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ABSTRACT 

The purpose of the research was to describe the relationships 

between social support and role strain and preventative health behav

iors. The sample consisted of 62 critical care nurses employed in 

three southwest acute care facilities. Subjects completed instruments 

measuring social support, role strain, and four preventative health 

care behaviors. Pearson correlations revealed significant positive 

relationships between social support and personal/household roles women 

perform and ways women handle stress. Additional significant negative 

relationships existed between marital/relationship roles women perform 

and leisure physical activities, a subset of preventative health beha

viors. The parental roles, obligations, and responsibilities women 

perform were also significantly related with leisure physical activi

ties. Conclusions drawn indicate that the critical care nurses did 

not perceive themselves susceptible to cardiovascular disease and there

fore did not participate in preventative health care activities, 

regardless of perceived helpful social support and an absence of role 

strain. 
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CHAPTER I 

INTRODUCTION 

Diseases of the heart and blood vessels, collectively termed 

cardiovascular disease (CVD), are the leading cause of death in the 

United States (AHA, 1987). Nearly one million Americans died from 

CVD in 1984. This figure is greater than two times the frequency 

of deaths due to cancer, and more than all other causes of death com

bined. CVD accounts for nearly 50% of all deaths (AHA, 1987). 

Coronary artery disease (CAD) is the single leading cause of 

death in the United States. Approximately 500,000 deaths occurred 

in 1983 as a direct result of CAD (AHA, 1987). The etiology of CAD 

is atherosclerosis. Atherosclerosis is the process whereby fat deposits 

from nutritional sources accumulate in the walls of the arteries and 

obstruct the flow of blood to vital tissue and organs (AHA, 1987). 

Coronary artery disease is not only the major cause of death, 

but also of disability of persons with advanced stages of the athero

sclerotic process. Over 63 million Americans suffer from the many 

forms of CVD, of which CAD is the largest. This figure represents 

the fact that one out of every four Americans has CVD in one form 

or another (AHA, 1987). 

In order to combat the occurrence of CAD and subsequent disa

bility or death, attention is focused on the reduction and elimination 

of cardiovascular risk factors through the practice of preventative 
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health behaviors. The occurrence of CAD can be related to the inci

dence of certain negative health behaviors present in an urban, 

competitive, industrial society. Smoking, obesity, sedentary life

styles, type-A behavior, stress, hypertension, and dietary habits 

are known risk factors for atherosclerosis, the precursor to CAD 

(Wingard, Suarez & Barrett-Conner (1983). Previous clinical and epi

demiological research has characterized a person with these risk 

factors as a candidate for CAD (AHA, 1987). 

In Chapter I, three areas are addressed. First, an overview 

of the problem of cardiovascular disease facing women in America today 

is presented. Second, the purpose of this research is stated. Third, 

the significance of the problem addressed in the research is discussed. 

Overview of the Problem 

Men have a two to four times higher incidence of CAD than women 

(AHA, 1987). However, CAD is the leading cause of death of women 

in the United States. Due to the lower incidence of CAD in women, 

few research studies have centered on women. Statistics indicate 

that the cardiovascular risk factors which give rise to CAD in men 

are the same for women (Haynes, Feinleib & Kannel, 1980). Additional 

possible risk factors for women include taking on multiple roles due 

to employment outside of the home, marriage, and motherhood (Orth-

Gomer & Ahlbom, 1980). Men work an average of 50 hours a week. Women, 

on the other hand, work an average of 80 hours per week due to the 

addition of employment in careers as well as continuence of household 

chores and responsibilities (Stellman, 1978). 



Women are being exposed to greater risk factors for CAD due 

to their upward mobility into stressful job situations, assumption 

of dual role responsibilities, and the sharing of atherogenic habits 

with their male counterparts. Research indicates that the incidence 

of CAD in women may rise if preventative measures are not taken (AHA, 

1987). Research has shown that the practice of preventative health 

behaviors can reduce the incidence of CAD in men (Kannel & Castelli, 

1972). It is likely that the same premise may hold true for women. 

Cigarette smoking, diabetes, hypertension, hyperlipidemia, 

and a type-A behavior have been implicated as possible risk factors 

for CAD in women (Haynes, Feinleib & Kannel, 1980). Two additional 

variables that may play an important role in the practice of preventa

tive health behaviors are social support and role strain. 

Americans are part of a fast moving society which is dynamic 

and mobile. In recent years a trend from traditional home environ

ments and a nuclear family to that of an extended family structure 

has been observed. Although the extended family structure may be 

essential and beneficial to achieve one's academic and professional 

career goals, it may result in the lack of a supportive and caring 

social network for many of today's professional working women. 

The influence of social support on health and mental wellness 

has been documented (Wilcox, 1981;, Schaefer, Coyne & Lazarus, 1981; 

Billings & Moos, 1982; Bruhn & Phillips; Brown, 1985). Results of 

such studies show that the greater one's perception of social support, 

the greater the chance the individuals will experience harmony and 
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wellness in their lives, thus reducing the likelihood of developing 

CAD. 

Role strain is seen in women who occupy multiple roles within 

their lives. Job dissatisfaction, marital and family responsibilities, 

and household chores and duties all can potentially cause role strain 

for women. Strain often occurs when women attempt to accomplish all 

of the expected behaviors and responsibilities that their environment 

demands (Kandel, Davies & Raveis, 1985). According to the scarcity 

hypothesis (Goode, 1960), people have a finite amount of energy and 

social organizations are avaricious, requiring the full attention 

of the individual. Goode (1960) surmised that a person's total role 

obligations are excessively demanding and role strain is normal. When 

people have more role obligations than energy to meet the responsibi

lities, compromises incur and role strain is experienced (Barnett 

& Baruch, 1985). 

Job dissatisfaction may occur when a woman feels that her skills 

are being under utilized or that her work is not being fully appreci

ated for the efforts and time that have been put into such labors. 

Women are motivated by the pursuant need for economic and psychic 

payment from their career role responsibilities. The higher one moves 

in the hierarchy of work, the more important is the psychological 

income (Levenstein, 1983). Therefore, women may perceive role strain 

due to frustrations and conflicts of interest that arise in the work 

envlronment. 

Marital responsibilities can create role strain when a man 

does not believe that his spouse's work outside the home is as 
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important as his, and believes his wife's primary role is to provide 

a home, supper, and affection (Stellman, 1978). In many cases where 

women are working outside of the home, it is a situation where the 

husbands are tolerant of their wife's decision to pursue employment 

or a career, but they are not relieved of their responsibilities at 

home. Therefore, these women are expected, by career, to work several 

hours a day, and by their husbands, to work an additional several 

hours a day in the home to cook, clean, and take care of them. The 

complexity of the overlapping role responsibilities can create role 

strain for women (Barnett & Baruch, 1985). 

The responsibilities and duties associated with raising of 

family can also contribute to role strain in women. Conflicts arise 

over allocated time, energy, and resources in raising children, main

taining a career, and developing an intimate relationship with a 

marital partner (Kandel, Davies & Raveis, 1985). 

To assess the relationships among social support, role strain, 

and preventative health behaviors in professional working women a 

sample must be selected who are compatible with the criteria expressed 

as implicating the incidence of CAD in women. Nursing has been acknow

ledged as a stressful profession (Vincent & Coleman, 1986). It is 

also a profession that has been dominated by females. Therefore, 

women in the profession of nursing are expected to experience varying 

relationships between social support and role strain and preventative 

health behaviors. 

Women cite many reasons for choosing the profession of nursing. 

The reasons include: 1) a desire to help people; 2) to do good for 



humanity; 3) restore people to optimal levels of health and comfort; 

and 4) to make living and dying more comfortable (Vincent & Coleman, 

1986). However, in reality, nurses are constantly dealing with situ

ations involving loss, anxiety, separation, frustration and death. 

The working environment is dynamic and constantly in a state of flux. 

Patients are often hostile, demanding, noncompliant, and irritable 

rather than grateful and cooperative (Vincent & Coleman, 1987). 

Critical care nurses experience similar and different stressors 

when compared to other hospital employed nurses. According to Lewis 

& Robinson (1986), "continual exposure to life threatening crisis 

situations, complex technology, critical decision-making responsibili

ties, and an over-stimulating environment place critical care nurses 

in a high-risk category for experiencing both emotional and physical 

stress" (p. 38). The literature on which the research was based cited 

four potential stressors for critical care nurses: feelings of personal 

inadequacy, a repetitive exposure to death and dying, the constant 

threat of object loss, and a crowded work space. 

Purpose of the Research 

The purpose of this research was to describe the relationships 

between social support and role strain and the practice of preventative 

health behaviors in critical care nurses. The specific objectives 

of the research were to pursue the following research questions. 

1. What is the relationship between social support and role 

strain in critical care nurses? 



2. What is the relationship between social support and pre

ventative health behaviors in critical care nurses? 

3. What is the relationship between role strain and preventa

tive health behaviors in critical care nurses? 

4. Is there a significant influence of social support and 

role strain on preventative health behaviors in critical 

care nurses? 

Significance of the Research 

Prior research on cardiovascular disease has identified specific 

characteristic traits, risk factors, or lifestyle habits commonly 

associated with men. The incidence of CAD in women is expected to 

rise as women strive to compete with men for equal status in the work 

force and maintain traditionally held household roles. Previous 

research has focused primarily on the ramifications of cardiovascular 

risk factors in a male population. As a result, preventative health 

behaviors and treatment modalities have been discovered and used in 

clinical practice to reduce the occurrence of CAD in men (Kannel & 

Dawber, 1972; Haynes & Feinleib, 1980). 

Today many women share the negative atherogenic habits of men. 

Cardiovascular risk factors such as overeating, a sedentary lifestyle, 

and cigarette smoking are present among many professional working 

women. It is expected that CAD in women may increase as more women 

move into stressful career opportunities as well as adopt cardiovascu

lar risk factors into their lifestyle. Although many non-working 

women possess similar negative atherogenic lifestyles, they do not 
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experience role strain and job stress to the degree that women employed 

outsides of the home do (Barnett & Baruch, 1985). 

