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HEALTH PROMOTION BEHAVIOR: 

THE RELATIONSHIP WITH HEALTH CONCEPTION, 

HEAL TH PERCEPTION, AND SELF-ESTEEM IN OBESE WOMEN 

ABSTRACT 

MARY HELEN WOOD, B.S., M.S., M.S.N., R.N. 

IBXAS WOMAN'S UNIVERSITY 
COLLEGE OF NURSING 

MAY, 1991 

The present study sought to understand the influence of health conception, 

perceived personal health status (health perception), and self-esteem on resultant behavior 

regarding participation or non-participation in health-promotion behaviors, providing a 

clearer focus concerning what influences participation or implementation of those 

behaviors. Information concerning factors that influence self-esteem in regard to the study 

variables was also sought. 

A purposive sample of 150 obese women were participants in the study. 

Participants met the requirement of being obese as 20% over ideal body weight as defined 

by body mass index. The participants were predominately Caucasian and the majority 

possessed at least a high school education. Most participants were not participating in a 

formal treatment program for obesity. The relationship between the study variables was 

examined using Pearson's Product-Moment correlation. Stepwise multiple regression was 

used to identify variables which were most influential in delineating participation in health 

promotion behaviors and self-esteem and to establish path analysis information and 

considerations. 
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Nonparametric statistics were used to identify the type of health promotion 

behaviors performed, the frequency of their petfonnance, and differences between groups 

in performance of health promotion behaviors. 

Significant relationships were found between the study variables. No significant 

relationship was found between health conception and participation in health promotion 

behaviors or self-esteem. Significant differences in participation in health promotion 

behaviors were found in individuals with differing levels of self-esteem. 

Health promotion behaviors performed by the obese focused on self-actualization, 

nutrition, and interpersonal support. Behaviors were performed often and regularly, rather 

than never and sometimes. Overall, the results suggest that obese clients are actually doing 

many health promotion behaviors other than weight management/control. Further 

comparison and testing in other populations is recommended. 
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CHAPTER I 

INTRODUCTION 

Obesity is regarded as a major public health problem in the United States and 

is seen as a menace to health because of its association with increased risk for 

cardiovascular disease, diabetes, hypertension, hyperlipidemia, gallbladder disease, 

degenerative joint disease, cerebral vascular disease, and breast cancer (Bagley, 

Conklin, Isherwood, Pecihulis, & Watson, 1989; McBride, 1988). Obesity continues 

to be considered an incurable illness (Popkiss-Vawter, 1982), the most prevalent 

chronic and metabolic disorder in humans (Daniels, 1984; Weiss, 1984), and an 

independent risk factor for cardiovascular disease. Obesity accounts for 

approximately 20 percent of the mortality rate in the United States (Weiss, 1984). 

Despite recent findings that obesity (1) is not caused by gluttony, (2) contains 

a genetic component, and (3) is not necessarily the 'fault' of the individual (Harris, 

1982), there is no doubt that the obese continue to be viewed in a very negative 

fashion, stigmatized and stereotyped as lazy, dumb, less intelligent ( even stupid), 

dishonest and dirty (Kalisch, 1972; McBride, 1988; Peternelj-Taylor, 1989; Stake & 

Lauer, 1987). 

,. Stunkard's 197 5 statement (considered accurate even today) was that 

(1) most individuals who are obese do not enter treatment for their condition,

(2) individuals who begin a program will not usually continue, (3) those individuals
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who do continue will not attain goal weight, (4) those who lose weight will regain it, 

and (5) individuals will pay a high price in symptoms for attempting weight loss 

(McBride, 1988). Treatment of obesity remains non-specific because of the 

multidimensional aspects of the disease. Common to all treatments of obesity is 

caloric restriction. Health professionals initiate treatment with obese persons by 

stating that weight must be lost in order for them to reclaim, preserve, or improve their 

health. 

By beginning treatment for obesity with weight loss as the criterion measure 

of success, other indicators of health and successful measures of health promotion are 

ignored. How the individual perceives his/her own health in relation to personal 

definition of health logically will influence whether or not health promotion behaviors 

are performed. Knowing the individual's personal definition and self-assessment of 

health becomes essential for the nurse in order to assist the individual to develop or 

change a perspective which influences overall feeling and state of well-being. 

Problem of the Study 

The goal of nursing for all individuals (obese or not) is the promotion and 

maximization of health for individuals, families, and communities (Pender, 1987). 

Most definitions of health prior to the present era were expressed in tenns of the 

absence of disease or clinical symptoms. With obesity now considered a disease 

entity by health care professionals, the restricted definition of health precludes 

consideration of the obese individual in the light of an expanded definition of health 



which describes the individual as an existing and developing entity. How do the 

obese see themselves in relation to their health? Do they perceive themselves to be 

less healthy because of their obesity? Does the stigma associated with obesity 

influence feelings about self and whether or not health promoting actions are 

performed? Does personal environment influence which health promotion behaviors 

are practiced? 

Purpose of the Study 

The purpose of the study was to identify and determine the relationships 

between obese individual's health conception (personal definition of health), health 

perception (perceived personal health status), self-esteem, participation in health 

promotion behaviors, and selected demographic variables. 

Rationale for the Study 

Implications for self care 

3 

Nurses are the largest group of health professionals to provide care and health 

information to the public. In this respect, nurses are seen as having greater 

opportunities to influence the health related behavior of individuals (Mikhail, 1981). 

Nurses'understanding and perceptions of health and disease impact the lives of others 

through the care and information they provide. Others use the information provided by 

health care professionals to enhance their own self-care. Joseph (1980) stated that 

self-care is based on voluntary actions which humans are capable of understanding. 
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Factors influencing the practice of self-care included values, social group membership, 

illness, availability of health resources, and reinforcing factors such as family and 

health personnel. Shireffs (1978) asserted that individuals may either enhance or 

detract from their well-being as a result of lifestyle choices. Lifestyle choices and the 

need to change lifestyle choices must be based upon information that is accurate, up to 

date, and reliable. 

Although most health promotion models address self-concept and perceived 

health as modifying factors or barriers to positive health behavior (Pender, 1987; 

Rosenstock, 1974), interventions are not addressed to overcome a negative 

self-concept variable in other than a general way. Awareness of health and 

identification of health practices is necesary in order to instigate a conscious change of 

behavior. Many individuals are conscious only of absence of a feeling of well-being 

about self, but are not always able to identify the source of not feeling well. Antonucci 

and Jackson (1983) noted that little empirical research has been undertaken to 

analyze the relationship of self-esteem and physical illness. Low self-esteem is 

generally viewed as an outcome of poor physical health or disability. Antonucci and 

Jackson (1983) found a clear relationship between self-reported health and 

self-esteem. Particularly noted were the differences between males and females, with 

females demonstrating a stronger rehttionship between health and self-esteem. 

Implications for mutual care 

Public awareness of the benefits of positive health practices to increase 

longevity and quality of life has increased dramatically in the last several years. 
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Because many of the results of health promotion behaviors are recognizable only over 

a period of time, it is important to reinforce health promotion efforts of individuals and 

groups. Reflected appraisals of significant others are important in self-esteem. 

Individuals (obese or otherwise) who receive positive reinforcement from others for 

performance of health promotion behaviors are able to expand and affirm themselves 

and the value of health within our culture. Self-esteem is a process which develops, 

through interaction with others, a feeling of worthiness or value in relation to the 

significant others within his/her domain. In many ways self-esteem is an unconscious 

process that is not easily pointed to and identified as a 'thing'. Primary sources of 

self-esteem and much of the groundwork for building self-esteem and positive health 

practices on an individual level are found within families and schools as the individual 

grows and develops during childhood and adolescence. 

Self-esteem and lifelong health habits are developed primarily within families. 

Educational programs which emphasize the value of self-esteem for developing 

healthy attitudes and positive health practices .need to begin at the family level. 

Schools, churches, and work settings are appropriate places to begin self-awareness 

programs, health programs, and educational programs delineating interventions and 

innovations to promote self-esteem and positive health behaviors. Stereotypical 

attitudes toward the obese prevent consideration of their abilities and talents on an 

equal level with others. If the individual does not function in a positive manner with 

regard to self-worth, policy development, programs to solve problems, and other 

interventions will not be effective or successful. 



Implications for public policy 

Identification of health needs, accomplished health practices, and individual 

quality of life in the environment is important in determining needed health programs. 

Angrosino (1987) cited policy as a dynamic process to meet ever-changing needs of 

society rather than a static never-changing thing. Although public policy is set at 

higher organizational levels, policy originates as a process to meet the needs of the 

individual. Only when health needs are adequately described and brought to the 

attention of the public, is legislation passed and funding established. 

Legislation concerning health continues to be ever-changing. Funding for 

health programs continues to lag behind need; priorities are being assigned and 

funding decreased. The escalating cost of health care requires that the individual be 

more responsible for the protection and promotion of ·his/her health. More and more 

individuals who continue lifestyles deemed dangerous to their health are looked upon 

without compassion as having reaped the results of a lack of self-control or 

self-discipline. Obesity is still considered by many as a failure of individual self

control. Discrimination is noted in severe curtailment of health care benefits and 

reimbursement for treatment of obesity resulting in continued health risks, chronic 

disease, and public costs. 

6 

Self-esteem is seen as a correlate with physical health and disability, but 

causal linkages are unknown (Antonucci & Jackson, 1983; Gardner, 1981; Harder, 

Straus, & Kokes, 1979). Self-esteem is not addressed as separate from mental health 
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constructs, and as such, has no separate funding or attention as a single entity despite 

the correlates found with mental illness, abuse, and addictive situations. 

Nursing needs information concerning obesity and what the term 'obesity' 

means to the obese individual. How does the obese individual see self in regard to 

health? Information concerning health promotion behaviors in the obese will allow 

nursing greater ability to match appropriate preventive and treatment strategies with 

individuals and groups, and to describe obese populations in functional terms. 

Therapeutic strategies can then be matched with individuals in terms of interventions 

to support health promotion or to modify perspectives detrimental to health. 

Identification of functional capacities or consequences in the obese will allow 

evaluation in terms other than weight loss. Therapeutic efforts may then be 

concentrated in areas which are most effective (Harrison, 1984). 

Theoretical Framework 

A theoretical framework enveloping the concepts of health conception, 

(personal definition of health), health perception (perceived personal health status), 

self-esteem, and participation in health promoting behaviors was constructed using 

Gibb's (1972) paradigm. The framework was designed to delineate the relationship 

between health conception, well-being (perceived personal health status), 

self-esteem, and their relationship to individual role performance of health-promoting 

behaviors. 



Health 

Examination of the literature revealed numerous definitions of health as a 

construct veiwed from a number of different perspectives. Integral to all health 

constructs were the concepts of health conception (personal definition of health), 

health perception (perceived personal health status, physical and mental), and health 

promotion behavior. 

Health Conception 

8 

Health conception (personal definition of health) refers to the individual's view 

of health in general, as influenced by culture, environment, role, and experience. There 

remain many different and conflicting views of health. Health has been seen and 

described as polar opposites; i.e., being free from symptoms or presence of disease 

and limited to the biological perspective without the inclusion of psycho-social or 

environmental variables (Tripp-Reimer, 1984). Health has also been described as a 

continuum, with health at one end of the continuum and disease at the other. The 

position of the individual on the continuum was not limited to physical symptoms and 

attempts were made to include other aspects of the individual's life. Although other 

variables were included, the continuum aspect seemingly only stretched the bipolar 

view of health and disease. 

Attempts to define health in a more wholistic manner emerged from the idea 

that sense of well-being was not limited to physical aspects and was oriented toward 

growth of the individual and exhuberence as health (Newman, 1988; Smith, 1981). 

None of these views of health considered the perception of health by the individual as 
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an important perspective (Tripp-Reimer, 1984). Smith (1983) developed a conceptual 

model of health based upon research done to elicit definition of health from individuals. 

Smith's (1983) model included the view of health as freedom from disease, but,, 

expanded this to include other views that reflect the individual in a more wholistic 

manner. Smith's (1983) four views of health included (1) clinical, (2) role 

performance/functional, (3) adaptive, and ( 4) eudaimonistic models of health. 

The clinical model of health, the narrowest view of health, is represented by 

the absence or presence of symptoms and disease states and/or malfunction of the 

system (Smith, 1983). The clinical model of health, most closely approximating the 

medical model,� focused on disease prevention and preventive health behaviors. 

The role performance/functional model expanded the clinical model of health to 

include a psycho-social dimension of health (Smith, 1983). From this viewpoint, 

health is the ability to fulfill the requirements of social roles within society. This 

model stressed health maintenence. 

The adaptive model, including the clinical and role performance models, added 

the further dimension of the individual effectively interacting, adjusting, and adapting 

to a constantly changing environment (Smith, 1983). The adaptive model implied that 

if one is able to be flexible to changing ci�cumstances, one is therefore healthy. The 

adaptive model also emphasizes health maintenance. 

The eudaimonistic model of health, expanding the models of clinical, role 

performance, and adaptive health, included an exuberant feeling of well-being (Smith, 

1983). Much of Smith's work for this model was based on Maslow's (1962) 
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self-actualization work and the ancient Greeks' idea of health as wholistic and 

encompassing in nature. The eudaimonistic model of health presented the idea of 

health promotion as continuous growth, creativity, self-fulfillment, and development of 

one's full potential. 

Health Perception 

Health perception (perceived personal health status) emerged as a result of 

self-assessment by the individual in relation to health conception (personal definiton 

of health) using information from a variety of sources and experiences. Attempts to 

measure health status continue to be elusive. What aspects of health should be 

included? What methods are most accurate? Do individuals evaluate personal health 

using different measures than health professionals? Health status is seen from 

different points of view and includes many aspects of health. Ware, Brook, Davies, 

and Lohr (1981) believed health status measures were important for the following 

reasons: "(1) measuring the efficiency of medical interventions, (2) assessing quality 

of care, (3) estimating the needs of a population, ( 4) improving clinical decisions and 

(5) understanding the causes and consequences of differences in health" (p. 621).

Due to the inability to measure health status directly and the variety of available 

indirect measures, it is important to specify the aspect and limits of health status 

being studied and measured. Many health status tools included measurement of a 

physical dimension; others also reflected the mental dimension. Feelings concerning 

the body and its state of health additionally were included, addressing the interface 

between physical and mental health (Ware, 1976). 
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Studies of health status generally focus on older persons' functional ability and 

the presence or absence of disease (Shanas & Maddox, 1985). In order to obtain an 

individual's perceived health status, Lichtenstein and Thomas (1987) asked 

individuals to compare their health with others and to compare their health state at a 

previous time. Self-assessments of health and functioning levels have been found to 

reflect accurate evaluations of actual health status in the elderly (George & Bearon, 

1980; Wan, Odell, & Lewis, 1982) and a barometer of self-image (Friedsam & Martin, 

1963). Maddox (1964) also noted that optimism and pessimism about health state 

were related to attitudinal factors and social status. 

Self-esteem 

Many times the term self-concept is used interchangeably with self-esteem 

(Muhlenkamp & Sayles, 1986; Openshaw et al., 1983; Stanwyck, 1983). The 

symbolic interactionist view of self-concept states that notions about the self are 

gained not only as a result of interaction with others but also as a result of what one 

thinks others think about one. Presently the self-concept is represented as an 

information processing model (Lynch, 1981) and a continuously articulating construct 

(Jordan & Merifield, 1981). Rather than a single, unidimensional concept (being), 

self-esteem is viewed as a multidimensional concept (becoming) with a heirarchial 

organization between elements (Jordan & Merrifield, 1981; L'Ecuyer, 1981; 

Norem-Hebeisen, 1976, 1981). The most prominent aspects of self-concept are seen 

in interaction with others (Meisenhelder� 1985, 1986; Openshaw et al., 1983). 
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Self-esteem is the process of determining self-evaluation, competence, and 

self-worth in regard to some standard of expectation (Norem-Hebieson, 1981; 

Openshaw et al., 1983; Stanwyck, 1983; Wylie, 1974). Self-esteem is threatened 

when contradictions exist between what is perceived as a standard of value or belief 

and what is perceived as reality. Pender (1987) noted that when inconsistency 
,· 

between self-concept and values or between self-concept and behavior existed, 

changing values or changing behaviors were options for decreasing conflict within the 

self. 

Despite the interchangeable terms used with self-esteem (self-concept, 

self-worth, self-evaluation, self-acceptance), the dimensions identified within the cone 

ept, and the definitions offered, it is generally agreed that self-esteem is a learned 

phenomena that develops basic tenents in childhoood and varies throughout the life 

span. Understanding of self-esteem is a critical element for understanding people and 

their behavior. People who possess a strong sense of self-worth appear to be 

adjusted, happy, and competent (Gilberts, 1983). Reasoner (1983) noted that 

heightened levels of self-esteem produced increased levels of motivation, leadership, 

and productivity which also increased the individual's sense of well-being. 

Self-esteem in adulthood is seen as a progression of social relationships and 

career development (L'Ecuyre, 1981; Stanwyck, 1983). Individual self-esteem can be 

very dependent upon the evaluation of superiors and individual judgement of how well 

one has measured up to a personal internalized standard in relation to accomplished 

work. Deemed as important to self-esteem throughout the life span is success or 
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compentence. The more sucessful a person is in meeting self, societal, and 

developmental expectations, the more positive the attitude toward self and the more 

self-identity became stabilized (Lynch, 1981; Reasoner, 1983; Stanwyck, 1983). 

Consequences of self-esteem are a positive feeling about oneself, a feeling of control 

(sense of mastery), better social functioning, and increased self-confidence. 

Although self-esteem is a key factor in restoring and maintaining physical and 

mental health, there has been little research done to identify and understand the 

relationship of self-esteem and health promotion (Crouch, 1983; Meisenhelder, 1985; 

Muhlenkamp & Sayles, 1986; Reasoner, 1983). The relationship between self-esteem 

and mental health has been described, but no causal link has been documented 

(Antonucci & Jackson, 1983; Gardner, 1981; Harder, Straus, & Kokes, 1979). 

Antonnuci and Jackson (1983) found decreasing levels of self-esteem associated with 

perceptions of ill health. 

In nursing, self-concept data seemed to cluster in the areas of (1) change in 

body image or health beliefs in relation to adherence to medical regimens (Andreoli, 

1981; Hallal 1982), (2) self-esteem disturbance (Norris & Kunes-Connell, 1985), 

(3) self-esteem in relation to social support (Mercer, May, Ferkelich, & DeJoseph

1986; Muhlenkamp 1986), (4) self-esteem in employed and unemployed women 

(Meisenhelder, 1985), and (5) self-esteem in the elderly (Taft, 1985). Self-esteem is 

seen as a construct that varies over the life span according to life situations and how 

the individual sees self in relation to others and the environment (Meisenhelder, 1985; 

Muhlenkamp & Sayles, 1986; Norris & Kunes-Connell, 1985; Taft, 1985). 
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Health Promotion 

Health promotion continues to lack a specific and consistent definition which 

can be used to guide development of a common understanding and identification of 

behaviors (Pender, 1987). Non-nursing literature tends to place health promotion and 

health protection within the same classification. Kasi and Cobb ( 1966) defined health 

behavior as any activity by a healthy person for the purpose of detecting disease at an 

asymptomatic stage or preventing disease entirely. Illness behaviors were activities 

designed to provide a remedy for illness. Chronic illness behaviors reduce risk and 

maintain health (Mikhail (1981). Peterson-Martin and Cottrell (1987) saw health 

behaviors as important determinants of health and well-being. Health behaviors 

(categorized together as lifestyle) were correlated with longevity and health status 

(Belloc & Breslow, 1972). Laffrey (1985) defined health promotion behaviors as 

being primarily aimed at attaining or achieving a greater level of health or well-being. 

Pender (1987) believed health promotion behaviors were actions individuals 

take upon their environment to move to higher levels of health. Health protection and 

health promotion were differentiated by stating that health protection behaviors are 

directed toward maintaining health and that health promotion behaviors are directed 

toward increasing the level of health. Laffrey ( 1986) found that health conception 

(personal definition of health) influenc.ed health behavior choice. Implied within the 

choosing of behaviors that affect health is the principle of free choice and the belief that 

man is an autonomous entity. Free agency is the ability and freedom of the individual 

to choose (McConkie, 1979). For agency to be effective, laws (which may be obeyed 
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or disobeyed) must exist, opposites must exist within the range of behavior choices, 

knowledge concerning the nature of the opposite choices must be present, and choice 

must be unhampered (McConkie, 1979). 

Health promotion includes factors that affect behaviors directed toward 

enhancing and strengthening health and personal relationships for a more fulfilling 

lifestyle. Pender (1987) divided her model into two phases: the decision-making 

phase and the action phase. Within these two phases, Pender described 

cognitive-perceptual and modifying factors that impinged upon or affected the 

likelihood of the individual performing health promotion behaviors. Individual 

perceptions were seen as crucial in the decision-making process. Perceptions were 

the result of an evaluative process in which the individual assesses him/herself 

against a standard of behavior or value of importance. The resultant evaluation 

affected the self-concept and self-esteem of the individual. 

Within the model, cognitive-perceptual factors were identified as 

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

(4) perceived health status, (5) perceived self-efficacy, (6) perceived benefits of

health promotion behavior, and (7) perceived barriers to health promotion behavior. 

Cognitive-perceptual factors were the motivational forces that influenced participation 

in health promotion. Modifying factors included (1) demographic characteristics (age, 

ethnic origin, gender, education and income), (2) biological characteristics (the 

influence of genetic inheritance), (3) interpersonal influences (expectations of 

significant others, patterns of health care and interactions with health professionals), 



(4) situational factors (available health promotion options and access to health

promotion), and (5) behavioral factors (previous knowledge, skills and experience 
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with health promoting behaviors). According to the model, modifying factors indirectly 

influence health behaviors through cognitive-perceptual mechanisms (Figure 1) 

(Pender, 1987, p. 58). Application' to the present study included the 

cognitive-perceptual factors of definition of health and perceived health status. The 

modifying factor in the present study was self-esteem which fits within the category of 

interpersonal influences. 

Pender ( 1987) identified interpersonal influences as interaction with others 

delineating expectations of significant others and interactions with health 

professionals. Availablity of support from others was important in encouraging 

behaviors that allowed individuals to choose behaviors that supported health. 

Although self-esteem was considered a modifying factor which impinged upon 

participation in health promotion, Pender (1987) stated that there was limited 

empirical evidence that self-esteem affected participation in health promotion 

behaviors. 

