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CHAPTER 1 |

Introduction

Wellness is fundamental to all aspects of nursing practice,

particularly in the area of health education. 8Since nurses are
members of the largest profession involved with health edﬁcatimn
in the United States, they can be effective role modeis for high—
level wellness (Somers, 1976). The image that nurses portray
when delivering nursing care has a direct impact on the client’s
perception of what is necessary fotr health maintenance. Recently
the emphasis on health care hgs become a more positive approach
for health promotion rather than treatment of illness (Pender,
1982). Therefore, 1t is important to analyze the health
behaviors of practicing registered nurses to evaluate their
effectiveness as role models for health promotion.

The nuréing profession is comprised of individuals with
differing beliefs and practices regarding personal health habits.
Some nurses display healthy behaviors which may include

exercising regularly, following a healthful diet, limiting

caffeine and alcohol intake, and/or reducing stress and fatigue
in their lives (Fender, 1982). 0Other nurses, however, do not
demonstrate healthy behaviors, despite their awareness of what is
essentially "healthy." Their behaviors vary, and may consist of e
one or more of the following: smoking, drug or alcohol fgL—_iF’ﬁ
cansumption, poor dietary habits (eating disorders), obesity, 9 O |
inadequate rest, and lack of physical activity or sedentary D———

. B' e I
lifestyle (Fender). Distribution/ 4

Availability Codes
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Nurses are in a key position to motivate behavioral changes
in others. Likewise, to maintain their professional image,
nurses are expected to set examples for others (Laurent, 1985).
Once professional nurses are’more cognizant of their individual
health habits, they will be better prepared to educate the public

regarding health promotion.

Statement of Furpose

‘:>he purpase of this study will be to identify which health
behaviors are more prevalent among two groups of professional
nurses: civilian and military. Military nurses will be included
in this study since there are few documented studies involving
health behaviors of this épeciFic aroup of nurses. Both groups
of nurses will be analyzed to evaluate their self-care health
behaviors. Those variables which will be examined are reported
he;ght and weight, dietary habits, exercise, smoking, sleep
patterns, drug and alcohol consumption, stress, and medical care

(i.e. dental hygiene, periodic physical examinations). Fersonal

satisfaction with present health behaviors as well as indications

to make changes in daily lifestyle activities will be examined

from data obtained. It will be useful to consider how nurses

perce1ve themselvea as role models for the c11ent populatxonh~;>f<0 \w~ ;

i o e e

Military nurses will report more health-promotive behaviors

[ ]

than civilian nurses. This rationale is based on the fact that

military nurses are required to meet mandatory guidelines for

S > W

yearly physical fitness testing, random drug screening, weigh-




i

[T

ins,

and medical/dental appointments. These same standards are

not practiced in civilian health care institutions.

2
o m

this

Assumptions

[ 4

Nurses do function as role models.

In this study, past changes in self-care health behavior and
future potential changes in health promotion behavior (s)
will indicate value in the specitic activity.

Research Questions

Is there an association between selected demographic
variables (i.e., age, number of dependents, personal health
history) and nurses”™ health habits?

Do these two groups of nurses perceive their personal
lifestyles as healthy or unhealthy?

Are there health-related behaviors common in both groups of
nurses?

Are nurses satisfied with their present health behaviors?
If not, do they plan to change their lifestyle?

Do these nurses believe that they are role models for the
public in regard to health promotion?

Operational Definitions

The following terms will be operationally defined for use in
study as listed below:

Health: state of physical and psychological well-being: a

dynamic balance between self and environment which is either

maintained or restored.

l1llness: apparent imbalance between individual and




environment which may/may not result in a disease process.
Wellness: the ability to perform to maximum potentialg

initiative of maintaining optimal level of health (i.e., regular

exercise, proper diet, adequate rest, stress management).

Health behaviors: those observable actions of daily living

which determine the outcome of health status, whether favorable
or unfavorable. Health habits will be used synonymously with
health behaviors.

Health-promotion behaviors: those actions which contribute

to optimal level of health in daily living. This term will be
used interchangably with "health-promoting behaviars."

Role model: an individual who is able to reinforce or
motivate changes in an observer®s thealth behavior(s).

Civilian nurse: an individual who is licensed and currently

practicing as a registered nurse in a civilian institution.

Military nurse: a registered nurse on active—duty status at

a military hospital.
Reservist nurse: a civilian nurse employed at either a
military or civilian hospital who is a member of a military

reserve organization.
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Chapter Z

Conceptual Framewori:

In order to achieve an optimal level of health, individuals
must believe that they can make improvements in their lives.
Health behaviors are determined by several factors. Reed-Flora &
Lang (1982, p.4) suggest that "heredity, environment, our health
care system, our lifestyle, and our value orientations toward
health" define the health behaviors we practice. Therefore,
behavioral changes can occut once individuals are aware of the
value associated with specific health-promotion behaviors.

The beliefs and events that motivate health behavior were
first proposed in the "Health Belief Model." This model was
developed by Hochbaum (1938) and later modified by Rosenstock
(1960), Gochman (1972), and Becker (1974). In this model, it is
postulated that certain health behaviors will decrease the
incidence of serious illness and promote healthy lifestylez (see
Figure 1).

The Health Belief Model deals with four basic principles
which are intrinsic to health behaviors: (1) "perceived
susceptibility” which refers to the individual®s view of the
chance of experiencing a potentially harmful situation, ()
"perceived seriousness" which is concerned with how threatening a
condition is to the person involved, (3) "perceived benefitsg"
which focus on the effectiveness of specific action in reducing
the threat of the situation, and (4) "perceived barriers" which

correspond to the negative component(s) of the anticipated
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Figure 1. The health belief model and likelihood to participate

in health behaviors.

Note.

From The Health Belief Model and

(p. 7} by M. H. Becker (Ed.), 1974, Tho

Slack.

Copyright 1974 by Slack, Inc.

Fersonal Health Behavior
rofare, NJ: Charles B.