The literature suggests that premenopausal women may experience 

hormonal immunity and the high incidence of CAD occurs in women past 

the age of 65 (AHA, 1987). The process whereby premenopausal hormones 

protect women from CAD is unknown. The increase in CAD after menopause 

is thought to be attributed to the decrease in ovarian function. CAD 

in women over 65 years of age may be related to an increase in lipo

protein constituency, hypertension, prolonged excessive cigarette 

smoking, and left ventricular hypertrophy (Kannel & Castelli, 1972; 

Bush, Barrett-Conner, Cowan, Criqui, Wallace, Suchindran, Tyroler 

& Rifkind, 1987). Premenopausal women who were hypertensive, heavy 

cigarette smokers, and had elevated serum cholesterol levels were 

found to experience myocardial infarctions at higher rates than women 

without risk factors (Oliver, 1978; Bengteson & Lindquist, 1981). 

In addition, estrogen replacement therapy has produced conflicting 

results in both men and women. Research reports both increased and 

reduced rates of CAD in women who received estrogen therapy upon com

pletion of menopause (Gordon, Kannel, Hjortland & McNamara, 1978; 

Wilson, Garrison & Castelli, 1985). Therefore, further research which 

examines premenopausal women exposed to cardiovascular risk factors 

is warranted. 

To date, little research has addressed CAD in women because 

of the low incidence of premenopausal CAD in females. Most research 

studying the link between stressful careers, atherogenic lifestyles, 

and social support and CAD has involved the male population because 
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of the high incidence of CAD in men. In addition, men have tradition

ally held positions of stress in the work force. As society changes 

and women are increasingly exposed to the same environmental stressors 

as men, the incidence of CAD in women may rise sharply (AHA, 1987). 

The effects of social support on CAD need further investigation 

because social support systems are often easier to alter, change, 

improve, and strengthen than to reduce an individual's exposure to 

potentially harmful stressors. Social support networks are more amen

able to change during periods of higher perceived stress than an 

individual's personality traits or coping strategies are likely to 

change (Billings & Moos, 1982). The information and knowledge obtained 

from research which recognizes the levels of support perceived by 

healthy functional members of society can then become the theoretical 

foundation for preventative health care programs. Researchers agree 

that "the reciprocity of social support needs further study" (Billings 

& Moos, 1982, p. 153)', given that people who render social support 

have a greater likelihood of being healthy themselves. 

Research is also needed to assist women in reducing the same 

risks to which men have been exposed and perhaps decreasing additional 

risks particular to women because of their potential for multiple 

roles. The results of the research can be used in deciding which 

women are more at risk for CAD and assisting these women in reducing 

their risk. 
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Summary 

An increase in cardiovascular risk factors has been seen in 

women in traditionally stressful male careers. Social support has 

decreased for women as Americans become a more mobile society. Women 

have fewer social ties as they strive to meet the demands of rigorous 

time schedules to accomplish their daily tasks. Other health problems 

have been shown to occur as social support decreases and role strain 

increases (Orth-Gomer, 1974; Billings & Moos, 1981; Laughlin, 1982; 

Bruhn & Phillips, 1984; Cooper & Melhuish, 1984; Brown, 1985; Lewis 

& Robinson, 1986). Therefore, it is possible that the incidence of 

CAD in women will increase. The research was directed toward descri

bing the relationships between social support and role strain and 

preventative health behaviors common to professional working women. 



CHAPTER II 

CONCEPTUAL FRAMEWORK 

In Chapter II the conceptual framework is presented and suppor

ted with current literature. First the construct, social support, 

is addressed. Second, the construct, role strain, is presented. Role 

strain has two concepts which help to define the construct: role over

load and role conflict. Last, the construct, preventative health 

behaviorjf, is defined. 

The conceptual framework, adapted from Murdaugh's (1982) Pre

ventative Behavior Model, is presented in Figure 1. The model consists 

of three stages: social support, role strain, and preventative health 

behaviors. Stage 1 contains the construct social support. Social 

support can be defined as the degree to which an individual's basic 

social needs (affection, esteem or approval, belonging, identity, 

and security) are satisfied through interaction with those persons 

with whom they come in contact on a regular basis (Thoits, 1982). 

The more strength, guidance, and support a woman achieves through 

contact with her social support system (group of persons an individual 

relies on for socioeconomical aid, instrumental aid, or both), the 

less likely that she will perceive role strain. 

Stage 2 of the model contains the construct role strain. Role 

strain can be defined as a perceived difficulty in meeting role 

11 



STAGE 1 STAGE 2 STAGE 3 

Construct Level Social Support 

Concept Level 

Operational 
Level 

Family 
Support 

Work 
Suppor 

Role Strain 

ole 
Overload 

Social 
Relationship 

Roles Women 
Perform 

Preventative Health 
Behaviors 

Cardiovascular 
Health-Care 
Activities 

Self-Report 
Inventories 

1. Work Support 
Subscale 

2. Family Support 
Subscale 

1. Personal/Household 
Roles 

2. Marriage/ 
Relationship Roles 

3. Parental Roles 

1. Dietary Habits 

2. Smoking Scale 

3. Physical Activity 
Recall 

4. Ways to Handle 
Stress 

Figure 1. Preventative Health Model 

ro 
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obligations (Goode, 1960). Role strain is indexed by two concepts, 

role overload and role conflict. 

Role overload can be defined as the perception that one's vari

ous roles are too much to handle. When overloaded, satisfactory 

performance in those roles is unlikely (Barnett & Baruch, 1985). 

Women are accepting a greater combination of roles than men. The 

combination or juggling of role responsibilities among women has the 

potential for becoming incompatible with the demands of those roles 

(Kandel, Davies & Raveis, 1985). 

Role conflict occurs when the demand for attention from two 

or more roles exceeds the individual's capabilities and adequate per

formance in one role tends to jeopardize the individual's performance 

in another (Barnett & Baruch, 1985). A negative relationship is theo

rized between role strain and subsequent preventative health behaviors. 

Stage 3 contains the construct preventative health behaviors. 

Preventative health behaviors are defined as those activities of daily 

living that combat the wear-and-tear effects of role strain on the 

body or establish defense mechanisms against physical and psychological 

threats (Harlan, 1981). Preventative health behaviors include eating 

a healthy diet low in sodium and cholesterol, not smoking, consuming 

alcoholic beverages only in moderation, engaging in regular physical 

exercise, and maintaining an ideal body weight. The greater the degree 

of role strain perceived by women, the greater the likelihood that 

these preventative health behaviors will not be adapted into their 

lifestyles to reduce their changes of developing CAD (Wilcox, 1981). 
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Stage 1 

Social Support 

The terms "social support11, "support system", and "social sup

port network" have gained popularity in recent years. Social support 

can be described as either a "concept or a cluster of interrelated 

social factors" (Bruhn & Phillips, 1984, p. 152). The qualitative 

dimension of the construct, social support, refers to one's perception 

of the trustworthiness, helpfulness, and reliability of his/her social 

relationships. Positively perceived support will generate health 

and well-being in the individual. As a cluster of interrelated social 

factors, social support reflects a quantitative dimension. Likewise, 

the greater the number of quantitative resources available (e.g., 

close friends, memberships in community and professional organizations, 

and close familial bonds) the more likely that the individual will 

be healthy and content (Bruhn & Phillips, 1984). Availability of social 

support varies in degree during an individual's lifetime. In addition, 

regardless of available social support, an individual's perception 

of such support also varies. 

As stated previously, social support is "the degree to which 

a person's basic social needs are gratified through interaction with 

others" (Thoits, 1982, p. 145). The basic social needs possessed 

by all human beings include a need for affection, esteem or approval 

from others, and a sense of belonging, identity, and security. Social 

support can be in the form of psychosocial aid, instrumental aid, 

or both (Thoits, 1982). 
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Psychosocial aid includes the amount of affection, sympathy, 

understanding, acceptance, and esteem perceived from direct and in

direct contact with significant others. Significant others include 

family, friends, and co-workers (Thoits, 1982). Schaefer, Coyne & 

Lazarus (1981) describe a form of support similar to Thoit's psycho

social aid which they have labelled "emotional social support". 

Emotional social support includes the perceived feeling of intimacy, 

attachment, and reassurance that an individual receives from another. 

Emotional social support also includes an individual's ability to 

confide in and rely on another. 

Instrumental aid is the amount of advice, information, or finan

cial aid a person receives from significant others (Thoits, 1982). 

Schaefer, Coyne & Lazarus (1981) use the concepts of informational 

support and tangible aid to describe forms of social support similar 

to Thoit's instrumental aid. Informational social support is similar 

to instrumental aid in that the amount of information and advice signi

ficant others give to an individual may help the individual solve 

a problem or deal with a difficult period in his or her life. Infor

mational support includes positive and negative feedback provided 

by the significant others which provides important information on 

how the individual is performing (Schaefer, Coyne & Lazarus, 1981). 

Tangible social support is .the acquisition of direct aid or 

services, which can be directly measured. It includes the amount 

of money an individual receives from significant others. It can be 

in the form of payment for services, loans, or gifts. Other tangible 
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support is the provision of services or the provision , of required 

material possessions (Schaefer, Coyne & Lazarus, 1981). 

The social support system is considered a "subset of persons 

in the individual's total social network upon whom he or she relies 

for socioeconomical aid, instrumental aid, or both'1 (Thoits, 1982, 

p. 148). The social network is defined by the number of relationships 

a person has with significant others. This definition tends to reflect 

the quantitative dimension of social support. 

The definition of social support has been modified to include 

an individual's perception of the supportive value and nature of social 

contact. Therefore, perceived social support can be referred to as 

social support as assessed by the individual (Schaefer, Coyne & 

Lazarus, 1981). 

Thoits (1982) expands the emotional component of social support 

by stating that social networks and social support systems comprise 

"continuing social aggregates that provide individuals with opportuni

ties for feedback about themselves and for validations of their 

expectations of others" (p. 4). The significant others who provide 

social support render emotional subsistence, tangible ways and means 

of supporting aid, and information and cognitive direction to those 

individuals who seek support. In providing emotional support, signifi

cant others enable individuals to conquer emotional stressors through 

mobilization of their own psychological resources. Acceptance of 

aid and support from others enhances the individual's ability to handle 

stressful life events (Wilcox, 1981). 
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Research by Cassel (1974, 1976) and Norbeck (1981) has indicated 

that social support acts as "protective factors buffering or cushioning 

the individual from the physiologic or psycholog consequences of 

exposure to the stressor situation" (1974, p. 478). According to 

Norbeck, the more social support an individual perceives, the less 

psychological trauma that individual will experience when exposed 

to stressful situations in life. 