Merging Theoretical Perspectives 

Rapid expansion of health pro�otion programs and activities has increased the 

awareness of people to the possibilities of improving health by altering lifestyles and 

engaging in activities that promote health. Seen as essential to positive health 

practices is the awareness that the body and mind are not separate entities (Leighton 
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& Roye, 1984). Health conception, that is the individual's personal definition of what 

health means, and perception of personal health status in relation to conception of 

health have been found to influence choice of health promoting behaviors (Laffrey, 

1986). Logically, differences in health conception would result in differing patterns of 

health behavior. Pender and Pender (1986) found that individuals who perceived 

themselves to be in good health had more frequent participation in health promoting 

behaviors.· Self-esteem was considered essential to individual physical and mental 

well-being and fullfilment of role within society (Taft, 1985). Pender (1987) stated 

that emphasis on positive aspects of the self result in behavior that reflects those 

positive aspects and elicits positive responses from others. Health conception, health 

perception (cognitive-perceptual factors from the Health Promotion model), and 

self-esteem (a modifying factor from the Health Promotion model) are all modifiers of 

participation in health promoting behavior. Health perception (perception of personal 

health staus) when assessed according to health conception (personal definition of 

health) learned through life experience and formal knowledge, will influence 

performance of health promotion behaviors. Assisting people to increase levels of 

self-esteem through positive reinforcement and encouragement with regard to health 

will increase the satisfaction the individual derives from life. 

Gibbs's Method of Theory Construction 

Gibbs ( 1972) asserted formal theory construction was essential for progress in 

any field, but particularly in sociology. Gibbs (1972) characterized his mode of theory 
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construction as positivistic and believed that theories should (1) be stated formally, 

(2) be testable, and (3) have predictive power. Gibbs (1972) described theory as "a

set of logically interrelated statements in the form of empirical assertions about 

properties of infinite classes of events or things" (p. 5) and identified two parts of a 

theory: the intrinsic and the extrinsic. The intrinsic portion of the theory includes 

statements in the form of empirical assertions. The extrinsic portion of the theory 

contains definitions of the terms of the intrinsic statements and helps to determine 

testability and predictive accuracy. Thus the two portions of the theory are logically 

and irrefutably connected. 

Gibbs (1972) used the following definitions of substantive intrinsic terms: 

1) Constructs - terms which contain definitions that are neither

complete nor empirically applicable.

2) Concepts - terms in which the definition is regarded as complete but

not empirically applicable.

3) Referentials - terms which designate a formula in the extrinsic part

ofthe theory indicating that the formula is relative to the theory in

which it is employed. Stipulation of a referential formula asserts

empirical applicability, testability, and predictive accuracy.

4) Referent - each value which can be computed by the referential

formula.

5) Temporal quantifier - reference to time.



20 

Intrinsic statements were defined as follows: 

1) Unit term - a term that designates a class of events or things and

must be empirically applicable.

2) Relational term - asserts an empirical relation between properties of

uni ts. A relational term signifies the direction of the association

between properties.

3) Axiom - a direct intrinsic statement in which the substantive terms

are constructs. Axioms should stipulate a unit term, a relational

term, and a temporal quanifier.

4) Postulate - a direct intrinsic statement in which the substantive

terms are a construct and a concept.

5) Propositions - a direct intrinsic statement in which the substantive

terms are concepts.

6) Transformational statement - a direct intrinsic statement in which

the substantive terms are a concept and a referential.

7) Theorem - is a formally derived intrinsic statement in which the

constituent substantive terms are referentials. Theorems represent

the final step in the intrinsic portion of theory construction.

A schematic representation of the model tested is presented in Figure 2. The 

construct of the theory is health. The concepts of the model are (1) health conception, 

(2) health perception, (3) self-esteem, and (4) health promotion. Definitions of the_

construct, the concepts, the referentials, and the temporal quantifiers are as follows: 
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Extrinsic Statements: 

Construct: 

1. Health - a dynamic, changing, and ever-evolving life process which

encompasses all states of being, including illness, wellness, and

well-being, with development of the individual as a wholistic entity

encompassing patterns of behavior and growth potential unique to the

Concepts: 

-

individual (Newman, 1986). Goal directed behavior, responsibility for

self-care, and the ability to adjust are necessary for structural integrity,

growth, and harmony with the environment. Health does not exist within

the individual alone but in conjunction with others through families and

communities within society. Health is characterized by openness to energy

exchange and interdependence within the community (Pender, 1987).

1. Health conception - individual definitions of the meaning of health including

absence or presence of signs and symptoms of illness or disease, the

individual's role performance in relation to health, the flexible adjustment to

changing circumstances and environmental stresses, and the eudaimonistic

exuberant feeling of well-being (Laffrey, 1986a, 1986b ).

2. Health perception - the in�ividual's personal perception of his/her current

health state physically, mentally, environmentally, and socially. Perception

of personal health status is unique to the individual and may affect the

individual's participation in health promotion behaviors.
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3. Self-esteem - a process by which the individual evaluates self, consciously

or unconsciously, against a perceived standard (Wylie, 1974). As an

outcome of the evaluative process, the individual develops an affective

feeling regarding personal worth and value as an individual, in that the

person believes himself to be capable, significant, and worthy

(Coopersmith, 1967; Rosenberg, 1965). Self-esteem and self-evaluation is

a continuously articulating construct (Jordon & Merfield, 1981).

4. Health promotion - the activities initiated by the individual directed toward

increasing the level of well-being and actualizing the potential of

individuals, families, communities, and society (Pender, 1987).

Referentials: 

Definitions of the referentials are: 

1. C,RP,A,E - an acronym for health conception and how the individual defines

health in relation to clinical health, role perfonnance/functioning, adaptive

health, and eudiamonistic health. Health conception is measured by the

Laffrey Health Conception Scale ref
e

rent.

2. C,P,HO,HWC,RS,RJ - an acronym for the self assessment the individual

performs regarding personal health status in order to arrive at a general

health perception. Included within self assessment is the individual's

current health, prior health, health outlook, health worry and concern,

resistence and susceptibility, and rejection of the sick role. Perception of



personal health status is unique to the individual. Health perception is 

measured by the Ware Health Perception Questionnaire referent. 
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3. SE - an acronym for the self-esteem of the individual. A level of

self-esteem is formed within the individual through self-evaluation in

relation to a standard which the individual holds about self from others.

Reflected appraisal to the individual occurs in social contexts as responses

from others provide information about how others view the person.

Reflection assists in integration of information and understanding within

the individual. Self-esteem varies according to the individual and the

perception of the situation by the individual. Self-esteem is measured by

the Rosenberg Self-Esteem Scale referent.

4. SA,HR,E,N,IPS,SM - an acronym that represents the activities and

behaviors identified as health promoting for the individual. Health

promoting behaviors are an expression of the human actualizing tendency

which is directed toward sustaining or increasing the individual's personal

fulfillment (Walker, Sechrist, & Pender, 1987). Behaviors are

characterized as self-actualizing, health responsibility, exercise, nutrition,

interpersonal support, and stress management. Health promotion

behaviors are measured by the Pender Health Promotion Lifestyle Profile

referent.
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Temporal quantifiers: 

1. To - the point in time which the individual defines health and perceives

his/her own health status in relation to the individual's definition of health.

2. o Ta - the point in time that the individual evaluates his/her personal health

status in relation to the individual's conceived definition of health.

3. Tn+ I - the point in time that the individual acts to promote personal health

based upon the evaluation of personal health status in relation to personal

definition of health.

Mathematical formulation: 

1. Perceived linkages of variables provide the resulting referential formula:

(SA+HR+E+N+IPS+SM) = f([C+RP+A+E] + [C+P+HO+HWC+RS+RJ] + [SE]) 

The formula states that participation in health promotion behaviors is a 

function of health conception plus perceived health status plus self-esteem. 

Referents: 

The referents are: 

1. Laffrey Health Conception Scale (LHCS),

2. Ware's Health Perception Scale (HPQ),

3. Rosenberg's Self-Esteem Scale (SES), and

4. Pender's Health Promoting Lifestyle Profile (HPLP).



Intrinsic Statements 

Unit term: Individual. The individual is defined as an adult past the age of eighteen. 

Postulates are: 

Pl: Among individuals, the more positive the individual's view of health at To, 

the higher the individual's definiton of health at To. 

P2: Among individuals, the more positive the individual's view of health at To, 

the higher the individual's perception of personal health status at To. 

P3: Among individuals, the more positive the individual's view of health at To, 

the higher the individual's level of self-esteem at oTa. 

P4: Among individuals, the more positive the individual's view of health at To, 

the more positive the individual's view of health promotion at Tn+ 1. 

Propositions are: 

Prl: Among individuals, the more positive the individual's definition of health 

26 

(health conception) at To, the more positive the individual's perception of 

personal health status at To. 

Pr2: Among individuals, the more positive the individual's perception of 

personal health status (health perception) at To, the higher the individual's 

level of self-esteem at oTa. 
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Pr3: Among individuals, the higher the level of self-esteem at oTa, the greater 

the number of health promotion activities performed at Tn+ 1. 

Pr4: Among individuals, the more positive the individual's perception of 

personal health status (health perception) at To, the greater the number of 

health promotion activities performed at Tn+ 1. 

Pr5: Among individuals, the more positive the individual's definition of health 

(health conception) at T 0, the more health promotion activities performed 

at Tn+l.

Transformational statements are: 

Tl: Among individuals, the more positive the individual's definiton of health at 

T 0, the higher the C,RP ,A,E at T 0.

T2: Among individuals, the more positive the individual's perception of personal 

health status at T0, the higher the C,P,HO,HWC,RS,RJ at T0.

T3: Among individuals, the more positive the individual's self-esteem at 
O 
Ta, the

higher the SE at 
O
T a.

T4: Among individuals, the more positive the individual's view of health 

promotion at T n+ 1, the higher the SA,HR,E,N,IPS,SM at T n+ 1.



Theorems are: 

Thl: Among individuals, the more positive the C,RP,A,E atT
0

, the more 

positive the C,P,HO,HWC,RS,RJ at T0 .
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Th2: Among individuals, the more positive the C,P,HO,HWC,RS,RJ at T0 , the 

higher the SE at 0Ta.

Th3: Among individuals, the higher the SE at 
O
T a, the greater the

SA,HR,E,N,IPS,SM at Tn+l·

Th4: Among individuals, the more positive the C,P,HO,HWC,RS,RJ at T 0, the 

greater the SA,HR,E,N,IPS,SM at Tn+l·

Th5: Among individuals, the more positive the C,RP,A,E at T0 , the greater the 

SA,HR,E,N,IPS,SM at Tn+l·

Epistemic statements are: 

El: Among individuals, the more positive the C,RP,A,E, the greater the score on 

the Laffrey Health Conception Scale at T 0.

E2: Among individuals, the more positive the C,P,HO,HWC,RS,RJ, the greater 

the score on the Ware Health Perception Questionnaire at T 0.

E3: Among individuals, the more positive the SE, the greater the score on the 

Rosenberg Self-Esteem Scale at 
O
T a·



E4: Among individuals, the greater the SA,HR,E,N,IPS,SM, the greater the 

score on the Pender Health Promoting Lifestyle Profile at T n+ 1 ·

Hypotheses are: 
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Hl: The higher the score on the LCHS at T0, the higher the score on the HPQ at 

To.

H2: The higher the score on the HPQ at T 0, the higher the score on the SES at 

oTa.

H3: The higher the score on the SES at 
O

T a, the higher the score on the HPLP at

Tn+l.

H4: The higher the score on the HPQ at T 0, the higher the score on the HPLP at 

Tn+l.

HS: The higher the score on the LCHS at T 0, the higher the score on the HPLP 

at T n+ 1. 

Descriptive statements are: 

D1: Subscale scores on the LCHS and subscale scores on the HPQ are 

positively correlated. 

D2: Subscale scores on the HPQ and scores on the SES are positively 

correlated. 



D3: Scores on the SES and subscale scores on the HPLP are positively 

correlated. 

D4: Subscale scores on the LCHS and scores on the SES are positively 

correlated. 

D5: Subscale scores on the HPQ and subscale scores on the HPLP are 

positively correlated. 

D6: Subscale scores on the LCHS and subscale scores on the HPLP are 

positively correlated. 

Example 
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The following illustrates the theoretical model. An individual develops a 

conception of the state of health by personal ideas and values about health. Included 

within personal ideas is the display or absence of clinical signs and symptoms, ability 

to perform societal and personal roles, feeling of well-:being, and ability to adapt to 

stress and the requirements of daily living. Through the self-evaluative process, the 

individual assesses his/her health in relation to this very personal definition of health 

and develops feelings about his/her health and worth as a functioning member of 

society. Interaction or contact with a health professional may positively or negatively 

reinforce those definitions and assessments, and influence whether or not the 



individual will alter personal behaviors affecting health. An individual with a 

decreased sense of well-being (health perception) and health conception (personal 

definition of health) will have lower self-esteem concerning health and may not see 

any options with regard to changing behaviors to improve health. Individuals who 

have a positive sense of well-being (health perception) and health conception 

(personal definition of health) will have higher levels of self-esteem which will 

influence participation in health promotion behaviors. 

Summary of the Framework 

The theoretical framework shown in the model focuses on the interaction 
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between the concepts of health conception, perceived personal health status, and self

esteem as these interactions relate to participation in health-promoting behavior. The 

study sought to identify the relationship between the concepts. Participation of the 

individual in health promoting behaviors is influenced by personal definition of health, 

perceived health status (sense of physiological and psychological well-being), and by 

evaluation and perceived competence of self in relation to health. The self-esteem of 

the individual is influenced by a sense of well-being (perceived physiological and 

psychological health status), and by self-evaluation of competence in 

perfomance of health behaviors to maintain or increase that sense of well-being. 
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Lower self-esteem results in lack of follow-through, non-participation in therapy, and 

failure to assume responsibility for self-care (Andreoli, 1981; Hallal, 1982; Kim, 

McFarland, & McLane 1984). Given that self-esteem is a key factor in restoring and 

maintaining physical and mental health (Meisenhelder, 1985; Reasoner, 1983), nurses 

must implement interventions that improve and support self-esteem in order to 

promote active participation in health-promoting behaviors. Once the relationship 

between health conception, health perception, and self-esteem is described, specific 

individualized interventions that will maximize the individual's growth and 

development on a personal and a health level can be implemented. 

Theoretical Assumptions 

Theoretical assumptions were as follows: 

1. Health is a dynamic, changing, and ever-evolving life process which

encompasses all states of being, including illness, wellness and well-being, with 

development of the individual as a wholistic entity encompassing patterns of behavior 

and growth potential unique to the individual (Newman, 1986). 

2. The individual is a unique being; more than a sum of parts in a physiological,

environmental or psycho-social system. A sense of well-being is not limited to a 
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physical, mental, or psycho-social sphere but also includes,the individual as a spiritual 

entity (Newman, 1986; Orem, 1985; Patterson and Zderad, 1976; Peplau, 1952; 

Rogers, 1970). 

3. Free agency is an inherent attribute of the universe providing the individual

with options and choices for consideration and action (Bugental, 1965; Frankl, 1984; 

McConkie, 1979). 

4. An individual behaves according to values about self and relationships with

others (Newman, 1986; Pender, 1987). 

Research Assumptions 

Research assumptions were: 

1. Responses given by the participating individuals reflect actual perceptions

of themselves and their ideas, feelings, and behaviors. 

2. Individual definitions of health (health conception) vary among individuals.

3. Self-esteem varies among individuals and according to situations.

4. Individuals may perceive themselves as "healthy" despite being considered

by others as "unhealthy" or "ill". 
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Research questions 

Research questions for the study were as follows: 

1. What is the relationship between health conception (personal definition of

health), perceived personal health status, individual self-esteem, and individual 

participation in health promotion behaviors in obese individuals? 

2. Which health promotion behaviors are performed by obese individuals?

3. How often are health promotion behaviors in the obese performed?

4. Does participation in health promotion behaviors, perceived personal health

status, and personal definition of health influence levels of self-esteem in obese 

individuals? 

Null Hypotheses 

Eight null hypotheses were tested. 

1. There is no significant relationship between health conception (personal

definition of health) and health perception (perceived personal health status) in the 

obese individual. 

2. There is no significant relationship between health perception (perceived

personal health status) and self-esteem in the obese individual. 
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3. There is no significant relationship between self"".esteem and participation in

health promotion behaviors in the obese individual. 

4. There is no significant relationship between health perception (perceived

personal health status) and participation in health promotion behaviors in the obese 

individual. 

5. There is no significant relationship between health conception (personal

definition of health) and participation in health promoting behaviors in the obese 

individual. 

6. There is no significant difference in the number, type, and frequency of

health promoting behaviors performed between obese individuals with low levels of 

self-esteem and obese individuals with high levels of self-esteem. 

7. There is no significant difference in the number, type, and frequency of

health promoting behaviors performed between obese individuals who perceive 

themselves to be less healthy and obese individuals who perceive themselves to be 

healthy. 

8. There is no significant difference in health conception (personal definition of

health) between individuals with lower levels of self-esteem and health perception 

and individuals with higher levels of self-esteem and health perception. 
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Definition of Terms 

For purposes of the study, the following definition of terms were given: 

1. Definition of health (health conception): Individual perceptions of the

meaning of health including absence or presence of signs and symptoms of illness or 

disease, the individual's perception of personal role performance in relation to health, 

and the ability to competently carry out social and personal roles in a satisfactory 

manner (Laffrey, 1986a). Perceived competence is a result of the knowledge gained 

by past experience which gives the individual confidence in the ability to perform role 

requirements. Competence in role performance leads to a sense of mastery and the 

ability to withstand stress and achieve in future situations (hardiness). Flexible 

adjustment to changing circumstances and environmental stresses leads to a sense of 

mastery and the eudaimonistic exuberant feeling of well-being (Laffrey, 1986a, 1986b). 

Personal definition of health will be operationalized by a summed total score from the 

Laffrey Health Conception Scale (LHCS). 

2. Perceived health status: The statement of the individual regarding personal

health status gained by self-introspection and self-evaluation resulting in a sense of 

well-being for the individual. Perceived personal health status of the individual will be 



operationalized by a summed score for general health perception from the Health 

Perception Questionnaire (HPQ). 
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3. Self-esteem: A process by which the individual evaluates self, consciously

or unconsciously, against a perceived standard (Wylie, 1974). As an outcome of the 

evaluative process, the individual develops an affective feeling regarding worth and 

value as an individual in that the person believes self to be capable, significant, and 

worthy (Coopersmith, 1967; Rosenberg, 1965). Self-esteem and self-evaluation is a 

continuously articulating construct (Jordon & Merfield, 1981). People tend to behave 

and to interpret their experiences in ways that confirm self-judgements (Stanwyck, 

1983). The individual's personal evaluation of own worth and self-acceptance was 

operationalized by a summed total score from the Rosenberg Self-Esteem Scale 

(SES). 

4. Health promotion behavior: Behavior in which the individual participates in

order to maintain or improve individual health state (Pender, 1987). Health promotion 

behavior was operationalized by a summed total score from the Lifestyle Profile 

(HPLP) by Walker, Sechrist and Pender (1986). 

5. Obesity: An excess of body fat content. Obesity is often defined as an

excess in body weight relative to one's height (Weiss, 1984). Craft (1972) stated 



that obesity exists when there is an accumulation of fat in an absolute and relative 

sense. The total body weight is high and the percent of body fat is greater than 

normal. Obesity was operationalized as a current state of the individual in which 

actual weight is greater than 20% above ideal weight as measured by body mass 

index (equal to or greater than 27 .2 for males and equal to or greater than 26.9 for 

females) as recommended by the National Institute of Health Concensus 

Development Conference on obesity (Burton, Foster, Hirsch & Van Itallie, 1985; 

Public Health Service, 1986). 

Limitations 

Limitations were identified as: 

1. Self-report measures were restricted to familiarity of the individual with

the subject and to the extent they were willing to share and relate the requested 

information (Nunnally, 1978). 

2. Paper and pencil testing was used to measure participation in health

promotion behaviors rather than actually observing the behaviors of interest. 

3. Measurements of health status were health status as perceived by the

individual rather than objective measurements by a health professional. 
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4. The purposive network sample was derived from the same geographical

area which limits generalizability of the study to other populations. 
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5. Due to documented different self-perceptions and ideas concerning obesity

(Silberstein, Striegel-Moore & Rodin, 1988; Stake & Lauer, 1987), men were 

excluded from the study. 

Delimitations 

Delimitations were as follows: 

1. Participants in the study were limited to individuals over the age of 18.

2. Participants were classified as obese by the standards accepted by the

National Institue of Health Concensus Development Conference on obesity and the 

Public Health Service, U. S. Department of Health and Human Services (Burton et. al., 

1987; Public Health Service, 1986). 

3. Demographic information was obtained from each participant in the study.

Summary 

Health conception, health perception and self-esteem are important variable 

which influence the participation of individuals in health promotion behaviors. 
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Understanding the influence of health conception, perceived personal health status, 

and self-esteem on resultant behavior regarding participation or non-panicipation in 

health-promotion behaviors will provide greater understanding of what influences 

participation or implementation of those behaviors. Understanding of the relationships 

also acts as a guide for nurses to implement nursing interventions that will assist 

individuals to change and improve lifestyles in a beneficial manner. Intervention at the 

level of health conception, accurate perception of health status, and self-esteem may 

be more conducive to changing lifestyle behaviors than simply information concerning 

the importance of health-promotion behaviors and participation in same. Nursing 

needs to identify and recognize the importance of self-esteem in health promotion and 

to understand how health promotion and self-esteem interact. Understanding health 

as an ongoing process, valuing of self in relation to health (self-esteem), and 

increasing confidence in what individuals can and are willing to do to improve health 

status provides a more complete assessment of the individual, allowing the nurse and 

the individual to determine the appropriate type and level of nursing intervention. 



CHAPTER II 

REVIEW OF LITERATURE 

The review of literature for this study is presented in five major sections. The 

first section presents the literature as it relates to the role of obesity in health. The 

second section presents studies related to a personal definition of health in 

individuals and the relationship of definition of health to behavior choice. The third 

section considers studies concerning individual perception of personal health status 

and studies relating health status to definition of health. The fourth section 

discusses studies concerning self-esteem and its relationship to health status. The 

fifth section presents studies concerning health promotion as an approach to health 

care and the potential of health promotion activities to influence the health of the 

individual. Due to the abundance of pertinent literature about the variables of the 

study, review of the literature was selective. 

