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SUSAN J. SIMMONS 
Self-Care Agency and Health-Promoting Behavior of a Military 
Population 
(NANCY L. McCAIN, DSN, Major Advisor) 

A self-care perspective has emerged as a significant 

theme in the identification and understanding of health 

behavior patterns in various populations. This study 

examined the extent to which exercise of self-care agency and 

the basic conditioning factors of age, gender, marital 

status, ethnicity, military rank, duty type, formal 

education, and perceived health state explained reported 

performance of health-promoting behaviors in a military 

population. 

The Health-Promoting Self-care System Model. was 

developed from three nursing frameworks and tested in a 

random sample of 421 active-duty Navy men and women. Data 

were collected over a three-month period by mailed 

questionnaires, which included a Personal Data Form, the 

Exercise of self-care Agency (ESCA) Scale (Kearney & 

Fleischer, 1979), and the Health-Promoting Lifestyle Profile 

(HPLP) (Walker, Sechrist, & Pender, 1987). The construct 

validity of study measures was evaluated by principal-

components analysis, revealing a five-component structure for 

the ESCA scale and a six-component structure for the HPLP. 

Internal consistency reliabilities were .92 for the ESCA 

scale and .95 for the HPLP. 
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stepwise multiple regression analyses demonstrated that 

total and subscale scores on the ESCA scale were the 

strongest predictors (E < .001) of total and subscale scores 

on the HPLP. The basic conditioning factors of marital 

status, ethnicity, duty type, formal education, and perceived 

health state were differentially predictive of scores on the 

total HPLP and its six subscales. Cross-validation of the 

derived regression models on two random subsamples (£ = 210 

and n = 211) indicated similar findings relative to explained 

variances and strength of predictor variables. Prediction of 

group membership into high or low levels of health behavior 

performance, based on the full sample regression models, 

established a 67% to 83% range of correct classifications. 
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SELF-CARE AGENCY AND HEALTH-PROMOTING BEHAVIOR 

OF A MILITARY POPULATION 

CHAPTER I 

Introduction 

A traditionally significant focus for nursing has been 

the promotion of health for individuals across the lifespan. 

Yet only in recent decades have scholars directed their 

efforts toward defining the processes and conditions 

associated with health, including attitudes, behaviors, 

outcomes, and methods of enhancement (Best & Cameron, 1986; 

Cox, 1982, 1984; O'Donnell, 1986a, 1986b, 1989; Pender, 

1987a, 1987b; Taylor, Denham, & Ureda, 1982). An identified 

research priority involves the testing of nursing theories 

for their relevance in explaining correlates and outcomes of 

health-promoting behavior in diverse populations. 

Efforts to understand the behavioral dynamics of health 

promotion are due to a number of initiatives in both the 

private and public sectors of American society, including the 

publication of Healthy People: The surgeon General's Report 

on Health Promotion and Disease Prevention (1979). The 

surgeon General's report established a formal link between 

lifestyle behaviors and health, thereby fostering both 

individual and societal perspectives on health promotion. 

1 
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National health goals and strategies for each of 15 priority 

areas were subsequently published by the u.s. Department of 

Health and Human Services (1980) in an effort to focul? 

attention on the alteration of lifestyle behaviors as a 

primary mechanism 

illness. 

for promoting health and preventing 

Despite acknowledgement of health as a key construct in 

nursing's domain (Fawcett, 1984; Meleis, 1985; Orem, 1985; 

Parse, 1981; Smith, 1983), there is limited understanding_ of 

the attitudinal and behavioral patterns of health for 

individuals an~ groups across developmental stages and 

sociocultural settings. Military populations represent one 

such group whose patterns of health and health practices 

remain understudied. Although the u.s. Department of Defense 

(1986) and the U.S. Department of the Navy (1986) have 

established health promotion policies 

quality of life for military personnel, 

studying explanatory relationships 

attitudinal, and behavioral aspects 

population. 

for enhancing the • 

a need exists for 

among demographic, 

of health in this 

A self-care perspective has emerged as a significant ' 

theme in the identification and understanding of 

health-promoting behaviors in various populations (Braun, 

1987; Cox, 1982; 

Lipson, 1985). 

Denyes, 

Self-care 

1988; Pender, 1987a; Steiger & 

within a health promotion 

framework underscores personal committment and responsibility 
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for acquiring the knowledge, attitudes, and skills necessary 

for maintaining and enhancing health. According to Maglacas 

(1988), nursing's focus on health promotion involves the 

.1 development of new skills in "enabling and empowering people 

for self-care, self-help, and environmental improvement and 

in promoting positive health behavior and appropriate coping 

abilities of people to maintain health" (p. 71). 

Orem's (1971, 1973, 1979, 1980, 1985) Self-Care Deficit 

Nursing Theory contains several assertions relevant to health 

promotion and merits testing for its ability to explain 

characteristics associated with health-promoting behaviors of 

adult populations. The theoretical construct, self-care, , 

refers to the performance of deliberate actions throughout an 

individual's life in order to regulate and enhance health and 

well-being. A principal conceptualization within the 

self-care construct is self-care agency, a constellation of 

power and action elements which determine an individual's 

performance of self-care reiative to the promotion and 

maintenance of health. Exercise of self-care agency across 

the lifespan is influenced by a number of basic conditioning 

factors, including age, gender, developmental state, 

sociocultural orientation, and health state. 

The promotion and maintenance of health as well as the 

prevention and treatment of illness are recognized by Orem 

(1985) as outcomes to be achieved through self-care. Given · 

that self-care agency and basic conditioning factors 
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influence the performance of self-care, it is critical within 

this framework to explain how these constructs are related to 

the health-promoting behavior of various populations. 

Without knowledge of which variables influence positive 

health practices, nurses are limited in their ability to 

intervene in assisting individuals and groups to adopt and 

maintain healthy lifestyles. 

Purpose 

The purpose of the study was to examine the extent to 

which exercise of self-care agency and the basic conditioning 

factors of age, gender, marital status, ethnicity, military 

rank, duty type, formal education, and perceived health state 

explained reported performance of health-promoting behaviors 

in an active-duty Navy population. Classification of 

individuals' level of health behavior performance, based on 

exercise of self-care agency and the eight basic conditioning 

factors, was also evaluated. 

Theoretical Framework 

The Self-Care Deficit Nursing Theory (Orem, 1980, 1985) 

describes and explains relationships between.human beings and 

nursing in health and illness situations. Three theoretical 

constructs comprise the Self-Care Deficit Nursing Theory: 

self-care, self-care deficit, and nursing systems. The 

Self-care Theory, which is applicable to health promotion, 

characterizes an individual's self-care system as an 

action-oriented and goal-directed repertoir~ of behaviors 
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essential for life, health, and well-being. The Self-Care 

Deficit Theory expresses the health-related limitations which 

render the individual incapable of continuous self-care 

without nursing interventions. The Nursing Systems Theory 

refers to the manner in which individuals can be assisted by 

nurses in the exercise of self-care agency and self-care. 

The following constructs are viewed by the investigator 

as comprising the major elements of the self-care system in 

health promotion: self-care, self-care agency, therapeutic 

self-care demand, nursing agency, health, and 

health-promoting behavior. 

Self-Care 

over the years, self-care has been linked with society's 

view of humankind, relationships with the environment, and 

views of health and illness. For example, the ancient 

Chinese and Greek civilizations emphasized balance and 

harmony between person and environment along with maintenance 

and promotion of health (Ahmed, Kohler, & Coelho, 1979). 

This philosophy fostered support for the importance of caring 

for self through diet, exercise, rest, and baths (Sigerist, 

1961). 

The holistic perspectives of self-care and health/ 

persisted until the Cartesian revolution in the 17th century.· 

At that time, the workings of body and mind were separated,• 

with the body seen as an intricate machine, "disease as the 

breakdown of the machine, and the doctor's [sic] task as the 



repair of 

biomedical 

the 

view 

machine" (Engel, 

of health became 

1977, p.131). 

6 

As the 

popular, self-care was 

increasingly devalued and individuals were not encouraged to ' 

assess their own health states or to care for themselves and 

their families (Steiger & Lipson, 1985). ./ 

The recent past has witnessed a return to the premodern 

view of self-ca.re as a multidimensional human process ' 

reflecting the attributes of initiative and responsibility in 

the promotion and maintenance of health (Denyes, 1988; 

Kinlein, 1977; Levin, Katz, and Holst, 1979; Pender, 1987a; 

woods, 1989). As the originator of self-care for organizing 

nursing knowledge and practice, Orem (1971, 1973, 1979, 1980, 

1985) defined self-care as "the production of actions, 

directed to self or to the environment in order to regulate 

one's functioning in the interests of 

functioning, and well-being" (1985, 

process, self-care is comprised of 

one's life, ·integrated 

p. 31). As ·a dynamic 

actions performed inr 

sequence and is referred to as a person's "self-care system" 

(Orem, 1985). 

The self-care system is directed toward meeting 

universal, developmental, and health-deviation self-care 

requisites. The universal self-care requisites apply to all 

persons across the lifespan as they seek to maintain 

structural integrity, functioning, and well-being. Universal 

self-care requisites include maintenance of a sufficient 

intake of air, water, and food; maintenance of elimination; 
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maintenance of a balance between activity and rest and 

between solitude and social interaction; prevention of 

hazards to life, functioning, and well-being; and promotion 

of human functioning and development within social groups. 

The developmental self-care requisites refer to formative 

processes and events which occur during various life stages, 

including those which can adversely affect human development. 

In addition to involving progress toward higher levels of 

human development, developmental self-care requisites relate 

to conditions arising from educational and social deprivation 

as well as from loss of significant others and 

health-damaging living conditions. The health-deviation 

self-care requisites are associated with a variety of illness 

situations along with their effects and therapeutic measures. 

Health-deviation self-care requisites include: (a) seeking 

and securing appropriate medical assistance; (b) being aware 

of and attending to effects of illness states; (c) carrying 

out medically prescribed diagnostic, therapeutic, and 

rehabilitative measures; (d) being aware of and regulating 

discomforting or deleterious effects of medical care 

measures; (e) modifying the self-concept by accepting oneself 

in a particular state of health; and (f) learning to live 

with the effects of illness, including diagnostic and 

treatment measures, within a lifestyle conducive to personal 

development. Orem (1985) specified that self-care organized 

> 
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around universal and developmental self-care requisites is 

applicable to the promotion of health and well-being. 

Therapeutic Self-Care Demand 

While recognizing specific self-care requisites of 

individuals, nursing is also concerned with the composite 

demand for self-care in health and illness situations. orem 

(1985) defined therapeutic self-care demand as "the totality 

of self-care actions to be performed for some duration in 

order to meet known self-care requisites by using valid 

methods and related sets of operations or actions" (p. 88). 

Therapeutic self-care demand stipulates the nature of 

composite health care required to prevent disease, maintain 

and promote health, and foster human development. 

A number of factors affect the nature of an individual's 

therapeutic self-care demand and the capabilities for 

engaging in self-care. These 

which serve as modifiers of 

basic conditioning factors, 

self-care throughout life, 

include: (a) age, gender, developmental state, and conditions 

of living; (b) family system factors, sociocultural 

orientations, and patterns of living; and (c) health state 

and health care system factors (Orem, 1985). 

Self-care Agency 

Self-care agency, a construct of primary interest in the 

present study, was defined by Orem (1985) as "the developed 

or developing capability to engage in the investigative and 

decision-making phase of self-care (phase one) and the 

,. 



9,{ 

capability to engage in the production phase of self-care 

(phase two)" (p. 123). Self-care agency reflects the human 

power to perform self-care in the promotion and maintenance 

of health as well as in the prevention and treatment of 

illness. 

In a conceptual analysis of self-care agency, the 

Nursing Development Conference Group (Orem, 1979) identified 

ten power and action components of self-care agency which 

collectively imply a repertoire of health behaviors. The 

power components of self-care agency distinguish a number of 

cognitive, perceptual, interpersonal, and psychomotor 

capabilities necessary for investigative and productive 

self-care operations. Investigative self-care operations 

involve (a) the acquisition of knowledge of self and 

environment which fosters decision-making about what is, and 

(b) the evaluation of extant conditions in self or 

environment related to what can be. The transition -from 

investigative to productive operations is accomplished by 

deciding what should be done and what will be done. The 

investigative and productive phases of self-care agency yield 

a situation-specific se~f-care system (Orem, 1979). 

A three-dimensional construct of self-care agency 

emerged from the conceptual analysis of the Nursing 

Development Conference Group (Orem, 1979). The structural 

elements of self-care agency include (Orem, 1985): 
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Structure 1. A developed or developing repertoire for 

self-care based on antecedent knowledge; 

structure 2a. Psychomotor conditions necessary for 

self-care; 

Structure 2b. A self-care skill repertoire utilized for 

self-care; 

structure 3a. Inherent capabilities for interactions 

between self and environment, including perception, memory, 

sensation, and movement; 

structure 3b. Developed capabilities for knowing, 

perceiving, and doing; 

structure 3c. Human dispositions and orientations 

affecting perceptions, appraisals, and choices. 

The conceptualized structure of self-care agency assists 

in the identification of a person's exercise of self-care 

agency (Orem, 1985). Self-care agency is exercised when the 

decision-making and production phases of agency produce a 

self-care system. If self-care agency is developed, its 

exercise can, be influenced by factors internal and external 

to the individual. Inherent to a person's exercise of 

self-care agency is the self-appraisal of power to engage in • 

self-care (Kearney & Fleischer, 1979). 

Based on the work of the 

Group (Orem, 1973, 1979), 

proposed four subconstructs 

Nursing Development Conference 

Kearney and Fleischer (1979) 

contributing to a person's 

exercise of self-care agency: an active versus passive 
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response to life events, motivation, knowledge, and 

self-worth. Indicators of an individual's exercise of 

self-care agency were hypothesized to include 

self-responsibility, motivation to perform self-care, 

application of knowledge to self-care, health values, and 

self-esteem. 

Self-care agency is learned within the context of daily 

living and can be assessed in terms of its development, 

operability, and adequacy (Orem, 1979, 1985). Development 

and operability of self-care agency · are identified by the 

individual's consistent and effective performance of 

self-care. The basic conditioning factors modify the 

development and operability of self-care agency throughout 

life. Adequacy of self-care agency is distinguished by the 

performance of self-care relative to the therapeutic 

self-care demand. 

Nursing Agency 

Nursing agency and self-care agency are comparable 

constructs in that (a) agency suggests the capability to 

engage in deliberate and purposeful behavior, and (b) the 

exercise of agency yields an action system. The constructs 

differ in that nursing agency is developed through formal 

education and exercised to promote the health of others, 

whereas self-care agency is developed and exercised to 

promote the health of oneself. 
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The exercise of nursing agency produces a nursing system 

designed to meet a person's need for self-care. Nursing 

systems are characterized as wholly compensatory, partly 
,.__ .... 

compensatory, and supportive-educative. A wholly 

compensatory nursing system is used for individuals who are 

totally unable to engage in self-care. A partly compensatory 

nursing system applies in situations where persons are able 

to perform some but not all self-care in the pursuit of 

health. A supportive-educative nursing system is initiated 

with individuals who are able to perform self-care but 

require nursing. assistance in the form of guidance, teaching, 

or provision of a developmental environment (Orem, 1985). 

Health 

The elusive nature of health' was recognized by 1 

Nightingale (1860) in an examination of its meaning and 

purpose: "We know nothing of the principle of health ... except 

from observation and experience ... which will teach us the 

ways to maintain or to bring back the state of health" 

(p. 133). While there is no universally accepted definition 

of health, the literature reflects an integrated view of the 

construct in which multiple domains are considered. An 

example of an integrated view of health is the widely quoted 

World Health organization (WHO) (1947) definition: "Health is 

a state of complete physical, mental, and social well-being 

and not merely the absence of disease or infirmity" 

(pp. 1-2). While reflecting an ideal state (Seedhouse, 
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1986), the WHO definition is recognized as emphasizing the 

positive qualities of health (Dolfman, 1973; Pender, 1987b). 

Smith (1983) identified four models of health 

representative of most American cultures: the clinical' 
I 

model, the role performance model, the adaptive model, and 

the eudaimonistic model. In the clinical model, health is ' 

viewed as a disease-free state or condition. The focus 

within this view is on the diagnosis and treatment of 

biomedical problems; a person is considered healthy if the 

disease state has been eliminated or at least controlled. 

The clinical model of health has raised several objections in 

recent years, including the argument that the model is 

reductionistic (Shaver, 1985) and that it erroneously 

considers health and disease as endpoints on a single 

continuum (Ahmed et al., 1979). 

The role performance model considers health as a state 

or condition enabling individuals to perform their roles in 

life. Parsons (1981) defined health as "the state of optimum 

capacity of an individual for the effective performance. of • 

the roles and tasks for which he [or she] has been 

socialized" (p. 69). A person may be physically ill but is 

considered healthy if able to fulfill social roles and tasks.1 

Two important considerations related 

role conflicts and value judgments. 

to this view involve 

Smith (1983) suggested 

that what may be considered adequate functioning in one role 

or setting may be inadequate in another, thus raising 
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concerns about values and hierarchies of needs. Likewise, 

Parsons (1981) emphasized the importance of perceiving health 

as a value-laden construct which must be viewed according to 

sociocultural norms. 

The model of health as a person's adaptation to the 

environment was developed by Dubas (1965), who asserted that 

health and disease are "the expressions of the success or 

failure experienced by the organism in its efforts to respond 

adaptively to environmental changes" (p. xvii). According to 

this view, a person's health depends on the capacity for 

adjustment to various life events and circumstances. Among 

the nurse theorists who have proposed definitions of health 

emphasizing adaptation are: (a) Roy (1984), who viewed 

health as a process of responding positively to environmental 

changes; and (b) Neuman (1982), who perceived health as a 

state in which all subsystems--physiological, psychological, 

and sociocultural--are in equilibrium with the total person. 

Probably the most complex orientation of health is the 

eudaimonistic model, which refers to the maximization of 

human potential. A number of theorists have ascribed to this 

view, each offering a somewhat different perspective for 

consideration. Maslow (1981) equated health with 

self-actualization, which includes the characteristics of 

self-evaluation, contact with reality, spontaneity and 

emotionality, and fulfillment of life's goals. Seedhouse 

(1986) maintained that health involves maximizing individual 

I 
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and environmental conditions for the fullest achievement of 

human potential. 

Parse (1981) and Pender (1987b) are among the nurse 

theorists who have espoused the eudaimonistic model of 

health. According to Parse (1981), health is a process of 

negentropic unfolding which reflects a person's way of living 

chosen ideals. Pender (1987b) incorporated adaptive and 

actualizing qualities in a definition of health as "the 

actualization of inherent and acquired human potential 

' 
through goal-directed behavior, competent self-care, and 

satisfying relationships with others while adjustments,are 

made to maintain structural integrity and harmony with t'he 

environment" (p. 27). 

The construct of wellness is sometimes used 

interchangeably with health. Dunn (1973) differentiated • 

health and wellness by proposing that wellness is· an ideal 

state of health in which the individual is faced with 

ever-expanding challenges for self-actualization. Ardell 

(1977) defined wellness as a dynamic lifestyle encompassing 

the attributes of self-responsiblity, nutritional awareness, 

stress management, physical fitness, and environmental 

sensitivity, with health being the outcome of a wellness 

lifestyle. 

Health is theoretically defined by this investigator 

(Simmons, 19.89) as a multidimensional human state or 

condition which includes the following attributes: 
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1. integrated unity--a dynamic and balanced oneness of 

the biological, psychological, sociocultural, and spiritual 

dimensions of an individual; and 

2, self-actualization--the maximizing of one's potential 

through goal-directed behavior, reflecting personal growth 

and productive living. 

This conceptualization of health is consistent with 

orem's (1985) definition of health as "a state of a person 

that is characterized by soundness or wholeness of developed 

human structures and of bodily and mental functioning" 

(p. 179). Health is associated with well-being, a perceived 

condition "characterized by experiences of contentment, 

pleasure, and kinds of happiness; by spiritual experiences; 

by movement toward fulfillment of one's self-ideal; and by 

continuing personalization" (Orem, 1985, p. 179). 

Health promotion. significant variation exists among 

current definitions of health promotion. Herberg (1988) 

maintained that the health promotion construct evolved from 

convergence of various societal trends, including self-care, 

health education, disease prevention, and wellness promotion. 

These trends have been manifested in diverse health promotion 

conceptualizations. For example, Leavell and Clark's (1965) 

epidemiologic model identified health promotion as the first ' 

phase of primary prevention--a prepathogenic phase focused on 

avoidance of illness through performance of positive health 

practices. 
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Other definitions of health promotion have focused on 

the goal of seeking an optimum state of physical, mental, and 

social well-being as outlined by the WHO ( 1947) . Brubaker 

(1983) defined health promotion. as "health care directed 

toward growth and improvement in well-being" (p. 9), thus 

rejecting the view that health promotion is synonymous with 

disease prevention. According to Pender (1987b), health 

promotion is "directed toward increasing the level of 

well-being and self-actualization of a given individual or 

group" (p. 61). The view of health promotion as a positive 

life experience is reflected in O'Donnell's original (1986a) 

and revised (1989) perspective, which incorporates themes of 

individual change 

societal support 

lifestyles. 

in health behaviors as well as creation of 

systems conducive to health-promoting 

various health promotion frameworks emphasize the ; 

importance of changing social and physical environments in 

order to promote and maintain positive health practices. For 

example, Goodstadt, Simpson, and 

conceptualized health promotion as "the 

enhancement of existing levels of 

Loranger (1987) 

maintenance and 

health through 

implementation of effective programs, services, and policies" 

(p. 61). McLeroy, Bibeau, Steckler, and Glanz (1988) 

proposed an ecological model of health promotion, wherein 

patterns of health-promoting behavior are influenced by , 

intrapersonal characteristics, interpersonal processes, 
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institutional factors, community attributes, and public 

policy. McLeroy et al. (1988) hypothesized that the extent 

to which health promotion focuses on behaviors of 

individuals, while ignoring the social, economic, and 

political context of those behaviors, influences the manner 

in which health promotion initiatives are able to reach 

specific groups in society. The value of an ecological model 

in health promotion is that it views behavior as both 

affecting and being affected at several analytic levels of 

the social environment. 

Regardless of its conceptualization, health promotion 

begins with the assumption that each person inherits a 

different potential for physical, mental, and social 

well-being. Taylor, Denham, and Ureda (1982) suggested that 
\ 

an individual's ever-changing health state is the result of 

three forces: heredity, environment, and behavior .. While 

genetic endowment is beyond personal con~rol, environmental 

and behavioral aspects of living are subject to change 

through strategies designed to enhance and maintain health. 

Analogous with this view, Dwore and Kreuter (1980) proposed 

that health promotion should involve alteration of societal• 
. ~ 

norms to facilitate individual change toward health-promoting 

behaviors. 

Health-Promoting Behavior 

The literature reveals diverse approaches to the 

conceptualization of behaviors purporting to enhance health 
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and prevent illness: risk-reducing behavior, 

disease-preventing behavior, health-protecting behavior, 

health-promoting behavior, and wellness behavior. The need 

for development of a classification system was recognized by 

Pender (1987b), who proposed the delineation of two major 

types of behaviors conducive to a healthy lifestyle: 

health-protecting behaviors and health-promoting behaviors. 

Health-protecting behaviors are focused on preventing or 

decreasing the probability of illness, whereas 

health-promoting behaviors are directed toward improving 

well-being and self-actualization. While distinguishable 

constructs from a theoretical perspective, health-promoting 

and health-protecting behaviors are manifested as an 

integrated unity across the human lifespan. 

