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ABSTRACT 

Exercise Adherence: Testing a Goal Attainment 

Intervention Model 

Marsha Culbertson Cox, B.S.N., M.S.N., M.B.A., R.N.,C.N.A.A. 

May, 1995 

A quasi-experimental time-series study was conducted to 

determine the effectiveness of an educational program with 

two treatment components (length of program and presence of 

a decision-making procedure) on exercise goal attainment of 

133 college students at 12 and 24 weeks. One hundred 

(75.2%) of the participants completed the entire 24-week 

study period. King's (1981) theory of goal attainment, 

Locke and Latham's (1990) concepts of goal commitment and 

desirability and Bandura's (1986) concept of self-efficacy 

formed the theoretical foundation for this study. The 

exercise program was designed to meet health promotion and 

disease prevention objectives in Healthy People 2000. 

A goal attainment scaling score (GAS) was obtained to 

determine the level of exercise goal attainment at 12 and 24 

weeks. The following variables were included in the study: 

(a) length of program, (b) the presence or absence of the 

decision-making procedure, (c) the health promoting 

lifestyle behaviors (Health Promoting Lifestyle Profile), 
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(d) self-efficacy, (e) goal commitment, (f) health values 

and beliefs (Health Values and Beliefs Index), (g) desire 

for health information and control over health behaviors 

(Krantz Health Opinion Survey), (h) importance of health, 

and (i) demographics. 

Although exercise goal attainment improved over the 24 

weeks (being higher at 12 weeks than 24 weeks), there were 

no significant differences between exercise goal attainment 

of the participants using the decision-making procedure and 

those who did not (E = .639, R = .427) or between those 

attending a three-week program and those attending a 12-week 

program (E = .743, R = .478). There ·were significant 

relationships between exercise goal attainment and (a) self

efficacy for days/week of exercise at 24 weeks (~ = .2926, R 

= .01), (b) health- promoting lifestyle behaviors and the 

original exercise goal attainment level (r = .2851, R = 

.01), and (c) goal commitment for the semester/session at 12 

weeks (~ = .2375, R = .01) and 24 weeks (r = .3540, R =. 

01); goal commitment for six months at 12 weeks (~ = .2457, 

2 = .01) and 24 weeks (~ = .3078, 2 = .01). 

Using multiple regression, importance of exercise was 

the primary predictor of original and 24-week exercise 

behaviors. The self-efficacy for days/week was the primary 

predictor or exercise goal attainment at 12 weeks. 
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The study demonstrated that King's (1981) theory of 

goal attainment can be applied to an exercise program which 

used group processes in a university setting. One-on-one 

researcher-participant interactions were allowed but only 30 

(30%) of the participants had such interaction. 
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CHAPTER I 

INTRODUCTION 

As a result of the shift from disease prevention to 

health promotion, Americans today are taking an active 

interest in their health because they realize that their 

behaviors influence the outcomes of their health. The 

scientific method gives humankind the ability to solve 

specific problems of disease. Remedial treatments and 

procedures eradicate identified diseases. However, solving 

problems of disease is not the same thing as creating health 

(Dubos, 1959). Health promotion and disease prevention have 

competed for emphasis over the centuries. 

In ancient Greece, Hygeia was the goddess who watched 

over the health of Athens. She was only the guardian of 

health and was not involved with the treatment of the sick. 

She symbolized the belief that humans could remain well if 

they lived according to reason. Hygeia was believed to be 

the personification of Athena, the goddess of reason. In 

the twelfth century B. C. Asclepius, the first physician 

according to Greek legend, achieved fame by mastering the 

use of the knife and knowledge of plants' curative 

properties. As Asclepius became popular, Hygeia became 

subservient to him. The ancient Greeks were not that 
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different from modern people who often find it easier to 

depend on health care providers than to live wisely (Dubos, 

1959). 

Scope of the Study 

2 

Health promotion is a major goal of the United States 

Department of Health and Human Services. A publication, 

Healthy People 2000 (U. S. Public Hea1th Service, 1991) 

outlines the objectives for health promotion for 

individuals, families and the nation. There are 12 physical 

activity and physical fitness objectives included in the 

publication. In spite of the evidence presented regarding 

the benefits of physical activity, 24% of adults in the. 

United States are sedentary, 54% are inadequately active and 

only 22% engage in leisure time physical activity as 

recommended in Healthy People 2000 (American College of 

Sports Medicine, 1993). Because Americans were not 

exercising at the recommended level a group of experts was 

brought together by the U.S. Centers of Disease Control and 

Prevention and the American College of Sports Medicine. 

After reviewing the scientific evidence, they made the 

following recommendation: 

Every American adult should accumulate 30 minutes or 

more of the moderate-intensity physical activity over 

the course of most days of the week. Activities that 

can contribute to the 30-minute total include walking 
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up stairs (instead of taking the elevator), gardening, 

raking leaves, dancing, and walking part or all the way 

to or from work. The recommended 30 minutes of 

physical activity may also come from planned exercise 

or recreation such as jogging, playing tennis, 

swimming, and cycling. One specific way to meet the 

standard is to walk two miles briskly. (American 

College of Sports Medicine, 1993) 

In order for national health objectives to be 

actualized, individuals must be committed to the goals. 

Individual goal commitment is influenced by the desirability 

of the goal and perceived capability of the individual to 

achieve the goal. Desirability is determined by factors 

such as values and beliefs about the importance of the goal, 

the goal-setting authority (who sets the goals), the peer 

group (which exerts pressure, provides modeling and 

competition), and incentives. Capability is determined by 

the perception that the person can attain the goal (self

efficacy) and the acquisition of cognitive and psychomotor 

skills to complete the goal. If the individual has already 

successfully acquired health behaviors, he or she may 

believe additional attainment is possible (Locke & Latham, 

1990). 

Education and community-based programs (i.e. workplace, 

school, university, senior centers) increase accessibility 



to health promotion services. In these nontraditional 

settings, the health professional can assist individuals to 

attain health promotion goals. Although the eventual 

objective is to have individuals self-initiate, self

regulate and self-evaluate health promotion behaviors, the 

health professional is needed to facilitate these 

independent actions. 

Health care providers are a significant resource for 

the promotion of regular exercise. An additional national 

goal in Healthy People 2000 is 

4 

Increase to at least 50 percent the proportion of 

primary care providers who routinely assess and counsel 

their patients regarding the frequency, duration, type 

and intensity of each patient's physical activity 

practices (U.S. Public Health Service, 1991). 

Health care providers have a high degree of credibility with 

the people in the United States. Thus they have a unique 

opportunity to influence lifestyle choices. 

Dishman (1994) believes that future studies in exercise 

adherence must be based on theoretical models (Dishman, 

1994). King's (1981) theory of goal attainment can be used 

as a framework by the nurse involved in an exercise 

adherence program. The theory of goal attainment emphasizes 

the mutual presence of both the nurse and the client in 

ultimately attaining health. The nurse can inter~ct with 
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the client emphasizing the goal, teaching skills required to 

reach the goal, and providing feedback (knowledge of 

results) . 

Purpose 

The proposed study aims are fivefold: (a) to 

investigate the influence of self-efficacy, current health

promoting lifestyle behaviors, desire for health information 

and control over health behaviors, health values and 

beliefs, importance of exercise and goal commitment to the 

attainment of exercise goals in university students; (b) to 

evaluate the effectiveness of using a decision-making 

procedure that encourages identification of short and long

term negative and positive consequences of exercise on goal 

attainment along with ways to maximize positive consequences 

and minimize negative ones; (c) to evaluate the 

effectiveness of program length (12 versus three weeks) on 

exercise goal attainment; (d) to determine whether an 

exercise program offered in a university setting is as 

effective as exercise programs elsewhere (50% or greater 

exercise adherence rate in the first six months); and, (e) 

to evaluate the goal-oriented, transactional exercise 

program based on King's (1981) theory of goal attainment. 

Problem Statements 

The problems that form the basis of study are: (a) What 

are the effects of self-efficacy, current health-promoting 
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lifestyle behaviors, desire for health information and 

control over health behaviors, health values and beliefs, 

importance of exercise and goal commitment on the attainment 

of exercise goals by university students?; (b) Is there a 

difference in the effectiveness of exercise promotion 

programs which coincide with a full-term semester (12 weeks) 

and a summer session (three weeks) on exercise goal 

attainment of university students?; (c) Is there a 

difference in exercise goal attainment between university 

students who use the decision-making procedure used to 

identify short and long-term negative and positive 

consequences of exercise on goal attainment and ways to 

maximize positive consequences and minimize negative ones?; 

(d) Will students taught in university exercise programs 

during full-term semesters and during short-term summer 

sessions have exercise adherence rates of 50% or greater in 

the first six months of exercise regimens?; and (e) Can 

King's theory of goal attainment be applied to a university 

exercise promotion program? 

Rationale 

Regular physical exercise can prevent and assist with 

the management of heart disease, hypertension, noninsulin

dependent diabetes mellitus, osteoporosis, obesity, and 

mental health problems such as anxiety and depression. The 

relationships between physical activity and healt,h are 



numerous. In general, physically active people outlive 

inactive people (U. S. Public Health Service, 1991). 

Recent questionnaire surveys suggest that about 40% of 

adults are active enough to obtain health benefits. 
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However, only 1% of adults exercise at least three times 

weekly for 20 or more minutes at an intensity sufficient to 

influence cardiovascular fitness. At least 33 to 50 percent 

of adults are sedentary (Bouchard, Shephard & Stephens, 

1993). One of the greatest decreases in participation in 

physical activity across the age-span occurs in late 

adolescence. This occurs at a time when activity patterns 

in school environments change or end (Stephens, Jacobs & 

White, 1985; Pender, Sallis, Long & Calfas, 1994). Offering 

programs in universities and in workplaces can help prevent 

this downward trend. 

In addition to goals for individual performance, a 

specific goal for educational and community-based programs 

mentioned in Healthy People 2000 (U.S. Public Health 

Service, 1991) is 

increase to at least 50 percent the proportion of 

postsecondary institutions with institutionwide health 

promotion programs for students, faculty, and staff. 

{Baseline: At least 20 percent of higher education 

institutions offered health promotion activities for 

students in 1989-90). (U.S. Public Health $ervice, 
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1991, p. 256) 

By incorporating health promotion activities into daily 

living in settings where the students spend much of their 

time is a challenge to nurses. Health promotion is already 

a part of other activities in universities, but many of 

these activities are voluntary and separate from the daily 

routines. If attaining healthy lifestyles can become 

incorporated into college classes the convenience of 

attaining healthy lifestyles can be enhanced. If the 

student in a university can formulate and attain health 

goals as a part of a course, the emphasis on healthy 

lifestyles can be recognized. Feedback can be offered 

during class times and privately in a one-on-one conference. 

The convenience to the student would serve as an enticement 

to participate in health promotion. At the university 

serving as a site for this study there are courses that 

emphasize health concepts rather than strictly physical 

education content. The students are encouraged to begin 

making lifelong decisions about their health habits. The 

convenience of learning about healthy lifestyles and 

receiving college credit is enticing to students in courses. 

Rates of adherence to exercise regimens average SO to 

80% for the first five to six months of a program. The 

largest percent dropout occurs during the first 12 weeks 

(Pollock, 1988). 



Specific and behavioral goals are helpful in - exercise 

adherence if the goals are achievable. The person cannot 

simply have a goal to exercise. A person must decide what 

specific exercise to do and how often it should be done 

(Pemberton & McSwegin, 1993). 

9 

King's (1981) theory of goal attainment maintains that 

the client can attain goals through the process of 

transaction that involves the mutual and collaborative 

actions of the client and nurse. King visualized clients in 

the hospital setting where the nurse was available to 

interact and transact with them 24 hours a day when the 

theory was developed. The theory of goal attainment 

continues to be appropriate as nursing expands from the 

hospital setting to the community and home environment and 

from treatment and restoration to health promotion and 

disease prevention. The nurse and the client continue to 

collaboratively work toward goal attainment even though the 

intervals between face-to-face interactions are increased to 

months instead of hours. Goal formulation and feedback 

sessions are as important in health promotion as they are in 

restoring a person to health after an acute illness. 

Conceptual Framework 

The conceptual framework for this dissertation is 

derived from King's (1981) theory of goal attainment. 



King's theory provides the basis of the nurse-client 

relationship with the concepts of goal commitment {Locke, 

Latham & Erez, 1988), of feedback or knowledge of results 

{Locke & Latham, 1990), and of self-efficacy (Bandura, 

i986). Health promotion concepts are pertinent when 

establishing the direction and purpose of the nurse-client 

interactions and transactions of this investigation. 

Theory of Goal Attainment 

10 

King's (1981) theory of goal attainment was derived 

from the conceptual framework introduced in 1971 in Toward a 

Theory for Nursing. The conceptual framework presented 

three interacting systems, the personal system, the 

interpersonal system and the social system. The 

interpersonal system was the primary basis for the theory of 

goal attainment which was addressed in A Theory of Nursing 

(King, 1981). 

There are sixteen concepts identified in the model. 

The concepts defined in the personal system are perception, 

self, growth and development, body image, space and time. 

Those in the interpersonal system are interaction, 

communication, transaction, role and stress. The concepts 

addressed in the social system are organization, authority, 

power status and decision-making. The theory includes nine 

concepts which came from the personal and interpersonal 

systems. These concepts are perception, growth and 
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development, space and time from the personal system; and, 

interaction, communication, transaction, role and stress 

from the interpersonal system {King, 1981, pp. 144-149). 

The concepts within the social system are not addressed in 

the theory of goal attainment. Because all concepts in the 

interpersonal system are addressed, this syst~m is 

considered to be the primary focus of the theory. 

Concepts 

The major concepts of the theory are interaction, 

perception, communication, transaction, self, role, stress, 

growth and development, time and space. All of the 

definitions are the same as those presented in the 

conceptual model. 

Interaction. Interaction is the process of perception 

and communication between the person and the environment and 

between two people. This is represented by both verbal and 

nonverbal behaviors that are goal-directed. Interaction is 

thus a combination of two other concepts, perception and 

communication (King, 1981). 

Perception. Perception is each person's view of 

reality. It involves energy from the environment being 

transformed, processed and stored within the individual to 

be manifested in overt behaviors {King, 1981). 

Communication. Communication is a process where 

information is exchanged from one person to another either 



directly through direct means or indirectly through other 

modes such as telephones, the written word or television. 

Information is exchanged between people and between the 

person and the environment. Through sharing communication 

individuals are assisted in making decisions that lead to 

goal attainment (King, 1981}. 
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Transaction. Transaction is observable behavior of 

human beings interacting with their environment. 

Transactions are the components of human interaction that 

allow the exchange of values between the two people 

communicating. When transactions occur between the nurse 

and the client, goals are attained. Role expectations and 

performance influence the transactions (King, 1981, p. 147). 

Role. Role is the set of behaviors expected of a 

person occupying a certain position in the social system. 

Roles give meaning and purpose to behavior. While role 

expectations originate in society, the concept is included 

in the interpersonal system. Role conflict and role 

confusion create stress (King, 1981, p. 147). 

Stress. Stress is a dynamic state where human beings 

attempt to maintain balance for growth, development and 

performance by interacting with the environment. This 

involves an exchange of energy and information between the 

person and the environment with the intent of controlling 

and regulating stressors. As stress is increasedi decision-
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making is affected. Decision-making is a concept which 

belongs to the social system in the conceptual model (King, 

1981, pp. 147-148). 

Growth and development. Growth and development are 

defined as the continuous changes that the person makes in 

both the physiological structure and behavioral level. It 

is a function of genetics, experiences, and the environment 

(King, 1981, p. 148). 

Time. Time is a sequence of events that move toward 

the future. Time is uniquely experienced by each person. 

The concept of time implies a past, present and future. 

Change occurs as time elapses. Time perceptions are 

important in interactions (King, 1981, p. 148). 

Space. Space exists in all directions and is the same 

everywhere. Physical space is territory defined by the 

behavior of individuals who occupy it. Gestures, postures, 

and other markers are used to indicate personal space. The 

perception of space influences how people behave in 

situations. It is important because it is the immediate 

environment where nurse and client interact as they move 

toward goal attainment (King, 1981, pp. 148-149). 

Propositions 

There are eight propositions listed in the theory. 

Four propositions are particularly applicable to this 

dissertation. These propositions are: 



1. If goals are attained, effective nursing will 

occur. 

2. If nurse and client make transactions, goals will 

be attained. 

3. If perceptual accuracy is present in nurse-client 

interactions, transactions will occur. 

4. If nurses with special knowledge and skills 

communicate appropriate information to 

clients, mutual goal setting and goal 

attainment will occur (King, 1981, p. 149). 

Boundaries 

14 

King included boundaries in her theory. Interior 

boundary criteria include: (a) the nurse and client are 

unknown to each other; (b) the nurse is licensed to practice 

professional nursing; (c) the client needs the services of 

the nurse; (d) the nurse and the client are in a reciprocal 

relationship both depending on the other for mutual goal

setting; and, (e) the nurse and client are in "mutual 

presence" interacting to achieve goals. Exterior boundary 

criteria are: (a) the interactions are in a two-party group; 

(b) the interaction is limited to the professional nurse and 

the client needing services; and, (c) interactions take 

place in natural environments (King, 1981, pp. 149-150). 

The two-party group can be in the presence of other 

individuals. King (1990) notes that" the components 



of the Theory of Goal Attainment relate to two or more 

individuals interacting in a nursing situation, 

77) . 

II (p • 
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The focus of King's theory is goal attainment. The 

theory is particularly concerned with the effects of the 

nurse-client interactions and transactions on the attainment 

of goals. 

Client, Nurse, Nursing, Health and Environment 

The theory itself directly addresses the major nursing 

concepts of client and nurse. The environment and health 

are indirectly addressed and for clarification of these 

concepts, King's conceptual framework is referenced. 

Nursing as a process is also addressed in the conceptual 

framework. 

Nurse and client. King (1990) states that resources 

are essential to keep the three systems (personal, 

interpersonal, and social) in balance and harmony. Two 

major sources of resources are people and money that provide 

equipment and supplies to meet special needs. Nurses 

provide an essential service to meet a social need. They 

assist individuals and groups to maintain health. "Nurses 

are partners with physicians, with families, and with 

paramedical groups in the coordination of a plan of health 

care for individuals and groups" (King, 1981, p.9). From 

the descriptions in the theory, the client is deduced 



16 

to be the person who wants or needs services of the nurse. 

Nursing. Nursing is described as a process of "action, 

reaction and interaction whereby the nurse and client share 

information ... They explore means to achieve a goal and 

agree to means to the goal ... to move toward goal 

attainment in most situations" (King, 1981, p. 2). Goal 

attainment occurs in the transaction phase of the nursing 

process. The nurse can assist university students in 

assessing exercise needs, can collaboratively formulate 

exercise goals, can provide feedback as progress is made and 

can acknowledge and reward goal attainment. 

King explains that humans have three fundamental health 

needs; usable health information, preventative care, and 

care when they cannot help themselves. Nursing is in the 

position to assist the person with those needs. Through 

transactions needs are met (King, 1981, p. 8). University 

students primarily need usable health information that the 

nurse can provide in the university setting. 

Health. King (1981) notes that health is "dynamic life 

experiences of a human being, which implies continuous 

adjustment to stressors in the internal and external 

environment through optimum use of one's resources to 

achieve maximum potential for daily living" (p. 5). 

Furthermore, health is a functional state in the life cycle 

and illness indicates interference in the cycle. From these 
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two pictures of health, King (1981) conceptualized health in 

its clinical realm, in its role performance realm and in the 

individual's ability to adapt to stressors. King (telephone 

communication, September 30, 1991) states that she did not 

intend for the phrase, "maximum potential for daily living" 

to include self-actualization (p. 5). She said that she was 

looking for behaviors that the average nurse could readily 

recognize. 

Environment. The internal and external environments 

are the sources of stressors as described under the 

definition of health. However, the environments are also 

open systems exchanging energy and communication. King. 

· explains that the internal environment of the human enables 

him or her to adjust to the continuous changes in the 

external environment (King, 1981, p. 5). 

This theory is congruent with the beliefs that the 

human being is rational, goal-directed, autonomous, and 

works with others to formulate and obtain goals. The client 

has the right to reject care as well as accept it. This 

sense of equality in the nurse-client dyad is appealing. 

Because of the idea of mutual presence of the client-nurse, 

the application of the theory to individuals who desire 

self-care is limited. However, it is applicable to the time 

period when the client desiring ultimate responsibility for 

his or her own health is pursuing skills for self-
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assessment, self-care and self-evaluation. The nurse and 

client can mutually progress toward the time when the client 

will be self-sufficient in health care. 

Goal Setting Theory 

Goal Commitment 

Locke and Latham (1990) summarize components of goal 

theory. The components in this study include goal 

commitment, feedback and self-efficacy. Goal attainment 

depends on the commitment of the individual to the goal. 

Commitment refers to a person's attachment or determination 

to attain a goal that can be self-set, collaboratively set 

or assigned. There are two determinants of goal commitment; 

desirability and capability. The individual must not only 

desire or want to achieve a goal, he or she must also have 

the knowledge and psychomotor skills to accomplish the goal. 

In addition to the attitudinal components of behavior such 

as believing in the importance of the goal and valuing, 

there are four external determinants of goal commitment. 

These are: (a) the goal setter should have legitimate 

authority to set the goals, (b) peer and group pressures 

should be directed toward goal attainment, (c) effort is 

expected to lead to performance, and (d) incentives and 

rewards encourage goal commitment (Locke, Latham & Erez, 

1988). 
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Feedback 

Feedback or knowledge of results shows a moderator 

effect to the goal-performance relationship. The point at 

which feedback works best, however, still requires research. 