Obesity 

It is estimated that as much as 50% of the population in an affluent society is 

obese (Peternelj-Taylor, 1989). Obesity is generally defined as a bodily state where 

there is an excessive accumulation of fat in a relative and absolute sense (the 

percentage of body fat is increased as is the total body weight (Craft, 1972). Concern 

with the phenomena of obesity comes from the identification of obesity as a major 
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cardiovascular risk factor and a menace to health because of its ability to decrease the 

life span (Cozens, 1982; Orr, 1985). Progressive research has identified a 

multidimensional aspect of obesity engendering a psychological, cultural, 

socioeconomic, and a genetic component (Cozens, 1982). Obesity is no longer 

regarded as a moral failure, of will and self-control in the individual. Goldblatt, Moore, 

and Stunkard (1965) studied social class and the incidence of obesity. A negative 

relationship was found between social class and obesity. Those who reported a lower 

socio-economic level had higher weight. 

Laffrey (1986) tested differences between normal and overweight individuals 

concerning health conception, health perception, and health behavior choice. No 

significant differences were found between groups. It is interesting to note that 

Laffrey ( 1986) concluded that although the individuals in the study knew they were 

overweight, they did not perceive themselves to be less healthy than normal weight 

individuals. Health conceptions in the overweight were found to be as complex as 

those not overweight and health behaviors were chosen for health promotion reasons 

just as often as in normal weight individuals. Perceived health status in the normal 

weight individuals was significantly associated (p < .04) with health conception, but 

not significant in overweight individuals. Perceived health status and behavior choice 

were not significantly related in either group. 

Bagley, Conklin, Isherwood, Pechiulis, and Watson (1989) studied the 

attitude of nurses toward obese patients. One hundred and seven registered nurse 

graduates were tested using a an attitude scale developed by the researchers to test 

--
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stereotypical attidudes and behaviors associated with negative stereotypes of obese 

individuals. Significant differences (p < .01) from zero were found indicating a 

negative view of caring for obese patients. Older nurses were found to have less 

favorable views of obesity and obese patients. More years of professional education 

was indicative of more favorable attitudes toward obese adults. Dissatisfaction with 

own body weight was linked to negative attitudes toward obese adults. 

Peternelj-Taylor ( 1989) also studied the effect of patient weight and sex on 

nurses' perceptions and proposed a model of nurse withdrawal based upon the 

findings. One hundred volunteer baccalaureate nursing students were shown pictures 

of stimulus patients. After viewing the sketches, individuals responded to three 

questionnaires concerning nurse evaluation, attribution of responsibility, and care 

delivery decision. Multiple analysis of variance detected a significant main effect for 

weight (p < .05). Obese patients in general and obese male patients in particular 

were evaluated negatively. The author's proposed model of nurse withdrawal was not 

supported. Difficulties in operationalizing the concept of nurse withdrawal were felt to 

influence the study results. 

Health Conception 

There is no concensus among individuals or groups concerning a definition of 

health. The most widely recognized and quoted definition of health stems from the 

World Health Organization. WHO's definition of health is very broad and speaks of 

health as physical, mental and social well-being and not merely an absence of disease 
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(WHO, 1976). This definition has been widely criticized because of the implication 

that the only alternative for the individual is complete health or disease with no 

alternative in between (Murray and Zentner, 1975). Dolfman (1973) and Wylie 

(1970) criticized the WHO definition as being impractical, idealistic and unattainable. 

Further criticism states health is not defined in a functional manner that assists 

measurement (Patrick, Bush and Chen, 1973) or in a manner which allows for 

definition of a health problem (Callahan, 1977). Pender (1987), however, praises the 

WHO definition of health because it recognizes the wholistic nature of the individual, 

the effect of internal and external environment upon the individual, and the importance 

of health in productive living. 

The most restricted and conservative view of health is usually the clinical or 

medical view of health as absence of symptoms or absence of disease. This view 

emphasizes an illness orientation and has been very useful in facilitating diagnosis of 

alterations or malfunctions of a system within an individual and prescribing a 

treatment for same. Illness or disease is seen as a deviation from the normal and as 

something to be remedied. Health as absence of disease states what health is not 

rather than what it is. Smith (1983) stated this particular orientation to health 

, restricts the view of the individual as a whole and does not address the need to 

improve health status in the individual who does not present symptoms of disease. 

Pelletier (1979) and Pender (1987) further identify a need to shift away from disease 

orientation and pathology toward ways of keeping people healthy and allowing 

individuals to assume active roles in determining their health and well-being. 
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Health and wellness have become very popular variables for study during the 

last three decades. Literature from the fields of psychology, education, sociology, 

health education and health behavior research has failed to bring. about a concensus or 

a widely accepted definition of health (Baumann, 1961; Dolfman, 1973, 1974). 

Baumann (1961) asked 201 clinic patients diagnosed with at least one chronic disease 

and 262 medical students what they felt was necessary for very good physical 

condition. Responses fell within three categories: (1) description of a feeling state 

which included a general feeling of well-being, (2) a symptom orientation defining the 

absence of symptoms of illness, and (3) a performance orientation defined as the 

ability of individuals to perform tasks that were required of them. The clinic patients 

identified a greater number of role performance statements and feeling state 

statements as being necessary for health. The medical students described more 

symptom related statements as important in health and described performance 

oriented statements as less important. From this Baumann (1961) suggested that 

health is a multidimensional concept which is related to current health status, age, and 

educaton. Baumann ( 1961) also noted that as the level of education and socio

economic status increased, individuals described less a "feeling state" orientation to 

health and a more "symptom oriented" view of health. Findings are not suprising 

considering that more than half the individuals participating in the study were medical 

students whose orientation is to the alleviation or cure of clinical symptoms and 

disease states. 



Dolfman (1973) concentrated on defining health through concept analysis in 

which three dimensions of health were described as a state in which the individual 
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(1) functions adequately, (2) adapts adequately to the environment, and (3) is

considered to be within a normal range. Dolfman (1973) also noted that personal 

values and cultural aspects were central to the meaning of health. Dolfman's (1973) 

identified dimensions coincide with Smith's (1983) models of clinical, role performance, 

and adaptive health. Lerner's (1973) study found health to be more than biological 

phenomenon related to role performance. Health was described in a social aspect 

with individuals as social human beings involved in social roles and functioning within 

a social environment. 

Natapoff (1978) conducted a descriptive study asking grade school children 

what being healthy meant to them. Findings indicated that children view health as a 

positive state which allows people to do what they want to do, feel good, and not be 

sick. Natapoff (1978) found that children very emphatically defined health as being 

entirely different from disease. 

Goldsmith (1972) stated that health is defined according to the perspective of 

the individual. Three categories of health were outlined based on perspectives: (1) 

the personal perspective which is feeling well or the absence of discomfort, (2) the 

physician perspective which is the absence of clinical disease, and (3) the societal 

perspective which is the individual's ability to fulfill social roles. Societal roles 

identified coincide with Smith's (1983) clinical and role perfonnance/functional roles. 



Goldsmith (1972) further posited that the difficulty in defining health leads to 

problems in determining measures of health status. 
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Definition of health within professional nursing has received great attention 

particularly in recent years. Health and promtion of human health have been identified 

as central concepts of concern to nursing (Ellis, 1982; Donaldson and Crowley, 1978 

and Laffrey, Loveland-Cherry and Winkler, 1986). Improved health and assisting 

others to improve their health is constantly identified as a major goal of nursing 

intervention. Smith (1983) developed from her review of the literature four models of 

health which have helped to define areas of health for individuals. The four models of 

health include the clinical model, the role perfomance/functional model, the adaptive 

model, and the euadaimonistic model. The four models of health form a progressive 

expansion of the idea of health. 

The clinical model of health is the most narrow view of health and is 

represented by the absence or presence of symptoms and disease states and/or 

malfunction of the system. The clinical model of health most closely approximates the 

medical model and is related to disease prevention and preventive health behaviors. 

The role performance/functional model expands the clinical model of health to 

include a psycho-social dimension of health. From this viewpoint, health is the ability 

to fulfill the requirements of social roles within society. Health maintenence is 

stressed in this model. 

The adaptive model includes the clinical and role performance models and adds 

the further dimension of the individual effectively interacting, adjusting, and adapting 
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to a constantly changing environment. The adaptive model implies that one is able to 

be flexible to changing circumstances and therefore healthy. Health maintenence 

continues to be stressed in the adaptive model. 

The eudaimonistic model of health expands the models of clinical, role 

performance, and adaptive health to include an exuberant feeling of well-being. Much 

of Smith's (1983) work for this model is based on the self-actualization work of 

Maslow (1962) and the idea of health supported by the ancient Greeks as wholistic 

and encompasing in nature. The eudaimonistic model of health presents the idea of 

health promotion as continuous growth, creativity, self-fulfillment, and developing 

one's full potential. 

Laffrey (1986b) built upon Smith's (1983) models of health in attempting to 

develop an instrument to measure the individual's personal ideal of health (health 

conception). Laffrey reported that individual responses were reflective of Smith's 

(1983) models of health. From this work Laffrey developed the Health Conception 

Measure, the antecedent of the Health Conception Scale. Using 95 adults to measure 

health definition, Laffrey (1986b) reported that subjects tended to view health toward 

an eudaimonistic model. Laffrey (1985) researched the relationship between 

self-actualization, body weight, health conception, and health behavior choice. Using a 

Pearson product-moment correlation between two instruments, Laffrey (1985) found a 

positive correlation (p < .0001) between health conception and health behavior choice. 

Nineteen percent of the variance in the Health Behavior Choice Scale 

developed by Laffrey for the study was explained by the Health Conception 



Instrument. The hypothesis associating self-actualization with health behavior was 

not supported. 
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An individual's definition of health and perceived health status are considered 

to influence participation in health promoting behaviors. Laffrey (1986) found health 

definition (conception) and perceived health status both influenced choice of health 

promoting behaviors. Fifty-nine overweight and normal weight individuals were 

asked concerning health behavior choice, their definition of health as measured by the 

Laffrey Health Conception Scale, and their perceived health status. Individuals who 

ascribed to a more complex conception of health chose more health promoting 

behaviors than individuals with a less complex conception of health. Results of the 

t- tests indicated there was no difference in groups in perceived health status, health

conception, or health behavior choice. 

Woods, Laffrey, Duffy, Lentz, Mitchell, Taylor and Cowan (1988) qualitatively 

researched the meaning of being healthy in women. Five hundred women age 18 to 45 

from varying ethnic groups and levels of educational preparation participated. Smith's 

(1983) models of health were confirmed. Older women reported more role 

performance and adaptive health concepts while younger women and women with 

higher levels of education reported more eudiamonistic models. Women reporting 

more eudiamonistic models reported the lowest frequency of clinical and role 

performance models. 

Tripp-Reimer (1984) posited a model which views health as a state 

encompassing the individual's subjective view (emic) and an objective view (etic). 
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She proposed a health grid which she felt was useful in understanding how individuals 

perceive and interpret their own health status. 

Health Perception 

According to Pender (1987) and Hilton (1986), individual factors which modify 

perception of self in regards to health influence the likelihood of taking health 

promoting actions. Personal standards and aspirations of the individual result in 

goal-directed efforts and committment of the individual to behavior that will result in 

accomplishment of those aspirations. Well-being is a result of the congruence and 

integration produced by the evaluation of the self which includes perceived health 

state and levels of energy. Self-assessment of health status and perception of health 

state are similar terms popular in the literature since the mid-1950s. 

Grossman (1975) studied the person's self-rating of his own health status as 

excellent, fair, good, or poor and found the rating was significantly correlated to the 

number of symptoms reported, time lost from work because of sickness, and medical 

expenses. Suchman (1965) studied I 37 individuals in New York City who reported 

that the more severe their symptoms and the more times symptoms interfered with 

their ability to carry on usual activities, the more likey they were to consider 

themselves as ill. 

Maddox ( 1964) studied the association of self-assessed health status in the 

elderly person with actual medical evaluation of health status. In 65% of the subjects 

self-assessed health status and medical evaluation of health were congruent. There 



was a significant (p <.001) and positive correlation between self-assessed health 

status, age, non-manual type occupation, and high level of physical activity. 

Individuals who were preoccupied with their health or poorly adjusted to the 

enviomment were more likely to assess personal health as poor. Maddox and 

Douglas (1973), in a 15 year longitudinal study, found that physician and patient 

rating of health were consistently correlated (0.36) in ambulatory elderly clients. 

Maddox and Douglass (1973) stated that self-ratings of health were useful 
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indicators of actual health status when objective measures of health were not feasible. 

Friedsam and Martin (1963) studied physician health ratings and 

self-assessed health ratings in an older population of 87 outpatient clinic clients. A 

significant (12, < 0.05) correlation was found between self and physician's health 

ratings. Tissue ( 1972) studied 256 elderly individuals concerning self-rated health. 

Self-rating of health was associated with other indicators of health rather than with 

general considerations of morale or self-image. 

Engel (1984) studied 249 women between the age of 40 and 55 in relation to 

perceived health status and menopause. Using Ware's (1974) Health Perception 

Questionnaire, Engle (1984) noted that perceived health status correlated highly 

(0.87) with the total Health Perception Questionnaire with current health being the 

most important factor. Woods et. al. (1988) found perceived health status images 

varied based upon age, education, and income. MacRae and Johnson (1986) studied 

6,000 males and females in Canada to determine physical and psychosocial 

components of health, health concerns, and health rating. Ages of individuals ranged 
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from late teens to 90. Most respondents rated their health as excellent or good (on a 

4 point scale ranging from excellent to poor), and physical concerns increased 

consistently as health rating decreased regardless of age. 

Although nursing teaches that health is to be seen as wholistic, more than the 

absence of disease, Reynolds's (1988) review of descriptions of instruments used in 

nursing research to measure perceived health status concentrated heavily on 

measures of health that reflect absence of disease and symptoms (a clinical model of 

health), and stability of health. 

Self-esteem 

Self-concept has become the subject of considerable research being applied to a 

wide variety of practical problems. Study of self now has become central within social, 

developmental, and personality psychology (Gergen, 1981). Coombs (1981) states 

that because the experience of self is not directly observable it must many times be 

inferred from behavior or from what an individual is willing to tell about himself. 

Self-concept is seen as a useful construct for understanding the individual and for 

improving the human condition. 

In present studies the self-concept is represented as an information 

processing model (Lynch, 1981 ), a continuously articulating construct (Jordan & 

Merifield, 1981 ), and rather than a single, unidimensional concept (being), is now 

viewed as a multidimensional concept (becoming) with a heirarchial organization 

between elements (Jordan & Merrifield, 1981; L'Ecuyer, 1981 ). 
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In psychology and sociology, despite the interchangeable terms used with 

self-esteem (self-concept, self-worth, self-evaluation, self-acceptance), the 

dimensions identified within the concept, and the definitions offered, it is generally 

agreed that self-esteem is a learned phenomena that develops basic tenents in 

childhood and varies throughout the life span. Self-esteem and self-evaluation are 

crucial in the formation of self-concept and identity. Self-esteem has been referred to 

as the affective component of the self-system and self-concept as the cognitive 

component of the self-system (Stanwyck, 1983). An understanding of self-esteem is 

a critical element for understanding individuals and their behavior. Individuals who 

possess a strong sense of self-worth appear to be adjusted, happy and competent 

(Gilberts, 1983). 

Self-esteem is a construct that varies over the life span according to life 

situations and how the person sees self in relation to others and the environment 

(Meisenhelder, 1985; Muhlenkamp & Sayles, 1986; Norris and Kunes-Connell, 1985; 

Stuart and Sundeen, 1979; Taft, 1985). Reflected appraisal occurs through interaction 

with others (Stanwyck, 1983 ; Meisenhelder, 1985; 1986; Openshaw, Thomas, & 

Rollins, 1983 ). Therefore significant others and their positive or negative 

reinforcement affect self-esteem (Meisenhelder, 1985, 1986; Rosenberg, 1973; 

Coopersmith, 1967). Dependence affects self-esteem by need of an individual to 

depend upon others (Mercer et. al., 1980). 

Self-esteem is included as an essential component and a key developmental 

process when laying a foundation for wholistic nursing (Meisenhelder, 1985). The 
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theoretical explanations of symbolic interaction and social learning emphasize the 

process of developing and maintaining self-esteem. Symbolic interaction states that 

self-esteem is a result of the reflected appraisals of others which occur during the 

course of interaction and impute a basic acceptance or disapproval of the person 

(Meisenhelder, 1985; Openshaw et. al., 1983). Social learning theory emphasizes self 

esteem as a modeled/learned behavior in which one evaluates self in relation to an 

internalized standard and reinforces the self positively for actions that meet the 

internalized standard and negatively for those actions that do not meet the 

internalized standard (Openshaw et. al., 1983). Rosenberg's (1965) studies suggest 

that close intimate relationships are most important in molding self-esteem. 

Norem-Hebeisen (1976) studied self-esteem as a multidimensional construct, 

developed and tested an instrument in an attempt to provide empirical support for the 

constructs of basic acceptance, conditional acceptance, real-ideal self, congruence, and 

self-evaluation (more-being) found in self-esteem. The hypotheses tested were 

( 1) there was no logical or empirical basis for expecting components of self-esteem to

function independently, (2) that low to moderate positive correlations (r = .05 to 

r = .50) would exist among identified factors, (3) the level of self-esteem increases 

with increasing age, ( 4) persons with lower self-esteem are more likely to avoid 

observation by others, and (5) self-esteem is negatively correlated to stress. Items 

for the instrument were developed using items from other measures and 

author-constructed items with a seven point response ranging from "completely true" 

to "not at all" and "much more" to "much less". Three hundred ninety-six ninth, 
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eleventh, and twelfth grade students participated. Factor analysis (principal 

components analysis and varimax) and Cronbach's alpha for reliability were 

performed. Seven factors were identified with reliability ranging from .75 to .88. 

Norem-Hebeisen (1976) found that well-being was related to several processes 

across the factors suggesting that one's sense of well-being and "more-being" may 

represent a global measure of self-esteem. Through separate factor analysis for 

males and females, structure of self-esteem was found to be highly comparable across 

population subgroups. Stress correlated significantly (p < .001) with a composite of 

acceptance clusters. Norem-Hebeisen (1976) stated that although the relationship 

between stress and self-esteem was confirmed, the direction of causality was 

unspecified. Stress affects bodily responses (physical and psychological) and also 

affects self-esteem (Crouch & Straub, 1983; Harder, Strauss & Koker, 1979; Selye, 

1976). Successful coping mechanisms relieve stress and promote growth (Mercer, 

May, Ferketich, & DeJoseph, 1986; Stanwyck, 1983). 

Short, DiCarlo, Steffee, and Pavlou (1984) described the changes in 

self-concept of adult obese men after a program of physical conditioning. Forty-five 

obese male individuals participating in a clinical nutrition program were divided into 

those participating in physical conditioning and those not participating. Four subscale 

scores of the Tennessee Self-Concept Scale were significantly different (p < .01 to 

p < .001) in physical self, personal self (self-esteem), self-satisfaction, and total 

variability. 
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Martin, Housley, McCoy, Greenhouse, Stigger, Fu, Korslund, 

Ercanli-Huffman, Carter, Chopin, Hegsted, Clark, Disney, Moak, Wakefield, and 

Stallings ( 1988) found that self-esteem in adolescent girls decreased as body weight 

increased. Five hundred and fifty 14 and 16 year-old girls particip.ated in the study. 

Weight was used to categorize students into low, medium, and high weight groups. 

Individuals with high weight had significantly (p < .05) less self-esteem. 

Wadden, Foster, Brownell and Finley (1984) studied self-concept in obese 

and normal weight children. Two hundred and ten overweight and normal weight 

children grades 3-8 were tested using the Piers-Harris Children's Self-Concept Scale. 

There were no differences found in self-esteem between obese and normal weight 

children. Findings of the study raise the question of when does self-esteem become 

affected by obesity and body weight? 

Self-esteem is the evaluation of self in regard to an established expectation or 

perceived standard of behavior (Stanwyck,1983). Confidence in self and one's own 

abilities increases self-esteem (Coopersmith, 1967; Crouch & Straub, 1983). 

Heightened levels of self-esteem produce increased levels of motivation, leadership, 

productivity, and better social functioning (Lynch, 1981; Reasoner, 1983; Stanwyck, 

1983). Positive levels of self-esteem were found by Lynch (1981), Mercer (1986), 

Reasoner (1983), Stanwyck (1983), and Stuart and Sundeen (1979) to result in a 

feeling of competence and of being in control of one's own destiny. 

Antonucci and Jackson (1983) found self..;esteem to be an important 

consideration in health and illness. In the review of literature, Antonucci and Jackson 
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(1983) found few empirical studies analyzing the relationship between self-esteem 

and physical illness. Low self-esteem was viewed as an outcome of poor physical 

health, of a health disability, and illnesses that cause physical disfigurement. Studies 

focusing on self-esteem and mental illness identified low self-esteem as a correlate 

with mental health problems possibly resulting in phychological incapacity. However, 

no causal link between low self-esteem and mental or physical health had been 

identified. 

A post hoc study was conducted using secondary data analysis from the 

Institute for Social Research at the University of Michigan. Measures of health, 

self-esteem and sociodemographic characteristics were studied. Respondents were 

asked if they had a health problem and if so what type. Responses were grouped into 

four categories: no health problem, minor health problem, major health problem, and 

physical diability. Individuals giving respolnses that suggested psychological rather 

than physical health problems were omitted from the study. Ill health was derived 

from a symptom checklist. Results of the study indicated that individuals reporting a 

health problem had significantly (p < .01) lower self-esteem. Men reporting a health 

problem displayed a significant (p < .01) lower self-esteem, but not as great as the 

overall sample. The effect was accounted for by differences in demographic group 

membership. Differences in demographic group membership were not able to explain 

significantly (p < .01) lowered self-esteem for women reporting a health problem. The 

relationship between health and self-esteem was reported as clearly stronger for 

women. Increasingly lower levels of self-esteem were positively related to increasing 



severity of reported health problems. Perception of ill or good health and levels of 

self-esteem were negatively and significantly related (p < .01). 
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Mulenkamp and Sayles (1986) found self-esteem and social support related to 

positive health practices. Ninety-eight men and women (55 men and 43 women) 

volunteers, aged 18 to 67, completed questionnaires. The major purpose of the study 

was to determine the interrelationships among self-esteem, social support, selected 

demographic variables, and lifestyle. Significant relationships were found between 

lifestyle and marital status (p < .01), and lifestyle and ethnic background (p < .05). 

Path analysis was used to test the validity of the proposed model. Self-esteem and 

social support were highly intercorrelated (r = .52). Variables showing a significant 

effect on lifestyle were gender, self-esteem, education and age. Social support was 

found to affect the model through its effect on self-esteem. 