The multidimensional nature of behaviors promoting and 

protecting health is revealed in other conceptualizations. 

Harris and Guten (1979) combined aspects of health promotion' 

and illness prevention in a definition of health-protective t 

behavior as "any behavior performed by a person, regardless~ 

of his or her perceived or actual health status, in order to 1 

protect, promote, or maintain his or her health, whether or 

not such behavior is objectively effective toward that end" 

(p. 18). Langlie (1977) proposed a two-dimensional construct 

of health behavior: (a) direct-risk behavior, including 

driving and pedestrian behavior, personal hygiene, and 
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smoking behavior; and (b) indirect risk-behavior, comprised 

of seat belt use, exercise and nutrition behaviors, medical 

checkups, immunizations, and screening 

Laffrey (1983) conceptualized health behavior 

and dental 

examinations. 

as a process of choosing between illness prevention behavior 

(fear-motivated), health maintenance behavior (homeostatic), 

and health promotion behavior (growth-motivated). Hibbard 

and Pope (1987) distinguished between two types of health 

behavior: (a) self-defined health behaviors, "engaged in 

primai·ily for the purpose of protecting one's health" (p. 

74); and (b) medically-defined health behaviors, which are 

linked with health-related outcomes such as smoking, alcohol 

consumption, and exercise. Kulbok (1983) emphasized that 

specific types of health behaviors are interrelated in 

different ways according to age groups and sociocultural 

orientations. 

The preceding analysis illustrates the variety of 

theoretical approaches to health-promoting behavior. This 

reality has undoubtedly contributed to the serious challenge 

of establishing variables for empirical study. 

Explanatory models of health-promoting behavior. A 

number of models have been proposed to explain preventive 

health behavior, thereby setting the stage for later models 

of health-promoting behavior. Rosenstock (1966) developedf 

the Health Belief Model, which includes the elements of (a) 

perceived susceptibility to and severity of illness, 
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(b) perceived benefits of health behaviors relative to 

perceived barriers, and (c) cues to action triggering 

performance of health behaviors. The concept of motivation 

was subsequently added (Becker, 1974) and is now considered 

central to the Health Belief Model. While the Health Belief 

Model has the potential for explanation concerning a broad 

range of health issues, it is considered to be limited by a 

disease-prevention orientation and the lack of satisfactory 

testing of its combined effects. In order to more fully 

account for patterns of preventive health behavior, 

Rosenstock, Strecher, and Becker (1988) proposed a revised 

explanatory model which incorporates Bandura's (1977) 

self-efficacy construct. 

"" 

Despite a focus on human behavior without specifically 

addressing health or disease, two other models have been 

tested for their usefulness in explaining and predicting 

health behavior. In the Theory of Reasoned Action, Fishbein/ 

and Ajzen (1975) considered the relationship between 

intentions and behaviors, hypothesizing that the performance 

of health behaviors is influenced primarily by ther 

individual's intention to perform those behaviors. In the1 

Locus of control Theory, Rotter (1966) proposed that an~ 

individual with the expectation of controllable behavioral ' 

outcomes possesses an internal locus of control, whereas a .. 

person who believes that outcomes are more likely due to 

chance and/or powerful others is considered to have an 



22 

external locus of control. A critical assumption in the 

application of the theories of Fishbein and Ajzen (1975) and 

Rotter (1966) to health is that health behaviors are similar, 

in nature to all other behaviors. 

Two explanatory models of health-promoting behavior have 

been advanced by nurse theorists, both of whom incorporated 

certain variables in the Health Belief Model (Rosenstock, 

1966), the Theory of Reasoned Action (Fishbein & Ajzen, 

1975), and the Locus of control Theory (Rotter, 1966). cox~ 

(1982) proposed the Interaction Model of Client Health X 

Behavior (IMCHB) for identifying how elements of client~ 

singularity and client-professional interaction are combined 

to yield certain health outcomes. Elements of client 

singularity include the client's background, intrinsic 

motivation, cognitive appraisal of the health concern, and 

affective response to the concern. Elements of 

client-professional interaction exerting a major influence on 

health behaviors consist of affective support, provision of 

health information, 

decisional control. 

professional-technical competencies, and 

Health outcomes include utilization of 

health care 

of health 

services, indicators 

problem(s), adherence 

of health status,, severity 

to recommended health 

behavior(s), and satisfaction with health care. 

Health-promoting behavior within this model is defined 

globally as those practices which maintain or enhance a 

client's state of health and well-being (Cox, 1982). The 
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focus of the model is on explaining relationships among the 

singular position of the client, the client-provider 

interaction, and subsequent client health behaviors. 

The IMCHB (Cox, 1982) is ce~nsistent with constructs in 

Orem's (1985) Self-care Deficit Nursing Theory. The 

demographic characteristics, social influences, previous 

health care experiences, and environmental resources 

comprising the background variables in the IMCHB (Cox, 1982) 

are analogous to the basic conditioning factors proposed by 

orem (1985). The other elements of client singularity-

intrinsic motivation, cognitive appraisal, and affective 

response--are similar to the power and action components of 

self-care agency: knowledge, motivation, values, and skills. 

The elements of client-professional interaction are 

comparable to the types of nursing systems operationalized in 

various nursing practice situations. 

In an attempt to explain the acquisition and maintenance 1 

of health-promoting behaviors, Pender proposed (1982) and; 

refined (1987) the Health Promotion Model. The model 

identifies certain cognitive-perceptual factors as impacting 

the performance of health-promoting behaviors. These factors 

include importance of health, perceived control of health, 

perceived self-efficacy, definition of health, perceived 

health status, and perce.ived benefits of and barriers to 

performance of health-promoting behaviors. In addition, 

certain modifying factors--biological characteristics, 

\ 
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situational factors, interpersonal influences, and behavioral 

attributes--are proposed as influencing health-promoting 

behaviors through cognitive-perceptual processes. The 

likelihood of performing positive health behaviors is 

hypothesized as arising from cues such as journals, 

television and radio announcements, and memory of specific 

symptoms. 

The Health Promotion Model (Pender, 1987) is useful in 

explaining the acquisition and maintenance of positive health 

behaviors across the lifespan. several components of 

Pender's (1987) model are related to constructs in Orem's 

(1985) self-Care Deficit Nursing Theory. The 

cognitive-perceptual factors of health beliefs and values in 

Pender's (1987) model correspond to the elements of 

knowledge, motivation, and values comprising the self-care 

agency construct. So too, the biological and psychosocial 

characteristics identified as modifying factors in the Health 

Promotion Model (Pender, 1987) parallel many of the basic 

conditioning factors proposed by orem (1985). 

Relationships Among Constructs 

The manner in which nursing is linked to the health 

states and health behaviors of individuals is theoretically 

depicted in The Health-Promoting Self-care system Model 

(Figure 1). The model is based on a synthesis of elements 

comprising constructs in orem's (1985) Self-Care Deficit 

Nursing Theory as well as certain factors in the 
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Figure 1. The Health-Promoting Self-Care system Model. 
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the Interaction Model of Client Health Behavior (Cox, 1982) 

and the Health Promotion Model (Pender, 1987b). 

The Health-Promoting self-care system Model is proposed ~ 

as a framework for identifying a~d explaining the sequential 

patterns among variables which influence the decision-making, 

performance, and outcomes of health-promoting behaviors. The 

theoretical model includes seven major constructs, with each 

construct subsuming one. or more indicators. Five of the 

constructs are derived from Orem's (1985) Self-Care Deficit 

Nursing Theory: basic conditioning factors, self-care 

requisi~es, therapeutic self-care demand, exercise of 

self-care agency, and nursing system. In addition, cox's 

(1982) category of health outcomes serves as a major 

construct in the model. Health-promoting self-care, another 

major construct, is defined by the investigator as a set of 

behaviors performed by individuals in the enhancement and 

maintenance of health and quality of life. The six 

dimensions of health-promoting lifestyle established by 

Walker, Sechrist, and Pender (1987) represent the indicators 

of health-promoting self-care. 

A person's total requirement for health-promoting 

self-care--therapeutic self-care demand--is affected by basic 

conditioning factors as well as by universal and 

developmental self-care requisites. The background variables 

comprising elements of client singularity in cox's (1982) 

model and several of the modifying factors in Pender's 
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(1987b) model are analogous to orem's (1985) basic 

conditioning factors. The basic conditioning factors in the~ 

investigator's model are identified as: (a) demographic 

characteristics (age, gender, ethnicity, education, income); 

(b) social (interpersonal) influences; (c) environmental 

(situational) influences; (d) perceived health state 

(biopsychological factors); and (e) previous health care 

experiences (behavioral factors). 

Therapeutic self-care demand influences the exercise of 

self-care agency, which includes the components of 

cognition-perception, motivation, values, and psychomotor 

with the skills. Cognition-perception is compatible 

cognitive appraisal 

(1982) model and the 

element of client singularity in Cox's 

cognitive-perceptual factors of health 

definition, perceived 

perceived benefits of 

behaviors in Pender's 

control, perceived self-efficacy, and 

and barriers to health~promoting 

(1987b) model. The motivation 

component of self-care agency is analogous to the intrinsic 

motivation element of client singularity in Cox's model. The 

component of values is consistent with the factor of health 

importance in Pender's model. The component of psychomotor 

skills appears to be comparable with the affective response 

element of client singularity in Cox's model and the 

modifying factor of biological characteristics in Pender's 

model. 
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The exercise of self-care agency yields a distinctive 

form of behavior known as health-promoting self-care. 

Walker et al.'s (1987) dimensions of health-promoting 

lifestyle are identified as the elements of health-promoting 

self-care: self-actualization, health responsibility, 

exercise, nutrition, interpersonal support, and stress 

management. 

Both Orem (1985) and Cox (1982) delineated nursing's 

role in health promotion. orem's conceptualization of a 

supportive-educative nursing system is consistent with 

elements of client-professional interaction proposed by cox. • 

Elements comprising the supportive-educative nursing system 

include health information, affective support, advocacy in 

client choices, and technical intervention when necessary 

(e.g., vital sign assessment before and after exercise). 

An important focus in the Health-Promoting self-care 

System Model involves the 

impacting health-promoting 

health outcomes arising from and 

self-care. Some of the health 

outcome indicators in Cox's (1982) model are identified as 

components of health outcome in the investigator's model: 

(a) health status indicators (physiological, psychological, 

sociocultural, spiritual); (b) adherence to health-promoting 

self-care; and (c) satisfaction with health-promoting 

self-care. 

In summary, the Health-Promoting Self-Care System Mode.l 

is intended to explain cumulative and interactive 

\ 
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relationships among: (a) personal and environmental factors 

influencing therapeutic self-care demand; (b) cognitive, 

attitudinal, and psychomotor elements comprising exercise of 

self-care agency; (c) performance of health-promoting 

self-care; and (d) health outcome indicators. The model 

enables reciprocal causation among constructs as indicated by 

the bidirectional arrows between therapeutic self-care 

demand, exercise of self-care agency, nursing system, 

health-promoting self-care, and health outcomes. The 

constructs are operational, measurable, and open to nursing 

interventions. The model guided this investigator's 

formulation of the following research questions and 

hypotheses. 

Research Que.stions and Hypotheses 

The following research questions and hypotheses were 

formulated for the purposes of the study: 

Question 1. To what extent do exercise of self-care 

agency and the basic conditioning factors of age, gender, 

marital status, ethnicity, military rank, duty type, formal 

education, and perceived health state explain reported 

performance of health-promoting behaviors among active-duty 

Navy personnel? 

Hypothesis 1. The higher the total and subscale scores 

on the Exercise of Self-Care Agency (ESCA) Scale (Kearney & 

Fleischer, 1979), the higher. will be the total and subscale 
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scores on the Health-Promoting Lifestyle Profile (HPLP) 

(Walker, Sechrist, & Pender, 1987). 

Hypothesis 2. The combination of scores on the ESCA 

scale and responses on the Personal Dat,a Form will be more 

explanatory of scores on the HPLP than will either measure 

alone. 

Question 2. can exercise of self-care agency and the 

basic conditioning factors of age, gender, marital status, 

ethnicity, military rank, duty type, formal education, and 

perceived health state correctly classify active-duty Navy 

personnel on their level of performance of health-promoting 

behaviors? 

Hypothesis 3. Scores on the ESCA Scale and responses on 

""' the Personal Data Form will correctly classify subjects into 

high or low levels of performance of health-promoting 

behaviors, as measured by the HPLP. 

Definition of Terms 

The following terms were operationally defined for the 

purposes of the study: 

Exercise of self-care agency is the self-appraisal of 

power to engage in self-care ·as measured by the Exercise of 

Self-Care Agency (ESCA) scale (Kearney & Fleischer, 1979). 

Basic conditioning factors influence the exercise of 

self-care agency and include age, gender, marital status, 

ethnicity, military rank, duty type, formal education, and 

perceived health state as recorded on the Personal Data Form. 
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Age is measured in categories of years, with the lowest 

category being 17-19 years and the highest category being 60 

years or older. 

Ethnicity refers to racial background and is categorize.d 

in accordance with u. s. Navy terminology as 

Black/Afro-American, Filipino, Hispanic/Mexican, Oriental, or 

White/Caucasian. 

Military rank refers to 

system of the u.s. Armed 

the work role classification 

Forces and is categorized as 

commissioned officer, noncommissioned officer, or enlisted. 

Duty type refers to the type of appointment to service 

in the u. s. Navy and is categorized as ship-based, 

submarine-based, or shore-based. 

Formal education refers to the highest level of 

completed education and ranges from high school equivalent to 

graduate school--doctoral degree. 

Perceived health state refers to the self-evaluation of 

present level of health and is categorized as poor, fair, 

good, or excellent. 

Health-promoting behavior is defined as the 

self-reported performance of activities directed toward 

enhancing integrated unity and self-actualization, and is 

measured by the Health-Promoting Lifestyle Profile (HPLP) 

(Walker et al., 1987). 
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The following assumptions were 

purposes of the study: 
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applicable to the 

1. A significant focus for nursing is the promotion of 

health for individuals across the lifespan. 

2. The promotion of health is a priority for most 

adults. 

3. Adults value a self-care perspective in the promotion 

of health. 

4. The exercise of self-care agency can be measured 

quantitatively. 

5. The exercise of self-care agency and the level of 

health-promoting behavior will be honestly and accurately 

reported by subjects. 

Significance 

The importance of testing nursing theories for their 

relevance in explaining patterns of health behavior is 

magnified by the ever-growing body of social, psychological, 

and nursing research supporting the impact of certain 

variables on adherence to positive health practices. This 

study was undertaken to test Orem's (1985) self-care 

construct in explaining patterns of health-promoting behavior 

among active-duty military personnel. Knowledge of the 

extent to which exercise of self-care agency and selected· 

basic conditioning factors account for reported performance 

of health-promoting behaviors in diverse adult groups should 
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assist in the development of strategies which foster positive 

health practices in similar populations. 

The legitimization of nursing as a discipline committed 

to health promotion of individuals across development~! 

stages and sociocultural settings necessitates the generation 

and testing of nursing theories. The present study was 

undertaken (a) to contribute to orem•s (1985) self-Care 

Deficit Nursing Theory by testing the self-care construct in 

young and middle-aged adults, (b) 

concerning psychosocial factors 

health-promoting behavior, and (c) 

foundation for the future study 

to provide information 

influencing patterns of 

to furnish a theoretical 

of relationships between 

constructs of self-care and health promotion. 

This 

exercise 

explanatory 

of self-care 

Summary 

study 

agency 

examined 

and the 

the influence of 

basic conditioning 

factors of age, gender, marital status, ethnicity, military 

rank, duty assignment, formal education, and perceived health 

state on reported performance of health-promoting behaviors 

in an active-duty Navy population. The investigator's 

Health-Promoting Self-Care system Model served as the 

theoretical framework for the study. The model was derived 

from constructs of the Self-care Deficit Nursing Theory 

(Orem, 1985), the Interaction Model of Client Health Behavior 

(Cox, 1982), and the Health Promotion Model (Pender, 1987). 

The study's ultimate goal was to advance nursing knowledge 



related to self-care and 

of the cognitive, 

health promotion 

attitudinal, and 
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by examining some 

sociodemographic 

components of health-promoting behaviors in a specific adult 

population. 



CHAPTER II 

Review of Research 

The review of research is organized around the two major 

study constructs: self-care agency and health-promoting 

behavior. The section on health-promoting behavior addresses 

both patterns and correlates of behaviors recognized as 

enhancing a person's level of health or preventing the 

occurrence of illness. 

Self-Care Agency 

Despite the acknowledged link between self-care and 

health promotion, there is a limited amount of research in 

which this theoretical relationship has been examined. As 

evidenced in the literature, the self-care Deficit Nursing 

Theory (Orem, 1971, 1980, 1985) has more often guided 

practice than research. The wide appeal of the theory in 

practice is demonstrated by its utilization in caring for 

chronically ill populations, particularly diabetic clients 

(Allison, 1973; Backscheider, 1974; Fitzgerald, 1980); in 

acute care settings with postoperative (Dropkin, 1981) and 

psychiatric (Buckwalter & Kerfoot, 1982) patients; and in 

independent nursing practice (Kinlein, 1977). 

In the research arena, the Self-care Deficit Nursing 

Theory (Orem, 1971, 1980, 1985) has been the framework for 

35 
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examination of self-care behaviors of women with breast 

cancer (Dodd, 1983, 1984, 1988) and hypertension (Harper, 

19 84) . In a 

Woods (1985) 

study of 

asked 96 

illness-related self-care practices,'> 

young adult women to keep a three-week 

health diary in which they reported regular health care, 

symptoms experienced each day, and self-care actions in 

response to symptoms. Study findings revealed a wide variety 

of universal and illness-related self-care measures for 

symptoms. Secondary data analysis (Maunz & Woods, 1988)\ 
I 

illustrated the influence of sex-role orientation and 

employment status on illness-related self-care. Women 

reflecting a feminist orientation used over-the-counter \ 

remedies for symptoms, whereas women with a traditional 

gender-role orientation either took prescribed medications or 

altered their activity. Employed women responded to symptoms 

in ways that allowed 

unemployed women were 

professionals. 

them to continue their daily·routines; \ 

more likely to consult health care / 

In an independent nursing practice, Dickson and 

Lee-Villasenor (1982) employed grounded theory methodology to 

identify client needs and behaviors. Exercise of self-care 

agency was defined as "the actualization of a potential for 

action that is inherent in every human being in regard to 

care of self" (p. 32). content analysis demonstrated four 

categories of self-care: expression of need, self-care 

assets, self-care demand, and self-care measures. These 
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categories were posited as being the. collective essence of 

nursing practice under the self-care framework. 

While not focused on testing relationships between 

self-care agency and health-promoting behavior, three 

investigations have involved development of self-care agency 

measures in healthy populations (Denyes, 1980; Kearney & 

Fleischer, 1979; Riesch & Hauck, 1988). Denyes (1980) 

developed the Denyes self-care Agency Instrument (DSCAI) for 

measuring self-care agency in a group of 216 

school students. Internal consistency of 

adolescent high 

the DSCAI was 

demonstrated by an alpha coefficient of .86. Support for 

construct validity was evident in subsequent research 

(Denyes, 1982), which reported significant correlations with 

measures of self-esteem and health problem-solving ability. 

Kearney and Fleischer {1979) developed the Exercise of 

Self-Care Agency (ESCA) Scale to measure an individual's 

self-appraisal of power to engage in self-care. Initial 

validity and reliability data were reported for convenience 

samples of 237 undergraduate nursing and psychology students, 

and are detailed in Chapter III. Riesch and Hauck (1988) 

analyzed the construct and discriminant validity of the ESCA 

Scale. Factor analysis of data generated by an aggregate 

random sample of 506 healthy adults and adolescents revealed 

the dimensions of self-concept, initiative and 

responsibility, knowledge and information-seeking, and 

passivity. These findings were consistent with the 
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theoretical work of the Nursing Development conference Group 

(Orem, 1979) as well as with Kearney and Fleischer (1979). 

Although the factors were able to discriminate between the 

adult and adolescent samples, no. reliability estimates were 

reported. 

Only two formal research connections between self-care 

agency and health-promoting behavior exist in the accessible 

literature. Braun (1987) adapted the DSCAI (Denyes, 1980) in 

the development of the Adult Self-Care Agency Scale (ASCAS) 

for examining the relationship between self-care agency and 

performance of health-promoting behaviors in a random sample 

of 505 employed adults having access to a worksite health 

promotion program. The AS CAS individual item scores 

able to classify a higher percentage of subjects 

were \ 

who / 

described themselves as healthy, participated in worksite 

health promotion programs., and performed health-promoting 

behaviors than did measures of two related constructs: locus 

of control and self-attribution. The basic conditioning 

factor of age was more clearly related to self-care agency 

than either marital status or formal education, with older 

adults reporting higher levels of self-care agency. However, 

gender, age, marital status, and formal education did not 

correlate significantly with self-reports of health-promoting 

behaviors. 

Denyes (1988) studied the relationship of self-care 

agency and basic conditioning factors (age, gender, 
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education, birth order, number of siblings, and health 

problems) to the health-promoting self-care of an aggregate 

sample of 369 adolescents. Findings indicated limited 

support (~2 = .163) for self-care agency and the basic 

conditioning factors as predictors of health-promoting 

self-care. 

The limited amount of research addressing self-care. 

agency and health-promoting behaviors of well adult 

populations is somewhat difficult to explain. Perhaps, 

because of a traditional emphasis on the self-care deficit 

construct, the Self-care Deficit Nursing Theory (Orem, 1971, 

1980, 1985) has more often been linked to illness situations, 

particularly with sick persons and institutional care. Yet 

nothing in Orem's (1971, 1973, 1979, 1980, 1985) writings 

precludes theory-testing 

orem (1985) asserted, 

itself, for health, for 

with healthy populations. If, as" 

self-care "is necessary 'for life/ 

human development, and for general 

well-being" (p. 35), and nursing's focus is "the maintenance 

of human structural and functional integrity and human 

wellbeing'' (p. 42), then there is sufficient justification 

for investigating explanatory relationships among self-care 

agency, basic conditioning factors, and health-promoting 

behaviors of well adult populations. 

Health-Promoting Behavior 

The research literature demonstrates that health 

behavior, like health, is multidimensional in nature and 
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associated with diverse interacting factors throughout 

adulthood. In order to correspond with the two major study 

constructs, the review of research is organized around: (a) 

patterns of health-promoting behavior, to paralle.l the 

dependent variable of health-promoting behavior; and (b) 

correlates of health-promoting behavior, to correspond with 

the independent variables of exercise of self-care agency and 

basic conditioning factors. 

Patterns of Health-Promoting Behavior 

Investigations of health behavior patterns demonstrate a 

diversity of approaches and findings. In an interview survey 

of 842 randomly-selected households in the midwestern United 

States, Harris and Guten (1979) identified practices related 

to personal health, safety, environmental hazard, and harmful 

substance avoidance. Study findings indicated that; 
) 

individuals perform a wide range of behaviors to protect and 

enhance their health; that most behaviors do not involve 

contact with the health care system; and that health 

protection/promotion is a personal rather than professional 

enterprise. 

In a study of the patterns of preventive health behavior 

in a national probability sample of adults, Kulbok (1985) 

identified five groups of health actions. Factor analysis 

revealed dental behavior, checkup behavior, harmful 

consumption behavior (alcohol use and smoking), health 

protection behavior (limited red meat consumption, vitamin 



consumption, and seat 

(physical activity and 

belt use), and 

adequate sleep) 

dimensions of preventive health behavior. 

