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ABSTRACT

Orem's (1985) Self Care Model was used to examine the relation
ship between the developmental self care requisite of self-esteem and 
the universal self-care requisite of health behaviors in adolescents„ 
Developmental changes may influence self-esteem. Health behavior 

choices may impact present and future health. The research question 
was: What is the relationship between self-esteem and perceived
selected health behaviors among adolescents?

The Coopersmith Self-Esteem Inventory [CSEI (Coopersmith, 1967)] 
and an investigator developed Health Behavior Assessment Scale [HBAS 
(Stensrud, 1985) ] were administered to 100 adolescents ages 14 to 19 

years. Results showed a relationship between self-esteem and exercise 
(r=.29, pC.Ol) and self-esteem and nutrition (r=.23, p<.05). Smoking, 
drugs, alcohol and marijuana were not significantly related to 

self-esteem (r=18, p=.09; r=.20, p=.054).
Implications for nursing include nurturing self-esteem during 

adolescent development, health education regarding risks and benefits 

of health behaviors, and encouraging responsible decision making.
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CHAPTER 1

INTRODUCTION

A national emphasis in health promotion and wellness among all 
age groups has been apparent in recent years. Examples of this have 
been seen in the promotion of self-care behaviors such as exercise, 

stress reduction, smoking cessation and breast examination for cancer 
detection. Many individuals have been provided increased opportunities 
to engage in self care activities that would contribute to wellness. 
Participation has varied between individuals based on integration of 
physical, social, psychological, cultural, spiritual, environmental and 

physiological resources (Bruhn, Cordova, Williams, & Fuentas, 1977).

Self-care has been viewed by Orem (1985) as a practice of 
activities initiated and performed by the individual for maintenance of 
life, health and well-being. Human functioning, human development and 
human structural integrity are affected in varying degrees by 
self-care. Self-care involves deliberate voluntary action which is 
based on thoughtful and purposeful judgment leading to an action that 
helps the person meet basic human needs. Until a particular self-care 
practice has become a habit, options need to be explored and a decision 
reached based on how to best accomplish the task. It is imperative to 
have sufficient information available to determine reasonable options. 
Health education has provided a means of disseminating the necessary

/
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information on which to base intelligent decisions that affect an 
individual’s wellness (King, 1982; Kolbe, Iverson, Kreuter, Hochbaum, & 
Christensen, 1981)„ These decisions should promote responsibility and 

enhance self - care practices of the individual (Balog, 1981).
Self-care can be influenced by a variety of factors. During 

adolescence a personal philosophy regarding health values and behaviors 
is formulated. Previous family health practices, and cultural, societal 
and peer influences can greatly affect the choices made by the 
adolescent regarding health values and behaviors to adopt. Health 
behaviors are fairly well established by the time the adolescent 

reaches adulthood, however adolescents can still be influenced to 
select healthful Choices. As adulthood nears, behaviors which had 
previously been dictated by external influences (i.e., parents and 
peers) begin to respond to an individual’s personal choice (Bruhn & 
Cordova, 1977).

Self-esteem has been related to self care activities of the 
individual. Levels of self-esteem have been noted to have an effect on 
health and health behaviors among school-aged children. Sometimes, even 
when a behavior has adverse effects on physical health, it is engaged 
in because it is seen as enhancing the self. For example, in cases 
related to smoking, drinking or drug use, if the image created by these 
activities is perceived as positive, an adolescent will engage in these 
health behaviors to increase self-esteem, even though physical health 
is jeopardized (Bills, 1981).
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Self-esteem is an individual's evaluation of self. It involves 
a judgment of either approval or disapproval about personal worth based 
on self-assessed abilities, attributes and capabilities (Coopersmith, 
1967; Rosenberg, 1965). Self-esteem can be influenced by the opinions 
of others and the relative value assigned to the situations faced by 
the individual (Openshaw, Thomas & Rollins, 1983). Rosenberg (1965) 
found that the adolescent will excel at what is valued. Being deficient 
in a particular area may not affect self-esteem unless that quality is 
valued by the adolescent.

Statement of the Problem
Self-esteem may play an important role with selected health 

behaviors in adolescents» The research question for this study is t What 
is the relationship between self-esteem and perceived selected health 
behaviors of exercise; smoking; nutrition; and drugs, alcohol and 
marijuana among adolescents?

A realization that particular life practices are hindered by 
current lifestyle behaviors such as smoking, drugs or lack of exercise 
may cause the adolescent to feel a need to alter health behaviors in 

order to allow for an increase in physical performance. Whether or not 
health behaviors are adopted is dependent on the adolescent's 
self-esteem and the degree to which health behaviors are perceived as 
necessary and possible (Koster, 1983).

Self-esteem is related to factors which influence self care. 
Motivation, role-modeling and peer influence are some of these factors. 
Motivation is an essential component to self care practices. In order
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for health behaviors to change, a person must be motivated to change 
and realize a need for change. This may be the result of illness, 
crisis, knowledge of risk factors, outside pressure to conform, or a 
desire for optimal health. The person can be provided with health 

education that will furnish the facts to form an attitude and develop 
skills to practice the specific behavior. With continued support and 
reinforcement, the health behavior can become integrated into the 
lifestyle (Joseph, 1980; King, 1982; Kolbe, et al., 1982; Koster, 1983; 
Parcel & Baranowski, 1981; Russell, 1983).

Role models within the person's environment can provide an 
awareness of self care practices. Modeling of self care practices can 
be from parents, peers, siblings or significant others, and influence 
self-care choices of the adolescent. The influence of this modeling can 

create a positive, neutral or negative reaction to the self care 
practices of the adolescent (Bruhn & Cordova, 1978). With reinforcement 
of the self-care practice, the behavior becomes integrated into the 
lifestyle (King, 1982). Self-care can be seen as contributing to 
self-esteem and self image (Joseph, 1980).

Health behaviors begin to form early in childhood. Health 
behavior is motivated by the individual's desire to alter or maintain 
health practices which would contribute to the maximum potential for 
life performance (Koster, 1983). Health behaviors are established based 
on what has been learned, the modeling that been exhibited, and the 
reinforcing qualities of the chosen health behaviors practiced. The 
degree to which health is valued and the knowledge about health



transferred by the parents influences the young person's attitude and 
health behaviors (Roster, 1983).

Because of multiple changes occurring during adolescence, self- 
esteem is likely to be affected. During early and middle adolescence, 
self-esteem often drops and subsequently rises in later adolescence 
(Rosenberg, 1979). This rise in self-esteem coincides with the 
reduction of the identity crisis experienced by the young person.

Developmental tasks, such as the ability to process the 
information given, to make decisions and to have a sense of identity, 
could affect the adolescent's choice of performing self-care practices. 

The parent has been the main source of influence until this time, but 
during adolescence peer opinion begins to predominate the decision 
making process. Some of the choices made by the adolescent affect their 
present or future state of health and wellness (Bruhn & Cordova, 1977).

Adolescent health care has emerged as a significant entity 
during the past decade. Because of the particular developmental changes 
during this period, the health care professional needs to have an 
understanding of the adolescents' needs, and health concerns. During 
adolescence, changes occur simultaneously that affect the young person 

in physical, psychological, social, emotional and cognitive ways. 
During ithis time, attitudes, values and beliefs are being developed 
which help to form the identity of the young person (Lipsitz, 1979).

Significance of the Problem

In 1982 there were an estimated 15 million people between the 
ages of 14 and 17 years in the United States. Within Arizona, the

5



number of adolescents within this age group was about 182,000. Those 
enrolled in public or private high schools within Arizona totalled 
approximately 154,000 students (Bureau of Census, 1984). The potential 
for enhanced self care practices among the adolescent population in 
schools is profound.

A study was done by the US National Institute of Drug Abuse 
(NIDA, 1982) interviewing 1581 randomly selected youth between the ages 
of 12 and 17 years. Forty-nine and one-half percent of the young people 
reported having tried cigarettes, with 14.7 percent currently smoking. 
The number of cigarette users was down from 17 percent reported in 
1972. The data showed that alcohol consumption was 26.9 percent among 
teenagers, up from 24 percent in 1972. Sixty-five and two-tenths 

percent of those young people reported having tried alcohol at least 

once.
In the same study, approximately 27 percent of the adolescents 

who responded reported having used marijuana. This had almost doubled 
since 1972. Another significant increase was seen in cocaine use, from 
1.5 percent in 1972 to 6.5 percent in 1982. Use of hallucinogens, 
stimulants, sedatives and tranquilizers had increased slightly in the 
past decade (NIDA, 1982).

Obesity is another area that is affecting the youth of today. 
It is estimated that about 10 percent of adolescents are obese 
(Hamburg, 1982). Sedentary lifestyles and irregular eating habits 
impede attempts to maintain weight within a normal range.

6
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Present day lifestyles can have an effect on long term health 
and longevity. There has been shown to be a significant relationship 
between smoking, alcohol, and drug use, levels of activities and types 
and amounts of food eaten as related to life span and incidences of 
preventable chronic disease [Department of Health and Human Services 
(DHHS), 1984].

Heart disease, cancer and stroke are currently the three 
leading causes of death among adults (Bureau of Census, 1984). It may 
be possible that modifying young people's diets, promoting exercise 

programs, and reducing stress levels may influence whether or not 

these three leading causes of death remain paramount in the coming 
decades, particularly if changes in health behavior occur prior to 
adulthood. Life spans and incidences of preventable chronic diseases 
can be altered by changes in health behavior practices according to the 
Department of Health and Human Services (DHHS, 1984).

Nursing has an opportunity to influence the emotional and 
physical health of the adolescent. This may be done by promoting an 
atmosphere of self-care where information is provided for decision 
making by the young person, and the promotion or maintenance of health 
becomes the responsibility and action of the adolescent. Potential 
arenas for promoting self-care include home, schools, clinics, 
hospitals, health maintenance organizations, recreational programs and 

the media (Andreoli & Guillory, 1983; Carr, Ward, Mitcham & Bell, 

1983).
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Statement of the Purpose

This study addresses those factors which influenced young 
people to choose particular health behaviors. The variable of 
self-esteem was chosen for this study as a potentially significant 
factor in influencing self care. Because of the developmental changes 
that are occurring as identity is being established, it was felt that 
the relationship of self-esteem and specific health behaviors would be 
relevant to explore among the multiple factors that can influence self 
care. The four areas of exercise? smoking? nutrition? and drugs, 
alcohol and marijuana were the specific health behaviors measured since 
they are found among adolescents and have a direct effect on present 
and future health. In addition, all of these areas have implications 
for self-care teaching and can be modified by means of promotion, 
prevention and education.