Adapted with permission.
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behavior (Rosenstock, 1966). These four components are used to
predict health behavior. The principle of motivation was later
added to the Health Belief Model to address further rationale for
health beliefs and the potential to change health behaviors
(Becker, 1974). "Health motivation" refers to the individual’s
inclination or readiness to take action toward a positive,
health-related goal.

Since health behaviors are founded on individual and
voluntary decisions, they should be chosen selectively.
Behavioral decisions are based on three types of health action:
(1) “preventive behavior" where no symptoms have yet occurred,

{(2) "illness behavior" where symptoms develop which determine the
course of action, and (3) "sick-role behavior" where the
individual has been given a medical regimen to follow (Becker,
1974). These behaviors correspond to the degree of severity or
seriousness of the symptoms under specific circumstances.

Various cues may initiate the internal or external stimulus
for preventive health action. These may originate from mass
media campaigns, advice from significant others, illness of a
family member or friend, and/or newspaper and journal articles
(Becker, 1974). These cues are instrumental in decreasing the
threat of illness once the individual recognizes them.

Health care professionals, especially nurses, are exposed to
a vast amount of information regarding preventive health
practices and health promotion. When nurses are threatened by

illness, there is a greater chance that they will seek medical
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advice for more control in their lives (Langlie, 1977).
Subsequently, the value of the outcome influences the action
which nurses will take. If nurses expect that the outcome will
be worthwhile, then it is more likely that they will pursue
medical advice if necessary. The Health Belief Model supports
nurses® perceptions of their health behaviors and relates these
to the decision to choose appropriate health-promotion behaviors.
Fast experiences, present internal state, and the influence of
the immediate environment contribute greatly to nurses?
motivation to change their lifestyles (Pender, 1982).

Modifying factors explain individual differences in
the likelihood of taking preventive health action. Modifying
factors are important in determining whether or not a nurse
chooses to change his/her lifestyle. Demographic variables such
as age, gender, and cultural background can influence the nurse’s
decision to begin a weight-control program, for example (Fender,
1982). Of equal importance are sociopsychological variables such
as personality, peer and reference group pressures, and social
class (Becker, 1974). These variables refer to the nurse’s prior
experiences which prompt him/her to initiate a behavior change.
Such factors may include obese clients that he/she has cared for
in the hospital, contacts with family members or close friends,
and/or personal signs of weight gain.

The Health Belief Model includes structural variables
which are valuable factors to consider in the final decision-

making process. Structural variables include safety,
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accessibility in terms of cost and/or availability, complexity or
difficulty of the health action, and duration of time necessary
to accamplish the behavioral change. At this point, the nurse
may consider the distance needed to travel to an aerobics class,
as well as the cost for the class, time reqguired to devote to
exercise, and the expense of buvying low-calorie foods. These
structural variables may later be considered with the perceived
benefits and barriers.

The manner in which a nurse perceives the threat of illness
is based on his/her personal background. These perceptions
determine the course of action which a nurse will ultimately take
in order to make improvements in his/her lifestyle patterns.
Whether or not the nurse perceives the threat as serious depends
on the potential difficulties which he/she may have to deal with
in the future.

The likelihood to change health behavior results from
influences of the first two major categories in Figure 1. Thisg
determines the nurse’s lifestyle choice, whether it involves
healthy or unhealthy behavior. uUnfortunately, even though the
nurse is aware of what is essentially healthy, he/she may still
choose an unhealthy behavior (e.g., smoking) to satisfy his or
her personal desires. It is in this context that the Health
Belief Model supports these assumptions regarding nurses® health
behaviors.

In order to focus more on health-oriented rather than

disease-specific behaviors, FPender (1987) developea the "Health




Fromotion Model." This model identifies significant factors
which contribute to an individual’s likelihood to participate in
gelf-care health promotion behaviors., Frinciples used in this
model originate from the social learning theory of behavior.
Components of the model include: 1) individual cognitive-—
perceptual factors, 2) moditying factors, and 3) variables
influencing the likelihood to engage in health—-promotion
behaviors (see Figure ).

Cognitive-perceptual factors are the "primary motivational
mechanisms for acquisition and maintenance of health-promoting
hehaviors"” (Fender, 1987, p.60). The value which an individual
places on health determines the overall importance of
incorporating health-promotion behaviars in personal lifestyle.
Ferceived control deals with the desire and probability of
controlling health status. The concept of "self-efficacy" deals
with one’s ability to engage in health behaviors which produce
desirable outcomes. I¥ the individual comprehends positive
results then the health-promoting behavior is likely to be
continued.

Fersonal definitions of health also determine individual
patterns of health behavior. Health can be defined from the
extreme of "absence of illness" to "high-level wellness"
depending on individual differences (Fender, 1987, p. 63). Gelf-
rating of health, or perceived health status, may impact on the
frequency and intensity which individuals engage in health-

promotion behaviors. Those individuals who report good health

Lo 3

-2
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status are more likely to participate in behaviors which foster
healthy lifestyles (FPender, 1987).

Ferceived benefits of health-promotion behaviors influence
the level of participation in these behaviors. 0Once benefits are
identified, individuals are likely to continue with such health
‘ behaviors. Behaviors which are valued as beneficial are often
continued (Fender, 1987). On the contrary, perceived barriers to
health—-promoting behaviors focus on the "unavailability,
inconvenience, or difficulty of a particular health-promoting®
option (Fender, 1987, p. 6%). Such barriers may determine the
frequency of participation in health-promotion behaviors.

Modifying factors included in FPender’s model are more
gspecific than those presented in Becker's "Health Belief Model.®
Those factors which are considered important in influencing
individual cognitive-perceptual factors and ultimately the
participation in health-promotion behaviors include the
following characteristics: 1) demographic, 2) biologic, 3)
interpersonal, 4) situational, and 5) behavioral. Differences in
demographic characteristics may determine the likelihood of
participation in particular health-promoting behaviors. These
characteristics include age. gender, ethnic origin, income, and
education. One of the biologic characteristics which may
influence an individual®s perception of health is weight.
Interpersonal influences include "expectations aof significant
others, family patterns of health care, and interactions with

. health professionals" (Pender, 1987, p. &7). Situational factors




involve available options and accessibility to alternative health
behaviors thus requiring the individual to engage in the
decision-making process. Behavioral factors deal with previous
participation in health promotion behaviors which contribute to
continuved involvement in such behaviors.