41 

fitness behavior 

as comprising the 

Empirical support for the multidimensionality of health 

behavior, including the association with several health 

outcomes, was demonstrated in a series of cross-sectional and 

longitudinal studies of the well adult population in Alameda 

county, California. Belloc and Breslow (1972) reported a 

significant relationship between optimum health status and 

seven health behaviors: moderate exercise, no smoking, little 

or no alcohol, sleeping 7 to 8 hours per night, eating 

breakfast daily, eating three regular meals daily instead of 

snacking, and maintaining normal weight. In subsequent 

research (Berkman & Breslow, 1983), these seven health 

behaviors were found to correlate negatively with morbidity 

and mortality risks. Likewise, data from the Framingham 

Heart Study (Haynes, Feinleib, & Kannel, 1980) demonstrated a 

significant relationship between physical inactivity, 

obesity, smoking, and later cardiovascular morbidity and 

mortality. An important outcome of the Alameda county and 

Framingham studies is recognition of patterns of health 

behavior which preclude or promote health and longevity. 

Other studies have focused on the development of 

instruments for measuring patterns of health-promoting 

behavior. Laffrey (1985) adapted health practices identified 

by Belloc and Breslow (1972) as well as by Harris and Guten 
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(1972) in the formulation of the Health Behavior Choice scale 

(HBCS). The HBCS (Laffrey, 1985) is a 15-item scale with a 

two-alternative, forced-choice response format and includes 

the behaviors: sleep/rest, relaxation, physical exercise, 

nutrition, and dental care. The responses for each item 

reflect Laffrey's (1983) conceptualization of health behavior 

as comprised of three alternatives: 

promotion/maintenance, or 

Preliminary reliability estimates of 

promotion/prevention, 

prevention/maintenance. 

the HBCS indicated 70% 

to 100% interrater agreement for categorization of all items 

and a test-retest reliability of .94. 

Brown, Muhlenkamp, Fox, and Osborn (1983) developed the 

Personal Lifestyle Activities Questionnaire in their study of 

health behavior patterns in a convenience sample of 63 adults 

living in the southwest. Six dimensions of health behavior 

(nutrition, exercise, relaxation, safety, substance use, and 

prevention) were incorporated in the 24-item, Likert-scaled 

questionnaire. A test-retest reliability estimate of .78 and 

an alpha coefficient of .74 were reported for the total 

scale. In addition, factor analysis supported the 

hypothesized health behavior subscales. 

The Health-Promoting Lifestyle Profile (HPLP) (Walker et 

al., 1987) is based on Pender's (1987b) conceptualization of 

health-promoting and health-protecting behaviors as 

complementary aspects of a healthy lifestyle. Psychometric 

details of development of the HPLP are described in 



43 

Chapter III. Empirical validation of the instrument was 

established with a convenience sample of 952 adults recruited 

from the general population of two midwestern states. 

Exploratory factor analysis established six dimensions of 

health-promoting behavior: self-actualization, health 

responsibility, exercise, nutrition, interpersonal support, 

and stress management. 

The HPLP (Walker et al., 1987) was used in a comparative 

study of health-promoting behaviors across adulthood (Walker, 

Volkan, Sechrist, & Pender, 1988). Factor analysis 

established six dimensions of health-promoting behavior in a 

convenience sample of 452 adults aged 18 to 88. Study 

findings indicated that older adults had higher scores in 

overall health-promoting behavior as well as higher scores in 

the dimensions of health responsibility, nutrition, and 

stress management than either young or middle-aged adults. 

The sociodemographic variables of gender, education, income, 

and marital status accounted for only 13.4% of the variance 

in overall behavior and for 5.2% to 18.6% in its six 

dimensions. Cluster analysis revealed five major patterns of 

health-promoting behavior among older adults, suggesting "a 

heterogeneous group with varied needs for health promotion 

initiatives to enhance the quality of their lives" (p. 88). 

Other studies have employed theory-generating strategies 

for the purpose of discovering health behavior patterns in 

various cultural groups. calhoun's (1985) investigation of 
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the health practices of Vietnamese women living in Texas 

underscored the importance of acknowledging sociocultural 

values. Health behaviors considered most valuable to these 
( 

women included personal cleanliness, family relationships,\ 
I 

and health teaching; of lesser importance were preventive/ 

health checkups, exercise, sleep/rest, and proper diet. In 

an exploratory study of the meaning of healthy aging in a 

sample of 105 adults living in Appalachia, Boyle and counts 

(1988) identified nutrition, exercise, and maintaining a safe 

and supportive environment as primary activities performed by 

informants for maintaining health. Boyle's (1989) 

ethnographic investigation of a Salvadoran refugee population 

identified the following health promotion constructs: (a) 

environmental contexts supportive of health (family, friends~ 

and supportive networks, religion, and work opportunities) ; ; 

and (b) personal health-promoting practices (nutrition, fresh 

air, and regular sleep patterns). 

Correlates of Health-Promoting Behavior 

The majority of research addressing correlates of 

health-promoting behavior has employed social/psychological 

frameworks to test hypotheses of relationships among beliefs, 

attitudes, and performance of one or more health practices. 

Langlie (1977) tested components of the Health Belief Model 

(Rosenstock, 1966) in a study of relationships among health 

beliefs, social network characteristics, and preventive 

health behaviors in a random sample of 383 urban adults. The 
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combined effects of specific health belief variables 

(internality, perceptions of high benefits and low barriers, 

positive attitude) and social network characteristics (higher 

socioeconomic status, non-kin interaction) accounted for 

significant variation in indirect-risk preventive health 

behavior (~2 = .430). In contrast, only the health belief 

variables accounted for significant variation in direct-risk 

preventive health behavior (~2 = .403). Laffrey's (1985) 

investigation of the correlates of health behavior choice in 

a random sample of 95 adults revealed health behavior choice 

to be associated with health conception (E = .44; E < .001), 

an indicator of health value. 

In a descriptive survey of 500 randomly-selected 

households throughout the United States, Christiansen (1981) 

found significant predictors of health behavior scores to 

include health value (! = 7.93; E < .OS), self-rated health 

status (! = 7.72; p < ,05), household size (! = 7.16; 

E < .05), and comparison of health to others (! = 4.11; 

E < .05). Pender and Pender (1986) tested the Theory of 

Reasoned Action (Fishbein & Ajzen, 1975) in their study of 

relationships among attitudes, subjective norms, and 

intentions to perform certain health-promoting behaviors in a 

random sample of 377 adults. Findings indicated that 

intentions to exercise were affected by attitudes, subjective 

norms, and body weight (R = .364; E < .01); intentions to 

maintain a diet consistent with weight control were explained 
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by attitudes, body weight, and perceived health status 

(~ = .428; E < .001); intentions to manage stress were 

associated with attitudes only (~ = .271; p < .01). 

~tudy of factors associated with performance of 

In a 

health-promoting behaviors in a southwestern community sample 

of 63 adults, Brown et al. (1983) found that health value and 

·locus of control variables (internal, powerful others, and 

chance) accounted for 19.8% of the variance in health 

promotion activities. Yet internal locus of control was not 

significantly correlated with positive health practices 

in the Brown .et al. ( 1983) study, a finding supporte"d in 

subsequent research (Muhlenkamp & Broerman, 1988). 

The need for a multivariate approach to examine 

interactions among variables influencing health behaviors was 

addressed by zindler-Wernet and Weiss (1987) in their study 

of health locus of control and preventive health behaviors in 

a convenience sample of 123 university employees. Although 

findings did not support an association between chance health 

locus of control and health practices, chi-square analysis of 

variance revealed significant relationships between selected 

psychosocial variables and initiation of specific health 

behaviors. Those individuals who rated their health status 

as good(~= 36), rather than fair or poor 

(~ = 4), or excellent(~= 7), were more likely to initiate 

recommended weight loss (! 2 = 6.50; E < .OS). In addition, 

those persons who perceived themselves as having social 

\ 
J 
\ 
I 
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supports (~ = 29) were more likely to initiate recommended 

exercise than those with no perceived social supports (~ = 

17; ~z = 8.50; E < .001). Hibbard and Pope (1987) examined 

relationships among women's roies, their interest in health, 

and participation in various health behaviors. In a random 

sample of 1155 young and middle-aged women who were members 

of a Health Maintenance Organization, the researchers found 

that health interest was significantly related to women'sr') 

roles: parental (E = .135; E < .001), marital (E = .082; E < 

.01), and employment status (E = .108; p < .OS). However, no 

significant relationship 

health and adherence to 

was observed between interest in\· 

positive health practices. This l 
finding parallels much of the literature which demonstrates 

the lack of an automatic association 

cognitive and affective beliefs about 

performance of health-promoting behaviors. 

between 

health 

persons' ) 

and their 

Two indices of health behavior were utilized by 

Goldsmith-CWikel, Dielman, Kirscht, and Israel (1988) in a 

study of the impact of health behavior and psychosocial 

mechanisms on health state. A household interview survey of 

854 adults in the upper midwest included an index of health 

practices (sleep patterns, alcohol consumption, cigarette 

smoking, exercise, snacking, and eating breakfast) as well as 

indices of preventive health behavior (health checkups, 

immunizations, brushing and flossing teeth, and wearing 

seatbelts). Bivariate correlation analysis indicated that 
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global health rating was associated with education (£ = .26; ~ 

.16; E < .05), and internal control (r = .16; E < .05). 

(£ = /1 < • 05), social integration E < .05), age (£ = -.21; E 

Champion (1988) tested variables of the Health Belief 

Model (Rosenstock, 1966) in a study of the intent, frequency, 

and proficiency of breast self-examination in a probability 

sample of 380 women over 35 years of age. Multiple 

regression analysis revealed that variation in intent to 

practice breast self-examination was explained by the 

combined effects of seriousness, susceptibility, barriers, 

health motivation, and control (~2 = .37). The relationship 

of barriers, health motivation, and susceptibility to 

frequency of breast self-examination was evaluated by 

discriminant function analysis. The most powerful predictor~ 

of group membership was perception of barriers, accounting ;> 
for 93% of the variance. 

Other study designs have been employed to evaluate 

characteristics associated with health-promoting behaviors. 

Gillett (1988) used a quasi-experimental design to examine 

factors influencing exercise adherence in 38 overweight adult 

women. Content analysis of structured interviews pre- and 

post-study revealed a number of factors associated with 

adherence to the exercise program, including group 

homogeneity, carpooling and social networks, pleasurable 

feelings associated with increased energy and fitness, 

exercise leader with a health-related background, time 
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limitation of the exercise program, committment to an 

established goal, and desire to change body image and improve 

health status. 

In a grounded-theory study of the relationship between 

59 female-headed, one-parent families and performance of 

preventive health behaviors, Duffy (1984) delineated a theory 

of transcending options. The family's 

viewed as a subset of the family's 

health practices were)· 

life circumstances and 

involved a response to societal options available to 

female-headed, one-parent families. The emergent theory was 

viewed as incorporating three dimensions: choosing options, 

seeking options, and transcending options. Lifelong habits 

characterized the health behaviors of choosing options, 

whereas certain health-promting practices were attempted in 

the seeking-options stage. Transcending options involved the 

establishment of a milieu which sustains health-promoting 

behaviors throughout adulthood. 

Two explanatory models of health behavior proposed by 

nurse theorists {Cox, 1982; Pender, 1987) have been used as 

theoretical frameworks in the study of factors related to 

health behavior performance in adult populations. In a study 

of 203 women who underwent amniocentesis,, cox and Roghmann 

{1984) reported that 58% of the variance in women's decisions 

on amniocentesis was explained by elements of the Interaction 

Model of Client Health Behavior {Cox, 1982). A subsequent 

study (Cox, Miller, & Mull, 1987) examined the influence of 
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motivation, as measured by the Health Self-Determinism Index 

(HSDI) (Cox, 1985), on health behaviors of 379 older adults. 

Chi-square analysis of variance indicated an association 

between HSDI total and subscale scores and avoidance of 

smoking (X2 = 5.7; E = .016). cox et al. (1987) cited the 

problem of sample homogeneity as influencing the absence of 

significant correlations among study variables. 

Waller, Crow, Sands, and Becker (1988) used Pender's 

(1987) Health Promotion Model to test relationships between 

health attitudes and health-promoting behaviors in health 

fair attenders and a community comparison group. Multivariate 

analysis of variance revealed significant differences between 

the two groups in their health perceptions and 

health-promoting behaviors (! = 2.21; df = 11, 172; E = .02). 

For the health fair attenders, significant variation in 

health-promoting behaviors was accounted for by 

self-efficacy, education, current health, and powerful others 

health locus of control (~2 = .30). The variation in 

health-promoting behaviors of the community comparison group 

was explained by self-efficacy, gender, ethnicity, and age 

(~2 = .25), with subjects who were female, white, and older 

reporting performance of more positive health behaviors. 

summary 

The foregoing review of research highlights the 

diversity of methodological approaches and findings related 

to the study of self-care agency and health-promoting 
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behavior in adulthood. Research seems to indicate that there 

are several distinct patterns and correlates of 

health-promoting behavior that need to be tested in various 

populations and cultural settings. 

According to orem (1985), the promotion and maintenance 

of health as well as the prevention and treatment of illness 

are outcomes to be achieved through self-care. The limited 

number of studies addressing constructs of the Self-Care 

Deficit Nursing Theory and patterns of health-promoting 

behavior points to a need for testing these explanatory 

relationships. In this 

orem's theory--exercise 

conditioning factors--were 

investigation, 

of self-care 

tested for 

two constructs of 

agency and basic 

their ability to 

explain reported performance of health-promoting behaviors in 

a randomly-selected and demographically-unique group of 

working adults. 



CHAPTER III 

Methodology 

The purpose of the study was to examine the extent to 

which exercise of self-care agency and the basic conditioning 

factors of age, gender, marital status, ethnicity, military 

rank, duty type, formal education, and perceived health state 

explained reported performance of health-promoting behaviors 

among active-duty Navy personnel. Classification of 

subjects• level of health behavior performance, based on 

exercise of self-care agency and the eight basic conditioning 

factors, was also evaluated. In this chapter, the study 

design, subjects, instrumentation, data collection procedure, 

and analyses for instrument evaluation and hypothesis-testing 

are described. 

Design of the Study 

A cross-sectional 

questionnaires was used to 

survey 

test the 

design using mailed 

three study hypotheses. 

In a cross-sectional survey, subjects are selected for study 

and followed by simultaneous observation of independent and 

dependent variables at a single point in time (Marks, 1982). 

survey research involves the systematic selection of samples 

from large populations for evaluating the incidence, 

distribution, and interrelations among sociological facts, 

52 
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attitudes, and behaviors (Kerlinger, 1986). In the present 

study, sociological facts were analogous to the basic 

conditioning factors; attitudes were comparable to exercise 

of self-care agency; and the tYP.e of behavior measured was 

health-promoting behavior. 

A potential threat to internal validity of survey 

research relates to ambiguity about the direction of causal 

influence (Marks, 1982). Due to the concurrent measurement 

of variables in the present study, a cause and effect 

relationship was not established. The self-care Deficit 

Nursing Theory 

explanation of 

The aim of this 

(Orem, 

the human 

study was 

1985) provides "a descriptive 

foundations of nursing" (p. 24). 

to explain relationships among 

exercise of self-care agency, basic conditioning factors, and 

performance of health-promoting behaviors, rather than to 

infer temporal precedence. 

The use of mailed questionnaires in survey research is 

associated with other potential threats to internal validity: 

low response rate and inability to identify characteristics 

of nonrespondents (Kerlinger, 1986). In the present study, 

attempts to increase response rate involved including a 

Department of Defense distribution sheet with each 

command-arranged set of questionnaire packets. In addition, 

comparison of four basic conditioning factors between 

surveyed personnel -and respondents contributed knowledge 



54 

about characteristics of nonrespondents relative to gender, 

marital status, military rank, and duty type. 

External validity of the study was increased by use of a 

probability sampling technique. A computer-generated random 

selection of subjects enhanced the likelihood of valid 

inferences to the active-duty Navy population from which the 

sample was drawn. 

Potential threats to statistical conclusion validity in 

the study involved the generation of either a Type I or Type 

II error. The likelihood of making an incorrect, 

no-difference conclusion--Type II error--increases with small 

sample sizes and low alpha levels (Cook & Campbell, 1979). 

The number of respondents comprising the sample along with a 

statistical significance level of .05 decreased the 

probability of a Type II error. The likelihood of falsely 

concluding covariation among study constructs--Type I error 

(Cook & campbell, 1979)--was controlled by assessing internal 

consistency reliabilities of study measures. 

Potential threats to construct validity in the study 

included mono-operation and mono-method biases as well as 

factors associated with the Hawthorne effect. While single 

modes of construct operationalization and data collection may 

result in underrepresentation of constructs and irrelevancies 

(Cook & Campbell, 1979), previous factor analyses of the two 

study measures (Riesch & Hauck, 1988; Walker et al., 1987) 

established initial construct validity. Likewise, each of 
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the measurement tools in the present study was assessed for 

construct validity. 

Factors associated with the Hawthorne effect and 

possibly impacting the study included: hypothesis-guessing, 

evaluation apprehension, and social desirability. Evaluation 

apprehension refers to subjects' anxieties about assessments 

by persons knowledgeable in human attributes, whereas social 

desirability involves subjects' motivation to perform well in 

appraisal situations (Huck, Cormier, & Bounds, 1974). 

Although the general purpose of the study was conveyed in the 

investigator's cover letter, study hypotheses were not 

revealed to the subjects. 

Instrumentation 

Measurement of the study constructs--basic conditioning 

factors, exercise of self-care agency, and health-promoting 

behavior--was accomplished by use of the following 

instruments: a Personal Data Form, the Exercise of Self-care 
' 

' Agency scale (Kearney & Fleischer, 1979), and the 

Health-Promoting Lifestyle Profile (Walker et al., 1987). 

Personal Data Form 

The Personal Data Form (Appendix A) is an 8-item record 

developed by the investigator for identifying the basic 

conditioning factors: age, gender, marital status, 

ethnicity, military rank, duty type, formal education, and 

perceived health state. 
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Exercise of Self-Care Agency Scale 

The Exercise of Self-Care Agency (ESCA) Scale (Kearney & 

Fleischer, 1979) (Appendix B) is a 43-item, summated rating 

scale with a 5-point response format for measuring a person's 

self-appraisal of power to decide upon and perform self-care 

( 1 = "very uncharacteristic of me" to 5 = "very 

characteristic of me"). A total of 32 items are worded 

positively toward exercise of self-care agency, and 11 items 

are worded negatively (in which case the scoring is 

reversed). The maximum 

215, indicatin~ a high 

agency. 

score possible on the instrument is 

degree of exercise of self-care 

Students enrolled in a graduate nursing research 

course identified four subconstructs and five indicants of 

exercise of self-care agency, thereby providing a framework 

for generation of questionnaire items. The subconstructs 

included active versus passive response to situatio~s, 

motivation, knowledge, and self-worth; related indicants were 

self-responsibility, motivation for self-care, application of 

knowledge to self-care, valuing of health priorities, and 

high self-esteem (Kearney & Fleischer, 1979). 

Initial validity and reliability of the ESCA scale 

(Kearney & Fleischer, 1979) were evaluated with convenience 

samples of undergraduate nursing and psychology students. 

Content validity was demonstrated by an interrater agreement 
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of 80% among five nurses who practiced and taught the 

self-care construct. The test-retest reliability was .77 for 

the nursing students; split-half reliabilities were .80 and 

.81, respectively, for the first and second testings of the 

nursing students, and .77 for the single testing of the 

psychology students. No estimate of internal consistency 

reliability was reported. 

Riesch and Hauck (1988) tested the construct and 

discriminant validity of the ESCA scale (Kearney & Fleischer, 

1979) with an aggregate random sample of 506 healthy adults 

and adolescents. Factor analysis of 35 items having factor 

loadings greater than .40 revealed four dimensions: 

self-concept, initiative and responsibility, knowledge and 

information seeking, and passivity. The remaining eight 

items were not significiantly intercorrelated, consistently 

loaded at less than .40 on any factor, and were therefore 

deleted from final analysis. The four dimensions were 

considered comparable with the theoretical work of the 

Nursing Development Conference Group (Orem, 1979) and the 

components identified by Kearney and Fleischer (1979). 

Health-Promoting Lifestyle Profile 

The Health-Promoting Lifestyle Profile (HPLP) (Walker et 

al., 1987) (Appendix C) is a 48-item, summated behavior 

rating scale with a 4-point response format for measuring 

type and frequency of health-promoting behaviors (1 = "never" 

to 4 ="routinely"). The maximum score possible on the HPLP 
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health-promoting behaviors. 
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Prior to development of the HPLP (Walker et al., 1987), 

Pender (1982) constructed the Lifestyle and Health Habits 

Assessment (LHHA) from a variety of literature sources. The 

LHHA is a 100-item checklist of positive health behaviors 

designed for use as a clinical nursing tool and arranged in 

10 categories: general health practices, nutrition, 

physical/recreational activity, sleep, stress management, 

self-actualization, sense of purpose, relationships with 

others, environmental control, and use of the health care 

system. Items for the initial testing of the HPLP were 

obtained from the LHHA, with the yes/no response format on 

the LHHA being replaced by a 4-point Likert scale (never, 

sometimes, often, routinely) on the HPLP. 

The pilot form of the HPLP (Walker et al., 1987) was 

administered to a convenience sample of 173 graduate and 

senior undergraduate nursing students for purposes of item 

analysis and reliability estimation. Although students' 

comments revealed a lack of clarity in the wording of a few 

items, frequency distributions indicated a full range of 

responses to most items. Internal consistency was 

demonstrated by an alpha coefficient of .91; stability was 

shown by a test-retest reliability index of .85. Content 

validity was evaluated by four nurse faculty experts in the 

health promotion .. area, who examined each i tern for congruence 
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with the domain of health-promoting behavior/lifestyle. The 

resulting instrument contained 107 items. 

Empirical validation of the HPLP (Walker et al., 1987) 

was established with a convenience sample of 952 adults. 

recruited from the general population of two midwestern 

states. Item analysis included calculation of corrected 

item-total correlations for the original 107-item scale as 

well as for each of 10 hypothesized subscales. As a result 

of item analysis, 33 items were deleted; of the remaining 70 

items, 65 had item-total correlations of .65 or higher, and 

5 items had correlations between .20 and .24, levels 

considered acceptable (Nunnally, 1978). The inter-item 

correlation matrix, an indicator of potential redundancy in 

the tool (Kerlinger, 1986), revealed a range of correlations 

between .10 and .65, resulting in the retention of all 70 

items. 

Exploratory factor analysis was performed to assess 

construct validity of the 70-item HPLP (Walker et al., 1987). 

Findings supported a six-factor solution which explained 

38.9% of the variance. To define more specifically the 

composition of the six factors, 22 items that did not load 

strongly were eliminated and the remaining 48 items were 

factor analyzed, demonstrating 47.1% explained variance. The 

six factors were named self-actualization, health 

responsiblity, exercise, nutrition, interpersonal support, 

and stress management. 
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Reliability estimation of the 48-item HPLP (Walker et 

al., 1987) indicated acceptable internal consistency (alpha 

coefficient of .92 for the total scale; .70 to .90 for the 

subscales). According to Nunnally (1978), a reliability of 

.70 or higher is acceptable for the early stages of research 

and a reliablity of .80 is suitable for subsequent 

instrument-testing situations. stability of the HPLP was 

demonstrated by a test-retest reliability of .93 for the 

total scale and .81 to .91 for the subscales. 

