frequency of breast self-examination {BSE) among low income 

Mexican American women was examined. Findings revealed a 

strong relationship between self-efficacy and frequency of 

breast self-examination. Social support, barriers to 

health care, and English proficiency had less influence on 

BSE than self-efficacy. Gross, Rocissano, and Roncoli 
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{1989) analyzed the maternal confidence exhibited during 

toddlerhood in mothers of preterm and fullterm children. 

Mothers of 132 toddlers between the age of 12 and 36 months 

were asked about their self-efficacy regarding child care. 

Findings suggest that mothers of toddlers born prematurely 

were no less confident in parenting than mothers of 

toddlers born fullterm. Child care experience prior to 

motherhood was the most potent predictor of maternal 

confidence. This finding supports Bandura's belief that 

"perception of prior task mastery is the most important 

factor in predicting confidence in subsequent performances 

of that task" (Gross et al., 1989, p. 7). 

In a study by Gillis (1994), the determinants of 

health promoting lifestyles in adolescent females were 

examined. Guided by Pender's Health Promotion Model, the 

researcher investigated the relationship between several 

variables including self-efficacy and health promoting 

behaviors in 184 adolescents and their parents. The study 

measured self-efficacy by employing the Self-Efficacy Scale 

designed by Sherer et al. (1982). A strong relationship 

existed between the predictor variables health definition, 

self-efficacy, perceived health status, and ethnicity and 

the criterion variable of health lifestyle accounting for 

41% of the variance. Additionally, Gillis (1993) conducted 
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an integrative review of the literature between 1983 and 

1991 which focused on the determinants of health-promoting 

lifestyle. Of the 23 studies that were examined, findings 

of a meta-analysis of correlations for each study's 

determinants were presented. Self-efficacy was found to be 

the strongest predictor of a health-promoting lifestyle, 

followed by social support, perceiyed benefits, 

self-concept, perceived barriers, and health definition. 

The Self-Efficacy Scale by Sherer et al. (1982) has 

been used in several studies to indicate levels of self

efficacy in various relationships. Budd (1992) 

investigated the relationship of self-efficacy and 

rehabilitation following acute myocardial infarction in 

women. The instrument exhibited an alpha level of .95. A 

significant relationship was supported between self

efficacy and recovery(~= .69, £ = .001}. O'Brien and 

Page (1994) looked at self-efficacy in nurses as it related 

to stress in the workplace. Stuifbergen and Becker (1994) 

reported that a sample of 117 adults with disabilities was 

more likely to engage in health activities if they 

possessed a higher level of self-efficacy. 

Health Locus of Control 

Locus of control theory was derived from Rotter's 

social learning theory which was reported in the literature 
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in the 1950s. Social learning theory proposed that 

individuals have a choice in how they will behave 

(Arakelian, 1980). Before one decides on a particular 

action, the individual must consider both the reinforcement 

value (value of the outcome) and the expectancy of the 

event (estimation of the likelihood of its occurring). 

People assess the chance of their success by evaluating the 

immediate situation (situational expectancy) and by 

recalling past experiences that seem similar to the present 

experience {generalized expectancy). Because generalized 

expectancy may color the perception of a situation, it 

plays an important role in determining behavioral choices. 

Locus of control is a cognitive term that focuses on 

individual interpretations of the cause of behavioral 

outcomes or reinforcements. Locus of control describes the 

differences in the ways people view their control of 

outcomes in their environment. People vary in the degree 

to which they attribute reinforcement to their own behavior 

or events independent of their behavior. Individuals who 

have an internal locus of control believe that what happens 

to them is predominantly due to their own actions or 

attributes. Conversely, those individuals who believe that 

what happens to them is unpredictable or due to luck, fate, 



chance, or the power of others have an external locus of 

control. 
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Health locus of control describes the concept of locus 

of control when applied to health-related situations. 

Health locus of control represents what individuals believe 

is the controlling factor concerning personal health 

circumstances. An internal health locus of control is 

characterized by the "degree to which an individual 

believes that his/her own behavior is responsible for 

health and illness" (Rock, Meyerowitz, Maisto, & Wallston, 

1987). Research suggests that people with an internal 

health locus of control are more likely to take 

responsibility for their health as compared to people with 

an external health locus of control (Brown, Muhlenkamp, 

Fox, & Osborn, 1983). Individuals with an external health 

locus of control describe their health status as a function 

of luck, chance, fate, or beyond their personal control. 

External health locus of control can also include the 

belief that the degree of health is determined by powerful 

others such as physicians, parents, or family members. 

Research into the concept of health locus of control 

began as early as the 1960s. Seeman and Evans (1962) 

reported that hospitalized tuberculosis patients who 

possessed an internal health locus of control knew more 
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about their own disease process and asked more questions of 

medical personnel than other similar patients with an 

external health locus of control. In a study conducted 1 

week after the Surgeon General's report on the hazards of 

smoking, James, Woodruff, Bond, and Werner (1965) suggested 

that both female and male smokers were significantly more 

externally controlled than nonsmokers. Males that stopped 

smoking after the report was published were found to be 

more internally controlled than those that continued to 

smoke. 

Wallston, Wallston, Kaplan, and Maides (1976) 

determined that individuals with an internal health locus 

of control who valued health searched for more 

health-related information than did persons with external 

locus of control. Another study by Wallston, Wallston, 

Kaplan, and Maides (1976) reported that weight loss success 

depended on designing a loss program that corresponded to 

each person's locus of control orientation. Individuals 

that were externally controlled achieved greater weight 

loss than internally controlled persons participating in 

programs that relied on social pressures as motivation. 

Internally controlled persons experienced greater weight 

loss in programs that were self-directed. 
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Muhlenkamp, Brown, and Sands (1985) examined health 

locus of control, health value, and demographic 

characteristics for their impact on health promotion 

activities in nursing clinic clients. A sample of 175 

clients was administered measures evaluating each 

determinant of interest. Regarding health locus of control 

as measured by the Multidimensional Health Locus of Control 

Scale (MHLC), chance health locus of control was found to 

be negatively associated with initiation of positive health 

activities. In other words, individuals who believe that 

they have little personal control of their health (i.e., 

health is a result of chance) lack the incentive to 

participate in positive health care practices. This 

finding is congruent with other health literature and 

supports the findings of previous studies by Brown et al. 

(1983) and Zindler-Wernet and Weiss (1987). 

Many research studies support the view that persons 

with an internal health locus of control are more likely to 

practice health behaviors (Fleetwood & Packa, 1991; Nemcek, 

1989; Redeker, 1989; Speake, Cowart, & Pellet, 1989). In a 

study by Pender, Walker, Sechrist, and Frank-Stromberg 

{1990), 589 employees who were enrolled in six 

employer-sponsored health promotion programs were 

investigated regarding the influence of perceived personal 



75 

· competence, definition of health, perceived health status, 

and perceived health locus of control on health promoting 

lifestyle patterns. Results indicated that employees in 

the sample were more likely to practice healthy lifestyles 

if they believed they were personally competent when faced 

with life situations, rated a high personal health, and 

believed that the definition of health stressed a wellness 

orientation. Findings concerning health locus of control 

revealed that health conscious persons believed that their 

health was more influenced by powerful others and not by 

fate or chance. 

Several studies examined the role of health locus of 

control and women. One correlational study investigated 

the extent to which health locus of control, self-esteem, 

and health promotion activities explained the health status 

of 420 employed woman (Duffy, 1989). In another study by 

Duffy (1988), health locus of control, self-esteem, and 

health status were examined for their impact on health 

promotion behaviors in 262 women between the ages of 35 and 

65. Negative chance health locus of control, self-esteem, 

health status, .health concerns, educational level, and 

internal health locus of control explained 25% of the 

variance of the likelihood to participate in health 

lifestyle activities. Both of these study findings 
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indicate that health locus of control contributes to the 

explained variance of health behavior in the samples. 

Duffy (1993) also reported that, in a sample of 477 persons 

65 years or older, participants with high self-esteem and 

an internal health locus of control practiced more frequent 

health promotion strategies. The author suggested that the 

findings supported relationships posited in Fender's Health 

Promotion Model. 

Redeker (1989) reported that women were more likely to 

practice breast self-examination when they possessed an 

internal health locus of control. Health beliefs alone and 

health beliefs combined with an internal health locus of 

control were found to influence the frequency of breast 

self-examination among the sample. 

Using Wallston's Multidimensional Health Locus of 

Control Scale, Lowery, Jacobsen, and DuCette (1993) 

explored the extent to which causal thinking and 

perceptions of control were associated with the 

psychological adjustment of women with breast cancer. In a 

sample of 195 women, findings indicated that perceived loss 

of control was the most important element in predicting 

adjustment to the disease state. Feelings of loss of 

control of their health prompted women in the sample to ask 
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"Why Me?" and have more problems with the acceptance of 

their cancer. 

In a study of 76 young adult women (Schank & Lawrence, 

1993), lifestyle practices and health locus of control was 

examined. The sample was composed of 38 nursing students 

and 38 non-nursing college students. Analysis of data 

revealed a significant difference (£ = .001) between 

reported lifestyle practices and career choice of the 

students. The student nurse population exhibited healthier 

lifestyle behaviors than the non-nurse population. 

Although a relationship was found between career choice and 

lifestyle practices, no relationship was found between the 

young women's lifestyle behaviors and health locus of 

control. However, the nurses were more likely to have an 

internal orientation to their locus of control whereas most 

non-nurses were found to be externally oriented. 

In a study of adolescent mothers by Kelly {1995), 

findings suggested that mothers of infants are more likely 

to practice better preventive health care for their 

.children when they had support of the infant's father and 

exhibited a high "powerful others" locus of control. 

Health Value 

Because no two persons encounter the same life 

experiences, no two value systems are exactly the same 
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(Pender, 1987). However, similarities in value systems may 

exist in particular cultures and groups or across cultures. 

Each individual possesses the same values but to differing 

degrees. Human values are traced back to families, 

societies, cultures, institutions, and individual 

personalities. The cognitive process that describes how a 

person places importance on the performance of an action is 

explained by the value-expectancy theory (Sennott-Miller & 

Miller, 1987; Wallston, Wallston, Kaplan, & Maides, 1976). 

Under conditions of uncertainty, the likelihood that 

behavior will take place is a function of the value a 

person places on an expected outcome and the perceived 

probability that the contemplated behavior will achieve the 

desired outcome. 

According to Pender (1987), "health values do not 

emerge in a vacuum but in the context of life values" (p. 

160). The importance that an individual places on 

enhancing health status is likely to affect the frequency 

and intensity with which health behaviors occur. Health 

value is defined as the significance that one places on the 

promotion and E!eservation of an optimal state of health. 

In order to determine and predict health behavior, one must 

acquire information concerning an individual's value of 

health in relation to other life values. 
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Wallston, Maides, and Wallston (1976) conducted an 

investigation of the impact of health value on the 

frequency of health-promoting behaviors in 88 college 

students. Individuals who held a high value of health, as 

measured by ranking health among the top four value 

positions, 'Were more likely to choose available 

health-related pamphlets to read than those who held lower 

values. These findings support the view that 

information-seeking behavior is influenced by placing a 

high value on health. Furthermore, those individuals who 

seek health information have a greater probability of 

becoming more knowledgeable regarding health and disease. 

In a study by Christiansen (1981), determinants of 

health promoting behavior were analyzed in a national 

sample of 378 adults. The author evaluated the influence 

of health value, perceived health status, health locus of 

control, definition of health, selected health beliefs, and 

certain demographic variables on health promoting 

behaviors. The importance of health as measured by the 

Health Value Survey was a significant variable in 

explaining performance of health behaviors between persons 

reporting a moderate to high level of health promoting 

actions and those reporting infrequent health promoting 

actions. In addition, subjects who perceived their health 
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status to be good reported a higher frequency of healthy 

behaviors than those subjects who perceived their health 

status to be poor. 

Lakin (1988) examined the relationship among health 

locus of control, health value, and exercise of self-care 

agency in 104 women. A positive correlation between 

exercise self-care agency and internal health locus of 

control was found at the£= .001 level. A negative 

correlation between exercise and chance health locus of 

control was supported at the .001 level. Exercise 

self-care agency was related to health value (£ = .OS). 

Several studies looked at the relationship between 

health value and health behavior. Pender et al. (1990) 

reported that perceived importance of health did not 

contribute to the explanation of health behavior 

performance. The authors suggested that this finding may 

be due to a population artifact because most of the sample 

was composed of health promotion program enrollees who 

ranked health as most important in relation to other 

values. Laffrey and Isenberg (1983) did not find a 

significant reiationship when studying health value and 

participation in health behavior in a sample of 75 women 

between the ages of 24 and 65. 
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In a study by Lonnquist, Weiss, and Larsen (1990), 

several variables were investigated with regards to health 

protective behavior in 167 college students (67 males and 

99 females). The relationship of health locus of control, 

health value, social support factors (influence of parents 

and peers, organizational involvement, and reliance on 

others), and health specific factors (recent health crisis 

and health status) with health behaviors was explored. 

Female students showed more health protective behaviors 

than did male students (£ < .001). Value placed on health 

was more predictive for females than for males. 

Barriers to Action 

The concept of barriers to behavior was originally 

introduced by the Health Belief Model (Rosenstock, 1974). 

The Health Belief Model suggested that individuals would 

engage in preventative behavior to avoid disease if four 

basic beliefs were held: (a) that they were susceptible to 

the disease, (b) that the occurrence of the disease would 

affect their lives in some measurable way, (c) that taking 

the preventive action would reduce the threat and be 

beneficial to their life, and (d) that taking the action 

would not require surmounting significant barriers to that 

action (Champion, 1984). The model referred to the 

barriers component as the "beliefs or perceptions regarding 
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the cost or negative aspects of undertaking health 

behavior" (Melnyk, 1988, p. 196). 

Andersen's (1968) Model of Health Services intended to 

predict health service utilization as a consequence of 

family and health system characteristics. The model 

utilized the term "enabling factors" which were defined as 

the absence of certain resources. These enabling factors 

later came to be known as barriers. Andersen viewed 

barriers as external to the individual and objectively 

identifiable. 

Barriers can be described with regard to various 

settings and situations. Barriers in the traditional 

literature were presented in relation to the interaction 

between the consumer of health care and the health care 

system. Pender (1987) discussed barriers as being factors 

that influence health habits outside of the health provider 

environment. Barriers can be difficulties encountered by 

individuals that inhibit a behavior or behavior change to a 

health promoting activity. 

The literature characterizes the concept of barriers 

in two ways: structural barriers and individual barriers 

(Melnyk, 1988). Structural barriers are the perceptions of 

the consumer or observable components of the system with 

regard to the following factors: time, distance, cost, 
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vulnerability, organization of services, discrimination, 

and provider-consumer relationship. The element of time 

includes travel time and waiting time at medical 

appointments. Distance involves the proximity to health 

care facilities and resulting transportation needs. Costs 

include the financial requirements for delivered services, 

inadequate insurance coverage, cost of transportation, and 

lost wages due to appointments. The availability of 

services component includes inaccessibility of health care 

and bureaucratic obstacles. Organization of services deals 

with fragmentation of health care. Discrimination by race, 

gender, age, social status, or mental status are barriers 

to action. The provider-consumer relationship can be a 

barrier when there is a lack of mutual respect, biases, 

poor communication, cultural differences, and intimidation. 

Barriers can also be represented by the following 

individual characteristics: demographic factors, attitudes, 

knowledge, effort, cultural factors, and family qualities. 

Barriers that are demographic in nature may include 

educational level, income, age, occupation, and marital 

status. Attitude barriers involve the feelings of fear, 

anxiety, fatalism, self-reliance, and lack of interest or 

incentive to perform preventative health actions. 

Knowledge is a barrier when an individual possesses a lack 
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of knowledge regarding services and their locations, lack 

of awareness of insurance benefits, and inadequate 

understanding about the disease process. The amount of 

effort needed to access health services can be a barrier 

when the individual is chronically impaired, has a large 

number of physical problems, or is psychologically 

disturbed. Cultural barriers are exhibited by language and 

communication problems. The barriers of family qualities 

includes familial denial of health problems, large family 

size, prior negative experiences by a family member, and 

increased stress due to demands of family responsibility. 

According to Pender (1987), perceived barriers have 

been identified as cognitive factors which exert a direct 

influence on the predisposition to engage in health 

promoting behavior. Barriers to action can be imagined or 

real and "consist of perceptions concerning unavailability, 

inconvenience, or difficulty of a particular health

promoting option" (Pender, 1987, p. 65). 

Many studies presented in the literature have examined 

the role of barriers on the performance of health 

behaviors. Sennott (1980) explored the effects of 

perceived seriousness, perceived susceptibility, 

effectiveness of health actions, importance of health, and 

difficulty of health practices (barriers) on intentions to 
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engage in ten health behaviors. Using the Health Belief 

Model as the framework, the findings revealed the dominant 

role of difficulty in the prediction of behavior. Barriers 

explained 92% of the variance for the likelihood of taking 

health actions. Individuals will undertake health behavior 

to the extent that perceived benefits outweigh perceived 

barriers. The author suggested that health professionals 

and others interested in behavior change should focus their 

efforts on lowering the perceived difficulty of a behavior 

rather than trying to increase factual knowledge or change 

attitudes. A later study conducted by Sennott-Miller and 

Miller (1987) supported this data. 

Murdaugh and Verran (1987} tested a theoretical model 

called the Preventive Behavior Model to determine the 

influence of perceived barriers, benefits, health value 

orientations, and selected health care activities on 

physiological indicants of cardiac preventive behaviors. 

Looking at the demographic variables and their influence in 

the model, this exploratory research indicated that married 

people perceived fewer barriers than did single or divorced 

people. 

Research done by Alexy (1991) investigated the factors 

associated with participation or nonparticipation in a 

workplace wellness center. The purpose of the study was to 
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compare characteristics that distinguish those individuals 

who participated in a wellness program (n = 101) to those 

who did not (n = 100). Six factors accounted for 60% of 

the variance: perceived benefits, perceived physical 

barriers, self-efficacy, perceived psychological barriers, 

convenience factors, and social support. Those persons who 

did participate in wellness activities were more likely to 

identify greater benefits and fewer perceived barriers. 

Johnson, Corrigan, Dubbert, and Gramling (1990) 

analyzed a sample of 226 women to determine their exercise 

habits, weight control methods, and perceived barriers to 

initiating and sustaining exercise and weight management 

programs. Regarding the evaluation of barriers, 

participants were given a list of barriers to exercise and 

asked to indicate all those that applied to themselves. 

For ·example, barriers to the performance of exercise 

included lack of time, lack of money, lack of facilities, 

lack of partner, exercise is boring, health problems, or 

lack of interest. Lack of time was the most frequently 

endorsed barrier. Barriers to diet were also presented. A 

study of prevention behaviors of 59 female-headed, one 

parent families also reported time as the primary barrier 

to health actions (Duffy, 1986). Studies by Bonheur and 

Young (1991) and Walcott-Mcquigg (1992) also support these 
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benefits influence women's motivation to engage in diet 

control, weight management, and exercise behavior. 

87 

A study by Verhoef and Love (1994) examined the 

differences between mothers and women without children with 

respect to the independent variables of parenthood, 

perceived barriers to exercise, and perceived benefits of 

exercise. Using a large random sample of women between the 

ages of 20 and 49 (N = 1113), findings suggested that 

mothers are less active than women without children in 

terms of intensity, frequency, duration of exercise, and 

exercise pattern. For mothers, the most important barrier 

to exercise was lack of time as a result of family 

responsibilities. For women without children, the biggest 

barrier was lack of self-discipline. Young mothers (age 

20-2·9) seem to experience the most barriers that effect 

exercise participation. For example, lack of spousal 

support and lack of baby-sitting services were listed as 

barriers. Mothers also experienced significantly more role 

overload than non-mothers (£ < .001). 

Several studies have explored the role of barriers and 

the health protective behavior of breast self-examination 

(BSE) in women. Champion (1984) evaluated the Health 

Belief Model by developing scales to its components. The 
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selected scales included the following: susceptibility, 

seriousness, benefits, barriers, and health motivation. 

Frequency of breast self-examination was the dependent 

variable chosen. Using a sample of 301 women, the results 

of the research yielded substantial evidence of the ability 

of the scales to reliably and validly measure the concepts 

of interest. As in other studies, the barriers scale again 

accounted for the largest portion of variance {23%) on the 

dependent variable of BSE. Women who faced few barriers 

were more likely to report increased frequency of breast 

self-examination. Additional studies by Champion {1987, 

1988, 1991) suggested a dominant role of barriers in the 

practice of BSE as a preventive health action. 

Rutledge {1987) examined the influence of 

susceptibility, seriousness, social support, age, perceived 

barriers, perceived benefits, self-concept, and social 

network qualities on the frequency of BSE practice. 

Factors found to relate directly to the frequency of 

performance of BSE were a high level of benefits, a low 

level of barriers, and a high self-concept. Gray (1990) 

and Wyper (1990) also found that women who perceived fewer 

barriers to performing BSE were more likely to report 

practicing monthly BSE. Kushnir, Rabinowitz, Melamed, 

Weisberg, and Ribak {1995) reported that health 
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responsibility, the personal disposition to maintain health 

and promote well-being, was a significant predictor of 

breast self-examination (N = 253 women). 

Benefits of Action 

Derived from the Health Belief Model, benefits of 

action are the perceptions about the effectiveness and 

positive rewards of health behaviors in achieving a goal of 

optimal health. If the effectiveness of recommended 

preventive actions is not well established or unknown to an 

individual, the likelihood of engaging in the action is 

minimal (Pender, 1987). Positive rewards for participating 

in health behavior may be improved health, physical 

fitness, feelings of exhilaration, or a better 

psychological outlook . 

. Perceived benefits of health action affect the level 

of participation in such behaviors. In an early study of 

benefits of preventive care, Kegeles (1969) discovered that 

women who obtained a Pap test were more likely than 

nonparticipants to believe that the test could detect 

cervical cancer and improve the prognosis for recovery. 

Stern (1989) studied the relationships among women's health 

beliefs of susceptibility, seriousness, benefits, barriers, 

control, and health motivation regarding breast self

examination. Findings showed that women who reported never 
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having had breast disease perceived significantly more 
-

benefits and performed BSE more frequently. 

In a study by Ultsch (1983), factors were examined 

which encouraged physical activity as motivation for 

regular exercise performance and which benefitted the 

cardiopulmonary system. Guided by Pender's model of health 

promotion and various motivational models, a sample of 150 

participants were placed in two groups, participants and 

nonparticipants based on an exercise point system. The 

participants of exercise rated the benefits of exercise 

higher than the nonparticipants. They also rated the costs 

of exercise lower. 

Murdaugh and Hinshaw (1986) investigated the influence 

of perceived benefits, perceived barriers, and health value 

when undertaking aerobic exercise and smoking behaviors. 

Usihg the Preventive Behavior Model as the theoretical 

framework, 67 subjects were selected who had participated 

in a health screening program. Subjects' benefits were 

evaluated using the Barrier and Benefit Scale (BAS/BES). 

Perceived benefits were found to increase one's likelihood 

of participating in a regular exercise program. Lusk, 

Ronis, Kerr, and Atwood (1994) also used the Barrier and 

Benefit Scale to test the Health Promotion Model in workers 

who use hearing protection. With subscale theta 
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to be strongly associated with the use of hearing 

protection by the subjects. 
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A.H. Wilson (1991) conducted a correlational survey 

to examine the health-promoting behaviors of 416 mothers 

who are married and unmarried. The independent variables 

were marital status, health status, perceived benefits, and 

perceived barriers. Using Pender's Health Promotion Model 

to guide the study, the researcher discovered that 

perceived benefits and perceived health status had the 

strongest multiple correlation with the mothers' health 

behaviors. Benefits and barriers were comparable for the 

married and unmarried mothers in the sample. Over 70% of 

the mothers reported that the benefits of caring for 

themselves resulted in feeling better about themselves, 

feeiing better able to care for other family members, and 

having an improved mental outlook. Lack of time, 

procrastination, and fatigue were the most frequently given 

barriers to caring for their health. 

Health Practices 

Health practices or actions are defined as behaviors 

that maintain or promote health of individuals. Two types 

of health actions are discussed in health literature: 

health protecting and health promoting. Health-protecting 
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or preventive health behaviors are activities that people 

perform to protect their health (Pender, 1987). These 

activities act to prevent deteriorations of health and 

maintain a healthy, illness-free state. The major emphasis 

of health-protecting behavior is placed on "guarding or 

defending an individual or group against specific illness 

or injury" (Pender, 1987, p. 38). Pender (1987) defines 

health-protecting behaviors as "directed toward decreasing 

the probability of experiencing illness by active 

protection of the body against pathological stressors or 

detection of illness in the asymptomatic stage" (p. 57). 

In the 1950s, the Health Belief Model was developed to 

explain why people engaged in preventive behaviors. This 

model was the first widely accepted paradigm for describing 

determinants of preventive health actions. Initially, the 

purpose of the model was to establish the reasons why 

individuals were reluctant to utilize screening procedures 

for various preventable diseases. 