The last phase of participation in health-promoting
behaviors is influenced by cues to action. These cues may be
either internal (from the self) or external (from the
environment). Consequently, initiation and maintenance of
health-promoting behaviors results from the influence of
cognitive—perceptual and moadifying factors and from the influence
af cues to action. Fender®s model considers many factors which
may contribute to participation in health-promeoting behaviors and
to involvement with health maintenance over the life span.

Summalry

Individual level of wellness and participation in health
promotion behaviors are based on the interaction between life
stressors and coping abilities (Dayani, 197%). Nurses have the
responsibility of ensuring that the public attains, maintains,
and promotes personal health habits for emotional and physical
wellness (Moll, 198%). This can be done through purposeful
interventions or '"role modeling.” Nurses serve as role models
thus facilitating direction and development in others lives. Ry
assisting clients to identify personal strengths/weaknesses and
to consider stressors which are a challenge to their basic needs,

nurses can encourage clients to engage in health—-promotion
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behaviors. Subsequently, role modeling is a key factor in
promoting healthy behaviors.

This study will focus on the emotional, social, and physical
aspects of health behaviors reported by professional nurses.
The concepts of physical fitness and wellness will be explored
through the examination of reported self-care health behaviors in
professional nurses. Hettler (17984} states healthy individuals
are those in peak wellness with a balance among occupational,
social, spiritual, emotional, intellectual, and physical

dimensions.




CHAFTER =
Review of Literature

The review of literature will concentrate on the variables
which will be measured in this study. It will focus on the
following problem areas which have been identified among
professional nurses as well as the general population: nutrition,
exercise, inappropriate use of drugs and/or alcohol, smoking, and
stress. This literature review will deal with some of the
personal health habits which nurses should improve prior to
educating the public as role models for wellness and health+ul
living.

Many Americans lead physically inactive lifestyles thus
reducing their caloric needs depending on age, gender, and body
frame size (Hansen % Wyse 1980). BRiological, psychological,
sociocultural, and environmental factors influence the
nutritional habits of humans (Fender, 1982). EKelly (1979)
reported that 2 out of every 9 individuals in the U.S5.A. are
considered obese. Obesity is defined as being "20%4 or more
overweight by standard height and weight tables" (Pender,

1982, p. 294).

There is little information available regarding the
nutritional status of nurses. Nonetheless, professional nurses
can be effective role models for clients by demonstrating propev
dietary habits and methods of preventing obesity (White, 1986

Fender, 1982). Efforts to promote weight loss through behavior
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modification show that the intervention is often influenced by
the beliefs and health behaviors of the health professional who
is conducting the therapy (White). Before initiating a weight-
laoss program, those individuals who are overweight should
evaluate their present dietary habits and have a medical checkup
which includes an electrocardiogram (Fender, 1982).

Evans (1979} studied 47 hospital nurses (ages 23-52) and
found that 874 of the sample surveyed reported poor nutritional
habits. OFf these nurses, 947 did not incorporate regular
exercise into their daily activities. Kagsdale, Throckmorton, %
Goad (1984) reported similar findings in a study of nursing
faculty and allied health professionals. Since nurses® health
behaviors are comparable to those of the general public, they may
need to make changes in their lifestyles to portray an effective
image of wellness.

Exercise

The need for exercise in attaining high-level wellness has
only recently been addressed (Milroy, 1977). Exercise is
referred to as "reqular or repeated appropriate use of physical
activity for the purpose of training or developing the body and
mind for the sake of health" (Halfman % Hojinacki, 1981, p. 1).
Regular exercise is of utmost importance for health maintenance.
Thomas (1979) and Greenberg, Arbeit, % Rubin (197%9) revealed that
individuals who were more active in exercise programs were less
likely to smoke or consume alcoholic beverages. Furthermore,

these individuals were more likely to improve their dietary
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habits, to find outlets for reducing their stress levels, and to
maintain their blood pressure within normal limits. Age, gender,
and competitive interest account for the variations in fitness
profiles among the American public (Hojinacki, 1981).

Rimer % Glassman (1983) reporited that nurses’® participation
in fitness programs has not been addressed in nursing literature.
Another study, however, disclosed that nurses are active in
fitness programs by: 1) distributing information and counseling
in schools and occupational health settings, 2) initiating
fitness programs in community health settings, and 3
participating in exercise programs (MacNamara, 1980: Fender,
1982). Nurses realize that self-responsibility is the key for
personal control in their lifestyles (Moll, 1982). Even though
professional nurses are aware of the beneficial effects from
exercise, they seldom take the time to include a form of reqular
exercise in their personal lifestyle patterns (Milazzo, 1988).

The National Heart, Lung, and Blood Institute, a government
agency, recommends that adults exercise at least Z-5 times per
week for a minimum of twenty minutes each session to improve
their cardiovascular status (Department of Health and Human
Services, 1981). Running and aerobics programs have gained
widespread popularity as forms of exercise for many (Milroy,
1977). There have been numerous physiological benefits reported
from regular exercise (Halfman % Hojinacki, 1981). Exercise
increases the cardiac output, strenthens the cardiac muscle, and

improves collateral circulation and oxgenation. In addition, the
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musculoskeletal system is enhanced by exercise through
strengthening the bones and making them more resistant to
breaking. In addition, Booth & Gould (1975 and Taylor (19795
reported that regular exercise decreases the risk of
osteoporosis, muscle atrophy, and bowel/bladder dysfunction.
Levels of low-density cholesterol and triglycerides reduce as a

result of exercise (Halfman & Hojinacki, 1981). Decreased levels

ot these +atty substances have been reported to decrease the risk

of heart disease (Haltman ¥ Hojnacki). Fixx (1977) found fewer
cases of heart abnormalities in aging athletes. Blood pressure
and serum glucose are better controlled with frequent exercise
(Halfman % Hojnacki). Exercise has also been responsible for
making significant improvements in the pulmonary status of those
with chronic obstructive pulmonary disease (Halfman & Hojnacki).
Exercise likewise furnishes psychological benefits. Fhysical
fitness increases ones® ability to deal with stress (Harris,
1975) . Many athletes have found that exercise has reduced
tension and improved mood. There is a positive correlation
reported among mood, muscle condition, and posture (Harris).
When exercise is coupled with stress—reduction techniques (i.e.
voga, biofeedback), its psychological benefits are augmented.