Bruhn & Phillips (1984) describe four positive functions of 

social support. First, social support provides an environment which 

helps individuals fulfill their needs for belonging. Emotional nurtur-

ance and instrumental aid provide the catalyst for the fulfillment 

of this basic need. Second, social support buffers the consequences 

of unhealthy stressful life events. Third, it strengthens or restores 

one's faith, hope, or morale. Fourth, an individual's "ability to 

provide and receive social support enhances a person's ability to 

learn to use these skills in new situations" (Schaefer, Coyne & 

Lazarus, 1981). 

Social support may also have a negative function (Billings 

& Moos, 1981). Research by Billings & Moos (1981), Thoits (1982). 

and Barnett & Baruch (1985) indicates that an individual's social 

support network may actually create stressors when demands are placed 

on the individual by the social support network that cannot be met 

due to time and energy constraints. 

The potential influence of social support on perceived outcomes 

and the actual participation in protective or preventative health 

behaviors needs further research. Researchers agree that the majority 
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of people, when faced with stressful, threatening life situations, 

will withstand the pressure better if they have adequate social support 

systems. The absence of adequate social support has a potential effect 

on physical and psychological symptomatology (Schaefer, Coyne & 

Lazarus, 1981). 

Bruhn & Phillips (1984) stated that lack of social support 

might lead to an increased incidence of CAD, disorders of pregnancy, 

accidents, suicide, mental health disorders, school truancy, ulcers, 

cancer, and decreased longevity. They found that social support pro

vided nurturing effects. However, they admit that the research base 

developing the relationship between social support and subsequent 

physiological and psychological pathology is still weak. 

Billings & Moos (1982) support Bruhn & Phillips' findings and 

add credibility to the research theorizing a relationship between 

social support and preventative health behaviors in career oriented 

women. Their research suggests important relationships between lack 

of social support and negative health outcomes. In addition, it sug

gests that support derived from familial sources is more strongly 

related to wellness among women, whereas support derived from work 

related sources is more strongly associated with wellness among men. 

Women have the opportunity to generate support from several 

social systems (Billings & Moos, 1982). The first social system is 

the family. A positive home social support network will enhance a 

woman's confidence and guide her decisions and career opportunities. 

Women also generate support from within the work environment. Peer 
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support as well as supervisor support can be beneficial to the profes

sional working women. Last, women derive social support from each 

other. Friends, neighbors, and relatives are able to provide support 

in the form of information, child care services, and emotional support. 

As a result of an additional source of social support, the traditional 

family support may occupy a smaller portion of a woman's total support. 

This concept will be further delineated in the section dealing with 

role strain. 

In summary, the literature documents a positive relationship 

between social support and health outcomes in women. A supportive 

social network has positive outcomes for women while a lack of social 

support tends to indicate negative health outcomes. Women fare better 

under stress when positive support systems are available to generate 

confidence and repair the insult to one's ego that stressful situations 

produce. In general, women who receive positive social support will 

show overall signs of improved function, increased levels of adjustment 

for "role juggling", and a more positive role in the adaptational 

process. Social support systems may either buffer against stressors 

or be the source of the stressors themselves (Billings & Moos, 1981). 

Stage 2 

Role Strain 

Stage 2 contains one construct, role strain. Role strain, a 

normal response to an individual's overly demanding total role obliga

tions, is a perceived difficulty in meeting role obligations (Goode, 

1960). All persons occupy one or more roles at any given time 



throughout their lives. A role is normative behavior demonstrated 

by an individual who occupies a certain position in a group. Normative 

behaviors are those actions or responses that are compatible with 

prevailing norms that govern the situation in which the actions or 

responses occur. Role behavior is determined more by the circumstances 

or persons involved in a situation than by the individual. However, 

a role may be taken on by a person who perceives that the group has 

designated the role to him or her. Therefore, roles may be designated, 

de facto, ascribed, and achieved (Stang & Wrightsman, 1981). 

According to Stuart (1981), individuals who experience stress 

associated with job expectations or role performance experience a 

condition known as role strain. Over a period of time role strain 

places a heavy burden on the individual. Most individuals attempt 

to rid themselves of role strain and "heighten the gratification of 

high role adequacy" (p. 20). 

Role strain is normal (Goode, 1960). According to Goode's 

scarcity hypothesis, individuals have a limited amount of energy and 

social organizations are greedy, demanding all of an individual's 

attention. An individual's total role expectations demand time, 

resources, and energy. This fact creates role strain, which, according 

to Goode, is not only normal but inevitable. "According to the scar

city model of human energy, people do not have enough energy to fulfill 

their role obligations; thus compromises are required" (Barnett & 

Baruch, 1985). The greater the number of roles one accepts or assumes, 

the greater the likelihood that one's resources will be exhausted. 

Role strain develops as a result of decreased levels of time, energy, 



Role strain develops as a result of decreased levels of time, energy, 

and ability to deal constructively with conflicting obligations. 

Role strain can be defined as a "job related demand that results 

from conflicting, incompatible, unclear, or vague expectations and/or 

insufficient resources to comply with these expectations" (Rapson, 

1983, p. 75). Frustration and lack of job satisfaction can produce 

nonproductive workers who are prone to negative physical results 

(Rapson, 1983). Manifestations of negative physical results are 

decreased physical fitness, increased blood pressure, emotional insta

bility (Cooper & Melhuish, 1984), smoking, poor nutrition and obesity, 

lack of sleep, and increased consumption of alcoholic beverages 

(Laughlin, 1982). 

Role strain is related to stress. Stress "is an imprecise 

term that is used to describe a force or influence that disrupts the 

usual physical or psychological state" (Harlan, 1981, p. 226a). Stress 

demands a physiological or psychological response. Stressors are 

the factors or stimuli which demand responses or changes in behavior 

by the individual. Stressors are most commonly external forces acting 

upon the individual. Responses or actions are behaviors individual 

to the person illiciting the response dependent on that person's per

sonality. When an individual is exposed to external stressors or 

stimuli, that individual's personal traits will determine in what 

manner or behavior that person will demonstrate the subsequent actions 

(Harlon, 1981). 

Stressors can be the external forces that create the felt diffi

culty in meeting one's role obligations. Role strain is related to 
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stress in that role strain can be perceived by the individual as 

stress, and stress can create a situation of role strain. 

Sources of stress vary from one individual to another. A source 

of stress unwelcome to one individual may be perceived as welcome 

relief to another. Sources of stress include work, personality predis

positions, and demographic factors. In the work force, women experience 

similar stressors to men. Type A behavior, responsibility for large 

numbers of people, and difficulty in delegation of work load are but 

a few of the possible stressors. Difficulty in delegation of work 

load is attributed to lack of experience or time at the job in order 

to learn strategic methods of delegation of work (Cooper & Melhuish, 

1984). "Work is where we spend too many sedentary hours at desks 

or in front of machines. It's where we drink too much coffee, eat 

too much junk food from vending machines, and suffer the burden of 

too much stress from demanding supervisors. It's something we (with 

luck) survive" (Laughlin, 1982, p. 9). 

Role strain is a general term that encompasses the concepts 

of role conflict and role overload (Barnett & Baruch, 1985). The 

concepts of role conflict and role overload are represented in the 

preventative health model at the concept level. Therefore, further 

expansion of their meaning and implications is presented next. 

Role Overload. Barnett & Baruch (1985) describe role overload 

"as having so many demands related to one's role(s) that satisfactory 

performance is improbable" (p. 136). Psychological ramifications 

are determined by the number and nature of the particular roles. 

Roles differ in social value and the patterning of privileges and 



23 

obligations closely associated with them. "Women occupy roles that 

are different from those of men (wife, mother) and roles that are 

labeled identically (paid worker) but may be structured differently" 

(p. 135). 

The diversity of roles performed by women has traditionally 

been ignored in research. Current philosophy relates that dual role 

obligations are often incompatible and conflict arises when women 

attempt to handle both effectively and to meet the standards estab

lished by spouses and society. As a result of multiple role obligations 

women's health is placed in jeopardy (Baruch, Biener & Barnett, 1987). 

Role Confict. Role conflict can be defined as a situation 

wherein an individual is exposed to two or more contradictory expecta

tions which the person cannot fulfill at the same time. Conflict 

occurs when two internal needs, drives, or motives are not compatible. 

Barnett & Baruch (1985) describe role conflict as a situation that 

"arises when the demands from two or more roles are such that adequate 

performance of one role jeopardizes adequate performance in the 

other(s)" (p. 136). The configuration of roles that a woman possesses 

is not as clearly defined as the rigidly determined role sets known 

to men. Many women who are married and mothers are also employed 

and are involved in multiple, potentially conflicting roles. In a 

study by Kandel, Davies & Raveis (1985) women who suffered from family 

related stress due to conflicting role obligations were observed to 

experience negative mental health outcomes such as depression. Also, 

Dytell, Padine & Napoli (1985) found that psychological and physical 
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illnesses were related to family stressors in women with conflicting 

role obligations. 

In summary, role strain is a normal response to every day 

stressors, multiple role obligations, and life events. The literature 

states that multiple roles are stressful (Kandel, Davies & Raveis, 

1985). Critical care nurses, the sample for the research, are engaged 

in a stressful profession, and, as women, tend to perform multiple 

roles (Vincent & Coleman, 1986). The second stage of the conceptual 

framework describes the relationships between social support and role 

strain. 

Stage 3 

Preventative Health Behaviors 

Pender (1982) defines preventative health behaviors as those 

"activities directed toward sustaining or increasing the level of 

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

individual or group" (p. 42). Preventative health behaviors are 

indexed in the model at the construct level of Stage 3. Behavior 

is defined is any response or action of the individual which can be 

observed or measured (Stang & Wrightsman, 1981). The measurement 

can be either direct or indirectly accomplished (Rotter, 1972). Pre

ventative health behaviors are indexed as cardiovascular health care 

activities at the concept level on the model. Health care activities 

if practiced will have a positive relationship to preventative health 

behaviors. Cardiovascular health care activities are defined as not 

smoking cigarettes, cigars or pipes, controlling weight, eating a 
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balanced diet, avoiding high cholesterol foods, drinking alcohol moder

ately or not at all, exercising vigorously at least three times per 

week, avoiding undue stress, practicing relaxation techniques, and 

avoiding isolation and loneliness (Holcomb, Mullen, Fasser, Smith, 

Martin, Parks & Wente, 1985). 