In 1979, Harris and Guten (1979) introduced the term 

"health-protective behavior" which described both 

preventive and health-promotive activities. They defined 

health-protective actions as "any behavior performed by a 

person, regardless of his or her perceived or actual health 

status, in order to protect, promote, or maintain his or 
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her health, whether or not such behavior is objectively 

effective toward that end" (Harris & Guten, 1979, p. 18). 

Examples of health-protective behaviors are wearing seat 

belts, exercising regularly, and socializing with friends. 

Pender suggests that this term includes elements of 

health-protecting and health-promoting behaviors (Pender, 

198 7) . 

Some theorists believe that health-promoting behaviors 

are different than health-protective behaviors. Health

promoting behaviors are aimed at increasing the level of 

well-being and self-actualization of an individual or group 

(Pender, 1987). Health promotion is a state of enhanced 

health and well-being in which persons act on their 

environment as they move toward higher levels of health and 

maximize personal health through actualizing states. 

Health-promoting behavior can be directed toward 

individuals, families, communities, and societies (Pender, 

1987) . 

According to Pender (1987), "desire for growth, 

expression of human potential, and quality of life provide 

motivation for health-promoting behaviors" {p. 57). Pender 

believes that illness and disease are the motivating 

factors of health-promoting actions. Examples of health

promoting behaviors include physical exercise, nutritional 
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eating patterns, social support, and stress reduction 

strategies. These examples of health-promoting activities 

are performed to enhance health and well-being as opposed 

to behaviors that allow the individual to avoid the risk of 

disease. 

In a concept analysis of the term "health promotion," 

Maben and Clark (1995) suggested that several attributes of 

the concept emerged. In the mid-1980s, traditional 

approaches to the concept of health promotion offered an 

umbrella term that was synonymous with health education 

{i.e., information-giving), lifestyle behavior change, and 

the marketing of health care. New approaches introduced 

the ideas that health promotion was supplemented by changes 

in social and environmental measures as well as the 

approach which encompassed values such as empowerment, 

equi'ty, and collaboration. In its broadest level, health 

promotion is concerned with policy and legislation that 

effect the state of an individual's health. 

Many investigations have tried to measure the variable 

of health action or health promotion using the 

Health-Promoting Lifestyle Profile (HPLP) (Walker et al., 

1987). Testing of the Health Promotion Model using the 

HPLP was begun on four populations: young/middle-age 

adults, older adults, ambulatory cancer patients, and 
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cardiac rehabilitation clients (Pender, 1987). An early 

study by Walker, Volkan, Sechrist, and Pender (1988) 

compared the health-promoting behaviors of older adults and 

those of young and middle-aged adults. A sample of 452 

adults aged 18 to 88 completed the HPLP to determine the 

relationship between age and selected sociodemographic 

features with lifestyle activities. The findings revealed 

that older adults possessed higher scores in overall 

health-promoting actions as compared to the rest of the 

sample. 

In the literature, many investigations reported using 

the Health-Promoting Lifestyle Profile to measure health 

promotion practices in various populations (Duffy, 1993; 

Lusk, Kerr, & Ronis, 1995; Pender et al., 1990; Riffle, 

Yoho, & Sams, 1989; Stuifbergen & Becker, 1994; Weitzel, 

1989). Because the population under study is women, the 

following studies are presented which utilized the HPLP and 

a well female sample only. 

Duffy (1988) employed the HPLP to investigate 

determinants of health promotion in 262 midlife women 

between the ages of 35 and 65. The impact of health locus 

of control, health status, and self-esteem on 

health-promoting behaviors was examined. Thirty-six 

percent of the variance of the self-actualization, 
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interpersonal support, and exercise subscales of the HPLP 

(the first canonical variate) was explained by internal 

health locus of control, self-esteem, and current/future 

health status. The remaining subscales of the HPLP 

included health responsibility, nutrition, and stress 

management (the second canonical variate) and accounted for 

36% of the variance when explained by age, chance locus of 

control, health concern, and poor prior health status. 

In a study by Kashka (1987), 72 adult employed women 

were sampled to examine the.relationship between purpose 

and meaning in life and health promotion practices. Using 

the HPLP and the Life Attitude Profile (LAP) measurement 

instruments, findings suggested a significant relationship 

existed between the variables (r = .3669). Demographic 

characteristics played a role in predicting relationships. 

Educational level and the LAP total score predicted HPLP 

total score. Age was predictive of the health 

responsibility subscale of the HPLP. 

Speake, Cowart, and Pellet (1989) investigated the 

relationship between demographic variables, perceived 

heal th status, .. heal th locus of control, and heal thy 

lifestyle actions using the HPLP. In a sample of 297 

unmarried, white women aged 55 to 93, the researchers 

determined through Pearson product-moment correlations and 
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stepwise multiple regression that health locus of control 

and perceived health status were significant indicators of 

health promotion behaviors. The HPLP subscales of 

self-actualization, health responsibility, exercise, 

nutrition, and stress management were positively impacted 

by internal health locus of control and health status. 

Subjects who possessed an external health locus of control 

were more likely to practice few health habits. 

Using health-promoting behavior as an independent 

variable, Duffy (1989) examined the relationship between 

demographic features, health locus of control, self-esteem, 

health promotion actions, and the health status of 420 

employed women. Findings through hierarchical multiple 

regression revealed that the HPLP subscales of 

self-actualization, health responsibility, and exercise 

were significant predictors of health status in the 

subjects. A combination of these three subscales, internal 

and chance health locus of control, health problems, and 

income accounted for 33% of the variance of overall health 

status. Health status was also related to socioeconomic 

level and annual household income. 

In a study of 416 mothers, A.H. Wilson (1991) 

conducted a correlational survey to determine if the 

modifying factor of marital status had a stronger 
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relationship to the health behaviors of mothers than the 

cognitive factors of perceived health status, perceived 

benefits, and perceived barriers. The sample consisted of 

a majority of married mothers (88%), and the remainder of 

the sample was unmarried. The reliability of the total 

HPLP was reflected in an alpha coefficient of .94 for the 

sample. The subscale coefficients ranged from .73 to .91. 

The variable with the strongest relationship to the health 

promoting activities of the mothers was perceived benefits, 

followed by perceived mental status, perceived health 

status, and perceived barriers. The independent variable 

of marital status was not significant at the .05 level due 

to the low number of unmarried mothers included in the 

population sample. Overall, the mothers reported a high 

level of perceived health status. The mothers reported 

that 87 percent of them believed that they were in good to 

excellent health. 

Ahijevych and Bernhard (1994) explored the 

health-promoting behaviors of 187 African American women 

using the HPLP. The researchers were interested in 

comparing the results with other published reports using 

the HPLP. Internal consistency scores on the total scale 

(alpha= .95) and subscales (alpha= .72 to .89) were 

similar to or higher than those reported by the HPLP 
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developers. HPLP subscales with the highest means for the 

sample were interpersonal support and self-actualization. 

The exercise subscale had the lowest mean. When compared 

to reports of HPLP scores of other samples, overall HPLP 

scores and subscales scores of the African American women 

in the study were lower. It is important to note that 

participants in the sample may not be representative of 

African American women in general because all 187 women 

self-reported smoking cigarettes daily. 

A variation of the HPLP was used in a study by 

Bottorff, Johnson, Ratner, and Hayduk (1996). Using a 

sample of 1,339 women, a causal model was examined that 

explained the role of control of health, self-effic_acy and 

health status in health-promoting behavior maintenance over 

time. The initial mode presented modifying factors (i.e., 

age, education, and body mass index}, cognitive-perceptual 

factors (i.e., control of health, self-efficacy, and health 

status}, and health-promoting behaviors (i.e., self

actualization, health responsibility, exercise, and 

nutrition). Interpersonal support and stress management 

subscales were omitted from the model. The researchers 

determined that interpersonal support and self

actualization were inseparable and shared indicators in 

factor analysis. In fact, the questionnaire items that 
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corresponded to the four dimensions of the HPLP were 

changed to reflect Likert responses to entirely new 

questions. This study supported the original themes 

proposed by the HPLP and attempted to extend the knowledge 

about health-promoting behavior in women. Final results of 

the study indicated that health behaviors were relatively 

stable over a 1-year time period which supported Fender's 

(1987) claim that previous experience with health 

activities is a determinate of the likelihood of engaging 

in health actions. The Health-Promoting Lifestyle Profile 

has also been used on specific populations of women such as 

those who have and have not experienced breast cancer 

(Nelson, 1991), low income pregnant women (Kemp & Hatmaker, 

1993), and adolescent females (Gillis, 1994). 

Summary 

Women's health, motherhood, self-efficacy, health 

locus of control, health value, health barriers, health 

benefits, and health action were the areas reviewed for 

this study. Understanding of each of these topics varies. 

The knowledge of women's health issues and the lived 

experience of motherhood have rarely been examined in the 

literature. The literature presented a fragmented and 

disjointed picture of women's health and women's reality. 

In general, the scientific literature is in need of further 
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research to understand the relationship between self

efficacy, health locus of control, health value, health 

barriers, health benefits, and health practices of mothers. 



CHAPTER III 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

Two types of research methodologies were used to 

discover information about the health practices of mothers. 

Primarily, the method of research used in this study was 

classified as the quantitative descriptive/correlational 

design. Quantitative research is conducted to describe 

variables, identify relationships among variables, and 

examine cause and effect relationships (Burns & Grove, 

1987). Because the researcher used instruments, employed 

statistical analysis of data, and made generalizations,. -the 

quantitative method was utilized to study the relationship 

between and among selected cognitive variables and health 

behavior practices in mothers. Descriptive studies are 

useful when the researcher desires to obtain new 

information, observe and describe what exists, and document 

conditions. Because so little research has been performed 

on this problem of interest, the descriptive design was 

indicated. Des~riptive studies also provide the knowledge 

base necessary to perform predictive studies. 

102 
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The study design used correlational research. 

Correlational research provides information about the type 

(positive or negative) and strength of proposed 

relationships (Burns & Grove, 1987). The researcher 

investigated the presence of relationships between self

efficacy, health locus of control, health value, barriers 

to action, benefits of action, and health practices in 

mothers. The direction and strength of those selected 

relationships were determined through correlational 

studies. Five hypotheses were formulated to examine those 

relationships.· One hypothesis was proposed to explore the 

relationship of selected demographic characteristics of the 

sample with health practices. 

The other methodology introduced involved the 

qualitative approach. Qualitative type of research focuses 

on identifying the features, characteristics, or attributes 

that make a phenomenon what it is (Leininger, 1985). The 

goal of this research method is to document and interpret 

as fully as possible the totality of what is under study 

from the subjects' point of view or perspective. In 

contrast to quantitative research, no means of statistical 

procedure or other quantification is used to arrive at 

findings. 
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Qualitative analysis is the separation of data into 

parts for the purpose of answering a research question and 

gaining new information (H. S. Wilson, 1985). Directed by 

a research question, the study examined the responses of 

subjects to open-ended questions regarding the impact of 

mothering on their health behavior. Through limited 

content analysis, themes, patterns, and qualities emerge to 

support theory. Through the integration of quantitative 

and qualitative data, a more holistic view of a phenomena 

can be discovered (Myers & Haase, 1989). Complementary 

data sets from both quantitative and qualitative research 

work together to give a more complete picture than can be 

obtained using either method singly (Dzurec & Abraham, 

1993; Ford-Gilboe, Campbell, & Berman, 1995; Tripp-Reimer, 

1985). Limited qualitative analysis was conducted to 

clarify, support, and validate the quantitative data. 

Through open, less structured questions and comments by the 

participants, subjective information which may not be 

explored through the use of the selected measurement 

instruments can come forward. Qualitative methodology 

facilitates new ideas about a concept and may raise 

unexpected questions. 

This chapter discusses the design and procedures 

utilized in the study. The chapter explains the study 
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setting, population and sample, protection of human 

subjects, data collection, instruments used for measurement 

of variables, results of a pilot study, and treatment of 

data. 

Setting 

The setting for this study was a large southwestern 

city in the United States with a regional population over 

one million. Sample subjects were selected from various 

sources. Parent-teacher associations of area elementary 

schools met monthly to discuss organizational issues. 

These monthly meetings provided the opportunity for the 

investigator to meet with the parents that attended, 

explain the study, discuss criteria for inclusion, and ask 

for volunteers to participate in the study. This same 

procedure was carried out at mothers day-out programs and 

play programs around the city. These settings were chosen 

because they offered a convenience sample of women who were 

mothers and met the age requirement to be included in the 

study. 

Population and Sample 

The population targeted for this study was composed of 

women between and including the ages of 25 to 45 who had at 

least one biologic child or adopted child or stepchild who 
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lived in the same home of the mother the majority of the 

time. The sample was limited to women between the ages of 

25 and 45 because the childbearing years often encompass 

this time period. Because of the exploratory nature of 

this study, the age span was selected as a initial attempt 

to describe a particular population. Future study could be 

directed at very young and older mothers. The mothers had 

be able to read, write, and communicate in English in order 

to complete the questionnaire and demographic survey form. 

Ability to communicate in English was determined by 

questioning the potential subjects at the beginning of the 

explanation of the study. The population included women 

who worked inside or outside the home. The subjects were 

required to live in the setting area. No subjects living 

outside the setting area were allowed to participate. 

· The study included only women whose annual combined 

family income was greater than $15,000. According to the 

Dallas Morning News ("Middle Class is Becoming a Dying 

Breed," 1992), any family whose annual income is more than 

$15,000 is categorized as middle class. Women with middle 

and upper economic levels were included. Lower income 

women were not involved in the study because it is believed 

that social class may have an effect on health practices. 

Young mothers who have a low income have been found to have 
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multiple negative influences on their health (Berkman & 

Breslow, 1983; Moyer, 1981). By excluding lower income 

women, selected extraneous variables were eliminated that 

offer options for future investigations of this topic. 

A convenience sample was used as the sampling 

technique for the selection of subjects. In convenience 

sampling, subjects are included in an investigation because 

they happen to be at the right place at the right time 

(Burns & Grove, 1987). Available subjects are entered into 

the study until the desired sample size was achieved. No 

attempt was made to ensure that all possible members of the 

population have an equal opportunity to be included in the 

sample. Therefore, convenience sampling is a 

nonprobability sampling technique. Convenience sampling 

lends itself well to this study because it is time 

eff~cient. 

According to Kerlinger {1986), the general rule 

regarding sample size is to select a sample as large as 

possible. Larger samples are better approximations of 

target populations than smaller samples. Descriptive and 

correlational studies that examine a large number of 

variables often require large samples (Burns & Grove, 

1987). By using larger samples, the researcher can protect 

against extraneous variables which might influence 



108 

responses by participants. Sample size is best determined 

using power analysis (Cohen & Cohen, 1983). Power analysis 

is used to determine the appropriate sample size so as to 

select the number of subjects to achieve significance and 

to avoid a Type II error. By determining the three 

parameters of effect size, power, and level of 

significance, the researcher can select an adequate sample 

size. Sample size was determined by setting the level of 

significance or alpha level at .OS to reduce the 

possibility of making a Type I error. The desired level of 

power was set at .80 meaning that there is an 80% 

probability of finding a difference when there actually is 

a difference and avoiding a Type II error. Expected effect 

size for this study was set at .30 which is a medium effect 

size for correlational studies. After computing the three 

parameters of effect size (.30), power (.80), and level of 

significance (.OS), a minimum sample size of at least 177 

participants was established. A sample of 202 women was 

used. 

Protection of Human Subjects 

This study used self-report questionnaires concerning 

self-efficacy, health locus of control, health value, 

barriers to action, benefits of action, and health behavior 

as well as a demographic personal data form and qualitative 
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survey form. In order to protect the human rights of 

sample participants, this study has been approved by and is 

in compliance with current rules and regulations of the 

Human Subjects Review Committee of Texas Woman's University 

(Appendix A). Even though this study does not involve high 

risk groups or contain subject matter of a sensitive 

nature, all human subject investigations must receive 

approval of the committee. Permission to conduct the study 

was also requested from the graduate school of Texas 

Woman's University (Appendix B). 

Participant identity and confidentiality were 

protected in several ways. Because return of the 

questionnaire indicated consent, no consent form was 

required. Therefore, written signatures were not 

necessary; and subjects and organizations were assured 

anonymity. Subjects were instructed to refrain from 

writing any name or identifying information on the study 

questionnaire. Subjects were told that participation in 

the study by completion of the questionnaire was completely 

voluntary. They were given information about the study, 

the criteria guidelines necessary to become a subject, the 

amount of time expected to complete the instrument, and how 

to return the completed study by mail at their convenience. 
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In the instrument packet (Appendix C), participants 

were asked to read a cover letter explaining the research 

project before any questionnaires were initiated. The 

letter stated that completion and return of the measurement 

instrument, demographic data form, and short response 

survey constituted consent to participate in the study. 

Participants were able to withdraw from the study at any 

time without penalty. In order to reduce research costs, 

those subjects who chose not to complete the questionnaire 

were asked to return it unanswered by mail to the 

researcher. In addition, the cover letter explained the 

method for subjects to obtain the results of the 

investigation. In the interest of privacy and anonymity, 

subjects were contacted only once when questionnaires were 

distributed. 

Data obtained from this study were protected as well. 

Data were maintained in a confidential manner and secured 

in a locked environment. Data questionnaires will be 

destroyed at such time that their use has been exhausted 

for research purposes. 

Instruments 

Five instruments were used and combined into a single 

questionnaire packet along with a researcher-developed 

demographic survey form and short answer section. The 
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packet was entitled Women's Health Assessment. The study 

employed the following instruments: General Self-Efficacy 

Scale by Sherer et al. (1982); Multidimensional Health 

Locus of Control Scale by Wallston et al., (1978); Health 

Value Survey by Wallston, Maides, and Wallston (1976); 

Barrier/Benefit Scale by Murdaugh and Hinshaw (1986); and 

Health-Promoting Lifestyle Profile by Walker, Sechrist, and 

Pender (1987). Permission to use each instrument was 

granted by the authors (Appendix D). These instruments 

were chosen to measure the independent and dependent 

variables because they were congruent with the theoretical 

framework and study design. They were also appropriate 

measures for the defined variables in the study. Each 

instrument is described in the following sections in the 

order that it appears in the Women's Health Assessment 

· packet. 

Demographic Personal Data Form 

The Demographic Personal Data Form (Appendix C) was 

developed by the researcher to obtain necessary information 

regarding profile characteristics of the sample. By 

knowing as much information as possible about the sample 

subjects participating in this study, the researcher and 

future researchers who conduct investigations on this topic 

will have a more complete picture of the target population 



(Burns & Grove, 1987). Demographic variables that were 

collected included the following: 
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1. Age: (ages 25 to 45 ONLY). This demographic 

feature was important to assess for variations in cognitive 

factors and health practices across a time span and to 

remind participants of the age limitations. 

2. Gender: (Females ONLY). Gender was asked as a 

means to remind participants of the gender limitations of 

the study. 

3. Race. Ethnic background was assessed in five 

areas: African-American, Hispanic, Oriental, White, and 

Other. 

4. Marital Status. Marital status information was 

elicited in six areas: Married, Separated, Divorced, 

Widowed, Single, and Living with significant other. 

5. Educational Level. Completed educational level 

was assessed in five areas: Did not complete high school, 

High school diploma, Some college courses, College degree, 

Post-graduate degree. 

6. Annual Family Income. Information about annual 

family income was obtained to identify the sample by 

listing the following financial ranges: Less than $15,000 

(any subject who checked this category was eliminated from 

the study), ($15,001-25,000), ($25,001-35,000), ($35,001-
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45,000) I ($45, 001-55, 000) I ($55, 001-65, 000) I ($65, 001-

75, 000), ($75,001-85,000), ($85,001-100,000), and greater 

than $100,000. These ranges are appropriate for middle and 

upper income subjects. 

7. Number of children living with you--ages of 

children living with you. 

Data on family composition were assessed to describe 

the environment that the mother is involved and her 

responsibilities. 

8. If you are working outside the home, what is your 

occupation? Hours worked per week? 

These data established the sample into working and 

non-working mothers. 

9. Do you have health insurance coverage? 

This question was included to examine the influence of 

· insurance coverage and health. 

Findings from the demographic personal data form were 

used to establish relationships with health practices in 

the population. Specific information regarding the 

occupations of subjects was not used in this investigation. 

Health Value Survey 

Modeled after Rokeach's 1973 Value Survey, Wallston, 

Maides, and Wallston {1976) constructed the Health Value 

Survey as a method to .determine the rank that subjects 
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assign to the value of health when compared to other life 

values (Part 1, Appendix C). The authors chose 9 out of 

Rokeach's 18 terminal values and added "health" as a 10th 

value. The 10 values include (a) a comfortable life, (b) 

an exciting life, (c) freedom, (d) happiness, (e) health, 

(f) inner harmony, (g) pleasure, (h) self-respect, (i) a 

sense of accomplishment, and (j) social recognition. The 9 

values were selected by the authors because those values 

appeared to be best able to surpass "health" in rank. 

Participants are asked ·to study the list and pick out 

the one value that is the most important to them 

personally, as a guiding principle in their life. From 

that point, the subject must rank order the remaining 

values from the second most important value to the 10th 

least important value. Each value is assigned a different 

rank from 1 to 10. The responses are analyzed using 

frequency findings to determine the number of subjects who 

report health as a high value (number 1, 2, 3, or 4 in 

rank) or low health value (number 5 or less in rank). 

Wallston, Maides, and Wallston (1976) report studies 

of 88 and 97 college psychology students who tested the 

Health Value Survey and the Health Locus of Control Scale. 

No reliability information was reported. Since the 

instrument uses rank ordering, there can be no estimate of 
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internal consistency. Pender (1985) reports a test retest 

reliability of .92 after 4 weeks as evidence of stability. 

The authors claim that the Health Value Survey is a 

valid instrument because it measures what it purports to 

measure. Studies that have used the survey have reported 

that it follows theoretical expectations in that different 

subsamples tend to rank the value of health differently 

depending on age and current health status. Evidence of 

construct validity was supported by construction and use of 

a four item Likert scale measure of health value. This 

Likert instrument and the rank order Health Value Survey 

were administered to the same group of subjects. The two 

scores, rating and ranking, correlated significantly with 

each other. 

Health-Promoting Lifestyle Profile 

The Health-Promoting Lifestyle Profile (HPLP) (Part 2, 

Appendix C) was developed by Walker et al. (1987) to 

measure the likelihood of engaging in health-promoting 

behaviors. The items in the profile are worded as positive 

actions directed toward influencing health and well-being 

(Pender et al., 1990). The instrument's authors purposely 

oriented the items toward avoidance of illness or 

prevention through item analysis during development. The 

majority of other lifestyle assessment measures are health 
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hazard/health risk appraisal tools that focus on 

health-protecting behaviors rather than health-promoting 

actions (Walker et al., 1987). Guided by Pender's 

theoretical framework of the Health Promotion Model, the 

HPLP seeks to measure behavior which maintains or increases 

level of wellness, self-actualization, and well-being. 

The HPLP is a 48-item instrument containing statements 

that describe health-promoting behaviors or actions. 

Subjects are asked to identify their present way of life or 

personal habits using a Likert-type scale. The scale 

contains four options to characterize their responses: 

Never, Sometimes, Often, and Routinely. A score for the 

overall Health-Promoting Lifestyle can be obtained by 

calculating the mean of the individual's responses to all 

48 items. Scores for each of six subscales can also be 

determined. 

Six subscales compose the HPLP: self-actualization, 

health responsibility, exercise, nutrition, interpersonal 

support, and stress management. The self-actualization 

subscale contains 13 items (scores range from 13 to 52). 

The health responsibility subscale contains 10 items 

(scores range from 10 to 40). The exercise subscale 

contains 5 items (scores range from 5 to 20). The 

nutrition subscale contains 6 items (scores range from 6 to 
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24). The interpersonal support subscale contains 7 items 

{scores range from 7 to 28). The stress management 

subscale contains 7 items (scores range from 7 to 28). 

The Health-Promoting Lifestyle Profile originated from 

Fender's use of the Lifestyle and Health Habits Assessment 

(LHHA) which was a 100-item checklist of positive health 

behaviors (Walker et al., 1987). The yes/no format of the 

LHHA was replaced by the 4-point response format to obtain 

an interval measure of degree. Following a convenience 

sample pilot, four faculty members familiar with health 

promotion literature analyzed the instrument for congruence 

with the subject of health-promoting lifestyle. Through a 

process of deletion and addition, a pool of 107 items 

resulted. Item analysis was conducted on the pool of 

statements to identify those items that contributed most to 

'the internal consistency of the instrument. Factor 

analysis and reliability tests followed. 

