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ABSTRACT 

Descriptive research was conducted to describe the 

relationship among perceptions of generalized self-

efficacy, social support, and a health promoting 

lifestyle in single mothers. A convenience sample of 50 

single mothers answered four questionnaires designed to 

measure selected demographic variables, generalized 

self-efficacy expectations, social support, and health 

promoting lifestyle practices. The relationship between 

self-efficacy and health promoting lifestyle practices 

in the single mothers was found to be positive and 

significant (r= .63, p < .001). Significant positive 

correlations were also found between social support 

("total number of contacts") and health promoting 

lifestyles (r= .57, p < .001). No relationship was 

found between self-efficacy and social support. 

Selected demographic variables were significantly 

related to indices of social support. The practice of a 

healthy lifestyle by single mothers may be influenced by 

reinforcement of their self-efficacy and social support. 

xi 



CHAPTER 1 

INTRODUCTION 

Single mothers have endured intense and 

multidimensional economic, social, and emotional 

hardships. Some single mothers have chosen to promote 

a general personal sense of endurance and 

determination and have created intricate social 

support relationships in order to live a healthy 

lifestyle. Most of the single parent research has 

focused on the economic, social or psychological 

problems of the single mother and have viewed the 

single mother family as a pathological deviancy from 

the traditional family structure. . While this 

research data has been helpful in terms of 

identifying the single-mother's problems, problem-

oriented research has not described how single 

mothers have adapted successfully to their lives as 

the single primary care-giver of their children. 

The cause for concern about the mental and 

physical well-being of single mothers has grown as 

the numbers of female headed households have 

increased. The United States Bureau of the Census 

(1986) documented the growth in the number of female 
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family households from 5.59 million (10.8 percent of 

all families) in 1970 to 9.88 million (15.9 percent of 

all families) in 1984. The number of female-

headed households has clearly increased, particularly 

among women less than 35 years old and minority women 

(Public Health Reports). 

The health status of single mothers has been 

threatened by several stresses which have been 

grouped into three major categories: economic, social 

and psychological. Researchers have just begun to 

explore successful coping methods used by single 

mothers. An understanding of positive and effective 

coping mechanisms has recently been recognized by 

researchers as essential. This understanding is 

essential in order to effectively counsel single 

mothers about healthy adaptation methods to cope with 

single parent stresses. Thus, the focus of this 

present study was to describe the relationships 

between personal strengths, identified as self-

efficacy expectations and social support, and to 

relate these strengths to the practice of a health 

promoting lifestyle by the single mother. 

Interest for this present study was derived 

from a qualitative grounded theory study of single 

mothers (Jacques, 1986). Seven single mothers 
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interviewed by Jacques outlined a process entitled 

"Metamorphosis" which was described by Jacques as "a 

transformation within the women. The women went from 

a dependency state in an unhappy marriage or 

relationship to a state in which the single mother 

felt independent and in control of her life. The 

transformation became a growth process" (p. 1). The 

single mothers identified two key categories of 

positively oriented stress management techniques that 

were labeled as "appraising" and "networking" 

(Jacques, 1986). These two methods were similarly 

defined and identified in the literature as "self-

efficacy1 and 'social support', respectively. 

Self-efficacy has often been related to 

health status and behavior. The construct of self-

efficacy was derived from social learning theory. 

According to Bandura (1977), "expectations of 

personal efficacy determine whether coping behavior 

will be initiated, how much effort will be expended, 

and how long it will be sustained in the face of 

obstacles and aversive experiences" (p. 191). According 

to O'Leary (1985), health promotion studies have sought 

to understand how: 

people's perceptions of their capabilities 
affect how they behave, their level of 
motivation, their thought patterns and their 



emotional reactions in taxing situations. 
Self-efficacy theory provides one common 
mechanism through which people exercise 
influence over their own motivation and 
behavior, (p 437) 

Currently, there are no known studies that 

have explored whether behavior-specific self-efficacy 

expectations were able to be generalized to unrelated 

situations. Self-efficacy theory has been tested in 

a wide variety of psycho-social functioning including 

anxiety disorders, depression, motivation, 

achievement behavior, career choice and development, 

and athletic attainments (O'Leary, 1985). The 

results of this research indicated that perceptions 

of efficacy significantly influenced motivational and 

psycho-social functioning (O'Leary, 1985). Research 

studies related to the role of self-efficacy 

expectations in behavioral medicine have included 

smoking-cessation and relapse, pain management, 

eating disorders, cardiac rehabilitation and 

adherence to medical regimes (O'Leary, 1985). 

Throughout the literature reviewed, self-efficacy 

perceptions were specifically measured according to 

their relationships to specific behaviors. 

Tipton and Worthington (1984) posited that 

generalized perceptions of self-efficacy were "an 

enduring set of beliefs that one can cope effectively 



in a broad range of situations" {p. 547). 

Perceptions of self-efficacy have affected health 

behavior through selection of behaviors to be 

attempted or avoided and by affecting the amount of 

effort and persistence expended on a health behavior 

{O'Leary, 1985). One of the purposes of this 

research was to describe the relationship between 

generalized self-efficacy expectations and whether or 

not a single mother would choose to perform or 

maintain a health promoting lifestyle. Given the 

diverse stresses and roles of the single mother, 

general perceptions of her self-efficacy was thought 

to possibly be related to her practice of a healthy 

lifestyle. 

Social support was frequently linked to 

health status in the literature and served two main 

functions: (1) protective influences on the person 

(Berkman & Syme, 1979; Broadhead, Kaplan, James, 

Wagner, Schoenbach, Grimson, Heyden, Tibblin & 

Gehlbach, 1983) and (2) buffering the person from the 

effects of stressful life events (Cobb, 1976; Kaplan, 

Cassel & Gore, 1977; Lin, Simeone, Ensel, & Kuo, 

1979; McFarlane, Norman, Streiner, & Roy, 1983). 

Several reviews of the literature written on social 

support research identified three key problems: 



diverse construct definitions, inconsistent research 

methodologies, and failure to treat social support as 

a multidimensional concept (Cobb, 1976; Norbeck, 

1981; Thoits, 1982; Lieberman, 1982). The mechanism 

through which social support promoted health status 

was not clear. 

Despite methodological research difficulties 

and the lack of a consensus on a social support 

construct definition, common facets identified within 

the multidimensional construct appeared to be: 

communication of positive affect, qualities of 

reciprocity, and sense of belonging (Hubbard, 

Muhlenkamp, & Brown, 1984). Lieberman (1982) posited 

that social support research was beginning to specify 

social resources relevant to particular situations, 

to define the types of aid received, and to identify 

the people who were likely to participate in 

functional or emotional exchanges in a person's 

social network. 

Social support was identified as a crucial 

element of coping of a single mother (Hogan, Beuhler 

& Robinson, 1983; Duffy, 1982; Miller, 1982; Norbeck 

& Sheiner, 1982). Due to the potential influences of 

social support on health and on the stress management 

abilities of single mothers, it was thought that 



social support was possibly related to the practice 

of a health promoting lifestyle of single mothers. 

The link between health status and the 

practice of health behaviors was widely documented in 

the literature. Research indicated that classic 

indexes related to health status were: safety, 

nutrition, exercise, substance use, relaxation and 

preventive practice. Living a health promoting 

lifestyle was often found to positively affect 

one's health (Brown, Muhlenkamp, Fox & Osborn, 1983; 

Muhlenkamp & Sayles, 1983; Pender, 1987; Walker, 

Sechrist, and Pender, 1987) Since self-efficacy 

expectations and social support were individually 

related to health status in the literature, this 

study proposed the investigation of the relationships 

of self-efficacy expectations and social support to 

the practice of a health promoting lifestyle in 

single mothers. 

Purpose of Research 

The purpose of this research was to describe 

the relationships of the independent variables of 

generalized self-efficacy expectations and social 

support to the dependent variable of health promoting 

lifestyle profile in single mothers. 



Conceptual Model 

The concepts and the relationships in the 

conceptual model defined the purpose and direction of 

the research. The basic structure of the conceptual 

model for this study was based on Pender's (1987} 

Health Promotion Model. The Health Promotion Model, 

designed by Pender in 1982 and revised in 1987, is 

rooted in social-learning theory. Social-learning 

theory focuses on the role of cognitive mediation in 

behavior regulation. The Health Promotion Model is 

structurally similar to the Health Belief Model 

designed by Becker (1974). The structural 

similarities between the Health Promotion Model and 

the Health Belief Model include determinants of 

health promotion behaviors that were organized into: 

(1) cognitive-perceptual factors, (2) modifying 

factors, and (3) variables affecting the likelihood 

of action. The interrelationships between the 

variables have been undergoing further research 

testing (Pender, 1987). Figure 1 illustrates the 

variables of consideration for this study selected 

from the Pender Health Promotion Model. 

Cognitive-perceptual factors are considered 

as "primary motivational mechanisms" that promote 

acquisition and maintenance of health-promoting 
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HEALTH PROMOTION 
ACTIVITIES 

Figure 1. Conceptual Model for a study of Perceptions of 
Generalized Self-Efficacy, Social Support, and 
Health Promotion Lifestyles of Single Mothers 
(Adapted form Pender's 1987 Health Promotion Model) 
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behaviors (Pender, 1987, p. 60). Pender proposes 

that each factor directly influenced the likelihood 

of performing health-promotion behaviors. These 

cognitive-perceptual factors are identified by Pender 

(1987) as: (1) importance of health, (2) perceived 

control of health, (3) perceived self-efficacy, 

(4) definition of health, (5) perceived health 

status, (6) perceived benefits of health promoting 

behavior; and (7) perceived barriers to health-

promoting behavior. Self-efficacy was the cognitive-

perceptual factor selected for investigation in this 

study. 

One purpose of this research was to describe 

the factor of perceived self-efficacy as it related 

to the practice of a health promoting lifestyle in 

single mothers. Pender selected self-efficacy as a 

more specific concept than desire for competency 

since perceived self-efficacy "refers to individuals' 

convictions that they can successfully execute the 

required behavior necessary to produce a desired 

outcome" (Pender, 1987, p. 62). 

Modifying factors indirectly influence 

behavior patterns of health behavior (Pender, 1987). 

Modifying factors include: (1) demographic 

characteristics, (2) biological characteristics, 
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(3) interpersonal influences, (4) situational factors, 

and (5} behavioral factors. The modifying factors 

selected for investigation for this study were 

demographic characteristics and interpersonal 

influences. 

A purpose of this research was to describe the 

relationships of certain demographic characteristics and 

interpersonal influences to the practice of a health 

promoting lifestyle in single mothers. Pender (1987) 

proposed that age, sex, race, ethnicity, education and 

income indirectly influence health-promoting behavior by 

impacting on cognitive-perceptual factors. The extent 

of this impact in single mothers needed further 

exploration. 

Interpersonal factors which indirectly modify 

health-promotion activities include expectations of 

significant others, family patterns of health care, and 

interactions with health professionals. According to 

Pender's (1987) writings, social networks and social 

support are considered interpersonal factors. This 

research sought to describe the relationship between 

social support and the practice of a health promoting 

lifestyle in single mothers. 

Participation in health promotion activities is 

influenced by a variety of internal and external factors 
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(Pender, 1987). These internal and external factors 

influence the likelihood of an individual engaging in 

health promotion activities. Participation in 

behavioral activities leads one to develop a type of 

lifestyle. This research measured the factors of self-

efficacy and social support and the self-reported 

frequency of practicing a health promoting lifestyle by 

single mothers. 

Conceptual Framework 

The conceptual framework for the present study 

related the constructs of self-efficacy, social 

networks, and lifestyle, as illustrated in Figure 2. 

Due to the current state of research, the nature of the 

proposed relationships were not known. For this 

descriptive study the independent construct variables 

were self-efficacy and social networks; the dependent 

construct variable was lifestyle. At the second level, 

the concepts were the independent variables of self-

efficacy expectations and social support and the 

dependent variable of health promoting lifestyle. The 

operational level for this study included the 

independent variables measured by the Generalized Self-

Efficacy Scale and the Social Relationship Scale and the 

dependent variable measured by the Health-Promoting 

Lifestyle Profile. 
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INDEPENDENT DEPENDENT 
VARIABLES VARIABLE 

SELF-EFFICACY SOCIAL NETWORK 
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Figure 2. Conceptual Framework for a study of 
Perceptions of Generalized Self-Efficacy, 
Social Support, and Health Promotion 
Lifestyles of Single Mothers 
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This study's conceptual model, adapted from 

Pender's (1987) Health Promotion Model, provided the 

conceptual basis from which this study was designed. 

The conceptual framework organized the specific study 

variables in hierarchical order and guided the research. 

Problem Statement 

Since the number of single mothers who provide 

primary care for their children continues to increase, 

it is essential that variables which encourage the 

practice of health promoting behaviors by single mothers 

be identified and reinforced. Single mothers, with 

typically more documented sources of stress than married 

mothers, may need reinforcement or assistance to enhance 

the practice of a health promoting lifestyle for 

themselves and their children. Single mothers, as 

primary care-givers for their children, can greatly 

influence the practice of healthy behaviors by their 

children. 

According to primary prevention described by 

Neuman (1982), it appears that the central focus for 

health promotion in the single mother family should be 

the single mother. Through study of potential variables 

that potentially influence the practice of health 

promotion, it is postulated that the health of both the 
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single mother and her family can be enhanced. The 

question under consideration in this study was "What is 

the relationship between self-efficacy expectations and 

social support to the practice of a health promoting 

lifestyle by single mothers?" 

Research Questions 

The specific research questions for this study 

were: 

1. What is the relationship between self-

efficacy expectations and a health promoting lifestyle 

of single mothers? 

2. What is the relationship between social 

support and a health promoting lifestyle of single 

mothers? 

3. What is the relationship between demographic 

variables of age, number of children, socioeconomic 

status, and length of time as a single parent and a 

health promoting lifestyle of single mothers? 

4. What is the relationship between 

demographic variables of age, number of children, 

socioeconomic status, and length of time as a single 

parent and self-efficacy expectations? 

5. What is the relationship between demographic 

variables of age, number of children, socioeconomic 
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status, and length of time as a single parent and social 

support? 

6. What is the relationship between self-

efficacy expectations and social support of single 

mothers? 

7. What is the amount of variance contributed by 

self-efficacy expectations and social support to a 

health promoting lifestyle in single mothers? 

Definition of Terms 

The construct definitions for this study were as 

follows: 

1. Self-efficacy is a construct derived from 

social learning theory to explain and predict 

psychological changes that were influenced by different 

modes of treatment (Bandura, 1977). For the purposes of 

this study, self-efficacy is the construct level of 

Pender's (1987) cognitive-perceptual factors that 

directly impact on a person's likelihood of engaging in 

health promotion activities. 

2« Social Network is defined by Lieberman 

(1982) as "the context in which social resources were 

contained" (p. 766). Social networks are identified as 

a macrolevel of social resources with many 

characteristics. Pender (1987) notes that social 
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networks are comprised of persons or groups with whom a 

client interacts and forms a type of social bond. For 

the purposes of this study social network is the 

construct level of Pender's interpersonal influences 

that indirectly impact on the likelihood of engaging in 

health promotion activities. 

3. Lifestyle is defined by Singer (1982) as a 

manner of living and conducting day to day activities. 

Lifestyle is the construct level of participation in 

health-promoting behavior from Pender's (1987) health 

Promotion Model. 

The conceptual definitions for the study were as 

follows: 

1. Self-Efficacy Expectations are defined by 

Pender (1987) as an individuals perceived "convictions 

that they can successfully execute the required behavior 

necessary to produce a desired outcome" (p. 62). 

2. Social support is viewed as a function of a 

social network and is defined by Pender (1987) as 

"actions or behavior on the part of individuals within 

the network that assist the focal person in meeting 

personal goals or in dealing with the demands of a 

particular situation" (p. 396). 

3. Health promoting lifestyle is defined (1) as 

all behaviors that an individual has control over, 



18 

including activities that impact on health risks (Ardel, 

1979) and (2) chosen activities which significantly 

impact on an individual's health status which are a part 

of his or her daily pattern of living (Wiley & Camacho, 

1980). 

Single Mother is defined as a woman over the 

age of 18 years of age who was widowed, divorced, 

separated or never married; who has at least one 

dependent child under her primary care. 

The operational definitions for the study were 

as follows: 

1. The Generalized Self-Efficacy scale measures 

"some relatively enduring set of beliefs that one 

can cope effectively in a broad range of situations" 

(Tipton & Worthington, 1984, p. 547). The general 

theme of the items on this scale are concerned with 

"one's willingness and determination to initiate and 

tenaciously stay with an undertaking in the face of 

physical and/or emotional adversity" (Tipton & 

Worthington, 1984, p. 546). 

2. Social Relationship Scale measures "all 

categories of life stress and the number, type and 

quality of relationships available for discussion 

in each of these categories" (McFarlane, Neale, Norman 

Roy, & Streiner, 1981, p. 90). The purpose of this 
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scale is to measure the role of social support in 

cushioning the effects of life stresses and to focus on 

both the quantity and quality of social support. 

3. The Health Promoting Lifestyle Profile 

measures six health promotion behavioral dimensions: 

self actualization, health responsibility, exercise, 

nutrition, interpersonal support and stress management 

(Walker, Sechrist, and Pender, 1987). 

Significance to Nursing 

Single mothers are the recipients of 

professional nursing care in a wide variety of settings: 

acute care, ambulatory care, home-health care, school 

health, and public health nursing care. The role of the 

nurse in each level of preventive health care is to 

identify the factors that reinforce the practice of 

health promotion by the client (Neuman, 1982). Single 

mothers face overwhelming numbers of stresses as the 

sole primary caregiver of their children. From a public 

health viewpoint, single mothers are clearly 

identifiable as a population at risk. Since the mother 

is viewed as a crucial influence on health practices in 

the family, it is apparent that if nurses identify those 

factors which reinforced healthy behaviors, the health 



20 

of both the single mother and her children could be 

promoted. 

In the conceptual framework for this study, the 

variables are identified in the literature as having an 

impact on health. The selected variables are also 

amenable to nursing interventions. For example, in the 

primary prevention mode, social support of the single 

mother assessed by the professional nurse could enable 

the nurse to appropriately teach the single mother how 

to strengthen her social support. In the secondary or 

tertiary prevention mode, perceived self-efficacy is a 

variable often used in behavior modification programs to 

reshape health behaviors. Once a tested and reliable 

method of assessing perceived self-efficacy is 

determined, behavior modification programs based on this 

assessment could be designed to promote perceived self-

efficacy and promote the practice of health promotion 

behaviors in single mothers. 