The Framingham Study (1962) provides strong evidence for the 

association of CAD with a sedentary lifestyle, poor nutrition, and 

cigarette smoking (Wingard, Suarez & Barrett-Conner, 1983; Kannel 

& Dawber, 1972). Causal relationships have been established between 

Type A behaviors, stress, and occurrence of CAD (Oth-Gomer & Ahlbon, 

1980; Harlon, 1981). Studies also indicate that increasing an indivi

dual's physical activity lessens one's total risk factors to the 

chances for developing CAD (Gibbons, Blair, Cooper & Smith, 1981). 

The research of Oth-Gomer & Ahlbon (1980) support the premise 

that stress and Type A behaviors may contribute to the occurrence 

of CAD even when conventional risk factors (hypertension, hyperlipi-

demia, smoking, diabetes, and obesity) have been controlled. Type 

A behaviors experience long term internalization of stress. This 

activity dramatically accelerates the system's wear-and-tear process. 

Oth-Gomer & Ahlbon believe that a multifactorial etiology of 

CAD is present in women who experience psychological stressors from 

external sources. When conventional risk factors were controlled 

in clinical experiments, psychological stressors increased the likeli

hood of the individuals developing heart disease. 

Folkins & Sime (1981) investigated the relationship between 

fitness and mental health. A dualistic focus, one of body and mind. 
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was the cornerstone of their research. Improvements in cardiac perfor

mance after exercise programs have been associated with reports of 

an increased sense of well-being and with more positive management 

of life stress. Physical activity appeared therapeutic for those 

individuals who experienced anxiety at the somatic level, whole relaxa

tion techniques and meditation aided those individuals experiencing 

cognitive anxiety. 

Maida (1985) reports that diseases of adaptation such as hyper

tension and coronary artery disease are associated with urbanization, 

stress, and dietary habits. His research supports the Preventative 

Health Behavior Model. Maida states that a positive, supportive social 

support system aids the individual in coping with every day stressors 

and reduces the internalization process of role strain and promotes 

preventative health behaviors. 

In a related study by Friis & Taff (1986), social support was 
• 

assumed to be related to health but the nature of the relationship 

was not fully understood. Their research determined that a supportive 

and therapeutic social support system increased the likelihood that 

an individual would maintain compliance with a preventative health 

care regimen. 

The research of Hubbard (1985) and Brown (1985) supports the 

conceptual framework as delineated in Figure 1. The greater the per

ceived social support the better the overall health of the individual 

who receives the support. The relationship is based on two qualifiers. 

First, a positive social support system will lessen the effects of 

role strain and increase the practice of preventative health behaviors. 
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Second, a positive social support system may tend to help an individual 

avoid role strain and maintain good health. 

Cummings, Jette & Rosenstock (1978) conducted a project to 

ascertain how social support relates to preventative health behaviors. 

They stated that social support increases an individual's psychological 

awareness to the fact that people are backing his actions and that 

the individual is not isolated and separated from society. An awareness 

is achieved where an individual realizes that what he does to alter 

his or her health matters to someone, if not many people, and that 

he or she must become accountable for their actions. 

In summary, preventative health behaviors are activities which 

reduce the occurrence of negative health outcomes such as hypertension, 

depression, and CAD. Social support is related to an individual's 

compliance with a health care activity protocol. Social support can 

either reduce one's perception to threatening role strain or help 

the individual to avoid role strain altogether by providing a support 

structure which will act as a buffer to external stressors. 

The literature states that cardiovascular risk factors may 

potentiate the development of adaptational diseases. Physical activity 

will reduce the likelihood of developing illnesses related to excessive 

cigarette smoking, eaching a diet high in cholesterol and animal fats, 

stress, hypertension, and sedentary lifestyle. 

Summary 

In Chapter II the conceptual framework was delineated. The 

literature suggests that negative health outcomes can be lessened, 
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alleviated, or controlled for if preventative health behaviors are 

adopted into a person's lifestyle. Social support, when perceived 

as positive, supportive, and therapeutic, has a positive relationship 

with the practice of preventative health behaviors. On the other 

hand, role strain has a negative relationship to preventative health 

outcomes. Role strain, the perceived difficulty in meeting demanding 

role obligations, has the potential to manifest itself as negative 

physiological health outcomes, such as hypertension. Given the com

plexity of the human body and spirit, it is ever increasingly difficult 

to examine a simple cause and effect relationship. The multivariate 

approach attempts to describe health outcome relationships in women 

based on the relationship of social support to role strain and prevent

ative health behaviors as well as the relationship of role strain 

to preventative health behaviors. 



CHAPTER III 

METHODOLOGY 

The methodology used in the research is discussed in Chapter 

III. First, the research design is presented. Next, the criteria 

for inclusion in the sample is addressed and the instruments that 

measure the concepts of the Preventative Health Model are described. 

The methods of data collection are discussed and the data analysis 

plan is outlined. 

Design 

A descriptive design was utilized. Data was collected on sub

jects at one point in time. The descriptive design was used to des

cribe the relationships between the variables of the Preventative 

Health Model. 

Sample 

The purposive sample consisted of subjects who met the following 

criteria: 

1. Female 

2. Age 21-50 

3. Employed at least 75% of the time as a registered nurse 

in a critical care unit 

4. No diagnosed coronary artery disease. 

29 
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Rationale for Criteria 

The criteria mandated that nurses be employed at least 75% 

time in order to be sure that work was a potential stressor in their 

daily lives. The age limit served to avoid the likelihood of inclusion 

of post-menopausal women. Subjects with known cardiovascular risk 

factors, for example hypertension, were included as the focus of the 

research is on primary, not secondary preventative care behaviors. 

Critical care nurses are an ideal sample for the study for 

three reasons. First, critical care nurses possess autonomy in their 

nursing roles. Decisions regarding patient care, staffing patterns 

of co-workers, and their ability to act 'independently of physicians' 

orders are examples of the autonomous skills that nurses working with 

the critically ill must possess in order to survive the rigors of 

the work environment. 

Second, critical care nurses function under stressful working 

conditions. The stress is attributed to the acuity of patients, staf

fing shortages, and frustrations that occur when nurses must work 

along with inexperienced staff members and resident physicians (Vincent 

& Coleman, 1986). 

Third, critical care nurses are a cohesive group of health 

care personnel. The cohesiveness stems from the reality that these 

nurses must rely on each other for support to help alleviate their 

stressors, they must call upon each other to help out when caseloads 

mandate a team approach, and they acknowledge that as a group they 

have been trained with special nursing skills that few other nurses 

within that institution possess (Vincent & Coleman, 1986). 
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A sample size of 88 subjects was desired based on a power analy

sis. According to Pol it & Hungler, a power analysis is a method for 

reducing the risk of Type II errors (wrongly accepting a false null 

hypothesis). The following formula was used to calculate the sample 

size: 

L (1-R2) 
N = 

R = u + 1 

Where: 

N = sample size (the unknown) 

L = effect size index = 20.53 

R = effect size = .30 (moderate effect size) 

u = number of independent variables (2) 

According to Cohen (1977), if the significance criterion is set at 

.05 ( ), the median effect size established at .30, a sample size 

of 88 was desired to maintain power at .90. 

Setti nq 

Subjects were recruited from three private hospitals in the 

southwest United States. The first was a 375 bed religious affiliated 

hospital. The individual critical care units selected for the research 

were a 12 bed surgical intensive care unit, a 16 bed medical intensive 

care unit, an 18 bed coronary care unit, and a nine bed burn care 

unit. 

The second hospital where subjects were recruited was a 300 

bed university teaching facility. The critical care areas of the 

institution where data was collected included a 10 bed cardio-thoracic 



intensive care unit, a nine bed coronary care unit, and an 18 bed 

surgical intensive care unit. 

The third hospital was a 650 bed community facility. The 20 

bed surgical intensive care unit, a 16 bed coronary care unit, and 

a 10 bed medical intensive care unit served as the areas where subjects 

were recruited for data collection. 

Instruments 

Stage 1: Social Support: Family and Work Support Social Rela

tionship Scale (SRS). 

Social support was defined operationally using the Social Rela

tionship Scale (McFarland, 1981). The SRS measures both qualitative 

and quantitative aspects of social support. Content validity was 

obtained with a panel of four senior psychiatrists who reviewed the 

materials and made recommendations for change. Test-retest reliability 

was estimated by testing the scale on a group of 73 college students 

twice at a one-week interval. The scale has test-retest reliability 

coefficients of .62-.99, with a median of .91. Criterion validity 

was estimated by administering the test to two groups; married couples 

in therapy and parent-therapists (McFarland, Norman, Streiner & Roy, 

1984). 

The scale has six subscales, each containing six items. Only 

two subscales were used for the current research: work social support 

and family/home social support. The two subscales work social support 

and family/home social support were used to measure the concepts of 

work support and family support. The scale measures the individual's 
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social support in quantity, up to six persons, and the quality of 

the social support on a seven point Likert scale ranging from "makes 

things a lot worse", to "makes things a lot better". The higher the 

score on the two subscales, the greater the family and work support 

perceived by the subject (McFarland, Neale, Norman, Roy & Steiner, 

1981). 

Subjects were asked to list the people whom they generally 

discussed work, using the first name or initials only. After each 

name or set of initials the subjects filled in the one or two word 

description of the relation of each person. They then checked the 

circle which indicated the degree of helpfulness or unhelpfulness 

of their discussions with each person. Lastly, they checked off YES 

or NO if they felt this person would come to them to discuss work. 

Following is an example of the questionnaire: 

I discuss work with: 

Name Relation Helpfulness of discussion .. 
ST (check one circle) rlL 
Initial person come 

makes makes helps helps ° .9 
things things things things 1 u wo 

a lot a bit a bit a lot YES NO 
worse worse 

( ) 1 ( ) 2 

Stage 2: Role Strain: Role Conflict, Role Overload, Roles 

Women Perform. 