Inappropriate Use of Alcohol

The incidence and prevalence of alcohol consumption among
nurses has been identified as a significant problem because it
impairs the ability to function optimally on—-the-job (Haack %

Harford, 1984; Selby. 19853 Allsop. 19873 Booth, 19873 Scavnicky-

|
|
|

1
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Mylant, 1987; Naegle,1988; Solafi—Twadell, 19885 Stammer 1988).
Bissell % Jones (1981) estimated that there were approximately
40,000 registered nurses in the United States who used alcohol
inappropriately. More recently the American Nurses® Association
estimated that 84 of the nation’s 1.9 million professional nurses
are addicted to drugs and/or alcohol (Naegle, 1988; Stammer,
1988). Nurses are ranked in the top ten professions that misuse
alcohol (Allsop, 1987).

The development of alcoholism has been attributed to the
stress associated with the nursing profession. Haack & Harford
(1984, p. 577) state that the "psychologically demanding nature
of the clinical environment and the technical tasks carried out
by nurses" contribute to the amount of stress in nurses® lives.
Booth’s study (1989) exposed other possible causes for the use of
alcohol among the nursing profession. The degree of work stress,
shift rotation, peer group pressure, staff shortages, and
surprisingly, the number of social functions attended by nurse
managers where alcohol was available were all considered
potential causes for alcohol use among nurses. Buxton (1985) and
Braiker (1984) supported the belief that achievement-oriented
individuals who strove to become ‘“supernurses® at work were more
prone to become alcoholics.

Family alcoholism was considered a significant influence in
the development of alcoholism in 80% of the nurses studied by
Stammer (1988). Depression is often noted in one or more of the

family members of alcohnlic nurses (Sullivan, 1987). Commonly,
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children of alcoholics internalize an exaggerated idea of their
role as caregiver. They may enter the field of nursing because
it is a helping profession. According to Black (1981), such
individuals experience role reversal during childhood and develop
a need to care for others. The chemically-dependent nurse’s
childhood home atmosphere may have been inconsistent with
ambiguous role expectations, or the environment may have been
restrictive with the denial of an existent problem in the family
dynamics. The “absence of love was a dominant theme in the
cultural paths of alcohol-impaired nurses," and they were often
"plagusd by a sense of worthlessness" (Stammer, 1988, p.78).

Bissell % Haberman (1984) found that 33% of their sample of
recovering nurses were children of alcoholics. Stammer (1988)
studied nurses who were recovering alcoholics and focused on
drinking patterns related to age-related factors. Most of the
younger nurses in Stammer’s study (ages 24-40) began drinking
during childhood or adolescence, while older nurses (ages 41-65)
initiated their drinking patterns in nursing school or after they
had been employed. These differences reflect the changes which
have occurred in American society. Alcohol is becoming more
acceptable and accessible at a younger age. Stammer concluded
that the length of sobriety was shorter in the younger group of
nurses than in the older group.

Misuse of Drugs
The nursing discipline is one in which “"standards of

conduct are expected to be exemplary" (Booth, 1987, p.&626). In a




study of the actions of all state boards of nursing, 8% of the
actions against nurses were because of substance abuse (ANA,
1984). Naegle (1988) conducted a study of registered nurses
across the U.5.A8. and reported that 3% were using i1llicit drugs
on & regular basis of at least once a month. Nearly 254 of these
respondents had tried marijuana at some time in their lives, but
very few of these individuals had ever experimented with hard
drugs. Male nurses responding to the survey reported more drug
use which corresponds with the increased incidence of drug use
among men in the general population (Naegle). Emergency room
nurses reported more drug use than nurses in other specialty
areas (Naegle). Bissell % Haberman (1984) found that nurses who
requested to move to areas which wére less visible or to change
from day to night shift were often those who desired to continue
their drug habit.

Studies reveal that some nurses resort to drug use in
coping with their personal problems (Selby, 1985; Schwartz, 1987;
Sullivan, 1987; Naeqle, 1988; Solari-Twadell, 1988: Stammer,
1988). Other nurses experiment with drugs because of work
stressors. Drug addiction is often a method of dealing with
immediate problems. Because of the desire to help others, nurses
may develop a "strong denial mechanism that suppresses their own
emotional pain, fears, and anxieties. As a result, they cannot
recognize their own pain and become unable to benefit or learn
from it" (Solari-Twadell, 1988, p.104). Easy accessibility to

narcotics is a major cause of drug use among practicing




registered nurses (Naegle, 1988).

Nurses involved with drugs frequently display a tendency to
avoid the traditional client role. Instead they may use the
process of self-examination and self-medication to solve a
problem (Solari-Twadell). Subsequently, many of these nurses
have a difficult time admitting that they have becaome chemically-
dependent. Booth (1987, p. 629 suggested the need for research
in the "identification of work stress within nursing, its
association with the development of substance abuse prablems and
the influence of stress reduction interveﬁtion.“

Drug and alcohol use occasianally accompany one another in
nurses engaging in substance abuse. PBissell % Haberman (1984)
surveyed 100 nurses attending "Alcoholics Anonymous® classes and
found that 38% were using drugs in addition to alcohol. Twelve
percent of these nurses reported a current addiction to hard
narcotics. Sullivan®s study (1987) also revealed that many
chemically-dependent nurses had alcoholic spouses.

