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ABSTRACT
A HEALTH PROMOTION STRATEGY FOR ADOLESCENTS:
EFFECTS OF VALUES THERAPY AND RELAXATION
EXERCISES ON DEPRESSED ADOLESCENTS
BETTY L. WRIGHT FOMBY
TEXAS WOMAN'S UNIVERSITY
COLLEGE OF NURSING
AUGUST 1986
Masked depression and its maladaptive behavioral
equivalents are damaging the health of today's adolescent.
This experimental study of promoting health in 122 non
clinically depressed junior and senior high school
adolescents, ages 12 to 19, was conducted to test the
effectiveness of two nursing interventions:

values therapy

and relaxation exercises combined (T1) and relaxation
-exercises only (T2).

Academic underachievement, personal

values incongruence and tension were measured as behavioral
equivalents of depression.

A Solomon four group design was

used to test four null hypotheses.

The theoretical

framework combined Adaptation-Level Theory with the Health
Promotion Model and addendumed values-attitude schema with
a proposed health behaviors continuum.
In Part I, 259 subjects were pretested using the
Center for Epidemiologic Studies of Depression, Fomby
vi

Health/Health Promotion Values, and Relaxation Self
Assessment scales.

A sample of 122 randomly selected

subjects, scoring >16 on CES-D and stratified by school,
gender, and grade average, was randomly assigned to T1, T2,
or no treatment groups.

In Part 2, once a week for four weeks, 33 subjects,
guided by the nurse investigator, discussed pressing
problems, examined their pretested values, and performed
taped relaxation exercises; 28 performed taped relaxation
exercises only.

Sixty-one subjects received no treatment.

All 259 subjects were posttested.

Findings were

(1)

on

pretest 89% of the population were above the CES-D >16
(possible range Oto 60) indicative of depression (range 16
to 46); (2) on posttest 91% were depressed (range 16 to
57); (3) on posttest a decrease to 79% occurred in the
sample of 122 subjects (range 14 to 28); (4) T1 was

superior to T2 and no treatment for all ages; (5) a -11

point difference in CES-D scores and +10 point difference
in grade averages occurred between T1 and no treatment

groups in senior high subjects; (6) on posttest the value
health for juniors and health, health promotion, happiness,
and helpful for seniors were significant; and (7) for all
ages health (being healthy) is valued high but health
promotion (acting to become healthier) low.
vii

Confirmation of the prevalence of depression and the
positive effects of values therapy and relaxation exercises
deserves attention by nurses, school personnel, parents,
and others.

Incongruence in the value placed on health and

health promotion has implications for health planners.
Health promotion constitutes the outcome of nursing
interventions on depressed adolescents.

viii
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Preface
The Robber of Hope
Please listen to me, dear friends.
I am depression--the robber of Hope.
I have been given this name because I represent gloom,
sadness, dejection and despair.
I am as old as man. I have been known since ancient times.
I creep in unexpected and steal away all glimmers of hope.
As I deepen I cause loss of interest, decrease in energy,
difficulty in concentration, lack of motivation, and
lost ambition.
I allow my companions--feelings of inadequacy,
inefficiency, worthlessness, and guilt to
have full rein.
But I am clever and take on many faces.
I am masked and turned inward. Inside my cocoon, I twist
and turn and cause such pain that release is sought.
Oh! release, sweet release.
I feel no pain now because I am dead--snuffed out in the
prime of life.
Cut off and lost because my.friends were so busy
diagnosing, assessing, intervening, and evaluating me
as a response that they lost sight of me as a cause.
I cry out for help-
Friends, are you listening?
Betty Wright Fomby
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CHAPTER 1
INTRODUCTION

Even more unsettling than a young person's death from
illness or accident is his suicide.

In recent years,

reports of adolescent suicide seem to be increasing.
According to the American Academy of Pediatrics, 6,000
teenagers or young adults killed themselves in 1984 alone-
one every 90 minutes (McCartney, 1985).

These figures do

not reflect the number of attempted suicides nor the number
of other deaths which are subliminal forms of suicide.

The

United States Surgeon General observes that the actual
suicide rate may be "three times the reported rate"
(Healthy People, 1979, p. 50).
An eleven-year comprehensive study of suicide was
conducted by the Center for Disease Control.

A major

finding of this study concerned the relationship between
suicide and depression.

According to the study, the

suicide victims were not necessarily suffering from
recognizable psychological depression (Health Education
Report, 1985).

Atwater (1983), however, points out that

adolescent depression is more common than is recognized or
acknowledged.

Weiner (1980) observes that while less than
1

2

10% of adolescents between the ages of 10 and 17 are
diagnosed as being depressed, almost half the adolescents
in this age group display depressive symptoms such as mood
disturbances, self-depreciation, crying spells, and
suicidal thoughts.

Albert and Beck's (1975) study of

seventh and eighth grade students reveals that one-third of
these students exhibited moderate to severe depression.
The eighth graders, especially the girls, were more
severely depressed than the seventh grade students.
Atwater (1980) comments that with increasing age, the
adolescent and young adult tend to manifest depression
similar to that of adults.

Teen pregnancy, venereal

disease, and drug use (Toolan, 1971), alcoholism and
delinquency (Weiner, 1980),

change in behavior, eating or

sleeping habits, somatic complaints, and suicidal thoughts
(Beck

&

Young, 1978), conflicts with parents or teachers

and poor school performance (Evans

&

Action, 1971) are

frequently cited as adolescent depressive behaviors.
Rokeach (1969) contends that values determine the selection
one makes between competing alternatives and that values
hold a key position in any decision-making process.

The

development of personal values peaks in adolescence,
according to Konopka (1973), and is reflected in cognitive
and affective behaviors.

Both O'Connor (1980) and Pender

(1982) suggest that knowledge of one's personal values is a

3

prerequisite for choosing healthy behaviors.

O'Connor

further argues that a lack of knowledge regarding the
function of human values or determinants of behavior has
consequences which may seriously affect the quality of
life.

For the adolescent these consequences can all too

often lead to self-destructive behaviors.
The choices which adolescents must make regarding the
style of life each wants to have and the behaviors which
will secure that lifestyle for each one are not easy
choices.

Stressors which arise from developmental, social,

life events, familial, or educational pressures sometimes
exceed the adolescent's ability to cope; such stressors
consequently affect choice.

Adolescents may respond by

masking and turning inward their feelings of helplessness
and even hopelessness.

These masked feelings are then

expressed in health-damaging substitute symptoms or
behavior equivalents such as the use of illegal drugs,
s�xual activity, poor school performance and suicide
attempts (Toolan, 1973; Weiner, 1980).

These behaviors are

symptomatic of adolescent depression.
The adverse effects of depression are manifested as
prominent threats to the academic achievement and physical
and mental health of adolescents.

The United States

Surgeon General has said that "these manifestations, to a
large extent, represent failures by adults in helping young

4

people acquire self-modification skills needed to solve
problems and make sound decisions during years of rapid
change'' (Healthy People, 1979, pp. 47-48).
Health authorities have estimated that approximately
50% of the annual deaths in the United States are a result
of health-damaging lifestyles.

Poor health habits which

are begun in early childhood or adolescence constitute
major threats to any individual's health (Pender, 1982).
Logically, deaths can be reduced through a change from
health-damaging to health-promoting lifestyles; such a
change would need to begin early enough in life to make a
difference.

Educators, nurses, and other health care

givers need to develop strategies and change-inducing
interventions which are positively related to young people.
One response to the challenge of finding means to
induce change has been health education.

Millions of

dollars are spent each year to educate adolescents in ways
to improve their health habits.

When adolescents have been

asked how they perceive health and health promotion, their
responses include concerns regarding exercise; weight and
dietary problems; cigarette, drug, and alcohol abuse; poor
sleeping habits; vision and dentition.

Some adolescents

even mention air pollution as a health threat (Brunswick,
1969; Fomby, 1985; Gochman & Saucier, 1982; Natapoff,

1982).

5

Curiously enough, however, in spite of their awareness
of good health habits, more than forty million American
young people continue to choose health-damaging and self
destructive behaviors (Prevention, 1982).

According to

Natapoff (1982), health education alone has not produced
the desired results.
The values which may cause adolescents to choose
health-damaging rather than health-promoting behaviors have
been acquired from young people's experiences with family,
peer groups, educators, health care givers, the various
media--with all of the influences in the environment
(Potter

&

Perry, 1985).

Dunn (1960) observes that "the

capacity of man to sense value in the quality of his
experience is probably the most fundamental and unique
characteristic of man.

All human needs, desires, and

aspirations are permeated with value attributes" (p. 373).
Rokeach (1973) points out that values guide choice,
preference, or justification of action.

While some human

behaviors such as physiological and reflex acts do not
reflect value influence, values are, nevertheless,
reflected in behavior.

Values are not synonymous with

immediate biological demands; they can, in fact, be in
gross conflict with such needs.
Morehead and Blumhagen (1985) affirm that the
educational system plays a major role in creating an

6

adolescent's value system.

What is needed, they claim, is

to identify those values that should be taught in school
and then to plan curricula which will effectively transmit
these values.
One approach to values education is values therapy.
Rokeach and Regan (1980), pioneers in research in values
therapy, assert that value change can occur across a series
of treatments.

Greenstein (1976) undertook a field

experiment of 182 student teachers; results of the study
suggest that one advantage values therapy has over behavior
modification approaches is that values therapy is
applicable in modifying complex social behaviors rather
than simple or situation-specific behaviors.
Other interventions may also be effective in inducing
change in health behaviors.

Charlesworth and Nathan (1984)

point out the benefit of using relaxation exercises in the
management of depression.

Jacobson (1974) points out that

mental relaxation follows physical relaxation.

Jacobson

(1974), Benson and Klipper (1975), Keefe (�975), and
Boudewyns (1976) among others report on the effectiveness
of using progressive relaxation techniques in stress
reduction.
Research was not found by this investigator on the use
of values therapy and relaxation exercises in depressed

7

adolescents.

Nor has research established value profiles

of depressed adolescents.
Problem of Study
The problem for this experimental study is to examine
the effectiveness of self-modification skills, �sing values
therapy and relaxation exercises, on depressive symptoms
and academic achievement in adolescents.

The nurse has an

important role in assisting the adolescent to develop
self-modification skills needed to sort out value confusion
and conflict in his/her life before self-destructive
behaviors can occur.

To teach positive health behaviors

before assisting the adolescent to identify those personal
values which are functioning as intrinsic motivators of
behavior does not produce the desired results.

For as

Wiecizorek and Natapoff (1981) state, "Health teaching
which is at variance with people's concepts of health is
useless" (p. 39).
Adolescents must be motivated to set and achieve
health goals that will bring meaning and satisfaction to
their lives.

The difficult question is "how to motivate

the 'now' adolescent."

Steiger and Lipson (1985) contend

that the first step in influencing motivational skills is
that the nurse needs to be knowledgeable of whether a
client wants to learn ways to change health behaviors.
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This judgment should not be an assumption made by the nurse
because that assumption may not always be true.
Two types of motivation have been identified-
intrinsic and extrinsic.

Intrinsic motivation comes from

within the individual and is influenced by past
socialization, values, beliefs, attitudes, perceptions,
unmet needs, anxiety, and fears (Steiger & Lipson, 1985).
Extrinsic motivators are "forces outside the individual
which are influenced by changes in health or life-style
needs, interactions with peers, family or professionals,
external rewards and punishment and environmental factors"
(p.

115).
Behavior change can be facilitated by either intrinsic

or extrinsic motivators.

However, change which is the

result of extrinsic motivators may not last because once
the reinforcement is removed, the impetus for the
motivation disappears (Steiger & Lipson, 1985).

These

authors contend that the nurse who uses intrinsic
motivators is more likely to effect longer lasting change.
The nurse who provides health-care services to
adolescents can develop and test interventions which will
function as intrinsic motivators to be used by the
adolescents in developing long-lasting personal behavior
modification skills. These skills should be of the type
which can be used without professional assistance in order

9

to guide personal choices regarding healthier behaviors.
These acquired personal skills can serve as intrinsic
motivators to guide the adolescent's daily choices of
health-promoting behaviors.
Federal health educators have acknowledged that there
are differences between the lifestyles selected by school
children and adults .(Health Education Report, June 27,
1985).

According to these educators, school children

choose poor lifestyles which are reflected by an increase
in body weight and decrease in heart-lung fitness.

This

poor physical condition may result from a combination of
sedentary lifestyles focused around the television set and
the consumption of readily-accessible fattening fast
foods.

Health educators state, however, that the unhealthy

trends among school children can be reversed (Health
Education Report, June 27, 1985).
The young person needs to be encouraged to examine
critically how his/her own individual lifestyle either
enhances or hinders healthy behavior, then to ask whether
change is needed.

If so, what can the individual change

and what is the individual willing to do to bring about
needed change?

According to Johnson-Saylor (1980),

"efforts to increase health knowledge and change health
behaviors are most productive when clients' values are
examined, mutual goals are set, and strengths are
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elicited to determine actions to be taken" (p. 18).
How the young person perceives the relevancy and
immediacy of threats to his/her well-being and what
value is placed on desired satisfactions will greatly
influence the health behaviors he/she will initiate
and continuously act upon.
Purpose of the Research
The purpose of this research was to determine the
effects of values therapy and relaxation exercises on the
depression symptoms, grade averages, relaxation status, and
personal values of non-clinical adolescents between the
ages of 12 and 19.

Acquisition of self-modification skills

was the desired outcome.

An auxillary purpose was to

determine the prevalence of depression symptoms and the
correlated effects on academic achievement, personal
values, and relaxation status in 259 non-clinical secondary
school adolescents.
Rationale for the Study
Involving the nurse in assisting adolescents to
· develop self-modification skills before the occurrence of
self-destructive behavior could save lives, could be cost
effective, and could possibly enhance the h�alth of
tomorrow's elderly.

The nurse is especially skilled in
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early detection of deviations from health and uses
counseling skills for both case-finding and treatment.
Findings from this study can provide empirical data
upon which nurses and others can build or use to plan age
A gap in

appropriate relevant health education programs.

knowledge exists concerning the efficacy of using personal
values therapy (self-confrontation) to affect adolescents'
depressive status and academic achievement.

Findings from

this study could generate hypotheses for further
investigation by nurses by providing empirical data
pertaining to adolescent depression.
Beginning with Florence Nightingale, nurses have
envisioned health promotion as a goal of high priority.
Miss Nightingale believed that the role of nursing was to
promote actions which help to minimize or reduce those
factors which interfere with health (Mccance

&

Reiber,

1 982) •

In 1885, Clara Weeks Shaw, who wrote the first
American nursing textbook, stressed health promotion as a
"function" of nursing (Goodnow, 1944).

Similarly, visiting

nursing programs established by Lillian Wald, during 1893
to 1895, were based on the premise that nurses possess

knowledge of prevention and health promotion (Mccance &
Reiber, 1 982).
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Findings from this study can possibly increase the
nurse's awareness that there is a need for the nurse to
evaluate his/her own value system.

Conflict.between the

nurse's value system and the cl�ent's value system can
seriously affect the nurse-client relationship.

Areas of

conflict need to be identified and clarified by the nurse
and the client before the "helping process" can begin
(Potter & Perry, 1985).
Additionally, the findings of this study may be
significant to the practicing nurse who works directly with
adolescents.

These findings can possibly assist the nurse

in recognizing the important influence which the

personal

values of the adolescent client have on the therapeutic
nurse-client relationship.

Nurses who have the

responsibility of assisting adolescents with
decision-making and health choices can become cognizant
that a decision is based in part on a person's conscious or
unconscious values.

Consequently, to teach adolescents or

any persons to make choices for healthier behaviors that
are incongruent with the client's value system will not
effect permanent change.

Rather than teaching the adolescent specific choices
he/she must make for health behavior change, the nurse can
employ values therapy which uses self-confrontation
techniques alone or in conjunction with relaxation
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exercises.

The use of these interventions, if found to be

effective, can assist the client .to use self-modification
skills to effect healthy behavioral change.

The use of the

client's own personal values as intrinsic motivators, more
permanent change can evolve.
The escalating health-damaging and self-destructive
behaviors of the young person between the ages of 15 and 24
can possibly be prevented by positive findings of this
study.

Instead of spending millions of educational dollars

to change the health-damaging behaviors of the 15-24 age
group, concentrated efforts could be made with the younger
adolescent between the ages of 12 and 14 to assist them to
understand the importance of developing a value system
which will motivate positive health behaviors.

Also, the

younger adolescent can be assisted in the early development
of those self-modification skills needed to reduce feelings
of depression rather than masking these feelings and

reacting with health-damaging behaviors.

The young,

middle, and older adolescent can be helped to understand
that, by examining personal values and making health a

priority value, each one can select healthy life styles.
Research involving the use of value therapy in this

vulnerable age group can provide an empirical base for the

possible development of relevant health-promotion programs

for adolescents.

Further, the empirical findings can
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assist nurses and others who work with value confused
adolescents to respond more fully to the value-related
needs of their adolescent clients.
The effectiveness of relaxation exercises has been
previously investigated and used in the symptomated
management of adult depression (Charlesworth, 1984).

Once

learned, relaxation exercises can be practiced at anytime
without the aid of a recording or an instructor, making
this technique an appropriate intervention for assisting
adolescents to develop self-modification skills.

Findings

from this study could add to the body of knowledge which
supports the efficacy of using relaxation exercises with
adolescents.
Theoretical Framework
The framework for this investigation is the
Adaptation-Level Theory of Helson (1964) • . Fender's (1982)
Health Promotion Model is used as an auxillary measurement
theory.

Careful consideration was given to Roy's

Adaptation Model, but the concepts of health-promotion and
adaptation-levels are not implicitly measurable.
Goal-directed behavior, asserted Helson's (1964)
adaptation level theory, is demonstrated as either
positive, neutral, or negative behavior used by individuals
to maintain dynamic equilibrium.

This behavior is
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initiated by disruptive internal and external stimuli.
Helson contended that adaptation was more than a single
response to stimuli in the environment.

Instead, adaptive

behaviors occur in varied modes or levels in response to
three classes of stimuli:
and residual stimuli.

focal, contextual or background,

Helson claimed that adaptation level

is quantifiable and posed the following equations:

A = XP Bqf Rr and/or A = X log p Blog q R log r

where
A = adaption level

B = background or

X = geometric or

contextual stimuli

logarithmic mean

R = residual stimuli
p + q +

r = 1

From either of these equations, a single measurement
of a new adjusted adaptation level can be calculated to

explain the interactive pooling effect of the three classes

of stimuli on the prevailing adaptation level.

Positive

behaviors r esult if the disrup tive stimuli are above the

prevailing adaptation-level.

Neutral behaviors, or no

behavior change, result if disruptive stimuli coincide with

the prevailing adaptation-level.

Negative behaviors result

if disruptive stimuli are below the prevailing
adaptation-level (Helson, 1964).

Adaptation-level theory defines focal stimuli as all
measurable stimuli most immediately confronting the person
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which demand· an adaptive response.

Contexual or background

stimuli are all other measurable stimuli present in the
situation.

Residual stimuli are those stimuli presumed to

effect the current situation which can not be directly
measured.

However, these stimuli can be identified by

behavior and self-report.

Examples of residual stimuli are

past experiences, beliefs, attitudes, and values.

Each of

the classes of stimuli can vary in intensity, may be
internal or external, positive or negative, and/or
physical, psychological or social in origin (Helson, 1964).
Pender's Health Promotion Model (HPM) is purported to
be an organizing framework for nursing research which
offers nurses an understanding of the many factors that
influence goal-directed health behavior.

It also provides

specific health-promotion nursing interventions.

The HPM

explains goal-directed health behavior as occurring in two
measurable phases:

decision-making phase and action phase.

Pender (1982) defined health promotion as "activities

directed toward sustaining or increasing the level of

well-being, self-actualization, and personal fulfillment of

a given individual or group" (p. 42).

Actual initiation

and continued practice of health-promoting behaviors is

affected by the combining of individual perceptions and

modifying factors with the pooled interaction between
barriers and cues to action (Pender, 1982).
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Factors influencing health promoting behaviors, as
identified by Pender (1982), are individual perceptions,
modifying factors, barriers and cues to action, and
likelihood of taking actions.

Included in individual

perceptions are importance (value) of health, perceived
control, desire for competence, self-awareness,
self-esteem, definition of health, perceived health status,
and perceived benefits of health-promoting behaviors.
Demographic variables (age, sex, race, ethnicity,
education, and income), interpersonal variables, and
situational variables are identified as modifying factors.
Barriers may be real or imagined and pertain to the
individual's perception of the unavailability,
inconvenience, or difficulty of health-promoting options.
Cues may be internal or external.

Personal awareness of

the potential for growth, states Pender (1982), is an
important internal cue for behavior change.
Two relational statements, from the two theories which
were tested in this investigation are as follows:
• The influence of one class of stimuli may be
counteracted by sufficient emphasis on other stimuli
to achieve the goal of an adjusted adaptation-level
(Helson, 1964).
• The influence of the level of readiness to take
health-promoting action can be enhanced by
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increasing the intensity of cues and decreasing or
removing barriers to action (Pender, 1982).
Origin of Theories
Helson began his investigation of the concept of
adaptation with his 1924 study of chromatic adaptation of
the human retina.

For 40 years, Helson, a physiologic

psychologist, and his colleagues expanded this work to
include the study of adaptive responses of perceptual and
learning behaviors (Helson, 1964).
Pender's Health Promotion Model, states its author,
was developed as a complementary counterpart to the Health
Belief Model to enhance the understanding of actions taken
to grow healthier and not to avoid disease.

Pender, a

nurse, modified the Health Belief Model based on empirical
findings and personal professional experiences.
Consequently, the source of the HPM origin is actually the
same as that of the Health Belief Model (Pender, 1982).
The origin of the Health Belief Model (Rosenstock,
1966) may be traced to the early works of Albert Einstein
(1933, cited in Lewin, 1954).

Drawing from these early

works, Lewin (1954) a behavioral psychologist, elucidated
the principles of a field theory.
From his studies of the relationship among behavior,
the person and the environment, Lewin (1954) postulated
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that human behavior is a function of the person and of the
environment, which constitute a mutually dependent
constellation of factors called a life space.

Examples of

specific factors in an individual's field include "goals,
stimuli, needs, and social relationships" (Lewin, 1954, p.
920).

It is the relationship between at least two regions

of the life space, called psychological forces, which
effects actual change (Lewin, 1954).
A region is symbolic of an outcome of a goal in the
life space.

Outcomes which are appealing to a person are

considered positively valenced; those unappealing,
negatively valenced (Lewin, 1954).

Rosenstock (1966) and

later Becker (1974) using Lewin's conceptualizat�on
envisioned motivation as the desire to move toward
positively valenced regions or away from negatively
valenced regions.
Salient dimensions of the Health Belief Model
addressed the problem of predicting those individuals who
would or would not use preventive measures (Rosenstock,
1966).

Predictions were based on perceived consequences,

subjective estimates of desired outcomes and decision
making under uncertainty.

Rosenstock developed an approach

to predicting behavior which is referred to as "value
expectancy" (Pender, 1982, p. 47).

The premise in this

approach is that the determinants of behavior include 1)
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the value an individual places on a desired outcome or goal
and 2) the expectation that a specific action will effect
the desired outcome (Pender, 1982).

The Health Belief

Model has an avoidance orientation and is disease specific.
Pender (1982) contends that health promotion is
directed towards sustaining or increasing the level of
wellness and not toward avoidance of disease.
Consequently, the original (Rosenstock, 1966) and modified
Health Belief Models (Becker, 1974) are inadequate to
explain behavior directed toward health promotion.
Theoretical Concepts
Indicated in Figure 1 is the interrelationship between
stressors, stimuli, motivators, adaptation levels, actions
and desired outcomes.

A stressor is defined as any demands

made on the body which requires a nonspecific response.

A

stressor may have adaptive or maladaptive results (Selye,
1974).

Stressors act as both stimuli and motivators which

begin an interactional process resulting in desired
outcomes.

Stimuli are identified according to Helson's

Adaption-Level Theory as those focal, contextual, and
residual stimuli which affect an adaptive response.

The

definition for motivation was derived from Pender's Health
Promotion Model (1982).

In this model motivation is

envisioned as the desire to move towards positively
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valenced outcomes or goals or away from negatively valenced
ones.

Adaptation level, as stated by Helson (1964), is an

operational concept for determining either positive,
neutral, or negative modes (levels) of adaptive behaviors
in response to focal, contextual, and residual, stimuli.
Figure 1.

Stressors

Conceptual Mapping of Theoretical Concepts

<

Stimuli---->�Adaptation
Level
> Desired
Outcomes
> Actions
Motivators

Action is defined according to the Pender Health
Promotion Model (1982) as self-directed change that
individuals deliberately take to achieve goals and desired
outcomes.

The HPM proposes that action occurs in a two

phase process consisting of initiation and continuation cf
the desired outcome.
Desired outcomes are theoretically defined as
achievement of goals that are personally satisfying (Lewin,
1966).

