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Alice M. Frye
The Relationship'Between Self-Esteem and Compliance in
Patients Diagnosed with NoninsUlin Dependent Diabetes
Mellitus
This study examined the relationship between
self-esteem and compliance in a sample of 30 adult
noninsulin dependent diabetics.

The subjects completed

the Rosenburg Self-Esteem Scale and a demographic survey
while attending an

outpa~ient

endocrine clinic.

The

results of the glycosolated hemoglobin test were used as
a measure of compliance. The Pearson Product Moment
Correlation was used to examine the relationship between
self-esteem and compliance using the scores on the
Rosenburg Self-Esteem Scale and"the glycosolated
hemoglobin values.
ther~

Results of the study indicated that

was not a significant correlation demonstrated

between
0.319).

-self~esteem

and

c~mpliance

(~

=

0.087, R

=

However, the analysis of variance revealed a

significant difference in self-esteem between the oldest
and youngest groups, the most educated and leasteducated groups, and the middle income and lowest income
groups; with increasing age, less education, and lower
income having

:a.

negative effect of self-esteem.
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Chapter I
Introduction
Noninsulin dependent diabetes mellitus (NIDDM) is a
major health problem in the United States, with an
estimated 5.8 million Americans diagnosed with the
disease.

Another 4 to 5 million people have diabetes,

but have not yet been diagnosed (U. s. Department of
Health and Human Services, 1984).

Diabetes is a major

contributor _to the increased incidence of coronary
artery disease, hypertension, stroke, kidney failure,
retinopathy and gangrene.

As a result, diabetes

provides the etiological pathology for several of the
leading causes of death and disability in the United
states (Crigler-Meringola, 1982).
The complications of diabetes have also been major
sources of morbidity and mortality.

Twenty years after

onset, microangiopathy of,the retina andjor kidneys can
be expected in 80 to 85% of diabetic patients (Sherwin &
Tamborlane, 1985) and approximately 50% of diabetic
patients will have evidence of neuropathy (Franze,
1
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1985).

Diabetes mellitus increases the risk of

atherosclerosis and hypertension.

The prevalence of

hypertension in diabetic patients over 60 years of age
is 60% while there is only a 30% prevalence of
hypertension in the non-diabetic population (Farrese,
1985).
Some of the complications of diabetes may be
decreased or prevented with control of the disease.
However, it is difficult to adjust to the diabetic
treatment regimen given the major lifestyle changes a
patient must make, the body of information which must be
assimilated, and the manipulative skills and techniques
required for glucose testing and medication
administration (Jacobsen, Hauser, Wolfsdorf, Houlihan,
Milley, Herskowitz, Wertlieb, & Watt, 1987).

Should a

patient choose not to comply with the treatment regimen,
there is not only a.negative effect for the patient in
personal health but, also, a negative effect for the
health care system in economic matters (Dracup & Meleis,
1981).

The lowest estimates indicate that the total

economic impact of diabetes in the United States is at
least $14 billion annually, with half of that cost being.
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hospital care (U.

s. Department of Health and Human

Services, 1984).
The benefits of compliance, including a longer and
healthier life, would seem to outweigh the difficulty in
altering the lifestyle.

However, several·other factors

are involved in the noncompliant phenomena including
locus of control, health beliefs, educational status,
~ocial

support, disease and treatment factors,

· demographic characteristics,' economic. faotors, and
self-esteem (Alagna,. 1980; Andreoli, 1981, Hussey, 1989;
Given & Given,: 1989).

Studies have been completed

exploring the reiationship between self-esteem and
compliance in cancer patients (Itano, Tanabe, Lum,
Lankin, Rizzo, Wieland, & Sate, 1983) and hemodialysis
patients (Basta, 1981).

Using the studies as a basis,

this study focused on the relationship between
self-esteem and

complia~ce

in patients diagnosed with

NIDDM.
Purpose
The purpose ?f this study ·was to examine the
relationship between self-esteem and compliance in
patients diagnosed with NIDDM as-indicated by blood
levels of glycosylated hemoglobin (GHb).

4

Significance of Problem
Noncompliance is an enormous problem since over one
half of all patients for whom adequate treatment·
modalities are prescribed will not receive full benefits
due to noncompliance (Becker &_Maiman, 1975).

This

discouraging problem was documented centuries ago by
Hippocrates when he noted that patients often lie when
they say they·have taken their medicine (Meichenbaum &
1987).

Tur~,

Although noncompliance has always been a

problem in the health field, there has been more of a
focus on the problem in recent years.
.

This increased

.

_awareness may-be due, in part, to the shift in frequency
_of infectious diseases to diseases associated·with
lifestyles and the abuse and neglect of personal health
(Jay, Litt, & Durant, 1983).
The shift.- in ,frequency from_ infectious-:-type illness
to diseases that-are influenced .by lifestyle demands
·certain -changes in the care of patients (Jay, Litt, &
Durant,· 1983).