Feedback can occur before the goals are set to ensure that 

goals are related to actual capabilities or feedback can be 

provided during performance so that individuals can regulate 

efforts toward performance. A combination of goal setting 

and feedback offers better results than either goal setting 

or feedback alone. Locke and Latham (1990) offer the 

following discussion about the relationship between goals 

and feedback: 

Feedback tells people what is; goals tell them what is 

desirable. Feedback involves information; goals 

involve evaluation. Goals inform individuals as to 

what type of level of performance is to be attained so 

that they can direct and evaluate their actions and 

efforts accordingly. Feedback allows them to set 

reasonable goals and to rate their performance in 

relation to their goals, so that adjustments in effort, 

direction, and even strategy can be made as needed. 

Goals and feedback can be considered a paradigm case of 

joint effort of motivation and cognition controlling 

action. {p. 197) 
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Self-Efficacy 

Self-efficacy is the person's perceived ability to 

actualize a course of action. The individual is able to 

cognitively connect the action with the conse·quence and make 

a judgment about his or her ability to realize the outcome. 

Self-efficacy is based on a person's assessment of all the 

personal factors that could influence the performance. Some 

of the personal factors include past performance, ability, 

adaptability and creativity (Bandura, 1986). 

Health Promotion 

The concept of health promotion is global in scope and 

stresses the similarities of researchers. Pender (1987) 

states that various definitions of health promotion share 

common goal content, "movement toward increased levels of 

health" (p. 11). Pattishall (1987) notes that the 

behavioral aspects of enhancing health have been described 

by such terms as health promotion, health protection, risk

avoidance, risk-reduction, and wellness behaviors. In 

Healthy People 2000, strategies for health promotion, health 

protection and disease prevention are outlined. Health 

promotion is maintaining a current level of health and 

moving toward a higher or optimal level of health. Disease 

prevention is simply identifying risks for various illnesses 

and diseases and developing plans to avoid them. 

In Healthy People 2000 health promotion strategies are 
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those related to personal choices which are made in the 

social context and include physical activity and fitness, 

nutrition, tobacco, alcohol and drug use, family planning, 

mental health, and avoidance of violent and abusive 

behaviors. Educational and community-based programs can 

address these issues. (U.S. Public Health Service, 1991, p. 

6). The concept of health promotion includes room for 

mutual presence of both the nurse and the client. The 

client is responsible for personal choices but the nurse can 

facilitate the processes of self-assessment, goal 

formulation and goal attainment. 

The conceptual model (Figure 1) represents King's 

theory of goal attainment and the concepts of goal 

commitment from goal theory. Nurse-client transactions 

occur during feedback sessions. Application of goal 

oriented theory to exercise adherence is the focus of the 

dissertation. 

Assumptions 

King (1981) places assumptions into two categories, one 

pertains to the assumptions about human beings and the other 

about nurse-client interactions. Human beings are assumed 

to be social, sentient, rational, reacting, perceiving, 

controlling, purposeful, action-oriented and time-oriented 

beings. Assumptions regarding nurse-client interactions 

include: (a) perceptions, goals, needs and values of the 
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Figure 1. Conceptual Model 

nurse and client influence the interaction process; (b) 

individuals have a right to knowledge about themselves, 

right to participate in decisions that influence their life, 

health and community services, and a right to accept or 

reject health care; (c) health professionals have the 

responsibility to share information that assists individuals 

in making decisions about their health care; and, {d) goals 

of health professionals and clients may be incongruent 

(King, 1981, pp. 143-144). King (1990) modified the 

assumptions about human beings and included the assumption 
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that humans are spiritual {p. 77). 

Additional assumptions are derived from goal setting 

theory and health promotion theory. The concepts of 

feedback, goal commitment and self efficacy are included in 

the following assumptions: {a) goal directed behavior is 

preceded by a perception of an action/consequence dyad; (b) 

goal commitment influences goal attainment; (c) feedback or 

knowledge of results influences task performance; and, {d} 

health is a priority for most people. 

Research assumptions are related to the degree of 

correspondence between the conceptual, substantive, and 

methodological domains (Brinberg & McGrath, 1985). The 

following research assumptions are made: {a) university 

students are rational and can exhibit goal directed 

behaviors; (b) the concepts of self-efficacy, goal 

commitment, feedback, goal attainment can be measured; and, 

(c) a university program teaching exercise regimens is as 

effective as the average exercise program in affecting 

exercise adherence at six months. 

Hypotheses and Research Question 

The hypotheses are derived from the identified problem 

statements and apply to adults enrolled as university 

students working toward exercise goals (Table 1). There is 

one research question addressed in the study; Can King's 

theory of goal attainment be applied to a university 



exercise promotion program? 

Definitions 

Goal Attainment 
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Goal attainment is conceptually defined as actualizing 

the preconceived outcome by engaging in cognitively induced 

behaviors. The individual realizes an outcome identified 

before action took place. Operationally, goal attainment is 

the score obtained by using the Kiresuk-Sherman formula to 

determine the degree of goal (Kiresuk & Sherman, 1968). 

This score is compared to the self-reported amount of 

exercise on the individual's exercise log. 

Goal Commitment 

Goal commitment is the degree to which a person is 

willing to pursue a given goal. If a person is greatly 

committed to a goal, he or she may pursue the goal even if 

there is little chance that the goal will be attained. Goal 

commitment is measured by the score on a 10-point scale with 

one being least committed and 10 being most committed to 

exercise goals for three periods of time; (a) the duration 

of the program sessions, (b) six months, and (c) one year. 

Desirability 

Desirability of the goal is determined by goal setting 

authority, importance of physical exercise, health values 

and beliefs, peer group, competition, modeling and 



25 

Table 1 

Hypotheses Derived From Problem Statements 

Problem Statements 

What are the effects of 
self-efficacy, current 
health-promoting lifestyle 
behaviors, desire for health 
information and control over 
health behaviors, health 
values and beliefs, 
importance of exercise and 
goal commitment on the 
attainment of exercise goals 
by university students? 

Hypotheses 

1. Exercise goal attainment 
increases as the level of 
confidence or self-efficacy 
increases. 

2. Exercise goal attainment 
is positively related to the 
number of health-promoting 
behaviors already exhibited 
by the student. 

3. Exercise goal attainment 
increases as the desire for 
health information and 
control over one's own 
health behaviors increase. 

4. Exercise goal attainment 
increases as the health 
values and beliefs increase. 

5. The perceived importance 
of exercise accounts for the 
most variance in exercise 
goal attainment when desire 
for health information and 
control over health 
behaviors, self-efficacy, 
health-promoting lifestyle 
behaviors and health values 
and beliefs are considered. 

6. Goal attainment 
increases as the degree of 
goal commitment increases. 



Table 1 (Continued) 

Problem Statements 

Is there a difference in the 
effectiveness of exercise 
promotion programs which 
coincide with a full-term 
semester ·(12 weeks) and a 
summer session (three weeks) 
on exercise goal attainment 
of university students? 

Is there a difference in 
exercise goal attainment 
between university students 
who use the decision-making 
procedure used to identify 
short and long-term negative 
and positive consequences of 
exercise on goal attainment 
and ways to maximize 
positive consequences and 
minimize negative ones? 

Will students taught in 
university exercise programs 
during full-term semesters 
and during short-term summer 
sessions have exercise 
adherence rates of 50% or 
greater in the first six 
months of exercise regimens? 
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Hypotheses 

7. Students who attend a 12-
week full-term semester 
exercise program have a 
higher degree of goal 
attainment than students who 
attend a three-week summer 
session. 

8. Goal attainment is 
greater for students using 
the decision-making 
procedure than for students 
who do not use the 
procedure. 

9. More than 50% of the 
students participating in 
the goal oriented exercise 
program will adhere to 
exercise goals for the first 
six months. 

incentives. Operationally, desirability is a combination of 

measures. The score on the Krantz Health Opinion Survey 

(KHOS) measures the goal-setting authority or the desire for 

health information and control over health behaviors. 

Individuals may believe they are responsible for their 

health promotion goals, they share the responsibility with a 

health care provider, or the health care provider is 
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primarily responsible. Peer support is not specifically 

measured. Peer support, however, is a variable in this 

study. Peer support is built into the interventions in both 

the control and experimental groups. Competition is 

engendered by telling each group that the other group is 

also trying to meet exercise goals. Markers on an 

individual incentive chart are used as incentives as well as 

group acknowledgment of successful compliance to exercise 

goals. Modeling is done by allowing students who 

successfully adhere to exercise goals to share experiences 

with others in the group. 

Health values and beliefs are the attitudinal 

components of health behaviors. Values and beliefs are 

antecedents to behavior. The importance of exercise is one 

component of the value and belief system that is 

specifically directed at exercise. Operationally, health 

values and beliefs are represented by the score on the 

Health Values and Beliefs Index. The importance of exercise 

is the score on a scale of 1-10 with one being least 

important and 10 being most important in response to the 

request to rank the importance of physical exercise in the 

individual's life at the beginning of the study. Use of the 

decision-making procedure encourages the individual to 

identify all of the short and long term consequences of the 

behavior change (exercise adherence) and the consequences of 



not changing. This cognitive analysis affects the 

desirability of goal commitment. Operationally, the 

decision-making procedure is the presence of the procedure 

in. the program. 

Capability 
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Capability of attaining the goal is determined by self

efficacy, current behaviors and the ownership of the 

cognitive and psychomotor skills required for exercise 

adherence. 

Self-efficacy is "a person's beliefs about his or her 

capacity to successfully perform some course of action" 

(Locke & Latham, 1990, p. 302). These beliefs are based on 

experience as well as an appraisal of capabilities. 

Operationally, self-efficacy is measured by the magnitude 

and strength of a level of confidence to achieve each level 

of performance of the selected goal. The magnitude is 

simply whether or not the person believes that he or she has 

the capability to achieve the level of the goal and the 

strength is a degree of confidence rating (based on a scale 

such as one to 10) (Locke & Latham, 1990). 

Because past performance influences the person's 

beliefs about current behavior, the degree or level of 

health-promoting behaviors currently exhibited will be 

measured. The score on the Health-Promoting Lifestyle 

Profile (HPLP) will be used (Walker, Sechrist & Pender 
: I 



1987). 

Transaction 

Transaction is observable behavior of human beings 

interacting with their environment. Transactions are the 

components of human interaction that allow the exchange of 

values between the two people communicating. Transactions 

occur during group sessions or in individual sessions and 

telephone communication. 
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Feedback is providing knowledge of results to the 

person who is formulating and attaining goals. The feedback 

can occur before the goal-setting takes place or during the 

goal attaining process. Operationally feedback is defined 

as the information given to the individual before the goal 

is set (based on current level of exercise) and as 

performance is occurring to reach specified standards of 

performance. Behaviors can be adjusted as information is 

obtained about the student's progress toward the performance 

standard. Feedback is classified by the type given. 

Feedback is given in the classroom, during communication 

with members of the group, or in individual counselings with 

the researcher. 

Limitations 

Limitations in this study included: 

1. Bias may have occurred due to convenience sampling. 

Subjects were students enrolled in classes where 



health promotion activities were easily incorporated 

into course objectives. 
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2. Effect size of intervention may have been inadequately 

judged. There was no information about the effect 

size of the decision-making procedure on exercise 

adherence. 

3. Mortality occurred as students dropped out of the 

course. Three students dropped out of the full-term 

semester before twelve weeks and 10 students in the 

short-term session did not complete the 12-week goal 

attainment measure . . At 24-weeks, 33 participants had 

dropped out of the study. 

4. The reliability of goal attainment scaling was a 

potential threat because was criterion-based for each 

individual. 

5. Mono-operation bias was possible because all 

measures involved pencil and paper testing. This 

threat is minimized, however, with university students 

as subjects because students were familiar with the 

testing method. 

6. The attainment of the goals were self-reported and 

students may not have accurately report results. 

7. Interaction of selection and history may have occurred 

because of the various levels of existing health 

promotion behaviors in the students. 



8. Interaction of selection and maturation may have 

occurred because of use of various groups (Cook & 

Campbell, 1979). 

Delimitations 
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The research focuses on university students who are 

able to formulate and attain goals in the specified time 

frame. The research interventions are confined to a full

term semester or summer session because the researcher is 

implementing health promotion in a time frame already 

established by the setting. A course incorporating health 

promotion activities is used. Exercise is the only health 

promotion activity included in the study although nutrition 

and lifestyle choices that relate to tobacco, alcohol and 

drug use, and stress management are also covered in the 

course. 

Summary 

Health promotion for the nation is dependent on 

individual commitment. Physical fitness goals are 

particularly important in promoting health and preventing 

illness. Accessibility of health services is increased by 

the establishment of educational and community-based 

programs. College students can establish health promotion 

goals as a part of routine class work and can be assisted in 

attaining those goals by a health care professional. 

However, the time-span of a semester may not be adequate to 
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establish exercise habits. King's {1981) theory of goal 

attainment, the concepts of goal commitment, self-efficacy, 

feedback (knowledge of results) from goal setting theories, 

and health promotion contribute to the conceptual framework 

of this research. 

The assumptions are derived from the theories. People 

are rational and work with others to formulate and attain 

valued goals for health. Research assumptions include; {a) 

the instruments measure the concepts, {b) the students can 

formulate and attain goals, and {c) a university program 

designed to teach exercise regimens is as effective as the 

average exercise program in effecting exercise adherence at 

six months. 

Hypotheses include determining the relationships of the 

decision-making procedure, length of the exercise program, 

desire for health information and control of health 

behaviors, self-efficacy, health values and beliefs, 

importance of exercise, goal commitment, health-promoting 

lifestyle behaviors on goal attainment. Additionally, 50% 

or more of the students attending the exercise program 

offered within a university setting are expected to adhere 

to the exercise goals in the first six months. The 

convenience sample and the associated threats to validity 

comprise the major limitations of the student. The research 

focuses on exercise adherence at 12 weeks and 24 ~eeks by 
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university students who attended a health promotion course 

in full-term semesters and in shorter summer sessions. The 

research question explored in the study relates to the 

application of King's (1981) theory of goal attainment in a 

health promotion setting within a university. 



CHAPTER II 

REVIEW OF LITERATURE 

Literature relating to goal attainment, health 

promotion and physical activity and fitness is included. 

Information about the topics and research findings from 

other studies are reviewed. 

Goal Attainment 

Related Theories 

The concept of goal refers to the definitive outcome of 

an action and involves overcoming obstacles. There is a 

difference between a goal and an intention. A goal is 

different from an intention because of the existence of a 

substantial obstacle. If the person must overcome an 

obstacle· such as a broken arm, combing hair can become a 

goal. An intention, on the other hand, refers to the 

performance of an action that involves no obstacle such as 

combing one's hair when there is no impediment. 

The goal (outcome) and the behaviors are often 

separated in goal theory. Locke and Latham (1990), however, 

state that it is possible for completion of a task to be a 

goal if there is a specific level of proficiency measured 

against a standard and there is sufficient effort required 

to attain the goal. 

34 
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The outcome or goal is usually a consequence of an 

action such as a monetary prize, social reactions such as 

praise and self-reaction such as self-satisfaction (Bandura, 

1989). Goals are often defined in unmeasured terms such as 

satisfaction (of appearing physically fit and active), 

energetic (because of physical fitness), and ~uccessful (for 

having a professional image). Because of the measurement 

difficulties~ actual observed behaviors (the actions) are 

used as approximations of the outcomes (consequences) (Locke 

& Latham, 1990). 

Goals have two attributes, content and intensity. 

Content refers to the outcome or result of actions and 

intensity refers to the effort, priority, degree of 

commitment and importance of the goal (Locke & Latham, 

1990). Goal intensity refers to the 

scope and integration of the goal setting process, the 

effort required to form the goals, the place of the 

goal in the individual's goal hierarchy, the degree to 

which the individual is committed to the goal, and the 

importance of the goal (p. 26). 

The goal attribute of intensity infers the presence of 

motivation. Heckhausen (1967) in the theory of aspiration 

postulates that the achievement motivation level is linked 

to the formulation of goals. Goals, therefore, ar~ mental 

processes that direct behavior. People who formulate 



specific goals and identify steps to attain them are more 

likely to achieve the goals than people who only think in 

general terms. 

36 

The relationship varies between motivation and 

established standards. A perceived discrepancy between 

performance and a reference standard (goal) motivates action 

to reduce the discrepancy. However, when the discrepancy is 

reduced, inertia occurs because the standard has been met. 

Therefore, revising the standard and setting the standard at 

a higher level is necessary to produce the motivating 

discrepancy (Bandura, 1989). This explains the importance of 

modifying goals as the individual achieves the initial goal. 

Collaborative Goal Formulation 

The benefits of collaborative goal formulation and 

attainment were demonstrated in a study conducted at a 

mental health clinic in Toledo, Ohio (Galano, 1977). In the 

study 92, adult outpatients were assigned to one of the 

following groups; (a) the goal-naive group who was not aware 

of the therapist's goals for their performance, (b) the 

group-aware group who knew the goals that the therapist set 

for them, (c) the goal-setting group who collaboratively 

formulated their goals with the therapist, and (d) the goal

planning group who collaboratively set goals and had 

bimonthly goal plans. At the 2 < .10 level, the two groups 

(group-setting and group-planning) that represented the 
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collaboration between therapist and client had a greater 

degree of goal attainment than the groups that did not have 

collaboration. A chi-square test (X 2 = 13.59, df = 4, l2 

<.01) showed that there were differences between the number 

of goals between the participative and nonparticipative 

groups. There was not, however, significant differences 

between the group-setting and group-planning groups 

suggesting that the collaboration and not the action of 

setting goals and receiving feedback was the major factor in 

goal attainment. 

Alexy (1985) conducted a study using 104 males and 48 

females in three industrial or corporate settings to 

determine the relationship of goal setting and health risk 

reduction. Health risks were identified by using the 

Personal Risk Profile (PRP). Risk factors selected for 

goal-setting interventions included weight management, 

cigarette smoking, alcohol intake, exercise, seat belt 

usage, and breast self-examination· in women. The 

participants were randomly assigned to three groups for a 

three-month study period; the provider goal-setting group, 

the collaborative provider-participant goal-setting group, 

and the no goal-setting group. 

In the provider goal-setting group, the goal for each 

risk factor was structured according to a predetermined 

protocol. For example, weight reduction was acco~plished at 



the rate of one pound per week or the achievement of the 

ideal body weight and exercise was performed three times a 

week for at least 30 minutes each time. 
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In the collaborative group, the participants were 

allowed to select the number of goals to address based on 

personal priorities. The goals remained : structured but the 

participant could choose which one(s) to address. The 

control group received feedback from the PRP. 

The results indicated that the provider goal-setting 

group made significant change in alcohol intake, seat belt 

use, and exercise as well as in global measures of current 

health age, estimated life expectancy and potential for life 

expectancy increase. The collaborative goal-setting group 

made significant change in weight reduction, exercise levels 

and the global measures of estimated life expectancy and 

potential for life expectancy increase. The control group 

made a significant change in exercise, but not in any of the 

global measures of risk reduction. There were no 

significant differences (~ = 0.18, df = 104, 2 = 0.86) 

between the provider goal-setting group and the 

collaborative group. The author speculates that this may be 

because the provider goal-setting group had more goals (all 

categories) and were thus more challenged to succeed. 

Additionally, the goals were all expressed in outcomes and 

not in intermediate behaviors. It was suggested that daily 



goals might be more effective than more distal goals. No 

contact was made with the participants during the three

month period and it was also speculated that perhaps 

periodic interaction might influence performance. 
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Participative goal-setting is not always the best 

method. In four experiments where goal difficulty, attempts 

to enhance self-efficacy, length of the study, and 

directions regarding goal acceptance were held constant, the 

motivational effects of assigned goals were equally powerful 

in generating goal commitment and performance (Locke, Latham 

& Erez, 1988). 

The American College of Sports Medicine recommends-that 

the person beginning an exercise program set goals. The 

goals are to be realistic yet challenging and specific. The 

goals are designed with a time limit that is short enough to 

keep the person motivated and focused (American College of 

Sports Medicine, 1992). 

Goal Attainment Scaling 

Goal attainment scaling (GAS) permits the assignment of 

a numerical score to indicate the degree of goal attainment. 

The methodology is based on the establishment of 

individualized, specific, and realistic goals. There are 

eight steps involved in goal attainment scaling. These 

steps are; (a) identify the area of concern or problem area, 

(b) specify the time frame for goal attainment, (c) indicate 
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the relative importance of each area of concern and assign a 

value (give a weight) to that area, (d) select a specific 

measurable indicator for the problem area, (e) specify the 

time in which each variable is to be measured, (f) define 

the expected outcome at the end of the time period for each 

problem area, (g} define the extreme levels of the outcomes 

for each problem area and (h) fill in the levels between the 

expected and extreme for each problem area (Garwick, 1982}. 

Goal attainment scaling (GAS} has been used in several 

research studies as a method to quantify goal attainment. 

The Kiresuk-Sherman formula for goal attainment scaling is: 

Goal attainment Score= 50 + l0Ewi~i---

'I (1-p} Ewi 2 + p (Ewi) 2 

Stanley (1984) describes the use of goal attainment scaling 

in psychiatric nursing. Daley (1987) describes how GAS was 

successfully used in continuing education activities with 

nurses. Badger and Adaskin (1989) describe how GAS can be 

used in motivational therapy of long-term psychiatric 

patients. Ottenbacher and Cusick (1990) explain that GAS 

can be used to document therapeutic change. All articles 

address the advantages of quantifying individualized goals. 

The validity of goal attainment scaling (GAS) as a 

measure of motor change was investigated using 65 infants 

with motor delays. Two goals to be attained within a six

month period for each infant were established. The mean GAS 
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T-score was 55.4 at the end of the six months that 

significantly exceeded the expected mean T-score of 50. The 

results were compared to the Peabody gross motor and fine 

motor change scores and there were low and moderate 

correlations between the two assessments. The GAS and the 

Peabody appear to measure different aspects of motor change. 

The results indicate that GAS was responsive to change in 

individualized motor changes and the study supports the use 

of GAS as an idiosyncratic measure (Palisano, Haley & Brown, 

1992). 