These outcomes can be positively, neurally or

negatively valenced.

Inherent in and focal to the

framework are the concepts intentionality and expectancy.
Implying that a person has the right intentionally to

choose those goals that are expected to enhance
self-determined behaviors.
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Personal values function as strong internal motivators
and are highlighted as a major component of the framework.
Marketing researchers have concluded that personal values
function as specific intrinsic motivators which influence
choice behavior (Vinson, Scott, & Lamont, 1977).

Values

can be viewed as existing in three levels of abstraction:
global, domain-specific, and evaluative beliefs.

Figure 2

is a Venn diagram displaying that values, as intrinsic
motivators, exert influence in a spiraling interactive
effect.

Global values influence one another as well as

affecting domain-specific values which in turn further
influence evaluative beliefs or attitudes.
Figure 2.

Dimensions of the person's values-attitude

system.

U

=

Environment
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Global values form the central core of an individual's
personal value system and are viewed as enduring beliefs
which guide action and judgments across specific
situations.

Domain-specific values are those values

acquired through experiences in specific situations.

For

example, social values are acquired through familial and
peer group interactions and religious values through
religious teachings.

Evaluative beliefs (attitudes) are

acquired through the desirable attributes of choice
behaviors.

As displayed in Figure 2, a person has many

thousands of evaluative beliefs, hundreds of
domain-specific beliefs but only dozens of global values
(Vinson, Scott,

&

Lamont, 1977).

The universe is the

external environment which �ncludes socio-cultural,
educational, familial, and peer influences.
Patterns of Health Behaviors
Families provide the primary setting in which many
patterns of behavior are learned.

Family patterns of

health practices influence the emerging values and
lifestyles of children (Pender, 1982).

Everyday patterns

of living, established early in childhood or adolescence,
are critical determinants of healthy lifestyles practiced
in adulthood.

Only constructive patterns of health
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behaviors that persist over time will have major impact on
health status (Prevention, 1982).
Patterns of health behaviors are affected by
individual perceptions, age, sex, ethnicity, education,
income, interpersonal factors, situational factors, and
values.

Observed patterns of exercise, nutrition habits,

rest and relaxation, management of stress and interpersonal_
relationships provide cues to self-�nitiated action taken
by an individual (Pender, 1982).
Summary of Theoretical Framework
Figure 3 is a diagrammatic summary of the theoretical
framework.

In Figure 3, focal, contexual, and residual

stimuli effect the prevailing adaptation level to achieve a
desired outcome of an adjusted adaptation-level.
Similarly, individual perceptions, modifying factors,
barriers, and cues effect the likelihood to take action; to
achieve a goal (desired outcome) of health behaviors.
Patterns of health behaviors are viewed as existing on a
continuum.

At the positively valenced end of the continuum

are self-determined and self-controlled health behaviors •.
Mid-way, the continuum are self-sustaining health behaviors
which are considered neutrally valenced.

Self-damaging and

self-destructive health behaviors exist at the lower end of
the continuum and are considered negatively valenced.

The

Theory
(Pender, 1982)

Auxiliary

Main Theory
(Helson, 1964)
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five patterns of health behaviors are equated to Helson's
(1964) postulate of the existence of positive, neutral and
negative adaptation-levels.

Global values, domain-�pecific

values and attitudes also influence patterns of health
behaviors.
Figure 4 is a diagrammatic summary of the theoretical
framework, empirical indicators, and treatment.

The

empirical indicators are depression, age, gender,
scholastic achievement, and personal values.

The two

treatments are (1) values therapy and relaxation exercises
and (2) relaxation exercises only.

Depression, a

self-damaging health behavior, is viewed as resulting from
individual perceptions and functions as a focal stimulus
demanding change.

Age, genqer, and scholastic achievement

are key modifying factors/contexual stimuli influencing
health behaviors in response to depression.

Personal

values are viewed as residual stimuli which can function as
either barriers or cues to needed health-promoting actions.
It was proposed that health behavior change can be
stimulated by influencing personal values.

Value changes

then function as residual stimuli which are higher than the
prevailing adaptation-level and will assist in achieving
the desired outcome of a positive adaptation-level.

The

attained level can be measured by values change on the
Fomby Health/Health Promotion Values Scale (FHHPVS), an
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increase in scholastic achievement and relaxation status,
and a decrease in the Center for Epidemiologic Studies of
Depression Scale (CES-D) scores.
Assumptions
-By changing personal values, especially the value placed
on health, healthier behaviors result.
-Consumer values will affect the acceptance and
marketability of any given prevention or health-promotion
service and consequently its actual rather than potential
impact on health (Wolfe, 1984).
-The human organism has a potential for change and tends to
change towards health (Kagan, 1981).
-Adolescents tend to grow towards adaptation not away from
it (Kagan, 1981).
-Dispositions that interfere with adaptation are the most
likely to change (Kagan, 1981 ).
-Personal values formation begins in the early
developmental stages and continues through the life span
(Potter

&

Perry, 1985).

-Personal values formation peaks in adolescents (Konopka,
1973).
-A person must be able to choose values freely from
available alternatives and understand the consequences of
his choice (Potter & Perry, 1985).
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-The process of valuing ultimately allows a person to act
consistently on chosen values (Raths, Harmin, & Simons,
1966).
Hypotheses
H01

There will be no statistically significant
difference among Treatment 1, Treatment 2, and No
Treatment groups on Center for Epidemiologic
Studies of Depression Scale (CES-D) scores, six
weeks' grade averages (GAs), and relaxation
scores.

H02

There will be no statistically significant
difference between males and females in
Treatment 1, Treatment 2, and No Treatment groups
on CES-D scores, grade averages, and relaxation
scores.

H03

There will be no statistically significant
differences in Treatment 1, Treatment 2, and No
Treatment groups values hierarchies from pretest
to posttest.

H04

There will be no interaction between age, gender
and treatments on CES-D scores, grade averages and
relaxation scores.
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Definition of Terms
Adolescence:

A period of rapid psychosocial and biological

growth between childhood and adulthood.
includes three periods:

Adolescence

early (ages 12 to 14), middle

(ages ·15 to 17), and later or young adults (ages 18 to
24).

Each period has its own characteristic behavior

which is unique to the specific period (Brubaker

&

Clark, 1977).
Depression:

A sustained feeling of despondency,

hopelessness, emptiness, and flatness characterized by
disturbances in affect, psychomotor activity, and
thought processes as measured by CES-D scores and
grade averages.
Values therapy:

The use of values identification,

self-confrontation strategies, counseling regarding
need for values and/or behavior change, and assisting
adolescents to identify those health-damaging
behaviors they can and will change as measured by
attendance at the four sessions offered.
Relaxation exercises:

A series of techniques designed for

the management of stress which uses a step-by-step
progressive relaxation of body muscles, body scanning,
and deep muscle relaxation, as measured by the
Relaxation Self-Assessment Form.
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Value:

An enduring personal belief about the worth and

importance of a given idea or behavior as measured
by the Fomby Health/Health Promotion Values Scale.
Values change:

The reprioritizing of v�lues,

abandonment of existing values, or acquisition of
new values, and subsequent attitude and behavior
change (Pender, 1982, p. 128) as measured by the
Fomby Health/Health Promotion Values Scale.
Health damaging behavior:

Acting in a manner which

increases the probability of encountering illness
or premature death by not protecting the body
against stressors and by not detecting early
warning signs of illness measured as depression on
the CES-D.
Health-promoting behavior:

Acting in a manner which

increases the level of well-being,
self-actualization, and optimum functioning of
adolescents as measured by grade averages and CES
D scores.
Grade average:

Each student's average of all class

grades for the six weeks' academic period
immediately preceding the pretesting as measured
by the actual earned grades recorded on the
official school record.
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Limitations
The limitations of the study will be as follows:
1.

Reliance on self-report in the acquisition of data,

2.

Time span between treatments,

3.

Results of this study cannot be generalized beyond the
research population.
Delimitations
The delimitations of the study will be as follows:

1.

Limited to only secondary school students, ages 12 to
19, who have scored 16 or above on the Center for
Epidemiologic Center for Studies of Depression Scale,

2.

Only personal non-moral values will be investigated; no
attempt will be made to identify or clarify moral
values,

3.

Limited to a setting of a small southwestern college
town,

4.

Subjects will be selected from a non-clinical
population.
Summary
Recent adolescent suicides have once again increased

the nation's awareness of the many problems faced by the

" now "

oriented youth of today.

These problems are not only

health-damaging, but also costly to both the individual and
society.

Many adolescent problems can be traced to masked
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depression as a predisposing factor.

The prevalence of

adolescent depression, existing in a non-clinical
population, all too often goes undetected.
The three research variables--personal values,
depression,· and underachievement--are viewed as having an
effect on adolescent behavior.

The purpose of the study is

to test the effects of two nursing interventions designed
to promote healthy behaviors in the adolescent.
Despite the millions of education dollars being spent
to change the health-damaging behaviors of adolescents,
health statistics for this age group continue to
escalate--and the ages are getting younger.

Positive

findings from this research can save lives, money, and
productivity and can enhance the quality of life for both
the adolescent today and the elderly of tomorrow.
Helson's Adaptation Level Theory (1964) is combined
with Pender's Health Promotion Model to form the
theoretical framework.

Two relational statements from

these theories were presented for testing.
Four hypotheses were proposed.

Three limitations and

four delimitations of the study were specified.
Following a review of literature related to values

therapy and relaxation exercises in Chapter 2, the

procedure for the collecting and treatment of the data is

given in Chapter 3.

Chapter 4 presents the analysis of the
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data, and Chapter 5 presents conclusions and
recommendations.

CHAPTER 2
REVIEW OF LITERATURE
To provide the background for the present
investigation of the effects of values therapy and
relaxation exercises on depressive symptoms and academic
achievement in 122 adolescents between the ages of 12 and
19, five major categories of literature were examined.

The

first category centers on the adolescent's health behavior
and problems.

The second concerns personal values; the

third, interventive techniques; the fourth, adolescent
depression including suicide as a result; and the fifth,
academic achievement.

An historical overview, general

information, and related studies are presented.
The Adolescent's Health Behavior and Problems
Historical Overview
In 1900, the United States death rate for persons ages
15 to 24 years was 600 per 100,000 population (Healthy
People, 1979).

Beginning in 1901, a steady decline was

realized until, in 1960, the ratio had become 106 per
100,000 population.

Since that time, the death rate for

this age group has fluctuated.
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In 1984, the death rate
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declined to a low rate of 98 per 100,000.

A further

decline to 97 per 100,000 was realized in 1985 (National
Center for Health Statistics, 1986).
Decline in the death rate indicates that health for
members of ·the age group of 15 to 24 years as measured by
the usual morbidity and mortality indicators ts improving.
However, adolescents continue to exhibit self-damaging and
self-destructive behaviors constituting prominent threats
to promoting health.
General Information
The United Nations designated 1985 as International
Youth Year (Altorf, 1985).

Emphasis was placed on the

World Health Organization's slogan, "Healthy youth--our
best resource."
The young people of 1985, stated Altorf, are better
educated and healthier than earlier generations.

Once a

child passes the age of ten, the threats of dangerous
childhood diseases and other disease-related conditions
diminish.

Thirty percent (1,445 million) of the world's

population between the ages of 10 and 24 have passed this
milestone (Altorf, 1985).

These youths, however, still

face prominent health problems and lifestyle hazards.
The United States Surgeon General, in 1979, urged the
nation to employ educational strategies for adolescents
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which are directed towards emphasizing (1) individual
responsibility for daily decisions that affect health, (2)
understanding of how personal choices affect health, (3)
the control individuals have over their own health, and (4)
resistance to pressure from peers and media.

A national

goal has been identified, by the Surgeon General:
To improve the health and health habits of adolescents
and young adults, and by 1990, to reduce deaths among
people ages 15 to 24 by at least 20 percent, to fewer
than 93 per 100,000. (Healthy People, 1979, p. 43)
Statistics for 1984 suggest how close that goal is to
attainment (National Center for Health Statistics, 1986).
Research conducted to investigate health-promoting
nursing interventions with adolescents not only supports
the Surgeon General's goal but also clearly fits within the
purpose of the new Center for Nursing Research recently
established at NIH.

According to Heckler, the new Center

for Nursing Research highlights the study of health
promotion and the influences of social and physical
environments on health.

This center is a major vehicle for

nursing which will enlarge the body of scientific knowledge
that underlies nursing practice, service administration,
and education (Health Education Report, 1985).
The American Nurses Association's Commission on

Nursing Research established as one of the six research
priorities for the 1980s the generation of knowledge needed
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to guide practice in promoting health, well-being, and
competency for personal health in all age groups.

One

example given by the Commission is "to enhance the care of
clients with special problems (e.g., teenagers, prisoners,
and the mentally ill)" (Wilson, 1985, p. 115).
The nurse is especially skilled in early detection of
deviations from health and uses counseling skills for both
case-finding and treatment.

The nurse is aware that in any

health-care setting, whether school health programs,
clinics, hospitals, or other health educational settings,
there is constant interaction between the values of the
nurse, the client, and society (Silva, 1984).
Potter and Perry (1985) comment that "the nurse's
competence rests on her/his_ability to help clients
understand themselves and the impact certain behaviors have
on their well-being" (p. 237).

However, the impact of

values on the population has not been adequately examined.
One nursing study investigated the health value in an adult
population (Walton, 1981).

No nursing studies were found

which inve�tigated adolescent's personal values, depressive
symptoms, and academic achievement.

Therefore a gap in

knowledge exists.
Nurses and educators share an interest in directing
healthy development in youth (Feeg, 1983; Radius, Dillman,
Becker, Rosenstock, & Horvath, 1980).

Through this
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collaboration, strategies can be developed to modify
youth's maladaptive health behaviors.
Related Studies
Radius et al. (1980) in a study of 112-adolescents
between the ages of 12 and 18 provide what the authors
considered to be a community data base from which to assess
the effectiveness of future strategies.

The authors·

conclude their report on adolescent health beliefs and
behaviors by observing that approximately 60% of all
subjects made no conceptual linkage between personal health
actions taken and either positive or negative personal
outcomes.

The report states that "a need exists to clarify

with adolescents the importance of personal accountability
for one's health" (Radius et al., 1980, p. 382).
Studies have identified sequential stages in
children's and adolescents' conceptions of health and
illness using Piagetian theory (Natapoff, 1982; Perrin
Gerrity, 1981; Kister & Patterson, 1980).

&

Other studies

based on expectancy theory (Becker, Haefner, Kasl, Kirscht,
Maiman, & Rosentock, 1977; Gochman & Saucier, 1982; Radius
et al., 1980) have focused primarily on individual
expectations and values of health as determinants of health
behavior.

40

Altman and Revenson (1985) comment that studies from
these approaches are primarily oriented toward the
prevention of illness and not toward the promotion of
health.

Consequently, Altman and Revenson conducted a

study of 101 healthy school aged youths using the concepts
of health promotion and illness prevention.

A major

finding of this study was that concern about health was not
related to illness susceptibility; rather the two were
distinct constructs.
Altman and Revenson (1985) reported that younger
respondents were more concerned about health and were more
positive than older respondents.

All respondents

infrequently mentioned the psychological and social
dimensions of health.

The authors concluded that it would

be useful to focus on age-linked differences and cognitive
level rather than content area in designing school health
education programs.
Mechanic (1983) offered a different approach to
understanding adolescent health and illness behavior.

Data

obtained from a variety of research areas reviewed by
Mechanic (1983) supported the study's hypothesis that
attention to inner feelings and bodily changes increases
awareness and potency of distress which stimulates
self-initiated change.

Further, adolescent health behavior
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is greatly influenced by values, by peer group culture, and
by cultural differences in the expression of health values.
Brunswick and Messiri (1986) reported findings from a
longitudinal study of Black urban adolescents' substance
use and its_relationship to health in young adulthood.

The

findings demonstrated that drug use was related to
declining health in young adult males and females.

Male

users of inhalants and under specified conditions methadone
and females who had begun heroin use in adolescence
demonstrated poorer health in young adulthood.

Effects

were not found on concurrent health in adolescence.
Lifestyle factors were observed to have an independent and
additive contribution to the poorer health states for both
young adult males and females.
A study conducted by Connell, Turner, and Mason (1985)
provides insight into health promotion effectiveness in the
preadolescent and adolescent age groups and costs of school
health education programs.

This comprehensive undertaking

involved more than 30,000 children (grades four through
seven) in 1,071 classrooms from 20 states.

Classrooms in

which health was taught increased knowledge subscores more
than classrooms with no health programs.

The greatest

differences were seen in substance use and abuse
knowledge.

Healthier attitudes, especially towards

maintaining a healthy body, were reported in classrooms
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where health is taught.

Self-reported health skills and

practice subscores were greater in classrooms where health
is taught versus where no health classes were taught.

The

greatest differences were recorded in decision-making
skills (Connell, Turner, & Mason, 1985).
The average cost for full implementation of a
comprehensive school health education program was reported
to be $56 per student.

This cost included adoption and

implementation costs, teacher training, and support
materials.

Two major conclusions were reached.

First,

more classroom hours are required to produce significant
attitude change than either knowledge or practice change.
Second, even though the cost for full implementation of
school health will require �chool districts to provide
additional expenditure from an already limited budget, the
success of the program (benefits) outweighs the costs
(Connell, Turner,

&

Mason, 1985).

Miller (1979), in a survey of adolescents from two
high schools, found that the list of major problems for
adolescents by priority are school problems, family
problems, communication with adults, sex, drugs,
psychological problems, and alcohol.

Miller (1979)

concluded that in planning health care for adolescents,
health care providers should consider how adolescents

perceive illness, characteristic coping patterns of this
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population, expectations of adolescents concerning health
care, and adolescent motivation toward self help.
Cohen and Cohen (1980), in their study of 2,797 inner
city junior high school students, using the health belief
model as a ·framework, hypothesized that the ninth grade
student, being closer to child-bearing age than the seventh
grade student, would score higher on the pretest/posttest
used to measure learning of a curriculum for the prevention
of birth defects.

However, the findings indicated a

maximum of only a two point difference between the two
groups.

Teachers of the curriculum reported a higher level

of enthusiasm in the younger group (Cohen & Cohen, 1980).
Arnold and Smeltzer (1974), after studying the health
problems of children between the ages of 9 and 11 and
adolescents between the ages of 12 and 14, found that
teenage disturbance does not represent a dramatic shift in
problems from those of the younger group.

The main factors

of the younger group are apparent but complicated with
additional symptoms.

Positive age correlations were found

in children, and negative age correlations in adolescents
suggesting that most factors may reach their clearest
delineation in preadolescence.
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Personal Values
Historical Overview
Interest in educating young people about the role of
personal values in determining human behavior is not new.
Elison (1964), after a perusal of over a thousand of the
most popular textbooks used in the nineteenth century,
commented that education at that time was primarily
directed towards moral development.

Throughout the history

of education in the United States beginning with the
influence of Latin grammar school to the modern
comprehensive high school, various philosophies have
prevailed related to teaching values (Morehead & Blumhagen,
1985).
Historically, societal values were more highly
regarded than personal values.

During earlier generations,

health care was aimed at curing illness so that a person
could again become a productive contributing member of
society.

Individuals with chronic or permanently disabling

symptoms were considered a burden to society.

In some

ancient societies, children born with apparent birth
defects were killed or allowed to die (Purtilo, 1984).
Due to many societal changes occurring in the modern
western society, the individual is more highly valued than
ever before in history (Blum, 1974).

The increased value

of individuals has influenced the modern interpretation of

45
illness and health, as well as health care delivery
(Purtilo, 1984).

Pender (1982) affirmed the fact that

attention is now placed on individual satisfaction,
fulfillment, and self-determined health behaviors.
General Information
Health professionals (Blum, 1974; Pender, 1982,
Rosenstock, 1968) and other educators (Arnold, 1984;
Fraenkel, 1973) recognize as axidmatic that values are
transmitted through either planned or unplanned
experiences.

Values are transmitted by media, teachers,

nurses, peer groups and many others with whom children come
in contact (Potter & Perry, 1985).
Blum (1974) states that values begin as humans acquire
a basic set of "rules for living" which result from
surviving environmental and nurturance experiences.

Also,

human values emerge from personal ideas and perceptions of
how things could be or should be.
from generation to generation.

Values are transmitted

Some of the most fondly

held values are not contemporary but nevertheless are an
intricate part of a culture.

However, no two people within

a culture are apt to establish precisely the same hierarchy
of values (Blum, 1974).
Values are taught to offspring according to the
historical, cultural, biological, and socioeconomic
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determinants of living and survival.

Blum (1974) asserts

that "values arise, grow, extend, elaborate, specify,
explicate, limit, shrink, or are otherwise altered by
current life experiences and contemplation" (p. 26).
A hierarchy of goals is established based on a
changing hierarchy.of values.

Therefore, any attempt to

achieve desirable goals must consider the values held by
individuals or groups and the cultural desirability of the
targeted goals (Blum, 1974).
The definition of values can be summarized from
several different contributions.

Kluckhohn (1951, p. 395)

defines values as "a conception, explicit or implicit,
distinctive of an individual or characteristics of a group,
of the desirable, which influences the selection from
available modes, means, and ends of action."

Rokeach

(1973) defines values as "an enduring belief that a
specific mode of conduct or a particular end-state of
existence is personally or socially preferable" (p. 5).
Raths, Harmin, and Simon (1966) state that the results
of the valuing process are called values.

This valuing

process includes choosing freely after considering the
consequences of each alternative, prizing enough to affirm
the choice and acting repeatedly in some pattern of
life.
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Konopka (1973) claims that values are acquired from
parents, family, and significant others in a developing
phenomenon, b egins with infancy, which peaks in
adolescence.

Beauchamp and Childress (1983) assert that

values are divided into moral and nonmoral.

Moral values

deal with right or wrong, good or bad, while nonmoral
values encompass all other values which relate to personal
goals and expectations.

However, Weiner (1980) observes

that value-related problems experienced by adolescents are
influenced by the apparent weakening of the family, the
educational systems, and other social systems.
The critical question is how best to meet this stated
need.

In 1966, Raths, Harmin, and Simon, based on the

thinking of John Dewey, ignited a massive movement to teach
values clarification methods in public education.

However,

Stewart (1975), in a critique of the phenomenal acceptance
of the methodology in education generally and in health
education specifically, comments that the validity and
efficacy of values clarification is weak and seriously
flawe d.
Nurses (Pender, 1982; Uustal, 1978) and educators
(Howe & Howe, 1975; Kirschenbalrn, 1977) clearly support
values clarification as a practical approach to values
education.

Values clarification is thought to offer a

process for sorting through issues and bringing consistency
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between what is said and what is done (Uustal, 1978).
However, the long term effects of values clarification,
comments Lockwood (1980), has yet to be demonstrated.
A

different approach to values education is values

therapy.

Lockwood (1980) claims that values therapy is

derived from what appears to be consistent findings in
experimental research in the role of values in human
behavior.

Rokeach and Regan (1980), pioneers in the

research of values therapy, assert that value change
results from self-confrontation which arouses a state of
self-dissatisfaction.

This arousal confronts the

inconsistencies between values, attitudes, and behavior "to
make them more integrated with a person's self-conceptions
as a basically moral and competent person" (Rokeach
Regan, 1980, p. 508).

&

Behavioral change in college

students and other adults was noted by Lockwood (1980) and
Rokeach and Regan (1980) 13 to 90 weeks after treatment.
No claim was made, however, that single treatment sessions
ar e totally responsible for effects associated with
treatment.

Kavanagh (1980) cautions that the issue remains

tenuous regarding whether values therapy can promote
effective self-dissatisfaction among children and
adolescents.
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Related Studies
Lockwood (1980) critically reviewed research using
both values clarification (Fitzpatrick, 1975; Gray, 1975)
and values therapy (Greenstein, 1976) approaches to values
education.

Lockwood concludes that while research using

both approaches has conceptual, design, and measurement
problems, these should not negate the centrality of value
issues in human behavior nor the need to develop a
systematic way of dealing with them.
Research using the values therapy approach has been
conducted to validate Rokeach's (1973) claim to the effects
of self-confrontation on inducing persistent cognitive and
behavioral changes.

Greenstein (1976), in a field

experiment of 182 student teachers, confirmed that values
therapy represents a major development in social
psychology.

Greenstein concludes that one apparent

advantage of values therapy over behavior modification
approaches is that values therapy has been shown to be
applicable to modifying complex social behaviors rather
than simple or situation-specific behaviors (Greenstein,
1976).
Penner (1971), Rokeach and Cochran (1972), Rokeach and
McLellan (1972), and McLellan (1974) confirm the findings
of long term effects as long as 21 months after
experimental treatment.

Long term effects were also found
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in studies of environmental issues (Hollen, 1972), smoking
behaviors (Conroy, Katkin, & Barnette, 1973), locus of
control among college students (Hamed

&

Flay, 1974), and

values among police officers (Sherrid

&

Beech, 1975).