Given the psycho-social influences on the 

practice of healthy behaviors, the professional nurse 

who has both the physiologic and psychological 

understanding of the single mother can assess and 

intervene in order to promote the health of both the 

single mother and her children. In the review of the 

literature, one is able to understand how complex social 
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beliefs and social policies impinge on the single 

mother's abilities to function on an optimal basis. As 

advocates for the physical and mental health of single 

mothers and their families, professional nurses need to 

actively promote public policies that offer cost-

effective and non-discriminatory services for single 

mothers. These services include education, health care, 

child-care, feasible working hours, child-support, 

equitable wage status, and non-discriminatory employment 

opportunities. 

Summary 

The numbers of single mother headed families 

have shown a continual growth. Research has primarily 

focused on the stresses encountered by the single 

mother. The present study was based on Pender's (1987) 

Health Promotion model. According to Pender's model and 

writings, some people have used the stress that they 

face in their lives as a means to create a positive 

growing experience. Duffy (1984) and Jacques (1986) 

found that some single mothers elect to use the many 

stresses that they endure as a means to strengthen 

themselves and as a reason to participate in healthy 

behaviors. As an attempt to study the strengths of 

single mothers who have been able to adapt successfully 
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to their role as single parents, this research proposed 

to describe the relationships between generalized self-

efficacy expectations, social support, and the practice 

of a health promoting lifestyle in single mothers. This 

chapter included: a brief review of the literature on 

the research variables, the purpose statement for the 

research, the study's conceptual model and conceptual 

framework, the research problem, specific research 

questions, and definitions of research terms. 



CHAPTER 2 

LITERATURE REVIEW 

The task of the review of literature was to 

identify characteristics of the single mother and to 

discuss the study variables of self-efficacy, social 

support, and healthy lifestyles. Characteristics of the 

single mother included: a profile of the demographics of 

single mothers in the United States, a review of the 

research done on single mothers which included stresses 

faced by the single mother, and an investigation of 

stress responses of single mothers. Each variable was 

thoroughly explored and related to the single mother in 

the context of community health nursing research and 

practice. 

Profile of the Single Mother 

Demographic Description 

Wattenberg and Reinhardt (1979) outlined eight 

major demographic shifts that have been reshaping 

American conceptualizations of the "normative" family: 

(1) more women have delayed marriage until a later age; 

(2) the number of women who have never married has 

increased, (3) the rate of out-of-wedlock births has 

23 
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risen; (4) a growth in the number of households has 

risen considerably, which has indicated that individuals 

at all stages of life have started to maintain 

independent households; (5) rates of first marriages and 

re-marriages have decreased and divorce rates have 

increased; (6) families have increased the numbers of 

older members; (7) the percent of two-income families 

has increased; and (8) the number of female-headed 

families, including families headed by teenage mothers, 

has continued to grow at an unprecedented rate. Fewer 

women were single as a result from being widowed or the 

husband being absent from the home. The number of 

single mothers who had never married showed an increase 

from eight to 17 percent and the number of single 

divorced mothers shows an increase from 33 to 42 percent 

(Wattenberg & Reinhardt, 1979). 

The United States Bureau of the Census (1986) 

documented the number of female family householders in 

1970 as 5.59 million, (10.8 percent of all families) and 

in 1984 as 9.88 million (15.9 percent of all families). 

The number of female-headed households has clearly 

risen, particularly among women less than 35 years old 

and minority women. The number of households maintained 

by women have shown a 51 percent increase between 1970 

and 1979. The number of households maintained by women 
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with children under age 18 in the home has increased a 

dramatic 81 percent. Although the number of male-head 

of household has increased, the increase has been more 

dramatic than among female-headed households. Race and 

ethnic origin analysis demonstrated that the increase in 

numbers of female head of household families occurs in 

all ethnic groups (Family Planning Perspectives, 1982). 

Of the 8.5 million families maintained by a 

female head of household, 5.3 million contained children 

under age 18. The average number of children in single 

mother families was decreasing for whites, blacks, and 

Hispanics. The average number of children for single 

white mothers was currently about 1.7, for blacks 

approximately 2,2, and for women of Spanish origin 2.1 

(Family Planning Perspectives, 1982). 

Families maintained by women were more likely to 

be renters than homeowners and were more likely to live 

in public housing than the average American. Single 

mothers tended to be concentrated in metropolitan areas 

(Family Planning Perspectives, 1982). 

The median age of single mothers has decreased 

from 48.2 to 42.0 years between 1970 and 1979. Of 

single mothers, white women are more likely than black 

women to be divorced, and black women are more likely to 
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have never been married than whites. (Family Planning 

Perspectives, 1982). 

Educational levels of single mothers have 

changed. More single mothers have completed high 

school, 63% in 1979 as compared to 51% in 1970. The 

percentage of single mothers with at least some college 

education has increased from 14% in 1970 to 23% in 1979. 

Racial differences for single mothers in relation to 

education are striking: 47% of black single mothers had 

not completed high school in 1979 in contrast to 32% of 

white women (Family Planning Perspectives, 1982). 

As previously indicated, the bulk of the 

research on single mothers focused on problems 

experienced by the single mothers. Given the 

demographic description of the single mother, further 

literature review was needed to understand the impact of 

these demographic statistics on the lives of the single 

mother. The review of the literature indicated that 

demographic status often impacted the life of the single 

mother in the form of stress. 

Stresses Encountered by Single Mothers 

The health status of single mothers is 

threatened by several stresses which have been grouped 

into 3 major categories: economic, social and 
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psychological. Each stressor has been discussed 

separately. 

Economic stresses faced by the single mother 

appeared to have the most significant impact on the life 

of the single mother. Economic stresses included: (1) 

wage and job discrimination (Dinerman, 1977), (2) lack 

of marketable skills and little monies available to look 

for new jobs (Hogan, Beuhler, & Robinson, 1983), and (3) 

poverty and lower paying employment (Public Health 

Reports, 1985; Brandwein, Brown & Fox, 1974; Family 

Planning Perspectives, 1982; Hogan, Beuhler & Robinson, 

1983; Pesznecker, 1984), 

There was a striking disparity between female 

and male heads' of household income levels. The U.S. 

Bureau of the Census (1986) reported that the median 

income for a male householder, no wife present, was 

$9,012 in 1970 and $21,845 in 1983. In comparison, the 

Bureau recorded median income for female householders, 

no husband present, as $5,093 in 1970 and $11,789 in 

1983. In every income recording category, female heads 

of household had lower incomes than their male 
counterparts. The disparity between incomes was even 
more apparent among female and male minority heads of 

household. Family income and the woman's age were also 

related. Younger women had lower median incomes than 
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older women. Single women with young children tended to 

be the most likely to have the lowest incomes (Family 

Planning Perspectives, 1982). 

Public Health Reports (1985) indicated that 

approximately "78 percent of the poor in the United 

States are women and children. Thirty five percent of 

all households headed by women but only 10 percent of 

those headed by men were below the poverty level in 

1981" (p. 96). The Public Health Report (1985) 

indicated that employment and education did not 

necessarily protect women from their economic 

disadvantage with men. Although educated women had 

lower poverty rates than less educated women, employed 

women averaged about 59 percent of what men earn 

(Public Health Reports, 1985). 

Lower economic levels had a significant impact 

on health status. Women with low incomes tended to have 

higher infant and maternal morbidity and mortality 

rates, higher morbidity and mortality rates for leading 

chronic illnesses such as heart disease and cancer, had 

greater needs for dental care, and were more likely to 

perceive their health as "fair" or "poor" (Public 

Health Reports, 1985). 

Difficulty collecting child support and 

qualifying for public funds served to aggravate the 
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economic status of the female single-parent. Female 

heads of households, with no husband present and with 

children, were the major recipient group of Aid to 

Families with Dependent Children (Dinerman, 1977). 

Economic constraints were not the only problems 

of female-headed one parent families. Social stresses 

include: (1) Lack of effective social support and 

isolation (Public Health Reports, 1986; Norbeck & 

Sheiner, 1982; Duffy, 1982), (2) less respect and 

authority as a female head of a family (Brandwein, 

Brown, & Fox, 1974, and (3) stigmatization as a deviant 

and pathological family form (Brandwein, Brown, & Fox, 

1974; Duffy, 1982; Carporael, 1979). 

Psychological stresses of the single mother have 

involved: (1) anxiety (Tankson, 1979); (2) depression 

(Tankson, 1979; Orr & James, 1984); (3) role conflicts 

(Mendes, 1979; Hogan, Beuhler & Robinson, 1983); (4) 

primary responsibility for household management and 

child care (Public Health Reports, 1985; Dinerman, 

1977); (5) adjustment to the self-image as a single 

parent (Hogan et al, 1983); (6) anger with former spouse 

and loneliness (Wallerstein, 1986); (7) less socially 

sanctioned means and opportunities for sexual expression 

(Horowitz & Perdue, 1977); and (8) fatigue and 

psychosomatic illness (Duffy, 1982). 
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The number of stresses impacting the single 

mother has been documented as enormous and overwhelming. 

Duffy (1982) suggested that the female-headed one parent 

family had two characteristics specific to its family 

type: (1) the resources of one, not two, adult members 

and (2} sources of stress that are different both 

quantitatively and qualitatively from stresses in other 

family forms. 

This research study focused on how the single 

mother interpreted and responded to her stress in terms 

of the study variables. On the basis of Jacques' (1986) 

qualitative data, this research postulated that single 

mothers can view their life stresses as either positive 

stress or factors of psychological growth. Thus, the 

literature was reviewed for various mechanisms of 

responding to stress and for documentation of stress 

responses from single mothers. 

Stress Responses 

There were several theories and conceptual 

frameworks in the literature which differentiated 

between negative and positive stress responses. For 

example, Selye (1976) described stress responses as 

either eustress or distress. Eustress was considered by 

Selye to be healthy for an individual, distress was 
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pathogenic. Selye postulated that eustress and distress 

were only quantitatively different and did not vary 

qualitatively. Distress was caused by stress overload 

according to Selye. Conversely, Kjervik (1986) 

conceptualized the effects of stress on a woman's life 

as internal and external. This conceptualization was 

defined as the subjective experience of the woman. 

Stress was experienced by the woman as positive when it 

helped her to grow or negative when the stress thwarted 

or decreased growth. According to Kjervik, stress was 

positive when the woman's internal positive adaptors 

were able to outweigh the negative stress factors and 

vice versa. Variables such as age, number of children, 

race, economic status, religion or cultural inheritance 

became positive or negative factors depending on the 

subjective experience of the woman (Kjervik, 1986). 

Several studies in the literature explored the 

effects of short and long term stresses on health 

status. These studies appeared to focus on the harmful, 

negative or distress caused by the stresses. In 

relation to the majority of literature published about 

single parents, most of the data looked for illness or 

adverse effects of single mothering as a result of their 

many stresses. Very few studies in the literature 

explored how single women used the classically labeled 
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"stresses" in their lives as growth opportunities. 

Qualitatively, on the basis of research done by Miller 

(1982), Duffy (1982), Duffy (1984) and Jacques (1986), 

there appeared to be differences in the appraisal of 

stresses by single mothers who were able to positively 

adapt to their role as a single mother. Single mothers 

who were positively adapting to their role verbalized 

that they chose to view their stresses as challenges, or 

growth opportunities (Duffy, 1982; Duffy, 1984; Miller, 

1982; and Jacques, 1986). 

Pender (1987) described the Psychological 

Distress of Zautra and Sandler (1983) in relationship to 

stress responses. Zautra and Sandler (1983) stated that 

psychological distress and psychological growth were two 

distinct processes. Zautra and Sandler proposed that 

distress and growth differed in the quality of 

motivational mechanisms and were not simply based on 

quantity as Selye claims. The Psychological Distress 

model of Zautra and Sandler described a person's need to 

cope and reduce stress that occurred from person-

environment interactions. Motivation from distress was 

a defense against the stressor in Zautra & Sandler's 

model. Once the stressor was removed, the person no 

longer was motivated to defend himself. In Zautra and 

Sandler's Psychological Growth Model, the motivational 
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orientation focused on competency and personal growth 

which fostered mastery of self and the environment. 

This process of growth resulted in greater individuation 

and self-reliance. 

Pender (1987) agreed with Zautra and Sandler's 

(1983) model of distress and growth and noted that 

negative tension (distress) tended to motivate a person 

to stabilize whereas positive tension (challenge) 

promoted actualization. Pender defined stress as 

"states of negative tension or distress" (p. 367). 

Pender, in accordance with the health promotion model, 

believed that individuals and families must learn how to 

prevent stressful situations, or to minimize the harmful 

effect of them when they occur, in order to maximize 

their health potential. 

Furthermore, Pender (1987) recommended 

psychological conditioning which promoted stress 

resistance. Psychological conditioning for stress-

resistance included: (1) enhancing self-esteem, (2) 

increasing assertiveness, (3) developing goal 

alternatives, and (4) reorienting cognitive appraisal. 

Psychological preparations to enhance stress resistance 

were methods which promoted the cognitive-perceptual 

factor of perceived self-efficacy and encouraged stress 

to be appraised as a growth opportunity (Pender, 1987). 
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This research study studied the variable of self-

efficacy as a positively oriented method of stress 

appraisal used by single mothers. 

Self-Efficacy 

Self-efficacy, a relatively new theory, is 

grounded in social learning theory. Behavior 

modification and behavioral medicine research explored 

the role of self-efficacy in producing and maintaining 

behavioral change. There was little research available 

on health-promotion behaviors and nursing implications 

related to self-efficacy expectations. This literature 

review outlined the research available on self-efficacy 

expectations, explored avenues for new directions in 

health promotion and nursing, and discussed the 

rationale for investigating the role of self-efficacy in 

single mothers. 

According to Bandura (1977), "expectations of 

personal efficacy determine whether coping behavior will 

be initiated, how much effort will be expended, and how 

long it will be sustained in the face of obstacles and 

aversive experiences" (p. 191). Bandura differentiated 

between self-efficacy expectations (convictions that one 

can successfully perform the behavior required to 

produce a certain outcome) and outcome expectancies 
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{beliefs that certain behaviors will produce a given 

outcome). 

Self-efficacy expectations were thought to be 

derived from four primary information sources which were 

influenced by cognitive processes (Bandura, 1977). 

These information sources were: (1) performance 

accomplishments (based on personal mastery experience), 

(2) vicarious experience (relied on inferences from 

social comparisons), (3) verbal persuasion (used verbal 

persuasion to suggest to people that they can believe 

they can cope successfully with what had been previously 

overwhelming in the past) and (4) emotional arousal 

(changing the physiological arousal level which cued 

anxiety and vulnerability to stress). Each source of 

information has a group of induction treatment modes 

used to change behavior (Bandura, 1977). 

Bandura (1977) theorized that self-efficacy 

expectations had three dimensions which effected 

behavioral performances: magnitude (the difficulty of a 

task relative to other tasks in a hierarchy); strength 

(the extinguishability of expectations relative to 

disconfirming experiences) and generality (the degree of 

specificity or transferability of expected mastery). 

The concept of self-efficacy has not been 

clearly defined or distinguished from other concepts. 
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Given Bandura's (1977) definition of self-efficacy 

expectations, self-efficacy has been likened to a coping 

mechanism in this study. Cognitive coping mechanisms or 

related concepts that appeared to have influenced or to 

be related to self-efficacy in the literature included: 

locus of control, health locus of control, self-

confidence, self-esteem, mastery, and competence. The 

concept of self-efficacy has been shown to be 

multidimensional and complex. 

Saltzer (1982) presented a conceptual map of 

personal efficacy beliefs to clarify the relationships 

of several interrelated cognitive variables that have 

influenced actual behavior. The main elements of the 

conceptual map were self-efficacy expectations, 

behavioral efficacy expectations, outcome values, 

behavioral intentions and outcome attributions. Several 

theories were described within the framework of 

Saltzer's conceptual map: behavioral intention theory, 

learned helplessness theory, the construct locus of 

control, and self-efficacy theory (Saltzer, 1982). 

Saltzer's (1982) conceptual map of self-efficacy 

and its relationship to behavior lent guidance to 

further review of the literature and for further 

research. There were potentially many variables that 

could confound the valid measurement of efficacy 
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expectations. Given the possibility of confounding, it 

was reasonable to question whether specific efficacy 

expectations were more valid and accounted for more 

variability than general efficacy expectations. 

Research on self-efficacy expectations focused 

primarily on magnitude and strength dimensions (Bandura, 

1977; Bandura, Adams & Beyer, 1977; Bandura, Adams, 

Hardy & Howells, 1980; Maddux, Sherer & Rogers, 1982). 

Bandura et al, (1980) studied the generality of self-

efficacy by testing whether coping behaviors of 

agrophobic clients in community settings were similar to 

but not the same as settings used for the field mastery 

experiences. This test led Bandura et al (1980) to 

conclude that self-efficacy expectations derived from 

mastery experience in one situation can generalize to 

similar situations. 

Currently, there were no known studies that 

explored whether behavior specific self-efficacy 

expectations were generalizable to unrelated situations. 

Self-efficacy theory has been tested in a wide variety 

of psychosocial functioning including anxiety disorders, 

depression, motivation, achievement behavior, career 

choice and development, and athletic attainments 

(O'Leary, 1985). O'Leary noted that the this research 

indicated that people's perceptions of their efficacy 
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significantly influenced their motivational and 

psychosocial functioning. Research related to the role 

of self-efficacy expectations in behavioral medicine 

included smoking-cessation and relapse, pain management, 

eating disorders, cardiac rehabilitation and adherence 

to medical regimes (O'Leary, 1985). Throughout the 

literature reviewed, it appeared that self-efficacy 

perceptions were specifically measured according to 

their relationships to specific behaviors. 