In a community assessment of a rural high school, students were 
surveyed regarding their health values and needs (Stensrud, 1983). 
Present health concerns expressed by these students centered, on 
physical appearance, diet and avoidance of substance abuse. Sixty-one 
percent considered themselves to be in either above average or 
excellent health. Thirty-nine percent felt a need to lose weight. 
Increasing personal exercise programs was a need expressed by 76% of 
those questioned. When surveyed about health topics for discussion, 
three areas were reported with a high degree of interest. These areas 
included weight control, physical exercise, and "getting to know 
yourself better", which included learning about feelings and emotions.
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Conceptual Framework
The conceptual framework for this study (Figure 1) is based on 

Orem's Self-Care Model (1985) using an adolescent population. Self-care 
is seen as a contributor to health. The level of involvement with self- 
care depends on the commitment made by the young person. Two of Orem's 
self-care requisites are addressed in this framework; developmental 
self-care requisites and universal self-care requisites. Self-esteem is 
associated with the developmental self-care requisite in adolescents 
and will specifically be addressed as an indicator of self-care on the 
developmental level. The concept of health behaviors in adolescents 
will also be discussed. Health behavior choices are presented as fac
tors of universal self-care requisites. The framework, then, posits a 

relationship between developmental and universal self-care requisites. 
This is operationalized in Figure 1 in the relationship between self
esteem and health behaviors in adolescence.

Self-Care
Self-care is the practice of activities that are initiated and 

performed by an individual to support life, health and well-being 

(Orem, 1985). Self-care is a learned behavior which involves 
deliberate action on the part of the individual. Self-care activities 
may be influenced by cultural beliefs, habits, and practices learned 
from family, friends, neighbors, teachers or media. Self-care is seen 
as a reaction to demands placed on the individual. Regardless of 
whether or not these demands are met or ignored, an awareness of the



10

Construct
Level

Concept
Level

Concept
Level

Orem's Self-Care Model

Developmental ̂ _____________  Universal Self-Care
Self-Care Requisites
Requisites

Self-Esteem in ^  Health Behaviors in
Adolescence Adolescence

Measured by CSEI >  Measured by HBAS

Figure 1. Conceptual Framework
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demands remains with the young' person. A variety of internal or 
external factors may stimulate the young person to respond to 
activities that would enhance self-care.

Self-care may be therapeutic when it promotes well-being; 
maintains normal growth and development; supports life processes and 
promotes normal functioning; prevents, controls or cures disease 
processes and injuries; or prevents or compensates for disabilities. As 
self-care is initiated, human development, human function and human 
structural integrity are enhanced. Self-care requisite is the term 
given to the actions that will augment the three areas of human 
processes - development, function and structural integrity. Once 
self-care requisites . are known, the young person can engage in 
activities to foster self-care.

Developmental self-care requisites are associated with human 
developmental processes which encompass the time period from conception 
to death. Creating and maintaining living conditions that will provide 
for opportunities to promote development and maximize human potential 
is the goal of the developmental self-care requisite (Orem, 1985). 
Developmental changes occur in adolescence that can create confusion or 
contentment within the young person. Nursing has the opportunity to 
assist the adolescent to act on developmental self-care requisites for 
promotion of emotional health and well-being.

There are eight universal self-care requisites that help to 
sustain human functioning and integrity. These basis human needs must 
be met in order to maintain a health state. They includes
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1) the maintenance of a sufficient intake of air; 2) the 
maintenance of a sufficient intake of food, 3) the maintenance 
of a sufficient intake of water; 4) the maintenance of a 
balance between activity and rest; 5) the maintenance of a 
balance between solitude and social interaction; 6) the 
provision of care associated with elimination processes and 
excrements; 7) the prevention of hazards to human life, human 
functioning, and human well-being; 8) the promotion of human 
functioning and development within social groups in accord 
with human potential, known human limitations, and the human 
desire to be normal (Orem, 1985, p. 90-91).

These universal self-care requisites are individualized in regards to
sex, race, age, health, developmental level and available resources. By
preventing hazards to life, functioning and well-being, human integrity
is maintained. The goal of preventive health care in Orem's model would

be to meet the universal and developmental self-care requisites in the
well individual. As these self-care requisites are met, disease and ill
health are prevented (Orem, 1985).

Self Esteem in Adolescence
During the process of trying to identify "who I am" during 

adolescence, self-esteem may be threatened or altered. The concept of 
self-esteem is defined as a person's evaluation of self based on 
abilities, attributes and capabilities (Coopersmith, 1967; Rosenberg, 
1965). Adolescence is a period of great transition. During adolescence 
multiple changes occur simultaneous that can create uncertainty and 
questioning. Emotions are often unstable, vacillating and 
unpredictable. Physical changes are manifested by a significant growth 
spurt, development of secondary sex characteristics, and the onset of 
puberty. Acceptance of the new body image and dealing with sexual 
identity are some developmental tasks the young person faces. Socially,



the adolescent shifts reliance from the family to the peer group. This 
is especially prominent in middle adolescence. Separation from the 
family and later the peer group occurs as personal identity becomes 
established (Blum, 1982). These issues can be seen as affecting the 
adolescent's self-esteem and inhibiting development and human 
potential. Thus, self-esteem is influential in developmental self care 
requisites.

Erickson (1950) sees the period of adolescence as a time of 
resolving the conflict between "ego identity" arid "identity diffusion". 
Development of an identity is dependent upon completion of previous 
developmental stages and the amount of difficulty encountered by the 
person while completing the stages. Outgrowing egocentrism and 
developing a personal identity with individual values and attitudes are 
necessary for growth.

Cognitive abilities are being developed as the young person 
moves into adolescence. Piaget and Inhelder (1969) label this the stage 
of "formal operational". Thinking shifts from concrete to abstract and 
consequently the adolescent can project into the future, determining 
long range effects and consequences of the decisions^ Analyzing, 

solving problems and using deductive reasoning are characteristically 

seen.
There are three stages of adolescence noted in the literature 

(Adams, 1983; Blum, 1982; Lipsitz, 1979; Reres, 1980). Early adoles
cence, approximately 12 to 14 years of age, deals with separation and 
dependent/independent issues of the family. During middle adolescence.

13
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between 15 to 16 years of age, the peer group is highly significant. 
Issues of identity and how others perceive that identity continually 
affect the formation of self-concept. The tasks of late adolescence 
include future career and/or educational plans. During late adoles
cence, individual relationships replace group activities and the 
influence of the peer group.

The early adolescent often finds the family to be less 
important than peers. Peers, especially of the same sex, become 
increasingly influential. Activities are usually done in groups. The 
adolescent vacillates between childlike and adult behavior. Ambivalence 

occurs when the adolescent still desires the love, consistency and 
stability the family has to offer but wants the association primarily 
of peers (Lipsitz, 1979).

Middle adolescence is focused on the peer group. The adolescent 
culture encompasses food preferences, music, dress and language, each 
of which are dictated by the culture's norms and expectations. 
Experimentation and risk taking is also seen during this stage. 
Drinking, driving, smoking, drugs, and sex are various behaviors that 
may be undertaken for experimentation or risk taking. The adolescent 
begins heterosexual relationships during this time as independence from 
parents continues (Adams, 1983). Modeling from adults can still have an 
influence on the decisions and the lifestyle choices of the adolescent.

The peer group loses its importance and individual 
relationships are substituted for group activities during late 
adolescence. Career and educational plans are the primary focus during



this time. Moral issues such as war, life, death, and religion are 
important„ A value system and philosophy of life begin to form. 
Achieving parental interdependence and participating as a productive 

citizen are the final tasks to be completed by the adolescent (Blum, 
1982; Reres, 1980). Most adolescents adjust to the changes that are 
occurring, but those with low self-esteem or those who associate with 
the deviant peer group may have problems. Such adolescents are more 
susceptible to substance abuse, delinquent behavior, promiscuity and 
suicide (Heisler & Friedman, 1980).

Felker (1974) has defined three facets of self-esteem. These 
are feelings of belonging, feelings of competence and feelings of

i

worth. When individuals are able to feel part of groups, sensing 
acceptance and valued as members, they feel a sense of belonging. 
Everyone has a need to belong, and when this need is fulfilled, it 
influences self esteem (Rosenberg, 1979).

Felker (1974) states that the adolescent's need to belong is 
satisfied by means of the peer group and significant individuals. 
Because of the struggle for independence that is occurring, the 
adolescent needs to have a feeling of belonging satisfied by someone 
other than his parents. The peer group usually meets this need. 
Modeling after influential adults other than parents may also be seen 
as an attempt to belong.

Feeling competent is based on the individual's perception of 
competence and not on specific abilities a person possesses. Being able 
to sense accomplishment on various tasks done in an efficient manner

15
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influences the value individually placed on competence. A negative 
expression of competence may be expressed by an adolescent, for 
example, by a statement such as ”1 can’t do anything right”. Being 
caught in the midst of being too young to be treated. as an adult and 
too old to still be considered a child, the adolescent is shuffled into 
awkward situations. Opportunities to prove competence in various areas 
is limited outside of school and extracurricular activities.

Having a sense of worth compromises the third area of self
esteem. A sense of worth is based not only on the individual's 

perception of self, but also on how the individual perceives other 
interpretation of self. For example, a negative sense of worth might be 
expressed by an adolescent in a statement such as "I'm not worth 
anything." During adolescence, sense of worth, competence and belonging 
are questioned by the young person and may have a profound effect bn 
self-esteem (Felker, 1974).

Persons with high self-esteem are more satisfied with their 
self-image and don't fear what others will think of them. They tend to 
be happier, have better physical health, and enjoy social contact more 
than individuals with moderate or low self-esteem (Elliott, 1982; 
Gilberts, 1983). Those with high self-esteem approach tasks and persons 
expecting to be received favorably and with success. When confronted 
with a new situation or a difference of opinion, they have confidence 
in their abilities to handle situations. The feeling of competence 
reinforces feelings of worthiness and helps to maintain self-esteem 
(Coopersmith, 1967).



17

Adolescents with low self-esteem have little confidence in 
expressing their opinions, lack trust in themselves, and often conform 
to peer pressure„ They feel that external forces and other people have 
power and influence over them and their lives (Coopersmith, 1967? 
Crouch, 1983)„

Rosenberg (1979) found that maintenance of a low self-esteem 
may be advantageous to the individual. Since the person expects nothing 
from self, the individual cannot fail. Staying within the boundaries of 
not having to fail would be less threatening for the individual with 
low self-esteem. Competence, worth, and belonging would not have to be 
challenged by new tasks and behaviors.

Health Behaviors in Adolescents

Human integrity can be maintained by preventing hazards to 
life, functioning and well-being. The choices the adolescent makes 
regarding health behaviors can promote human integrity. Since ego 
identify and lifestyle are being formed during adolescence, it is ah 
advantageous time to develop wellness behaviors that can be integrated 
into a permanent way of life. A degree of self concern and an ability 
to withstand peer pressure are necessary in order to maintain wellness. 
Addressing basic needs of self and utilizing the time it takes to meet 
these needs must be done by the adolescent (Bruhn & Cordova, 1978).