Grube, Greenstein, Rankin, and Kearney (1977), using
path analytic techniques to reanalyze data from Rokeach's
experiments, found that contrary to Rokeach's
interpretation, behavior change occurred from the treatment
effects in addition to the effect mediated by values.
These authors conclude that since the behavior change is
actually initiated by the individual rather than as a
manipulation of external reinforcement, then values
therapy, a self-confrontation approach, could be useful in
increasing intrinsic motivation (Grube et al., 1977).
Studies related to adolescents' values have been
conducted.

Investigations of how adolescents identify with

traditional, concrete, or abstract values (Thornburg,
Thornburg, & Ellis-Schwabe, 1984); values of exceptional
students during early adolescence (Arnold, 1984); personal
values of early adolescents in American overseas and
stateside schools (Simmons, 1977), and personal values of
alcoholics and addicts (Toler, 1975) are but a few
examples.

Each of these investigations used the Rokeach

Value Survey either alone or in combination with another
survey.

Similar findings were realized.

Values that can
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be experienced to some extent by adolescents were ranked.
highest and the more abstract or social values ranked
lower.

Thornburg et al. (1984) found that tenth graders

ranked values dealing with inner self and future events
higher than did the ninth graders.

Happiness, helpful,

self-control, true friendship, freedom, and independence
were consistently assigned high value rankings (Arnold,
1984; Simmons, 1980; Toler, 1972).
The impact of valuing health on the frequency of
health-promoting behaviors has received support from
Wallston, Maides, and Wallston's (1976) study of 88 college
students.

Individuals who ranked health within the top

four of the 10 positions on the Health Values Scale
developed by these authors choose more health-related
pamphlets than those who ranked health as a low value.
Pender (1978) found that individuals (22%) who ranked
health in the fifth to tenth position on the Health Values
Scale viewed health as an enabling state which is needed to
facilitate the attainment of higher priority goals.

Walton

(1981) found that subjects at greatest risk of dying within
the next 10 years valued health lower than those at lesser
risk [r(975) = .1050, � = .001].

As age increased, females

and respondents in lower socioeconomic scale (SES) grouping
valued health higher than did males and respondents in
higher socio-economic scale grouping.

The value placed on
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health varied with age, sex, and socio-economic status
(Walton, 1981).
Feather (1983) reported a study of the relationship
between depressive symptoms, self-esteem, attributional
style and protestant ethnic values.

The findings indicated

that values were associated with more frequent behavioral
(internal) attributions but with less frequent external
attributions.
Other Interventions
Historical Overview
Progressive relaxation as a technique for muscle
relaxation was initiated in the 1920s by Edmund Jacobson,
M.D. (Jacobson, 1974).

The ever-growing demands faced by

every individual during the 1920s were almost unknown to
earlier generations.

In hopes of security, greater and

greater achievements were demanded with less time for
relaxation and diversion.

The great stock market crash

created unheralded anxieties, stress, and depression
(Charlesworth

&

Nathan, 1984).

To be successful one was

required to strive endlessly to achieve heightened
expectation.
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General Information
Charlesworth and Nathan (1984) contend that
relaxation exercises offer a scientifically supported,
systematic way to control muscle tension and to release
unsuspected residual tension.

Additionally, these

authors report that the technique has been used in the
management of anxiety, depression, insomnia, headaches,
backaches, and hypertension (Charlesworth & Nathan,
1984).

Jacobson (1974) contends that tense muscles

have a lot to do with tense minds.

Further, mental

relaxation follows physical relaxation.

The

intervention values therapy has been discussed under
the section Personal Values.
Alderman (1980) explored the use of the concepts
can and will in educational intervention appropriate
for adolescents.

These concepts were derived from

Heider's (1968) concept of personal and environmental
factors which motivate action.

The concept can was

considered to refer to ability, strength, skill, or
capacity to do something.

Skill was considered to

include a range of mental, physical, and attitudinal
factors with self-confidence being a major attitudinal
skill.
factors:

Ability was thought to include two important
intelligence and knowledge.
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Even if individuals have �nd know they have the
ability to carry out the tasks, the concept of will was
considered to refer to "Do they intend to do it?
expend the necessary effort?"

Will they

Intention or purposeful

behavior along with exertion and how much effort the person
is required to expend were seen as major determinants of
"Will the individual change health behaviors?"
Alderman (1980) considered other motivational concepts
such as Rotter's Internal Locus of Control and DeCharm's
Personal Causation to be highly influential in affecting
can and will.

From the prospective of locus of control,

Alderman concluded that the more an individual perceives
himself as an active determiner of his own fate, the more
likely he is to take purposeful action toward behavior
change.

Concomitantly, the more an individual feels as if

he is the origin or cause of his own behavior, the more
likely behavior change will occur.
Alderman (1980), in relating the concepts of� and
will to educational intervention, states that if the health
education/provider assesses that a person "can" not, then
the educational effort should be directed toward providing
health promotion information which will enhance the
individual's abilities and skills.

If the assessment is

that a person "will" not, then the educational effort
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should employ motivational intervention directed toward
personal control.
The author concludes that health educators/providers
should be facilitators of self-responsibility for the
promotion of positive health behaviors.

However, to be

effective they must have both understanding of motivational
factors at play (the interaction of can and will) and the
necessary skills to implement motivational training.
Additional research in these areas was suggested.
Eberst (1984) presents another educational
intervention appropriate for adolescents in a new
conceptual model· of holistic health.

To represent more

fully all of the dimensions that comprise human health
Eberst proposes that vocational health be added to the five
already generally accepted dimensions.

The six dimensions

are physical, emotional, mental, social, spiritual, and
vocational.

There is constant interaction between and

within these dimensions to achieve a synergistic balance
between the components.

Eberst (1984) produced a new

"Health Cube" using the popular well known puzzle cube the
Rubik's Cube™.

Total wellness, states Eberst (1984),

would be represented when all six dimensions are in the

same color and position.

Deviations from total wellness

can be easily demonstrated to school age children and
adults alike to understand that health is a quality
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composed of at least six separate but synergistically
related components (Eberst, 1984).
Related Studies
Effectiveness of progressive relaxation was first
investigated by measuring the amount of electric activity
produced in the muscle fibers resulting in total relaxation
(Jacobson, 1974).

When measured with sensitive

electromyographic instruments, major muscle groups have
been found to achieve a zero firing threshold or total
muscle relaxation (Benson & Klipper, 1975).
Stress reduction, as measured by changes in skin
temperature response using progressive relaxation
techniques, has been reported (Boudewyns, 1976; Keefe,
1975).

Sedative, music's effects on anxiety, and stress

reduction have also been researched and found to have a
positive effect on galvanic skin response (Peretti
Swenson, 1974); heart rate (Landreth

&

&

Landreth, 1974); and

pulse rate, blood pressure, and respiration rate (Webster,
1973.
Stoudenmire (1975) conducted research on the effects
of music and muscle relaxation training on state and trait
anxiety.

Both techniques were found to be equally

effective in reducing state anxiety.

Kibler and Rider

(1983) reported an investigation of the effects of music,
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progressive muscle relaxation, and a combination of music
and progressive muscle relaxation as gauged by finger
temperature response, measured before and after the
No significant differences were found between

treatment.

the three groups.

However, significant increases in skin

temperature were found in all groups.

The combined

treatment appeared to have an increased relaxing effect
(Kibler

&

Rider, 1983).

Danton, May, and Lynn (1984) report on an
investigation of the use of nitrous oxide in progressive
muscle relaxation training.

The relaxation-only procedure

was found ta be superior to the combined treatments or
nitrous oxide procedures.

Nitrous oxide procedures were

found to be most effective in subjects that were more
relaxed initially.
Adolescent Depression
Historical Overview
Depression is as old as man.

Throughout man's

history, the world's literature has depicted depression as
an intense, widespread condition that is a universal
experience.

Job, who lived during biblical times, is

recorded in the Book of Job as experiencing
psychopathological depression (Mendels, 1970) •.
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European investigators, as early as 1946, defined
depression in children and adolescents as anaclytic
depression (Spitz & Wolf, 1946).

In the United States,

however, the subject remained highly controversial until
the 1970s (Toolan, 1981).
States

Foremost analysts in the United

contended that children do not have sufficiently

well-developed superegos to experience depression (Rochlin,
1959).

Even though the earlier works of Despert (1952),

Campbell (1955), Engel and Reichsman (1956), Bowlby (1960),
and Tollan (1962)·described childhood and adolescent
depression as an affective disorder, it was not until 1980
that the Diagnostic and Statistical Manual III listed this
as a diagnostic category.
General Information
The emotions of sadness and grief are an intrinsic
part of the human experience.

However, it is when these

emotions become intense, overwhelming, and evidence
negative behavior changes that depression is operant
(Mendels, 1970).
Freud's psychoanalytic theory of depression states
that depression can be understood as aggression turned
inward on self rather than externally directed (Freud,
1949).

According to this theory, external events in the

patient's current life situation are viewed as mere
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precipitants of depression but are not completely ignored.
Use of the psychoanalytic theory directs the nurse to
elucidate the internal, unconscious, dynamic forces which
determine self-destructive acts or behavior within the
broader context of human communication (Hymovick, 1973).
Mullencamp (1981), in a review of literature on
adolescent depression, reports that nursing literature only
minimally addresses the issue of adolescent depression.
However, Mullencamp stated that nurses need to appreciate
the uniqueness of adolescent depression because in no other
age group is depression more exceedingly variable and
present everywhere.

Further, the nurse needs to understand

that adolescent depression is commonly precipitated by a
real or symbolic loss of anything that has meaning to the
adolescent.

Some examples of loss discussed by Mullencamp

(1981) are (1) psychologic loss and separation from
parents, (2) loss of childhood identity and freedom from
responsibility, (3) loss of sexual innocence, and (4) loss
of self-esteem.

It is when these feelings of loss, for

example self-esteem, become depleted too far that
maladaptive behaviors appear (Walters, 1971).
Field (1985) comments that in order to practice a
holistic approach in understanding depression, the nurse
should be aware that there are also nonpsychogenic factors
which can cause depression.

Of the seven nonpsychogenic
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factors identified by Field (1985), those most likely to
affect the physically healthy adolescent are substance
abuse and nutritional deficiencies precipitated by� host
of eating disorders.

Operant also in the depressed

adolescent could be the possible interactive cause-effect
relationship between substance abuse and depression
indicating the cyclic interaction between low self-esteem,
loss, loneliness, substance abuse, and depression.
Blazer (1982) found that ascorbic acid and folic acid
deficiencies associated with abnormal diets, alcoholism,
and pregnancy produce a variety of psychiatric symptoms
including depression.

Iron-zinc, thiamine, protein, and

vitamin B12 deficiencies may also produce depression
(Blazer, 1982).

Masterson (1975) contends that borderline depressed
adolescents react to an inner core of overwhelming
depression that must be penetrated before significant
changes can be made.

Toolan (1981) stresses that "all

depression in children and adolescents should be taken
seriously until proven otherwise'' (p. 313).

He also states

that follow-up of a depressed child or adolescent is
imperative.

From his follow-up of some of these children

into adulthood, he found that many remain depressed
throughout life.

It is in an atmosphere of acceptance the

61
adolescent can gain enough ego strength to facilitate
growth and change effectively (Mullencamp, 1981 ).
Schowalter and Anyan (1979) have stated that "it is
the domination of the adolescent by the depressive feeling
rather than the occurrence of the feeling that constitutes
illness'' (p. 250).

Mullencamp (1981) equates the

developmental manifestations of depression to Piaget's
stages of concrete operations (7 to 11 years) and formal
operation (11 to 16 years) to show a parallelism between
cognitive and psychosocial maturity and the adolescent's
response to loss and stress.

Operant also during these

stages Qf cognitive development is the fact that the
adolescent is also developing an inner value system and a
sense of moral judgement.

Previously accepted parental

values are being questioned.

Testing of peer values

predominates (Dorin, 1978).
Often these experiences initiate and perpetuate a
sense of inadequacy and imperfection.

Masterson (1968) and

Gallemore and Wilson (1972) imply that the difficulty in
differentiating between the early, middle, and late
adolescent's manifestations of depression and that of
temporary adolescent turmoil may dangerously delay
necessary therapeutic intervention.
Weissman and Klerrnan (1977) raised the question, ''Does
female learned helplessness account for differences seen
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between males and females' self-reported depression
occurring in community samples?"

These authors conclude

that the differences are real and posited premenstrual
tension and/or oral contraceptive use as two possible
causes.

They also suggest that the socialization of young

girls to be less assertive and helpless limits the
development of an adequate response repertoire when under
stress (Weissman & Klerman, 1977).
A basic obstacle to research of nonclinical depression
in adolescents, states Lipsity (1977i has been the
nonavailability of validated measurement instruments.
Predominantly, the ones most frequently used have been the
Beck Depression Inventory (i.e., Nezu et al, 1986) and the
Minnesota Multiphasic Personality Inventory (i.e., Mezzich
& Mezzich, 1979).

However, these tools were validated in a

clinical population.
Related Studies
Studies confirm that adolescent depression manifests
itself differently during early, middle and late
adolescence (Mullencamp, 1981).

Toolan (1973) found that

early adolescents (11-14 years) respond to loss and stress
with anger and hostility toward the lost love object.

This

aggressive behavior enables the adolescent to avoid painful
feelings of powerlessness and helplessness (Toolan, 1973).
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Toolan (1971) found that hostility during mid
adolescence is directed toward the introjects within the
adolescent.

Langdell's (1973) findings indicate that

hostility during mid-adolescence is turned inward as either
a self-reaction to loss of self-esteem or as self
punishment.
The late adolescent (17-19) begins to manifest
hopelessness and despair.

Malmquist (1971) found that

during late adolescence, depression is often more
destructive and produces more suicidal action than in adult
depression.

Lynch's (1976) findings indicate that during

late adolescence the ego ideal confronts the realities and
limitations of adult life, forcing the adolescent to make
some realistic choices.
Rosenstock (1985) reports the findings of a nine year
longitudinal analysis of 900 consecutive adolescents
treated at an adolescent center between 1974 and 1982.
Depression, school problems, family problems, threatening
behavior, run-away behavior, and suicidal ideation were the
most frequent presenting symptoms.

In this center over the

last decade, depression as a presenting symptom increased

from 15.6% for the period between 1972 to 1976 to 29% for
the period of 1980 to 1982.

Suicidal ideation increased

threefold over the same period (3.3% to 10.6%)

During the
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years 1977 to 1979 and 1980 to 1982, depression as a
diagnosis increased almost fourfold (7.6% versus 27.5%).
Gender differences were seen.

Males, ages 13.4 to

15.2, presented with (1) impulsivity, (2) aggressiveness,
withdrawal behavior, (4) stealing, and (5) disruptive
behavior.

A significantly greater number of females

presented with (1) runaway behavior and (2) suicidal
ideation (Rosenstock, 1985).

The author concludes that the

study supports the increasing need for the use of more
primary prevention techniques.
Gibbs (1985) investigated the incidence of depression
in a nonclinical racially and socioeconomically
heterogeneous population of 116 public high school
adolescent females.

Using the Beck Depression Inventory,

the Mooney Problem Check-List and a brief demographic
questionnaire, he found depression to be significantly
related to parental occupation, geographical mobility, and
a number of self-reported problems.

Significant

differences were not obtained for ethnicity or SES, but a
trend was seen toward lower depression scores for Blacks
and Hispanics than for whites and Asians.

Also, lower

scores were seen for subjects with parents in the higher
status occupations than those with parents in lower status
occupations (Gibbs, 1985).
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Similarly, Siegel and Griffin (1984) in a study of 99
adolescents, ages 12 to 18, found that the level of self
reported depressive symptoms was significantly related to
external locus of control, attributional style,
socioeconomic status, and parental marital status.

No

differences were found between the depressed and
nondepressed subsamples in their cognitive ability to
The authors

generate solutions to interpersonal problems.

conclude that depressed adolescents seem to be aware of the
means to alleviate depression but do not utilize these
means.

They further conclude that studies using cognitive

intervention strategies could be helpful with depressed
adolescents (Siegel

&

Griffin, 1984).

Findings from other investigators studying the
interpersonal and intrapersonal problem-solving skills
(Gotlik & Asarnow, 1979; Sacco & Graves, 1984) and social
problem-solving skills (Nezu, Kalmar, Ronan,

&

Clavijo,

1986) of depressed adolescents do not support the findings
of Siegel and Griffin (1984).

Conversely depressed

adolescents in the cited studies were found to have poorer
primary means-ends problem solving skills than nondepressed
subjects.

These findings, stated Nezu et al. (1986),

provide partial support to Abramson, Seligman, and
Teasdale's (1978) reformulated learned-helplessness theory
of depression.
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Brown (1985), in a descriptive study of premenstrual
syndrome and its effects on women between the ages 15 to
48, found that depression was the most frequently
identified symptom which interferred with adequate role
functioning.

Out of the 139 psychological symptoms,

depression was the most predominant.
Teri (1982), using the Beck Depression Inventory with
645 high school students to determine the nature of
adolescent depression, found that 146 students (71 males,
75 females) scored one standard deviation above or below
the mean.

There were significantly more females in the

high depression group and more males in the low depression
group (Teri, 1982).
Toolan (1973) reports that adolescents who are unable
to realize a satisfying degree of excitement and
companionship through more adaptive behaviors may turn to
sex and drugs as a way of combating depression.

Problem

behavior, such as temper tantrums, running away, stealing,
truancy, and other rebellious acts were found to be
actually symptoms of masked depression (Weiner, 1980).
Other research indicates a linkage between health-damaging
behaviors and adolescent depression (Brownwell, 1984;
Toolan, 1981).

Whiting (1976) contends that early warning

signs of adolescent depression can be identified.
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Depression was identified through self-report by all
of the 18 participants, ages 16-23, in a qualitative study
investigating how adolescents and young adults perceived
health and health promotion (Fomby, 1985a).
unexpected finding.

This was an

Four of the participants, all girls,

admitted to feelings of suicidal ideations.

While both

male and female respondents reported feelings of
depression, none of the males reported having suicidal
ideations.

When queried regarding how important personal

values were in determining health behaviors, all
respondents stated that values were very important in
guiding their lives.
Radloff (1977) describes the development of a self
report depression scale for research in the general
population.

The Center for Epidemiologic Studies

Depression Scale (CES-D) was used in two three-year
household surveys sponsored by the CES in Missouri and
Maryland between 1971 and 1973 with over 3800 adults
participating (Comstock & Helsing, 1973).

A Cronbach's

coefficient alpha of .85 was obtained (Radloff, 1977).

Use

of the scale with adolescents, stated Schoenback, Kaplan,
Wagner, Grimson, and Miller (1983), has not been reported
by other investigators.

However, these researchers report

on a study of the use of the CES-D scale in 624 junior high
school students during home interviews.

Validation with
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this adolescent sample yielded an overall .85 Cronbach's
coefficient alpha.

This result is identical to the .85

reported by Radloff (1977) for adults in community surveys.
A score of 16 or above, out of a possible score of 60,
indicates the presence of depressive symptomatology
(Radloff, 1977).

The results of the Schoenback et al.

(1983) study support the feasibility of measuring early
adolescent depressive symptoms by using the CES-D Scale.
Suicide
General Information
Health and Human Services Secretary Margaret Heckler
stated in Health Education Report (1985) that the nation's
climbing suicide rate is deplorable and suggests that it is
linked to the difficulties facing American families.
Further, she states that "the increase in the number of
suicides in the U.S. is a national tragedy and the federal
government has a significant role in developing a strategy
to address the problem" (p. 1 ).
According to Gibbs (1968), self-destructive actions
(behaviors) are described as suicide, threatened suicide,
attempted but unsuccessful suicide, and other diverse forms
of self-destruction.

These diverse forms include persons

who die or suffer from excessive intake of drugs, alcohol,
cigarettes, other toxic agents, or substance abuse, who are
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accident prone, and who blatantly and repeatedly defy
health promotion information.

All the various types of

self-destructive behavior share a similar element even
though there are different degrees (levels).

The element

common to all is that the actor communicates either
verbally or through his behavior the willingness to risk
severance of quantity and quality of life (Gibbs, 1968).
Persistent adolescent depression can lead to suicide
or suicide attempts (Atwater, 198�).

Often suicides are

precipitated by an event of sudden loss of a meaningful
relationship with a significant other.

Toolan (1981)

points out that suicide frequently occurs in the older
adolescent or college student--often the brilliant and most
capable.

However, Friedman and Corn (1985) report a

follow-up five years after ·a young boy at age seven
attempted suicide as a consequence of depression, focal
stress, family discord, and individual dynamics.

The

follow-up indicated that the client at age 12½ had not made
another suicidal attempt but had been psychiatrically
hospitalized on two occasions because of primary affective
disorder.
Wenz (1979) states that depression and suicide occur
when life becomes meaningless for the adolescent.

Factors

contributing to adolescent suicide include inability to
cope, parental indifference and rejection, feelings of
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inferiority, and anxiety associated with puberty,
personality disorders, and sexual experimentation.

The

danger signs for the suicidal adolescent are sudden
personality changes, academic failure, severe depression,
threats of suicide, and inadequate peer-parent
relationships (McAnarney, 1979).
Related Studies
Research has shown that there are relationships among
adolescent depression, suicide, family (Wenz, 1979),
religious (McAnarney, 1979), and educational (Sacco
Graves, 1984) stressors.

&

Parent-child difficulties leading

to the loss of love and approval from parents are related
to adolescent suicide (Wenz, 1979).

Quartana (1970)

comments that parental deprivation, especially that of the
father, during adolescence potentiates adolescent suicide.
McAnarney (1979) reports that there is a negative
relationship between adolescent suicide rate and the
closeness of the family unit, 44% to 46% of teenagers
attempting suicide were found to be from broken homes.
Formal religious practice of the family also negatively
correlated with adolescent suicide (McAnarney, 1979).
Family life is the focal point of emotional health, and
disruption of family life is related to adolescent
depression.

71
The problem of adolescent suicides is not limited to
the United States.

Reed, Camus, and Last (1985) report an

analysis of suicide mortality in Canada by birth cohorts.
A sharp increase in the number of suicides was seen in the
most recently born cohorts which became higher at all ages
in each successive generation of birth.

It was concluded

that the increase in suicide rates especially among
adolescent boys and young men requires answers to pertinent
questions such as "What is the relationship, if any, to
educational achievement?" or "What is the relationship to
health-damaging behavior, for example, use of alcohol and
drugs? (p. 47)."
Academic Achievement
Historical Overview
Expressions of dissatisfaction are presently being
leveled at institutions ranging from Congress to the family
to the public schools.
exists in society.
society.

Severe economic and social crises

Crisis also exists with the youth in

Adolescents are harming themselves in increasing

numbers with a 71% increase in suicide rate of adolescents
since the 1950s (Galbo, 1983).

The back-to-basics movement

(Hunkins, 1984) and the extreme reliance on achievement
tests to determine a school's success are examples of
overreaction to criticism.

High schools are dealing with
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the adolescent segment of society which may be the most
Schools are scapegoats for difficulties which

troubled.

should not be attributed to any single group or person.
Harmon (1969) questions whether operative values which led
to the present state of technological and industrial
development will assist in alleviating problems created by
that development.

In an industrialized society, what will

be the result of a continuation and expansion of present
technological values and growth patterns?

To choose the

best possible alternative, one must look at the effects of
technology.

The high school grew out of an attempt to meet

the needs of an increasingly specialized technology.
Public high schools evolved in the early 1900s which was
the same period during which adolescence as a developmental
stage was identified (Galbo, 1983).

The Lancastrian system

of education was abolished, and a more efficient model
adopted.

To teach separate classes in smaller groups of

students in high school and to age-grade younger youths was
considered to be educationally sounder and more economical
than the previous system.

Efficiency management and

business became the model for education (Galbo, 1983).
Recent trends have evidenced a shift to the other extreme
where special programs for every need and electives are
abundantly provided.

The results of this movement have

been confusion and many complex problems (Goodland, 1979).
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General Information
Existential philosophy has been viewed as an effort to
add perspective to the complex and deep-seated problems
facing the high school (Galbo, 1983).

Existential

philosophy encompasses the notion that the individual gives
meaning to personal existence.

Meaning is found through

personal choice rather than the precepts of religious or
social dogma.

Existentialism is an awareness of one's life

situation and an increasing awareness of the influences
upon that life.

Central to the position of existentialism

is the way an individual may come to terms with the
creation of personal meaning, self-scrutiny, and personal
choice (Galbo, 1983).

The individual accepts

responsibility for those choices and acts accordingly
(Galbo, 1983; Harmon, 1969).
Fiske and Taylor (1984) observe that an adequate
educational theory must demonstrate consistency between
values, beliefs, and behavior.

This consistency is

translated to mean what are the ethical positions about the
purposes of education, beliefs about the causes of academic
success and personal goals (behavior) in the classroom
(Nicholls, Patashnick, & Nolen, 1986).