Smoking cessation was considered a preventive 

health intervention and was generally not a health 

promoting intervention. A number of smoking cessation 

studies examined the relationship between self-efficacy 

perceptions and outcomes such as successful abstinence 

and relapse. Pre-and post-behavioral treatment program 

self-efficacy scores revealed that the higher the 

perceived self-efficacy score, the more successful the 

person was in maintaining smoking cessation (O'Leary, 

1985). When persons with less self-efficacy were 

confronted with difficulty, they tended to have doubts 

about their capabilities, decreased their efforts and/or 

gave up. Persons with a strong sense of efficacy tended 

to expend more effort to master the problem or challenge 

{Pender, 1987). For many of the smoking cessation 

studies, and for other areas of behavioral medicine, 
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most investigators have developed a self-efficacy tool 

specifically for the type of group with whom they were 

working. 

In other behavioral studies which explore self-

efficacy as it related to a disease process, the results 

were similar. Performance scores were generally higher 

for persons who had higher specific scores of self-

efficacy (O'Leary, 1985). 

Although there were a number of health related 

studies that investigated the role of self-efficacy, 

these studies all measured the relationship of self-

efficacy expectation in a disease or in disease 

prevention practice. There were no known studies which 

specifically investigated the role of self-efficacy 

perceptions in motivating the initiation and regular 

practice of health promotion behaviors (Pender, 1987). 

Perceptions of self-efficacy affected health 

behavior through selection of behaviors that were 

attempted or avoided and have affected the amount of 

effort and persistence expended on a health behavior 

(O'Leary, 1985). Oleary noted that Blanchard (1982) 

suggested that research needed to integrate a wide range 

of general behavioral change procedures to understand 

how they could be applied across a wide variety of 

problems. O'Leary (1985) posited that "while specific 
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procedures may vary for different domains, the general 

strategy of assessing and enhancing self-perceptions of 

efficacy to affect health, especially by means of 

providing performance mastery experiences, has 

substantial general utility" (p. 449). 

Tipton and Worthington (1984) defined 

generalized perceptions of self-efficacy as "an enduring 

set of beliefs that one can cope effectively in a broad 

range of situations" (p. 547). This study was 

designed to describe the relationship among generalized 

perceptions of self-efficacy expectations and the 

practice of a health promoting lifestyle in single 

mothers. 

There were no known studies which examined the 

role of self-efficacy in single mothers. A few authors 

did recognize that single mothers exhibited a number of 

personal strengths. 

Miller (1982) described the psychological 

recovery after marital separation in low income single 

mothers. Miller noted that 

a significant number of the single women studied 
had solved many extraordinary problems in the 
face of formidable obstacles. Their single 
parenthood has led to personal growth for many. 
In adulthood they have made major revisions in 
their roles in life...Many have become 
contributors to their community, and their 
children are a source of strength rather than 
difficulty, (p. 346) 
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Miller's (1982) study consisted of eight women of 

working-class economic status, aged late 2Q's to early 

30's, who had married early and had children during or 

immediately after high school, had two to three children 

ranging from three to 11 years old; were of either 

Puerto Rican, Irish, Black, Italian, or Greek 

extraction. All of these women were on welfare for the 

first time at the time of Miller's interviews. 

Primarily, Miller's (1982) study described how 

these single mothers came to develop a new self-

definition, the ability to function competently on their 

own and were able to form effective social links to the 

community. All the women had perceived themselves 

failures after their marriage break-up, regardless of 

how much they perceived the divorce or separation as 

being their husband's fault. These young mothers were 

forced to take on several new tasks and roles. When 

they were able to successfully take on these roles, the 

women continued "exercising their own will and building 

a new sense of self-worth" (Miller, 1982, p. 350). The 

women invested in themselves when they learned that they 

were able to generate their own goals and produce their 

own fulfillment (Miller, 1982). Much of the strengths 

and growth described by Miller was considered to be 

self-efficacy expectations for the purposes of this 
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study. These women were able to set goals for 

themselves and reinforced their efficacy expectations as 

they met their goal. 

Duffy's (1984) study of single mothers used open 

ended grounded theory based interviews to explore the 

relationship of living in a female-headed one-parent 

family and the practice of prevention behaviors. The 

major finding was the theory of "Transcending Options." 

According to Duffy (1984), this theory describes the 

family's prevention behaviors as a subset of the 

family's overall life circumstances. The health and 

non-health behavior were responses to perceived societal 

options that the woman saw available to them as single 

mothers. Initial data were collected from 17 women who 

were selected through community service agencies and who 

had a broad range of demographic characteristics. Data 

were also collected from (1) a support group for female 

heads of households, (2) professionals who work with 

one-parent families, and (3) media that portray one-

parent families and women. Duffy (1984) used grounded 

theory theoretical sampling and data collection 

techniques. 

Duffy's (1984) findings indicated that women who 

totally accepted their role as single-mother heads of 

households practiced health-promotion as well as disease 
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prevention behaviors for both themselves and their 

children. The emergent theory of "Transcending Options" 

in these women described how the women responded to 

typical societal norms that offered limited options to 

them as single mothers. Three delineated points in 

Duffy's theory were identified on a bidirectional 

continuum: choosing options, seeking options, and 

transcending options (Duffy, 1984). 

'Choosing options' was how the women chose a . 

selected behavior or option from a group of choices that 

were perceived to be restricted for her as a single 

parent. 'Seeking options' was the process of the women 

attempting to overcome barriers to the enjoyment of new 

opportunities for both herself and her children. There 

was a period of trying out new behaviors which included 

disease-prevention and health promotion activities. 

Each phase of seeking options had components of health 

promotion behavior selection. "Transcending Options" 

was the culmination of the process, but not the end, of 

integrating new behaviors into the woman's lifestyle. 

During this phase, the women were able to identify a 

motivating social support which enhanced her self-worth 

and encouraged her to try new behaviors. Overall, 

transcending options was a theory that described the 

process of creating a milieu that supported positive 
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health behavior changes and fostered the practice of 

health promoting behaviors in single mothers {Duffy, 

1984). 

Duffy's (1984) study revealed that single 

mothers were able to grow and develop into self-

actualizing women. Given their status as single 

mothers, there were many physical, social, and 

psychological barriers that blocked their development. 

Women who elected to cope effectively with their 

situation and who were convinced of their ability to 

endure hardships in order to achieve their desired 

outcomes, appeared to be demonstrating and verbalizing 

self-efficacy expectations. 

In a grounded theory study of seven never 

married or divorced single mothers, Jacques (1986) 

described a process of personal growth similar to 

Duffy's (1984) "Transcending Options" theory. The 

"Metamorphosis" process described in Jacques' study 

outlined a transformation in the women from dependency 

on others to independence and control over their own 

lives. Categories within the "Metamorphosis" process 

were "Enmeshment", "Wallowing", "Regrouping" and 

"Transforming". In the "Regrouping" phase, the women 

began to convert the experience of being a single parent 

as a dreadful experience into a growth experience 
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through networking support, using internal and external 

motivators, and discovering their inner strengths. In 

the "Transforming" phase, the women had reconciled most 

of their conflicts and identified themselves and their 

children as a legitimate family form with properties of 

autonomy, nurturance and positive self-appraisal 

practices (Jacques, 1986). 

In summary, Miller (1982), Duffy (1984) and 

Jacques (1986) appeared to be indirectly describing the 

concept of perceived self-efficacy expectations in 

single mothers. The literature review on self-efficacy 

focused primarily on behavioral modification treatment 

interventions and disease-centered prevention programs. 

The role of self-efficacy and its influences on health 

promotion activities was postulated by Pender (1987). 

Whether self-efficacy expectations were behavior 

specific or were generalizable to various circumstances 

is unknown because research has not addressed the 

question. The present research study represented an 

initial attempt to describe generalized self-efficacy 

expectations and the relationship of self-efficacy 

expectations to social support and to the practice of a 

health-promoting lifestyle in single mothers. 
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Social Support 

Social support was a concept not uniformly 

defined in the literature. To complement an 

inconsistent definition of social support, a multitude 

of instruments have been designed to measure these 

various conceptual definitions of social support. This 

literature review sought to identify key roles and 

definitions of social support, common methodological 

problems found when measuring social support, and to 

explore the role of social support in the lives of 

single mothers. 

Throughout the social support literature, there 

were critiques about the lack of consistency in defining 

the concept, inconsistent research methodologies, 

inadequate or inappropriate sample selection, and 

failure to treat social support as a multidimensional 

concept (Cobb, 1976; Lieberman, 1982, Thoits, 1982, 

Norbeck, 1981). This literature review addressed these 

issues as they related to social support and health. 

Social support had a wide variety of 

definitions. Pender (1987) defined social support as 

"actions or behavior on the part of individuals within 

the network that assist the focal person in meeting 

personal goals or in dealing with a particular 

situation" (p. 396). Social support systems were 
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dynamic and ever changing to meet the needs of the 

individual (Pender, 1987). 

There are five basic types of social support 

identified in the literature according to Pender (1987) 

that were pertinent to health: natural support systems, 

peer support systems, religious organizations, organized 

support systems made up of helping professionals, and 

organized support groups made up of persons other than 

helping professionals. For most persons, the family 

served as their primary source of support. Together, 

these different types of systems represented the social 

resources available to a person to promote their 

stability and personal growth or actualization (Pender, 

1987). 

Social support impacted on health status through 

four basic mechanisms: (1) promoting an environment that 

enhanced personal growth, self-esteem and well-being 

which encouraged health promotion, (2) reducing the 

likelihood of stressful events which facilitated health 

maintenance, (3) providing a feedback mechanism to 

reinforce socially acceptable behavior and consequences 

which reinforced health maintenance practices, and (4) 

buffering the potential negative effects from stressful 

events which served to help prevent illness (Pender, 

1987). 
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Many diverse research studies examined the 

mechanisms of how social support impacted on health. In 

general, research has not examined the role of social 

support in health promotion or health prevention 

activities. Research primarily focused on the role of 

social support in protecting and buffering individuals 

from stressful life events. 

According to Pender (1987), when stress was 

viewed as a challenge, the stress was channeled into 

ways to promote personal growth. Very few research 

studies investigated this positive theme of stress 

management. Kobasa's (1979) study of executives was an 

attempt to identify how social support can produce a 

growth-promoting environment. Kobasa (1979) identified 

three general personality characteristics of hardy 

people who tended to use their social support structures 

as ways to promote personal growth: "(a) the belief 

that they can control or influence the events of their 

experience, (b) the ability to feel deeply involved in 

or committed to the activities of their lives, and (c) 

the anticipation of change as an exciting challenge to 

further development" (p. 3). 

Social support, as a buffer against life stress 

and as a mechanisms to reduce stressful life events, was 

examined by a multitude of methodologies in the 
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literature which included epidemiological studies, 

psychiatric studies, and stress oriented studies. In 

general, these studies noted that poor social support 

preceded adverse psychologic outcomes, that there was 

some biological evidence possible mediated by 

B-endorphins to cause stress effects, and that there 

were many qualitative and quantitative aspects of social 

support to consider (Berkman & Syme, 1979; Broadhead, 

Kaplan, James, Wagner, Shoenback, Grimson, Heyden, 

Tibblin, & Gehlback, al, 1983). 

Nursing research has started to investigate the 

role of social support in health behaviors. Hubbard, 

Muhlenkamp, and Brown (1984) used the Personal Resources 

Questionnaire to investigate the relationship 

between social support and self-care practices in older 

adults to conclude that a strong, positive association 

exists between social support and health practices. 

Muhlenkamp and Sayles (1983) used the Personal Resources 

Questionnaire developed by Norbeck, Lindsey and Carrieri 

(1981) to identify a positive relationship among 

perceived social support, self-esteem and positive 

health practices in adults. 

Limited numbers of research studies explored the 

role of social support in health practices or health 

status in single mothers. Studies which did investigate 
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social support in single mothers were typical of other 

social support studies in terms of a lack of consistent 

measurement and concept definition. In general, 

however, these studies indicated that effective social 

support was beneficial to the single mother. 

Hall, Williams, and Greenberg (1985) 

investigated social supports and depressive symptoms 

with 111 predominantly low income mothers with young 

children. The investigators found a prevalence of 48 

percent with depressive symptoms. Social networks in 

this study was measured by the Berkman Social Network 

Index which categorized persons into four groups, based 

on the number of social ties which range from few to 

many. The authors concluded that unemployed women with 

a *poor' social network were substantially at a greater 

risk of increased depressive symptoms than employed 

women with a low support network. According to the 

authors, depressive symptoms influenced the individual's 

perceptions of how effective their relationships were, 

encouraged poor quality intimate relationships, and 

lowered the numbers of social network ties. 

Hogan, Beuhler, and Robinson, (1983) examined 

the literature on stress and the family in relation to 

single mothers. Hogan et al concluded that management 

behavior and decision making were the primary key coping 
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strategies that were used by single mothers to 

effectively deal with stress. The second key coping 

mechanism was identified as social support. Hogan et al 

(1983) summarized several research studies and concluded 

that social support networks made up of friends, 

relatives, and/or significant others were crucial 

resources for the single parent family, whether the 

single parent was widowed or divorced. According to 

Hogan et al, divorced men and women have turned to 

informal networks for assistance more than formal self-

help groups; friends followed by ex-spouse, counselors, 

relatives and parents were among the ones most commonly 

sought out for advice and help. Hogan et al also 

recognized that while social networks have been shown to 

be a helpful resource, some relatives, friends and ex-

spouses have contributed to stress. While new intimate 

relationships reduced the single parents' stress and 

aided the family in reorganization, the children's 

perception of these new relationships has been shown to 

effect the supporting contribution of the relationship 

(Hogan et al, 1983). 

Duffy (1982) discussed how social support 

systems change with marital status change when the 

single mother had to make new friends and identify new 

resources for support. Duffy's (1984) grounded theory 
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of 59 single mothers identified the process of 

Transcending Options. This process pointed out that 

social support was helpful to single mothers to help 

them initiate and sustain a risk taking process of 

trying new behaviors. Duffy (1984) documented that 

social support was a motivating factor to try and stick 

to new behaviors for the single mothers. 

Miller (1982) studied eight working class women 

who were on welfare for the first time due to marital 

separation or a psychological decline of their husbands. 

Miller's interviews identified links to the community, 

social networks, and relationships with their children 

and with men as positive development areas for the 

single mother. The single mothers in Miller's study 

demonstrated an ability to effectively deal with 

bureaucracies and agencies. The single mothers also 

found time to become involved in community resources 

such as Head Start and Scouts. The single mother 

established a relationship network with friends and 

neighbors for babysitting, errands, driving, and 

providing company for one another when there was a felt 

need. The single mothers enjoyed their relationship 

with their children; they were strongholds for the 

mother's new found strengths and skills. Relationships 

with men were different as the woman developed; the 
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women took major control over setting the terms of the 

relationship and no longer looked for fulfillment of all 

their needs by men {Miller, 1982). 

Norbeck and Sheiner (1982} used a checklist of 

32 resources of support that had been used in families 

who had young children with cancer to obtain information 

from 30 single mothers about their social support. The 

social support ratings were compared to ratings of 

parental adequacy and to ratings on the single mother's 

preschool child's emotional development and behavior. 

Norbeck and Sheiner found that single mothers who were 

able to receive support from their network had lower 

numbers of parenting and child problems. From this 

resource checklist and from structured interviews, the 

authors concluded that one social support variable 

(talking to network members) correlated to staff ratings 

of parental and child functioning; higher levels of 

support correlated with lower problem ratings. The 

social support methodology used by Norbeck and Sheiner 

was lacking in qualitative dimensions and did not 

address reciprocity. This research appeared to be part 

of the body of research that was biased in its view of 

the single mother as deviant or pathological. 

Hanson (1986) used the Personal Resource 

Questionnaire with 84 single parents and their children 
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in a comprehensive study of health, social support, 

socioeconomic status, religiousness, communication, and 

problem solving. Hanson concluded that social support 

was significantly related to health outcomes; families 

with larger social support networks had higher ratings 

of mental and physical health; parents had larger social 

support networks than their children; parents and 

children in the same family had different viewpoints of 

social support available to them; and women tended to 

seek support more than their male counterparts. 

Although this study used the PRQ with limitations 

previously described, Hanson's work represented a 

framework to investigate correlates of social support to 

positive healthy behaviors in single parents. 

The literature review of social support unveiled 

a myriad of methodological problems and potential areas 

for investigations. Despite the methodological 

inconsistencies, two primary functions of social support 

prevailed: protective and buffering for stress. 

Throughout the critiques of social support, authors 

pointed out that qualitative aspects (that is, how 

helpful the relationship was), quantitative aspects (how 

many personal resources were available) and reciprocity 

were key elements to capture the multidimensional 

aspects of the concept. Social support and its role 
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with single mothers has just started to be explored. 

This study used Pender's (1987) definition of social 

support and the Social Relationship Scale developed 

by McFarlane, Norman, Streiner, and Roy (1981) to 

identify qualitative, quantitative, and degree of 

reciprocity in social relationships of single mothers. 

Health Promoting Lifestyle 

Health promoting lifestyle was frequently 

linked to health behaviors and health status in the 

literature. The type and frequency of health behaviors 

practiced were often the subjects of intense research 

debates. Causal health inferences from behavioral 

activities were difficult to quantify and demonstrate. 

This literature review briefly investigated health 

behavior literature to define health behavior, to 

identify health promotion behaviors, and to relate the 

importance of investigating health promotion in single 

mothers. 

Health status and health behaviors were measured 

in a wide variety of methods. Although the exact 

mechanism was not known, health care professionals 

agreed that there was an association between health 

practices and mental and physical health. Definitions 

of what constitutes health varied from 'an absence of 
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disease' to 'high-level wellness' (Dunn, 1959). Pender 

(1987) recognized that each individual ascribed to their 

own personal definition of health which influenced how 

much they participated in health promotion activities. 

Pender noted: 

It is possible that defining health as adaptation 
for stability would predispose individuals toward 
health-protecting behaviors directed toward avoiding 
illness and disease. Defining health primarily as 
self-actualization should result in self-initiated 
activities directed tward attaining high levels of 
health and well-being, (p. 3) 

Pender concluded by noting that how personal goals were 

defined influenced the means that individuals selected 

to achieve them. Therefore, different health 

definitions resulted in different behavior practices. 