Role overload and role conflict were operationally defined 

using a new instrument based on the work of Kandel (1985) and Baruch 

& Barnett (1983). Content validity for the concepts of role overload 
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and role conflict is supported in the literature (Kandel. Davies & 

Raveis, 1985; Baruch & Barnett, 1982, 1983). Further psychometric 

work is planned in the larger research project. 

The scale contains 52 items within three subscales; household 

work roles, marriage/relationship roles, and parental roles which 

women perform. The scale provided statements to which women were 

asked to give their opinion on a seven point Likert scale ranging 

from strongly disagree to strongly agree. The higher the score on 

a subscale, the greater the perceived role conflict and role overload. 

The following is an example of the Roles Women Perform Scale. 

The sample item asked subjects about their marriage/relationship. 

Does 
Not Strongly Moderately Slightly Slightly Moderately Strongly 
Apply Disagree Disagree Disagree Agree Agree Agree 

0 1 2 3 4 5 6 

I have to do too many 
things for my partner. 0 12 3 4 5 6 

Stage 3: Preventative Health Behaviors: C-V Health-Care Acti

vities, Self-Report Inventories. 

Health-Care Activities were measured by four self-report ques

tionnaires measuring cholesterol eating habits, smoking habits, exer

cise behaviors, and ways stress is handled. A 13 item questionnaire 

assessed their current dietary cholesterol habits such as whether 

a subject uses butter or margarine and how meat products are cooked. 

Questionnaire repeatability was performed on a sample of 22 men between 

three and four months after initial assessment. Only small differences 
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in point allocation were noted and means scores for the group were 

identical on each testing. Content validation was estimated through 

a comparison of the dietary habits sheet and the subjects daily dietary 

log (N = 68) (Heller, Tunstall, Pedoe & Rose, 1981). The lower the 

score on the dietary habits scale the lower the risk of cholesterol 

in the subjects diet. The following are examples of items on the Diet

ary Habits Survey. 

Do you usually use butter or margarine? 

(a) Always or usually butter 
(b) Always or usually margarine 

If you use margarine, which brand? 

(a) Tub marked "high in polyunsaturates" 
(b) Other soft margarine 
(c) Hard margarine 

Second, a smoking questionnaire was completed to ascertain 

information concerning the subjects current and past use of any form 

of tobacco. Pettitti, Friedman & Kahn (1980) indicated that the smok

ing questionnaire is an accurate source of information regarding the 

smoking habits of research subjects. The authors based their remarks 

on the following criteria. Self-reported responses to smoking habits 

are the standard means of determining a more accurate measure of physi

ologic smoking. The sensitivity of the testing is increased when 

responses allow the inclusion of subjects who smoke less than 10 

cigarettes a day or only occasionally smoke. Also, the questionnaire 

includes additional information regarding subjects who smoke but would 

be considered physiological nonsmokers on conventional testing methods 
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(Petitti, Friedman & Kahn, 1980). The following are examples of items 

on the smoking behaviors questionnaire. 

If you have never used any tobacco product (cigarettes, cigars, tobacco 
pipe, chewing tobacco, snuff) check box below and then skip to question 
20 on this questionnaire. 

Never used any tobacco product 

If you have ever used any tobacco product (cigarettes, cigars, tobacco 
pipe, chewing tobacco, snuff), answer questions below. 

Have you ever smoked cigarettes regularly for at least one 
year? (Here "regularly" means at least 5 cigarettes per week, 
almost every week.) 

Yes If Yes, answer questions below 
No If No, skip to question 20 

The third scale ascertains the level of physical activity. 

The scale contained 15 items in a five point Likert format which mea

sures a subject's activity and asks subjects to compare themselves 

to others in similar situations. The higher the score on the instru

ment the greater the degree of physical activity. The scale contains 

three subscales: work index; sport index; and leisure-time index. 

Test-retest reliability for the subscales respectively were 0.88, 

0.81, and 0.74. Convergent validity was established when administered 

with another activity scale (N = 309) (Baecke, Burema & Frijters, 

1982). 

The following are examples of items on the Physical Activity 

Questionnaire; 

In comparison with others my own age I think my physical 
activity during leisure time is: 

Much More More The Same Less Much Less 

5 4 3 2 1 
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Never Seldom Sometimes Often Always 

During leisure 
time I play 
sports 1 2 3 4 5 

Last, a newly constructed scale entitled "Ways to Handle Stress" 

(Murdaugh, 1987) was used to measure common practices used by subjects 

to handle the stress experienced at any given time. The scale consists 

of 42 items in five point Likert type format ranging from "use very 

often" to "have never used". No reliability or validity testing has 

been done since the instrument is also new. In a pilot study the 

scale was found to include the majority of ways that 30 female graduate 

students use to reduce stress. The scale also contains one open ended 

item in which the subjects are asked to write any stress reducing 

practice used and not included in the scale. The qualitative data 

was used to revise the scale where necessary. The higher the score 

the greater the ways used to handle stress by the subjects. 

The following is an example of an item on the Ways to Handle 

Stress questionnaire. 

Have Use Use Once 
Never Almost In A 
Used Never White 

Use Use Very 
Moderately Often 

When I am 
stressed I 

Criticize 
myself 0 2 3 4 
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Human Subjects 

The research, "The Relationship Between Social Support and 

Role Strain and Preventative Health Behaviors in Critical Care Nurses", 

is one aspect of a project entitled "Refinement of Measurement of 

Selected Variables in the Preventative Behavioral Model". The princi

pal investigator of the latter study received human subjects approval 

for the study (Murdaugh, 1987). 

The nature and purpose of the research was explained to all 

potential subjects either by the investigator or by the Unit Managers. 

Subjects were asked to participate on a voluntary basis if they met 

the criteria for inclusion in the research and had received informed 

consent. Anonymity was assured through the assignment of a subject 

identification code number. 

Data Collection Protocol 

Subjects were recruited by flyers in strategic unit locations, 

and group meetings with unit managers and potential subjects. The 

purpose of the study was explained verbally and in writing. If the 

subject consented, she was given a questionnaire packet by her unit 

director or principal investigator. The instrument packet contained 

the disclaimer, a demographic form, and the instruments in a randomly 

assigned order. Approximately one hour was required to complete the 

instruments contained in the packet. 

The questionnaire packets were completed and returned to the 

unit director. The packets were collected biweekly by the investigator 
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until the desired sample size was obtained. Memos, notices, and 

follow-up with the unit directors were used to encourage participation. 

Data Analysis Plan 

Descriptive statistics were used to describe the sample. The 

frequency, mean, and standard deviation were obtained for all of the 

subscales as well as the self-report health-care inventories. Cor

relational statistics were used to answer the following research 

questions: 

1. What is the relationship between social support and role 

strain in critical care nurses? 

2. What is the relationship between social support and pre

ventative health behaviors in critical care nurses? 

3. What is the relationship between role strain and preven

tative health behaviors in critical care nurses? 

4. Is there a significant influence between social support 

and role strain on preventative health behaviors in criti

cal care nurses? 

The Pearson Correlation Coefficient was used to analyze the 

relationships among social support, role strain, and preventative 

health behaviors. The level of significance was established at 

p < .10. Multiple regression analysis was used to describe which 

variables significantly effect preventative health behaviors in criti

cal care nurses. 
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Summary 

In Chapter III the methodology was presented that will be used 

in instituting data collection and the analysis of data. First, the 

use of a descriptive design was presented as the method of collecting 

data on subjects at one point in time. Second, the criteria for inclu

sion in the sample population was presented and a power analysis was 

computed to determine a sample size of 88 voluntary subjects. Third, 

the operational indicators for the constructs of the Preventative 

Health Behavior Model were presented. Fourth, the procedures for 

data collection were discussed with possible strategic methods of 

increasing subject participation presented. Last, the methods for 

data analysis were addressed. 



CHAPTER IV 

RESULTS OF ANALYSIS OF DATA 

The results of the data analysis are presented in Chapter IV. 

The subjects sampled and instrument reliabilities are described. The 

results of correlational and regression analysis to answer the research 

questions are also presented. 

Description of the Sample 

Sixty-two of the targeted 88 subjects were studied through volun

tary completion of the questionnaire packets for a 70% response rate 

(power = .65 [Polit & Hungler, 1987]). The 62 critical care registered 

nurses had a mean age of 31 years (s.d. 6 years). Forty-nine (79%) 

women were staff nurses, 12 (19%) were head nurses or an equivalent 

job title depending on the institution, and one person did not identify 

her employment status. Three subjects (4%) employed in a private relig

ious affiliated hospital, 31 subjects (50%) in a university health-care 

facility, and 27 (45%) in a third medical center hospital. One woman 

did not mention her institution of employment. 

The basic nursing educational preparation for the sample was 

as follows: 22 (35%) diploma, five (8%) associate degree, and 35 (56%) 

baccalaureate. The range of dates of graduation from nursing education 

ranged from the earliest of 1962 to the most recent of 1987. The highest 

academic level achieved in the sample was a bachelors degree. 

41 
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Thirty-three (53%) held bachelors of science degrees in nursing and 

six (9%) held bachelors degrees in other disciplines. 

Twenty women (32%) were certified; 16 by the American Association 

of Critical Care Nurses, and four by the American Nurses' Association. 

Forty subjects (65%) were not certified. 

The range of employment of the women was from five months to 

22 and a half years. The mean years of employment was four years 

(s.d. 5). The mean years in present position was three years (s.d. 

3). 

Social Relationship Scale 

Work Social Support 

The social support samples have the potential to be larger than 

the overall sample size since support persons could be identified more 

than once, that is, one subject may have listed two or three friends 

who were members of that person's social support system. The persons 

most frequently mentioned from the 62 subjects1 work support systems 

were spouse (n = 29), immediate family members (n = 44), friends (n 

= 93), and co-workers (n = 57). 

The subjects perceived the support received from the members 

of their work support persons as helpful. The support was perceived 

as reciprocal in that women reported the members of their social support 

system would come to them for support as well as render support to 

the subject. 
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Home/Family Social Support 

The most frequently mentioned members of a person's social sup

port system for home and family support were spouse (n = 33), immediate 

family (n - 68), friends (n = 79), and co-workers (n = 17). Again, 

certain support person categories were mentioned repeatedly thereby 

increasing the frequency of the number of support persons. 

