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ABSTRACT 

This study investigated the variables influencing community 

cardiopulmonary resuscitation (CPR) course participation. Forty-seven 

adults, male and female, participated in a descriptive study. Three 

questionnaires were given to participants of two community CPR courses: 

the Cues to Action questionnaire, the Health Belief Model in Cardio

pulmonary Resuscitation questionnaire, and the Health Self-Determinism 

Index. 

The results indicated positive relationships between an indi

vidual's perceived susceptibility of others and perceived benefits in 

CPR course participation and utilization, and between cues to action and 

intrinsic motivations, specifically health judgments. The results also 

demonstrated an expected negative correlation between perceived benefits 

and perceived barriers; i.e., the benefits outweighed the barriers to 

CPR course participation and utilization. These results are all market

able concepts which can be utilized in promoting CPR course utilization 

and participation. 
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CHAPTER 1 

INTRODUCTION 

Sudden cardiac death may occur as the initial and only manifes

tation of coronary artery disease (Herrin & Montgomery, 1985). There 

are multiple causes of sudden death, including heart attack, drowning, 

electric shock, drug reaction, trauma, asphyxiation, and sensitivity 

reaction (Albarran-Sotelo, Flint, & Kelly, 1987). Of these, heart 

attack is the leading cause of death in the United States of America 

(Albarran-Sotelo et al., 1987). Approximately 350,000 victims die of 

heart attack each year before reaching a hospital (Albarran-Sotelo et 

al., 1987). Thus, sudden cardiac death can be viewed as a community 

health problem. 

Cardiopulmonary resuscitation (CPR) by the bystander has been 

shown to save lives. When bystander CPR was administered to cardiac 

arrest victims, 22.9% of the victims survived until they were admitted 

to the hospital and 11.9% were discharged alive (Ritter et al., 1985). 

The highest hospital discharge rate has been achieved in those patients 

for whom CPR was initiated within four minutes of the time of the arrest 

and who, in addition, were provided with advance cardiac life support 

(Cobb, Werner, & Trobaugh, 1980). 

In the absence of promptly administered CPR, successful resusci

tation of the prehospital cardiac arrest victim is unlikely, despite the 

availability of a well-trained paramedic team (Montgomery, Donegan, & 

Mclntyre, 1986). Cardiopulmonary resuscitation by the bystander has 
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been shown to decrease the mortality of out-of-hospital cardiac arrests. 

However, when a sudden death event occurs, it is unlikely that the 

victim will be in the presence of a bystander trained in CPR. The bene

fit of experiencing a sudden death event in the presence of a bystander 

skilled in CPR has been demonstrated. The role of immediate basic life 

support is indispensable to optimal resuscitative efforts for the pre

hospital cardiac arrest victim (Cummings & Eisenberg, 1985; Montgomery 

et al., 1986). In addition to whether the bystander knows CPR, or 

whether the cardiac arrest is a witnessed arrest, several other factors 

influence survival. For example, the patient's location at the time of 

the cardiac arrest is significant. Victims who suffered cardiac arrests 

at work were more likely to have received bystander CPR (62.7%) and have 

been discharged from the hospital alive (21.7%) than victims who suf

fered cardiac arrests at home (18.2% and 6.4%, respectively) (Ritter et 

al., 1985). Since 60% to 70% of sudden deaths caused by cardiac arrest 

occur before hospitalization, it has been suggested that the community 

has the potential for being the ultimate coronary care unit (Mclntyre, 

1980). 

Lack of cardiopulmonary resuscitation skills by bystanders is a 

community health problem. Improved bystander CPR skills provide a 

greater chance of survival for the sudden death victim. A shift in the 

burden of early treatment responsibility to the layperson may be an 

essential element in effective coronary heart disease mortality 

reduction (Herrin & Montgomery, 1985). 

The American Heart Association (Albarran-Sotelo et al., 1987) 

suggests that a 20% prevalence of CPR-trained adults might be adequate 
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to reduce morbidity and mortality resulting from out-of-hospital cardiac 

arrests (Murphy et al., 1984). However, the Minnesota Heart Survey of 

1985 indicated that this percentage is not adequate. Too few of the 

citizens witnessing cardiac arrests are trained to perform CPR and too 

few of those who are trained encounter out-of-hospital cardiac arrests 

(Murphy, et al., 1984). 

Demonstrations of CPR effectiveness in Seattle (Thompson, 

Hallstrom, & Cobb, 1979), Marin County (Flax, Larke, Walser, Kay, & 

Whey, 1976), and Los Angeles (Guzy, Pearce, Greenfield, Beck, & McElroy, 

1979), along with the realization that most out-of-hospital cardiac 

arrests would be observed by non-medical personnel (Cobb, Alvarez, & 

Kopass, 1976), have provided rationale for widespread CPR training 

(Murphy et al., 1984). In 1983, an estimated two-thirds of the adult 

United States population indicated an interest in being trained in CPR 

(Montgomery et al., 1986). 

The American Heart Association (Albarran-Sotelo et al., 1987) 

recommends that CPR be taught in the following sites: home, work, 

school, and family sites. This recommendation is based on the realiza

tion that respiratory and cardiac arrests are emergencies for which all 

persons, even children, can initiate treatment (Nelson & Brown, 1984). 

CPR Course Participation as a Health 
Promotional Activity 

Health promotional behaviors are directed toward sustaining or 

increasing the level of well-being, self-actualization, and fulfillment 

of a given individual or group (Pender, 1987). Health promotion focuses 

on movement toward a positively balanced state of enhanced health and 
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well-being (Pender, 1987). Health promotion is the science and art of 

helping people change their lifestyle to move toward a state of optimal 

health (O'Donnell, 1986). The health promotion network includes pro

grams, policies, and services which are primarily directed at main

taining or increasing levels of health among those who are not ill 

(Goodstadt, Simpson, & Loranger, 1987). 

Maintaining health for the well person has traditionally been 

divided between two strategies -- risk avoidance and risk reduction 

(Goodstadt et al., 1987). Effective health promotion initiatives most 

commonly include programs, community activities, and services that 

assist people to achieve positive change, insulate and contain intract

able risk, and effect positive environmental change (Goodstadt et al., 

1987). In this sense, health promotion is an integral part of the pres

entation of CPR to the layperson/bystander. 

Basic life support includes the teaching of primary and second

ary prevention strategies (Montgomery et al., 1986). In fact, CPR may 

be the ideal mechanism for providing the community with programs to con

trol morbidity and mortality of coronary heart disease (Montgomery et 

al., 1986). These programs incorporate education in primary prevention, 

including risk factor detection and modification, and secondary preven

tion, aimed at preventing sudden death and myocardial infarction in 

patients known to have coronary heart disease, along with emergency 

cardiac care education and training (Montgomery et al., 1986). 