Estimates of validity and reliability of the HPLP 

(Walker et al., 1987) have been reported in a subsequent 

investigation of the health-promoting behavior of older 

adults as compared to young and middle-aged adults (Walker et 

al., 1988). Factor analysis revealed the same six dimensions 

of health-promoting behavior as illustrated in earlier 

research (Walker et al., 1987). Internal consistency 

reliability was demonstrated by a total scale alpha 

coefficient of .92 and subscale alpha coefficients ranging 

from .69 to .90. 

In a comparative study of health-related attitudes and 

health-promoting behaviors of health fair attenders and a 

community comparison group, Waller et al. (1988) reported 

"internal consistency" (p. 20) of the HPLP (Walker et al., 

1987) but did not provide alpha coefficients. In another 

study of the health perceptions and lifestyles of older 

persons, Speake, Cowart, and Pellet (1989) described alpha 
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coefficients of the HPLP's six subscale as ranging from .66 

to .79; internal consistency reliability of the composite 

scale was not reported. 

Subjects 

A computer-generated, random list of 1000 active-duty 

Navy personnel in Charleston, South Carolina was obtained 

from the commander, Naval Military Personnel command, 

Department of the Navy. The criteria for selection were that 

subjects be active-duty Navy men and women assigned to one of 

the 112 Charleston Naval Commands (Appendix D), the target 

population. There were no restrictions for inclusion 

The 

relative to the factors of 

ethnicity, or duty type. 

enlisted personnel and 500 

Family services Center, an 

age, gender, marital status, 

surveyed sample included 500 

officer personnel. 

organizational unit 

The Navy 

of the 

Charleston Naval Base Command, served as the data collection 

sponsor in obtaining the list of surveyed subjects and in 

mailing the self-report packets. 

Procedure 

The study proposal was approved by the Chairperson, 

Human Assurance committee, Medical College of Georgia 

(Appendix E). In addition, the Commander, Naval Base, 

Charleston, Navy Family Services center agreed to serve as 

data collection sponsor for the study (Appendix F). A 

computer-generated list of 1000 randomly-selected, 

active-duty Navy personnel was obtained by written request 
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from the Direc~or of Navy Family Services center, Charleston 

to the Commander, Naval Military Personnel command, 

Department of the Navy. Permissions to use the ESCA scale 

(Kearney & Fleischer, 1979) (Appendix G) and the HPLP (Walker 

et al., 1987) (Appendix H) were obtained from the authors. 

Each of the 1000 stwjects was mailed a packet assembled 

in the following order: (a) a cover letter from the Director 

of Navy Family services Cente.r (Appendix I) , acknowledging 

support of the investigator's study; (b) a cover letter from 

the investigator (Appendix J), explaining the study purpose 

and assuring confidentiality and voluntary participation; (c) 

a personal data form to identify the basic conditioning 

factors; and (d) three questionnaires, one which measured 

exercise of self-care agency, the second which measured 

performance of health-promoting behaviors, and the third 

which measured utilization · and perceived importance of 

services provided by the Navy Family services Center. only 

the questionnaires measuring exercise of self-care agency and 

health-promoting behaviors were used for hypothesis-testing 

in the present study. 

Full address labels were placed at the bottom of the 

A Department of 

attached to each 

Navy's cover letter, the packet's top sheet. 

Defense distribution sheet (Appendix K) was 

command-arranged set of packets as a means of improving 

letter included a response rate. The investigator's cover 

request to subjects not to put their names on any other forms 
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and to return the entire packet to the Navy Family Services 

center via the military postal system within one week. 

Confidentiality of responses was assured by having the 

center's staff remove the packet's top sheet before 

collection by the investigator. 

Self-report packets were collected over a three month 

period from mid-August through mid-November, 1989. Despite 

the written request to respond within one week, the majority 

of packets were returned four to eight weeks later. As 

indicated on several returned forms, the sea deployment 

status of many subjects contributed to the delayed response. 

Many commands provided reasons for nonresponse, such as 

subjects being on leave, transferred, or discharged. 

Nonrespondents were not recontacted by the investigator. 

Analysis 

Instrumentation 

The construct validity of the ESCA Scale (Kearney & 

Fleischer, 1979) and the HPLP (Walker et al., 1987) was 

evaluated by principal-components analysis with varimax 

rotation. Principal-components analysis is a method of 

transforming a set of observed variables into a linear 

combination of orthogonal components. Whereas common factor 

analysis imposes a hypothetical model to explain correlations 

among variables, principal-components analysis generates 

mathematical functions of the observed variables in order to 

account for maximum variance (Nunnally, 1978). varimax 
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rotation optimizes the variance of the squared loadings for 

each component in order to obtain a parsimonious and 

interpretable final solution (Gorsuch, 1983). 

The technique for determining the number of components 

to retain was parallel analysis. Parallel analysis is a 

sample-based alternative to the population-based Kaiser 1 

method (Kaiser, 1960) of retaining components with 

eigenvalues greater than 1.0 (Zwick & Velicer, 1986). The 

procedure involved the generation of random data sets for 

comparison with the observed data set. Components of the 

observed data set having eigenvalues greater than those of 

the randomly-generated data sets were considered for 

retention. 

Reliability of the ESCA Scale (Kearne.y & Fleischer, 

1979) and its subscales and the HPLP (Walker et al., 1987) 

and its subscales was assessed by computing the internal 

consistency. As a measure of internal consistency, 

cronbach's alpha coefficient indicates the average of 

inter-item correlations as well as the number of items within 

a standardized measure (Carmines & Zeller, 1979). 

Hypothesis-Testing 

In order to examine the explanatory accuracy of exercise 

of self-care agency and basic conditioning factors on 

reported performance of health-promoting behaviors, the 

following hypotheses were tested in the study: 
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1. The higher the total and subscale scores on the ESCA 

Scale (Kearney & Fleischer, 1979), the higher will be the 

total and subscale scores on the HPLP (Walker et al., 1987). 

2. The combination of scores crt the ESCA Scale and 

responses on the Personal Data Form will be more explanatory 

of scores on the HPLP than will either measure alone. 

3. scores on the ESCA scale and responses on the 

Personal Data Form will correctly classify subjects into high 

or low levels of performance of health-promoting behaviors, 

as measured by the HPLP. 

The SPssx statistical package programs (SPssx Inc., 

1988) were used for all data analyses. Hypotheses 1 and 2 

were tested by multiple linear regression analyses and 

univariate tests of differences (one-way analysis of 

variance) and association (correlation analysis). The 

univariate tests preceded generation of the regression models 

in order to assess unique relationships among variables 

regardless of their predictive significance in the regression 

models. 

Two sets of seven multiple linear regression models were 

developed. Each model was identified by an overall explained 

variance (total and adjusted ~2 ) and a group of predictor 

variables, including beta weights (standardized regression 

coefficients) and associated F-values. Predictor variables 

for the first set of regression models included total ESCA 

Scale (Kearney & Fleischer, 1979) score and the 
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basic conditioning factors: age, gender, marital status, 

ethnicity, military rank, duty type, formal education, and 

perceived health state. Predictor variables for the second 

set of regression models included subscale scores on the ESCA 

Scale and the eight basic conditioning factors. Criterion 

variables for both sets of regression models were scores on 

the total HPLP (Walker et al., 1987) and its subscales. 

Dummy variable coding (Cohen, 1968) was used to 

accomodate the categorical basic conditioning factors as 

independent variables in the regression analyses. Gender 

included the two groups of "male" and "female." Marital 

status was recoded to a dichotomy of "single" (single, 

divorced, 

Ethnicity 

widowed) and 

was likewise 

"married'' (married, 

dichotomized to 

separated). 

"white" and 

"nonwhite." Military rank was recoded to "enlisted" and 

"officer" (commissioned, warrant). Duty type was 

trichotomized to "ship" (ship, Naval air), "submarine," and 

"shore." 

In addition to examining the main effects of predictor 

variables, 13 interaction terms were assessed for potential 

joint effects. Interaction terms for the basic conditioning 

factors, which are displayed in Table 1, were formulated on 

the basis of the research literature and the nature of the 

target population. For any interaction term demonstrating 

predictive significance, its main effects were subsequently 

forced into the regression model. 



Table 1 

Interaction Terms For Basic Conditioning Factors 

Age + marital status 

Age + military rank 

Age + formal education 

Age + perceived health state 

Marital status + duty type 

Marital status + perceived health state 

Ethnicity + formal education 

Ethnicity + perceived health state 

Military rank + duty type 

Military rank + formal education 

Military rank + perceived health state 

Duty type + perceived health state 

Education + perceived health state 

67 



68 

A stepwise selection method was used to obtain a 

parsimonious set of indepe.ndent variables with maximum 

prediction of the criterion variables. stepwise selection 

differs from other sequential procedures in that the decision 

to include a predictor variable is reversible, an important 

consideration when strong correlations among variables are 

anticipated (Dillon & Goldstein, 1987). The method involved 

entering the predictor having the highest product-moment 

correlation with the criterion, and continued by entering the 

predictor with the highest partial correlation while 

controlling for the variable already entered. At this point, 

the first predictor was checked for possible removal by 

entering it last and computing its associated F-value. The 

procedure continued similarly, and at each step all the 

variables entered were assessed for retention by treating 

each as if it were the last to enter. stepwise selection 

terminated when no variable could be entered or removed from 

the regression model according to its associated F-value. 

Because stepwise regression procedures are highly 

susceptible to sample-specific error rates (Dillon & 

Goldstein, 1987), regression models derived from the full 

sample were cross-validated. Cross-validation estimates the 

degree of shrinkage in predictive accuracy of regression 

models when applied to new and independent data (Pedhazur, 

1982) . In the present study, cross-validation involved (a) 

randomly dividing the full sample into two subsamples, (b) 
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applying the full sample regression models to the subsamples, 

and (c) evaluating model differences between the full sample 

and two subsamples. 

Hypothesis 3 was tested by development of a 

classification matrix for predicting group membership based 

on the regression analyses. subjects were classified into 

high or low levels of health behavior performance (Groups 1 

and 2, respectively) according to the derived multiple linear 

regression models. A preliminary step in the development of 

classification matrices involved the evaluation of scatter 

diagrams for all 14 regression models. The mean item score 

on each criterion variable was chosen as the cut-off point 

for classification of membership in both the actual and 

predicted groups. The number and percentage of correct and 

incorrect classifications were then calculated. 



CHAPTER IV 

Findings 

The present study was undertaken to examine the extent 

to which exercise of self-care agency and the basic 

conditioning factors of age, gender, marital status, 

ethnicity, military rank, duty type, formal education, and 

perceived health state explained reported performance of 

health-promoting behaviors in a random sample of active-duty 

Navy personnel. The predictive accuracy of derived 

statistical models to classify group membership of health 

behavior performance was also evaluated. 

A cross-sectional survey design was used to test the 

three study hypotheses. Data were collected by mailed 

questionnaires from a random sample of 421 subjects. The 

description of subjects and presentation of findings comprise 

this chapter. The presentation of findings includes (a) 

validity and reliability of instruments and (b) analytic 

outcomes of hypothesis-testing. 

Description of Subjects 

The sample consisted of 421 active-duty Navy personnel 

in Charleston, south carolina who were randomly selected from 

computerized files of all active-duty enlisted and officer 

personnel at the Naval Military Personnel Command, Department 

70 
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of the Navy. Of the 1000 personnel who were surveyed, 421 

returned essentially completed questionnaires, yielding a 

response rate of 42.1%. several commands and surveyed 

personnel returned blank packets, many of which contained 

reasons for nonresponse, including persons who were on leave, 

transferred, discharged, or declined to participate. 

Characteristics of the sample, identified in the present 

study as basic conditioning factors, are summarized in 

Table 2. Examination of the basic conditioning factors 

revealed the sample to be primarily white married males under 

the age of 40 who were high school educated and assigned to 

ships. Specifically, the subjects included 394 males and 27 

females from 17 to 59 years of age, with 84.1% being in the 

20-29 and 30-39 year age categories. More than half (66.51%) 

of the subjects were married; 28.27% were single; 2.85% were 

divorced; 1.90% were separated; and .48% did not answer this 

question. A majority of the sample was White/Caucasian 

(83.37%); 10.93% were Black/Afro-American; 3.80% were 

Hispanic/Mexican; .48% were Filipino; .24% were Oriental; and 

1.19% did not indicate their ethnicity. 

The sample was comprised of slightly more enlisted 

personnel (54.16%) than officer personnel (44.66%); 1.19% did 

not respond to the question. Just over half (56.30%) of the 

subjects were stationed aboard ships; 27.55% were assigned to 

shore commands; and 16.15% were attached to submarines. The 

highest~level of completed education among subjects varied 

) 
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Table 2 

Basic conditioning Factors of the Sample (~=421) 

Basic Conditioning Factors Frequency % 

Age (category) 

17-19 8 1. 90 

20-29 207 49.17 

30-39 147 34.92 

40-49 58 13.78 

50-59 1 .24 

60+ 0 0 

Gender 

Male 394 93.60 

Female 27 6.40 

Marital Status 

Single 119 28.27 

Married 280 66.51 

Divorced 12 2.85 

Separated 8 1. 90 

Widowed 0 0 

Missing 2 .48 

(table continues) 



73 

Table 2 (continued--page 2 of 3) 

Basic conditioning Factors of the sample (~=421) 

Basic Conditioning Factors Frequency % 

Ethnicity 

Black/Afro-American 46 10.93 

Filipino 2 . 48 

Hispanic/Mexican 16 3.80 

Oriental 1 .24 

White/Caucasian 351 83.37 

Missing 5 1.19 

Military Rank 

Enlisted 228 54.16 

Officer 188 44.66 

Missing 5 1.19 

Duty Type 

Ship 237 56.30 

submarine 68 16.15 

Shore 116 27.55 

(table continues) 
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Table 2 (continued--page 3 of 3) 

Basic Conditioning Factors of the Sample (~=421) 

Basic conditioning Factors Frequency % 

Education 

High school equivalent 15 3.57 

High school graduate 211 50.12 

College: associate degree 40 9.50 

college: baccalaureate degree 95 22.57 

college: master's degree 52 12.35 

College: doctoral degree 8 1. 90 

Perceived Health state 

Poor 6 1.43 

Fair 39 9.26 

Good 189 44.89 

Excellent 187 44.42 



from high school equivalent (3.57%) to 

(1.90%). High school graduates comprised 

doctoral 

50.12% 

75 

degree 

of the 

sample; 22.57% had a baccalaureate degree; 12.35% had a 

master's degree; and 9.50% had an associate degree. The 

majority of subjects perceived their current level of health 

to be either good (44.89%) or excellent (44.42%); 9.26% rated 

their health as fair; and 1.43% indicated a poor level of 

health. 

Because the list of surveyed personnel included each 

person's gender, marital status, military rank, and duty 

type, these basic conditioning factors were compared with 

those of the respondents comprising the sample. As 

indicated in Table 3, chi-square tests of independence did 

not demonstrate significant 

personnel (~ = 1000) and sample 

differences between surveyed 

subjects (~ = 421) relative 

to gender, marital status, military rank, or duty type. 

Presentation of Findings 

Exercise of Self-Care Agency scale 

The construct validity, subscale correlations, 

reliability, and scores on the Exercise of Self-Care Agency 

(ESCA) Scale (Kearney & Fleischer, 1979) are reported below. 

Principal-components analysis resulted in the deletion of one 

item and use of the revised 42-item ESCA Scale to test the 

study hypotheses. 
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Table 3 

Chi-square Analysis For Comparison of Basic conditioning 

Factors Between surveyed Personnel and sample Subjects 

Basic 

Conditioning 

Factors 

Gender 

Male 

Female 

Marital Status 

Married 

Other 

Military Rank 

Enlisted 

Officer 

Duty Assignment 

Ship 

Submarine 

Shore 

Group 

surveyed 

(~=1000) 

fo(fe) 

943(940.76) 

57 (59.24) 

657(660.32) 

343(339.68) 

500(514.12) 

500(485.88) 

587(579.87) 

184(177.34) 

229(242.79) 

Sample 

(~=421) 

fo(fe) 

394(393.24) 

27 (24.76) 

280(276.68) 

139(142.32) 

228(213.88) 

188(202.12) 

237(244.13) 

68 (74.66) 

116(102.21) 

.31 1 .58 

.17 1 .68 

2.72 1 .10 

3.78 2 .15 



construct validity. 

77 

The construct validity of the ESCA 

Scale (Kearney & Fleischer, 1979) was evaluated by 

principal-components analysis with varimax rotation. The 

technique for determining the number of components to retain 

was parallel analysis. Twenty-six random data sets were 

generated for comparison with the 390 completed cases 

comprising the observed data set. Of the 26 random data 

sets, 15 data sets suggested the extraction of five 

components; 9 data sets suggested the extraction of four 

components; and 2 data sets suggested the extraction of six 

components. Based on the findings of parallel analysis, five 

components were extracted and rotated. The five-component 

solution was interpretable and consistent with the five 

empirical indicators of the exercise of self-care agency 

construct (Kearney & Fleischer, 1979; orem, 19.79). The 

components were labeled: health priorities, knowledge 

application, responsiveness, self-esteem, and motivation. 

The principal-components structure indicated that all 

but one of the ESCA Scale (Kearney & Fleischer, 1979) items 

loaded significantly (.35 or higher) on one of the five 

components. Because the highest loading for item 23 was .25, 

this item was deleted from further analysis. The rotated 

principal-components matrix with item content abbreviations 

is presented in Table 4. The 42-item ESCA scale consisted 

of: 15 items (5, 13, 15, 17, 18, 20, 27, 30, 35, 36, 37, 38, 

40, 42, 43) loading on the health priorities component; 11 



78 

!able 1 

Rotated Principal·Coaponents Katrix of the Exercise of Self-Care Agency IESCAI Scale 1!•3901 

ESCA Scale Co1ponents 

ESCA Scale !teas 1 2 3 5 

5 

36. Over years have noticed what .~ 
1akes 1e feel better. 

37. Know what foods to eat and .59 
keep healthy. 

38. Interested in learning about .58 
ay body and how it functions. 

10. Seek information to care for .56 
self. 

27. Take good care of 1yse!!. .53 .46 
17. Look for better ways to .~ 

1aintain ay health. 
18. Expect to reach my peak .52 

wellness. 
20. Deserve all the tile ·and care .51 

to 1aintain ny health. 
30. Interested in learning about .51 

diseases/their affect on 1e. 
5. Take pride in doing things .49 .45 

to reaain healthy. 
(3. Understand 1yself/ay needs. ,(8 .45 
42. Remember 1y last health check/ ,(6 

return on tile for next one. 
35, can tell days ahead when .45 

getting sick. 
13. Perfora activities to keep .43 

froa getting sick. 
10. Put off doing things I know ·.61 

are good for 1e. 
3. reel I lack energy to care ·.57 

for IY health needs. 
6. Tend to neglect personal needs. ·.57 

25. Rarely carry out resolutions ·.52 
concerning IY health. 

28. Health pro•otion is a chance ·.52 
thing for 1e. 

!table continues) 



Table I (continued--page 2 of 2) 

Rotated Principal-components Matrix of the Exercise of self-Care Agency (ESCA) Scale (!=390) 

ESCA scale components 

ESCA Scale Items 

29. Have a rest and exercise 
prograa. 

39. sometimes ignore feelings of 
sickness/hope it goes away. 

16. complain about things without 
doing aucb about then. 

1 

15. Eat a balanced diet. .40 
12. Hake ay ovn decisions. 
7. Know ay strongjweak points. 

33, take responsibility for actions. 
21. rollow through on ay decisions. 
14. Strive to better ayself. 
24. Understand ay bodyjhow it 

functions. 
4. Know how to get facts when 

health feels weakened. 
9, Enjoy starting new projects. 

11. reel I au a valuable aember 
of ay fuily. 

32. Do not contribute to faaily's 
functioning. 

2. I like ayself. 
31. Life is a joy. 
26. I au a good friend to ayself. 
19. Vben I have a problem, vant an 

expert to tell ae what to do. 
1. Vould give up set vays if it 

aeant iaproving ay health. 
22. Have no interest in learning 

about ay bodyjbow it functions. 
11, Try hoae reaedies that worked in 

past instead of seeking help. 
B. seek help if unable to care for self. 

2 

'52 

-.51 

-.46 

.45 

Hote, Coaponents are: !, Health Priorities; 2, Responsiveness; 
J;"inowledge Application; I, Self-Esteem; 5, Motivation. 

3 

'65 
.57 
.55 
.53 
.50 
.17 

'46 

.16 
.72 

-. 71 

'58 
.58 
.16 

79 

5 

.57 

'53 

-.44 

-.39 

'35 
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items (3, 5, 6, 10, 15, 16, 25, 27, 28, 29, 39) loading on 

the responsiveness component; nine items (4, 7, 9, 12, 14, 

21, 24, 33, 43) loading on the knowledge application 

component; six items (2, 26, 31, 32, 34, 41) loading on the 

self-esteem component; and five items (1, 8, 11, 19, 22) 

loading on the motivation component. 

Four ESCA scale (Kearney & Fleischer, 1979) items had 

significant and interpetable loadings on more than one 

component. Three items (5, 15, 27) loaded on both the health 

priorities component and the responsiveness component. One 

item (43) loaded on both the health priorities component and 

the knowledge application component. Applying the criterion 

of interpretability, these four items were retained on both 

components. 

The five components explained 43.6% of the total 

variance in the revised 42-item ESCA scale (Kearney & 

Fleischer, 1979). Component 1, health priorities, indicated 

the self-worth subconstruct of exercise of self-care agency. 

It was the strongest component, with an eigenvalue of 11.37, 

and accounted for 26.50% of the total explained variance. 

component 2, responsiveness, had an eigenvalue of 2.24 

and explained 5.2% of the total variance. The second 

component represented the subconstruct of active versus 

passive response to situations. Component 3, knowledge 

application, indicated the knowledge subconstruct of exercise 

of self-care agency. The third component had an eigenvalue 
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of 2.11 and accounted for 4.9% of the total explained 

variance. 

Component 4, self-esteem, had an eigenvalue of 1.55, 

explained 3.6% of the total variance, and likewise reflected 

the self-worth subconstruct. Component 5, motivation, 

represented the motivation subconstruct of exercise of self

care agency. The fifth component had an eigenvalue of 1.46 

and accounted for 3.4% of the total explained variance. 

Correlations among the five components of. the ESCA Scale 

(Kearney & Fleischer, 1979) are presented in Table 5. The 

moderate to high positive correlations among components is. 

demonstrated by Pearson coefficients ranging from .44 to .70. 

Reliability. The internal consistency reliability of 

the revised 42-item ~SCA scale (Kearney & Fleischer, 1979) is 

displayed in Table 6. The 42-item ESCA Scale had a 

Chronbach's alpha coefficient of .92, and the alpha 

coefficients for all but one of the subscales (motivation) 

ranged from .79 to .89, levels considered acceptable for 

instrument-testing in applied settings (Nunnally, 1978). 