Low concurrent validity between goal attainment scaling 

(GAS) scores and the Peabody Developmental Motor Scales 

(PDMS) was also demonstrated in a study using fifty-four 

handicapped children enrolled in early intervention 

programs. One or two goals were established for each child 

using GAS scaling. Correlations between change scores on 

the PDMS and GAS indicated low concurrent validity 

(goal one~= 0.352, £ = 0.01; goal two~= 0.138, 2 = 

0.40). The authors concluded the two approaches may have 

complementary roles in measuring progress. Because of the 

narrow range of levels in GAS, ceiling/flooring effects 

prevented firm conclusions about which method of measure was 

more sensitive (Stephens & Haley, 1991). 

Two-month and final goal attainment scaling _(GAS) 

scores, preadmission and final Portland Adaptability 
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Inventory (PAI) and work outcomes for 16 graduates of a 

postacute brain injury rehabilitation program were compared. 

At two months graduates from the program with satisfactory 

work outcomes had higher GAST-scores (t = 2.59, £ < .OS). 

The final GAS scores were significantly correlated to the 

other measure (PAI and work outcomes). Results of this 

study support GAS as a useful, quantifiable and 

individualized measure (Malec, Smigielski & DePompolo, 

1991). 

Bonaguro, McLaughlin and Sussman (1984) used the GAS to 

measure health behavior change in 64 seventh and eighth 

graders in a quasi-experimental study to determine the 

effectiveness of health counseling on health behavior and 

self-esteem. The experimental and control groups were 

enrolled in health education classes at the time of the 

study. Those in the experimental group received five 

individualized health counseling sessions in a 10-week 

period. During these sessions, goals were developed and 

modified as the study progressed. Four goal attainment 

scores were compared and the results indicated an increase 

in the number of students adopting healthy lifestyles. The 

experimental group showed a 37% increase in the number of 

students who went for a run or jog at least three times a 

week, a 9.4% increase in students participating in physical 

activity at least three times a week, and a 9.4% increase in 
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the number of students who went for a long walk at least 

three times a week. The control group did not develop or 

measure goals but self-reported behaviors. The control 

group did not exhibit significant behavior changes over the 

10-week period. 

When the study began, students in both the experimental 

and control groups took the Hare Self-Esteem Scale and a 

health attitude and behavior questionnaire that contained a 

health behavior inventory. Because it was determined that 

students with higher self-esteem would engage in healthy 

behaviors, the self-est~em scores were used as covariants 

allowing adjustment between the experimental and control 

group differences. In the discussion of the study, Bonaguro 

et al. (1984) noted that the GAS was a useful instrument to 

measure behavior change in the study and health counselings 

were effective in changing health behaviors. 

Health Promotion 

Concepts, Models and Programs 

Although health promotion is not a new idea to nursing, 

the idea that a client is an expert in his or her care is. 

The role of the nurse as a distributor of information is 

becoming obsolete as the nurse teaches clients about how to 

access information and the nurse becomes the recipient of 

information from the client. The nurse becomes a 

facilitator who teaches clients to self-assess, self-plan 
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self-implement and self-evaluate (Clark, 1986). The nurse 

fosters independence from the client but is available to the 

client to facilitate change. 

Health promotion is becoming intertwined with other 

aspects of the lives of college students. Boyer (1987} 

urges colleges to consider educating a core of senior 

students who would then educate other students through 

informal seminars. According to Boyer {1987), 

Most encouraging is the emerging emphasis on wellness. 

More colleges see health and body care as an important 

educational objective. Wellness programs included 

health education and fitness training, birth control, 

prevention of sexually transmitted diseases, sound 

nutrition and dealing with stress. {p. 187) 

Furthermore, he recommends that students be helped to 

understand that caring for the body is a "special trust" (p. 

187) . 

At Bellin college of Nursing in Green Bay, Wisconsin, 

wellness concepts are included in every nursing course in 

the curriculum. Early in the curriculum the students 

concentrate on personal wellness. Emphasis is placed on the 

student's self-awareness, goal-setting and self-evaluation. 

Later in the curriculum, wellness content is expanded to 

apply to clients. By this time the student can model and 

teach wellness to clients. Many consumers are self-directed 



and only need assistance in modifying their lifestyles in 

times of crisis. The nurse must be knowledgeable about 

wellness to be a credible source of information to the 

client (Swinford & Webster, 1989). 

Smith (1981)· delineates four models of health; 

clinical, role performance, adaptation, and eudaimonistic. 

The clinical model is based on the medical model of health 

and illness. Disease and injury contribute to illness. 
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When the disease or injury is . resolved, the person is 

restored to health. Interventions include restoring the 

person to health by eliminating the disease and effects of 

the injury. The role performance model is based on the 

person's ability to perform expected roles. The primary 

role addressed by the theory is gainful employment but other 

roles are also included. The adaptive model is concerned 

with the person's ability to adapt to elements in the 

physical and social environment. When the person cannot 

cope, health is absent. On the other hand, if the person is 

flexible and interacts with the environment, health occurs. 

The eudaimonistic model expands the concept of health to 

include well-being and self-actualization. In this model 

health is "exuberant". well-being and illness in the extreme 

is "languishing debility" (Smith, 1981, p. 45). These 

models demonstrate the various points of emphasis on disease 

and health. 
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Health care intervention designs are based on social 

psychology and public health. Most psychologically based 

health promotion programs include self-help materials, 

instruction by facilitators, use of various media, group 

interaction and support, and individual motivational 

strategies such as public commitments and contracts. These 

programs are primarily interested in changes in the 

individual (Winett, King & Altman, 1989). 

A change model incorporating Bandura's (1986) social 

cognitive theory is presented by Winett, King and Altman 

(1989). There are three stages of change; (a) acquisition 

of new behaviors, (b) generality, and (c) stability. 

Components of all three stages need to be incorporated into 

health promotion programs. Incentives are particularly 

important in the early or acquisition stage of change 

because the individual has not been bonded to the program. 

The incentives must be valued, properly scheduled and 

awarded based on appropriate behavior. Incentives remain 

important during the generality and stability stage. 

In the acquisition stage, modeling (e.g., video 

modeling, face-to-face modeling, participant modeling) is 

important. Modeling assists the person in identifying 

appropriate outcome expectancies. Once these expectancies 

are known, they form the basis for goals. After goal 

setting and the performance of behaviors, feedback occurs. 
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Feedback results in satisfaction or dissatisfaction which in 

turn affects self-efficacy. Self-efficacy modifies 

performance (Winett et al., 1989). 

In the generality stage, modeling is used to teach 

different coping and adaptive strategies. Being able to 

cope and adapt increases self-efficacy which in turn 

increases performance. Feedback is used to modify the goals 

(Winett, King & Altman, 1989). 

As the individual experiences success in the generality 

stage, the increased self-efficacy allows for stable 

behavior change (stability). Personal standards and self

regulatory processes (goals, self-feedback, self-evaluation, 

self reinforcement and self-correction) evolve (Winett et 

al. , 198 9) . 

Most exercise programs employ multiple interventions 

rather than a single technique. These interventions include 

goal-setting, identification of personal costs and expected 

barriers to exercise, developing ways to eliminate barriers, 

strategies to increase support and reinforcement, planning 

for a progression in exercise endurance, optimizing self

efficacy and confidence, offering feedback, self monitoring, 

and planning strategies to return to activity after a 

planned or unplanned period of inactivity (Dishman, 1994). 

Physical Activity and Fitness 

Regular physical exercise can prevent and assist with 
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the management of heart disease, hypertension, noninsulin

dependent diabetes mellitus, osteoporosis, obesity, and 

mental health problems such as anxiety and depression. The 

relationships between physical activity and health are 

numerous. In general, physically active people outlive 

inactive people (U.S. Public Health Service, 1991). 

In spite of the evidence presented regarding the 

benefits of physical activity, fewer than 10 percent of the 

U.S. population exercised at the level recommended by the 

1990 national objectives. The level required the individual 

to engage in sustained exercise of the large muscle groups 

for twenty minutes or longer, three or more days a week. 

The intensity of the exercise required an intensity that was 

60 percent or greater of the person's cardiorespiratory 

capacity. Less than half of the adults exercised twenty 

minutes or longer three days a week regardless of the 

cardiorespiratory capacity (U.S. Public Health Service, 

1991). 

Objectives related to physical activity and fitness 

from Healthy People 2000 include: 

1.1 Reduce coronary heart disease to no more than 100 

per 100,000 people. 

1.2 Reduce overweight to a prevalence of no more than 

20 percent among people aged 20 and older and no 

more than 15 percent among adolescents aged 12 



1.3 

1.4 
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through 19. 

Increase to at least 30 percent the proportion of 

people aged 6 and older who engage regularly, 

preferably daily, in light to moderate physical 

activity for a least 30 minutes per day. 

Increase to at least 20 percent the proportion of 

people aged 18 and older and to at least 75 

percent the proportion of children and adolescents 

aged 6 through 17 who engage in vigorous physical 

activity that promotes the development and 

maintenance of cardiorespiratory fitness 3 or more 

days per week for 20 or more minutes per occasion. 

1.5 Reduce to no more than 15 percent the proportion 

of people aged 6 and older who engage in no 

leisure-time physical activity. 

1.6 Increase to at least 40 percent the proportion of 

people aged 6 and older who regularly perform 

physical activities that enhance and maintain 

muscular strength, muscular endurance, and 

flexibility. 

1.7 Increase to at least 50 percent the proportion of 

overweight people aged 12 and older who have 

adopted sound dietary practices combined with 

regular physical activity to attain an appropriate 

body weight. 
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1.8 Increase to at least 50 percent the proportion of 

children and adolescents in 1st through 12th grade 

who participate in daily school physical 

education. 

1.9 Increase to at least 50 percent the proportion of 

school physical education class time that students 

spend being physically active, preferably engaged 

in lifetime physical activities. 

1.10 Increase the proportion of worksites offering 

employer-sponsored physical activity and fitness 

programs . 

1.11 Increase community availability and accessibility 

of physical activity and fitness facilities ... 

1.12 Increase to at least 50 percent the proportion of 

primary care providers who routinely assess and 

counsel their patients regarding the frequency, 

duration, type, and intensity of each patient's 

physical activity practices. (U. S. Department of 

Health and Human Services, 1991, pp. 96-105) 

The new exercise guidelines of the American College of 

Sports Medicine and the Centers for Disease Control and 

Prevention recommend 

30 minutes or more of moderate physical activity, such 

as a brisk walk, gardening or taking the stairs instead 

of an elevator, at least four days a week. The 



activity can be done at one time or intermittently. 

(Associated Press, July 30, 1993, p. 12A) 

This replaces the old · recommendation of twenty minutes of 

continuous aerobic activity, such as running or swimming, 

three to five days a week. 
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Only one out of five men and women exercises 

sufficiently to secure any of the benefits. The expected 

difficulty in changing these numbers is reflected in the 

conservative national objective of increasing to at least 30 

percent the proportion of people aged six and older who 

engage regularly, preferably daily, in light to moderate 

phY.sical activity for at least 30 minutes per day. Multiple 

factors influence exercise adherence including self

efficacy, activity attitudes, health knowledge, and self

control. Exercise interventions have included self

monitoring, feedback, reinforcement, and social support, 

cognitive modification (distraction and positive and goal

oriented self-statements about exercise) and strategies 

about coping with barriers to exercise adherence. Many 

other interventions suggested by learning theories, the 

relapse prevention model, and other theories and models 

remain to be tested. Exercise adherence and stages of 

change need to be investigated (Dubbert, 1992). 

Knapp (1988) summarizes models and strategies that can 

be used during different phases of exercise promo~ion. When 
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initiating exercise several models can be used to direct 

behaviors. The health belief model shows that readiness to 

initiate behaviors depends on motivations, evaluation of the 

illness threat, and subjective determinations that the 

behaviors initiated will reduce the threat. The model 

focuses on the beliefs about health. The self-regulatory 

model proposes that people will respond to information and 

problems about health based on their commonsense 

understanding regarding the nature of the problem, the 

causes and treatment of the problem. The decision-making 

model is a broader model and incorporates the other two 

models. This model considers the action/consequence dyad 

that the anticipated consequences of behavior will occur if 

the action (behavior) is carried out. This broader model 

incorporates other consequences as well as health as the 

result of actions. A person may exercise to improve 

appearance or maintain a successful image as well as to feel 

better. 

Strategies used to initiate exercise include decision

making procedures and self-efficacy enhancement measures. A 

decision balance sheet is a procedure that involves 

assessing the anticipated consequences of exercise 

participation in terms of gains and losses to self, gains 

and losses to significant others, approval and disapproval 

from self and others. Knapp (1988) notes that this 
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technique had not been used on sedentary individuals who had 

not already volunteered for exercise classes. 

When applying learning theory to exercise promotion, 

Knapp (1988) indicates that extinction of a new behavior 

occurs when reinforcements and cues maintaining the behavior 

are withdrawn. If the behavior change is attributed solely 

to the feedback received from an outside source such as a 

health care provider, the behavior will become extinct when 

the experiment is over. One strategy for dealing with this 

problem is to teach the individual self-control strategies 

such as self-monitoring, goal setting and self-reinforcement 

(Knapp, 1988). Because of the learning theory, the feedback 

sessions offered by the health care professional should 

include self-control strategies. 

Self-efficacy enhancement strategies include the use of 

modeling behavioral rehearsals. A person who is similar in 

demographic characteristics to the individual can be used as 

a model. A student who has acquired exercise habits can 

serve as the model for other students. An athlete, however, 

would not be a realistic model for the majority of students 

(Knapp, 1988). 

Reinforcement of behavior change involves increasing 

positive reinforcement cues for desired behaviors and 

decreasing positive reinforcement cues for undesirable 

behaviors. Methods to increase positive reinforc~ment for 
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desired behaviors include goal setting, self-monitoring, 

material rewards, self-reinforcement and social support. 

Methods to decrease positive reinforcement cues for 

undesirable behaviors include encouraging the individual to 

analyze preconceived viewpoints about rewards such as "I 

deserve a rest" or watching a television program when 

studying is complete (Knapp, 1988). 

Pollock and associates (1985) analyzed data from 17 

training studies done between 1968~1985. The length of the 

programs varied between 16 weeks and 24 weeks, from 1-5 days 

per week and from 15-45 minutes per day. There was an 

overall adherence rate of 70%, the effect of frequency of 

training showed no significant difference between 1 to 5 

days per week, the intensity of training indicated that 

moderate-intensity of exercise was as beneficial as high

intensity exercise, and the type of activity selected was 

not as important as the progression of that activity over 

time. 

The four principle components of physical fitness are 

(a) cardiorespiratory fitness, (b) muscle strength and 

endurance, (c) flexibility, and (d) body composition. Each 

component contributes to overall physical fitness. All of 

the components are important and need to be considered 

(Sorenson and Poh, 1989). Cardiorespiratory fitness is 

measured by the heart rate. The target heart rate for an 
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individual during exercise is between 60 and 85 percent of 

the maximum heart rate. The maximum heart rate decreases 

with age and for people between 20 and 40 years the rates 

vary from 180-200 beats per minute. The best exercises for 

cardiorespiratory fitness are aerobic such as brisk walking, 

running, swimming, cycling, rowing and cross-country skiing 

{Sorenson & Poh, 1989). 

Muscle strength is the amount of force a person can 

exert against resistance. Strength can be measured by the 

amount of weight a person can lift. There is no fixed 

standard for the degree of muscle strength a person should 

have. In general, strength should be sufficient to carry 

out routine activities. There are three types of exercise 

to improve muscle strength; (a) isotonic such as weight 

lifting and calisthenics, {b) isometric such as firmly 

contracting a muscle, and (c) isokinetic such as employing 

maximal resistance through a full range of motion. 

Isometric and isokinetic exercises require weights and 

special equipment. Endurance is the ability to use the 

muscle many times without getting tired. Strength gives the 

body the ability to lift and endurance allows the body to 

lift longer. Exercises should begin slowly and gradually 

progress (Sorenson & Poh, 1989). 

Flexibility is the ability to use a muscle fully 

through the entire range of motion. Inactivity catises 



muscles and tendons to shorten. Joint injuries frequently 

occur when there is muscle inflexibility. The muscle is 

stretched beyond the stretching that normally occurs to 

improve flexibility. Stretching should occur gradually, 

making the exercise slightly more difficult with each 

session {Sorenson & Poh, 1989). 
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Body composition refers to the proportion of body fat 

to lean tissue. The number of pounds of fat in the body 

varies from person to person and is based in part on muscle 

mass. Men generally have less body fat than women. Being 

overweight contributes to a higher proportion of body fat. 

It _takes approximately 3,500 calories to make one pound of 

body fat. In order to lose two pounds of weight per week, 

the person must consume 7,000 calories less than what the 

body utilizes. If a person reduces consumption by 250-500 

calories per day and exercises to burn up calories, weight 

lose can be maximized {Sorenson & Poh, 1989). 

Laffrey and Isenberg {1983) conducted a study using 70 

women between the ages of 24 and 65 years old to determine 

the relationship of internal locus of control, value placed 

on health, perceived importance of exercise, and 

participation in physical activity during leisure. The 

subjects of the study were recruited from adult education 

classes that were not related to health. They were given 

four questionnaires, physical activity during lei~tire, 
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internal health locus of control, health value and perceived 

importance of physical exercise. Four hypotheses were 

tested and the results recorded; 

(1) The greater the internal locus of control, the 

greater the amount of physical activity during 

leisure. (r = 0.10, 12 > 0.05, hypothesis not 

supported) 

(2) The greater the value placed on health, the 

greater the amount of physical activity during 

leisure. (£ = 0.07, 12 > 0.05, hypothesis not 

supported) 

(3) The greater the perceived importance of physical 

exercise, the greater the amount of physical 

activity during leisure. (£ = 0.53, £ < .001, 

hypothesis supported) 

(4) Internal locus of control, value of health, and 

perceived importance of physical exercise taken 

together, are more predictive of amount of 

physical exercise during leisure than is each 

variable separately. (Multiple R = 0.46 with 

perceived importance of exercise contributing 

virtually all of the variance, hypothesis not 

supported). -(Laffrey & Isenberg, 1983, p. 451-

453) 

Age (£ = -0.24, 12 = <.05) and education (£ = 0.35,' :g = <.01) 
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were the demographics able to predict the amount of exercise 

(Laffrey & Isenberg, 1983). 

The fact that the perceived importance of physical 

exercise was significant but the internal health locus of 

control was not seems to indicate that sometimes people 

exercise for nonhealth reasons. This has impl;ications for 

nursing. Perceptions of the client must be dealt with by 

the health provider (Laffrey & Isenberg, 1983). The 

research done in this dissertation complements the study 

done by Laffrey and Isenberg. 

Exercise programs for adults should include educational 

components and motivational strategies. Information in-the 

programs should include the benefits to exercise as well as 

the potential risks {e.g., musculoskeletal injuries, 

cardiorespiratory distress}. Motivational strategies should 

be included to encourage adherence and a long-term 

commitment. Franklin (1988) suggests the following 

motivational strategies: (a) utilize a moderate exercise 

prescription to minimize injuries; (b) encourage group 

partJcipation; (c) employ variety and enjoyment in the 

exercise program; (d) apply behavioral and programmatic 

techniques (e.g., goal setting, contracting); (e) 

periodically use testing to assess the response to the 

educational program; {f) recruit a significant other's 

(i.e., a spouse) support in the program; (g) proviae 
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progress charts and other ways of documenting exercise 

achievements; (h) play music during exercise; (i) recognize 

achievements through rewards (e.g. trophies, plaques, 

certificates); and (j) provide enthusiastic exercise 

leaders. 

Duncan and McAuley (1993) investigated the relationship 

between social support, self-efficacy and exercise behaviors 

using a latent growth curve analysis, a structural modeling 

technique. The latent growth curve analysis interprets 

chronometric common factors representing individual 

differences over time. In this study of 85 adults ranging 

in age from 45 to 64, attendance during the exercise program 

was summed in two-week intervals over ten weeks. Social 

support was theorized to influence attendance through the 

mediating effects of self-efficacy. Estimates indicated 

that the structural paths between social support and self

efficacy were significant (fl, 12 = 0.716, ~ = 3.035) as 

well as the paths between self-efficacy and exercise 

attendance (12, 13, = 0.582, ~ = 2.553). Although the data 

fit the model, reservation in interpretation is advised 

because of the limited data and the nonexperimental nature 

of the design. 

King's Theory of Goal Attainment 

The application of King's theory of goal attainment in 

the clinical setting has been demonstrated. King 1 ~1984) 
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describes the application of her theory in a renal dialysis 

unit; Husband (1988) applies the theory to the care of 

adults with diabetes; Messner and Smith (1986) compare two 

theories, Roy's adaptation theory and King's theory of goal 

attainment, in the care of the patient with 

neurofibromatosis. 

King's theory of goal attainment was applied to the use 

of group psychotherapy with three groups of offenders within 

the criminal justice system. The theory is discussed and 

the approaches of group psychotherapy are related to the 

theory's components. Three settings are considered in this 

article; (a) the inpatient setting for juvenile sexual 

offenders, (b) a maximum security prison setting for state 

offenders, and (c) a halfway house for offenders in a work

release program. The application of King's theory outside of 

the traditional health care setting is demonstrated. 

Additionally, the theory is applied to groups (Laben, Dodd & 

Sneed, 1991). 

King (1981) developed the Goal-Oriented Nursing Record 

(GONR) to assist the nurse in identifying nursing problems 

and formulating goals. The GONR is not a part of the theory 

per se but the record demonstrates the potential of the 

theory of goal attainment to be useful in nursing practice. 

King referenced Weed when describing the GONR because of the 

similarity to the Problem-Oriented Medical Record developed 
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in 1969 for physicians. 

King , (1988) developed an instrument utilizing Mager's 

framework for writing criterion-referenced goals and scales 

three scales representing domain objectives. The three 

scales were personal hygiene (eight items), movement (six 

items) and human interaction (12 items). 