A review of worksite health promotion programs indicates that 

the most frequent programs are accident prevention, CPR training, alco

hol/drug abuse, mental health counseling, stress management, fitness, 



14 

hypertension screening, and smoking (Brownell & Felix, 1987). A total 

of 332 (78.3%) of employers offered one or more health promotion activ

ities. The most frequent activities provided were accident prevention 

(64.9%) and CPR (52.8%), with other frequent programs including alco

hol/drug abuse (18.6%), mental health counseling (18.4%), stress manage

ment (13.0%), fitness (11.6%), hypertension screening (10.0%), and 

smoking cessation (8.3%) (Fielding & Breslow, 1983). 

One key factor in health promotion activities is the individ

ual's level of motivation (Oldridge & Stoedefalke, 1984). Intrinsic 

motivation is an important motivational construct with which to examine 

health maintenance and health promotion behaviors (Cox & Wachs, 1985). 

Motivation is a component of the Health Belief Model (HBM). Motivation 

is proposed as a manipulable characteristic and is thus susceptible to 

interventions (Cox & Wachs, 1985). 

Health Beliefs and CPR Course Utilization 

The Health Belief Model (HBM) provides the basis for under

standing factors that influence the individual's decision-making process 

with regard to participating in health promotion/prevention activities. 

Cardiopulmonary resuscitation course utilization is one such activity 

that can be explained by the use of the HBM. 

The HBM is based on behavioral, psychosocial theories developed 

in the 1950s (Janz & Becker, 1984). The basic components of the HBM 

hypothesize that behavior depends mainly upon two variables: 1) value 

placed by an individual on a particular goal, and 2) the individual's 
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estimate of the likelihood that a given action will achieve that goal 

(Janz & Becker, 1984). 

The HBM assumes "good health" is a goal more or less common to 

all. Differences in preventative health behavior are due to differing 

perceptions that impinge on the individual's motivation to engage in 

action. More specifically, the decision of what actions to take to most 

effectively reach this goal influence behavior (Langlie, 1977). 

Although individual health beliefs have traditionally been exam

ined in relation to preventative health activities, individual health 

beliefs influence the decision to initiate health promotional activity, 

such as CPR course utilization. Thus, CPR course utilization is a deci

sion based on individual health beliefs. 

Purpose 

The purpose of this study was to investigate the relationships 

among perceived susceptibility of others, intrinsic motivation, per

ceived benefits, perceived barriers, and cues to action in CPR utiliza

tion in a lay population. The secondary purpose of the study was to 

assess the reliability of the Cues to Action and the Health Belief Model 

in CPR Course Utilization questionnaires. 

Significance of the Study 

The community health nurse can identify populations at risk for 

heart disease and potential sudden death situations, thereby facili

tating CPR instruction. Cardiopulmonary resuscitation is considered to 

be a health promotional activity essential in both primary and secondary 

prevention of coronary artery disease (Montgomery et al., 1986). The 
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community health nurse can utilize the CPR course as a means for commu

nicating with the community to achieve a reduction in health risk, and 

as an opportunity to decrease mortality and enhance lives. 

Health educators have found it useful to assess educational 

needs partly in terms of the beliefs decribed in the HBM (Rosenstock, 

Strecher, & Becker, 1988). Rosenstock et al. (1988) suggest that, in 

addition to the above assessment, health educators should add the extent 

to which patients or clients feel competent to carry out the prescribed 

actions. This study provides information that can be utilized to influ

ence CPR course participation in the community. 

Summary 

The purpose of this study was to investigate the relationships 

among perceived susceptibility of others, perceived benefits, perceived 

barriers, cues to action, and intrinsic motivation in CPR utilization in 

a lay population. It has been demonstrated that CPR courses reach large 

populations, and enhance the community's health and client relationship. 
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CHAPTER 2 

CONCEPTUAL FRAMEWORK 

The Health Belief Model as adapted to cardiopulmonary resuscita

tion course utilization is described, and is depicted graphically in 

Figure 1. The concept level includes perceived susceptibility of 

others, perceived benefits, perceived barriers, cues to action, and 

intrinsic motivation. The operational components are explained in 

detail in relation to methodology (Chapter 3). 

Conceptual Model 

The Health Belief Model (HBM) is based on behavioral, psycho

social theories and was developed to explain and predict participation 

in preventative health programs in the 1950s. The HBM has been applied 

in many studies over the last 30 years. The use of the HBM in CPR 

course utilization is worthwhile in providing a mechanism to understand 

the participation of the lay population in this life-saving activity. 

Rosenstock et al. (1988) state that the HBM hypothesizes that 

health-related action depends upon the simultaneous occurrence of three 

classes of factors: 

1. The existence of sufficient motivation (or health concern) to 

make health issues salient or relevant. 

2. The belief that one is susceptible (vulnerable) to a serious 

health problem or to the sequelae of that illness or condition. 

This is often termed perceived threat. 



Concept Level 

Operational 
Level 

Cues to 
Action 

Perceived 
Barriers 

Perceived 
Benefits 

Intrinsic 
Motivation 

Health 
Beliefs 
in CPR 

Cues to 
Action 

Questionnaire 

Perceived 
Susceptibility 
of Others 

Health 
Self-Determinism 

Index 

Figure 1. Health Beliefs of Cardiopulmonary Resuscitation Course 
Utilizers. 
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3. The belief that following a particular health recommendation 

would be beneficial in reducing the perceived threat, and at 

subjectively acceptable cost. Cost refers to perceived barriers 

that must be overcome in order to follow the health recommenda

tions and includes, but is not limited to, financial outlays. 

The HBM provides the basis for understanding factors that influence the 

individual's decision-making process with regard to participating in a 

CPR course. 

Oldridge and Stoedefalke (1984) define motivation as the ability 

to initiate, sustain, and terminate behavior. Motive is defined as an 

emotion, desire, physiological need, or similar impulse acting as an 

incitement to action (American Heritage Dictionary of the English 

Language. 1978). Motivation is not a static global trait, but rather a 

multidimensional construct that is situation-specific (Cox, 1985). 

Behavior is promoted and directed by interactions of motives and emo

tions which are stimulated intrinsically and extrinsically (Serfass & 

Gerberich, 1984). 

The major dimensions of the HBM model that have been developed 

to explain motivation are perceived susceptibility, perceived severity, 

perceived benefits, perceived barriers/costs, and cues to action 

(Mikhail, 1981). The concepts of perceived susceptibility, perceived 

benefits and barriers, and cues to action incorporate the patient's 

health attitudes, beliefs, current situations, and psychological factors 

(Hijeck, 1984). 

Perceived susceptibility is defined as an individual's vulnera

bility to a condition (Janz & Becker, 1984). In relation to CPR course 
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utilizers, an individual would be considered susceptible if he/she per

ceived the threat of a sudden death event to be great in others close to 

him/her. 

Perceived benefits and barriers include variables such as the 

availability of preventative health care, perceived effectiveness of the 

care in altering the course of the disease, the monetary cost of care, 

the cost of time and inconvenience, and the effect care has on the life

style of others (Hijeck, 1984). Perceived benefits are defined as an 

individual's beliefs regarding the effectiveness of the various actions 

available in reducing the disease threat (Janz & Becker, 1984). A CPR 

course presents benefits that are both primary and secondary in nature. 