Bernbaus, Albert, and Duckro (1988) studied patients with visual impairment 

due to diabetic retinopathy. Twenty-nine individuals with unstable and stable diabetic 

retinopathy were pre-tested and post-tested as part of the structure of a twelve week 

program to increase diabetic self-care skills. Instruments used were the Minnesota 

Multiphasic Personality Inventory, the Zung Self-Rating Depression Scale, the Rand 

Mental Health Index, The Rosenberg Self-Esteem Scale, and the Diabetes 

Self-Reliance Test. Differences among groups were sought using Student's t- test, 

chi-square test for independence, and one-way and two way factoral analysis of 

variance. Upon completion of the program it was found that individuals with 

transitional visual loss had significantly greater levels of depression (p < .01), social 
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introversion (p < .008), and paranoia (p < .007). There was a significant difference in 

the self-esteem scores (p < .01) between the transitional visual loss group and the 

stable vision loss group. Post-test analysis showed a less significant difference 

(p < .05) over time. Results of the study indicated that loss of control over events of 

health (increasing visual loss) was particularly traumatic due to the culturally learned 

self-expectation with regard to independence and control. 

Although self-esteem is seen as a key factor in restoring and maintaining 

physical and mental health, there has been little research done to identify and 

understand the relationship of self-esteem and health promotion (Crouch, 1983; 

Meisenhelder, 1985; Muhlenkamp & Sayles, 1986; Reasoner, 1983). A need for 

research and investigation exists to describe or define the role of self-esteem in health 

promotion (Crouch, 1983). 

Health Promotion 

Health promotion has become a popular notion in the literature since the late 

1950s and early 1960s. However, there are wide ranges and differences between 

what constitutes and defines health promotion and health protection (Brubaker, 1983). 

Is there a difference? The literature available in health education and health promotion 

uses the terms health promotion, health protection and high-level wellness 

interchangeably. Murray and Zentner (1985) state that health promotion includes 

activities related to early diagnosis and treatment of disease and activities that assist 

the person to maintain health stability. Brubaker (1983) stated high-level wellness 
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activities included alteration of personal environments and change in personal habits. 

These requirements included the assumption of disease prevention and health 

maintenence as prerequisites or by-products of health promotion. Carlyon (1984) 

discussed health promotion and health protection as differentiated by their purposes. 

The purpose of health protection was to reduce or prevent risk factors for particular 

diseases and the purpose of health promotion was to help well individuals develop 

lifestyles to maintain or enhance their state of well-being extending beyond risk 

factors or absence of disease. By this definition, the state of health of the individual 

would determine whether the activity was health promoting or health protecting. 

Dolfman (1973) described health as a positive entity. Researchers have begun to 

study health from a more positive perspective. 

Laffrey et. al. ( 1986) put forth the notion that health behavior has evolved from 

a single definition to two paradigms; one that focuses on health and one that focuses 

on illness/disease. The paradigm that focuses on health represents a shift in 

perspective toward health promotion that allows a view of individuals as responsible, 

autonomous, and having potential for growth. Behavior is health related rather than 

focusing on disease or illness. Disease is not excluded from this view, but is viewed 

as a part of the life process. 

As the concept of health became more positive, the study of health promotion 

began to focus on the activities and behaviors individuals perform to protect and 

promote health. The belief that behaviors are health related rather than focusing on 

illness or disease is also an indication of a positive view of health. Harris and Outen 



(1979), in attempting to define and measure health behaviors, found the empirical 

aspects of health protection to be safety, preventive health care, personal and 

environmental hazard avoidance. Belloc (1973) studied mortality and health 

practices. Health practices associated with smoking, eating, hours of sleep, and 

physical activity were inversely related to mortality. Belloc and Breslow (1972) 

further found that positive health practices were cumulative in nature. 
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Christiansen (1981) attempted to differentiate health promoting behaviors 

from health protecting behaviors. Most frequently performed behaviors included 

driving within the speed limit, laughing out loud, an optimistic outlook, enjoying life, 

and not drinking more than six alcoholic beverages per day. Least often performed 

behaviors included physical exercise, wearing selt belts, and using dental floss. 

Christiansen (1981) also found that age and educational level affected definition of 

health and participation in health promoting behaviors. Higher levels of education 

were associated with health definition as physical, mental and social well-being, and a 

greater frequency of participation in health promotion behaviors. Age was associated 

with a more functional definition of health in terms of role performance and task 

performance. 

In nursing, Pender (1987) stated health promoting behaviors are distinctly 

different from health protection behaviors. Health promotion behaviors were 

described as positive actions taken to strive for/achieve higher levels of health. 

Health promoting behaviors are seen as an actualizing tendency of the individual 

seeking growth of the human potential. Individuals participate in health promotion 
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behaviors in relation to the value placed on health, perceived inner control, and desired 

competence. Individuals are more likely to participate in health promoting behaviors if 

they believe the behavior will result in benefits. If barriers of health promoting 

behavior (money, effort, and time) are perceived as overwhelming or greater than 

benefits, the individual will be less likely to participate in health promotion behaviors. 

Kristen, Arnold and Wynder (1977) described the benefits of health promoting 

behaviors as enhancing quality of life, increasing longevity, decreasing health care 

costs, and increasing productivity by decreasing illness and absenteeism. Although 

advances in medicine and technology have improved health and extended life span, 

disease and illness associtated with lifestyle and adaptation have remained high. 

Hypertension, cardiovascular disease, chronic respiratory disease, alcohol and drug 

abuse, obesity, and lung cancer continue to contribute to mortality and morbidity 

associated with lifestyle (Fuchs, 1975; McKeown, 1979; Pelletier, 1979). 

Self-esteem is considered essential to individual physical and mental well 

being and in fullfilment of role within society. Rapid expansion of health promotion 

programs and activities has increased the awareness of people to the possibilities of 

improving health by altering lifestyles and engaging in activities that promote health. 

Essential to positive health practices is the awareness that the body and mind are not 

separate entities (Leighton & Roye, 1984 ). Reasoner (1983) noted that heightened 

levels of,self-esteem produced increased levels of motivation, leadership, and 

productivity. Since self-esteem is such a universal human need, assisting people to 

increase levels of self-esteem will help incr�ase the satisfaction derived from life, 
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allowing them to give more attention to activities that promote health thus decreasing 

the social, economic, and psychological costs of illness. 

Summary 

Obesity is identified as a major cardiovascular risk factor and a menace to 

health because of its ability to decrease the life span (Cozens, 1982; Orr, 1985). 

Progressive research, particularly in the last five years, has identified a 

multidimensional aspect of obesity engendering a psychological, cultural, 

socioeconomic, and a genetic component (Cozens, 1982). Society is beginning to 

realize that obesity is not a moral failure of will or self-control in the individual. 

Treatment of obesity continues to be problematic because of resistance to treatment 

and the high recidivism rate after weight loss (Stein, 1987). Attitudes of nurses 

toward the obese remain linked to negative stereotypical images (Bagley et. al., 1989; 

Peternelj-Taylor, 1989). 

Health and wellness have been recognized as more than a lack of signs and 

symptoms of disease, but there is a lack of concensus of a definition of health. 

Agreement does exist regarding the wholistic nature of the individual in regard to 

health (Pender, 1987). Smith's (1983) identification of an expanded model of health 

encompassing not only signs and symptoms of disease (clinical), but progressive 

levels (role performance, adaptive, and eudiamonistic) of health has been useful in 

helping others to develop a personal definition of health. Health conception (personal 

definiti_on of health), developed by Laffrey (1986b) has been recognized as a factor in

health behavior choice in the obese and other populations. 

--
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Health perception (perceived personal health status), often termed 

self-assessed health status, has been found to correlate highly with actual medical 

evaluation of health status (Maddox, , 1964). Self-assessed health status is a useful 

indicator of health status when objective measures of health were not feasible 

(Freidsam & Martin, 1963; Maddox, 1964 ). Although supposedly seeing and 

considering people as wholistic individuals, individual ratings of self-assessed health 

status in nursing research have relied heavily upon measures that reflect an absence 

of disease and/or signs and symptoms of illness (Reynolds, 1988). 

Study of the self is central in social, developmental, and personality psychology 

(Gergen, 1981). Study of self-concept is seen as a useful construct for understanding 

the individual and improving the human condition. Self-esteem and self-evaluation are 

seen as critical in the formation of self-concept and identity. Understanding of 

self-esteem is necessary for understanding individuals and their behavior 

(Meisenhelder, 1985). Self-esteem varies over the life span and is developed through 

interaction with others. Agreement concerning self-esteem, its development, 

identification and correlates, is that the concept is multi-dimensional. A causal 

component linking physical and mental disease has not been found (Antonucci and 

Jackson, 1983). Changes in self-esteem have been found associated with physical 

and mental illness, and stress (Crouch & Straub, 1983; Harder, Strauss & Koker, 

1979; Mercer et. al., 1986; Stanwyck, 1983). Significant relationships have been found 

between self-esteem and obesity (Martin et. al., 1988; Short et. al., 1984; Wadden et. 

al., 1984). There is very little research linking all the concepts of health conception, 
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health perception, self-esteem, and participation in health promotion together. A need 

forresearch and investigation exists to describe or define the role of self-esteem in 

health promotion (Crouch, 1983). 

Health promotion has become a popular notion in the literature since the late 

1950s and early 1960s. Wide ranges and differences of opinion continue to exist 

between what constitutes and defines health promotion and health protection 

(Brubaker, 1983). Although still used interchangeably, the terms health promotion 

and health protection reflect a change of focus in studying health as a positive entity 

rather than as a lack of disease phenomenon. Study of health promotion now focuses 

on the activities and behaviors individuals perform to protect and promote health. 

Christiansen ( 1981) found age and educational level affected definition of health and 

participation in health promotion behaviors. Pender (1987) stated health promoting 

behaviors were distinct and different from health protection behaviors. Health 

promotion behaviors were described as actions taken to strive for/achieve higher 

levels of health and the actualizing component of the indiviudal for growth. 

Although advances in medicine and technology have improived health and 

extended life span, illnesses associated with lifestyle continue to contribute to 

morbidity and mortality. Postive health practices are described as enhancing quality 

of life, increasing longevity, decreasing health care costs, and increasing productivity 

by decreasing illness and absenteeism (Kristen, Arnold, & Wynder, 1977). Belloc 

and Breslow (1972) found postive health practices to be cumulative in nature. 



CHAPTER III 

·PROCEDURE FOR COLLECTION AND

TREATMENT OF DATA 

Because there is little research concerning obese individual's participation in 

health promotion behaviors in relation to their definition of health, health perception, 

self-esteem, and various demographic variables, a descriptive-correlational research 

method was used in the study. Path analysis was used to construct a path diagram of 

the variables in the study to graphically illustrate the patterns of possible causal 

relationships among the variables. Path analysis tested the theoretical model 

presented in chapter one to determine whether the results of the study were 

consistent with the model. Path analysis diagrams are recursive and therefore 

unidirectional (Waltz & Baussell, 1981). 

This chapter identifies specifics and justification of method, setting, 

population, and sample. Protection of participants in the study is delineated. 

Instrument reliability and validity is discussed. Information concerning data collection 

and data analysis for the study is included. 

Method 

According to Waltz and Bauzell (1981) and Polit and Hungler (1987), 

descriptive designs are useful when the researcher wishes to obtain information, 

observe, describe, and document situations where little investigation has been done. 

66 
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A descriptive design allowed better understanding of complex behavioral patterns and 

the relationship of hypothesized variables to those behavioral patterns. The study 

described the health promoting behaviors obese individuals perform and tested the 

relationship of health conception (personal definition of health), perception of personal 

health state, and self-esteem upon participation in health promoting behaviors among 

obese individuals. Efficacy of the proposed model was tested by path analysis using 

multiple regression techniques. Path analysis is a method of portraying and testing 

theory that seeks to identify the direct and indirect influences of independent variables 

on the dependent variable and on each other (Kerlinger, 1986). Waltz and Bausell 

(1981) stated that the tenability of a theoretical model proposed by a researcher may 

be considered by path analysis. The researcher uses the data from the study to 

determine which areas of the theoretical model are supported and which are not. 

Agreement of the data with the proposed model lends support to possible tenents of 

the model but does not "prove" the model or causal relationships among the variables. 

Statistical assumptions identified by Waltz and Bausell (1981) for successful 

application of path analysis include: 

1) relationships among the variables are linear, additive, and causal,

2) residual variables are not correlated with other variables in the model and

are not inter-correlated,

3) variables demonstrate a one-way causal flow, and

4) the level of measurement of variables is interval.



Regression analysis generates Beta weights from the coefficients of the 

z-scores of the variables. The standardized z-scores allow comparison of different

paths found in the relationships among variables. 

Setting 

The setting for this study was the southeastern region of the United States. 

The obesity clinic of a major state university medical center and weight control 

support groups were approached to request participation of obese individuals for the 

study. Setting selection was based on availability of participants and facility 

cooperation. Obese persons individually determined whether or not study 

questionnaries were completed and returned. 

Population and Sample 
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The population for the study consisted of obese women aged 18 years or more. 

Purposive network sampling technique was used for the study. All settings reflected 

the commonality of obese individuals seeking formal or supportive treatment for 

obesity. Obese individuals who participated in the study were asked for assistance in 

referring to the researcher other obese individuals not presently participating in some 

form of structured treatment. Burns and Grove (1987) identifed network sampling as 

useful in finding socially devalued populations and individuals outside the formal 

health care situation. Kerlinger ( 1986) stated that purposive sampling method is a 

non-random, non-probability sampling which is a deliberate effort to obtain a sample 
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representative and typical of a particular group. The purposive method is a weaker 

type of sample because random sampling is not used and no protection exists against 

bias. Purposive network sampling method was appropriate for this study because the 

researcher wished to have the sample population meet certain specified criteria, i.e. 

obese adult females, both receiving and not receiving formal or supportive treatement. 

Individuals within the sample met the following criteria: 

1. Individuals were obese as determined by computation of body mass index

\ 

(BMI) greater than twenty percent over ideal weight as recommended by the National 

Institute of Health Concensus Development Conference on obesity (�take & Lauer, 

1987; Public Health Service, 1986). 

2. Female participants were over eighteen years of age.

3. Participants were able to read, understand, write, and communicate in

English as evidenced by return of completed questionnaires. 

Bums and Grove (1987) noted that descriptive surveys and correlation studies 

require large sample sizes to protect against extraneous variables which might 

confound participants' response to the variables under study. A sample size of 150 

was considered minimum for the study. Sample size was determined by setting the 

alpha level at 0.05 to reduce the possibility of a Type I error and by setting the power 

at 0.80 to reduce the possibility of a Type II error. Estimated effect size for the 

proposed study is 0.30, a medium effect size in correlational studies (Cohen & Cohen, 

1983). With these set paramenters, a minimum sample size of 150 was deemed 

acceptable. 
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Protection of Participants 

The study use� four self report questionnaires concerning individual health 

conception (personal definition of health), health perception (perceived personal 

health status), personal feelings regarding self (self-esteem), frequency of 

participation in health promoting behaviors, and a demographic profile. Protection of 

human rights in the study was assured by compliance with current rules and 

regulations of the Human Subjects Review Committee of Texas Woman's University 

(1986). The study was classified as Category I (exempt from review) since the study 

involved the completion of four questionnaires and did not involve high risk groups or 

include subject matter of a sensitive nature (Appendix A). 

A letter attached to the front of the questionnaires (Appendix B) was provided 

as explanation to the participants concerning the benefits and risks of participating in 

the study, the individual's right and procedure for withdrawing from the study at any 

time, and the right to refuse to participate in the study. Anonymity, confidentiality, 

and privacy were assured by reporting results as grouped data and keeping names, 

addresses and phone numbers of participants identified by the purposive network 

sampling techniques separated from response questionnaires. Individuals were 

instructed not to place their names or other identifying information on the 

questionnaires.  Completion and return of the questionnaires were construed as the 

participants' informed consent to participate in the study. 
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Instrumentation 

Instruments used in this study included the Laffrey Health Conception Scale by 

Laffrey (1986b), the Health Perception Questionnaire by Ware (1976), the 

Self-Esteem Scale by Rosenberg (1965), the Lifestyle Profile by Walker, Sechrist and 

Pender (1986), and a demographic data form to collect personal information. 

Health Conception Scale (LHCS) 

The instrument to measure the individual's personal idea and definition of 

health was the Laffrey Health Conception Scale by Laffrey (1986b). Permission was 

granted to use the instrument for the present study (Appendix C). The Health 

Conception Scale (Appendix D) is based on Smith's (1983) description of four ideas of 

health which include the following dimensions: 

1. Clinical health: The absence of disease, illness, or symptoms. Health is

medically defined and illness or symptom-focused. One is considered healthy if not ill. 

2. Role performance/functional health: Fulfillment of socially defined roles.

One is considered healthy if able to perfonn/function as expected according to the 

social roles held by the individual. 

3. Adaptive health: Flexible adjustment to changing circumstances. One is

considered healthy if able to efficiently adapt to the environment and its stressors, and 

to maintain stability in one's life. 



4. Eudaimonistic health: Exuberant well-being which implies the ability to

transcend one's ordinary life to higher levels of well-being and humanness. One is 

considered healthy if able to achieve one's highest potential and self-actualization 

(Laffrey, 1988). 
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The LCHS is comprised of 28 items in a six point Likert format ranging from 

"l" (strongly agree) to "6" (strongly disagree). None of the items were negatively 

worded. An individual's score for each dimension is obtained by summing the scores 

for the items in that dimension. An individuals's total score for the LHCS is obtained 

by summing the scores of all items (Laffrey, 1988). 

Validity 

Both content and construct validity estimates have been developed for this 

instrument. Content validity was established by submitting the 28 items of the LHCS 

to a panel of seven nurse-experts who independently placed each item into one of the 

four dimensions identified by Smith (1983). Of the 28 items, 25 items achieved 100% 

interrater agreement; two items achieved 7 5% and the remaining item achieved 65% 

interrater agreement. Construct validity was assessed and determined by doing 

factor analysis using principal components and orthogonal varimax rotation. The 

factor analysis posited four factors which were identical to Smith's (1983) four 

dimensions. Principal components and oblique rotation confirmed the original factor 

analysis. Two of the factors (adaptive and role performance) were moderately 

correlated (r = .42), while correlations of the other pairs of factors were low. It 
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appeared that the LHCS measures distinct dimensions of health conception (Laffrey, 

1988). 

Reliability 

Internal consistency of items within the four factors were estimated (N=141). 

Alpha coefficients were: Clinical .88; Role performance/functional .88; adaptive .87 and 

eudaimonistic .87 (Laffrey, 1988). 

Health Perception Questionnaire (RPO) 

The instrument to measure the individual's perception of personal health status 

was the Health Perception Questionnaire by Ware and Karmos (1976). Permission to 

use the non-copyrighted instrument for the study was granted by the primary author 

(Appendix C). The Health Perception Questionnarie was developed by Ware and 

Karmos (1976) in response to a request from the National Center for Health Services 

Research for standardized measures to ·assess individual's perceptions about their 

personal health. The Health Perception Questionnaire (Appendix D) emphasizes the 

physical dimension of health, but also includes items related to attitude and behaviors. 

The six subscales contained in the instrument are: current health, prior health, health 

outlook, resistance/susuceptibility to illness, health worry/concern, and sickness 

orientation/rejection of the sick role. Included are two global measures of health called 

general health perception and general health rating which come from a combination of 

questions within the subscales. 
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The Health Perceptions Questionnaire is comprised of 32 questions which are 

rated on a five point Likert scale. The response items are "5" (definitely true), "4" 

mostly true, "3" don't know, "2" mostly false, and "l" definitely false. The last item 

(item 33) requests information about the individual's worry and concern about health 

during the last three months. Item 33 is rated "l" a great deal, "2" somewhat, "3" a 

little, and "4" not at all. Of the 33 items, 12 are negatively worded, and have an 

opposite scoring of "5" definitely false to "1" definitely true. Higher scores on the 

subscales of current health, prior health, health outlook, and resistance/susceptibility 

to illness indicate favorable health perceptions. Higher scores on the subscales of 

health worry/concern and sickness orientation/rejection of the sick role indicate 

unfavorable health perceptions. The instrument was developed using a sample of 

2,000 adults in five test sites. 

Validity 

Validity of the HPQ was determined by the factor structure of the HPQ and 

. correlations between HPQ subscales and other survey measures of health status and 

health-related behaviors. The subscales correlated very closely with survey 

measures of physical and mental health in other population studies (Davies, 

Sheibousne, Peterson & Ware, 1988). The factor structure was similar across 

populations, indicating that the HPQ has some estimate of construct validity. 

Reliability 

Internal consistency and test-retest reliabilities for the HPQ scales were 

computed in four field tests. Ware (1976) stated that the reliability of scale scores 
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· were sufficient for group comparisons (i.e., coefficients> 0.50) and the current health

scale was reliable for individual comparisons (i.e., coefficients > 0.90). Median

coefficients ranged from a high of 0.91 for the current health scale to a low of 0.59 for

the rejection of the sick role/sickness orientation scale.

Self-Esteem Scale (SES) 

The instrument to measure individual self-esteem was the Self-Esteem Scale 

by Rosenberg ( 1965). Permission was granted for use of the instrument by Princeton 

University Press which holds the copyright (AppendixC). The Self-Esteem scale by 

Rosenberg (1965) consists of ten items which revolve around the single aspect of 

liking and/or approving of self and measure the self-acceptance aspect of self-esteem 

(Appendix D). Response to items are rated as "1" strongly agree, "2" agree, "3" 

disagree, and "4" strongly disagree thus giving a forced choice of agreement or 

disagreement. The instrument was initially developed for use with adolescents, but 

has been used with a wide variety of age groups since its development. 

Validity 

The Self-Esteem Scale was developed with a total of 5,024 high school juniors 

and seniors from 10 randomly selected New York schools were the main sample 

reported by Rosenberg ( 1965). The scale has been found to correlate 0.56 and higher 

with several similar measures and actual clinical assessment (Silber and Tippett, 

1965). Rosenberg (1965) related self-esteem to many social and interpersonal 

consequences such as shyness, depression and assertiveness. 
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Reliability 

Internal consistency and test-retest coefficients were .92 and .85 respectively 

as reported by Silber and Tippet (1965). Item-total correlations were not provided. 

Lifestyle Profile 

The instrument to measure participation in health promotion behaviors was the 

Lifestyle Profile by Walker, Sechrist, and Pender (1986). Permission for use of the 

instrument was obtained from the authors (Appendix C). The Lifestyle Profile 

(AppendixD) is a 48 item instrument which conceptualizes health as a 

multidimensional pattern of self-initiated actions and perceptions which assist 

individuals to maintain or enhance their level of wellness, self-actualization, and 

fulfillment. The Lifestyle Profile was developed from 107 items which were 

administered to a sample of 1107 volunteer adults. The items were subjected to item 

analysis, factor analysis, and reliability measures. 