Health behaviors are activities practices by the adolescent 
that can affect present or future health. For the purpose of this 
study, four areas will be explored? exercise, smoking, nutrition and 
drugs, alcohol and marijuana use. During school age years
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responsibility for self-care can be encouraged. Cognitive functioning 
allows decisions to be made about choices of lifestyle. Predicting 
future outcomes and interpreting present risks on future health status 
may be difficult for some adolescents to distinguish (Lipsitz, 1979).

For exercise to be beneficial, it needs to be done on a regular 
basis. Benefits from exercise include a well conditioned body, a sense 
of well-being, release from mental tension and relaxation. 
Opportunities are present for social interaction with peers and others 
(Pender, 1982). Success in physical activities increases confidence. A 
positive body image also occurs and a willingness to explore new skills 
or opportunities is present (Foster, 1983). Exercise not only increases 
coordination and muscle tone, but flexibility and cardiorespiratory 
endurance may be improved over time. Social and cultural norms 
influence where a person exercises and the type of exercising done 
(Pender, 1982).

Exercise comes easily to the early school-aged child, but as 

the child moves into adolescence, activity levels often decrease. The 
competition that school athletic programs provide in sports has been 
the focus for many adolescents. Personal commitment to physical 
exercise as a means of promoting personal health, however, may be 
lacking (Pender, 1982).

Smoking leads to such problems as cancer and emphysema. Despite 
the extensive research that has been done on the effects of smoking, 
people continue to smoke (Ebert, 1978; Maor, Klein, Kennday, Chretien, 
& Mardincy, 1978). There is an increasing incidence of women smokers
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and also an increase in the reported cases of lung cancer among women 
(Morbidity and Mortality Weekly Report, February 26, 1982). There does 
seem to be a slight decrease in the number of young people now smoking 
(Piper, 1980).

Drugs, alcohol and marijuana are often used for pleasure by the 
teenager. Sometimes they are used to relieve stress and boredom. Others 
approach drugs, alcohol and marijuana on an experimental basis or 
because of peer pressure. Health risks associated with drugs, alcohol 
and marijuana include interference with visual or motor perceptual 
skills, memory and thought processes, central nervous system effects 
and damage to various internal organs (Masland, 1980).

Adolescence is a time where food preferences are somewhat 
influenced by the peer group. Fast foods, sweets, candy and soft drinks 
often constitute a major part of the young person's diet. This 

influence arises, not only from the peer group, but also from the media 
and the conveniences of vending machines. Eating patterns have 
cultural, familial, ethnic, religious, and psychological implications 
and traditions. Throughout childhood food has often been used as 
bribes, rewards, comfort, entertainment,a means of self-expression and 
as a means of alleviating boredom, worry, frustration and anxiety. As a 
result, by the time a child reaches adolescence, many of these patterns 
are established (Nash & Ormiston, 1978).

Obesity is seen as a major health problem in the United States. 
Health risks such as hypertension, adult onset diabetes, heart disease 
and stroke can result from obesity and lead to an early death (DHHS,
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1984). Even though all overweight children will not become overweight 
adults, there is an increasing prevalence of obesity in childhood. A 
need exists to alert these young people to the potential health risks 
of continued obesity. Obesity becomes a sensitive issue in dealing with 
adolescents because of their concern for body image and peer 
acceptance. Concern over physical appearance may emotionally, socially 
or psychologically affect the adolescent (Wineman, 1980). Dealing with 
prejudice, discrimination, low self-esteem, depression, and peer 
opinion are some of the issues the obese adolescent faces.

Summary
Adolescents' abilities to , meet developmental and universal 

self-care requisites could prevent disease and ill health and promote 
wellness. The adolescent is dealing with developmental issues, 
including forming an identity and dependence/independence conflicts. 

Self-esteem may be affected during this time of growth and change. The 
perception of self may be related to the health behaviors adopted. The 
adolescent is forming a value system that will incorporate health 
behaviors into the lifestyle. Health behaviors are learned, and 
influenced by motivation, modeling and peer influence. The choices the 
adolescent makes regarding health behaviors may influence universal 
self-care requisites and affect present or future health.

Providing an atmosphere for enhancing self-care would allow the 
adolescent opportunities for promoting life, health and well-being. 
Nursing can assist the young person toward measures to enhance 
self-esteem and provide knowledge regarding risks and benefits of
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particular health behaviors„ With this information, the adolescent can 
make informed decisions.

Definition of Terms
Adolescent. An individual between 14 and 19 years of age, 

presently in the ninth to twelfth grade for the purpose of this study.
Health Behaviors. Activities including exercise, smoking, 

drugs, alcohol and marijuana, and nutrition practiced by the individual 
that can affect present or future health, as measured by the Health 
Behavior Assessment Scale (HBAS).

Self-Care. Activities initiated and performed by an individual 

to maintain life, health and well-being.
Self-Esteem. The evaluation of self based on feelings of 

belonging, competence and worth as determined by one's own abilities, 
attributes and capabilities, as measured by Coopersmith's Self-Esteem 
Inventory (CSEI).

Research Questions
The following research questions were tested in this study;

1. Amomg adolescents, high self-esteem scores will be associated 

with high scores on the Exercise subscale of the Health 
Behaviors Assessment Scale (HBAS).

2. Among adolescents, high self-esteem scores will be associated 
with high scores on the Nutrition subscale of the HBAS.

3. Among adolescents, high self-esteem scores will be associated 
with low scores on the Smoking subscale of HBAS.
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4. Among adolescents, high self-esteem scores will be associated 
with low scores on the Drug, Alcohol and Marijuana subscale of HBAS.



CHAPTER 2

REVIEW OF THE LITERATURE

The literature review covers two main areas: self-esteem and 
health behaviors as they relate to personal health of the adolescent. 
Selected health behaviors include exercise, smoking, substance abuse 
and nutrition. Studies of adolescents in these areas are limited.

Self Esteem
Self-esteem has been found to affect health and some health 

behaviors. One hundred and five diabetic adolescent girls were found to 
have a high correlation with levels of self-esteem and depression as 
related to levels of adjustment to diabetes as measured by the 
Rosenberg Self-Esteem Scale, the Beck Depression Inventory and the 
Diabetic Adjustment Scale (Sullivan, 1979). The Diabetic Adjustment 
Scale, designed for the study, measured the adjustment of the diabetic 
adolescent girl to peer and family relationships, dependence/ 
independence conflicts, and attitudes toward diabetes. Self-esteem was 
found to be important to the adjustment of diabetes for the adolescent 
female.

The relationship between anxiety, self-esteem, and locus of 
control was studied by Kellerman, Zelter, Ellenberg, Dash and Rigler 
(1980) using 517 adolescents. Three hundred forty-nine healthy

23
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adolescents were compared to 168 adolescents with chronic or serious 
diseases. The disease groups groups included cancer, heart disease, 
diabetes, cystic fibrosis, kidney disease and arthritis. Three scales? 
State-Trait Anxiety Inventory, Rosenberg Self-Esteem Scale, and Health 
Locus of Control Scale? were administered to each of the participants.
No difference was found in anxiety or self-esteem between healthy 
adolescents and the various ill groups. There were some differences 
shown between groups regarding locus of control. The belief that 
chronic or serious disease can lower self-esteem is questionable based 
on the results of this study.

Exercise has been found to have an effect on self-esteem. 
Sonstroem (1978) examined the relationship between physical ability and 
self-esteem in 221 adolescents and young adults. He found that 

self-esteem was significantly related to perceptions of physical 
ability and subsequently to actual performance. Being physically active 
increased physical ability and affected the perception of physical 
ability which in turn led to higher levels of self-esteem. Those with 
high self-esteem took pride in their bodies and desired to continue 
with exercise behaviors. As fitness was increased and maintained, the ^ 
cycle continued. It was not the actual fitness level that was 
important, but the perception of how fit the person was that brought 
about feelings of competence and increased self-esteem.

In a controlled study of 39 adult women (Janoski, Holmes, 
Solomon, & Aguiar, 1981) implemented a ten week aerobic exercise class.
At the end of the program, the experimental group showed not only an
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increase in physical ability and physical ■ fitness, but increased 
personal confidence in physical abilities and in nonphysical areas such 
as frustration tolerance. Physical fitness was not directly related to 
improvements in ability and confidence. This suggests that other 
factors, like group participation and expectancies may bring about 
these personal changes.

Obesity has been associated with low self-esteem. Held and Snow 
(1972) studied 46 adolescent females. Psychological difficulties 
manifested by feelings of depression, alienation and low self-esteem 
were significantly higher in the 23 obese females as compared to the 
non-obese group.

In an informal study of 10 obese adolescent females, Langford 

(1982) personally observed an increase in self-esteem of the partici
pants enrolled in her eight-week weight control program. These results 
must be interpreted with great caution, as no instruments were used to 
measure levels of self-esteem before or after the program.

Ahlgren, Norem, Hockhauser and Garvin (1982) found with 600 
fifth and sixth graders that those most likely to smoke had a parent 
who smoked as a model, had low self-esteem especially related to family 
and school contexts, disliked school, and feared failure. As students 
continued to smoke, their failure anxiety was reduced and a gradual 
increase in self-esteem was noted. Student were more likely to smoke if 
their source of self-esteem was primarily from their peers as compared 

to family.
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Low self-esteem has been cited as a predictor of adolescent 

drug use (Ahlgren & Norem-Hebeisen, 1979; Braucht, Brakarsh, 
Pollingstad, & Berry, 1973; Norem-Hebeisen, 1975). In the Ahlgren and 
Norem-Hebeisen study, 36 pretreatment, 21 in-treatment and 13 
post-treatment drug abusers were compared with two other groups. One 
group consisted of institutionalized dysfunctional youth (20 runaways 
at a residential center for runaways and 17 learning disabled, 
emotionally disturbed adolescents in a residential program) and the 
other group consisted of a normal school sample of 376 high school 
students. A total of 483 youths comprised the two groups. Self-esteem 
was measured by the Self-Assessment Scale (Norem-Hebeisen, 1975). 
Pretreatment and in-treatment drug abusers had significantly lower 
self-esteem measures on all seven scales compared with all other 
groups. The post-treatment group had self-esteem equal to or higher 

than the control group. The size of the various groups in this study 

were not closely matched which would compromise interpretation of 
results.