The program has a large component that addresses prudent heart living. 

Prudent heart living is a lifestyle that minimizes the risk of future 

heart disease (Albarran-Sotelo et al., 1987). The psychomotor section 

of the course provides the participant with the skills necessary to save 

a life. Perceived barriers are defined as the potential negative 

aspects of a particular health action. These may act as impediments to 

understanding the recommended behavior (Janz & Becker, 1984). When 

applied to CPR course utilizers, these may include anticipated diffi

culty with the psychomotor component of the course, or an aversion to 

mouth-to-mouth resuscitation. 

Cues to action may be internal (i.e., symptoms) or external 

(i.e., mass media communication or interpersonal interactions) (Janz & 

Becker, 1984). Either type of cue could provoke a conscious decision 

(Hijeck, 1984). Why an individual participates in a CPR course is 

intriguing and can include external cues such as a mass media campaign 
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on television, or internal cues such as fear of a sudden death event 

occurring from drowning. 

Motivation, as viewed by the HBM, is defined as tallying the 

number of positive health care beliefs and subtracting the number of 

barriers to engaging in the "appropriate" behavior (Cox, 1982). The HBM 

has operationalized motivation as the belief that one is vulnerable to 

the health problem, that the illness or problem is a threat, that the 

recommended health action will reduce the threat without substantial 

inconvenience, and a general concern over health matters and the will

ingness to accept medical advice (Becker, Drachman, & Kirscht, 1972; 

Cox, 1985). Cox (1985) views motivation as an important antecedent var

iable and correlate of the client's cognitive and affective responses to 

a health concern, the type of health care intervention and interaction 

expected by the client, and the client's health outcomes subsequent to 

this intervention. 

Intrinsic motivation is defined as a biologically inherent or 

innate urge to explore and master the environment (Sharrott & 

Cooper-Fraps, 1986). Intrinsic motivation is primarily characterized by 

a desire for achievement in activity to meet standards of excellence 

(Sharrott & Cooper-Fraps, 1986). Deci, Nezlek, and Sheinman (1981) 

maintain that one's sense of competency and self-determinism is associ

ated with a motivational subsystem (Cox, 1985). Cox (1985) character

izes the intrinsic motivational subsystem as active, independent deci

sion making, managing motives effectively, responsiveness to internal 

cues, feelings of self-determination, and a high degree of perceived 

competence. 
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Based on the Health Belief Model concepts discussed above, the 

following research questions were defined: 

1. Is there a relationship between perceived susceptibility of 

others and intrinsic motivation of the CPR course utilizer? 

2. Is there a relationship between perceived susceptibility of 

others and perceived benefits of the CPR utilizer? 

3. Is there a relationship between perceived susceptibility of 

others and perceived barriers of the CPR utilizer? 

4. Is there a relationship between cues to action and intrinsic 

motivation of the CPR utilizer? 

5. Is there a relationship between cues to action and perceived 

benefits of the CPR course utilizer? 

6. Is there a relationship between cues to action and perceived 

barriers of the CPR course utilizer? 

7. Is there a relationship between intrinsic motivation and per

ceived benefits of the CPR course utilizer? 

8. Is there a relationship between intrinsic motivation and per

ceived barriers of the CPR utilizer? 

9. Is there a relationship between perceived benefits and perceived 

barriers of the CPR course utilizer? 

Summary 

This chapter has explained and defined the concepts of perceived 

susceptibility of others, perceived barriers, perceived benefits, and 

intrinsic motivation as they relate to CPR course utilizers. The 



literature supports the exploration of these concepts as they relate 

CPR course utilizers. 
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CHAPTER 3 

METHODOLOGY 

This chapter addresses the research design, data collection 

methods, and the instruments utilized to conduct the research. 

Design 

A descriptive design was utilized in which subjects completed 

three paper-and-pencil questionnaires. These questionnaires were the 

Cues to Action (CPRC) questionnaire, the Health Belief Model in 

Cardiopulmonary Resuscitation (HBCPR), which is an adapted version of 

Champion's tool, and the Health Self-Determinism Index (HSDI). 

Sample 

The sample set consisted of 47 adults (aged 18 or older, male 

and female) who participated in a community CPR course. The partici

pants were able to read and write the English language. 

Protection of Human Subjects 

The research was reviewed and approved by the University of 

Arizona, College of Nursing, Ethical Review Subcommittee of the Research 

Committee, and a disclaimer was attached to the questionnaires, 

explaining the purpose of the study, risks, and assured anonymity 

(Appendix B). Collection of the questionnaires was carried out before 

the course began. All participants in the study were volunteers and had 

the right to refuse participation in the research. 
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Pilot Study 

A pilot study was conducted with ten adult volunteers. The 

HBCPR and Cues to Action (CPRC) questionnaires were administered to the 

volunteers and retest occurred two weeks later. The volunteers did not 

participate in the main study. The HBCPR and Cues to Action question

naires were utilized in the main study, as well as the HSDI and the 

demographic information sheet. 

The alpha coefficients of the HBCPR questionnaire ranged from 

0.65 to 0.68. The alpha coefficients of the Cues to Action question

naire ranged from 0.32 to 0.58. The criterion level was established 

at 0.70. 

Instruments 

The instruments are described in the following sections. 

Appendices C through F contain copies of the instruments that were used. 

Cues to Action Questionnaire 

The Cues to Action questionnaire is a 25-item scale, shown in 

Appendix C. The first 20 items are of a yes/no format and were analyzed 

by summative statistics. The last five items of the tool are demo

graphic in nature, related to cues to action and barriers to participa

tion in a CPR course. The intention of this scale is to measure cues to 

action related to CPR course utilizers. It also addresses self-deter

mined health behaviors and susceptibility of others. 

The Cues to Action questionnaire addressed more than cues to 

action issues. The questions elicited forced-choice yes/no responses. 

The Cues to Action questionnaire was developed by the researcher, based 
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on the literature and the researcher's experience teaching CPR courses. 

The tool was assessed for face and content validity by a panel of 

experts which included Basic Life Support instructors and Clinical Spe

cialists. The panel found the questionnaire to measure the stated cues 

to action of the CPR course utilizer. 

Health Belief Model in CPR Course Utilization 

The Health Belief Model in CPR Course Utilization (HBCPR) tool 

was adapted from Champion's Health Belief Model in Breast Self-Exam 

questionnaire. The HBCPR is a 15-item, Likert-format instrument 

(Appendix D). The concepts measured are perceived susceptibility of 

others (questions 11-15), perceived barriers (questions 1-5), and per

ceived benefits (questions 6-10). The tool was assessed for face and 

content validity by a panel of experts which included Basic Life Support 

instructors and Clinical Specialists. The panel indicated the question

naire was measuring components of the HBM as they related to the CPR 

course utilizer. 

The Health Belief Model in Breast Self-Exam (HBMBSE) tool was 

developed to measure five concepts: susceptibility, seriousness, bene

fits, barriers, and health motivation (Champion, 1984). The tool was 

developed from content-valid items (Champion, 1984). Internal consis

tency reliability was determined using Cronbach's alpha and ranged from 

0.60 to 0.78 (Champion, 1985). The test-retest reliabilities using 

Pearson's r ranged from 0.47 to 0.86 (Champion, 1985). 

