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Sammanfattning 

 

I litteraturen framkommer både positiva och negativa effekter av motionsutövande på 

hälsa. Trots detta är motionärers upplevda hälsa fortfarande oundersökt från ett 

perspektiv som demonstrerar denna dubbelsidiga influens. Modellen för Upplevd Hälsa 

och Idrotts/Motionsdeltagande (PHS/EP model) fungerade som teoretisk referensram i 

studien som syftade till att testa Upplevd Hälsa och Motionsdeltagande Profil (UHMP) 

formuläret, samt att undersöka faktorer inkluderade i motionärers tendenser mot 

hälsosamt respektive ohälsosamt motionsutövande och deras samband med upplevd 

hälsa, tillfredställelse med motionsutövande, målorientering, självförtroende och fysisk 

självuppfattning. Ett testpaket bestående av fyra instrument besvarades av 148 

motionärer. De erhållna resultaten styrker den hälsosamma tendensen av 

motionsutövande, representerad i PHS/EP modellen. Den ohälsosamma tendensen 

kräver däremot fortsatt undersökning och vissa relaterade förändringar bör göras i 

UHMP frågeformuläret. Regressionsanalyser bekräftade vissa samband mellan PHS/EP 

modellen samt etablerade koncept som målorientering, självförtroende och aspekter av 

fysisk självuppfattning. Resultaten diskuteras utifrån tidigare forskning och PHS/EP-

modellen. 

 

 

Nyckelord: fysisk självuppfattning, motion, målorientering, självförtroende, upplevd 

hälsa 
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Abstract 

 

Both positive and negative effects of exercise participation on health are shown in the 

literature. However, exercisers’ perceived health is still unexplored from this two-line 

influence perspective. The Perceived Health and Sport/Exercise Participation model 

(PHS/EP) served as theoretical framework for the study that aimed at testing the 

Perceived Health and Exercise Participation Profile (PHEPP) Questionnaire and 

examining factors involved in exercisers’ tendencies towards healthy versus unhealthy 

exercise participation and their association with perceived health, exercise satisfaction, 

goal orientation, self-esteem and physical self-perception. A package of four 

instruments was completed by 148 exercisers. The healthy tendency of exercise 

participation represented in the PHS/EP model was supported by the results obtained, 

whereas the unhealthy tendency needs further investigation and some related changes in 

the PHEPP questionnaire. Regression analyses confirmed some relationships between 

the PHS/EP model and established concepts such as goal orientation, self-esteem and 

physical self-perception dimensions. The results are discussed with reference to 

previous research and the PHS/EP model.  

 

 

Key words: exercise, goal orientation, perceived health, physical self-perception, self-

esteem 
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Introduction 

 

Already 400 years B.C. Hippocrates acknowledged the positive effects exercise can 

have on health when he said: “If it was possible to give each individual an adequate 

amount of nourishment and exercise, not too little and not too much, it would be the 

safest way to health” (Hippocrates, 400 B.C., quoted in Peterson & Renström, 1984, 

p.12). Today the health beneficial effects of exercise are even more acknowledged. 

Literature concerning the physiological and psychological benefits of an active lifestyle 

can be found to support this (e.g. Kesaniemi et al., 2001; US Department of Health and 

Human Services, 1996). However, today health related problems cost society vast 

amounts of money and it looks like people are getting unhealthier all the time. The 

exercise movement carries a potential to relieve some of these health problems and is 

therefore of significance to study. But unfortunately exercise is not always associated 

with health benefits. Even if phenomena such as injuries, eating disorders, exercise 

dependence, overtraining and drug abuse are more commonly associated with 

competitive sports, the phenomena do exist also within the exercise movement (e.g., 

Hendrickson & Verde, 1994; Thome and Espelage, 2007; Wright, Grogan & Hunter, 

2000). Indeed, exercise seems to have a double sided effect on health and it is important 

to investigate under what conditions exercise participation contributes positively versus 

negatively to exercisers’ perceptions of their own health.  

 

Theoretical Framework and Definitions 

Health is often considered one of the most important resources in life, allowing people 

to cope with everyday activities and lead a satisfactory life. The broadest and most 

commonly used definition of health is: “resource for everyday life, not the object of 

living, a positive concept emphasizing social and personal resources as well as physical 

capabilities” (World Health Organization WHO, 1998). Health has also been described 

as “a state of complete physical, social and mental well-being, and not merely the 

absence of disease or infirmity” (WHO, 1998). In fact, both these definitions emphasize 

more perceived health, in other words, a person’s subjective evaluation of his or her 

health, rather than one’s actual medical health status. Consistent with these definitions 

people can consider themselves healthy, despite of not having a very good medical 

health status. For example, many illnesses have a latent period during which a person 

might not feel it yet. The opposite situation is also possible; when one feels bad in spite 

of good medical health. Perceived health has evolved as a subjective construct which 

may or may not overlap with an individual’s medical health status. Therefore, perceived 

health can be seen as a relatively independent concept to study. Based on the health 

definitions suggested by the WHO, it is possible to predict that perceived health might 

influence people’s life choices and also contribute to their life quality and satisfaction.  

  

Until recently there has not been a unified theoretical framework that considers health in 

relation to sport and exercise from a holistic perspective. The first attempt to provide 

such a model was made in 2004 by Stambulova, Johnson, Lindwall and Hinic. The 

Perceived Health and Sport/Exercise Participation (PHS/EP) model was explored in two 

qualitative studies; one from a sport perspective (Alvmyren, 2005) and one from an 

exercise perspective (Shakiba, 2005). Based on the results of these studies a first 

modification of the model was made (Stambulova, Johnson, Lindwall, Hinic, 2005) and 

two instruments, the Perceived Health and Sport Participation Profile (PHSPP) and the 

Perceived Health and Exercise Participation Profile (PHEPP), were developed. The 

instruments were tested in sport (Alvmyren, 2006) and exercise (Shakiba, 2006) settings 
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respectively. The findings confirmed major parts of the modified PHS/EP model and its 

connection to some related concepts and theories, for example, goal-orientation and 

physical self-perception. The findings also led to small changes in the PHS/EP model 

(Stambulova, Johnson, Lindwall & Hinic, 2006). A modification of the PHSPP 

questionnaire was made and tested by Gestranius (2006) with the latest version of the 

PHS/EP model as a reference point. Alvmyren (2006) and Gestranius (2006), who both 

examined the model from a sport perspective, used more sensitive methods of analysis 

than Shakiba (2006), who represented the exercise perspective. Therefore more detailed 

results have been attained regarding the model in its relation to sport participation. 

Consequently it is important to further investigate the model from an exercise 

perspective and to continue the development of the PHEPP questionnaire.  

 

It is at this point relevant to clarify what can be understood by the concepts sport and 

exercise in order to distinguish between them. Fox, Boutcher, Faulkner and Biddle 

(2000) describe sport as “physical activity that involves structured competitive 

situations governed by rules” (p.8). But the same authors also point out that in mainland 

Europe, the term sport is often used in a wider context including all exercise and 

leisure-time physical activity. This inconsistency in terminology can sometimes cause 

confusion. The term exercise should be used for “a subset of physical activity that is 

volitional, planned, structured, repetitive, and aimed at improvement or maintenance of 

an aspect of fitness or health” (Fox et al., 2000, p.7). What sport and exercise have in 

common is that they can both be considered a form of physical activity. Physical 

activity is used as an umbrella term describing any bodily movement produced by the 

skeletal muscles resulting in energy expenditure (Fox et al., 2000). This paper takes an 

exercise perspective and employs the definition of exercise provided by Fox and 

colleagues (2000).  

 

The second modification of the PHS/EP model (Stambulova et al., 2006) is presented in 

Figure 1 on the following page. First of all, the model postulates that there are two 

health related tendencies in sport/exercise participation which together develop a 

continuum. One pole of this continuum is healthy sport/exercise participation, and the 

opposite pole is unhealthy sport/exercise participation. Each particular athlete or 

exerciser can at the moment be at any point of this continuum but in total tends more to 

one of the poles, in other words to healthy or unhealthy sport/exercise participation. 

 

Second, the model predicts that healthy sport/exercise participation involves perception 

of health as a goal in sport/exercise (on the basic values/beliefs/attitudes level), using 

health enhancing strategies helping to accumulate health (on the behavioural level), 

perception of health as a benefit of sport/exercise participation, high perceived health 

and satisfaction with sport/exercise participation (on the appraisal level). 

 

Alternatively, the model predicts that unhealthy sport/exercise participation involves 

perception of health as a mean in sport/exercise (on the basic values/beliefs/attitudes 

level), a lack of using health enhancing strategies that in fact means draining health (on 

the behavioural level), perception of health as a cost of sport/exercise participation, low 

perceived health and dissatisfaction with sport/exercise participation (on the appraisal 

level). Additional factors influencing preference of healthy or unhealthy sport/exercise 

participation include: an overlap between the images of an athlete/exerciser and a 

healthy person, goal orientation, physical self-perception profile, self-esteem, and 

athletic identity (for athletes). 
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Figure 1. Perceived Health and Sport/Exercise Participation model (Stambulova, 

Johnson, Lindwall & Hinic, 2006). 

 

Third, the model emphasizes the importance of micro- and macro- social influences on 

the athlete/exercisers’ factual preference of healthy or unhealthy sport/exercise 

participation and also on their possible shifts from one tendency to the other. 

Fourth, the model predicts potential outcomes of healthy and unhealthy sport/exercise 

participation. Clear dominance of the healthy tendency most probably leads to 

continuation of sport/exercise participation while a dominance of the unhealthy 

tendency most probably leads to sport/exercise dropout. But any of the dominant 

tendencies might be reversed, in other words the athlete/exerciser might make a shift 
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from unhealthy to healthy sport/exercise participation, and also vice versa. Since goal 

orientation, self-esteem and physical self perception are assumed to influence 

exercisers’ tendencies towards healthy or unhealthy exercise participation these 

concepts and related research will be examined more in detail.  

 

A theory that is commonly used to explain motivational aspects of physical activity and 

sport is the Achievement Goal Theory (AGT, Nicholls, 1989; Duda & Hall, 2001). The 

two central goal perspectives are task and ego, which reflect individuals’ subjective 

criteria for what is considered to be a success or a failure in achievement settings 

(Nicholls, 1989). Task oriented individuals tend to focus on performing their best, 

improving at the task and developing lifetime skills while ego oriented individuals tend 

to be preoccupied with their own performance ability and feel that they are successful 

only when they have exceeded the performance of others (Duda, 2001). For the sake of 

moving towards consistency in terminology within literature, Duda (2001) suggests that 

dispositional goal perspectives, or habitual achievement preoccupations with task and 

ego goals, should be referred to as goal orientations. Usually task and ego orientations 

are assumed to be conceptually orthogonal, which means that they are independent of 

each other so that one individual can be high in both orientations at the same time, or 

high in one and low in the other (Duda & Whitehead, 1998; Nicholls, Patashnik, & 

Nolen, 1985; Roberts, Treasure & Balague, 1998) .  