Smoking

Nurses smoke more than any other group of health
professionals {(Spencer, 1983). According to the U.S. Department
of Health, Education, and Welfare (19735), approximately 40% of
nurses across the nation were smokers. Most recent reports
relate that the nursing profession has a smoking rate of 33%.
which is equal to that of the general female population (Fawcett-
Henesy, 1988). Many of the statistics on smoking among female

nurses have been reported from studies done on contraceptive
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methods (Belanger, Hennekens, Rosner, & Speizer, 1978). Since
nurses are the largest occupational group among health
professionals, they can have an impact on the smoking patterns of
others (Haughey et al., 1986).

Nurses who smoke often report stress as the cause of their
habit, but they continue to smoke once they are relaxed and calm
(Laurent, 1985). Some individuals choose to smoke because they
believe that it is non-fattening (Laurent). Elkind (1988) found
that nurses who smoke are less likely to perceive their habit as
a health threat than nurses who are non-smokers. Noll (1969)
revealed that nurses who smoked advised their clients less often
regarding smoking cessation. Elkind also found that smokers
often speculated that there was na causal relationship between
smoking and disease.

Rausch, Zimmerman, & Hopp®s (1987) study demonstrated that
older nurses were more likely to smoke than younger nurses.
Health behaviors noted to be significantly different between
smoking and non-smoking nurses in this study were coffee
cansumption and breakfast frequency. Parkes (1983) and Hawker %
Holtby (1988) studied nurses who were habitual smokers. FRoth
studies showed a signiFicant relationship between heavy smokers
and number of days absent from work or leave taken from school.
In Parkes® study, nurses were not given the opportunity to smoke
during working hours.

In an effort to curb the number of smokers among health care

professionals, worksite smoking cessation programs have been
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initiated in many occupational health settings. Scott, Prue,
Denier, % King®s (1986) study of twenty—-nine nurses revealed that
33% were able to abstain from smoking for up to twelve months
after attending a smoking cessation program. Those with initial
relapses continued smoking 304 of the time. O0Ff those who
relapsed twice, however, 1004 resumed smoking. Myers et al.
(1987) found that nurses who began smoking at a youngetr age were
less likely to consider smoking cessation.

Several studies identify the importance of health care
professionals as role models for smoking prevention and express
concern for nurses who continue to smoke (U.S5. Department of
Health, Education, and Welfare, 1979; Wilson, 1988). Hardy
(1982) recommends that nurses do a self-appraisal prior to
becoming health educators. Such an appraisal may build self-
awareness regarding the impact of their smoking behaviors on
others. Nurses frequently project a ‘double-message dilemma®
when they profess to promote health, but continue to smoke at the
same time.

The U.S5. Dept. of HEW (197%) identified the following three
areas where the role of health care providers is important to the
public: 1) when acting as exemplars with their personal smoking
habits, 2) when acting as health educators to inform the public
of hazards and encouraging smoking cessation, and 3) when acting
to control smoking in health care settings. The National
Clearinghouse for Smoking and Health (1973) reported that the

public expects health professionals to act as exemplars.




Nurses can act as role models by not smoking at work. The U.S.
Dept. of HEW (197%) recommended that more research is necessary
to assess the impact of the professional exemplar role.

Stress

Stress can be a major inhibitor of wellness (Humphrey,
1988). Selye (1978, p.l} described stress as "the nonspecific
response of the body to any demand." Cox (1978, p.18) defined
stress as an "individual perceptual phenomenon” which
results when there is an imbalance between a perceived demand and
one’s ability to meet expectations that are coupled with the
demand.

Most nursing literature focuses on the effects of 1llness
and hospitalization relating to st}ess. The prevalence of stress
in the nursing profession, however, has been evident for some
time (Jacobsen % McBrath, 1983; Humphrey, 1988). HNursing is
viewed as an andiety-producing occupation {(Milazzo, 1988;
Jacobsen % McBrath). Lack of the opportunity to participate in
decision-making, little sense of autonomy, and lack of
recagnition for performance are some of the work stressors
identified by nurses in Jacobsen & McGrath's study. Many
professional nurses display Type—A behaviogral patterns which are
characterized by lifestyles of high-level stress. These nurses
have high expectations for themselves, are competitive, and are
often aggressive (Jacobsen & McGrath).

The work environment may be the ideal setting to induce

stress. Hospital staff nurses frequently answer the phone while




charting simultaneously; others work double shifts or race
against the clock to complete their work., Fear of contracting
AIDS, making wrong decisions, and fatigue are other common
stressors among nurses (Humphrey, 1988). Humphrey’s study
revealed that clients, understaffing, administration, and
coworkers were major stressors common among nurses.  Shift
rotation, attitudes of physicians, and compensation were also
identified as stressful areas +for some nurses (Humphrey).

"Burnout" is a reaction to a stressful work situation which
begins at the workplace. This syndrome is often related to
exhaustion stemming from overload or underload in the nurse’s
Jjob. Individuals who become burnout have usually experienced a
prolonged, intense involvement with people (Jacobsen % Mcbhbrath,
1928%). Burnout involves a psychological withdrawal from work
comprised of resignation and distancing (Jacobsen & McGrath).
Consequently, these individuals make a sharp distinction between
their job énd personal lives. Often clients are addressed in a
less personal manner by nurses who experience burnout. Jacobsen
% McGrath describe three phases of burnout: 1) emotional
exhaustion, 2) negative feelings toward coworkers and clients,
and 3) terminal burnout or total disgust.

In order to prevent burnout and to decrease work stressors,
nurses must try to cope by increasing their self-awareness of
personal health practices. Humphrey®s study (1988) of nurses
found that 73% were neglectful of their personal health behaviors

because of work stressors. Milazzo (1988) found that intensive—
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care unit nurses were better able to deal with environmental
stressors than non—-ICU nurses since ICY nurses were given the
opportunity to vent their feelings to fellow co-workers and
developed a form of social support.