When this

consistency is disrupted, adjustments must be made by
either adapting to the change or preventing it from
materializing (Hunkins, 1984).

The inability to adapt or
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prevent inconsistencies from occurring lowers self-esteem,
resulting in depressive symptoms and deficits in academic
achievement.

Sacco and Graves (1984) pose two critical

questions regarding causal sequence which have both
theoretical and practical importance.

Do deficits in

academic performance lead to lowering of self-esteem and
then depression?

Or does depression due to factors

external to the school environment (e.g., parental divorce)
affect deficits in academic performance?

The authors

conclude that other causal paths may be operant (Sacco &
Graves, 1984).
Gold (1978) maintains that deficits in school
performance lead to disruptive behavior such as using
drugs, smoking, and truancy as ways of coping with low
self-esteem.

Bandura (1978), a social learning theorist,

argues persuasively for an interactionist process of
"reciprocal determinism" in which "behavior, internal
personal factors, and environmental influences all operate
as interlocking determinants of each other" (p. 346) in all
aspects of psychological functioning.

Bandura and Perloff

(1967) provide empirically sound evidence of the
effectiveness of self-regulatory behavior in achievement.
Schloss (1982) contends that constant academic failure
can lead to feelings of helplessness and subsequent
depressive symptoms.

Conversely, a negative self-image and
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subsequent depressive reactions may result if classroom
work is excessively too easy.

Efforts should be made to

encourage youth to identify personal perceptions verbally
between individual behavior, classroom activities, and
academic outcomes (Schloss, 1982).
Educational stressors due to the inability to achieve
lead to adolescent depression (Wenz, 1979).

School failure

leads to feelings of resentment and unworthiness. - Personal
defeat is seen as a defect of the self leading to negative
self-concepts.

School failure was included as a life

problem leading to suicide (McAnarney, 1979; Quartana,
1970; Wenz, 1979).

Pressures exerted by parents, teachers,

and sometimes by adolescents upon themselves often result
in academic underachievement.

Atwater (1983) uses the term

underachiever to describe the gifted as well as the below
average student whose academic achievement falls below his
or her academic potential.
Havighurst (1966) found that some potentially bright

but uncommitted adolescents, upon entry into junior or

senior high school, fall below their academic potential.
One reason given is a reluctance to commit to a difficult
and uncertain future.

DeLeon's (1970) study indicated that

underachievers tend to have low self-esteem, difficulty

with family and peer relationships and a greater number of

adjust ment problems.
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Vars and Applegate (1983) commented that considerate
attention to the personal-social needs (values) of youth is
necessary to counteract the overemphasis of societally and
educationally imposed needs (values).
In an attempt to discern other factors which can
assist in determining the relationship between depression
and academic achievement, a question is raised.

What

effect, if any, does the Texas H.B. 72 eligibility rule,
better known as the "no pass--no play" rule, which became
effective January 1, 1985, have on academic achievement?

A

recent news article (Denton Record-Chronicle, 1986) reports
that in the six grading periods since the rule, little
change has been seen in the percentage of students failing
one or more classes.
even increased.

In some cases, this percentage has

Owens, Hawkins, and Honea (1986) define

the H.B. 72 rule as requiring that any student receiving
one failing grade is prohibited from participating in
extracurricular activities for the next six-week grading
period.

Extracurricular activities include athletics, band

and drill team membership, drum and bugle corps membership,
cheerleaders, and student council, as well as academic
events such as science fair, Latin, or Spanish
competitions, or University Interscholastic League
competition in math or English.

Supporters of the rule

contend that more time is needed to determine how the rule
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Critics say it is not

has affected individual students.

working (Denton Record-Chronicle, 1986).
Related Studies
Sacco and Graves (1984) report the findings of an
investigation of the relationship between depression,
interpersonal problem-solving and teacher and self
evaluated academic achievement.

It was found that youths

who had higher depressive symptoms also were lower in
academic and interpersonal functioning.
In an investigation by Strauss, Forehand, Frame, and
Smith (1984), youths with high depression scores were rated
by teachers as low academically and by peers as not so
smart.

A study of Black adolescents found that those

adolescents who attributed personal control factors and
greater personal responsibility had higher performance
outcomes (Sewell, Chandler,

&

Smith, 1983).

The authors

conclude that these findings highlight the need for
exploration of affective variables, self-determined
standards and self-responsible for success in academic
achievement of Black adolescents.
Applegate (1981) studied school life in secondary
schools from a student's perspective.

Factor analysis of

the student's writings about school problems revealed six
factors related to students' needs.

Needs identified were
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need for teacher support, school success, ethical behavior,
independence, social acceptance, and shared perceptions.
Owens, Hawkins, and Honea (1986) studied the probable
effects of H.B. 72 and commented that "the results of the
H.B. 72 strict eligibility rule will be detrimental" (p.
15).

This study reviewed the failure rates of 1,881

students attending a secondary school in Texas.

Findings

indicated that students involved in extracurricular
activities failed 7.6% of the courses taken while those not
participating failed 15.5% (E.

=

.01).

Athletes were found

to have a lower failure rate than nonathletes (E.

=

.OS).

The authors concluded that it is the uninvolved who need
proper motivation in academics, not the involved.
Summary
"Healthy Youth, Our Best Resource," the World Health
Organization's slogan used in designating 1985 as the
International Year of the Youth, clearly summarizes a world
view of youth.

While the death rate of youth between the

ages of 15 and 24 in the United States decreased
significantly in 1985, there still remain a number of
prominent threats to adolescent health.

Research has

indicated that the health problems identified by youth do
not indicate a concern about accidents, suicides or
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homicides--the three leading causes of deaths in the age
group 15 to 24.
The national goal of reducing the per capita death
rate of youth by 1990 can be reached if youth can and
will take self-responsibility in making healthier
choices.

These choices conceivably are strongly

influenced by personal values which function as
intrinsic motivators.

Studies have demonstrated the

efficacy of strategies aimed at producing behavior
change through self-confrontation and values
clarification approaches.

Other strategies have been

used to effect healthy behavior change.

Some examples

reported are relaxation exercises, a new conceptual
model for health, and the use of motivational techniques
which employ the concepts can and will.
Depression is as old as man.

Historical recordings

report the existence of depression in ancient and
biblical eras.

The subject of adolescent depression,

however, was highly controversial until the 1970s.
Since that time there has been increasing concern
regarding how adolescents experience, express and
resolve masked feelings of depression.

Depression in

the adolescent is all too often demonstrated in self
damaging and self-destructive health behaviors.
Suicide, the third leading cause of death in the age
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group 15 to 24, and suicidal attempts are precipitated
by stressors which exceed the adolescent's ability to
adapt.

These and other maladaptive responses have been

reported to occur as early as age 7.
Educational stressors have been reported as major
contributors to adolescent depression.

Responses to

pressures from society for improved curriculum and
teachers, a movement of back-to-basics, and the adoption
of an existential philosophy have prompted schools to
increase �ather than lessen educational stressors.
These events have precipitated two circular questions.
Do educational stressors lead to lowered academic
achievement which leads to depression?

Or does

depression decrease the adolescent's response level to
educational stressors, thus resulting in lowered
academic achievement?

Research has been conducted to

provide empirical data to these questions, however,
further research is needed.
Research investigators have indicated a
relationship between health behaviors and self-reported
depression.

Studies have also found relationships

between health behaviors and self-reported depression.
A relationship between depression and poor school
performance has also been indicated.

Health behaviors,

stress, and personal values have been found to be
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related.

The cited investigations formed the bases for

identifying the research variables of the study.

A

mapping of the research variables shows that stress,
depression, personal values, and academic underachievement
are all related to health behaviors.

CHAPTER 3
PROCEDURE FOR COLLECTION AND TREATMENT OF DATA
This investigation used the Solomon four-group
experimental design as suggested by Ca�pbell and Stanley
(1963).

The advantages of this design are that it controls

for the eight threats to internal validity, interaction of
testing and treatment, and allows for random selection and
random assignment.

Also, generalizability is increa�ed.

A randomized blocks design as suggested by Dayton
(1970) was utilized.

The blocking variables were sex,·

grade averages, and age.

Blocking variables were appended

to the basic design in order to increase the homogeneity of
the experimental subjects.
Setting
The setting was urban public junior and senior high
schools located in a southwestern "college" town with a
population of 60,000 located near a large metroplex area.
Within this town, academic and professional workers
predominated.
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Population and Sample
The population from which the sample was drawn
consisted of 259 adolescent males and females, ages 12 to
19, who were enrolled in five intact seventh through ninth
grade classes and seven intact tenth through twelfth grade
classes.

Participants came from varied socioeconomic

levels and ethnic backgrounds.

Although the socioeconomic

composition of the subjects in this study was not directly
assessed, school officials reported that the school
population came from families ranging from upper to lower
income levels.

At least 13% of the student population

meets the lower financial criterion for participation in
the school lunch subsidy program.

A 1986 survey of the

student population indicated that 96% live with both
natural parents, 2% with a single parent, and 2% with mixed
parents.

The ethnic composition was comprised of American

Indian/Alaskan (33%), Asian/Pacific Islander (1.14%), Black
(not Hispanic) (10.44%), Hispanic (8.35%), and white (not
Hispanic) (79.74%).
The criteria used for sample selection were as
follows:
1.

Must be currently attending public junior or

senior high school,
2.

Must have no history of suicidal attempts,
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3.

Must score 16 or above on the Center for

Epidemiologic Studies of Depression Scale, and
4.

Must have a previous six weeks' grade average.

The sample consisted of randomly selected students who met
the specified sampling criteria, consented in writing, and
,,

received parental signed consent to participate.
Protection of Human Subjects

Prior to implementation of the study, all prospective
subje�ts and their parents received in writing a
description of the investigation including the purpose and
nature, benefits, discomforts, and risks involved.
Included also was the explicit understanding that at any
time the subject could withdraw from participation.

No

names were to be used, only an identification number.
Both

Strict confidentiality was maintained at all times.

the signed consent of the student and of the parent or
guardian were obtained before participation was confirmed
(Appendix B).
Instruments
Measurement of Depressive Symptoms
The instrument used in this investigation to measure
depressive symptoms in adolescents was the Center for
Epidemiologic Studies of Depression Scale (CES-D).

The

85
CES-D, a 20-item self-report symptom rating scale designed
to measure depressive mood in the community, was developed
by the Center for Epidemiological Studies, National
Institute of Mental Health.

Content validity was

established by selecting several items from other
previously validated self-report depression inventories.
The items selected are considered a representative sample
of major components of depressive symptomatology (Rehm,
1981).

The scores on the CES-D in an adult community

sample were found to have a correlation of .90 with scores
on the Zung (1965) self-rating for depression scale and a
.81 with the Beck Depression Inventory (Myers
1980).

&

Weissman,

Discriminant validity was demonstrated by the low

correlation of CES-D with sqciodemographic variables
(Weissman, et al., 1977) (Appendix C).
Rehm (1981) reported a fair amount of evidence of
reliability in studies using nonclinical and clinical
samples.
reported.

An internal consistency reliability of .70 is
However, test-retest correlations of up to eight

weeks is about .57 and tapering off to .32 for a one year
test-retest reliability.

Out of a possible 60 total

points, a score of 16 or higher on the CES-D is interpreted
as indicative of high depressive symptoms.

This cutpoint

corresponds to the eightieth percentile of scores in
community samples (Comstock, 1976).
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Validation with an adolescent sample of 624 yielded an
overall .85 on Cronbach's coefficient alpha.

This result

is identical to the .85 reported for adults in community
surveys (Schoenback, Kaplan, Wagner, Grimson,

&

Miller,

1983).
Measurement of Personal Values
The instrument used to measure the adolescent's
personal values hierarchy was developed by this
investigator.

The Fomby Health/Health Promotion Values

Scale (FHHPVS) had been previously pilot tested and
validated with adolescents between the ages of 13 and 15
(Fomby, 1985a}.

A forced choice ranking is required of 12

possible value rankings (Appendix D).

Item selection was

derived from research by Simmons (1977), Rokeach's Value
Scale (1969), and a Health Values Scales by Wallston and
Wallston (1978).

The test-retest reliability was .77 for

the ranking scale and .83 for the rating scale.
alpha on the rating scale was .72.

Cronbach's

Content, construct, and

criterion related validity were established and are
reported under pilot study.

Values receiving a ranking of

1 to 4 are rated high priority; 5 to 8, medium priority;
and 9 to 12, low priority.

These are used to develop a

personal or group values profile (Appendix E).

Construct

validity was established by factor analysis using the six
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weeks pretest and posttest scores of the respondents in
this research.

These findings are reported in Chapter 4.

Measurement of Relaxation
A generalized work sheet, designed for Relaxation
Self-Assessment and developed for inclusion in one of a
series of six short workbooks on health and self-care, was
used to measure adolescent's relaxation scores (Costell &
Jasmin, 1980).

No reliability or validity is reported on

this.self-scored 10-item worksheet.

Three ranges of scores

(10 to 19, low; 20 to 29, medium; and 30 to 40, high) are
provided from which the respondent must answer four
questions regarding making decisions about needed change
and willingness to begin self-improvements (Appendix F).
Validity and test-retest reliability were established using
the six weeks pretest and posttest scores of respondents.
Correlation coefficient for pretest was r
posttest r

=

.68.

=

.72 and

Factor analysis using an Oblimin and

Varimax rotation was performed.

These findings are

reported in Chapter 4.
Data Collection
The study was conducted in two parts.

In Part I, all

students in five intact junior high and seven senior high
level randomly selected classes were given a written
description of the project upon which they signed and
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obtained parental consent to participate in the study
(Appendix B).

The four pretest measures were administered

only to those students within a class who had obtained
parental consent.

The experimenter introduced herself as a

nurse and a doctoral student who was interested in learning
how teenagers feel about themselves currently and how they
see their unique set of personal values.

Students were

told that they were participating in Part I of a two part
health project.

Also, assurance was given that there were

no right or wrong answers to the questions and that no
school grades would be given.

Finally, the subjects were

informed that no names would be used, only school
identification numbers.

The measurement tools were

introduced and self-administered in this order:

Fomby

Health/Health Promotion Values Scale, Fomby Health/Health
Promotion Values Profile, Center for Epidemiologic Studies
of Depression Scale, and Relaxation Self-Assessment.
After completing the four measures, subjects were
requested to keep the FHHP Values Profile of the "Health
Project" which would be used should they be randomly
selected to participate in Part II.

Also the students were

encouraged to use the Values Profile for their personal
self-examination and/or sharing with peers or family
members.
12.

For a description of Part II, see steps 7 through
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This investigation used the following steps for
collecting data:
Part I
1.

Requested and obtained written approval from the
administrative branch of the local school district to
conduct the study;

2.

Met with principals of the two schools involved who
randomly selected classes to be pretested, notified
the teachers concerned, and arranged dates;

3.

Obtained signed consent forms from both student and
parents or guardian according to Texas Woman's
University Human Subjects Committee and cooperating
agencies' policies;

4.

Pretested five seventh through ninth grade junior high
school intact classes using the Fomby Health/Health
Promotion Values Scale, the Relaxation Self
Assessment, and the Center for Epidemiologic Studies
of Depression Scale (CES-D) for the age group 12
through 15 years;

5.

Obtained the grade averages (GAs) of the pretested
students for the six weeks academic period immediately
preceding the pretest (key punched scores and GAs into
computer);

6.

Selected a minimum of 18 students who scored 16 or
higher on the CES-D and had GAs < 85 (a GA of 85 was
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used as a cut-off point to obtain a representative
sample of depressed students); selected 18 students
who scored 16 or higher on the CES-D and had GAs > 85;
Part II
7.

Randomly assigned 9 subjects with CES-D � 16 and GA <
85 to the treatment 1 group W, 9 subjects with CES-D �
16 and GA > 85 to treatment 1 group X, 9 subjects with
CES-D > 16 and GA < 85 to treatment 2 group Y, 9
subjects with CES-D > 16 and GA > 85 to treatment 2
groups Z, with an equal distribution of males and
females in all groups;

8.

Played popular relaxing music (selected by the
subjects) to all groups, then conducted relaxation
exercise classes for both the two treatm�nt 1 (Groups
W and X) and treatment 2 (Groups Y and Z), one session
per week per group for four weeks for 20 minutes using
tapes from the Relaxation and Stress Management
Program (Charlesworth, 1981);

9.

Provided values therapy (Appendix G) for treatment 1
groups (W and X) for 25 minutes in addition to 20
minutes of relaxation exercises;

10.

Posttested all groups using the CES-D, Fomby
Health/Health Promotion Values Scale, and Relaxation
Self-Assessment;
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11.

Posttested all students in the previously tested
classes but not included in either groups
Z;

12.

w,

X, Y, or

Debriefed the participants and solicited a verbal
evaluation; also, gave subjects a self-addressed
stamped envelope requesting them to write how the
skills learned had been put into practice and return.

These steps are summarized in Figure 5.

Seven intact tenth

through twelfth grade classes were pretested the same as
Step 4.

Steps 5 through 12 were repeated for this group,

ages 16 through 19.

Reports were given to school

administrators for immediate follow-up of students whose
CES-D change score between pretest and posttest differed by
a positive 8 or higher.
Pilot Studies
Pilot Study I:

Development of a Personal Values Scale

A pilot study was conducted with 73 seventh grade
males and females, ages 12-15, to determine the validity
and reliability of a newly constructed personal values
measurement scale entitled the Fomby Health/Health
Promotion Values Scale (FHHPVS).

The items (values)

selected for this tool were based on research (Simmons,
1977), Rokeach's Value Survey (1967), and Wallston and
Wallston's (1978) Health Value Scale.

Values selected were
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stimulated by an attempt to measure what values that money
cannot buy are considered important in an adolescent's
life.
On the FHHPVS, 12 values are listed, and the
respondent is instructed to rank the values from 1
important" to 12

=

"least important."

scale using a Likert scale of 1

=

=

"most

An intensity rating

"not at all" to 4 = "very

much so" is then rated to indicate how strongly the
respondent feels about the ran� assigned to each value.
Critiques of previously developed values scales indicated
that provisions were not made for an individual to indicate
the intensity to which each value is held (Bures, 1978).
The FHHPVS addresses this limitation.
Content validity was established by submitting the new
scale for critique to a pan�l consisting of nine doctoral
nursing students, one adolescent nurse specialist, two
adolescent psychologists, one school health educator, one
statistician, and one computer specialist.

Also content

validity was established by having 44 seventh grade males
and females, ages 13 to 15, complete the first draft of the
scale to establish time required to complete, readability,
and appropriate vocabulary.

This group consisted of both

high and low achievers.
Criterion-related validity and test-retest reliability
were established by having another group of 29 males and
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females, ages 12 to 14, complete the revised FHHPVS which
had the Health Values Scale (Wallston
printed on the back of the page.

&

Wallston, 1978)

Respondents completed

both scales at time one testing period and also time two.
Findings realized from the above activities were
1.

The scale was evaluated by the panel to be
representative of the domain of adolescent values,

2.

Time required for completion ranged between 15 and
20 minutes, and

3.

Instructions and vocabulary needed to be changed.

After the suggested changes were made, the findings were
that the test-retest reliability correlations of ranking by
adolescents on the Fomby Health/Health Promotion Value
Scale ranged between r

=

0.77 and 0.29.

the correlations obtained.

Table 1 presents

Nine of the correlations were

significant at�< .01; two correlations were significant
at�< .OS, and one correlation was not significant.

The

highest correlation between time-one and time-two was
obtained for the value health (r = 0.77, � = .000).

The

lowest correlation was obtained for the value self
controlled (r

=

.29, � = .060).

When these computed correlations of the Fomby value
scale were compared to those of values common to the
Rokeach Value Survey, there were similarities and
differences found.

Four of the correlations, self-respect
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Table 1
Test-Retest Reliability Correla tions of Ranking by Adolescents on the Fomby
Health/Health Pr01D0tion Value Scale Compared to Roke a ch Value Survey
Time 2
Health

01

Self-respect

02

True friendship

03

Hea lth prCIIIOtion

04

Nature love

OS

Freed0111

06

Independent

07

Happiness

08

Social
recognition

09

Helpful

10

Responsible

11

Self-controlled

12

02
01
03
0.11 a
p-.000
o.,,a
p-.000
(.SB)

04

Time 1

07

06

OS

08

10

09

12

11

0.13a
p-.001
(.59)
0.66a
p-.000
o.6sa
p-.ooo
(.68)

0.62a

p-.000

(.61)

0.61a
p-.000
(.60)
0.55a
p-.001
(.62)
o.s3a
p-.002
( .65)

0.36b
p-.0 30
(.66)
0. 32 b
p-.045
(.45)

0.29b
p-.060
(.52)

8Significant at p < .01 (9).

bsignificant at p < .OS (2).

) • Rokeach's correlations.

96
(.74), true friendship (.73), independent (.61), and
freedom (.62), were found to have higher correlations on
the Fomby scale than correlations obtained for the Rokeach
Value Survey of .58, .59, .61, and .60, respectively.

Six

correlations on the Fomby scale were found to be lower than
on the Rokeach survey.

These differences ranged from .01

to .30.
Test-retest reliability correlations of rankings of
the 29 students tested with the Wallston and Wallston
Health Value Scale indicated five values, social
recognition (.71), exciting life (.57), health (.54),
freedom (.52), and happiness (.51), have a significance
level of E < .01.

Four values, comfortable life (.37),

self-respect (.37), pleasure (.36), and sense of
accomplishment (.35), had coefficients at a significance
level of p < .05.

One value, inner harmony (.31), had a

coefficient at a significance level of E > .05.

These

correlations are presented in Table 2.
Test-retest correlations of the rating scales for the
Fomby value scale ranged from .83 (mature love) to -.01
(responsible).

Table 3 shows both the correlations and the

significant levels for each of the 12 values contained on
the Fomby scale.
Test-retest correlations of the rating scales for the
Wallston and Wallston value scale ranged from .61
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Table 2
Teat-Reteat Correlation■ of Ranking■ by Adolescents on the

Wallaton and Wallaton Health Value■ Scale

Time 2

01

Social
recognition

01

Exciting life

07

Health

03

Freedom

04

Happineas

05

Ccmfortable life

06

Self-respect

07

Plea aure

OB

0.11a
p-.001
(.65)

02

0.51a
p-.001
(.73)

03

Time 1

05

04

0.54a
p-.001

07

06

08

09

10

o.s2•

p-.002

(.61)

0.51 a

p-.002
(.62)

.37 b

p-.025

(.70)

0.37b
p-.026
(.SB)

0.36b
p-.027
( .65)

Senae of
accomplishment

09

Inner harmony

10

6significant at p < .01 (5 values). bsignificant at p <
(
) • Rokeach's correlations.

o.Jsb
p-.030
(.51)
0.31
p-.052
(.65)

.os

(4 values).

02
03
04

Self-controlled

True friendship

Freedom

06
07
08
09
10
11

12

Health

Social
recognition

Independent

Health promotion

Self-respect

Happiness

Responsible

Helpful

01

Mature love

Time 2
02

.71
p=.ooo

.83
p=.000

01
04

.61
p=.000

.69
p=.000

03

.53
p=.004

05

.48
p=.005

08
09

.38
p=.024

.39
p=.017

.45
p=.007

Time 1
06
07

.34
p=.036

10

Test-Retest Correlations of Rating Scale by Adolescents on the Fomby
Health/Health Promotion Value Scale

Table 3

12

-.01
p=.483

.26
p-.091

11
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(comfortable life) to .09 (sense of accomplishment).

Table

4 shows the correlations and significance levels for each
of the 10 values contained on the Wallston and Wallston
scale.
Interrater reliability correlations were obtained by
computing the Kendall Coefficient Correlation of
Concordance,

w.

Significance levels of the computed W's

(.1462 and .1454) were determined by computing the F ratios
and determining the significance levels (as suggested by
Kerlinger, 1973), and by computing x2 values (as suggested
by Siegel, 1956).

The significance levels of the computed

W's for the Fomby rankings and rating scales were found to
be F = 4.99, � < .005 using the

E ratio and x2 = 46.65, �

< .001 using the x2 distribution.
The computed Kendall W for the Wallston and Wallston
rankings and rating scales was found to have a
and

2.68,

22 .79,

F

=

� < .005 and� < .01, respectively, and x2

£ < .007 for the x2 distributions.

4.803
=

A Cronbach alpha

of .72 to .68 was obtained for the Fomby scale and .67 for
the Wallston and Wallston scale.
Shown in Table 5 is a comparison of group composite
profiles of rankings selected by the groups of adolescents:
Group II, Group I, both subgroups of Group I, and Simmons'
(1977) group reported in the literature.