The support received for home and family was perceived as helpful 

by the subjects. The social support was reciprocal in that the support 

persons mentioned would come to the subjects for support as well as 

render social support to the subjects. 

Roles Women Perforin 

When asked the percentage of total household chores performed 

by the subjects, the respondents replied as follows: 12 women stated 

100%, 20 women stated between 75-99%, 21 women reported 50-75%. Seven 

women stated that they completed 25-50% of household chores and respon

sibilities, and only one woman did less than 25%. The mean was 70% 

(s.d. 24). The subject's spouse or partner were the major contributor 

to complement the remaining percentage in performing household chores 

and responsibilities. Children were not significant contributors with 

74% (n = 46) holding no responsibility or helpfulness. Fifteen subjects 

received help in varying percentages from other family members or out

side help (housekeeper, child-care, etc.). Table 1 represents responses 

indicative of the absence of role conflict and role overload. Table 

2 shows response items indicative of role conflict and role overload. 

The items were selected to present the attitudes of women on specific 
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Table 1. Responses Indicating Absence of Role Conflict and Role Over
load (n = 62) 

Does 
Not Strongly Slightly Moderately Strongly 

Activity Apply Disagree Agree Agree Agree 

I am satis- 13% 39% 
fied with my (n = 8) (n = 23) 
relationship/ 
marriage 

My partner is 7% 19% 31% 
supportive of (n =4) (n = 11) (n = 18) 
my career 

I am appreciated 25% 25% 12% 
for the work (n = 15) (n = 25) (n = 7) 
that I do around 
the house 

I spend enough 16% 4% 7% 
time with my (n =9) (n = 2) (n = 4) 
children though 

I almost never 57% 
have any peace (n = 34) 
and quiet 
at home 
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Table 2. Responses Indicating Role Conflict and Role Overload 
(n = 62) 

Slightly Moderately Strongly 
Activity Agree Agree Agree 

I want to spend 9% 4% 20% 
more time with (n = 5) (n = 2) (n = 11) 
my children than 
work allows 

Household chores 22% 17% 14% 
demand more time (n = 13) (n = 10) (n = 8) 
than I am able 
to give 

Working makes it 19% 29% 12% 
very hard to (n = 11) (n = 17) (n = 7) 
attend to house
hold chores 

I am interested 23% 15% 7% 
in doing house- (n = 14) (n =9) (n = 4) 
hold chores 

It seems as if 22% 10% 3% 
my family is (n = 13) (n =6) (n = 2) 
always making 
demands of me 
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key issues pertinent to working women. Women reported that they thought 

it was an accomplishment to run a household well in conjunction with 

outside employment. On the average they believed their work around 

the house was appreciated. A majority of women were satisfied in their 

marriage/relationship and their partner was supportive of their career. 

The subjects stated they spent enough time with their children even 

though they worked. The women reported they were able to obtain peace 

and quiet at home, and those married or involved in a steady relation

ship did not agree with the statement: "Working makes my partner think 

I am trying to take over as the 1 breadwinner1 

Dietary Habits 

Sixty-one (98%) subjects of the sample stated that they believe 

certain foods are bad for one's health. Fifty-three (85%) subjects 

reported using margarine instead of butter. The most frequent types 

of margarine products used were corn (25%, n = 8), vegetable (31%, 

n = 10), and soybean (18%, n = 6). Fifty-seven (87%) of the subjects 

eat less than three eggs a week. Fifty-one (82%) subjects drink between 

a half pint and a pint of milk per day. Forty-nine subjects (79%) 

eat less than four sausages per week and 56 subjects (96%) use liquid 

cooking oil when frying food. 

Smoking Questionnaire 

Forty-two (67%) of the women sampled had never smoked. Twenty 

subjects reported a history of smoking and 18 currently smoked. The 

average age at which they started to smoke was 18, with a mean duration 

of smoking of 13 years. 
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Physical Activity Scale 

Twenty-five (40%) women reported that they seldom sat at work, 

whereas 27 (43%) stated that they sometimes sat at work. Thirty-seven 

(59%) women reported they often walk at work. Twenty-three (37%) stated 

they sometimes are required to lift heavy loads, and 24 (38%) subjects 

often lift heavy loads while on the job. Twenty-eight women (45%) 

reported they often felt fatigued at the end of a work day. Twelve 

women (19%) stated that they always were tired after their shift was 

completed. Thirty (48%) subjects stated they thought their work was 

physically lighter than other women their age. 

Only 23 (37%) of the women sampled participated in sports. During 

leisure time 21 (39%) reported their physical activity was more than 

persons their own age, while 17 (32%) reported their activity was the 

same as others. Television was used as a leisure activity by 19 subjects 

(35%) often and 22 women (40%) use television as a sometimes leisure 

activity. 

Ways to Handle Stress 

Several methods were used to handle stress. Table 3 illustrates 

examples of the most common methods and the corresponding frequency. 

Four of the most frequent methods of reducing stress are passive ways 

to handle stress. Only one represents an active method for reducing 

stress. The least frequently used ways are listed in Table 4. The 

least frequently used methods to reduce stress are physical and psycho

logical ways to handle stress. 



Table 3. Methods Most Frequently Used to Handle Stress (n = 62) 

FREQUENCIES 

Method 

Use Once 
in a 
Whi le 

Use 
Moderately 

Use Very 
Often 

Accept it 53% 30% 5% Accept it 
(n = 33) (n = 19) (n = 3) 

Daydream 40% 21% 10% Daydream 
(n = 25) (n = 13) (n = 6) 

Don't let it 40% 21% 
bother me (n = 25) (n = 13) 

Tell myself that 38% 29% 12% 
things could be (n = 24) (n = 18) (n = 8) 

worse 

Take action 29% 37% 30% 
(n = 18) (n = 23) (n = 19) 



49 

Table 4. Methods Least Frequently Used to Handle Stress (n = 62) 

FREQUENCIES 

Have Never Use Almost 
Method Used Never 

Take a pill 90% 6% Take a pill 
(n = 56) (n = 4) 

Yoga 89% 8% Yoga 
(n = 55) (n = 5) 

Stress reducing 87% 10% 
classes (n = 54) (n = 6) 

Increase cigarette 74% 6% 
use (n = 46) (n = 4) 

Increase alcohol 43% 23% 
use (n = 27) (n = 14) 
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Subscale Mean Values 

Social Relationship Scale 

The two subscales for the Social Relationship Scale: Work Social 

Support and Home/Family Social Support reported mean response values 

as presented in Table 5. The higher the response score on the helpful

ness scales the greater the perceived social support. The subjects 

were asked to rate their perceptions of social support for a given 

individual on a scale which ranged from 0 (does not make things better) 

to three (helps things alot). As indicated by the subscale means, 

the subjects perceived persons to be helpful. The means and standard 

deviations for the two subscales were identical, indicating subjects 

were responding the same for the two scales. 

Roles Women Perform 

The mean response values for the subscales of the Roles Women 

Perform instrument are presented in Table 6. The subscales included 

Person/Household, Marriage/Relationship, and Parental responsibilities 

and demands. The instrument used a Likert scale with 0 representing 

"does not apply" and six representing "strongly agree". The higher 

the scoring on the particular subscale items the greater the role over

load and role conflict felt by the subjects. Women did not perceive 

their roles as being overly demanding. They received adequate help 

with household responsibilities, and did not report that their careers 

created conflict with their marriage or relationship. The lower mean 

score for the subscale measuring parental demands is indicative of 

a low percentage of women who were also mothers. It is estimated that 
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Table 5. Subscale Means of Work and Home/Family Social Support 
(n = 62) 

Standard 
Subscale Mean Deviation 

Work 
Helpfulness 2.03 .76 

Home/Family 
Helpfulness 2.03 .76 
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Table 6. Mean Values for Roles Women Perform Subscales (n = 62) 

Standard 
Subscale Mean Deviation 

Person/ 
Household 3.03 .60 

Marriage/ 
Relationship 2.06 1.43 

Parental 1.27 1.57 

Total Scale 2.15 .92 



53 

16 women were mothers based on data obtained from role responsibility 

percentages. Forty-six subjects responded "does not apply" when asked 

if children helped with household responsibilities. 

Self-Report Inventories 

The mean response values for the Preventative Health Behaviors 

are presented in Table 7. The Self-Care Inventories included scales 

to measure dietary habits or cholesterol risk indicators, stress redu

cing behaviors, smoking behaviors, and physical activity practices. 

The physical activity scale is further divided into the subscale which 

measure work, sport, and leisure physical activity behaviors. 

The lower the score on the Dietary Habits Scale the greater 

the practice of dietary cholesterol restriction and the less risk of 

increased cholesterol levels in the subject. The subjects reported 

low intake of cholesterol based on self-report of dietary habits. 

The Ways to Handle Stress Scale measured the frequency of methods 

used by women to reduce stress. The greater the percentage of methods 

used the greater the coping with stress by the subjects. Mean values 

indicate that the subjects did not practice multiple stress reducing 

methods. The highest possible score was five and the lowest possible 

score was one. A mean of 1.65 indicates the lack of stress reduction 

practices among the sample. 

The higher the response value on the physical activity subscales 

the more frequent the subject participated in physical activity either 

at work, during leisure time, or in sports. The subjects reported 

increased levels of physical activity in the work setting, and average 
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Table 7. Mean Scores for Preventative Health Behaviors (n = 62) 

Standard 
Subscale Mean Deviation 

Dietary 
Cholesterol 
Restriction 1.78 .31 

Stress 
Reduci ng 
Behaviors 1.65 .32 

Smoking N/A N/A 

Exercise 4.05 1.81 

Work 
Activity 3.42 .33 

Lei sure 
Activity 2.57 .47 

Sport 
Activity N/A N/A 
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physical involvement during leisure time. The mean value for sports 

activities could not be calculated due to dichotomous responses. How

ever, only 28 subjects participated in sports. A mean value could 

not be calculated for the smoking questionnaire. 

Reliability 

Social Relationship Scale 

The Social Relationship Scale measures both the qualitative 

and quantitative domains of an individual's social support system. 