 

Self-perception, according to Fox et al. (2000), is defined as “an umbrella term that 

denotes all types of self-referring statements about the self, ranging from those that have 

specific content to those that express general feelings” (p.8). Physical self-perception 

can derived from the previous definition be seen as “statements about the self, referring 

to the physical self”. The physical aspect of the self is often measured using an 

instrument called the Physical Self-Perception Profile (Fox & Corbin, 1989), which 

focuses on the individual’s perception of sport competence, strength, condition, body 

and global physical self-worth (Fox, 1990, ref. in Marsh 1997). Self-esteem or self-

worth is defined as “the awareness of good possessed by the self and represents how 

positive individuals feel about themselves in general” (Fox et al., 2000, p.8). 

 

Findings Related to the PHS/EP Model 

 Factors influencing perception of health. The physiological benefits associated 

with physical activity and exercise include, for example, reduced risk for cardiovascular 

disease, obesity, high blood pressure, osteoporosis and diabetes (Kesaniemi et al., 2001; 

US Department of Health and Human Services, 1996). Lately it has also become clear 

that exercise is not only good for one’s physical health but has positive effects on one’s 

mental health too. Regular physical activity and exercise have been shown to have, for 

example: a) a low-to-moderate anxiety-reducing effect b) a causal link to reduced 

clinically defined depression c) a consistent association with positive mood and affect 

and d) a positive effect on cognitive functioning (e.g., memory) particularly for older 

adults (Biddle, Fox, Boutcher & Faulkner, 2000; Landers & Arent, 2007; Sallis & 

Owen, 1999). Regular exercise has also demonstrated a strengthening effect on self-

esteem and physical self-perception (Fox, 2000; Lindwall, 2004). Self-esteem has been 

shown to be a key indicator of emotional stability and adjustment to life demands and a 

strong predictor of subjective well-being (Fox, 2000). Therefore the concept is 

extremely relevant to a person’s perceived health. Self-esteem has also been linked to 

other positive qualities such as life satisfaction and choice and persistence in a range of 

achievement and health behaviors (such as not smoking and greater involvement in 
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exercise) (Fox, 2000). All these physical and psychological benefits are likely to 

enhance people’s perceptions of life quality and health. 

 

The promoted picture of physical activity today is that it is beneficial for health and 

well-being in many ways. But as Szabo, Frenkl and Caputo (1997) point out, 

comparatively little attention has been devoted to research showing the potentially 

harmful effects associated with excessive investment in physical activity. 

 

According to Szabo (2000), exercise dependence is the most common psychological 

dysfunction associated with “over-exercising”. A differentiation has been made between 

what is considered as “primary exercise dependence”, which manifests itself as a 

behavioral addiction, and “secondary exercise dependence”, which appears in 

conjunction with eating disorders (De Coverley Veale, 1987). A multitude of terms has 

been used to describe compulsive exercise behavior. Some of these are exercise 

addiction (e.g., Thaxton, 1982), exercise dependence (e.g., Cockerill & Riddington, 

1996) and obligatory exercising (Pasman & Thompson, 1988). The currently preferred 

terminology according to Szabo (2000) is exercise dependence. Exercise dependence, 

from a simplified point of view, is a state where exercise becomes compulsive to the 

extent that it controls an individual’s life (Fox et al., 2000; Hausenblas & Symons 

Downs, 2002). Such a state may have multiple negative consequences for the 

individual. Individuals in this state have a tendency to train against medical advice (Fox 

et al., 2000) and in spite of injuries (Anshel, 1991). The prevalence of exercise 

dependence is hard to estimate because of the inconsistent terminology used in research, 

but what can be concluded is that this condition is a problem for some exercisers 

(Berger & Tobar, 2007). Exercise-dependent individuals are often driven to exercise at 

any cost, why for example their social and occupational functioning might be affected. 

They might also feel guilt or anxiety if they are forced to abstain from training or feel 

that they have not worked out hard enough (Hausenblas & Symons Downs, 2002). 

These consequences are likely to affect a person’s perceived health negatively.  

 

Exercise dependence can sometimes be linked to a condition called overtraining 

syndrome or staleness (e.g. Adams & Kirby, 2001; Kenttä & Hassmén, 1998; Kuipers, 

1996; Smith, 2003). This condition results from too much training combined with too 

little recovery. Negative consequences of this syndrome reported by Kenttä and 

Hassmén (1998) are: poorer performance, severe fatigue, muscle soreness, overuse 

injuries, reduced appetite, disturbed sleep patterns, mood disturbances, immune system 

deficits and concentration difficulties. In other words, this is also a condition which 

influences various aspects of an individual’s health negatively. If a person continues to 

train in this condition and compensates for poor performance with even more training 

this might lead to a loss of motivation and what is called a burn out (Kenttä, 2001; 

Kjörmo & Halvari, 2002). Research on overtraining has primarily been conducted with 

athletes but findings may, according to Hendrickson and Verde (1994), generalize to 

individuals who exercise at extreme levels.  

 

The motives to exercise might not always be health related. The societal pressures for 

women to be thin (Striegel-Moore, Silberstein & Rodin, 1986) and men to be muscular 

(Andersen & DiDomenico, 1992) might drive individuals to exercise. Unfortunately 

research has shown that these motives to exercise might result in unhealthy exercise 

behaviors. For example, Hubbard, Gray and Parker (1998) examined 49 females who 

exercised at least three times a week. They found that participants who exercised for 
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food-, weight-, or body-related reasons, in other words exercised to “work off” food, 

displayed significantly higher levels of obligatory exercise, eating disturbance, body 

dissatisfaction and lower self esteem than participants who did not exercise for food 

related reasons. The results of a study conducted by Thome and Espelage (2007) on 599 

undergraduate and graduate women also suggested that individuals who feel compelled 

to exercise (attitude) and who do so for weight or appearance (motivation), may be 

more at risk for developing an eating disorder than an individual who exercises 

frequently but who does not exercise for weight-or food-related reasons. Although 

research on exercise and eating disorders has mainly focused on women, men may be at 

risk too (Szabo, 2000). With reference to the PHS/EP model it is reasonable to assume 

that people who exercise for body-related reasons would perceive health as a mean to 

reach their desired body shape. Consequently these people would be more prone to 

drain their health through exercise. According to the PHS/EP model physical self-

perceptions and self-esteem are assumed to influence an individual’s tendency towards 

healthy or unhealthy exercise participation. This assumption is in line with the findings 

of these studies that indicate that body dissatisfaction and low self-esteem are associated 

with compulsive exercising and eating disorders, representative of unhealthy exercise 

participation. 

 

If the currently valued body ideals may put women at risk for developing eating 

disorders they may put men at risk for another health damaging behavior related to 

exercise, namely that of steroid use (Korkia, 1994). But the problem is not exclusive for 

men, even if men have been shown more likely to report steroid use than women 

(Wright, Grogan & Hunter, 2000). Wright and colleagues (2000) looked at 135 

bodybuilders’ motivation for using steroids. Of the participants reporting steroid use, 

80% did not compete in bodybuilding, wherefore other factors had to motivate the 

steroid use. These non-competing steroid users were found to be motivated by a desire 

to increase muscle mass and to enhance their appearance and levels of confidence. An 

interesting finding was also that steroid users were less likely to believe in unwanted 

side effects of steroid use than non-users. Nonetheless research has shown that use of 

anabolic steroids is followed by potential health problems (e.g., Wright, 1980). These 

include physical problems, for example affected liver and reproductive system 

functioning, as well as psychological problems and behavioral changes (Bahrke & 

Yesalis, 2002). Judging from presented motives to use steroids, it seems that body 

dissatisfaction and low self-esteem are among risk factors for this unhealthy behavior. 

According to Yesalis and Bahrke (2000) the “appetite” for performance enhancing drugs 

stems partly from the societal fixation on physical appearance. This is an example of 

how the macro environment can contribute to “pushing” athletes and exercisers towards 

unhealthy sport/exercise participation.  

 

Injuries related to exercise are likely to be perceived as costs of exercise participation 

and they might also influence exerciser’s perceived health negatively. Injuries do occur 

in exercise but are not necessarily associated with any form of dysfunctional behavior. 

Simply the fact that exercise often involves sudden, forceful or repetitive movements 

puts exercisers at risk for experiencing exercise related injuries. However, the US 

Department of Health and Human Sevices (1996) points out that at least some of the 

musculoskeletal injuries are likely to be preventable if people gradually work up to a 

physical activity goal and avoid excessive amounts of physical activity, or excessively 

high levels of intensity. Injuries might, especially if severe, be a possible reason for why 

people quit exercising. 



7 

 

 The influence of goal orientations on healthy or unhealthy exercise 

participation. One of the most consistent findings in achievement goal research is that 

task orientation is linked to experienced enjoyment, satisfaction, and interest in physical 

activity settings (e.g., Duda, Chi, Newton, Walling, & Catley, 1995; Kavussanu & 

Roberts, 1996). This might be because as Kaplan and Maehr (1999) argue, a person who 

endorses task goals is likely to be immersed in task related issues that reflect personal 

growth and development rather than self-validation. An individual who endorses an ego 

goal on the other hand will focus attention towards self-validation (Dyckman, 1998). 

Thus in order to self-validate, in other words prove what one can be or what one can do, 

the ego oriented individual is more likely than the task oriented to use maladaptive 

achievement strategies to gain positive judgment or avoid negative judgment of ability. 

Such a maladaptive strategy might be for example training in spite of injuries. Evidence 

of that goal orientations might influence unhealthy exercise behavior has also been 

found in a study by Hall, Kerr, Kozub and Finnie (2007). What they found was that 

obligatory exercise behavior could be explained by a combination of goal orientations, 

perceived ability, concern about mistakes and high personal standards.  

 

In the PHS/EP model goal orientations are assumed to influence an individual’s 

tendency towards healthy or unhealthy exercise participation. It is reasonable to assume 

that an individual who perceives health as a goal would also be high in task orientation. 