From Table 5, it

can be seen that relatively good agreement has occurred

01
02
03
04
05
06
07
08
09

10

Comfortable life

Happiness

Social
recognition

Exciting life

Self-respect

Inner harmony

Health

Freedom

Pleasure

Sense of
accomplishment

Time 2
02

.56
p=.017

.61
p=.000

01
04

Time 1
06
05
07

.39
p = .017

.51
p=.002
.48
p=.004
.46
p = .006

.51
p = .002

03
09
10

.09
p=.329

.37
p=.025

.38
p=.022

08

Test-Retest Correlations of Rating Scale by Adolescents on the
Wallston and Wallston Health Values Scale

Table 4

-

00

6. Self-respect
7. Independent

8. Mature love
9. Health promotion

6. Health promotion
7. Responsible
8. Mature love
9. Self-respect

6. Helpful

7. Mature love

8. Responsible

9. Independent

11. Helpful
12. Self-controlled

11. Social
recognition
12. Independent

11. Health promotion

12. Self-controlled

10. Social
recognition

s.

5. Responsible

5. True friendship

5. Self-respect

10. Self-controlled

4. Self-controlled

4. Freedom

4. Freedom

4. Freedom

10. Social
recognition

3. True Friendship

3. True friendship

3. Happiness

3. True friendship

Independent

2. Helpful

2. Health

2. Helpful

1. Happiness

2. Health

1. Happiness

Simmons' 1977 group
Ages 12-16
N = 500

1. Health

Low achievers
N = 21

Group II
Ages 12-14
N = 29

1. Happiness

High achievers
N = 23

Group I, Ages 13-15

Comparison of Group Composite Profiles of Values Rankings by Adolescents

Table 5

...,
...,

0
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between the four groups.

All of the adolescents agreed

that freedom was their number 4 choice.

Three groups

agreed that happiness was their number 1 choice and,
therefore, the most important value, with the remaining one
group of low achievers assigning happiness as their number
3 choice.

Three groups agreed that true friendship was

their number 3 rank while one group, the low achievers,
assigned this value a number 5 rank.
Agreement was also seen between at least two groups
who selected health as rank 2, helpful as rank 1, mature
love as rank 8, social recognition as rank 10, and self
controlled as rank 12.

In only five out of the 12 rank

positions were nonagreements seen (positions 5, 6, 7, 9,
and 11) with the variations including from 2 to 4 rank span
positions.
Health was consistently ranked as number 1 and number
2 for Group I and Group II.

However, inconsistency was

seen in the ranking assigned to the value of health
promotion.

Factor analysis was not computed in this pilot

study.
Pilot Study II
A pilot study was conducted to test the interventions
values therapy and relaxation exercises.

The subjects were
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13 secondary school students:

seven females ages 15 to 18

and six males ages 16 to 18.
After a brief discussion in which the purpose of the
pilot study was explained, subjects completed the Center
for Epidemiologic Studies of Depression Scale (CES-D), the
Relaxation Self-Assessment Scale, the Fomby Health/Health
Promotion Values Scale (FHHPVS), and the Values Profile
Form, respectively (Appendices C, D, E, and F).

Values

Action Review Form (Appendix H) was completed by all
subjects and used as a worksheet to examine their personal
values.

Group discussion was held regarding perceptions of

personal values and goals.
Subjects then listened to two tapes for 20 minutes
from the Relaxation and Stress Management Program
(Charlesworth, 1981).

The total time for all activities

was 45 minutes.
The CES-D scale scores for females ranged from 14 to
25 (mean 20) while the scores for males ranged from 17 to
32 (mean 23.5).

Older males scored higher on the CES-D

scale than younger males or females of all ages.
mean realized was 21.6.

The group

A cutoff point of 16 or above is

used to indicate mild to severe depression (Rehm, 1981 ).
Relaxation self-assessment scores for the females
ranged from 20 to 29 (mean 25.9) and the males' scores
ranged from 25 to 29 (mean 26.4).

Higher scores indicate
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more self-reported relaxation.

Males reported to be

slightly more relaxed than females.

The group mean was

26.1
Table 6 lists the value rankings selected by males and
females according to three priority categories:
medium, and low.

high,

A rank of 1 to 4 indicates high priority;
Table 6

Group Values Profile by Priority and Gender
Rank
High
Priority

1
2

3

4

Medium
Priority
Low
Priority

5
6

7
8

9
10
11
12

Females

Males

Health
Happiness
Self-respect
Health promotion

Happiness
Health promotion
Health
Self-controlled

True friendship
Independent
Helpful
Self-controlled

Self-respect
Responsible
True friendship
Independent

Freedom
Social recognition
Responsible
Mature love

Helpful
Freedom
Social recognition
Mature love

ranks 5 to 8, medium priority; and ranks 9 to 12, low
priority.

The only agreement indicated between the males

and females is the assignment of the value mature love to
the number 12 rank.
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Three values--health, happiness and health promotion-
were selected as high priority values by both groups.
Freedom, social recognition and mature love were
consistently selected as low priority values.

Only true

friendship was selected by both groups as medium priority
values.

These findings are consistent with Rokeach's

(1973) research with college students and Fomby's (1985a)
pilot study with students ages 12 to 14.

Rokeach (1973)

suggests that respondents rank values with less confidence
at the middle of the scale than they do at the high or low
ends.
Analysis of the two groups comparing each respondent's
CES-D score with the value rankings selected indicated that
respondents scoring 19 or above consistently ranked self
respect and self-controlled as high priority values.

This

group also consistently ranked mature love as a low
priority value •.
Comments made by the subjects were positive.
Participants indicated that the values action review and
the relaxation activity were helpful and made them more
aware of their values, their behavior, and the need to
learn how to relax.

Suggestions given by participants were

(1) use background music that young people like for
relaxation activity (the tape "Sade" was suggested), (2)
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give the value scale first, and (3) on the relaxation tapes
substitute a female voice for the male voice.
Based on the comments and suggestions given by the
respondents, procedural changes were made before the large
study.

Changes instituted were the order of presentation

of the measurement tools, the protocol for the experimental
groups, and relaxing music preferred by young people was
played softly during the values therapy activities.
Changes were not made in the relaxation tapes because the
program used had been previously tested, researched, studio
recorded by professionals, and validated to produce
relaxation (Charlesworth, 1981 ).
Treatment of Data
Hypotheses one, two, and four were analyzed using both
the MANCOVA and the multiple discriminate analysis on the
scores for the three groups.

The pretest CES-D scores of

all subjects were utilized as a covariate to remove
extraneous influences from the dependent variable, thus
increasing measurement precision.

A covariate was used to

control for background variables which might affect
responses from subjects.

Removing these extraneous

influences reduced the residual error, thereby increasing
the real effect of the treatment variables (Hair, Anderson,
Tatham, & Grablowsky, 1979).
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Multivariate analysis of covariance (MANCOVA) employed
the regression-like analysis to measure post hoc the effect
of the uncontrolled predictor variables.

For proper

application of the MANCOVA, certain conditions had to be
met.

First, the sample was drawn randomly.

Second,

variances were equal for all treatment groups.

Third, the

population from which the sample was drawn had to be
normally distributed.

According to Hair et al. (1979),

there is evidence that the MANCOVA is robust with regard to
these assumptions especially where the sample sizes are
about equal.

One of the by-products of MANCOVA is multiple

discriminant analysis (Harris, 1975).
Hypothesis three was analyzed using the Kruskal-Wallis
one-way analysis of variance by ranks.

The Kruskal-Wallis

technique is an extremely useful test for determining
whether differences among the sample values signify genuine
population differences or whether they represent merely
chance variations (Siegel, 1956).
least ordinal measurement.

The test required at

The data met the one major

assumption of the test which is that the variable under
study has an underlying continuous distribution.

Oblimin

and Varimax rotations were performed to factor analyze the
FHHPVS and the Relaxation Self-Assessment Scale.
Scores obtained from a pretested/posttested no
treatment group and a posttest only group were compared to
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the scores of the two treatment groups. A Solomon procedure
was used to analyze the possible effects of pretesting.

CHAPTER 4
DATA ANALYSIS

Presented in this chapter are descriptions of the
population, factor analysis of two measurement scales,
descriptions of the sample, and analysis of four null
hypotheses.

Detailed findings of the population are

reported to describe the prevalence of the problem and to
identify strata used to select randomly a representative
sample.
Description of Population
The population consisted of 259 junior and senior high
school students, 99 males and 160 females.

Table 7

indicates that about one-half of this population were
junior high school students, 43 males and 87 females.
About one-half were senior high school students, 56 males
and 73 females.
Table 8 displays the demographic variables of gender
and age.

Eighty-two of the students were between the ages

of 12 and 14 years (mean age 13.29), 16 males and 66
females.

One hundred and two students were 15 to 16 years

old (mean age 15.32), 49 males and 53 females.
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Table 7
Description of Population by School and Gender
Males

Females
N
%

N

Group

%

School

N

Junior

43

17

87

32.2

130

50.2

Senior

56

22

73

27.8

129

49.8

Total

99

38

160

61

259

100. 0

%

Seventy-five students were 17 t o 19 years old (mean age
17.61), 34 males and 41 females.
Table 8
Description of Population by Age and Gender
Males
Mean

Females
Mean
N

Total

Age

N

12 - 14

16

13.56

66

13.06

82

13.29

15-16

49

15.62

53

15.01

102

15.32

17-19

34

17.98

41

17.23

75

1 7. 61

Total

99

1 60

N

Mean

259

Two hundred and thirty-one (231) subjects were
pretested and posttested; 28 were posttested only.
Frequency and percentage distribution of the population
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CES-D scores are presented in Figure 6.
percent (N

=

Eighty-nine

231) of the subjects scored 16 or greater on

the CES-D and 11% (N = 28) scored less than 16.
Percentage of population scores on CES-

Figure 6.

Depression Scale (N = 259).

89%

� 16
(N=231)

As indicated in Figure 7, of the total 99 males in the
population, 85 % (N = 84) had CES-D scores of 16 or greater
and 15% (N

=

15) had scores less than 16.

Figure 8

indicates that of the total 160 females in the population,
90% (N

=

144) had CES-D scores of 16 or greater.

percent (N

=

Ten

16) had scores of less than 16.

Distribution of CES-D scores by school presented in
Figures 9 and 10 indicates that of the 129 senior high
subjects 92%
less than 16.

(N =

118) scored 16 or greater and 8%

(N =

The range of CES-D scores for this group

11)

11 2
Figure 7.

Percentage of male population scores on CES-

Depression Scale (N

Figure 8.

=

99).

Percentage of female population scores on CES-

Depression Scale (N

=

160).

(N= 16)

90%
�16
(N= 144)

were from 10 to 42.

Eighty-seven percent (N

=

113) of the

129 junior high school subjects had CES-D scores of 16 or

11 3
greater while 13% (�

=

17) scored less than 16.

The range

for this group was from 7 to 46.
Figure 9.

Percentage of senior high school scores on CES-

Depression scale (N

=

129).

92%
2:.16

(N = 118)

Figure 1 0.

Percentage of j,unior high school scores on CES-

Depression Scale (N

=

130).

114

Presented in Table 9 is a description of the
population CES-D scores by school and gender.

Thirty-two

(74%) junior high males and 81 (93%) females had CES-D
scores of 16 or greater.

Eleven (26%) of the junior high
Table 9

Description of Population CES-Depression Scores
by School and Gender
CESDepression
Scores

Junior
Females
Males
N
%
N
%

Greater than
or equal 16

32

74

81

Less than 16

11

26

Totals

43

100

Mean

21.90

Senior
Males
Females

N

%

N

93

51

91

67

92

6

7

5

9

6

8

87

100

56

100

73

1 00

24.56

22.48

24.02

males and 6 (7%) of the females scored less that 16.
means were males 21.90 and females 24.86.

%

Group

A greater

percentage of senior high than junior high male subjects
(91%, N = 5 1) had CES-D scores of 16 or greater while the
percentage of senior high female subjects (92%, N = 67) was
similar to the junior high females.

Group means for the

senior high subjects were males 22.48 and females 24.02.
Five (9%) males and six (8%) females in the senior high
school category had CES-D scores of less than 16.
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The population was analyzed further to determine the
grade averages of those subjects with CES-D scores of 16 or
greater.

It was found that subjects having high grade

averages also had high CES-D scores.

Therefore, a grade

average of 85 was used as a cut off point in order to
Table

include a representative sample of the population.

10 presents a description of the population having CES-D
scores of 16 or greater and scoring below 85 and 85 or
above by school and gender.

Twenty-three (78%) of the

Table 10
Description of Population CES-Depression Scores
by Grade Average, School, and Gender
Junior
Females
N
%
%

Males

Senior
Females
N
%
%

Grade
Averages

N

Below 85

23

78

56

69

31

61

45

67

9

22

25

31

20

39

22

33

Total

32

100

81

100

51

100

67

1 00

Mean

75.4

85 or above

Males

N

81.5

78.31

81.8

junior high males had grade averages below 85 and nine
(22%) had grade averages 85 or above.

Fifty-six (69%) of

the female junior high subjects' grade averages were below
85 and 25 (31%) were 85 or above.

Group mean grade
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averages were 75.40 for males and 78.31 for females.
Thirty-one (61%) of the male senior high subjects had grade
averages of below 85 and 10 (39%) had GAs of 85 or above.
Group mean for males was 81.5.

Forty-five (67%) female

senior high subjects had grade averages below 85 and 22
(33%) were 85 or above.

Group mean for females was 81.8.

Description of the population pre- and postmean scores
on the CES-D, grade averages, and relaxation scores by age
and gender is presented in Table 11.

As indicated, the

youngest males, ages 12-14 years, had a mean CES-D score of
20.94 on pretest and 17.63 on posttest.

The youngest

females, ages 12-14, had a mean CES-D score of 22.71 on
pretest and 22.82 on posttest.
and post 20.23.

Group means are pre 21.83

The grade average of the 12 to 14 year old

males was 82.80 on pretest and 81.28 on posttest.

Grade

averages of the youngest females were 83.53 on pretest and
84.05 on posttest.

Group means were equal 82.67.

The

youngest group of males, ages 12-14, had relaxation scores
of 25.25 on pretest and 26.69 on posttest.

The youngest

females had relaxation scores of 25.31 pretest and 26.42
posttest.

Group means were pretest 25.38 and posttest

26.56.
Males in the 15 to 16 group had pretest CES-D scores
of 22.78 and posttest CES-D scores of 22.09; grade averages
of 81.09 pretest and 81.01 posttest; and relaxation scores

20.94
22.71
21 • 83
22.78
25.39
24.09
21.13
23.94
22.54

15 - 16
Male
Female
Mean

17 - 19
Male
Female
Mean

CES-D

12 - 14
Male
Female
Mean

Pre

21 • 43
23.94
22.69

22.09
24.48
22.29

17.63
22.82
20.23

Post

80.55
84.10
82.33

81.09
79.84
80.46

82.80
82.53
82.67

Pre

GA

83.27
78.07
80.67

81.01
77.56
79.29

81.28
84.05
82.67

Post

28.17
27.62
27.90

27.06
27.19
27.13

25.25
25.31
25.38

28.87
27.44
28.16

28.75
26.68
27.72

26.69
26.42
26.56

Relaxation Scores
Pre
Post

Description of Population Means by Age and Gender

Table 11

-.J
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-1
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of 27.06 pretest and 28.75 posttest.

Females in this

middle group had pretest CES-D scores of 25.39 and posttest
CES-D scores of 24.48, grade averages of 79.84 pretest and
77.56 posttest, and relaxation scores of 27.19 pretest and
26.78 posttest.

Pre- and posttest group means were CES-D

24.09-22.29, grade averages 80.46-79.29, and relaxation
scores 27.13-27.72.

The group aged 17 to 19 had CES-D

scores for males of 21.13 on pretest and 21.43 on posttest;
females' scores were 23.94 on pretest and the same on
posttest CES-D.

Group means were 22.54 and 22.64.

The

grade averages for males were 80.55 pretest and 83.17 on
posttest while female grade averages were 84.10 on pretest
and 78.07 on posttest.

Group means were 82.33 and 80.67.

The relaxation scores for the 17-19 year old males were
28.17 on pretest and 28.87 on posttest while females scored
a mean of 27.62 on pretest and 27.44 on posttest.

Group

means were 27.90 and 28.16.
Increased CES-D scores were present in 20 students in
the untreated population ranging from 8 to 30 points.

Four

of these 20 students had CES-D scores of less than 16 on
pretest but had increased CES-D scores on posttest.

In

this group the most dramatic increase occurred in a 15 year
old male having a pretest CES-D scores of 14 and a posttest
score of 44.
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Analysis of values profiles by school and gender, as
presented in Table 12, indicates that junior and senior
high males and females agree in placing a high value on
happiness, true friendship and health.

Values having

medium priority indicated agreement on the values
independent and responsible.

Low priority values on which

this population agrees are social recognition, health
promotion, and self-controlled.

Three groups, except the

senior high females, selected health promotion (defined as
acting to become healthier) as #11 priority.

Agreement

between junior males and females on #12 priority, self
controlled, was found.

Also, agreement between senior

males and females on #12 priority, social recognition, was
found.
Instrument Validation and Reliability
Reliability and construct validity were established
using data from the population in this study for the
previously unvalidated relaxation self-assessment
instrument.

Construct validity was also established for

the Fomby Health/Health Promotion Value Scale.

Reliability

for this scale has been reported in Chapter 3 under Pilot
Study I.

The CES-D scale was previously validated in a

non-clinical adolescent population in a study by Schoenback

Freedom
Independent
Responsible
Helpful
Self-controlled
Health Promotion
Mature Love
Social Recognition

Mature Love
Helpful
Self-respect
Independent
Responsible
Self-controlled
Health Promotion
Social Recognition

Independent
Self-respect
Responsible
Freedom
Helpful
Social Recognition
Health Promotion
Self-controlled

True Friendship
Responsible
Independent
Helpful
Self-respect
Social Recognition
Health Promotion
Self-controlled

Medium

Low

Female
Happiness
True Friendship
Self-respect
Health

Senior

Happiness
True Friendship
Health
Freedom

Male

True Friendship
Health
Happiness
Mature Love

Female

Freedom
Happiness
Mature Love
Health

Male

Values

High

Priority

Junior

Population Values Profile by School and Gender

Table 12
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et al. (1983) and is reported in Chapter 2, Review of
Literature.
Relaxation Self-Assessment Instrument
Reliability
A reliability estimate was assessed by calculating
Cronbach's alpha which yielded a coefficient of .72 and
posttest .62 for pretest scores.

Alpha is the most useful

measure for assessing reliability.

Reliability values

between .60 and .80 are considered adequate for most
research purposes (Nunnally, 1967).

The Self-Assessment

Scale used in this study can be considered reliable • . Test
retest coefficients for reliability of the scales between
initial completion and a second completion six weeks later
are shown in Table 13.
Construct Validity
On factor loadings from principal axis analysis three
factors with eigenvalue greater than 1 emerged.

Factor 1

accounted for 19.9% of total variance (eigenvalue = 2.36),
Factor 2 accounted for 12.5% of total variance (eigenvalue
=

1.33), and Factor 3 accounted for 11.8% of total variance

(eigenvalue = 1.21).

Data from the rotation using an

Oblimin procedure are given in Table 14.

.44
.31

3.92
4.04

23.90
24.01

.68
.69

0.46
0.37

4.43
4.46

23.55
23.69

9

10

Alpha = 0.62

.12

4.26
23.28

.60

0.35

4.57

22.94

8

Alpha = 0.72

• 61

•19
4.1 5

23.76

.70

0.30

4.57

23.45

7

.59

.55

.62

.63

.12
4.20

24.57

.72

0.24

4.55

24.15

6

.56
• 40'
3.91

23.91

.70

0.36

4.42

23.63

5

.57

.38

3.91

24.20

.67

0.46

4.34

23.94

4

.57

.37

4.02

23.91

.66

0.52

4.38

23.66

3

.59

.29

.60

.24

4.06

Alpha

r

23.81

.68

0.44

4.43

23.53

2

S.D.
4.11

X

Time 2

23.42

.71

0.24

4.60

23.02

Alpha

1

r

X

Items

S.D.

Time 1

Alpha Coefficients for Items on Initial Testing and at Retest

Table 13
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Table 14
Factor Loadings of Items on Relaxation
Self-Assessment Scale Oblimin Rotation
Items*

Factor 1

Factor 2

1

.38

· - • 27

.09

2

.59

-.13

-.25

3

.70

-.13

-.28

4

.62

.so

• 14

-.48

-.19

- • 41

6

.33

.62

.08

7

.39

.62

.10

8

• 51

.35

.30

9

.64

-.23

• 51

10

.54

-.35

.49

2.36

1. 33

1 • 21

5

Eigenvalues

Factor 3

*See Appendix F.
Factor loadings indicated that included in Factor 1
were items 1 (easy to be alone at home), 2 (feet warm at
night), 3 (neck and shoulders relaxed), 4 (asleep in 10
minutes), and 5 (dry palms).

Included in Factor 2 were

items 6 (deep breath to handle tension), 7 (warm hands) and
8 (emergency situation functioning ability).

Factor 3
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included items 9 (able to calm down when tense) and 10
(easy to focus attention and block out distractions).
Factor loadings from Varimax rotation, using Kaiser
normalization, presented in Table 15, also indicated three
factors with eigenvalues greater than 1.

Factor 1

accounted for 28.9% of the total variance (eigenvalue =
Table 15
Factor Loadings of Items on Relaxation
Self-Assessment Scale Varimax Rotation
Items*

Factor 1

Factor 2

Factor 3

1

.25

.40

-.05

2

• 61

.23

.08

3

• 71

.27

• 11

4.

.75

-.35

.28

5

.68

• 10

-.05

6

.07

-.04

.70

7

.10

• 01

.74

8

.08

.34

.60

9

• 13

.83

.19

10

• 10

• 81

.04

2.89

1 • 25

1 • 17

Eigenvalues
*See Appendix F.
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2.89); Factor 2 accounted for 12.5% of the total variance
(eigenvalue = 1.25); and Factor 3 accounted for 11.8% of
the total variance.

For this rotation Factor 1 included

items 2, 3, 4, and 5; Factor 2 included items 1, 9, 10; and
Factor 3, items 6, 7, and 8.

The scales derived from the

relaxation self-assessment instrument based on the two
factor analysis are Factor 1, physiological; Factor 2,
self-initiated; and Factor 3, self-controlled.
Fomby Health/Health Promotion Values Scale
Construct Validity
Factor loadings from principal axis analysis for the
ranking scale yielded five factors with eigenvalues greater
than one accounted for 62.2% of the total variance.

Factor

1 accounted for 16.4% of the total variance (eigenvalue =
1.96); Factor 2 accounted for 14.1% of total variance
(eigenvalue = 1.70); Factor 3 accounted for 11.8% of total
variance/eigenvalue = 1.41), Factor 4 accounted for 10.8%
of total variance (eigenvalue = 1.29), and Factor 5
accounted for 9.1% of total variance (eigenvalue = 1.09).
Principal components analysis for the rating scale yielded
two factors with eigenvalues greater than 1.

Factor 1

accounted for 41.9% of total variance (eigenvalue = 5.02)
and Factor 2 accounted for 9.7% of total variance
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(eigenvalue = 1.17).

Analysis using Oblimin and Varimax

procedures further confirmed the two factors.
Included in the five factors extracted for the FHHPVS
(Appendix D) ranking scale using Oblimin and Varimax
rotations were the following:
Factor 1

helpful -.59, freedom .73, and
independent .74

Factor 2

Happiness -.47, health promotion .69, and
true friendship -.75

Factor 4

self-controlled .67 and self-respect .83

Factor 5

social recognition .88 and self
controlled (second time) - .45

Included in the two factors extracted for the FHHPV rating
scale using Oblimin and Varimax rotations were the
following:
Factor 1

happiness .45, health .66, health
promotion .73, helpful .60, responsible
.58, self-controlled .65, self-respect
.75, and true friendship .58

Factor 2

freedom .78, independent .75, mature love
.63, and social recognition .43
Description of Sample

From the described population, a sample of 122
randomly selected junior and senior high subjects
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participated, 59 juniors (48.4%) and 63 seniors (51.6%).
In the junior high subjects there were 22 males (mean age
of 14.0) and 37 females (mean age 13.5).· The senior high
subjects were comprised of 29 males (mean age 17.0) and 34
females (mean age 16.5).

The ethnic composition was 85%

Caucasian, 10% Black, and 5% Hispanic.
levels were mixed.

The socio-economic

Subjects living in families with

natural parents predominated in the sample.
In the total randomly selected sample of 148, there
were 26 students who did not report to any of the assigned
classroom sessions (16 juniors and 10 seniors).
scores of these subjects ranged from 16-46.
ranged from 32.0 to 84.5.

CES-D

Grade averages

The student having a grade

average of 32 scored 21 on the CES-D.

A 15 year old female

"dropout" had the highest CES-D score of the 259
participants on pretest (46; GA 82.6) and the highest on
posttest (57; GA 80.2).

Numerous written and verbal

attempts were made with the students' teachers and
principals to encourage the students to participate.
As indicated in Tables 16 and 17, the two basic
treatment groups consisted of 61 subjects and the two no
treatment groups consisted of 61 subjects.