The nurse selects items that apply to the specific 

client. The degree of goal attainment is determined by 

using a four-point scale which ranges from dependence (1) to 

independence (4). The formula to convert the raw score to 

the percentage score is 

Percentage Score= Subjects's Raw Score x 100. 
Maximum Raw Score 

The goal attainment scaling score is similar to the design 

proposed by King. 

Summary 

Goal setting theory supports the importance of goals in 

directing behavior. The goal can direct behavior whether it 

is assigned, collaboratively determined or self-set. The 

health promotion literature review establishes preferences 

for participative and self-set goal setting by the 

individual. The health provider becomes a facilitator, 

assisting the individual in self-assessing, self-planning, 

self-implementing and self-evaluating. Long-term commitment 

to health requires self-initiation and self-regulation. 

Goal attainment scaling is useful to quantify 
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criterion-based objectives. By using criterion-based goals, 

individual needs can be taken into consideration by the 

researcher. The literature points out that there are 

moderate correlations between the goal attainment scaling 

scores and normative measures. The researcher is cautioned 

to develop the goals with levels carefully to avoid 

researcher bias in the formulation. King (1988) developed a 

criterion-based instrument to quantify goal attainment in 

the areas of hygiene, movement and human interaction. 

The influences of self-efficacy, health values and 

beliefs and goal-setting authority on exercise adherence are 

documented. The direct role of current health-promoting 

behaviors on exercise adherence was not found. If the 

person has acquired health-promoting habits, maintenance of 

behaviors must still occur. Because previous successes 

affect self-efficacy, current health-promoting behaviors 

will influence exercise adherence. 

King's (1981) theory of goal attainment has been 

explored in the literature, but most of the discussions have 

been theoretical. The application of the theory to the 

clinical setting is dominant. However, a theoretical 

discussion of application to the criminal justice system 

demonstrates the expansion of the theory into other areas. 



CHAPTER III 

METHODOLOGY 

The research design, setting, population and sample, 

instruments, method of data collection and treatment of data 

are discussed. The different exercise programs for the 12 

and three week programs are outlined. 

Research Design 

Description 

This research study utilized the quasi-experimental 

study with post tests over time (12 and 24 weeks) (Kish, 

1987). There was an experimental and equivalent control 

g~oup in the full-term semesters. The participants in the 

three-week short-term summer session received the 

experimental treatment. The goal attainment scaling score 

was the repeated measure and the score was obtained in week 

one, week 12 and week 24 for participants. Participants 

attended 12-week full-term semester programs and three-week 

short-term summer session programs. The treatment of using 

a decision-making procedure was carried out in week two and 

week 11 of the experiment in the full-term semester and in 

week two for the short-term summer session. A nutritional 

assessment procedure was utilized with the control groups in 

the full-term semesters (Burns & Grove, 
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1993). Only the decision-making procedure {no control 

procedure) was used with all of the students enrolled in the 

short-term summer session. The differences in goal 

attainment between the students in the 12-week and three

week exercise programs were determined by comparing the 

students using the decision-making procedure in the 12- and 

three-week programs. Students enrolled in a one-hour 

semester course which addresses healthy lifestyle~ were the 

participants in the study. 

Four classes (one in the spring, one in the fall, and 

two summer classes) were used. The groups in the full-term 

spring and fall classes were divided into experimental and 

control and then combined for analysis in the respective 

categories. The purposes of accumulating and aggregating 

sample cases of individuals included: (a) obtaining greater 

precision with lower variances from larger samples; and {b) 

covering any temporal or cyclical or irregular variations 

(Kish, 1987). The researcher wanted to explore treatment 

effect and an adequate sample size was important. 

Extraneous Variables 

Groups of students were selected based on enrollment in 

a health concepts course (convenience sample). Each full

term semester group was randomly divided into two groups, an 

experimental and a control group. In order to identify any 
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nonequivalency in the groups, analysis of covariance was 

done on the variables expected to influence the exercise 

goal attainment. These variables included the levels of 

confidence (self-efficacy) for the number of minutes/day and 

the number of days/week of exercise, desire for health 

information and control over health behaviors, health

promoting lifestyle behaviors, health values and beliefs, 

importance of exercise and goal commitment. Analysis of 

covariance strengthens the research by isolating variables 

that influence the effect size of the treatment. The degree 

that the covariants were operational in the two groups was 

determined (Tabachnick & Fidell, 1989). Table 2 and 3 show 

the variables in the research study for the full-term 

semesters and the short-term summer sessions. 

Self-efficacy, desire for health information and 

control over health behaviors, health-promoting lifestyle 

behaviors, health values and beliefs, importance of exercise 

and goal commi_Sment as well as demographics such as 

age, sex, college hours taken, and major in school were 

controlled by randomization within the group. The groups 

were aware that other groups were participating in the study 

(competition). Peer support was encouraged but not 

quantified. The experimental and control groups in the 

full-term semesters received the same interventions except 

the experimental group participated in the decision-making 
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Table 2 

Variables for the Experimental and Control Groups Full-Term 

Semesters (Spring and Fall) 

Variables: C=Controlled 
R=Group 

Randomization 

Week 1: 
Demographics 
Goal Attainment Measured 
Desire for Health Information 

and Control Over Health 
Behaviors 

Self-Efficacy (Level of 
Confidence) 

Current Health Behaviors 
Health Values and Beliefs 
Importance of Exercise 
Goal Commitment 

Week 2 - 11: 
Feedback (Knowledge of 

Results) 
Decision-Making Procedure or 

Nutritional Assessment 
Modeling 
Incentives 

Week 12: 
Goal Attainment Measured 
Contract 

Week 13-23: 
Self-Regulated Progress Toward 

Goals 

Week 24 
Goal Attainment Measured 

Experimental 

R 
R 

R 

R 
R 
R 
R 
R 

C 

C 
C 
C 

R 
C 

R 

R 

Control 

R 
R 

R 

R 
R 
R 
R 
R 

C 

C 
C 
C 

R 
C 

R 

R 



Table 3 

Variables for the Summer Sessions 

Variables: C=Controlled 
R=Group Randomization 

Week 1: 
Demographics 
Goal Attainment Measured 
Desire for Health Information 

and Control Over Health 
Behaviors 

Self-Efficacy (Level of 
Confidence) 

Current Health Behaviors 
Health Values and Beliefs 
Importance of Exercise 
Goal Commitment 

Week 2: 
Feedback (Knowledge of 

Results) 
Decision-Making Procedure 
Modeling 
Incentives 

Week 3: 
Incentives 
Contract 

Week 4-23: 
Self-Regulated Progress Toward Goals 

Week 12: 
Goal Attainment Measured 

Week 24: 
Goal Attainment Measured 

procedure (treatment) . . 

Decision-Making 
Procedure Group 
Only 

R 
R 

R 

R 
R 
R 
R 
R 

C 

C 
C 
C 

C 
C 

R 

R 

R 

The researcher taught the classes but did not 
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participate in the administration of the decision-making 

procedure (experimental treatment) and the nutritional 

assessment (control treatment). A third party collected and 

categorized the data into groups for the researcher to 

analyze. The researcher placed the data into categories, 

Al, A2, Bl, B2, and C (summer session) and was unaware of 

which data belonged to the experimental and control group 

during the full-term semesters. The group's designation as 

experimental or control was given to the researcher's 

committee chair by the data collector. After analysis and 

before reporting findings and conclusions, the researcher 

was told which data belonged to the experimental and control 

groups. In this way, the researcher was able to participate 

in the interventions and data analysis without biasing the 

report of results. The goal attainment scaling scores were 

used to determine the effects of the treatment. 

Student grades were not influenced by participation in 

the research. Students who did not want to participate were 

given an option of an assignment of writing a paper about 

their exercise history. The grade for the course was 

determined solely by paper and pencil examinations. 

Setting 

A private southwestern university was the setting for 

this research study. The classrooms where the contact with 

the students occurred had desks, blackboards, podiums, 



screens and overhead projectors. The campus was well 

landscaped and had many sidewalks that could be used for 

walking. The students could walk around the sidewalks for 

thirty minutes without having to cross streets. 
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The number of students enrolled in each of the courses 

was between fifteen and sixty. The course contained content 

about health and it was designed to meet the required 

university curriculum requirement for a health concepts 

course. The course was open to students in all majors and 

did not have a prerequisite. Because nursing majors 

received the university curricular requirement for a health 

concepts course by taking a required nursing course, there 

were few nursing students (10.5%) in the course. 

Population and Sample 

The population was all university students eligible to 

take the course. Any student in the university could take 

the course because there were no prerequisites required. 

The students ~prolled in the course were between the ages of 

17 and 46 years old (82.7% were under 23 years old). There 

were males and females from several races. The Caucasian or 

European-American was in the majority (80.4%) but there were 

African-Americans, Asian-Americans, Hispanics and one Native 

American. There were four international students enrolled 

in the classes. All four classifications (freshmen, 

sophomores, juniors, seniors) of undergraduates were 
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represented in the course. 

Burns and Grove (1993) note that convenience samples 

are inexpensive, accessible and require less time to obtain 

than other samples. Additionally, they provide a way to 

research topics in unexplored areas. Convenience sampling 

is useful for exploratory studies but general~y not for 

confirmatory studies (Burns & Grove, 1993). This research 

study tested the effects of a program designed for exercise 

adherence. Because of the complexity of the program and the 

amount of interaction by the subjects and the researcher, a 

convenience sample allowed in-depth exploration. 

Because of the possibility for unequal distribution of 

characteristics between groups, several covariants were 

analyzed. Each group was randomized by determining the 

class size and then placing an equal number of "Al's" 

("Bl's") and II A2' s" ( 11 B2' s") in a container, mixing them 

and allowing students to select from the container. The 

student order of selecting the group designation from the 
r-::' 

container was determined by the number the student drew out 

of a separate container. For example, if there were forty 

students in the class, each student who entered the room was 

asked to pick a number from the container. If a student 

picked number 25, that student was the 25th person to draw a 

group designation from the container. If there was an odd 
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number of students in the class, an additional Al (Bl) was 

placed in the container. A data collector determined 

whether Al (Bl) or A2 (B2) students were the experimental or 

control group. The data collector kept a log of each 

student's name and group designation. Separate packets were 

designed for the two groups by the researcher to ease the 

burden of the data collector. The data collector 

accumulated data and presented it to the researcher by 

categories (Al, A2, Bl, B2). The students were not told 

whether they were experimental or control and both groups 

were given the same number of activities. The experimental 

group used the decision-making procedure at the same time 

the control group listed the foods that they ate for the 

preceding three days. The exercise of listing food 

consumption was not anticipated to influence exercise goal 

attainment. It was a placebo exercise to keep the two 

groups engaged in a writing procedure at the same time. 

The class size varied between 15 in one of the summer 

sessions and 60 in one of the full-term semester sessions. 

Because a medium to large effect size was anticipated, Cohen 

(1988) recommended between 26 and 64 subjects in each group 

(power= 0.80, 1 = 0.25-0.40). 

In order to determine the influence of length of the 

program on goal attainment, the experimental groups in the 

12-week sessions were compared to groups enrolled in the 
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three-week summer sessions. The summer groups only used the 

decision-making procedure. The 12-week program was 

anticipated to influence exercise goal attainment more than 

the three-week program. A medium to large effect size was 

anticipated. 

Instruments 

The subjects completed six questionnaires in addition 

to completing the goal attainment scales wi_th the levels of 

confidence for meeting the designated goal level. The 

questionnaires included; (a) the demographic data form, (b) 

the Krantz Health Opinion Survey (KHOS), (c) the Health

Promoting Lifestyle Profile (HPLP), (d) the Health Values 

and Beliefs Index (HVBI), (e) exercise importance indicator 

form, and (f) the goal commitment indicator form for the 

semester, for six months and for a year. These instruments 

helped identify characteristics of the participants and were 

treated as covariants in the analysis of treatments (length 

of the program and presence or absence of the decision

making procedure). Additionally, the goal attainment scale 

(GAS) with the level of confidence (self-efficacy) for each 

goal was used to measure progress in two exercise goals (one 

relating to the number of minutes exercising and the other 

to the number of days exercising) selected by the student. 

Demographic Data Form 

The demographic data form found in Appendix~- includes 
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data about age, sex, race, educational status, major in 

college, and current status of health. Because all subjects 

are university students, the educational status is 

registered as the number of college semester hours 

completed. Identifying the subject's major in college 

further defines the participants and provides future 

researchers information needed to replicate the study. 

The person's age, sex and race were included because 

there could have been differences in exercise adherence 

based on age, sex and race and because the data was needed 

to determine limitations to generalizability. The 

demographic information was used to define the sample's . 

characteristics (Burns & Grove, 1993). 

The question regarding the current state of health was 

used in order to determine whether health problems incite, 

deter or have no effect on exercise goal attainment. Not 

all people exercise for health reasons and the perceived 

state of healt"h ', could have had an influence on exercise goal 

attainment. Only nine people considered themselves to be 

unhealthy. 

Health Values and Beliefs Index 

The Health Values and Beliefs Index (HVBI) found in 

Appendix B was developed by the researcher to measure a 

person's propensity to value health and believe that health 
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was important to the individual and society. The original 

34-item 1ikert-type questionnaire was tested on a sample of 

186 undergraduates. Although likert-type questionnaires are 

ordinal, statistically the data collected was analyzed as 

though it was on an interval scale (Nunnally, 1978). The 

HVBI used a five-point response format. 

Reliability. There was internal consistency of 0.745 

when all 34 items were tested. When five of the items which 

were negatively related . to the total score were removed, 

alpha increased to 0.773. According to Nunnally (1978), a 

reliability of 0.70 is acceptable in the early stages of 

research and a reliability of 0.80 is suitable for basic 

research. 

Validity. Content validity was determined by using 

seven content experts. Lynn (1986) suggested that the index 

of content validity (CVI) consist of the entire instrument 

evaluation and individual item evaluation by a group of 

experts. Each item was analyzed using a four-point scale 

for each item where one indicates an irrelevant item and 

four a relevant item. In order to be considered a valid 

item, six of the seven experts were required to rate the 

item as three (needs minor revisions but is relevant) or 

four (relevant with no . revisions needed). The overall 

content validity index was 0.945. Concurrent validity was 

established using the number of short and long term goals 
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the participates developed to maintain or improve health (r 

= 0.212, R = 0.01). Although there were eight factors 

identified, two factors contained all items but four at .35. 

The two factors represent subscales but they were not 

titled. A total score was used to determine the degree of 

value and importance the individual assigned to health. 

Health-Promoting Lifestyle Profile 

The Health-Promoting Lifestyle Profile (HPLP), a 48-

item summated behavior rating scale (treated as interval 

data statistically), measured health-promoting behavior in 

the areas of self-actualization, health responsibility, 

exercise, nutrition, interpersonal support and stress 

management. The instrument found in Appendix C was 

initially developed for use in research within the framework 

of Pender's (1987) Health Promotion Model, but it has been 

used for a variety of other purposes as well (Walker et al., 

1987). 

Reliability. The pilot form of the HPLP was 

administered to 173 graduate and senior undergraduate 

nursing students. A high internal consistency was reported 

with an alpha of 0.919. Stability was demonstrated by a 

coefficient alpha of 0.854 two weeks later when the 

questionnaire was readministered to 92 students. When the 

present 48-item form was administered twice in a two-week 
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interval to a group of 63 adults, the internal consistency 

remained high at an alpha of 0.922 and stability was 0.926. 

The six subscales of the instrument also had high internal 

consistency ratings which range from 0.70 for stress 

management to 0.90 for self-actualization. The internal 

consistency for exercise was 0.809. Pearson~ was 0~93 for 

the total score and the subscale ~'s ranged from 0.81 to 

0.91. (Walker et al, 1987). 

Validity. Content validity was evaluated by four 

faculty members with expertise in health promotion. The 

initial instrument consisted of 107 items. After 

eliminating items that did not have item-total correlations 

of 0.20 or higher, were redundant based on factor analysis, 

or were ambiguous, the 48-item questionnaire was developed 

(Appendix C) (Walker et al., 1987). 

Johnson, Ratner, Bottorff and Hayduk (1993) explored 

Pender's Health Promotion Model using LISREL. Five of the 

six dimensions of the HPLP were used in the basic model ,,., 

(stress management was deleted). There was not a good fit 

between the model and the data (Chi square= 655.7 with 67 

degrees of freedom, 2 < .001). The results of this model 

testing raised questions about the structure of health

promoting behaviors. Although factor analysis in the 

initial instrumentation studies demonstrated six distinct, 

yet related dimensions of health-promoting lifestyle, after 
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the analysis using LISREL, there was a question about 

whether the HPLP reflected a single factor of health

promoting lifestyle. In an attempt to obtain any fit of the 

data to the model, a direct effect from health 

responsibility to exercise was needed (both are subscales). 

From the analysis, it appeared that exercise operated 

differently from the other dimensions. Health 

responsibility was demonstrated to have a large effect on 

exercise. The authors noted that if health responsibility 

was an intervening variable of exercise, it was not 

surprising because factor analysis (performed in the initial 

instrument development to obtain subscales) did not allow 

for identification or modeling of direct effects between 

dimensions. Johnson et al. (1993) suggested that greater 

conceptual clarity was needed in the HPLP because there was 

a combination of states of being (i.e., self-actualization) 

and behaviors (e.g., exercise and nutrition) (Johnson et 

al . , 19 9 3) . 

In this research, the HPLP was used to measure the 

current health-promoting component of lifestyle and was not 

used to explore determinants of health-promoting lifestyle. 

Because current behaviors are the basis for self-efficacy (a 

belief that goals can be attained), the overall score on the 

HPLP was of primary interest. 
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Krantz Health · Opinion Survey 

The Krantz Health Opinion Survey (KHOS) found in 

Appendix D was used to measure the preference for 

information and control over one's health care. There are 

16 binary items with agree or disagree as the responses. 

There are two subscales, information preference and behavior 

control preference. Specific behaviors include asking 

questions and being informed in health care situations. 

Behavior control preference is the degree that the person 

desires to be involved in health decision-making and the 

degree of self-initiated action (Strauss & Sawin, 1988). 

Reliability. The initial 40-item instrument was pilot

tested on 200 undergraduate students. Fourteen items were 

eliminated because the item correlation to the total score 

was less than 0.20. The remaining 26 items were retested 

with a sample of 159 undergraduates. Factor analysis was 

done and two subscales were identified. The KR 20 test was 

0.77 (Frank-Stromberg, 1992). Strauss and Sawin (1988) 

confirmed the reliability using 113 surgical patients. The 

KR 20 test had a coefficient of 0.75. The test-retest 

reliability was 0.80. 

Validity. Discriminant validity was established by 

administering the KHOS with the Crowne-Marlowe Social 

Desirability Scale (r = -0.03) and the Health Locus of 

Control Scale (K = 0.31) to a sample of 200 undergraduates 
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A second sample of 38 students took the KHOS along with the 

Minnesota Multiphasic Personality Inventory Hypochondriac 

Scale (K = -0.13). A third sample of 87 students received 

the KHOS and the Ullman Repression-Sensitization Scale (~ = 

-0.19) and a fourth sample of 80 students received the KHOS 

twice during a 7-week interval to determine test-retest 

reliability (0.59) (Krantz, Baum & Wideman, 1980). The 

test-retest interval was longer than the recommended 2-week 

interval (Strauss & Sawin, 1988). 

Construct validity was assessed by Strauss and Sawin 

(1988) using 113 surgical patients. Using principle 

component factor analysis, the study generally supported the 

two-factor structure proposed by Krantz. Five items 

differed from the initial study. Items two and 14 only 

weakly loaded on the behavior factor and item 14 loaded 

weakly on the information factor. Item three on the 

information subscale loaded more strongly on the behavior 

control subscale and item eight, a behavior item loaded more 
-~'. 

strongly on the information subscale. Item 16 loaded almost 

equally on both subscales. A confirmatory factor analysis 

using LISREL indicated a weak loading and high error for 

items two and 14. After exploring model fitting with the 

data, item 16 was also_ eliminated. The resultant model-data 

fit using chi-square test was 33.76 with 35 degrees of 

freedom with a goodness of fit index of 0.96 (Strauss & 
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Sawin, 1988) . 

Goal Attainment Scaling 

Goal attainment scaling (GAS) found in the Goal 

Attainment Scale Guide and Goal Attainment Forms in Appendix 

E was originally developed by Kiresuk and Sherman (1968) in 

order to strengthen data used to account for the treatment 

effects in mental health therapy. The psychometric 

normative model was not adequate to address the individual 

progress to therapy. A method to evaluate outcomes was 

being required, but none of the available measures were 

adequate. Goal attainment scaling was developed to measure 

the outcomes across individuals while remaining sensitive to 

each individual's particular needs. The outcome standard 

became the extent to which individual goals were realized. 

In order to standardize, goal attainment levels were 

transformed into T-scores (Heavlin, Lee-Morrow & Lewis, 

1982). 

The individual's goals can be assigned, participatively 

determined or self-set. There is no limit to the number of 

the goals that can be selected for measurement. However, in 

this study, each student had two goals relating to the 

number of minutes the person exercises per day and the days 

per week the person exercises. 

After the goals were identified, the attainment levels 

were determined. The attainment levels ranged from the most 
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favorable outcome to the least favorable outcome anticipated 

by the goal-setters. The levels were scored on a likert

type scale from +2 to -2. The expected behavior level was 

generally assigned a score of zero which was the midpoint of 

the scale. 

After the goals and levels were determined, the 

individual prioritized the goals assigning weights to them. 

The most important goal was assigned the highest weight. 

The numeric value of the weight was arbitrary. In this 

study the proportion of 100 was used for the goals. Both 

goals were equally important and each was assigned a weight 

of 50. The goals were converted into T-scores which were 

derived by: 

Goal attainment Score= 50 + 

where w = weight (proportion of 100) and x = goal level 

(+2 to -2) (Kiresuk & Sherman, 1968). 