Attempting to determine a relationship between physical health 
and self-esteem could have implications for treatment, recovery and/or 
prevention of physical illness. Because of concern over social and 
behavioral aspects of illness, Antonucci and Jackson (1983) were led to 
study the relationship between physical health and self-esteem. A 
national survey was conducted in 1976 with 2264 adults selected by 
probability sampling procedures. The dependent variable, self-esteem, 
was measured by Rosenberg's Self-Esteem Scale against three independent
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variables of physical health, including 1 ) existence of a health 
problem (with a yes/no response), 2 ) type of health problem (with four 
categories —  no health problems, minor health problems, major health 
problems, and physical disabilities), and 3) perception of a health 
problem (where a five level index was available to the six questions 
asked). It was found that self-esteem was slightly higher in persons 
with no health problems as compared to individuals with a reported 
health problem of any kind. A predominantly linear relationship was 
found between increased severity of health problems and a decrease in 
self-esteem. Perception of good or ill health and levels of self-esteem 
mirrored results of analysis for presence or absence of a health 
problem and the type of health problem. Decreasing levels of self
esteem were associated with increased perceptions of ill health. 
Perception of ill health was the most important predictor of self
esteem in the multivariate model.

In summary, although the number of studies related to self
esteem in adolescence and health behaviors are limited, some patterns 
can be seen. Self-esteem appears to be important in adjustment to 
disease though not affected by a chronic illness. Perception of 
physical ability is positively related to high self-esteem. Self-esteem 
is seen as being positively related to physical health in adults. Low 
self-esteem is evident among adolescents who engage in smoking, drug 

use and who are obese in the studies reported.
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Health Behaviors

In a study conducted by Levenson, Morrow . and Pfefferbaum 
(1984), a self administered questionnaire examining attitudes toward 
health and illness was given to 600 middle school students and 240 
professionals of medicine, school nursing and teaching. Documented 
differences in these attitudes were noted between the two groups. 
Adolescents assigned more importance to health, reported a better 
personal health status, had more worry regarding their personal health 
and becoming sick, were more responsible for their health, and 
practiced harmful behaviors less frequently than the professional 
adults had predicted.

The results of the study suggest that health•is of importance 

to the adolescent and that adolescents worry over health. 
Responsibility for health was acknowledged by two-thirds of the 
students. Therefore among adolescents, personal accountability for 
health was suggested by these results. Although these adolescents 
practiced harmful behaviors less frequently than the professionals 
predicted, practicing harmful behaviors may be interpreted differently 
by adolescents and professionals. The perception of the harm done by 
certain behaviors may not be fully recognized by the adolescent. 
Certain behaviors professionals categorize as harmful may not be 
categorized as harmful by the young person. Some of the terminology 
used in the questionnaire could be interpreted differently and in 
varying degrees by the two groups. The results of the study must 
account for these differences.
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Predictors of adult health were studied by Bayer, Whissel- 
Beuchy, and Honzik (1980) in a 40-year longitudinal study involving 458 
participants from birth to 50 years„ Overall health ratings, weight 
status, blood pressure and personality measures were analyzed. Health 
was rated on a scale of 1 to 5 based on history and physical 
examination. Excellent health, with only minimal deviation from ideal 
health, was given a rating of 1. When severe illness or serious 
pathology was present, this category of poor health was given a rating 
of 5. Reliability of adult health assessment ratings between the two 
observes in the study was acceptable (r=.6 6 ).

According to the Bayer et al. study, both systolic and 
diastolic blood pressure among adolescents were moderately predictive 
of blood pressures among the adults. Health ratings among adolescents 
were only predictive of health in adulthood among female adults. 
Height/weight ratios were very stable from childhood to adolescence and 

moderately stable from adolescence to adult middle age in both sexes. 
Personality traits of the adolescent were significantly related to 
adult health. Teens with, calm, controlled personalities, who felt good 
about themselves, tended to have good health as adults. Men's health 
seemed to be more strongly influenced by personality traits as measured 
by the California Psychological Inventory and the California Q-Sort. 
Some of the personality traits were well-being, intellectual 
efficiency, responsibility, achievement vice conformance, self control 
and socialization.
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Mechanic (1979) examined the stability of ten types of adult 
health and illness behaviors among 302 young adults. This was a 16 year 
follow-up study in an attempt to identify predictable patterns among 10 
health behaviors; use of seat belts, smoking, risk-taking, exercise, 
enjoying physical activity, release, preventive health care, drinking 
behavior, perception of physical health and personal control over 
illness. Only modest correlations (p<.05) resulted among the variables 
with no single pattern of healthful responses. Use of seat belts 
related to smoking (r=.23) and a positive perception of physical health 
(r=.22). Smoking was related to a poorer perception of physical health 
(r=.26), to more drinking (r=.27), and less preventive medical care 

(r=-.12). Individuals taking risks enjoyed physical activity (r=.18), 
drank more (r=.26), and were less likely to participate in preventive 
medical care (r=-.16). Persons exercising more enjoyed physical 
activity (r=.43), had perceived personal control over illness (r=.27), 
viewed their physical health as positive (r=.2 1 ), wore seat belts 
(r=.13), and were less likely to smoke (r=-„20). Individuals who 
enjoyed physical activity viewed their personal health as positive 
(r=.31), had a high sense of personal control over illness (r=.28) and 
engaged in preventive medical care (.16). Engaging in preventive 
medical care was related to less drinking (r=-.1 2 ) and a positive 
perception of physical health (r=.18). Releasing oneself from 
activities when ill was related to a poorer perception of physical 
health (-.17), which was related to. a low personal control over illness 

(r— .2 8 ).
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Health habits such as getting enough sleep, eating a balanced 
diet, avoiding smoking and exercising have often been associated with 
good health. Belloc and Breslow (1972) gathered data from 6928 adults 
using questionnaires to assess health status and health practices. 
Physical health status was determined utilizing a scaling system of 
seven categories. These categories ranged from severe disability to a 

condition without disability and with great vigor. Health practices 
explored were sleep patterns, regularity of meals, physical activity, 
alcohol consumption, and smoking. People who engaged in the following 
practices were noted to have a better physical health status than those 
who didn’t; 1 ) kept within a few pounds of ideal weight, 2 ) engaged in 
frequent sports or activities, 3) slept seven to eight hours a night, 
4) ate a regular breakfast, 5) did not eat between meals, 6 ) did not 
smoke, and 7) drank moderately or not at all.

Better physical health was found among subjects reporting all 
seven favorable characteristics, as compared to people reporting six or 
fewer habits. This association was found regardless of age, sex or 
economic status. The relationship was found to be cumulative. Those 

over 75 years of age who engaged in all seven practices had a physical 
health status equivalent to those 35 to 44 years of age who followed 
fewer than three practices. Individuals between 55 and 64 following all 
seven practices had a health status parallel to the 25 to 34 year old 
age group utilizing three or fewer practices. The results are of 
interest but need to be interpreted somewhat guardedly because they
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were based on survivors of the age groups and changes in health habits 
over the years were not reflected in the questionnaire.

In summary, studies reflecting health behavior especially among 
adolescents are very limited. Adolescents' perceptions toward health 
and health behaviors differ from what adult professionals predicted.. 
Identifying consistent predictors and patterns of good health have been 
difficult. Practicing certain health behaviors does seem to influence 
one's health status. Other variables have been identified as being 
influential in the choice of health behaviors practiced among 
adolescents. They include role modeling, peer influence, parental 
support, experimentation, risk taking and locus of control.

. Despite the limited amount of literature available with regard 
to health behaviors and self-esteem, a relationship appears to be 
present. As to whether or not self-esteem precedes the behavior or is a 
result of the behavior is questionable. More research into this 
relationship among adolescents is needed. This study was designed to 
contribute additional knowledge specifically about the relationship 
between self-esteem and self-care practices among adolescents.



CHAPTER 3

METHODOLOGY AND DESCRIPTION OF 
DEMOGRAPHIC VARIABLES

Design

The design of this study was both descriptive and exploratory 
in nature. The variable measured was self-esteem, using the Coopersmith 

Self-Esteem Inventory (Coopersmith, 1967) (Appendix A) and the Stensrud 
Health Behavior Assessment Scale (Stensrud, 1985) (Appendix B)„ Items 
measured in the Health Behavior Assessment Scale included exercise; 
smoking; drugs, alcohol and marijuana; and nutrition.

Sample and Setting

A convenience sample of 100 adolescents between the ages of 14 
and 19 were used for this study. All the subjects were currently 
enrolled in a rural high school located in a southwestern town. The 
average age was 16.2 years (S.D.=1.3). Table 1 presents the demographic 
variable of race among this population. Seventy-four percent were 
Caucasian and twenty-three percent Hispanic (Table 1). The predominant 

religion in this group was Catholic (57%) followed by Protestant (30%) 
(Table 2).

Protection of Human Subjects
The proposal was reviewed and approved by the Human Subjects 

Review Committee of the University of Arizona (Appendix C). All
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Table 1„ Demographic Information on Race of Sample 
Among Adolescents

(N = 95)

Race Frequencies Percentage

Caucasian 70 (74)
Black 0 (0 )
Hispanic 22 (23)
Indian 2 (2 )
Asian 1 (1 )



Table 2. Demographic Information on Religious Preference 
of Sample Among Adolescents

(N = 98)

Religion Frequencies Percentage

Protestant 29 (30)

Catholic 46 (47)

Jewish 0 (0 )

Other 12 (1 2 )
None 11 (1 1 )
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voluntary participants were informed of the study through the dis
claimer (Appendix D). The Superintendent of the school district did not 
feel parental consent was necessary for this study and granted approval 
for the study to be conducted at the high school.

Data Collection Procedure

Pilot Study on Health Behavior Assessment Scale
A pilot study was conducted on eight adolescents using the 

Health Behavior Assessment Scale to estimate reliability and validity. 
Face and content validity of the instrument was achieved by reviewing 
the items with a panel of the following faculty at the University of 
Arizona College of Nursings Lois Prosser, MS, Dr. Linda Phillips, and 
Dr. Pamela Reed. Revisions were made following the review.

Test-Retest
The test-retest was done to measure stability of the instrument 

on a pilot group of eight students using the HBAS. Three weeks 
intervened between the two tests. A significance level of <.05 was set 
for criteria and an r>.70 was considered acceptable.

The HBAS and four subscales (Exercise? Smoking; Drugs, Alcohol 
and Marijuana.; and Nutrition) were all significant with r ranging from 
.80 to .93 on the subscales and r=.96 on the HBAS (Table 3). Stability 
of the instrument was seen with this small sample.
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Table 3, Test-Retest of HBAS Using Pearson Correlations

RHBAS RExercise RSmoking RDAM RNutrition

HBAS
Exercise
Smoking
DAM
Nutrition

9 5***

.93***

.89* **
.80**

.93***

* p<„05
** p<.01
*** P<.001
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Test Administration
One hundred questionnaires were administered to a freshman, 

sophomore, junior and senior English class at the high school during 
class time on the same day. The odd numbered questionnaires had the 
CSEI as the first tool. The remaining fifty had the HBAS as the first 
instrument. Directions were found at the top of each instrument. 
Subjects were requested to choose only one response.

A t-test was done to control for response bias caused by order 
of presentation of the instruments. The investigator randomly assigned 
the questionnaires and instructed the subjects as a group to read the 

disclaimer on the first page before proceeding to the instruments. The 
subjects were then referred to the directions at the top of each 
questionnaire before responding to the questions. Approximately 15 to 
20 minutes was needed to complete both tools.