The HBMBSE questionnaire was developed by Champion to investi

gate the decision-making process used in relation to performing breast 
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self-exam (Champion, 1985, 1987). Champion (1984) indicates this 

instrument can be used with substitution of a word or phrase to test the 

HBM with many population groups in relation to other preventive health 

behaviors. Therefore, adaptation of the instrument for the purpose of 

this study seemed appropriated. 

Health Self-Determinism Index 

The Health Self-Determinism Index (HSDI) is a 17-item, Likert-

type instrument which includes four subscales: self-determined health 

judgments, self-determined health behavior, perceived sense of compe

tency in health matters, and responsiveness to internal-external cues 

(Cox, 1985; Cox, Miller, & Mull, 1987). This instrument is shown in 

Appendix E. The subscales correspond to the theoretical description of 
•-P-

an intrinsically motivated person, self-determinism in judgment and 

behavior, feelings of competency, and responsiveness to internal cues 

(Cox, 1985). The HSDI is helpful in identifying interventions that are 

related to a client's motivational orientation (Cox et al., 1987). 

Cronbach's alpha was used to assess the internal consistency of 

the instrument; an alpha coefficient of 0.82 was obtained on the 20-item 

scale (Cox, 1985). Reliability estimates of the total scale across five 

studies have resulted in highly acceptable alpha coefficients: 0.84 

(N - 199), 0.80 (N - 68), 0.87 (N - 54), 0.83 (N - 55), and 0.81 (N = 

72) (Cox et al., 1987). The reliabilities of the factored subscales 

were 0.75, 0.75, 0.67, and 0.70 (Cox et al., 1987). 

The HSDI has been revised from the original 20-item instrument 

(Cox & Roghman, 1984) to a 17-item scale, due to the elimination of 
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items 6, 11, and 16 because of their poor reliability estimates (Cox et 

al., 1987). The HSDI 17-item tool (Cox et al., 1987) was used in this 

study in its intact form. The HSDI is a sensitive, multidimensional, 

and internally consistent instrument that demonstrates logical associa

tions with the practice or nonpractice of selected health behaviors (Cox 

et al., 1987). Cox et al. (1987) indicate that the HSDI can be used to 

tailor nursing interventions to the patient's motivational orientation, 

thereby potentially increasing adherence to treatment and health promo

tion regimens. Thus, using this tool to measure the motivation of CPR 

course participants is appropriate and valid. 

A demographic data information sheet was formulated based on 

recommendations from Dr. Cheryl L. Cox, University of Illinois, Chicago. 

The demographic information sheet is shown in Appendix F. The demo

graphic information sheet assessed information related to socioeconomic 

status, race, age, education, and whether or not CPR was a job 

requirement. 

Data Collection Protocol 

The sample was drawn from two community CPR courses offered at a 

local elementary school and conducted by the investigator. Potential 

participants were contacted through an announcement at an Open House at 

the school and via a letter sent home with the school children. All 

registration for the course was the responsibility of the investigator. 

The elementary school provided the site and distributed the letters to 

the children. 
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A total of 80 participants registered for the course. Sixty-two 

participants attended and completed the course, and 47 met the criteria 

to participate in the study. The sample set consisted of 47 adults 

(aged 18 or older, male and female) who participated in a community-

based CPR course. The questionnaires and the demographic information 

sheet were administered at the beginning of the course. 

The participants received a disclaimer approved by the 

University of Arizona, College of Nursing, Human Subjects Committee, 

with explanation of the purpose of the study and assured confidential

ity. The subjects were aware of their ri&ht to refuse participation in 

the study. The questionnaires were completed before the course began. 

Data analysis was conducted by the investigator upon collection 

of the questionnaires. 

Summary 

The.methodology used for this study was discussed. A descrip

tive study design was utilized. The criteria for subject inclusion were 

described. The HBCPR questionnaire and the Cues to Action questionnaire 

were piloted for reliability by the test-retest method. Content valid

ity issues were addressed. 



CHAPTER 4 

ANALYSIS AND PRESENTATION OF RESULTS 

This chapter presents the results of data analysis. Sample 

characteristics, including descriptions of su^scale analysis, and reli 

ability analysis of the questionnaires are presented. The results of 

correlational analysis conclude the chapter. 

Data Analysis 

Descriptive statistics were used to describe the subjects and 

the relationships of the various health belief concepts of the CPR 

course utilizer. Correlational statistics were used to answer the fol 

lowing questions: 

1. Is there a relationship between perceived susceptibility of 

others and intrinsic motivation of the CPR course utilizer? 

2. Is there a relationship between perceived susceptibility of 

others and perceived benefits of the CPR course utilizer? 

3. Is there a relationship between perceived susceptibility of 

others and perceived barriers of the CPR course utilizer? 

4. Is there a relationship between cues to action and intrinsic 

motivation of the CPR course utilizer? 

5. Is there a relationship between cues to action and perceived 

benefits of the CPR course utilizer? 

6. Is there a relationship between cues to action and perceived 

barriers of the CPR course utilizer? 
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7. Is there a relationship between intrinsic motivation and per

ceived benefits of the CPR course utilizer? 

8. Is there a relationship between intrinsic motivation and per

ceived barriers of the CPR course utilizer? 

9. Is there a relationship between perceived benefits and perceived 

barriers of the CPR course utilizer? 

Pearson's correlation coefficient was utilized to analyze the 

relationships among perceived susceptibility of others, perceived bene

fits, perceived barriers, cues to action, and intrinsic motivation of 

the CPR course utilizer. A correlational matrix was used to describe 

which of the variables had a significant influence upon CPR course uti

lization in a lay population. The variables included in this matrix 

were: the four subscales of the HSDI (behavior, judgment, competency, 

and internal and external cues), the three subscales of the HBCPR (per

ceived benefits, perceived barriers, and perceived susceptibility of 

others), and the Cues to Action questionnaire. The level of signifi

cance was established at p < 0.05. 

Description of the Sample 

Of the 62 participants who completed the CPR course, 47 partici

pants met the criteria to participate in the study (78%). Table 1 pro

vides a summary of the demographic information of the sample. 

The sample consisted of 13 male and 34 female adults. The mean 

age was 39.7 years (s.d. 14.3), and the range was from 21 to 80 years of 

age. Thirty-nine subjects were married (83%), three were divorced (6%), 

one subject was widowed (2%), and four had never married (9%). The 



Table 1. Demographic Information of Sample.* 

Variable n Percent 

Sex 
Male 13 28 
Female 34 72 

Age (range = 21-80; mean = 39.7) 

Marital Status 
Married 39 83 
Single 4 9 
Divorced 3 6 
Widowed 1 2 

Required CPR for job 6 12.8 
Did not require CPR for job 36 77 

Race 
Caucasian 39 83 
Asian 2 4 
Black 2 4 
Native American 1 2 
Hispanic 3 6 

*N - 47. 
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majority of the group (85%) were living with their spouses and/or fam

ilies. Of the subjects who responded, 55% were employed full time. Of 

this number, 77% did not have CPR as a job requirement. 