Validity 

From the information obtained, the items were eventually decreased to 48 

items with 6 factor loadings which explained 47.1 % of the variance in the instrument 

(Walker, Sechrist & Pender, 1986). No specific information regarding construct 

validity was given other than the behaviors included within the items fell into the 

categories of general health practices, nutrition, physical/recreational activity, sleep, 

stress management, self-actualization, sense of purpose, relationships with others, 

environmental control, and use of the health care system. Items related to 



prevention/detection of specific diseases were eliminated due to absence of concept 

validity (Walker, Sechrist, & Pender, 1986). 

Reliability 

77 

Reliability estimates reflected a high internal consistency for the instrument 

(alpha = 0.922) and the six subscales (0.702 to 0.904). Item-subscale correlations 

were not provided. Test-retest reliability was assessed at a two week interval with 

63 adults. The Pearson r was .926 for the entire instrument with a range of .808 to 

0.905 for the subscales (Walker, Sechrist, & Pender, 1986). 

Demographic Data 

The demographic data was used to provide a profile of the characteristics of 

the individuals participating in the study. Demographic variables examined for 

description included the participant's age, gender, ethnic origin, educational level, 

socio-economic status, living arrangements, employment, and population of area in 

which the individual lives. Other information requested by the demographic data was 

the participant's perception of weight in relation to height, height and actual weight, 

whether or not the individual was satisfied with personal weight, and any steps being 

taken to manage personal weight. The demographic data was used to insure that 

participants met the criteria for the sample. 
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Pilot Study 

A pilot study was conducted in March of 1990 in order to evaluate the method 

of administration and the ability of the questionnaires to obtain the desired 

information. The individuals participating in the pilot study were a convenience 

sample of 47 nursing students and nursing instructors. Thirty-seven percent of the 

participants in this study met the body mass index guidelines for being considered 

over 20% ideal body weight. It is interesting to note that although only 37% of the 

participants met the criteria in body mass index, 64.5% perceived themselves as being 

overweight. 

The researcher entered all the data into the mainframe computer located at 

Texas Woman's University, Denton, Texas. Statistics were run using the SPSSX

program. Descriptive statistics, frequency variables, correlations, factor analysis, and 

reliability were assessed. 

Using the Pearson product moment correlation statistic, the pairs of variables 

(1) health conception and health perception, (2) health perception and self-esteem,

(3) health perception and participation in health promotion behaviors, and (4) health

conception and participation in health promotion behaviors did not produce a 

significant relationship. The relationship of the variables self-esteem and participation 

in health promotion behaviors was significant (r = .5657; p < .01). 

Total scale variables with subscales: 

Other significant relationships occurred between the various scales and 

subscales of the instruments. Although the relationship of the variables of health 
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conception and health perception did not prove significant, the relationship of health 

conception with the subscale of health outlook within the health perception scale was 

significant (r = .3461; p < .05). 

Health perception exibited a significant relationship with adaptive health 

(r = .3321; p < .05). Self-esteem displayed a significant relationship with 5 of the 6 

subscasles measuring participation in health promotion behaviors (self-actualization 

(r = .6213; p < .01), health responsibility (r = .4132; p < .01), nutrition (r = .3887; 

p < .01), interpersonal support (r = .4887; p < .01), and stress management 

(r = .4941; p < .01). The participation in health promotion behavior total scale showed 

a significant relationship with the adaptive health subscale (r = .3190; p < .05), and 

the eudaimonistic health subscale (r = .3162; p < .05) from the health conception 

scale. 

Subscales with subscales: 

There was a significant relationship between the clinical health subscale in the 

health conception scale and rejection of the sick role (p = .031) subscale within the 

health perception scale. Clinical health did not display a significant relationship with 

any of the subscales of participation in health promotion. This particular finding was 

deemed important because of the conceptual opposites of clinical signs and symptoms 

of disease and health promotion behaviors. 

The role performance subscale within the health conception scale displayed a 

significant relationship with the subscales prior health, health outlook, and resistance 

and susceptibility· within the health perception scale (p < .047, p < .038, and 
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p < .043 respectively). Role performance approached significance with the rejection of 

the sick role subscale within t�e health perception scale (p < .079). 

Significant relationships also occurred between the adaptive health subscale of 

the health conception scale and with the subscales self-actualization and nutrition in 

the participation in health promotion behavior scale (p < .008 and p < .015). 

Significance was approached with the health responsibility (p < .055) and 

interpersonal support subscales of the participation in health promotion behaviors 

scale (p < .085). Adaptive health produced a significant relationship with the health 

perception subscales of prior health (p < .044) _and health outlook (p < .001). The 

eudaimonistic health subscale was significantly related to the health responsibility 

and the interpersonal support subscales within the health promotion behavior scale 

(p < .025 and p < .041). 

The current health subscale of the health perception scale displayed a 

significant relationship with the subscales of exercise (p < .048), nutrition 

(p < .023), and stress management (p < .030) in the health promotion behavior scale. 

Significance between current health and the interpersonal support subscale 

(p < .072) of the health promotion scale was approached. The prior health subscale of 

the health perception scale approached a significant relationship with the health 

responsibility subscale of the health promotion behavior scale (p < .071). 

The health outlook subscale of the health perception scale was related 

significantly to the nutrition subscale of the health promotion behavior scale 



(p < .005). The health outlook subscale approached significanace with the 

self-actualization subscale of the health promotion behavior scale (p < .083). 
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The resistance and susceptibility subscale of the health perception scale 

approached significance (p < .07 5) with the exercise subscale of the health promotion 

behavior scale. Rejection of the sick role subscale of the health perception scale 

displayed a significant relationship with the subscales of self-actualization (p < .048), 

interpersonal support (p < .001) from the health promotion behavior scale and 

approached significance with the stress management (p < .060) subscale from the 

health promotion behavior scale. 

Interrelationship of scale variables: 

Because of the significant relationships displayed by the variables and 

subscales multiple regression was used to test the direction and strength of the 

relationships. With participation in health promotion behaviors as the dependent 

variable and health conception, health perception, and self-esteem as independent 

variables, self-esteem was the only variable significantly associated 

(F ratio = 20.798; p < .001) with participation in health promotion behaviors 

explaining 30% of the variance in the equation. The same significance and strength of 

association was obtained when self-esteem was deemed the dependent variable and 

health conception, health perception, and participation in health promotion behaviors 

were assigned the role of independent variables. It was interesting to note that 

correlation between the self-esteem variable and the participation in health promoting 

behavior variable correlation coefficient was 0.5657, indicating that although the 



variables were moderately correlated they were not measuring the same thing, i.e., 

multicollinearity and singularity (Tabachnick & Fidell, 1989). 
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No significant difference was found in the health conception of individuals with 

lower levels of self-esteem and higher levels of self-esteem or individuals who 

perceived themselves to be less healthy when tested with the t-test statistic. No 

significant difference was displayed in participation in health promotion behaviors 

between individuals with lower levels of self-esteem and higher levels of self-esteem 

or individuals who perceived themselves to be less healthy. 

Although the researcher found the results of the pilot study intriguing and 

promising, a larger sample size specific to the population of interest was necessary to 

show the relationships more clearly. Based on the pilot study findings, the researcher 

made some changes for the major study. The following changes were made: 

I. Modification of the demographic data to include:

(a) changes in marital status to living arrangements and inclusion

of the option of marking co-habiting,

(b) the request for more information concerning methods of weight

loss/control used by the participants. Options added were:

I) participation in a formal organization for weight loss/control,

2) whether or not participants had had obesity surgery and if

so, how many times and what type,

3) whether or not participants were attempting to control/lose

weight on their own, and



significance. 

4) whether or not participants felt successful in

controling/losing weight.

2. Use 150 individuals to assure adequate effect size, power, and

Data Collection 
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Collection of data proceeded during the fall of 1990 and the spring of 1991 after 

verbal consents were obtained from the institution housing the obesity clinic, the 

appropriate personnel in the weight management groups, and approval of the study by 

the Graduate School of Texas Woman's University (Appendix E). 

In the obesity clinic, the office nurse passed out the research packet containing 

the letter of explanation concerning the study and the research questionnaires as 

individuals arrived for appointments. If the individual wished to participate in the 

study, the forms were given back to the nurse before the individual left the clinic, 

placed in a special locked box labeled 'Health Study', or returned to the researcher by 

mail. If questionnaires were returned to the nurse, they were placed in a special 

locked area and collected periodically by the researcher. 

In the weight control/loss groups, the researcher made a verbal announcement 

of the study and its purpose to the group. Potential participants were given a packet 

containing the letter of explanation concerning the study and the research 

questionnaires. For those who wished to participate, the research packet was 

returned to a special locked box or returned to the researcher by mail. When returned 

to the special locked box, the researcher collected them periodically. 
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In the purposive network sampling technique, participants as well as non

participants were requested to publicize the study to possible participants giving 

persons the name, ad�ess and telephone number of the researcher. When the 

resercher was contacted by a network source, a packet was mailed or delivered at the 

person's request. 

Data Analysis 

The Statistical Package for the Social Sciences, 3rd edition (Nie, Hull, Jenkins, 

Steinbrenner, & Bent, 1988) and the SPSSX User's Guide (Norusis, 1988) were used 

to computer analyze the data in this investigation. Data analysis was guided by the 

null hypotheses and research questions. 

Descriptive statistics 

Use of frequencies, measures of central tendency, and other appropriate 

descriptive statistics were used to provide a profile of the demographic characteristics 

of the group. Demographic variables examined in this manner included the obese 

individual's age, gender, marital status, socio-economic status, and educational level. 

Other variables descriptively examined were height, weight, perceived weight with 

relation to height, whether or not in treatment for obesity and if so, what type of 

treatment. Satisfaction with weight and perceived success in controlling weight were 

also examined descriptively. Range of scores, mean, median, mode, standard 

deviation, and other normative data for each variable were delineated. Reliability of 



individual instruments was assessed using Cronbach's alpha coefficient of 

determination (Kerlinger, 1986). 

Research questions 1 and 4 required similar statistical analysis. Research 

questions 1 and 4 were: 
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1. What is the relationship between health conception (personal definition of

health), perceived personal health status, individual self-esteem, and individual 

participation in health promotion behaviors in the obese? 

4. Does participation in health promotion behaviors, perceived personal health

status, and personal definition of health influence levels of self-esteem in obese 

individuals? 

Multivariate and path analysis utilizing multiple regression/correlation were 

used to assess the amount of variance that health conception, health perception, and 

self-esteem contribute to participation in health promotion behaviors. It was possible 

that the variables were intercorrelated and multiple regression allowed examination of 

the degree to which variation in one variable was associated with variation in the 

other variables. Additionally, multiple regression provided a notion of the strength of 

the examined relationships. The same method was used to evaluate the variance 

contribution of health conception, health perception, and participation in health 

promoting behaviors to self-esteem of the individual. 

Research Questions 2 and 3: 

2. Which health promotion behaviors are performed by obese individuals?

3. How often are health promotion behaviors in the obese performed?
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Research question 2 and 3 required an ordinal level of measurement and were 

analyzed using frequency counts concerning over-all performance of health promotion 

behaviors and performance of various types of health promotion. behaviors according to 

the subscales within the Lifestye Profile. 

Null Hypotheses 1. 2. 3, 4. and 5

Null hypotheses 1, 2, 3, 4, and 5 were correlated to determine their relationship 

with each other. Null hypotheses 1, 2, 3, 4, and 5 were: 

1. There is no significant relationship between health conception (personal

definition of health) and health perception (perceived personal health status) in the 

obese individual. 

2. There is no significant relationship between health perception (perceived

personal health status) and self-esteem in the obese individual. 

3. There is no significant relationship between self-esteem and participation

in health promotion behaviors in the obese individual. 

4. There is no significant relationship between health perception (perceived

personal health status) and participation in health promotion behaviors in the obese 

individual 

. 5. There is no significant relationship between health conception (personal 

definition of health) and participation in health promotion behaviors in the obese 

individual. 

Null hypotheses 1, 2, 3, 4, and? were examined by use of the Pearson product 

moment correlation statistic. This allowed examination of the strength and direction 
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of the relationship between the variables of: (1) health conception and participation in 

health promotion behaviors, (2) health conception and health perception, (3) health 

perception and participation in health promotion behaviors, and (4) the relationship of 

health perception and self-esteem. Scatterplots were done to visually display the 

relationship between the variables (Hartwig & Dearing, 1979). Squaring of the 

Pearson product moment correlation statistic assessed the percent of variance shared 

by the two variables under examination. 

Null hypotheses 6. 7, and 8 

Null hypotheses 6, 7, and 8 were analyzed in a similar manner. Null 

hypotheses 6, 7, and 8 were: 

6. There is no significant difference in the number, type, and frequency of

health promoting behaviors performed between obese individuals with low levels of 

self-esteem and obese individuals with high levels of self-esteem. 

7. There is no significant difference in the number, type, and frequency of

health promoting behaviors performed between obese individuals who perceive 

themselves to be less healthy and obese individuals who perceive themselves to be 

healthy. 

8. There is no significant difference in health conception (personal definition of

health) between individuals with lower levels of self-esteem and health perception 

and individuals with higher'levels of self-esteem and health perception. 

Obese individuals with lower levels of self-esteem or who perceived 

themselves as less healthy were determined by their position within the overall group 
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by computation of n-tiles. Those in the lower 25% quartile concerning self-esteem 

were designated as having a lower level of self-esteem. Those in the lower 25% 

quartile concerning health perception were designated as perceiving themselves to be 

less healthy. Groups designated in the lower 25% quartile were compared with 

groups designated in the upper 25% quartile on the appropriate variable using the 

t-test statistic to assure that groups were significantly different and thus independent.

The individuals in the lower 25% quartile were compared for differences with those 

individuals in the upper 25% quartile by comparing the mean group scores by use of 

the t-test statistic. The groups were compared on overall scores for the Lifestyle 

Profile and scores for each subscale within the Lifestyle Profile. The groups were 

compared using the scores of the Rosenberg Self-Esteem Scale, the Health 

Conception Scale, and the Health Perception Questionnaire. The t-test statistic 

ascertained the probability of mean differences occuring by chance alone. The larger 

the sample and the smaller the variances within each group, the larger the t-test 

statistic. The larger the mean difference, the greater the t-test statistic (Waltz & 

Bausell, 1981). 

Further tests of independence of groups were conducted by use of the 

chi-square test for independence. This tested the hypothesis that the groups differed 

with respect to the total number and type of health promotion behaviors performed. 

The levels of participation of the Lifestyle Profile were regarded as ordinal data with 

separate ranks rather than as a Likert scale of interval data for the analysis. A 
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comparison of the proportion of health promotion behaviors performed by each group 

was made and assessed for differences. 
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CHAP1ER IV 

ANALYSIS OF DATA 

Analysis of the data is presented. Descriptive characteristics of the 

participants are presented. Reliability of the instruments is discussed in relation to 

the participants. The research questions and hypotheses of the study are reviewed in 

relation to the data, and findings of the study are summaraized. 

Description of Participants 

Prior to collection of data, permission was obtained from the Graduate School 

to conduct the study (Appendix E). Participants of the study were from the obese 

population. Purposive network sampling was used in order to obtain information from 

the targeted population. A total of 150 adult women participated in the study. All met 

the study requirement of obesity as defined by the Consensus Development 

Conference of the National Institute of Health with a body mass index of 26.9 or 

greater, the age requirement of 18 years or greater, and the ability to read, understand, 

write, and communicate in English as evidenced by completion and return of the 

questionnaire. Demographic information asked of participants was divided into areas 

of environmental factors, personal weight factors, and weight management factors. 

Environmental factors included age, educational level, marital status, employment, 

income, population where living, and ethnic information. Personal weight factors 
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included height, weight, personal perception of weight in relation to height, 

satisfaction with weight, and the length of time dissatisfied. Weight management 

factors included participation in a weight management/control group, surgical 

management, and attempts and success in management/control of weight. 

Table 1, 2, and 3 present a demographic description summary of the 

participants according to the identified factors. 

Table 1 

Demographic Summary of Study Participant's Environmental Factors 

Demographic Variable Frequency Percent 

Age in :tears (N = 150) 
19 2 1.3 

20 1 .7 
21 2 1.3 

25 1 .7 
26 3 2.0 
27 5 3.3 

28 1 .7 
29 2 1.3 

30 4 2.7 
31 4 2.7 

32 5 3.3 

33 4 2.7 
34 5 3.3 

35 7 4.7 

36 8 5.3 

38 7 4.7 
39 3 2.0 
40 3 2.0 
41 6 4.0 
42 4 2.7 
43 9 6.0 
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Demographic Variable 

Age in years (N = 150) (con't) 

44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
60 
63 
64 
66 
78 

Frequency 

3 
7 
6 
3 
3 
6 
4 

4 

1' 

4 

4 

2 

1 
1 
1 
1 
4 

1 
1 
1 

Educational level in years of school finished (N = 149) 
4 

8 
11 

12 
13 
14 
15 
16 
17 
18 
19 
20 
21 

1 
1 
3 

47 
10 
25 
17 
17 

4 

11 

1 
4 

2 

2.0 
4.7 
4.0 
2.0 
2.0 
4.0 
2.7 
2.7 
.7 

2.7 
2.7 
1.3 
.7 
.7 
.7 
.7 

2.7 
.7 
.7 
.7 

.7 

.7 
2.0 

31.5 
6.7 

16.8 
11.4 
11.4 
2.7 
7.3 
.7 

2.7 
1.3 

92 

Percent 

(table continues) 



Demographic Variable Frequency 

Educational level in years of school finished (N - 149)
22 3 
23 1 
25 1 
30 1 

Marital Status (N = 148) 
divorced 
separated 
widowed 
never married 
married 
cohabiting 

Employment (N = 149) 
unemployed 
part time 
full time 

Income in dollars per year (N - 148)
5,000 - 9,999 
10,000 - 14,999 
15,000 - 19,000 
20,000 - 24,999 
25,000 - 29,999 
30,000 and above 

Population where living (N = 148) 
underl000 

1,000 - 5,000 
5,001 - 10,000 

10,001 - 20,000 
20,001 - 50,000 
50,001 - 100,000 
over 100,000 

21 
3 
5 

15 
100 

4 

35 
18 
96 

12 
21 
13 
15 
22 
65 

9 
22 
29 
44 
25 
8 

11 

93 

Percent 

2.0 
.7 
.7 
.7 

14.2 
2.0 
3.3 

10.0 
67.6 
2.7 

23.5 
12.1 
64.4 

8.1 
14.2 

.8 
10.1 
14.9 
43.9 

6.1 
14.9 
19.6 
29.3 
16.9 
5.4 
7.4 

(table continues) 



Demographic Variable 

Ethnicity {N = 149) 
Caucasian 
Black 
Hispanic 
Native American 
Other 

Frequency 

132 
4 
2 

10 
1 

Percent 

88.6 

2.7 

1.3 

6.7 

.7 
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A summary of environmental factors of the participants (Table 1) 

demonstrated that 46. 7 % were under the age of 40 and 80% were under 50 years of 

age. The average age was 40.8 years and 41 was the most frequently occuring age. 

Ninety-six percent of the participants were high school graduates and sixty-five 

percent were educated beyond the high school level. Sixty-seven percent of the 

participants were married and seventy-six percent were working either part-time or 

full-time. Average income of the participants was between $20,000 and $25,000 per 

year. Thirty-five percent of the participants lived in population areas between 1,000 

and 10,000 people; thirty percent lived in population areas between 10,000 and 20,000 

people. Eighty-seven percent of the participants were caucasian. 

Summary of personal weight factors (Table 2) indicated that average height of 

the participants was five feet five inches and average weight was 195 pounds. Sixty 

percent of the participants were five feet five inches or under. Fifty-four percent of the 

participants weighed 195 pounds or less. Eighty percent of the participants weighed 

less than 220 pounds. Thirty-six percent perceived themselves as being moderately 
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Table 2 

· Demographic Summary of Study Participant's Personal Weight Factors

Demographic Variable Frequency Percent 

Height in feet and inches (N - 150}
4'1 1" 3 2.0 

5'0" 5 3.3 

5' l" 6 4.0 

5'2" 16 10.7 

5'3" 20 13.3 

5'4" 16 10.7 

5' 5" 25 16.7 

5' 6" 26 17.3 

5'7" 16 10.7 

5' 8" 10 6.7 

5'9" 6 4.0 

6'0" 1 .7 

Actual weight (N - 150}
136 1 .7 

140 2 1.3 

143 1 .7 

147 1 .7 

148 1 .7 

150 3 2.0 

152 1 .7 

155 4 2.7 

159 1 .7 

160 8 5.3 

162 1 .7 

163 1 .7 

164 1 .7 

165 4 2.7 

166 2 1.3 

167 1 .7 

170 8 5.3 

172 1 .7 

174 1 .7 
(table continues) 



Demographic Variable 

Actual weight (N = 150) (can't) 
175 
180 
181 
185 
187 
188 
190 
192 
193 
194 
195 
196 
197 
198 
199 
200 
201 
202 
204 
205 
207 
208 
210 
211 
212 
214 
215 
220 
228 
230 
232 
240 
241 
242 
250 
254 
260 

Frequency Percent 

11 7.3 
10 6.7 
2 1.3 
5 3.3 
1 .7 

1 .7 

3 2.0 
1 .7 

1 .7 
1 .7 

1 .7 

2 1.3 
1 .7 

2 1.3 
1 .7 

15 10.0 
1 .7 

2 1.3 
1 .7 
4 2.7 
1 .7 

1 .7 

4 2.7 

1 .7 

1 .7 

1 .7 

1 .7 
6 4.0 
1 .7 
2 1.3 
1 .7 
4 2.7 
2 1.3 
1 .7 
2 1.3 
1 .7 

2 1.3 

96 

(table continues) 



97 

Demographic Variable Frequency Percent 

Actual weight (N = 150) (con't) 
261 
270 
275 
280 
290 
300 
307 
317 

1 
1 
1 
1 
1 
1 
1 
1 

Perception of weight with relation to height (N =149) 
normal for height 2 
slightly above normal 10 
moderately above normal 54 
greatly above normal 83 

Satisfaction with weight (N = 149) 

.7 

.7 

.7 

.7 

.7 

.7 

.7 

.7 

1.3 
6.7 

36.2 
55.7 

yes 7 4.7 
no 142 95.3 

Years dissatisfaction with weight (N = 112) 
1 4 2.7 
2 12 9.7 
3 6 4.8 
4 4 3.2 
5 12 9.7 
6 3 2.4 
7 4 3.2 
8 2 1.6 

9 1 .8 
10 17 13.7 
12 2 1.6 
13 1 .8 
14 1 .8 
15 6 4.8 
16 2 1.6 
17 1 .8 
18 1 .8 

(table continues) 



Demographic Variable Frequency Percent 

Years dissatisfaction with weight (N - 112)
19 1 .8 
20 11 8.9 
21 2 1.6 
24 1 .8 
25 3 2.4 
28 1 .8 
29 3 2.4 
30 1 .8 
31 1 .8 
32 1 .8 
34 1 .8 
35 3 2.4 
39 1 .8 
40 1 .8 
41 1 .8 
54 1 .8 

Number of months dissatisfied with weight (N - 12)
3 4
4 1 

6 5 
10 2 

2.8 
.7 

3.5 
1.4 
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above normal weight, while fifty-six percent perceived themselves to be greatly above 

normal weight. Ninety-five percent of the participants were not satisfied with their 

weight. The average length of time that participants were not satisfied with their 

weight was twelve years six months. 