In a review of the literature, a number of 

different methods were found which measured health 

behaviors. In general, several indexes of health 

behavior were usually listed, such as: nutrition, 

exercise, physical activity, alcohol intake, smoking and 

other substance use, seat belt use, preventive medical 

care practices, and preparedness for emergencies (Pratt, 

1971; Pender, 1987; Mechanic & Cleary 1980; Brown, 

Muhlenkamp, Fox, and Osborn, 1983; Duffy, 1986; Hubbard, 

Muhlenkamp, & Brown, 1984; Muhlenkamp & Sayles, 1983; 

and Walker, Sechrist, & Pender, 1987). These various 

indexes were tested in several manners. 
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Only two studies were noted that directly addressed 

the practice of positive health behaviors in single 

mothers. Duffy (1984) interviewed single mothers with 

grounded theory techniques to derive the process of 

"Transforming Options." In this process, single mothers 

gradually began to try to practice healthy behaviors 

such as exercising and dieting. Duffy (1986) studied 

primary prevention behaviors in the female-headed, one 

parent family to identify barriers which deter their 

practice of these behaviors. Duffy (1986) used two 

interview guides, a health diary and a card sort in her 

research. In terms of measuring health activities, 

Duffy (1986) asked the women to identify practices that 

they used to maintain their health. With the card 

sort of 53 primary prevention behaviors and 9 barriers 

to health behaviors, the single mothers sorted the cards 

into three categories: not applicable or not practiced, 

sometimes practiced, or regularly practiced. The most 

important primary prevention behaviors identified by the 

59 single mothers were: nutrition, rest, exercise, 

personal hygiene, physical examination, dress for 

weather, emotional support, symptom identification and 

early treatment, keep active, pray for health, no 

alcohol, and safety. Barriers to primary prevention 

behaviors, in order of frequency, were: time, lazy, 
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money, need someone's support, don't feel good about 

doing it, need more information, wasn't allowed by 

someone else, and other. Duffy's {1986) study lent 

interesting insight into possible influences that could 

affect the practice of healthy behaviors by single 

mothers. 

Most of the research that distinguished health 

behavior from illness behavior focused on health 

prevention behavior and used the Health Belief Model by 

Becker (1974) as the theoretical framework. In 1982 

Pender first proposed the Health promotion Model as an 

adaptation of the Health Belief Model. The Health 

Promotion Model suggested that health-promotion and 

health protecting (prevention) can be complementary 

components of a healthy lifestyle. Health protecting 

behaviors sought to stabilize an individual and to 

protect them from encountering stress or illness. 

Health promotion behaviors were geared toward increasing 

an individuals' well-being, self-fulfillment, and to 

promote self-actualization (Pender, 1982). The model 

was subsequently updated by Pender in 1987. 

The dependent variable of this study was health 

promotion lifestyles in single mothers. According to 

Mechanic and Cleary (1980), " positive health behavior 

is part of a complex lifestyle that may reflect the 
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ability to anticipate problems, mobilize to meet them, 

and cope actively" (p. 805). Despite mounting data 

that supported the existence of an interrelationship 

between lifestyle and health status, there were few 

attempts noted that attempted to develop valid and 

reliable measures of lifestyle as a global or health 

specific concept (Walker, Sechrist, & Pender, 1987). 

Since lifestyle has been associated with health and 

health behaviors (Singer, 1982, Ardel, 1979, and Wiley & 

Camacho, 1980), it appeared that lifestyle rather than 

merely health behaviors should be studied as an index to 

health. 

Dunn (1959) was one of the first individuals to 

identify the value of lifestyle in promoting 'high level 

wellness'. Ardel (1979) expanded the list of wellness 

behaviors to include nutritional awareness, stress 

management, physical fitness, and environmental 

sensitivity. In regard to stress management, lifestyles 

and longevity, several studies have been conducted which 

have demonstrated that healthy lifestyles have 

contributed to reduced mortality (Berkman & Syme, 1979; 

Kaplan, Cassel, & Gore, 1977). 

In an overview of available instruments to measure 

lifestyles, Walker et al, (1987) noted that the majority 

of instruments focused primarily on health-protecting or 
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preventive behaviors which were based on a risk 

reduction model rather than a health enhancement model. 

Other limitations of these available instruments were 

lack of comprehensiveness, brevity, poorly constructed 

items, lack of testing on reliability and validity, 

measurement of only overt behaviors and omission of 

covert behaviors such as perceptual/interpretive 

response patterns. Due to these limitations, Walker et 

al considered the development of a valid and reliable 

method to measure health promoting life-style essential. 

Consequently, the Health Promotion Lifestyle Profile, 

developed by Walker et al (1987), was the method of 

choice to measure the health promotion lifestyle of 

single mothers. 

Summary 

The independent variables of self-efficacy 

expectations and social support and the dependent 

variable of health promoting lifestyle were complex and 

multidimensional. The interrelationships among these 

variables were not known to have been studied in single 

mothers. This chapter presents a critical review of the 

literature that described: the profile of the single 

mother in the United States, the stresses encountered by 

the single mother, possible reactions to stress by the 

single mother, and a review of the available research on 
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the study variables of self-efficacy, social support, 

and health promoting lifestyle. 



CHAPTER 3 

METHODOLOGY 

A descriptive correlational design was used to 

investigate the relationships among generalized self-

efficacy expectations, social support, demographic 

variables, and the practice of a health promoting 

lifestyle in single mothers. This chapter describes: 

how the independent and dependent variables were 

measured, the research questions under investigation, 

the methodology of the research including data analysis 

strategies, the setting, the subjects, the protection of 

human subjects, the assumptions, and the limitations of 

the study. 

Research Questions 

The specific research questions of this study were: 

1. What is the relationship between self-

efficacy expectations and a health promoting lifestyle 

of single mothers? 

2. What is the relationship between social 

support and a health promoting lifestyle of single 

mothers? 

3. What is the relationship between demographic 

variables of age, number of children, socioeconomic 

62 
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status, and length of time as a single parent and a 

health promoting lifestyle of single mothers? 

4. What is the relationship between demographic 

variables of age, number of children, socioeconomic 

status, and length of time as a single parent and 

self-efficacy expectations? 

5. What is the relationship between demographic 

variables of age, number of children, socioeconomic 

status, and length of time as a single parent and social 

support? 

6. What is the relationship between self-

efficacy expectations and social support of single 

mothers? 

7. What is the amount of variance contributed 

by self-efficacy expectations and social support to a 

health promoting lifestyle of single mothers? 

Setting 

The setting for this study was an area in 

southeastern Arizona that surrounded and included a 

large metropolitan area. Subjects were recruited in a 

variety of locations such as offices, church groups and 

women's organizations. 

Subjects 

A convenience sample of 50 subjects were asked 
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to participate in the study. Criteria for subject 

selection included: 

1. Subjects were female. 

2. Subjects were English speaking and were able 

to read and write in English. 

3. Subjects had children living with them at 

home who were under 18 years of age or were considered 

to be dependents. 

4. Subjects identified themselves as a female-

head of households, that is, the primary provider of 

shelter, food, clothing, and parental supervision of 

their children. 

Protection of Human Subjects 

The proposed research was reviewed and approved 

by the Ethical Review Subcommittee of the University of 

Arizona College of Nursing (Appendix A). Each 

participant was given a written disclaimer which assured 

confidentiality in the collection of data, explained the 

overall purpose of the study, notified the subject of 

her right to withdraw from the study at any time, and 

assured anonymity in the reporting of findings 

(Appendix B). By responding to the questionnaires, 

subjects provided their consent to participate in the 

study. 
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Pilot Study 

A pilot study of five single mothers who had 

grown children and one young married mother with three 

young children was conducted for purposes of assessing 

the efficiency and practicality of the proposed 

methodology. From this pilot study, helpful 

instructions were derived for subjects in order to 

avoid errors in filling out the questionnaires. Three 

of the women offered suggestions to clarify the method 

of filling out the Social Relationship Scale, such as 

instructing subjects to list only one person per line on 

the instrument. The amount of time needed for subjects 

to complete the questionnaire was estimated on the basis 

of the amount of time the pilot subjects took to 

complete the questionnaires. 

Data Collection 

After completion of the pilot study, subjects 

for this study were contacted by word-of-mouth, flyers, 

newspaper and church bulletin announcements. Several 

subjects were enrolled in a General Education Diploma 

program sponsored by the county government. Subjects 

were contacted in person or by phone. Subjects who 

responded to the newspaper announcements, flyers, or 



church bulletin announcement contacted the investigator 

by phone. The investigator contacted the single mother 

by phone or in person, explained the nature and purpose 

of the study, established eligibility according to the 

subject criteria, then scheduled appointments to 

complete the questionnaires. Subjects who were enrolled 

in the General Education Diploma program were contacted 

and given the questionnaires by a woman trained by the 

investigator to administer the questionnaires in the 

same manner as the investigator. Inter-rater 

reliability scores between the principle investigator 

and the assistant were not calculated due to the small 

number of subjects obtained from the General Education 

Program. 

Before subjects were given the questionnaires, 

each subject was given a written disclaimer which 

explained the purpose of the study and their rights as 

subjects (Appendix B). The questionnaires were given to 

the subjects in random order. The questionnaires were 

completed in the subject's home or at a location which 

was convenient to the subject and was conducive to 

completing the questionnaire. The subjects were asked 

to read the disclaimer approved by the Ethical Review 

Subcommittee of University of Arizona College of Nursing 

Human Subjects Committee before participating in the 
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study. Once the disclaimer was read, the investigator 

instructed the subject on questionnaire completion. 

Each subject was given the same instructions for 

questionnaire completion. The actual data collection 

process took approximately one hour for each subject. 

Data was collected from June 10, 1987 to July 3, 1987. 

Study Variables and Instruments 

The independent variables of the study were 

self-efficacy, social support, and demographic data. 

The dependent study variable was health promoting 

lifestyle. Each variable has been discussed in relation 

to its measurement tool. Self-efficacy expectations 

were measured by the Generalized Self-Efficacy Scale 

(GSE). Social Support was measured by the Social 

Relationship Scale (SRS). Demographic variables were 

measured by the Demographic and Social Survey Schedule 

(DSS). Healthy behaviors were measured by the Health-

Promoting Lifestyle Profile (HPLP). 

The Generalized Self-Efficacy Scale 

The Generalized Self-Efficacy Scale (GSE) was a 

scale developed by Tipton and Worthington (1984). 

(Appendix C). The purpose of the GSE scale was "to 

measure some relatively enduring set of beliefs that one 

can cope effectively in a broad range of situations" 
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(Tipton & Worthington, 1984, p. 547). The GSE scale 

was an effort to measure self-efficacy expectations. 

The construct of self-efficacy attempted to explain 

which behaviors people will participate in, how much 

effort they will exert, and how long they will persevere 

given adverse situations (Bandura, 1977). 

Tipton and Worthington (1984) noted that the 

construct of self-efficacy was closely related to 

several concepts. For example, in the review of the 

literature, self-efficacy expectations were closely 

related to self-control, internal locus of control, 

faith, mastery, competence, self-confidence, and self-

esteem. However, none of the related concepts appear to 

capture the two unique characteristics of self-

efficacy: (1) that one will generally persevere and 

effectively deal with a majority of challenging 

situations and (2) that one will choose to control his 

or her life in a positive manner (Tipton & Worthington, 

1984). 

The GSE scale evolved from an instrument 

designed to measure the multidimensional concept of 

faith (Tipton, Harrison & Mahoney, 1980). One of the 

dimensions of the faith scale (faith-in-self) was 

similar to the construct of generalized self-efficacy. 

Tipton and Worthington (1984) designed 35 items with a 
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priori reasoning and added these items to the 7 faith-

in-self items for the initial pool of test questions. 

Responses for each item were on a 7-point Likert system 

that ranged from strongly agree to strongly disagree. 

Some items were reverse scored to prevent response set 

bias. The initial items were tested with 175 volunteer 

undergraduate general psychology students. Through an 

extreme groups item analysis, the upper and lower 30% 

were established as cut-off criteria. Items that 

yielded a discrimination index of 50 or more were 

retained, which resulted in a 27 item instrument that 

was tested for validity. According to Tipton and 

Worthington (1984), "the content of these items 

addresses people's expectations concerning their 

competency for performance across a broad range of 

activities which require effort and perseverance" 

(p. 546). 

The GSE scale was tested in two studies for 

construct validity. The first study involved the 

testing of a laboratory behavior, or a Self-

Determination Task. University students in an 

introductory psychology course were administered the GSE 

as part of a battery of testings. Twenty four male 

students, who scored above the mean on the total 

distribution of GSE scores, and 12 who scored below the 
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mean were notified by phone four to six weeks after 

taking the GSE to participate in more testing. The 

subjects were not aware of their GSE score and selection 

criteria until after the study. Each subject was tested 

individually by an experimenter who was blind to which 

group the subject belonged. Each subject was asked to 

hold a book in their non-dominant hand with his arm 

parallel to the floor for as long as possible. It was 

stressed that he should use his very best effort to 

persevere. A string placed six inches below the wrist 

of the outstretched arm was used as the termination 

point for the trial. The period that the participant 

was able to hold out his arm until he touched the string 

was timed. The high GSE scorer group held their arms 

outstretched longer than subjects in the low GSE group, 

_t(22)=2.08, {£ < .05). When the participants' weight, 

arm length, biceps circumferences relaxed and flexed 

were controlled, no differences were found between the 

two groups (Tipton & Worthington, 1984). 

In the second validity study on the GSE, 25 

female and 8 male students, enrolled in a psychology of 

personal adjustment class, completed the GSE scale as an 

introduction to self-efficacy. In an unrelated section 

of the course approximately four weeks later, the 

students were asked to design and implement a self-



71 

control behavioral project to modify a certain 

bothersome behavior for them. The self-control projects 

included two weeks of baseline assessment and four weeks 

of intervention. Success or lack of success in changing 

their selected target behaviors did not affect their 

grade, but completion of the project was required. 

Before the intervention phase, students submitted a 

report on the target behavior selected for change, the 

plan designed to modify the behavior, and a goal 

attainment scale (GAS) to measure the amount of success 

obtained in achieving their goal. Due to the few number 

of students, high and low GSE scores were split at the 

median score. The high GSE group had significantly 

higher GAS ratings, _t(30)=2.35, {j} <.05) than the low 

GSE group. The range of GAS scores was limited 

(standard deviation =0.79). Using the Pearson product-

moment correlation between the GAS and GSE scores 

supported the existence of a linear relationship between 

the variables, £(3)=.37; £ < 0.05 (Tipton & Worthington, 

1984). 

In summary, the GSE scale has only been tested 

for construct validity; no reliability scores are 

available at this time. The GSE has been tested in two 

unrelated criterion task studies. Adequate time was 

allowed after the GSE scale was administered until the 
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time of the behavior testing to reduce bias. 

Correlational analysis of the second study indicated 

that GSE scores only accounted for a small amount of the 

variability with the criterion variable. The authors 

hypothesized that under adverse circumstances, specific 

efficacy expectation about performance in a specific 

situation will interact with expectations of abilities 

in general. The GSE appeared to be able to account for 

more variance in a situation that was more ambiguous. 

The role of the single female parent has often been 

ambiguous. 

Specific self-efficacy expectations appeared 

to be able to account for more variance when the 

situation was more familiar and clearly defined to the 

individuals. These research findings by Tipton and 

Worthington (1984) indicated that people have 

generalized self-efficacy expectations in addition to 

specific expectations regarding to one's performance. 

Generalized self-efficacy expectations appeared to 

account for a significant amount of variance in 

performances in a wide variety of circumstances. 

The Social Relationship Scale 

The Social Relationship Scale (SRS), 

(Appendix D), was developed to focus on the quantitative 
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and qualitative role of social support as a cushioning 

effect from life stressors on health (McFarlane, Neale, 

Norman, Roy & Streiner, 1981). The SRS was designed to 

cover major categories of life stress and the number, 

type, and quality of relationships available to the 

person to discuss each category of stress. 

The research that developed the SRS scale used 

home interviews to administer the scale by trained 

interviewers (McFarlane et al, 1981). The SRS presented 

six areas of potential stress: work, money and 

finances; home and family; personal and social; personal 

health; and issues related to society in general. The 

questionnaire had the subjects list persons with whom 

they have been able to discuss each stressor by initials 

only and by the type of relationship (friends, 

relatives, co-workers). Subjects were also asked to 

rate these listed individuals on a 7-point Likert 

helpfulness scale. The subjects were able to indicate 

with a check if these relationships were reciprocal. 

Secondly, subjects were asked to list key or model 

figures to whom they were able to turn to for support 

during crisis or severe stress, and to indicate whether 

these key persons would reciprocate. 

The SRS scale was tested for content validity, 

criterion validity, test-retest reliability and response 
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bias. Content validity was established by an expert 

panel of four senior clinicians who concluded that "the 

scale provided information about the overall picture of 

the number and typology of characters in the supportive 

network" (McFarlane, Norman, Roy & Streiner, 1981, 

p. 92). The expert panel, however, noted that there 

was inadequate information about the three to four key 

figures for reliable support during crisis so the SRS 

was modified to include a probe to identify this key 

group with reciprocity questions (McFarlane et al, 

1981}. The current SRS form used for this study did not 

contain an area to indicate a key group of persons. 

Criterion validity was established by testing 

whether the SRS would discriminate between two criterion 

groups: parents who were chosen to be therapists on the 

basis of their effective communications and parents who 

were in treatment due to family difficulties. The 

couples in treatment filled out the SRS early in 

treatment. The authors hypothesized that the SRS would 

distinguish the two groups by the degree to which they 

listed spouse as being helpful in all stress categories, 

but particularly in the "Home and Family" category. The 

hypothesis was supported: The parent therapists (n=18) 

listed their spouses as more helpful overall than the 

parents in treatment (n=15), t=3.84, £ < .05, and as 
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more helpful in the "Home and Family" category, t=2.71, 

£< .05 {McFarlane et al, 1981). The statistical 

significance between the two groups indicated that the 

scale had some degree of criterion validity in its 

ability to distinguish between groups. 

In regard to face validity, the authors noted 

that there have been differences in SRS results due to 

marital status and sex, which were indicative of face 

validity. Composition of the network varied according 

to sex, although the extent of the network was similar. 

Women reported more close relationships with family and 

neighbors while men tended to report more relations in 

their work contacts. Women had utilized individuals 

more often than men and scored higher average 

helpfulness from their networks. Married persons 

reported a spouse more often; single and divorced people 

reported more friends than married or widowed subjects. 

In relation to quality of network support, widowed and 

divorced subjects received little help from their 

informal networks and turned to formal networks 

(professionals) while married subjects had more 

reciprocity and reciprocal key figures in their 

networks (McFarlane et al, 1981). 