Initial reliability estimation of the motivation 

subscale (items 1, 8, 11, 19, 22) revealed the absence of 

internal consistency, with an alpha coefficient of -.04. By 

reversing the scoring for item 11 rather than item 19 (as 

indicated in the scoring instructions), the alpha coefficient 

was raised to .50. The reversed scoring was justified on the 

basis of subjects' responses. Item 11 (worded in a positive 
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Table 5 

Correlations Among Components of the Exercise of Self-Care 

Agency (ESCA) Scale (~=390) 

Components 

components 2 3 4 5 

/ 

' 1. Health Priorities .70 .68 .57 .53 

2. Responsiveness .52 .56 .47 

3. Knowledge Application .60 .44 

4. Self-Esteem .44 

Note. Component 5 = Motivation. 
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Table 6 

Internal consistency of the Exercise of Self-Care Agency 

(ESCA) scale and Its Subscales 

ESCA Subscales 

Health Priorities 

Responsiveness 

Knowledge Application 

Self-Esteem 

Motivation 

Total ESCA Scale 

Number 

of Items 

15 

11 

9 

6 

5 

42 

Alpha N 

.89 411 

.81 406 

.80 414 

.79 412 

-.04 417 

.50 

.92 390 
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direction) and item 19 (worded in a negative direction) 

concern intentions to practice self-care for health problems 

rather than seek professional advice. Mean scores for item 

11 (~ = 3.12) and item 19 (~ = 3.00) indicated the sample's 

propensity to seek professional advice. score reversal for 

item 11 rather than item 19 maintained the orientation toward 

seeking professional advice 

alpha coefficient to .50. 

and increased the subscale's 

Exercise of Self-Care Agency (ESCA) Scale scores. The 

means and standard deviations of scores on the ESCA Scale 

(Kearney & Fleischer, 1979) and its subscales are presented 

in Table 7. It was necessary to correct for differences in 

number of items within each subscale prior to comparison of 

the subscale scores. The health priorities subscale 

contained 15 items; the responsiveness subscale included 11 

items; the knowledge application subscale had 9 items; the 

self-esteem subscale contained 6 items; and the motivation 

subscale included 5 items. After correcting for the number 

of items in each subscale by dividing the mean scores by the 

number of items in the subscales, it was possible to compare 

the mean item scores on the five subscales. The highest mean 

item score (4.32 on a Likert scale of 1 to 5) was obtained on 

the knowledge application subscale of the ESCA Scale. The 

mean item score on the self-esteem subscale was 4.25 as 

compared with 3.83 on the health priorities subscale and 3.59 

on the motivation subscale. The lowest mean item score 
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Table 7 

Scores on the Exercise of Self-Care Agency (ESCA) Scale and 

Its Subscales 

ESCA subscales 

Health Priorities 

Responsiveness 

Number 

of Items 

15 

11 

Knowledge Application 9 

Self-Esteem 6 

Motivation 5 

Total ESCA Scale 42 

M 

57.47 

37.75 

38.91 

25.50 

17.93 

161.70 

SD 

9.70 

7.74 

4.52 

4.22 

2.61 

20.18 

Total 

Possible N 

75 411 

55 406 

45 414 

30 412 

25 417 

210 390 

Note. M = mean subscale scores. SD = standard deviations of 

subscale scores. 
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(3.42) was obtained on the responsiveness subscale. The mean 

item score on the 42-item ESCA Scale was 3.85. 

Health-Promoting Lifestyle Profile 

The construct validity, subscale correlations, 

reliability, and scores on the Health-Promoting Lifestyle 

Profile (HPLP) (Walker et al., 1987) are reported below. The 

entire 48-item HPLP was used to test the study hypotheses. 

Construct validity. The construct validity of the HPLP 

(Walker et al., 1987) was evaluated by principal-components 

analysis with varimax rotation. Although parallel analysis 

was initially used for determining the number of components 

to retain, the criterion of interpretability provided the 

final decision for number of components to extract and 

rotate. Parallel analysis of the HPLP involved the 

generation of 26 random data sets for comparison with the 395 

completed cases comprising the observed data set. While all 

26 random data sets suggested the extraction of five 

components, examination of the five-component solution 

revealed loading of the stress management items on two 

different components. The six-component solution was 

examined for interpretability and found to be consistent with 

Walker et al.'s (1987) six dimensions of health-promoting 

lifestyle. 

The principal-components structure demonstrated 

significant loadings (.35 or higher) for all items. The 

rotated principal-components matrix with item content 
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abbreviations is presented in Table B. The 4B-item HPLP 

(Walker et al., 1987) consisted of: 15 items (3, B, 9, 11, 

12, 16, 17, 1B, 21, 23, 29, 34, 37, 44, 4B) loading on the 

self-actualization component; 15 items (2, 5, 7, 15, 19, 20, 

26, 2B, 30, 32, 33, 35, 42, 43, 46) loading on the health 

responsibility component; B items (10, 1B, 24, 25, 31, 39, 

41, 47) loading on the interpersonal support component; 4 

items (4, 13, 22, 3B) loading on the exercise component; 6 

items (1, 5, 14, 19, 26, 35) loading on the nutrition 

component; and 5 items (6, 27, 36, 40, 45) loading on the 

stress management component. 

Five HPLP (Walker et al., 1987) items had significant 

and interpretable loadings on more than one component. one 

item (1B) loaded on both the self-actualization component and 

the interpersonal support component. Four items (5, 19, 26, 

35) loaded on both the health responsibility component and 

the nutrition component. Applying the criterion of 

interpretability, these five items were retained on both 

components. 

The six components explained 54.1% of the total variance 

in the 4B-item HPLP (Walker et al., 1987). component 1, 

self-actualization, was consistent with the 

self-actualization dimension of health-promoting lifestyle. 

It was the strongest component, with an eigenvalue of 15.39, 

and accounted for 32.1% of the total explained variance. 

component 2, health responsibility, had an eigenvalue of 3.57 
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!able B 

Rotated Principal-Components Matrix of the Healtb·Proaoting Lifestyle Profile (HPLP) 1!=395) 

BPLP !tens I 

21. Look forward to future. .76 
48. Believe uy life bas purpose. .73 
23. Aware of what is iaportant .72 

to ue. 
B. Entbusiasticfoptiaistic .71 

about life. 
29. Respect ay accoaplisbaents. .70 
14. Realistic about goals. .69 
9. Growing/changing in positive .68 

directions. 
3. Like ayse!f. .67 

16. Aware of strengths/weaknesses .. 67 
17. work toward long-teras goals. .66 
12. Feel happy/content. .59 
11. Aware of sources of stress. .54 
34. Find each day interesting/ .50 

challenging. 
37. Find environaent pleasing/ .16 

satisfying. 
!B. Praise others for .38 

accoap!isbnents. 
12. seek 1nforaat1on on how to 

care for self. 
28. Discuss health concerns with 

professionals. 
32. Have blood pressure checked/ 

know what it is. 
20. Question KD/second opinion. 
16. Attend health care prograas. 
33. Attend environaental prograas. 
7. Have cholesterol checked/know 

result. 
15. Read about proaoting health. 
30. check pulse when exercising. 

HPLP coaponents 

2 3 4 5 6 

. 35 

.75 

.68 

.64 

.60 

.60 

.58 
.55 

.55 
.55 

(table continues) 



89 

Table 8 (continued--page 2 of 2) 

Rotated Principal-Components Matrix of the Health-Promoting Lifestyle Profile (BPLP) 1!=395) 

BPLP Components 

HPLP Iteas 1 2 3 I 5 6 

2. Report unusual signsfsyatons .~ 
to HD. 

13. Observe body for changes. .13 
5. Choose foods without .12 .40 

preservatives/additives. 
26. Include roughage in diet. .39 .38 
11. Touch/an touched by people .74 

I care about. 
39. Express concern/love to others. .72 
21. Enjoy touching/being touched .71 

by people close to 1e. 
25. Have 1eaningful relationships. • 62 
41. Find constructive vays to .62 

express feelings. 
31. Spend tiae vith close friends. .60 
10. Discuss problems vith persons .57 

close to 1e. 
13. Vigorous exercise 3Xfveekly. .~ 
I. Stretching exercises 31/veekly. .75 

22. Participate in supervised .71 
exercise. 

38. Engage in physical/recreational .67 
activities. 

1. Bat breakfast. .80 
14. Eat 3 1eals daily. .16 
35. Include 'Basic I' food groups. .II .18 
19. Read food labels. .15 .16 
6. Tile for daily relaxation. .60 

27. Meditation/relaxation daily. .59 
36. Relax 1uscles before sleep. .50 
40. Pleasant thoughts at bedtime. .II 
45. use stress control 1ethods. .37 

Mote. Co1ponents are: 1, Self-Actualization; 2, Health Responsibility; 3, Interpersonal Support; 4, 
Exercise; 5, Nutrition; 6, Stress Kanageaent. 



and explained 7.4% of the total variance. The second 

component corresponded with the health responsibility 
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dimension of health-promoting lifestyle. Component 3, 

interpersonal support, was congruent wi~h the interpersonal 

support dimension of health-promoting lifestyle. The third 

component had an eigenvalue of 1.98 and accounted for 4.1% of 

the total explained variance. 

Component 4, exercise, had an eigenvalue of 1.85 and 

explained 3.9% of the total variance. The fourth component 

was compatible with the exercise dimension of 

health-promoting lifestyle. . Component 5, nutrition, 

paralleled the nutrition dimension of heal th-promotin_g 

lifestyle. The fifth component had an eigenvalue of 1.75 and 

accounted for 3.6% of the total explained variance. 

component 6, stress management, was consistent with the 

stress management dimension of health-promoting lifestyle. 

The sixth component had an eigenvalue of 1.44 and explained 

3.0% of the total variance. 

correlations among the six components of the HPLP 

(Walker et al., 1987) are displayed in Table 9. The moderate 

to high positive correlations are evidenced by Pearson 

coefficients ranging from .40 to .77. 

Reliability. The internal consistency of the 48-item 

HPLP (Walker et al., 1987) is presented in Table 10. The 

total instrument was found to have a Cronbach's alpha 

coefficient of .95. The alpha coefficients of the six 



Table 9 

Correlations Among Components 

Lifestyle Profile (HPLP) (~=395) 

components 2 

1. Self-Actualization .54 

2. Health Responsibility 

3. Interpersonal Support 

4. Exercise 

5. Nutrition 
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of the Health-Promoting 

Components 

3 4 5 6 

.74 .46 .45 .50 

.50 .50 .77 .57 

. 40 .41 .51 

.44 .37 

.51 

Note. Component 6 = stress Management. 



Table 10 

Internal consistency of the Health-Promoting Lifestyle 

Profile (HPLP) and Its Subscales 

HPLP subscales 

Self-Actualization 

Health Responsibility 

Interpersonal support 

Exercise 

Nutrition 

Stress Management 

Total HPLP 

Number 

of Items 

15 

15 

8 

4 

6 

5 

48 

Alpha 

.93 

.89 

.87 

.83 

.eo 

.70 

.95 

92 

N 

411 

413 

409 

413 

418 

417 

395 
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subscales ranged from .70 on the stress management subscale 

to .93 on the self-actualization subscale. 

Health-Promoting Lifestyle Profile (HPLP) scores. The 

means and standard deviations of scores on the HPLP (Walker 

et al., 1987) and its subscales are presented in Table 11. 

Mean item scores on each of the six subscales were obtained 

by dividing the mean subscale scores by the number of items 

in each subscale. The highest mean item scores (on a Likert 

scale of 1 to 4) were nearly identical for the interpersonal 

support subscale (3.25) and the self-actualization subscale 

(3.24). The mean item score on the exercise subscale was 

2.56 as compared with 2.44 on the nutrition subscale and 2.38 

on the stress management subscale. The lowest mean item 

score (2.15) was obtained on the health responsibility 

subscale. The mean item score on the 48-item HPLP was 2.4. 

Hypothesis-Testing: Hypotheses 1 and 2 

The first research question concerned the extent to 

which exercise of self-care agency and the basic conditioning 

factors of age, gender, marital status, ethnicity, military 

rank, duty type, formal education, and perceived health state 

explained reported performance of health-promoting behaviors 

among active-duty Navy personnel. The investigator 

hypothesized: 

1. The higher the total and subscale scores on the ESCA 

Scale (Kearney & Fleischer, 1979), the higher will be the 

total and subscale scores on the HPLP (Walker et al., 1987). 
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Table 11 

scores on the Health-Promoting Lifestyle Profile (HPLP) and 

Its Subscales 

Number 

HPLP Subscales .of Items M 

Self-Actualization 15 48.56 

Health Responsibility 15 32.19 

Interpersonal support 8 25.96 

Exercise 4 10.25 

Nutrition 6 14.66 

stress Management 5 11.88 

Total HPLP 48 115.22 

SD 

8.33 

8.67 

5.39 

3.43 

4.11 

3.23 

21.26 

Total 

Possible N 

60 411 

60 413 

32 409 

16 413 

24 418 

20 417 

192 395 

Note. ~ = mean subscale scores. SD = standard deviations of 

subscale scores. 
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2. The combination of scores on the ESCA Scale.and 

responses on the Personal Data Form will be more explanatory 

of scores on the HPLP than will either measure alone. 

Univariate tests of group mean differences. A 

preliminary step in testing hypotheses 1 and 2 involved.the 

examination of relationships between each of the basic 

conditioning factors and: (a) the ESCA Scale (Kearney & 

Fleischer, 1979) and its subscales; and (b) the HPLP (Walker 

et al., 1987) and its subscales. Table 12 summarizes the 

one-way analyses of variance between the categorical basic 

conditioning factors--gender, marital status, ethnicity, 

military rank, and duty type--on the ESCA scale and its 

subscales. Univariate F-tests indicated significant 

differences on the total ESCA Scale by gender, marital 

status, military rank, and duty type: Female, married, 

officer, and shore-based groups reported higher mean item 

scores. The Tukey or Honestly Significant Difference (HSD) 

test for multiple comparisons (Daniel, 1987) indicated that 

shore-based subjects had a significantly higher (E < .05) 

mean item score on the total ESCA scale than either the ship

based or submarine-based groups. 

The health priorities 

differences according to 

subscale (1) 

gender and 

showed significant 

ethnicity, with the 

female and nonwhite groups having a higher mean item score. 

The responsiveness subscale (2) was significantly different 

by marital status and military rank, with the married and 
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Table 12 
One·Vay Analyses of variance Between categorical Basic conditioning Factors on tbe Exercise of Self-Care 
Aqency (BSCA) Scale and Its Subscales 

Basic 
Conditioninq 
Factors 

Gender 
Hale 
Female 

Marital status 
Sinqle 
Harried 

Etbnicity 
White 
Ronwbite 

Hili tary Rank 
Enlisted 
Officer 

Duty Type 
Ship 
submine 
Shore 

Total 
scale 

H l 

4.93"' 
3.82 
4.04 

uo•• 
3.76 
3.87 

us 
3.81 
3.93 

12.61"" 
3.76 
3.93 

us•• 
3.79 
3.83 
3.93 

subscale 
1 

H l 

7.91"" 
3.80 
4.16 

. 55 
3.79 
3.84 

10.61"" 
3.78 
4.06 

2.98 
3.78 
3.89 

1.81 
3.79 
3.78 
3.92 

ESCA Subscales 

Subscale 
2 

H l 

. 02 
3.42 
3.40 

us•• 
3.32 
3.47 

2.22 
3.40 
3.S4 

23.17"" 
3.27 
3.60 

2.S9 
3.35 
3.50 
3.S2 

submle 
3 

H l 

6.13"' 
4.31 
us 

4.86·• 
4.24 
4.36 

.oo 
4.32 
4.32 

12.60"" 
4.2S 
1.42 

2.16 
4.29 
4.30 
4.40 

Subscale 
4 

H l 

.77 
4.24 
4.36 

2!.1!btt 
4.02 
4.35 

. 70 
4.24 
4.32 

6.66"' 
1.17 
4.36 

2.98•• 
4.18 
4.27 
1.38 

Subscale 
5 

H l 

5.20"' 
3.57 
3.81 

.32 
3.57 
3.60 

• 92 
3.60 
3.53 

!. 84 
3.55 
3.62 

. 83 
3.S6 
3.61 
3.63 

Rote. Subscales are: 1, Health Priorities; 2, Responsiveness; 3, Knowledge Application; 4, self-Esteem; 
s;-liotivation. H = aean !tea qroup scores. 
•df = 1, m; •'df = 1, m; •df = 1, 117; "df = 1 412; "df = 2, m. 
'!l. < .OS; "!l. < .ODS. 



officer groups having 

knowledge application 

a higher mean item 

subscale (3) exhibited 
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score. The 

significant 

differences according to gender, marital status, and military 

rank: Female, married, and officer groups reported a higher 

mean item score. The self-esteem subscale (4) differed 

significantly by marital status, military rank, and duty 

type: Married, officer, and shore-based groups reported a 

higher mean item score. The Tukey test demonstrated that 

shore-based subjects had a significantly higher (E < .05) 

mean item score on the self-esteem stibscale than either the 

ship-based or submarine-based groups. The motivation 

subscale (5) was significantly different by gender only, with 

the female group having a higher mean item score. 

A summary of the one-way analyses of variance between 

the categorical basic conditioning factors on the HPLP 

(Walker et al., 1987) and its subscales is presented in Table 

13. Univariate F-tests exhibited significant differences 

on the total HPLP as well as on the self-actualization (1), 

health responsibility (2), and nutrition (5) subscales 

according to marital status, military rank, and duty type: 

Married, officer, and shore-based groups reported higher mean 

item scores. The Tukey test demonstrated that shore-based 

subjects had significantly higher (p < .05) mean item scores 

on the total HPLP and stibscales 1, 2, and 5 than either 

ship-based or submarine-based groups. 
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Table 13 

one·Vay Analyses of Variance Between categorical Basic conditioning factors on the Bealth·Promoting 
Lifestyle Profile (BPLPI and Its Subscales 

Basic 
Conditioning 
factors 

Gender 
Kale 
resale 

Total 
Scale 

K 1 

2.36 
2.67 
2.82 

Marital status 12.99"" 
Single 2.55 
Harried 2. 74 

Ethnicity 1.99 
White 2.69 
Nonwhite 2.60 

Kili tary rank 26.67b" 
Enlisted 2.57 
Officer 2.81 

Duty type 2.89'' 
Ship 2.63 
Submarine 2.68 
Shore 2.77 

Subscale 
1 

K 1 

1.77 
3.22 
3.37 

21.52 ... 
3.05 
3.31 

2. 90 
3.25 
3.13 

31.(8btt 
3.10 
3.40 

3.40'' 
3.17 
3.27 
3.33 

Sub scale 
2 

K 1 

2.40 
2.14 
2.31 

12.25"" 
2.00 
2.21 

.92 
2.16 
2.09 

23.36b" 
2.03 
2.30 

4.05'' 
2.09 
2.14 
2.27 

·RPLP Subscales 

Subscale 
3 

K 1 

3.05 
2.86 
3.07 

10.96"" 
2.73 
2.94 

.84 
2.87 
2.81 

6.01bt 
2.81 
2.96 

.30 
2.87 
2.85 
2.91 

Subscale 
4 

K 1 

.10 
2.57 
2.52 

.00 
2.57 
2.57 

1.43 
2.59 
2.16 

15.06b" 
2.11 
2.75 

2.70 
2.48 
2.70 
2.66 

Subscale 
5 

K 1 

. 00 
2.H 
2.45 

3. 73 •• 
2.35 
2.49 

1.50 
2.46 
2.35 

19 .ll btt 
2.31 
1.60 

4.38'• 
2.36 
2.49 
2.59 

Sub scale 
6 

H 1 

1.61 
2.36 
2.56 

. 00 
2.37 
2.37 

.03 
2.38 
2.36 

.27 
2.36 
1.39 

!.83 
2.40 
2. 24 
2.41 

Hote. subscales are: 1, Self·Actualization; 2, Health Responsibility; 3, Interpersonal support; 4, 
Exercise; S, Hutrition; 6, stress Kanage1ent. 
K = Jean ite1 group scores. 
idf : 1, 415; bdf : 1, 412; 'df : 2, 416. 
'!'. ( .05; "!'. ( .oos. 
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The interpersonal support subscale (3) differed 

significantly by marital status and military rank, with the 

married and officer groups having a higher mean item score. 

The exercise subscale (4) was significantly different by 

military rank alone, with a higher mean item score reported 

by the officer group. The stress management subscale (6) did 

not exhibit significant differences according to any of the 

categorical basic conditioning factors. 

Univariate tests of association. Correlations among the 

continuous basic conditioning factors--age, formal education, 

and perceived health state--and the total and subscale scores 

on the ESCA scale (Kearney & Fleischer, 1979) and the HPLP 

(Walker et al., 1987) are presented in Table 14. While 

significant relationships (E < .OS) were found among nearly 

all variables, total ESCA Scale and its subscales exhibited 

consistently strong and positive associations 

(E < .001) with total HPLP and its subscales. Age was 

modestly correlated with formal education, perceived health 

state, and the majority of total and subscale scores on the 

ESCA Scale and the HPLP. Formal education and perceived 

health state exhibited moderate relationships with scores on 

the total ESCA scale, the total HPLP, and most of their 

respective subscales. The only nonsignificant relationships 

were between (a) age and the HPLP subscales of exercise and 

stress management, and (b) formal education and the HPLP 

subscale of stress management. In summary, higher total and 



Table 14 

Correlations Among Continuous Basic Conditioning Factors, Exercise of Self-Care Agency (BSCA) Scale and subscales, and Healtb-Promoting 
Lifestyle Profile (HPLP) and Subscales 

variables 1!1 2 3 4 5 6 7 8 9 10 11 12 13 14 IS 16" 

Basic Condltlonlng Factors 
!. Age (119) .32••• .16111 .18111 .101 .17'" .20111 .17111 .091 .22111 .22'" .29111 .101 .07 .!611 .04 
2. Formal education .32''' .23••• .1511 .25111 .20111 .1411 .18111 .30"' .29111 .30111 .14" .21111 .30111 • 07 
3. Perceived health (419) .48'" . 44111 .49'" .38'" .36'" .1611 .45111 .43111 .34111 .31'" .41111 .32111 .24111 

BSCA Scale 
4. Total (419) .91''' .84''' .78''' .75''' .57''' .77''' .7011' .68111 .55111 .56111 .59111 .49'" 
5. Health priorities (419) .70••• .68''' .57''' .47''' .69''' .56"' .67'11 .47'" .45'" .58"' .4711' 

6. Responsiveness (418) .5211' .56'11 .34'" .66'11 .55111 .59'" .41'" .55111 .57"' .4311' 

7. Knowledge application (419) .60''' .361'' .601•• .64'" .47'" .45'" .33'" .37111 .35111 

8. Self-Esteem (119) .39"' .64'" .71'" .43111 .54'" .35111 .36111 .3611' 

9. Motivation (419) .4311' .37111 .41"' .34111 .21111 .38111 .27111 

BPLP 
10. Total (419) .86'" .84111 .82'" .H'" . 72"' . 71 ttt 
11. Self-actualization (419) .54111 .73111 .46111 .45"' .50'" 
12. Health responsibility (419) .54'" . 50"' . 77'" .57'11 

13. Interpersonal support (418) .41111 .45"' .59'" 
14. Exercise (419) .44111 . 51 ttt 
15. Nutrition (419) .37111 

"16 =stress management (419). 
·~ < .05; .. ~ < .005; ... ~ < .001. 

,_. 
0 
0 
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subscale scores on the ESCA Scale and the HPLP were generally 

associated with a higher age category, a higher level of 

completed formal education, and a higher perception of 

current health state. 