Instruments

Coopersmith Self-Esteem Inventory.(CSEI)
The instrument chosen to measure self-esteem was Coopersmith's 

Self-Esteem Inventory (Coopersmith, 1967). Two forms were developed by 
Coopersmith; a school form for children 8 to 15 with 58 items, and an 
adult form for ages 16 and above with 25 items. The adult form was used 
for this study because of its brevity. Directions were located at the 

top of the instrument. Two response alternatives were available for 
each items "like me" or "unlike me". Subjects were encouraged to select
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only one response. The correct response, according to the key, was 
given a score of "1" and an incorrect response received a "O”.

A total score was obtained for the CSEI by summating correct 
responses. A score of 25 points indicated high self-esteem. No exact 

criteria has been established for high, medium or low levels of 
self-esteem. In general, the upper quartile can be considered 
indicative of high self-esteem while the lower quartile indicates low 

self-esteem. The interquartile range reflects medium self-esteem. This 
varies depending on the sample, population characteristics, score 
distributions and clinical considerations (Coppersmith, 1984).

Coefficient alpha for the total scores of the school form and 
the adult form correlate at .8 6 . The adult form was based on item 
analysis of the school form. The twenty-five items which showed the 
highest item-total score relationship of scores from the school form 
were used to create the adult form. Specific validity work on the adult 
form is not available, but Johnson, Redfield, Miller and Simpson (1983) 

recently reported findings using the school form with 105 fifth grade 
students. TO estimate construct validity, the CSEI school form was 
compared to Piers-Harris Children's Self Concept Scale (CSCS), the 

Children's Social Desirability Scale (CSDS), and the Coopersmith 
Behavioral Academic Assessment Scale (BASE). The CSEI had convergent 
validity with regard to CSCS (r=.63, p<.01) and the Coopersmith 
Behavioral Academic Assessment Scale (BASE) (r=.47, p<.01), and 
diverged from results of the CSDS (r=„17, p>.05), indicating that the 
CSDS does not measure the same construct as the SEI, CSCS and BASE.
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Health Behavior Assessment Scale (HBAS)
The HBAS was developed by the investigator after reviewing the 

literature and examining the Health Behavior Scale (Young, 1982), the 
Health Profile of Bonaguro (1979), and Healthstyle (Minnesota 
Department of Health, 1980) „ The HBAS was given to a pilot group of 
eight students between the ages of 14 and 17. This was done to assess 
whether the directions and "the questions were understandable and 
determine the length of time required to administer the test. A 
test-retest, with a three week interval, was given by the investigator 
to this group to estimate reliability. Correlation was r=.96, p<.001. 
Face and content validity were evaluated by a panel of experts.

The HBAS includes 25 items and four subscales. The four sub
scales of health behavior being examined are exercise; smoking; drugs, 
alcohol and marijuana; and nutrition. Each subscale consists of three 
areas. —  frequency of the specific health behavior, age of onset for 
that behavior, and the importance of that behavior to the individual. 
Frequency of health behaviors is.measured using a six-point Likert type 

scale for fifteen items on the various subscales. The six response 
categories are; "never™, "rarely", "sometimes", "often", "very often", 
and "always", with "never" having a score of 1 and "always" having a 
score of 6 .

Age of onset for a specific behavior is measured by four 
questions with six possible responses. Five of the responses for 
specific age ranges (age 9 or below, 10-11 years, 12-14 years, 15-16 
years, 17 or older), and the sixth response indicated no involvement



41

The importance of each of the health behaviors to the subject 
is measured by four questions using a four-point Likert scale. The 
categories are "not important", "somewhat important", "important", and 
"very important". "Not important" is scored as a 1 and "very important" 
is scored as a 4.

One item in the smoking subscale has a yes/no response. Reverse 
scoring is used on 17 of the 25 items to portray item and subscale 
scores consistently. Question 25 is not included in any of the 

subscales but reports the degree of overweight as perceived by the 
subject with a range of 1 to 4. The responses are "not at all", "a 
little bit", "a moderate amount", and "very much"„ Reverse scoring is 
done to give "not at all" a score of 4 and "very much" a score of 1. A 
guide for reverse scoring the HBAS is provided in Appendix E. Scoring 
is done by summating within subscales and the total instrument. High 
scores are indicative of positive health behaviors.

Demographic information includes age, sex, race, religion, 
occupation of head of household and highest grade of education 
completed by head of household. The last two items are used to give an 
estimation of socioeconomic status using Hollingshead's Two Factor. 
Index of Social Position (Miller, 1977).

The Hollingshead Two Factor Index of Social Position (Miller, 
1977) is used to determine socioeconomic status. The occupational scale 
employs a seven-point scale that classifies professions into different

for that particular behavior. Scoring is done on a 6-point scale which

ranged from 1 to 6 and corresponds to the subject's choice.



groups and businesses by size and economic value. Of the sample group 
used for this study, fifty percent of the heads of household were
classified as skilled workers, owners of small businesses or 
technicians, sales workers or clerical workers„ The educational scale 
consists of seven categories. Thirty-nine percent of the heads of 
household had completed high school. Twenty-three percent had partial 
college (at least one year of college courses).

The Index of Social Position (Factor Weight) score is deter
mined by multiplying the occupation scale by seven and the education 
scale by four and then add these two figures. The scores range from 11 

to 77 and are divided into five classes. Low scores (11) indicate high 
socioeconomic position and high scores are indicative of low 
socioeconomic status. Table 4 indicates that of those reporting (n=91), 
the mean was 41 (S.D.=13.15) with a range from 11 to 69. This places in 
the group in Class II, or middle socioeconomic status.

Reliability Analysis
Reliability analyses were conducted for the HBAS and subscales 

and the CSEI (Table 5). Cronbach’s alpha and inter-item mean 
correlations was reported for each scale. Cronbach's alpha was computed 
as an estimate of internal consistency. The criterion level of .70 was 
set for the Cronbach alpha (Polit & Hungler, 1983).

The HBAS (N=94) had a standardized Cronbach*s alpha of .83 with 

an inter-item correlation mean of r=.17. The Cronbach alpha was 
acceptable for a new tool. The five item Exercise subscale had a 
standardized alpha of a=.72 (N=94) and an inter-item correlation mean

42
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Table 4. Hollingshead's Two Factor Index of Social Position
(N = 91)

J

Frequencies Percentage Range of Scores

Class I 4 (5) 11-17
Class II 20 (2 1 ) 18-31
Class III 39 (43) 32-47
Class IV 29 - (27) 48-63
Class V 4 (4) 64-77

Mean = 41.09 
S.D. = 13.15
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Table 5„ Reliability Analysis for HBAS, Subscales and CSEI

Cronbach 
alpha 

(Over .70)
Inter-Item 
Correlation 

Mean (.30-.70)

HBAS (N=94) .83 .17
Exercise (N=94) .72 .34
Smoking (N=94) .79 .49
DAM (N=94) .85 .45
Nutrition (N=94) .63* H OO

CSEI (N=95) in00 .18
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of r=„34„ The four-item Smoking Subscale demonstrated a Cronbach alpha 

of ot=„79 with an inter-item correlation mean of r=.49 (N=94)„ The 
Drugs, Alcohol and Marijuana Subscale included seven items that had an 
inter-item correlation mean of r=„45„ The Cronbach alpha for this 
subscale was a=„85 (N=94).

The final subscale was the Nutrition Subscale. This eight item 
scale had a standardized alpha of a =.63 and an inter-item correlation 
mean of r=.18 (N=94). The standardized alpha does not meet minimum 
acceptability of criteria. On the item total statistics, the alpha 
would have increased to .71 if the question "How often do you go on 
diets?" had been eliminated. It is apparent that before further testing 
of the instrument is conducted, revisions of the nutrition scale would 
be in order.

The CSEI had a Cronbach alpha of .85 which is quite comparable _ 

to the standardized results of the CSEI (a=.8 6 ). Inter-item corelation 
mean was r=.18.

Analysis of Data 
Distributions of the subjects according to age, sex, race, 

religion and socioeconomic status (Factor Weight) were obtained and 
reported in the sample section of this chapter. Frequencies, 
percentages, means and standard deviations were obtained for each item 
on the HBAS, the HBAS subscales and the CSEI total score. A Pearson 
correlation coefficient was used to examine the relationship between 
the variables and to test the research questions. Multiple regression 
analysis was conducted to assess the effects of socioeconomic status
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(Factor Weight) on HBAS and CSEI as well as on the nutrition subscale 
and CSEI. A t-test was conducted to determine if there was a difference 
in group means related to the order in which the tools were 
administered.

Reliability coefficients were obtained for each of the sub- 

scales on the HBAS and the HBAS itself as well as the CSEI. A 
test-retest was done to assess the stability of the HBAS using a three 
week interval of time between administration of the tool. Pearson 

correlation coefficients were measured on the HBAS and the four 
subscales. This information has been presented in this chapter.



CHAPTER 4

PRESENTATION AND ANALYSIS OF DATA 
DISCUSSION AND LIMITATIONS

The variables of self-esteem using the Coppersmith Self-Esteem 
Inventory (CSEI) and the selected health behaviors of Exercise? 

Smoking? Drugs, Alcohol and Marijuana? and Nutrition using the Health 
Behavior Assessment Scale (HBAS) will be analyzed with the results 
obtained from data analysis. The four research questions will be 
discussed based on findings from the data:

1. Among adolescents, high self-esteem scores will be associated 
with high scores on the Exercise subscale of the Health Behavior 
Assessment Scale.

2. Among adolescents, high self-esteem scores will be associated 
with high scores on the Nutrition subscale of the HBAS.

3. Among adolescents, high self-esteem scores will be associated 

with low scores on the Smoking subscale of the HBAS.

4. Among adolescents, high self-esteem scores will be associated 
with low scores on the Drug, Alcohol and Marijuana subscale of the 
HBAS.

Frequencies of the HBAS, subscales and CSEI will first be 
presented. The results of the student's t-test to determine if order of 
the instruments is reflected in the respondent's answers will then be 

analyzed. Findings related to the research questions using the Pearson

47
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correlation coefficients will be presented. Additional significant 
findings will conclude this section. A discussion of the findings and 
limitations to the study will conclude the chapter.

Findings Related to HBAS
The HBAS and subscales will be presented in two parts. The 

first is the analysis of the total instrument and subscales. The second 
section is a discussion of the results of the individual items.

Results of Analysis for the Total Score
The range of possible scores for the HBAS was 24 to 132. Table 

6 revealed the actual range of scores for this sample (N=94) was from 
57 to 126. The mean score was 97.39 with a standard deviation of 12.45.