Reliability,. Because the scale is based on each 

individual's expected levels of performance (criterion), 

reliability has been difficult to establish. In fact, a 

certain action or behavior may be assigned different scores 

by different researchers. For example a person who 

currently exercises 20 minutes a day may be expected to 

increase the performance to 60 minutes (the most favorable 

outcome) over a 24-week period by one researcher and 
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expected to increase performance to 45 minutes by another 

researcher. If the person exercises 45 minutes a day at the 

end of the 24-week period, he or she might receive a +1 by 

the first researcher and +2 by the second researcher. 

However, it is expected that the researcher biases are 

equally distributed between the groups (Heavl~n et al., 

1982). 

When comparing _the individual's progress, the 

assignment of levels is not as critical as it is between 

individuals. Individual goals can be modified and adjusted 

as the more recent behavior is assessed. When assigning 

levels to goals for comparisons to other individuals (as in 

this study), a degree of consistency must be built into the 

instrument while maintaining the flexibility that the 

criterion-based instrument offers. Thus, the goals were 

standardized by the researcher in this study. There were 

two standards for each goal. Those who originally exercised 

four or more days used one standard and those who exercised 
1"·: 

less than four days a week used another standard. Likewise, 

those who originally exercised 30 or more minutes a day used 

one standard and those who exercised less than 30 minutes a 

day used another standard. 

Validity. Goal attainment scaling scores have low to 

moderate correlations to normative outcome measures. 

Therefore, concurrent validity is not supported. :· ~ecause 
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the goals and the levels are individualized, the goal

attainment scales are viewed as measuring different aspects 

of performance than the normative measures. There have not 

been any studies where the particular goals are highly 

correlated to normative measures. Refer to Chapter 2, Goal 

Attainment Scaling, for summaries of studies where GAS was 

used. 

Proponents of the GAS argue that construct validity of 

the GAS is evaluated through content validity assessments. 

In other words, two people familiar with the individual and · 

the individual's potential to meet certain goals agree that 

the goals indeed measure the behaviors that they intend.to 

measure. 

In this study, the students formulated goals and then 

determined what levels on the standardized goal attainment 

scales the goals approximated. The goal attainment score 

was derived from the standardized goals. The behaviors were 

limited in this study. The exercise was being done for a 

specified number of minutes per day for a specified number 

of days per week. 

Self-Efficacy (Level of Confidence) 

Self-efficacy (level of confidence) predicts goal 

choice, goal commitment, performance and response to 

feedback. Locke and Latham (1990) recommend measuring both 

the magnitude (the total number of yes responses to the 
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yes/no option of degree of assurance in meeting the goal) 

and the strength .of self-efficacy (the sum of the 

certainty ratings which are measured 1-10 for each goal 

level). The magnitude and strength of confidence 

assigned to each level are found in column three of the 

Goal Attainment Scale Form in Appendix E. 

Reliability. The mean weighted~ between self-efficacy 

and the level of the goal chosen was 0.46 in a review of all 

the studies reporting relationships between . self-efficacy 

and performance in sports or physical activities (Feltz, 

1988). Locke and Latham (1990) recommended determining the 

magnitude (yes/no) and strength of confidence ratings 

because both seem to contribute to prediction of behavior 

outcome (Locke & Latham, 1990). 

Validity. The construct validity was based on the 

number of studies used in the analysis of the relationship 

between self-efficacy and performance. Locke and Latham 

(1990) used thirteen studies with a total N of 2,285 to 

derive a weighted mean~ of 0.39, a small to moderate 

correlation. 

Importance of Physical Exercise and Goal Commitment Scaling 

A one question, nine-point likert-type scale was used 

by Laffrey and Isenberg (1983) to determine the importance 

of exercise in the subjects' lives at the time of the 

research study. Reliability and validity of the orie item 
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questionnaire were not reported. Because rating scores of 

1-10 were familiar to the students in this study (used in 

the levels of confidence for specific goals), a scale of 1-

10 was used instead of a 9-point likert-type scale to 

measure the importance of exercise at the point the 

questionnaire was taken. A similar 1-10 scale was used to 

measure the degree of perceived commitment to the exercise 

goals for the semester, for six months and for a year. The 

scales provided a reference point on an individual basis for 

the degree of perceived importance and commitment and actual 

goal attainment. The form is found in Appendix F. 

Data Collection 

The research study was conducted over a 24-week period 

that coincided with a 15-week semester during the spring and 

fall and two three-week summer sessions. The study was 

preceded by an application review by the Texas Woman's 

University Human Subjects Review Committee and by the Texas 

Christian University Committee on Safeguards in Human 

Research. A pilot study to test instruments preceded the 

research study. 

Description of Program 

In order to replicate the program, descriptions of the 

activities are presented. There are two programs, one for 

the 12-week session and one for the three-week session. 

Additionally, there are two treatment procedures, the 
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decision-making procedure and the nutritional assessment 

procedure. The 12-week experimental group received the 

decision-making procedure and the 12-week control group 

received the nutritional assessment procedure. All students 

participating in the three-week programs received the 

decision-making procedure. The students in the 12-week 

experimental group were compared to the students in the 

three-week group in order to determine the effects of 

program length on goal attainment. 

Full-term sessions (Table 4). On the first day of the 

study, the consent form (Appendix G) was given to all 

participants (students). An alternative assignment was. 

offered, but all students in the classes elected to 

participate. 

The following pencil and paper questionnaires were 

given to all students at the beginning of study; (a) the 

demographic data form, (b) the Krantz Health Opinion Survey 

(KHOS), (c) the Health-Promoting Lifestyle Profile (HPLP), 

(d) the Health Values and Beliefs Index (HVBI), and (e) the 

goal commitment scaling form which also included the scaling 

form for importance of exercise. All groups of students 

wrote down two specific and measurable goals relating to the 

number per day and the number of days per week to exercise 

after learning that the individual goals were formulated to 

assist the nation in meeting the goals presented in Healthy 



Table 4 

Activities for Full-Term Sessions 

Week 

Week 
1 

Week 
2 

Week 
3-5 

Week 
6 

Experimental Group 

Consent form signed 
Complete questionnaires: 

Demographic Data Form 
Health Values & 

Beliefs Index 
Krantz Health Opinion 

Survey 
Health-Promoting 
Health Lifestyles 
Profile 

Importance of Exercise 
Scale 

Goal Commitment Scale 
Goal Attainment Scale 

Form 
Told there are two 

groups participating 
Encouraged to exercise 

with buddy 

Decision-making 
procedure 

Modeling-interview with 
a student who 
exercises 

Incentive activity 

Incentive activity 

Incentive activity 
Discuss self-regulation 

skills 
Identify a buddy outside 

of class 

Control Group 

Consent form signed 
Complete questionnaires: 

Demographic Data Form 
Health Values & 

Beliefs Index 
Krantz Health Opinion 

Survey 
Health-Promoting 

Health Lifestyles 
Profile 

Importance of Exercise 
Scale 

Goal Commitment Scale 
Goal Attainment Scale 

Form 
Told there are two 

groups participating 
Encouraged to exercise 

with buddy 

Identify foods eaten 
over last three days 

Modeling-interview with 
a student who 
exercises 

Incentive activity 

Incentive activity 

Incentive activity 
Discuss self-regulation 

skills 
Identify a buddy outside 

of class 

87 



Table 4 {continued) 

Week 

Week 
7-10 

Week 
11 

Week 
12 

Week 
24 

Experimental Group 

Incentive activity 

Incentive activity 
Decision-making 

procedure revisited 

Discuss ways to continue 
exercise when group 
disbands 

Turn in one copy of 
goals and the level of 
attainment for the 
first 12 weeks to the 
data collector along 
with home address 

Sign contract to adhere 
to exercise plan until 
week 24 

Mail back goal 
attainment scale form 

Control Group 

Incentive activity 

Incentive activity 
Identify foods eaten 

over last three days 

Discuss ways to continue 
exercise when group 
disbands 

Turn in one copy of 
goals and the level of 
attainment for the 
first 12 weeks to the 
data collector along 
with home address 

Sign contract to adhere 
to exercise plan until 
week 24 

Mail back goal 
attainment scale form 

People 2000 (U.S. Public Health Service, 1991). 
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The participants wrote their exercise goals in the 

space provided on the Goal Attainment Scale Form. They then 

identified the ievel of the goal that they currently met. 

They circled the numerical value of the level. They then 

assigned a score to the level of confidence of the goal that 

approximated the written goal. This level of confidence 

applied to attainment of the desired goal level at 24 weeks. 

The groups were told that there were other groups 

participating in the study. All students were encouraged to 

exercise with a buddy. All activities except the requested 
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individual sessions occurred during the usual class time for 

the students. The data collector classified the groups as 

experimental and control and did not give this information 

to the researcher until the conclusion of the study. 

During week two the students interviewed a student who 

currently exercised 30 minutes or more for four or more days 

a week. The experimental group in the 12-week program and 

all students in the three-week program completed the 

decision-making procedure (Appendix H). The control group 

in the 12-week program listed all foods that were consumed 

over a three-day period (Appendix I). The groups in the 12-

week sessions repeated their respective procedures during 

week 11. The researcher did not participate in the 

treatment activities during the 12-week sessions and was not 

aware of which group performed the specified activity. 

As an incentive, students placed a symbol (*) on the 

class roll for each class period to indicate he or she 

continued to exercise. Each class period the researcher 

encouraged students to continue their exercise efforts. 

During week six, self-regulation skills were discussed. 

Each person was asked to identify a buddy outside of the 

class who would work with her or him on exercise adherence. 

All exercise concerns were addressed. 

During week 12 both groups discussed ways to.continue 

exercising when the groups disband. Additionally/ both 
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groups signed a contract (Appendix J) with the researcher to 

continue exercising from week 12 until week 24. 

At the end of the twenty-third week, a mail-out letter 

was sent out along with a copy of each student's goal 

attainment scale form. The students were requested to 

indicate their goal levels at that time and return them to 

the researcher. The information was analyzed after it was 

obtained from the students and categorized. 

Short-term summer session (Table 5). During the short

term sessions specific data were collected from all subjects 

on the first day of contact, during week 12 and week 24. 

Two mail-out letters with the goal attainment scale forms 

were sent to the subjects during the twelfth week and the 

twenty-third week. The decision-making procedure was 

completed during the second week. 

Human Subjects Review 

Risks to students. Applications were reviewed by the 

Texas Woman's University and Texas Christian University 

Human Subjects Review Committees (Appendix K) before the 

pilot or the research study began. These Committees 

determined that there were minimal risks to the 

participants. Participation in the research study was 

voluntary. Peer support was encouraged but no student was 



Table 5 

Activities for Summer Sessions 

Week 

Week 1 

Week 2 

Week 3 

Week 12 

Week 24 

Activities 

Consent form signed 
Complete questionnaires: 

Demographic Data Form 
Health Values & Beliefs Index 
Krantz Health Opinion Survey 
Health-Promoting Health Lifestyles 

Profile 
Importance of Exercise Scale 
Goal Commitment Scale 
Goal Attainment Scale Forms 

Told there are two groups participating 
Encouraged to exercise with buddy 

Decision-making procedure 
Modeling-interview with a student who 

exercises 
Incentive activity 
Discuss self-regulation skills 
Identify a buddy outside of class 

Incentive chart 
Sign contract to adhere to exercise plan 

until week 24 

Mail back goal attainment scale form 

Mail back goal attainment scale form 
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forced to reveal goals or progress toward goal attainment. 

The choice of goals was derived from the exercise guidelines 

of the American College of Sports Medicine and the Centers 

for Disease Control and Prevention. Thirty minutes or more 

of moderate physical activity done at one time or 

intermittently at least four days a week was the recommended 

goal. However, participants who were not exercising at the 

beginning of the study could select lesser goals if they did 
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not feel they could reach thirty minutes per day, four days 

a week in 24 weeks. 

Steps to protect the subject. The research data and 

questionnaires were kept by the researcher in the home. The 

participants were given an identification number and the 

list of names with the numbers was kept by the data 

collector until the end of the study. At the conclusion of 

the research when all data had been collected and all 

questionnaires had been matched by number, the list of names 

was destroyed. 

Method for obtaining consent. Written consent was 

obtained prior to participation in the study. As required, 

permission forms were sent to the Office of Research and 

Sponsored projects at Texas Christians University for 

safekeeping. The students were given the opportunity to 

refuse to participate. In lieu of participation in the 

research study students were told they could write a paper 

about their exercise history. All students participated in 

the study. 

Method of debriefing. When the follow-up mail-out was 

sent to the students, they were told that the study was 

ended. They were thanked for participating and were given 

the opportunity to request a copy of the results and 

conclusions of the study. Ten students made such a request. 

The researcher's home phone number was available to the 
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Pilot Study 
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A pilot study was conducted prior to the research 

study. The consent form, all questionnaires, the goal 

attainment scale forms with levels of confidence and the 

decision-making procedure was completed by 10 students. The 

students used the contract form and agreed to exe~cise for 

two weeks. At the end of two weeks the variance in the goal 

attainment scores (beginning and at two weeks} was . compared. 

The forms were easily understood by the pilot group and no 

adjustments were made. A paired t-test (t = .46, £ = .658) 

us~d to analyze the beginning goal attainment scaling score 

and the score at. 2 weeks showed that there was no 

significant difference in the goal attainment scaling 

scores. 

Treatment of Data 

The data were recorded separately for each of the three 

groups; (a) the , 12-week experimental (decision-making 
e' 

procedure) group, (b) the 12-week control (nutritional 

assessment procedure) group; and, (c) the three-week group 

using the decision-making procedure. The frequencies were 

calculated for all data on the demographic data form. The 

t-test (for the parametric data) and the Mann-Whitney U test 

(for nonparametric data) were used to determine whether 

there were any significant differences in the COTI\Parison 
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groups. Table 6 shows hypotheses 1, 2, 3, 4, 5, and 9, the 

instruments and the statistical analyses. Table 7 shows 

hypotheses 6, 7 and 8 with the program treatments and 

statistical analyses. 

When analyzing the treatment effects of the procedures 

(decision-making and nutritional assessment) and the length 

of program (12-week and three-week) on exercise goal 

attainment, health values and beliefs (HVBI), health

promoting lifestyle behaviors (HPLP), desire for health 

information and control of health behaviors (KHOS), 

importance of exercise and goal commitment were treated as 

covariants (ANOVA and ANCOVA). 

Analysis of variance allows the researcher to determine 

the variances between groups that may be attributed to 

research treatments. Analysis of covariance (ANCOVA) gives 

a more powerful analysis of the independent-dependent 

variable relationship by minimizing error variance. ANCOVA 

is frequently used to adjust for differences among groups 

when the groups are not randomly assigned (Tabachnick and 

Fidell, 198 9) . 

A Pearson product-moment correlation coefficient (~) 

was used to correlate exercise goal attainment at 12 and 24 

weeks with: (a) the importance of exercise; (b) goal 

commitment for a semester, six months and a year; (c) health 

values and beliefs; (d) health-promoting lifestyle 
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Table 6 

Hypotheses, Instruments, and Statistical Analysis 

Hypotheses/Variables (DV• Importance GAS Score 

Dependent Variable, IV• HVBI HPLP JCHOS of & Levels Stat 

Independent Variable) exercise of Test 

Confidence 

l. Goal attainment (DV) increases as GAS Score Pearson 

the levels of confidence (self- ! 

efficacy) (IV) increases. Levels of 

Confidence 

2. Goal attainment (DV) is Total GAS Score Pearson 

positively related to the number of Score ! 

heal th-promoting behaviors already 

exhibited by the student (IV). 

3. Goal att.ainment (DV) increases as Total GAS Score Pearson 

the desire for health information and Score ! 

control over heal th behaviors (IV) 

increases. 

4. Goal attainment (DV) increases as Total GAS Score Pearson 

health values and beliefs (IV) Score ! 

increases. 

5. The perceived importance of Total Total Total Total GAS Score MUltiple 

exercise (IV) accounts for the most Score Score Score score R• 

variance in exercise goal attainment Levels of 

(DV) when goal setting authority Confidence 

!IV), self-efficacy (IV), current 
r 

heal th-promoting 1 ifestyle behaviors 

(IV) and health values and beliefs 

(IV) are considered. 

9 . More than 50\ of the students GAS Score Pre-

participat.ing in the goal oriented quency 

exercise program (IV) will adhere to 

the exercise goals (DV) for the first 

six months. 



Table 7 

Hypotheses, Measurements, Treatments and Statistical 

Analysis 

Hypotheses/Variables (DV•Dependent Length of Decision- Knowledge Goal GAS score 

Variable, IV-Independent Variable) Program Making of Conmitment 

Procedure Exercise 

6 . Goal attainment (DV) increases as Total 

the degree of goal cOll'lnitment (IV) Score 

increases. 

7 . Students who attend a 12 week 12 Week & 

full-term semester exercise program 3 Week 

CIV) will have a higher degree of Programs 

goal attainment than students who 

attend a 3 week summer class (IV). 

8. Goal attainment (DV) is greater Presence 

for students using the decision- of the 

making procedure (IV) thar: for Procedure 

students who do not use the 

procedure . 
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Stat 

Test 

Pearson 

! 

ANOVA 

ANCOVA 

ANOVA 

ANCOVA 

behaviors; (e) desire for health information and control of 

health behaviors; and, (f) the levels of confidence relating 

to the number of minutes/day and the number of days/week of 

exercise. 

Bivariate correlations of variables with quantitative 

properties can be determined by using the Pearson product-

moment correlation coefficient. Both the direction and the 

strength of the relationship can be determined (Porter & 

Hamm, 1986) . 

Multiple regression was used to assess the predictive 

relationship between the dependent variable (goal 
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attainment) and several independent variables {health values 

and ' beliefs, current health behaviors, desire for health 

information and control of health behaviors, levels of 

confidence or self-efficacy, and perceived importance of 

exercise}. 

Assumptions of regression analysis are; (a) the 

residuals are normally distributed about the predicted 

dependent variable scores (normality), (b) the residuals 

have a linear relationship with the predicted dependent 

variable scores (linearity), and (c) the variance of the 

residuals about the predicted dependent variable scores is 

the same for all predicted scores {homoscedasticity). 

Additionally, the regression analysis works best when the 

variables are not highly correlated (0.90 or above) or 

perfectly correlated. Redundant variables reduce degrees of 

freedom for error and actually weaken analysis. Tabachnick 

and Fidell (1989} recommend careful consideration before 

including any two variables with a bivariate correlation of 

0.70 or higher. Stepwise multiple regression was used to 

determine the entry of the variables into the regression 

equation and to determine the incremental contribution of 

each variable (Tabachnick and Fidell, 1989). 

Frequency was used to determine the percentage of 

participants who completed the 24-week program. There is an 

average of 50% adherence to exercise goals at six months 



with most people dropping out before 12 weeks (Pollock, 

1988). 

Application of King's Theory of Goal Attainment 
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The researcher, a nurse, used the classes to assess the 

students' current level of exercise, provide information 

about the benefits of exercise, and assist students within 

the group setting and individually one-on-one when requested 

to meet exercise goals. The students met the requirement of 

being rational, goal-oriented people with a need for health 

information and assistance with healthy behaviors. The 

students and the nurse were reciprocally benefitted by the 

interactions. The researcher nurse, through communication, 

learned about the students' exercise needs, and provided the 

student with information and assistance to meet the needs. 

Summary 

This quasi-experimental time-series research study 

conducted over 24 weeks on a convenience sample of 

university students examined the influences of sample 

characteristics, treatments (decision-making procedure and 

length of the program) on exercise goal attainment. The 

specific goal-oriented exercise program developed to test 

the hypotheses included methods suggested in the exercise 

adherence literature. The following factors were built into 

the program but were not measured; (a) modeling, {b) 

incentives, (c) contracting, {d) feedback, {e) information 
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about self-regulation toward goals, and (f) encouragement to 

exercise with a buddy. 

ANOVA was used to determine the influence of the 

decision-making procedure and the length of the program on 

exercise goal attainment. ANCOVA and Pearson product-moment 

correlation were used to determine the correlation between 

exercise goal attainment and health values and beliefs 

(HVBI), health-promoting lifestyle behaviors (HPLP), desire 

for health information and control of health behaviors 

(KHOS), levels of confidence in meeting goals related to the 

number of minutes/day and the number of days/week of 

ex~rcise (self-efficacy), importance of exercise, and goal 
. 

commitment. Frequency determination was used to find out 

the number of participants who completed the 24-week 

program. Multiple regression analysis determined the 

statistical contribution of the independent variables (the 

perceived importance of exercise, desire for health 

information and, control of health behaviors, self-efficacy, 

health-promoting lifestyle behaviors, and health values and 

beliefs) to the dependent variable (exercise goal 

attainment). 

King's (1981) theory of goal attainment was used as a 

framework to assess the nurse-client interactions and 

transactions in relationship to exercise goal attainment. 

The administration of the exercise program by a nurse 



researcher in a course offered in a university setting to 

students seeking health information was evaluated by the 

criteria of this nursing theory. 
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CHAPTER IV 

ANALYSIS OF THE DATA 

A quasi-experimental time-series study was conducted to 

determine the effectiveness of an educational program with 

two treatment factors (length of program and presence of a 

decision-making process) on exercise goal attainment of 

college students at 12 and 24 weeks. The program design for 

both the experimental and control groups included goal 

formulation, modeling, feedback, incentive activities, 

competition, and information about self-regulation toward 

meeting the goals. Goal attainment levels were determined 

at 12 and 24 weeks for the two programs that were three and 

12 weeks in length. A decision-making process was utilized 

on all experimental group participants in the three-week 

course and in half of the participants in the 12-week 

programs. A nutritional assessment activity was substituted 

for the decision-making process in the control group. 

King's tneory of goal attainment provided the 

theoretical framework for this study. The researcher 

assisted the participants in exercise goal formulation and 

attainment. Although communication occurred individually 

when the participant requested it, most of the interactions 

were group-oriented. This format expanded the parameters 

of King's theory because exterior boundary criteria for the 

101 
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theory included "interactions in a two-person group" (King, 

1981, p. 150). 

Descriptive characteristics of the participants are 

presented. The .results of hypotheses testing are reported 

and the findings are summarized. 