An individual high in ego orientation however, would be ready to risk health in order to 

self-validate and would therefore tend to perceive health more as a mean. Since it is 

possible to be high in both task and ego orientation at the same time it might also be 

possible to simultaneously perceive health as a goal and a mean. An example of this has 

been found in a study by Alvmyren (2005) who examined competitive athletes using a 

qualitative research design. Interviews with 36 competitive athletes revealed that many 

had health related goals but at the same time they were ready to risk their health under 

certain circumstances. It is unclear whether this result is generalizable to exercisers 

since it is possible that competitive athletes are more prone to risk their health when 

competition is involved. However, it seems that task oriented individuals who are not 

dependent on self-validation will experience their exercise participation as more 

enjoyable and satisfying than ego oriented individuals. Satisfaction and enjoyment are 

important aspects for continued involvement in exercise. 

 

Social influences. The PHS/EP model emphasizes the importance of micro- and 

macro- social influences on the exercisers’ tendency towards healthy or unhealthy 

exercise participation. Social influences can be positive in the form of support or 

negative in the form of pressure. For example family members, friends, co-workers, 

exercise program leaders and peers can be sources for social support or pressure when it 

comes to physical activity. Social support for physical activity can according to Israel 

and Schurman (1990) be provided in many ways: instrumentally, as in giving a non-

driver a ride to an exercise class; informationally, as in telling someone about a walking 

program in the neighborhood; emotionally, as in calling to see how someone is faring 

with a new walking program; or appraisingly, as in providing feedback and 

reinforcement in learning a new skill. 

 

But social influences can also be negative. Muscat and Long (2008) found in a study 

that female athletes and exercisers who recall critical comments about their body shape 

report greater disordered eating behaviors than those who do not recall such comments.  

This is an example of how negative social influences can contribute to unhealthy 

http://www.sciencedirect.com.ezproxy.bib.hh.se/science?_ob=ArticleURL&_udi=B6W6K-4KF789F-1&_user=646791&_coverDate=05%2F31%2F2007&_rdoc=1&_fmt=full&_orig=article&_cdi=6601&_sort=v&_docanchor=&view=c&_ct=17&_acct=C000034779&_version=1&_urlVersion=0&_userid=646791&md5=d882b958c90d82feea583687497d7a40#bib24
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behaviors in sport and exercise. As stated previously also the societal fixation on 

physical appearance and the current body ideals provide examples of how the macro 

environment can contribute to “pushing” exercisers towards unhealthy exercise 

behaviors, such as over-exercise in combination with disturbed eating or drug abuse.  

 

Self-presentation (or impression management) is a concept related to social influences 

and social contexts (Martin Ginis, Lindwall & Prapavessis, 2007). Self-presentation 

refers to the processes people use to monitor and control how they are perceived and 

evaluated by others (Schlenker, 1980). Self-presentation might function as an incentive 

for some people to exercise whereas it functions as a disincentive for others. People can 

choose to exercise because they want to present themselves as active people and be 

associated with all the related positive attributes. But people can also choose not to 

exercise in order to avoid making negative impressions if they, for example, are afraid 

that they will be perceived as unfit or uncoordinated in group exercise settings (Martin, 

Leary & O’Brien, 2001). People who are afraid of negative evaluations might 

experience the expectations of others as a sort of social pressure. For example, if 

significant others value exercise highly such people might feel pressure to exercise in 

order to avoid negative evaluation (Latimer & Martin Ginis, 2005). Martin Ginis and 

Leary (2001) have also found that self-presentational motives sometimes prompt people 

to engage in potentially dangerous, health-damaging behaviors. In exercise settings this 

might for example result in people lifting heavier weights than they can safely bear in 

order to try to impress others (Martin & Leary, 2001). Social physique anxiety, which is 

the anxiety experienced in social settings when one thinks that one’s body is evaluated 

by others, has in studies shown a negative relationship to exercising for health reasons 

and a positive relationship to exercising for appearance reasons (Martin Ginis et al., 

2007). 

 

Summary, Objectives and Hypotheses  

Previous research clearly demonstrates that exercise has a two line influence on health. 

On one hand there are the physiological and psychological benefits, on the other hand 

there are physiological and psychological costs. It is difficult to determine how common 

the adverse effects of exercise are (U.S. Department of Health and Human Services, 

1996) but generally they are assumed to influence only a minority of exercisers that 

invest excessively in exercise (Berger & Tobar, 2007). The dominating view supported 

by research is that exercise is beneficial for health. However, the consequences for 

individuals who experience the adverse effects of exercise can be severe and therefore 

these negative effects are important to take into consideration. The logical assumption is 

that individuals who perceive negative consequences and poor health as a result of 

exercise participation are likely to quit exercising whereas those who perceive that 

exercise contributes positively to their health and well-being are likely to continue. In a 

society where the prevailing sedentary lifestyle causes many health problems it is 

important to keep people involved in exercise. Therefore it is of significance to 

determine the factors that contribute positively and negatively to perceived health in 

exercise settings.  

 

Even if research related to exercise clearly demonstrates the two line influence of 

exercise on health, there has not yet been a unified theoretical framework that 

demonstrates this two line influence. A preliminary attempt to provide such a 

framework has been made by Stambulova and colleagues (2004, 2005, 2006). The 

PHS/EP model has received some support (Alvmyren, 2005, 2006; Gestranius, 2006; 
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Shakiba, 2005. 2006) but further investigations are needed to clarify the dynamic role of 

exercise on perceived health. At the moment more detailed results have been attained 

regarding the model in its relation to sport participation why it would be particularly 

valuable to further investigate the model from an exercise perspective. A unified 

theoretical framework could open the door for a new research approach that considers 

exercisers’ and athletes’ health from a broader perspective. In order to make this 

possible the PHS/EP model needs further support and relevant instruments need to be 

developed. The objectives of this study are: 

 

a) To modify and to test the modified version of the Perceived Health and Exercise  

Participation Profile (PHEPP) Questionnaire 

 

b)  To examine factors involved in exercisers´ tendencies towards healthy versus 

unhealthy exercise participation and their association with perceived health, 

exercise satisfaction, goal orientation, self-esteem and physical self perception 

 

Based on existing literature and the PHS/EP model the following hypotheses were 

made:  

 

a) Healthy exercise participation (e.g., having health as a goal, using health enhancing 

strategies) contributes positively to perceived health and satisfaction with exercise 

participation 

b) Unhealthy exercise participation (e.g., having health as a mean, draining health) 

contributes negatively to perceived health and satisfaction with exercise 

participation 

c) Task orientation, self-esteem and positive social influences contribute to healthy 

exercise participation 

d) Ego orientation, self-esteem, body attractiveness, importance of body 

attractiveness, physical strength, importance of physical strength and negative 

social influences contribute to unhealthy exercise participation 

 

Method 

 

Participants  

Participants were 148 exercisers (48 male, 100 female) defined by the following criteria 

1) had been regularly exercising for at least one year 2) were currently exercising 

approximately three times a week or more, with each session lasting for about one hour 

3) subjectively considered themselves exercisers as opposed to competitive athletes or  

non-exercisers. The age of participants ranged from 18 to 53 years (M = 25.83, SD = 

6.43).  Participants engaged in various exercise activities such as running, walking, 

group exercise (e.g., spinning, boxercise), ball sports (e.g., floorball, soccer), martial 

arts, climbing, swimming, horseback riding and strength training. The number of years 

participants had been regularly exercising varied from 1 to 45 years (M = 13.09, SD = 

7.12). Participants reported exercising between 3 to 22 hours per week (M = 6.47, SD = 

2.94). Of participants 57.8 % thought of exercise as one of the most important life 

activities, 40.5 % saw exercise as a hobby/leisure time activity with medium importance 

and only 2.7 % rated exercise as a hobby/leisure time activity with low importance.  
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Instruments  

The Perceived Health and Exercise Participation Profile (PHEPP). Based on 

Gestranius’s work (2006) on the Perceived Health & Sport Participation Profile 

(PHSPP) a modification of the PHEPP questionnaire (Shakiba, 2006) was made. 

Gestranius’s work (2006) could serve as analogous reference since both the PHSPP and 

PHEPP are based on the PHS/EP model (second modification, Stambulova, Johnson, 

Lindwall & Hinic, 2006). Items that in Gestranius’s study received poor statistical 

values were reflected over and some were deleted. Some new and improved statements 

were also added in order to equally cover all the components of the PHS/EP model. The 

new statements were created by the author, together with the supervisor. Triangulation 

procedures with four experts in the field were used to select the final statements. The 

questionnaire was developed in Swedish. The questionnaire is presented in Appendix A 

and the items together with their corresponding components in the PHS/EP model are 

presented in Appendix B. 

 

The modified version of the instrument resulted in a questionnaire consisting of two 

parts. In the first part general background information, e.g., age, gender, type of exercise 

and hours of training, was collected. In this part participants were also requested to 

evaluate how much they agree, on a scale from 1-6 (1 = strongly disagree, 6 = strongly 

agree) with the statement “Exercisers are healthy people”. This question aimed to 

measure the overlap between a person’s image of an exerciser and a person’s image of a 

healthy person. To measure the strength of participants’ identification with the exercise 

role participants were also asked to evaluate on a scale from 1-6 (1 = not at all 

important, 6 = very important) how important it is for them to be considered an 

exerciser by other people. A question about participants’ future plans regarding exercise, 

to continue or to drop out, was also included in this part. Participants who chose the 

option “My future plan regarding exercise is to continue exercising regularly for as long 

as I can” were directed to answer a follow up question about what they think they have 

to do in order to continue successfully. The follow up question was a multiple choice 

question with four options, the forth being to write an open answer. Participants were 

permitted to choose more than one option to this question. Participants who chose the 

option “My future plan regarding exercise is to quit exercising soon” were in a follow 

up question requested to state the reason/reasons for the potential drop out. This 

question was a multiple choice question with five options, the fifth being to write an 

open answer. More than one option was permitted even to this question. Part two 

consists of statements concerned with exercisers’ perception of health in relation to 

exercise participation, in total 30 statements, created according to the procedure 

explained above. An example of a statement is: “One of the reasons why I exercise is 

that it keeps me healthy”. Participants evaluated how much they agree or disagree with 

each statement on a 6-point Likert scale where 1 = strongly disagree and 6 = strongly 

agree. A pilot test was carried out on the PHEPP with three participants. The pilot test 

resulted only in a few minor changes. A retest with the PHEPP was also conducted with 

38 participants 2-3 weeks after the first test occasion, in order to establish the test-retest 

reliability of the PHEPP.     