Health care professionals now recognize_

that to assist patients in health

promotio~,

they must

be skilled in helping patients adhere to the regimens
for treatment or prevention of disease (Itano et al.,
1983).

Nurses must· identify patients at risk for
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noncompliance and design intervention strategies to
increase the level of patient compliance for recommended
therapies (Becker
pa~ients

&

Maiman,. 1975).

As compliant

have demonstrated a higher self-esteem than

patients .who are noncompliant, self-esteem may· be one of
the identifying factors ·for patients at risk for
noncompliance (Itano et al., 1983).
Theoretical Framework
With the change in patterns of disease,
disillusionment with medical technology, increase in
health care costs,

~nd

interest in self-care, an

emphasis on prevention of illness and health promotion
has been created in health care (Pender, 1982).

In

response to this restructuring of the health care
system, Pender (1982) developed The Health Pr·omotion·
Model to provide nurses with a conceptual framework for
understanding the. factors that affect health behavior.
·The Health Promotion Model was adapted to the present
investigation as shown in figure 1 and provides the
.framework to guide this· study (Pender, 1987).
The Healt}?. Promotion_Model is derived from social
learning

theory~

·which emphasizes the importance of

cognitive-mediating processes in the regulation of

6

Figure 1.

Modified Health

COGNITIVE-PERCEPTUAL
FACTORS

Promot~on

Model (Pender, 1987)

MODIFYING FACTORS

PARTICIPATION IN HEALTHPROMOTING BEHAVIOR

~

Importance of
health

1---

Demographic
characteristics

Perceived control
of health

1---

Biologic
characteristics

Perceived selfefficacy

1---

Interpersonal
influences ·

Definition of
·health

-

Situational
factors

''

~

Likelihood of engaging
> in health-promoting
behaviors (compliance)
as evidenced by GHb
/I\

Perceived health
status

~

Perceived benefits of healthpromoting
behaviors

1---

Perceived barr·iers to healthpromoting
behaviors

~

:

setf~esteem

·Behavioral
factors

Cues to action
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behavior.

The model is organized similarly to the

Health Beli~f Model (Becker, 1974) in that the
determinants of health promoting behavior are
categorized into cognitive-perceptual factors
(individual perceptions), modifying factors, and cues
affecting the likelihood qf action (Pender, 1987).
Compliance will be categorized as health promoting
behavior since compliance refers to the extent to which
a person engages in health promotion and illness
prevention behavior (Jay, Litt, & Durant, 1983).
Cognitive-Perceptual Factors
The cognitive-perceptual factors in the model are
the primary motivators for acquiring and maintaining
health-promoting behaviors.

Each factor exerts a direct

influence on the likelihood of engaging in
health-promoting actions.

The cognitive-perceptual

factors identified in the model are:

The importance of

health, perceived control of health,· perceived
self-efficacy, definition of health, perceived health
~tatus,

and perceived benefits and barriers of

health-promoting behaviors (Pender, 1987).
For the purpose of this study, self-esteem was
added to the model as a cognitive-perceptual factor.
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Self-esteem was included in the original Health
Promotion Model-based on the assumption that individuals
who regard themselves highly are more likely to spend
time in health promoting behaviors than persons with low
self-esteem (Pender, 1982).

Self-esteem was deleted

from the revised model because of limited empirical
evidence that self-esteem affects health promoting
behaviors (Pender, .1987).

Since the purpose of this

study is to_examine the relationship between
self-esteem and compliance, a health-promoting behavior,
it is appropriate that self-esteem be again a,dded back
to the model.
Modifying Factors
Modifying factors affect patterns of
health-promoting behavior indirectly through their
impact on co·gni ti ve-perceptual mechanisms.

The

modifying factors identified in the model are:
Demographic factors, biological characteristics,
interpersonal influences, situational factors, and
behavioral factors (Pender, 1987) • . Selected demographic
factors:

age, sex, race, educational level, yearly

income, emploYment status, marital status, and number of
dependents were collected·in this study.

9

Cue to ·. Action
Activating cues influence the likelihood of taking
health promotion action.
internal or external.

These cues may be either

For example, an internal cue may

be a change noticed by a person in the overall health
status, sudh as fatigue, shortness of breath or chest
pain.

An example of an external cue may be information

given on symptoms of an illness or health promotion
activity through the media, publications or other
persons.

Th~.

intensity of the cue needed will depend on

the level of readiness of the individual to engage in a
health promotion activity (Pender, 1987).
Research Question
Is there a relationship between self-esteem and
compliance in patients diagnosed with noninsulin
dependent diabetes mellitus?

This research study

examined the relationship between self-esteem and
compliance as

evid~nced

by the glycosylated hemoglobin

level.
Definition of Terms
For the purpose of this study, the following terms
were operationally defined:
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(1)

Compliance - the extent to which a person with
diabetes engages in health promotion and
illness prevention behavior (Jay, Litt, &
Durant, 1983) as measured by the glycosylated
hemoglobin level.