Group 1

treatment 1 (values therapy and relaxation exercises
combined) was subdivided to consist of 33 total subjects;
15 pretested and posttested subjects (7 juniors and 8

>16
>16
> 16

>85

<85

>85

z

Y'

0

3

4

122

28

33

28

33

Total

---�- -�

28

---

13

15
yes

no

no

18

10

15

14

14

18

15

N

8

8

7

9

8

Senior

8

7

6

7

9

7

Junior

yes

yes

yes

yes

yes

yes

Posttested

no

no

T2

T2

T1

T1

Treatment

yes

yes

yes

yes

yes

yes

Pretested

T1 = Values therapy and relaxation exercises (combined)
T2 = Relaxation exercises (only)

Total

z'

y

Mixed >16

>16

<85

2

X

>16

1

>85

CES-D
> 16

GA

<85

w

Groups

Description of Sample by Treatment and No Treatment Groups
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8
4
4

6
22

Treatment 1
Treatment 2
No Treatment
Post only
Subtotals

1

2

3

4

Totals

Male

Group

37

9

11

· 9

8

Female

Junior

59

Total

29

7

5

10

7

Male

34

6

13

5

10

Female

Senior

63

Total

Description of Sample by School, Treatment Groups, and Gender

Table 17
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28

33

28

33

Total

N
I..O

,
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seniors) with grade averages below 85; and 18 pretested and
posttested subjects (9 juniors and 9 seniors) with grade
averages of 85 or above.

These two groups identified as

groups W and X consisted of 15 males (8 juniors and 7
seniors) and 18 females (8 juniors and 10 seniors).

Group

2 treatment 2 (relaxation �xercises only) was subdivided to
consist of 28 total subjects, 14 pretested and posttested
subjects (7 juniors and_ 7 seniors) having grade averages of
less than 85 and 14 pretested and posttested subjects (6
juniors and 8 seniors) having grade averages of 85 or
above.

These two groups identified as groups Y and Z

consisted of 14 males (4 juniors and 10 seniors) and 14
females (9 juniors and 5 seniors).
A third group of 33 subjects received no treatment.
This group consisted of 15 pretested and posttested (7
juniors and 8 seniors) having grade averages below 85 and
18 (8 juniors and 10 seniors) having grade averages 85 or
above.

These groups, identified as groups Y' and Z',

consisted of 9 males (4 juniors and 5 seniors) and 24
females (11 juniors and 13 seniors).

All subjects in

Groups 1, 2, 3, and 4 had CES-D scores of 16 or above.
A fourth group of 28 posttested-only subjects received
no treatment; this group consisted of 15 juniors and 13
senior subjects.

There were 13 males (6 juniors and 7

seniors) and 15 females (9 juniors and 6 seniors).

The

1 31
posttest-only groups had grade averages above and below 85
and CES-D scores above 16, range 16 to 41).·
Findings which test each hypothesis are reported for
junior and senior high subjects.· Comparisons were made
between students in the two levels of schools based on
findings from the scores of two treatment groups T1

(subjects receiving values therapy and relaxation exercises

combined), two treatment groups T2 (subjects receiving
relaxation exercises only), and two no treatment groups.
Hypothesis 1:

There will be no statistically significant
difference among Treatment 1, Treatment 2,
and No Treatment groups on Center for
Epidemiologic Studies_of Depression Scale
(CES-D) scores, six weeks' grade averages
(GAs), and relaxation scores.

Multivariate analysis of variance of pretest and posttest
CES-D scores, grade averages and relaxation scores are
reported in Table 18.

Junior and senior high subjects with

CES-D scores of 16 or above and grade point averages below
and above 85 are indicated according to within group, three
treatment groups (T1, T2, and no treatment), and gender

differences.

The pretest and posttest CES-D scores, grade averages,
and relaxation scores for junior high subjects with grade

Gender

.6435
.5915
.0623
.0921

Senior
Junior
Senior

1 • 051

Senior
Junior

1 • 936

Junior

Within
regression

Three
groups

Value

Effect

.643

• 364_

5.600

5.376

7.365

21.246

Approx. �

6.00

6.00

6.00

6.00

9.00

9.00

Hypothesis df

80.00

68.00

80.00

68.00

123.00

105.00

Error df

MANOVA Table of CES-D Scores, Grade Averages, and
Relaxation Scores by Three Groups and Gender

Table 18

.695

.899

• 0001

.0001

• 0001

• 01

Sig. of F

l\J

-1

w
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averages above 85 and those below 85 differed significantly
(�,105

=

21.25; E < .01).

In the senior high subjects

within group, pretest and posttest CES-D scores, grade
averages, and relaxation scores differed significantly
(�,105 = 7.36; E < .0001).
As noted in Table 18, the junior high subjects in T 1

group (values therapy and relaxation exercises combined),
T2 group (relaxation exercises only) and the no treatment

group differed significantly (F6,68

=

5.38; E < .0001).

The senior high subjects in T1, T2, and no treatment groups
also differed significantly (F6,80 = 5.60; E < .0001).
Mean posttest CES-D scores, grade averages, and

relaxation scores are displayed in bar graphs in Figures
11, 12, and 13, according to T1 (combined treatment), T 2
(relaxation only), and no treatment.

As noted in Figure

11, the combined treatment 1 group of the senior high
subjects had a mean CES-D score of 17.98; the T2

(relaxation only) had a mean CES-D score of 21.58, and the

no treatment groups mean CES-D score of 29.32.

A -11.3

point difference was found between the T1 and no treatment

groups.

Figure 11 also indicates that junior high subjects

in the T1 combined treatment group had CES-D scores of

18.75; T2 relaxation-only group had CES-D scores of 22.09,

and the no treatment groups CES-D scores were 27.55.

In
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Figure II.
Comparison of Post-Test CESD Scores by Three Groups and School.
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Figure 12. Comparison of Post-Test Grade Averages by Three Groups and School.
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Figure 13.
Comparison of Post-Test Relaxatlon Scores by Three Groups and School.
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the junior high subjects,

a -8.8 point difference was found

between the T1 and no treatment groups.
Mean posttest grade averages are indicated in Figure
12.

As noted, both senior and junior high subjects

receiving the T1 combined treatment had higher grade
averages (mean 86.74 and 83.87, respectively) similar to
subjects receiving relaxation only (mean 86.49 and 83.45,
respectively), but higher than no-treatment (mean 76.70 and
81.72, respectively).

Subjects in both treatment groups

had higher grade point averages than the subjects in the no
treatment group.

Grade'averages of the senior high

subjects in T1 group (mean 86.74) were 10.04 points above
the no-treatment group (mean 76.70).
Figure 13 displays posttest relaxation scores of
senior and junior subjects according to mean scores by
treatment group and no treatment.

The means for combined

treatment T1 were seniors 30.60 and juniors 29.98; for
treatment 2 (relaxation only) seniors 29.97 and juniors
29.59; and for no-treatment seniors 26.70 and juniors
22.80.

The combined treatment T1 group (mean 30.60)

relaxation scores of the senior high subjects was 5.9
points above the no-treatment group (mean 24.70).

For the

junior high subjects the combined treatment T1 group had a

mean score of 29.98 which was 7.18 points above the no
treatment group.
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Regression analysis presented in Table 19 indicates
that there was a statistically significant difference in
pretest and posttest grade averages (t = 11.59; 2 < .01) of
the junior high subjects.

These subjects also demonstrated

a statistically significant difference in pretest and
posttest relaxation scores (t = 7.96; £ < .01)
and pretest and posttest CES-D scores (t

=

4.50; 2 < .0001).

For the senior high subjects presented in Table 20,
there is a statistically significant difference in pretest
and posttest grade averages (t = 5.44; £ < .0001 ), pretest
and posttest relaxation scores (t

=

5.67; £ < .0001) and

pretest and posttest CES-D scores (t = 5.81; £ < .0001 ).
Based on these findings, Hypothesis 1 is rejected.
Statistically significant differences were found between
the Treatment 1, Treatment 2, and No Treatment groups.
Hypothesis 2:

There will be no statistically significant
difference between males and females in the
Treatment 1, Treatment 2, and No Treatment
groups on CES-D scores, grade averages, and
relaxation scores.

Multivariate analysis of variance of gender
differences between the three groups in the junior high
subjects on posttest CES-D scores, grade averages, and
relaxation scores in the three groups (T1, T2, and no

.0553
.6634
-.0794

.0643
.9418
-.1735

Pre GA
Pre CES-D
Pre relax

Post CES-D

.0203
.0185
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• 0111
.0123
.8325

Pre GA
Pre CES-D
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treatment) yielded a F6,68 = .3645; � = .899. The senior
high subject gender differences among the three groups were
EG,80

=

.6433; E.

=

.695 (Table 18).

However when the t-test analyses are p erformed on
Table

gender data, sets differences are found.

21

presents

a comparison of junior high subjects' pretest and posttest
CES-D scores, grade averages, and relaxation scores by

gender and groups.

On pretest, males and females in the

Treatment 1 group differed significantly on relaxation
scores (t14

=

1.91, E. .05, rpb

=

.45, r2 pb

and females on pretest in the Treatment
significantly on grade averages (t11

.88, r2 pb
.0 2 5, rpb

=
=

=

2

=

. 2 0).

Males

group differed

6.18, E. .0005, rpb

.76) and on relaxation scores (t11

=

2 .50,

=

�

On pretest, males and

.60, r 2 pb = .36).

females in the no-treatment group differed significantly on
grade averages (t13
.76).

=

6.32, E. .0005, rpb = .87, r 2 pb

=

On posttest, only males and females in the T 2 junior

high category differed significantly on CES-D scores (t11 =
2 . 17,

E. .05, rpb

=

.48, r 2 pb

=

. 2 3).

Again using t-test analysis, differences are found for
the seniors.

As indicated in Table

2 2,

the senior high

subjects' pretest and posttest means on CES-D scores, grade
averages and relaxation scores by gender and groups reveal

statistically significant differences between males and
females.

In the Treatment 1 group on pretest, males and

Relax

CES-0

GA

CES-0
GA
Relax

Relax

CES-D

GA

Scores

4

25.00
78.86
25.75

4

74.00
28.50

25.00

8

25.25
84.91
25.12

Hale

3.56
4.90
2.36

2.38

4.89

1.41

6.34

8.45
5.22

s.o.
9.35

12.01
3.09

s.o.
1.07
1.57
1.91

t

11

25.64

87.27
76.27

9

8.30
5.89
5.37

.45

rpb

.ooos .87
>.10

.10
.0005 .00
<.025 .60

>.10
.10
.05

e.

.so >.10

6.32
.so

6.00 1.65
26.67
83.51 10.24 6.18
5.33 2.so
25.78

8

26.75
82.40
23.13

Female

Pretest

Treatment 2 • Relaxation exercises (only)

Treatment 1 • Values therapy and relaxation exercises (combined)

N

No Treatment

N

Treatment 2

N

Treatment 1

Group

21

.76

.36

.10

.20

r 2pb

-

4

26.98
80.66
22.16

4

20.57
82.52
J0.14

8

29.45

19.68
84.14

Hale

s.o.

t

8

17.83 8.59 1.29
.33
83.62 12.77
30.50
5.33 1.01

Female

11

28.12
82.79
23.43
2.87

e.os

11.85

9
13.29
7.73
6.17

.56

.78
1.17

5.22 23.61
8.24 2.17
7.39 84.39 11.01 1.07
.se
5.eo
J.87 29.04

2.38

7.86
1.01

s.o.

Postteat

Pretest and Postteat CES-D Scores, Grade Averages, and Relaxation Scores
by Gender and Three Groups for Junior High Subjects

Table

>.10
>.10
>.10

.os
>.10
>.10

>.10
>.10

>.10

e.

.48

rpb

.23

r 2 pb

1 42

Relax

CES-D

GA

Relax

GA

CES-D

Relax

3.26

6.54

6.58

J.45

6.37
S.70

s.o.

5

18.20 S.63
83.98 9.18
27.40 6.73

10

22.80
84.10
26.80

1

26. 29
81.34
26.71

Hale

13

22.69
85.17
27.23

5

27.40
82.00
24.60

10

29.50
87.23
27.10

Female

3.66

S.45

8.38

8.19

9.56
5.68

5.19
6.84
3.51

s.o.

.13

l.62
.76

J.03
1.31
2.06

.42

2.68

4.83

t
rpb

Treatment 2 • Relaxation exercises (only)

r 2pb

--

<.005
>.10
>.10

.005
>.10
<.05
.67

.53

.67

.45

.28

.45

.57 .32
<.01
<.0005 .78 .61
>.10

e.

Treatment 1 • Values therapy and relaxation exercises (combined)

N

No Treatment

H

Treatment 2

H

CES-D

Treatment l

GA

Scores

Group

Pretest

1.12
6.83
J.87

5

30.31 9.46
79.90 9.89
25.16
6.04

10

13

28.32
73.48
24.33

5

22.05
86.26
29.05

10

16.39
89.10
28.76

s.o. Female

21.11 5.29
86.74 6.12
30.94 4.14

1

32.44

19.56
84.38

Hale

5.56

a.12

24.81

6.63

8.98

6.24

6.24

6.11
3.94

s.o.

1.26
J.26
.65

r2pb

>.10
<.oos .64
>.10

• 41

.29
<.005 .10 .49
<.025 .51 .26

rpb
<.025 .54

e.

>.10
>.10
1.43 �10
.Jl

.71

2.47

t
3.75
2.31

Posttest

Pretest and Posttest CES-0 Scores, Grade Averages, and Relaxation Scores
by Gender and '11lree Groups for Senior High Subjects

Table 22

143

144
2 .68,

females differed significantly on CES-D scores (t15 =
� < .01, r pb

=

.57, , r 2 pb = .3 2 ) and on grade averages (t1 5

4.83, E. < .0005, rpb = .78, r 2 pb

On pretest,

=

.61).

males and females in the Treatment

2

group differed

significantly on CES-D scores (t13

=

3.03, E .005, rpb

=

.53, r2 pb = . 28).

In the no-treatment group, on pretest,

males and females differed on CES-D scores (t16
.005, rpb

=

=

.67, r 2 pb

=

=

3.6 2 , E

.45).

On p osttest, males and females in Treatment 1 groups

differed significantly on CES-D scores (t15 =
.0 2 5, rpb

=

.54, r 2 pb

3.75, E <.005, rpb

scores (t15

=

2 .31,

=

=

E <

. 29), on grade averages (t15 =

.70, r 2 pb

=

E < .0 2 5, rpb

groups receiving Treatment
differ significantly.

2 .47,

2,

.49), and on relaxation
=

.51, r2 pb

=

. 2 6).

In

males and females did not

In the no-treatment group on

posttest, the males and females differed significantly on
decreased grade averages (t16 = 3. 2 6, � .005, r pb

r 2 pb

=

•

=

.64,
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Based on the findings, Hypothesis

the senior high subjects.

2

is rejected for

However, for the junior high

subjects, the researcher failed to reject this hypothesis.
Hypothesis 3:

There will b e no statistically significant
differences in Treatment 1, Treatment

2,

and
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No Treatment groups values hierarchies from
pretest to posttest.
In the junior high subjects only one value, self
respect was found to measure at a significant level on
pretest for all groups (x 2 = 11. 2 7;
only health was significant (X 2

=

e

=

.05).

On posttest

16.69; E = .005).

Health

was ranked highest by Treatment 1 groups, second highest by
Treatment

2

groups and lowest by no-treatment groups.

Health did not measure as significant on pretest.
When Treatment 1 and Treatment 2 groups are compared,
the value true friendship was found to be significant on
pretest (X 2 = 4.80; E
=

.005).

=

.03) and on posttest (X 2 = 7. 2 6; E

The value health, while not significant on

pretest, was significant on posttest (X 2

=

9.95; £

=

.007).

Values change, measured by consistency in hierarchial
rankings and ratings, using no more than two position
change as the criterion, indicated that Treatment 1 groups
had 55% consistency;, Treatment 2 groups 7 2 %, and no
A Neuman-Kue! post-hoc analysis

treatment groups 80%.
found that Treatment

2

groups and no-treatment groups had

significant consistency in values rankings.
On pretest, Treatment 1, Treatment 2, and No Treatment
groups of senior high subjects ranked three values which
were statistically significant.

Kruskal-Wallis one-way
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analysis of variance by ranks, converted into chi-square,
indicated that three values were statistically significant:
independent (x 2

=

11.16; 2

=

=

.04), self-respect (X 2

1 2 .58; 2 .03), and true friendship (x 2

=

11.07;

E.

= .03).

On posttest, the three groups of senior high subjects
ranked four different values at a level of significance <
.05.

These were the values happiness (x 2

health (x 2

=

=

13.6 2 ; 2 .0 2 ),

1 2 .08; 2 .03), health promotion (x 2

.04), and helpful (x 2

=

=

11.75; 2

12 .96; 2 .0 2 ).

On pretest in senior high subjects receiving Treatment
1 and Treatment

2,

significant differences were found for

the values independent (x 2
(x 2

=

3.80; 2 = .05).

=

4.14; 2 .04) and mature love

For the two groups on posttest these

values were not significant, but the values health (x 2 =
5.01; 2

=

.03). and health promotion (x 2

=

3.81;

E.

= .05)

were significant.
Consistency measurements for the three groups
indicated that Treatment 1 groups had 55% consistency,
Treatment 2 groups 60%, and No Treatment groups 65%.
on the findings, Hypothesis 3 is rejected.

Based

Group

differences were found between the Treatment 1, Treatment
2,

and No Treatment groups' values hierarchies from pretest

to posttest.
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Hypothesis 4:

There will be no interaction between age,
gender and treatments on CES-D scores, grade
averages and relaxation scores.

An analysis of variance testing of the three groups of
junior high subjects by gender indicated nonsignificant F
values for posttest grade averages (�,35

posttest CES-D scores (�,35
relaxation scores (� 1 35

=

=

.367; E. .695),

= .298; E.· .744), and posttest

.593; E. .558).

Table 23

summarizes the values obtained.
Table 23
MANOVA Summary Table:

Junior High Subjects

Variable

Hypoth
ss

Error
SS

Hypoth
MS

Error
MS

F

Post GA

12.895

614.073

6.448

17.545

.367

.695

Post CES-D

36.651

2155.549

18.326

61.587

.298

.744

Post Relax

9.729

287.340

4.865

8.210

.593

.558

E.

An analysis of variance testing of the three groups of
senior high subjects by gender indicated nonsignificant
values for post grade averages (F1,41

CES-D scores (F1,41

=

=

E

3.22; E. .080), post

.56; E. .459), and posttest relaxation

scores (F1 ,41 = .43; E. .514).
values obtained.

Table 24 summarizes the
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Table 24
MANOVA Summary Table:

Variable
Post GA

Hypoth
ss

Error
ss

Senior High Subjects
Error
MS

Hypoth
MS

F

E.

661.621

8416.903

661.621

205.290 3.223 .080

Post CES-D

15.512

1137.598

15.512

27.746

.559 .459

Post Relax

5.988

565.628

5.988

13.796

.434 .514

No age interaction was found in either treatment or
school category.

Based on the findings Hypothesis 4 has

failed to be rejected.

No statistically significant

interaction was indicated between age, gender, and
treatments.
A Solomon 4 group procedure for the junior high
subjects indicated no statistically significant differences
in CES-D scores, grade averages, and relaxation scores when
the posttest only group was compared to the pretested no
treatment group ([2,24 - .4869 = � .620).

Also, no effects

of pretesting were found in the senior high subjects.
Summary
The population consisting of 259 subjects was

comprised of one-half junior high and one-half senior high
subjects.

There were fewer male subjects than females in
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both categories.
age of 15.5.

The ages ranged from 12 to 19 with a mean

The number of subjects (males and females)

having CES-D scores of 16 or above were approximately eight
times greater than those having CES-D scores less than 16.
Subjects with grade averages of 85 and above also had
CES-D scores 16 or above.

Differences are seen in the

three population age groups between pretest and posttest
for all dependent variables, except in the older
respondents where differences on CES-D indicated no change.
Factor analysis yielded three factors for the Relaxation
Self-Assessment Scale, five factors for the FHHPVS rankings
of 12 values, and two factors for the FHHPVS ratings of
these values.
The sample of 122 subjects is described as consisting
of one-half junior and one-half senior high subjects.
There were slightly more females than males in the
treatment groups.

Subjects receiving Treatment 1,

consisting of values therapy and relaxation exercises, had
decreased CES-D scores, increased GAs, and increased
relaxation scores at a statistically significant level.
Also, values change was present on posttest in subjects in
both school categories.

Based on the findings, Hypotheses

1 and 3 were rejected, and for Hypothesis 4, the
researcher failed to reject.

Hypothesis 2 failed to be
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rejected for the junior high subjects but rejected for
senior high subjects.

CHAPTER 5
SUMMARY OF THE STUDY
In this chapter are a summary of the problem and
hypothesized aspects of the study, a summary of how the
problem was addressed, and pertinent findings regarding the
population and sample.

Four hypotheses are discussed

followed by conclusions, implications, and future studies.
Summary
Recent adolescent suicides have once again increased
the nation's awareness of the many problems faced by the
"now" oriented youth of today.

These problems are not only

health-damaging, but also costly to both the individual and
society.

Many adolescent problems can be traced to masked

depression as a predisposing factor.

The prevalence of

adolescent depression, existing in a non-clinical
population, all too often goes undetected.
The three research variables--personal values,
depression, and underachievement--are viewed as having an
effect on the adolescent's health behavior.

Despite the

millions of educational dollars being spent each year to
educate adolescents as to ways to improve their health
behaviors, 40 million plus American adolescents
1 51
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continue to choose health-damaging and self-destructive
behaviors.
Adolescents of 1986 are better educated and healthier
than in earlier generations.

However, young people today

still face prominent health problems and lifestyle hazards.
Adverse effects of the adolescents' health behaviors are
reflected in high death rates due to accidents, suicides
and homicides, the increasing incidence of suicidal
attempts, teenage pregnancy, illicit drug use, cigarette
smoking, poor nutrition, venereal disease, and mental
illness.

Teen pregnancy, venereal disease, drug use,

alcoholism, delinquency, poor school performance, conflicts
with parents or teachers, change in behavior, eating or
sleeping habits, somatic complaints, and suicidal thoughts
are cited as depressive equivalents found in the
adolescent.
The subject of adolescent depression, however, was
highly controversial until the 1970s.

Since that time

there has been increasing concern regarding how adolescents
experience, express and resolve masked feelings of
depression.

Depression in the adolescent is all too often

demonstrated in self-damaging and self-destructive health
behaviors.

Suicide, the third leading cause of death in

the age group 15 to 24, and suicidal attempts are
precipitated by stressors which exceed the adolescent's
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ability to adapt.

These and other maladaptive responses

have been reported to occur as early as age 7.
Educational stressors have been reported as major
contributors to adolescent depression.

Responses to

pressures from society for improved curriculum and
teachers, a movement of back-to-basics, and the adoption of
an existential philosophy have prompted schools to increase
rather than lessen. educational stressors.
To address the problem of "What is the effectiveness
of self-modification skills, using values therapy and
relaxation exercises, on depressive symptoms and academic
achievement in adolescents?", a Solomon 4 design was used
to test four hypotheses.
H01

There will be no statistically significant difference
among Treatment 1, Treatment 2, and No Treatment
groups on Center for Epidemiologic Studies of
Depression Scale (CES-D) scores, six weeks' grade
averages (GAs), and relaxation scores.

H02

There will be no statistically significant difference
between males and females in Treatment 1, Treatment 2,
and No Treatment groups on CES-D scores, grade
averages, and relaxation scores.

H03

There will be no statistically significant differences
in Treatment 1, Treatment 2, and No Treatment groups
values hierarchies from pretest to posttest.
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H04

There will be no interaction between age, gender and
treatments on CES-D scores, grade averages and
relaxation scores.
A theoretical framework was used which combined

Adaptation-Level Theory (Helson, 1964) and the Health
Promotion Model (Pender, 1982).

To this framework were

added the dimensions of the person's values-attitude system
and a continuum of health behavior patterns.

The purpose

of these inclusions was to provide further guidelines for
studying the research variables.
Summary of the Study
A study of adolescent depression was conducted during
the fourth six weeks grade reporting period of the 19851986 school year in two secondary schools in a southwestern
college town.

The population consisted of 259 non-clinical

adolescents, ages 12 to 19 years old.

A sample of 122 non

clinically depressed adolescents were randomly selected
from the population.
The purpose of this research was to investigate the
effects of values therapy and relaxation exercises combined
and relaxation exercises alone on the depression symptoms,
grade averages, relaxation status and personal values
change in non-clinical adolescents.

Acquisition of self

modification skills reflected in changed measurements was
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the desired outcome.

An auxillary purpose was to determine

the prevalence of depression symptoms and the correlated
effects on academic achievement, personal values, and
relaxation status in the study population.