Summary of weight management factors of participants (Table 3) indicated that 

72% were not in treatment for obesity. Of those who were, 75% were participating in 

commercial diet support groups. Twelve percent had had obesity surgery to control 



Table 3 

Demographic Summary of Participant's Weight Management Factors 

Demographic Variable Frequency Percent 

Present participation in treatment for obesity (N - 147)
yes 42 
no 105 

Type of obesity treatment program (N - 42)
physician 
weight control group 
support group 

3 
31 
8 

A history of surgery to manage/control weight (N - 147)
yes 17 
no 130 

Presently attempting to manage weight independently (N = 147) 

28.6 
71.4 

7.2 
73.8 
19.0 

11.3 
88.5 

yes 95 64.6 
no 52 35.4 

Perceived success in controlling weight independently (N - 133)
yes 41 30.8 
no 62 46.6 
somewhat 30 22.6 
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their weight. Sixty-five percent were attempting to manage their weight 

independently without participating in a weight management group. Only 31 % felt 

they were successful in that effort. Twenty-two percent felt that they were somewhat 

successful in their efforts to manage their weight on their own. 

Descriptive statistics of normative data and measures of central tendency for 

each variable included range of scores, mean, median, and standard deviation. Table 4 
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presents the data obtained for each variable in which the variables are represented 

by the following acronymns: personal definition of health (health conception [HC]), 

perceived personal h�alth status (health perception [HP]), self-esteem (SE), and 

participation in health promotion behaviors (PHPB ). The measures of central 

tendency for each of the instruments is similar to that reported in other studies using 

the same instruments. 

Table 4 

Summary of Descriptive Nonnative Data of Variables 

HC 

HP 

SE 

PHPB 

N = 150 

Range of 

Scores 

25 - 168 

50 - 126 

16 - 40 

40 - 169 

Mean 

126.327 

88.700 

30.767 

126.360 

Median 

131.000 

90.000 

31.000 

130.000 

Findings 

Mode 

133.000 

93.000 

27.000 

132.000 

Standard 

Deviation 

24.786 

14.389 

4.972 

24.065 

· Four survey instruments were used in data collection; the Laffrey Health

Conception Scale, the Health Perception Questionnaire, the Self-Esteem Scale, and

the Lifestyle Profile. 
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The Laffrey Health Conception Scale measured the individual's personal 

definition of health, i. e. what being healthy means to the individual. The instrument 

contains 28 questions with four subscales. The subscales address (a) clinical health, 

i. e. the presence or absence of signs and symptoms of disease, (b) functional health,

Le. the ability to perform activies required by the role the individual fulfills in society, 

(c) adaptive health, i. e. the ability of the individual to adapt to changes in the

environment, and (d) eudaimonistic health, i. e. the exuberant feeling of good health 

and zest of living. Questions in the Laffrey Health Con·ception Scale were answered 

on a 6 point scale ranging from strongly agree, moderately agree, agree, disagree, 

moderately disagree, to strongly disagree. 

The Health Perception Questionnaire contains 33 questions with six subscales 

and two constructed global measures. The subscales include (a) current health, 

(b) prior health, (c) health outlook, (d) health worry and concern, (e) resisitance

and/or susceptibility, and (f) rejection of the sick role. The two global scales were 

general health rating and general health perception. Questions in the Health 

Perception Questionnaire were answered on a five point scale ranging from definitely 

true, mostly true, don't know, mostly false, to definitely false. 

The Self-Esteem Scale contains 10 questions with two subscales, like me and 

unlike me. Questions in the Self-Esteem Scale were scored on a Likert scale from 1 

(strongly disagree) to 4 (strongly agree). 

The Lifestyle Profile consisted of 48 questions with six subscales. The 

subscales included (a) self-actualization, (b) health responsibility, (c) exercise, 

(d) nutrition, (e) interpersonal support, and (f) stress management. Questions on the
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Lifestyle Profile were scored on a 4-point scale as never, sometimes, often, and 

regularly. 

Reliability 

Cronbach's alpha was used to assess the reliability of each instrument based 

on the current participants. Table 5 presents each instrument and its associated 

subscales. The Laffrey Health Conception Scale has four subscales and 28 items. 

Each subscale (clinical health, functional health, adaptive health, and eudaimonistic 

health) has seven items and represents an independent score. The original subscale 

alphas determined by Laffrey were .88, .88, .87, and .87, respectively. Total test

retest reliability coefficient after one week was .84 (Laffrey, 1986b). 

Table 5

Psychometric Properties for Instrument Scales and Subscales. 

Scale name No. of items Alpha 

Laffrey Health Conception Scale (HC) 28 .9552 

Clinical health (CH) 7 .8829 

Functional health (FH) 7 .9037 

Adaptive health (AH) 7 .9101 

Eudaimonistic health (EH) 7 .8989 

(table continues) 
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Scale name No. of items Alpha 

Health PerceptionQuestionnaire (HP) 33 .8236 

Current health (CurH) 9 .8831 

Prior health (PH) 3 .7262 

Health outlook (HO) 4 .7944 

Health worry and concern (HWC) 5 .5034 

Resistance/susceptibility (R/S) 4 .7509 

Rejection of the sick role(RSR) 2 .4780 

General health perception(GHP) 27 .8612 

General health rating (OHR) 22 .8804 

Self-Esteem Scale (SE) 10 .8649 

Lifestyle Profile (PHPB) 48 .9418 

Self-actualization (SA) 13 .9288 

Health responsibility (HR) 10 .7743 

Exercise (EX) 5 .7271 

Nutrition (NUT) 6 .7518 

Interpersonal support (IPS) 7 .8396 

Stress management (SM) 7 .8120 

N = 150 
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The Health Perception Questionnaire has 33 items and 6 independent 

subscales (current health, prior health, health outlook, resistance and/or 

susceptibility, health worry and concern, and rejection of the sick role) and two 

constructed subscales (general health rating and general health perception). Each 

subscale represents an independent score and higher scores generally reflect "more" 

of the identified concept. Original alphas were .88, .65, .73, .70, .64, .53, and .89, 

respectively. There was no reliability given for the general health perception index. 

The Self-Esteem Scale has 10 items. Previous reliability has been estimated 

at .95 and .85 in test-retest situations (Silber and Tippett, 1965). 

The Lifestyle Profile has 48 questions and 6 subscales. Subscales are 

identified as interpersonal support, health responsibility, exercise, nutrition, 

interpersonal support, and stress management. Cronbach's alpha for the original total 

scale and subscales were .92, .90, .81, .80, .75, .80, and .70, _respectively. 

Research Questions 

Research questions and findings are as follows: 

Research Question 1 and 4 

1. What is the relationship between health conception (personal definition of

health), perceived personal health status, individual self-esteem, and individual 

participation in health promotion behaviors in the obese? 

4. Does participation in health promotion behaviors, perceived personal health

status, and personal definition of health influence levels of self-esteem in obese 

individuals? 
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Pearson r and multiple correlation analysis were used to determine the 

strength and direction of the relationship between the variables of health conception, 

health perception, self-esteem, and participation in health promotion behaviors. 

Pearson product moment correlation coefficient was used for the first analysis. 

Roscoe (1969) stated that a correlation coefficient is an index of relationship between 

two variables. Variables are either positively or negatively correlated and a direct 

relationship exists when a higher score on one variable is associated with a higher 

score on the other variable or vice versa. Table 6 presents findings of the correlations 

in a correlation matrix. 

Table 6 

Between Scale Correlation Matrix 

HC 

HP 

SE 

PHPB 

HC 

1.0000 

.2079* 

.0791 

.1446 

HP 

1.0000 

.3936** 

.3169** 

N = 150 2-tailed signif: *p < .01; **p < .001 

SE 

1.0000 

.5691 ** 

PHPB 

1.0000 

Scatterplots of the significant relationships revealed positive linearity and 

homoscedasticity. Normality of the variables was noted by displaying each per use of 

a histogram. Multiple regression was used to determine the strength of HC, HP, and 
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SE in relation to PHPB and to begin the initial stages of path analysis of the 

theoretical model presented in chapter one. Table 7 presents the results in a 

summarized format with Depvar representing the dependent variable, IndepVar 

representing the independent variable, with the other headings being self-explanatory 

for analysis of variance in the regression equation. Of the variables under 

consideration, self-esteem was the only variaple found to enter the equation as having 

a significant influence on participation in health promotion behaviors. 

Table 7 

Summary of Regression Analysis Factors Influencing PHPB 

DepVar IndepVar 

PHPB SE 

N = 150 **p < .001 

Multiple R R2 Beta 

.5690 .3238 .5690 

DF 

1 

148 

F Sig F 

70.8840 .001 ** 

To answer research question 4 and add to the path analysis, multiple 

regression was used to determine strength of personal defintion of health (health 

conception [HC]), perceived personal health status (health perception [HP]), and 

participation in health promotion behaviors (PHPB) as related to self-esteem (SE). 

Table 8 demonstrates the outcome. At this point, participation in health promotion 

behaviors and perc�ption of personal health status (health perception) significantly
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influenced self-esteem in obese individuals and when combined explained 70.1 % of the 

variance in the equation. 

Table 8 

Summary of Regression Analysis Factors Influencing Self-esteem 

DepVar IndepVar 

SE PHPB 

HP 

N = 150 **p < .001 

Multiple R 

.5690 

.6148 

R2 Beta 

.3238 .4894 

.3780 .2461 

DF 

1 

148 

1 

148 

F Sig F 

70.8840 .001** 

44.6825 .001 **

To complete preliminary path analysis steps, multiple regression was used to 

assess the possible causal relationships among the study variables. Regression 

analysis generates Beta weights from the coefficients of the z-scores of the variables. 

The standardized z-scores allow comparison of different paths found in the 

relationships among variables. Table 9 presents a summary of all variables used as 

dependent variables and their Beta weights. When using PHPB as the dependent 

variable, self-esteem (SE) explains 32.38% of the variance in the relationship 

(squaring of Multiple R). When SE is under consideration as the dependent variable, 

PHPB and HP explain a total of 70.18% of the variance in the relationship (32.38% and 
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Table 9 

Summary of Regression Analysis Factors for Path Analysis 

DepVar IndepVar Multiple R R2 Beta DF F Sig F 

HC HP .19531 .0381 .2074 1 6.6530 .0109* 

148 

HP SE .4045 .3905 .4044 1 28.9522 .0001 ** 

148 

HC .4411 .1945 .1765 1 17.7566 .0001 ** 

148 

SE PHPB .5690 .3238 .4894 1 70.8840 .0001** 

148 

HP .6148 .3780 .2461 1 44.6825 .0001 ** 

148 

PHPB SE .5690 .3238 .5690 1 70.8840 .0001 ** 

148 

N= 150 *p < .01; **p < .001 

37.80% respectively). Wh_en HP is the dependent variable, self-esteem (SE) explains 

16.36% of variance and health conception (HC) explains 19.4% of the variance in the 

relationship for a total of 35.7% of the variance. Health perception (HP) explains only 
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3.81 % of the variance when health conception (HC) is the dependent variable in the 

relationship. 

Using the results of the multiple regression analysis, a path diagram is 

constructed in Figure 3 to display the relationships visually. Using the beta weights 

as a guide to consider the strength of the relationships, the model is found to be non

recursive rather than recursive in nature. The progression of the strength of 

relationships from one variable to the next is not consistent and flows both ways. It 

is noted that there is no direct connection between health conception (HC) and 
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I 
I 
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Figure 3. 

Constructed Path Diagram of Study Variables. 
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participation in health promotion behaviors (PHPB ), between health perception (HP) 

and participation in health promotion behaviors (PHPB), or between self-esteem (SE) 

and health conception (HC) . 

. Research Question 2 and 3 

2. Which health promotion behaviors are performed by obese individuals?

3. How often are health promotion behaviors in the obese performed?

Frequency counts concerning over-all performance of health promotion 

behaviors were performed according to the subscales specified in the Lifestyle Profile. 

Table 10 (p. 111) delineates the possible scores, range of scores, means, and 

standard deviations according to the subscales. Using the data available in this study 

it is apparent that the obese do proportionately fewer exercise, health responsibility, 

and stress management behaviors than self-actualization, interpersonal support, and 

nutrition behaviors. 

The frequency of performance of health promotion behaviors in the obese is 

summarized in Table 11 (p. 112) which indicates the frequency of performance (never, 

sometimes, often, and regularly) of health promotion behaviors in the obese. 

Although the range of scores is similar, health promotion behaviors were performed 

'often' and 'regularly' twice as often as 'never', and 'sometimes' two and a half times 

more frequently than 'never'. 



Table 10 

Frequency Counts of Health Promotion Behaviors Subsca1e in the Lifesty1e Profile 

Subscale 

SA 

HR 

EX 

NUT 

IPS 

SM 

PHPB 

N= 150 

Possible 

Score 

13 

10 

5 

6 

7 

7 

48 

Range of 

Scores 

2- 13

1 - 10 

0- 5

0- 6

4- 7

1 - 7 

12 - 48 

Null Hypotheses 

Mean 

12.673 

8.200 

2.720 

5.233 

6.813 

5.733 

41.373 

Null hypotheses and results for the study are as follows: 

Hypotheses 1. 2. 3, 4, and 5 

Standard 

Deviation 

1.212 

1.821 

1.585 

1.144 

.560 

1.487 

5.495 

1. There is no significant relationship between health conception (personal

definition of health) and health perception (perceived personal health status) in the 

obese individual. 

111 
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2. There is no significant relationship between health perception (perceived

personal health status) and self-esteem in the obese individual. 

3. There is no significant relationship between self-esteem and participation

in heal th promotion behaviors in the obese individual. 

4. There is no significant relationship between health perception (perceived

personal health status) and participation in health promotion behaviors in the obese 

individual. 

5. There is no significant relationship between health conception (personal

definition of health) and participation in health promotion behaviors in the obese 

individual. 

Table 11 

Freguency of Health Promotion Behaviors 

Frequency 

Never 

Sometimes 

Often 

Regularly 

N= 150 

Range of 

Scores 

0-36

1-41

0-35

0-38

Mean 

6.627 

15.887 

12.020 

12.967 

Standard 

Deviation 

5.495 

7.984 

6.560 

9.470 
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Null hypotheses 1, 2, 3, 4, and 5 were addressed using correlational analysis. 

Correlation matrices, using Pearson's r, were computed to determine all possible 

correlations within and between the variables. A correlation matrix was constructed 

to demonstrate correlations between . total scores. Results obtained from the study 

date are presented in Table 5. Table 5 demonstrated a significant relationship 

(r = .2079; p < .001) between health conception and health perception, therefore null 

hypothesis one was rejected and the alternate hypothesis accepted. A significant 

relationship between health conception (personal definition of health) and health 

perception (perceived personal health status) existed in the obese individual. 

Squaring of r explained only 4.3% of the variance in the relationship. 

Null hypothesis 2 was tested in a similar fashion (Table 5) and also rejected. 

Using the data obtained from this study, a significant relationship (r = .3936; p < .001) 

between health perception (perceived personal health status) and self-esteem was 

noted, therefore null hypothesis 2 was rejected and the alternate accepted. A 

significant relationship between perceived personal health status (health perception) 

and self-esteem existed in the obese individual. Squaring of r explained 15.4% of the 

variance in the relationship. 

Null hypothesis 3 tested the relationship between self-esteem and 

participation in health promotion behaviors. The relationship was significant 

(r = .5691; p < !001), thus using the data available, hypothesis 3 was r�jected and the

alternate hypothess accepted. In the study, a significant relationship existed between 
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self-esteem and participation in health promotion behaviors in the obese. Squaring of 

r explained 32.3% of the variance in the relationship. 

Null hypothesis 4 tested the relationship between health perception 

(perceived personal health status) and participation in health promotion behavior. 

Using the study data, a significant relationship (r = .3169; p < .001) was found, 

therefore null hypothesis four was rejected and the alternative hypothesis accepted. 

In the study a significant relationship existed between health perception (perceived 

personal health status) and participation in health promotion behaviors in the obese 

individual. Squaring of r explained 10.04% of the variance in the relationship. 

Scatterplots of the above variable combinations and relationships revealed that the 

variables were linearly and positively related. 

Null hypothesis 5 tested the realtionship between health conception (personal 

definition of health) and participation in health promotion behaviors. No significant 

relationship was found, therefore null hypothesis 5 was accepted. Using the data from 

the study, there was no significant relationship between health conception and 

participation in health promotion behaviors in the obese individual. The scatterplot of 

health conception and participation in health promotion behavior revealed that high 

scores in personal definition of health (health conception) were associated with high 

scores in participation in health promotion behavior, but in a clustered pattern rather 

than a linear pattern. 
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Null hypotheses 6, 7, and 8 

Null hypotheses 6 and 7 were addressed in the following manner. Relative to 

their position within the overall group, individuals were designated as having high or 

low self-esteem by computation of n-tiles within the stated group. Those in the lower 

25% quartile concerning self-esteem were designated as having lower levels of 

self-esteem. Those in the upper 25% quartile were designated as having higher levels 

of self-esteem. Group designation of those perceiving themselves to be less healthy 

and those perceiving themselves as healthier was done in a like mannner. Those in 

the lower 25% quartile concerning health perception were designated as perceiving 

themselves to be less healthy. Groups in the lower quartile were then compared to 

those in the upper 25% quartile on the appropriate variable using the t-test statistic to 

assure that the groups were significantly different and thus independent. Table 12 and 

13 demonstrated that the self-esteem groups were significantly different and the 

health perception groups were not significantly different. After determination of 

independence, the self-esteem groups (Rosen [ 1,2]) group means were assessed for 

differences on the overall scores for participation in health promotion behaviors 

(Lifestyle Profile) and each subscale of the Lifestyle Profile which comprizes the total 

participation in health promotion behaviors. Significant differences (p < .001) were 

found only in the total scale scores and the self-actualization subscale within the 

Lifestyle Profile. Table 14 summarizes the information obtained. 

Based upon the data gathered from the participants in the study, null 

hypothesis 6 was rejected and the alternate hypothesis accepted.· A significant 
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Table 12 

t-Test for Independence of Designated Groups - SE

Number of Standard 2-tailed Pool.Var.Est.

Dep Var Groups Cases Mean SD Error F-Value Prob. t value DF 2-tail prob 

SE Rosenl 38 24.4474 2.901 .471 2.52 .008 -22.62 63.15 .001 **

Rosen2 34 37.2353 1.827 .313 

N = 150 ** p < .001 

Table 13 

t-Test for Independence of Designated Groups - GHP

Number of 

Dep Var Groups Cases Mean SD 

HP 

N = 150 

GHPl 

GHP2 

30 

42 

70.5333 6.590 

107.4048 4.909 

Standard 

Error F-Value

1.203 

.758 

1.80 

2-tailed

Probab. 

.082 
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Table 14 

t-Test for Mean Differences Between SE Groups in Health Promotion Behaviors

Number of Standard 2-tailed Sep.Var.Est.

DepVar Groups Cases Mean SD Error F-Value Prob. t-value DF 2-tail prob 

PHPB Rosenl 38 105.3158 23.336 3.786 2.39 .013 -8.36 64.00 .001 **

Rosen2 34 143.6765 15.095 2.589 

SA Rosenl 38 29.8158 7.063 1.146 3.47 .000 -12.62 57.93 .001 ** 

Rosen2 34 46.4412 3.791 .650 

HR Rosenl 38 20.4211 4.774 .774 1.17 .649 

Rosen2 34 26.5000 5.154 .884 

EX Rosen I 38 7.9737 2.541 .412 2.08 .032 -1.95 57.91 .056 

Rosen2 34 9.4412 3.661 .628 

NUT Rosenl 38 14.0263 4.529 .735 1.15 .679 

Rosen2 34 16.8529 4.215 .723 

JPS Rosen I 38 18.5789 4.272 .693 1.81 .087 

Rosen2 34 25.1765 3.176 .545 

SM Rosenl 38 14.5000 4.560 .740 1.22 .566 

Rosen2 34 19.2643 4.129 .708 

N=72 **p < .001 
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difference between obese individuals with high levels of self-esteem and obese 

individuals with low levels of self-esteem was found in the areas of self-actualization 

and overall participation in health promotion behaviors. Comparison of. mean 

differences using the !-test statistic between self-esteem groups on health conception 

and health perception are portrayed in Table 15. No significant differences were found 

when comparing any of the variables. Considering the possibility of additive error 

with multiple comparisons using the ! statistic, oneway anova procedure was 

performed for the total scale and for each of the subscales with similar results. 

Because no significant difference was found between obese individuals who perceive 

themselves to be healthy and obese individuals who perceive themselves to 

Table 15 

t-Test for Mean Differences Between SE Groups in Other Study Variables

Number of Standard 2-tailed Sep.Var.Est. 

DepVar Groups Cases Mean SD Error F-Value Prob. t-value DF 2-tail prob 

HP Rosen 1 38 83.2368 14.095 2.287 1.03 .942 

Rosen2 34 97.6471 13.906 2.385 

HC Rosenl 38 121.7368 24.415 3.961 1.95 .050 -1.24 59.10 .218 

Rosen2 34 130.5294 34.120 5.852 

N=72 
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be less healthy comparisons were not made for· this group. Based on the lack of 

differences between groups, null hypotheses 7 and 8 were not addressed. 

Further tests between groups were performed in order to assess _differences 

with respect to the total number and type of health promotion behaviors performed. 

The levels of participation in health promotion behaviors on each question of the 

Lifestyle Profile (never, sometimes, often, and regularly) were regarded as ordinal 

data and assessed using a chi-square table. There were no significant differences 

between the group with higher levels of self-esteem and lower levels of self-esteem in 

4 of the 10 health responsibility questions, 3 of the 5 exercise questions, 4 of the 6 

nutrition questions, and 2 of the 7 stress management questions. 

Additional Findings 

Designation of a group performing more health promotion behaviors and a 

group performing fewer health promotion behaviors was accomplished by the use of 

n-tiles. They were tested using the t-test statistic and found to be independent.