Although the majority of the subjects were Caucasian (83%), the 

sample also included Asians (4%), Blacks (4%), Native Americans (2%), 

and Hispanics (6%). • Ninety-three percent of the subjects had completed 

high school (n — 44), and 33 (70%) had some college education. In spite 

of the relatively high level of education, the majority of the group 

(68%) claimed an income of less than $30,000 per year. The range was 

from less than $10,000 per year (30%) to greater than $60,000 per year 

(15%). This data did not provide information regarding the total house

hold income. The data only indicated the income of the respondent. 

Health Belief Model in CPR 

Results from the HBCPR questionnaire indicated the dominant 

health beliefs of the CPR course participant by examining the subscale 

variations for the highest subscale mean. The higher the score on a 

subscale, the greater the likelihood that the variable is important in 

relation to the CPR utilizer. The results of the analysis are shown in 

Table 2. Subjects scored highest on the perceived benefits subscale and 

lowest on the perceived barriers subscale. Thus, individuals partici

pating in a CPR course perceived the course to be advantageous as an 

individual health behavior. They also perceived minimal barriers to 

participation. Thus, subject beliefs in the benefits of CPR utilization 

greatly outweighed perceived barriers to participation. 



Table 2. Variables Related to CPR Course 
Participation in HBCPR.* 

Maximum 
Possible Mean Standard 

Variable Score Score Deviation 

Barriers 20 9.4 3.23 

Benefits 29 21.7 2.5 

Susceptibility 22 15.8 3.0 

*N - 47. 

Cues to Action Questionnaire 

The Cues to Action questionnaire (CPRC) reflected subjects' per

ception of environmental factors that precipitated participation in the 

CPR course. These factors included perceptions related to the responsi

bility of the individual to society, environmental risk factors, and 

potential emergencies. 

In responding to questions related to individual perception of 

environmental cues, subjects targeted individual responsibility and per

ceived susceptibility of others as primary cues to action in CPR course 

utilization. Awareness of the potential for an emergency situation 

served as a primary cue to CPR course utilization in those subjects who 

had a family member with diagnosed coronary artery disease. Community 

advertisements and media presentations were found to be less effective 

cues to action related to the CPR course utilizer than items that 

reflected fears or potential emergency situations. 
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Health Self-Determinism Index 

Indicators of subjects' perceived self-determinism in CPR course 

utilization were ascertained by examining the total scale score and sub-

scale means of the HSDI. Self-determinism in health behaviors within 

this sample was assessed through analysis of total score for the HSDI 

(Cox, 1982). The maximum score for the HSDI is 75. The higher the 

total scale score, the greater the individual's perceived self-determin

ism and intrinsic motivation in health behavior. The mean score was 

53.0 (s.d. 5.4). This indicates that subjects who participated in this 

study perceived a moderate-to-high level of self-determinism and intrin

sic motivation in health behavior. 

Subscale scores were also evaluated to provide an indication of 

various motivational dimensions related to the CPR course utilizer. The 

higher the sample score on a subscale, the greater the perceived self-

determinism and competency in health behavior. The results of this 

analysis are shown in Table 3. Subjects scored low to moderate on all 

Table 3. Variables Related to CPR Course Participation in 
HSDI.* 

Maximum 
Possible Mean Standard 

Variable Score Score Deviation 

Health Judgment 29 16.2 4.2 
Health Behaviors 32 20.7 4.0 
Perceived Competency 15 9.4 1.8 
Internal/External Cues 9 6.6 1.10 

*N - 47. 
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subscales. The highest subscale mean was self-determined health behav

ior, which is consistent with participation in a CPR course. Subject 

self-determinism in health judgment and perceived competency was rela

tively low. These findings may reflect the fact that the majority of 

subjects who participated in this CPR course did so because of perceived 

susceptibility of others rather than as an individual health behavior. 

In addition, the low level of perceived competency may reflect the fact 

that CPR is a learned behavior, and the majority of subjects (75%) had 

not participated in previous CPR courses. 

Research Questions 

This section presents the results of correlational analysis (see 

Table 4). Nine research questions were addressed. The Health Belief 

Model variables of perceived barriers, perceived benefits, and perceived 

susceptibility of others will be described collectively as to their 

relationships to other model variables. 

2. Is there a relationship between perceived susceptibility of 

others and intrinsic motivation of the CPR course utilizer? There was 

no significant relationship identified between perceived susceptibility 

of others and intrinsic motivation. 

2. Is there a relationship between perceived susceptibility of 

others and perceived benefits of the CPR course utilizer? A significant 

positive correlation was identified between perceived susceptibility of 

others and perceived benefits of the CPR course utilizer (p = 0.01, r = 

0.35). Thus, the greater the perceived susceptibility of others, the 

greater the perceived benefits of the CPR course. 
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Table 4. Pearson Correlation Coefficients.* 

Total scales of the CPRC, HSDI, and HBCPR correlated against the health 
belief concepts of perceived benefits, perceived barriers, and perceived 
susceptibility. 

CPRC HSDI HBCPR Benefit Barrier Susceptibility 

CPRC 1.0000 
p-0.0 

0.4141 
p-0.002 

0.1978 
p-0.091 

0.0450 
p—0.382 

0.1426 
p=0.170 

0.1111 
p-0.229 

HSDI - 1.0000 
p=0.0 

0.2044 
p-0.084 

0.1926 
p-0.097 

-0.0352 
p-0.407 

0.1958 
p=0.094 

HBCPR - - 1.0000 
p-0.0 

0.4091 
p-0.002 

0.3972 
p-0.003 

0.7694 
p-0.000 

Benefit - - - 1.0000 
p-0.0 

-0.4891 
p-0.000 

0.3455 
p=0.009 

Barrier - - - - 1.0000 
p-0.0 

-0.0863 
p-0.282 

Susceptibility - - - - - 1.0000 
p=0.0 

*N - 47; significance level = p < 0.05. 
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3. Is there a relationship between perceived susceptibility of 

others and perceived barriers of the CPR utilizer? No significant rela

tionship was identified between perceived susceptibility of others and 

perceived barriers of the CPR utilizer. 

4. Is there a relationship between cues to action and intrinsic 

motivation of the CPR course utilizer? A significant positive relation

ship was identified between cues to action and both the total scale mea

sure of intrinsic motivation and the subscale measuring self-determinism 

in health judgments. A significant positive correlation was identified 

between cues to action and intrinsic motivation of the CPR utilizer (p = 

0.002, r - 0.41). This relationship indicates that, the greater the 

perceived cues to action, the greater the individual's intrinsic motiva

tion. This finding is consistent with the subject's emphasis on self-

responsibility as a primary cue to action in CPR utilization. A signif

icant positive relationship was also identified between cues to action 

and self-determinism in health judgments (p = 0.008, r = 0.35). This 

finding indicates that, the greater the perceived cues to action, or 

perception of individual responsibility of the CPR utilizer, the greater 

the level of self-determinism in health-related decisions. 