(2)

Glycosylated Hemoglobin (GHb) - The percent of
GHb in a patient's blood reflects the
long-term (six to ·eight weeks) average blood
glucose concentration.

This test is a measure

of overall diabetic control.

The normal value

for the glycosylated hemoglobin method.used to
test the subjects in this study was 4.0 to
8.0%.

(3)

Self-Esteem - the high or low feelings one

~as

about oneself as measured by the Rosenberg
Self-Esteem Scale (Rosenberg, 1965).
(4)

Noninsulin Dependent Diabetes Mellitus
(NIDDM)

- one type of diabetes mellitus.

NIDDM is generally diagnosed after age 40,
however, it may occur in young persons who do
not require insulin and are not ketosis prone.
NIDDM is usually not insulin dependent or
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ketosis prone, however, ketosis may develop
during periods of stress·and insulin may be
used as treatment (U.

s.

Department of Health

and Human Services, 1985)_.·
Assumptions
The following assumptions were included in this
study:
(1)

People desire to be healthyo

(2)

There are many factors which influence

\
\

compliance (Gerber.& Nehemkis, 1986)o
(3)

Noncompliance leads to undesirable
conditions.

(4)

GHb is a valid indicator of compliance in
patients diagnosed with NIDDM.

(5)

Subjects will self-report truthfully.

Limitations
In this study of the relationship between self
esteem and compliance there were several limitations.
The·sample was limited to patients receiving care from
outpatient clinics in a tertiary health care facility in
the southeast.

The sample only contained subjects who

were compliant for their clinic visits and who had a GHb
ordered during the clinic visit.

As a result of poor

I
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eyesight or illiteracy, some of the sample subjects had
the questionnaires read to them, which may have altered
their responses.

The sample was a convenience rather

than a random sample.
There were other uncontrolled variables in the
study such as race, severity of the disease and related
or other illnesses.

Other limitations included the use

of GHb as a measure of compliance, and the inability to
manipulate the independent variable, self-esteem.

There

were other extraneous variables which may have
influenced compliance.

As this study examined only the

effect of the one independent variable, self-esteem,· on
compliance, thera may have been other explanations for
differences on the dependent variable, compliance.
Summary
Lack of patient compliance with the diabetic
treatment regimen presents a major barrier to effective
control of the disease.

Factors which influence

compliance must be identified and interventions
initiated as part of the health care regime for the
patient to receive full benefits of the treatment.
identifying whether self-esteem has an influence on

By
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compliance in patients with noninsulin dependent
diabetes mellitus, nurses may identify patients at risk
for noncompliance and develop intervention strategies to
increase adherence to therapy (Mikhail, 1981).

Chapter II·
Literature Review
Introduction
The review of literature examined studies
_____.)

concerning the effects of. self-esteem on compliance
(Itano et al., 1983; Basta, 1981), the relationship of
\Self-:-esteem to positive health practices (Duffey, 1988;
Mulenkamp & Sayles, 1986), and the relationship between
self-concept and compliance (Andreoli, 1980; Halla!,
1982; Rutledge, 1987).
The studies using self-concept were included since
self-esteem is one facet of the self-concept.
Self-concept includes all thoughts and feelings about
the self while self-esteem includes only the favorable
or unfavorable attitudes toward the self (Rosenburg,
1986).
11

For example, the self-concept may be viewed as

how I see myself 11 while self-esteem is

11

about how I see myself 11 (Stanwyck, 1983).

how I feel
Also, all. of

the studies of the self~eqncept and compliance measured

-~
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the self-concept using the Tennessee Self Concept Scale
(TSCS).

On the TSCS, 90 of the 100 items measure

self-esteem.

As many researchers use the terms

self-concept and self-esteem interchangeably and popular
measures of the self-concept, including the TSCS,
include items that correspond to self-esteem, the
similarities in the relationship of self-concept on
compliance may be significante
Self-Esteem and Compliance
Itano et al.

(1983) studied 66 adult cancer

patients to determine compliance to therapy and identify ·
factors related to compliance.

Self-esteem, locus of

control, anxiety, patient's perception of severity, and
patient's perception of the nurse's care and concern
were examined for their relationship to compliance with
self-esteem being measured by a scale developed by Lum
(1978).

Self-esteem was higher for the patients who

were compliant; however, the correlation of self-esteem
with compliance was not statistically significant using
the Pearson correlation coefficient.

Additional

analysis was done with anxiety and self-esteem to
determine how those two factors relate to compliance.
The group of patients with high anxiety and high
self-esteem were the most compliant.
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Basta (1981) surveyed 189 patients on hemodialysis
to identify, describe, and compare differences in
self-concept and self-esteem among patients with
end-stage renal disease on maintenance hemodialysis who
complied with the therapeutic regime and those who did
not.

The TSCS and the Rosenburg Self Esteem

s~ale

(RSES) were used to measure self-concept and
self-esteem.

Compliant and noncompliant subjects were

categorized by having met or not met certain criteria
including dialysis appointments and certain physiologic
measures.
T-tests were used to analyze differences in group
responses.