Assessment of mean differences in health concption, health perception, and 

self-esteem between the two groups displayed no significant differences on any of the 

variables. Results are displayed in Table 16. 

In assessing significant correlations between study variables and subscales it 

was noted that the self-esteem and the self-actualization subscale of the Lifestyle 

Profile assessing participation in health promotion behaviors had a high, significant 

correlation (r = .6904; p < .01). The interpersonal support subscale of the Lifestyle 
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Profile had a moderate correlation (r = .5057; p < .01) with the self-esteem scale. 

Perhaps as an adjunct to this observation, it was noted that when the scores of the 

Lifestyle Profile were used as the dependent variable, self-esteem was the only 

significant variable in the multiple regression equation. When the self-esteem scores 

were used as the dependent variable, the Lifestyle Profile total scores and the health 

perception total scores were the significant variables in the relationship. 

During the course of data collection and entering data into the computer, a 

great deal of variablility was noted in the self -esteem scores, particularly when 

Table 1 6. 

t-Test for Mean Differences Between PHPB Groups in Other Study Variables

Number of 

Dep Var Groups Cases Mean 

HC PHPBl 37 123.2432 

PHPB2 38 133.3947 

HP PHPBl 37 82.5946 

PHPB2 38 93.9737 

SE PHPBl 37 26.4045 

PHPB2 38 34.3158 

N=75 

SD 

20.962 

27.674 

13.670 

12.323 

4.652 

3.842

Standard 

Error 

3.446 

4.489 

2.247

1.999 

.765 

.623 

2-tailed

F-Value Probab.

1 .74 .098 

1.23 .533 

1.47 .252 
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contrasted with the pilot study. Between the pilot study and this study, self-esteem 

scores dropped and then leveled out again once the data from all the participants was 

entered into the computer. Only 38% of the participants in the pilot study met body 

mass index requirements for obesity, while 100% of the participants in this study met 

the requirements. The reliability of the self-esteem scale in both the pilot study and 

this study was excellent. However, self-esteem measures between obese and 

non-obese populations needs further investigation. 

In evaluating differences in group means, it was noted that no significant 

difference existed in health perception scores between those with higher levels of 

self-esteem and those with lower levels of self-esteem (F value, 1.03; 2-tailed 

p < .942). 

Summary of Findings 

One hundred and fifty obese women participated in the study. Data from the 

participants were analyzed using descriptive and inferential statistical methods. The 

participants were predominately Caucasian and. the majority possessed at least a high 

school education. Mean age of the participants was 41 years. A majority of the 

participants were married, employed full time, and lived in an area of population 

between 10,000 and 20,000. Mean income annualy was in the range of S20,000 to 

$25,000 per year. 

Personal weight factors of the participants found that the average height was 

five feet six inches with a mean weight of 195 pounds. A majority of participants felt 
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that they were moderately overweight. in relation to their height and overwhelmingly 

dissatisfied with their weight and had been so for an average of over ten years. 

A majority of the participants were not presently participating in a tr�atment 

program for obesity. Of those who were, the majority were in groups attempting to 

manage their weight using behavioral techniques and methods. Only 11 % had a 

history of bariatric surgery to manage/control their weight. A majority were presently 

trying to manage/control their weight on their own, but most were not satisfied with 

their success in that area. 

The hypothesized relationships (null hypotheses- 1,2,3,and 4) between the 

variables of self-esteem, health perception, self-esteem, and participation in health 

promotion behaviors were not supported. A significant relationship between these 

variables appears to exist in obese women. 

The hypothesized relationship (hypothesis 5) between health conception and 

the other variables of the study was accepted. No significant relationship was found 

between health conception and participation in health promotion behaviors. 

Hypotheses 6 was not supported. Significant differences in participation in 

health promotion behaviors were found in individuals with differing levels of 

self-esteem. 

Hypotheses 7 and 8 were not addressed. The anticipated difference between 

obese individuals who perceive themselves to be healthy and obese individuals who 

perceive themselves to be less healthy did not occur within the study participants. 



Four research questions were posed. The first· inquired concerning the 

relationship between health conception, health perception, self-esteem, and 

participation in health promotion behaviors in an obese population. Significant 

relationships were found between all of the study variables. 
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The second research question asked which health promotion behaviors were 

performed by obese individuals. The third asked how often the behaviors were 

performed. Health promotion behaviors which were performed among the obese 

focused on self-actualization, nutrition, and interpersonal support. The_�ehaviors 

were performed often and regularly, rather than never and sometimes. 

The fourth research question asked concerning the influence of health 

conception, health perception, and participation in health promotion behaviors. Path 

analysis was used to attempt to establish causal linkages between the variables and 

evaluate the theoretical model presented in chapter one. Multiple regression 

identified significant possible predictive relationships between health conception and 

health perception, self-esteem, health percpetion, and participation in health promotion 

behaviors, and between participation in health promotion behavior and self-esteem. 

Using the information generated from the multiple regression results, a path analysis 

diagram was constructed. The model was found to display non-recursive rather than 

recursive relationships� 



CHAPTER V 

SUMMARY OF THE STUDY 

The present study sought to understand the influence of health conception, 

perceived personal health status (health perception); and self-esteem on resultant 

behavior regarding participation or non-participation in health-promotion behaviors, 

providing a clearer focus concerning what influences participation or implementation of 

those behaviors. Information concerning. factors that influence self-esteem in regard 

to health conception, health perception, and participation in health promotion behavior 

was also sought. Conclusions drawn from findings in the study are presented. 

Implications of the findings for nursing practice, research, and education are discussed 

and recommendations for further study made. 

Summary 

Guided by the literature and the framework proposed in chapter one, four 

research questions and eight hypotheses were formulated. Analyses addressing the 

research questions indicated: 

1. In exploring the relationship between health conception, health perception,

self-esteem and participation in health promotion behaviors:

a. The relationships between health perception, self-esteem, and

participation in health promotion behaviors were found to be significant.
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were: 
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b. Health conception was not significantly related to participation in health

promotion behaviors or self-esteem, but was significantly related to

health perception.

c. Self-esteem was significantly related to health perception and

participation in health promotion behaviors, but not to health

conception.

2. Heal th promotion behaviors in the obese were focused in the areas· of

self-actualization, interpersonal support, and nutrition.

3. Health promotion behaviors were performed often and regularly more than

sometimes or never.

4. Self-esteem in the obese was found to be influenced by participation in

health promotion behaviors and health perception, but health conception did

not enter the equation as being a significant predictor of self-esteem.

Information obtained from analysis of the data in regard to the hypotheses 

1. Null hypothesis 1 was not supported. A significant relationship between

health conception scores and health perception existed in obese

individuals.

2. Null hypothesis 2 was not supported. A significant relationship between

perceived personal health.status and self-esteem scores existed in obese

individuals.
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3. Null hypothesis 3 was not supported. A significant relationship between

self-esteem scores and participation in health promotion behaviors existed

in obese individuals.

4. Null hypothesis 4 was not supported. A significant relationship existed

between health perception scores and participation in health promotion

behaviors in obese individuals.

5. Null hypothesis 5 was accepted. No significant relationship was found

between health conception scores· and participation in health promotion

behaviors in obese individuals.

6. Null hypothesis 6 was not supported. A significant difference in the

frequency, number and type of health promotion behaviors performed was

found between obese individuals with low levels of self-esteem and obese

individuals with higher levels of self-esteem.

7. Null hypothesis 7 and 8 were not addressed. Using the data from the

study, a significant difference was not found between groups designated as

perceiving themselves to be healthy and those perceiving themselves to be

less healthy according to health perception scores.

A descriptive-correlational design was used to permit measurement of several 

variables and their interrelationships. A descriptive-correlational design was used 

because it is beneficial when investigating areas where previous research is limited. 

Path analysis was used to evaluate the efficacy of the framework proposed 

using Gibb's ( 1972) paradigm. The best predictors of particpation in health promotion 
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behaviors were self-esteem and health perception working through self-esteem. 

Although there was a significant relationship between health conception and health 

perception, health conception did not enter the equation as a significant predictor of 

participation in health promotion activities. Analysis of data indicated the model was 

non-recursive rather than recursive, thus limiting support for the theoretical model. 

A purposive sample of 150 obese women were participants in the study. 

Participants met the requirement of being obese as defined by the Consus 

Development Confrerence of the National Institute of Health (Burton et. al., 19871; 

Public Health Service, 1986) as 20% over ideal body weight as defined by body mass 

index. They further met the study requirements of being 18 or older and able to read, 

write, and communicate in English. 

· Data were obtained by utilizing four instruments, the Laffrey Health

Conception Scale, the Ware Health Perception Questionnaire, the Rosenberg 

Self-Esteem Scale, and the Lifestyle Profile developed by Walker, Sechrist, and 

Pender (1987). Treatment of data included assessing reliability of the four 

instruments for the current study participants using Cronbach's Alpha coefficient of 

reliability. 

Data were analyzed using descriptive and inferential statistical methods. 

Measures of central tendency were used to provide a profile of the participants. 

Examination of the relationship betwyen the variables measured on an interval level 

was computed using Pearson product moment correlations. Stepwise multiple 

regression was used to identify variables which were most influential in delineating 
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participation in health promotion behaviors and self-esteem. Multiple regression was 

also used to establish path analysis information and considerations. Frequency 

counts and other nonparametric statistics were used to identify the type of health 

promotions behaviors performed, the frequency of their performance, and differences 

between groups in performance of health promotion behaviors. 

Discussion of Findings 

Demographic variables 

Demographic varibles were age, educational level, marital status, employment, 

income, population, and ethnicity. The average age of the participants was 40.8 years, 

96% had at least a high school education, and 67% were married. Most of the 

participants (7 6%) were employed full time, the range of family income was between 

$20,000 and $25,000, the population area was between 1,000 people and 10,000 

people, and a majority (87%) were Caucasian. Analysis of the demographics 

indicated that the participants were mature, educated, from middle income families, 

lived mostly in rural areas, and of Caucasian extraction. The demographics indicated 

participants were conservative, mature, well-educated, and thus could be considered a 

biased sample (Scott, 1982). 

Other demographic variables were related to personal weight factors of the 

participants. These variables assured that the participants met the study 

requirements and assertained the individual's perception of their weight in relation to 

their height, satisfaction with present weight, and if dissatisfied, length of time so 
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dissatisfied. Two persons perceived their weight to be normal in relation to their 

height even though they were still classified as obese according to body mass index. 

More information could have been gleaned by comparing individual perception to a 

definitive category, however no standard for comparison was found in the literature. 

The final category of demographic variables dealt with weight management 

factors of the participants. Only 28.6% were participants in formal treatment for 

obesity. Of those in treatment, an overwhelming majority (76%) were in a formal 

weight control/management program. Of thos� not in treatment, 64.6% were 

attempting to contol their weight on their own. Only 30.8% felt that they were being 

successful in that endeavor. Confirmation of Stunkard's evaluation in 1975 that most 

individuals who are obese do not seek formal treatment and those who do will not be 

successful (McBride, 1988) is confirmed as 71.5% of the participants were not in 

formal treatment and only 30.8% felt sucessful in controlling their weight. Formal 

treatment was defined as physician based, weight control/management group based, 

or support group based. It was heart-rending to find that 64.6% were attempting to 

control their weight on their own, nearly h�lf ( 46.6%) did not feel that they were being 

successful, and only 22.6% felt that they were only somewhat successful. It is further 

discouraging to find that apparently so little has changed in the last fifteen years. 

When entered into the regression formulas, the demographic variables did not 

come significantly into the equations"' This finding is supported by Duffy's (1988) 

research concerning the determinants of health promotion behaviors in midlife women, 

but are not supported by Pender's (1987) or Christensen's (1981) view of the 



importance of demographic variables in health promotion. One explanation of this 

finding is the homogenous nature of the participants in the study. 

Research Questions and Null Hypotheses 
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The relationship between the study variables was somewhat different than 

expected. Laffrey (1985) found that individuals choose to engage in given behaviors 

according to their level of health conception. The higher the level of health conception 

the more often health promotion behaviors were chosen. This study found that health 

conception did not influence participation in health promotion behaviors. One possible 

explanation of this might be that the participants were asked to report actual health 

behaviors performed rather than what their health behavior choice would be. 

Overall, the results suggest that obese clients are actually doing many health 

promotion behaviors other than weight management/control. These findings cannot be 

generalized to all obese populations. There are several limitations to the present 

study. The participants utilized for the study were purposive rather than random. 

Because of this the results cannot be generalized beyond the present population of the 

study. The demographic variables suggest that further research is needed in urban 

populations, low income groups, and non-caucasian populations. 

Useful information concerning how th_e obese perceive their health was 

delineated. Acknowledgement of perception is important in designing and focusing 

nursing interventions to promote health. Health perception and its relationship to 

health conception and health behavior emerged as a function of and through 
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self-esteem. Health perception is judged in accordance with a predetermined standard 

by the individual. 

A surprising aspect of health perception for the researcher was that in an 

obese population there was apparently no distinction between those who felt 

themselves to be healthy and those who felt themselves to be less healthy. The 

obese are constantly bombarded by information from the media concerning how 

unhealthy they are and how much healthier they will be if they lose weight. Yet, they 

do not perceive themselves to be unhealthy. 

The participants in this study were similar to those in previous studies in that 

they perceived themselves to be healthy when their range of scores was compared 

with that found in the literature (Ware, 1976; Ware, Brook, Davies, and Lohr, 1981; 

Laffrey, 1966). Further, validation that health perception was not associated with 

participation in health promotion behaviors was found in which Suchman, Phillips, and 

Streib (1958) reported that individuals attempted to reduce behaviors they considered 

dangerous in order to improve their health. Laffrey (1986) found that health 

perception was not different when comparing normal and overweight adults. Harris 

and Outen (1979) found no difference in health choices by those with differing 

perceptions of health. The relationship between health perception and participation in 

health promotion behavior appears to be indirect. 

The correlation between participation in health promotion behavior and 

self-esteem scores substantiates previous findings linking health behavior and 

self-esteem (Peterson-Martin & Cottrell, 1987; Quindlin, (1983). Pender (1987) 



132 

continues to delineate self-esteem as a modifying factor in· health promotion activities. 

The importance of self-esteem then becomes two-fold in linking health perception and 

particpation in health promotion behavior. Previous path analyses have shown 

self-esteem to be a factor in positive health practices (Muhlenkamp, and Sayles, 

1986), mitigating stress through social support in pregnant families (Mercer et. al., 

1986), and as a critical factor in rehabilitation of cardiac patients (McGlashan, 1988). 

Control of an individual's situation is a central component in maintenence and building 

of self-esteem (Stanwyck, 1983; Taft, 1985). Itlogically seems that enhancing the 

control of the obese individual concerning health promotion activities would help to 

establish behavior patterns that would be beneficial to that individual. It continues to 

be an amazement to the researcher that so little attention is paid to self-esteem as an 

important aspect of care when the diagnosis is not psychiatric in nature. 

Identification of frequency and type of health promotion behaviors performed by 

the obese was delineated. Information about performance of health promotion 

behaviors will allow reinforcement of behavior and identify needed teaching areas. 

The types of health promotion behaviors performed by the obese and the frequency of 

their performance was very interesting. The emergence of exercise, health 

responsibility, and stress management as being performed less is not generally 

substantiated by research. Duffy (1988) found that exercise was linked to nutrition as 

a cannonical variate in health promotion activities in mid-life women. Obesity was not 

considered as a factor in the study. Increased emphasis on health responsibility is 

substantiated in the literature (Geary, 1988; Laffrey, 1986; McBride, 1988; Woods, 
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1985) and has become an assumption in attitudes toward the ill. Davis, Wheeler, and 

Willy (1987) report that obese individuals often report that their·weight results from 

factors beyond their control (Cozens, 1982). Current research identifying a strong 

genetic component to obesity may finally validate what the obese have known for a 

long time. 

Finally, the findings regarding less performance of stress management 

behaviors is not supported by the literature. Kreitler & Shemerinski (1988) generally 

found no significant differences in projective personality tests between obese and 

non-obese individuals. 

Conclusions and Implications 

Theoretical model 

Obese individuals participated in this study of the relationships among health 

conception, health perception, self-esteem, and pai_-ticipation in health promotion 

behaviors. The proposal that health perception and self-esteem were mediating 

factors between health conception and participation in health promotion behaviors was 

tested. The model was only partially supported in this study. Health perception 

explained only a very small percentage of variance as a mediator between health 

conception and participation in heal�h promotion behaviors. Distinct levels of health 

perception were not found to differ in an obese population. The proposal that health 

conception influences participation in health promotion behavior was not supported in 
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this study. It is possible that neither health conception or health perception directly 

influence participation in health promotion behaviors in an obese population. 

Based upon the results of the path analysis and information obtained by 

testing the hypotheses in the study, the theoretical model proposed in chapter one 

requires revision. Figure 4 is a schematic representation of the revised model. 

The revised propositions are as follows: 

Prl: Among individuals, the more positive the individual's perception of 

personal health status at To, the more positive the individual's definition 

of health (health conception) at To. 

Pr2: Among individuals, the greater the number of health promotion activities 

performed at oTa, the higher the level of self-esteem at Tn+ 1. 

Pr3: Among individuals, the more positive the individual's perception of 

personal health status (health perception) at To, the higher the 

individual's level of self-esteem at Tn+ 1. 

Based upon the strength of the relationships found through multiple regression, 

it is possible that health perception modifies health conception and that higher levels 

of self-esteem modify health perception. Self-esteem is clearly identified as an 

intervening variable between health perception and participation in health promotion 

behaviors. Path analysis using the results of multiple regression analysis to 

formulate a path diagram indicated the theoretical model proposed in chapter one was 



135 

HEALTii 

. I. _____ _,_----�-----........ -----.-----

P2 

Concept Concept 

Health 
Perception 

Concept 

Health 
Promotion 

Concept 

To 

I 

I 

To oTa Tn+l 

----------------------Pr3---------

Schematic Representation of Revised Model. 

non-recursive rather than recursive in nature; therefore, assumption of causation in the 

model is seriously questioned. 

The importance of self-esteem as an intetvening variable in performance of 

health promotion behaviors was identified. The study was descriptive in nature and 

therefore, causation cannot be implied. The strong and reciprocal nature of the 

relationship between self-esteem and the other variables in the study suggest that 

fieure 4. 



self-esteem requires more attention. Further exploration of the relationship is 

needed. The interactive process of the nurse-patient relationship continues to be 

critical for enhancing self-esteem and promoting optimal health. 

Instruments 
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Comments received from participants in the study indicated repetition among 

the items when all instruments were combined for the study questionnaire. In 

addition, participants commented the questionnaire was too lengthy and they became 

discouraged prior to completion. Depending upon the interest of the researcher, use of 

specific subscales from the instruments would provide focused information without 

undue length. 

Performance of the instruments in the study was excellent. Reliability for each 

instrument compared favorably with reliability when used in other studies. Any of the 

instruments or their subscales could be used with confidence in future studies using 

an obese population. 

Because of the high correlation between the subscales of the Lifestyle Profile 

(self-actualization and interpersonal support subscales) and the Self-Esteem Scale, 

indepth path analysis would be useful to define relationships and possible interaction 

effects. 
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Limitations 

The population of the study was limited to obese women. Findings represent 

only a small number of obese individuals and therefore cannot be generalized beyond 

the population being studied. Study participants, for the most part, were derived from 

the same geographical location and results cannot be generalized to other population 

areas. 

Health status studied was health status as perceived by the obese individual 

and not by objective measurements by a health professional or from an illness 

orientation. Performance of health promotion behaviors were self-reported rather than 

direct observations of the behaviors of interest. 

Recommendations for Further Study 

Evidence from the study supports the need for further identification and 

validation of health promotion behaviors performed in the obese. The following 

recommendations are based on the findings and conclusions of the study: 

1. Additional studies are needed to further explore and delineate the

relationships of the variables in this study in other populations. Additional testing in 

other obese populations should be explored to determine population and gender 



differences. Comparisons with non-obese individuals will provide information 

concerning consistency of findings. 
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2. Further delineation of health perception in obese populations is necessary.

If obese individuals do not perceive themselves to be unhealthy, nursing efforts would 

be better spent validating, confirming, and promoting positive health behaviors to 

increase client's feelings of well-being and promote nurse-patient inter-relationship for 

effective change. 

3. A qualitative study to identify elements motivating participation in health

promotion behavior in the obese is critical to effecting or influencing behavior change 

and developing positive attitudes and health promotion behaviors in the obese. 

4. Further studies with interventions focusing on self-esteem enhancement in

the obese would help to validate whether or not enhancement of self-esteem 

interventions are necessary or valuable in encouraging health promotion behaviors in 

the bese individual. Studies linking self-esteem to specific health promotion 

behaviors that have been integrated into the lifestyles of obese individuals would help 

identify and clarify long-term benefits and usefulness of interventions. 

5. Continued study is needed to further examine the causal relationships

between health perception, self-esteem, and actual participation in health promotion 



activities. Assumption of cause and effect relationships. between obesity and 

weight-related health problems continue to affect policy decisions in relation to the 

obese. Misunderstanding of causal relationships can change the focus of health 

promotion education efforts, insurability, employment, and programs to promote 

enhanced social functioning. 
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6. Further study contrasting obese populations with normal weight

populations is needed to clarify exactly what portion of the study variables is obesity 

related and what is not. Likewise, studies contrasting the relationship of the study 

variables in men and women would provide information about possible changes in 

emphasis that would be gender related. 

7. Studies focusing on obese men are necessary to identify gender differences

in performance of health promotion behaviors. Further information and definition of 

possible gender differences will assist in providing focused education for clients (male 

and female) to expand their use of effective health promotion behaviors. 
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APPENDIX B 

Letter of Explanation to Participants 



Dear Participant, 

. My name is Mary Helen Wood. I am currently a,doctoral candidate majoring
m n�i:sing �t Texas Woman's University in Denton, Texas and I am asking you to 
part1c1pate m a health study. This will require approximately 15-20 minutes of 
your time. 

Your participation in this study will be very helpful. The questionnaire you 
complete will assist me in obtaining information concerning what you think about 
your health and how often you do certain types of activities to improve or 
maintain you health. The information will be used to assist nurses in learning how 
to help people best protect and improve their health. The only known risk of 
participating in the study is possibly increasing your awareness of your feelings 
about yourself and the activities you do to protect and promote your health. 