5. Is there a relationship between cues to action and perceived 

benefits of the CPR utilizer? No significant relationship was identi

fied between cues to action and perceived benefits of the CPR utilizer. 

6. Is there a relationship between cues to action and perceived 

barriers of the CPR course utilizer? No significant relationship was 

identified between cues to action and perceived barriers of the CPR 

course utilizer. 
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7. Is there a relationship between intrinsic motivation and 

perceived benefits of the CPR course utilizer? No significant relation

ship was identified between intrinsic motivation and perceived benefits 

of the CPR course utilizer. 

8. Is there a relationship between intrinsic motivation and 

perceived barriers of the CPR course utilizer? No significant relation

ship was identified between intrinsic motivation and barriers of the CPR 

course utilizer. 

9. Is there a relationship between perceived benefits and per

ceived barriers of the CPR course utilizer? A significant negative 

relationship was identified between perceived benefits and perceived 

barriers of the CPR course utilizer (p - 0.000, r = -0.49). Thus, the 

greater the perceived benefits to CPR utilization, the lower the per

ceived barriers to participation in a CPR course. 

Of the nine possible relationships, three were found to be sig

nificant: 1) the greater the perceived susceptibility of others, the 

greater the perceived benefits of the CPR course; 2) the greater the 

perceived cues to action of the CPR course utilizer, the greater the 

level of self-determinism in health-related decisions; and 3) the 

greater the perceived benefits of the CPR course, the lower the per

ceived barriers to CPR course utilization. 

Reliability 

The three questionnaires and respective subscales were analyzed 

for internal consistency. The HBCPR questionnaire total scale alpha 

coefficients ranged from 0.43 to 076, with subscale alpha coefficients 
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of: perceived benefits, 0.76; perceived barriers, 0.73; and perceived 

susceptibility, 0.49. The Cues to Action questionnaire alpha coeffi

cient was 0.57. The HSDI questionnaire total scale alpha coefficient 

was 0.22, with subscale alpha coefficients of: health, judgment, 0.67; 

health behavior, 0.60; competency, -1.0; and external/internal cues, 

-1.2. The criterion level established was 0.70. 

Limitations of the Study 

There are limitations which must be considered in the applica

tion of findings from this study. 

The sample size was small (N - 47) in relation to the number of 

variables measured. As a result of the small sample size, the instru

ments showed instability and reliability values lower than previously 

reported for a number of subscales. The theoretical testing of the 

framework was less than optimal due to the small sample size and instru

ment reliabilities below the set criterion of 0.70. 

The HSDI usually had a coefficient alpha of greater than 0.70 

and in this study it was 0.22. The HSDI had always been applied to 

large populations related to individual health beliefs. The HSDI would 

need to be tested with other populations, focusing on health beliefs in 

relation to the benefit of others (e.g., spouse smoking and addictive 

behaviors). 

The Cues to Action questionnaire had a yes/no format. It was 

not as sensitive as a Likert format would have been. It did not solely 

measure cues to action, but rather components of self-determined health 

beliefs and a sense of responsibility. The Cues to Action questionnaire 



41 

will need further refinement and testing. The questionnaire will need 

to be focused to assess self-determined health beliefs. 

The HBCPR will need to have additional items added. The adapta

tion of this scale to health beliefs towards others will need to be 

reworked. This tool was adapted from a tool that looked at individual 

health behavior towards oneself. The adaptability of the tool to health 

behaviors toward others will need further exploration. 

Summary 

This chapter reported the results of the data analysis, a 

description of the demographic data, and the scores obtained on the Cues 

to Action questionnaire, the Health Belief Model in CPR, and the Health 

Self-Determinism Index. The results of the analysis of the data to 

answer the research questions were presented. 
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CHAPTER 5 

DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS 

The relationship between the conceptual framework and the study 

findings, the conclusions based on these findings, and recommendations 

for further research are presented in this chapter. 

Discussion 

The conceptual framework used for this study was an adaptation 

of the Health Belief Model (HBM) (Janz & Becker, 1984). The HBM was 

used to understand the influence of the individual's health decision 

making related to CPR course utilization, which is both a health promo

tional activity and a health behavior. The basic components of the HBM 

hypothesize that behavior depends mainly upon two variables: values 

placed by an individual on a particular goal, and an individual's esti

mate of the likelihood that a given action will achieve that goal (Janz 

& Becker, 1984). The HBM provides the basis for understanding factors 

that influence the individual's decison-making process with regard to 

CPR course participation. These behaviors are prompted and directed by 

motives and emotions (see Chapter 2) which are stimulated extrinsically 

and intrinsically (Serfass & Gerberich, 1984). 

The intent of this study was to identify health belief variables 

which influence community CPR course participation. Therefore, the 

study was based on the assumption that CPR course participation is a 

decision based on an individual's health beliefs. 
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Question one addressed the relationship between perceived sus

ceptibility of others and intrinsic motivation of the CPR course uti

lizer. No significant relationship was demonstrated between perceived 

susceptibility of others and intrinsic motivation. Several factors 

could influence this relationship, including sample size and weakness of 

the scale. Factors that influence intrinsic motivation include biologi

cal or inherent urges to explore and master the environment and are pri

marily characterized to achieve standards of excellence (Sharrott & 

Cooper-Fraps, 1986). The participants in this study did not demonstrate 

a significant relationship between these variables. The findings from 

the study imply that skill acquisition is not a motivating factor influ

encing CPR course participation. 

The second research question addressed the relationship between 

perceived susceptibility of others and perceived benefits of the CPR 

course utilizer. A significant positive relationship was demonstrated 

between perceived susceptibility of others and perceived benefits. The 

more the individual perceives the susceptibility of others, the greater 

the perceived benefits of CPR course participation and utilization. 

Thus, if individuals perceive a value to learning a skill to prevent the 

death or injury of another, then the perceived benefits of the activity 

are increased and they will participate in the activity. This is a mar

ketable concept that can be utilized in the future to increase the like

lihood of participation in CPR courses in our community. 

Research question three addressed the relationship between per

ceived susceptibility of others and perceived barriers of the CPR course 

utilizer. No significant relationship was demonstrated. The CPR course 
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participant did not perceive any significant barriers to course partici

pation. Those individuals who participated in the study were taking a 

community CPR course. If perceived barriers had existed, it is doubtful 

that they would have been participating in the class. The perceived 

barriers assessed on the HBCPR questionnaire addressed items related to 

psychomotor skills and self-consciousness of performing in front of 

others. Since the majority of the participants (75%) had never taken a 

CPR course, it would be difficult for the participant to judge this 

without knowing what a course entails. 

The fourth research question assessed the relationship between 

cues to action and intrinsic motivation of the CPR course utilizer. 

There was a significant positive relationship identified between these 

two variables. The more the participant identified with the cues to 

action, the greater the activation of intrinsic motivational factors. 