Empirical testing of the HPLP began with sample of 952 

completed questionnaires. The sample consisted of 436 

women and 516 men ranging in age from 18 to 88. Most 

subjects were middle class, attended some college, and 

reported a median family income between $25,000 and 

$35,000. Findings of item and factor analysis testing 

revealed some overlap and ambiguity in selected items. The 
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instrument which began with 107 items was reduced to 70 

items and then to 48 items. The authors expressed the 

importance that each item load ~trongly and cleanly on a 

single factor. The final 48 items were entered into a 

factor analysis with principle axis factor extraction and 

oblique rotation. All items loaded on expected factors at 

a level of .35 or higher. The six subscales explained 

47.1% of the variance of the revised 48-item instrument. 

Factor 1, self-actualization, was the strongest factor 

accounting for 23.4% of the variance. "Its dominance seems 

consistent with the definition of health-promoting 

lifestyle used in developing the item pool" (Walker et al., 

1987, p. 79). Factor 2, health responsibility, accounted 

for 8% of the variance. The items represented by the 

factor concerned attention and acceptance of responsibility 

for one's own health, being educated about health, and 

seeking professional assistance when needed. Factor 3, 

exercise, accounted for 4.6% of variance related to regular 

exercise patterns. Factor 4, nutrition, accounted for 4.2% 

of the variance explaining meal patterns and food choices. 

Factor 5, interpersonal support, received 3.8% of the 

variance and was concerned with intimacy and closeness. 

Factor 6, stress management, accounted for the lowest 

variance of 3.2%. The developers of the HPLP determined 
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that the instrument was indeed measuring a multidimensional 

construct. 

Reliability evaluation of the HPLP was conducted using 

the same data from the validity studies. A high internal 

consistency of the total instrument was supported with an 

alpha coefficient of .922. The alpha values for each of 

the 6 subscales were as follows: self-actualization (.904), 

health responsibility (.814), exercise (.809), nutrition 

(.757), interpersonal support (.800), and stress management 

(.702). Stability was evaluated using test-retest on a 

sample of 63 adults at a 2-week interval. Pearson r was 

.926 for the overall tool and ranged from .808 to .905 for 

the six subscales. 

General Self-Efficacy Scale 

The Self-Efficacy Scale by Sherer et al. (1982) 

{Part 3, Appendix C) was developed to measure generalized 

expectancies of self-efficacy. The instrument reflects the 

premises that believing in one's ability to successfully 

perform a behavior significantly influences the performance 

of behaviors and that past experiences also influence 

efficacy expectations that are generalizable to new 

situations (Sherer et al., 1982). A factor analysis of the 

instrument yielded two clusters of content. As a result, 

the Self-Efficacy Scale was divided into two subscales: 
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the General Self-Efficacy Scale (17 items) and the Social 

Self-Efficacy Scale (6 items). The General Self-Efficacy 

Scale was used for this study. 

The General Self-Efficacy Scale is composed of 17 

items which are scored using a 5-point Likert format and 

includes the following responses: disagree strongly, 

disagree moderatelyf neither agree or disagree, agree 

moderately. and agree strongly. The response scores are 

summed and can range from 17 to 85 with the higher score on 

the instrument indicating greater self-efficacy. 

The Self-Efficacy Scale (SES) has been tested on three 

occasions using 376, 298, and 101 psychology students as 

well as 150 inpatients at a Veterans Administration (VA) 

Hospital. Cronbach's alpha reliability coefficients of .86 

and .71 were reported for the General self-Efficacy Scale 

and for the Social Self-Efficacy Scale, respectively, on 

the first trial of 376 students. Evidence of construct 

validity was determined by comparison of the SES scores 

with other personality characteristic measures that assess 

locus of control, social desirability, ego strength, 

interpersonal competency, self-esteem, assertiveness, and 

sex role inventory. Positive relationships between the SES 

and life successes in education, occupation, and the 

military established criterion validity. 
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Multidimensional Health Locus of Control Scale 

The original Health Locus of Control Scale was 

developed by Wallston, Wallston, Kaplan, and Maides in 1976 

as a unidimensional measure of people's beliefs that their 

health is or is not determined by their personal behavior 

(Wallston, Wallston, & DeVellis, 1978). Responses were 

classified into two categories of control: health

externals and health internals. Initial research findings 

indicated that health locus of control was not 

unidimensional. Through the urging of Levenson who 

initially developed the I, P, & C Scale, the concept of 

locus of control was divided into three subcategories of 

internal, powerful•others, and chance. 

The current Multidimensional Health Locus of Control 

(MHLC) Scale is composed of 18 statements, 6 items included 

in each of the 3 subscales: internal health locus of 

control (IHLC), external powerful other health locus of 

control (PHLC}, and external chance health locus of control 

(CHLC) (Part 4, Appendix C). The three subscales are 

summed and scored separately with scores ranging from 6 to 

36, the higher score being a stronger indicator of the 

dimension. Two forms (A and B) of the instrument have been 

devised. The instrument is designed in the form of a 6-

point Likert-type scale which includes the following 
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response options: strongly disagree, moderately disagree, 

slightly disagree, slightly agree, moderately agree, and 

strongly agree. 

The Multidimensional Health Locus of Control Scale has 

been used by many researchers to establish its reliability 

and validity. One of the first tests of the MHLC Scale was 

on 115 subjects recruited at an airport (Wallston & 

Wallston, 1981). The alpha reliabilities ranged from .67 

to .77. When the two forms were combined, the alpha 

reliabilities increased from .83 to .86. Concurrent and 

discriminant validity was established by correlating the 

MHLC Scales with Levenson's I, P, & C Scales and a social 

desirability scale. Factor analysis reproduced the three 

dimensions of IHLC, PHLC, and CHLC without error. The MHLC 

Scale has been employed in various investigations on 

·subjects who were patients, college students, healthy 

adults, and persons engaged in preventive health behaviors. 

Alpha reliabilities on Form A have ranged from .673 to 

.7767 and Form B ranged from .691 to .715. When Form A and 

Bare combined, alpha reliabilities ranged from .830 to 

.859. Test-re~est findings reveal a correlation of .69 for 

the MHLC after 4 weeks. 

For this study, Form A was used to assess health locus 

of control. Wallston and Wallston (1981) reported that 
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alpha reliability coefficients of Form A ranged from .61 to 

.72, .56 to .64, and .55 to .74, respectively, for the 

IHLC, PHLC, and CHLC. Test retest reliabilities of Form A 

are reported as .66 for IHLC, .71 for PHLC, and .73 for 

CHLC. 

Barrier/Benefit Scales 

The Barrier/Benefit Scales {BAS/BES) was developed by 

Murdaugh and Hinshaw (1986) (Part 5, Appendix C). The BAS 

and BES measure individuals' perceived barriers and 

benefits to undertaking preventive health behaviors. Each 

scale is composed of 20 items designed in a 6-point 

Likert-type format with response options including strongly 

agree, moderately agree, agree, moderately disagree, and 

strongly disagree. The subject's score on each of the 

scales is the summed total of responses to 20 items. The 

higher the total BES score, the greater the perceived 

benefits. The higher the score on the BAS, the greater the 

perceived barriers. 

The instruments have been evaluated and yielded a 

Cronbach's alpha of .81 for the BAS and .80 for the BES. 

Two-week test retest coefficients for the BAS and the BES 

were~= .71 and~= .64, respectively. According to 

Murdaugh and Hinshaw {1986), content validity of the scales 

was established with a review of relevant literature. 
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Construct validity was estimated with exploratory factor 

analysis that revealed several content clusters. For the 

BAS, two factors accounted for 85% of the variance and were 

labeled personal barrier items and general barrier items. 

For the BES, one factor accounted for 85% of reported 

variance. These findings indicate that the instruments are 

measuring the constructs of interest. 

Qualitative Short Answer Form 

A six-question, short answer section was included at 

the end of the questionnaire packet (Appendix C). The 

questions elicit responses about level of satisfaction with 

participation in regular physical fitness, recent 

alteration or change in a lifestyle behavior, ways to feel 

healthier, and the impact of mothering on personal health . 

. General comments were also elicited. 

Three questions were treated in a quantitative manner. 

Participants were asked if they were satisfied with their 

fitness activities or if they believed their health could 

be better and gave yes or no responses. Subjects' current 

health status was also elicited with a Likert-type response 

format: excellent, very good, good, fair, and poor. 

Responses to these questions were handled in the same 

method as the other quantitative instruments. 
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The questions were posed to provide an opportunity for 

study participants to present written comments to the 

researcher. Questions focused on relevant issues about 

health behaviors as related to the role of mothering. The 

researcher examined the responses for general themes that 

may help to characterize the sample of mothers. These 

themes added support to the quantitative aspect of the 

study. The responses provided insight and a rich dimension 

to the investigation. 

Pilot Study 

A pilot study was conducted to evaluate the method of 

administration of a combined five instrument questionnaire. 

The pilot study also determined the ability of the 

questionnaire to obtain desired information for the study. 

The five instruments included the following: Health Value 

Survey, Self-Efficacy Scale, Multidimensional Health Locus 

of Control Scale, Barrier/Benefit Scale, and the Personal 

Lifestyle Activities Questionnaire. The primary goal of 

the pilot study was to determine the feasibility and 

reliability of the five instrument questionnaire when 

tested in a specified sample population of mothers. 

Several short answer questions were also added to the end 

of the questionnaire to acquire some preliminary 
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information about the population. However, those responses 

were not analyzed at that time. 

A nonprobability, convenience sample was used to test 

the instruments' capabilities. Nursing students, mothers 

of children at various local schools, and mothers attending 

area churches were asked to participate in the pilot study. 

Those women who agreed to answer the questionnaires were 

given the instrument packet in an addressed, stamped 

envelope. Subjects completed the questionnaires at their 

homes and mailed them to the investigator when finished. 

Description of the Sample 

Ninety questionnaires were distributed by the 

investigator or by agents of the investigator. Sixty-seven 

(74%) questionnaires were returned by mail service to the 

,investigator. Two questionnaires were discarded because 

they contained large sections of missing data. 

The 65 subjects that participated in the pilot study 

were women. They ranged in age from 25 to 47 years of age. 

The mean age was 36 years. The age range resembled a bell 

curve with 72% of the sample between 30 and 40 years. 

Sixty-four (98%) subjects were White, and 1 (2%) subject 

was African-American. Regarding marital status, 60 {92%) 

subjects were married, 2 (3%) subjects were separated, 2 
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(3%) subjects were divorced, and 1 (2%) was widowed (Table 

1) • 

Table 1 

Subjects' Marital Status: Pilot Study 

Marital status 

Married 

Separated 

Divorced 

Widowed 

N = 65. 

Frequency 

60 

2 

2 

1 

Percent 

92.3 

3.1 

3.1 

1.5 

The sample was characterized by an advanced level of 

education. Regarding educational level, no (0%) subjects 

had less than a high school diploma, 2 (3%) subjects 

. obtained a high school diploma, 9 (14%) subjects had taken 

some college courses, 30 (46%) subjects graduated from 

college, and 24 (37%) subjects had post-graduate degrees 

(Table 2) . 

The description labeled "individual income" refers to 

the wages earned by the subject. Twelve (19%) subjects 

reported no individual income, 3 (5%) subjects reported an 

income less than $15,000, 11 (17%) subjects reported wages 

between $15,000 and $25,000, 12 (19%) subjects reported 

wages between $25,000 and $35,000, 4 (6%) subjects made 
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between $35,000 and $45,000, 5 (8%) subjects reported wages 

over $45,000. Eighteen (28%) subjects did not complete the 

response (missing data) (Table 3). 

Table 2 

Subjects' Educational Level: Pilot Study 

Educational level 

No high school 

High school diploma 

Some college courses 

College degree 

Post-graduate degree 

N = 65. 

Table 3 

Frequency 

0 

2 

9 

30 

24 

Subjects' Individual Income: Pilot Study 

Individual Income Frequency 

None 12 

< $15,000 3 

$15,001-$25,000 11 

$25,001-$35,000 12 

$35,001-$45,000 4 

> $45,000 5 

Missing data 18 

N = 65. 

Percent 

0.0 

3.1 

13.8 

46.2 

36.9 

Percent 

18.5 

4.6 

16.9 

18.5 

6.2 

7.7 

27.7 
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The label description of "combined income" refers to 

the total combination of wage earners' incomes in the 

fami~y. Zero (0%) subjects made less than $20,000, 3 (5%) 

subjects made between $20,000 and $40,000, 10 (15%) 

subjects made between $40,000 and $60,000, 9 (14%) subjects 

reported family income between $60,000 and $80,000, 6 (9%) 

subjects reported income between $80,000 and $100,000, and 

22 (34%) subjects made over $100,000. Fifteen (23%) 

subjects did not respond to the question (Table 4). 

Table 4 

Subjects' Combined Income: Pilot Study 

Combined Income Frequency Percent 

< $20,000 0 0.0 

$20,001-$40,000 3 4.6 

$40,001-$60,000 10 15.4 

$60.001-$80,000 9 13.8 

$80,001-$100,000 6 9.2 

> $100,000 22 33.8 

Missing data 15 23.1 

N = 65. 

Twenty-two (34%) subjects did not earn an income 

outside of the home. The remaining 43 (66%) subjects who 

were employed outside the home most frequently worked 40 
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hours per week. Hours worked per week ranged from zero to 

80 hours. Sixty-three (97%) subjects were covered by 

health insurance. 

The subjects reported the number and ages of their 

children that lived with them. Fifteen (23%) subjects had 

only one child. Thirty-one (47%) subjects had two 

children. Thirteen (20%) subjects had three children. 

Five (8%) subjects had four children. One (2%) subject had 

five children. Ages of children ranged from 1 to 23. 

Instruments 

The pilot study utilized five instruments: Health 

Value Survey, Self-Efficacy Scale, Multidimensional Health 

Locus of Control Scale, Barrier/Benefit Scale, and the 

Personal Lifestyle Activities Questionnaire. Frequency and 

xeliability findings of the instruments were determined for 

the sample population. 

Frequency Results 

The Health Value Survey was analyzed using frequency 

determinations. Each subject ranked the 10 life values 

from the most important value (#1) to least important value 

(#10). The frequency of ranking for each value was 

examined. Regarding the ranking of the value of health, 22 

(34%) subjects ranked health value as the most important 
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value in their lives. Eleven (17%} subjects ranked health 

value as the second most important value. Twelve (19%) 

subjects ranked health value as the third most important 

value. Thirty-three (51%) of the subjects ranked health as 

number one or two and would be designated as having a 

"high" health value. 

Data Analysis and Results--Pilot Study 

Reliability analysis was conducted using the SPSS 

program. Internal consistency reliability was estimated by 

the use of Cronbach's alpha coefficient. Item-to-total 

correlations was also computed for each instrument (Tables 

5-9) . 

Table 5 

Reliability of the Self-Efficacy Scale: Pilot Study 

Instrument 

SE Scale 
(Pilot) 

SE Scale 
(Sherer) 

Item-Total Correlation 
Ranges 

.1509 -- .7001 

Alpha 

0.8425 

0.86 

Note. The Self-Efficacy Scale consisted of 17 items. 

Multidimensional Health Locus of Control Scale. The 

Multidimensional Health Locus of Control Scale was analyzed 
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by subscales. The internal scale contained six items. The 

chance scale had six items. The powerful others subscale 

was composed of six items (Table 6). 

Table 6 

Reliability of the Multidimensional Health Locus of Control 

Scale: Pilot Study 

Instrument 

Internal Scale 
(Pilot) 

Chance Scale 
(Pilot) 

Powerful Scale 
(Pilot) 

All Scales 
(Wallston) 

Table 7 

Item-Total Correlation 
Ranges 

.1982 .4270 

.1583 .4337 

.0944 .3864 

Reliability of the Barrier Scale: Pilot Study 

Instrument 

Barriers Scale · 
(Pilot) 

Barriers Scale 
(Murdaugh) 

Item-Total Correlation 
Ranges 

-.7260 -- .7933 

Note. The Barrier Scale contained 20 items. 

Alpha 

0.5962 

0.5906 

0.4672 

.673 - - .767 

Alpha 

0.7803 

.81 



Table 8 

Reliability of the Benefit Scale: Pilot Study 

Instrument 

Benefit Scale 
(Pilot) 

Benefit Scale 
(Murdaugh) 

Item-Total Correlation 
Ranges 

-.2708 -- .7942 

Note. The Benefit Scale consisted of 20 items. 
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Alpha 

0.8803 

0.80 

Personal Lifestyle Activities Questionnaire. The 

Personal Lifestyle Activities Questionnaire is composed of 25 

items. The subscales contain the following number of items: 

exercise= 3, nutrition= 4, relationships= 5, safety= 4, 

substance abuse= 4, and health promotion= 5 (Table 9). 

Conclusions of the Pilot Study 

Sample. The pilot study represented a specified 

sample population. The 65 women were in their 30s, white, 

married, a large percentage had at least a college degree, 

and came from a family that had a very comfortable income. 

Most of the mothers had two children and worked outside the 

home. 



Table 9 

Reliability of the Personal Lifestyle Activities 

Questionnaire: Pilot Study 

Instrument 

Total PLAQ 
(Pilot) 

Exercise 
(Pilot) 

Nutrition 
(Pilot) 

Relationships 
(Pilot) 

Safety (Pilot} 

Substance Abuse 
(Pilot) 

Health 
Promotion 
(Pilot) 

All PLAQ 
{Muhlenkamp) 

Item-Total Correlation 
Ranges 

.0000 - .5092 

.6492 - .8117 

-.1289 - .4152 

.1892 - .4090 

-.0482 - .1565 

.1020 - .5122 

.2335 - .4039 
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Alpha 

0.7220 

0.8672 

0.2856 

0.5169 

0.0259 

0.5258 

0.5071 

0.76 

Subscales 0.24 - 0.75 
(Muhlenkamp) 

Some demographic changes were made between the pilot 

study and the dissertation study based on the findings from 

the pilot population. In the pilot study, age guidelines 

were not employed. Any woman who was a mother could 

participate in the study regardless of age. In the 

dissertation study, age limitations (between and including 
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the ages of 25 to 45) were used to describe a narrower 

segment of the population. The demographic factor of 

marital status was enlarged in the formal study to include 

mothers who were single as well as living with a 

significant other. These additional labels were more 

inclusive of women in today's society. 

In the pilot study, the sample population's income was 

greater than the average one or two income family. The 

formal study attempted to target mothers who were more 

likely to have a middle income status. Missing data in the 

demographic section were frequently confined to the income 

descriptors. In the category of "individual income," data 

were not reported on those subjects who had no individual 

income. Those mothers chose not to answer "none" or did 

not want to respond. Twenty-eight percent of the sample 

did not provide an answer to this section. In the category 

"combined income," 15 subjects did not respond. Perhaps, 

they determined that income was confidential or the 

question was confusing. The design of these two 

demographic indicators was changed in the formal study to 

include only combined family income. This one .question 

eliminated the confusion over individual versus family 

income figures. Also, the income level was lowered to 
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$15,000, and 10 levels were presented instead of 6 to 

supply more stratified information. 

The sample numbered only 65 subjects in the pilot 

study. A larger sample size of 202 subjects was used in 

the formal study according to appropriate power analysis. 

Frequency Survey. The Health Value Survey was a very 

good method to determine the value of health among the 

sample subjects. 

the population. 

The results assisted in characterizing 

The pilot sample population places a high 

value on health (51% ranked health as their number 1 or 2 

value). The subjects also commented to the investigator 

that the activity of prioritizing their life's values was 

enlightening. 

Reliability. Estimates of reliability are based on 

the average correlation among items in a test (Nunnally, 

1978). This type of reliability is known as internal 

consistency. The size of the reliability coefficient is 

based on the internal consistency and the number of items. 

Coefficient alpha is the appropriate indicator of 

reliability based on internal consistency. The alpha value 

describes the amount of measurement error expected from 

using the instrument and whether the instrument is 

repeatable. A coefficient alpha value that approaches 1.0 

indicates perfect reliability. However, an alpha level of 
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.70 is appropriate for measure development, and .80 is 

appropriate for basic research. An item-total correlation 

value above .30 is considered good. Low item-total 

correlation values may indicate that the item has nothing 

in common with the test. The reliability of some of the 

instruments may be lower because the pilot study contained 

only a sample of 65. This number of subjects may not have 

been enough to secure adequate reliability statistics. 

Self-Efficacy Scale. The Self-Efficacy Scale 

reliability results were good. Item-total correlation 

values ranged from .25 to .70. The alpha was acceptable at 

0.84. The Self-Efficacy Scale performed well in the pilot 

study. 

Multidimensional Health Locus of Control Scale. The 

Scale was divided into three subscales. The alpha levels 

were lower than expected: .60, .59, and .47. However, 

reliability is effected by the number of items. "The 

primary way to make tests more reliable is to make them 

longer" (Nunnally, 1978, p. 243). Each of the MHLC 

subscales contains only six items. The low number of items 

may have been reflected in the lower alpha levels. The 

instrument's developers report a range of alpha levels 

between .673 and .767 for the same subscales. 
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Barrier Scale. The Barrier Scale showed mixed 

results. The overall alpha level was good at .78 as 

compared to Murdaugh's result of .81. The item-total 

correlations are puzzling. Two items (questions 59 and 62) 

indicated a negative correlation. Both of these items were 

the only reverse scored questions on this test. Perhaps, 

this fact had some influence on the outcome. Question 46 

showed a very low item-total correlation of .0080. 

However, the question appears to be important from a 

conceptual viewpoint. Overall, the test appears to be 

reliable. 

Benefit Scale. The Benefit Scale demonstrated 

impressive results. The coefficient alpha was .88 as 

compared to Murdaugh's result of .80. The item-total 

correlations ranged from .25 to .79. The instrument shows 

internal consistency. 

Personal Lifestyle Activities Questionnaire. The PLAQ 

exhibited fair results. The alpha level for the overall 

instrument was .72. Muhlenkamp reports an alpha range of 

.74 to .76. Many item-total correlations (15 of 24 items) 

were below .30.- One question (#105) had zero variance. 

• Every subject answered "never" to the question about 

smoking in bed. The alpha level was raised considerably by 

deleting this item. The six subscale alpha levels were low 
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as expected because of the few number of items assigned to 

each subscale. However, one subscale with three items 

reported an alpha level of .87. Nunnally (1978) recommends 

a minimum of four items. The other subscales reported 

alpha levels of .29, .52, .03, .53, and .51. 

Due to the poor performance of the Personal Lifestyle 

Activities Questionnaire with this population, a decision 

was made to change the health behavior measure to the 

Health-Promoting Lifestyle Profile (HPLP) (Walker et al., 

1987). The change to another instrument was made for 

several compelling reasons. The HPLP has exhibited higher 

alpha reliability levels on diverse populations as reported 

in the literature. The instrument has been utilized in 

studies with women subjects and demonstrated good internal 

~onsistency results. Other investigations had used the 

HPLP on similar populations of women and mothers with 

favorable results (A.H. Wilson, 1991). The Personal 

Lifestyle Activities Questionnaire has not been used as 

much as the HPLP. The overall scale as well as the 

subscales of the HPLP contained more items (HPLP: 48 items; 

PLAQ: 24). The subscales may exhibit better reliability 

with more items. Also, the investigator can treat the 

subscales independently with more confidence of stable 

results. It was determined that the increase in item 
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the time to complete the questionnaire. 
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The order of the instruments in the Women's Health 

Assessment packet was altered. Initially in the pilot 

study, the health practices instrument was placed at the 

end of the packet before the short answer section. In the 

formal study, the health behavior instrument was situated 

between the Health Value Survey and the Self-Efficacy 

Scale. It was determined that the responses to the health 

behavior instrument might be influenced by the responses 

selected on the other instruments and result in less 

accurate perceptions of health actions. 

Overall, the results of the pilot study were 

favorable. Most of the pilot study instruments exhibited 

very acceptable results. The PLAQ was replaced by the HPLP 

in the formal study. Missing responses that were present 

in the five instruments most often related to the absence 

of smoking behavior. If the question dealt with smoking, 

the non-smoking subject did not respond to the question. 

After the results of the pilot study were analyzed and 

changes were made to improve the quality of the formal 

study, six instruments were employed to examine the 

relationships between the cognitive qualities (i.e., health 

value, self-efficacy, health locus of control, barriers, 
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and benefits) and the practice of health behaviors. The 

demographic data form and short answer questions were also 

used to study health practices of mothers. In the pilot 

study, the instruments appeared to elicit reliable 

responses when used with a population of women. 

One of the most interesting aspects of this study was 

the optional qualitative data that were collected at the 

end of the questionnaire. Women were very receptive to 

answering the short questions regarding their health and 

the role of mothering. Many subjects felt the need to tell 

the investigator many concerns that they had about their 

health status and the conflicting desire to be a "good" 

mother. None of the short answer data was used to generate 

results for the pilot study. Data are stored securely and 

may be used in future research. 

Data Collection 

Following proper approval of the study from Texas 

Woman's University, the investigator began to contact by 

telephone and in person local parent-teacher associations 

at area elementary schools, mothers day out programs, and 

area play programs to discuss the study and obtain consent 

to approach subjects. A written prospectus of the study 

was forwarded if requested. Arrangements were made to 

.attend meetings and scheduled program times to elicit 
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participants. At the various locations, the investigator 

made an announcement concerning the purpose and importance 

of the study, participant eligibility criteria, and asked 

for participants who would consent to enter the study. The 

investigator attended all meetings and presented all 

information regarding the study. 