No additional psychometric analysis was done to estimate the reliability 

of the scale. Previous testing has estimated acceptable reliability 

coefficients for the scale as a whole as well as the six individual 

subscales, including home/family social support and work social support. 

Roles Women Perform 

The scale entitled "Roles Women Perform11 is a newly developed 

scale which measures role overload and role conflict in women with 

multiple role obligations and demands. The scale contains three sub-

scales: personal and household responsibilities and demands, marital/ 

relationship responsibilities and demands, and parental responsibili

ties and demands. Standardized alpha coefficients for the subscales 

were .65, .95, and .95 respectively. Two of the subscales met the 

.70 criterion level for a new scale. 

Ways to Handle Stress 

The scale entitled "Ways to Handle Stress" is also a newly devel

oped scale which assesses methods women use to reduce stressful 



situations. The standardized alpha coefficients for the scale was 

.78. The scale also met the .70 criterion level for a newly developed 

instrument. No reliability coefficients were computed on the self-

report inventories measuring preventative health behaviors. 

Research Questions 

The first research question was: What is the relationship between 

social support and role strain in critical care nurses? Pearson cor

relation coefficients were used to analyze the relationships. The 

two significant correlation were between the person subscale of the 

Roles Women Perform Scale and the work helpfulness subscale of the 

Social Relationships Scale (r = -.29, p = .03) the person subscale 

of the Roles Women Perform Scale and home/family helpfulness subscale 

of the Social Relationship Scale (r = -.29, p = .03). Since respondents 

answered the work subscale and the home/family subscales alike, all 

correlations with these subscales were identical. No other signifi

cant correlations were found between social support and role strain. 

Table 8 presents the total correlational data for the two concepts 

by subscale. 

The second research question was: What is the relationship be

tween social support and preventative health behaviors in critical 

care nurses? A significant correlation was found between stress redu

cing behaviors and social support (r = .26, p = .06). No other signi

ficant correlations were found between social support and preventative 

health behaviors. The total correlational results for the two concepts 

by subscale are presented in Table 9. 
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Table 8. Correlations Between Social Support and Role Strain: Pearson 
Correlation Coefficients (n = 62) 

SOCIAL SUPPORT 

Home/Family 
Helpfulness 

Work 
Helpfulness 

Role 
Strai n 

Person 
(n = 53) 

Marriage/ 
Relationshi p 
(n = 54) 

Parent 
(n = 50) 

r 

-.29* 

- .06 

-.09 

r 

-.29* 

- .06  

-.09 

* significance level p < .10 

/ 
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Table 9. Correlations Between Social Support and Preventative Health 
Behaviors: Pearson Correlation Analysis (n = 62) 

SOCIAL SUPPORT 

Home/Family 
Helpfulness 

Work 
Helpfulness 

Preventative Health 
Behaviors 

Cholesterol 
Risk Factor 
(n = 48) 

.09 .09 

Stress 
Reduction 
(n « 55) 

.26* .26* 

Sports 
Participation 
(n = 17) 

- . 1 1  - .11  

Leisure 
Activi ty 
(n = 44) 

- . 1 2  - . 12  

Work 
Activi ty 
(n = 50) 

- .19 -.19 

Smoking 
Behavi ors 
(n = 52) 

08 .08 

* significance at p < .10 
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The third research question was: What is the relationship between 

role strain and preventative health behaviors in critical care nurses? 

Significant correlations were found between the role strain subscales 

of marriage/relationship roles and the subscale leisure activities 

of the exercise scale measuring physical activity (r = -.24, p = .10). 

Another significant relationship exists between parental roles women 

perform and leisure activities (r = -.25, p = .09). No additional 

significant relationships were found to exist between the variables 

role strain and preventative health behaviors. Table 10 displays the 

correlations for the role strain subscales and preventative health 

behaviors. 

The fourth research question was: Is there a significant influ

ence of social support and role strain on preventative health behaviors 

in critical care nurses? The results of regression analysis revealed 

that no significant influence was found as none of the subscales signi

ficantly accounted for any of the variance in any of the preventative 

health behaviors. 

Summary 

Chapter IV has reported the results of the analysis of data. 

The sample consisted of 62 critical care registered nurses. Signifi

cant correlations exist between the person subscale of the Roles Women 

Perform Scale and the work helpfulness subscale of the Social Relation

ship Scale, and the person subscale of the Roles Women Perform Scale 

and the home/family subscale of the Social Relationship Scale. Both 

Social Relationship Scales were significantly correlated to stress 



Table 10. Correlations Between Role Strain and Preventative Health 
Behaviors: Pearson Coefficient Correlations (n = 62) 

ROLE STRAIN 

Marriage/ 
Person Relationship Parent Total Scale 

Preventative 
Health Behaviors 

Cholesterol 
Risk Factor 
(n = 51) 

.15 -.07 - .17 - .12 

Stress 
Reduction 
(n = 59) 

Sport 
Activity 
(n = 18) 

- . 16  

01 

- .02 

13 

- .20  

- .18 

- .15  

- .01 

Leisure 
Activity 
(n = 48) 

08 -.24* -.25* - . 2 1  

Work 
Activi ty 
(n = 53) 

-.01 .10 -.07 04 

Years 
Smoked 
(n = 55) 

15 - .06  . 16  15 

* significance at p < .10 
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reducing behaviors of the subjects. Leisure activities, a subscale 

of the Physical Activity Scale, was significantly correlated to the 

subscales parent and marriage/relationship of the Roles Women Perform 

Scale. Reliability of the instruments was estimated. The instruments 

were found to be reliable. The results of a regression analysis reveal

ed that no significant influence was found, as none of the subscales 

significantly accounted for any of the variance in any of the preventa

tive health behaviors. 



CHAPTER V 

DISCUSSION, CONCLUSIONS 
AND RECOMMENDATIONS 

In Chapter V conclusions based on the results of the data 

analysis will be presented. The relationship between the conceptual 

framework and the research findings will also be discussed. Implica

tions for nursing practice will be included in this chapter. Limitations 

of the study will be addressed and recommendations will be suggested 

for further research. 

Conclusions and Findings Related 
to the Conceptual Framework 

The purpose of the study was to describe the relationships 

between social support and role strain and preventative health behaviors 

in critical care nurses. The following conclusions are based on the 

results of the analysis of data according to pre-established criterion 

levels of significance. 

The first research question asked: What is the relationship 

of social support to role strain in critical care nurses? As delineated 

in the conceptual framework, social support is theorized to have a 

positive relationship with the construct role strain. The more suppor

tive, helpful and therapeutic individuals perceive their social support 

system, the less likely individuals will perceive role strain. Norbeck 

(1981) and Billings & Moos (1981) state that social support acts as 

a buffer for the individual against societal stressors and strains. 
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Results revealed the subjects perceived helpful social support. 

Significant relationships existed between work and home/family work 

support and the personal/household demands and responsibilities of 

critical care nurses. The cohesiveness of the group may have influenced 

the relationship drawn from these results. Critical care nurses must 

rely on each other to help ease the pressures and frustrations of 

dealing with critically ill patients. The cohesiveness acts to form 

a bond of professional friendship. Each nurse understands certain 

feelings of the people she works with because she also experiences 

similar emotions and perceptions. The same may hold true for the per

ception of personal and household role strain. Many of the stressors 

associated with personal and household role responsibilities, demands, 

and obligations women perceive are similar. Therefore, each nurse 

can understand and appreciate the other person's role strain because 

at one time or another she may have experienced similar difficulties 

in meeting the demands and responsibilities of working and maintaining 

a home. 

No significant relationships were described between social 

support and the marital/relationship demands and responsibilities of 

the role strain construct. Insufficient numbers of critical care nurses 

were married or involved in a serious relationship to document a signi

ficant relationship. Similarily, no significant relationship existed 

between social support and parental role strain. Even fewer subjects 

reported child-care responsibilities had an effect on the degree of 

role strain perceived. If the demands or responsibilities are not 

present, the person will not experience role strain. 
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The second research question asked: What is the relationship 

between social support and preventative health behaviors in critical 

care nurses? The literature has reported that social support has a 

positive effect on preventative health behaviors. In other words, 

the more helpful and therapeutic an individual perceives her social 

support, the greater the likelihood the individual will participate 

in health-care practices designed to maintain wellness and prevent 

di sease. 

In this study, social support had a significant positive rela

tionship with the preventative health behaviors: ways women handle 

stress. Characteristically, employed women are in good health. The 

cohesiveness or peer pressure of a closely knit group may influence 

the habits of its members. 

The significant positive relationship between social support 

and the methods the subjects used to cope with stress may be related 

to the cohesiveness of the group as well. If the stressors are shared 

and experienced by the majority of the group, then the methods used 

to deal with the stressors can also be shared or communicated to the 

members of the group. The most frequently used ways to handle stress 

were passive methods. It is probable that subjects perceived the 

stressors to be normal. Accepting stressors as part of their routines 

enabled the subjects to deal with them in a passive yet effective man

ner. 

Social support was not significantly related with the preventa

tive health behaviors, dietary cholesterol restriction, physical 

activity, and smoking behaviors. The subjects may have perceived 
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themselves as healthy and at a low risk for heart disease. Therefore, 

they may not have perceived a need to restrict cholesterol intake beyond 

current levels as determined by the results obtained from the dietary 

cholesterol restriction scale. The mean age of the sample was 31 years. 

Women of this age may be too young to perceive illness as a threat 

to their lives, so they do not participate in physical exercise to 

prevent illnesses such as cardiovascular disease. The subjects may 

have been too busy with errands, household chores, or child-care to 

exercise prior to work. On the other hand, the subjects may have been 

too fatigued at the end of their shifts to exercise. 

The majority of the subjects did not smoke. Smoking is a "social 

activity" in that its effects are not only experienced by the smoker, 

but by those in contact with this person during the activity. The 

pressures not to smoke may influence a person's decision not to do 

so. However, the correlations between social support and smoking beha

vior did not support the relationship. 

The third research question asked: What is the relationship 

between role strain and preventative health behaviors in critical care 

nurses? Role strain was theorized to have a negative relationship 

with preventative health behaviors. The greater an individual perceives 

role strain, the less likely the individual will practice preventative 

health-care behaviors. 