Test-retest reliability was measured on two 

administrations of the SRS over a one week interval to 
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73 community college students. Correlations were 

obtained for the number of individuals listed in each of 

the six stress categories and on the average helpfulness 

score. Correlations on the number of individuals in 

each category ranged from .62 to .99 with a mean of .91 

which indicated that the network was somewhat reliable. 

The test-retest scores on the average helpfulness in 

each topic area ranged from .54 to .94 with a median of 

.78 (McFarlane et al, 1981). 

Response bias in terms of social desirability of 

the SRS was tested by administering the SRS to 19 post

graduate students at McMaster University. The group was 

given the questionnaire twice, at a one week interval, 

with two different sets of instructions. The first 

instructions and purpose of the SRS stated: "To whom do 

you talk about issues that come up in your life?" 

(McFarlane et al, 1981, p. 93). One week later, the 

instructions were changed to direct the students: "Fill 

out the questionnaire according to what you consider to 

be good or ideal circumstances" (McFarlane et al, 1981, 

p. 93). Average helpfulness scores assigned to each 

relationship category from time 1 and time 2 were 

compared, looking for significant differences using a 

paired t-test. Differences were significant in each 

relationship category at the £ < .001 level. These 
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differences indicated that a socially desirable response 

set was not produced when the SRS was administered with 

the basic instructions (McFarlane et al, 1981). 

In summary, the SRS measured quantitative 

aspects of social support by the lists of relationships 

marked for stress categories. The SRS qualitatively 

measured aspects of helpfulness and reciprocity of 

relationships. Since the initial validity and 

reliability scores were noted as adequate for a newly 

developed instrument, the SRS was selected as a 

comprehensive tool to measure the social support of 

single mothers. 

The Health-Promoting Lifestyle Profile 

The Health-Promoting Lifestyle Profile (HPLP), 

(Appendix E), was an instrument designed to enable 

researchers to investigate patterns and determinants of 

a health promoting lifestyle (Walker, Sechrist & Pender, 

1987). This instrument appeared to measure health 

promotion activities more accurately than other tools 

which measure a broad spectrum of health behaviors that 

appear to be primarily preventive in nature (Walker et 

al, 1987). 

Walker et al (1987) synthesized concepts from a 

wide variety of literature on health behaviors to 
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construct the Lifestyle and Health Habits Assessment 

(LHHA) which was a 100-item checklist of positive health 

behaviors. The LHHA was designed as a clinical nursing 

tool. The LHHA was divided into 10 categories: General 

Health Practices, Nutrition, Physical, Recreational 

Activity, Sleep, Stress Management, Self-Actualization, 

Sense of Purpose, Relationships with Others, 

Environmental Control, and Use of the Health Care 

System. Walker et al (1987) used items from the LHHA to 

create the initial pilot form of the HPLP. The 10 

categories were hypothesized to be dimensions of health-

promoting lifestyle. The LHHA yes/no format was 

replaced with a 4-point response format to measure 

frequency scores (never, sometimes, often, routinely) on 

behavioral items (Walker et al, 1987). 

The pilot form of the HPLP instrument was 

administered to 173 graduate and senior undergraduate 

nursing students to evaluate the instrument's clarity, 

response variance, and to estimate reliability. 

Comments from the students indicated a lack of clarity 

on a few items. Frequency distributions showed that a 

full range of responses were obtained for most items. 

The instrument was analyzed for internal consistency 

after the first administration and for test-retest 

reliability after a repeat administration was given to 
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92 students in the original sample two weeks later. 

Coefficient alpha was .919; test-retest r_ was .854 

(Walker et al, 1987). 

After the pilot study, content validity was 

reviewed by four nursing faculty who were familiar with 

health promotion literature. The faculty evaluated each 

item for congruency with the concept of health promoting 

behavior/lifestyle. The faculty recommended the 

addition and deletion of several items. Items related 

to illness prevention or health promotion were retained 

for empirical testing. The resulting instrument had 107 

items (Walker et al, 1987). Of the 107 items, 81 were 

worded as positive or desirable action and 26 were 

worded as negative or undesirable actions. The 

undesirable and desirable items were distributed 

throughout the test to decrease the possibility of 

response set. Each item was scored on a scale of 1 to 

4; l=never, 2=sometimes, 3=often, and 4=routinely. All 

undesirable/negative items were reverse scored in 

analysis in order that higher scores would be indicative 

of a higher level of health promoting behavior under all 

circumstances (Walker et al, 1987). 

The HPLP was evaluated for empirical validity by 

Walker et al through item analysis for internal 

consistency. Items contributing to the homogeneity of 
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the instrument underwent factorial analysis to identify 

the factorial dimensions of the refined item pool 

(Walker et al, 1987). 

The refined tool was then administered to a 

convenience sample of adult volunteers in two midwestern 

states from worksites, colleges, and adult service, 

social, and recreational centers. The investigators 

sought out subjects who were likely to engage in a wide 

range of participation frequency for health promotion 

activities. One thousand one hundred and seven 

individuals filled out the questionnaire; nine-hundred 

and fifty two (86%) of these were complete and used for 

analysis (male=516, female=436). Subsamples from the 

two states were compared with no statistical 

significance differences between groups, (jfc = .33, 

£= .739), Consequently, the subsamples were combined. 

Ages ranged from 18 to 88 years with a mean of 39.2 

years. The majority of the sample were middle class. 

Educational levels varied from eighth grade to a 

professional degree, the median was "some college." 

Annual family income ranged from under $5,000 to over 

$50,000, with the median income between $25,000 and 

$35,000 (Walker et al, 1987). 

Data from this sample were used for item 

analysis, factor analysis, and reliability estimates. 
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Item total correlations were calculated for both the 

total scale and for each of the 10 hypothesized 

subscale. Several items were deleted on the basis of 

item analysis. In the 70 remaining items, 65 items had 

item-total correlations of .25 or higher and 5 had 

correlations between .20 and .24. Inter-item 

correlations ranged from .098 to .651; with two pairs of 

items that correlated at .703 and .745. (Walker et al, 

1987). 

Factor analysis was performed on these 70 

remaining items guided by a postulation that 10 

subscales were present in these items. Factor analysis 

revealed that 6 factors constituted 38.9% of the 

variance in these items. Twenty-two items which did not 

load strongly on a single factor were then deleted. The 

remaining 48 items were reanalyzed with principle axis 

factoring (PAF) extraction and oblique rotation. With 

these 48 items, the six factors explained 47.1% of the 

variance. The six factors were self-actualization, 

health responsibility, exercise, nutrition, 

interpersonal support, and stress management (Walker et 

al, 1987). 

The final 48 item HPLP instrument had a total 

internal consistency with an alpha coefficient of .922, 

and item internal reliability scores ranged from .702 to 
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.904. The instrument was given to 63 adults twice over 

a 2 week interval. Pearson £ was .926 for the total 

scale and subscale ranged from .808 to .905 (Walker et 

al, 1987). 

In summary, the HPLP was developed to measure 

patterns and determinants of a health promoting 

lifestyle (Walker et al, 1987). The development of the 

instrument was described. Since the initial validity 

and reliability scores on the HPLP were noted as 

adequate for a newly developed instrument, the HPLP was 

the instrument of choice to study the health promoting 

lifestyles of single mothers. 

Demographic and Social Survey 

The Demographic and Social Survey (DSS) was 

self-constructed for the purposes of this study 

(Appendix F). Variables on the DSS include: age, 

ethnicity, occupation, level of education, ages of 

children living with the single mother, marital status, 

length of time as a single parent and employment status. 

The DSS had several Likert-type questions related to 

general perceptions of health status, determination and 

endurance to perform healthy behaviors as a single 

mother. 
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The DSS scale was developed to measure 

demographic data frequently mentioned in the literature 

on single parents and single mothers. Literature about 

single parents consistently had a brief description of 

the demographic profile of the single parent which 

included data related to age, sex, race, number of 

children in the household, and marital status. In 

analysis of the data, young minority single parents and 

women with larger numbers of children tended to have 

lower income levels {Family Planning Perspectives, 

1982). Duffy (1982) has also referred to the number of 

stressors that single mothers have to cope with were 

greater when the children in the family were younger. 

Wallerstein (1986) demonstrated that time as a single 

parent was related to degree of functioning after 

approximately two years; divorced and widowed women were 

able to cope with their new roles better than women who 

had just recently taken on full responsibility as a 

single parent. The demographic data gathered from the 

DSS was used to describe the sample and for 

correlational analysis with the other study variables. 

Data Analysis 

Data were coded after they were collected. 

Descriptive statistics of frequencies, means, and 
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percentages were computed to describe the sample 

population. Pearson product-moment correlation was 

calculated to describe the direction and magnitude of 

the relationships among generalized self-efficacy 

expectations, social support, demographic variables and 

the health promoting lifestyle profile. 

Green's (1970) formula for calculating 

socioeconomic status (SES) was used. For white subjects 

the formula was (education X 0.7 + occupation X 0.04) 

and for nonwhites it was ( education X 0.5 + occupation 

X 0. 6). 

Cronbach alpha reliabilities were computed for 

internal consistency analysis in the GSE and HPLP 

scales. Multiple linear regression analysis was 

conducted to describe the effects of the independent 

study variables on the dependent variable of health 

behavior. Although the basic underlying assumption of 

regression analysis is designed for experimental data, 

the technique is often used for the description of 

relationships between correlated random variables 

(Kachigan, 1986). 

The design of this research was a descriptive 

correlational design. The study instruments and data 

from the study instruments were at the descriptive level 

and did not fit the assumptions of the regression model 



85 

for predictive analysis. However, the multiple linear 

regression technique was used as a further descriptive 

analysis method to describe the amount of variance 

contributed by the independent variables of self-

efficacy and social support to the criterion variable of 

health promoting lifestyle profile. The statistical 

significance level for this study was preset at the 

£< .05 probability level. 

Assumptions 

1. Subjects who participated in this study were 

honest with their responses and filled out the 

questionnaires to the best of their abilities. 

2. Single mothers were a unique group of 

individuals. 

Limitations 

1. The sample was conveniently not randomly 

selected. 

2. The small sample size has limited 

generalizability. 

3. The sample may have been biased in that 

single mothers who were motivated to participate in the 

study may have had higher scores of self-efficacy, 

social support, and a health promoting lifestyle. 
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Summary 

This chapter provided a description of the 

methodology to be used in this study. A descriptive 

correlational design was used to investigate the 

relationships among generalized self-efficacy 

expectations, social support, demographic variables, and 

the practice of a health promoting lifestyle in single 

mothers. Seven research questions were presented to 

guide the investigation and data analysis. The 

investigation took place in southeastern Arizona. A 

convenience sample of 50 single mothers participated in 

the study. The research proposal was reviewed and 

approved by the Ethical Review Subcommittee of the 

University of Arizona College of Nursing. The chapter 

described the pilot study and the data collection 

procedure. Instruments for data collection included: 

the Generalized Self-Efficacy Scale, the Social 

Relationship Scale, the Health Promoting Lifestyle 

Profile, and a Demographic and Social Survey. 

Reliability and validity scores of the instruments were 

presented. Assumptions and limitations of the study 

concluded the chapter. 



CHAPTER 4 

PRESENTATION AND RESULTS OF DATA ANALYSIS 

Introduction 

The purpose of this study was to describe the 

relationships between the independent variables of 

generalized self-efficacy expectations and social 

support to the dependent variable of health promoting 

lifestyle in single mothers. The setting for this study 

was an area in southeastern Arizona that surrounded and 

included a large metropolitan area. A convenience 

sample of 50 single mothers were asked to participate in 

the study. 

The independent variables of the study were 

self-efficacy, social support, and demographic data. 

The dependent variable was health promoting lifestyle. 

Self-efficacy expectations were measured by the 

Generalized Self-Efficacy Scale (GSE). Social support 

was measured by the Social Relationship Scale (SRS). 

Demographic variables were measured by the Demographic 

and Social Survey Schedule (DSS). Health behaviors were 

measured by the Health-Promoting Lifestyle Profile 

(HPLP). 

87 
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Research Questions 

The specific research questions of this study 

were: 

1. What is the relationship between self-

efficacy expectations and a health promoting lifestyle 

of single mothers? 

2. What is the relationship between social 

support and a health promoting lifestyle of single 

mothers? 

3. What is the relationship between demographic 

data of age, number of children, socioeconomic status, 

and length of time as a single parent and a health 

promoting lifestyle of single mothers? 

4. What is the relationship between demographic 

variable of age, number of children, socioeconomic 

status, and length of time as a single parent and self-

efficacy expectations? 

5. What is the relationship between demographic 

variables of age, number of children, socioeconomic 

status, and length of time as a single parent and social 

support? 

6. What is the relationship between self-

efficacy expectations and social support of single 

mothers? 

7. What is the amount of variance contributed 
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by self-efficacy expectations and social support to a 

health promoting lifestyle of single mothers? 

This chapter presents the results of the 

analysis of the data collected for this study. 

Demographic characteristics of the sample are presented 

and discussed. Results of the reliability testing of 

the Generalized Self-Efficacy Scale (GSE) and the Health 

Promoting Lifestyle Profile (HPLP) are presented and 

discussed. Subscales on the HPLP are analyzed and 

presented. Results from the Social Relationship Scale 

are presented and discussed. The relationships among 

the study variables are analyzed v/ith the use of Pearson 

correlational coefficients. The significance level was 

preset for this study at the 0.05 level. The results of 

the multiple regression analysis are then presented. 

The study instruments have not been used 

frequently and have not been previously used in a 

population of single mothers. Consequently, in several 

of the analyses, actual £ values are reported to enable 

the reader to appreciate the strength of relationships 

more accurately. 

Characteristics of the Sample 

A convenience sample of fifty women aged 18 and 

older participated in the study. Subjects included 
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single mothers known to the researcher as co-workers or 

acquaintances, women who phoned the investigator in 

response to advertisements for the study, women who were 

referred to the investigator by other women, and several 

women enrolled in a General Education Diploma program. 

Ages of the single mothers ranged from 19 to 55 

years, with a mean age of 32 (standard deviation = 

8.32). Reported ages of the single mother were grouped 

into 4 year age categories to reflect a frequency 

distribution of ages, as presented in Table 1. The age 

frequency distribution indicates that the ages of the 

subjects were evenly distributed, with the majority 

(64%) of the women in the 19-34 age groups. 

Table 2 represents the marital status and 

ethnic origin of the sample. The majority of the 

subjects were divorced: 58% of the women were divorced, 

28% had never been married, 10% were separated, and 4% 

were widowed. In terms of ethnic origin, the sample was 

primarily white: 38 women (76%) indicated their 

ethnic origin was white; 7 women (14%) were Hispanic, 2 

women (4%) were Native American, and 2 women (4%) were 

Black. One subject did not specify her ethnic origin. 

Length of time that the subject considered 

herself to be single mother ranged from 3 months to 22 

years, with a mean of 5.9 years (standard deviation = 
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Table 1. Characteristics of Single Mothers by Age 
(N = 50) 

Age in Years Number of Subjects Frequency 
(percent) 

19-24 10 20 

25-29 10 20 

30-34 12 24 

35-39 8 16 

40-44 6 12 

45+ 4 8 

Total 50 100 

range 19-55 
mean age = 32 
SD = 8.32 
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Table 2. Marital Status and Ethnicity of Single 
Mothers (N = 50) 

Marital Number of Frequency 
Status Subjects (percent) 

divorced 29 58 

never married 14 28 

separated 5 10 

widowed 2 4 

Total 50 100 

Ethnic Number of Frequency 
Origin Subjects (percent) 

White 38 76 

Hispanic 7 14 

Native American 2 4 

Black 2 4 

Not designated 1 2 

50 100 
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5.25). Table 3 presents the length of time that the 

subjects had spent as a single mother grouped into two 

year intervals. As indicated in Table 3, 64% of the 

sample had been a single mother for five years or less. 

The level of education among the subjects ranged 

from "some high school" to a doctorate level, as 

demonstrated by Table 4. The sample was somewhat evenly 

well distributed among the categories of "some high 

school", "high school graduate" and "college graduate". 

In the remaining categories: 15 women (30%) had "some 

college" preparation, 13 women (26%) had "some masters" 

preparation, and one woman (2%) was doctorally prepared. 

The categories "some masters" and "masters degree" were 

collapsed to one category since only one subject 

reported earning a masters degree and Green's (1970) 

formula for calculating socioeconomic status does not 

differentiate between "some masters" and "masters 

degree". In general, the sample was well-educated. 

Occupations of the subjects were categorized 

according to Green's (1970) method for the purposes of 

calculating socioeconomic status. Occupations ranged 

from laborers to professional. Forty percent of the 

subjects indicated a professional occupation, 18% 

indicated a laborer occupation, and 16% checked a 

clerical position. Table 5 presents the distribution of 
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Table 3. Length of Time Spent as a Single Mother 
(N = 50) 

Time in Years Number of 
Subjects 

Frequency 
(percent) 

0-2 15 30 

3-5 17 34 

6-8 7 14 

9-11 3 6 

12-14 2 4 

15-17 4 8 

> 18 2 4 

50 100% 

range = 3 months 
mean =5.9 years 
SD = 5.25 years 

- 22 years 
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Table 4. Characteristics of Single Mothers by 
Educational Level (N = 50) 

Level of Nmber of Frequency 
Education Subjects' (percent) 

some high school 8 16 

high school graduate 5 10 

some college 15 30 

college graduate 8 16 

some masters/masters 13 26 

doctorate 1 2 

Total 50 100 
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Table 5. Characteristics of Single Mothers by 
Occupation (N = 50) 

Occupation Number of Frequency 
Subjects (percentj 

Laborers 9 18 

Service workers 5 10 

Craftsmen 3 6 

Clerical 8 16 

Managerial 2 4 

Professional 20 40 

Total 47* 94 

Employment Number of Frequency 
Subjects (percent) 

Full time 29 58 

Part time 7 14 

Unemployed 10 20 

Disabled 2 4 

Unknown 2 4 

Total 50 100% 

* missing data on 3 subjects 
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occupations and employment among the subjects. Overall, 

a large percentage of the subjects worked in 

professional occupations which included: nursing, 

teaching, business/office management and real estate. A 

majority (58%) of the subjects worked full time, 20% 

were unemployed, 14% worked part time, 4% were disabled, 

and 4% did not specify their working time. 