The compliant and noncompliant group mean

scale scores were compared with the TSCS normative group
mean scale scores.

Neither group differed from the norm

in overall self-esteem.

Also, on the RSES, no

significant differences were found in·the two groups and
levels of self-esteem.

However, statistically

significant differences were found between the two
groups on two of the 24 Tennessee Self-Concept Scales.
Group differences were demonstrated on the Net Conflict
Scale (R < .05) and the Defensive Positive Scale (R <
.01) indicating that non-compliant subjects displayed a
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significantly stronger tendency than compliant subjects
'to

over~affirm···

their positive

self~attr'i}:)utes

and to use

gefensive distortion in self-reporting.
Self--Esteem and Positive Health Practices
Mulenkamp. and Sayles ··(1986) studied 98 adults
·selected from

an_~partment-complex

to test the

r,elationship :between .physical health and_ psychological
well-being.

The Personal Resource Questionnaire,

Coopersmith Self-Esteem Inventory, and Personal
Lifestyle Questionnaire were administered.- :The
corre-lation matrix revealed that both social support and
self-esteem were related to life sty1e

at~·=

_.26 and

.25 respectively._ The correlation between self-esteem
and social support was_even·higher, !: = .52.

In

descending order of significance, variables showing
direct effect on life styles we_re sex., -. 31;
self-esteem, -.21; education, -.20-; and age, -.20.
Social-:-.support influenced life style only through the
effect on self-estee~, resuiting-·in an indi~ec~ effect
on life style._ Itwould follow that·those with higher
self-esteem would consider it worthwhile to enhance
their health status (Muhienkamp & Sayles, 1986).
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In another study, Duffy {1988 ). analyzed health
locus of control, self-esteem and.health status for
their impact on health promotion activities in 262 women
between 35 and.65 years of age.

The Rosenburg

Self-Esteem Scale,. the Multidimensional Health Locus of
Control Scale, and.the Health_Pe_rceptions Questionnaire
were

th~

instruments usedin this

s~~dy.

Negative

chance health locus o.f · control, internal health locus of
control, current health concerns, and self-esteem
explained 25% of the variance of likeiihood of engaging
iri health promotion activities, using s.tepwise multiple
regression.
· Self-Concept and -Compliance
Hallal

(~98.2)

conducted a descriptive correlational

study using 207 women to determine if there were
differerices in the health beliefs, health locus of
control, and .self-concept of adult women who practice
br~ast

self-examination (BSE) and those who do not.

The

TSCS was used to measure the self-concept and a point
biserial correlation was used to measure the- strength of
association between.subscale·scores of each instrument
and BSE practice.

All subscales of the TSCS were

significant at the R < ··• 01 level.

The analysis revealed
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that being a practicer of BSE was correlated with higher
self-concept levels.
Rutledege (1987) also studied women's practice of
breast self-examination.

Ninety-three women completed

the TSCS and correlation coefficients were done.

TSCS

were significantly related to frequency of BSE practices
(R

=

.015).

In view of these findings, women with a

high self concept may be more likely to do BSE.

Women

with strong self-perceptions and body images, both
important components of the self-concept, may be more
likely to risk detecting a breast lump and have to act
on the findings to protect their ·health ·than women with
weak self-perceptions and body images.
However, Andreoli (1980) found no correlation
between self-concept and compliance in 71 male
hypertensive patients using the TSCS and the Health
Belief Questionnaire (HBQ).

The patien~s were

classified as compliant or non-compliant on the basis of
a one year clinical record of their diastolic blood
pressure.

A two-tailed

t-t~st

that compared the means

of the scores on the TSCS and the HBQ for the complier
and noncomplier groups was computed.

No t-score

exceeded the pre-determined level of .05.
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Summary
In summary, the studies of

self~esteem

and

compliance in previous literature have shown mixed
,-

results.

The peripherally related studies o.f the

relationship of self-concept to compliance were included
due .to the related concepts and· the small number of
closely related studies.

Due to the positive·

relationship of self-coricept to compliance in previous
studies, and the lack of studies with patients. diagnosed
with NIDDM, there was a need for further study in the
relationship between self-esteem and compliance in
patients diagnosed with NIDDM.·

Chapter III
Method
Methods used to accomplish the purpose of this
study and to answer the research question are included
in this chapter.

The design of the study and the

instruments used are explained and the criteria for
subject selection and the subjects are described.

The

methods of analysis, the procedures used for data
collection and the limitations of the study are also
detailed .
. Design of Study
\

A non-experimental ex post facto design was used ·to
describe the relationship between self-esteem and
compliance.

As with other ex post facto research, there

was no manipulation of the independent variable,
self-esteem, as the·variations occurred in the natural
course of events (Polit & Hungler, 1987).