Emotionally healthy nurses are able to meet problems face-
to-face, to adapt to envirnmental conditieons, and to include a
variety of interests in their lifestyles. They are happy and
accept themselves as they are. These nurses usually have a
philosaphy on life and experience inner harmony (Humphrey, 1988).

Health behaviors are largely a result of personal choices.
Frofessional nurses must become more aware of their personal
health habits. Friedman (1981) reﬁorted that nurses need to make
improvements in the following areas to be more effective as
spokespersons for health promotion: obesity, smcking, sedentary
lifestyle, and stress. Moll (1982) relates that professional
nurses can increase their self-awareness of holistic health in
their personal lives by promoting wellness principles to cthers.
Finally, little documented research on the health behaviors of

military nurses was found in this literature review.
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CHAFTER 4
Methodology

This chapter will focus on the setting and sample population
of this study. It will also provide information regarding the
reliability, validity, and administration of the instrument, as
well as the procedure for data collection. The final area
discussed in this section will be the treatment of data.

Setting

The setting for data collection involved two military
hospitals (1%- and 58-bed facilities! and one civilian hospital
{120~-bed facility) in the Southwest near a metropolitan area.
Confidentiality of each agency used in this study was maintained
prior to, during, and after data collection. All three of these
hospitals provided acute and long-term care for clients requiring
medical and surgical attention. Staffing at the two military
hospitals consisted of approximately B0 registered nurses, while
the civilian hospital staffed an estimated 220 registered nurses.

Sample

In this study, the sample population included registered
nurses working in these three hospitals. Convenience sampling
was used to survey nurses who had a current professional nursing
license in the designated hospitals. A sample size of at least
40 military and 40 civilian nurses was considered desirable foar
this study.

Frocedure and Administration

This research proposal was approved by the Human Subjects




Committee at a large college in the Southwest prior to conducting
the study. This study was then presented to the three nurse
administrators at the chosen medical facilities for approval.

A random sample of nurses then received a questionnaire with a
cover letter explaining the purpose of the investigation (see
Appendixes B and ). The cover letter included specific
instructions to provide honest responses and to keep the cover
letter attached in order to maintain privacy when completing the
questionnaire (see Appendix B). In addition, the name, address,
and telephone number of the investigator were provided in the
event that questions or comments arose. Nurses ?esponding to the
survey wwere reminded not to include their names on the
questionnaire for the purpose of m;intaining anaonymity.
Completion of the questionnaire constituted the informed consent
to participate in this study. Farticipants were instructed to
return the completed guestionnaire.in the self-addressed, stamped

envelope provided with the guestionnaire form.

Data Collection Instrument

The Questionnaire on Fhysical Fitness (see Appendix C) used

in this study is a descriptive survey which was designed by Evans
(1979) to measure the health behaviors specific to physical
fitness in professional nurses. Evans first administered this
instrument at Texas Women’s University in Houston. Content for
the questionnaire originated from the Fresident’s Council on
Youth Fitness® definition of physical fitness which described it

ast
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a broad quality involving medical and dental supervision,

immunization and protection against disease, nutrition,

rest, relaxation, good health practices, sanitation, and

regular exercise (United States Fresident®s, 1962. p.iiil).
Areas addressed on this questionnaire deal primarily with
emaotional, social, and physical wellness., Evans® questionnaire
is composed of items associated with the following categories:
natrition, sleep. relaxation, exercise, and medical awareness of
health habits.

Evans established reliability for the questionnaire by
utilizing the test-retest method on five registered nurses. They
were administered the guestionnaire twice at an interval of one
wesek apart. A correlation coefficient of ¢+ = .98 resulted.
Content validity was established by submitting the questionnaire
to a panel of three judges known to be experts in the areas of
health and nutrition. Construct validity has not been
established since none of the studies using the guestionnaire
have shown extreme differences between healthy and unhealthy
lifestyle patterns among the sample subjects.

Freedman (1983) later revised the Evans’® guestionnaire and

administered it along with the Health and Ways of Living

Questionnaire, which was an instrument developed to measure the
health habits of the general public (Breslow, 1972). Eoth of
these questionnaires were found to measure the same content. The

revision of Evans® guestionnaire had a reliability coefficient of

r = .78 (Edwards, 1986). Edwards then modified the Evans®

questionnaire basing it on a five-point Likert scale. Low scores




were indicative of healthy behaviors, and high scores reflected
unhealthy behaviors. This modified version had a reliability
coefficient of r = .71. Edwards added gquestions relating to
satisfaction with personal health behaviors and also inquired
into what efforts or intents nurses had demonstrated to make
changes in their lifestyles. Data obtained in Edwards® study
were evaluated at interval levels according to the category of
health behavior.

In this investigation, Edwards® modified gquestionnaire was
used. The order of questions on physical fitness was maintained
as it was in Edwards® guestionnaire. Items #73, 76, and 77 (see
Appendix C) were cued specifically for gender differences since
they were answered incorrectly in Edwards® study. Item #80 (see
Appendix C) was added to address nurses as role models in
relation to promoting health and educating the public.
Demographic questions were placed at the end of the instrument to
focus greater attention on guestions directed toward assessment
of physical fitness. Questions regarding past and present
military service were added to the demographic section to
identify military, civilian, and reservist nurses. Items #8646 and
87 (see Appendix C) were changed to address basic nursing
education and highest degree obtained rather than "previous
education other than high school." Edwards®™ question regarding
intended major was deleted since this study is not directed
toward student nurses. Items #83, 21, 92, 93 (see Oppendix ©

regarding cultural background, number of years in nursing, and
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nursing specialty area were added to the demographic section to
enhance data analysis.
Treatment of Data

The scoring procedure for Evans® qgquestionnaire yields
interval level data. Health behavior categories were checked for
reliability using the Cronbach®s alpha test. These categories
cansisted of the cumulative scores of items applicable to that
area. Standardized alphas were established for each health
category in Evans® modified questionnaire.

The health behavior or fitness cateqories of 1) diet, 27
exercise, 3) stress, 4) drug and alcohol consumption, 3) rest, &)
weight, 7) smoking, and 8) medical care were compared and
contrasted as reported by military and civilian nurses. UGuestions
vielded a mean score in these eight areas to further relate any
associations between the two graoups of professional nurses.