For those persons that wished to participate, the 

investigator distributed the Women's Health Assessment 

packet which contained a cover letter of introduction and 

explanation to prospective subjects. Subjects were asked 

to take the questionnaire home and complete it within 2 

weeks. All questionnaires could be mailed to the 

investigator using the provided stamped, addressed 

envelope. Those subjects that wished to know the results 

of the study were asked to fill out a stamped, addressed 

postcard contained in the packet with their name and 

address. The investigator requested that the postcard be 

sent separately from the packet envelope to maintain 

anonymity and confidentiality. The results of the study 

were sent to participants who requested information about 

the study (Appendix E). Sharing results with subjects is 

an important investigative responsibility to acknowledge 

and confirm that the data and results were important to the 

participants as well as the researcher (Chinn, 1995). 
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Treatment of Data 

Regarding the quantitative portion of the study, the 

coded data from the population was entered into the 

computer according to the scoring directions of each 

instrument. Data were analyzed using the Statistical 

Package for the Social Sciences (SPSS) in the following 

manner. Demographic data were examined using the 

descriptive statistical methods of frequency distributions, 

percentages, and means as measures of central tendencies. 

Demographic results were reported by groupings and not by 

individual identification. 

The relationships of the independent variables and the 

dependent variable were determined using correlational 

statistics. Correlation is appropriate when measuring the 

association or relationship between two variables 

(Tabachnick & Fidell, 1989). Correlation is indicated when 

data is collected from a single sample. The Pearson 

product moment coefficient, r, is the most frequently used 

measure of association. It indicates the strength and 

direction of the relationship. The outcome of coefficient 

analysis reveals an~ value between negative one and 

positive one. According to Burns and Grove (1987), an r 

value of 0.1 to 0.3 is considered a weak relationship, 0.3 
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to 0.5 is a moderate relationship, and greater than 0.5 is 

a strong relationship. 

Multiple regression was used to examine the 

relationships between independent and dependent variables. 

Multiple regression allows the introduction of more than 

two variables into the analysis (Burns & Grove, 1987). The 

demographic variables and the other independent variables 

were entered in a stepwise multiple regression analysis. 

In stepwise regression, the independent variable that 

possesses the highest correlation with the dependent 

variable is entered first (Munro & Page, 1993). The second 

variable that the computer enters is the one that will 

increase the correlation the most over and above what the 

first variable has already contributed. This technique 

takes into account the intercorrelation among all the 

independent variables. Variables that are not significant 

are not entered into the final results. Dummy variables 

were used to facilitate the analysis. Reliability 

statistics for each instrument were also determined and 

presented using alpha coefficients. 

Content analysis was used to describe the data 

presented in the short answer portion of the packet. 

Content analysis is a research method that involves the 

systematic and objective reduction of recorded or written 
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language to a set of categories (Waltz, Strickland, & Lenz, 

1991). The categories represent the presence or absence of 

selected characteristics. Content analysis is employed to 

identify, measure, describe, and make inferences about 

characteristics of a sample. Systematically, a specific 

criteria or set of rules are applied to the data to analyze 

it and preserve objectivity. 

Data contained in the short answer format was reduced 

into categories that represented the presence, intensity, 

and nature of themes that evolved through the use of the 

process of content analysis. Guided by the procedure 

developed by Waltz et al. (1991), the data were analyzed 

using the following steps or criteria: 

1. Define the universe of content to be examined-

the universe of content was the short answer section of the 

packet. 

2. Identify the characteristics or concepts to be 

measured--concepts of interest include the impact of 

mothering on everyday health behavior. 

3. Select the unit of analysis to be employed--the 

unit of analysis was the written word. 

4. Develop a sampling plan--the sampling plan 

included all the responses in the mothering and health 

section. 
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5. Develop a scheme for categorizing the content-

the data were categorized inductively by deriving 

categories from the data through clusters of similarities. 

6. Develop explicit coding and scoring instructions-

data were clustered by key words. 

7. Pretest the categories and coding instructions-

the scheme was pretested by applying it to small portions 

of the content to be analyzed to determine applicability 

and appropriateness. 

8. Train coders to ensure an acceptable level of 

reliability--the investigator conducted all the coding to 

increase reliability. 

9. Perform the analysis--clusters of written 

responses were analyzed. 

Summary 

Chapter III presented the procedures used to collect 

and analyze the data for the study. Data were obtained 

from the Women's Health Assessment packets distributed to a 

convenience sample of women who were mothers. 

Questionnaires remained confidential, and participant 

identity was protected. A pilot study was reported and 

changes were made to the dissertation study when 

appropriate. Descriptive statistics were employed to 

analyze demographic data. Correlation, multiple 
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regression, and content analysis were utilized to explain 

the relationship between selected demographic data, self

efficacy, health locus of control, health value, health 

barriers, health benefits, and health practices of mothers. 



CHAPTER IV 

ANALYSIS OF DATA 

The analysis of data collected for the study is 

reported in this chapter. Both descriptive statistics and 

cont~nt analysis were utilized to explore the 

relationships between selected demographic variables, 

self-efficacy, health locus of control, health value, 

health barriers, health benefits, and health practices in 

women who are mothers. Guided by hypotheses, quantitative 

analysis of data for the study involved the use of 

frequency distributions and Pearson product moment 

correlations. Reliability and multiple regression 

research methods were also used to analyze the data. 

Qualitative analysis was conducted on the written 

responses of the subjects using content analysis 

techniques to answer the research question. The research 

procedures and findings are explained in this chapter. A 

description of the sample, the findings of the study, and 

a summary of the results are also presented. 

148 
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Description of Sample 

A total of 202 mothers was included in the sample 

population for the research study. All the subjects were 

mothers between and including the ages of 25 to 45 who had 

at least one biologic child, adopted child, or stepchild 

who lived in the same home as the mother the majority of 

the time. All the questionnaires that were returned to 

the investigator were utilized in data analysis (N = 202). 

None of the surveys were deemed to be unusable. A 

description of the sample was obtained from information on 

the personal data form enclosed in the Women's Health 

Assessment packet. The demographic information on the 

data form yielded characteristics about age, race, marital 

status, educational level, annual family income, number 

and ages of children, hours worked outside the home, and 

presence of health insurance. The SPSS computer program 

was used for statistical results. Frequency distributions 

and percentages are presented for each demographic 

variable in Tables 10-17. 

The typical subject was a mother who was 35 years 

old, white, married, and highly educated. Eighty-two 

percent of the sample had obtained a college degree or 

greater. The mean annual family income ranged from 

$65,000 to $75,000. The sample subjects had one to five 
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children living with them the majority of the time. None 

of the mothers had six children. The mean value regarding 

number of children was 1.7 or almost two children. 

Eighty-seven percent of the mothers had only one or two 

children. 

When the ages of children were coded for statistical 

description, the children's ages were listed in order from 

oldest to youngest. As a result, the first child listed 

was always the oldest followed by the next younger or 

youngest. The age of the first and oldest child ranged 

from 1 year old (or less) to 20 years old. Forty-one 

percent of the sample had a first child that was very 

young, 1 or 2 years old. The mean age of the first child 

was 5.5 years old. 

The typical mother in the sample worked various hours 

throughout the week. One hundred eighteen (59%) did not 

work outside the home. The number of mothers who reported 

working outside the home was 41%. Their work hours ranged 

from 2 to 75 hours. The average hours worked by the 

entire sample was 12 hours per week. A strong majority 

of the sample (99.5%) did have health insurance coverage. 



Table 10 

Demographic Characteristics of the Sample - Age 

Age Range Frequency 

25 - 30 years 36 

31 - 35 years 66 

36 - 40 years 69 

41 - 45 years 30 

Missing Data 1 

N = 202; M = 35 years old. 

Table 11 

Percent 

17.9 

32.8 

34.4 

14.4 

0.5 

Demographic Characteristics of the Sample - Race 

Race 

African-American 

Hispanic 

Oriental 

White 

Other 

N = 202. 

Frequency 

6 

2 

0 

192 

2 

Percent 

3.0 

1.0 

0.0 

95.0 

1.0 

151 
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Table 12 

Demographic Characteristics of the Sample - Marital Status 

Marital Status Frequency Percent 

Married 196 97.0 

Separated 0 0.0 

Divorced 4 2.0 

Widowed 0 0.0 

Single 2 1.0 

Living with 0 0.0 
significant other 

N = 202. 

Table 13 

Demographic Characteristics of the Sample - Educational 

Level 

Educational Level 

Did not complete high school 

High school diploma 

Some college courses 

College degree 

Post-graduate degree 

N = 202. 

Frequency 

0 

3 

33 

114 

52 

Percent 

0.0 

1.5 

16.3 

56.4 

25.7 
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Table 14 

Demographic Characteristics of the Sample - Annual Family 

Income 

Annual Family Income Frequency Percent 

Less than $15,000 0 0.0 

$15,001 - 25,000 3 1.5 

$25,001 - 35,000 5 2.5 

$35,001 - 45,000 8 4.0 

$45,001 - 55,000 24 11.9 

$55,001 - 65,000 21 10.4 

$65,001 - 75,000 17 8.4 

$75,001 - 85,000 20 9.9 

$85,001 - 100,000 27 13.4 

Greater than $100,000 74 36.6 

Missing Data 3 1.5 

N = 202. 

M = $65,000-$75,000. 
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Table 15 

Demographic Characteristics of the Sample - Number of 

Children 

Number of Children 

One child 

Two children 

Three children 

Four children 

Five children 

Six children 

N = 202; M = 1.7 children. 

Table 16 

Frequency 

91 

84 

23 

3 

1 

0 

Percent 

45.0 

41.6 

11.4 

1.5 

0.5 

0.0 

Demographic Characteristics of the Sample - Age of 

Children 

Age of Children Age Range Mean Age 

Age of first child 1 to 20 years 5.5 years 

Age of second child 1 to 16 years 4.7 years 

Age of third child 1 to 10 years 4.2 years 

Age of fourth child 2 to 7 years 4.2 years 

Age of fifth child 1 year 1.0 year 
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Table 17 

Demographic Characteristics of the Sample - Hours Worked 

Per Week 

Hours Worked Per Week Frequency Percent 

None 118 58.7 

2 to 20 hours 32 15.9 

21 to 40 hours 39 19.4 

Over 40 hours 12 5.5 

Missing Data 1 0.5 

N = 202; M = 11.8 hours. 

Additional frequency data were obtained from the 

short answer response form at the end of the questionnaire 

packet. The frequency data were used to further describe 

the sample in more detail. Three of the six questions had 

two functions: {a) to gather information in a quantitative 

fashion which allowed the use of descriptive statistics 

and {b) to elicit qualitative responses that were used in 

content analysis. Frequency distributions and percentages 

were obtained for each of the three questions. 

Question 1 stated, "Are you satisfied with your 

ability to participate in regular physical fitness 

·activities?" The response was either yes or no. Sixty 
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percent of the respondents reported that they were not 

satisfied with their physical activity. Thirty-eight 

percent communicated that they were satisfied with their 

ability to participate in regular exercise. 

Question 3 stated, "Do you consider your health to 

be: Excellent, Very Good, Good, Fair, Poor?" The 

subjects were instructed to circle the appropriate 

response which characterized their perception of their 

health. Most of the sample reported that they were in 

good to very good health (Table 18). 

Table 18 

Demographic Characteristics of the Sample - Health 

Perception 

Health Perception 

Poor 

Fair 

Good 

Very Good 

Excellent 

N = 202. 

Frequency 

1 

13 

55 

96 

37 

Percent 

0.5 

6.4 

27.2 

47.5 

18.3 
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Question 4 asked, "Do you believe your health could 

be better than it is now?" The available responses were 

yes or no. Eighty-nine percent believed that their health 

could indeed be better than it is. Only 11% reported that 

they were happy with their health and that it could not be 

better than its present state. 

Instrument Analysis 

Information about the instruments utilized in the 

study was obtained by using several different methods of 

data analysis. Each instrument used in the study was 

analyzed to determine its performance with the sample 

population. Instrument information and outcomes will be 

presented with regard to specific instrument content and 

scoring, frequency distribution and range of scores, mean 

of the scores, and reliability of the instrument for the 

sample population. 

Health-Promoting Lifestyle Profile 

The Health-Promoting Lifestyle Profile (HPLP) was 

used to measure the dependent variable of health behavior 

in the population. The HPLP is a 48-item instrument which 

contains six subscales. Total scores can range from 48 to 

192 depending on the responses (never= 1, sometimes= 2, 
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often= 3, and routinely= 4). Descriptive results about 

the HPLP are presented in Table 19. 

Table 19 

Health-Promoting Lifestyle Profile - Frequency Scores 

Health-Promoting Range of Mean of 
Lifestyle Profile Scores Scores 

Total HPLP 51 - 177 133.515 

Self-Actualization 23 - 53 41.361 

Health Responsibility 7 - 39 23.302 

Exercise 2 - 20 11.525 

Nutrition 9 - 24 18.054 

Interpersonal Support 5 - 28 23.104 

Stress Management 4 - 24 16.168 

The reliability of the total HPLP was determined by 

using Cronbach's alpha coefficient. Findings indicated an 

alpha of .9141. The reliability of the six HPLP subscales 

ranged from .6346 to .8837. Reliability findings are 

presented in Table 20. 
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Table 20 

Health-Promoting Lifestyle Profile - Reliability 

Health-Promoting 
Lifestyle Profile 

Number of 
Items 

Alpha 
Coefficient 

Total HPLP 

Self-Actualization 

Health Responsibility 

Exercise 

Nutrition 

Interpersonal Support 

Stress Management 

Self-Efficacy Scale 

48 

13 

10 

5 

6 

7 

7 

.9141 

.8837 

.7697 

.7779 

.7430 

.8356 

.6346 

The Self-Efficacy Scale was used to measure the 

independent variable of self-efficacy. The instrument 

contains 17 items with scores that range from 17 to 85 

{disagree strongly= 1, disagree moderately= 2, neither 

agree or disagree= 3, agree moderately= 4, agree 

strongly= 5). The sample scores ranged from 37 to 85. 

The mean of the scores was 66.104. The alpha reliability 

coefficient for the scale was .8480. 
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Multidimensional Health Locus of Control Scale 

The Multidimensional Health Locus of Control Scale is 

an 18-item survey which measures the independent variable 

of health locus of control: internal, chance, and powerful 

others. Using instructions from the scale developers, the 

scale must be analyzed by individual subscales which each 

contain six items. Each subscale produces scores that 

range from 6 to 36 (strongly disagree= 1, moderately 

disagree= 2, slightly disagree= 3, slightly agree= 4, 

moderately agree= 5, and strongly agree= 6) (Table 21). 

Table 21 

Multidimensional Health Locus of Control Scale - Frequency 

Scores and Reliability 

Scale 

Internal HLOC 

Chance HLOC 

Powerful 
Others HLOC 

Range of 
Scores 

11 to 35 

6 to 30 

7 to 31 

Mean of 
Scores 

25.589 

15.421 

14.064 

Alpha 
Coefficient 

.6395 

.5748 

.5467 

This instrument has exhibited lower reliabilities 

than optimal. Because of the moderate internal 

consistency results of the MHLC Scale, it is important to 

-state that any findings regarding the use of this 
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instrument may be subject to random error. The precision 

and dependability of the instrument in this population is 

questionable at this time. 

Barrier Scale 

The Barrier Scale is composed of 20 items which 

measure the independent variable of barriers experienced 

by the sample. The scale has a range of scores from 20 to 

120 {strongly disagree= 1, moderately disagree= 2, 

disagree= 3, agree= 4, moderately agree= 5, strongly 

agree= 6). The sample scores ranged from 27 to 110 with 

a mean of 51.084. The instrument had a reliability of 

.8054. 

Benefit Scale 

The Benefit Scale contains 20 items and is scored 

exactly like the Barrier Scale. The scale measures the 

independent variable of benefits of health. The range of 

scores is from 20 to 120. Sample scores ranged from 45 to 

120 with a mean of 97.792. The alpha coefficient for 

reliability of the Benefit Scale was .8866. 

Because the population was very knowledgeable about 

the characteristics and benefits of a healthy lifestyle, 

the scores were clustered at the high end of the frequency 

distribution. A Kolmogorov-Smirnov {K-S) Goodness of Fit 
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Test of the Benefit Scale indicated that the distribution 

of scores was skewed to the high end of a bell-shaped 

distribution. This distribution indicated a lack of 

heterogeneity of the sample with regards to this scale. 

The scores of the other instruments were examined by the 

K-S Goodness of Fit Test for nonparametric data and 

demonstrated a normal distribution of scores. In other 

words, the distribution of scores did not depart from 

normal. 

Health Value Scale 

The Health Value Scale measured how the value of 

health was ranked in comparison with nine other life 

values. The value elements include the following which 

are listed in the order presented on the scale: (a) a 

comfortable life, (b) an exciting life, (c) freedom, (d) 

happiness, (e) health, (f) inner harmony, (g) pleasure, 

(h) self-respect, (i) a sense of accomplishment, and (j) 

social recognition. The subjects ranked the values in 

order from most important (number 1) to least important 

(number 10) as guiding principles in their lives. The 

rankings of the scale were manipulated in a different 

fashion from the other instruments because it lacked 

interval data. Frequency distributions were conducted on 

, the rank order data. For each of the 10 values, a 
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frequency of scores indicated which value was ranked more 

often as most important. For purposes of this study, the 

value of health was analyzed for placement in the top four 

positions. If the subject ranked health in one of the top 

four positions, they were classified as having a high 

health value (Wallston, Wallston, Kaplan, & Maides, 1976). 

The rank order scores of the value of health are presented 

in Table 22. 

Table 22 

Health Value Survey - Rank Order Scores 

Health Value Ranking Frequency Percent 

1 {most important) 64 31.7 

2 50 24.8 

3 42 20.8 

4 13 6.4 

5 11 5.4 

6 5 2.5 

7 7 3.5 

8 5 2.5 

9 3 1.5 

(table continues) 



Health Value Ranking 

10 (least important) 

Missing Data 

N = 202. 

Frequency 

0 

2 

Percent 

0.0 

1.0 
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The sample ranked the value of health in the top four 

positions 84.5% of the time. Those subjects would be 

considered to place a high priority on health in their 

lives. 

A Friedman Two-Way ANOVA supports the data rankings. 

This post hoc test ranked each of the values from most 

likely selected to least likely selected. The lower the 

mean rank score, the more favorable the response was to 

the subjects. Most subjects believed that health was the 

most important value to them. However, most subjects 

ranked pleasure as the lowest value in relation to the 

others. For the sample as a whole, the following table 

illustrates the mean rankings of each of the 10 values in 

order of importance (Table 23). 
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Table 23 

Health Value Survey - Mean Rank Scores 

Value Rank Name Mean Rank 

1 {most important) Health 3.73 

2 Happiness 3.94 

3 Social Recognition 4.65 

4 Inner Harmony 4.68 

5 Self-Respect 5.00 

6 Freedom 6.46 

7 A Comfortable Life 6.49 

8 Sense of Accomplishment 6.52 

9 An Exciting Life 6.63 

10 {least important) Pleasure 6.89 

Findings 

The purpose of the study was to investigate the 

relationship between self~efficacy, health locus of 

control, health value, barriers to health action, benefits 

with health action, and selected demographic 

characteristics to health behavior practices in mothers. 

This section presents the results concerning these 

relationships as guided by the hypotheses. A complete 

, correlation coefficient matrix for all the independent 
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variables {excluding demographic data) and health behavior 

is reported in Appendix F. 

Research Hypothesis 1 

The first hypothesis suggested a positive 

relationship between perceived self-efficacy and health 

behaviors in mothers. Pearson product moment correlation 

coefficient was determined to test this hypothesis as 

measured by the Self-Efficacy Scale and the 

Health-Promoting Lifestyle Profile. The significance 

level was set at .05. The correlation coefficients for 

the Self-Efficacy and HPLP scores are presented in Table 

24. 

Findings indicated a significant positive 

relationship between self-efficacy and total HPLP scores 

as shown by a correlation of .3279 at the .01 level. 

Therefore, research Hypothesis 1 was supported. 

Correlation coefficients for five of the six subscales 

were significant at the .01 level. The relationship 

between self-efficacy and exercise was not significant. 

All the relationships were positive in direction. 
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Table 24 

Correlation Coefficients - Self-Efficacy and HPLP Scores 

HPLP Scale (Total and 
Subscales) 

TOTAL HPLP Scale 

Self-Actualization 

Health Responsibility 

Exercise 

Nutrition 

Interpersonal Support 

Stress Management 

N = 202; ** £ < .01. 

CORRELATION with 
Self-Efficacy (r) 

.3279** 

.3485** 

.1832** 

.1131 

.1967** 

.2715** 

.2218** 

Besides the strength and direction of a relationship, 

additional information can be obtained from the 

correlation coefficient (r). The coefficient can be 

squared to measure the percentage of variance in one 

variable (X) that is due to the variation in another 

variable (Y) (Porter & Hamm, 1986). Thus, r 2 is called 

the coefficient of determination and specifies the 

proportion of variance that is explained or accounted for 

by variables. The relationship between self-efficacy and 

HPLP scores was further analyzed by squaring the 
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correlation coefficient, r = .3279, and determining the 

coefficient of determination which was 0.1075. Almost 11% 

of the variance in health behavior scores may be explained 

by the variance in self-efficacy scores. 

Research Hypothesis 2 

Hypothesis 2 proposed a positive relationship between 

perceived health locus of control and health behavior in 

mothers. Scores of the Multidimensional Health Locus of 

Control Scale and the HPLP were tested using the Pearson 

product moment coefficient calculation. In order to 

determine the relationship postulated, the health locus of 

control variable was divided into three subvariables: 

internal health locus of control, chance health locus of 

control, and powerful others health locus of control. 

Correlation coefficients for the three subvariable scores 

and HPLP scores were concluded and are presented in Table 

25. 

The findings presented various determinations. 

Two significant relationships were shown. An internal 

health locus of control, the extent to which individuals 

perceive the health events that happen to them as under 

their control, was positively related to health behavior 

and significant at the .OS level (~ = .1649). 
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Table 25 

Correlation Coefficients - Health Locus of Control and 

HPLP Scores 

HPLP CORRELATION CORRELATION CORRELATION 
{total & with with with 
subscales} Internal Chance Powerful 

HLOC HLOC Others HLOC 

TOTAL .1649* -.1535* .0615 
HPLP Scale 

Self- .0648 -.0720 .0439 
Actualization 

Health .2042** -.1713* .0793 
Responsibility 

Exercise .1340 -.1136 .0265 

Nutrition .1057 -.0727 .0031 

Interpersonal .0464 -.0978 .0629 
Support 

Stress Management .1432* -.1197 .0272 

!I = 202; * l2 < .OS; ** l2 < . 01. 

The subscales of health responsibility and stress 

management were significantly related to participation in 

health actions. Chance health locus of control, the 

degree to which persons perceive the health events that 

happen to them as dependent on chance or luck, was found 

to be negatively associated with health behaviors (r = 

-.1535). In other words, the individuals who possess a 

chance health locus of control, who believe that their 
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health is not under their control, are less likely to 

practice healthy behaviors. This relationship was 

significant at the .OS significance level. Health 

responsibility, the only subscale exhibiting significance, 

was negatively related to chance health locus of control. 

Powerful others health locus of control, the extent to 

which one's health is controlled by powerful others (such 

as physicians, nurses, or family members), showed no 

significant relationship with health behaviors. The 

relationship was positive but too weak to be significant. 

Any conclusions drawn from these findings are tempered by 

the internal consistency of the instrument when used with 

this population. 

Research Hypothesis 2 was not totally supported by 

the data. Perceived internal health locus of control was 

positively related to health behavior in mothers. 

However, chance health locus of control was negatively 

related and powerful others health locus of control was 

not related to health behavior of mothers. 

Research Hypothesis 3 

The third hypothesis proposed that perceived health 

value was positively related to health behaviors in 

mothers. Because health value scores were rank order 
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data, the relationship between the Health Value Scale 

scores and the HPLP scores was calculated using the 

Crosstabulations command of SPSS. The value of health 

(the rank order of health) and the HPLP scores were 

correlated. A Spearman correlation value was determined 

to be -.2870 with a significance of .00003 (N = 202). A 

Pearson r was -.3223 with a R < .0000 {N = 202). This 

negative correlation actually indicated a positive 

relationship between the variables. The greater the score 

on the HPLP {i.e., individuals practiced many health 

behaviors), the less the probability that the subject 

ranked the value of health as least important {number 10). 

Figure 4 illustrates this negative relationship. Or, the 

greater the HPLP score, the more likely the value of 

health was chosen as the most important value of all. 

The greater the value placed on health in comparison 

with nine other life values, the more likely a mother is 

to practice health behaviors. Therefore, Hypothesis 3 is 

supported. A significant positive relationship existed 

between health value and health actions. 
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Figure 4. Diagram of the relationship between health value 

ranking and HPLP scores. 