The Exercise Subscale had a possible range of 5 to 28. The 
actual range was from 10 to 28. The mean was 19.19 with a standard 
deviation of 4.36 (N=99). The range on the Smoking Subscale was from 4 
to 18. The sample studied (N=96) had a range of 4 to 18 with a mean of 
14.82 and a standard deviation of 3.56. The Drug, Alcohol and Marijuana 
(DAM) Subscale had a possible range from 7 to 40. A reported range was 
12 to 40 with a mean of 35.50 and a standard deviation of 5.08 (N=97). 

The potential range for the Nutrition Subscale was 8 to 46. Data 
revealed a range with this sample (N=99) of 16 to 42 with a mean of 
27.96 and a standard deviation of 5.65.
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Table 6. Mean, Standard Deviation, Range and Possible Range 
of the HBAS, HBAS Subscales, and CSEI

Mean S.D. Range
Possible
Range

HBAS 97.39
N=94

Exercise 19.19
N=99
Smoking 14.82
N=96
Drugs, Alcohol, 35.50
& Marijuana
N=97
Nutrition 27.96
N=99

CSEI 17.07

12.45 69 (24-132)

4.36 18 (5-28)

3.56 14 (4-18)

5.08 28 (7-40)

5.65 26 (8-46)

5.27 21 (0-25)
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Discussion of Individual Items
For each item response, frequencies and percentages are 

provided for the total sample„ Percentages are recorded in parenthesis. 
The answers reported include recoded items.

Exercise Subscale. The analysis of data showed that a majority 
of the sample (N=99) often engaged in exercise programs. Sixty-six 
percent reported "often" to "always" participating in exercise 
programs. Only 11 percent reported "rarely" or "never" engaging in an 
exercise program. Fifteen percent are not involved in an exercise 
program. Responses indicated that most of the adolescents (69%) felt 
their exercise program was strenuous enough to induce perspiration. 
When available, a majority (51%) of the group "rarely" and "sometimes" 
used stairs. Most of the adolescents (73%) felt that exercise was 
"important" or "very important" to them. Thirty-seven percent began 
their exercise program between 12 and 14 years of age. Another 36% 
started an exercise program for themselves before 12 years of age 
(Table 7).

Smoking Subscale. The majority of this sample had not smoked 
(54%). Sixty-five percent reported not using tobacco in any form. It is 
interesting to note that in the previous item, 54 respondents said they 
have never smoked. Only 15% reported smoking "often" or "always". 
Twenty-seven percent reported trying smoking between 12 and 14 years of 
age. Most of the adolescents (88%) reported that they do not find 
smoking important to them (Table 8 ).



Table 7. Exercise Subscale Among Adolescents:
Frequencies and Percentages of Responses

Responses
Item Frequencies (Percentages)

1 How often do you participate Some Very
in an exercise program of at 
least four times a week

Never Rarely times Often Often Always
(i.e., walking, hiking, run
ning, swimming)? (N=99)

1 (1 ) 9(9) 23(23) 19(19) 2 0 (2 0 ) 27(27)

2 How often is your exercise 
strenuous enough to. make you 
perspire? (N=100)

0 (0 ) 4(4) 27(27) 25(25) 2 0 (2 0 ) 24(24)

3 How often do you use stairs, 
when given the option? (N=1 0 0)

6 (6 ) 25(25) 26(26) 16(16) 18(18) 9(9)

4 How important is exercise Not Somewhat Very
to you? (N=1 0 0 ) Important Important Important Important

1 (1 ) 26(26) 34(34) 39(39)

No exercise
5 At what age did you begin <9yr 10-llyr 12-14yr 15-16yr >17yr Program

an exercise program for
yourself? (N=100) 2 0 (2 0 ) 16(16) 37(37) 11(11) 1 (1 ) 15(15)



Table 8. Smoking Subscale Among Adolescents:
Frequencies and Percentages of Responses

Responses
Item Frequencies (Percentages)

6 Have you ever smoked? Yes = 46(46)
(N=100) No = 54(54)

7 How often do you use Some Very
tobacco (any form)? 
(N=100);

Never Rarely times Often Often Always
65(65) 16(16) 4(4) 3(3) 5(5) 7(7)

8 At what age did you first 
try tobacco? (N=98)

<9yr 10-llyr 12-14yr 15-16yr >17yr Never
7(7) 9(9) 26(27) 7(7) 1 (1 ) 48(49)

9 How important is smoking Not Somewhat Very
to you? (N=99) Important Important Important - Important

87(88) 9(9) 2 (2 ) - 1 (1 )
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Drugst Alcohol and Marijuana Subscale. Thirty-nine percent of 
the sample reported not drinking alcoholic beverages and 28% reported 
drinking "rarely”. Fourteen percent indicated that they drank alcohol 
"often" or "very often" (Table 9). The data revealed that 87 percent of 
the respondents "never" took drugs that affected their state of health. 
Five percent reported using these drugs "often" or "very often". Most 
of the sample (66%) did not use excessive amounts of medicines. 

Twenty-four percent reported "rarely" using medicines to excess. 
Seventy-seven percent reported not having tried marijuana.' Only nine 
percent report using it "often" or "always". The vast majority (92%) 
felt that the use of drugs, alcohol, or marijuana was not important to 
them. Eighty-seven percent did not combine alcohol with drugs. Only 
three percent reported engaging in this practice often. Twenty-seven 
percent began using drugs, alcohol or marijuana between the ages of 12 

to 16 with the larger group beginning between ages 12 and 14 (28%). 
Forty-two percent stated they had never tried drugs, alcohol or 
marijuana.

Nutrition Subscale. Forty-eight percent reported "often" or 
"always" eating a nutritious diet. Thirty-six percent "sometimes" ate a 
nutritious diet. A majority of the sample (54%) "often" or "always" ate 
junk food. Forty percent "sometimes" ate junk food. Thirty-seven 
percent reported "rarely" or "never" salting their food. Forty-four 
percent used salt "often" or "always". The majority (51%) did not find 
nutritious eating habits important to them. Thirty-nine percent felt 
nutritious eating habits, were "somewhat important". Forty-three percent



Table 9. Drugs, Alcohol and Marijuana Subscale Among Adolescents:
Frequencies and Percentages of Responses

Responses
Items Frequencies (Percentages)

10 How often do you drink Some Very
alcoholic beverages (i.e., 
beer, wine, whiskey)?

Never Rarely times Often Often Always
(N=100) 39(39) 28(28) 19(19) 1 0 (1 0 ) 4(4) 0 (0 )

11 How often do you take drugs 
that affect your state of 
mind (i.e., cocaine, LSD, 
"uppers", "downers")? 
(N=100)

87(87) 3(3) 5(5) 2 (2 ) 3(3) 0 (0 )

12 How often do you use 
excessive amounts of 
medicine? (N=100)

6 6 (6 6 ) 24(24) 6 (6 ) 2 (2 ) 1 (1 ) . Kl)

13 How often do you smoke 
marijuana? (M=100)

77(77) 1 2 (1 2 ) 2 (2 ) 4(4) 2 (2 ) 3(3)

15 How often do you use' 
alcohol in combination

87(87) 6 (6 ) 4(4) 1 (1 ) 2 (2 )
with drugs of any kind? 
(N=100)

(Continued)



Table 9, continued

Item
Responses

Frequencies (Percentages)

14 How important is using drugs 
alcohol or marijuana to you? 
(N=100)

Not
Important
92(92)

Somewhat
Important

5(5)
Important

2 (2 )

Very
Important

Id)

16 At what age did you first 
try drugs, alcohol, or

<9yr 10-llyr 12-I4yr 15-16yr >17yr Never
marijuana? (N=97) 5(5) 3(3) 27(28) 18(19) 3(3) 41(42)
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"never" went on diets. Twenty-six percent "sometimes" went on diets and 
only 16% "often" or "always" went on diets. Eight percent of the sample 
drank soda "often" or "always", and an additional twenty-nine percent

r

"sometimes" drank soda. The majority (55%) drank caffeinated beverages 

"often". Only 21% "rarely" or "never" drank beverages with caffeine. 
Twenty-eight percent began nutritious eating habits between the ages of 
12 and 14 years, and 21% began nutrition eating between ages 15 to 16 
years. Seventeen percent are not practicing nutritious eating habits 
(Table 10).

Findings Related to the Coppersmith 
Self-Esteem Inventory (CSEI)

The total range possible for the CSEI was 0 to 25. The results 
of study revealed a range of 3 to 24 (n=94). The mean score was 17.07, 
median score was 18.50, and the standard deviation was 5.27. The group 
placed in the interquartile range which reflects medium self-esteem. 
Total scores on the CSEI were considered for interpretation of data and 
not individual items.

Student's t-test for Order of 
Administration of Instruments

A student's t-test was conducted to accept or reject the null 
hypothesis that order of administration of the two instruments (HBAS 
and CSEI) would make no difference in the way the respondents reacted 
to the tools. The criteria of p<.05 was established for a significance 
level. There was no significant difference found in variance which 
shows homogeneity of the two groups, therefore pooled variance was



Table 10. Nutrition Subscale Among Adolescents:
Frequencies and Percentages of Responses

Responses
Item Frequencies (Percentages)

Never Rarely
Some
times Often

Very
Often Always

17 How often do you eat a diet 
that is nutritious for you? 
(N=100)

3(3) 13(13) 36(36) 21(21) 20(20) 7(7)

18 How often do you eat junk 
food (i.e., candy bars, 
sweets, ice cream)? (N=99)

1(1) 5(5) 40(40) 28(28) 13(13) 12(12)

19 How often do you salt your 
food? (N=100)

17(17) 20(20) 19(19) 22(22) 8(8) 14(14)

21 How often do you go oh diets? 
. (N=100) '•

43(43) 15(15) 26(26) 11(11) 3(3) 2(2)

22 How often do you drink sodas? 
(N=100)

5(5) 8(8) 29(29) 23(23) 18(18) 17(17)

23 How often do you drink 
caffeinated beverages (i.e., 
coffee, tea, cola)? (N=100)

7(7) 14(14) 24.(24) 16(16) 24(24) 15(15)

(Continued)



Table 10, continued

Item
Responses

Frequencies (Percentages)

20 How important are nutritious 
eating habits to you?
(N=100)

Not
Important

50(51)

Somewhat
Important

39(39)

Important

3(3)

Very
Important

7(7)

24 At what age did you first 
begin nutritious eating

<9yr 10-llyr 12-14yr 15-16yr >_17yr Never
habits? (N=100) 17(17) 11(11) 28(28) 21(21) 6(6) 17(17)



59
used. The null hypothesis was accepted, based on lack of significance 
in the pooled variance (HBAS t=.82; CSEI t=.96) (Table 11).

Findings Related to the Research Questions
Pearson correlation coefficients were used to test the research 

questions. The minimum accepted criterion level was p<_.05. The first 
research question stated that among adolescents, high self-esteem 
scores will be associated with high scores on the Exercise Subscale of 
the Health Behavior Assessment Scale (HBAS). Pearson product 
correlation coefficient indicated that self-esteem was positively 
related to exercise (r=.29; p<.01; N=93) (Table 12).