Multiple regression analyses. Two sets of multipl~ 

linear regression models were developed to test the extent to 

which exercise of self-care agency and the eight basic 

conditioning factors explained reported performance of 

health-promoting behaviors in the sample. Predictor 

variables for the first set of regression models included 

total ESCA scale (Kearney & Fleischer, 1979) score and the 

basic conditioning factors: age, gender, marital status, 

ethnicity, military rank, duty type, formal education, and 

perceived health state. Criterion variables were scores on 

total HPLP (Walker et al., 1987) and its six subscales. 

The first set of seven multiple linear regression 

models, one each representing the total HPLP (Walker et al., 

1987) and its six subscales, is presented in Table 15. 

Different independent variables were predictive of sc,ores on 

the criterion variables. In all but one of the regression 

models, both total ESCA Scale (Kearney & Fleischer, 1979) 

score and several of the basic conditioning factors accounted 

for significant variance(~ < .001): 64% in the total HPLP 

model; 54% in the self-actualization subscale model; 3'1% in 

the interpersonal support subscale model; 30% in the exercise 

subscale model; and 37% in the nutrition subscale model. 

/ 
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Table 1 

Multiple Linear Regression Models of Total Health·Proaoting Lifestyle Profile (HPLP) and Its Subscales 
Predicted by Total Exercise of Self-Care Agency (ESCA) scale and Basic conditioning factors 

Criterion varlables Predictor variables Beta f -
1. Total HPLP Total ESCA scale '73 426' 18'" 

1!=116) Foraal education .29 3.28 
Total !'=.61 I!=IIB.58"') Formal education x perceived health ·.23 1.12 

Adjusted !'=.63 Perceived health '13 2.65 
Ethnicity -.11 12.51"' 
Marital status '08 6.97" 

2. Self-actualization subscale Total ESCA scale .63 257 '74'" 
1~=416) Foraal education .32 3.18 

Total R'=.54 (F=80.66'''l Foraal education x perceived health ·.28 1. 62 
Adjusted !'=.54 - Perceived health .18 3.75' 

Marital status .II 16.11"' 
Etbnicity -.11 10.09" 

3. Health responsibility subscale Total ESCA Scale '67 259.51111 

1!=416) Formal education '16 16.67"' 
Total R'=.SD (F:67 .40"') Ethnicity -.14 '66 

Adjusted !'=.19 - Perceived health -.10 .61 
Marital status '08 5.64' 
Ethnicity x perceived health .08 '16 

I. Interpersonal support subscale Total ESCA scale .54 172.36'" 
1~=116) Marital status .10 5.611 

Total !'=.31 1!=62.88"') Ethnicity ·,09 1.841 

Adjusted !•=.31 

5. Exercise subscale Total ESCA Scale .12 79.35"' 
(~:119) Perceived health. .24 2.82 

Total a•=.30 1!=11.88'''1 Rthnicity x perceived health ·,08 .11 
Adjusted !•=. 30 Ethnicity ·.03 .10 

6. Hutrition subscale 'otal ESCA Scale .55 188.33"' 
(~=US) 

'otal a•=.37 (F=123.89'''l 
foraal education '18 21.19"' 

Adjusted !•=.37 -

m.J ... 1. Stress aanageaent subscale Total RSCA Scale .u 
1!=419) 

Total a• =. 21 IF =129. 11"' 1 
Adjusted [•=, 23 -

'f < .OS; "f ( .01; "'f ( .001. 
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The stress management subscale model exhibited 24% explained 

variance due only to total ESCA Scale score. 

Total ESCA Scale score was 

predictor (~ < .001) in all 

Interaction terms were present 

consistently the strongest 

seven regression models. 

in four of the seven 

regression models. The interaction term--formal education x 

perceived health state--entered the total HPLP (Walker et 

al., 1987) model and the self-actualization subscale model. 

The interaction term--ethnicity x 

entered the subscale models of 

exercise. 

perceived health state-

health responsibility and 

Formal education was a strong predictor variable 

(~ < .001) in the subscale models of health responsibility 

and nutrition. Marital status demonstrated a range of 

predictive significance in the total HPLP (Walker et al., 

1987) model and the self-actualization,· health 

responsibility, and interpersonal support subscale models. 

Ethnicity entered five regression models as a negative 

predictor (membership in the white group): the total HPLP 

model (~ < .001) and the subscale models of 

self-actualization (p < .01), health responsibility, 

interpersonal support(~< .05), and exercise. 

The second set of seven multiple linear regression 

models is presented in Table 16. Predictor variables 

included scores on subscales of the ESCA scale (Kearney & 

Fleischer, 1979) and the basic conditioning factors. 
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Table 16 

Multiple Linear Regression Models of Total Health·Pro•oting Lifestyle Profile {HPLPI and Its Subscales 
Predicted by Exercise of Self-Care Agency {ESCAI Subscales and Basic Conditioning rac.tors 

Criterion variables Predictor variables Beta l 

!. Total HPLP Health priorities subscale .37 67. 95'" 
1!=4151 Self-esteem subscale .30 57.68'" 

Total R'=.63 {1=138. 71'''1 Responsiveness subscale .19 11.44'" 
Adjusted !'=.62 - Formal education .15 22. 51'" 

Marital status .07 4 .59' 

2. Self-actualization subscale Self-esteem subscale .49 160.41"' 
{N=4161 Knowledge application subscale .32 12. 05'" 
- Total R'=.62 {1=166.21'''1 loraal education .15 23. 30"' 

Adjusted !'=.61 - Marital status .06 3.91' 

3. Health responsibility subscale Health priorities subscale .53 114.16'" 
1~=4151 Responsiveness subscale .19 13.64'" 

Total !'=.52 1!=89.64'''1 Formal education .18 24. 21'" 
Adjusted !'=.52 Kari tal status .12 12.58'" 

Perceived health ·.05 1.18 

4. Interpersonal support subscale Self-esteem subscale . 38 58. 42"' 
1~=4161 Health priorities subscale .26 21. 00'" 

Total !'=.34 1!=42.04'''1 Duty type -.17 !. 02 
Adjusted !'=.33 ·Marital status x duty type .!5 . 58 

Marital status • 01 . 02 

5. Exercise sobscale Responsiveness subscale .46 91. 02"' 
1~=4171 roraal education x perceived health .IS .30 

Total !'=.33 1!=50.95'''1 Perceived health .12 1.11 
Adjusted !'=.32 Formal education ·.08 .14 

6. Nutrition subscale Health priorities subscale .42 48.50"' 
IH=4171 Responsiveness subscale . 28 26. 56"' 
-Total R'=.l3 11=76.30'"1 roraal education .18 21. 90"' 

Adjusted !'=.12 - Knowledge application ·.10 3.67 

7. stress 1anageaent subscale Health priorities subscale .33 30.39'" 
IH=4181 Responsiveness subscale .20 11.54'" 
-Total R'=.24 11=44.59'''1 Duty type ·.05 1.40 

Adjusted !'=.23 -

*.I!< .OS; ·~ ( .01; "*J! < .OD!. 
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Criterion variables were scores on the total HPLP (Walker et 

al., 1987) and its six subscales. The second set of models 

exhibited different independent variables as predictors of 

scores on the criterion variables. For all seven models, 

both subscales of the ESCA Scale and one or more basic 

conditioning factors contributed to overall explained 

variance(~< .001): 63% in the total HPLP model; 62% in the 

self-actualization subscale model; 52% in the health 

responsibility subscale model; 34% in the interpersonal 

support subscale model; 33% in the exercise subscale model; 

43% in the nutrition subscale model; and 24% in the stress 

management subscale model. 

The health priorities subscale of the ESCA scale 

(Kearney & Fleischer, 1979) was a strong predictor (~ < .001) 

in the total HPLP (Walker et al., 1987) model and the 

subscale models of health responsibility, interpersonal 

support, nutrition, and stress management. The self-esteem 

subscale of the ESCA Scale was highly predictive (~ < .001) 

in the total HPLP model and the subscale models of 

self-actualization and interpersonal support. The 

responsiveness subscale of the ESCA Scale was likewise a 

strong predictor (~ < .001) in the total HPLP model and the 

subscale models of health responsibility, exercise, 

nutrition, and stress management. The knowledge application 

subscale of the ESCA scale was a positive predictor 
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(E < .001) in the self-actualization subscale model and a 

negative predictor in the nutrition subscale model. 

Predictor variables among the basic conditioning factors 

included formal education, marital status, perceived health 

state, and duty type. Formal education was a strong 

predictor (E < .001) in the total HPLP (Walker et al., 1987) 

model and the subscale models of self-actualization, health 

responsibility, and nutrition. The interaction term--formal 

education x perceived health state--entered the exercise 

subscale model. Marital status entered as a predictor 

variable in the total HPLP (Walker et al., 1987) model 

(E < .05) and the subscale models of self-actualization 

(E < .05), health responsibility < .005), and 

interpersonal support. The interaction term--marital status 

x duty type--was predictive in the interpersonal support 

subscale model. Perceived health state entered as a 

predictor in the subscale models of health responsibility and 

exercise. Duty type was predictive in the interpersonal 

support and stress management subscale models. 

cross-validation of multiple regression models. A 

cross-validation procedure was performed to assess the 

predictive accuracy of the derived regression models. The 

full sample (~ = 421) was randomly divided into two 

subsamples (~ = 210 for subsample 1· n = 211 ,_ for subsample 

2). Regression models derived from the full sample were 

applied to both subsamples. cross-validation of the first 
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set of seven multiple regression models (predicted by total 

ESCA scale [Kearney & Fleischer, 1979] score and basic 

conditioning factors) is displayed in Table 17. The range of 

explained variances in the subsample models (E < .001) was 

consistent with ranges in the full sample models: from 22% 

to 64% in subsample 1 and from 25% to 65% in subsample 2. 

Paralleling the full sample models, the highest and lowest 

explained variances in both subsamples were associated with 

the total HPLP (Walker et al., 1987) models and stress 

management subscale models, respectively. In addition, total 

ESCA Scale score remained the strongest predictor (E < .001) 

in all seven models of both subsamples. 

Regression coefficients (betas) associated with 

predictor variables changed across the full sample and 

subsample models. The full sample and subsample 2 exhibited 

more similarities with each other than with subsample 1 

relative to the models' explained variances and strength of 

basic conditioning factors. In the full sample and subsarnple 

2, formal education was the strongest predictor among basic 

conditioning factors in three of the seven models: total 

HPLP (Walker et al., 1987); self-actualization subscale; and 

health responsibility subscale. In subsample 1, however, 

ethnicity, perceived health state, and marital status 

exhibited higher beta weights than formal education in the 

total HPLP model and the self-actualization subscale model. 

Ethnicity and marital status were likewise stronger 



Table 17 
Cross-Validation of Multiple Linear Regression Models Derived From Full sample: Total Health-Promoting Lifestyle Profile (HPLP} and Its 
subscales Predicted by Total Exercise o! Self-Care Agency (ESCA} Scale and Basic conditioning Factors 

subsample I Submple 2 

Criterion Variables Preaictor variables Beta F Criterion Variables Predictor Variables Beh F 

!. Total HPLP Total ESCA Scale .69 182.14 ... !. Total HPLP Total ESCA Scale • 74 233.91 ... 
(!)_=207} Ethnicity -.16 13.44'*' (!).=209} Formal education . 37 3.26 

Total R2=.64 Perceived health .16 1.86 Total R'=.65 Formal education x -.23 . 82 
(F:59.05'**} Formal education x -.10 . I 0 ( F:63. 07**'} perceived health 

Adjusted !•=.63 perceived health Adjusted !'=. 64 Perceived health .08 .51 
Marital status .09 4.41' Marital status .08 3.58 
Formal education .08 .10 Ethnicity -.06 1.66 

2. Self-actualization Total ESCA Scale .62 118.66**' 2. Self-actualization Total ESCA Scale . 63 131.28 ... 
(!)_=207} Perceived health .20 2.31 (!).=209} Formal education .38 2.67 

Total R2=.55 Formal education x -.18 .29 Total R':.56 Formal education x -.23 • 61 
(F=40.94***} perceived health (F=42.22**'} perceived health 

Adjusted !'=.54 Ethnicity -.16 10. 56** Adjusted !'=.51 Marital status .15 9.61*' 
Marital status .14 8. 36** Perceived health .12 .86 
Fornal education .12 . 20 Ethnicity -.06 1.67 

3. Health responsibility Total ESCA Scale .66 125.65'" 3. Health responsibility Total ESCA Scale .65 121.36 ... 
(!).=207} Hthnicity -.22 . 86 (!).=209} Formal education . 21 14.81**' 

Total R2=.53 Marital status .11 5.18' Total R'=.49 Bthnicity x -.12 .13 
(F=37. S6***} Formal education .09 2.65 {F:32.f2***} perceived health 

Adjusted ! 2 =. 52 Bthnicity x • OB . 08 Adjusted !'= .11 Ethnicity .I 0 .15 
perceived health Marital status . 07 !. 73 

Perceived health -.03 . 03 Perceived health -.03 • 02 
!table continues.} 

,_. 
0 
co 



Table 17 (continued--page 2 of 2) 
Cross-Validation of Multiple Linear Regression Models Derived From Subsample 1: Total Health-Promoting Lifestyle Profile (HPLP) and Its 
Subscales Predicted by Total Exercise of Self-care Agency (ESCA) Scale and Basic Conditioning Factors 

su~mp!e 1 su~sampie 2 

cr!terion var!aE!es Pren!ctor var!aEies Beta F Criterion Variables Predictor Variables Beta F 

1. Interpersonal support Total ESCA Scale . 51 88.39'" 1. Interpersonal support Total ESCA Scale . 51 80.15'" 
( !1,=207) Bthnicity -.12 1.17' (!1,=209) Marital status .10 2.64 

Total R'=.32 Marital status .10 2.89 Total R'= .31 Bthnicity -.05 .73 
(F=32.51"') (f:30.35"') 

Adjusted !'=.31 Adjusted !'=.30 

5. Exercise Total ESCA Scale .3! 22. 93"' 5. Exercise Total ESCA Scale .51 59 .37"' 
( !1,=208) Perceived health • 33 2.84 (!1,=211) Perceived health .15 . 49 

Total R'=.28 Ethnicity x -.13 .15 Total R'= .34 Ethnicity -.12 .16 
(F=l9 .66"') perceived health (f:26.f2"') Ethnicity x -.01 .00 

Adjusted !'=.26 Bthnicity .04 . 02 Adjusted !'=.32 perceived health 

6. Nutrition Total ESCA Scale .52 84. 92"' 6. Nutrltlon Total ESCA Scale .57 102.28"' 
( !1,=207) Formal education .23 17.08"' (!1,=211) Formal education .13 5.41' 

Total R2:.38 Total R'=.37 
(F:63.34"') (F:60.f7ttt) 

Adjusted !'=.38 Adjusted !'=.36 

7. stress management Total ESCA Scale .17 59.20*" 7. stress management Total ESCA Scale .50 69. 83"' 
(!1,=208) (!!,=211) 

Total R '=. 22 Total R'=.25 
(F:59. ZO"') !F=69.Sl*"l 

Adjusted !'=.22 Adjusted !'=.25 

·~ ( .05; .. ~ < .01; ... ~ ( .005. 
1-' 
0 
1.0 
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predictors than formal education in the health responsibility 

subscale model of subsample 1. 

cross-validation of the second set of seven multiple 

regression models (predicted by ESCA Scale [Kearney & 

Fleischer, 1979] subscales and basic conditioning factors) is 

presented in Table 18. As in the preceding cross-validation, 

the range of explained variances in models of both subsamples 

(E < .001) was comparable with ranges in the full sample 

models: from 21% to 62% in subsample 1 and from 29% to 67% 

in subsample 2. Another finding matching the full sample 

models was that the highest and lowest explained variances in 

both subsamples were associated with the total HPLP (Walker 

et al., 1987) models and the stress management subscale 

models, respectively. Likewise, one or more subscales of the 

ESCA scale remained as strong predictors (E < .001) in all 

seven models of both subsamples. 

Regression coefficients assigned to predictor variables 

varied across the full sample and subsample models. In 

contrast to subsample 1, subsample 2 retained formal 

education as a strong predictor (E < .001) in the total HPLP 

(Walker et al., 1987) model and the subscale models of 

self-actualization and health 

education was also predictive in 

responsibility; formal 

the subscale models of 

nutrition (E < .OS) and exercise. In subsample 1, however, 

formal education was a strong predictor (E < .001) in the 

nutrition subscale model and modestly predictive in the 



Table 18 
Cross-Validation of Multiple Linear Regression Models Derived From Full sample IN=421): Total Health-Promoting Lifestyle Profile IHPLP) 
and Its subscales Predicted by Exercise of Self-Care Agency IESCA) subscales and Basic conditioning Factors 

Subsample I Subsample 2 

Criterion variables Predictor Variables Beta F Criterion variables Predictor variables Beta F -

!. Total HPLP Self-esteem .II 51. 78"' !. Total HPLP Health priorifies --.Jr 34. 88"' 
1~=207) Health priorities .34 29 .13"' 1~=208) Responsiveness . 28 20.16"' 

Total R'=.62 Responsiveness .11 2.93 Total R'=.67 Self-esteem . 21 15.71"' 
IF=61.S3"') Formal education .10 5. 21' IF=B2.02"'1 Formal education .19 20.69'" 

Adjusted !'=.61 Marital status . 04 . 67 Adjusted !'=. 66 Marital status • 09 4.46' 

2. Self-actualization Self-esteem . 58 109.26 ... 2. Self-actualization self-esteem .41 61.51"' 
I ~=2071 Knowledge application .25 20.69'" 1~=209) Knowledge application .39 51.82"' 

Total R '=. 61 Formal education • 07 2. 73 Total R':.65 Formal education • 22 27.31'" 
IF=78.'f3tn) Marital status . 03 . 57 IF=96.40"') Marital status .09 4.26' 

Adjusted ! '=. 60 Adjusted !'=.65 

3. Health responsibility Health priorities . 53 55.21"' 3. Health responsibility Health priorities .50 51.04'" 
I ~=207) Fornal education .15 8.00" 1~=208) Responsiveness .27 13.34"' 

Total R'=.51 Marital status .14 8. 27" Total R'=.55 Formal education .20 15.63'" 
{F=41.91"') Responsiveness .13 3.46 {F=49.09'") Perceived health -.13 5.23' 

Adjusted !'=.50 Perceived health .03 .32 Adjusted !'=.54 Marital status .10 4.54' 

1. Interpersonal support Self-esteem .4! 38.16"' 4. Interpersonal support Duty type -.57 5 .25' 
{~=207) Health priorities . 21 8.68" 1~=209) Marital status x .48 2.88 

Total R'=.37 Duty type .19 . 68 Total R'=.36 duty type 
{F=23.i3"') Marital status x -.11 . 27 {F=22.flttt) Self-esteem .37 27.34'" 

Adjusted !'=. 35 duty type Adjusted !'=.34 Health priorities .29 18.07'" 
Marital status . 09 . 56 Marital status -.11 .68 

!table continues) ..... 
..... 
..... 



Table IS (continued--page 2 of 21 
cross-Validation of Multiple Linear Regression Models Derived From Full sample: Total Health-Promoting Lifestyle Profile IHPLPI and Its 
subscales Predicted by Exercise of Self-Care Agency IESCA} Subscales and Basic Conditioning Factors 

suhsample 1 subsample 2 

Criterion Variables Predictor Variables Beta F Criterion Variables Predictor Variables Beta F 

~. Exercise Responsiveness . 39 33. 99'" 5. Exercise Responsiveness . 52 66.47"' 
1~=207} Perceived health .20 1.63 1~=210} Formal education x .21 .50 

Total R'=.3! Formal education -.17 • 21 Total R'=.37 perceived health 
IF=22.B3'"} Formal education x .17 .16 IF=29.if9"'} Formal education -.09 .11 

Adjusted !'=.30 perceived health Adjusted ~·=.36 Perceived health -.01 .00 

6. Nutrition Health priorities .13 21.80"' 6. Nutrition Health priorities .15 27. 62'" 
1~=2071 Formal education . 25 19.62"' 1!!_=210} Responsiveness .13 33.00"' 

Total R ':.10 Responsiveness .I! 3.37 Total R'=.l9 Knowledge application -.24 10.68" 
IF=33 .97'"} Knowledge application • 00 .00 IF=48.32"'1 Formal education .12 5. 28' 

Adjusted!'=. 39 Adjusted !'=.48 

7. Stress 1anagenent Health priorities .36 19.79'" 7. stress management Responsiveness .30 12.53"' 
1!!=2081 Responsiveness .II !. 78 1!!_=210} Health priorities . 27 10.30" 

Total R'=.21 Duty type . 01 . 01 Total R'=.29 Duty type -.10 2.75 
IF=18.40*''} IF=28.02'"} 

Adjusted ~·=.20 Adjusted ~·=.28 

·~ < .05; tt~ < .01; ... ~ < • 001. 

..... ..... 
N 
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health responsibility subscale model (E < .01) and the total 

HPLP model (E < .05). 

Positive and negative signs associated with predictor 

variables in the full sample models were modified somewhat in 

the subsample models. Perceived health state changed from 

being a negative predictor in the health responsibility 

subscale model of the full sample to being a positive 

predictor in subsample 1, indicating that a higher level of 

perceived health was predictive of higher scores in the 

health responsiblity subscale model of subsample 1. In 

contrast, perceived health state switched from being a 

positive predictor in the exercise subscale model of the full 

sample to being a negative predictor in the same model of 

subsample 2. Duty type shifted from being a negative 

predictor in the full sample subscale models of interpersonal 

support and stress management to being a positive·predictor 

in subsample 1, reflecting membership in the shore-based 

group to be predictive of higher subscale scores in stwsample 

1. Also in the interpersonal support subscale model of 

subsample 1, the interaction term--marital status x duty 

type--became a negative predictor, indicating the combination 

of being single and shore-based or being married and 

vessel-based to be predictive of higher subscale scores in 

subsample 1. In contrast to the full sample and subsample 1 

models, the interpersonal support subscale model of subsample 

2 included marital status as a negative predictor, reflecting 
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membership in the single group to be predictive of higher 

subscale scores. The knowledge application subscale of the 

ESCA Scale remained a negative predictor in the nutrition 

subscale model of subsample 2, but was nonpredictive in 

subsample 1. 

Hypothesis-Testing: Hypothesis 3 

The second research question concerned the 

classification accuracy of the full sample regression models 

on level of health behavior performance among active-duty 

Navy personnel. The investigator hypothesized: 

3. Scores on the ESCA scale (Kearney & Fleischer, 1979) 

and responses on the Personal Data Form will correctly 

classify subjects into high or low levels of performance of 

health-promoting behaviors, as measured by the HPLP (Walker 

et al., 1987). 

A scatter diagram of the obtained mean item scores on 

the total HPLP (Walker et al., 1987) and its six subscales 

was examined for both sets of full sample regression models. 

The mean item scores were used as the cut-off points for 

membership classification in both the actual and predicted 

groups. Table 19 displays the classification of group 

membership when criterion variables were predicted by total 

ESCA Scale (Kearney & Fleischer, 1979) score and basic 

conditioning factors. The percentage of grouped cases 

correctly classified ranged from 67.3% on the stress 

management subscale to 83.2% on the total HPLP. 
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Table 3 
Classification of Group Keabership: Total Health·Proaoting Lifestyle Profile (HPLPI and Its Subscales 
Predicted by Total Exercise of Self·Care Agency (ESCAI scale and Basic Conditioning !actors 

Actual Groups 

Group 1 

Group 2 

Group 1 

Group 2 

Group 1 

Group 2 

,Group 1 

Group 2 

Group 1 

Group 2 

Group 1 

Group 2 

Group 1 

Group 2 

Predicted Group Membership 
Nuaber of 

cases Group 1 

Criterion--Total HPLP (N=Il6) 
202 168 

(83.2%1 
214 36 

(16. 8\l 
Percentage of grouped cases correctly classified = 83.2. 