Research Hypothesis 4 

The fourth hypothesis suggested the relationship 

between barriers to health action and health behavior in 

mothers was negatively associated. Pearson product moment 

coefficient calculations were determined to establish the 

direction and strength of the relationship. The Barrier 

Scale and the HPLP {total and subscales) scores were used 
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for correlation. Table 26 reports the correlation 

coefficients for this relationship. 

Table 26 

Correlation Coefficients - Barrier Scale and HPLP Scores 

HPLP Scale (Total and Subscales) 

TOTAL HPLP Scale 

Self-Actualization 

Health Responsibility 

Exercise 

Nutrition 

Interpersonal Support 

Stress Management 

N = 202; ** £ < .01. 

CORRELATION with 
Barriers (r) 

-.5578** 

-.2505** 

-.4224** 

-.6045** 

-.5298** 

-.3108** 

-.2797** 

Findings indicated a significant negative 

relationship between barriers and health behaviors with a 

correlation coefficient of -.5578 (£ < .01). Therefore, 

research Hypothesis 4 is supported. As the barriers to 

participation in healthy behavior increased, the health 

behavior decreased. All the HPLP subscales showed a 

significant negative relationship as well at the .01 

level. The coefficient of determination for the 
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relationship between barriers and health behavior was 

calculated to be 0.3111. The two variables had a shared 

variance of 31%. In this sample of mothers, 31% of the 

variance of health practices was explained by the variance 

of barriers. 

Research Hypothesis 5 

The fifth hypothesis generated by the investigator 

proposed that perceived benefits of health were positively 

related to health behavior in mothers. This relationship 

was determined by using Pearson product moment 

correlation. The scores of the Benefit Scale and the 

HPLP (total and subscales) were used to calculate the 

association of the variables. The following table 

presents the correlation data and significance of the 

benefits of action and health behavior (Table 27). 

The data showed a significant positive relationship 

between knowing the benefits of action and engaging in 

health behavior in mothers. The variables exhibited a 

correlation coefficient of .3412 and were significant at 

the .01 level. As a result, research Hypothesis 5 was 

supported. Four of the six subscales, health 

responsibility, exercise, nutrition, and interpersonal 

support, were significantly related to benefits at the .01 

level. Self-actualization and stress management subscales 
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were related to benefits at the .05 level. Almost 12% of 

the variance of the dependent variable, HPLP scores, was 

accounted for by the variance of benefit scores. 

Table 27 

Correlation Coefficients - Benefit Scale and HPLP Scores 

HPLP Scale (Total and Subscales) 

TOTAL HPLP Scale 

Self-Actualization 

Health Responsibility 

Exercise 

Nutrition 

Interpersonal Support 

Stress Management 

N = 202; * Q < .OS;** Q < .01. 

Research Hypothesis 6 

CORRELATION with 
Benefits 

.3412** 

.1571* 

.2291** 

.4336** 

.2600** 

.2215** 

.1675* 

The final hypothesis suggested that selected 

demographic characteristics were related to health 

behaviors in mothers. The demographic data used for this 

hypothesis included age, race, marital status, education 

level, annual family income, number of children, hours 

worked per week outside the home, and presence of health 
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insurance coverage. Pearson product moment correlation 

was used to determine the relationships of the independent 

and dependent variables. Table 28 reports the correlation 

statistics regarding demographic characteristics and 

health behavior. 

Table 28 

Correlation Coefficients - Demographic Characteristics and 

HPLP Scores 

Demographic Characteristics 

Age 

Race 

Marital Status 

Educational Level 

Annual Family Income 

Number of Children 

Hours Worked Per Week 

Health Insurance Coverage 

N = 202; * £·< .OS; ** £ < .01. 

CORRELATION with 
HPLP Total (.~) 

.0577 

.0314 

-.0221 

.2043** 

.1835** 

-.0963 

-.1573* 

-.0114 

Several of the demographic characteristics of the 

sample possessed a significant relationship with health 

behavior. Educational level and annual family income had 
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a positive relationship with health behaviors at the .01 

level of significance, .2043 and .1835, respectively. 

Hours worked per week had a negative relationship with 

health behaviors at the .OS level (r = -.1573). This 

finding can be interpreted as meaning that as the number 

of hours worked per week increased, the health behaviors 

decreased. The variables of age, race, marital status, 

number of children, and insurance coverage were not 

significant. Because not all the demographic variables 

showed significance in their relationship to health 

actions, Hypothesis 6 is only partially supported by the 

data. 

The relationship between the demographic variables 

and the HPLP subscales scores suggested some significant 

relationships. Table 29 reports the correlation 

coefficients for the variables. 

Additional Quantitative Findings 

In order to further explore the relationships 

investigated in the research study, additional 

quantitative tests were performed to analyze the data. 

Although the statistical manipulations do not answer any 

hypotheses, more information may be gained about the 

sample and their characteristics. 
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Table 29 

Correlation Coefficients - Demographic Characteristics and 

HPLP Subscale Scores 

Demographic Item and Subscale 
Relationship 

Age and Health Responsibility 

Education Level and Self-
Actualization 

Family Income and Self-
Actualization 

Family Income and Health 
Responsibility 

Family Income and Exercise 

Hours Worked and Exercise 

Hours Worked and Nutrition 

N = 202; * £ < .OS; ** £ < .01. 

Correlation 

Significant Correlation 
Coefficients {r) 

.2171** 

.2073* 

.1783* 

.1800* 

.1632* 

-.1903** 

-.1963** 

The relationships between the three questions in the 

short answer section of the questionnaire packet and the 

total HPLP were determined. In the question, "Are you 

satisfied with your ability to participate in regular 

physical fitness activities?," the responses were yes or 

no. The relationship between satisfaction with exercise 
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participation and health behaviors suggested a positive 

association with a correlation coefficient of .2053 and a 

significance at the .01 level. The more satisfied 

individuals are with their exercise program, the more 

likely they will perform health behaviors. The next 

question asked the subjects to circle the appropriate 

response to "Do you consider your present health to be: 

Excellent, Very Good, Good, Fair, or Poor?." Those 

individuals who perceived their health to be better are 

more likely to participate in healthy behavior. This 

relationship was indicated by a correlation coefficient of 

.4079 and a significance of< .01. The responses to the 

final question, "Do you believe your health could be 

better than it is now?," showed no significant 

relationship with health behavior. 

Multiple Regression 

Multiple regression was utilized to explore the best 

possible explanation of the variance in the dependent 

variable, health behavior in mothers. In the research 

study, self-efficacy, health locus of control (internal, 

chance, and powerful others), barriers, and benefits were 

entered into a stepwise regression. Only two variables 

significantly explained and predicted the variance of the 

dependent variable: barriers and self-efficacy. Barriers 
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explained 31% of the variance of health behavior as 

measured by the HPLP (R2 = .3110). A negative Beta weight 

(-.5068) suggested that a high score on the HPLP is paired 

with a low score on the Barrier Scale. When self-efficacy 

was added to the regression equation at step 2, self

efficacy and barriers explained 35% of the variance of the 

dependent variable (R2 = .3475). A positive Beta number 

(.1976) indicated that a high score on the HPLP, the 

dependent variable, is paired with a high score on the 

Self-Efficacy Scale, the predictor variable. Table 30 

reports the regression statistics. 

Table 30 

Stepwise Regression of Independent Variable Scores With 

HPLP Scores 

Variables B Beta T 

Barriers -.7419 -.5068 -8.553** 

Self-efficacy .3539 .1976 3.335** 

Constant 149.2342 16.016 

N = 202; R = .5895; B2 = . 3475; Adj . R2 = .3410; SE = 
14.14; F(2,199) = 52.99; :g < .0000; ** :g < .01. 
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Internal health locus of control, chance health locus 

of control, powerful other health locus of control, and 

benefits of action were left out of the regression 

equation. These variables did not contribute to an 

increase in R. They were not predictors of the dependent 

variable. 

It is interesting to note that the two variables, 

barriers and self-efficacy, which were found to explain a 

portion of the variance of health behavior in the sample, 

also showed a significant negative relationship with each 

other. Barriers and self-efficacy exhibited a correlation 

coefficient of -.2591. This relationship was significant 

at the< .01 level (Appendix F). 

Regarding the independent variables of age, race, 

marital status, family income, number of children, hours 

worked per week, and insurance coverage, multiple 

regression was conducted with the dependent variable of 

health behavior. All the demographic characteristics were 

entered into a stepwise regression. Two variables, 

education and annual family income, were significant 

predictors of the scores of the HPLP. Education accounted 

for 4% of the variability of health behavior with a 

significance of .0046 (R2 = .0395). Education when 

combined with annual family income accounted for 6% of the 
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variance of health behavior (R2 = .0584). The higher the 

level of education and the higher the annual family 

income, the higher the scores on the HPLP indicating 

increased performance of health behaviors. Table 31 

presents the regression findings. 

Table 31 

Stepwise Regression of Demographic Independent Variables 

with HPLP Scores 

Variables 

Educational Level 

Family Income 

Constant 

4.211 

1.0532 

108.7972 

Beta 

.1672 

.1410 

2.369** 

1.998* 

14.397 

N = 202; R = .2417; E2 = .0584; Adj. R2 = .0489; 
SE= 16.986; F(2,199) = 6.1722; p = .0025; * p < .05; 
** p < .01. 

Age, race, marital status, number of children, hours 

worked per week, and insurance coverage did not explain a 

significant amount of variability of the HPLP scores. 

Therefore, they were not predictors of health behavior. 

Findings of Qualitative Data 

Analysis of the written short answer responses 

contained in the Women's Health Assessment packet was 
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variance of health behavior (R2 = .0584). The higher the 

level of education and the higher the annual family 
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worked per week, and insurance coverage did not explain a 
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Therefore, they were not predictors of health behavior. 

Findings of Qualitative Data 

Analysis of the written short answer responses 

contained in the Women's Health Assessment packet was 
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performed using content analysis. This qualitative 

technique was guided by the criteria of Waltz et al. 

(1991) and answered the one research question concerning 

the personal health behaviors of mothers which were 

affected by the role of motherhood. Based on the 

analysis, the life experiences expressed by the written 

responses of the participants emerged into 14 separate 

themes or clusters. These themes contained the words and 

focus meanings that the subjects revealed about 

themselves. Presented in no particular order, the 

following themes and subthemes were discovered: 

(1) Self-Sacrifice 

(2) Fulfillment of Motherhood 

(3) Role Model 

(4) Fatigue (Sleep Deprivation, Tiredness, Lack of 

Energy) 

(5) Time Constraints 

(6) Stress 

(7) Nutrition (Poor, Good) 

(8) Exercise (Lack of Time, More Opportunities, Lack 

of Mptivation, Barriers) 

(9) Health (Neglect, Risk, Enhancement, Longevity) 

(10) Dependency 

(11) Isolation 
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(12) Irritability 

(13) Frustration 

(14) Emotional Burden 

All responses that pertained to the research question 

were included in the analysis. Each short answer page of 

the packet was examined for key words. The key words or 

ideas were placed on index cards. Each key word or idea 

was recorded on a separate card. After all the surveys 

were reviewed, the cards were grouped according to 

similarities, differences, and general patterns. The 

themes that describe the life experiences of the women 

emerged based on their responses. The themes were 

supported by the subjective comments of the participants. 

Each theme and some of its associated responses are 

included to tell the women's stories. The following 

sections expand on the themes. 

Self-Sacrifice 

Mothers often feel that their needs are at the end of 

the priorities list. The women tended to their children 

and husband before they took time to care for their needs. 

This feeling of low priority was reflected in the theme 

Self-Sacrifice. The women sacrificed their needs for the 

needs of their families. When time was limited, the 
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mothers used their time to take care of the demands of 

others. Participant 18 expressed her concerns: 

"Between my work commitment and my commitment to my 

family, I feel that I have no time to commit to myself. I 

am quite out of shape (although that was not always the 

case) and unhappy with my body since having my baby. I 

cannot find time to make the changes! . 

on my priority list" (Participant 18). 

I come lower 

Other responses supported the emergence of this theme of 

self-sacrifice: 

"The baby's meals and health are a priority. What I 

do for me is at the bottom of the list of 'things to do'" 

(Participant 78). 

"I sometimes put my own needs aside for the needs of 

my family" (Participant 33). 

"I tend to put myself and my health (emotional and 

physical) needs behind my kids, husband, and work" 

(Participant 66). 

"Self-discipline fails when it comes to making time 

for me" (Participant 167). 

"I leave very little time for myself--quiet time and 

exercise--during the day. My family's needs come first" 

(Participant 59). 
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"Not much time for me. Kids and husband seem to come 

first" (Participant 8). 

"I don't seem to make time for myself--it is a luxury 

and I also feel, once all other 'chores' or 

responsibilities [are] done--I'm just too tired" 

(Participant 7). 

"Since going back to work (especially), I find I have 

every minute of my life filled with everything but being 

able to take care of myself or relaxing. I even have 

trouble sitting and taking a 1-hour lunch. I feel there 

is never time to relax" (Participant 117). 

[The role of being a mother] "Keeps me active, 

stimulated and fulfilled, but also wears me out at times 

and causes my needs to always come last after all other 

family members" {Participant 158). 

"I'm a mom first and always put my children first. 

That means I eat when and what they want. And exercise is 

put aside for time either running errands and being with 

the kids. Basically I'm just tired and just try to make 

it one day at a time" (Participant 77). 

Some mothers expressed an acceptance of their sacrifice in 

the mothering role and their conflicted feelings about it. 

"Being the main caregiver, most of the time my needs 

have to take a back seat to meet the needs of my children 
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and husband. That's life--I accept it and enjoy it most 

of the time" (Participant 133). 

"I know that as my children become more independent, 

I will have more time for myself to exercise, shop, read, 

etc. Right now they are my priority and I feel good about 

that" (Participant 196). 

Fulfillment of Motherhood 

Despite the reality of everyday life as a mother, 

many women described a fulfillment that came from taking 

care of children. The joys of mothering kept them happy 

and satisfied throughout their day. Some mothers felt 

that the fulfillment of motherhood transferred to their 

state of health in general. Participant 4 stated: 

"I am enjoying the nurturing and give and take 

exchange with my children. Their 'love of life' is 

contagious and so fun to be a part of. Being a mother has 

been a greater joy than I'd ever expected. I believe I am 

'healthier' because I am involved with the process of 

seeing young minds and bodies evolve" (Participant 4). 

"Being a mom makes me feel very fulfilled and happy-

so my health is great!" (Participant 67). 

Other mothers expressed their satisfaction as: 

[The role of being a mother] "adds fulfillment and 

enjoyment to my life" (Participant 6). 



188 

"Appreciating your blessings also makes you feel so 

good and being a part of this person's upbringing is an 

exciting part of my life" (Participant 99). 

"I am deeply happy to be a mother and gain great 

sustenance and satisfaction from my baby and from my 

belief that I am a good mother" (Participant 18). 

"I have never been so happy! I adore my husband and 

child and know that what I'm doing is so very worthwhile!" 

(Participant 61). 

Several of the mothers qualified their fulfillment with 

the realities that they experience. 

"I wouldn't want any other job in the world--I'm 

doing what I've wanted to do all my life, but it does take 

its toll on my ability to exercise regularly, which, in 

turn, does effect my health" (Participant 148), 

"Kids can sometimes be stressful, but the joys 

outweigh it" (Participant 154). 

"I love my boys--they are the joy of my life. I live 

for them 'most' of the time. My state of mind is very 

positive because of them--even though they add a lot of 

stress and worry to my life!!!" (Participant 25). 

"There is a great deal of enjoyment with being a 

mother and satisfaction, however, there is a growing 



189 

amount of stress due perhaps to the fact of my children's 

ages" (Participant 12). 

Role Model 

Another theme that emerged from the data suggested 

that mothers often visualized themselves as being a role 

model or exemplar for their children. They realized that 

their behavior may play a part in their children's view of 

health and healthy behavior. This role model 

characterization contained a teaching component as part of 

mothering. The women spoke about their influence on their 

children. 

"I want very much for my children to be healthy and 

happy. We discuss diet and exercise frequently. I 

believe that if good health habits are begun at an early 

age that they will carry over into adult life" 

(Participant 115). 

"It is important to stay healthy and active. I want 

to be a good role model of healthy eating and a healthy 

lifestyle" (Participant 153). 

[Being a mother] "Makes me want to set a very good 

example of how im~ortant nutrition and exercise are for 

your health" {Participant 126). 

"I have begun to really perceive the importance of 

doing what I can to keep myself healthy and in good shape; 
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not only to be around a long time for my children, but to 

pass on good habits to them changing my 

behaviors/patterns to set a good example" (Participant 

142) . 

"I don't do things I don't want my kids to do" 

(Participant 173). 

"I want to be healthy for my children. I want to be 

a healthy role model. I believe if my children see I live 

a healthy life there is a greater chance that they will 

too" (Participant 115). 

Taking on the role of exemplar affected the health of the 

women. Those who act in a exemplary fashion regarding 

health will consequently have better health. 

"I had to change the way I think. Now being a mother 

has a positive effect on my life the way I handle 

things will be a great effect on the way my kids handle 

them 11 (Participant 97). 

"I am very aware of the kind of example I set for my 

daughters and therefore at least act better than I may 

think I am as a person" (Participant 14). 

"Knowledge of my self--as a healthy role model 

inspires more self-discipline in diet, exercise, stress 

reduction" (Participant 37). 
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Fatigue 

Mothers often complained about the extreme fatigue 

and sometimes exhaustion that they experienced. To more 

completely describe the responses of fatigue, more 

specification was needed. The theme of Fatigue was 

divided into the subthemes of (a) sleep deprivation, (b) 

tiredness, and (c) lack of energy. 

Sleep deprivation. Sleep deprivation was expressed 

by mothers and was caused by their families, their work, 

household responsibilities, and other factors. There was 

not enough time in the day to rest or sleep adequately. 

This subtheme was wonderfully presented by Participant 85: 

"Mothering is very stressful. It is repetitive, 

sometimes boring, and relentlessly demanding. I think 

sometimes I get sick because I am exhausted, and I need 

more sleep. Sleeplessness is a major factor. When I 

finally do have some time to myself (e.g., the baby is 

napping) I usually choose a nap over exercise. I know 

exercise would help me feel better, but if I've gotten up 

once or twice in the middle of the night, sleep seems more 

important. I have always enjoyed being a good sleeper and 

have always needed eight or nine hours a night. I just 

don't get that anymore" (Participant 85). 
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Other mothers expressed their sleep deprivation which 

effected their lives, behaviors, and health. 

"My sleep schedule is always affected by the kids and 

trying to work" (Participant 202). 

"It [role of being a mother] limits my time 

tremendously--to exercise and to sleep" (Participant 54). 

"I would like to participate in more strenuous 

activities, but it is difficult without good sleep at 

night" (Participant 177). 

"Lack of sleep when up during the night with my child 

lowers my ability to resist illness" (Participant 201). 

Tiredness. Women stated that they felt tired due to 

their physically demanding schedules and responsibilities 

that they encountered. The amount of time relegated to 

relaxation was non-existent or very short-lived. 

"I can become overtired from working and 'mothering' 

nonstop day after day" (Participant 164). 

"Somedays are .§.Q tiring--keeping ahead of the 

activities--children, house, meals, etc." (Participant 

118) . 

"It is physically demanding to be a mother of a two 

year old. I am tired at the end of every day" 

(Participant 67). 
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"Young children (3) and husband require time and 

attention, I'm exhausted every night" (Participant 200). 

"I am tired a lot because I work part time, have two 

kids doing totally different things, and I don't take time 

for myself" (Participant 56). 

"Being tired from taking care of two children gives 

me a choice between a nap and exercise. Since the birth 

of my second child, the nap is usually the choice so I've 

gained weight, feel frustrated, and remain stressed" 

(Participant 77). 

[I am] "physically worn out [at the] end of day" 

(Participant 103). 

Lack of Energy. If the mothers did not express 

feelings of sleep deprivation or tiredness, they often 

spoke about their lack of energy. They described 

diminished strength and energy when trying to carry out 

their responsibilities. 

"The constant physical demands drain my energy" 

(Participant 37). 

"Being a mother of three zaps my energy" (Participant 

151) . 

"It [the role of being a mother] also depletes my 

physical and mental energy" (Participant 54). 

"Find that I am tired/less energy" (Participant 22). 
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Participant 177 expressed her change of thought as a 

result of mothering as she strives to survive each day: 

"I used to think mothers who didn't work outside the 

home should be in top physical condition because they 

would have the time. I now laugh at that. Children take 

a lot of time and energy from their parents. There are 

days when you just get by" (Participant 177). 

Time Constraints 

Time was often mentioned as a consideration when 

mothering. Mothers spoke about the lack of time in their 

lives, and the busy schedule that controlled their 

actions. Participant 49 exclaimed that "there is never 

enough time!" A mother with a 6-month-old child described 

the time constraints of her reality: 

"Anything that takes extra time (i.e., flossing my 

teeth, exercising each day) just falls by the wayside. 

Every second is busy. I don't get everything done I'd 

like to do, and I fall into bed exhausted at night and 

often have trouble falling asleep. However, I have never 

been so happy! I adore my husband and child and know that 

what I'm doing is so very worthwhile!" (Participant 61). 

Women who were mothers and employed outside the home 

communicated a feeling of frenzy due to time constraints. 
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"Always on duty--mentally and physically. This 

became especially challenging once my husband began 

traveling, getting two kids to two different daycares and 

yourself to work by 7:30, then leaving work at 5:00 

{dinner, homework, baths, etc.) is no simple routine, It 

is a rare treasure when I have 30-60 minutes alone--not 

having to meet the needs of children, school personnel, 

students, or husband who had needs, too" {Participant 36). 

"It [being a mother] takes up most of my time--even 

at work my thoughts are constantly back to being a mother" 

{Participant 117). 

Participant 4 offered an important point with regard to 

time and a mother's mental health. 

"Too much 'rush, rush, rush' doesn't allow a woman 

time to reflect. I believe most women need that time to 

'think' rather than 'react'" (Participant 4). 

Stress 

Another theme that the data suggested was the amount 

of stress experienced by mothers in the sample. Some 

mothers felt stress from their overwhelming 

responsibilities to accomplish tasks for their families 

and the stress of being unable to reach their goals. 

Mothering was seen as being very stressful and increasing 
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daily. The stress in turn affected the physical and 

mental health of many mothers. 

"I'm always having to drive a child somewhere and 

trying to juggle home activities have caused me stress 

which I've noticed affects my health" (Participant 110). 

"While I don't feel my family controls my health I do 

believe the stress of being a parent in today's big-city 

environment does effect my health" (Participant 169). 

"It [the role of being a mother] adds more stress to 

your life which can affect your health" (Participant 186). 

"It [the role of being a mother] increases your 

stress level. For me, that means I eat more than I 

should" (Participant 109). 

"There is a lot of stress with being a morn and never 

enough time for rest" (Participant 3). 

"I feel that my self-esteem which in the past was 

generally good has diminished somewhat in the last few 

years. I feel that perhaps this is due to the stress I 

feel at home with my children and husband" (Participant 

12) . 

Participant 145 looked to the future to a time when the 

level of stress in her life will diminish as she delayed 

her needs in the present: 



"Stress is great, it takes enormous energy, and 

nothing is left for me--but it will be my turn later" 

(Participant 145). 

Nutrition 

197 

Motherhood effected the nutrition of many of the 

women. Some women expressed a desire to eat better foods 

but were too busy or unable to ever reach the goal. 

However, another group of mothers prepared meals that were 

well-balanced and healthy for their family. This 

attribute was tied to the role model theme in that the 

mothers wanted to exhibit good nutritional habits for 

their families. These two behaviors were categorized as 

two subthemes: (a) poor nutrition and (b) good nutrition. 

Poor nutrition. For many mothers, time restrictions 

emerged as having an impact on nutrition. That impact was 

negative. Mothers described a busy lifestyle which did 

not allow for nutritious meals. 

"We do try to instill exercise and healthy eating to 

our children. But it's a fast paced lifestyle, in this 

day and age, and we seem to pay the price (i.e., I never 

ate at McDonalds until a year ago. Now I'm ashamed to say 

that we're there often)" (Participant 165). 

"I'm very busy taking my boys to their activities and 

attending them as well. This interferes with dinner time: 
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being at home to cook. We eat out a lot because of this" 

(Participant 140}. 

"It is difficult now to have the time to cook great 

tasting fat free meals" (Participant 201). 

"It is hard to take the time to eat and to eat 

nutritiously" (Participant 69). 

"Less time to regularly prepare and eat balanced 

meals" (Participant 60). 

"I forget to eat" (Participant 196). 

Some mothers expressed the problems that they have with 

the eating habits of the members of their families. These 

problems have an effect on their style of eating. 

"I would like to exercise more and eat better. The 

eating better is hard because my children are picky eaters 

and I would have to make several different meals to make 

everyone happy" (Participant 3). 