The rationale

for the study was that to involve the nurse in assisting
adolescents in developing self-modification skills could
save lives, be cost effective, and can possibly enhance the
health of tomorrow's elderly.
The study was conducted in two parts.

In Part 1, 231

students from 12 classes, five seventh to ninth grade
classes and seven tenth to twelfth grade classes, were
pretested after obtaining consent from school officials,
parents, and students.

Twenty-eight students were

posttested only.
Three measurement instrument were used:

The Center

for Epidemiologic Studies of Depression Scale (CES-D), the
Fomby Health/Health Promotion Values Scale (FHHPVS), and
the Relaxation Self-Assessment Scale.

Grade averages were

obtained from official school records for the six week
grading period prior to and immediately following the
study.
One hundred and forty-eight of the pretested students
scoring 16 or above on the CES-D scale and stratified by
school, gender, and grade averages of 85 and above and
below 85 were randomly selected and randomly assigned to
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treatment groups and no treatment group.

These subjects

were notified in writing of selection for inclusion in Part
2 of the study;

122 participated and 26 did not.

In Part 2, 33 subjects received values therapy and
relaxation exercises combined (Treatment 1) and 28 subjects
received relaxation exercises only (Treatment 2)' once a
week for four weeks.

There were 33 subjects in the no

treatment group and 28 in the posttest only, no treatment,
group.

Group discussions regarding health, health

promotion, personal values, decision-making, choice, and
achievement were provided to subjects in Treatment 1
groups.

Also, these subjects individually examined three

of their 12 pretested values ranking and rating each week
for four weeks.

Upon completion of the research, subjects

were debriefed and verbal evaluations were obtained.
Discussion of Findings
In the total population of 259 junior and senior high
school males and females, 231 (89%) reported depression
symptoms equivalent to mild to severe depression.

CES-D

scores ranged from 16 to 57 out of a possible score of 60.
There were approximately eight times as many subjects,
males and females, scoring 16 or above on the CES-D scale
than those scoring less than 16.

More female (90%) than

male (85%) subjects scored 16 or above.

Finding that
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greater than three-fourths of the population were depressed
is consistent with other research indicating that there is
a discrepancy between ·the number of adolescents diagnosed
as being depressed and those displaying depressive symptoms
or behavioral equivalents (Beck & Young, 1978; Evans
Acton, 1971; Weiner, 1980).

&

Principals and teachers of

both the junior and senior high schools stated they were
unaware of the magnitude of the problem of adolescent
depression existing within their students.· These schools
were experiencing problems with increasing academic failure
rates, truancy, and delinquent behavior.

Research findings

and school personnels' comments confirm the notion that
adolescents mask feelings of depression but express their
feelings in behavioral equivalents (Atwater, 1980).
Finding gender differences is consistent with other
research indicating adolescent females report more feelings
of depression than males (Albert & Beck, 1975; Fomby, 1985;
Rosenstock, 1985; Terri, 1982; Weisman & Klerman, 1977).
Differences between males and females' self-reported
depression were found by Weisman and Klerman (1977) in a
non-clinical population.

These authors concluded that the

differences were real and posited premenstrual tension
and/or oral contraceptives use as two possible causes.
They also suggest that the socialization of young females
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to make them less assertive and helpless limits the
development of an adequate response repertoire when under
stress.
Finding difference on posttest CES-D scores > 16 in

-

the population of junior (92%) and senior (87%) high
subjects suggests developmental manifestations of
depression as reported in the research of Toolan (1971),
Langdell (1973), Malmquist (1971), and Lynch (1976).
Comparison by three age groups--12 to 14 early adolescence,
15 to 16 mid-adolescence, and 17 to 19 late adolescence--on
CES-D scores, grade averages, and relaxation scores
indicated that the mid-adolescent (15 to 16) had slightly
higher CES-D scores and lower GAs on pretest and posttest
than either of the two groups.

It is reported that during

mid-adolescence, feelings of hostility and guilt are now
directed inward as either a self-reaction to loss of self
esteem or as self-punishment in an attempt to avoid
superego or parental punishment (Langdell, 1973; Toolan,
1971).
groups.

Similar behavior is not reported in the younger age
The cited differences while not statistically

significant are noteworthy in evaluating the effects of
treatment in the sample.
Interpretation of the data pertaining to personal
values hierarchies of subjects in the junior and senior
high populations indicate that there were hierarchial
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rankings agreement in ranking happiness, health, and true
friendship as high priority values (ranks 1 through 4).
Agreement was also present in the two groups in ranking
self-controlled, social recognition and health promotion as
low priority values.
Junior high males and females agreed that self
controlled was number 12 in importance in their lives.
Senior high males and females agreed that social
recognition was number 12 in importance.

The findings in

the junior high subjects are similar to those found by
Fomby (1985b) in this same age population.
In the present study as in other studies (Arnold,
1984; Simmons, 1980; Toler, 1972), happiness and true
friendship were assigned a high value ranking while in the
same studies self-controlled received a high value ranking.
However, in this investigation, self-controlled received a
low priority ranking.

Independence and freedom were of

medium priority in this investigation while other studies
(Arnold, 1984; Simmons, 1980; Toler, 1972) have reported
these as high priority rankings.

Differences seen in

values ranking by the subjects attest to the idea that no
two people within a culture are apt to establish precisely
the same hierarchy of values.

Consideration must be given

to the fact that values are acquired through different
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historical, cultural, biological, and socioeconomic
determinants of living and survival.
The 26 "dropouts" in Part 2 of the study and the
students in the untreated population who reported
significant increased depression symptoms on posttest were
of particular concern to the investigator, both ethically
and professionally.

Immediate written feedback of these

findings was given to the two school principals, requesting
follow-up by school personnel.

School counselors were also

contacted regarding these findings.

Principals were

requested in writing for advice as to what additional
follow-up should be taken.

A decision was made that

follow-up would be handled by school personnel.
Of interest was the 16 year old male junior high
subject that had a grade average of 32.0 and a CES-D score
of 21.

Reports from the teacher and principal were that

this student had extremely high absenteeism due to family,
social, and psychological problems but was intellectually
bright and could achieve.

Parental consent had been given

for the student to participate in the study but the student
did not participate in Part 2 due to absenteeism, nor did
he take the posttest.
The 15 year old female "dropout" having the highest
CES-D score on pretest (46) and also the highest CES-D
score on posttest (57) out of a possible score of 60, an
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increase of 11 points, and a grade average of 80.2 to 82.6
was of special concern.

Written and verbal attempts were

made by the investigator and verbal attempts were made by
the teacher and the principal to encourage the student to
participate.

Reasons given by the student for non

participation were that she would be behind in her classes
if she lost a class period each week and that she had lost
her written notification or forgot the time or did not know
where the class was being held.

The legitimacy of the

reasons given is suspect.
Possible explanations for the "dropout" are negative
perceptions of self and/or benefits to be derived; improper
motivation; interpersonal, situational, or developmental
factors; and a low valuing of health and health promotion.
An example of a developmental factor is whether the
individual has developed the ability to perform abstract
mental operations relevant to understanding the benefits
and risks of the intervention.
Four null hypotheses were answered.
3 were rejected.

Hypothesis 2 was rejected for seniors but

failed to be rejected for juniors.
to reject Hypothesis 4.
follows.

Hypotheses 1, and

The researcher failed

A discussion of the hypotheses
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Hypothesis 1
HO1

There will be no stat�stically significant difference
among Treatment 1, Treatment 2, and No Treatment
groups on Center for Epidemiologic Studies of
Depression Scale (CES-D) scores, six weeks' grade
averages (GAs), and relaxation scores.

Junior High Subjects
Finding statistically significant differences (F6,68

5.38; �

=

.0001) in the junior high subjects among the

Treatment 1 group (values therapy and relaxation exercises
combined), Treatment 2 group (relaxation exercises only),
and the No Treatment group suggests that treatment effects
we�e realized.

Differences in pretest and posttest mean

scores were found among the three groups. Finding that the
subjects in Treatment 1 group had a 7.3 decrease in CES-D
mean (18.75), a .02 increase in grade average means
(83.87), and a 5.9 increase in relaxation mean (29.98);
Treatment 2 group a 3.7 decrease in CES-D mean (22.09), a
4.7 increase in grade average means (83.46) with males
realizing an 8.52 increase, and a 2.5 increase in
relaxation mean (29.59); and the No Treatment groups 2.2
increase CES-D mean (27.55), a 1.4 decrease in grade
average mean (81.72) and a 3.2 decrease in relaxation mean
(22.80) suggests different treatment effects.

Treatment 1

=
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was most effective in decreasing the subject's depression
scores to only two points above the cutoff point, and
increasing relaxation status, but it had no effect on grade
average.

Treatment 2 had an effect on subjects' depression

scores but not as much as Treatment 1.

This treatment had

the greatest effect on increasing grade averages.

Subjects

in the No Treatment groups experienced negative changes on
all three measurements.

These results are supported by

Greenstein's (1976) findings that the use of values therapy
(self-confrontation) is effective in modifying complex
social behaviors rather than simple or situation-specific
behaviors.

For the junior high subjects, depression

appeared to be a complex social behavior and academic
underachievement a situation-specific behavior.
Confirmation is provided by the findings in the No
Treatment groups.
Senior High Subjects

=

Findings statistically significant differences
5.60; £

=

(EG,ao

.0001) among the three groups in the senior

subjects suggests that treatment effects were realized.
Differences in pretest and posttest mean scores among the
three groups suggest that different treatment effects were
present.

CES-D scores for Treatment 1 group showed a 9.9

decrease (mean 17.98), Treatment 2 a 3.5 decrease (mean
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21.58), and the No Treatment group a 14.7 increase (mean
29.967).

Grade average mean scores for Treatment 1 group

showed a 2.5 increase (mean 86.7), Treatment 2 a 3.4
increase (mean 86.49), and the No Treatment group a 7.9
decrease (mean 76.70).

Relaxation scores for the three

groups showed for Treatment 1 group a 3.7 increase (mean
30.6), Treatment 2 group a 4.3 increase (mean 29.97) and
the No Treatment group a 2.6 decrease (mean 24.7).
Treatment 1 was most effective in decreasing CES-D scores
compared to Treatment 2 but similar effects are found for
the grade averages and relaxation scores.

Finding an

11 point difference in CES-D scores and a 10 point
difference in grade averages between the Treatment 1 and No
Treatment group confirms the validity of Treatment 1 and
suggests that intervention is needed for the senior
population of depressed students.

Lynch (1976) found that

during late adolescence, the ego ideal confronts the
realities and limitations of adult life forcing the
adolescent to make some realistic choices.

Often these

experiences initiate and perpetuate a sense of inadequacy
and imperfection which persist into adulthood.
A comparison of junior and senior high subjects'
posttest scores for the two treatment groups found that in
the two treatment groups the seniors had lower CES-D means
(17.98) versus junior (18.75), higher grade averages (86.74
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versus 83.87), and similar relaxation mean scores (30.6
versus 29.98).

These findings suggest a response to

treatment based on the notion that the more inward the
depression in the older subjects, the greater the response.
Grube, Rankin, Greenstein, and Kearney (1977) provide
further support for these findings by stating that since
the behavior change is actually initiated by the individual
rather than as a manipulation of external reinforcement,
then values change; a self-confrontation approach could be
useful in increasing intrinsic motivation.

The effects of

music and relaxation is confirmed by Kibler and Rider's
(1983) findings that their combined treatment increased
relaxation effects, as measured by finger temperature
response.

Applying adaptation-level theory to the findings

of both groups suggests that either treatments were above
the prevailing adaptation-level, thus the influence of the
focal stimuli (depression) was counteracted (as seen in a
decrease in CES-D scores, an increase in grade averages,
and an increase in relaxation status).

The level of

readiness to take action was enhanced by increasing the
intensity of cues (counseling and values self
confrontation) and decreasing or removing barriers to
action (allowing subjects to talk about their feelings,
problems, and values in a supportive environment).
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The comments of Masterson (1972) are used to support
further the findings that either treatment is better than
no treatment.

He contended that borderline depressed

adolescents react to an inner core of overwhelming
depression that must be penetrated before significant
changes can be made.
The similar findings confirmed by regression analysis
between the three groups in the two schools (t = 7.96, � <
.01 junior and t

=

5.81, � < .0001 senior) are supported by

the findings of Cohen and Cohen (1980) where only a maximum
of a two-point difference was realized between a younger
and older group in response to health educational
materials.
Hypothesis 2
HO2

There will be no statistically significant difference
between males and females in Treatment 1, Treatment 2,
and No Treatment groups on CES-D scores, grade
averages, and relaxation scores.

Junior High Subjects
Finding no statistically significant gender
differences between the Treatment 1, Treatment 2, and No
Treatment groups in the junior high subjects (F6,6 8
.3645; �

=

=

.899) on posttest CES-D, grade averages, and
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relaxation scores suggests that neither gender benefited
more than the other did.

Analysis of means by gender

separately for each group using the student t test found
that differences which had been statistically significant
on pretest were no longer significant on posttest.
exception was found.

Posttest CES-D mean scores for the

Treatment 2 group were statistically significant (t
� < .05; rpb

=

.48, r 2 pb

variance in this group.
significant.

One

=

=

2.17,

.23) accounting for 23% of the

Pretest CES-D scores were not

Males had a lower mean on both pretest

( 2 5.00) and posttest (20.57) than females (pretest mean
2 6.67

and posttest

2 3.61).

Weisman and Klerman's (1977)

study found that females report more depression symptoms
than males, concluding that these differences are real and
could be due to hormonal effects.

Similar findings were

present in a study conducted by this investigator (Fomby,
1985) with females admitting to suicidal ideations while
males did not.

National studies report, however, that more

males than females commit suicide.
Senior High Subjects
Finding no statistically significant gender
differences between the three groups on posttest group
means for CES-D scores, grade averages, and relaxation
scores (F6,80

=

.6433; �

=

.695) suggests that neither
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gender benefitted more than the other did.

However,

analysis using the student t and rpb tests indicated that
statistically significant differences on pretest and

posttest mean scores in Treatment 1 group were present for
CES-D scores (t15

.02 5).

= 2 • 68 ,

=

2

• 4 7, E. <

The amount of variance accounted for on pretest was

3 2 % (rpb = . 57, r 2 pb
r 2pb

E. < • 01 and t15 =

.2 9).

=

.3 2 ) and on posttest

(rpb

2 9%

=

.54,

Analysis of grade averages for Treatment 1

subjects b y ge�der found a t1 5

4.83, E. < .0005 on pretest

=

and t15 = 3.75, E. < .005 on posttest.

The amount of

variance accounted for on pretest was 61% (rpb
= .61) and on posttest 49% (rp b

=

.70, r 2 p b

=

=

.78, r 2 pb

.49).

Differences in relaxation scores for this group were

not significant on pretest but significant on posttest <t15
= 2 .31,

� < .025 rpb

the variance.

=

.51 r 2 pb

=

.2 6) accounting for

2 6%

of

Females in Treatment 1 group had lower CES-D

means (16.39) than males (19.56), higher GAs (89.10) than
males (84.38) b ut lower relaxation score ( 2 8.76) than males
(32 .44).

Finding that females respond more positively to

Treatment 1 than males is explained by theory.

Since the

females had higher CES-D means on pretest (mean

2 9.50)

males (mean

2 6. 2 9),

than

adaptation-level theory states the

greater the focal stimuli (depression) is above the
prevailing adaptation-level, the greater the response to
sufficient emphasis on other stimuli (Treatment 1 ).

169
In Treatment
pretest (t13

=

2

group, there were gender differences on

3.03, � < .005, rpb = .67, r2 pb = .45)

accounting for 45% of the variance and relaxation scores
(t13

2 8%

= 2 .06,

� < .OS, rpb = .53 r 2 pb = .2 8) accounting for

of the variance.

However, no statistically significant

difference on posttest was found which suggests that
Treatment 2 was equally effective for males and females.

Subjects in the No Treatment group had significant gender
difference on pretest CES-D scores (t16

=

3.62 , � < .005,

rpb = .67 r 2 pb = .45) accounting for 45% of the variance.
On posttest this difference was not present; however,

gender differences were found in the decreased posttest
grade averages (t16 = 3. 2 6, � < .005, rpb
.41) accounting for 41% of the variance.

=

.648, r 2 pb =

Females (mean

73.48) in the No Treatment group had lower grade averages

than.males (Mean 79.90) on posttest but were higher on
pretest (female mean = 85.17; male mean = 83.98).

A

relationship is seen in the No Treatment females between
the posttest CES-D mean ( 2 8.3 2 ) and grade average (mean
73.48).

As the female reported more depression symptoms on

posttest, there was a corresponding decrease in grade
averages suggesting that, if the subject continues
untreated, grade averages will decrease as depression
increases.

Adaptation level theory explains this

relationship by stating if the focal stimuli (depression)
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is below the prevailing adaptation-level, then negative
responses will result (lowered grade averages).
Hypothesis 3
HO3

There will be no statistically significant differences
in Treatment 1, Treatment

2,

and No Treatment groups

values hierarchies from pretest to posttest.··
Junior High Subjects
Finding only the value self-respect statistically
significant (x 2 = 11. 2 7; �

=

0.05) for the combined

Treatment 1 groups, Treatment

2

groups, and No Treatment

groups suggests that the ranking of personal values of
junior high students differ among these groups.

This

difference is explained by Blum's (1974) comments that no
two people within a culture are apt to establish precisely
the same hierarchy of values.
was seen.

On posttest values change

Self-respect was no longer significant, but the

value health was found to be statistically significant with
a x2

=

16.69; �

=

0.005.

This finding suggests positive

effects of Treatment 1 (values therapy and relaxation).

In

the Treatment 1 group during group discussions, health was
identified as a desirable goal.

Blum (1974) affirmed that

any attempt to achieve desirable goals must consider the
values held by individuals or groups and the cultural
desirability of the targeted goal.

The fact that health
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was not ranked as a value of high priority on pretest is
confirm.ed by Pender's (1978)" findings that individuals who
ranked health as less than top priority viewed health as an
enabling state which is needed to facilitate the attainment
of higher priority goals.

The influence of age is also

suggested and confirmed by Walton's (1981) findings that as
age increased individual valued health higher.

Finding

differences in the Treatment 1 and Treatment 2 groups of
pretest significance only for the value true friendship (x 2
= 4.80j

e

=

0.03) and posttest significance for the values

true friendship (X2
6. 2 1; E

=

0.01)

=

7. 2 6; E.

= 0.007) and health (x 2 =

also suggests individual differences and

effects of Treatment 1.
To evaluate further differences in values hierarchies
in the three groups, an analysis was made of consistency in
values rankings and ratings--the less consistency, the
greater the change.

Using a criterion of no more than two

positions change, the least amount of consistency (55%) was
found in Treatment 1 groups.

Treatment 2 groups had the

next least amount (7 2 %) and the No Treatment group the
highest consistency (80%).

These findings suggest that

more values change occurred in the Treatment 1 group.
use of values therapy to effect values change needed to
modify complex social behavior has been confirmed by
Greenstein (1976), Rokeach and Cochran (197 2 ), Pender

The

17 2
(1971), Rokeach and McLellan (197 2 ), and McLellan (1974).
These researchers found long term effects as long as
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months after experimental treatment.
Senior High Subj.ects
Senior high subjects differed from junior high
subjects in that on pretest for the three groups three
values were found to be significant:
11.16; £ = 0.05), self-respect (x 2
true friendship (X 2

=

=

independent (X 2 =
1 2.58; £

1 2 .07; 2 = 0.03).

=

0.03), and

However, on

posttest, none of these values was significant but rather a
totally different group of significant values were found.
On posttest the values happiness (x 2
health (x2 = 12.08; £

=

=

13.6 2 ; £ = 0.0 2 ),

0.03), health promotion (x 2

11.75; £ = 0.03), and helpful (x 2
found to be significant.

=

1 2 .96; £

=

=

0.0 2 ) were

This shift in significant values

were found to be more relevant to the goals of the study of
influencing depression.

Finding more values change in

Treatment 1 groups, by consistency, Treatment 1 (55%),
Treatment 2 (60%), and No Treatment (65%), suggests that
combining values therapy and relaxation exercise is more
effective in changing values than relaxation exercises only.
Findings in the senior high subjects are supported by
other research findings.

Feather (1983) in a study of the

relationship between depressive symptoms, self-esteem,
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attributional style, and protestant ethnic values found
that values were associated with more frequent behavioral
(internal) attributions and less with external
attributions.

The goal of values therapy is to increase

internal self-dissatisfaction to a sufficient level that
either the value or the behavior will change.

Grube,

Rankin, Greenstein, and Kearney (1977) in reanalyzing data
from values therapy research found that contrary to the
researcher's interpretation behavior change occurred from
the treatment effects in addition to the effect mediated by
values.

Thornburg and Ellis-Schwabe (1984) found that

values which can be experienced to some extent by
adolescents were ranked higher than the more abstract or
social values.
Hypothesis 4
H04

There will be no interaction between age, gender and
treatments on CES-D scores, grade averages and
relaxation scores.
Finding no significant difference on the interaction

between gender, age, and treatments on posttest CES-D
scores, grade averages, and relaxation scores for both the
junior and senior high subjects suggests that the
treatments were effective regardless of age or gender.

The

obtained F values for the junior high subjects on posttest
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were !2,35 = .37, £ = .70 for grade averages; £2,35 = .30,
£ = .74 for CES-D scores; and £2,3 = .59, £ = .56 for
relaxation scores.

For the senior high subjects, the

posttest F values were F1,41

averages; F1,41
=

.43, £

=

=

=

3.22, £ = .08 for grade

.56, £ = .46 for CES-D scores; and F1,41

.51 for relaxation scores.

These findings

suggest that even though depression has been found to have
developmental manifestations, the developmental level of
the subject does not affect positive response to the
treatment.

This finding is explained by the conclusion

reached by Grube et al. (1977) in their reanalysis of
values therapy research.

These authors concluded that

since the behavior change is actually initiated by the
individual rather than as a manipulation of external
reinforcement, then values therapy, a self-confrontation
approach, could be useful in increasing intrinsic
motivation.

This study hypothesized that personal values

function as intrinsic motivators and can be used to effect
positive health actions.
Conclusions and Implications
Based on the findings, it was concluded that
depression symptoms in this non-clinical population exist
at a greater magnitude than is recognized or acknowledged.
These findings confirm other observations that adolescents
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mask feelings of depression but express these feelings in
behavioral equivalents.

Differences found in the

population between males and females' self-reported
depression can be due to different socialization patterns,
learned self-helplessness in females, and developmental
manifestation of depression.
Individuals acquire values through different
historical, cultural, biological, and socioeconomic
determinants of living and survival.

Consequently, the

differences found in hierarchies of values of younger and
older males and female adolescents attests to the influence
of individual factors and experiences.

Therefore, health

educational efforts should consider the possible influence
of individual values in planning health programs for
adolescents.
Some depressed adolescents experiencing low valuation
of health and health promotion, negative perceptions of
self and influenced by interpersonal, situational, or
developmental factors are improperly motivated to use self
help skills for solving health related problems

For those

depressed adolescents having at least interest, if not
motivation, for self help, the use of values therapy and
relaxation combined can be effective in reducing depression
symptoms in both younger and older adolescents.

For the

older adolescent this treatment can also be effective in
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increasing grade averages, thus reducing underachievement.
Further, the findings indicate that the use of either
values therapy and relaxation exercises combined or
relaxation exercises alone is superior to no treatment at
all.

Depressed adolescents not receiving attention to

their complex social behaviors and problems will persist
and possibly increase in their masked feelings of
depression and equivalent behaviors.

Identification and

follow-up of masked or expressed depression is imperative.
All depression and its behavioral equivalents in
adolescents should be taken seriously until proven
otherwise if the health of adolescents is to be enhanced.
Toolan's (1981) follow-up of depressed children found
that many remained depressed throughout life.

Early

warning signs of adolescent depression ·can be identified.
Instruments used to measure non-clinical depression,
personal values, and relaxation status have been found to
be valid and reliable for an adolescent population.

The

availability of these instruments removes a previously
existing obstacle to research of non-clinical adolescent
depression.
Emphasis on personal values as intrinsic motivators
can assist adolescents in effecting health-behavior change
as well as value change.

This change in values can be more

relevant in influencing depression symptoms if the

177

resulting behavior change is actually initiated by the
individual rather than by a manipulation of external
reinforcement.
Finding that depression symptoms exists among subjects
with high, medium, and low grade averages with age and
gender differences before treatment but not after treatment
suggests that depression symptoms are related to
underachievement, socialization practices, and problem
solving skills rather than poor academic achievement
(meaning low achievement) and developmental factors.

Also,

it suggests that using the concepts can and will can be
successfully employed as a motivational intervention for
adolescents directed toward personal control.
Adaptation-Level Theory and the Health Promotion Model
have been tested in this research.

Based on theory, it can

be concluded Treatments 1 and 2 were above the adolescent's
prevailing adaptation-level thus producing positive change.
Further, the influence of the focal stimuli (depression)
can be decreased by sufficient emphasis on personal values
and relaxation status.