The second research question stated that among adolescents, 

high self-esteem scores will be associated with high scores on the 
Nutrition Subscale of the HBAS. The results of the analysis indicate 
that there is a positive relationship (r=.23; p<.05; N=93) between 
these two variables as predicted.

The third research question predicted that among adolescents, 
high self-esteem scores will he associated with low scores on the 
Smoking Subscale of the HBAS. This question was rejected because the 
data showed a positive, nonsignificant relationship between these two 
variables (r=.18; p=.09; N=91).

The final research question stated that among adolescents, high 
self-esteem will be associated with low scores on the Drug, Alcohol and 
Marijuana subscale of the HBAS. This question was also rejected (r=.20, 
p=.054; N=92), although there was a trend toward significance.



Table 11. Student's t-test for Order of 
Administration of Instrument 

(N=100)

Pooled Variance Estimate 2-tailed
T-value Degrees of Freedom Probability

HBAS -.23 98 .82
CSEI .05 98 .96



*
**
***

Table 12. Pearson Correlation Coefficients on CSEI, HBAS, Subscales 
(Exercise; Smoking; Drugs, Alcohol & Marijuana; Nutrition) and Factor Weight (FW)

CSEI Exercise Smoking DAM Nutrition FW
HBAS .33*** .53***

(N=94)
.67***
(N=93)

71***
(N=94)

.76***
(N=94)

-.23*
(N-85)

CSEI 29**
(N=93)

.18
(N=91)

.20
(N=92)

.23*
(N=93)

-.15
(N=86)

Exercise .07
(N=95)

.04
(N=96)

.38***
(N=98)

-.18
(N=90)

Smoking 71 ***
(N=95)

.18
(N=95)

-.06
(N=88)

DAM .23*
(N=96)

-.13
(N=88)

Nutrition -.24*
(N=90)

P<-05 
p<. 01 
p<.001

CDH



62

Additional Analysis
Demographic variables included age, sex, race, religion and 

socioeconomic status. Of all the demographic variables run, socioeco
nomic status, as measured by Hollingshead Two Factor Index of Social 
Position (Miller, 1977), was the only variable that significantly 
affected any of the subscales. Socioeconomic status was reported as 
Factor Weight (FW)„ Multiple regression was run to determine the 
effects of Factor Weight (FW) on HBAS in relation to CESI. The effect 

of FW on the Nutrition Subscale in relation to CSEI was also analyzed. 

An N of 81 was used based on listwise deletion. With the Pearson 
correlation coefficients, a relationship was present between FW and
HBAS (-.23, .05; N=85) and between FW and nutrition (-.24, .05; N=90).

2Factor Weight by itself did not affect CSEI (r =.03; signifi
cant F change=.16). Zero order correlation on the HBAS and CSEI was .36 
(Table 13). When HBAS was entered into the. equation, the partial 

correlation was .34 with a F significance of <.01. FW did not 
significantly affect HBAS and CSEI (Table 14).

The effects of FW on the Nutrition Subscale in relation to CSEI 
were examined because FW had a relationship with Nutrition (-.24; .05;
N=90). Zero order correlation of Nutrition and CSEI was .24. The

2partial correlation was .221 with a t significance of .06 (r =.07; with 
a significant F change of .06). Factor Weight had an impact on the 
relationship between the Nutrition Subscale and CSEI. Three reasons may 
partially account for the relationship between Nutrition and CSEI to 
lack significance as indicated by multiple regression. Measurement
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Table 13. Multiple Regression; Zero Order of Correlation
of FW with HBAS and CSEI, and FW with Nutrition and CSEI

FW HBAS Nutrition CSEI

FW 1.0 i—1CMr -.23 -.16

HBAS 1.0 00 .36

Nutrition 1.0 .24

CSEI 1.0

A
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error was seen in reliability analysis of the Nutrition Subscale with a 
Cronbach alpha of .63. Secondly, a difference in sample size was seen. 
The multiple regression had a sample size of 81 and the Pearson 
correlation used an N of 93. The final possibility was a partially 
lowered shared variance with FW and the Nutrition Subscale.

In exploratory analysis, five correlations were of significance 
and warrant discussion in this section. Pearson correlations between 
the two main instruments were positively related (r=.33, p<„001; N=89). 

Even after FW was taken out of the equation, the relationship was still 
significant (r=.34, p<„01; N=81). Secondly, each of the four subscales 
were strongly related to the HBAS, which one would expect. The 
correlations to HBAS were as follows: Exercise (r=.53, p<.001, N=94); 
Smoking (r=.67, pC.OOl, N=93); Drugs, Alcohol and Marijuana (r=.71, 
pC.OOl, N=94), and Nutrition (r=.76, p<.001, N=94). Thirdly, a 
moderately strong relationship was noted between exercise and nutrition 
(r=.38, p<.001, N=98). Another strong relationship with significance 
was noted between smoking and DAM (r=.71, p<.00l, N=95). And finally, 
interesting relationship existed between DAM and Nutrition (r=.23, 
p<„05, N=96) (Table 14).

Discussion of the Findings
Discussion of the findings will be presented in five sections. 

First, the Coopersmith Self Esteem Inventory (CSEI) and the Health 
Behavior Assessment Scale (HBAS) will be discussed, followed by a 
discussion of the results of the research questions.



Table 14. Multiple Regressions Effects of Factor Weight (FW) 
on HBAS and CSEI Effects of FW on Nutrition and CSEI

FW HBAS FW Nutrition

CSEI
r squared .03 .14 .03 .07
Significant F change .16 .01 .16 .06
Partial -.16 .34 -.16 .21

Significant T .16 .01 .16 .06
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The next section will deal with some of the frequency results 

of analysis. Importance of the health behavior and age of onset of the 
health behavior will be discussed. Correlations between some of the 
subscales will also be addressed. The chapter will conclude with 
limitations to this study.

There appears to be a moderately strong relationship between 
the CSEI and the HBAS (r=.33, pC.OOl). This can be interpreted as the 
higher one is assessed in self-esteem, the more likely positive health 
behaviors will be practiced. This is supported by the literature 
(Antonucci & Jackson, 1983; Janoski, et al., 1981). This relationship 
is stronger than any of the individual subscales. Further refinement 
needs to be done on the individual subscales of the HBAS.

A relationship exists between the CSEI and Exercise subscales 
predicted in the first research question. Those adolescents with higher 
self-esteem exercise more or have more positive exercise behaviors. 
This is supported by the literature (Belloc & Breslow, 1972; Janoski, 
et al., 1981; Sonstroem, 1978). As to whether or not the self-esteem 
increases as a result of exercise, or those with higher self-esteem are 

more likely to engage in exercise remains unanswered.
A relationship appears to exist between high self-esteem and 

nutrition on the Pearson correlations (r=.23, p<.05, N=92) as predicted 
in the second research question. When Factor.Weight (FW) was taken out 
with multiple regression, the results became nonsignificant (r=.21, 
p=.06). Reliability analysis on the Nutrition subscale was also below 
accepted criteria. It is apparent that additional work on the Nutrition



67

Subscale would be in order before additional testing was done on the 
HBAS instrument. Interpretation of the Pearson correlation between 
Nutrition and CSEI is guarded based on the lack of significance in 
these two scales using multiple regression (Tables 13 and 14). The 
literature did mention relationships found between low self-esteem and 
obesity in adolescent females, though one study had no tools of 
measurement (Held & Snow, 1972; Langford, 1982).

No relationship was seen between self-esteem and smoking 
(r=„18, p<„90). The correlation was not even significant. This is 
contrary to literature review (Ahlgren & Norem-Hebeisen, 1982). Not 
many articles are available where smoking is measured in relationship 
to self-esteem. Instead, other variables were u s e d —  time, health, 
cancer.

No relationship appears between self-esteem and the Drugs, 
Alcohol and Marijuana Subscale (r=.20, p<.054), though a trend is 
noted. This is contrary to the literature (Ahlgren & Norem-Hebeisen, 
1974; Braucht, et al., 1973; Norem-Hebeison, 1973).

Of the reported adolescents in this sample, 46% said they have 
smoked. In the National Institute on Drug Abuse Study (1982), 49% of 
the adolescents polled nationwide said they have tried smoking. NIDA 
also reported 14.7% currently smoke. There were 15% in this sample who 
reported smoking often or always. Among alcohol consumption, the 
national average was 65.2% reporting they have ever tried (NIDA, 1982), 
this sample reported 61%. Current alcohol use in NIDA's study was 

26.9%, this study reported 33% sometimes drinking and 14% often or
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always drinking. Trying marijuana was 27% on the national level and 23% 
in this sample. Ten percent of this sample also reported feeling 
moderately to very much overweight. In Hamburg, et al.'s study (1982), 
a 10% rate of obesity was reported among adolescents. This sample 
paralleled national statistics in several areas.

Exercise. was seen as important to the adolescents based on 
frequencies (72%). This was the only subscale that related 
significantly to self-esteem. Those adolescents with high self-esteem 
see exercise as important. This supports Rosenberg's (1965) results 
that if something is valued by the adolescent, the young person will 
engage in it. If worth, belonging and competence can be gained by the 
group participation and interactions, self-esteem could be further 
nurtured.

Age of onset of the various subscales was between ages 12 and 
16. These results are hot surprising considering this is a time where 
the adolescent is dealing with dependence and independence issues and 
establishing an identity of self, two of the developmental tasks of 
this timeframe. Experimentation Is quite common, as adolescents are 
discovering themselves and their place in society (Adams, 1983; Blum, 
1982; Lipsitz, 1979; Reres, 1980).

Exercise and nutrition correlate as significant (.37, .001). 
This would be somewhat expected but not supported by this literature 
review. Smoking, and Drugs, Alcohol and Marijuana, also correlate high 
at .71 (p<.001). These results are not at all surprising. An
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interesting relationship appears between DAM and nutrition (r=„23, 
p<„05). Interpretation of these results are difficult.

Limitations
1. Further investigation is recommended for the HBAS and sub

scales. Additional reliability and validity testing would be 
beneficial prior to future use of the instrument.

2. The sample was not randomly selected.
3. Social desirability must be taken into account, as a response 

set to some of the subscales with this age group, especially if 
the question may be perceived as threatening to the adolescent, 
(i.e., smoking, DAM).

4. Inter-rater error in determining Factor Weight could have been 
made. Only one person was interpreting the data. Another rater 
could have determined a different mean which could have made a 
difference of FW on HBAS or the Nutrition subscale. Inter-rater 
reliabilities could be tested for further refinement of the
instrument.