Criterion··Self·Actualization Subscale (N=416l 
196 !57 

(80.1\l 
220 48 

I 2!. 8% I 
Percentage of grouped cases correctly classified = 79.2. 

criterion--Health Responsibility subscale (N=416l 
223 165 

(71.0\l 
193 36 

(18.7%1 
Percentage of grouped cases correctly classified: 77.7. 

Criterion--Interpersonal Support subscale (N=4161 
189 136 

{72.0%1 
227 63 

{27 .8\l 
Percentage of grouped cases correctly classified = 72.1. 

Criterion--Exercise Subscale {N=4191 
234 !58 

( 67.5%1 
185 41 

{22.2%1 
Percentage of grouped cases correctly classified: 72.7. 

criterion--Nutrition subscale {N=4181 
222 !56 

(70.3\l 
196 46 

" (23 .5\l 
Percentage of grouped cases correctly classified : 73.1. 

Criterion--stress Kanageaent Subscale (N=4191 
201 133 

(66.2\l 
218 69 

(31. 7\l 
Percentage of grouped cases correctly classified = 67.3. 

Group 2 

34 
(16.8\1 

178 
(83.2\l 

39 
(19.9%1 

172 
(78.2%1 

58 
( 26.0%1 

157 
(81.3\l 

53 
(28.0%1 

164 
.(72.2%1 

76 
(32.5%1 

144 
(77.8%1 

66 
(29.7%1 

150 
(76.5%1 

68 
(33.8\l 

119 
(68.3\1 

Hote. Group 1 = high level of perforaance. Group 2 = low level of performance. 
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found to parallel the overall 

full sample regression models; 

that is, a higher percentage of correct classifications was 

associated with a higher total R2 in the respective models. 

A higher percentage of incorrect classifications into Group 2 

was found on every subscale except for the self-actualization 

subscale, which demonstrated .a higher percentage of incorrect 

classifications into Group 1. The percentage of incorrect 

classifications on the total HPLP was identical for both 

groups. 

The classification of group membership when criterion 

variables were predicted by subscale scores on the ESCA Scale 

(Kearney & Fleischer, 1979) and basic conditioning factors is 

presented in Table 20. As in the preceding classification 

table, the percentage of grouped cases correctly classified 

corresponded to the explained variances in the respective 

full sample regression models. correct classification of 

grouped cases ranged from 67.0% on the stress management 

subscale to 81% on both the total HPLP (Walker et al., 1987) 

and the self-actualization subscale. A somewhat higher 

percentage of grouped cases was incorrectly classified into 

Group 2 rather than Group 1, indicating that more subjects 

who were predicted to have a low level of health behavior 

performance actually demonstrated a high performance level. 
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?able 20 
Classification of Group Membership: ?otal Health·Proaoting Lifestyle Profile IHPLPI and Its Subscales 
Predicted by Exercise of Self-Care Agency IESCAI Subscales and Basic conditioning Factors 

Actual Groups 

Group 1 

Group 2 

Group 1 

Group 2 

Group 1 

Group 2 

Group 1 

Group 2 

Group 1 

Group 2 

Group 1 

Group 2 

Group 1 

Group 2 

Predicted Group KeDbership 
Humber of 

cases 

Criterion--Total HPLP IH=4151 

Group 1 

201 159 
179.1%) 

214 37 
I 17.3%1 

Percentage of grouped cases correctly classified = 81.0. 
Criterion--Self-Actualization Subscale IN=4!6l 

196 149 
176.0%) 

220 33 
(15.0%1 

Percentage of grouped cases correctly classified : 81.0. 
criterion--Health Responsibility Subscale IN=415l 

222 165 
174.3%1 

193 37 
119.1%1 

Percentage of grouped cases correctly classified: 77.6. 
criterion--Interpersonal Support subscale IN=4161 

189 126 
166.7%1 

227 62 
127.3%1 

Percentage of grouped cases correctly classified = 70.0. 
criterion··Bxercise subscale IR=I171 

233 164 
170.4%1 

184 10 
12!. 7%1 

Percentage of grouped cases correctly classified : 71.4. 
Criterion--Nutrition Subscale IN=4171 

221 !53 
169' 2%1 

196 42 
121.4%1 

Criterion--Stress Management Subscale IN=I18) 
200 133 

166' 5\l 
218 72 

133.0%) 
Percentage of grouped cases correctly classified= 67.0. 

Group 1 

42 
110' 9%1 

177 
182.7%1 

47 
124.0% I 

187 
I 85.0%1 

57 
115.7%1 

!56 
180.8%1 

63 
(33.3%1 

165 
172.7%1 

69 
129 '6%) 

144 
(78 .3%1 

68 
130.8%1 

!54 
(78 .6%1 

67 
133.5%) 

146 
167.0%) 

Note, Group 1 = high level of performance. Group 2 = low level of perfor1ance. 
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Summary 

study findings were delineated in the present chapter. 

Characteristics of the sample were provided. The reliability 

and construct validity of the ESCA Scale (Kearney & 

Fleischer, 1979) and the HPLP (Walker et al., 1987) were 

evaluated. The internal consistencies of both instruments 

were found to be adequate except for the motivation subscale 

of the ESCA Scale. Multiple regression analyses demonstrated 

that both total and subscale scores of the ESCA scale, along 

with several basic conditioning factors, were predictive of 

scores on the total HPLP and its six subscales. 

cross-validation of the full sample regression models 

revealed similar findings in the two subsamples relative to 

explained variances and the strength of predictor variables. 

Prediction of the level of health behavior performance based 

on the derived regression models indicated a high percentage 

of correct classifications. The next chapter includes an 

interpretation of these findings. 



CHAPTER V 

Discussion 

The present study provided an opportunity to examine the 

extent to which exercise of self-care agency and the basic 

conditioning factors of age, gender, marital status, 

ethnicity, military rank, duty type, formal education, and 

perceived health state explained reported performance of 

health-promoting behaviors in an active-duty Navy population. 

The Health-Promoting Self-Care system Model was developed and 

tested in a random sample of 421 subjects wh~ responded to 

self-administered questionnaires. Stepwise multiple 

regression analyses, along with forced entry of main effect 

variables, provided support for the hypotheses. In this 

chapter, the interpretation of findings includes discussion 

relative to instrumentation and hypothesis-testi~g. 

Limitations associated with the study, implications of the 

findings for nursing practice, and recommendations for future 

research are also included. 

Interpretation of the Findings 

Instrumentation 

Exercise of self-care Agency (ESCA) scale. The 

construct validity and internal consistency reliability of 

the ESCA Scale (Kearney & Fleischer, 1979) were evaluated by 

119 
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principal-components analysis and cronbach's alpha 

coefficient estimation, respectively. The five-component 

solution was found to be consistent with the five empirical 

indicators identified during development of the ESCA Scale. 

All but one of the 43 items exhibited significant loadings 

and were therefore retained in the component structure. The 

five components 

in the revised 

collectively explained 43.6% of the variance 

42-item scale, leaving over half of the 

variance unexplained. 

All but one of the components were found to have 

satisfactory internal consistencies (alpha coefficients 

ranging from .79 to .89). The motivation subscale lacked 

reliability unless the scoring of two items was reversed. 

Even with the reversed scoring, the alpha reliability of the 

motivation subscale remained low (.50), a finding which 

likely influenced its absence as a predictor in the 

regression models. Although five items loaded significantly 

on the motivation component, their low to moderate 

intercorrelations convey unclear inferences regarding the 

theoretical dimensionality underlying this set of items. 

The moderate to high correlations among components of 

the ESCA Scale (Kearney & Fleischer, 1979) suggest item 

redundancy and ambiguity. Rewording of items to more clearly 

reflect the cognitive, attitudinal, and behavioral dimensions 

of exercise of self-care agency should help to establish the 
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strengthen the scale's 

Health-Promoting Lifestyle Profile (HPLP). Study 

findings generally supported the construct validity and 

internal consistency reliability of the HPLP (Walker et al., 

1987). The six-component solution was 

six dimensions of health-promoting 

consistent with the 

lifestyle identified 

during instrument development. All 48 items had significant 

loadings, and a few items crossloaded on two components. The 

crossloading of items on both the nutrition and health 

responsibility components was likely influenced by the 

merging of nutrition and health responsibility topics in the 

same item. The six components explained 54.1% of the total 

variance in the HPLP, as compared to 47.1% explained variance 

in previous research (Walker et al., 1987). The moderate 

correlations among most components reflect the·extent of 

association among self-reports of health-promoting behaviors. 

The high correlations between self-actualization and 

interpersonal support (E = .74) and between health 

responsiblity and nutrition (E = .77) suggest that some of 

these items may be redundant. 

The total HPLP (Walker et al., 1987) was found to have 

high internal consistency, with an alpha coefficient of .95. 

Subscale alpha coefficients were likewise acceptable, ranging 

from .70 on the stress managment subscale to .89 on the 

self-actualization subscale. These estimates of internal 
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consistency supported examination of the total scale and the 

six subscales as separate criterion variables in the 

regression analyses. 

Hypothesis-Testing 

The Health-Promoting Self-Care system Model guided the 

formulation of three hypotheses related to the explanatory 

accuracy of exercise of self-care agency and eight basic 

conditioning factors on the performance of health-promoting 

behaviors: 

1. The higher the total and subscale scores on the ESCA 

Scale (Kearney & Fleischer, 1979), the higher will be the 

total and subscale scores on the HPLP (Walker et al., 1987). 

2. The combination of scores on the ESCA scale and 

responses on the Personal Data Form will be more explanatory, 

of scores on the HPLP than will either measure alone. 

3. Scores on the ESCA Scale and responses on the 

Personal Data Form will correctly classify subjects into high 

or low levels of performance of health-promoting behaviors, 

as measured by the HPLP. 

While the findings justified acceptance of all three 

hypotheses, data analyses provided especially strong support 

for hypotheses 1 and 2. correlation analysis demonstrated 

consistently significant and positive associations between 

total and subscale scores on the ESCA Scale (Kearney & 

Fleischer, 1979) and total and subscale scores on the HPLP 

(Walker et al., 1987). The multiple linear regression models 
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indicated that both total and subscale scores on the ESCA 

scale and several of the basic conditioning factors were 

cumulatively and significantly predictive of scores on the 

total HPLP and its six subscales. 

The consistently strongest predictors in both sets of 

regression models were total or subscale ESCA Scale (Kearney 

& Fleischer, 1979) scores.. several basic conditioning 

factors were differentially predictive in the total HPLP 

(Walker et al., 1987) model and its subscale models. In the 

first set of regression models (predicted by total. ESCA Scale 

and basic conditioning factors), formal education, perceived 

health state, ethnicity, and marital status were predictive 

of scores on the criterion variables. These same basic 

conditioning factors remained predictive in the second set of 

regression models (predicted by ESCA scale subscales and 

basic conditioning factors), with the addition of duty type 

as a predictor in the subscale models of interpersonal 

support and stress management. 

and military rank were not 

regression models despite 

The factors of age, gender, 

predictive in any of the 

their significant univariate 

relationships with the criterion variables. 

Predictive accuracy of the full sample regression models 

was demonstrated by cross-validation. cross-validation of 

each model was associated with retention of a similar range 

of explained variances across criterion variables in both 

subsamples. While differences were found in the relative 
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strength of regression coefficients assigned to predictor 

variables, this was an expected finding given the use of 

stepwise selection procedures. 

The extent to which exercise of self-care agency and 

five of the basic conditioning factors explained health 

behavior performance in the present study is difficult to 

either substantiate or refute from previous research. The 

limited number of studies addressing relationships between 

self-care constructs and health behavior performance requires 

a cautious interpretation of findings. Although two prior 

investigations (Braun, 1987; Denyes, 1988) demonstrated 

partial support for associations between self-care agency 

and health-promoting behaviors, the relative importance of 

basic·conditioning factors was not supported. Braun {1987) 

found no significant associations between age, gender, 

marital status, or education and the performance ot positive 

health behaviors. Likewise, Denyes (1988) did not establish 

a significant relationship between education and 

health-promoting self-care. Age and gender correlated 

negatively with health-promoting self-care, in contrast to 

the positive correlations in the present study. 

Previous research suggests that health behavior 

performance is associated with diverse psychological and 

sociodemographic factors, many of which are consistent with 

findings in the present study. Research has demonstrated the 

associative or predictive significance of psychological 
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variables such as: (a) health values (Brown et al., 1983; 

Christiansen, 1981; Langlie, 1977); (b) motivation (Cox et 

al., 1987; Gillett, 1988); and (c) self-efficacy (Waller et 

al., 1988). These variables parallel three components of 

exercise of self-care agency identified in this study: 

health priorities, motivation, and responsiveness. 

The importance of several basic conditioning factors is 

supported from previous research. 

relationships have been identified 

For example, significant 

between health behavior 

performance and perceived health state (Christiansen, 1981; 

Pender & Pender, 1986; Waller et al., 1988; Zindler-wernet & 

Weiss, 1987). In addition, Goldsmith-Cwikel et al. (1988) 

found an interactive effect between perceived health state 

and level of education, a finding corroborated in some of the 

regression models in the present study. Other critical 

variables substantiated previously include: (a) ·education 

(Langlie, 1977; Walker et al., 1988; Waller et al., 1988); 

and (b) ethnicity (Christiansen, 1981; Waller et al., 1988). 

Although age and gender were not predictive of criterion 

scores in this study, their signficance has been demonstrated 

in previous research (Walker et al., 1988; Waller et al., 

1988), suggesting that older white women perform more 

health-promoting behaviors. In the present study, the 

finding that most subjects were male (~ = 394) and under 40 

years of age (~ = 362) may have influenced the lack of 

predictive significance for the factors of gender and age. 
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The classification accuracy of derived regression models 

to predict level of health behavior performance provided 

limited support for hypothesis 3. The ranges of correct 

classifications (from 67.3% to 83.2% for the first set of 

regression models; from 67.0% to 81% for the second set of 

regression models) suggests that actual mean item scores can 

be used to predict membership into high or low levels of 

health behavior performance. However, classification of 

group membership in this manner is considered to be 

optimistically biased since the actual data set was used as 

the cut-off point for predicting group membership. The 

likelihood of underestimating incorrect classification rates 

is increased when the actual data set is used to both define 

and evaluate the classification rule (Dillon & Goldstein, 

1987). This likelihood should be considered when designing 

and implementing health promotion programs. 

Limitations of the study 

A number of limitations related to the design, data 

collection procedure, and analyses should be considered when 

interpreting the study findings. Despite a large and random 

sample, the cross-sectional survey design involved a one-time 

measurement of variables and therefore prevented examination 
I 

of explanatory relationships across time. Identification of 

how exercise of self-care agency, selected basic conditioning 

factors, and health behavior performance change across an 
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individual's lifespan was not possible with the present study 

design. 

The data collection procedure involved the use of mailed 

questionnaires and elicited a 42.1% response rate. 

Differences between nonrespondents and subjects relative to 

reported exercise of self-care agency, health-promoting 

behavior, and five of the basic conditioning factors remain 

unknown. In addition, the use of a Navy cover letter and 

distribution sheet attached to the questionnaire packets may 

have been a coercive influence on those who participated in 

the study. 

Another limitation of the study was the exclusive 

reliance on a single self-report measure for each major 

variable. Although other methods of data collection, such as 

structured interviews or health diaries, may have 

corroborated the questionnaires, these methods ·were not 

feasible in light of the design, sample size, and resources 

associated with the present study. 

Internal consistency reliabilities of the instruments 

were satisfactory except for the motivation subscale of the 

ESCA scale (Kearney & Fleischer, 1979), which may have 

produced unstable effects. Although exercise of self-care 

agency is conceptualized as including a motivation component, 

its unreliable measurement in the present study limits 

knowledge of its associative and predictive relationships 

with other variables. 
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are related to the data analytic 

procedures. First, because cross-validation does not involve 

the use of an entirely new sample, this method was less than 

optimum in evaluating the validity of derived regression 

models. Study replication with a completely different sample 

would lessen the likelihood of overestimating the models' 

predictive accuracy. secondly, the classification matrices 

developed for level of health behavior performance were 

optimistically biased due to the prediction of group 

membership from the obtained data set. The decision to use 

actual mean item scores on the criterion variables as 

cut-off points may have contributed to underestimation of 

incorrect classification rates. 

Implications 

Nursing's acknowledged objective to enhance the health 

of individuals and groups across developmental stages and 

sociocultural settings requires the generation and testing of 

theoretical models for their relevance in explaining 

attitudinal and behavioral patterns of health promotion. The 

present study indicated that several elements of The 

Health-Promoting Self-Care system Model explained patterns of 

health-promoting self-care in an active-duty Navy population. 

However, findings must await confirmation before altering 

nursing practice and education. As additional evidence 

accrues to support exercise of self-care agency and selected 

basic conditioning factors as explanatory variables of health 
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behavior performance, intervention programs can be 

established to assist similar target populations to exercise 

self-care agency in the promotion of health. 

Previous investigations, particularly theory-generating 

research, have suggested that health promotion strategies 

need to be directed not only toward individual behavioral 

change but toward changing environments, social policies, and 

resources that provide the context for personal health 

attitudes and behaviors. A major challenge for nurses is to 

incorporate both individual and societal perspectives of 

health promotion in their clinical and educational roles, 

thereby espousing the cumulative and interactive impacts of 

both perspectives on their clients' health. 

The realization of a health care system emphasizing 

health promotion and illness prevention requires a 

translation of social policy into health promotion programs 

which are compatible with the values and beliefs of diverse 

populations. Nursing's committment to health promotion as 

both a self-care and social phenomenon presupposes active 

participation in the planning and evaluation of strategies 

conducive to healthy lifestyles as defined across age, 

developmental, and cultural contexts. 

Recommendations 

The present study was undertaken in order to contribute 

to the research priority of testing nursing theories for 

their relevance in explaining attitudinal and behavioral 
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patterns of health promotion. Findings provided support for 

The Health-Promoting Self-Care System Model as a framework 

for explaining the extent to which exercise of self-care 

agency and selected basic co~ditioning factors explained 

reported performance of health-promoting behaviors in an 

active-duty Navy population. Study findings need to be 

corroborated by further investigations in other adult 

populations. The opportunity to extend the findings to other 

military and civilian groups should impact the explanatory 

significance of The Health-Promoting Self-care System Model. 

An important research challenge involves examination of 

the extent to which exercise of self-care agency and selected 

basic conditioning factors explain reported performance of 

health-promoting behaviors across time. Longitudinal designs 

should foster understanding of how self-care perspectives are 

linked to conceptualizations of health and health behavior 

across a person's lifespan. In addition, a multimethod 

approach, such as the use of self-report measures in 

conjuction with structured interviews, should strengthen the 

validity of study findings. 

Instrument development and refinement related to 

attitudinal and behavioral correlates of health remain as 

unrealized objectives for nurse researchers. Improvement in 

existing tools should include item rewording to more 

precisely reflect the multidimensionality of constructs. 

Development of new instruments is likewise needed since the 



131 

sociocultural distinction of many populations is not revealed 

in the majority of existing measures. 

Two unstudied yet important elements in the 

Health-Promoting self-care System Model include (a) health 

outcomes associated with health-promoting self-care, and 

(b) the impact of a supportive-educative nursing system on 

exercise of self-care agency and health-promoting 

self-care. The inclusion of health outcome variables in 

explanatory studies should foster understanding of how 

health-promoting self-care contributes to an individual's 

health status across time and developmental stages. 

Operational definitions of health status might include 

physical functioning, psychosocial well-being, role 

performance, and clinical symptoms associated with 

health-promoting self-care. In addition, investigations of 

characteristics of a supportive-educative nursing system 

conducive to health-promoting self-care should assist in 

delineating directions for future practice. 

Clarification of the conceptual and methodological 

differences between health promotion and illness prevention 

remains a fundamental challenge for scholars. Future studies 

employing diverse designs and methods of data collection 

should help to clarify the manner in which these two 

orientations converge under the broader construct of healthy 

lifestyle. To the extent that health promotion is a desired 

individual and societal goal, nurse researchers must commit 
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their time, resources, and energy toward new directions that 

enhanch the health of all. Health promotion is a prevailing 

challenge so long as members of the nursing research and 

practice communities remain focused on improving the quality 

of human life. 
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PERSONALDATAFORM 

Check one 

A. Age: 

1. 17-19 
2. 20-29 
3. 30-39 
4. 40-49 
5. 50-59 
6. 60+ 

D. Ethnicity: 

1. Black/ Afro-American 
2. Filipino 
3. Hispanic/Mexican 
4. Oriental 
5. White/Caucasian 

F. Duty Type: 

1. Ship 
2. Submarine 
3. Shore 
4. Naval Air 

B. Gender: 

1. Male 
2. Female 

C Marital Status: 

1. Single 
2. Married 
3. Divorced 
4. Separated 
5. Widowed 

E. Military Rank: 

(Specify level: e.g., E-3) 
1. Enlisted 
2. Non-Commissioned Officer 
3. Officer 

Accompanied 
Unaccompanied 

G. What is tbe highest level of formal education you have completed? 

1. High school equivalent 
2. High school graduate 
3. College graduate: associate degree 
4. College graduate: baccalaureate degree 
5. College graduate: masters degree 
6. College graduate: doctoral degree 

H. How would you rate your level of healtb at tbe present time? 

1. Poor 
2. Fair 
3. Good 
4. Excellent 
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Exercise of Self-Care Agency Scale 



EXERCISE OF SELF-CARE AGENCY SCALE 
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DIRECTIONS: This questionnaire contains statements regarding your knowledge, attitudes, and 
skills which enable the performance of various self-care actions (health behaviors). Please respond to 
each item as accurately as possible, and try not to skip any item. Indicate your response by circling: 

1 for very uncharacteristic of me 
2 for somewhat uncharacteristic of me 
3 for no opinion 
4 for somewhat characteristic of me 
5 for very characteristic of me 

1. I would gladly give up some of my set ways if it meant improving 1 2 3 4 5 
my health. 

2. I like myself. 1 2 3 4 5 

3. I often feel that I lack the energy to care for my health needs the way 1 2 3 4 5 
I would like to. 

4. I know how to get the facts I need when my health feels weakened. 1 2 3 4 5 

5. I take pride in doing the things I need to do in order to remain healthy. 1 2 3 4 5 

6. I tend to neglect my personal needs. 1 2 3 4 5 

7. I know my strong and week points. 1 2 3 4 5 

8. I seek help when unable to care for myself. 1 2 3 4 5 

9. I enjoy starting new projects. 1 2 3 4 5 

10. I often put off doing things that I know would be good for me. 1 2 3 4 5 

11. I usually try home remedies that have worked in the past rather than 1 2 3 4 5 
going to see a doctor or nurse for help. 