Your participation in this study is voluntary and you have the right to withdraw 
from the study without penalty at any time. In order for you to remain 
anonymous and to protect your identity please do NOT place your name or other 
identifying information anywhere on the questionnaire. Your completion and 
return of the questionnaire will be interpreted as your informed consent and 
permission to act as a participant in the study. Results of this study will be 
reported as grouped data not as individual data. No one will be identified 
individually and no one will see your responses except me. Should you decide to 
withdraw from the study after completing and returning the questionnaire, simply 
call me at the telephone number below and give me the number in the upper right 
hand corner of this letter. You will not be identified by name. 

Once you have completed the questionnaire, you may return the questionnaire 
to the box labeled 'Health Study' located in identified areas or place the 
questionnarie in a stamped envelope and return it to the address below. 

In order to include as many people as possible in the study, it would be helpful 
if you could provide names and addresses of others who might consider 
participating. I will then contact them. If the others prefer to contact me directly, 
they may do so at the address and telephone number listed below. I will then mail 
them the necessary forms for participation in the study. If knowing you as a 
friend they prefer to receive a questionnaire from you, I will be happy to provide 
them to you for anyone that you might contact. Please list. t�

e names and
addresses or phone numbers of individuals who might part1c1pate on the last blank 
page included in the packet. 

If you have any questions please ask for further information by calling or 
writing to: 

Mary Helen Wood 
310 Edgewood 
Paris, Tenn. 38242 
(901) 642-7109
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Sdl00i of NU!Slng 
0eoartment of Mental Healtl\, 
Ccmmunlty and "°111nlSWUV9 
Nlftlng 

Unl,ersilyof Ca@onua.San Frandsco •• :AHealtt1Scie�· 

San Franc:i.ca. Callfomla 
IM1.c3-0e01! 

•tSl47&-1eo.& 

July 10, 1989 

Mary Helen Wood, M.S.N., R.N. 
P.O. Box 24016-nru 
Denton, TX 76204 

Dear Ms. �ood: 

Thank you for your interest in tbe Laffrey Health Conception Scale. Enclosed 
is a copy of the most recent form of the LHCS with scoring information. 
Initial support for content and construct validity and internal consistency 
are desc=ibed in the enclosed "Overview of the I.Hes.• York on validity and 
reliability establishment is continuing. To assist in this process, I would 
appreciate receiving the following from you should you use the instrument: 

l. Ranges, means and standard deviations of the subscores and total
LHCS scores for your population

2. Demographic information for your population (i.e. age, sex, race,
ethnicity and desc=iption of population such as orthopedic.
cardiovascular inpatients, etc.)

3. Any reliability estimates that you do as part of your saidy
4. A summa::y of your results

These data rill assist in the further development of the validity and 
reliability of the LHCS and also contribute to the development of a normative 
data base. Data which you provide me vill be used for this purpose only. 

_I hope you find the UiCS useful in your research. Please contact me rith any 
questions or comments you have about the scale and its use in your research. 

Sincerely, 

� 41� 
Shirley Cloutier Laf:rey, Ph.D., R.N. 
Associate Professor 

Enc. 



New England 
Medical Center Hospitals 

July 27, 1989 

Mary Helen Wood. M.S.N., R.N. 
PO Box 24016-iWU 
Denton. TX 76204 

Dear Ms. Wood: 

750Wuhincl,onSa.& 
Balcon.Maaudluaeaaann 
Telephone (617196&6000 

In response to your letter of July 5, 1989 I am enclosing a copy of an order form for RAND 
Corporation publications. The publications which contain both the Health Perceptions Questionnaire and 
Instructions for scoring are #'s R-2711-HHS and N-2190-HHS. These contain background information and 
the most up to date scoring infonnatlon. Please consider that you have formaJ permission to use this survey 
tool. I would appreciate your citing the reference in any papers which might result from your research and 
would appreciate receiving a copy of same. 

I have also enclosed some reprints which you might find of interest 
Please do not hesitate to contact me if I can be of any further assistanca. 

Sincerely yours. 

�Ctoc�½ 
John E. Ware, Jr., Ph.D. o, 

enclosures (4) 
r,<AC 

Bair3&5 

Ptione: cam J50.&0eO 

far. ,s,n :lSG-mn 
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'lo anuver your /mer more promptly • • •

we lire taking the liherty of replying by 

. notations on your letter. We feel certain 

that you will permit us this informality 

1vhich allowr a faner reply. 
/ 

'Princeton University 'Prm 

Princeton University. Press 
Princeton, New Jersey 08540 

Attention: Permissions Department 

Dear Slr-s: 

I am 1q#§to3ca!€�i§� nursing at Texas Woman's Universl ty. 
My part1cuiar are�or interest ls the perception people have 
regarding their health and how that perception influences 
partic· :,:;:.;.���� ��������(t, 

or and self-esteem. I 
��--�w.lll.J::J_llshed l:n::'.'@:f@oa!Efii®

te ln mt"'research. 

As a part of my dissertation, I would llke permission to use the 
Rosenberg Self-Esteem Scale. It would helpful to me if you would 
include any information concerning computer scoring. 

I very much appreciate your time and energy in this matter. 
Thank you very much. 

Sincerely, 

'1k.� ,jl.,.h_,_ 0-J-
Mary Helen wcod, M.S.N., R.N. 

PRINCUON UNIVE?9IT'V P1lEs&: 

Dc:.c»<&10u1s n .. s h1111 u£t.• 
� CftAIITS "'" ... 1SSJC!11 0!11 .l ::--.r. � ... E 9 A�;s WITWOUT C>'AI'(",(� 
Oc11AHrs �!•..,•:::..c!II : .• "-:.,�-r,..,, �•t:s '�·" l• ro 1 

CO"U ,�,. ,.c•,s.y u:. ... ;:,,,u 11o1usr -.er�!::-�:, 

• , .... ... .. :.at: .. .. ••• 

a: 
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July 26, 1989 

.Mary Helen Wood, M.SN, RN 
P.O. Box 24016-'IWU 
t:enton, Texas 76204 

Dear Ms • W:xld: 

Northern Illinois University L1 
DeKalb, Illinois 60115-2854 

Health Promotion Research Program 
Social Science Research Institute 

Ambulatory Cancer Clients Project 
Cardiac Rehabilitation Project 
Corporate Project 
Older Adults Project 

(815) 753-9670

You have i;:ermission to use the 48-itan Health-Prcnctina Lifestvle Profile in 
�ur study of the influence of health percepcion CXl nealth-prat0ung lifestyle 
behavior and self-estean arrong a sanple unspecified in your reques-c. You may 
have copies made fran the fom which is enclosed. Content should not---be 
altered in a:ey way and the copyright/�sion·stat.enent at the end must be 
reproduced. 

Please send rre a copy of an abstrac: of your proposed study when it has l::een 
approved. 'nlere is no charge for approved research use, but I would 
appreciate receiving a COP':f of your c:::or.pleted disse.:-..aticn for our files. We 
are particularly interested in infonration about scores (range, trean and 
standard deviation) on the Lifestvle Profile, reliability coefficients, and 
c:orrelatialS with other rreasured variables. 

In response to your request for further infonration, I am enclosing a copy of 
an article £ran NUrsina Research describing the developrent and psycharetric 
evaluation of the inst:.......::rrent. and lists of plblished studies and canpleted 

. ciisser-..ations which have used the Ll..fest:vle Profile. I rope that they will be 
helpful to you. 

Best wishes with your stu:iy. 

Sincerely, 

Susan Noble Walke:, Ed.o., R.N. 
Associate P:'ofessor and 
Co-Directer, Heal th Pronotion Researc."l Program 

Encl. 
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APPENDIX D 

Study Questionnaire 
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COMPLETION AND RETURN OF THIS QUESTIONNAIRE WILL BE 
ACCEPTED AS YOUR INFORMED CONSENT TO ACT AS A 

PARTICIPANT IN THIS STUDY. 

HEALTH CONCEPTION SCALE 

Below are 28 statements to describe the meaning that "health" and "being healthy" 
may have for an individual. Depending on your personal conception of health, you may 
agree or disagree with the statements. Beside each statement is a scale which 
ranges from strongly disagree (1) to strongly agree (6). For each item, we would 
like you to circle the number which best represents the extent to which you disagree 
or agree with the statement. The more strongly you disaeree with a statement, 
then the lower will be the number you circle. The more strongly you 1U!.[tt with a 
statement, then the hieher will be the number you circle. Please make sure that you 
answer every item and that you circle only one number per item. This is a measure of 
your personal conception of health; there are no right or wrong answers. 

Strongly disagree 
Moderately disagree 
Disagree 
Agree 
Moderately agree 
Strongly agree 6 

"Health" or "being healthy" means: 

1. Feeling great - on top of the world. 1 2 3 4 5 6 

2. Being able to adjust to changes in my surroundings. 1 2 3 4 5 6 

3. Fulfilling my daily responsibilities. 1 2 3 4 5 6 

4. Being free from symptoms of disease. 1 2 3 4 5 6 

5. Being able to do those things I have to do. 1 2 3 4 5 6 

6. Not requiring a doctor's services. 1 2 3 4 5 6 

7. Creatively living life to the fullest. I 2 3 4 5 6 

8. Adjusting to life's changes. 1 2 3 4 5 6 

9. Not requiring pills for illness or disease. 1 2 3 4 5 6 

PLEASE CONTINUE ON TO THE NEXT PAGE!!! 
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10. Being able to function as expected. 1 2 3 4 5 6 

11. Not being under a doctor's care for illness. 1 2 3 4 5 6 

12. Facing each day with zest and enthusiasm. 1 2 3 4 5 6 

13. Being able to cope with stressful events. 1 2 3 4 5 6 

14. Being able to change and adjust to demands made
by the environment. 1 2 3 4 5 6 

15. Not being sick. 1 2 3 4 5 6 

16. Actualizing my highest and best aspirations. 1 2 3 4 5 6 

17. Adequately carrying out my daily responsibilities. 1 2 3 4 5 6 

18. Living at top level. 1 2 3 4 5 6 

19. Adapting to things as they really are, not as
I'd like them to be. 1 2 3 4 5 6 

20. I do not require medications. 1 2 3 4 5 6 

21. Carrying on the normal functions of daily living. 1 2 3 4 5 6 

22. Coping with changes in my surroundings 1 2 3 4 5 6 

23. Realizing my full potential. 2 3 4 5 6 

24. Fulfilling my responsibilities as a husband/wife/
son/daughter/friend/worker, etc. 1 2 3 4 5 6 

25. Having no physical or mental incapacities. 1 2 3 4 5 6 

26. Performing at the expected level. 1 2 3 4 5 6 

27. Not collapsing under ordinary stress. 1 2 3 4 5 6 

28. My mind and body function at their highest level. 1 2 3 4 5 6 

PLEASE CONTINUE ON TO THE NEXT PAGE!!! 
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Health Perception Questionnaire 

Please read each of the following statements, and then circle one of the numbers on 
each line to indicate whether the statement is true or false for YOU. 

THERE ARE NO RIGHT OR WRONG ANSWERS 

If a statement is definitely true for you, circle 5. 
If it is mostly true for you, circle 4. 
If you don't know whether it is true or false, circle 3. 
If it is mostly false for you, circle 2. 
If it is definitely false for you, circle 1. 

SOME OF THE STATEMENTS MAY LOOK OR SEEM LIKE OTHERS, BUT 
EACH STATEMENT IS DIFFERENT, AND SHOULD BE RATED BY ITSELF. 

5-definitely true 4-mostly true 3-don 't know 2-mostly false I-definitely false

1. According to the doctors I've seen, my heal th
is now excellet. 5 4 3 2 1 

2. I try to avoid letting illness interfere with
my life. 5 4 3 2 1 

3. I seem to get sick a little easier than other
people. 5 4 3 2 1 

4. I feel better now than I ever have before. 5 4 3 2 1 

5. I will probably be sick a lot in the future. 5 4 3 2 1 

6. I never worry about my health. 5 4 3 2 1 

7. Most people get sick a little easier than I do. 5 4 3 2 1 

8. I don't like to go to the doctor. 5 4 3 2 1 

9. I am somewhat ill. 5 4 3 2 1 

10. In the future, I expect to have better health
than other people I know. 5 4 3 2 1 

11. I was so sick once I thought I might die. 5 4 3 2 l 

PLEASE CONTINUE ON TO THE NEXT PAGE!!! 
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5-definitely true 4-mostly true 3-don 't know 2-mostly false I-definitely false

12. I'm not as healthy now as I used to be. 5 4 3 2 1 

13. I worry about my health more than other people
worry about their health. 5 4 3 2 1 

14. When I'm sick, I try to just keep going as usual. 5 4 3 2 1 

15. My body seems to resist illness very well. 5 4 3 2 1 

16. Getting sick once in a while is a part of my life. 5 4 3 2 1 

17. I'm as healthy as anybody I know. 5 4 3 2 1 

18. I think my health will be worse in the future. 5 4 3 2 1 

19. I've never had an illness that lasted a long time. 5 4 3 2 1 

20. Others seem more concerned about their health
than I am about mine. 5 4 3 2 1 

21. When I'm sick, I try to keep it to myself. 5 4 3 2 1 

22. My health is excellent. 5 4 3 2 1 

23. I expect to have a very healthy life. 5 4 3 2 1 

24. My health is a concern in my life. 5 4 3 2, 1 

25. I accept that sometimes I'm just going to be sick. 5 4 3 2 1 

26. I have been feeling bad lately. 5 4 3 2 1 

27. It doesn't bother me to go to a doctor. 5 4 3 2 1 

28. I have never been seriously ill. 5 4 3 2 1 

29. When there is something going around, I usually
5 3 2 catch it. 4 1 

30. Doctors say that I am now in poor health. 5 4 3 2 1 

PLEASE CONTINUE ON TO THE NEXT PAGE!!! 



5-definitely true 4-mostly true 3-don't know 2-mostly false I-definitely false

31. When I think I am getting sick, I fight it.

32. I feel about as good now as I ever have.

5 4 3 2 1 

5 4 3 2 1 

33. During the past three months, how much has your health worried or concerned
you?

1 - a great deal 2 - somewhat 3 - a little 4 - not at all 

Directions: If the statement on the left describes how you usually feel about 
yourself, put a check in the column marked STRONGLY AGREE or AGREE. If the 
statement does not describe your usual feelings put a check in the columfl: marked 
STRONGLY DISAGREE or DISAGREE. 

1. I have many friends.

2. I am able to do things as well as
most other people.

3. I feel that I have a number of
good qualities.

4. I wish I could have more respect
for myself.

5. I take a positive attitude toward
myself.

6. I certainly feel useless at times.

7. I feel I do not have much to be
proud of.

8. I feel that I'm a person of worth,
at least on an equal plane with
others.

9. All in all, I am inclined to feel
that lam a failure.

10. At times I think I am no good
at all.

strongly strongly 
disagree disagree agree agree 

/ __ __.. __ _, ___ __,/ ___ ! 

/ __ __, ___ __, ___ __,! ___ _,I 

/ ______ __, ___ __,! ___ __,I 

/ ______ __, ___ __,! ___ __,! 

/ __ __, ___ _,, ___ __JI ___ __,

I ! __ ___, 

/ ______ __, ___ --1! ___ __,! 

/ ___ __, ___ ___, __ __,! ___ __, 

/ ___ __, ___ __, __ __,! ___ __, 

/ ____ ___ ----J ___ __.l __ ___,I 

I I 

I I 

I I 

I I 

I I 

I 

I I 

I I I 

I I I 

I I 
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LIFESTYLE PROFILE 

DIRECTIONS: This questionnaire contains statements· regarding your present way 
of life or personal habits. Please respond to each item as accurately as possible, and 
try not to skip any item. Indicate the regularity with which you engage in each 
behavior by circling: 

N for never, S for sometimes, 0 for often, or R for routinely. 

1. Eat breakfast. N s 0 R 

2. Report any unusual signs or symptoms to a physician. N s 0 R 

3. Like myself. N s 0 R 

4. Perform stretching exercises at least 3 times per week. N s 0 R 

5. Choose foods without preservatives or other additives. N s 0 R. 

6. Take some time for relaxation each day. N s 0 R 

7. Have my cholesterol level checked and know the result. N s 0 R 

8. Am enthusiastic and optimistic about life. N s 0 R 

9. Feel I am growing and changing personally in positive
directions. N s 0 R 

10. Discuss personal problems and concerns with persons close
to me. N s 0 R 

11. Am aware of the sources of stress in my life. N s 0 R 

12. Feel happy and content. N s 0 R 

13. Exercise vigorously for 20-30 minutes at least 3 times
per week. N s 0 R 

14. Eat 3 regular meals a day. N s 0 R 

15. Read articles or books about promoting health. N s 0 R 

PLEASE CONTINUE ON TO THE NEXT PAGE!!! 



16. 

17. 

18. 

19. 

20. 

21. 

22. 

23. 

24. 

25. 

26. 

27. 

28. 

29. 

30. 

31. 

32. 

33. 

N for never, S for sometimes, 0 for often, or R for routinely. 

Am aware of my personal strengths and weaknesses., 

Work toward long-term goals in my life. 

Praise other people easily for their accomplishments. 

Read labels to identify the nutrients in packaged food. 

Question my physician or seek a second opinion when 
I do not agree with recommendations. 

Look forward to the future. 

Participate in supervised exercise programs or activities. 

Am aware of what is important to me in life. 

Enjoy touching and being touched by others. 

Maintain meaningful and fulfilling interpersonal 
relationships. 

Include roughage/fiber (whole grains, raw fruits, 
raw vegetables) in my diet. 

Practice relaxation or meditation for 15-20 minutes daily. 

Discuss my health care concerns with qualified 
professionals. 

Respect my own accomplishments. 

Check my pulse rate when exercising. 

Spend time with close friends. 

Have my blood pressure checked and know what it is. 

Attend educational programs on improving the environment

in which we live. 
· · 

PLEASE CONTINUE ON TO THE NEXT PAGE!!! 
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N 
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s 0 
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s 0 

s 0 

s 0 

s 0 

s 0 
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R 

R 

R 

R 

R 

R 

R 

R 

R 

R 

R 

R 

R 

R 

R 

R 
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34. 

35. 

36. 

37. 

38. 

39. 

40. 

41. 

42. 

43. 

44. 

45. 

46. 

47. 

48. 

N for never, S for sometimes, 0 for often, or R for routinely. 

Find each day interesting and challenging. N

Plan or select meals to include the "basic four" food 
groups each day. N 

Consciously relax muscles before sleep. N 

Find my living environment pleasant and satisfying. N 

Engage in recreational physical activities (such as 
walking, swimming, soccer, bicycling). N 

Find it easy to express concern, love and warmth to others. N 

Concentrate on pleasant thoughts at bedtime. N 

Find constructive ways to express my feelings. N 

Seek information from health professionals about how 
to take good care of myself. N 

Observe my body at least monthly for physical 
changes/danger signs. N 

Am realsistic about the goals that I set. N 

Use specific methods to control my stress. N 

Attend educational programs on personal health care. N 

Touch and am touched by people I care about. N 

Believe that my life has purpose. N 

PLEASE FILL IN THE BLANK OR 
MAKE A CHECK MARK IN THE APPROPRIATE PLACE. 

Age: 

Educational Level (Number of years finished in school) 

PLEASE CONTINUE ON TO THE NEXT PAGE!!! 
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s 0 R 

s 0 R 

s 0 R 

s 0 R 

s 0 R 

s 0 R 

s 0 R 

s 0 R 

s 0 R 

s 0 R 

s 0 R 

s 0 R

s 0 R

s 0 R

s 0 R 



PLEASE FILL IN THE BLANK OR 
MAKE A CHECK MARK IN THE APPROPRIATE PLACE. 

Gender: 
___ 1.male 
__ __:2. female 

Ethnic Background: 
___ 1. Caucasian 
___ 2.Black 
___ 3. Hispanic 
___ 4. Native American 
___ 5.Asian 

170 

Living arrangements: 
___ 1. divorced 
___ 2. separated 
___ 3. widowed 
___ 4.never married 
___ 5. married 
___ 6. co-habiting 

___ 6. Other: please specify _____ _ 

Employment: 
___ 1. Unemployed 
___ 2. Part time 
___ 3. Full time 

Yearly family income: 
__ 1. $ 5,000-$ 9,999 
__ 2. $10,000-$14,999 
__ 3. $15,000-$19,999 
__ 4. $20,000-$24,999 
__ 5. $25,000-$29,999 
___ 6. $30,000 and above 

Population where you live: 
___ 1. Under 1,000 
___ 2. 1,000 to 5,000 
___ 3. 5,000 to 10,000 
___ 4. 10,000 to 20,000 
___ 5. 20,000 to 50,000 
___ 6. 50,000 to 100,000 
___ 7. Over 100,000 

___ Height 

___ Actual weight 

In relation to your height, do you 
feel your weight is: 

___ 1. greatly under normal 
___ 2. moderately under normal 
___ 3. slightly under normal 
___ 4. nonnal for your height 
___ 5. slightly above normal 
___ 6. moderately above normal 
___ 7. greatly above normal 

Are you satisfied with your weight? 
___ 1. Yes 
___ 2.No 

If no, how long have you been 
dissatisfied with your weight? 

____ Number of years 

____ Number of months 

PLEASE CONTINUE ON TO THE NEXT PAGE!!! 



PLEASE FILL IN THE BLANK OR 
MAKE A CHECK MARK IN THE APPROPRIATE PLACE. 

Are you presently participating in an organized weight control/loss group 
(i.e. Weight Watchers, TOPS, Obesity Clinic, Diet Center, behavior modifictation, 
etc.)? 
___ 1. Yes 

___ ,2.No 
If yes, please specify type(s): __________ _ 

Have you had any form of obesity surgery? 
___ 1. Yes 
___ 2.No 

If yes, please specify type(s): __________ _ 
If yes, how many surgeries? ____________ _ 

Are you presently attempting to control your weight on your own? 
___ 1. Yes 

__ 2.No 

If yes, do you feel you are being successful? 
___ 1. Yes 
__ ,2.No 

COMMENTS: (If not enough space, please use back of page) 
Please describe any thoughts or feelings you would like to tell about your 

weight and your health. How healthy do you feel? 
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Permission to Conduct Study 
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TEXAS·WOMAN'S UNIVERSin' 
DENTON DALU.S HOUSTON 

TifE GRADUATE SOiOOL 
P.O. Box 22479, Denton, _Tew 76204 817/898-3400, 800-338-5255 

Ms. Mary Helen Wood 
310 Edgewood 
Paris, TN 38242 

Dear Ms. Wood: 

November 28, 1990 

I have received and approved the Prospectus for your·
research project. Best wishes to you in the research and
writing of your project.

dl 

cc Dr. Helen Bush 

Sincerely yours, 

� r1 �
Leslie M. Thompson 
Dean for Graduate Studies 
and Research 

An E,quaJ OpporrurutylAffirrNt:rw Action Ernployrr 
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