The student’s t test was used to make group comparisons between
civilian and military nurses® respohsis. Distinctive patterns of
response were displayed using tables of frequency distributions
and percentages, line graphs, and pie charts. The Fearson
Froduct—-Moment Correlation Coefficient was used to calculate the

relationships among specific variables examined in this study.

Summatry

valuable tool for measuring the health behaviors reported by
registered nurses. This self-administered instrument was

designed to calculate mean scores for specific health promotion

oy




behavior categories prevalent among those surveyed. The tool
also focused on nurses’ opinions regarding role modeling for the
public. Evans® questionnaire was an effective instrument for
establishing associations among the two sample groups. Such
correlations were essential in conducting a comparative
investigation. In conclusion, the quality of health behaviors
common among professional nurses was evaluated as a result of the

modified Evans® qgquestionnaire.
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Dear Participant,
My name is Teresa Towne, and I am a graduate student in the
adult health management program at the College of Nursing at

University. To fulfill requirements for my

Master’s degree, I am conducting a study on the health habits of
registered nurses. I am interested in learning more about your
health behaviors and would encourage yvou to participate in this
study.

Your responses to the attached questionnaire are anonymous
so0 please do not put your name anywhere on the form. Eeep this
cover letter attached when completing the survey to ensure
privacy. Your answers should be honest and reflect your usual
behavior. Follow the directions céreFully, and it will take
approximately 15-20 minutes to complete the guestionnaire. When
you have completed the guestionnaire, return it promptly in the
stamped self-addressed envelope provided for your convenience.
Your return of the completed guestionnaire constitutes informed
consent to participate in the study.

The potential benefit of this study is increased knowledge
regarding nurses’ health-related behaviors. If any questions
arise while you are completing the questionnaire, please feel

free to contact me. Your cooperation in this study is greatly

bappreciéted. Thank vou for your time!

Sincerely,

Teresa A. Towna, R.N.

i B b PR







’ QUESTIONNAIRE ON PHYSICAL. FITNESS

Instructions: Flease indicate your response to each statement
according to whether or not you:
SA = Strongly agree
A = Agtree

? = Neither agree nor disagree

D Disagree
8D = Strongly disagree
Circle your response. If you do not understand the statement,

add comments. Again, please remember not to put your name

anywhere on this form!!

i. I eat 4 servings of fruits or . SA‘ A 7?7 D 8D
vegetables a day. |

2. I drink/eat 2-3 servings of A A 7?7 D SD
milk ar milk products a day.

3. I eat at least 2 servings of "8 A 7?7 D SD
high quality protein a day

(eggs, fish, red meat, poultry).

4. I buy lean meats or trim off fat. SA A ? D 8D
5. 1 am a vegetarian and do not eat S48 A& ? D 8D
meat.
6. I eat 4 servings of bread and/or SA A 7?7 D 8D
cereal a day.
7. 1 usually plan my meals with Four 8" A ? D 8D

Food Groups in mind.




10.

11.
| 12.

13.

14.

16.

17.

i8.

19.

20.

W

I limit or avoid adding salt to

the food I eat.

I buy polyunsaturated margarine
and cooking oil.

I avoid foods high in cholesterol.
I usually eat breakfast.

I drink caffeinated beverages.

I eat candy and refined sweets

for snacks and desserts.

Fast food accounts for the majoar-—
ity of my food intake.

For my height and frame,

I maintain my ideal weight.

When dieting, I restrict myseif

to the Food.graups lowest in
calories.

I take a vitamin supplement daily..
I base food selections on nutri-
tional inFnrmatidn and read ingre-
dients on the labels of foods I buy.
I experience constipation frequently.
I get enough sleep to feel rested.

1 retire at approximately the same

‘time (within 2 hours) S-6 nights a

week.

1 wake up feeling fatigued.

S8A

SA

SA

SA

SA

SA

SA

sA

“.SA

- sA

SA

SA

SA
SA

SA

> » T >

b sD

D 8D
D SD
D SD
D 8D
D 8D
Db 8D
D 8D
D SD
D SsD
D 8bh
D 8D
D SD
D SD
D SD
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Insomnia is a problem for me.

I use sleeping pills.

I walk in my sleep.

I find it necessary to take a
nap during the day.

When I am working a night shift
or studying for long hours, I am
able to sleep enough hours to get
rested.

I feel 1 get enough exercise at
work or {(if not working) during
my daily routine.

I walk or ride a bike whep doing
everyday errands.

I use exercise as an aid to con-
trol my weight.

I am proud of my physical appear-—
ance.

I routinely exefcise or partici-
pate in sports.

I am involved in some form of
aerobic exercise for 1/2 hour

at least three times a week.

1 enjoy exercise.

I enjoy participating in sports.
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36.

“
~

8.

39.

41.

44,
45.

46.

47.

48,

49.

I am satisfied with my present

job or school.

I have changed jobs in the last
vear.

I have taken at least two weeks
vacation in the last vyear.

I find it easy to relax at home
after work or school and on days
off.

I am handling my financial respon-
sibilities adequately at present.
I have made a major purchase by
loan in the past year.

I have lost a spouse, relative, 6r
close friend in the last year. |
I have a tendenéy to bite my nails
or tap my foot when I am nervous.
I take tranquilizers.

I lead a stressful life.

I am generally satified with my
life.

I have had a dental check-up in
the past 12 months.

I have a regular dentist.

I brush»my teeth after every meal.

I use dental floss.
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S2.

53.

S5é6.

a9.

I use a fluoride toothpaste.

My gums bleed when 1 brush my teeth.
I have lost permanent teeth due to
infection or decay.

I have had an eye check-up in the
past vyear.

I have had been checked for aglaucoma
in the past 12 months.

I wear my glasses or contact lenses
as prescribed (those with prescrip-
tion lenses only).

I have had a routine physical check-up
in the last 12 months.