The research

resulted in a correlation, or an index of the extent to
which self-esteem and compliance were related.
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A strength of this design was the nonmanipulation
of the independent variable, self esteem.
study

sough~

Since this

to discover what people think and feel

about themselves, manipulation was not attempted or
considered desirable (Polit & Hungler, 1987)o

Ex post

facto research is strong in realism and is often used in
nursing research so it was the most appropriate choice
for the study (Polit & Hungler, 1987).
A weakness of the design was the possibility of
faulty interpretation of the study results.

Since

self-esteem is not the only factor influencing
compliance, and behaviors are interrelated in many ways,
it is impossible to separate these correlations.

As in

other such research, interpretations of~_\ex' post facto
research should be tentative (Polit & Hungler, 1987).
Selection was also a weakness of the design as the
subjects in this study were a convenience sample and not
randomly assigned.

However, some controls for

selectivity biases were introduced.

The clinic staff

were not allowed to select the subjects, although all
subjects meeting selection criteria in the clinic were
give~

an equal opportunity to enter the study.
_)
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Instrumentation
The Rosenburg Self-Esteem Scale (RSES) was used to
measure the subjects

se~f-esteem

(Appendix B).

This.ten

item scale was developed by Morris Rosenburg (1965), a
sociologist on the staff of the National.Institute of
Me~tal

Health.

The items are balanced for agreement;

for half the.items, agreement represents high
self-esteem, for the other half iow self-esteem.
this arrangement, negative

biase~

In

cancel the positive

biases when the item scores are totaled (Wells &
Maxwell, 1976).
The four responses on the RSES are as follows:
strongly agree, agree, disagree and strongly disagreeo
A response of strongly agree or agree on questions one,
two, four, six and seven indicates high self-esteem.

A

response of disagree or strongly disagree on the
remaining items would also indicate a high self...:.esteem.
Robinson and Shafer (1974) noted a test-retest
reliability coefficient of .93 on the RSES while Silber
and

Tippe~

(1965) documented a two week test-retest

reliability of .85 using 44 college students.
coefficient alpha reliability
1975) .•

e~timate

The

was .75 (Weiss,
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In this study compliance was measured by_using the
glycosylated hemoglobin level (GHb).

The reaction

between glucose and normal adult hemoglobin (HbA) occurs
continuously in the'red

bl~od

cells 120-day life span.

Because this nonenzymatic reaction is irreversible, the
concentration of glycosylated hemoglobin in a cell
reflects the average blood .glucose level during the
cell's life.

Total glycosylated hemoglobin will reflect

the average blood glucose levels of the past two to
three months.
8.0%.

The normal range of values is 4.0 to

The higher the value, the-greater degree of

uncontrolled blood glucose levels.

This test is of

particular value in monitoring diabetic patients over
time to ascertain the extent to which the blood sugar is
controlled and to measure the success of a treatment
plan (Pickney & Pickney, 1986).
Subjects
The target sample for ·this study was patients
diagnosed with NIDDM attending an outpatient endocrine
clinic in a -tertiary health care facility in a
southeastern. metropolitan area in the United States.
The criteria for selection included a diagnosis of
diabetes for at least one year, since many changes occur
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within a subject soon after the initial diagnosis of
diabetes.

The adjustment to the disease, assimilating

information on-the treatment and learning new skills for
injections and glucose testing require major lifestyle
adjustments (Jacobsen et al., 1987).

However, after a

year of treatment, the developmental growth, emotional
adjustment and other
stable.

Therefore,

inter~al

factors may be more

a: sample of patients dia.gnosed for

at leastone year provided morereliable data.

A

convenience sample of 30 subjects was used with
selection criteria being:
(1)

diagnosis of· NIDDM,

(2}

diagnosed for over one year,_

(3)

the availability of a GHb result for the
clinic visit

Statistical Analysis
The Pearson Product Moment Correlation was chosen
to determine the extent to which self-esteem and
compliance are related to ·each other.

An analysis of

variance (ANOVA) was· computed for the descriptlve
analysis of the characteristics of the subjects with
regard to educational level, yearly income, employment
I·

status, length of time since diagnosis, marital status

.
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and number of dependents since the subjec.t's family and
social roles are important variables in compliance
(Dracup & Meleis, 1981).
Procedures
Permission was obtained from the medical director
of the outpatient clinic to use the clinic as a
this

sit~

for

Human Assurance approval was also obtained.

study~

The researcher explained the study to each clinic
patient. that met the selection criteria and asked
him/her to participate in

thi~

study.

A signed consent

form was obtained (Appendix A).
In.the initial interv.iew, the researcher explained
confidentiality and assured the subject.that
participation in the study wotild not affect the clinic
treatment.

All subjects were anonymous so their names

were not associated.with particular responses.

An

identification number was assigned to each patient to
ensure--correct correlations between the glydosylated
hemoglobin data -and Rosenburg Self-Esteem Scale
(Appendix B) .

Selected d"emographic data was also

obtained during the interview (Appendix C).
The Rosenburg Self-Esteem s·cale was given to the
subject to complete in a private area of the clinic.