12. I make my own decisions. 1 2 3 4 5 

13. I perform certain activities to keep from getting sick. 1 2 3 4 5 

14. I strive to better myself. 1 2 3 4 5 

15. I eat a balanced diet 1 2 3 4 5 

16. I complain alot about the things that bother me without doing 1 2 3 4 5 
much about them 

17. I look for better ways to look after my health. 1 2 3 4 5 

18. I expect to reach my peak wellness. 1 2 3 4 5 

19. When I have a problem, I usually want an expert to tell me what to do. 1 2 3 4 5 

20. I deserve all the time and care it takes to maintain my health. 1 2 3 4 5 

21. I follow through on my decisions. 1 2 3 4 5 



1 for very uncharacteristic of me 
2 for somewhat uncharacteristic of me 
3 for no opinion 151 
4 for somewhat characteristic of me 
5 for very characteristic of me 

22. I have no interest in learning about my body and how it functions. 1 2 3 4 5 

23. If I am not good to myself, I believe I cannot be good for anyone else. 1 2 3 4 5 

24. I understand my body and how it functions. 1 2 3 4 5 

25. I rarely carry out the resolutions I make concerning my health. 1 2 3 4 5 

26. I am a good friend to myself. 1 2 3 4 5 

27. I take good care of myself. 1 2 3 4 5 

28. Health promotion is a change thing for me. 1 2 3 4 5 

29. I have a planned program for rest and exercise. 1 2 3 4 5 

30. I am interested in learning about various disease processes and 1 2 3 4 5 
how they affect me. 

31. Life is a joy. 1 2 3 4 5 

32. I do not contribute to my family's functioning. 1 2 3 4 5 

33. I take responsibility for my own actions. 1 2 3 4 5 

34. I have little to contribute to others. 1 2 3 4 5 

• 
35. I can usually tell that I am coming down with something days 1 2 3 4 5 

before I get sick. 

36. Over the years I have noticed the things to do that make me feel better. 1 2 3 4 5 

37. I know what foods to eat and keep me healthy. 1 2 3 4 5 

38. I am interested in learning all that I can about my body and how 1 2 3 4 5 
if functions. 

39. Sometimes when I feel sick I ignore the feeling and hope it goes away. 1 2 3 4 5 

40. I seek information to care for myself. 1 2 3 4 5 

41. I feel I am a valuable member of my family. 1 2 3 4 5 

42. I remember when I had my last health check and return on time 1 2 3 4 5 
for my next one. 

43. I understand myself and my needs pretty well. 1 2 3 4 5 

B. Kearney. 1979. Louisianna State University Medical Center School of Nursing, New Orleans, 
Louisianna 70112. 
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HEAL Til-PROMOTING LIFESTYLE PROFILE 
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DIRECTIONS: This questionnaire contains statements regarding your present way of life or personal 
habits. Please respond to each item as accurately as possible, and try not to skip any item. Indicate 
the regularity with which you engage in each behavior by circling: 

N for never, S for sometimes, 0 for often, orR for routinely 

s R 
0 0 
M u 
E T 

N T 0 I 
E I F N 
v M T E 
E E E L 
R s N y 

1. Eat breakfast N s 0 R 

2. Repon any unusual signs or symptoms to a physician. N s 0 R 

3. Like myself. N s 0 R 

4. Perform stretching exercises at least 3 times per week. N s 0 R 

5. Choose foods without preservatives or other additives. N s 0 R 

6. Take some time for relaxation each day. N s 0 R 

7. Have my cholesterol level checked and know the result. N s 0 R 

8. Am enthusiastic and optimistic about life. N s 0 R 

9. Feel I am growing and changing personally in positive directions. N s 0 R 

10. Discuss personal problems and concerns with persons close to me. N s 0 R 

11. Am aware of the sources of stress in my life. N s 0 R 

12. Feel happy and content. N s 0 R 

13. Exercise vigorously for 20-30 minutes at least 3 time per week. N s 0 R 

14. Eat 3 regular meals a day. N s 0 R 

15. Read articles or books about promoting health. N s 0 R 

16. Am aware of my personal strengths and weaknesses. N s 0 R 

17. Work toward long-term goals in my life. N s 0 R 

18. Praise other people easily for their accomplishments. N s 0 R 

19. Read labels to identify the nutrients in packaged food. N s 0 R 

20. Question my physician or seek a second opinion when I do not N s 0 R 
agree with recommendations. 



s R 
0 0 
M Ul54 
E T 

N T 0 I 
E I F N 
v M T E 
E E E L 
R s N y 

21. Look forward to the future. N s 0 R 

22. Panicipate in supervised exercise programs or activities N s 0 R 

23. Am aware of what is ~portant to me in life. N s 0 R 

24. Enjoy touching and being touched by people close to me. N s 0 R 

25. Maintain meaningful and fulfilling interpersonal relationships. N s 0 R 

26. Include roughage/fiber (whole grains, raw fruits, raw vegetables) N s 0 R 
in my diet 

27. Practice relaxation or meditation for 15-20 minutes daily. N s 0 R 

28. Discuss my health care concerns with qualified professionals. N s 0 R 

29. Respect my own accomplishments. N s 0 R 

30. Check my pulse when exercising. N s 0 R 

31. Spend time with close friends. N s 0 R 

32. Have my blood pressure checked and know what it is. N s 0 R 

33. Attend educational programs on improving the environment in 
which we live. 

N s 0 R 

34. Find each day interesting and challenging. N s 0 R 

35. Plan or select meals to include the "basic four" food groups each day. N s 0 R 

36. Consciously relax muscles before sleep. N s 0 R 

37. Find my living environment pleasant and satisfying. N s 0 R 

38. Engage in recreational physical activities (such as walking, swimming, N s 0 R 
soccer, bicycling). 

39. Find it easy to express concern, love, and warmth to others. N s 0 R 

40. Concentrate on pleasant thoughts at bedtime. N s 0 R 

<: 41. Find constructive ways to express my feelings. N s 0 R ,_ 

42. Seek information from health professionals about how to take good N s 0 R 
care of myself. 



s 
0 
M 
E 

N T 0 
E I F 
v M T 
E E E 
R s N 

43. Observe my body at least monthly for physical changes/danger signs. N s 0 

44. Am realistic about the goals that I set. N s 0 

45. Use specific methods to control my stress. N s 0 

46. Attend educational programs on personal health care. N s 0 

47. Touch and am touched by people I care about. N s 0 

48. Believe that my life has purpose. N s 0 

S. Walker, K. Sechrist, N. Pender. 1985. Health Promotion Research Program, School of 
Nursing, Northern Illinois University, DeKalb, lllinois 60115. 
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ORGANIZATIONAL INDEX 

.-----------------------------------------------------
COMMAND/ACTIVITY 

ATLANTIC FLEET AUDIO IMAGING FACILITY CHARLESTON •••..•••.•• 
AUDIT OFFICE ••.•.•.•.•.••••••••••••••...•.••••••••••••••• ; ••• 
CONSOLIDATED CIVILIAN PERSONNEL OFFICE .•••.••••.•......... 
CRAFT OF OPPOffiUNITY MINE SQUADRON TWO TWO •.•••.•••..•• 
CRUISER DESTROYER GROUP TWO, COMMANDER .••••••.••.••••• 
DEFENSE INVESTIGATIVE SERVICE ............................. . 
DEFENSE REUTILIZATION & MARKETING OFFICE ••.•.••••..••••..• 
DESTROYER SQUADRON FOUR, COMMANDER ••.••..•...••.••.••. 
DESTROYER SQUADRON SIX, COMMANDER .•••••••••••.•••••.••. 
DESTROYER SQUADRON TWENTY, COMMANDER ....•.••...••..... 
DESTROYER SQUADRON THIRTY·SIX, COMMANDER ••..•..••...... 
EDUCATION TRAINING SUPPORT CENTER ATLANTIC .••.•••........ 
ELECTRONICS SYSTEMS ENGINEERING CENTER ...........•••.... 
EXPLOSIVE ORDNANCE DISPOSAL MOBILE UNIT SIX .•..••.•••••.. 
FLEET AND MINE WARFARE TRAINING CENTER ••••••••••••....... 
INVESTIGATIVE SERVICE RESIDENT AGENG'i ............••......•. 
INVESTIGATIVE SERVICE SOUTHEAST REGION OFFICE ..•••••••••.• 
LEGAL SERVICE OFFICE ....................................... . 
MARINE CORPS RESERVE TRAINING CENTER (MCmq .....•....... 
MARINE CORPS SECURITY FORCE COMPANY •...•.........••.••.. 
MILITARY SEALIFT COMMAND •.••.••••••••••••••.••••••••....... 
MINE DIVISION 125, COMMANDER .•...• , ••.••••..•.••......•.•.•• 
MINE SQUADRON TYv'J, COMMANDER ........................... . 
MINE WARFARE COMMAND, COMMANDER ...................... .. 
MINE WARFARE INSPECTION GROUP ............................ . 
MOBILE MINE ASSEMBLY GROUP .... , .......................... . 
MOBILE MINE ASSEMBLY GROUP, UNIT ELEVEN ..•.....••.••.••.•. 
MOBILE TECHNICAL UNIT TEN ................................. . 
NAVAL BASE COMMANDER .................................... .. 
NAVAL DENTAL CLINIC ......................................... . 
NAVAL HOSPITAL .............................................. . 
NAVAL SEA SUPPOffi CENTER ATLANTIC ........................ . 
NAVAL SEA SYSTEMS COMMAND DETACHMENT PERA (CRUDES) .... . 
NAVAL STATION ............................................... . 
NAVAL SURFACE FORCE ATLANTIC READINESS SUPPOffi GROUP •.• 
NAVY FOOD MANAGEMENT TEAM CHARLESTON .••••••••••........ 
NAVY MARINE CORPS TRIAL JUDICIARY ........................ .. 
NAVY RELIEF SOCIETY ....................................... .. 
NAVY RESALE ACTIVITY ........................................ . 
NAVY SUBMARINE TORPEDO FACILITY ........................... . 
NAVY TACTICAL INTEROPERABILITY SUPPOffi ACTIVITY 

DETACHMENT FOUR (NTISA DET 4) ....•••.••.••.••••...•..••... 
OCEANOGRAPHY COMMAND DETACHMENT •••...••••.••.......... 
PERSONNEL SUPPOffi ACTIVITY ............................... . 
POLARIS MATERIAL OFFICE ATLANTIC FLEET (PMOLANT) •••.......• 
POLARIS MISSILE FACILITY ATLANTIC (POMFLANT) ..•..••..•....... 
POffiSMOUT H NAVAL SHIPYARD SHIPS 

CONFIGURATION LOOISTICS SUPPOffi ....••.••..•••••.••..•.•• 
INFORMATION SYSTEMS ON·SITE REPRESENTATIVE •••.••........ 

PUBLICATIONS AND PRINTING SERVICE OFFICE ...••...•...•..•.•. 
PUBLICATIONS AND PRINTING SERVICE SOUTHEAST DIVISION .••••• 
RESERVE CENTER ............................................ . 
RESERVE NAVAL CONSTRUCTION FORCE REPRESENTATIVE 

SOUTUERN REGION .......................................... . 
RESERVE READINESS COMMAND REGION SEVEN ••••••••••........ 
SECURITY GROUP ACTIVITY .................................... . 
SEMMSS PERFORMANCE MONITORING TEAM .••••••••••.••••••.••• 
SHIPYARD ••..•••.••••••.•••.••.•••••.••..•••••.••••••••........ 
SllORE INTERMEDIATE MAINTENANCE ACTIVITY .•...........•..•.•• 
SOUTIIERN DIVISION NAVAL FACILITIES ENGINEERING COMMAND .••• 

..SUjlMARINE GROUP SIX, COMMANDER .......................... . 
- . 

8 
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COMMAND/ACTIVITY 

SUBMARINE SQUADRON FOUR, COMMANDER ..•.•..•.....•... 
SUBMARINE SQUADRON EIGHTEEN, COMMANDER ••.............. 
SUBMARINE TRAINING FACILITY CltARLESTON •.•.•............... 
SUPERVISOR OF SHIPBUILDING CONVERSION & REPAIR .•.•.•••.•• 
SUPPLY CENTER ............................................. . 
TELECOMMUNICATIONS CENTER ............................... . 
US ARMY CHARLESTON STORAGE ACTIVITY ..................... . 
USCGC ESCAPE ..... , ............................. , .......... . 
USS ALAMOGORDO .......................................... .. 
USS ALYWIN .................................................. . 
USS BATFISit ............................................. . 
USS BLAKELY ................................................ .. 
USS BONEFISH ••..•..••.•••.•..•...•..•••.•..••..••..•......... 
USS BRADLEY ................................................. . 
USS BROWN ................................................. .. 
USS CABLE ................................................... . 
USS CARR .................................................... . 
USS DE WERT ................................................ . 
USS DEWEY .................................................. . 
USS DEYO .................................................... . 
USS ELROD ................................................. .. 
USS FEARLESS .............................................. .. 
USS GRAYLING ............................................... . 
USS HALYBURTON ............................................. . 
USS HANCOCK ................................................ . 
USS HAWES .................................................. . 
USS HEWES ................................................. . 
USS HOLLAND ............................................... . 
USS ILLUSIVE ................................................ . 
USS KLAKRING ...•••..••••••••.••..•.................•........ 
USS LEADER ................................................. . 
USS MACDONOUGH ........................................... . 
USS MAHAN ................................................. . 
USS MOOSBRUGGER ••.•.•.•••••.•.••....•....•••••.....•...•• 
USS MORISON ............................................... . 
USS NORWHAL ................................................ . 
USS NICHOLAS ................................................ . 
USS NICIIOLSON .............................................. . 
USS O'BANNON .............................................. . 
USS ORTOLAN ............................................... .. 
USS PETREL ................................................ .. 
USS PRATI ................................................. .. 
USS RAY .................................................... .. 
USS L MENDEL RIVERS ........................................ . 
USS RODGERS ................................................ . 
USS SANDLANCE .............................................. . 
USS SEA DEVIL ...••.••..•••••••....•.......•...•....•.......... 
USS SEAHORSE ............................................... . 
USS SELLERS .•••••••••••••.•••••••••..•....•..•.......•....•.. 
USS SEMMES ................................................. . 
USSSIERRA .................................................. . 
USS STURGEON ............................................... . 
USS SUNFISH ................................................. . 
USS TAYLOR .................................................. . 
USS THORN ..•••••••••••••.•.••.....••••.•••••..•..•.....•••••. 
USS TRIPPE ................................................... . 
USS TURNER ................................................ .. 
USS WAINWRIGIIT .................... .' ............. , .......... . 
WEAPONS STATION ............................................ . 
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Human Assurance Committee 
Institutional R!Mew Board 

June 1, 1989 

Susan J. Simmons, MSN, RN 
School of Graduate Studies 
Doctoral Program in Nursing 
Medical College of Georgia 
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RE: "Self-Care Agency and Health-Promoting Behavior 
of a Military Population" 

Dear Ms. Simmons: 

The above protocol has been examined and found 
from formal review by the HUMAN ASSURANCE 
accordance with the DHHS policy and the 
assurance on file with the DHHS. 

Sincerely, 

Georges. Schuster, D.D.S., Ph.D. 
Chairman 
HUMAN ASSURANCE COMMITTEE 

ckb 

AA·130 Augusla, Georgia 30912-4810 (404) 721·2592 
An Affirmaliw Action/EQual Opportunily Educationallnslilution 

to be exempt 
COMMITTEE in 
institutional 
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DEPARTMENT OF THE NAVY 
COMMANDER NAVAL BASE 

CHARLESTON, SOliTH CAROLINA 28408 

26 April 1989 161 

Mrs. Susan J. Simmons, MSN, RN 

Dear Mrs. Simmons, 

The Commander, Naval Base, Charleston, Navy ~amily Service Center 
pleased to offer you assistance with your dissertation research 
health promotion beliefs and behaviors among active duty Navy 
stationed in Charleston. 

(NFSC) is 
concerning 
Personnel 

Your ·study will support the NFSC quality of life survey, the purpose of which 
is to identify various support and services options to be considered by NFSC 
management. 

I look forward to working with you in the future. 

Director 
Navy Family Service Center 
By direction of the Commander 

PROFESSIONAL. AND PROUD 
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Letter of Consent to Use Exercise of Self-Care Agency Scale 



Barbara Y. Kearney, RN, MN 
Baccalaureate Nursing Program 
LSU-MC School of Nursing 
1900 Gravier 
New Orleans, LA 70112 

Dear Ms. Kearney: 

May 15, 1989 

This is to request your permission to use the Exercise of 
Self-Care Agency (ESCA) Scale in my dissertation research. 
Enclosed is an abstract of the study for your review. 

I appreciate your earlier consent to use the ESCA Scale in 
my pilot study. However, due to a correctable procedural problem 
associated with the data collection site, my committee advised 
that I proceed with the primary study. 

I hereby state that I will not alter the content of the ESCA 
Scale in any way, and will reproduce the copyright/permission 
statement at the end of my report. 

I will send you a copy of 
you for your consideration. 
in the near future. 

the completed dissertation. Thank 
I look forward to hearing from you 
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May 31, 1989 

SUsan J. Sirrm::>ns, MSN, RN 

D:ar Ms. Simrons: 

Northern Illinois University L1 
DeKalb, Illinois 60115-2854 

.1.65 
Health Promotion Research Program 
. Social Science Research Institute 

Ambulatory Car)cer Clients Project 
Cardiac Rehabilitation Project 
Corporate Project 
Older Adults Project 

(815) 753-9670 

You have perrrdssion to use the 48-item Health-Promoting Lifestyle Profile in 
your study of self-care agency and health-promoting behavior of a military 
poplulation. You may have copies made from the form which I sent previously. 
Content should not be altered in any way and the copyright/perrrdssion 
statement at the end must be reproduced. 

I would appreciate receiving a complete report of your study for our files. 
We are particularly interested in information about scores (range, mean and 
standard deviation) on the Lifestyle Profile, reliability coefficients and 
correlations with other rreasured variables. If it is possible to share a copy 
of your dissertation, that would indeed be helpful. 

Best wishes with your study. 

Sincerely, 

Susan N:>ble walker, Ed. D., R.N. 
Associate Professor and 
Co-Director, Health PrOIIDtion Research Program 

Northern Illinois University is an Equal Opportunity/Affirmative Action Employer 



166 

Appendix I 

Cover Letter to Subjects 

from Director, Navy Family Services center 



Dear Service Member, 

DEPARTMENT OF THE NAVY 
CON MANDER NAVAL IIA9E 

CHARLESTON, SOUTH CAROLINA 2D.08 

167 

The Charleston Navy Family Service Center (NFSCl is committed to assist 
you in improving the quality of life for you and your family. This survey is 
designed to determine specific needs and evaluate the quality of services 
provided. This survey is being conducted in conjunction with the Medical 
College of Georgia (enclosure). 

You have been randomly selected from among all Navy personnel assigned to 
your command, and as a result your participation in this survey is voluntary. 
You are requested to take a few minutes to complete the queationnaires. If 
you are married, you and your apou~e may wish to complete parts of the Navy 
Support Services questionnaire together. Your response will asaist the Navy 
Family Service Center in determining what service you consider most important 
and help to identify areas where improvement in service may be appropriate. 

Your responses will remain confidential, and individuals who participate 
in this survey will not be identified. Please complete the questionnaires 
within one week and return them through your command to the NFSC (Commander, 
Naval Base (Code N5l, Charleston, S.C. 29408-5100.) ·Every item is important. 
Please respond to each question in order to provide a statistically consistent 
survey. 

The Navy Family Service Center mission is to help improve the quality of 
your life. Please take this opportunity to make your needs known: fill out 
your questionnaires today. Your participation is extremely important! 

Thank you for your time and cooperation. 

Captain, U.S. Navy 
Director 
Navy Family Service Center 
By direction of the Commander 

PROFESSIONAL AND PROUD 
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10: Active-duty Navy Personnel of Charleston, South Carolina 

FROM: Susan J. Simmons, MSN, RN 
Doctoral Candidate 
PhD Nursing Program 
School of Graduate Studies 
Medical College of Georgia 
Augusta, Georgia 30912 

SUBJ: Request for participation in study: 
Self-Care Agency and Health-Promoting Behavior of a Military Population 

A 
169.. 

ugust, 1~89 

This letter is to request your participation in a study that will examine the influence of health 
knowledge and attitudes on the health-promoting behavior of active-duty Navy personnel. This 
investigation serves as my dissenation research. 

As a former Navy Nurse and the spouse of a Navy surgeon, I am particularly interested in the 
health-promoting beliefs and practices of military populations. The study is designed to assist nurses 
and other health care professionals in the identification of factors associated with positive health 
behaviors and in the development of strategies which foster adoption of such behaviors. 

You are one of approximately 1000 individuals from the Charleston Naval Commands who 
are randomly selected for participation in the study. You are asked to fill out a personal data form and 
three questionnaires in the order in which you find them. Your consent to participate is indicated by 
completion and return of the entire packet within one week. You may return the packet through your 
command to the Navy Family Services Center (COMNAVBASE, Code N-5, Bldg. NH-61, 
Charleston, S.C. 29408). 

There are no risks associated with participation in the study. You are not paid or charged 
anything for taking pan in the study. Your participation is completely voluntary and you may elect 
not to participate without penalty. Your forms will be kept confidential and you will not be personally 
identified if the results of the study are published. To maintain this confidentiality, I ask that you not 
put your name on the forms. 

If you have any questions concerning the study, you may contact me at (803) 637-3201 or Dr. 
Nancy McCain at (404) 721-3843. If you have any questions concerning the rights of research 
subjects, you may contact Dr. George Schuster at (404) 721-2991. 

Thank you very much for the time you have taken to read this letter. I hope you will be 
interested in participating in the study! 
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·ROUTINE REPLY; ENDORSEMENT, TRANSidrTTAL DR IHFDRMATIDN SHEET 
OPNAV 5216/1581R..,. HBI A WINDOW ENVELOPE MAY BE USED 
SN 0107-lf-<1'52·161U· ,.;"'""''"' NA Vt:xos 1111~ 

fROM (SI1uw ll'll'fJiwin• 11umhrr i11 uJdiliml tn DJJ,rs,s) 

Commander 
Naval Base, Charleston, SC 29408-5100 

SUBJECT .. , 
" . 

ANNUAL MILITARY SURVEY 
TO: 

Commanding Officer 
USS HALYBURTON (FFG-40) 
FPC Miami, FL 34091-1495 

VIA: 
I I 

[X] FORWARDED D RET URN ED 

. 
ENDORSEMENT ON 

D 
FOLLOW-UP, OR 
TRACER D REQUEST 

NAME & LOCATION OF SUPf'LIER 
Of SUBJECT ITEMS 

APPROPRIATION SYMBOL, SUBHEAD, 
AND CHARGEABLE ACTIVITY 

STATUS OF MATERIAL ON 
PURCHASE DOCUMENT 
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CLASSIFICATION (UNCLA 1 ED 'Whtn 
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ndirot<dl UNCLASSIFIED 
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DATE 
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SERIAL OR FILE NO. 

57. ' -
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(1) Cover Letter 
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(3) Exercise of Self-care A 
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(4) Health-promoting Life st 

Profile 
(5) Navy .:~upport Services 

Survey 

D CERTIFY DMAIL OFILE 

DETACHED FROM THIS COMMAND 

FORWARDED TO: 

DOCUMENT RETURNED FOR: 

Please distribute to those randomly-selected candidates we 
have designated, recollect all when completed, and return·· 
to: 

SUBJECT DOCUMENT HAS BEEN 
REQUESTED, AND WILL BE 
FORWARDED WHEN HECEIVED 

COPY OF THIS CORRESPONDENCE 
WITH YOUR REPLY 

ENCLOSURE RETURNED FOR 
COIIRECTION AS INDICATED 

Family Service Center (N5) 
Bldg. NH61 
Commander, Naval Base 
Charleston, SC 29408-5100 
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