Description of the Sample 

One hundred thirty-three college students began 

participating in the study. One hundred and twenty 

completed 12 weeks of the study and 100 completed the entire 

24 weeks. Seventy-seven of the 91 (84.6%) participants in 

the 12-week sessions completed the entire 24-week study but 

only 23 of the 42 (54.8%) participants in the three-week 

session completed the 24-week study (Table 8). 

Table 8 

Participants in the Treatment Groups Originally and at 12 

and 24 Weeks 

Group Originally 12 Weeks 24 Weeks Drop-Out% 

Experimental 
(12-Week Session) 46 44 37 19.6% 

Control 
(12 Week Session) 45 44 40 11.2% 

Three-Week Session 42 32 23 45.2% 
Totals 133 120 100 
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The demographic data included age, sex, race, number of 

college hours acquired, college major, and whether or not 

the participant considered herself or himself healthy (Table 

9). One hundred twenty-three (92.5%) of the participants 

were between 17 and 25 years old. One hundred and seven 

(80.4%) were Caucasian. There were more females (n = 72) 

than males (n = 61). Only nine (6.8%) of the students 

~lassified themselves as unhealthy. There was no 

significant difference between the exercise goal attainment 

of the students who perceived themselves healthy and those 

who did not (Table 10). Forty-three (32.3%) of the students 

were enrolled in the College of Arts and Science, the 

largest college at the university. The course was assigned 

to the College of Nursing but only fourteen (10.5%} of the 

participants were nursing students because this was an 

elective course for nursing students. 

The Mann-Whitney U test (the nonparametric test 

analogous to the t-test) was used to compare race, sex, 

college majors, and the perceived health status of the 

participants among the groups (experimental 12-week program 

and control 12-week program; experimental 12-week program 

and experimental three-week program). To protect against a 

Type I error, the Bonferroni correction was used (Munro & 

Page, 1993). The level of significance (£ = .05) was 
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Table 9 

Demographic Characteristics of Participants 

Variable Frequency Percent 

Age Group 
17-19 39 29.3% 
20-22 71 53.4% 
23-25 13 9.8% 
26-28 4 3.0% 

29-37 2 1.5% 
38-46 i 3.0% 

Totals 133 100.0% 

Sex 
Male 61 45.9% 
Female 72 54.1% 

Totals 133 100.0% 

Race 
Caucasian 107 80.4% 
African-American 3 2.3% 
Hispanic 11 8.3% 
Indian (Native American) 1 89,,-• 0 

Asian-American 7 5.2% 
Other i 3.0% 

Totals 133 100.0% 

College Hours Taken 
0-30 25 18.8% 

31-60 29 21.8% 
61-90 30 22.6% 
91-120 37 27.8% 

121-150 10 7.5% 
151-180 _2 1.5% 

Totals 133 100.0% 

Healthy: 
Yes 124 93.2% 
No _9 6. 8% 

Totals 133 100.0% 



Table 9 {Continued) 

College Major 
Nursing 
Arts and Sciences 
Business 
Communications/Radio 

TV and Film 
Education 
Social Work 
Fashion/Interior Design 
Nutrition 
Criminal Justice 
General Studies 
Other 

Table 10 

Totals 

14 
43 
16 

10 
10 

7 
8 
7 
5 
4 

2 
133 
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10.5% 
32.3% 
12.0% 

7.5% 
7.5% 
5. 3% 
6.0% 
5. 3% 
3.8% 
3.0% 
6.8% 

100.0% 

T-tests of Exercise Goal Attainment Scaling Scores (GAS) By 

Classification of Student as Healthy or Unhealthy 

Classification (n) Means t-test Probability 

Original 
Healthy (124) 42.45 
Unhealthy ( 9) 40.36 .58 .576 

12-Week 
Healthy ( 111) 48.21 
Unhealthy ( 9) 46.56 .46 .658 

24-Week 
Healthy {92) 48.52 
Unhealthy ( 8) 46.13 .58 .577 

divided by the number of comparisons made (2). Therefore, a 

probability value of .025 was needed before the comparison 
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was considered significant. There was a signiticant 

difference bee.ween the 12-week experimental and control 

groups on college major (Table 11}. However, the college 

majors were treated as nominal data (e.g., tt:Jrsing = l, 

tashion = ?t and the impact of unequal distribution of 

college majors i n the individual classes was not determined. 

Tabl e l l 

Q1ff@rences Between College Majors RetwP.ep t he. j?.-Week 

Experi mental and Control Groyps 

Corrected for Ties 

Variabl e ( n ) I] w z 2-tailed . 

Coll~ge f!lajor 
Experimental ( 4 6) 
Control {45) 721.0 2 384. 0 -2.4989 .0125 

A t-test analysis was done to determine whe t her there 

were any significant differences with lhe demographic data 

relating to age and college hours taken between the 

experi mental and cont rol gr oups {decision-maki ng procedure 

ve rsus nutri t ional assessment procedure) ir. the 12-week 

programs and k>etween groups using the decision-making 

procedure in the 12- and three-week programs. Ther~ were 

significant differe ncet. (e = .OS) between the decision

making group in cht:: 12- a nd t hre e .. week programs on age and 

p 
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number o f col l cge hours taken (Table 12} . The three-"'·eek 

group wa.:::i older and had taken more college hourc . Becau::ie 

ne i ther age nor college hours acquired were signi f icantly 

correl ated t o cxcrc.iGe goa l .ntt.nio:r.ent originally, at 12 

""'eeks or a t 2.; ""'eeks {Tabl! 1 3} , the group differences d i d 

not appear t o affect t he research outcomes. 

Table l 2 

Di fferences Between the 12- and Three-week Decision-Making 

Cr2uotl in Mt nnd C0 l 1 ege Houro y:,kon 

Variable {n) Mean Standar d c -value TWO- tail 
Deviat i on Probability 

!l!ll! 
12 -wcek ( 4 6 ) 20 , 7 yrG 3 . 35 
Three-week (4 2) 23.1 yro 5.82 -2. 32 .024 

Co ! l !:a9t Hours 
12 -Wcek ( 4 6) 65 . S hr::. 39. 34 
Three-week (4 2 ) 88 . 4 hrs 36 .. ,., - 2 . 83 . 006 

The exerci se goals consisted o( cwo components , number 

of minuccG per day of exercioe and number of days per week 

o! exercise . Tkc gcill attainment sc~l e created a score that 

wa.s a combinat i on of t he two component s . ·rherefore , 

i f J p.:U·t ic ipant exercised 60 minut es for t wo daya a week . 

h<: or she would receive the same ocore ao a percon who 

exercised 30 mi nut es for four days a week . A goal 



108 

Table 13 

Correlations Between Exercise Goal Attainment Originally, at 

12- and 24-Weeks and Age and College Hours 

Exercise Goal Originally 12-Weeks 24-Weeks 
Attainment (n = 133) (n = 120) (n = 100) 

Age .0445 -.0385 -.0290 

College Hours .0293 .0028 -.0514 

*12 = .05 **]2 = .01 

attainment score of 50 represented exercise for 30 minutes a 

day, four days a week for a person who originally exercised 

less than or equal to that amount. The general standard to 

be met was thirty minutes a day, four days a week with a 

goal attainment score of 50. If a participant was currently 

not exercising, a lower standard could be set. There were 

22 (16.5%) participants who set exercise goals below a score 

of 50. The minutes per day, days per week, and goal 

attainment scores of all the participants in the groups are 

found in Table 14. 

Reliability of the Instruments 

Health Values and Beliefs Index 

The internal consistency was demonstrated by a 

Cronbach's alpha correlation coefficient of .8023. for the 
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Table 14 

Original, 12- and 24-~eek Minutes Per Day, Days Per Week and 

Goal Attainment Scores 

Variable Range Mean Median SD %=or>(desired) 

MinutesLDay 
Original(n = 133) 8-61 33.4 30.0 17.0 66.2% (30mins) 
12-Week (n = 120) 8-61 38.3 38.0 14.5 84.2% (30mins) 
24-Week (n = 100) 8-61 38.0 38.0 15.7 76.0% (30mins) 

DaysLWeek 
Original(n = 133) 0-7 3.0 3.0 1.8 41.4% (4days) 
12-Week (n = 120) 1-7 3.6 3.5 1.5 57.5% {4days) 
24-Week (n = 100) 1-7 3.6 3.5 1.7 58.0% (4days) 

Goal Attainment 
Score 
Original(n = 133) 25-75 42.3 43.8 12.1 38.3% (50GAS) 
12-Week (n = 120) 25-75 48.1 50.0 11.9 62.5% (50GAS) 
24-Week (n = 100) 25-75 48.4 50.0 13.6 56.0% (50GAS) 

Health Values and Beliefs Index with the research sample. 

In the developmental stages of the instrument, the internal 

consistency for 186 college students was .7730. 

Health-Promoting Lifestyle Profile 

The internal consistency of the Health-Promoting 

Lifestyle Profile for the research participants was 

demonstrated by a Cronbach's alpha correlation coefficient 

of .9058. In the initial study of the 48-item instrument, 

the alpha was .9222 (Walker et al., 1987). 
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Krantz Health Opinion Survey 

The KR 20 test for the dichotomous Krantz Health 

Opinion Survey (KHOS) was .7194 for the research sample. In 

other testing situations, the KHOS had a coefficient of 

between .75 and .77 (Krantz et al., 1980). 

Levels of Confidence (Self~Efficacy) 

In a meta-analysis Feltz (1988) found that the degree of 

correlation(~) between the attainment of chosen physical 

activity goals and the level of confidence of meeting the 

goal (self-efficacy) was .46. For this study the degree of · 

goal attainment change was calculated by subtracting the 

desired goal from the actual attained goal at 24 weeks .. The 

correlation between the level of confidence (self-efficacy) 

for the number of minutes exercising per day and exercise 

goal attainment change at 24 weeks was only .0007 (£ > .OS) 

and the correlation between the level of confidence for the 

number of days exercising per week and exercise goal 

attainment change at 24 weeks was .0886 (£ > .05). The 
·r_~ 

correlations between the actual exercise level of attainment 

at 24 weeks and the level of confidence relating to the 

number of minutes per day exercising was .1167 (£ > .05) and 

the number of days per week exercising was .2926 (£ = .01). 

The term "self-efficacy" will be used in the analysis of 

data for "confidence level" to avoid confusion between the 

goal-related term and the statistical term related to 



probability (Table 15). 

Table 15 

Correlations Between Self-Efficacy for Goal Attainment 

Levels at 24 Weeks 

Variable 
(n = 100) 

Change in Exercise 
Goal Attainment 

Actual Exercise 
Goal Attainment 

Self-Efficacy 
Minutes/Day 

.0007 

.1164 

*Q = .05 **Q = .01 

Findings 

Self-efficacy 
Days/Week 

.0886 

.2926** 
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There are three levels of exercise goal attainment that 

are considered in this study. The first exercise goal 

attainment level represents the exercise behaviors that the 

participant exhibited at the start of the research study . 
• ,=.· : 

The second level reflects the exercise behaviors at 12 weeks 

of the study and the third level portrays the exercise 

behaviors at 24 weeks. Exercise goal attainment was 

measured by the goal attainment scale. 

Hypothesis 1 

Exercise goal attainment was anticipated to increase as 

self-efficacy increased. Self-efficacy was measured by a 1-
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10 scale and consisted of two components; (a) self-efficacy 

for minutes/day, and (b) self-efficacy for days/week. The 

only significant positive correlation (r = .2926, R = .01) 

between exercise goal attainment and self-efficacy was for 

the self-efficacy of the days/week at 24 weeks (Table 15). 

Hypothesis 1 was rejected. 

Hypothesis 2 

Exercise goal attainment was expected to be positively 

related to the number of health-promoting lifestyle 

behaviors that the person already exhibited. Health

promoting lifestyle behaviors were measured by the total 

score on the Health-~romoting Lifestyle Profile. The 

original exercise behaviors were significantly (~ = .2851, 

g =.01) related to the health-promoting lifestyle behaviors 

but the 12 and 24 weeks exercise behaviors were not 

significantly correlated (Table 16). The hypothesis was 

rejected. 

Hypothesis 3 

Goal attainment was presumed to increase as the desire 

for health information and control over health behaviors 

increased. Desire for health information and control over 

health behaviors were measured by the total score on the 

Krantz Health Opinion Survey. There were no significant 

correlations between exercise goal attainment and desire for 



Table 16 

Correlations Between Health-Promoting Lifestyle Behaviors 

and Original, 12- and 24-Week Exercise Goal Attainment 

Goal Attainment 
Period (n) 

Original (n = 133) 

12-Week (n = 120) 

24-Week (n = 100) 

*£ = .05 **12 = .01 

Health-Promoting 
Lifestyle Behaviors 

.2948** 

.1251 

.0873 
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health information and control over health behaviors (Table 

1 7) . 

Hypothesis 4 

Exercise goal attainment was expected to increase as 

health values and beliefs increased. Health values and 

beliefs were measured by the Health Values and Beliefs 
,.,. 

Index. There was no significant relationship between health 

values and beliefs and exercise goal attainment. In fact, at 

24 weeks the health values and beliefs were negatively 

related to exercise goal attainment (Table 18). The 

hypothesis was rejected. 
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Table 17 

Correlations Between Desire for Health Information and 

Control Over Health Behaviors and Original. 12- and 24-Week 

Exercise Goal Attainment 

Goal Attainment Health Information and Control 
Period (n) Health Behaviors 

Original (n = 133) -.0071 

12-Week (n = 120) .0521 

24-Week (n = 100) .1343 

*12 = .05 **£ = .01 

Table 18 

Correlations Between Health Values and Beliefs and the 

Original, 12- and 24-Week Exercise Goal Attainment 

· Goal Attainment Period (n) 
i -<'~ 

Original (n = 133) 

12-Week (n = 120) 

24-Week (n = 100) 

*12 = .05 **£ = .01 

Health Values and Beliefs 

.0903 

.0649 

-.0037 
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Hypothesis 5 

The perceived importance of exercise was presumed to 

account £or the most variance in exercise goal attainment 

when desire for health information and control of health 

behaviors, self-efficacy, current health-promoting lifestyle 

behaviors and health values and beliefs are considered. The 

independent variables were only measured at the beginning of 

the study. Importance of exercise was measured by a 1-10 

scale, desire for health information and control of health 

behaviors by the KHOS, self-efficacy by the levels of 

confidence to meet the two exercise goals (minutes per day 

and days per week), current health-promoting lifestyle 

behaviors by the HPLP and health values and beliefs by the 

HVBI. There were three regression equations considered, one 

for each level of the goal (original, 12- and 24-week) 

(Table 19). Importance of exercise did contribute the most 

variance to the equation when the original and 24-week 

exercise goal levels were considered. Self-efficacy 

relating to the number of days per week of exercise 

contributed most to the regression equation when the 12-week 

exercise goal attainment level was considered. The 

hypothesis was supported when considering the original and 

24-week exercise goal attainment levels. However, the 

hypothesis was rejected when considering the 12-week goal 

attainment level. 
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Table 19 

Stepwise Regression of Selected Variables on Original, 12-

and 24-Week Exercise Goal Attainment (GAS) 

Independent Multiple R2 R2 Beta T (Prob.) 
Variable R Contri-
(n) bution 

Original GAS 
Importance 
of Exercise 
(n = 133) .5566 .3098 .2451 .4951 6.521(.000) 

12-Week GAS 
Self-Efficacy 
Days/Week 
(n = 120) .3526 .1244 .0607 .2464 2. 762 (. 007) 

24-Week GAS 
Importance 
of Exercise 
(n = 100) .3690 .1362 .0850 .2915 3.017(.003) 

Hypothesis 6 

Exercise goal attainment was anticipated to increase as 

goal commitment increased. There were significant 

correlations between the original goal attainment level and 

goal commitment during the program session (~ = .4719, p 

=.01), goal commitment for six months (r = .4380, £ = .01), 

and goal commitment for one year (~ = .3660, £ = .01). 

There were also significant correlations between the 12-week 

goal attainment level and goal commitment during the program 
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months (x = .2457, Q = .01). At 24 weeks, there were 

significant correlations between the goal attainment level 

and goal commitment during the program session (x = .3540, R 

= .01) and goal commitment for six months (x = .3078, 2 = 

.01). There was not a significant correlation between 12-

week and 24-week exercise goal attainment and goal 

commitment for one year (Table 20). The hypothesis was 

supported when the original goal attainment level and the 

three time periods of goal commitment (program session, six 

months and one year) were considered. Goal commitment for 

the program session, for six months and for a year was 

positively correlated with the original goal attainment 

level. The hypothesis was supported at 12 and 24 weeks when 

considering the goal attainment levels and goal commitment 

for the program session and for six months (the duration of 

the study). However, goal commitment for one year was not 

significantly correlated with exercise goal attainment at 12 

and 24 weeks. Therefore, for that level of goal commitment 

(one year), the hypothesis was rejected. 

Hypothesis 7 

Students who attended a 12-week full-term semester 

program were expected to have a higher degree of exercise 

goal attainment at 12 and 24 weeks than students who 

attended a three-week summer session. There was not a 

statistically significant difference, however, between the 
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Table 20 

Correlations Between Goal Commitment During the Semester or 

Summer Session, Six Months and One Year and 12- and 24-Week 

Exercise Goal Attainment 

Goal Goal Commitment Goal Commitment Goal Commitment 
Attainment Semester/Session Six Months Year 
Period (n) 

Original 
(n = 133) .4719** .4380** .3660** 

12-Week 
(n = 120) .2375** .2457** .1781 

24-Week 
(n = 100) .3540** .3078** .1934 

*:Q = . 05 **£ = .01 

two groups. In order to determine only the treatment 

effects, an analysis of covariance was conducted. 

Covariants included demographic information which met the 

criteria for parametric measurement (age and college hours 

taken), goal setting authority, self-efficacy for minutes 

per day and days per week of exercise (self

efficacy),original health-promoting lifestyle behaviors, and 

health values and beliefs, and goal commitment. There were 

no interactions between the covariates and the independent 

variable (group). Therefore, the assumption of homogeneity 
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was not violated (Munro & Page, 1993). Using the analysis 

of variance (ANOVA), at 12 weeks E =.209, £ = .812, and at 

24 weeks E = .743, ~ = .478 indicating that there were no 

significant differences between the two groups at 12 and 24 

weeks (Table 21). The hypothesis was rejected. 

Table 21 

Analysis of Variance of Exercise Goal Attainment at 12 and 

24 Weeks Using the Three-Week and 12-Week Exercise Program 

Goal Attainment Level(n) 

12-Week (n = 76) 

24-Week (n = 70) 

Hypothesis 8 

E 

.209 

.743 

Significance of E 

.812 

.478 

Exercise goal attainment was expected to be greater for 

the participants who used the decision-making procedure 

(experimental treatment) versus the nutritional assessment 
,,.. 

(control treatment) in the 12-week program. The 

participants using the decision-making procedure in the 

three-week session were not considered. In order to 

determine only the treatment effects, an analysis of 

covariance was conducted. At 12 weeks and 24 weeks no 

adjustments were made to the means after analysis of 

covariance. There was not a statistically significant 
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difference between the two groups at 12 weeks (E = .440, £ = 

.509) or at 24 weeks (F = .639, £ = .427) (Table 22). The 

hypothesis was rejected. 

Table 22 

Analysis of Variance of Exercise Goal Attainment at 12 and 

24 Weeks Using the Decision-Making Procedure and the 

Nutritional Assessment Procedure in the 12-Week Sessions 

Goal Attainment Level{n) 

12-Week (n = 88) 

24-Week {n = 77) 

Hypothesis 9 

.440 

.639 

Significance of E 

.509 

.427 

Fifty percent of the participants in the exercise 

program were expected to equal or exceed a goal attainment 

score of 50 which is the score which most closely 

represented adherence to the endorsed exercise level at the 

end of the 24-week period. Of the 100 participants (75.2%) 

who completed the study, 56 (56%) had a goal attainment 

score of 50 or higher. From a program perspective, the 

hypothesis was thus supported. However, only 39 

participants (39%) had scores which equaled or exceeded the 

goal attainment scores which they set for themselves. 

Therefore, when considering an individual's perspective of 



whether or not they adhered to the exercise goals, the 

hypothesis cannot be supported. 

The research question about whether or not King's 
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(1981) theory of goal attainment can be applied to a group

oriented exercise program in a university setting was 

evaluated. The participants did increase the level of 

exercise goal attainment, but the influence of the nurse

client interactions and transactions on · the attainment of 

the exercise goals was not directly measured. 

Summary of Findings 

One hundred thirty-three participants began the study 

anq 100 completed the entire 24 weeks. Twenty-two (16.5%) 

of the participants were not originally exercising and their 

established goal attainment scores for the 24-week period 

were lower than 50 which represented 30 minutes of exercise 

per day for four days per week. 

The participants were divided into groups {decision

making vs. nutritional assessment, 12-week vs. three-week 

program) and the Mann-Whitney U and t-tests were utilized to 

determine whether or not there were any significant 

differences in the distribution of demographic variables 

(age, sex, race, college hours taken, college major, and 

whether or not the participant considered herself or himself 

healthy) between the groups. The 12-week experimental and 

control groups differed according to college majo.r '. Because 
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the participants were from a wide range of college majors, 

the impact on outcomes of the unequal distribution between 

the two groups is not known. The participants in the three

week group using the decision-making procedure differed in 

regard to age and college hours taken from the 12-week group 

using the decision-making procedure. However, using Pearson 

correlation, it was determined that there was not a 

significant correlation between exercise goal attainment and 

age (K = -.0290, £ > .05) and college hours taken(~= -

.0514, £ > .05). Therefore, these differences were not 

anticipated to affect research results. 

The likert-type and dichotomous instruments used in the 

study were evaluated. The Cronbach's alpha correlation 

coefficient for the Health Values and Beliefs Index was 

.8023 and for the Health-Promoting Lifestyle Profile it was 

.9058. The KR 20 for the Krantz Health Opinion Survey was 

only .7194. 