 

The Task and Ego orientation in Sport Questionnaire (TEOSQ) (Duda & 

Nicholls, 1989; Duda & Nicholls, 1992). Duda and Whitehead (1998) have provided 

evidence for the reliability of the TEOSQ (Task Cronbach α=.81–.86 and Ego Cronbach 

α=.79–.90). In this study a Swedish version of the TEOSQ, available at the Centre for 

Sport and Health Research at Halmstad University was used. This version has been used 

http://www.sciencedirect.com.ezproxy.bib.hh.se/science?_ob=ArticleURL&_udi=B6W6K-4KF789F-1&_user=646791&_origUdi=B6W77-4MH2KN4-6&_fmt=high&_coverDate=05%2F31%2F2007&_rdoc=1&_orig=article&_acct=C000034779&_version=1&_urlVersion=0&_userid=646791&md5=1537285c9c1e067e5f7cca02dabab1e0#bib20
http://www.sciencedirect.com.ezproxy.bib.hh.se/science?_ob=MathURL&_method=retrieve&_udi=B6W6K-4KF789F-1&_mathId=mml4&_user=646791&_rdoc=1&_acct=C000034779&_version=1&_userid=646791&md5=6f58854ef8a7c0fe683cd7b005932086
http://www.sciencedirect.com.ezproxy.bib.hh.se/science?_ob=MathURL&_method=retrieve&_udi=B6W6K-4KF789F-1&_mathId=mml5&_user=646791&_rdoc=1&_acct=C000034779&_version=1&_userid=646791&md5=58f69d7a219debdcd1b71bce279936e0
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by students and has provided evidence of acceptable internal consistency (e.g. Task 

Cronbach α=.64, Ego Cronbach α=.80, Wallin-Tornberg, 2003) Participants rated when 

they feel most successful in sport on a 5-point Likert scale ranging from strongly 

disagree (1) to strongly agree (5). The statements consist of six statements measuring 

ego orientation, for example, “I feel the most successful in sport when I am the best”, 

and seven statements measuring task orientation, for example, “I feel the most 

successful in sport when I learn something new by working hard”.  In the present study 

internal consistency values were good: Task Cronbach α = .77 and Ego Cronbach α = 

.83.  

 

Rosenberg’s Self-Esteem Scale (RSES) (Rosenberg, 1965). Extensive and 

acceptable reliability (internal consistency and test-retest) and validity (convergent and 

discriminant) information exists for the RSES (Blascovich & Tomaka, 1991). In the 

present study a Swedish translation available at the Centre for Sport and Health 

Research at Halmstad University was used. The RSES scale comprises of 10 statements 

regarding self-esteem, for example, “I take a positive attitude toward myself”. Subjects 

rated how much they agree or disagree to the statements on a 4-point Likert scale, 

where (1) equals strongly agree and (4) equals strongly disagree. Positively worded 

items need to be reversed before data analyses so that a high final score indicates high 

self-esteem. Internal consistency for the RSES was good in the present study, Cronbach 

α = .89.  

 

The Physical Self-Perception Profile (PSPP) (Fox, 1990; Fox & Corbin, 1989) 

and the modified Perceived Importance Profile (PIP-R) (Lindwall, 2004). A 

standardized back translation technique has been employed to develop the Swedish 

version of the PSPP and the instrument has demonstrated strong validity and robust 

reliability across cultures (Hagger, Asçi and Lindwall, 2004). The PSPP measures self-

perception in five sub-domains; sport competence, strength, condition, body 

attractiveness and global physical self-worth. The five domains are covered by six 

statements each, to which participants answer how well each describes them ranging 

from 1= “not true at all” to 4= “really true”. “I have an attractive body compared to others” 

is an example of an item measuring body attractiveness. The score to some items needs 

to be reversed before data analyses. The PIP-R is incorporated in the PSPP and includes 

one perceived importance item for each of the 30 PSPP items. Hence, the PIP-R consists 

of one perceived importance scale, each consisting of six items, for each of the five 

domains in the PSPP.  The items are rated on a 4-point scale, ranging from 1=“not at all 

important” to 4=“very important”. An example of an item is “How important is it for 

you to have an attractive body compared to others”. In the present study internal 

consistency ranged from .67 to .90 for all PSPP and PIP-R subscales except condition. 

The condition subscale demonstrated lower internal consistency with Cronbach α = .57. 
  

Procedure 

Three participants were based on availability recruited for a pilot test. The time for 

completing the test-package was estimated to approximately fifteen minutes. Data for 

the main study was collected in two ways: by the author in person with printed test-

packages (n=75) and through the internet (n=73) via a website with the test-package 

available to complete. An introduction letter, see Appendix C, was added to each 

package of instruments and to the website to guarantee sufficient information for all 

participants. The introduction letter contained information about the aim of the study, 

about participation criteria, guaranteed confidentiality in treatment of the data and 

http://www.sciencedirect.com.ezproxy.bib.hh.se/science?_ob=MathURL&_method=retrieve&_udi=B6W6K-4KF789F-1&_mathId=mml4&_user=646791&_rdoc=1&_acct=C000034779&_version=1&_userid=646791&md5=6f58854ef8a7c0fe683cd7b005932086
http://www.sciencedirect.com.ezproxy.bib.hh.se/science?_ob=MathURL&_method=retrieve&_udi=B6W6K-4KF789F-1&_mathId=mml5&_user=646791&_rdoc=1&_acct=C000034779&_version=1&_userid=646791&md5=58f69d7a219debdcd1b71bce279936e0
http://www.sciencedirect.com.ezproxy.bib.hh.se/science?_ob=MathURL&_method=retrieve&_udi=B6W6K-4KF789F-1&_mathId=mml5&_user=646791&_rdoc=1&_acct=C000034779&_version=1&_userid=646791&md5=58f69d7a219debdcd1b71bce279936e0
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informed participants that taking part in the study was voluntary and withdrawal 

without further explanations was permitted at any time. The introduction letter also 

provided instructions regarding the test. Participants all confirmed, by checking a box, 

that they had taken part of the information provided and agreed to participate (informed 

consent).  

 

Participants were recruited in exercise related University courses, in exercise groups, 

and at gyms and exercise facilities. An email with short information about the study and 

the address to the study’s website was also distributed to people working in exercise 

settings that were likely to be able to forward the email to potential participants. Posters 

advertising the study and flyers with the website address were also placed at gyms. 

After completing the test package participants were asked to consider taking part in a 

retest with only the PHEPP, occurring 2-3 weeks after the first test occasion. The 

participants willing to participate in a retest were requested to provide an email address 

and the date they answered the questionnaire was noted. The email address served as a 

means for matching each person’s two test occasions. An email was sent to these people 

two weeks after the first test occasion with a link to the web-based retest questionnaire. 

Participants completed the retest within a week from receiving the email. The email 

addresses were replaced with numbers so that it would not be possible to link the 

questionnaires to a specific person (in the cases where email address reflects the name 

of the person). The key was safely stored by the author. Due to not being completed 

properly seven test-packages were excluded before data analyses.  

 

Data analyses 

Data was analyzed using SPSS 14.0 with regard to the two objectives of the study. 

Missing data for 34 items was estimated by calculating a series mean of the participant’s 

scores to the other items measuring the same subscale. Scores to reversed items were 

transformed and data was analyzed in seven steps. 

 

Step 1: Descriptive statistics were computed for the background information in part one 

of the PHEPP.  

 

Step 2: Descriptive statistics were explored for the 30 items in part two of the PHEPP in 

order to identify problematic items and determine whether conducting an exploratory 

factor analysis would be appropriate. According to West, Finch and Curran (1995) items 

with univariate skewness indices above absolute values of 2 and kurtosis indices above 

absolute values of 7 should be avoided because such values indicate significant 

departure from normal distribution. Also other methodologists point out that a 

restriction of range in measures attenuates correlations among variables which can 

distort results in a factor analysis. (Fabrigar, Wegener, MacCallum & Strahan, 1999). 

Six PHEPP items showed skewness and kurtosis values beyond the acceptable range. 

These items are presented in the results section. If the problematic items were removed 

before factor analysis this would lead to another problem. Each component suggested 

by the PHS/EP model is represented by three items in the PHEPP (see Appendix B). If 

one item was deleted this would render only two items representing one component. 

Methodologists suggest that at least three to five variables measuring a common factor 

should be included (Fabrigar et al., 1999). Based on these arguments a decision was 

taken not to conduct an exploratory factor analysis.  

 

Step 3: In order to test the modified PHEPP questionnaire alpha values were computed 
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on items in part two of the PHEPP to check the internal consistency of the ten 

component variables suggested by the PHS/EP model. These are presented in the results 

section together with means and standard deviations. According to Nunnally (1978) 

alpha values should be at least 0.70 to be considered good.  

 

Step 4: Correlation analyses (Pearson’s) were conducted to check relationships between 

the components representing healthy exercise participation in the PHS/EP model, in 

other words health as a goal, accumulating health and health as a benefit of exercise 

participation, and components representing unhealthy exercise participation, in other 

words health as a mean, draining health and health as a cost of exercise participation.  

 

Step 5: Alpha values for many of the original component variables suggested by the 

PHS/EP model proved to be unsatisfactory (step 3) and correlation analyses (step 4) 

showed significant correlations between several of the components. Therefore some 

new variables were created for further analyses. The components health as a goal, 

accumulating health and health as a benefit of exercise participation were combined to 

represent a new variable called healthy exercise participation (items 9, 13, 2, 29, 21, 19, 

15, 8). Since item number 12, “I regularly consult with professionals (e.g. instructor, 

nutritionist, physician, doctor) about exercise and health issues”, was shown to decrease 

the alpha value for the variable, it was excluded. Health as a mean, draining health and 

health as a cost of exercise participation were combined to represent a variable called 

unhealthy exercise participation (items 23, 18, 17, 7, 4, 28, 27, 24, 3). The original 

component variables perceived health (items 20, 10, 5) and satisfaction with exercise 

participation (items 30, 25, 14) were also used in further analyses because of their 

significance to the study, despite somewhat low alpha values. The component variables 

social influences stimulating healthy exercise participation and social influences 

stimulating unhealthy exercise participation were excluded from further analyses due to 

very low alpha values (see Table 1), wherefore parts of hypothesis (c) and (d) could not 

be examined. The variables used in further analyses will for clarity be called 

transformed component variables. Alpha values, mean values, standard deviations and 

test retest-reliability were calculated for these variables. 

 

Step 6: With regard to the second objective of the study descriptive statistics were 

calculated for TEOSQ (task and ego), RSES and for the ten sub-domains of the PSPP 

and PIP-R. 