The subscales of the HSDI included health judgments, health behaviors, 

competency, and internal and external cues. The motivational factor 

significantly related to the cues to action was the intrinsically ori

ented health judgment subscale. The Cues to Action questionnaire 

included questions that addressed sense of self-responsibility towards 

others (society) and fears. The Cues to Action questionnaire demon

strated a significant positive relationship to health judgments, a sub-

scale of the HSDI. Therefore, the greater the individual's perception 

of the cues to action (their sense of responsibility), the more the 

individual is likely to decide to participate in a CPR course. The 

findings support the concept that people who participate in community 

CPR courses are there because of their sense of responsibility to 
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others. People care about others and are concerned that someone might 

need CPR. This is another marketable concept to use towards enhancing 

CPR course utilization. 

The fifth research question investigated the relationship 

between cues to action and perceived benefits of the CPR course uti

lizer. No significant relationship was identified between these vari

ables. The Cues to Action questionnaire addressed self-determined 

health behaviors, as well as externally specific cues to action in CPR 

course utilization. It was anticipated that a positive and significant 

relationship would exist between cues to action and perceived benefits 

in CPR utilization. The Cues to Action and HBCPR questionnaires did not 

have high alpha coefficients. The reliabilities may have affected the 

lack of relationship. Thus, it is difficult to draw conclusions as to 

why no relationship was identified. 

The sixth research question addressed the relationship between 

cues to action and perceived barriers of the CPR course utilizer. 

Again, no significant relationship was identified. This concept inter

action could be explored in the future by examining the participants' 

perceptions before course participation and then again after course 

participation. 

The seventh research question addressed the relationship between 

perceived benefits and intrinsic motivation of the CPR course utilizer. 

There was no significant relationship demonstrated. This researcher 

expected a positive and significant relationship to exist between per

ceived benefits and intrinsic motivation. This assumption was based on 

the concept that, the more an individual perceived the benefits of a CPR 
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course, the more likely the individual would be intrinsically motivated 

to learn and use this skill. Again, poor reliability of the instrument 

may have been a factor. 

The eighth research question addressed the relationship between 

intrinsic motivation and perceived barriers of the CPR course utilizer. 

There was no significant relationship identified. This researcher 

expected that the participants would respond with a high motivational 

level which, in turn, would overcome any perceived barriers to course 

participation. This was not demonstrated statistically. Again, the 

scales have poor reliability statistics, but there also may have been no 

barriers. 

The ninth research question addressed the relationship between 

perceived benefits and perceived barriers of the CPR course utilizer. A 

significant negative correlation was identified between perceived bene

fits and perceived barriers. This was expected. The greater the par

ticipant perceived the benefits of the course, the less the perceived 

barriers to participation in the CPR course. In other words, the bene

fits outweigh the barriers. This is a marketable concept to be utilized 

in promoting CPR course utilization and participation. 

Thus, the following marketable concepts can be utilized in pro

moting CPR course participation: 1) CPR courses provide participants 

with a valuable skill which could be used to prevent the death or injury 

of another, 2) those who participate in community CPR courses are there 

because of their sense of responsibility to others, and 3) the benefits 

of a CPR course outweigh the barriers to course participation. 
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Conclusions and Recommendations 

In conclusion, the scales and their subscales were less than 

optimal in the statistical analysis. The reliabilities were less than 

the criterion level of 0.70. Therefore, it is difficult to draw sound 

conclusions from this study. The study was worthwhile in its attempt to 

identify variables that influence CPR course participation by the lay

person in community courses and it does reinforce the qualitative 

"hunch" this researcher had. It does imply that individuals who partic

ipate in CPR courses are there because of a sense of duty to self and to 

the community. It is difficult to apply tools that are designed to 

assess individual health behaviors towards oneself and then try to adapt 

them to health beliefs and health behaviors directed towards others. 

Basically, the Health Belief Model is applied towards health behaviors 

that benefit the individual. In this study, the Health Belief Model was 

applied towards health behaviors that benefit others, including the com

munity as a whole. 

The sample size needs to be increased, and it would be inter

esting to assess the sample group before course participation and then 

after course completion to see if their perceptions had changed. Does 

course participation influence barriers such as self-consciousness 

related to psychomotor stations? Do the participants perceive a greater 

benefit after taking the CPR course? 

The CPR course participants were concerned with their community 

and prevention of sudden death events, as well as a means to intervene 

when such events do occur. Intrinsic motivation and competency of a 

skill did not demonstrate significance. The participants did 
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demonstrate a sense of self-determined judgments regarding the health of 

others. The health promotional components of the CPR courses are bene

ficial in enhancing the lives of those who participate in these courses, 

as well as beneficial to their community. 

There are several marketable concepts that the community health 

nurse could utilize to increase the CPR bystander ratio in a given com

munity. The CPR course utilizer has several characteristics that make 

up the participant profile. These characteristics include a perceived 

value to learning CPR skills that can prevent death or an injury to 

another. Thus, the participant has a sense of responsibility to others. 

The community health nurse can activate the community to increase the 

bystander CPR ratio by targeting programs to specific populations and 

sites, and focusing on the profile characteristics of a CPR course par

ticipant. 

Overall, the study established the need for further exploration 

of the application of the Health Belief Model related to health behav

iors directed towards the community well-being. Sudden death events can 

occur at any moment. If we can save a life by just one more bystander 

knowing CPR, we have achieved our goal. 

This study was an attempt to quantify the variables influencing 

community CPR course utilization. CPR course utilization needs to be 

enhanced. 

Summary 

The relationship between the conceptual framework and the study 

findings, conclusions based on these findings, and recommendations for 



further research have been presented in this chapter. The marketable 

concepts to enhance CPR course participation were identified. 
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NOTICE OF CARDIOPULMONARY RESUSCITATION COURSE 
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October 31, 1989 

Dear Members of the Dunham Elementary School Community: 

A Cardiopulmonary Resuscitation (CPR) course will be offered as a ser
vice to you. The course is presented in association with the American 
Heart Association. The course is free of charge. 

The program will be held at Dunham Elementary School, in the cafeteria. 
The course will run from 6 p.m. to 9 p.m. on Wednesday, November 8th, 
and again on Thursday, November 9th. You need attend only one session. 

Please complete the registration form below and return the form to 
Dunham by November 6th. If you have any questions, please feel free to 
call me, after 6 p.m., at 298-4429. Thank you. 

Sincerely, 

Fran Bartholomeaux, RN, CCRN 
Graduate Student 
College of Nursing 
University of Arizona 

Name 

Telephone Number 

Number of Participants 

I will attend the: November 8th class November 9th class 
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T H E  U N I V E R S I T Y  O F  
TL'CSON. ARIZONA 85721 

COLLEGE OF Nl'RSING 

A R I Z O N A  

MEMORANDUM 

TO: Fran Bartholomeaux. R.N. 