The correlation result that Feltz (1988) obtained by 

relating goal levels of physical activity in sports and 

actual performance (K = .46) was compared to the results of 

this study. The correlation between self-efficacy relating 

to the minutes per day of exercise and actual exercise goal 

attainment at 24 weeks was low and not significant (K = 

.1164, £ > .05). However, the correlation between self

efficacy relating to days per week of exercise and exercise 
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goal attainment was lower than the correlation found in 

Felts's (1988) but it was statistically significant {~ = 

.2926, 12 = .01) (Hypothesis 1). 

Correlations between current health-promoting lifestyle 

behaviors, desire for health information and control over 

health behaviors, and health values and beliefs were 

determined for three levels of goal attainment {original, 

12- and 24-week). There was a significant correlation (~ = 

.2948, 12 = .01) between the original goal attainment and 

health-promoting behaviors. However, there were no 

statistically significant correlations between exercise goal 

attainment and any of the variables at 12 and 24 weeks 

(Hypotheses 2-4). 

The independent variables, importance of exercise, 

desire for health information and control of health, health 

values and beliefs, self-efficacy relating to minutes/day 

and days/week-were analyzed according to their contributions 

to three multiple regression equations associated with 

levels (original, 12 and 24 weeks)of the dependent variable, 

exercise goal attainment. Importance of exercise accounted 

for the most variance in the regression equations where the 

original and 24-week exercise goal levels were considered. 

However, the level of confidence for days/week contributed 

the most variance to the equation when exercise goal 

attainment at 12 weeks was considered {Hypothesis 5). 
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When exercise goal attainment originally, at 12 and 24 

weeks was related to goal commitment for the program 

session, six months and a year, the correlations were 

significant (12 = . 01) for; (a) the original exercise goal 

attainment level and commitment for the program, six months 

and a year; (b) the 12-week goal attainment level and 

commitment for the program and six months; and, (c) the 24-

week goal attainment level and commitment for the program 

and six months. The 12- and 24-week goal attainment level 

and goal commitment for a year were not statistically 

correlated (Hypothesis 6). 

Using ANOVA and ANCOVA to analyze the effects of the 

treatments (length of program and the presence of the 

decision-making procedure) and the influence of covariants, 

it was determined that there were no statistically 

significant differences between the three- and 12-week 

program groups and no differences between the groups using 

the decision-making procedure and the nutritional assessment 

process (Hypotheses 7 and 8). 

Although it was expected that 50% of the participants 

would have a goal attainment score of 50 at 24 weeks, 56% 

actually did so. However, only 39% of the participants met 

or exceeded the goals that they set for themselves. 

(Hypothesis 9). King's (1981) theory of goal attainment was 

applied to the group-oriented exercise program in a 
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university setting. Individual goals were formulated and 

attained. However, the direct effects of the nurse-client 

interactions and transactions on the exercise goal levels 

were not measured and could not be specified. 



CHAPTER V 

SUMMARY OF THE STUDY 

In Healthy People 2000, the objectives for health 

promotion and disease prevention are outlined for 

individuals, families and the nation. There are 12 physical 

activity and physical fitness objectives included in the 

publication. In spite of the evidence presented regarding 

the benefits of physical activity, only 22% of Americans 

engage in the recommended physical activity {American 

College of Sports Medicine, 1993). 

In order to increase participation in health promotion, 

a recommendation in Healthy People 2000 is that 

postsecondary institutions offer health promotion programs 

for students, faculty, and staff. A health concepts course 

was developed by the College of Nursing at a southern 

university which offered instruction in health promotion 

with an emphasis on exercise. One hundred and thirty-three 

students who enrolled in three classes of the course 

participated in this quasi-experimental research study. 

Because the nation established measurable objectives for 

health promotion, a goal-oriented approach to individual 

exercise adherence was implemented. The treatment effects 

of a decision-making intervention and the length of the 

126 
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program (12 or three weeks) were assessed. 

King's (1981) the6ry of goal attainment was used to 

explore the role of the nurse and client in exercise goal 

attainment. Goal theory (goal commitment) and self-efficacy 

theory were also used as a framework for the study. The 

study is summarized according to the theoretical components 

and the pertinent hypotheses are discussed within the 

framework of theory. 

Summary 

King's Theory of Goal Attainment 

Four of eight propositions which are listed in the 

Kiqg's (1981) theory of goal attainment are considered in 

this study: (a) if goals are attained, nursing is effective; 

{b) if the nurse and client make transactions, goal 

attainment occurs; (c) if there is perceptual accuracy in 

nurse-client interactions, transactions occur; and (d) if 

the nurse with special knowledge and skills communicates 

with the client,, mutual goal setting and goal attainment 

occurs. 

These propositions were considered when the exercise 

program was implemented. The researcher, a nurse, 

communicated information about the benefits of exercise as 

well as how to safely and effectively exercise. The 

communication occurred primarily in groups although personal 

one-on-one communication was available if the participant 
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requested it. Only20 of the 133 participants had one-on

one interactions with the researcher throughout the duration 

of this study. Individual exercise goals were formulated, 

however. Each person had two individual goals but 

everyone's goals related to the number of minutes a day the 

person exercised as well as the number of days per week that 

the individual exercised. The individual picked the type of 

exercise, the level of the goal he or she thought could be 

reached in a 24-four week period and the motivation 

methodology. Some of the . clients were currently exercising · 

at a high, effective level and they wanted to maintain 

rather than increase that level. Other clients were not 

exercising at all and they were encouraged to take short

term steps to reach their long-term goals. Twenty-two 

participants (16.5%) did not establish goals which equated 

to a goal attainment score of 50 which represented 30 

minutes per day, four days per week. Some clients preferred 

to exercise wit~ buddies and others preferred to exercise 

alone. Some of the participants used logs to record and 

monitor their exercise progress and others did not. 

Although the process of goal formulation and feedback 

occurred in a group setting, the individual's needs were 

considered. 

The interior boundary determining criteria of King's 

theory of goal attainment are: 
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1. Nurse and client do not know each other. 

2. Nurse is licensed to practice professional nursing. 

3. Client is in need of the services provided by the 

nurse. 

4. Nurse and client are in a reciprocal relationship in 

that the nurse has special knowledge ~nd skills to 

communicate appropriate information to help client 

set goals; client has information about self and 
.. , 

perceptions of problems or concerns that when 

communicated to nurse will help in mutual goal 

setting. 

5. Nurse and client are in mutual presence, 

purposefully interacting to achieve goals (King, 

1981, p. 150). 

Although King's (1981) theory of goal attainment is 

most often applied to nursing situations in the clinical 

setting (Husband, 1988; Messner & Smith, 1986), as the 

profession of nµrsing moves into the arena of health 

promoiion and disease prevention, the internal criteria 

remain pertinent. The debatable premise in this research 

study is not whether or not the services rendered in a 

health promotion course belong in the domain of nursing but 

whether or not the participant believes that the services 

are needed. There may be participants who enrolled in the 

course not because they needed or wanted the information 
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provided but because they wanted the course hours to 

graduate. It was not assessed whether or not this occurred 

in this study. 

Exterior boundaries define the domain of the theory, 

but do not restrict the theory to a time, place or 

situation. Nurse-client interactions can occur in any 

nursing situations which can exist at any time in any place. 

However, some exterior boundary criteria are specified. 

They include; {a) the nurse-client interactions are in a 

two-person group; {b) the interactions are limited to the 

professional nurse and the client in need of services; and, 

(c) interactions occur in natural environments (King, 1981, 

p. 150). 

The exterior boundary criterion that can be questioned 

in applying King's theory of goal attainment to this study 

is the use of group interactions to affect individual goal 

attainment. Laben, Dodd and Sneed (1991} ·similarly applied 

King's theory of goal attainment to the use of group 
,f'· 

psychotherapy with three groups of offenders within the 

criminal justice system. If the individual's goal 

attainment remains paramount and if the nurse-client 

perceive themselves to be in mutual presence, group 

interactions do not exclude the theory's applicability to 

group settings. 
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Goal Theory 

Goal commitment is determined by factors which affect 

the perceived desirability of the goal as well as the 

appropriateness of trying to reach a certain goal. Goals 

can be derived by assignment, by participation with another 

and by self-determination. There are reports of successes 

and failures with various methods of goal derivation 

(authority-set, collaboratively set, self-set) (Alexy, 1985; 

Galano, 1977; Locke, Latham & Erez, 1988). Goal-setting was 

participative in this research study. The researcher 

established the parameters of the exercise goals but the 

subjects could individually position themselves within those 

parameters. 

In order to increase the desirability of the goal, the 

individual can engage in decision-making activities to 

assess the benefits and consequences of goal-directed 

behavior. When consequences are identified, ways of 

minimizing or eliminating them are encouraged. 

Additionally, incentives and rewards affect commitment to 

goals. The exact role of feedback in goal attainment is not 

well understood (Locke & Latham, 1990). Feedback can be a 

moderator or a reinforcer of goal-setting. Even though the 

exact mechanism of how feedback and goal-setting interacts, 

most literature supports the fact that the establishment of 

goals and feedback most effectively improve performance when 
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used together (Locke & Latham, 1990). Because feedback can 

be external (derived from others or from the environment) 

and internal (self-generated), the participants were given 

information by the researcher, encouraged to work with 

others, and were told how to self-regulate progression 

toward the goals (Clark, 1986; Duncan & McAuley, 1993; 

Franklin, 1988). Competition can motivate some people, 

therefore, the groups were told that there were other groups 

participating in the study (Knapp, 1988). 

Feedback and incentives were incorporated into the 

program design (Locke & Latham, 1990). The benefits of 

exercise were discussed during class sessions and a person 

who successfully engaged in exercise presented information 

to the class. Each week the participants were encouraged to 

indicate on the roll whether or not they continued to 

exercise. Because feedback and reinforcement were 

considered important aspects of performance, participants in 

the 12-week program were expected to have a higher level of 
.. ~' 

goal attainment than those in the three-week program 

(Hypothesis 7). However, there was no significant 

difference between the two groups at 12 weeks (E = .209, 2 = 

.812) and 24 weeks (F = .743, £ = .478). There was a higher 

research drop-out rate in the three-week group (45.2%) than 

in the 12-week group (15.4%). Most exercise programs are 

twelve weeks or longer (Knapp, 1988; Pollac~, 198?). It is, 



therefore, not surprising that participants who only 

attended the program for three weeks dropped out more 

frequently. 
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Due to the possible presence of the Hawthorne effect, 

an assessment of the effectiveness of reinforcement, 

encouragement and the overall influence of the health 

promotion program is difficult. Participants were told they 

were a part of a research study and they received feedback 

and encouragement, therefore, the Hawthorne effect may have 

occurred (Burns & Grove, 1994). There were 51 (38.3%) of 

the 133 participants who started the study with a goal 

attainment score of 50 or above which represents 30 minutes 

of exercise four days a week. At 12 weeks, 82 (62.5%) of 

the 120 participants had a score of 50 or above. At 24 

weeks when the participants were no longer in the class 

receiving feedback and encouragement, 56 (56%) of the 

remaining 100 participants had a score of 50 or above 

(Hypothesis 9). 

When the 12-week and three-week sessions were completed 

the participants were requested to fill out a contract to 

continue exercising until 24 weeks. The purpose of the 

contract was to strengthen the commitment to goal attainment 

(Franklin, 1988). After several of the participants 

suggested that contracting was not a strong incentive for 

them, the participants were asked to note whether or not 
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they considered contracting a motivator when they filled out 

the contract. Thirty of the 120 participants (25%) who 

completed at least 12 weeks of the program did not view 

contracting as an effective motivator. 

The decision-making intervention, the experimental 

treatment, was designed to increase both desirability and 

enhance capability of reaching the identified goals (Godin, 

1994; Locke & Latham, 1990). A moderate to large treatment 

effect was anticipated. The participants who engaged in the 

decision-making procedure were expected to reach their goals 

significantly more often than those who did not. The 

decision-making procedure permitted the participants to. 

define short-term and long-term benefits and consequences of 

exercise and identify ways to maximize behaviors which 

enhanced performance and eliminate or minimize behaviors 

which impeded goal attainment. However, at the conclusion 

of the study there was no significant (£ = .639, Q =.427) 

difference between the goal attainment of those who had the 

decision-making intervention and those who had the control 

treatment, the nutritional assessment procedure (Hypothesis 

8) . 

Furthermore, in the study, correlations between 

exercise goal attainment and goal commitment for the length 

of the class session (~ = .3540, Q = .01} and for six months 

(~ = · .3078, Q = .01) were significant. The corre~ation 
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between exercise goal attainment and goal commitment for a 

year was not significant. Perhaps commitment to a goal 

changes as time passes and changed in commitment levels were 

not determined as the study progressed (Hypothesis 6). 

Self-Efficacy 

Self-efficacy influences the perception ot desirability 

of the goal as well as the appropriateness of trying to 

reach a certain goal (Bandura, 1986; Bandura, 1989; Locke & 

Latham, 1990). Choice of goals, effort expended, thoughts, 

emotional reactions and performance are influenced by the 

individual's evaluations of self-efficacy. Self-efficacy 

involves a person's degree of confidence in accomplishing a 

task or acquiring a behavior. The degree of confidence can 

be influenced by previous performance, abilities, successes 

and failures {Bandura, 1989; Heckhausen, 1967). 

In the study, a self-efficacy score was assigned to 

each of the two components (minutes per day and days per 

week) of exercise goal attainment. The level of confidence 

for the days per week of exercise was significantly 

correlated with exercise goal attainment at 24 weeks (~ = 

.2926, £ = .01). The level of confidence for the minutes 

per day was not significantly correlated to exercise goal 

attainment at 12 or 24 weeks (Hypothesis 1). The 

correlations between self-efficacy and exercise goal 

attainment were low in this study. Feltz {1988) reported a 
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moderate (~ = .46) correlation between actual goal 

attainment and confidence in meeting established goals in 

physical activity in sports ,. The Pearson ~ (. 39) was 

similarly low to moderate in relationship to physical 

activity when reported by Locke & Latham (1990). The 

findings in this study further demonstrate the low to 

moderate correlations between levels of confidence (self

efficacy) in meeting exercise goals and actually attaining 

them. 

Health Promotion 

Because past behaviors are a good predictor of current 

behaviors, exercise adherence was expected to increase if 

the participant already exhibited other health-promoting 

behaviors (Dishman, 1994). In this study only the initial 

exercise levels were significantly correlated with other 

health-promoting lifestyle behaviors (~ = .2948, £ = .01). 

Exercise goal attainments at 12 and 24 weeks were not 

significantly correlated with other health-promoting 

lifestyle behaviors. The Health-Promoting Lifestyle Profile 

(HPLP), the instrument used to measure health-promoting 

behaviors, was only administered at the onset of the 

research study. These behaviors could have changed over 

time (Hypothesis 2). 

As a person increases the desire for health information 

and control over health behaviors, he or she is expected to 



increase the level of performance in health behaviors 

(exercise in this study) (Krantz, Baum & Wideman, 1980). 
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The Krantz Health Opinion Survey (KHOS) measured the 

person's desire for health information and control over 

health behaviors. Similarly, a person's health values and 

beliefs (measured by the Health Values and Belief Index) 

were expected to influence exercise goal attainment. 

However, there were no significant (~ = .OS) correlations 

between the goal attainment scores and the KHOS scores or 

the HVBI scores originally, at 12 or 24 weeks. The KHOS and· 

the HVBI were administered at the beginning of the study and 

the attributes measured could have changed over time 

(Hypothesis 3). 

Laffrey and Isenberg (1983) conducted a study using 70 

women to determine the relationship between internal locus 

of control, value placed on health, perceived importance of 

exercise, and participation in physical activity during 

leisure. Importance of exercise alone was as predictive of ,, 

physical activity during leisure as all of the variables 

taken together. In other words, the predictive 

contributions of the other variables was negligible. In 

this study the importance of exercise was the dominant 

predictor of exercise goal attainment at the beginning of 

the study and at 24 weeks when importance of exercise, goal 

setting authority, self-efficacy (level of confidence in 
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meeting designated goals), current health-promoting 

lifestyle behaviors and health values and beliefs were 

considered. The self-efficacy relating to the number of 

days per week of exercise was the dominant predictor of 

exercise goal attainment at 12 weeks (Hypothesis 5). This 

study supported the findings of Laffrey and Isenberg (1983) 

originally and at 24 weeks, however, at 12 weeks importance 

of exercise was not the primary predictor. Apparently Other 

variables which influence exercise goal attainment vary over 

time. Consequently, time series studies of exercise are 

recommended. 

Discussion of Other Findings 

There were no significant differences in exercise goal 

attainment between the experimental and control groups in 

the 12 week sessions. The participants in the experimental 

group used a decision-making intervention which encouraged 

them to identify short and long-term benefits and 

consequences of exercising as well as identifying way~ to 

minimize negative consequences and maximize the positive 

benefits. The control group engaged in a three-day 

nutritional assessment. Both groups participated in all of 

the other aspects of the program. The only demographic 

difference was the mix of college majors within the group. 

Kendzierski (1994) examined the relationship between 

exercise and decision theory. She found that linking 
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intentions to behavior was a complex process. The decision

making intervention as it was implemented may only have been 

a cognitive exercise and not a precursor to action. 

There were no significant differences in exercise goal 

attainment between the groups of participants who 

participated in the exercise program with the decision

making intervention during the three- and 12-week sessions. 

The combination of useful strategies such as self

regulation, goal-setting, feedback, the decision-making 

intervention, and the written contract may influence 

exercise goal attainment more than length of the program. 

Drqp-out rates, however, were higher in the three-week group 

(45.2%) than in the 12-week group (15.4%) indicating the 

length of the program does influence overall participation. 

The individual's perception of the importance of 

exercise is a dominant predictor of exercise outcomes. The 

level of confidence (self-efficacy) relating to goal 

attainment of the number of days/week is also a predictor. 

In this study importance of exercise was the primary 

predictor of exercise goal attainment at the beginning of 

the research and at 24 weeks. Self-efficacy relating to the 

number of days per .week was the primary predictor of 

exercise goal attainment at 12 weeks. Dishman {1994) notes 

that studies relating to potential determinants of exercise 

behaviors need to be done and confirmed. Both importance of 
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exercise and self-efficacy are known to contribute to 

exercise behaviors (Feltz, 1988; Laffrey & Isenberg, 1983; 

Locke & Latham, . 1990} . This study confirms the relevance of 

these determinants in exercise outcomes. 

Alternate Hypotheses 

The following alternate hypotheses are developed for 

the findings of the research study: 

1. Exercise goal attainment is greater in students who 

attend an educational program that offers feedback, 

competition, buddy support, modeling, self-regulation 

and feedback than in a program that offers 

only information. 

2. Exercise goal attainment levels remain stable or 

increase in participants attending ongoing exercise 

programs than for participants who attend programs for 

12 or less weeks. 

3. Exercise goal attainment of students who do not 

originaily exercise at the designated level (30 

minutes/day, four days/week) increase goal attainment 

more than those who originally meet the designated 

exercise standards after attending an exercise program. 

Alternate hypothesis 3 was tested with the data 

obtained in the study. The amount of benefit was measured 

be subtracting the desired goal level from the actually 

attained goal level (Table 23). This alternative 'hypothesis 



is not supported by the data from the study. 

Table 23 

ANOVA of Goal Attainment Increase Between Attendees in an 
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Exercise Program Who Originally Meet Exercise Btandards and 

Those Who Did Not Originally Meet Exercise Standards 

Group (n) F Significance of E 

Originally Meet 
Exercise Standards (n = 37) 

Originally Did Not Meet 
Exercise Standards (n = 53) 1.24 .456 

Conclusions and Implications 

King's theory of goal attainment can be applied to the 

health promotion arena, specifically to community-based 

programs. The nurse-client transactions can occur within a 

group setting. Abby King (1994) notes that clinical and 

community interpersonal approaches have focused largely on 

group · formats. These formats remain the most popular method 

for delivering exercise programs in both the clinical and 

community setting. They are more cost-effective than 

individual approaches, there is face-to-face encouragement 

and modeling by the instructor, there is a set structure 

such as time and place and there is potential peer support. 

Additionally, such group formats offer opportunities for 
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inactive people to join active people who serve as role 

models. Finding ways to foster social support from peers is 

recommended in order to decrease the drop-out rate that 

occurs in exercise programs. King's theory of goal 

attainment is pliable enough to incorporate others into the 

"mutual presence" {King, 1981, p. 150) of nur~e and client 

if the inclusion is purposeful and leads to transactions and 

the achievement of goals. 

Godin {1994) suggests that exercise behavior must be 

studied from different theoretical frameworks. Nursing 

theories must be represented when analyzing exercise and 

other health behaviors. This study incorporated several 

theoretical perspectives including King's (1981) nursing 

theory of goal attainment and attempted to demonstrate the 

relationship of various concepts. In the population 

studied, the main predictor of exercise goal attainment was 

importance of exercise at the beginning of the study and at 

24 weeks. Lev'el of confidence ( self-efficacy) relating to 

the number of days per week of exercise was the primary 

predictor at 12 weeks. 

Although the treatments (decision-making intervention 

and length of program) did not significantly influence the 

exercise goal attainment, the average number of minutes of 

exercise per day and the average number of days of· the week 

of exercise increased. Participating in the progiam did 



appear, therefore, to positively influence exercise 

behaviors. This supports the idea of health education. 

Recommendations for Further Study 
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This study demonstrated the need to focus on exercise 

goal attainment over time. The average number of minutes 

per day and the average number of days per week increased at 

12 weeks, but began to decline at 24 weeks from the 12-week 

levels. Studies which follow program participants over 

one-two years can further define behavior trends. 

Interventions which prevent relapse or which reinforce long~ 

term goal attainment should be studied. Self-regulation 

skills were taught in the exercise program but they were not 

defined and measured. 