SUMMARY, RECOMMENDATIONS AND 
IMPLICATIONS FOR NURSING

Summary
Developmental and universal self care requisites must be met in 

order for self-care to be achieved (Orem, 1985)„ Self-esteem can be 

seen as a developmental self-care requisite that influences self-care 
practices. Promotion of particular health behaviors can enhance 
universal self-care requisites, thus maintain human functioning, human 
development and human structural integrity. During adolescence, 
developmental changes are occurring that could impact on self-esteem. 
The choices that the young person makes regarding health behaviors 
could affect present and future health. This study focused on the 
relationship between self-esteem and perceived selected health 

behaviors of exercise, smoking, nutrition, and drugs, alcohol and 
marijuana.

A convenience sample of 100 rural high school adolescents, ages 
14 to 19 years, were given the Coopersmith Self-Esteem Inventory 
(Coopersmith, 1977) and the Health Behavior Assessment Scale (Stensrud, 
1985). Results shows a significant relationship between self-esteem and 
exercise (r=.29; pC.OL), and self-esteem and nutrition (r=.23; p<.05) 
with this population. Self-esteem and smoking (r=.18, p=.09) and

CHAPTER 5
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self-esteem and drugs, alcohol and marijuana (r=.20, p=.054) were 
nonsignificant findings.

Recommendations .
The following recommendations are presented based on the 

results of this study. .
1. Compare rural adolescents to urban adolescents to determine 

what effects rural as compared to urban way of life influences 
self care practices.

2. Repeat the study controlling for age, sex and socioeconomic 
status and compare groups.

3. Repeat the study with other adolescent populations who have a 
chronic disease, a mental illness, or are in the process of 
rehabilitation and compare findings with healthy adolescents.

4. Repeat the study in a two year and four year follow-up to 
determine if the variables change.

5. . Do a longitudinal study to see if health behaviors or self
esteem change over time.

Implications for Nursing

Nursing has an effect through education as well as clinical 
competence and research that affect health care delivery. Health 
promotion as an educational endeavor can be seen as an opportunity to 
reach out to people and show them options, choices, and goals. 
Providing information regarding health risks and benefits to make 
informed decisions is necessary. Various factors influence peoples'
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choices but role modeling, motivation and peer influence can really 
inspire others toward learning and promoting self care practices. 
Acceptance of the other person where they are and not judging is 
important. As health professionals, we can help the adolescent by 
promoting universal and developmental self-care requisites.

Nursing has the opportunity to assist the young person toward 
nurturing self-esteem during this developmental time periods. Educating 
the young person to be the best they can be, with whatever issues may 

be confronting them is necessary. Helping them to have their basic 
needs met, and to feel good about themselves is important for the 
adolescent. Dealing with the total person to promote developmental self- 
care requisites will influence self-care practices.

People must desire to change before they ever will. The 
decision is the adolescent's alone. Present options and alternatives. 
Take into account other things that might influence choices, such as 
culture, religion, knowledge level, age and support systems.

Nursing can have an influence with teaching the adolescent 
responsibility for decision making. This developmental task is a part 
of the dependence/independence issue of adolescence. Integrating 

cognitive, psychomotor and affective learning theories to furnish the 
young person with the facts, skills, and desires to make responsible 
choices for themselves and their future is the goal of self-care. The 

role of the school nurse could be enhanced if the nurse had a solid 
basis for providing personal care as well as curriculum development for 
student learning.
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Code no.

COOPERSMITH INVENTORY
Directions: '.You will find a list of statements about feelings. If a statement 

describes how you usually feel, put an X in the column "Like Me." 
If a statement does not describe how you usually feel, put an X in 
the column * Unlike Me." There are no right or wrong answers.
Begin at the top of the page and mark all 25 statements.

Like Unlike 
Me Me

____ ____  1. Things usually don1! bother me.

____ ____  2. I find it very hard to talk in front of a group.

____  ___3. There are lots of things about myself I Td change if I could.

____ ________ 4. I can make up my mind without too much trouble.

____ ____  5. I'm a lot of fun to be with.

____ ____  6. I get upset easily at home.

____ ____  7. It takes me a long time to get used to anything new.

____ ____  8. I'm popular with persons my own age.

____ __;_ 9. My family usually considers my feelings.

____   10. I give in very easily.

'   11. My family expects too much of me.

____ ____  12. It's pretty tough to be me.

____ ____  13. Things are all mixed up in my life.

____ ____  14. People usually follow my ideas.

___ ___  15. I have a low opinion of myself.

___ ___  16, There are many times when I would - like to leave home.



COOPERSMITH INVENTORY 
-page 2-

Like Unlike 
Me Me

____    17. I often feel upset with my work.

_____   18. I'm not as nice looking as most people.

____  ____  19. If I have something to say, I usually say it.

____  ____ 20. My family understands me.

____  ____  21. Most people are better liked than I am.

___ _   22. I usually feel as if my family is pushing me.

____    23. I often get discouraged with what I am doing.

____  ____  24. I often wish I were someone else.

25. I can't be depended on.
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Code No._
HEALTH BEHAVIORS ASSESSMENT SCALE (HBAS)

Directionss Circle the appropriate response to each questions. 
There is no right or wrong answer. Your honest 
response would be appreciated.

Ages, 13 14 15 16 17 18 19 above
Sexs Male Female
Races (1) Caucasian (2) Black (3) Hispanic (4) Indian (5) Asian
Religions (1) Protestant (2) Catholic (3) Jewish (4) Other

(5) None

Occupation of head of household s_________•' ___________________
Highest grade of education completed by head of households___________
Exercise

(1) How often do you participate in an exercise program at least four 
times a week (i.e., walking, hiking, running, swimming)?

1
never

2
rarely

4
often

6
alwayssometimes often very often 

(2) How often is your exercise strenuous enough to make you perspire?
1

never
2

rarely
4

oftensometimes often very often 
(3) How often do you use stairs when given the option?

1
never

2
rarely sometimes

(4) How important is exercise to you?
1 2 

not important somewhat important

4
often very often

6
always

6
always

important very important
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HEALTH BEHAVIORS ASSESSMENT SCALE Page 2

(5) At what age did you begin an exercise program for yourself?
1. age 9 or below 4.
2. 10-11 years 5.
3. 12-14 years 6.

15-16 years 
17 or older
I'm not involved in an 
exercise program.

Smoking
(6) Have you ever smoked? 1. No
(7) How often do you use tobacco (any form)?

1 2 3 4
never rarely sometimes often

(8) At what age did you first try tobacco?

2. Yes 

5
very often

6
always

1. age 9 or below 4. 15-16 years
2. 10-11 years 5. 17 or older
3. 12-14 years 6. I have never tried smoking

(9) How important is smoking to you?
1 2 3 4

not important somewhat important important very important
Drugs, Alcohol, and Marijuana
(10) How often do you drink alocholic beverages (i.e., beer, wine, 

whiskey)?
1 2 3 4 5 6

never rarely sometimes often very often always
(11) How often do you take drugs that affect your state of mind (i.e., 

cocaine, LSD, "uppers", "downers")?
1 2 3 4 . 5  6

never rarely sometimes often very often always
(12) How often do you use excessive amounts of medicine?

1 2 3 4 5 6
never rarely sometimes often very often always



HEALTH BEHAVIORS ASSESSMENT SCALE Page 3

(13) How often do you smoke'marijuana?
1 2 3 4 5 6

never rarely sometimes often very often always
(14) How important is using drugs, alcohol, or marijuana to you?

1 2 3 4
not important somewhat important important very important

(15) How often do you use alcohol is combination with drugs of any 
kind?

1 2 3 4 5 6
never rarely sometimes often very often always

(16) At what age did you first try drugs, alcohol, or marijuana?
1. age 9 or below 4. .15-16 years
2. 10-11 years 5; 17 or older
3. 12-14 years 6. I have never tried drugs,

alcohol or marijuana.
Nutrition
(17) How often do you eat a diet that is nutritious for you?

1 2 3 4 5 6
never rarely sometimes often very often always

(18) How often do you eak junk foods (i.e., candy bars, sweets, ice 
cream)?

1
never

2
rarely

3
sometimes

(19) How often do you salt your food?

1
never

2
rarely

4
often

4
often

very often

sometimes often very often 
(20) How important are nutritious eating habits to you?

6
always

6
always

1 2 3 4
not important somewhat important important very important
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HEALTH BEHAVIORS ASSESSMENT SCALE Page 4

(21) How often do you go on diets?
31

never
2

rarely sometimes 
(22) How often do you drink soda?

1
never

2
rarely sometimes

4
often

4
often

very often

very often

6
always

6
always

(23) How often do you drink caffeinated beverages (i.e., coffee, tea, 
cola)?

1
never

2
rarely

4
oftensometimes often very often 

(24) At what age did you begin nutritious eating habits?

6
always

1. age 9 or below 4. 15-16 years
2. 10-11 years 5. 17 or older
3. 12-14 years 6. I am not practicing nutritious 

eating habits.
(25) How much overweight do you think you are?

not at all a little bit a moderate amount very much
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C O L L E G E OF NURSING

MEMORANDUM

TO: Raynham Stensrud
Col lege of Nursing ^

FROM: Ada Sue Hinshaw, PhD, RN^ Kather ine Young, PhD, RN
Direc to r  of  Research Chairman, Research Committee

DATE: April 12, 1985

RE: Human Subjects  Review: Re la t ionship  of  Self-Esteem and
Selected  Health Behaviors in Adolescents

Your p r o je c t  has been reviewed and approved as exempt from Univer si ty  
review by the College of Nursing Ethical  Review Subcommittee of the 
Research Committee and the Direc tor  of Research.  A consent  form with 
sub jec t  s ign a tu re  i s  not  r equired for  p r o je c t s  exempt from fu l l  
Univer si ty review. Please use only a d i sc la ime r  format fo r  subject s  
to read before giving t h e i r  oral  consent to the research.  The Human 
Subjects  P ro je c t  Approval Form is f i l e d  in the o f f i c e  of the Direc tor  
of Research i f  you need access to i t .

We wish you a valuable and s t imulat ing  exper ience with your r esearch.

ASH/fp
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-O

Relationship of Self-Esteem and Selected 
Health Behaviors in Adolescents

The purpose of this study is to understand how teenagers feel 
about certain issues, and what they like to do, based on the 
Coopersmith Inventory and Health/Behavior Assessment Scale.

You are being asked to voluntarily give your opinion on the 
statements in this questionnaire. By responding to the questionnaire, 
you will be giving your consent to participate in the study. You may 
choose not to answer some or all of the questions, if you so desire. If 
you have any questions, please feel free to ask me. You may withdraw 
from the study at any time. There are no known risks in this study. All 
information will be confidential, anonymous, and transferred to 
computer cards for data analysis.

Thank you for your help.
Raynham Stensrud, RN 
Graduate Student 
College of Nursing 

University of Arizona
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Itemsi

Health Behavior Assessment Scale (HBAS) 
Recoded Items of Tool

5, 6, I, 9, 10, 11, 12, 13, 14, 15, 18, 19, 21, 22, 23, 
24, 25

i
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