In this study, barriers to health

promotion action were depression and high levels of
muscular and mental tension.

When the barriers were

decreased and the intensity of cues (personal values
change) was increased, the adolescent's level of readiness
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to take health-promoting action was enhanced.

The long

term effects of this action remain to be investigated.
Educational stressors due to underachievement leading
to a negative self-concept, feelings of resentment, and
unworthiness and depression can be counteracted.

The

negative influence of the Texas H.B. 72 eligibility rule,
better known as the no pass-no play rule, can be an
educational stressor effecting the depression symptoms
found in the population and the significance levels of
change found in the sample.

Treatments 1 or 2 can be used

to counteract this educational stressor.

Existential

philosophy which holds the ceptral position that an
individual may come to terms with the meaning of personal
existence, self-scrutiny, and personal choice by accepting
responsibility for those choices and acting accordingly can
be viewed as a possible effect to add perspective to the
findings of this study.

Further the findings can be

explained by the notion that the inability to adapt or
prevent inconsistencies between taking personal
responsibility for choices and actions taken results in
depression symptoms and deficits in academic achievement.
The significant prevalence of depressive symptoms
among adolescents in a non-clinical general population
indicates that nurses need to direct increasing attention
to the health needs and problems of non-clinical
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adolescents.

The possible long-range consequences of the

depressive symptoms existing in this age population deserve
consideration by nurses, school officials, and parents.

A

predictable outcome of nursing interventions used to effect
self-modification skills is the promotion of patterns of
health behaviors that are positive and assist change.
Efforts to increase health knowledge and change health
behaviors can be effected by having adolescents examine
their values, set goals, and use internal strengths and
perceived need to determine positive actions to be taken.
Based on theory, the implication is that to continue to
teach adolescents health promotion skills without realizing
the low value adolescents place on health promotion,
defined as acting to become.healthier will produce no
change or possible negative change.
Nurses can use nursing interventions of values therapy
and relaxation exercises to create an atmosphere of
acceptance where the adolescent can gain enough ego
strength to facilitate growth and effectively change masked
depression and its health behavioral equivalents.

Nurses'

and other health professionals' increased awareness of and
appreciation for the uniqueness, prevalence, and correlates
of adolescents' depression can save lives, be cost
effective, and possibly enhance the health of the future
adults and elderly.

The nurse has a major role to play in
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achieving the national goal of improving the adolescent's
health habits and decreasing the death rate to less than 93
per 100,000 population by 1990, thus promoting health in
this all too often neglected population.
Recommendations for Further Studies
Health-promotion strategies are needed also in the
preadolescent population.

Arnold and Smeltzer's (1974)

study suggests that many factors contributing to health
behavior may reach their clearest delineation in
preadolescence.

If depression symptoms are present at the

seventh grade level, ages 12-14, when did these begin?
What effects can the present interventions begun earlier
than seventh grade have on the depression symptoms of
junior and senior high school students?

What effects can

the present intervention have on health problems such as
teenage pregnancy, illicit drug use, mental illness,
delinquency, truancy, suicide ideations, and other
behavioral equivalents of depression?

Further study is

needed to answer these pertinent questions.

The quality

and quantity of life for adolescents depends on these
answers.
Longitudinal designs are suggested to determine the
persistence versus the temporary nature of depressive
symptoms in adolescents.

Also, longitudinal studies are
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suggested for the subjects in the sample to determine the
long-range effects of the two treatments.

Follow-up

studies are also needed for non-clinically depressed
adolescents to determine what carry-over effects of
depression are manifested throughout the remaining life
span.

Further exploration is needed to determine

appropriate health promotion strategies specifically
designed for a population experiencing suicidal ideations
and/or having made suicidal attempt.

The direct

relationship between depression and suicide was not tested
in this study, but the increase in depression symptoms
found in the nontreated groups suggests that deleterious
effects can result if non-clinically depressed adolescents
are not identified and managed.
Toward a Formal Theory of Health Behavior Change
Wilson (1985) states that "one goal of research is to
extend the scope of our knowledge" (p. 261).

To achieve

this successfully, data obtained from research can be
organized to present a systematic view of the studied
phenomena by specifying relations among observed phenomena.
Faucett (1978) states that theory directs research and
research findings shape the development of theory (p. 50).
How then do nurses develop theory from their research
to achieve a goal of research?

Gibbs (1972) suggests a
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method of theory construction which will be used to apply
the research findings of this study to the development of a
theory of Health Behavior change.
Theory construction, claims Gibbs (1972), is a formal
method of interrelating extrinsic and intrinsic logical
statements as empirical assertions which take the form of
constructs, concepts, referentials, and referents.
distinguishes bet�een constructs and concepts.

Gibbs

A construct

is a substantive term, defined by the theorist, having an
incomplete definition; thus it is not empirically
applicable.

A concept is also a substantive term, defined

by the theorist, but having a complete definition; it also
is not empirically applicable.
developed.

From concepts, formulas are

Only formulas are considered to be empirically

applicable.
Gibbs (1972) suggests that propositions are used to
describe relationships between two or more concepts.
Transformational statements connect concepts to
referentials which are indicated by acronyms.
used to connect two or more referentials.

Theorems are

Epistemic

statements connect referentials with referents.

Testable

hypotheses are derived to describe the relationship between
referents.

Finally, a descriptive statement is made, thus

completing the paradigm.
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Extrinsic statements include definitions, assumptions,
and descriptions of formulas used.

The intrinsic

statements within the paradigm are axioms, postulates,
propositions, transformational statements, epistemic
statements,· theorems, and hypotheses.

A unit term is a

class of events or things common to the intrinsic
statements.

Constructs, concepts, referentials, and

referents function as substantive terms which designate
properties of units.
Substantive terms must stipulate the temporal
dimension.

A temporal quantifier is used to designate an

interval of or point in time.

The temporal quantifier T 0

denotes some point in time but is not necessarily the same
for all units or all tests.

However, to compute change in

referentials, temporal quantifiers are necessary.
According to Gibbs, only two relational terms are
needed:

greater, greater and

greater, lesser.

greater X at T 0 , the lesser Y at T 0 •

The

This is interpreted

as the properties X and Y are to be considered at the same
point in time.

The relations greater, greater suggests

that there will be a positive coefficient of correlation
between X and Y referents and greater, lesser suggests a
negative coefficient.

These relational terms are

symmetrical and thus propositions and hypotheses can be
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tested by conventional statistical measures of association
(for example, rho, tau, r).
Path analysis can be used to determine whether or not
observed correlations are consistent with the proposed
theory.

Path analysis, developed by Sewall Wright (1921)

has been used to distinguish between the direct and
indirect effect of variables and to tease out true
relationships from spurious ones (Munro

&

Sexton, 1984).

Based on the findings of this research, the following
theory is suggested for further testing.

A theory of

health behavior change is conceptualized using Gibb's
(1972) paradigm of a type 1-2 method of theory
construction.
postulates.

This method suggests one axiom and two
The axiom is used to indicate the relationship

between two constructs.

Postulates are used to describe

the relationship between constructs and concepts.

There

are seven basic assumptions made in the proposed theory.
Assumptions
1.

The person is born with a valenced adaptation response
level.

2.

Perceived need alters the person's life style.

3.

The person, environment, and antecedent variables
interact to produce divergent appraisals that reflect
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whether the encounter is irrelevant, benign, or
stressful.
4.

The person has the right to choose actions
intentionally which increase expectations and
satisfaction.

5.

The person has the potential for change and tends to
change towards health.

6.

Outcomes that interfere with adaptation are most likely
to change.

7.

Age, sex, education, income, personal values, and
interpersonal factors exert an indirect effect on
health behavior change.
Helson's Adaptation-Level Theory, Fender's Health

Promotion Model, and Roy's �daptation Nursing Model highly
influenced the development of Towards a Theory of Health
Behavior Change.

In this theory, the following definitions

are proposed.
Person is a bio-psycho-soci-cultural being that uses energy
to increase the ordering of relationships with the
environing universe.
Health is the achievement of a synergistic balance between
physical, emotional, mental, social, spiritual, and
vocational determinants of human functioning which are
interactional and symmetrical.
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Environment is internal and external to the person and
includes the environing universe.
major types of environments:

There are four

biological,

psychological, social, and cultural.
Definition of Constructs and Concepts
A stressor is defined as any demand made on the person
which requires a nonspecific response.
adaptive or maladaptive results.

A stressor may have

Stressors function as

both stimuli and motivators which begin an interactional
process resulting in perceived need.

Desired outcomes are

the achievement of goals based on personal expectation,
intention, and satisfaction.
stimuli.

There are three classes of

These are defined as determinant, catalyst, and

regulator stimulus which affect the perceived need for
change.

A determinant is any measurable factors most

immediately confronting the person which demands change and
can be measured by the person and others.

A catalyst is

any other measurable factor (s) present in the situation
which influence the intensity of change and can be measured
by the person and others.

Regulators are those factors

presumed to effect the direction of change and can only be
identified by the person.

Personal values, attitudes, and

beliefs are examples of regulators.

It is the pooling
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interaction between determinants, catalysts, and regulators
which determine the level of perceived need.
Motivators are those forces that effect the perceived
need producing a desire to move towards positively valenced
change or away from negatively valanced change.
two kinds of motivators:

There are

intrinsic, which is internal to

the person, and extrinsic, which is external to the person.
Adaptation-level is the net response to previous and
current stimuli and motivators which act upon the
prevailing adaptation level to produce either positive,
neutral, or negative actions, and ultimately corresponding
health behaviors.

Action is the initiation and

continuation of movement towards deliberate self-directed
change.

The direction of the action is determined by the

prevailing adaptation-level.

Health behavior change is the

continuous practice of a permanent and completely different
pattern of behaviors which influence the health of a
person.

Patterns of health behavior are viewed as existing

on a continuum, which are either positively, neurally, or
negatively valenced, consisting of self-determined, self
controlled, self-sustaining, self-damaging, and self
destructive behaviors.

This continuum is envisioned as

Perceived Need�

F
0
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Health behaviors

t

Self-determined

s

I
T
I

V
E

Neutral
N
E
G

A

J,

I
V
E

Self-controlled
Self-sustaining
Self-damaging
Self-destructive

Perceived need is a personal awareness and acceptance of a
useful or desired state that is yet unfulfilled which is
experienced through the senses and influenced by stimuli
and motivators.
Figure 14 presents a proposed structure of a Theory of
Health Behavior Change.

The temporal quantifiers T0 is

used to denote a present point in time and Tn+1 is used to
denote a future point in time.
The axiom is the greater the stressor at T0 , the
lesser the desired outcome at Tn+1•

Two postulates are

posed as (1) the greater the stressor at T0 , the greater
the motivators at T0 and (2) the greater the desired
outcome at T n+1, the greater the adaptation-level response
and subsequent action at Tn+1·

A proposition is posed that
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Figure 14. Structure of a Type 1-2 Theory of Health Behavior Change (Fomby, 1986)
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the greater the stimuli and motivators at T0 the greater
the adaptation-level response and subsequent action at
Tn+1•
Two transformational statements are postulated (1) the
greater the stimuli and motivators, the greater are the
measurement of determinant, catalystic, and regulator
functions and (2) the greater the desired outcome the
greater the weights exerted by adaptation-level and action.
Two referentials a�e posed:
SM = D, C, R where

Referential 1:

S

=

stimuli

M = motivators

D = determinate; X or log X (geometric or

logarithmic mean)
C = catalyst
R = regulators

AA = p, q, r where

Referential 2:

A = adaptation-level
A = action

p + q + r

=

p

=

probability of occurrence

q

=

probability of non-occurrence

r

=

error/variance

1 and represent a weighted measurement of

the amount of influence the determinant, catalyst, and
regulator are exerting in any given situation.
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Refe r ential 1 and Refe r ential 2 are combined to yield
a theorem of SM

AA = XPCqR r or log X log C log R.

There

are seve ral advantages of using the geometric mean (X).
Fi rst, it is easier to calculate.
conceptualize.

Second, it is easier to

Howeve r, the natural logarithmic mean

provides inc reased pr ecision.
The
change.

r efe rents

a re perceived need and health behavio r

A hypothesis is posed which ser ves as a

descriptive statement.
T 0, having a valenced

The g r eate r the perceived need at
response

level, the greater the

health behavio r change at T n+1 corresponding to the sign of

the valence.

Fawcett (1984) suggests a ret roductive st r ategy called
abduction for theory const ruction that combines inductive
and deductive methods.

The p r oposed Theory of Health

Behavio r Change employed an abductive method of theo r y
construction.
are two steps

Further, according to Fawcett (1984), the re
r equired

for empirical testing of a theory.

First, the theory must be delineated as a model o r a
paradigm.

Second, the concepts must be operationally

defined and hypotheses gene r ated from the propositions.
The proposed theory has followed the required two steps and
is, therefore, ready for testing.

To enable the proposed

Theory of Health Behavior Change to be tested in nursing,
the following definition of nursing is offered.

1 92
Nursing is the application of scientific
knowledge, theory, and practical skills to
diagnose, assess, intervene, and evaluate health
behavior change of persons in response to
perceived need related to other significant
changes occurring within the environing universe.
Path analysis can be used to test the proposed Theory
of Health Behavior Change.

In Figure 15, path 41 indicates

the direct effect of perceived need (1) on health behavior
change (4 ).

The indirect effect of perceived need on

health behavior change is calculated by multiplying p 43
times (P21 )(P23).

The total causal effect is the sum of

the direct and indirect effects [p41 + (p43)(p23)(P21 )].

Subtracting this total causal effect from the correlation

between the independent and dependent variables r 14 + [p41
+ (p43)(p43)(P21)(P2,12,2)(P2,23,1)(p3,13,2)(p432)]

identifies that portion of the correlation that is
noncausal or spurious.

Stimuli, motivators, adaptation

level, and action are considered as having an indirect
effect on health-behavior change as seen in P43,2•

Through the calculation of correlation coefficients

using standard scores, each correlation included in Figure
15 can be decomposed into direct and indirect effects.
Path coefficients are calculated using multiple regression
analysis where each endogenous variable is regressed on
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'
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those variables indicated by the direction of the arrow.
Stressors ( 2 ) is regressed on perceived need (1) and health
behavior change (4) is regressed on perceived need (1),
stressors ( 2 ), and desired outcomes (3).

Standardized

regression weights (betas) are used for the path
coefficients.

All paths with path coefficients of less

than .OS are deleted and new multiple regressions are
computed using only the retained variables.
R 2 3 and R14 represent the effects of variables not

included in the theory; for example age, education, and

SES, are calculated by 1 - R 2 , where the multiple R squared
is taken from the regression equation in which the given
endogenous variable health behavior change (4) is the
dependent variable and all prior variables indicated as
causal are the predictors.

The square of this path

coefficient denotes the residual error or variance of that
variable.
The proposed Theory of Health Behavior change can
direct health care providers who work with depressed
adolescents to develop and to test interventions further
that function as stimuli and motivators which increase
perceived need.

The desired outcome should be a positive

adaptation-level and actions which promote positive health
behavior change.
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P.O. Box 22939, Omton, Texu 76204 (817) 383-2664
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March 6, 1986
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c/o Dr. Margaret Beard

College of Nursing
Denton, TX 76204
Dear Ms. Fomby,

..
for your study,
We now have on file the rev1s1ons
"Preventing Depression in Adolescents" and it appears
t9 meet our requirements in regard to protection of
the individual's rights.
Sincerely,

=r�

JEAN PYFER, Ph.D.
Chairman
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HUMAN SUBJECTS REVIEW COMMITTEE
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TEXAS WOMAN'S UNIVERSITY
Box 22939, TWU Station
RESEARCH AND GRANTS ADMINISTRATION
DE�'TON, TEXAS 76204
HUMAN SUBJECTS REVI� COMMITTEE
b_ _y__________Center:
Name of Investigator: __B_e_t _t�y_Fo_m
Address:

Denton

10/11/85
c/o Dr. Margaret
Beard
Date:----------------------------College of Nurs ing
De nton, TX

Dear

76204

Ms. Fomby,
_ _g_De_ _pr_ e_s s_,_o· _n_i_ n_A_do_ _les_ _c_ e_ n_ts_ _"____
Your study entitled__"P_ r_ e_v _e_n_ti_ n

has been reviewed by a committee of the Human Subjects Review
Ccrmnittee and it appears to meet our requirements in regard
to protection of the individual's rights.
Please be reminded that both the University and the Depart
ment of liealth, Education, and Welfare regulations typically
require that signatures indicating informed consent be obtained
from all human subjects in your studies. These are to be filed
with the Human Subjects Review Committee. Any exception to this
requirement is noted belo�. Furthermore, according to DHEW regula
tions, another review by the Committee is required if your project
changes.
Any special provisions pertaining to your study are noted
below:
__A9d to informed consent form: No medical service or co::i
pensation is provided to subjects by the Univ�rsity as a
result of injury froo participation in research.
__Add to informed consent form: I L'NDERSTAA1) TiiJ..: THE RETUR;�
OF MY QUESTIOh"NAIRE CONSTITUTES XY INFOR.'1ED CONSE:-�T TO J.Cl'
AS A SUBJECT IN THIS RESEARCH.
__The filing of signatures of subjects with the Hu�an Subjects
Revie� Committee 1s not required.
JX_Other: Need an approval by ado lescent's physican or proo f of a
current me d ical exam.
__No special provisions apply.
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Graduate School/

S�cerely,

Project Director
Director of School or
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·'-·- _. ..
� '--.J. •. ,I.
r--. �
Chairman, Human Subjects
Review Committee
\.,
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APPENDIX B
CONSENT FORM FOR SUBJECTS

Consent Form
TEXAS WOMAN'S UNIVERSITY
COLLEGE OF NURSING
Dear Student:
I am conducting a two-part project at your school to increase understanding of
young people's health choices. In part I, participants will be asked to complete
two questionnaires requiring 10 to 15 minutes. There are no right or wrong 1..._..
answers nor will grades be given. No names will be used only assigned numbers.
From the total number of students completing the questionnaires 80 students will
be randomly selected to participate in part II of the project.
Part II will consist of relaxation exercises and group counseling designed to
increase self-help health skills. There are no risks or discomforts involved.
A potential benefit is that students may acquire additional coping skills. No
compensation is provided by Texas Woman's University for participation in this
project.
I invite you to help make this project a success for your school. Should you
decide to participate and later change your mind you may withdraw at anytime.
To participate each student must sign below and obtain the signature of a parent
or guardian. I look forward to working with as many students as possible.
Si

erely yours,
/

-��
�- �1-lx1
Bettv L. Fomby, RN, llPH
Investigator

1

Student's Signature

HSN.

Date

Subject is a minor (age __), complete the following:
Signatures (one required)
Parent or Guardian

Date

Witness (one required)

Date
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APPENDIX C
CENTER FOR EPIDEMIOLOGIC STUDIES-DEPRESSION SCALE

CES-D SCALE
Circle the number for each statement which best describes how often you
felt or behaved this way--DURING THE PAST WEEK.

DURING THE PAST WEEK
1.
2.
3.
4.

s.
6.
7.
B.
9.
10.

Occasionally
Rarely or Some or a
or a
None of
Most or
Little of Moderate
All of
the Time Amount of
the Time
the Time
(Less than
Time
1 Day)
(1-2 Days) (3-4 Days) (5-7 Days)

I was bothered by things
that usually don't
bother me
I did not feel like
eating; my appetite
was poor
I felt that I could not
shake off the blues even
with help from my family
or friends
I felt that I was just
as good as other people
I had trouble keeping my
mind on what I was doing
I felt depressed
I felt that everything
I did was an effort
I felt hopeful about
the future
I thought my life had
been a failure
I felt fearful

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

1

2

3

11.

My sleep was restless

0

1

2

3

13.

I talked less than usual

0
0

1

2

3

2

3

People were unfriendly

0

1

15.

I felt lonely

0

2

3

I enjoyed life

1

0

1

2

3

0

1

2

3

I felt sad

0

1

2

3

0

1

2

3

I could not get "going"

0

1

2

3

12.

14.

16.

17.
18.

19.
20.

I was happy

I had crying spells
I felt that people
disliked me
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APPENDIX D
FOMBY HEALTH/HEALTH PROMOTION VALUES SCALE

FOMBY HEALTH/HEALTH PROMOTION VALUE SCALE
Age____
Female

Male

Directions: Rank the 23 values listed below from 1-12
according to their importance in your life (1 = Most
Important and 12 = Least Important). Then complete the
rating scale according to how strongly you feel about the
rank you selected for each value. Think carefully and feel
free to change your selections until the numbers truly show
how you really feel.
Rating Scale Code:

1 =
2 =
3 =
4 =

Not at all
Somewhat
Moderately so
Very much so
Rating Scale

Values

Rank

Happiness (contentedness or having
fun with others)
Health (being healthy)
Health Promotion (acting to become
healthier)
Helpful (being of service to others)
Freedom (making choices that are
freely selected)
Independent (self-reliant, self
sufficient)
Mature Love (sexual and/or
spiritual intimacy)
Responsible (for own decisions)
Self-Controlled (restrained,
self-disciplined)
Self-Respect (self-esteem; feeling
good about yourself)
Social Recognition (respect,
admiration from others)
True Friendship (close
companionship)
Copyright:

Betty L. Fomby, 1984
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1
1
1

2

-3- -4-

2
4
3
---- -2

3

4

3

4

----

1

2

1

2

1

2

3

4

1

2

3

4

1

2

1

2

1

2

1

2

1

2

3

4

-3- -4-

---3
4
---3
4
---3
4
---3
4
----

APPENDIX E
FOMBY HEALTH/HEALTH PROMOTION VALUES SCALE PROFILE

FOMBY HEALTH/HEALTH PROMOTION VALUE SCALE
VALUES PROFILE*
NAME: -------------DATE:

--------------

High Priority

Medium Priority

Low Priority

Rank

Rank

Rank

Value

Value

1

5

9

2

6

10

3

7

11

4

8

12

Value

*To determine your values profile fill in the blanks using
the values you ranked as 1-12. Place the number you
checked in the rating scale beside each value.
Copyright:

Betty L. Fomby,.1984
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APPENDIX F
RELAXATION SELF-ASSESSMENT SCALE

RELAXATION SELF-ASSESSMENT

Complete the following self-assessment to help you look at the role of
"relaxation" in your life now. On the scale below circle the numbers
which best indicated you and your life during the last year.
Almost
Almost
Never Seldom Often Always
1. It is easy for me to find a place to
be alone in my house • • •
2. My feet are warm when I go to bed at
night .
3. My neck and shoulders are relaxed .
4. I fall asleep within ten minutes of
going to bed
5. When I shake hands with people,
my palms are dry • • •
6. I practice deep breathing when I am
tense • • •
7. When I p ut my hands to my face,
they are warm • • •
8. I am able to function in an emergency
situation • • •
9. When I notice that I am tense,
I am able to calm down • • •
10. It's easy for me to focus my attention
and block out distracting noises

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1. Connect all the circles down the length of the page. Look at the
pattern that your connected line makes. You might also turn your
page sideways to get an even more clear visual picture of
"relaxation" in your life right now. What does it seem to be saying
to you?
2. Now add up your total score:
Circle which range it was in:
10 - 19

20 - 29

30 - 40

If your score was in the 10-19 range, you might want to make some
changes in how and when you play. Which aspects do you think need
the most work? How many "l's" did you mark on this assessment?
These might serve as a clue to help you think about making
changes in this area of your life.
3. How would you like this self-assessment to look in six months from
now? Are you interested in planning towards those improvements?
4. Remember to congratulate yourself for your efforts to learn to relax.
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APPENDIX G
VALUES THERAPY PROTOCOL

VALUES THERAPY PROTOCOL
Rational: Values therapy uses self-confrontation as a
counseling approach. This approach is based on the premise
that change results from the arousal of an affective state
of dissatisfaction within the person due to recognition of
chronic inconsistencies in values, beliefs, and behaviors.
Once significant dissatisfaction is experienced, the person
will change values, attitudes, and behavior to make them
more consistent with self-concept (Pender, 1982).
1.
2.
3.
4.
5.

Using the participant's responses from the FHHPVS
Values Profile developed at the time of pretesting for
the self-confrontation activity.
Participant explored values and behavior conflicts by
using the Values-Actions Review form (See Appendix H).
In Session#1, the participant explored the top three
values selected. Group and individual discussion were
held.
In Sessions# 2, #3, and#4, the next three consecutive
values were explored until all 12 values had been
placed on the Values Action Review forms and discussed.
A separate action review form was used for each
session. These were retained by the participant.
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APPENDIX H
VALUES:

ACTION REVIEW FORM

Value

Number
and
Rating
Actions I Take to
Express This Value
Actions I Can Take
to Express This Value

ACTION REVIEW FORM

Is
Change
Needed

VALUES:

Actions I Will Take
to Express This Value

I

I

t\J
t\J
to