 

Step 7: In order to test hypotheses (a), (b), (c) and (d) six multiple regression analyses 

(with backwards elimination) were conducted.  To test hypotheses (a) and (b) two 

multiple regression analysis were conducted: (R1) with perceived health as criterion 

variable and the variables healthy exercise participation and unhealthy exercise 

participation as independent variables, and (R2) with satisfaction with exercise 

participation as criterion variable and healthy exercise participation, unhealthy exercise 

participation and perceived health as independent variables. In order to test hypotheses 

(c) and (d) four different multiple regression analyses were performed: (R3) with 

healthy exercise participation as criterion variable and task, ego and RSES as 

independent variables, (R4) with unhealthy exercise participation as criterion variable 

and task, ego and RSES as independent variables, (R5) with healthy exercise 

participation as criterion variable and all ten PSPP and PIP-R sub-domains as 

independent variables, and (R6) with unhealthy exercise participation as criterion 

variable and all ten PSPP and PIP-R sub-domains as independent variables. 
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Results 

 

Testing the Modified PHEPP Questionnaire 

 Background information. Participants considered exercisers as healthy people 

and considered it important to be identified as exercisers, as can be concluded from the 

high mean values to questions 1.7 and 1.8 presented in Table 1.  

 

Table 1 

Mean Values and Standard Deviations for Questions 1.7 and 1.8 in the PHEPP 

 
Question Mean SD 

1.7 How much do you agree with the following statement: “Exercisers 

are healthy people?” 

4.76 0.99 

1.8. How important is it for you to be considered an exerciser by other 

people? 

4.05 1.47 

 

Regarding future plans only one participant responded that he thought he would quit 

exercising in a near future (for work and time related reasons). The other 147 

participants reported that their plan was to continue exercising for as long as possible. In 

order to continue successfully participants thought they had to: do nothing special 

(58.8%), focus more on health (12.2%), focus more on progress towards goals (26.4%). 

Some participants chose to write an open answer to what they thought they had to do 

(23%). The most frequently given open answer had to do with finding the time to 

exercise. Other answers were concerned with nutrition, for example “start eating better 

food”, having fun, motivation and staying healthy.  

 

The main part. An examination of univariate skewness and kurtosis for the 30 

items in part two of the PHEPP indicated that six items deviated from univariate normal 

distribution according to the criteria of West et al. (1995). These items were: phepp3 “I 

think my participation in exercise compromises my overall well-being” (skewness 

2.11), phepp8 “Exercise helps me to feel good psychologically” (skewness  

-2.06), phepp11 “Sometimes people in my environment force me to train even when I 

feel ill or injured” (skewness 2.86, kurtosis 8.69), phepp24 “I think my health could be 

better if I did not exercise” (skewness 3.94, kurtosis 16.66), phepp27 “I think my 

participation in exercise influences my health negatively” (skewness 3.06, kurtosis 

10.65) and phepp30 “I am glad that I am doing exercise” (skewness -3.28, kurtosis 

10.98). Histograms to illustrate the non-normal distribution of these items are presented 

in Appendix D.  

 

Alpha values, mean values and standard deviations for the component variables 

suggested by the PHS/EP model are presented in Table 2. Most of the alpha values 

failed to reach satisfactory levels (at least 0.70, Nunnally, 1978) indicating poor internal 

consistency.  
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Table 2 

Data for the Component Variables Suggested by the PHS/EP Model 

 
Component variable Cronbach’s alpha Mean SD 

Health as a goal 

Items 9, 13, 2 

0.50 4.78 0.77 

Health as a mean 

Items 23, 18, 17 

0.59 2.32 0.86 

Accumulating health 

Items 29, 21, 12 

0.33 3.69 0.86 

Draining health 

Items 7, 4, 28 

0.48 2.44 0.96 

Health as a benefit of exercise participation 

Items 19, 15, 8 

0.73 5.67 0.44 

Health as a cost of exercise participation 

Items 27, 24, 3 

0.49 1.36 0.60 

Perceived health 

Items 20, 10, 5 

0.65 4.80 0.84 

Satisfaction with exercise participation 

Items 30, 25, 14 

0.44 4.92 0.60 

Social influences stimulating healthy exercise participation 

Items 6, 1, 22  

0.28 4.36 0.89 

Social influences stimulating unhealthy exercise participation 

Items 26, 16, 11 

0.11 2.12 0.77 

 

Pearson’s correlation analyses showed significant relationships between the component 

variables representing healthy and unhealthy exercise participation in the PHS/EP 

model, see Table 3. Health as a goal, accumulating health and health as a benefit of 

exercise participation all showed a positive relationship to each other. Health as a 

mean, draining health and health as a cost of exercise participation also correlated 

positively with each other. Apart from two exceptions, all components representing 

healthy exercise participation (health as a goal, accumulating health, health as a benefit 

of exercise participation) showed negative correlations to the components representing 

unhealthy exercise participation (health as a mean, draining health and health as a cost 

of exercise participation). The exceptions were draining health and health as a goal and 

accumulating health and health as a mean which did not show significant negative 

relationships to each other.  

 

Table 3 

Correlations matrix for Component Variables Representing Healthy and Unhealthy 

Exercise Participation  

 
 1. 2. 3. 4. 5. 6. 

1. Health as a goal  −0.419** 0.372** −0.111 0.483** −0.241** 

2. Health as a mean   −0.153 0.385** −0.193** 0.348** 

3. Accumulating health    −0.284** 0.345** −0.190* 

4. Draining health     −0.216** 0.330** 

5. Health as a benefit of exercise 

participation 

     −0.363** 

6. Health as a cost of exercise 

participation 

      

* p<0.05, ** p<0.01      

 

In Table 4 alpha values, mean values and standard deviations are presented for the 

transformed component variables which were used in further analyses. The test-retest 
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reliability for the transformed component variables was good with Pearson’s r ranging 

from 0.66 to 0.77 and p<0.01 for all of them. Cronbach’s alpha is close to satisfactory 

(0.70, Nunnally, 1978) for all but satisfaction with exercise participation. Mean values 

indicate that participants tendencies are skewed towards healthy exercise participation. 

Participants also present quite high mean values to perceived health and satisfaction 

with exercise participation.   

 

Table 4 

Data for the Transformed Component Variables  

 
Component variable Cronbach’s alpha Mean SD 

Healthy exercise participation 0.67 5.01 0.55 

Items 9, 13, 2, 29, 21, 19, 15, 8    

Unhealthy exercise participation 

Items 23, 18, 17, 7, 4, 28, 27, 24, 3 

0.69 2.04 0.61 

Perceived health 

Items 20, 10, 5 

0.65 4.80 0.84 

Satisfaction with exercise participation 

Items 30, 25, 14 

0.44 4.92 0.60 

 

 

The PHEPP, Related Variables; Regression Analyses 

Descriptive statistics for TEOSQ, RSES and the PSPP and PIP-R sub-domains are 

presented in Table 5. The participants demonstrate very high task orientation and lower 

ego orientation. The mean value for RSES indicates high self-esteem among 

participants. Regarding the PSPP and PIP-R sub-domains the highest mean value is 

presented for perceived importance of condition. The mean value for perceived 

condition is slightly lower. Mean values also indicate that scores are slightly lower for 

perceived body attractiveness than for the perceived importance of it. The same is true 

for perceived global physical self-worth and the perceived importance of global-

physical self-worth.  

 

Table 5 

Data for TEOSQ, RSES and the PSPP & PIP-R Sub-domains  

 
Variable Mean SD 

Task orientation 4.24 0.48 

Ego orientation 2.78 0.80 

RSES  3.18 0.54 

The ten sub-domains of PSPP & PIP-R   

1. Sport competence 2.82 0.55 

2. Importance of sport competence 2.45 0.60 

3. Condition 3.38 0.36 

4. Importance of condition 3.47 0.38 

5. Body attractiveness 2.54 0.58 

6. Importance of body attractiveness 2.86 0.67 

7. Strength 2.64 0.57 

8. Importance of strength 2.36 0.66 

9. Global physical self-worth 2.98 0.57 

10. Importance of global physical self-worth 3.19 0.50 

 

 

(R1) The regression analysis showed that transformed component variables healthy 

exercise participation and unhealthy exercise participation could explain 17 % of the 
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variance in perceived health, R
2
adj. = 0.165, F(2, 145) = 15,53, p < 0.001. Healthy 

exercise participation contributed significantly to perceived health (Beta = 0.33, p < 

0.001). Unhealthy exercise participation showed a tendency towards significant 

contribution (Beta = -0.16, p = 0.07).  

 

(R2) The regression analysis showed that healthy exercise participation and perceived 

health together explain 30% of the variance in the variable satisfaction with exercise 

participation, R
2
adj. = 0.298, F(2, 145) = 32.13, p < 0.001. Both variables were 

significant predictors: healthy exercise participation (Beta = 0.29, p < 0.001), perceived 

health (Beta = 0.37, p < 0.001).  

 

(R3) The regression analysis showed that task orientation and self-esteem explain 17% 

of the variance in the variable healthy exercise participation, R
2
adj. = 0.167, F(2, 145) = 

15.70, p < 0.001. Both variables were significant predictors of healthy exercise 

participation: task orientation (Beta = 0.15, p = 0.046), self-esteem (Beta = 0.37, p < 

0.001).  

 

(R4) The regression analysis showed that task orientation and self-esteem explain 20% 

of the variance in the variable unhealthy exercise participation, R
2
adj. = 0.200, F(2,145) 

= 19.40, p < 0.001. Both variables were significant predictors: task orientation (Beta = 

0.19, p = 0.01), self-esteem (Beta = - 0.45, p < 0.001).  

 

(R5) The regression analysis showed that the PSPP sub-domains perceived sport 

competence and global physical self-worth and the PIP-R sub-domain perceived 

importance of condition could explain 14% of the variance in the variable healthy 

exercise participation, R
2
adj. = 0.135, F(3, 144) = 8.63, p < 0.001.  All contributed 

significantly to healthy exercise participation: sport competence (Beta = -0.24, p = 

0.005), global physical self-worth (Beta = 0.37, p < 0.001) and perceived importance of 

condition (Beta = 0.16, p = 0.04).  

 

(R6) The regression analysis showed that the PSPP sub-domains perceived strength, 

condition and global physical self-worth could explain 26% of the variance in the 

variable unhealthy exercise participation, R
2
adj. = 0.255, F(3, 144) = 17.77, p < 0.001.  