FROM: Carolyn Murdaughr$i.\!̂ RNij£  ̂
Director of Clinical Research 

DATE: October 31. 1989 

SUBJECT: Human Subjects Review: 'Health Beliefs of CPR Course Participants' 

Your project has been reviewed and approved as exempt from University review by the College of 
Nursing Ethical Review Subcommittee of the Research Committee and the Director of Research. A 
consent form with subject signature is not required for projects exempt from full University review. 
Please use only a disclaimer format for subjects to read before giving their oral consent to the 
research. The Human Subjects Prelect Approval Form is filed In the office of the Director of 
Research if you need access to it 

We wish you a valuable and stimulating experience with your research. 

CM:ch 
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DISCLAIMER 

HEALTH BELIEFS IN CARDIOPULMONARY RESUSCITATION 

COURSE PARTICIPANTS 

You are being asked to voluntarily take part in the above-titled 
research project. The reason for this study is to look at why people 
participate in a CPR course. 

There are no risks or benefits gained from participating in this 
study. You may ask questions and receive answers to your questions at 
any time. You may decide without risk at any time not to take part in 
the study. All information will remain confidential. There is no cost 
or payment for your participation in the study. By responding to the 
questionnaires, you will be giving your consent to participate in the 
study. 

Your participation in the CPR course will not be affected if you 
choose not to participate in the study. 

Thank you. 

Fran Bartholomeaux, RN 
Graduate Student 
College of Nursing 
University of Arizona 
(602) 626-6154 
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CUES TO ACTION QUESTIONNAIRE 

Beside each statement, circle either Y for "yes" or N for "no." 

Learning CPR is something I need to do for myself. 

Learning CPR can help my loved ones. 

Learning CPR can help my co-workers. 

Learning CPR can help my family. 

Learning CPR can help society. 

Learning CPR is something everyone should do. 

I wanted to learn CPR because I was afraid someone might die 
and I wouldn't be able to help. 

8. Y N. Learning CPR helps me know what to do in an emergency. 

I work with old people and I am afraid they might have a 
problem. 

Learning CPR gets me out of the house. 

I have a pool and I am afraid someone might drown. 

Beside each 

1. Y N 

2. Y N 

3. Y N 

4. Y N 

5. Y N 

6. Y N 

7. Y N 

8. Y N . 

9. Y N 

10. Y N 

11. Y N 

12. Y N 

13. Y N 

14. Y N 

15. Y N 

16. Y N 

17. Y N 

18. Y N 

19. Y N 

Do you know someone who was saved by CPR? 

Do you know someone with heart disease? If yes, is this 
person a: 

Loved one, spouse, child, parent 
Co-worker 
Student 

Do you take CPR courses biannually? 

Should CPR be a part of all high school health curriculum? 



20. Y N Should there be a fee for a CPR course? If yes, it should 
be: 

$1 $10 
$5 $25 

Check appropriate answers for the following: 

21. If a CPR course was offered, what would be the most convenient 
times: 

8 am to 12 noon, Monday-Friday 
1 pm to 5 pm, Monday-Friday 
6 pm to 10 pm, Monday-Friday 
8 am to 12 noon, Saturday or Sunday 
1 pm to 5 pm, Saturday or Sunday 
6 pm to 10 pm, Saturday or Sunday 

22. What would be the most convenient location: 
Home 
Place of worship 
Community center 
School 
Other 

23. Transportation (check all that apply) 
Today I came: 

By myself 
By car 
By train 
With a friend/family member 
By bus 
I walked 
Other 

24. I learned about the course by: 
Word of mouth 
Invited by a friend 
TV 
Newspaper 
Personal interest 

25. Would you be interested in becoming a CPR instructor? 
Yes 
No 
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HEALTH BELIEF MODEL IN CARDIOPULMONARY RESUSCITATION 

For each statement, circle the number that best describes your opinion. 

Key: 1 - Strongly Disagree 
2 - Disagree 
3 - Undecided 

4 - Agree 
5 - Strongly Agree 

SD D U SA 

1. It is embarrassing for me to learn CPR in 
front of others. 

2. In order to learn CPR I have to give up quite 
a bit. 

3. Learning CPR is time-consuming. 

4. My family would make fun of me if I learned 
CPR. 

5. I am afraid I would not be able to do CPR. 

6. Learning CPR may prevent future deaths for 
others. 

7. Learning CPR will make me more confident in 
the future. 

8. I have a lot to gain by learning CPR. 

9. Learning CPR can help me save a life. 

10. I would not be so anxious about someone dying 
suddenly if I knew CPR. 

11. My chances of using my CPR skills are great. 

12. I feel that my chances of using my CPR skills 
in the future are good. 

13. There is a good possibility that I will use 
CPR. 

14. I worry a lot about needing to administer 
CPR. 

15. Within the next year I will need to 
administer CPR. 

2 

2 

2 

2 

2 

2 

2 

2 

2 

4 

4 

4 

4 

4 

4 

4 

4 

4 
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HEALTH SELF-DETERMINISM INDEX 

The following statements are about health and health-related issues. 
Please circle one number to indicate how much you disagree or agree with 
each statement. 

Key: 1 = Strongly Disagree 
2 = Disagree 
3 = Undecided 

4 = Agree 
5 = Strongly Agree 

SD U SA 

For me, it takes more willpower than I have 
to do the things that I know are good for my 
health. 

4. 

Most of the time I know what to do for my 
health without needing to contact a doctor. 

Only a doctor really knows whether or not I 
am in good health. 

Some people think that a doctor should decide 
about their health care, but I feel that I 
should decide. 

5. I worry about my health. 

6. Whatever a doctor suggests about my health is 
OK for me to do. 

7. I know, without someone else telling me, when 
I am in good health. 

8. I more often agree with what doctors and 
nurses think instead of my own opinion. 

9. I feel good about how I take care of my 
health. 

10. I do things to help my health even though a 
doctor or nurse has not suggested these 
things to me. 

11. I'm really never sure that I'm doing the 
right things for my health until I've checked 
it out with a doctor. 

4 

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

13. I don't do as well at taking care of my 
health as other people I know. 

14. I prefer that doctors and nurses help me plan 
my health practices. 

15. I know, without a doctor telling me, that I'm 
doing the right thing for my health. 

16. What a doctor thinks about my health is more 
important than what I think. 

17. I know what I'm doing when it comes to taking 
care of my health. 

SD U SA 
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DEMOGRAPHIC INFORMATION 

Please complete the following to the best of your ability. 

Sex: M F 

Age: Years 

Marital Status: 
Married, living with spouse 
Separated 
Divorced 
Widowed 
Single 

Current Living Status: 
Living alone 
Living with spouse 
Living with family member(s) 
Living with friend(s) 

Employment: 
Currently employed. List occupation 
Retired. List year of retirement and last occupation 

CPR is/was required for my job 
Yes No 

Annual Income: 
$10,000 or less $41,000 to $50,000 
$11,000 to $20,000 $51,000 to $60,000 
$21,000 to $30,000 Over $60,000 
$31,000 to $40,000 

Education: 
College degree(s). List degree(s) 
Some college 
High school 
Grade school 
Other. List 

Please circle the highest grade in school you have completed: 
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16+ 

Race: 
Black 
Hispanic 
Native American 

Asian/Pacific Islander 
White 
Other 
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