In order to test the boundaries of King's theory of 

goal attainment, interventions through television, telephone 

and mail which are designed to reach larger populations 

should be studied to determine effectiveness. Studies must 

be done to .defermine the limits of the nurse and client in 

mutual presence. Additionally, instruments to measure the 

concept of mutual-presence should be developed. 

Dishman (1994) suggests that strategies for increasing 

the likelihood of active lifestyle behaviors extending into 

adulthood be further · studied. The two main periods when 

physical activity declines are early adolescence and the 

transition between late adolescence and young adu,l'thood. 



Therefore, it is recommended that different types of 

programs be developed within the university setting. The 

incentives to participate in such programs should be 

explored. 
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Replicating the current study is also suggested. In 

order to strengthen a similar study, the following 

suggestions are made: (a) obtain a randomized sample; (b) 

increase the number of participants in each group to detect 

a small effect size (n = 393) (Cohen, 1988, p.384); (c) 

monitor exercise goal attainment levels for two years; (d) 

measure specific program components (e.g., contracting, 

buddy support, competition); and, (e) develop an instrument 

to measure mutual presence. 
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Demographic Data Form 

1. Date of Birth: ___________ (month, day, year) 

2. Sex: ___________ (male, female) 

3. Race (circle one): 
Caucasian (White) 
African-American (Black) 
Hispanic 
Native American (American Indian) 
Asian-American {Oriental) 
Other (please list) __________ _ 

4. How many college semester hours have you completed 
(do not count the ones you are currently taking)? 

5. What is your college major? _______________ _ 

6. Are you currently healthy? Yes ___ No ___ If you 
answered no, please describe your health problems. __ _ 
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Health Values and Beliefs Index 

The following statements are responses to values and beliefs 
about health. Indicate how these responses apply to you by 
circling the appropriate letters. 

SD=Strongly disagree 
D =Disagree 
N =Neutral (neither disagree nor agree) 
A =Agree 
SA=Strongly Agree 

Items: 
1. I have more health problems than 

other people my age. 

2. I want to be healthier. 

SD D N A SA 

SD D N A SA 

3. I am satisfied with my health status. SD D N A SA 

4. I am disappointed with my health 
habits. 

5. I frequently think about my health. 

6. I worry about my health. 

7. I must work hard to maintain my 
health. 

8. I have made goals to improve my 
health. 

9. I worry ~ore about my health now 
than I have in the past. 

10. I have always had health problems. 

11. Health is something I have never 
been concerned about. 

12. I fear that as I grow older my 
health will fail. 

13. I am confident that I will remain 
healthy most of my life. 

158 

SD D N A SA 

SD D N A SA 

SD D N A SA 

SD D N A SA 

SD D N A SA 

SD D N A SA 

SD D N A SA 

SD D N A SA 

SD D N A SA 

SD D N A SA 



Health Values and Beliefs Index (Continued) 

14. I want to be healthier in the future 
than I am now. SD D N A SA 

15. I believe children should be taught 
healthy lifestyles. SD D N A SA 

16. Paying attention to my health is a 
waste of time. SD D N A SA 

17. Being healthy benefits more people 
than just myself. SD D N A SA 

18 . I will prosper by staying heal thy. SD D N A SA 

19. I think I will live longer if I 
establish good health habits. SD D N A SA 

20. If I work on my health while I am 
young, it will help me as I grow 
older. SD D N A SA 

2i. I plan on living a long, healthy 
life. SD D N A SA 

22. I resist illness very well. SD D N A SA 

23. I rarely miss work or school due 
to illness. SD D N A SA 

24. I can resist certain illnesses if 
I establish healthy habits. SD D N A SA 

25. I have ; mi~sed more school and work 
due to illness than most other 
people. SD D N A SA 

26. Preventing illness is very 
important. SD D N A SA 

27. I can prevent diseases by changing 
my lifestyle. SD D N A SA 

28. Living a healthy lifestyle is 
important. SD D N A SA 
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Health-Promoting Lifestyle Profile 

DIRECTIONS: This questionnaire contains statements 
regarding your present.way of life or person habits. Please 
respond to each item as accurately as possible, and try not 
to skip any item. Indicate the regularity with which you 
engage in · each behavior b~ circling: 

N for never, S for sometimes, 0 for often, or R for 
routinely. 

1. Eat breakfast. N S O R 

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

3. Like myself. N S O R 

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

5. Choose foods without preservatives or 
other additives. N S O R 

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

7. Have my cholesterol level checked and 
know the result. N S O R 

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

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

10. Discuss personal problems and concerns 
with persons close to me. 

11. Am aware of the sources of stress in 
my life. 

12. Feel happy and content. 

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

N S O R 

N S O R 

N S O R 
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Health-Promoting Lifestyle Profile (Continued) 

14. Eat 3 regular meals a day. N s o R 

lS. Read articles or books about promoting 
health. N S O R 

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

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

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

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

20. Question my physician or seek a second 
when I do not agree with recommendations. N s o R 

21. Look forward to the future. N S O R 

22. Participate in supervised exercise 
programs or activities. N S o R 

23. Am aware of what is important to me in 
life. N S O R 

24. Enjoy touching and being touched by 
people close to me. N S o R 

25. Maintain meaningful and fulfilling 
interpersonal relationships. N S O R 

26. Include roughage/fiber (whole grains, 
raw fruits, raw vegetables) in my diet. N S O R 

27. Practice relaxation or meditation for 
15-20 minutes daily. N S O R 

28. Discuss my health care concerns with 
qualified professionals. N S O R 

29. Respect my own accomplishments. N S O R 

30. Check my pulse rate when exercising. N S o R 

31. Spend time with close friends. N S o R 



Health-Promoting Lifestyle Profile (Continued) 

32. Have my blood: pressure checked and know 
what it is. N S O R 

33. Attend- educationalprograms on improving 
the environment in which we live. · N S O R 

34. Find each day interesting and 
challenging. N S O R 

35. Plan or select meals to include the 
"basic four" food groups each day N S o R 

36. Consciously relax muscles before sleep. N S O R 

37. Find my living environment pleasant and 
satisfying. N S O R 

38. Engage in recreational physical activities 
(such as walking, swimming, soccer, 
bicycling). N S O R 

39. Find it easy to express concern, love 
and warmth to others. N S O R 

40. Concentrate on pleasant thoughts at 
bedtime. N S O R 

41. Find constructive ways to express my 
feelings. N S O R 

42. Seek information from health 
professionals about how to take good 
care of !m~self. N S O R 

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

44. Arn realistic about my goals that I set. N S o R 

45. Use specific methods to control my 
stress. N S O R 

46. Attend educational programs on personal 
health care. N S O R 

47. Touch and am touched by people I care 
about. N / S O R 
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Health-Promoting Lifestyle Profile (Continued) 

48. Believe that my life has purpose. N S O R 
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Krantz Health Opinion Survey 

The following questions ask for your opinions about 
different kinds o~ health_care. For each statement below, 
decide whether you agree or disagree and •circle the answer 
which best fits your opinion. Each person is different, so 
there are no 11 right 11 · or "wrong" answers. Please try to 
circle an answer for each question, and don't leave any 
blank. Even . if you • find you don't completely agree of 
disagree with a statement, choose the .Qil.§. answer that comes 
closest to what ·you believe. 
Your answers . are confidential and will be used for research 
purposes only. Thank you for your assistance. 

1. I usually don't ask the doctor 
or nurse many questions about 
what they're doing during a 
medical exam. 

2. Except for serious illness, 
it's generally better to take 
care of your~ health than 
to seek professional help. 

3. I'd rather have doctors and 
nurses make decisions about 
what's best than for them to 
give me a whole lot of choices. 

4. Instead~~iwaiting for them to 
tell me~ I usually ask the 
doctor or nurse- immediately 
after an exam about my health. 

5. It is better to rely on the 
judgements of doctors (who are 
experts) than to rely on 
"common sense" in taking care 
of your own body. 
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For each question 
circle only one 
answer that comes 
CLOSEST to what you 
believe: 

AGREE DISAGREE 

AGREE DISAGREE 

AGREE DISAGREE 

AGREE DISAGREE 

AGREE DISAGREE 



Krantz Health Opinion Survey (Continued) 

6. Clinics and ,hospitals are good 
places for help since it's best 
for medical experts to .take 
responsibility for health-care. AGREE 

7. Learning how to cure some of your 
illness without contacting a 
physician is a good idea. AGREE 

8. I usually ask the doctor or 
nurse lots of questions about 
the procedures during a medical 
exam. 

9. It's almost always better to seek 
professional help than to try to 

AGREE 

treat yourself. AGREE 

10. It is better to trust the doctor 
or nurse in charge of a medical 
procedure than to question what 
they are doing. AGREE 

11. Learning how to cure some of your 
illness without contacting a 
physician may create more harm 
than good. AGREE 

12. Recovery is usually quicker under 
the care of a doctor or nurse 
than when patients take care of 
themselves. AGREE 

13. If it costs the same, I'd rather 
have a doctor or nurse give me 
treatments than to do the same 
treatments myself. AGREE 

14. It is better to rely less on 
physicians and more on your own 
common sense when it comes to 
caring for your body. AGREE 

15. I usually wait for the doctor or 
nurse to tell me about the 
results of a medical exam rather 
than asking them immediately. AGREE 
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DISAGREE 

DISAGREE 

DISAGREE 

DISAGREE 

DISAGREE 

DISAGREE 

DISAGREE 

DISAGREE 

DISAGREE 

PISAGREE 



Krantz Health Opinion Survey (Continued) 

16. I'd rather be given many choices 
about what'sbest for my health 
than to. have the doctor make the 
decisions for me. AGREE 
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Goal Attainment Scale Guide and Goal Attainment Forms 

Directions: 
Select the goal level guide that corresponds to your 

current exercise habits. Form Ml is used if you currently 
exercise 30. minutes or more a day; and, M2 is used if you 
exercise less than 30 minutes a day. Select Dl if you 
currently exercise four or more days per week, and D2 if you 
exercise less than four days per week. Please write your 
exercise goal for six months in the space provided. Look at 
the goals listed on the form· you selected (Ml or M2., Dl or 
D2) and determine what level of the goal you currently meet. 
Circle the number +2 to -2 that best describes your current 
level of exercise. Then place a (X) by the level that most 
closely approximates the goal that you listed in the space· 
provided. This is the exercise goal. you want to meet in six 
months. 

The levels of exercise goals are followed by the 
magnitude and strength of the confidence you have in 
attaining the goal level. If you believe there is a chance, 
even if slight, that you can meet the goal you made in the 
six months allotted, circle yes on magnitude. You will then 
assign a number to the degree of confidence you have in 
meeting the goal. If you believe there is a high degree of 
probability that you will meet the goal, a high number will 
be assigned (6-10). However, if you believe that you 
probably will not meet the goal level, assign a low number 
(1-5). 

For example, you may desire to exercise 30 minutes a 
day six months from· now but you currently only exercise 15 
minutes per day on the days that you exercise. You would 
circle -2, the most unfavorable goal level. You then assess 
the level of the goal that approximates your goal of 30 
minutes. Yqu ' believe you can meet your goal. You ~ould 
mark yes on the magnitude of your confidence in meeting the 
goal. The strength of your confidence in meeting the goal 
would be a 1 (you are not really very confident 'that yoti can 
meet the goal), a 10 (if you are very confident that you can 
meet the goal, or somewhere in between depending on your 
degree of confidence. 

When you complete the analysis for the number of 
minutes per day that you exercise, complete the 
questionnaire for the number of days per week that you 
believe that you can exercise. 
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Form Ml 

Goal Attainment Scale for Participants Who 
Currently Exercise 30 Minutes or More Per Day 
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Please place your group (Al, A2~ Bl, B2 and C) and number in 
the blank ____ _ 

Overall Goal: Briskly walk, jog, bicycle, walk stairs or 
other (please list) ____________ for ____ _ 
minutes, _____ days a week for a period of six months. 

Magnitude 
Goal Minutes Per Day (Yes/No) & 
Level Weight 50 Strength 

(1-10) 

Most Exercise briskly for 61 or more Yes/No 
Favorable minutes per day. 
(+2) Strength: 

More Than Exercise briskly for 46-60 Yes/No 
Expected minutes per day. 
(+l) Strength: 

Exercise briskly for 31-45 Yes/No 
Expected minutes per day. 
( 0) Strength: 

Less Than Exercise briskly for 30 minutes Yes/No 
Expected per day. 
( -1) Strength: 

Most Exercise briskly for 0-29 Yes/No 
Unfavorable minutes per day. 
{-2) Strength: 

GAS Score (to be determined by the researcher) ______ _ 
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Form M2 

Goal Attainment Scale for Participants Who 
Currently Exercise Less Than 30 Minutes Per Day 

Please place your group (Al, A2, Bl, B2 and C) and number in 
the blank ____ _ 

Overall Goal: Briskly walk, jog, bicycle, walk stairs or 
other (please list) ____________ for 
minutes, _____ days a week for a period of six months. 

Magnitude 
Goal Minutes Per Day (Yes/No) & " 
Level Weight so Strength 

(1-10) 

Most Exercise briskly for 46 or more Yes/No 
Favorable minutes per day. 
(+2) Strength: 

More Than Exercise briskly for 41-45 Yes/No 
Expected minutes per day. 
(+l) Strength: 

Exercise briskly for 30 minutes Yes/No 
Expected per day. 
( 0) Strength: 

Less Than Exercise briskly for 16-29 Yes/No 
Expected minutes per day. 
(-1) Strength: 

Most Exercise briskly for 0-15 Yes/No 
Unfavorable minutes per day. 
(-2) Strength: 

GAS Score (to be determined by the researcher) -------



Form Dl 

Goal Attainment Scale for Participants Who 
Currently Exercise Four or More Days Per Week 
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Please place your group {Al, A2, Bl, B2 and C) and number in 
the blank ____ _ 

Overall Goal: Briskly walk, jog, bicycle, walk stairs or 
other (please list) ____________ fo~ ____ _ 
minutes, _____ days a week for a period . of six months. 

Magnitude 
Goal Days Per Week (Yes/No) & 
Level Weight 50 Strength 

( 1-10) 

Most Exercise seven days per week. Yes/No 
Favorable 
(+2) Strength: 

More Than Exercise six days per week. Yes/No 
Expected 
(+l) Strength: 

Exercise five days per week. Yes/No 
Expected 
( 0) Strength: 

: 

c-· 

Less Than Exercise three to four days per Yes/No 
Expected week. 
(-1) Strength: 

Most Exercise zero to two days per Yes/No 
Unfavorable week. day. 
( -2) Strength: 

GAS Score (to be determined by the researcher) ______ _ 
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Form D2 

Goal Attainment Scale for Participants Who 
Currently Exercise Less Than Four Days Per Week 

Please place your group (Al, A2, Bl, B2 and C) and number in 
the blank ____ _ 

Overall Goal: Briskly walk, jog, bicycle, walk stairs or 
other {please list) ____________ for ____ _ 
minutes, ______ days a week for a period of six months. 

Magnitude 
Goal Days Per Week (Yes/No) &· 
Level Weight_ so Strength 

(1-10) 

Most Exercise six to seven days per Yes/No 
Favorable week. 
(+2) Strength: 

More Than Exercise five days per week. Yes/No 
Expected 
( +l) Strength: 

Exercise four days per week. Yes/No 
Expected 
( 0) Strength: 

Less Than Exercise three days per week. Yes/No 
Expected 
( -1) Strength: 

Most Exercise zero to two days per Yes/No 
Unfavorable week. day. 
(-2) Strength: 

GAS Score (to be determined by the researcher) ______ _ 
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Importance of Exercise and Goal Commitment 

Importance of Exercise 

On a scale of 1-10 with 1 being the least important and 10 
being the most importance, decide how important exercise is 
to you at this time _____ (1-10) 

Goal Commitment to Exercise Goals 

On a scale of 1-10 with 1 being the least committed to 
exercise goals and 10 being the most committed, decide how 
committed you are to work toward exercise goals this 

semester or summer session ______ (l-10) 

for six months 

for one year 
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Subject Consent to Participate 

Title of Study: Effects of a University Program on Exercise 
Adherence 
Investigator:Marsha C. Cox Office Phone Number: {817) 921-7650 

A study is being conducted on goal attainment of health 
related goals. Your answers to all questionnaires and your 
attainment of specified goals are confidential. You will be 
assigned a number · which is to be used on all questionnaires 
and on the goal formulation form. The completed 
questionnaires will be kept by the researcher. The list 
with your name and your associated number will be destroyed 
at the conclusion of the research study. There are no risks 
involved in participating in this study. Your participation 
is voluntary. If you are participating in this research as 
a part of a course requirement, alternative options for 
meeting course requirements will be arranged. You may 
withdraw from participating at any time. If there are any 
questions or concerns please contact Ms. Jan Fox at (817) 
921-7516 or Dr. Dan Southard at (817) 921-7665 at Texas 
Christian University; and the Texas Woman's University 
Office of Research and .Grants Administration. 

Before signing, make sure that the following statement 
is true: 

An offer to answer all of my questions regarding the 
study has been made and I have been given a copy of the 
dated and signed consent form. If alternative procedures 
are more advantageous to me, they have been explained. A 
description of the possible attendant discomfort and risks 
reasonable to expect have been discussed with me. I 
understand that I may terminate my participation in the 
study at any~iime. My signature indicates that I agree to 
participant . in this research endeavor. 

Participant's Signature Date 

Investigator's Signature Date 
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Decision-Making Procedure 

Directions: Answer .· each questions as thoroughly as you can. 
The questions relate to the goal of engaging in exercise 30 
minutes a day, four days a week. 
1. List the short-term negative consequences of engaging in 

exercise. 

2. Describe ways to cope or avoid the short-term negative 
consequences. 

3. List the long-term negative consequences of engaging in 
exercise. 

4. Describe ways to cope or avoid the long-term negative 
consequences. 

s. List the short-term positive consequences of engaging in 
exercise. 

6. Describe ways to maximize the short-term positive 
consequences. 

7. Li~t tha ,long-term positive consequences of engaging in 
exercise. 

8. Describe ways to maximize the long-term positive 
consequences. 
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Nutritional Assessment 

Directions: List all the foods that you remember eating in 
the last three days. Try to approximate the time that you 
ate them. For example yesterday I ate a bowl of cereal 
(milk and cereal), a glass of orange juice for breakfast 
(7:30A); a ham sandwich, a bag of potato chips and a pint of 
milk for lunch (12:30P); spaghetti, garlic toast, Caesar 
salad, slice of cheesecake for dinner (GP); a candy bar and 
regular coke while studying (9P). 

Yesterday: __________________________ _ 

Day before yesterday: _____________________ _ 

Two days ago: _________________________ _ 

What were your dietary deficiencies for the last three days? 
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Contract for Exercise Adherence 

I, ___________ ----------- agree to continue to 
(participant's name) 

exercise minutes a day, days a week 

until 
(date) 

Signed: 
(Participant) 

(Researcher) 

(Date) 
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TEXAS WOMAN'S UNIVERSITY 
DE!\:TO'.\: DALLA~ HOL:STO'.; 

OFFICE OF RESEARCH A.'.\D GRA!"\TS AD:vtl:\ISTRA TIO'.\: 

HUMAN SUBJECTS REVIEW COMMITTEE 

October 21, 1993 

Marsha Cox 
1501 ParkRidge Terrence 
Arlington, Tx. 76012 

Dear Marsha Cox: 

P.O. Box 22939, Ot?nton, Tt?xas 7620-l-0939 81i /898-3375 

Social Security #: 420-66-3048 

Your study entitled "The Effects of Feedback, Goal-Setting Authority, Self-Efficacy, 
Current Health P,romoting Behaviors, and Health Values and Beliefs on Exercise Goal 
Attainment." has been reviewed by a committee of the Human Subjects Review Committee 
and appears to meetour,requirements in .regard .to protection of individuals' rights. 

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 Commit tee is required if your project 
changes. 

Special provisions pertaining to your study are noted .below: 

_x_ The filing of signatures of subjects with the Human Subjects Review Committee is not 
required. 

·-
_x_ Your study is exempt from further TWU Human Subjects Review. 

No special ,,provi~ions apply. 

Sincerely, 

~-~ 

cc: Graduate School 
Dr. Margeret Beard, Nursing 
Dr. Carolyn Gunning, Nursing 

Chaim1an 
Human Subjects Review Committee 

:\11 Eq11,1/ 01'11,1r/1111ity -'Attir111t1li,•,· 1\ctic111 £11111/o.11,•r 



TEXAS CHRISTIAN UNIVERSITY 
Fort Worth, Texas 76129 

817-921-7665 

1 November 1993 

Dr. Marsha Cox 
School of Nursing 
Box 32899 ' 

Dear Dr. Cox, 

Department of Physical Education 

The committee for -Safeguards in Human Research has reviewed 
your proposal - "The effects of feedback, goal setting authority, 
self-efficacy, current health promoting behaviors, and health 
values and beliefs on exercise goal attainment." The ·committee 
rated your proposal Approve/Minimal Risk. The number assigned to 
your proposal is 93~32. · 

Should you have any questions regarding the committee's 
decision, or if the committee may be of further service, please do 
not hesitate to contact me. 

cc: · Dr. Joe Helmick 
Ms. Jan Fox 

Dan Southard, Ph.D. 
Chair, 
Safeguards in Hu1!1an Research 
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TEXAS CHRISTIAN UNIVERSITY 

Fort Worth, Texas 76129 
817-921-7665 

9 June 1994 

Dr. Marsha Cox 
Harris College of Nursing 
Box 32899 

Dear Dr. Cox, 

Department of Physical Education 

Your request to extend data collection (through spring of 
1995) for proposal 93.32 "The effects of feedback, goal setting 
authority, self-efficacy, current health promoting behaviors, and 
health values and beliefs on exercise goal attainment" is 
granted. Should you alter your data collection procedures or 
instruments during the extension, such alterations will require 
review by the Committee on Safeguards in Human Research. 

c: Dr. Helmick 
Ms. Fox 

Dan Southard, Ph.D. 
Chair, 
Safeguards in Human Research 
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