All contributed significantly to unhealthy exercise participation: strength (Beta = 0.33, p 

< 0.001), global physical self-worth (Beta = -0.58, p < 0.001) and condition (Beta = 

0.25, p = 0.003). 

 

Discussion  

 

To summarize research findings, there is a significant skew in data towards the healthy 

exercise participation tendency. A factor analysis was not performed due to this non-

normal distribution of data.  Alpha values for the original component variables 

suggested by the PHS/EP model proved to be unsatisfactory, wherefore transformed 

component variables were created and used in further analyses. The alpha values proved 

to be better for the transformed component variables and test-retest reliability for these 

was good. The healthy tendency of exercise participation represented in the PHS/EP 

model is supported by the results obtained, whereas the unhealthy tendency needs 

further investigation and some related changes in the PHEPP questionnaire. The results 

also confirm some links between the PHS/EP model and established concepts such as 

goal orientation, self-esteem and different dimensions of physical self-perception. 
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The PHEPP and the PHS/EP Model 

The significant non-normal distribution of some items and mean values for the PHEPP 

variables indicated that data is unevenly distributed towards the healthy exercise 

participation pole in the PHS/EP model. The mean value for healthy exercise 

participation was 5.01 whereas the mean value of unhealthy exercise participation was 

only 2.04.  The mean values for perceived health (4.80) and satisfaction with exercise 

participation (4.92) were also quite high. The question is whether this uneven 

distribution is a result of sampling bias or if these results are representative of the whole 

exercise population in Sweden. Those volunteering to participate in a study concerned 

with health and exercise, showed an interest in the topic. It is possible that those people 

valued their health more than those choosing not to participate, which could explain the 

positive skew in the results.  

 

The PHS/EP model predicts that a clear dominance of the healthy tendency most 

probably leads to continuation of exercise participation, while a dominance of the 

unhealthy tendency most probably leads to a dropout. The findings of the present study 

are in line with this assumption. The data indicates a clear dominance of the healthy 

tendency and of 148 participants only one reported that he was likely to quite exercising 

in a near future (for work and time related reasons). In line with the prediction it is also 

possible to assume that those participants experiencing poor perceived health as a 

consequence of exercise would have already dropped out from exercise, and would 

therefore not be included in the sample. This might also explain some of the skew 

towards healthy exercise participation. It might be an idea for future research to study 

exercisers that have recently dropped out from exercise, to see if different results are 

yielded in regard to perception of health and satisfaction with exercise. The question is 

where and how to recruit those exercisers who have already quit. A longitudinal study 

among new exercisers, where drop-out would be expected, could be one way to solve 

this problem.   

 

Of the exercisers who reported that their intention was to continue regular exercise for 

as long as possible, 12.2% reported in the follow up question that they thought they had 

to focus more on their health in order to continue successfully. It is unclear though, if 

exercisers answer like this because they think that their health could be better or 

because they consider health a prerequisite for successful continuation.  

 

It is widely accepted today that being physically active has positive health benefits, both 

physiological and psychological (e.g. Biddle et al., 2000; US Department of Health and 

Human Services, 1996). Numerous campaigns are and have been initiated to promote 

the idea that exercise is beneficial for health (e.g., Riksidrottsförbundet, 2008; US 

Department of Health and Human Services, 1996). In the present study participants 

highly agree with the idea that exercisers are healthy people, which is in accordance 

with the promoted picture of exercise. There is a possibility that the common knowledge 

that physical activity is (or at least should be) beneficial for health, affects cognitions 

related to exercise and health.  A person may reason like this: “Physical activity is good 

for health, I am physically active, in other words, I must be healthy”. Since the value of 

exercise for health is widely accepted it might be unacceptable to express thoughts that 

exercise affects one’s health negatively. That participants attach high value to exercise is 

shown in the fact that more than half of participants rate exercise as one of the most 

important life activities. Almost all participants attach at least medium importance to 

exercise. The value of health and exercise traditions/culture might differ across national 
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cultures. Therefore, cross-cultural comparisons would be interesting.  

 

The possible reluctance to see or admit that exercise might not always affect health 

positively can be explained by cognitive dissonance theory (Festinger, 1957). This 

theory assumes that there is a drive towards cognitive consistency, in other words 

thoughts, cognitions and behavior that are not in harmony will produce discomfort for 

the individual. A person might try to eliminate this discomfort by altering cognitions. If 

one would perceive exercise participation as negatively affecting health, but still 

exercises and has no intention to quit, thoughts and behavior would not be in harmony. 

Therefore altering cognitions to more consistent with actual behavior would be an 

option. Since perception of health is subjective, there is no controlling for distorted 

perceptions. There is no guarantee that exercisers who for example suffer from exercise 

dependence, actually perceive that their behavior is somehow unhealthy or affects their 

health negatively.  

 

However, the finding that there is a skew in the data towards healthy exercise 

participation and high perceived health supports research linking exercise to enhanced 

health and well-being (e.g. Biddle et al. 2000, US Department of Health and Human 

Services). The participants in the present study do not perceive exercise as negatively 

affecting their health (low score to unhealthy exercise participation) and they 

demonstrate high perceived health. The prevalence of the adverse health effects of 

exercise are not thoroughly investigated but the problem might be very small and 

affecting only those investing excessively in exercise, as assumed by Berger and Tobar 

(2007). It is possible that the small percentage of people experiencing negative 

consequences of exercise is not picked up in this relatively small sample.  

 

The low alpha values for the original component variables suggested by the PHS/EP 

model, indicate that some improvements can be made regarding the PHEPP 

questionnaire. Ways to improve internal consistency of components should be reflected 

on. Especially the components social influences stimulating healthy exercise 

participation and social influences stimulating unhealthy exercise participation should 

be reevaluated. The low alpha values for these components suggest that the items 

included in these components do not measure the same thing. The PHS/EP model 

postulates that micro- and macro- social influences play a part in determining 

exercisers’ tendencies towards healthy or unhealthy exercise participation. Exercise 

takes place in a social context and therefore this assumption is logical. The problem is 

how to include social influences in the PHEPP questionnaire. Social influences can 

exert influence in many ways. Maybe multiple aspects of social influences should be 

included in the PHEPP, for example different components for micro and macro 

influences. The exercisers perception of the social influences probably determines the 

extent to which social influences affect behavior; some people are for example 

susceptible to the current body ideals whereas others are not. In social contexts self-

presentations and social physique anxiety have proven to be associated with some 

unhealthy exercise behaviors (e.g. Martin Ginis et al., 2007; Martin Ginis and Leary, 

2001). In the future it could be interesting to examine how these concepts relate to the 

PHS/EP model.  

 

Correlation analyses yielded significant correlations between the components 

representing the healthy and unhealthy tendencies of exercise participation in the 

PHS/EP model. Health as a goal, accumulating health and health as a benefit of 
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exercise participation all showed a positive relationship to each other. Health as a 

mean, draining health and health as a cost of exercise participation also correlated 

positively with each other. These correlations confirm the relationships assumed by the 

PHS/EP model. Better alpha values were presented when health as a goal, 

accumulating health and health as a benefit of exercise participation were combined to 

represent healthy exercise participation, and health as a mean, draining health and 

health as a cost of exercise participation were combined to represent unhealthy exercise 

participation.  

 

Most of the components representing the healthy exercise participation tendency 

correlated negatively with components representing the unhealthy exercise participation 

tendency. This implies that a high score to the healthy tendency means a low score to 

the unhealthy tendency. If this trend is replicated in other samples it might be an idea to 

treat the healthy and unhealthy tendencies of exercise participation as mutually 

exclusive, in other words, one cannot be high in both tendencies at the same time. For 

the PHEPP questionnaire this would indicate that it would be possible to use only items 

in the healthy tendency and consider a low score to those as representative of unhealthy 

exercise participation. But the mutual exclusiveness should be further investigated, 

since there is evidence that it might be possible to simultaneously experience health as a 

goal and a mean, at least among competitive athletes (Alvmyren, 2005).  

 

Based on the PHS/EP model it was hypothesized that healthy exercise participation 

would contribute to perceived health and satisfaction with exercise participation. This 

hypothesis was confirmed in the regression analyses. The healthy tendency of exercise 

participation contributed positively to both perceived health and satisfaction with 

exercise participation, which is in line with what the PHS/EP model predicts. 

Additionally perceived health contributed positively to satisfaction with exercise 

participation which also supports the PHS/EP model. It was also hypothesized that 

unhealthy exercise participation would contribute negatively to perceived health and 

satisfaction with exercise participation. Unhealthy exercise participation showed a 

tendency towards a negative contribution to perceived health but did not contribute 

negatively to satisfaction with exercise participation. It is possible that the unhealthy 

line of the PHS/EP model was not confirmed due to the uneven distribution of data.  

 

The PHS/EP Model and Related Concepts  

 Self-esteem. Exercisers in the study demonstrated rather high self-esteem, M = 

3.18 on a scale from 1 to 4. The high mean value for self-esteem can be explained by 

research that has shown exercise to have a strengthening effect on self-esteem (Fox, 

2000). Self-esteem has in research also been associated with choice and persistence in 

health behaviors (Fox, 2000). It should be taken into consideration that those low in 

self-esteem could be less persistent, why they might have already dropped out from 

exercise or never have began exercising in the first place. As self-esteem has been 

shown to be very important for subjective well-being (Fox, 2000) it is possible that self-

esteem also contributes to peoples’ perception of health. The high value to perceived 

health among participants in the present study might be partly influenced by the high 

self-esteem exhibited in the group.  

 

Previous research has shown self-esteem to be associated with health behaviors (Fox, 

2000) as well as dysfunctional exercise behaviors, such as compulsive exercise, eating 

disorders and steroid use (Hubbard et al., 1998; Thome & Espelage, 2007; Wright et al. 
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2000). Based on these findings it was in the present study hypothesized that self-esteem 

would contribute to both healthy and unhealthy exercise participation. Regression 

analyses confirmed both hypotheses. Self-esteem contributed positively to healthy 

exercise participation and negatively to unhealthy exercise participation. The negative 

contribution indicates that the higher self-esteem the less likely one would engage in 

health damaging behaviors in exercise. These findings are in line with previous 

research.  

 

 Goal orientations. Goal orientations are in the PHS/EP model assumed to 

influence an individuals’ tendency towards healthy or unhealthy exercise participation. 

Participants in the present study demonstrated very high task orientation and lower ego 

orientation. In line with research findings of Kaplan and Maehr (1999) it was 

hypothesized that task orientation would contribute to healthy exercise participation 

whereas ego orientation would contribute to unhealthy exercise participation. As 

hypothesized, task orientation contributed positively to healthy exercise participation. 