A
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consent from the subject was elicited to obtain the GHb
from the medical·record.

If the subject was unable to

read, the researcher read the statements and responses
to the subject.
Summary
A nonexperimental ex post facto design was used to
describe the relationship betweeri self-esteem·and
compliance.

The RSES was used to measure self-esteem

while GHb was used to measure compliance.
included

JQ

The

subj~cts

patients attending an outpatient endocrine

clinic who had been diagnosed with NIDDM for more.than
one year.

Only patients who had a GHb ordered for the

clinic visit were asked to participate in the study.
The Pearson Product Moment Correlation was used to
determine the extent to which self-esteem and compliance·
were related.

ANOVA was computed to test the

significance of the differences between the mean scores
on the RSES and on the groups in each demographic
component.

ANOVA was also computed to.test the

signi-ficance of the differences between the mean scores
on the GHb and the groups·in each demographic
component.

Chapter IV
Data AnalysisThis _chapter presents the analysis of the data
obtained_in this study.

The results are organized in

three sections, the demographic data, the-cor:relation
between the Rosenburg Self-Esteem Scale (RSES) and the
glycosylated hemoglobin (GHb), and the yariance between
the RSES .and the· demographic variable·s and between
compliance and the demographic variables.

A SPSS-X

computer program was used to analyze the data (SPSS-X
User's Guide, 1988).

A 0.05 level was used to determine

statistical significance.
Sample
The sample (n = 30) was composed of 21 women and 9
men.

Two subjects were under 40 years of age, nine

subjects were in the 40-50 year range, ten:subjects were
in the 51-60 year range, five subjects were in the 61-70
year range, and

four·subj~cts

Fifteen subjects (50%)

were over 70 years of age.

were Caucasian and 15 (50%)

were Black.
28
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Most of the· subj-ects were married (63. 3%), had
incomes of less than $5,000 per year (53.3%), did not
have any dependents (56.7%), and were either retired or
unemployed (86.6%).

Most subjects_ (36.7%) had an

eleventh or twelfth grade education, while 30% of the
subjects had a ninth or tenth grade education, 23.3% had
less than an eighth grade education, and 10% of the
subjects had attended college.

Thirteen of the subjects

(43.3%) had a diagnosis of diabetes for over.ten years,
five subjects had diabetes for six to ten years, five
subjects had diabetes for three to five years, while
seven subjects had diabetes for one to two years (see
Table 1).
The Ghb levels ranged from 5.9% to 16.1%. with a
mean of 10.5% and a standard deviation of 2.9.

The RSES

scores ranged from 22 to 39 with a mean of 29.7.

As the

normal range of values for the Ghb is from 4% to 8%, the
majority-of subjects did not have controlled blood
glucose levels.
normal Ghb range.

Only six of the 30·patients were within
As the RSES scores may. range from 10

to 40, most of the subjects scored high in self-esteem.
Results
The purpose of this study was to examine the
relationship between self-esteem and compliance in
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Table 1.

Demographic Characteristics of the Sample

Frequency

Percent

2

6.7

9

30.0

51 - 60"

10

33.3

61 - 70.

5

16~7

over 70

4

13.3

Female

21

70.0

9

30.·0

Black

15

50.0

White

15

50.0

less than 8th grade

7

23.0

9th - lOth

9

30.0

11

36.7

3

10.0

less than $5,000

16

53.3

$5,001 - $10,000

5

10.0

$10,001

$15,000

3

10.0

$15,001

$20,000

4

13.3

Variable

Age:

under 40
50

40

Sex:

Male
Race:

Education:

11th - 12th
college
Income:

more than $20,000

2.

6.7
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Table 1.

Continued

Frequency

Variable

Employment:

full-time

3

10.0

part-time

1

3.3

retired

13

43.3

unemployed

13

43.3

married

19

63.3

widowed

6

20.0

divorced

2

6.7

never married

3

10.0

17

56.7

2

10

33.3

4

1

3.3

5 or more

2

6.7

Marital status:

Dependents:

Percent

none
1
3

-

Duration of Diabetes:

1

"!""

2 years

7

23.3

3

-

5 years

5

16.7

6

-

10 years

5

16.7

more than 10

13

43.3
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patients diagnosed with NIDDMo

The Pearson .Product

Moment Test was U$ed to determine the correlation
between ·the scores-on the Rosenburg Self-Esteem Scale
(RSES) and the glycosylated hemoglobin (Ghb) value.

As

a lower Ghb level demonstrates a more controlled glucose
.level, or co~pliance, and a high score on the RSES
represents high .self-esteem, a negative correlation
would-have supported a relationship between self-esteem
and compliance.
However, there was not a statistically significant
correlation between the RSES scores and the Ghb values
(~

=

0.087r R

=

·between·,·o.o and·
found.

0.319).
~1.0,

As the r value did not fall

a negative correlation was not

Also, the positive value of 0.087 was not a

significant positive correlation.

Therefore, a

statistically significant relationship was not found
betw~en

self-esteem and compliance in this study.