Green's (1970) formula for calculating socio

economic status was used. This formula used 

mathematical codes assigned to educational levels and 

occupations in order to estimate socioeconomic status 

(Green, 1970). For white subjects, the formula was 

(education x 0.7 + occupation x 0.04) and for nonwhites 

it was (education x 0.5 + occupation x 0.6). These 

socioeconomic indices were used to correlate with health 

actions. Computed socioeconomic status scores for 

whites ranged from 49.0 to 76.3 (mean = 67.7; standard 

deviation = 6.1), For nonwhites the scores ranged from 

48.2 to 72.3 (mean = 54.4; standard deviation = 8.5). 

According to Green (1970), the range of possible scores 

is approximately 30 to 85. In comparison to the 

possible scores, the white and nonwhite subjects were 

similar in score ranges; the mean white scores were 

slightly higher than the nonwhites. 

The number of children living with the subjects 
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ranged from one to four with the mean number of children 

as 1.6 (standard deviation = .749), as presented in 

Table 6. The ages of children ranged from 7 months to 

26 years old. Once the distribution of children ages 

recorded on the Demographic Social Survey were analyzed, 

the ages were grouped into two year intervals to 

represent meaningful frequency statistics. Table 7 

presents the children's ages by 2 year interval 

groupings. The largest proportion of children were in 

the 3 to 5 year age group (33%) followed by the 6 to 8 

year age group (19%). Three age groups were similar in 

frequencies: 0 to 2 years (11%), 9 to 11 years (12%) 

and 15 to 17 years (12%). The remaining age groups had 

lower frequencies and were also similar: 12 to 14 years 

(6%) and the 18 and above age group (7%). The modal age 

was 3 years with 13 children followed by 4 years of age 

with 8 children. 

Subjects were asked to rate their health in 

general, in comparison to other women of their age, and 

since becoming a single mother. Table 8 presents the 

numbers and percentages of the single mothers responses 

to the ranking of health status. The majority of the 

subjects indicated that their general health status was 

"excellent" (32%) or "good" (54%). Eight percent 

responded that their health was "fair", and 6% indicated 
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Table 6. Number of Children Per Single Mother by 
Frequency and Percent (N = 50). 

Number of Children Frequency Percent 

1 25 50 

2 19 38 

3 5 10 

4 1 2 

50 100% 

mean number of children = 1.6 
Standard Deviation = 0.749 
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Table 7. Ages of Children of Single Mothers 
by Frequency and Percent (N = 50) 

Age Range Frequency Percent 
Tyears) 

0-2 9 11 

3-5 27 33 

6-8 16 19 

9-11 10 12 

12-14 5 6 

15-17 10 12 

18+ 6 7 

83 100 

range = 7 months - 26 years 
mode = 3 years 
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Table 8. Responses of Single Mothers to Health Status 
Perceptions (N = 50) 

Health In General Number of Subjects Frequenc, 
Subjects ;percent) 

Excellent 16 32 

Fair 27 54 

Good 4 8 

Poor 3 6 

Total 50 100% 

Health Compared 
to Ape Cohort 

Number of 
Subjects 

Frequency 
(percent) 

Much Better 9 18 

Somewhat Better 12 24 

About the Same 23 46 

Somewhat Worse 5 10 

Much Worse 1 2 

Total 50 100% 

Health Since 
Becoming A Single 
Mother 

Number of 
Subjects 

Frequency 
(percent) 

Much Better 15 30 

Somewhat Better 11 22 

About the Same 11 22 

Somewhat Worse 10 20 

Much Worse 3 6 

Total 50 100% 
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their health status was "poor". In comparison to others 

of the same age, the majority (88%) of the subjects 

indicated their health as "about the same" or "better". 

Since becoming a single mother, responses to health were 

more evenly distributed among the rankings: 30% 

indicated that their health status was "much better", 

44% selected "somewhat better" or "about the same", 20% 

indicated their health was "somewhat worse", and 6% 

indicated their health was "much worse". 

Findings Related to Determination and Endurance 

Two questions on the Demographic and Social 

Survey were related to self-efficacy. These two 

questions were formulated by the investigator to 

directly relate two key concepts of self-efficacy, 

namely determination and endurance. Table 9 summarizes 

the subject's responses. In terms of determination, 34% 

of the single mothers indicated their determination was 

"very strong", 36% indicated "somewhat strong", 20% 

selected "fair", while 10% indicated their determination 

was "somewhat weak". None of the subjects ranked their 

determination as "very weak". When asked to rank 

endurance as a single mother to practice health 

behaviors, responses were distributed over the entire 

range of responses. However, a large majority (94%) 
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Table 9. Responses of Single Mothers to Determination 
and Endurance Questions (N = 50). 

Determination Number of Frequency 
Subjects (percent)" 

Very strong 17 34 

Somewhat Strong 18 36 

Fair 10 20 

Somewhat Weak 5 10 

Very Weak 0 0 

Total 50 100% 

Endurance Number of Frequency 
Subjects (percent) 

Very Strong 14 28 

Somewhat Strong 19 38 

Fair 14 28 

Somewhat Weak 2 4 

Very Weak 1 2 

Total 50 100% 
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indicated that their endurance was "fair", "somewhat 

strong", or "very strong". 

Findings Related to the 
Generalized Self-Efficacy Scale 

The Generalized Self-Efficacy Scale consisted of 

27 Likert-type questions. Originally, lower scores were 

indicative of higher levels of self-efficacy; nine items 

were reverse scored. In order to facilitate 

interpretation, the entire scale was reversed during 

data analysis so that higher scores indicated higher 

levels of self-efficacy. Subjects answered each 

question with a minimal amount of missing data noted. 

Fifty valid cases were included in the data analysis. 

The majority of questions elicited a full range of 

responses. Total self-efficacy scores ranged from 76 to 

169 with a possible range of 27 to 189. The mean score 

was 132.96 (standard deviation = 20.88). 

Reliability was calculated for the Generalized 

Self-Efficacy Scale through computation of Cronbach's 

alpha based on the data obtained from the study. The 

Cronbach's alpha reliability for the entire scale was 

0.86. Inter-item Alpha coefficients ranged from .8196 

to .8498. This scale had not been evaluated for 

reliability previous to this study. The Cronbach alpha 

score for the total scale meets the 0.80 criterion level 
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used for widely used tools (Carmines & Zeller, 1979). 

The Pearson Product Moment Correlation Analysis 

was used to describe the relationship between the 

Generalized Self-Efficacy Expectations total score and 

the two questions on the Demographic and Social Survey 

related to determination and endurance as a single 

mother to practice healthy behaviors. Table 10 reflects 

the Pearson r_ analysis. Determination had a positive 

relationship to self-efficacy expectations (r_ = .28, 

£ = .023). Endurance was more strongly and positively 

related to self-efficacy expectations than determination 

(jr = .41, £ = .002). Although the endurance and 

determination questions had not been evaluated for 

validity and reliability, it is interesting to note that 

the sample clearly differentiated the two concepts. 

Pearson r analysis of the relationship between 

determination and endurance was significant (jr = .39, 

£ = .003). 

Findings Related to the Social Relationship Scale 

Descriptive Statistics 

The subjects in the study were a homogeneous 

group of single mothers who were given the Social 

Relationship Scale to complete at one time only. 

Consequently, basic descriptive statistics for within 
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Table 10. Pearson Product Moment Correlations between 
Generalized Self-Efficacy Expectations 
and Determination and Endurance Questions 
(N = 50) 

Generalized Self-
Efficacy Expectations 

Determination r = .28 
P = .023* 

Endurance r = .41 
P = .002* 

* p < .05 
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scale findings are presented without reliability scores 

as measured at two time intervals by the authors of the 

scale. The authors of the Social Relationship scale 

designed the scale to provide information about the 

total number of relationships available and the types of 

relationships associated with different stress areas 

designated on the instrument (McFarlane, Neal, Norman, 

Roy & Streiner, 1981). 

Table 11 presents the descriptive statistics 

from the Social Relationship Scale in terms of extent of 

social network. Contacts were considered as available 

relationships to the subject and were not analyzed for 

unique individuals. The mean number of "total contacts" 

listed on the scale for this study's subjects was 20.42 

(standard deviation = 9.08). The range of possible 

number of contacts was from 0 to 36. Subjects were 

asked to not list more than 6 persons in each contact 

area. Number of contacts per content area on the scale 

ranged from 2.80 to 4.22, with a possible range of 

0 to 6. 

Contacts were then analyzed for unique 

individuals. The mean "total number of unique 

individuals" listed on the scale was 7.50 (standard 

deviation = 3.35). Subjects could have potentially had 

from 0 to 36 unique individuals in their social support 
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Table 11. Descriptive Statistics for the Extent of 
Network Measured by the Social Relationship 
Scale (N=50) 

Extent of Network Mean Standard 
Deviation 

Number of contacts per 
content area 

Work 
Money and Finances 
Home and Family 
Personal Health 
Personal and Social 
Society in General 

3.36 
3.02 
4.22 
2.80 
3.74 
3.28 

2 . 2 1  
1.55 
1.69 
1.76 
1.78 
2.03 

Total number of contacts 20.42* 9.08 

Number of unique individuals 
in each category 

spouse 
close family 
other family 
friends 
work-related relationships 
professionals 
exspouse category 
child's father category 
neighbors 
God 

0.40 
2 .20  
0.34 
3.02 
0.86 
0.74 
0 .18  
0 .02  
0 .10  
0.06 

0 . 2 0  
1.42 
0.75 
2 . 1 8  
1.42 
1 . 2 1  
0.44 
0.14 
0.30 
0.24 

Total number of unique 
individuals 

7.50" 3.35 

* possible range 0-36 
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network. This number compared favorably to the mean 

size of networks evaluated by the authors of the 

instrument which was 8.69, standard deviation = 3.83, 

N = 518 (McFarlane et al, 1981). 

In the breakdown of specific relationships in 

subject's networks, the results were somewhat similar to 

the results obtained by the authors of the instrument. 

The relationships were composed of the following means 

per category: 0.40 (standard deviation = 0.20) spouse; 

2.20 {standard deviation = 1.42) close family; 0.34 

(standard deviation = 0.75) other family; 3.02 (standard 

deviation = 2.18) friends; 0.86 (standard deviation = 

1.42) work-related relationships; 0.74 (standard 

deviation = 1.21) professionals; 0.18 (standard 

deviation = 0.44; ex-spouse; 0.02 (standard deviation = 

0.14) child's father; 0.10 (standard deviation = 0.30) 

neighbor; and 0.06 (standard deviation 0.24) listed as 

"God". 

In the original evaluation of the Social 

Relationship scale, the sample included both men and 

women who were either married or single (McFarlane et 

al, 1981). Consequently, the results from this study of 

single women vary from the original data on the scale. 

Similar study results on the SRS were found in 

the mean number of persons in close family and neighbor 
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categories. Results from this study that reflected 

nearly one-half of the mean from the original study were 

in the spouse, other family, work-related relationships, 

and professionals categories. Given that this study 

focused on single mothers, it was logical that the 

spouse category would have a low mean. It is 

interesting to note that the mean number of other family 

members contacted was low in this population of single 

mothers. No other data related to other family members 

were collected in order to further explore this finding. 

McFarlane et al (1981) noted that women tended to have 

less work-related relationships, which may partially 

account for this study's low mean score on work-related 

contacts, although 58 percent of this population was 

employed full-time. 

McFarlane et al (1981) noted that there were no 

differences in the number of close family, other family, 

neighbors, or others related to marital status. The 

authors noted, however, that (1) single people reported 

friends more than other marital status groups, and (2) 

widowed and divorced individuals reported more 

professionals in their networks. In this present 

research, the single mothers reported less professional 

relationships than the data derived from the original 

scale. The number of friends indicated by the single 
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mothers (mean of 2.20, standard deviation = 1.42), 

however, was very similar to the original authors' data 

(mean of 2.24, standard deviation 1.68) for number of 

friend relationships. 

Additional categories of relationships were 

created for this population of single mothers in an 

effort to more accurately describe the composition of 

their social support relationships. Mean numbers of 

ex-spouses and children's fathers were calculated for 

future reference. In general, few women contacted these 

individuals. 

Lastly, in terms of type of relationships, the 

subjects in this study contacted neighbors approximately 

as frequently as McFarlane et al (1981) reported: 0.17, 

standard deviation = 0.48 (N = 518) versus 0.10, 

standard deviation = 0.30 in the present study. In 

addition to contacting neighbors, 3 women spontaneously 

wrote "God" in as a contact person. McFarlane et al 

(1981) have not reported a spiritual relationship being 

mentioned in social support relationships on the SRS. 

The fact that several women spontaneously indicated 

"God" in their social support network may be indicative 

of a spirituality dimension in these women's social 

support network that was not measured by the study 

instruments. 
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Table 12 presents the descriptive statistics 

from the Social Relationship Scale in terms of the 

quality of the single mothers' networks. Quality of 

social support was indicated by reported helpfulness and 

reciprocity and the number of individuals mentioned 3 

times or more. 

McFarlane et al (1981) do not report helpfulness 

of contacts per content areas. Rather the authors 

report average helpfulness of the total network. This 

"average helpfulness" score was obtained by summing the 

helpfulness scores from each content area of the SRS and 

dividing the helpfulness sum by the total number of 

contacts in the network which generated the helpfulness 

scores. For this sample, the "average helpfulness", on 

a scale of -3 to +3, ranged from -1.31 to 3.00 with a 

mean of 1.63 (standard deviation = 0.81). This result 

compares favorably to results from McFarlane et al 

(1981) obtained from female subjects (mean = 1.93, 

standard deviation = 0.64, N = 258). Raw data from the 

sample indicated that the sample was skewed in that most 

(84%) of the subjects rated their relationships as 

helpful (that is ranked as a 1 or greater). 

The subjects indicated for each relationship 

indicated per content area whether or not this specific 

relationship was reciprocal. McFarlane et al (1981) 
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Table 12. Descriptive Statistics for the Quality of 
Network Measured by the Social 
Relationship Scale (N = 50) 

Quality of Network Mean Standard 
Deviation 

Helpfulness 
Average helpfulness of 
total network 1.63* 0.81 

(on a scale of -3 to +3) 

Reciprocity 
Proportion of reciprocating 
individuals (%) 83.2 13.7 

Unique Individuals 
Number of Individuals 
mentioned 3 times or more 3.42 1.73 

* range: -1.31 to 3.00 
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report the percentage or proportion of individuals 

considered to be reciprocal in the network as an index 

of the quality of the network. Percentage or 

"proportion of reciprocity" was calculated by summing 

the total number of reciprocal relationships across each 

content area and dividing the number of reciprocal 

relationships by the total number of contacts in the 

network which generated the reciprocity scores. For 

this sample, 83.2% (standard deviation = 13.70) of the 

relationships were reciprocal. This is comparable to 

McFarlane et al (1981) results from female subjects 

(mean = 86.15, standard deviation 17.99). 

Overall, the social support for most of the 

single mothers was extensive, helpful and reciprocal. 

Variances in the study data from the original scale data 

are attributed to the composition of the sample and the 

smaller sample size. 

Relationships Among Social Support Indices 

The Pearson Product Moment Correlation Analysis 

was performed to describe the relationships of the SRS 

indices of social support to one another. Another 

measure of social support, the Interpersonal Support 

subscale of the Health Promoting Lifestyle Profile was 

added to the correlational matrix to describe its 
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relationship to the other indices of social support. 

Table 13 presents the Pearson jr correlational results 

among the social support indices. 

As was expected, "total contacts" was highly 

correlated to "total number of unique persons" (_r = .79, 

£ = ,000) and "number of persons mentioned three times 

or more" (r_ = .85, £ = .000) since the last two 

variables are derived from total contacts. Essentially 

"total unique persons" and "number of persons mentioned 

three times or more" were closely measuring the same 

concept. 

"Average helpfulness" was very weakly related to 

"total number of contacts" (jr = .18, £ = .106), "total 

number of unique persons" (jr = .07, £ = .312) and 

"number of persons mentioned three times or more" 

(£ = .13, £= .192). "Proportion of reciprocity" had 

a weak negative relationship to the "total number of 

contacts" (jr = -.07, £ = .327), "total number of unique 

persons" (_r = -.14, £ = .165) and "number of persons 

mentioned three times or more" (jr = -.39, £ = .395). 

"Proportion of reciprocity" had a positive relationship 

to "average helpfulness" (jr = .27, £ = .030), which was 

statistically significant. This relationship was 

logical since the more reciprocal a relationship was, 

the more helpful the relationship. 



Table 13. Pearson Product Moment Correlation Results of Indices of Social Support {N = 50) 

HPLP Interpersonal 
Support Subscale 

Total no 
contacts 

Total no 
unique 
persons 

No of persons 
mentioned 3 
times or more 

Average 
helpfulness 

Proportion 
of 

Reciprocity 

HPLP Interp. 
Support 
Subscale 

Total no contacts r = .79* r = .85* r = .18 r = -.07 r = .36** 
p = .000 p = .000 P = .106 P 

= .327 P = .005 

Total no of unique r = .48* r = .07 r = -.14 r = .19 
persons P = .000 P = .312 P — .165 P = .095 

Number of persons r = .13 r = -.39 r = .31*** 
mentioned three P = .192 P 

= .395 P = .013 
times or more 

Average Helpfulness r 
= .27*** r = .33*** 

P 
= .030 P = .011 

Proportion of r = .02 
Reciprocity P = .444 

* p < .001 
** p < .01 
*** p < .05 
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The Interpersonal Support subscale of the Health 

Promoting Lifestyle Profile was significantly related to 

"total number of contacts" (_r = .36, £ = .005), "number 

of persons mentioned three times or more" (_r = .31, 

£ = .013), and "average helpfulness" (_r = .33, 

2 = .011). It appeared that this tool was measuring 

related concepts to the SRS but the correlations were 

not so high as to indicate that the subscale was 

measuring the same concepts as the SRS. The subscale 

had very weak positive relationships to "total number of 

unique persons" (jr = .19, £ = .095) and "proportion of 

reciprocity" (_r = .02, £ = .444). 

Overall, "total number of contacts" and the 

Interpersonal Support subscale of the Health Promoting 

Lifestyle Profile appeared to have the strongest 

relationships to this study's indices of social support. 