However, regression analysis revealed that task orientation also contributed positively to 

unhealthy exercise participation. Ego orientation did not contribute significantly to 

either healthy or unhealthy exercise participation which contradicts the hypothesis. The 

positive relationship between task orientation and unhealthy exercise participation is 

hard to explain. Hall et al. (2007) have found that task orientation together with ego 

orientation and some other factors can contribute to obligatory exercise. In the present 

study this is not a plausible explanation since ego orientation did not show significant 

contribution. It is possible that the restriction of range in measures (floor effect) for 

unhealthy exercise participation (M = 2.04) might influence the results. It should be 

thoroughly investigated if these results replicate in future studies.  

 

 Physical self-perception. Exercise has in some studies demonstrated a 

strengthening effect on physical self-perceptions (Lindwall, 2004). The relatively high 

mean values for the five sub-domains of the PSPP indicate that participants have quite 

positive self-perceptions. Participants express the highest mean value for perceived 

importance of condition followed by just slightly lower perception of condition. Good 

condition might be one factor contributing to the high perceived health and high self-

esteem in the group. Participants exhibit higher perceived importance of body 

attractiveness than perceived body attractiveness itself. This indicates that participants 

are not fully satisfied with their bodies. The mean values for perceived sport 

competence and strength are higher than the mean values for perceived importance of 

those, indicating that exercisers are confident in these areas.  

 

Research has shown body dissatisfaction to be a risk factor for many health damaging 

behaviors, such as eating disorders, exercise dependence and drug abuse (Hubbard et 

al., 1998; Thome & Espelage, 2007; Wright et al. 2000). Based on these findings it was 

hypothesized that body attractiveness, importance of body attractiveness, physical 

strength and importance of physical strength would contribute to unhealthy exercise 

participation. The hypothesis was supported only in that physical strength contributed 

significantly to unhealthy exercise participation. However, the relationship was positive, 

indicating that the higher perception of strength, the more prone the exerciser is to drain 

health in exercise. In accordance with previous research that has shown the desire to 

increase muscle mass to be a risk factor for steroid use (Wright et al., 2000), a negative 

relationship would make more sense. In other words, when one perceives his/her 

strength to be low that would prompt him/her to drain health in order to increase muscle 
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mass. It is possible though, that to accomplish the high perception of strength the 

exercisers have engaged in excessive exercise, which might explain the negative 

relationship between perception of strength and unhealthy exercise participation. It is 

also possible that a feeling of being physically strong can be perceived as being “very 

resourceful”, which might make exercisers ready to invest even more in exercise. 

 

In addition to physical strength, global physical self-worth contributed negatively and 

condition positively to unhealthy exercise participation. The same explanation as for 

strength, can apply for the positive relationship between perceived condition and 

unhealthy exercise participation; the more content one is with one’s condition the more 

one have invested or is ready to invest in exercise. The negative relationship between 

global physical self-worth and unhealthy exercise participation is logical. The more 

dissatisfied one is with the physical self, the more likely one is to engage in unhealthy 

exercise behaviors to increase physical self-perceptions.  

 

The regression analyses also revealed that some aspects of physical self-perception 

contribute to healthy exercise participation. Global physical self-worth and perceived 

importance of condition contributed positively and sport competence negatively to 

healthy exercise participation. It seems that the more satisfied one is with the physical 

self on the whole (global physical self-worth), the more likely one is to engage in 

healthy exercise participation and not drain health through exercise. It also seems that 

the more value one attaches to condition the more one tends to healthy exercise 

participation. The negative relationship between perceived competence and healthy 

exercise participation is harder to explain. It is possible that a feeling of competence is 

equals a feeling of resourcefulness which leads the exerciser to invest more in exercise, 

even so much it becomes unhealthy. One might also invest more in order to at all cost 

preserve the feeling of competence one has gained.  

 

In the present study regression analyses were not performed for men and women 

separately due to the comparatively small amount of male participants in the study. 

Because of the different prevailing body ideals for men and women it would definitely 

be interesting to compare genders in terms of which aspects of the physical self 

contribute to healthy versus unhealthy exercise participation.  

 

Limitations of the study 

There are some problems associated with self-report measures. Roughly speaking it is 

impossible to control that the answers of self-report questionnaires reflect the truth. 

There is always a possibility for social desirability bias or demand characteristics 

(Mitchell & Jolley, 2004). Despite this, it seems that there is no better way available to 

gain information about a highly subjective yet important matter such as perceived 

health. Another limitation of the study is that the psychometric properties of the 

Swedish versions of the TEOSQ and RSES are not properly investigated, which might 

somewhat influence the results. In future studies some items in the TEOSQ should also 

be modified to better fit the target population.  

 

The two-way collection of data, with printed test-packages and through the internet, 

might also be considered as a limitation of the study. However, there are both 

advantages and disadvantages of this method. The disadvantage of collecting data in 

two ways is that the way of data collection might influence results. In the present study 

however, the advantages of this method were considered to outweigh the disadvantages. 
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If data had been collected with only printed questionnaires the recruitment of 

participants had been limited mostly to students and gym members. With the web-based 

questionnaire a more heterogeneous sample could be reached, also in the geographic 

sense. Since exercisers seldom train exactly in the same place and at the same time, the 

completion of the test-retest would also have been very difficult without the aid of email 

and internet. With internet based research, participants are also able to remain 

completely anonymous. This might leave them less susceptible to social desirability 

bias. With regard to time and cost efficiency, the best option for the present study was 

the two-way collection of data. 

 

Future directions 

Perceived health in relation to sport and exercise participation is a complex matter that, 

at present, is not investigated enough. Before the PHEPP questionnaire can be widely 

used, further studies should be conducted. A factor analyses was not performed in the 

present study due to the uneven distribution of data and the relatively small sample size. 

In the future, efforts should be made to reach a more heterogeneous and bigger sample. 

Some changes should also be made in the PHEPP questionnaire before a factor analyses 

is conducted. Especially the components representing social influences should be 

reflected over. The mutual exclusiveness of the healthy and unhealthy exercise 

participation tendencies should also be further investigated. Gender and cross-cultural 

differences are also interesting aspects to consider in future research, as well as 

relationships between the PHS/EP model and self-presentations and social physique 

anxiety. When the PHEPP questionnaire and the PHSPP questionnaires reach acceptable 

consistency and validation it will also make possible interesting comparisons between 

exercisers and athletes.  

 

Related applied issues 

If the factors that contribute to healthy versus unhealthy exercise participation are 

determined, this will in the future enable interventions that focus on helping exercisers 

experience the positive health effects of exercise as opposed to the negative ones. With 

a relevant and validated instrument those who are in the risk zone for unhealthy exercise 

participation could hopefully be picked up, and interventions could be directed towards 

them. Interventions might help them shift from unhealthy to healthy exercise 

participation, which could prevent drop outs in the long run. It is important to keep 

people involved in exercise because of the health gains associated with exercise. The 

findings may also lead to recommendations for practitioners at different levels, for 

example physical education teachers, instructors, personal trainers and others working 

in exercise related settings.  
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Appendix  A 

 

Upplevd Hälsa & Motionsdeltagande Profil (UHMP) 
 

Vänligen fyll i bakgrundsinformationen (del 1) och läs sedan påståendena i del 2. 

Markera därefter hur mycket du håller med om varje påstående, enligt en 6-gradig skala 

från 1 = instämmer inte alls till 6 = instämmer helt (ringa in ditt val på skalan).  

 

Del 1. Bakgrunds information 

 

1.1. Kön:  Man  Kvinna  

 

 

1.2. Ålder:__________ 

 

 

1.3. Hur många år har du tränat/motionerat regelbundet?_________________________ 

 

 

1.4. Hur många timmar i veckan brukar du vanligtvis träna/motionera (totalt)? _______ 

 

 

1.5. Vilken typ av motion/träning utövar oftast? (Ange endast en):__________________ 

 

 

1.6. Vad är motion/träning för dig just nu? (Vänligen välj ett alternativ) 

 

 Hobby/fritidsaktivitet med liten betydelse 

 Hobby/fritidsaktivitet med medelstor betydelse 

 En av de viktigaste aktiviteterna i livet 

 

 

1.7. Hur mycket håller du med om följande påstående:  

       “ Motionärer är hälsosamma personer” ?                                            

 

1 

Instämmer inte 

alls 

2 3 4 5 6 

Instämmer helt 

 

 

1.8. Hur viktigt är det för dig att andra människor betraktar dig som en 

motionär/träningstyp? 

 

1 

Inte alls viktigt 

2 3 4 5 6 

Mycket viktigt 

 

 

 

 

 



    

 

1.9. Mina framtidsplaner beträffande motion/träning är: (välj a eller b) 

 

b) att fortsätta motionera/träna regelbundet så länge jag kan 

 

b)   att sluta motionera/träna inom en snar framtid 

 

 

Om du ovan valde svar (a) gå vidare till fråga 1.10a och hoppa över 1.10b. 

Om du ovan valde svar (b) gå direkt till 1.10b. 
 