I am satisfied with my health prac-—
tices in the following areas:

a. Diet

b. Exercise

c. Reduction of stress

d. Alcohol and drugs

e. Rest and sleep

. Weight

g. Smoking (only answer if smoker)
I have worked to acquire better health
habits in the following areas:

a. Diet

b.  Exercise
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. ‘ c. Reduction of stress 5S4

A 7?7 D SD
d. Consumption of alcohol and/or drugs SA A 7 D 8D
e. Rest and sleep SA A 7 D 8D
f. \Meight sA A ? D 8D
g. Smoking (only answer if smoker) s A 7?7 D SD
60, 1 intend to change practices which 1
currently have which may not be bene-
ficial to my health in the following
areas:
a. Diet SA A 7 D 8D
% b. Exercise A A ? D 8D
' c. Reduction of stress s A 7 D 8D
d. Substance abuse SA A 7 D SD
e. Rest and sleep ‘ _ SA A ? D 8D
f. WEigHt N v A& A ? D SD
0. Smoking (only answer if a smoker) | SsA A ? D 8D
6t. 1 have had an EKG (cardiogram of the Sa A ? D 8D
' heart).
62. 1 have had a chest X-ray or TE test SA A 7 D SD
in the last year.
b3, 1 nevér drink alcoholic beverages. SA A ? D SD
64. 1 never exceed more than one alco- ¢4 A 7 D SD
halic drink a day (one glass of wine,
one beer, one mixed drink).
‘bﬁ. _I~§ccasiona11y overdo my consump— SA A 7?7 D SD

tiaﬁ of alcohol.
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&7.
ba-
69.

70.

71.

74.

I occasionally overdo my consump-

tion of drugs.

I am in good health.

I know the 7 warning signs of cancer.

I do not smoke.

1 smoke cigarettes, a pipe, or chew

tobacco (if so, circle which one).

I know which foods are high in cho-

lesterol.

I spend at least $15.00 per month on

sedatives or pain relievers.

I rarely take sedatives or pain re-

lievers.

In the past six months I have used:

a. Marijuana

b. Cocaine

c. Stimulant drugs

d. Sedative drugs

2. Non-prescription drugs (allergy
medication, Aspirin, Tylenol,
others -— please circle which,
or specify what if others)

f. Drugs to reduce stress

1 perform a breast self-exam every

month (both females and males).
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I have had a pap smear in the past S A 7?7 D SD

12 months (females only).

p 77. 1 perform a testicular self-exam S A 7T D SD
a every month (males only).
. 78. Nurses serve as role models for 54 A ? D 8D
health practices.
79. Nurses should change personal 84 A ? D 8D
health practices which may nof bhe
beneficial to their health.
E 80. Nurses are important in health SA A 7 D SD

promotion for the public.

. e

{ ‘ ' Directions: Complete the following questions by filling in the

information requested or by checking the appropriate response(s).

el

SR The numbers in parentheses corresponding to the answers are for

! E computer analysis.

; 81. Age: yrs. 82. Sex: Male__ (1) Female______(2)

g 83. Cultural backgfound:

?_ o American—lndian-*~_(1) Anglo-American______(2)

G . ‘Black-American (3) Hispanic-American_____ (4)
Asignéémerican (5) Oriental______ (&) Other______(7)

1f other, please specify.

84, Marital status: Married (1) Single ()

e

Divorced (3 Separated (4) Widowed (5)
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86.

87.

88-

0.

1.

-
- e

94.

96.

?5.

‘Height___ 97. Weight

R

b melf?

Number of dependent children: None_ S 5 I (2)
2 (2 3 {4y 4 (5 & or more__ (&)

Basic nursing education: Associate degree (1)
Diploma_____ (2) Bachelor’s (3)

Highest degree obtained: Asscociate degree__ (1)
Diploma______(2) BRachelor’s_______{(3) Master’s_____ (4]
Doctorate______(5)

Have you served in the military in the past? Yes_ (1)
No _(25 If yves, for how long? yirs., (3)

Are you presently in the military? Yes_ (1) No_____ (2)
Are you presently in the reserves? Yes_____ (1) No_____ (2)
How long have you been a registered nurse? 1-Gyrs.__ (1)
S=-10 yrs.___ (2) 10=15 yrs._____ (3) 15-20 yrs._____(4)
»20 yrs. __ (8H)

Flease state your nursing specialty area:

What area of nursing are you currently emploved in (only if

employed)?

Are you employed full-time (1) or part-time (2)7?

Does your religious or ethnic background require any

restrictions concerning food, drink, or health practices?

Yes (1) No (2) If ves, please specify.

'jfﬁhswgr the following questions to the best of your ability. If

vou do not kKnow, put the letters "“"NK.*®

(when did you last weigh your-

)




e weed

. 98. Frame size: Small (1) Medium_____ (2) Large____ (3
XXX If unsure, measure around your wrist with your thumb
and middle finger. If they overlap, you are small-framed:
if they meet., you are medium-framed; and if they do not
meet, you are large-framed. i

29. Pulse rate_ 100. Blood pressure___ (when last
checked)
101. Do you presently have any diagnosed disease or illness?

Yes (1) No (2)

If yes, please identify.

102. Are you presently on prescribed or routine medications?

Yes .{1) No (2)

If yes, please identify.
103. How would you rate your health? Excellent (1)

Good (2) Fair, {(3) Poor (4)
Flease check any of the following risk factors which you may
have. If you do not have this risk factor, do not check. If you

do not know, put "NK."

104. Family history of: Heart d;seaseﬂ_ﬁﬁ_(l)
Cancer (2) Diabetes | ="(3.)
L Personal history of: Hypertension______(4) Elevated
?;w triglycerides_______ (5) High cholesterol_____ (&)
¢ Diabetes_____(7) Gout_____ (B) Smoking (9)
Stress .. {10) No exercise regimen___ (11)

Angina (12) Overweight (13) |




Kk

£,
' 105. State approximately how many days of work/school you missed
in the last 12 months due to illness.
Comments:
|
E
'}