The results of the analysis of variance (ANOVA)
between the RSES and the demographic

var~ables

demonstrated a significant (p < 0.05) difference in the
RSES scores and the-youngest age group (less than 40
years of age) and the oldest age group (61 - 70 years of
age).

The mean RSES score for the youngest age group
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was 38 while the mean RSES score for the oldest age
group· was 26.2.

·-This would indicate that self-esteem is

negatively affected by increasing age.
There was also· a significant difference between the
RSES scores and the college educated group and the group
with less than an eight.h g·rade education._

The mean RSES

scores for the college educated .group was 35.7 while the
mean RSES scores for the less than eighth grade
education were 27.7.

This would indicate that

self-esteem is positively affected by increasing levels
of education.
In comparing the RSES mean acores_with income,
there was a significant difference between group three
($10,001

~

$15.,000) and group one (less than $5,000)

and group two ($5,001.- $10,000).

The mean RSES score

for group three was-37.3, while the mean RSES scores for
group one was 28.3· and group two was 27.4.

This would

indicate that self-esteem is negatively affected by
· lower .incom_e.

There were no other demographics

significantly different at the 0.05 level using the
RSES, and there were no
groups using the Ghb.

sig~ificant

differences between

Chapter V
Discussion, Implications, Recommendations, and Summary
Discussion
The results of the data analysis indicated that
there is not a statistically significant correlation
between self-esteem and compliance in patients diagnosed
with non-insulin dependent diabetes mellitus (NIDDM).
These findings were in agreement with the literature
review on self-esteem, where self-esteem was not a
statistically significant indicator of compliance (Itano
et al., 1983; Basta, 1981).

However,. these findings

were not in agreement with the literature review on the
self-concept (Halla!, 1982; Rutledge, 1987).

In these

studies, the self-concept was a significant indicator of
compliance.

The results of the data analysis may have

been influenced by using the glycosolated hemoglobin
test as a measure of compliance and by inaccurate
reports of self-esteem by subjects in the study.
Glycosolated hemoglobin tests are valuable in the
management of diabetics as they provide an indication of
34
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the mean glucose level ·.over a period of time.

However,

there has been some confusion on the variation of
glycosolated.hemoglobin tests (Baer,

1989)~

Hemoglobin

· A, or glycosolated hemoglobin, is the major component of
hemoglobin in the red blood cells of adults.
four minor components of hemoglobin A:
and Ale·

There are

A1a1' A1a2' Alb'

Hemoglobin Ale is the most important minor

component, accounting for 3-6% of hemoglobin A (Health
and Public Policy Committee, American College of
Physicians, 1984).
Although glycosolated hemoglobin (Ghb) and
hemoglobin Ale are both used in diagnosing and managing
persons with diabetes mellitus, hemoglobin Ale

is the

best defined glycohemoglobin and is a more specific
. indicator of diabetic glucose management.

However, as

the GHb is a quicker and less expens.ive test, it is
often the test administered to diabetic patients
(Tietz, 1983).

The diabetic subjects in this study were

monitored using the glycosolated hemoglobin test, not·
the hemoglobin Ale·
It was interesting to note that three of the
subjects with extremely high GHb levels (over 14) also
had high scores on the Rosenburg Self-Esteem Scale
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(above 35).

In other words, three o·f the most

non-compliant subjects rated themselves very high in
self-es.teem.

This may. be due, in part, to a phenomena

described as defensive self-esteem.

Defensive self-

esteem is defined as .a self-report of high self-esteem
which is actually a protective maneuver to deny or avoid
negative personal feelings (Norris.

&

Kunes-Connell,

1985).

Subjects exhibiting defensive self-esteem may
distort the accuracy of self-esteem self-report data.
Defensive self-esteem subjects may be identified and
separated from subjects with an actual high self-esteem
by assessment.

In defensive self-esteem, the individual

may exhibit grandiose behavior or deny negative aspects
of self, while an individual with genuinely high
self-este~m

does not have a need for social approval and

is comfortable acknowledging -personal-shortcomings
(Norris & Kunes-Connell, 1985).
On the analysis of variance between the RSES and
the demographic data, the younge$t subjects (less than
_40 years of age) and the most educated subjects (college
level), scored significantly higher in self-esteem.
However, the middle income group ($10,001- $15,000),
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not the highest income group ($15,001 - $20,000 and over
$20,000), rated significantly higher in self-esteem.
These findings are supported in the literature.

Age

negatively effects self-esteem in older adults.

The

development of autonomy in youth contributes to
self-esteem and the loss of autonomy in old age erodes
it (Stanwyck, 1983).

Higher education may positively

influence self-esteem as older adults look back on past
accomplishments for fulfillment and meaning in their
life (Stanwyck, 1983).

Although in early adulthood

self-esteem is related to social relationships and
career development, including increasing income, in
older age marital relationships, grandparenting,
retirement, and mortality are key facets of self-esteem
(Crouch & Straub, 1983).
Implications
The primary focus for nursing research has been the
care of persons in illness.