1.10a. För att kunna fortsätta motionera/träna regelbundet tror jag att: (du kan välja fler 

än ett svar) 

 

 jag inte behöver göra något speciellt 

 

 jag måste fokusera mer på min hälsa 

 

 jag måste fokusera mer på att göra framsteg mot mina mål 

 

 jag måste göra följande (skriv ditt eget svar)____________________________ 

 

 

1.10b. Jag tror jag kommer att sluta motionera/träna inom en snar framtid på grund av: 

(du kan välja fler en ett svar) 

 

 att det inte längre är roligt 

 

 att jag vill göra andra saker 

 

 hälsomässiga skäl (till exempel skador) 

 

 att jag inte gör framsteg mot mina mål 

 

 andra orsaker (skriv ditt eget svar)_____________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



    

 

Del 2. Upplevd hälsa och motionsdeltagande 

 1 

Instämmer 

inte alls 

2 3 4 5 6 

Instämmer 

helt 

1. Människorna i min omgivning (t.ex. 

vänner, familj, instruktörer) bryr sig 

om mitt hälsotillstånd 

1 2 3 4 5 6 

2. Jag skulle aldrig riskera min hälsa 

för att uppnå andra mål (t.ex. en 

attraktiv kropp, fysisk styrka, god 

kondition eller liknande) 

1 2 3 4 5 6 

3. Jag anser att mitt 

motionsdeltagande/tränande 

äventyrar mitt allmänna 

välbefinnande 

1 2 3 4 5 6 

4. Ibland tränar jag för hårt även om 

jag vet att det inte är bra för min 

hälsa 

1 2 3 4 5 6 

5. Jag är nöjd med min nuvarande hälsa 

 

 

1 2 3 4 5 6 

6. Jag skulle aldrig riskera min hälsa 

bara för att imponera på andra (t.ex. 

lyfta för tunga vikter på gymmet) 

1 2 3 4 5 6 

7. Jag saknar strategier för att bevara 

min hälsa då jag motionerar/tränar  

 

1 2 3 4 5 6 

8. Motion/träning hjälper mig att må 

bra psykiskt 

 

1 2 3 4 5 6 

9. Att bibehålla hälsan är ett av mina 

huvudmål med att motionera/träna 

 

1 2 3 4 5 6 

10. Jag mår oftast fysiskt bra 

 

1 2 3 4 5 6 

11. Ibland pressar människor i min 

omgivning mig att träna även när jag 

är sjuk eller skadad  

1 2 3 4 5 6 

12. Jag rådfrågar regelbundet 

specialister (t.ex. instruktör, dietist, 

sjukgymnast, läkare) om motions- 

och hälsofrågor  

1 2 3 4 5 6 

13. En av anledningarna till att jag 

motionerar/tränar är att det håller 

mig frisk 

1 2 3 4 5 6 

14. Jag är nöjd med mina framsteg i 

samband med motion/träning 

 

1 2 3 4 5 6 

15. Motion/träning hjälper mig att må 

fysiskt bra 

1 

 

2 3 4 5 6 

 



    

 

 1 

Instämmer 

inte alls 

2 3 4 5 6 

Instämmer 

helt 

16. Ibland när jag motionerar/tränar 

pressar jag mig för hårt för att göra 

gott intryck på andra  

1 2 3 4 5 6 

17. Hälsoaspekter har mindre betydelse 

för mig än mina specifika motions- 

träningsmål  

1 2 3 4 5 6 

18. Jag vill göra ständiga framsteg i mitt 

motionsutövande/tränande till vilket 

pris som helst 

1 2 3 4 5 6 

19. Jag anser att mitt 

motions/träningsdeltagande påverkar 

min hälsa positivt 

1 2 3 4 5 6 

20. Jag mår oftast psykiskt bra 

 

1 2 3 4 5 6 

21. När jag motionerar/tränar lyssnar jag 

på min kropp och överanstränger 

mig inte 

1 2 3 4 5 6 

22. Jag tycker att människorna i min 

omgivning är goda exempel på 

hälsosamma 

motionärer/träningstyper 

1 2 3 4 5 6 

23. Jag är beredd att riskera hälsan för 

att uppnå t.ex. en attraktiv kropp, 

fysisk styrka eller liknande  

1 2 3 4 5 6 

24. Jag tror att min hälsa kunde vara 

bättre om jag inte 

motionerade/tränade  

1 2 3 4 5 6 

25. Jag är nöjd med min kompetens och 

mina färdigheter beträffande 

motion/träning 

1 2 3 4 5 6 

26. Några av mina 

motions/träningskamrater uppvisar 

exempel på hälsoskadligt beteende  

1 2 3 4 5 6 

27. Jag anser att mitt 

motions/träningsdeltagande påverkar 

min hälsa negativt 

1 2 3 4 5 6 

28. Jag pressar mig själv till att fortsätta 

motionera/träna regelbundet även 

om jag känner mig sjuk eller skadad 

1 2 3 4 5 6 

29. Jag har strategier för att undvika 

skador i samband med 

motion/träning, t.ex. att värma upp, 

använda bra utrustning eller lämplig 

träningsmiljö 

1 2 3 4 5 6 

30. Jag är glad att jag motionerar/tränar 

 

1 2 3 4 5 6 

 



    

 

Appendix B 

 

Key for part 2 in the PHEPP:  

Healthy tendency Unhealthy tendency Corresponding 

components of the model 

 Att bibehålla hälsan är 

ett av mina huvudmål 

med att 

motionera/träna(9) 

 En av anledningarna till 

att jag motionerar/tränar 

är att det håller mig frisk 

(13)  

 Jag skulle aldrig riskera 

min hälsa för att uppnå 

andra mål (t.ex. en 

attraktiv kropp, fysisk 

styrka, god kondition 

eller liknande) (2) 

 Jag är beredd att riskera 

hälsan för att uppnå t.ex. 

en attraktiv kropp, fysisk 

styrka eller liknande(23) 

 Jag vill göra ständiga 

framsteg i mitt 

motionsutövande/tränande 

till vilket pris som 

helst(18) 

 Hälsoaspekter har mindre 

betydelse för mig än mina 

specifika motions-

/träningsmål (17) 

Health as a goal vs. 

health as a mean 

 Jag har strategier för att 

undvika skador i 

samband med 

motion/träning, t.ex. att 

värma upp, använda bra 

utrustning eller lämplig 

träningsmiljö (29) 

 När jag 

motionerar/tränar 

lyssnar jag på min kropp 

och överanstränger mig 

inte (21) 

 Jag rådfrågar 

regelbundet specialister 

(t.ex. instruktör, dietist, 

sjukgymnast, läkare) om 

motions- och hälsofrågor 

(12) 

 Jag saknar strategier för att 

bevara min hälsa då jag 

motionerar/tränar (7) 

 Ibland tränar jag för hårt 

även om jag vet att det inte 

är bra för min hälsa (4)  

 Jag pressar mig själv till att 

fortsätta motionera/träna 

regelbundet även om jag 

känner mig sjuk eller 

skadad (28) 

Health accumulation 

strategies vs. just 

draining health 

 Jag anser att mitt 

motions/träningsdeltaga

nde påverkar min hälsa 

positivt (19) 

 Motion/träning hjälper 

mig att må fysiskt bra 

(15) 

 Motion/träning hjälper 

mig att må bra psykiskt 

(8)   

 Jag anser att mitt 

motions/träningsdeltagand

e påverkar min hälsa 

negativt (27) 

 Jag tror att min hälsa 

kunde vara bättre om jag 

inte motionerade/tränade 

(24) 

 Jag anser att mitt 

motionsdeltagande/tränand

e äventyrar mitt allmänna 

välbefinnande (3) 

Perception of health as a 

benefit vs. as a cost of  

exercise participation 



    

 

 Jag mår oftast psykiskt bra (20) 

 Jag mår oftast fysiskt bra (10) 

 Jag är nöjd med min nuvarande hälsa (5) 

Perceived health (high 

score means high and low 

score means low 

perceived health) 

 Jag är glad att jag motionerar/tränar (30) 

 Jag är nöjd med min kompetens och mina färdigheter 

beträffande motion/träning (25) 

 Jag är nöjd med mina framsteg i samband med 

motion/träning (14) 

Satisfaction with 

exercise  participation 
(high score means high 

and low score means low 

satisfaction) 

 Jag skulle aldrig riskera 

min hälsa bara för att 

imponera på andra (t.ex. 

lyfta för tunga vikter på 

gymmet) (6) 

 Människorna i min 

omgivning (t.ex. vänner, 

familj, instruktörer) bryr 

sig om mitt 

hälsotillstånd (1) 

 Jag tycker att 

människorna i min 

omgivning är goda 

exempel på hälsosamma 

motionärer/träningstyper 

(22) 

 

 Några av mina 

motions/träningskamrater 

uppvisar exempel på 

hälsoskadligt beteende (26) 

 Ibland när jag 

motionerar/tränar pressar 

jag mig för hart för att göra 

gott intryck på andra (16) 

 Ibland pressar människor i 

min omgivning mig att 

träna även när jag är sjuk 

eller skadad (11) 

Social influences 
stimulating healthy vs. 

unhealthy exercise 

participation 



    

 

Appendix C 

 

Projekt om Upplevd Hälsa och Motionsdeltagande      
 

Centrum för Idrott och Hälsoforskning (CIHF) vid Högskolan i Halmstad genomför en 

studie om motionärers upplevda hälsa i samband med motionsdeltagande. Syftet med 

studien är att undersöka faktorer som påverkar hälsosamt respektive ohälsosamt 

motionsdeltagande.                        

 

Till detta projekt söker vi motionärer som uppfyller följande kriterier: 

 

1) är mellan 18 och 50 år 

 

2) har motionerat/tränat regelbundet i minst ett år      

 

3) motionerar/tränar för närvarande i medeltal tre gånger per vecka eller mer, i 

ungefär en timme per gång                 

 

4) subjektivt ser sig själv mer som motionärer än tävlingsidrottare eller icke-

motionärer 

 

Om du uppfyller ovanstående kriterier kan du välja att delta i studien genom att 

besvara följande frågeformulär.  

 

Ditt deltagande i studien är frivilligt. Om du väljer att delta har du rätt att avbryta din 

medverkan när som helst utan att ange någon orsak till detta. Dina svar kommer att 

behandlas konfidentiellt. Resultaten kommer att presenteras på gruppnivå, det vill säga 

man kommer inte i sammanställningen att kunna se vad just du svarat på frågorna.  

 

Frågeformulären handlar om hur DU ser på dig själv när det gäller ett antal områden. 

Oftast kommer du att läsa ett antal påståenden som du ska ta ställning till. Var vänlig 

ringa in den siffra för varje påstående som bäst överensstämmer med Dig. Om inget 

alternativ överensstämmer med dig, markera den siffra som är närmast. Markera endast 

EN siffra för varje påstående om inget annat sägs. Då vi alla är olika finns inga rätta 

eller felaktiga svar; det är just dina uppfattningar om dig själv som vi är intresserade av. 

Försök därför svara så ärligt och spontant som möjligt på påståendena (sitt inte och 

fundera för länge på varje påstående utan svara det som känns mest rätt när du läser 

påståendet). För undersökningen är det dock viktigt att du svarar på ALLA frågor. 

 

Det uppskattas ta ca 15 minuter att fylla i formulären.   

 

   Jag har tagit del av ovanstående information och samtycker till att delta i 

studien  

 

Med vänliga hälsningar, 

 

Jenna Gestranius, magister student  Handledare:   Professor Natalia Stambulova 

Tel: +46706413722 eller     Halmstad University 

+358407578108      30185 Halmstad  

jennsport@hotmail.com     natalia.stambulova@hh.se

mailto:jennsport@hotmail.com
mailto:natalia.stambulova@hh.se
mailto:natalia.stambulova@hh.se


Appendix D 

Figure 2. Histograms for the PHEPP (uhmp in Swedish) items 3, 8, 11, 24, 27, 30.  
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