Findings Related to the 
Health Promotion Lifestyle Profile 

The Health Promotion Lifestyle Profile (HPLP) 

consisted of 48 Likert-type questions. The HPLP 

contained 6 subscales: Self-Actualization subscale, 

Health Responsibility subscale, Exercise subscale, 

Nutrition subscale, Interpersonal Support subscale, and 

Stress Management subscale. 
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Interpretation on the frequency of practicing 

healthy behaviors was based on the possible average 

scores on the scales. The authors of the HPLP have not 

yet recorded normative data for frequency of practicing 

a health promoting lifestyle. 

Total HPLP and Subscale Scores 

Higher scores on the HPLP were to indicate 

higher levels of practicing a health promoting 

lifestyle. Overall, each item elicited a full range of 

possible responses with minimal data missing. Data were 

calculated on the basis of 50 valid cases. Total scores 

on the HPLP ranged from 83 to 175 with a possible total 

score range of 48 to 192. The mean score was 130.38 

(standard deviation = 23.66), the median was 133. Total 

scores for the subjects indicated practicing a health 

promoting lifestyle. Table 14 presents the ranges, 

means, and standard deviations for the total HPLP scale 

and its six subscales. 

The range of possible scores for the Self-

Actualization subscale was 13 to 52. The obtained range 

for this subscale was 23-52. The mean was 40.30 

(standard deviation = 8.43), which indicated a 

moderately high degree of frequency of the single mother 

promoting self-actualization for themselves. 
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Table 14. Ranges, Means, and Standard Deviations for 
Subscales of the Health Promoting Lifestyle 
Profile of Single Mothers (N = 50). 

Possible Obtained Mean Standard 
Range Range Deviation 

Subscales 

Self-
Actual ization 
(N = 46) 

Health 
Responsibility 
(N = 48) 

Exercise 
(N = 50) 

Nutrition 
(N = 49) 

Interpersonal 
Support 
(N = 50) 

Stress 
Management 
(N = 49) 

13-52 23-52 

10-40 12-37 

5-20 5-20 

6-24 7-24 

7-28 15-28 

7-28 12-27 

83-175 

40.30 8.43 

22.97 5.68 

10.14 4.38 

16.57 4.79 

22.52 3.96 

18.46 4.11 

130.38 23.66 Health Promoting 48-192 
Lifestyle Profile 

(N = 50) 
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The range of possible scores for the Health 

Responsibility subscale was 10 to 40. The obtained 

ranged for this subscale was 12 to 37 with a mean of 

22.97 (standard deviation = 5.68). These scores 

represented a wide range in the frequency of single 

mother promotion of responsibility for her health with 

the mean indicating an average practice of health 

responsibility. 

The range of possible scores for the Exercise 

subscale was 5 to 20. Interestingly, the obtained range 

for this subscale was also 5 to 20, mean of 10.14 

(standard deviation = 4.38). These results indicated 

the full range of exercise frequency. The mean of 10.14 

indicated that 60% of the mothers had reported lower 

frequencies for exercise. 

The range of possible scores for the Nutrition 

subscale was 6 to 24. The obtained range for this 

subscale was 7 to 24 with a mean of 16.57 (standard 

deviation = 4.79). Raw scores of this subscale were 

fairly evenly distributed representing a wide variety of 

responses to nutrition the mean score was slightly below 

the average score possible. 

The Interpersonal Support subscale had a 

possible range of scores from 7 to 28. The obtained 

scores for this subscale ranged from 15 to 28, with a 
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mean of 22.52 (standard deviation = 3.96). This mean 

was slightly below an average score on the subscale, and 

56% of the scores were 22 or above. Raw scores on this 

subscale show an even dispersion among the scores. 

The Stress Management subscale had a possible 

range of scores from 7 to 28. The obtained scores for 

this subscale ranged from 12 to 27, with a mean of 18.46 

(standard deviation = 4.11). The higher scores on this 

subscale indicated that the mothers were reporting 

slightly below average stress management practices. 

Reliability of the HPLP and Sub scales 

Table 15 presents the alpha reliabilities for 

internal consistency for the Health Promoting Lifestyle 

Profile and its six subscales. The Cronbach alpha 

reliability for the Health Promoting Lifestyle Profile 

was .9434. The alpha reliability for the Self-

Actualization subscale was .9281. The Health 

Responsibility subscale had an alpha reliability of 

.7707. The alpha reliability for the Exercise subscale 

was .8268. The Nutrition subscale had an alpha 

reliability of .8339. The alpha reliability for the 

Interpersonal Support subscale was .7963. The Stress 

Management subscale had an alpha reliability of .7356. 
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Table 15. Cronbach Alpha Internal Consistency 
Analysis of the Health Promoting Lifestyle 
Profile and Its Subscales (N = 50). 

Subscales Number of Items Alpha 

Self-Actualization 13 .9281 
(N = 46) 

Health Responsibility 10 .7707 
(N = 48) 

Exercise 5 .8268 
(N = 50) 

Nutrition 6 .8339 
(N = 49) 

Interpersonal Support 7 .7963 
(N = 50) 

Stress Management 7 .7356 
(N = 49) 

Health Promoting 
Lifestyle Profile 

(N = 50) 
48 .9434 
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The computed alpha reliabilities compare 

favorably with the reliabilities obtained by the authors 

of the instrument (Walker, Sechrist & Pender, 1987). 

The Walker et al reliability for the total instrument 

was .922 (N = 952). Alpha reliabilities for the 

subscales obtained by Walker et al were as follows: 

Self-actualization .904; Health Responsibility .814, 

Exercise .809; Nutrition .957; Interpersonal Support 

.800; and Stress Management .702. 

The alpha reliability for the Health Promoting 

Lifestyle Profile met the .80 criterion level for 

widely-used scales (Carmines & Zeller, 1979). The 

reliabilities for the Self-Actualization subscale, 

Exercise subscale, and Nutrition subscale also met this 

criterion level. The Health Responsibility subscale, 

Interpersonal Support subscale, and Stress Management 

subscale were below this criterion level and may need 

further testing and evaluation. 

The Pearson Product Moment Correlation Analysis 

was performed on the Health Promoting Lifestyle Profile 

and its Subscales to analyze the relationships of the 

total scale to its subscales. Table 16 presents the 

Pearson _r analysis of the scale. Statistical 

significance was established at the £ < .05 level. All 

the subscales were related to the total scale at the 



Table 16. Pearson Product Moment Correlation Results of Health Promoting Lifestyle Profile 
and Its Subscales (N = 50) 

Health Promoting 
Lifestyle Profile 
(HPLP) 

Subscales 

Self Actualization (S.A.) 

Health Responsibility (H.R.) 

Exercise (E) 

Nutrition (N) 

Interpersonal Support (I.S.) 

Stress Management (S.M.) 

HPLP S.A. H.R. 

.82* .78** 

.46** 

I I I.S. S.H. 

.54* .69* .78* .85* 

.15 .36*** .72* .72* 

.44** .54* .43** .62* 

.36** .22 .44** 

— .47* .47* 

— .60* 

* p < .001 
** p < .01 
*** p < .05 
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£< .001 level, obtaining statistical significance: 

Self-Actualization (jr = .82, £ = .000); Health 

Responsibility (jr = .78, £ = .000); Exercise {jr = .54, 

£= .000); Nutrition (jr = .69, £= .000); Interpersonal 

Support (jr = .78, £ = .000); and Stress Management (r. = 

.85, £ = .000). These Pearson r. results indicate that 

the subscales were highly and positively correlated to 

the total score. 

Findings Related to Research questions 

The Pearson Product Moment Correlation 

Coefficient was calculated to explore the relationships 

between generalized self-efficacy expectations, social 

support, and the practice of a health promoting 

lifestyle among single mothers. The statistical 

significance was set at the £ < 0.05 level. The 

following sections discuss the findings related to each 

of the three relationships that were investigated in 

this study. In addition, other relationships of the 

study variables to demographic variables are discussed. 

1. What is the relationship between self-

efficacy expectations and a health promoting lifestyle 

of single mothers? 

The Pearson Product Moment Correlation 

Coefficient was calculated for the relationship between 
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the total scores on the Generalized Self-Efficacy 

Scale and the total scores on the Health Promoting 

Lifestyle Profile. There was a statistically 

significant correlation between the variables of 

generalized self-efficacy expectations and health 

promoting lifestyle profile (r_ = .63, £ = .000). The 

subscales on the Health Promoting Lifestyle Profile were 

also analyzed for relationships to generalized self-

efficacy expectations. The results of this Pearson 

Product Moment Correlation analysis are presented in 

Table 17. Statistically significant relationships to 

self-efficacy expectations were found among all the 

subscales: Self Actualization subscale (£ = .66, 

£= .000); Health Responsibility Subscale (jr = .44, 

£ = .001); Exercise subscale (r_ = .35, £ = .006); 

Nutrition subscale (jr = .29, £= .019); Interpersonal 

Support subscale (r. = .48, £ = .000); and Stress 

Management subscale (r^ = .48, £= .000). The positive 

relations between self efficacy and health promoting 

lifestyle indicated that the higher the self-efficacy 

score of the single mother, the more frequently she 

reported practicing a health promoting lifestyle. 

2. What is the relationship between social 

support and a health promoting lifestyle of single 

mothers? 
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Table 17. Pearson Product Moment Correlation 
Coefficient between Self-Efficacy 
Expectations and the Health Promoting 
Lifestyle Profile of Single Mothers 
(N = 50). 

Dependent Variable 
Variable 

Health Promoting 
Lifestyle Profile 
(N = 50) 

Subscales 

Self-Actualization 
(N = 46) 

Health Responsibility 
(N = 48) 

Exercise 
(N = 50) 

Nutrition 
(N = 49) 

Interpersonal Support 
(N = 50) 

Stress Management 
(N = 49) 

Independent 

Generalized Self-
Efficacy Expectations 

.63* 

.66* 

.44** 

.35** 

25*** 

.48* 

.48* 

* p < .001 
** p < .01 
*** p < .05 



128 

The authors of the Social Relationship Scale 

(SRS) do not have composite indices that measure social 

support. Rather, the SRS is a multidimensional measure 

of social support in terms of extent of network and the 

quality of network. The extent of network scores, the 

helpfulness scores and the percent of reciprocal 

relationships were continuous data. Consequently, these 

scores were entered into the correlational matrix to 

determine the relationship between these indices of 

social support and the practice of a health promoting 

lifestyle of single mothers. 

Table 18 presents the Pearson Product Moment 

Correlation results for indices of social support and a 

health promoting lifestyle of single mothers. "Total 

number of contacts" showed positive statistically 

significant relationships to both the total Health 

Promoting Lifestyle Profile scores (_r = .57, £ = .000) 

and the subscale scores, indicating that the more 

individuals in one's social support network, the more 

that person reported practicing a health promoting 

lifestyle. Likewise, the index "number of persons 

mentioned three times or more" had positive 

statistically significant relationships to the Health 

Promoting Lifestyle (r_ - .47, £ = .000) and its 

subscales with the exception of the Self-Actualization 



Table 18. Pearson Product Moment Correlational Coefficient Matrix between Social Support and 
the Health Promoting Lifestyle Profile of Single Mothers (N = 50) 

Social Support Indices 

Total no 
contacts 

Total no 
unique 
individuals 

Ho of Persons 
RentToned 3 
times or more 

Average 
Helpfulness 

Proportion of 
Reciprocity 

Health Promoting 
Lifestyle Profile 

Subscales 

Self-
Actualization 

Health 
Responsibility 

Exercise 

Nutrition 

Interpersonal 
Support 

Stress Management 

r « .57* r = .34** 
p • .000 p " .008 
(N = 50) (H = 50) 

r - .25*** 
p • .044 
(N = 46) 

r = .63* 
p • .000 
(N •= 48) 

r = .32*** 
p * .012 
{H = 50) 

r « .50* 
p 1 .000 
(N = 49) 

r * .36** 
p » .005 
(N = 50) 

r = .50* 
p 3 .000 
(N = 49) 

r = .003 
p = .490 
(N = 46) 

r = .52* 
p = .000* 
(N =48) 

r * .50* 
p = .000 
(N = 49) 

r = .33** 
p = .009 
(N = 49) 

r •= .19 
p = .095 
(N = SO) 

r = .26*** 
p = .036 
{N = 49) 

r * .47* 
p = .000 
(N « 50) 

r * .21 
p = .084 
(H = 46) 

r = .51* 
p = .000* 
(H - 48) 

r , .27*** 
p = .027 
(H = 50) 

r = .40*** 
p = .002 
(N = 49) 

r = .31** 
p = .013 
(H = 50) 

r = .40** 
p = .002 
(H = 50) 

r « .24*** 
p * .050 
(N » 49) 

r = .42** 
p = .002 
{N - 46) 

r * -.01 
p = .488 
{N « 47) 

r « .05 
p - .356 ' 
(H = 49) 

r • .05 
p - .372 
(N * 48) 

r = .33*** 
p = .011 
(H = 49) 

r » .25*** 
p = .043 
(N = 48) 

r = .12 
p = .20 
(N •= 49) 

r = .15 
p = .155 
(N • 46) 

r « -.01 
p = .470 
(N •= 47) 

r « .32*** 
p « .010 
(H = 49) 

r =• .08 
p =• .305 
[N = 38) 

r = .02 
p - .444 
(H = 49) 

r = .08 
p = .301 
(H = 48) 

* p < .001 
** p < .01 
*** p < .05 
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subscale. Although not significant, there was a weak 

positive relationship (_r = .21, £ = .084). 

"Total number of unique individuals" was 

significantly related to the Health Promoting Lifestyle 

Profile scores (jr = .34, £ = .008) and the subscales of 

Health Responsibility (r. = .52, £ = .000); Exercise 

(r = .50, p = .000); Nutrition {jr = .33, £ = .009); and 

Stress Management (r. = .26, £ = .036). These positive 

relationships indicated that the more unique individuals 

a single mother had in her social support network, the 

more she reported practicing a health promoting 

lifestyle with an emphasis on the profile's subscales of 

health responsibility, exercise, nutrition, and stress 

management. The remaining subscale of Interpersonal 

Support (r. = .19, £ = .095) had weak positive 

relationships. It was interesting to note the low 

correlation between the interpersonal support subscale 

and the social support indicator of "unique 

individuals". The subscale of self-actualization was 

essentially not related to unique "individuals" 

(r = .003, £ = .490). 

"Average helpfulness" had positive statistically 

significant relationships to total scores on the Health 

Promoting Lifestyle Profile (jr = .24, £ = .050) and 

three of the subscales: Self-Actualization (r = .42, 
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£ = .002), Interpersonal Support (jr = .33, £ = .011) and 

Stress Management (jr = .25, £ = .043). This indicated 

that the more helpful the social relationships of the 

mother, the more she reported practicing a health 

promoting lifestyle. Of special interest to this study, 

is the significant relationships between "helpfulness" 

and "self-actualization", "interpersonal support", and 

"stress management". These positive and significant 

relationships concur with the premise and logic that the 

more helpful the relationships, the more the single 

mother reported practicing "self-actualization", 

"interpersonal support" and "stress management". 

"Average helpfulness" was essentially not related to 

"Health Responsibility" and the correlation implied a 

negative relationship (_r = -.01, £ = .488). This 

finding is interesting and it can be postulated that 

perhaps as a single mother takes more responsibility for 

her health, the less helpfulness in terms of health she 

needs from her social support network. "Average 

helpfulness" was essentially not related to the 

"Nutrition" or "Exercise" subscales. 

"Proportion of reciprocity" was essentially not 

related to the Health Promoting Lifestyle Profile" and 

its subscales with the exception of "Exercise" (jr = .32, 

£ = .010). Although reciprocity is considered an 
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important aspect of social support, the single mothers 

did not indicate that reciprocity was related to 

practicing a healthy lifestyle. Further research is 

needed to explore why the Exercise subscale was 

significantly related to reciprocity. Overall, "total 

number of contacts" was the social support index that 

was consistently related to practicing a healthy 

lifestyle in the single mothers of this study. 

3. What is the relationship between demographic 

data of age, number of children, socioeconomic status 

and length of time as a single parent and a health 

promoting lifestyle of single mothers? 

The demographic variables selected for 

correlational analysis were those variables that were of 

a continuous nature and were most closely related to 

variables in the single mother literature. Table 19 

presents the Pearson Product Moment Correlation analysis 

of the demographic variables and the Health Promotion 

Lifestyle Profile. Overall, few statistically 

significant relationships were found. 

"Age of the single mother" was positively 

correlated to total Health Promoting Lifestyle Profile 

scores (r_ = .24, £ = .048) and its subscale Health 

Responsibility (jr = .30 , £ = .018). This indicated 

that the older the single mother, the more she reported 



Table 19. Pearson Product Moment Correlations of Selected Demographic Variables and Health 
Promoting Lifestyle Profile of Single Mothers (N = 50) 

Age of 
Single 
Mother 

Number of 
Children 

SES 
fwhite) 

N = 37 

SES 
fnonwhite) 

N = 11 

Length 
of time 
as a 
Single 
Mother 

Health Promoting 
Lifestyle Profile 
(N = 50) 

r = .24 * 
p = .048 

r » .07 
p = .317 

r = .034 
p = .421 

r = .49 
p = .063 

r = .16 
p = .136 

Self-Actualization r 
= 
.12 r 

= .05 r 
= 
-.12 r = .45 r 

= -.08 
(N = 46) P 

= .218 P — .377 P 
= .245 P 

= .133 P ~ .294 

Health Responsibility r K .30 * r 
= .07 r r .18 r = .50 r 

= .33 * 
(N = 48) P - .018 P - .311 P 

= 
.146 P 

= .057 P 
= 
.012 

Exercise r 
= 
.02 r s -.11 r •= .21 r 

= 
-.32 r 34 * 

(N = 50) P 
= .435 P 

= .226 P 
= .106 P 

= .172 P — .008 

Nutrition r 
= 
.22 r — -.02 r .13 r 

= 
.62 * r = .10 

[N = 49) P 
= .060 P s .448 P 

= 
.221 P 

= .021 P .242 

Interpersonal Support r 
= 
.12 r = .22 r a -.26 r = .44 r = -.03 

(N = 50) P = .201 P ~ .06 P = .061 P 
= .087 P 

= .428 

Stress Management r 
= 
.21 r - .08 r = .05 r = .37 r 

= 
.14 

(N = 49) P 
= 
.070 P 

= .300 P .395 P 
= .133 P 

= .176 

* statistically significant at p < .05 level. 