With public concern about

increasing the quality of life through health promotion,
nurse researchers have a responsibility for generating
knowledge about health and to develop strategies to
enhance health behavior (Pender, 1984).

With the
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studies relating self-esteem as an indicator of positive
health practices, further research, including
r~plication

of studies, is needed.

Recommendations
Based on the findings of this study, the following
recommendations are offered:
1.

This study should be repeated adding other
variables related to self-esteem, such as
locus of control, social support, and health
beliefs.

2.

This study should be repeated using a sample
with broader representation of educational·
backgrounds, income, and employment.

3o

This study should be repeated using another
self-esteem instrument, to identify subjects
with defensive self-esteem as well as high and
low self-esteem levels.

4.

The study should be repeated using hemoglobin
Ale as a measure of compliance.
Summary

In this study, the researcher examined the
relationship between self-esteem and compliance in
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patients diagnosed with NIDDM. ·. There was no significant
correlation between self-esteem and compliance in this
sample.

Replication of this study with a more diverse

sample, using other variables, using hemoglobin Ale as a
measure of compliance and a different self-esteem
instrument is recommended.
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Appendix A

Page 1 of 2 pages
'-

The Relationship of Self-Esteem and Compliance in
Patients Diagnosed with Non-Insulin Dependent ·
Diabetes Mellitus
Alice M. Frye, B.S.N.
I have been invited to participate in a study of
patients who are being treated for Non-Insulin Dependent
Diabetes Mellitus (NIDDM). The purpose of this study is
to investigate the relationship between self-esteem, the
way a person feels about him or herself, and the way a
person follows prescribed treatment for dia~etes. I
understand that I am one of 30 patients asked to
participate-in this study.
I have been asked to participate because I am currently
receiving t~eatm~nt for diabeteso I understand that I
will be asked questions about myself and will complete a
questionnaire about my self-esteem. The interview and
questionnaire will take about twenty minutes to complete
and will be done only this one time during my regular
clinic visit. In addition, information will be taken
from my chart about my blood sugar level.
My participation in this study is voluntary. I
understand that I may withdraw from the study at any
time·without penalty to me. I understand there are no
known risks to the·study. ·While I will not have direct
benefits from this study, findings from this study could
provide-information on the treatment or understanding of
diabeteso
I will rieither be charged nor paid anything for
partic.ipating in this study. I will not be identified
if the results of this study are published and my
participation will be kept confidential. The forms
which I fill out will have a code number for
identification, but will not show my nameo
I have read this document and it has been explained to
me. If I have further qu~stions aobut this study, I may
call Alice Frye at 724-5417. If I have any questions
about my rights as a human subject, I can call Dr.

Page 2 of 2 pages
George Schuster at 7~1-2991. The risks and benefits to
me if I participate 1n this study have been explained.
I have had a chance to ask questions and these have been
answered.
Subject's Signature

Date

Parent or Guardian's Signature*
Principle Investigator's Signature
Witness' Signature
*The above individual verifies that hejshe is the
natural parent andjor legal guardian of ________________
and as such has legal authority to consent to the study
outlined above.
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Appendix B

The Rosenburg Self-Esteem Scale
1

= Strongly Agree

2

= Agree

3

= Disagree

4

= Strongly Disagree

1.

I feel that I'm a person of worth, at least on an
equal basis with others.

2.

I feel that I have a number of good qualities.

3.

All in all, I am inclined to feel that I am a
failure.

4.

I am able to do things as well a~ most-other
people.

5.

I feel I do not have much.to be proud of.

6.

I take a positive attitude toward myself.

7.

On the whole, I am satisfied with mysel·f.

8.

I wish I could have more respect for myself.

9.

I certainly feel useless at times.D

10.

At times I think I am no good at all.
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Appendix C

Demographic Questionn-aire
The following questions are optional. Please
answer all that you feel comfortable answering. Circle
the correct number.

A.

AGE
1. under 40
2.
40-50
51-60
3.
4. 61-70
5. over 70

F.

EMPLOYMENT STATUS
1. employ·ed full-time
2. employed part-time
3o
retired
4. unemployed

B.

SEX
1. female
2. male

G.

MARITAL STATUS
1. married
2. separated
3. widowed
4. divorced
5. never married

c.

RACE
1. Black
2. Hispanic
3 •. White
4. other

H.

NUMBER OF DEPENDENTS
1. none
1 to 2
2.
3.
3 to ,-4
4. 5 or more

D.

EDUCATIONAL LEVEL
I.
1. less than 8th grade
2. 9th through lOth grade·
3.
11th through 12th grade
4. college

E.

YEARLY INCOME
1. less than $5,000
2. $5,001 to $10,000
$10,001 to $15,000
3.
4.
$15,001 to $20,000
5. greater than $20,001

DURATION
1. 1 to
2. 3 to
3. ·6 to
4. more

OF DIABETES
2 years
5 years
10 years
than 10 years