"I have to cook what my family will eat and that 

isn't always the lowest calorie diet for me" (Participant 

111) . 

Participant 109 proposed some reasons that may explain the 

situation of working mothers and their nutritional 

short-comings. 

"Generally, I think most women are health conscious 

and would like to take care of themselves. Most women do 
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not exercise enough or eat properly. I think there are a 

number of reasons for this: 

--exercise is boring, It's more fun to do it with a 

group, but that means driving somewhere, finding a sitter, 

etc. 

--there is always something more important to do -

laundry, shopping, cleaning, car pooling, etc., etc., 

etc., It's easy to put it off. 

--time, especially for women who work. Who wants to 

get up earlier to exercise!? Also, working women have 

less time to mess with cooking and are more likely to eat 

fast foods and use prepared, boxed, canned and frozen 

foods" (Participant 109). 

Good nutrition. Several mothers ate healthy foods as 

a direct result of their children's eating habits. They 

prepared foods for their children that were nutritious and 

ate better than before they were mothers. 

"I am conscious of feeding my child a well-balanced 

diet, and thus eat more regularly and more balanced 

myself" (Participant 194). 

"I eat better now (I used to skip many meals), and 

pay much closer attention to preparing balanced meals" 

(Participant 193). 
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"I cook nutritious meals and eat well and am 

committed to that particularly because of breastfeeding" 

(Participant 61). 

"I prepare well-balanced meals for my family, thus 

allowing myself a healthy meal" (Participant 98). 

"I am preparing a little more healthy foods--lower 

fat and cholesterol" (Participant 178). 

"In some ways it [being a mother] helps me to be 

disciplined about eating three meals/day and leaves very 

little free time to 'snack'" (Participant 197). 

One mother had a different reason to eat a healthy meal. 

"I am very conscious of my health and eating properly 

so I have the energy to take care of my child" 

(Participant 160). 

Exercise 

One of the short answer responses concerned the 

mother's ability to participate in regular physical 

exercise. As a result, exercise was a theme which 

suggested four subthemes to describe the responses: (a) 

lack of time, (b) more opportunities, (c) lack of 

motivation, and (d) barriers. 

Lack of time. Lack of time to exercise was an 

overwhelming response by the mothers in the study. They 
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expressed the pace of their schedule and obligations of 

their families as limiting the amount of time for 

participating in regular exercise. Participant 3 stated: 

"Time is the main deterrent to my getting regular 

exercise. With three small children, it's hard to find 

the time to exercise and get everything else done too" 

(Participant 3) . 

Other mothers agreed with her response. 

"I do not exercise regularly. My time is spent at 

work, in the kitchen, and with the kids. We're a family 

on the go. Weekends are for catching up--yard work, 

cleaning, etc .... It is quite difficult to find time to 

sit down and relax, let alone exercise" (Participant 98). 

"I fail to eat/exercise because I am busy with taking 

care of my family" (Participant 102). 

"Free time is so limited, I hate to 'waste' it 

exercising. The feeling of getting tasks done helps me 

reduce stress as much as exercising does" (Participant 

23) . 

"Taking care of my family often upsets my exercise 

routine and I am such an all or nothing person that I give 

up. Some people are yo-yo dieters. I am a yo-yo 

exerciser" {Participant 102). 
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"Exercise feels like a an 'extra,' a luxury, although 

I believe in it" (Participant 18). 

"As a working mother, I feel I have no time [to 

exercise]--even though I have a health club on the 

premises of work--I am always rushed" (Participant 117). 

Participant 64 understood her situation as a mother and 

explained how she wished to balance the elements of her 

life in the future: 

"Although I am fully enjoying a break from my career 

to be the mother of (soon-to-be) two children and 

full-time homemaker, I have allowed myself to sacrifice 

the consistent workouts I had prior to parenthood. I am 

well aware of the importance of exercise and how to 

effectively utilize my health care professionals. I, 

however, do not abuse communication with them. Some 

things can be handled alone at home. The challenge is to 

incorporate all the factors well again to achieve total 

good health, fitness, family responsibilities, relaxation, 

and in the future a career again!" . (Participant 64) . 

More opportunities. Some mothers stated that their 

exercise program actually got better from their 

involvement with their children. They participated in 

physical activity with their children who kept them active 

in more unconventional ways. 
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"On the positive side, I'm more active playing, 

cycling, walking the dog with the kids than I might be 

without them" (Participant 48). 

"In many ways it [being a mother] does make me more 

active though not via organized exercise" (Participant 

32) • 

"I probably get more exercise playing with my kids 

than I got preparenthood" (Participant 17). 

"I do exercise by playing outside with my children 

and walking the dog on a regular basis'' (Participant 12). 

Lack of motivation. Exercise was not performed 

because of the lack of motivation of some mothers. They 

expressed that they made excuses, did not like to 

exercise, or lacked the willpower to exercise. 

Participant 62 was very candid in her explanation 

about exercise in her life: "I'm ashamed to say, but I 

have used having a child as an excuse to not exercise. 

Unfortunately, it acts as a snowball in that the less I 

work out, the less energy and motivation I have to work 

out, the more I eat, and the bigger I get. If I could 

make myself exercise, I would feel better and have more 

energy and I would be motivated to eat less as well as eat 

healthier" (Participant 62). 
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"Busy activities make me put exercise down low on the 

list but if I weren't a mother, I would probably find some 

other excuse" (Participant 122) . 

"I find it too easy to find excuses as to why I 

cannot regularly exercise. I lack the self-discipline" 

(Participant 193). 

Other mothers exhibited lack of motivation regarding 

exercise. 

"[I] don't like to exercise but I know I need to feel 

better and look better" (Participant 171). 

"I do not enjoy exercise" (Participant 137). 

11 [I] need more willpower to exercise" (Participant 

161) . 

11 I planned to ride my bike with my family, but lack 

the motivation to initiate" (Participant 191). 

11 [I] would like more time and motivation to exercise" 

(Participant 150). 

Barriers. Mothers listed many barriers that 

prevented them from exercising. Barriers included 

baby-sitter arrangement, lack of flexibility due to child 

care, no close facilities to exercise at, and the cost of 

exercising at a health club. Participant 189 expressed 

many barriers that inhibit her exercising: 
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"Too many factors influence my ability [to exercise]: 

weather {I run), time, energy, commitments and someone to 

watch the children" {Participant 189). 

"I don't have time or a babysitter to exercise" 

{Participant 151). 

"Unfortunately I haven't taken the time to find 

someone to babysit my kids and I feel like I should be 

there for my baby" (Participant 162). 

"I feel guilty when I leave my child in day care too 

much to exercise" (Participant 24). 

"I'm not comfortable taking my baby to the health 

club. There's always a 12:1 ratio there (babies to 

caretaker)" (Participant 198). 

"Not enough facilities close to where I live, cost" 

{Participant 188). 

"The schedule of my new infant had made it difficult 

to exercise because she is up early--the time at which I 

used to run" {Participant 134). 

"With an infant and full-time job, not enough time or 

flexibility to maintain a regular program" (Participant 

91) . 

Health 

The role of motherhood effected the health of many 

women in many ways. To describe the theme of health, it 
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was divided into four subthemes: (a) health neglect, (b) 

health risk, (c) health enhancement, and (d) health 

longevity. These dimensions of health were supported by 

the responses of the subjects when they wrote of their 

daily experiences. 

Health neglect. The health of some mothers was 

neglected due to the demands of their families. One 

mother explained the unusual method that she used to care 

for her illnesses: 

"There is as well no time to go to a doctor for less 

than very serious or necessary reasons. On two occasions, 

when I was taking one of my kids to the pediatrician for 

their illnesses, I asked him to check my ears for 

infection at one time {yes, I had an ear infection) and to 

draw blood to check for elevated white count (he didn't 

bother because my hacking cough and congested lungs were 

obvious just from listening to me) at another time. On 

both occasions, antibiotics were prescribed to me. My 

point is that {a) I don't have a regular internist (just 

an ob-gyn) and {b) even if I had one, I would have neither 

the time nor inclination to see her/him" {Participant 54). 

Motherhood caused the health of these mothers to be 

neglected. 
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"Routine colds and minor aches and pains are usually 

ignored. Mothers can't take a day off to be sick" 

(Participant 137}. 

"I address the needs of my children before my own. 

They are most important to me, but I want to find time for 

my own health needs too. My present schedule insures that 

their nutrition and activity needs are met first, and mine 

may not be" (Participant 130}. 

"Being a mommy is the most important which means I 

take good care of the kids--but since I am not my mommy, I 

don't take such good care of me" (Participant 202}. 

"Tend to ignore minor illnesses because you didn't 

have time to be sick" (Participant 151}. 

"No time to think about my health--too busy with 

everything else" (Participant 156}. 

"I have always put my health on hold .... My health 

is not as important to me as I know it should be" 

(Participant 138}. 

"I only go to the doctor if I am really sick and 

rarely go for minor aches, pains, etc." (Participant 69}. 

Health risk. Often mothers felt that their health 

was at risk due to their association with their children. 

Their children were the carriers of germs that introduced 
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illnesses into the household. Participant 85 chronicled 

her health problems related to day care interaction: 

"I went back to work for 5 months after my daughter 

was born. She brought virus after virus home with her 

from day care. Most were just colds, but I frequently 

developed bronchitis, which I had never had before. My 

daughter's and my health deteriorating because of day care 

was a primary factor in my decision to quit working and 

stay home with her. She has had only one ear infection 

and I've had only one cold. She still plays with other 

children, but she's not in an institution (with illnesses 

of one sort or another) 10 hours a day. We are both 

healthier" {Participant 85). 

"My kids bring home viruses and colds--I tend to get 

them!" {Participant 44). 

"Of course, kids bring home all sorts of illnesses 

from school and eventually I get what they get. That's 

life" {Participant 133). 

"Of course, children are precious, but they're also 

little germ magnets, which means there are more germs in 

the house to which you're exposed" {Participant 148). 

Due to the combination of health risk and health 

neglect, some mothers experience illnesses more 

frequently. 
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"Mothers do tend to get the illnesses their children 

bring home and at times it takes longer to get over a 

cold, etc. . if I do not get the rest needed to 

properly recover" (Participant 63). 

"When I get sick it is usually something I've caught 

from my child especially after getting little sleep while 

nursing him through an illness" (Participant 158). 

Health enhancement. Health enhancement also occurred 

to some mothers due to their increased sensitivity to the 

health of their families. The family unit offered ways 

for the mothers to be healthier, physically and mentally. 

The mother of three children explained: 

"I'm very conscious of my health, looks, and energy 

level" (Participant 112). 

Other mothers felt that being a mother put the events 

around them in perspective. 

"Being a mom probably helps my general health in that 

it helps me to keep things in perspective, (i.e., I no 

longer sweat the small stuff) and therefore reduces 

stress" (Participant 87). 

"The unconditional love of your child places many 

things in proper perspective" (Participant 55). 

"I think it is important for moms to remember their 

lives are as important as the baby's. Moms should promote 
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morn's schedule as well as mom changing her life for the 

baby" (Participant 21). 
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"I pay more attention to my health now since I'm so 

in tune with my baby!" (Participant 68). 

Health longevity. Mothers were very concerned about 

"being around" for their children. By taking care of 

their health, mothers hoped and wanted to be part of their 

children's future. They also wanted to be the person 

raising their children. 

"I think I'm more concerned about staying healthy so 

I'll be here to raise my children" (Participant 17). 

"I'm probably more conscious of taking care of myself 

so I'll be around for my children" (Participant 3). 

[The role of mother] "motivates me to stay healthy-

I want to live a long time to be there for my son" 

(Participant 185). 

"My health is more important now that I have a baby 

to take care of. If I'm sick it makes it very difficult 

to care for/play with my baby" (Participant 147). 

"I want to be healthy for my children" (Participant 

115) . 
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Dependency 

Another theme emerged to describe a dependency that 

developed between mothers and their children. This close 

relationship between a mother and her child would often 

become extreme. The mother's life became too dependent on 

the children and her role of mother. Participant 102 

wrote about her fears after her children mature and leave 

the household: 

"My role is so isolated and focused on 'motherhood' 

that I am literally afraid of personal success. I'm 

afraid to achieve dieting goals, career goals and 

educational goals. But put a goal in front of me that 

benefits my children or husband and I give 110%, go 

totally overboard, and even lose sleep to achieve these 

goals. Rather curious! It scares me to think what will 

happen when my children reach maturity and do for 

themselves--where will I be? I don't stress over this 

although I do think about it. I'm happy with my 

motherhood role at this time in my life. Something to 

think about--when I was a child, I was a 'latch-key', my 

mother was the original 'career woman' (before her time). 

I didn't have home-made cookies, have my mom attend school 

field trips, etc. Perhaps that is why I put my children 

first to the extreme" (Participant 102). 



Other mothers expressed their feeling of being 

needed. 

"Also mentally I know I'm needed so this keeps me 

going" {Participant 98). 

"I have a reason to work, live, and carry on. 
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Without my children, I would not have the same outlook on 

life" {Participant 138). 

One mother explained the dependence of her family on 

her. "Our roles are more important than what was 

traditionally expressed in Q.Y.I: upbringing. Our roles have 

changed to include a wide spectrum of daily duties and so 

many people are dependent on us that we should keep in 

touch with our bodies" {Participant 99). 

Isolation 

Several mothers communicated the isolation that they 

experienced as a mother. This isolation was enhanced by 

not working outside the home. 

"My role is so isolated and focused on 'motherhood' 

that I am literally afraid of personal success" 

{Participant 102). 

"Being a stay at home mother and finding my days 

filled with just getting done what has to be done for 

today I think is isolating" (Participant 14). 



Irritability 

Mothers complained about feeling irritable when 

interacting with their children. 

"I am often on edge" (Participant 23). 
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"I sometimes use up all my patience at work and this 

sometimes affect my attitude with my daughter" 

(Participant 1). 

Frustration 

Frustration is felt by mothers who are very busy and 

unable to accomplish their goals. 

"I let myself get frustrated when things go wrong" 

(Participant 2) . 

"Since the birth of my second child the nap is 

usually the choice so I've gained weight, feel frustrated 

and remain stressed" (Participant 77). 

"As a working mother sometimes I feel I'm not doing 

anything well. [I] doubt myself sometimes" (Participant 

8) • 

Emotional Burden 

The emotional burden of motherhood and its 

responsibilities was felt by a mother: 

"Mothers, whether working or homemakers, carry the 

emotional burden of the household--no matter how the 
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chores are divided. Mothers, by nature, take care of the 

family and house first" (Participant 137). 

Summary 

The data analysis of the research study produced 

various findings. The sample was described through the 

use of frequency information obtained from the personal 

data form. Each instrument utilized in the study was 

examined for range of scores, means of scores, and 

reliability. Rank order data about the variable of health 

value was analyzed to determine the value placed on health 

when compared to other life values. Through correlation 

statistics, hypotheses were tested using Pearson product 

moment correlation which indicated the relationships 

present in the data. Hypotheses 1, 3, 4, and 5 were 

supported. Hypotheses 2 and 6 were partially supported. 

Regression studies were performed on the data to determine 

which variables were predictors of the criterion variable, 

health behavior in mothers. The only research question 

posed in this study was answered through the use of 

content analysis of written responses of the participants. 

Fourteen themes emerged to explain how personal health 

behaviors are affected by the role of motherhood. 



CHAPTER V 

SUMMARY OF THE STUDY 

It is hard to speak precisely about mothering. 
Overwhelmed with greeting card sentiment, we 
have no realistic language in which to capture 
the ordinary/extraordinary pleasures and pains 
of maternal work. (Ruddick, 1995, p. 29) 

This research study investigated the relationship 

between several factors and the health practices of women 

who are mothers. Self-efficacy, health locus of control, 

health value, health barriers, health benefits, and 

demographic features were examined to determine their 

association with health actions. In addition, the 

responses of the participants were analyzed to extract 

themes that characterized the sample's view of health and 

motherhood. 

Six hypotheses were proposed. Data were analyzed 

using frequency statistics, Pearson product moment 

correlation, and additional techniques to extend the data. 

The first research hypothesis suggested a positive 

relationship between self-efficacy and health behavior in 

mothers, and it was supported. The second research 

hypothesis proposed a positive relationship between health 

locus of control and health actions in mothers. This 
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hypothesis was partially supported. The third hypothesis 

predicted a positive relationship between health value and 

health behaviors, and it was supported. The fourth 

hypothesis was supported and suggested a negative 

relationship between health barriers and health behavior. 

The fifth research hypothesis was also supported, 

predicting a positive relationship between benefits of 

health and health action in the sample. The sixth 

hypothesis proposed a relationship between selected 

demographic characteristics and health behaviors in 

mothers. This hypothesis was partially supported. 

Educational level, annual family income, and hours worked 

per week outside the home were significantly related to 

the performance of health actions. The research question 

concerning the role of motherhood and its effect on 

maternal health was answered by the emergence of 14 themes 

that explained the experiences of mothers. 

This chapter describes a summary and discussion of 

the findings. Conclusions, implications, and 

recommendations for further study are also presented. 

Summary 

A descriptive correlational design was used the test 

the relationships suggested in the hypotheses. The 
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following are the research hypotheses investigated in the 

study. 

1. Perceived self-efficacy is positively related to 

health behavior in mothers. 

2. Perceived health locus of control is positively 

related to health behavior in mothers. 

3. Perceived health value is positively related to 

health behavior in mothers. 

4. Perceived barriers to health action are 

negatively related to health behavior in mothers. 

5. Perceived benefits of health action are 

positively related to health behavior in mothers. 

6. Selected demographic characteristics are related 

to health behavior practices in mothers. 

The following research question was also examined: 

How is personal health behavior affected by the role of 

motherhood as perceived by mothers? 

The theoretical framework for the study was based on 

the several theories such as social learning theory, self

efficacy theory, and the theory of self-regulation. The 

study was guided by the Health Belief Model (Rosenstock, 

1974), the Health Promotion Model (Pender, 1987), and the 

researcher-developed Health Behavior Change Model (Tapler, 

1990). 
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A review of the literature was presented and 

concentrated on areas related to the population of the 

study and the study variables. The literature revealed a 

paucity of empirical findings about women's health 

practices and mother's health in particular. Despite 

women's contact with the health care system through the 

care of their children, a mother's personal health is 

often neglected for reasons or barriers such as time, 

conflicts, economics, or family and employment demands. 

The review of the literature also explained about the 

variables of self-efficacy and its effect on behavior 

performance, health locus of control and its underlying 

force which influences personal health choices, and health 

value and its significance in people's lives. Barriers 

and benefits of health action were discussed regarding 

their impact on health behavior initiation and 

performance. Health and health behavior were discussed 

from a historical perspective describing the change in 

focus from disease prevention to health promotion. 

Data collection was conducted using a packet of 

instruments which was entitled the Women's Health 

Assessment. The packet contained the following 

instruments: General Self-Efficacy Scale (Sherer et al., 

1982), Multidimensional Health Locus of Control Scale 
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(Wallston et al., 1978), Health Value Survey (Wallston, 

Maides, & Wallston, 1976), Barrier/Benefit Scale (Murdaugh 

& Hinshaw, 1986), Health-Promoting Lifestyle Profile 

(Walker et al., 1987), a personal data form, and a 

qualitative short answer response form. 

A convenience sample of 202 subjects participated in 

the study. The survey packet was distributed at area 

elementary school parent meetings and at local play 

programs for children in a large city in the southwest. 

Subjects volunteered to complete a survey packet at their 

homes and mail it to the researcher in a postage paid, 

addressed envelope. By completing the survey, each 

individual consented to participate in the study. 

The typical subject was a mother who was 35 years 

old, white, married and highly educated. Eighty-two 

percent of the sample had obtained a college degree or 

post-graduate degree. The mean annual family income for 

the population ranged from $65,000 to $75,000. The 

mothers had between one and five children living in their 

home the majority of the time. The average number of 

children living with the mothers was 1.7 or almost two 

children. Eighty-seven percent of the sample had only one 

or two children. Fifty-two percent of the mothers were 

not employed outside the home. The employed mothers 



worked from 2 to 75 hours per week. Almost all of the 

sample {99.5%) had health insurance coverage. 
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The sample was described in more detail by three 

questions asked in the short answer section which produced 

interval responses. Sixty percent of the subjects 

reported that they were not satisfied with their ability 

to participate in regular physical activity. Almost 66% 

of the subjects believed that their health was very good 

to excellent. Eighty-nine percent of the sample 

determined that their health could be better than its 

present state. 

Instruments used in the study were analyzed to 

evaluate their performance in the sample population. 

Frequency distribution and reliability studies were 

conducted on each instrument to assess normalcy and 

internal consistency. The HPLP showed a range of scores 

from 51 to 177 with a mean of 133.5 and an alpha 

coefficient of .9141. The Self-Efficacy Scale exhibited a 

range of scores from 37 to 85 with a mean of 66.1 and an 

internal consistency of .8480. The Multidimensional 

Health Locus of Control Scale was divided into three 

subscales: Internal {range= 11 to 35, mean= 25.6, 

alpha= .6395); Chance {range= 6 to 30, mean= 15.4, 

alpha= .5748; and Powerful Others {range= 7 to 31, 



221 

mean= 14.1, alpha= .5467). The Barrier Scale 

demonstrated a range of scores from 27 to 110 with a mean 

of 51.1 and a reliability of .8054. The Benefit Scale 

presented a range of scores from 45 to 120 with a mean of 

97.8 and an alpha level of .8866. The data from the 

Health Value Survey indicated that 85% of the sample 

ranked the value of health as one of the top four most 

important values in relation to other life principles. 

Data revealed the following results about the sample. 

Through correlation procedures, Hypotheses 1, 3, 4, and 5 

were supported. Hypotheses 2 and 6 were partially 

supported. Through content analysis of written responses, 

14 clusters emerged to explain the effect of motherhood on 

health behavior for sample subjects. 

Discussion of Findings 

Findings are discussed for each hypothesis and the 

research question under study. Findings that are the 

result of additional statistical testing such as multiple 

regression are also discussed. 

Research Hypothesis 1 

Hypothesis 1 suggested that perceived self-efficacy 

was positively related to health behaviors in mothers. 

This hypothesis was supported by the data which indicated 
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a correlation of .3279 between the scores of the Self

Efficacy Scale and the HPLP (total). This relationship 

was positive in direction and significant at less than the 

.01 level. Correlation coefficients for five of the six 

subscales were also significant at less than the .01 

level. The greater the score on the Self-Efficacy Scale, 

the greater the score on the HPLP. As self-efficacy 

increases, performance of health behaviors may also 

increase. 

These results are supported by the Health Promotion 

Model by Pender (1987). Perceived self-efficacy is a 

cognitive-perceptual factor incorporated into the Health 

Promotion Model. Pender suggested that the component of 

self-efficacy influences the likelihood of engaging in 

health promoting behaviors. Pender (1987) stated, "It is 

possible that those people with positive perceptions of 

their health promotion skills may be more likely to 

initiate actions that enhance health" (p. 63). 

Bandura (1977), the developer of the self-efficacy 

theory, purported that expectations of self-efficacy are 

the most influential determinants of behavior change. 

These expectations determine the initial decision to carry 

out a behavior, the amount of effort expended, and the 

persistence of carrying out the behavior despite 
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challenges. Research by Sherer et al. (1983) asserts that 

self-efficacy is a more powerful predictor of behavior 

than either outcome expectancies or past performance. 

The literature supported the relationship of self

efficacy and health behavior participation. Murphy (1987) 

and Southerland (1988) determined that self-efficacy was 

predictive of health promoting behaviors in healthy 

adults. According to Southerland, self-efficacy played a 

primary role in performing health actions which was 

stronger than the interactive effects of health knowledge 

and self-efficacy. 

The results of the study are further supported by the 

studies on self-efficacy and women (Gillis, 1994; 

Gonzalez, 1990; Gross et al., 1989). Gillis (1993) 

conducted a meta-analysis of 23 studies to determine 

factors that have a relationship with a health promoting 

lifestyle. Gillis determined that self-efficacy was 

reported to be the strongest predictor of health promoting 

lifestyle, followed by social support, perceived benefits, 

self-concept, perceived barriers, and health definition. 

However, the studies lack evidence about the population 

under study, women with children. 
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Research Hypothesis 2 

Hypothesis 2 proposed that health locus of control 

would have a positive relationship with health behavior in 

the sample. This hypothesis was only partially supported. 

Because the Multidimensional Health Locus of Control Scale 

had to be divided into three subscales for manipulation, 

results were varied for each subscale. The relationship 

between the scores of the Internal HLOC Scale and the HPLP 

was positive and significant at less than the .OS level. 

In other words, as the degree of internality (individual 

control of personal health) increased, the participation 

in health behavior increased. Chance HLOC Scale scores 

and HPLP scores were negatively related and significant 

(~ < .OS). As people's belief that their health was due 

to chance or luck increased, their performance of healthy 

behavior decreased. This result is not surprising because 

people who believe that they have no control over what 

happens to them find little impetus to help themselves. 

No significant relationship was found between powerful 

others HLOC and health actions. 