A significant negative relationship existed between the marital/ 

relationship roles women perform and leisure physical activities. 

Although the subjects as a group did not perceive role strain, subjects 

who were either married or involved in a serious relationship did 
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perceive pressure from the demands and responsibilities of dual role 

participation. As a result, these women did not participate in leisure 

activities either due to lack of time, energy, or interest. 

A significant negative relationship was also noted between 

parental roles women perform and leisure activities. Subjects who 

possessed careers and were responsible for childrearing demands and 

activities may have been unable to participate in leisure activities 

due to constraints of time, energy, or interest. 

Significant relationships did not exist between role strain 

and the preventative health behaviors: smoking behavior, dietary chol

esterol restriction, and ways women handle stress. However, as 

previously stated, social support had a significant positive relation

ship to the preventative health behaviors, smoking behavior and ways 

women handle stress. Since high positive social support and low per

ceived role strain was present in the sample, negative behaviors were 

absent. Social support may have acted as a buffer in reducing the 

perceived role strain experienced by the subjects. 

The fourth research question asked: Is there a significant influ

ence of social support and role strain on preventative health behaviors 

in critical care nurses? Neither social support nor role strain had 

a significant effect on any of the preventative health behaviors in 

the critical care nurse sample. 

Although the sample of women chosen for the research met the 

criteria for the study, the criteria for the study may not have been 

appropriate to describe the relationships between the concepts. First, 

female nurses may not have perceived themselves as career oriented. 



67 

Second, as a cohesive group of employees, the subjects may not have 

perceived the threat of role strain due to social support from within 

the work setting and at home from family members. Third, the majority 

of the subjects were single, childless women who may not have perceived 

role strain due to the absence of dual role demands, obligations, and 

responsibilities. 

Critical care nurses must be in relatively good physical condi

tion to meet the rigors of working in a dynamic, often fast-paced, 

environment. Therefore, the subjects may not have perceived themselves 

as at risk for certain adaptational diseases such as cardiovascular 

disease. Without motive, incentive, and justification, the subjects 

have not participated in preventative health care behaviors. 

Social support acts as a buffer against the impact of stressors 

and societal strains on one's physical condition. The subjects perceived 

social support as helpful. Social support may yield a sense of false 

security. The subjects may not have perceived themselves as at risk 

for illness due to the nature of helpful support systems. Therefore, 

the subjects may not have perceived the need for preventative health 

behaviors. Also, people who give social support have an increased 

likelihood of being healthy themselves (Billings & Moos, 1982). The 

subjects perceived social support as reciprocal, demonstrating another 

possible explanation for the lack of significant influence between 

social support and role strain on preventative health behaviors. 



68 

Implications for Nursing 

The lack of significant relationships between the variables 

of the research makes it impossible to draw generalizable conclusions. 

Therefore, there are no implications for nursing practice. However, 

there are implications for nursing research. The implications are 

set forth in the section discussing the recommendations for further 

research. 

Limitations 

The study had six major limitations. First, the generalizabi1ity 

of the findings of the research are limited due to the relatively small 

sample size. According to a power analysis (Cohen, 1970), a sample 

size of 88 was needed. However, only 62 subjects were studied. 

Second, since only about one third of the sample was married, 

role strain may have been absent in the majority of the sample. Although 

the demographic data sheet did not ask marital status, it is estimated 

that approximately two-thirds of the sample were single, childless 

working women. The effects of role strain did not impact the single, 

childless subjects with the same intensity. 

Third, nurses may not consider themselves to be members of a 

professional work force. Nurses may not perceive their role as a posi

tion taking precedence over another demanding role obligation. They 

may view their roles at home as more important than their roles as 

nurses. Role strain will not occur unless there are two or more 

existing forces requiring a person's attention and energies. 
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Fourth, another limitation related to the sample may have stemmed 

from the selection of subjects on a voluntary basis. It is possible 

that the nurses who replied to the questionnaires were those who custom

arily do what is expected or asked of them, and the resultant sample 

was not a true representation of critical care nurses. 

Fifth, the lack of consistency in the literature may have 

affected the outcome of relationships between the variables. Specifi

cation error occurs when constructs in the conceptual framework are 

inaccurately defined. Different authors possess conflicting definitions 

for the construct role strain. According to Ward (1986), role conflict 

and role overload are antecedents to role strain, and role strain is 

a result of role stress. 

Sixth, the estimated reliabilities of the Social Relationship 

Scale, Roles Women Perform Scale, and the Ways to Handle Stress Instru

ment were high enough to rule out measurement error as a limitation. 

However, the subscales of the instrument Roles Women Perform did not 

exclusively measure the concepts, role overload and role conflict. 

Although attempts were made to include items in the scale that measure 

the concepts, the concepts were not separated at the operational level. 

Therefore, the instrument measured role strain rather than role conflict 

and role overload. 

Last, the two subscales, Work and Family, were obviously redun-

dent and need to be revised. Since the scale was used previously in 

other research, no further work was done in this research. However, 

additional psychometric work is recommended. 



Recommendations for Further Research 

1. Increase the sample size. A larger sample size will deline

ate the variables more clearly and prevent occurrence of a Type II 

error. The variables may be described more completely with a larger 

sample. For example, by increasing the sample size there is a greater 

chance of including more women who experience role strain due to demand

ing or conflicting role obligations and responsibilities. 

2. Replicate the research in a more homogeneous sample. Include 

marriage as a criterion for inclusion in the study to avoid obtaining 

a predominately single sample. Also, the research could be replicated 

on a group of single critical care nurses. Comparisons can be conducted 

to assess similarities and differences between the two groups. 

3. Replicate the research using women in traditionally male-

oriented stressful careers such as medicine, law, or engineering. 

It is possible that female nurses do not perceive their jobs as a pro

fession, and the predicted relationships between the variables may 

be significant in a professional oriented group. 

4. Replicate the research in a sample composed of male critical 

care nurses. Previous research on a male population provided the 

theoretical framework for the research. Repeated testing will enhance 

the relationships and provide clarity to the variables. Men in nursing 

have accepted a non-traditional career. For many men, nursing is 

perceived as a lifelong professional career choice, not a job which 

provides supplemental income. Also, men who choose nursing may hold 

non-traditional attitudes about home, marital, and parental roles, 



71 

responsibilities, and obligations. Role strain may be seen more fre

quently in a male nurse sample. 

5. Replicate the research using a variety of female nurse samp

les. General duty floor nurses can be studied to assess similarities 

and differences between themselves and critical care nurses. 

Summary 

In Chapter V the findings of the research were discussed in 

relationship to the conceptual model. Conclusions based upon signifi

cant relationships indicate that in critical care nurses positive 

relationships exist between social support and personal/household roles. 

Significant relationships between social support and other role perfor

mances were not found because the majority of the subjects were single, 

childless women. Social support was significantly related with the 

preventative health behavior of methods women use to cope with stress. 

The relationship between social support and the preventative health 

behavior was described. 

The marital and parental roles women perform were significantly 

related with leisure physical activities. A description of the rela

tionships was discussed. Due to limitations of the study, social 

support and role strain may not explain any significant variance for 

preventative health behaviors. Implications for nursing practice were 

addressed and recommendations for further research were suggested. 
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DISCLAIMER 

"Refinement of Measurement of Selected Variables in 
the Preventative Behavior Model" 

The purpose of this study is to define questionnaires that measure 
factors that may predict preventative behaviors. The questionnaires 
measure support from family and friends, conflicts in roles of mother, 
wife, and nurse, values, perceived control over one's health, and 
perceived benefits and barriers to undertaking behaviors to prevent 
the development of cardiovascular risk factors. You are being asked 
to voluntarily give your opinion on the statements in the question
naires. By responding to the questionnaires you will be giving your 
consent to participate in the study. About 30 minutes of your time 
will be required. Your name is not on the questionnaire, and you may 
choose not to answer some or all of the questions if you desire. What
ever you decide your employment will not be affected in any way. Your 
questions will be answered and you may withdraw from the study at any 
time. There are no known risks. 

Carolyn Murdaugh, R.N., Ph.D. 
Principal Investigator 

Stuart Whitney, R.N., BSN 
Research Associate 
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SUBJECT CODE # 

DEMOGRAPHIC SHEET 

JOB TITLE 

AGE 

NURSING UNIT 

HOSPITAL 

I. Educational Background 
A. What was your basic nursing education? (Check One) 

Associate Degree 
Diploma 
Baccalaureate in Nursing 

B. What year did you graduate? 

C. What is your highest earned academic degree/ 
Associate Degree in Nursing 
Baccalaureate Degree in Nursing 
Baccalaureate Degree in Other Field 

Major 
M.S. in Nursing 
M.S. in Other Field 

Major 
Earned Doctorate 

Major 

D. Are you certified in a speciality nursing area? (e.g. 
Certification) 

Yes Which Area? 
No 

II. Experience in Hospital 
A. Approximately how many years of experience have you had as a 

nurse? 
years part-time years full-time 

B. How long have you been in your current position in this 
hospital? 

months years 

C. How long have you been employed in this hospital (this time, 
if employed here more than once)? 

months years 

III. Shift Responsibilities 
A. What shift do you usually work? days evenings nights 

B. What shift are you working today? days evenings nights 

C. Have you already worked today? Yes No 

If yes, how many hours have you worked? number of hours 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
T U C S O N ,  A R I Z O N A  8 5 7 2 1  

C O L L E G E  O F  N U R S I N G  

MEMORANDUM 

TO: Carolyn Murdaugh, PhD, RN Stuart Whitney, RN BS 
Associate Professor Research Assistant 

FROM: Linda R. Phillips, PhD, RN, faan//^ 
Acting Director of Research 

DATE: March 9, 1987 

RE: Human Subjects Review: Refinement of Measurement of 
Selected Variables in the Preventive Behavior Model 

Your project has been reviewed and approved as exempt from University 
review by the College of Nursing Ethical Review Subcommittee of the 
Research Committee and the Director of Research. A consent form with 
subject signature is not required for projects exempt from full Uni
versity review. Please use only a disclaimer format for subjects to 
read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director 
of Research if you need access to it. 

We wish you a valuable and stimulating experience with your research. 

LRP/fp 
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