Support of the study results comes from various 

sources. Again, the results are supported by Fender's 

(1987) Health Promotion Model. According to the model, 

perceived control of health, also known as health locus of 
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control, is a cognitive-perceptual factor influencing 

likelihood to practice health promoting behavior. 

Many research studies have discovered similar 

findings. Brown et al. {1983) suggested that people with 

an internal health locus of control are more likely to 

take responsibility for their health as compared to people 

with an external health locus of control. This study 

presented strong support for the findings about this 

population of mothers because internal HLOC Scale scores 

were found to be significantly related to HPLP subscale 

scores of health responsibility (~ = .2042, £ < .01). In 

fact, chance HLOC Scale scores were negatively related to 

the HPLP subscale scores of health responsibility (r = 

- .1713, l2 < • 05). In addition, Muhlenkamp et al. (1985) 

reported that chance health locus of control was 

negatively associated with initiation of positive health 

activities. 

Several studies describing the concept of health 

locus of control have been conducted using a population of 

women. Duffy (1988, 1989, 1993) performed studies to 

evaluate the r.elationship of health locus of control and 

health promotion behaviors. In a sample of women between 

the ages of 35 and 65, Duffy determined that chance locus 

of control, self-esteem, health status, health concerns, 
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educational level, and internal health locus of control 

explained 25% of the variance of the likelihood to 

participate in health practices. The author claimed that 

the findings were supportive of Fender's Health Promotion 

Model. 

In one study of adolescent mothers by Kelly (1995), 

findings suggested that mothers of infants are more likely 

to practice better preventive health care for their 

children when several factors existed. For this group of 

adolescent girls, support of the father was an important 

factor. The population also exhibited a high "powerful 

others" health locus of control. This adolescent sample 

seems to be very different from this sample of mothers 

aged 25 to 45. Characteristics of internality was more 

evident than externality in this research population of 

mothers. 

Research Hypothesis 3 

The third hypothesis suggested that perceived health 

value is positively related to health behavior in mothers. 

The hypothesis was supported by Spearman correlation and 

Pearson product moment correlation values that were 

significant at less than .0001. Subjects that placed a 

high value on health when compared to other life values 

were more likely to practice healthy behavior. 
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Named as an element in the Health Promotion Model 

(Pender, 1987), the literature supports the relationship 

between health value and health behavior. In a study by 

Lonnquiest et al. (1992), findings support the importance 

of health to women. The authors examined the relationship 

of health value, health locus of control, selected support 

factors, recent health crisis, health status, and health 

practices of a group of 167 college students (67 males and 

99 females). The female student showed significantly more 

health protective practices than did male students. In 

addition, the value placed on health by the women was more 

predictive than for males. This sample of college 

students is younger than the mothers in the study; 

however, the trend does seem to continue for middle-aged 

mothers. 

Studies by Christiansen (1981) and Lakin (1988) also 

used the Health Value Survey and their results support the 

association between the importance of health value and 

performance of health behaviors. Each study reported a 

significant relationship between the variables. 

Research Hypothesis 4 

The fourth hypothesis predicted a negative 

relationship between perceived barriers to health action 

and health behavior in mothers. This relationship 
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exhibited the strongest association of any of the other 

independent variables {r = -.5578). As a result, the 

correlation coefficient was significant at less than the 

.01 level. The negative association suggested that as the 

number of barriers to action increases, the health 

behaviors decrease in response. When structural or 

individual barriers emerged, the subjects were unable or 

unwilling to perform healthy practices. For this 

population of mothers, barriers were deemed to be an 

important problem when faced with personal health care. 

A review of the literature continues to support the 

findings that barriers are often a factor that influences 

the lack of health promotion practices. For women, the 

factor of barriers is reported over and over. Women's 

motivation to engage in diet control, weight management, 

and exercise behavior is related to perceived barriers and 

benefits {Bonheur & Young, 1991; Johnson et al., 1990; 

Walcott-Mcquigg, 1992). Verhof and Love {1994) reported 

one of the few studies about mothers and women without 

children and their exercise participation. Mothers were 

found to be less active than the women without children. 

For the mothers in the sample, the most important barrier 

to exercise was lack of time as a result of family 

responsibilities. This important fact was also exhibited 
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in the qualitative findings of this research study where 

time emerged as a theme. Findings by Verhof and Love also 

suggested that young mothers between the ages of 20 and 29 

seem to experience the most barriers that affect exercise 

participation. 

In this study, the age of the mothers was between 25 

and 45. This age group partially overlaps with the sample 

of Verhof and Love whose sample ranged from 20 to 49. 

This age group seems to possess many similarities between 

the two studies: barriers are very common in this age 

group, young mothers with young children have the most 

barriers to health and exercise, and role overload was 

prevalent in mothers due to increased responsibilities. 

Other studies have similar findings. The results 

supported a study in which barriers played a role in 

participation in a workplace wellness center where greater 

benefits and fewer barriers increased attendance (Alexy, 

1991). Duffy (1986) reported that in a sample of 59 

female-headed, one parent families, time was the primary 

barrier to health activities. 

Research Hypothesis 5 

The fifth hypothesis proposed that perceived benefits 

to action were positively related to health behavior in 

mothers. For the sample of mothers, there was a 



significant relationship between benefits and health 

practices (£ < .01), and the hypothesis was supported. 

The mothers in the sample possessed a high degree of 

knowledge regarding the benefits of healthy behavior as 

evidence by the high mean score on the Benefit Scale. 
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This feature of the sample may also be related to the high 

educational level of the mothers. 

Few studies were found that examined the benefits of 

health action in a population of women much less mothers. 

Only one study had a similar population. In a research 

study by A.H. Wilson (1991), the health promoting 

behaviors of 416 mothers who are married and unmarried was 

investigated. The independent variables of marital 

status, health status, perceived barriers, and perceived 

benefits were explored. Findings indicated that perceived 

benefits and perceived health status had the strongest 

correlation with mothers' health behaviors. Members of 

the sample expressed that when they took care of 

themselves, they felt better about themselves, better able 

to care for their families, and achieved an improved 

mental outlook. 

Findings by A.H. Wilson and inclusion of benefits as 

well as barriers in the Health Promotion Model (Pender, 

1987) support the results from this study about mothers. 
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Qualitative themes also support the results of research by 

A.H. Wilson (1991). 

Research Hypothesis 6 

The final hypo~hesis, selected demographic 

characteristics are related to health behavior in mothers, 

was partially supported. Through the use of Pearson 

product moment correlation, correlation coefficients were 

calculated for each of the following variables: age, 

race, marital status, educational level, annual family 

income, number of children, hours worked per week outside 

the home, and health insurance coverage. The findings 

appear to indicate that educational level (r = .2043, 

£ < .01), annual family income (~ = .1835, £ < .01), and 

hours worked per week (r = -.1573, £ < .05) are 

significantly related to health behavior practices in 

mothers. As educational level advances and family income 

increases, health practices also increase. As the hours 

worked per week increases, the ability to engage in health 

activities decreases. Age, race, marital status, number 

of children, and health insurance coverage were not 

significantly related the health action in this 

population. 

Age and Health Behavior. This study exhibited no 

significant relationship between age and health activity. 
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Duffy (1988), Archer (1993), and Christiansen (1981) 

reported no correlation between the variables. Walker et 

al. (1988) reported that older adults had higher mean 

scores on the HPLP (total) than young or middle-aged 

adults. This result actually supports the findings of the 

study because the mothers in the study were young to 

middle-aged (age 25 to 45) and showed no relationship 

between the variables. However, age had an influence on 

health promoting behaviors in a study by Muhlenkamp and 

Broerman (1988). 

Race and Health Behavior. Race and health activity 

was not significant in the study. However, the results 

may be influenced by the small proportion of mothers of 

color included in the sample .. Studies by Duffy (1988) and 

Archer (1993) did not identify race as a significant 

predictor of health behavior. 

Marital Status and Health Behavior. The variables of 

marital status and health behavior showed a weak 

correlation and were not significantly associated. In a 

study by A.H. Wilson (1991), it was hypothesized that 

marital status would have a stronger relationship to the 

health promoting behaviors of mothers than health status, 

perceived benefits, and perceived barriers. Findings of a 

sample of 416 mothers showed that marital status was not 



statistically significant in mothers engaging in health 

actions. These results support the weak correlation in 

the sample. 
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Educational Level and Health Behavior. Of all the 

demographic characteristics, educational level had the 

strongest correlation with health actions. These positive 

findings are supported by various studies {Christiansen, 

1981; Hartweg, 1993; Pender, 1987; Walker et al., 1988). 

Educational level was found to be a predictor of health 

activities. Verhof et al. (1992) discovered that 

education was strongly related to the practice of 

exercise. The higher the educational level, the greater 

was the probability that the women were exercising. 

Annual Family Income and Health Behavior. Economic 

conditions were related to health behavior in the sample 

of mothers. For the mothers, as their family income rose, 

their healthy behaviors also increased. Findings of the 

association of these variables is supported by the 

literature. Walker et al. (1988) reported that a higher 

socioeconomic status was associated with healthy behaviors 

in a comparative study of 452 old, middle-aged, and young 

subjects. Available economic resources had an effect on 

living conditions that influenced ability to participate 

in healthy actions. For example, engaging in the 
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activities of a health club are limited by the economic 

resources of the individual. 

Number of Children and Health Behavior. The variable 

of number of children was found to have a very weak 

negative correlation with health behavior. The 

correlation was not significant. This result is not 

supported by the literature that suggested that children 

have an effect on the health of women. Woods (1982) 

states that the health state of young adult women is 

influenced by demands and tasks associated with young 

adulthood, their families, and their occupations. Family 

and employment responsibilities are mediated by the social 

support of members of the family. 

In a study by Verhof et al. (1992), a large sample 

(N = 5,939) of Canadian women was examined for the 

relationship of women's social roles and exercise 

involvement. Parenthood as a social role was 

significantly related to exercise in women. For women 

under the age of 35, non-parents were more likely to 

exercise than parents. Young mothers are at the most risk 

for not exercising. For women over the age of 35, the 

differences between parents and non-parents were not 

significant. 
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Hours Worked per Week and Health Behavior. The 

number of hours worked per week outside the home was 

significantly related to the health behaviors in mothers. 

The relationship was negative in direction. As the 

employed hours increase, the health activities decrease. 

Studies in the literature support these findings. In a 

sample of 78 full-time employed mothers of infants, Walker 

and Best (1991) indicated that the mothers felt a greater 

amount of stress and reported a lack of a healthy 

lifestyle when compared to a group of 70 homemakers. The 

full-time mothers practiced fewer healthy behaviors than 

the homemakers (£ < .001). Surveyed with the HPLP, the 

full-time mothers scored significantly lower than the 

stay-at-home mothers on several subscales of the 

instrument: self-actualization, exercise, nutrition, and 

stress management. 

Health Insurance Coverage and Health Behavior. A 

significant relationship between having health insurance 

coverage and practicing health behaviors was not found. 

No literature was found that discusses health insurance 

and health actions. 

Additional Quantitative Findings 

Though not guided by a hypothesis, the data were 

analyzed using multiple regression to determine any 
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predictive quality of the data. A stepwise regression was 

performed on the variables. Only two of the five 

variables significantly explained and predicted the 

variance of the dependent variable of health action. 

Together, barriers to action and self-efficacy explained 

35% of the variance of health behavior in mothers. The 

importance of barriers in this population has been 

explained previously and is further emphasized by the 

predictive value of the variable. Self-efficacy has also 

been discussed. 

Regarding the demographic characteristics of the 

sample, the predictive ability of the variables was 

determined. In direct support of the correlational 

studies done on this population of mothers, the regression 

procedures revealed that educational level and annual 

family income accounted for 6% of the variance of the 

dependent variable, health behavior. The other 

demographic variables did not add to the variance. 

Research Question 1 

The research question concerning the personal health 

behaviors affected by the role of motherhood was answered 

through a content analysis of the subjects' responses. 

The responses to the questions asked on the short answer 

page of the packet were analyzed by reading the words that 
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described the experiences of the participants and 

understanding the focus meanings that they were 

communicating. Fourteen themes emerged to capture the 

responses: self-sacrifice, fulfillment of motherhood, role 

model, fatigue (sleep deprivation, tiredness, lack of 

energy), time constraints, stress, nutrition (poor and 

good), exercise (lack of time, more opportunities, lack of 

motivation, barriers), health (neglect, risk, enhancement, 

longevity), dependency, isolation, irritability, 

frustration, and emotional burden. 

In a rare book devoted to motherhood entitled On 

Being a Mother by Boulton (1983), some of the themes found 

in the sample of mothers were also found by Boulton. The 

book reports about a study of 50 women with pre-school 

children who were interviewed about their experiences of 

motherhood. Some key words that came out of the book 

happened to complement or support the qualitative portion 

of the research study. For instance, Boulton told of the 

women experiencing meaningfulness (sense of meaning and 

purpose), personal worth, and significance as mothers 

(felt needed and wanted by their children). Also, 

frustration and irritation with child care was evident. 

The mothers expressed monopolization of their time with 

mothering duties and loss of individuality. This feeling 
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was expressed by one mother as "generally, the children 

have taken over" (Boulton, 1983, p. 96). An interesting 

feature of Boulton's population of mothers and really not 

found in the current sample was a feeling of commitment to 

children as an opportunity for the mother to vicariously 

live through the children's hopes, dreams, and ambitions. 

This sense of meaning that was derived from the events 

experienced by the children resulted in an emotional 

investment in the child and the mothering role. Boulton 

also suggested that many women in her sample who 

experienced the role of motherhood with its diffuse 

obligations, lack of control, customary routines, and work 

overload often felt frustration, irritation, boredom, and 

a sense of being trapped. 

Conclusions 

The following conclusions were determined based on 

the quantitative and qualitative results of the study. 

1. With the information obtained from this study, 

there is a clearer understanding of the life experiences 

of women who are mothers and their health behavior 

practices. The ways in which women experience motherhood 

has rarely been the subject of research interest. Self

efficacy, health value, barriers, benefits, internal 

health locus of control, and chance health locus of 
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control have been found to influence the health practices 

of mothers in this sample. New knowledge has been gained 

that describes what mothers may have thought or wondered 

about but had never written down on paper regarding their 

personal health dilemmas. The joy and satisfaction of 

being a child's mother, the sacrifice required to meet a 

family's needs, the responsibility of being an exemplar, 

and the fatigue of endless days. 

2. Health was an important value to mothers in the 

sample. They understood and were quite highly educated 

about the benefits of healthy actions. They knew about 

the benefits of a healthy lifestyle; but in their role as 

a mother, they were confronted with challenges or barriers 

throughout their day. The path from knowledge to action 

was often interrupted by the responsibilities and demands 

of others in their families. For health professionals, 

any attempt to change a mother's behavior would have to 

address the areas of barriers and self-efficacy which are 

relevant to this population. 

3. The mothers experienced many conflicting 

situations in their lives. They had an overwhelming 

desire to be a "good mother" and often sacrificed their 

health to achieve that goal. On the other hand, they felt 

neglected and often became frustrated by the lack of 



239 

control have been found to influence the health practices 

of mothers in this sample. New knowledge has been gained 

that describes what mothers may have thought or wondered 

about but had never written down on paper regarding their 

personal health dilemmas. The joy and satisfaction of 

being a child's mother, the sacrifice required to meet a 

family's needs, the responsibility of being an exemplar, 

and the fatigue of endless days. 

2. Health was an important value to mothers in the 

sample. They understood and were quite highly educated 

about the benefits of healthy actions. They knew about 

the benefits of a healthy lifestyle; but in their role as 

a mother, they were confronted with challenges or barriers 

throughout their day. The path from knowledge to action 

was often interrupted by the responsibilities and demands 

of others in their families. For health professionals, 

any attempt to change a mother's behavior would have to 

address the areas of barriers and self-efficacy which are 

relevant to this population. 

3. The mothers experienced many conflicting 

situations in their lives. They had an overwhelming 

desire to be a "good mother" and often sacrificed their 

health to achieve that goal. On the other hand, they felt 

neglected and often became frustrated by the lack of 
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personal space to take care of themselves. By giving 

everyone else priority over their individual choices, 

mothers often denied their needs to support their children 

or spouse. 

4. The findings from the quantitative portion of the 

study are supported and complemented by the themes that 

emerged through written responses. The variable of 

barriers to action showed the strongest correlation with 

health behaviors in the mothers. Themes that came from 

the participants' comments ·that illustrated this variable 

were fatigue, time constraints, lack of time to cook 

nutritious meals, lack of time to exercise, health risk, 

and health neglect. Other quantitative results were also 

supported by comments by the subjects. 

5. Barriers to action, self-efficacy, educational 

level, and annual family income were predictors of health 

behavior in mothers in this sample. These variables could 

be used to identify clients at risk for unhealthy 

lifestyles. 

6. All the instruments performed well in the 

population except one. Despite the fact that the 

Multidimensional Health Locus of Control Scale has been 

used for many years and in many studies, it did not earn a 

high degree of internal consistency in this sample of 
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mothers or in the pilot study sample. Perhaps the 

instrument is too short to achieve a stable reliability 

because it must be manipulated by individual subscales. 

Each subscale contains only six items. For example, if 

the Powerful Other subscale was increased to nine items, 

.the reliability would increase from .55 to .65 and to .71 

if the scale doubled in size. Perhaps the instrument is 

not highly effective as a measure of health locus of 

control in mothers. 

7. The Health Promotion Model by Pender (1987) 

performed well with this sample. Because the components 

of the study are similar to the elements contained in the 

model, the results of the study support the relationships 

proposed by the model. 

Implications for Nursing 

The critical implication of this study is that women 

who are mothers have an obligation to themselves and their 

families to remain healthy and participate in health 

promoting activities. Mothers often get lost in day-to

day challenges of life and neglect their health and 

well-being. Nurses can play an important role to foster 

individual responsibility in mothers to care for 

themselves. When providing care to mothers in community, 

hospital, or office settings, nurses can assess mothers' 
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perceptions of their health and monitor factors that 

adversely affect health. For example, a mother who has 

many barriers such as economic, environmental, or social 

stresses might be assisted to attend to her health because 

a large number of barriers may be associated with poor 

health. Strategies can be initiated by the nurse and the 

client to increase the level of health-promoting 

behaviors. The nurse can help mothers to focus on the 

benefits of practicing health behaviors and ways to 

incorporate a healthy lifestyle . 

. Because health promotion has been identified as a 

fundamental concept for nursing practice, nurses can 

support the health of mothers through many ways. The 

nurse can assess the potential risks of mothers and their 

families when mothers enter the health care system. One 

mother reported that she "received her individual health 

care management when she went to the pediatrician with her 

children" (Participant 54). The nurse can act as an 

advocate for mothers by supporting them so that they can 

make the best possible decisions concerning their health 

choices. Because mothers often act as educators and 

self-care providers for their families, the nurse can 

instruct mothers about health, nutrition, stress 

management, and many other relevant subjects. If mothers 
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know about the benefits of health actions, they are more 

likely to practice health behaviors for themselves and 

their families. Nursing's role in educating clients about 

health is an important and necessary contribution to 

helping clients achieve an increased state of well-being 

and actualizing the health potential of individuals, 

families, and communities. 

The nursing profession needs to know more about the 

experiences· of women who are mothers. Many people believe 

that being a mother is a natural phenomenon which is 

instinctual for women, part of being a woman (Ruddick, 

1995). Contrary to some of the literature, mothers face 

challenges that are unique to their role. Increased 

awareness among nurses through formal and continuing 

education is imperative to understand the reality of 

motherhood and its health consequences. Nursing research 

needs to examine the population of mothers to know how 

nursing can assist them more effectively. In a written 

response in the short answer section of the packet, one 

mother pleaded for more information on women's health. 

"There isn't enough info [information] about how 

women's bodies should change as they get closer to 

menopause. We have lit [literature] about our children on 

the topic of physical-mental development from their 
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conception through childhood but we have no idea how we 

will 'evolve.' We see morns and we see Vogue models. We 

need a guide for the average healthy American women so 

that we know if it is arthritis onset or a typical 40 year 

old stiffness" (Participant 13). 

Future research done by nursing scholars could help 

explore the reasons why women and mothers experience 

certain phenomena. Qualitative as well as quantitative 

research is necessary to expose the entire picture of a 

reality. Each mother is different, she has her own 

situation; however, similarities bind all mothers together 

to some extent. Research must try to understand the 

differences and discover the similarities between mothers. 

Recommendations for Further Study 

Several recommendations for further study are 

identified based on the conclusions of this study. 

1. Because of the homogeneity of the sample in 

certain areas, the study should be replicated with a 

larger, more diverse sample with regard to ethnicity, 

marital status, educational level, and income level. 

2. Replication of the study is suggested for matched 

group comparison of working and nonworking mothers to 

determine the differences between the groups regarding 

health behavior practices. Other group comparisons could 
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be made between various income levels, educational levels, 

and ethnic groups regarding their participation in health 

behaviors. A study could be designed to investigate the 

differences between mothers and women without children 

concerning their healthy lifestyle choices. 

3. More in-depth qualitative inquiry could be 

performed to more fully understand the issues that face 

this population. Through interviews with mothers, as 

opposed to written comments, a researcher could gain a 

deeper understanding of the challenges that face women. 

For example, because barriers to action exhibited such a 

strong negative correlation with health behaviors, what 

are the barriers that confront women who are mothers and 

how can health care professionals assist this population 

to eliminate the barriers that impact their health? Also, 

other predictors of health behavior for this population of 

women may be obtained through the use of additional 

qualitative research methodology. 

4. In order to generate a theoretical foundation, 

empirical testing is needed to evaluate the Health 

Behavior Change Model developed by the investigator. In 

this study, only a portion of the model was tested due to 

the exploratory nature of the inquiry. Once behaviors 

have been identified for a population, researchers might 
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then validate the factors that influence behavior change, 

revise the model to include factors that are not now 

evident, and determine strategies to change health risk 

behaviors to health promotion behaviors. Much more 

knowledge is needed to understand this cognitive process 

of behavior change. 

5. Further investigate this population of mothers by 

designing and conducting a research study which compares 

the attitudes about health held by mothers and the beliefs 

about health possessed by her children. Is there a 

connection between these attitudes and beliefs? Do 

mothers pass on their ideas about health and healthy 

lifestyle choices to their children? Are they indeed the 

teachers of health to their children or do other 

intervening sources (i.e., media, school, or peers) 

influence their children's attitudes? 
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Deborah Tapler 
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Dear Deborah Tapler: 

Your study entitled "The Relationship between Health Value, Self Efficacy, Health 
Locus of Control, Health Benefits, Health Barriers, and Health Behavior Practices in 
Mothers" has been reviewed by a committee of the Human Subjects Review Committee and 
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Be reminded that both the University and the Department of Health and Human Services 
(HHS) regulations typically require that signatures indicating informed consent be obtained 
from all human subjects in your study. These are to be filed with the Human Subjects 
Review Committee. Any exception to this requirement is noted below. Furthermore, 
according to HHS regulations, another review by the Committee is required if your project 
changes. 

Special provisions pertaining to your study are noted below: 

...x_ The filing of signatures ofsubjectswith the Human Subjects Review Committee is not 
required. · 

..X... Your study is exempt from further TWU Human Subjects Review. 
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Dear Participant: 

I am a doctoral student at Texas Woman's University in the College of Nursing. I am 
conducting a research study to investigate how women who are mothers feel about their 
health and act to promote it. Information gained from the completion of this survey 
will be used to understand the health concerns and activities of women with children. 
In addition, the information may help health professionals gain insight into ways to 
encourage changes in lifestyle patterns that will promote healthy behavior in mothers. 
To accomplish these goals, I would appreciate your assistance with the completion of 
the enclosed personal data form and questionnaire items. 

Completion of this questionnaire is completely voluntary. Your completion and return 
of this survey constitutes your informed consent to act as a subject in this research. If 
for any reason you choose not to participate in this study, return the questionnaire 
unanswered in the attached envelope. Please do not sign your name to the 
questionnaire so that your responses will remain anonymous. 

All instructions arc included in the survey. Please be honest with your answers as there 
are no right or wrong responses to the survey items. When you have completed all of 
the requested items, place the questionnaire in the postage-paid, addressed envelope and 
return it to the researcher. If you are interested in learning the results of this study, 
please fill out the enclose.d stamped postcard with your name and address and mail the 
postcard separately from the questionnaire. Information will be sent to you at the 
completion of the study. 

I appreciate your participation in this study. Thank you for your cooperation and time 
taken in assisting me with my doctoral research. 

Sincerely, 

Deborah Taplcr, R.N., M.S.N. 
Doctoral Student 
Texas Woman's University 
College of Nursing 
Denton, Texas 
(214) 361-0155 

II you han any eooccma 1bou1 lhc way lhia rcacan:b baa been eonducLCd, con1.1c1 Tcua Woman·, Univcnit)' Offiec of R.cacan:h 
and Granll Admini1tr11ion. 
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Personal Data Form 

1. Aae: __ (ages 25 to 45 ONLY) 

2. Gender: __ (Females ONLY) 

3. Race: African-American 
__ Hispanic 

Oriental 
White 
Other 

4. Marital Status: Married 
__ Separated 

Divorced 
Widowed 

__ Single 
__ Living with significant other 

5. Educational Level: __ Did not complete high school 
__ High school diploma 
__ Some college courses 
__ College degree 
__ Post-graduate degree 

6. Annual Family Income: 

__ Less than $15,000 
-- 15,001 - 25,000 
-- 25,001 - 35,000 
-- 35,001 - 45,000 
-- 45,001 - 55,000 

7. Number of children living with you: 

-- 55,001 - 65,000 
-- 65,001 - 75,000 
-- 75,001 - 85,000 
-- 85,001 - 100,000 
__ Greater than 100,000 

Ages of children living with you: ________ _ 

8. H you are working outside the home, what is your occupation? 

Hours worked per week? __ 

9. Do you have health insurance coverage? __ Yes No 

3 
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Part 1. Below you will find a list of ten values listed in alphabetical order. We would 
like you to arrange them in order of their importance to YOU, as guiding principles in 
YOUR life. Study the list carefully and pick out the one value which is the most 
important to you. Write the number "l" in the space to the left of the most important 
value. Then pick out the value which is second most important to you. Write the 
number "2" in the space to the left. Then continue in the same manner for the 
remaining values until you have included all ranks from 1 to 10. (Do not use the same 
number more than once.) 

Some people find it difficult to distinguish the importance of some of these values. 
Do the best you can, but please rank all 10 of them. 

____ A COMFORTABLE LIFE (a prosperous life) 

____ AN EXCmNG LIFE (a stimulating, active life) 

____ FREEDOM (independence, free choice) 

____ HAPPINESS (contentedness) 

____ HEALTH (physical and mental well-being) 

---- INNER HARMONY (freedom from inner conflict) 

____ PLEASURE (an enjoyable, leisurely life) 

SELF-RESPECT (self-esteem) ----
____ A SENSE OF ACCOMPLISHMENT (lasting contribution) 

SOCIAL RECOGNITION (respect, admiration) ----

4 
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Part 2. This questionnaire contains statements regarding your present way of life or 
personal habits. Please respond to each item as accurately as possible, and try not to 
skip any items. Indicate the regularity with which you engage in each behavior by 
circling: 

N for NEVER, S for SO1\1ETl1\.1ES, 0 for OFI'EN, or R for ROUTINELY. 

i > 
.,J 

.... ~ 
~ i i 5 
~ 0 t: 0 

Cl) 0 ~ 

11. Eat breakfast. N s 0 R 
12. Report any unusual signs or symptoms to a N s 0 R 

physician. 
13. Like myself. N s 0 R 
14. Perform stretching exercises at least 3 times per N s 0 R 

week. 
15. Choose foods without preservatives or other N s 0 R 

additives. 
16. Take some time for relaxation each day. N s 0 R 
17. Have my cholesterol level checked and know the N s 0 R 

result. 
18. Am enthusiastic and optimistic about life. N s 0 R 
19. Feel I am growing and changing personally in N s 0 R 

positive directions. 
20. Discuss personal problems and concerns with N s 0 R 

persons close to me. 
21. Am aware of the sources of stress in my life. N s 0 R 
22. Feel happy and content. N s 0 R 
23. Exercise vigorously for 20-30 minutes at least 3 N s 0 R 

times per week. 
24. Eat 3 regular meals a day. N s 0 R 
25. Read articles or books about promoting health. N s 0 R 
26. Am aware of my personal strengths and weaknesses. N s 0 R 
27. Work toward long-term goals in my life. N s 0 R 
28. Praise other people easily for their N s 0 R 

accomplishments. 
29. Read labels to identify the nutrients in packaged N s 0 R 

food. 
30. Question my physician or seek a second opinion N s 0 R 

when I do not agree with recommendations. 
31. Look forward to the future. N s 0 R 

s 
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~ ~ 
~ I 

c:i:: ~ z 5 '31:l E ~ 0 0 
"> 0 c:i:: 

32. Participate in supervised exercise programs or N s 0 R 
activities. 

33. Am aware of what is important to me in life. N s 0 R 
34. Enjoy touching and being touched by people close to N s 0 R 

me. 
35. Maintain meaningful and fulfilling interpersonal N s 0 R 

relationships. 
36. Include roughage/fiber (whole grains, raw fruits, N s 0 R 

raw vegetables) in my diet. 
37. Practice relaxation or meditation for 15-20 minutes N s 0 R 

daily. 
38. Discuss my health care concerns with qualified N s 0 R 

professionals. 
39. Respect my own accomplishments. N s 0 R 
40. Check my pulse rate when exercising. N s 0 R 
41. Spend time with close friends. N s 0 R 
42. Have my blood pressure checked and know what it N s 0 R 

is. 
43. Attend educational programs on improving the N s 0 R 

environment in which we live. 
44. Find each day interesting and challenging. N s 0 R 
45. Plan or select meals to include the "basic four" food N s 0 R 

groups 
46. Consciously relax muscles before sleeping. N s 0 R 
47. Find my living environment pleasant and satisfying. N s 0 R 
48. Engage in recreational physical activities (such as N s 0 R 

walking, swimming, soccer, bicycling). 
49. Find it easy to express concern, love and warmth to N s 0 R 

others. 
so. Concentrate on pleasant thoughts at bedtime. N s 0 R 
51. Find constructive ways to express my feelings. N s 0 R 
52. Seek information from health professionals about N s 0 R 

how to take good care of myself. 
53. Observe my body at least monthly for physical N s 0 R 

changes/danger signs. 
54. Am realistic about the goals that I set. N s 0 R 
55. Use specific methods to control my stress. N s 0 R 
56. Attend educational programs on personal health N s 0 R 

care. 
57. Touch and am touched by people I care about. N s 0 R 
58. Believe that my life has purpose. N s 0 R 

S. Walker, K. Sechrist, N. Pender, 1985. Rcproduclion wilhout author'• expre11 written '°nscnl ia noc penni11ed. Pcnniuion 10 

uac lhia acalc may be obtained rrom: Health Promotion Ruearcb Pro1nm, School ofNunin,, Nonhcm lllinoia Univenity, 
DeKalb, Dlinoia 60115. 
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Part 3. This part 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 (circling) 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 statement 
B If you DISAGREE MODERATELY with the statement 
C If you neither agree or disagree with the statement 
D If you AGREE MODERATELY with the statement 
E If you AGREE STRONGLY with the statement 

59. When I make plans, I am certain I can make them A B C D E 
work. 

60. One of my problems is that I cannot get down to work A B C D E 
when I should. 

61. If I can't do a job the first time, I keep trying until I A B C D E 
can. 

62. When I set important goals for myself, I rarely A B C D E 
achieve them. 

63. I give up on things before completing them. A B C D E 

64. I avoid facing difficulties. A B C D E 

65. If something looks too complicated, I will not even A B C D E 
bother to try it. 

66. When I have something unpleasant to do, I stick to it A B C D E 
until I finish it. 

67. When I decide to do something, I go right to work on A B C D E 
it. 

68. When trying to learn something new, I soon give up if A B C D E 
I am not initially successful. 

69. When unexpected problems occur, I don't handle A B C D E 
them well. 

70. I avoid trying to learn new things when they look too A B C D E 
difficult for me. 

71. Failure just makes me try harder. 
72. I feel insecure about my ability to do things. 
73. I am a self-reliant person. 
74. I give up easily. 
75. I do not seem capable of dealing with most problems 

that come up in my life. 

7 
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Part 4. This questionnaire is designed to determine the way in which different people 
view certain important health-related issues. Each item is a belief statement with which 
you may agree or disagree. Beside each statement is a scale which ranges from 
strongly disagree (1) to strongly agree (6). For each item we would like you to circle 
the number that represents the extent to which you disagree or agree with the statement. 
The more strongly you agree with the statement, then the higher will be the number 
you circle. The more strongly you disagree with the statement, then the lower will be 
the number you circle. Please make sure that you answer every item and that you 
circle only one number per item. This is a measure of your personal beliefs; 
obviously, there are no right or wrong answers. 

Please answer these items carefully, but do not spend too much time on any one 
item. As much as you can, try to respond to each item independently. When making 
your choice, do not be influenced by your previous choices. It is important that you 
respond according to your actual beliefs and not according to how you feel you should 
believe or how you think we want you to believe. 

Mark: 1 STRONGLY DISAGREE 
2 MODERATELY DISAGREE 
3 SLIGHTLY DISAGREE 
4 SLIGHTLY AGREE 
s MODERATELY AGREE 
6 STRONGLY AGREE 

76. If I get sick, it is my own behavior which 1 2 3 4 5 6 
determines how soon I get well again. 

77. No matter what I do, if I am going to get sick, I 1 2 3 4 5 6 
will get sick. 

78. Having regular contact with my physician is the 2 3 4 5 6 
best way for me to avoid illness. 

79. Most things that affect my health happen to me 2 3 4 5 6 
by accident. 

80. Whenever I don't feel well, I should consult a 2 3 4 5 6 
medically trained professional. 

81. I am in control of my health. 2 3 4 5 6 

82. My family has a lot to do with my becoming sick 1 2 3 4 5 6 
or staying healthy. 

83. When I get sick, I am to blame. 2 3 4 5 6 

84. Luck plays a big part in determining how soon I 2 3 4 5 6 
will recover from an illness. 

8 
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Mark: 1 STRONGLY DISAGREE 
2 MODERATELY DISAGREE 
3 SLIGHTLY DISAGREE 
4 SLIGHTLY AGREE 
s MODERATELY AGREE 
6 STRONGLY AGREE 

85. Health professionals control my health. 1 2 3 4 5 6 

86. My good health is largely a matter of good 1 2 3 4 5 6 
fortune. 

87. The main thing which affects my health is what I 1 2 3 4 5 6 
myself do. 

88. If I take care of myself, I can avoid illness. 1 2 3 4 5 6 

89. When I recover from an illness, it's usually 1 2 3 4 5 6 
because other people (for example, doctors, 
nurses, family, friends) have been taking good 
care of me. 

90. No matter what I do, I'm likely to get sick. 2 3 4 5 6 

91. If it's meant to be, I will stay healthy. 1 2 3 4 5 6 

92. If I take the right actions, I can stay healthy. 1 2 3 4 5 6 

93. Regarding my health, I can only do what my 1 2 3 4 5 6 
doctor tells me to do. 
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Part 5. This questionnaire contains a series of statements about a person's beliefs. 
Beside each statement is a scale which ranges from strongly agree (SA) to strongly 
disagree (SD). For each item, circle the response that represents the extent to which 
you disagree or agree with the statement. Be sure that you circle only one response per 
item. Since this is a measure of beliefs, there are no right or wrong answers. 

When making your choices, do not be influenced by your previous choices. It is 
important that you respond according to your actual beliefs and not according to how 
you feel you should believe or how you think others want you to believe. 

Mark: SA 
MA 
A 
D 
~ 
SD 

STRONGLY AGREE 
MODERATELY AGREE 
AGREE 
DISAGREE 
MODERATELY DISAGREE 
STRONGLY DISAGREE 

94. Family commitments can often get in the way SA MA A D MD SD 
when I want to exercise. 

95. I enjoy eating salt too much to change my diet. SA MA A D MD SD 

96. Even though it may be a good idea, I don't SA MA A D MD SD 
have the time to exercise. 

97. If I stopped smoking I will gain weight, so I SA MA A D MD SD 
may as well smoke. 

98. Foods on a low cholesterol diet take too much SA MA A D MD SD 
time for me to prepare. 

99. If I feel healthy I don't see any need to SA MA A D MD SD 
exercise regularly. 

100. I should not stop smoking if it is too nerve- SA MA A D MD SD 
wracking to do so. 

1 O 1. Low cholesterol diets are too unappetizing to SA MA A D MD SD 
me to follow for long periods. 

102. In the long run I will die anyway, so I need SA MA A D MD SD 
not bother to change my habits. 

103. The studies on the benefits of exercise are too SA MA A D MD SD 
inconclusive to encourage me to exercise 
regularly. 

104. I'm just too lazy when it comes to exercising SA MA A D MD SD 
regularly. 

105. Changing my diet would take too much SA MA A D MD SD 
effort. 

106. Exercising makes me feel too tired. SA MA A D MD SD 

10 
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SA STRONGLY AGREE 
MA MODERATELY AGREE 
A AGREE 
D DISAGREE 
MD MODERATELY DISAGREE 
SD STRONGLY DISAGREE 

107. I don't have enough willpower to quit SA MA A D MD SD 
smoking. 

108. Eating a low cholesterol diet is a luxury I SA MD A D MD SD 
cannot afford. 

109. Work interferes with my plans to exercise. SA MA A D MD SD 

110. It takes too much self-discipline to exercise. SA MA A D MD SD 

111. I don't get the support I need to change my SA MA A D MD SD 
diet. 

112. I don't like to force myself to do things I SA MA A D MD SD 
don't like to do. 

113. If I had more encouragement I might change SA MA A D ND SD 
my lifestyle. 

114. It's debatable if exercise will lessen my SA MA A D MD SD 
chance of a heart attack. 

115. Regular exercise is beneficial to me because it SA MA A D MD SD 
helps release tension. 

116. Even if I lower the cholesterol in my diet, I SA MA A D MD SD 
will not reduce my chances of heart disease. 

117. If I smoked cigarettes and stopped, I may SA MA A D MD SD 
decrease my chances of heart disease. 

118. Regular exercise can help me maintain my SA MA A D MD SD 
normal weight. 

119. An annual physical will not help me from SA MA A D MD SD 
having a heart attack. 

120. If I have smoked for many years, it is too late SA MA A D MD SD 
to stop now. 

121. A low salt diet won't keep me from having SA MA A D MD SD 
high blood pressure. 

122. Watching my diet helps control my weight. SA MA A D MD SD 

123. Regular exercise makes me feel energetic. SA MA A D MD SD 

124. Regular exercise makes me sleep better. SA MA A D MD SD 

11 
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SA STRONGLY AGREE 
MA MODERATELY AGREE 
A AGREE 
D DISAGREE 
MD MODERATELY DISAGREE 
SD STRONGLY DISAGREE 

125. I like the way I look when I eat properly. SA MA A D MD SD 

126. Decreasing salt in my diet may prevent heart SA MA A D MD SD 
disease. 

127. Exercise is not any fun for me. SA MA A D MD SD 

128. When I'm careful about what I eat and drink, SA MA A D MD SD 
I feel better. 

129. Exercise helps me develop self-discipline. SA MA A D MD SD 

130. Being physically fit is not important to me. SA MA A D MD SD 

131. I'm able to meet new people through SA MA A D MD SD 
exercising regularly. 

132. Regular exercise allows me to "escape" from SA MA A D MD SD 
my problems 

133. Reducing stress in my life is important to SA MA A D MD SD 
prevent heart disease. 

12 



Part 6. Please respond to the following questions so that I may have a better 
understanding of the personal health issues that concern mothers. 

1. Are you satisfied with your ability to participate in regular physical fitness 
activities? _YES _NO If your answer was NO, explain why you are not satisfied. 

2. If you made a lifestyle behavior change in the past (for example, quit smoking or 
cut down on fatty foods), describe the circumstance or event that initiated the change. 
What made you change your behavior? 

3. Do you consider your present health to be: (CIRCLE your answer) 
Excellent Very Good Good Fair Poor 

4. Do you believe your health could be better than it is now? _NO _YES 
If your answer is YES, describe the activities that you would like to perform to feel 
healthier. 

S. How does your role of being a mother effect your everyday health? 

5. General comments (Please continue your comments on the back of this page.) 

Thank you for your responses. This information will be very valuable in describing 
women's health. 
PLEASE return the questionnaire to the researcher in the provided postaie-oaid 
envelope within the next 2 WEEKS. 

13 
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APPENDIX D 

Permission to Utilize Instruments 



. · 111 
d'ttOJ!!!~~ 

P.O. Box 26307 
Oklahoma City, Oklahoma 73126 

February 1, 1991 

Deborah A. Tapler, RN. MSW 
11442 F.ast Ricks Circle 
Dallas, Texas 75230 

Dear Ms. Tapler: 

I am writing to give you permission to reproduce the Self-efficacy 
Scale and to use the scale in your dissertation research. 

Good luck with your project. 

Sincerely, 

Mark Sherer, Ph.D. 

1 

Oklohomo Memorial Hospital • Children's Hospital of Oklahoma • O'Donoghue Rehabilitation Institute 
George Nigh Rehabilitation Institute • Child Study Center 

o component of tne Deportment of Human Services one, off1lioteo 
will'I rne Universi!y ol Ol<IOhomo Health Sciences Center 
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VANDERBILT UNIVERSITY 
NASHVILLE, TENNESSEE '7240 

TILUNONI (6U) UZ-7311 

H•lth Cllrt Rnur&h Projm • Srlx,o/ of N11r1i11g • Di'rm p&,11, J22.2no 

To: Fellow Health Researcher 
From: Kenneth A. Wallston, Ph.D. 

Thank you for your interest in the Health Locus of Control Scales. Please 
exc~se this form response. but I have so many inquiries requiring similar 
rephes that I have found this to be an efficient means of disseminating 
information. 

You have my permission to utilize Form A or B of the MHLC scales in any 
health related research you are doing. My only request is that you keep me 
informed of any results you obtain using the scales. In that way I hope to 
continue to serve as a clearinghouse for information about the scales. 

We are currently in the process of developing Form C of the MHLC scales. an 
instrument which can easily be made _specific to any existing medically-related 
condition which your subjects might have ( e .. g.. diabetes, cancer. high blood 
pressure, migraine headaches, arthritis, chemical dependencies, etc.) 
We have used Form C as an "Arthritis Locus of Control Scale11 and are generally 
pleased with its psychometric properties. If you think such an instrument 
would be helpful in your research and if you are willing to share your data 
back with us, we would be pleased to make it available to you. 
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We have put many of the studies that have been done with the HLC/MHLC scales 
on a computerized database coded into 22 different fields. Thus, should you 
or any other investigator wish to know "how many studies have been done using 
Form A with an N. > 100 with male subjects predicting smoking behavior? •11 we 
have the capability of searching the database and seeing which studies fit 
that description. There is a charge of $25 for each search and report that we 
do; however. we will refund $20 if the search comes up with nothing useful. 

If you wish to be added to our mailing list or want additional material, 
please complete and return the enclosed interest questionnaire. For some 
items there is a small charge to cover duplication and postage. l hope to 
periodically send updated information related to the use of these scales as it 
becomes available. 

If you have more specific questions, don't hesitate to contact me. Please 
remember to send me information on any use you make of these scales. I have 
included a usage questionnaire to facilitate your doing so. l look forward to 
hearing from you. 

2/89 



VANDERBILT UNIVERSITY SCHOOL OF NURSING 
HEAL TH CARE RESEARCH 
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Station 17 
Vanderbilt University M~ical Center 
Nashville, Tcnnmee 37232-8300 

Telephono (615) 3Z2-2S20 
Fax (61S) 343-7711 

February 27, 1996 

TO: Debbie Tappler 
Via Fax; (214) 361-0393 

FROM: Kenneth A. Wallston, Ph.D. 

RE: Permission for Use of Health Value Survey 

You have my permission to use the Health Value Survey in your research efforts I 
projects. Good luck. 

KAW/kk 
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HEALTH-PROMOTING LIFESTYLE PROFILE 

Dear Colleague: 

We are pleased to reply to your request for information about our Heal th
Promoting Lifestyle Profile. In order to respond promptly to the large volume of 
correspondence we receive. we have found it necessary to prepare this standard 
letter containing information that is commonly sought. We hope that you will 
feel free to write or call as necessary to obtain any further information that 
you may need. 

The Health-Promoting Lifestyle Profile measures health-promoting behavior, 
conceptualized as a multidimensional pattern of self-initiated actions and 
perceptions that serve to maintain or enhance the level of wellness, self
actualization and fulfillment of the individual. The 48-item 'summated behavior 
rating scale employs a 4-point response format to measure the frequency of self
reported health-promoting behaviors in the domains of self-actualization, healt:. 
responsibility, exercise, nutrition, interpersonal support and stress management. 
It was developed for use in research within the framework of the Health Promotion 
Model (Pender, 1987), but has subsequently been employed for a variety of other 
purposes as well. The development and psychometric evaluation of the English 
language versions were described by Walker, Sechrist and Pender (1987) and scores 
among the initial study sample were reported by Walker, Volkan, Sechrist and 
Pender (1988). The translation and psychometric evaluation of the Spanish 
language version as well as scores among a Hispanic sample were reported by 
Walker, Kerr, Pender and Sechrist (1990). 

Copyright of both English and Spanish language versions of the instrument is held 
by Susan Noble Walker I EdD, RN, Karen R. Sechrist, PhD, RN, FAAN and Nola J. 
Pender, PhD, RN, FAAN. You have our permission to copy and use the enclosed 
Health-Promoting Lifestyle Profile for non-commercial data collection purposes 
such as research or evaluation projects provided that content is not altered in 
any way and the copyright/permission statement at the end is retained. The 
instrument _ also may be reproduced in the appendix of a thesis, dissertation or 
research grant proposal without further permission. Reproduction for any other 
purpose, including the publication of study results, is prohibited without 
specific permission from the authors. 

There is no charge for such authorized use, but we would appreciate receiving 
notification of your intent to use the instrument and a report of your completed 
study/project for our files. It is particularly useful to know of any 
publications reporting use of the instrument so that we can maintain an accurate 
complete listing. To facilitate record keeping, all information should be ser.t 
to: 

Susan Noble Walker, Ed.D., R.N. 
Associate Professor 
University of Nebraska Medical Center 
College of Nursing 
600 South 42nd Street 
Omaha, Nebraska 68198-5330 
(402) 559-6561 

We thank you for your interest in using the Health-Promoting Lifestyle Profile 
and wish you much success with your efforts. 

Sincerely, 

Susan Noble Walker Karen R. Sechrist Nola J. Pender 



College of Nursing ARIZONA. 
HEALTH SCIE.NC£S CENTER 
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February 25, 1996 

Debra Tapler RN MS Doctoral Candidate 
11442 East Ricks Circle 
Dallas TX 75230 

Dear Debra: 

1305 N. Martin 
PO Box 210203 
Tucson. AZ 85721-0203 
(520) 626-6154 

Thank you for sharing the results of your data analysis of the Barrier and Benefit Scales. You 
were given my pennission to use these scales in your dissertation research, provided that you 
document the source of the scales. 

Best wishes as you complete your dissertation. 

Sincerely, 

&.-11,., 11~,AA(z___ 
Carolyn L. Murdaugh RN PhD~ AAN 
Professor and Director of Clinical Research, 
College of Nursing, and 
Director of Clinical Research Services, 
University Medical Center 
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APPENDIX E 

Results of Study Sent to Participants 
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Spring 1996 

Dear Participant: 

Thank you so much for participating in the Women's Health 
Assessment Survey about mothers and health during the last 
year. When you sent the questionnaire back to me, you 
requested that a report of the findings be mailed to you. 
I am happy to tell you that I have completed the study and 
my doctoral degree in nursing. The results showed that 
mothers in the sample valued health and were very 
knowledgeable about the benefits of health. Several 
factors exhibited a strong relationship with health 
behaviors of mothers. Believing that you £.fill accomplish a 
health action had a direct effect on the performance of 
that health action. Those mothers who felt that they had 
control of their personal health choices were more likely 
to participate in healthy behaviors. Mothers who had many 
barriers to practicing healthy activities (such as no time 
to exercise, no baby-sitters, too busy to cook nutritious 
meals, lack of sleep) were unable to carry out personal 
health goals. The barriers that mothers face when trying 
to be healthy were the strongest predictors of poor 
performance of healthy behaviors. The comments that the 
mothers wrote in the short answer section were extremely 
helpful in describing the experience of motherhood. The 
joys and frustrations of being a mother were expressed so 
eloquently. 

Thanks for helping me with my study. TAKE CARE OF 
YOURSELF! 

Deborah Tapler, Ph.D. 



APPENDIX F 

Correlation Coefficient Matrix for 
Independent Variables 
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HPLP SE IHLC CHLC 

HPLP 1.0000 .3279** .1649 -.1535* 

SE .3279** 1.0000 .1110 -.1368 

IHLC .1649* .1110 1.0000 -.3282 

CHLC -.1535* -.1368 -.3282** 1.0000 

PHLC .0615 -.0547 - .0271 .1289 

BARR -.5578** -.2591** -.1625* .2409** 

BEN .3412** .0167 .1909** - .1792* 

* - significant LE .OS;** - significant LE .01 (2-tailed}. 

PHLC BARR 

.0615 -.5578** 

-.0547 -.2591 

-.0271 -.1625 

.1289 .2409** 

1.0000 .0572 

.0572 1.0000 

-.0530 -.5402** 

BEN 

.3412** 

.0167 

.1909** 

-.1792* 

-.0530 

-.5402** 

1.0000 

"' (X> 

\0 