SES: Socioeconomic Status 
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practicing a healthy lifestyle and health 

responsibility. 

"Number of children" was essentially not related 

to the Health Promotion Lifestyle and its subscales. 

Although the relationship of "number of children" and 

the subscale of Interpersonal Support was not 

statistically significant, the relationship was 

positive (jr = .22, £ = .060) and implied that the more 

children the single mother had, the more interpersonal 

support she reported on the instrument. 

"Socioeconomic status of single mothers" was 

essentially not related to the Health Promoting 

Lifestyle Profile and its subscales. Although there 

were only 11 non-white single mothers in the study 

sample, socioeconomic status for non-whites was 

significantly related to the Nutrition subscale 

(jr = .62, £ = .021). This indicated that the higher the 

socioeconomic status of the non-white mother the more 

she reported health promoting nutritional practice. 

This positive relationship between socioeconomic status 

and health responsibility was not significant among the 

whites (jr = .13, £ = .221). 

Although only one of the findings from the 

socioeconomic demographic variable was significant, 

there were several relationships that were interesting. 
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Differences were noted between white and nonwhite 

socioeconomic levels in relation to scores on the 

interpersonal support scale: socioeconomic levels of 

whites were negatively related (r_ = -.26, £ = .061) and 

socioeconomic levels of nonwhites were positively 

related (jr = .44, £ = .087}. Neither of these 

relationships were statistically significant at the 

£< .05 level. However, these correlations implied 

that: (1) the higher the socioeconomic levels of 

whites, the lower the reported interpersonal support; 

and (2) the higher the socioeconomic level of the non-

white, the higher the reported interpersonal support. 

Socioeconomic status of nonwhites also showed 

positive relationships with Health Promoting Lifestyle 

Profile scores (jr = .49, £ = .063) and Health 

Responsibility (jr = .50, £= .057). Although these 

relationships did not meet the £ < .05 statistical 

criterion, the relationships imply that the higher the 

socioeconomic level of non-whites the more frequently 

the reporting of a health promoting lifestyle and Health 

Responsibility. This contrasted dramatically to the 

same relationships among the whites, who had much lower 

correlational scores. 

The last demographic variable in research 

question three was "length of time as a single mother". 
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This variable was essentially not related to the Health 

Promoting Lifestyle Scores, with the exception of the 

Health Responsibility subscale (jr = .33, £ = .012) and 

the Exercise subscale (r_ = .34, £ = .008). This 

indicated that the longer the mother had been a single 

mother, the more she reported practicing health 

responsibility and physical exercise. 

4. What is the relationship between demographic 

variables of age, number of children, socioeconomic 

status, and length of time as a single parent and self-

efficacy expectations? 

As demonstrated in Table 20, there were no 

significant relationships found in the Pearson product 

Moment Correlation Analysis of Self-Efficacy 

Expectations and the selected demographic variables. 

5. What is the relationship between demographic 

variables of age, number of children, socioeconomic 

status and length of time as a single parent and social 

support? 

Several of the selected demographic variables 

had statistically significant relationships with the 

Social Relationship Scale indices of social support. 

Table 21 presents the Pearson Product Moment Correlation 

analysis among these variables. 



Table 20. Pearson Product Moment Correlations of Selected Demographic Variables and Self 
Efficacy Expectations (N = 50) 

Age of 
Single 
Mother 

Number of 
Children 

SES 
(white) 

N = 37 

SES 
(nonwhite) 

N = 11 

Length of 
Time as 
Single 
Mother 

Self-Efficacy 
Expectations (N = 50) 

r = -.05 
p = .372 

r = .15 
p = .151 

r = -.007 
p = .483 

r = -.004 
p = .495 

r = -.008 
p = .477 

SES: Socioeconomic Status 



I Table 21. Pearson Product Moment Correlations of Selected Demographic Variables and Indices of Social Support (N = 50) 

Social Support 

Total no contacts 

Total no unique 
persons 

Number mentioned 3 
times or more 

Average Helpfulness 

Proportion of 
Reciprocity 

Age of Single 
Mother 

Number of 
Children 

Socioeconomic 
Status (white) 

N = 37 

Socioeconomic 
Status 
(nonwhite) 

N = 11 

Length of time 
as a Single 
Mother 

r = .40* r = -.24** r = .33* r = .68* r = .25* 
P = .002 P = .050 P 

= .025 P 
= .011 P = .038 

r = .37* r = -.24** r — .26 r - .43 r = .23 
P = .004 P - .050 P 

= .061 P 
= .093 P = .051 

r = .32 r = -.16 r — .33 r = .67* r = .18 
P = .012* P = .128 P — .024* P = .012 P s .108 

r = .08 r = -.22 r — -.12 r — .27 r = .03 
P = .296 P = .064 P 

= .248 P = .224 P s .417 

r = -.06 r = -.01 r = .22 r — .07 r = .12 
P = .348 P = .465 P = .102 P 

= .424 P = .203 

* p < .05 
** p = .05 

u> 
CD 
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"Age of the single mother" was positively 

related to "total number of contacts" (jr = .40, 

£ = .002), "total number of unique persons" (jr = .37, 

2 = .004), and "number mentioned three times or more" 

(r. = .32, £ = .012). This indicated that the older the 

single mother, the greater the number of total contacts, 

total unique persons, and number of persons mentioned 

three times were in her social support network. 

"Number of children" of the single mother had 

essentially statistically significant relationships to 

"total number of contacts" (£ = -.24, £ = .050) and 

"total number of unique persons" (£ = -.24, £ = .050). 

This relationship indicated that single mothers with 

more children have fewer number of contacts and unique 

persons in their social support networks. This finding 

contradicts findings indicated by the Pearson r_ analysis 

of the Interpersonal Support subscale and demographic 

variables which indicated the more children the single 

mother had, the more total contacts she reported in her 

social support network. The cause of this discrepancy 

appears to be related to the differences between the SRS 

and the Interpersonal Support Subscale. A negative 

relationship was also noted between "number of children" 

and "average helpfulness" (r, = -.22, £ = 0.64). The 

negative relationships noted between "number of 
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children" and indices of social support clearly 

demonstrate a need for further study on the impact of 

the number of children on the single mother's social 

support. 

"Socioeconomic status" of whites had positive 

and statistically significant relationships to "total 

number of contacts" (£ = .33, £ = .025) and "number of 

persons mentioned three times or more" (_r = .33, 

£ = 0.24). This indicated that white single mothers 

with higher socioeconomic levels had more "total 

contacts" and "persons mentioned three times or more" in 

their social support network. "Socioeconomic status" of 

whites also had a positive relationship to "total number 

of unique individuals" (jr = .26, £ = .061) although the 

relationship was not significant. These findings of 

white's socioeconomic levels to social support indices 

from the SRS differ dramatically from findings from the 

Interpersonal Support subscale of the HPLP. The Pearson 

r findings with Interpersonal Support subscale indicated 

that there was not a relationship between white's 

socioeconomic status and the subscale's measure of 

social support. It appears that the measures of social 

support from the SRS were more comprehensive than those 

on the Interpersonal Support Subscale and were 

consequently able to yield positive relationships to the 
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variable of socioeconomic levels that are supported in 

the literature. 

"Socioeconomic status" of nonwhite single 

mothers were significantly related to "total number of 

contacts" (r_ = .68, £ = 0.11) and "number mentioned 

three times or more" (jr = .67, £ = 012). This indicated 

that the higher the socioeconomic level of the nonwhite 

mother, the more numbers of persons were contacted and 

the more number of persons were contacted three times or 

more in her social support network. 

In terms of "length of time as a single mother", 

the single mother had more total contacts in her social 

support relationships the longer she was a single mother 

{jr = .25, £ = .038). It is interesting to note that 

this finding is in agreement with "age of the single 

mother" which correlated significantly to "total number 

of contacts". From the analysis, it appears that "age 

of the single mother" has a stronger relationship to 

"total contacts" than "length of time as a single 

mother". With both variables, it appears that the older 

the single mother and the more time spent as a single 

mother, the more "total number of contacts" the single 

mother had. 

Overall, the selected demographic variables had 

several statistically significant relationships to the 
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SRS indices of social support. As in the other 

analyses, "total number of contacts" was the index that 

consistently revealed significant relationships to the 

selected variables. 

6. What is the relationship between self-

efficacy expectations and social support of single 

mothers? 

Table 22 presents the Pearson Product Moment 

Correlation results of the relationships between self-

efficacy expectations and social support indices from 

the Social Relationship Scale and the Interpersonal 

Support Subscale of the Health Promoting Lifestyle 

Profile. The social support indices from the SRS are 

clearly not related to self-efficacy expectations. 

Conversely, the Interpersonal Support subscale was 

significantly related to self-efficacy expectations 

{jr = .48, £= .000). Since this subscale drastically 

differed from the SRS social support indices in its 

relationship to self-efficacy, it appears that the 

subscale is measuring a different aspect of social 

support than the SRS. The SRS was the selected 

instrument to measure social support. In general then, 

the self-efficacy expectations were not related to 

indices of social support. 



143 

Table 22. Pearson Product Moment Correlational Analysis 
of the Relationships between Indices of 
Social Support and Self-Efficacy Expectations 
(N=50) 

Self-Efficacy 
Expectations 

Social Relationship Scale 
Social Support Indices 

Total No. of Contacts r = .15 
p = .148 

Total No. of Unique Persons r = .05 
p = .353 

Number mentioned 3 times r = .04 
or more p = .399 

Average Helpfulness r = .06 
p = .345 

Proportion of Reciprocity r = .16 
p = .131 

Health Promoting Lifestyle 
Profile Interpersonal r = .48 
Support Subscale of HPLP p = .000* 

Subscale of HPLP 

* p < .001 
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Table 23 has the summary statistics of the 

Pearson Product Moment Correlation analysis of the 

independent study variables of self-efficacy and social 

support to the dependent study variable of health 

promoting lifestyle. The nature of the relationships 

are discussed in detail in the analysis of Research 

question 1 and 2. Overall, the social support index of 

"total contacts" and "self-efficacy expectations" were 

positively and significantly related to the "health 

promoting lifestyle" reported by the sample of single 

mothers. 

7. What is the amount of variance contributed 

by self-efficacy expectations and social support to a 

health promoting lifestyle of single mothers? 

In the analysis of the data, the two independent 

variables of self-efficacy expectations and social 

support (the index of "total number of contacts") were 

found: (1) to be significantly related to the dependent 

variable of health promoting lifestyle, and (2) to not 

be significantly related to each other. 

Since the independent study variables were 

significantly related to the dependent study variable 

and the independent variables were not significantly 

related to each other, a multiple linear regression 

analysis was performed with the data. The multiple 



Table 23. Pearson Product Moment Correlational Matrix Between Self-Efficacy Expectations, Social Support, and Health 
Promoting Lifestyle Profile in Single Mothers ( N = 50) 

Social Support Indices 

Health Promoting 
Lifestyle Profile 

subscales 

Self-Actualization 

Health 
Responsibility 

Exercise 

Nutrition 

Interpersonal 
Support 

Self-Efficacy 
Expectations 

.63* 

.66* 

.44** 

.35** 

.29*** 

.48* 

Total Ho. 
of Contacts 

.57* 

.25*** 

.63* 

.32*** 

.50* 

.36** 

Total Ho. 
of Unique 
Persons 

.34** 

.003 

.52* 

.20 

.33** 

.19 

No. Mentioned 
3 times or 
more 

.47* 

.21 

.51* 

.27* 

.40** 

.31*** 

Average Percent 
Helpfulness Reciprosity 

.24*** 

.42** 

-.01 

.05 

.05 

.33*** 

.12 

.15 

-.01 

.32*** 

.00 

.02 

Sress Management .48* .50* .26*** .40* .25*** .08 

* p < .001 

** p < .01 

*** p < .05 
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linear regression was not used in a predictive manner 

because the research design and the data were at the 

descriptive level. However, the multiple linear 

regression technique was used as a further descriptive 

analysis to describe the amount of variance contributed 

by the independent variables of self efficacy and social 

support to the criterion variable of health promoting 

lifestyle profile. 

Composite scores of the variables were entered 

in the regression equation. Since "total number of 

contacts" was the index of social support that was most 

consistently related to the dependent variable, it was 

entered as the quantitative composite score of social 

support. "Average helpfulness" was entered as the 

composite score for the quality of social support. The 

denominator of "average helpfulness" was "total number 

of contacts" which may have confounded the results of 

the regression analysis. 

Variables listed according to beta weights are 

shown in Table 24. The stepwise method was used 

(N =49). Only 49 cases entered the equation because 

one of the subjects did not list any persons in her 

social support. Consequently in the calculation of 

"average helpfulness" a zero was in the denominator 

which made the case invalid. The variable of average 
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Table 24. Multiple Linear Regression Stepwise Analysis 
of Variance Contributed by Self-Efficacy and 
Social Support to the Criterion Variable of 
Health Promoting Lifestyle Profile of Single 
Mothers (N = 49) 

Variable Beta B2 

Self-Efficacy Expectations .56 .31 

Total No. of Contacts .48 .23 

multiple R = .79 R2 = .62 F = 38.75* 

* significant at p < .05 level. 
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helpfulness did not significantly contribute to the 

variance in the dependent variable and consequently did 

not enter into the regression equation. Total self-

efficacy scores entered the equation first with a 

multiple j? of .63, R2 of .40 and Beta .63 {£ < .05). 

Alone, total self-efficacy scores accounted for 40% of 

the variance in the dependent variable. The second 

variable to enter the regression equation was "total 

number of contacts". When both variables were in the 

equation, 02 indicated that 31% of the variance in the 

dependent variable was contributed by total self-

efficacy scores and 23% of the variance in the dependent 

variable was contributed by the "total number of 

contacts". Together, the two independent variables 

contributed 62% of the variance in the dependent 

variable. 

Other Findings 

The Pearson Product Moment Correlation 

Coefficient was calculated to describe other 

relationships among the data that were not specifically 

indicated in the research questions. Analysis of these 

relationships contributed to the understanding of the 

study results. 
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The questions on the Demographic and Social 

Survey questionnaire related to endurance and 

determination were analyzed for relationships to the 

study variables of self-efficacy expectations, social 

support, and health promoting lifestyle. Table 25 

presents the findings of the Pearson r analysis. 

Determination was found to have statistically 

significant and positive relationships to Self-Efficacy 

Expectations (jr = .28, £ = .023), Health Promoting 

Lifestyle Profile scores (jr = .28, £ = .023), Health 

Promoting Lifestyle Profile scores (jr = .36, £ = .005) 

and its subscales of Self-Actualization (£ = .33, 

£ = 0.12), Exercise (jr = .26, £ = .034) and 

Interpersonal Support (jr = .41, £= .001). Endurance 

was found to have statistically significant 

relationships to Self Efficacy Expectations (r. = .41, 

£= .002), Health Promoting Lifestyle Profile scores 

(r_ = .38, £ = .003) and its subscales of Self-

Actualization (jr = .34, £= .011), Health Responsibility 

(_r = .34, £ = .009), Exercise (jr = .36, £ = .005) and 

Stress Management (jr = .33, £ = .011). These findings 

indicate that the more endurance and determination that 

the single mother identified in herself as a single 

mother, the more frequently she reported self-efficacy 

expectations and practicing a healthy lifestyle. The 
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Table 25. Pearson Product Moment Correlation Results of 
Determination and Endurance and Relationships 
to Self-Efficacy Expectations, Social 
Support, and a Health Promoting Lifestyle 
Profile of Single Mothers (N = 50) 

Self-Efficacy Expectations 
{N = 50 ) 

Social Support 
Total No. of Contacts 
(N = 50) 

Total No. Unique Persons 
(N = 50) 

No. of Persons Mentioned 
3 Times or More (N = 50) 

Average Helpfulness 
(N= 49) 

Proportion of Reciprosity 
(N = 49) 

Health Promoting Lifestyle 
Profile (N = 50) 

Self-Actualization 
(N = 46) 

Health Responsibility 
(N = 48) 

Exercise 
{N = 49) 

Nutrition 
(N = 49) 

Interpersonal Support 
{N = 50) 

Stress Management 
(N = 49) 

DeterminationEndurance 

.28*** .41** 

* p < .001 ** p < .01 

. 2 1  

.20  

.15 

.13 

-.19 

.36** 

.33*** 

. 22  

.26*** 

.14 

.41** 

.21  

*** p < .05 

.08 

. 1 1  

.05 

- . 0 6  

- . 2 2  

.38** 

.34*** 

34*** 

.36*** 

.10 

.20 

.33*** 
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findings also concur with findings from Research 

Question 6 that indicated no relationship between self-

efficacy expectations and social support indices. 

The determination and endurance questions were 

also analyzed for their relationships to selected 

demographic variables and to health status rankings, 

which are presented in Table 26. Determination was 

negatively correlated to socioeconomic status of white 

single mothers (r_ = -.34, £ = .021) which indicated that 

the higher the level of "socioeconomic status" for 

whites, the less determination reported. Determination 

was positively correlated with "health since becoming a 

single mother" (_r = .30, £ = .017), indicating that the 

higher the rankings of health reported as a single 

mother, the more the mother reported determination. 

Endurance was positively related to "health in general" 

(£ = .32, £ = 012), "health compared to cohort" 

(jr = .25, £ = .041) and "health since becoming a single 

mother" (r, = .26, £= .054). This indicated that the 

higher the single mother ranked her health in each 

category, the more endurance she reported. From the 

analysis, it appears that concepts of endurance and 

determination were different. Both concepts related to 

study variables differently, with endurance 
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Table 26. Pearson Product Moment Correlation Results of 
Determination and Endurance and 
Relationships to Selected Demographic 
Variables and Health Status Perceptions 
of Single Mothers (N = 50) 

Determination Endurance 

Age of Single Mother .005 -.01 

Number of Children .05 -.04 

Socioeconomic Status -.34* .22 
(White) (N = 37) 

Socioeconomic Status -.34 -.37 
(Non-white) 
(N = 11) 

Length of Time as a .03 .15 
Single Mother 

Health in General -.01 .32* 

Health Compared to .12 .25* 
Cohort 

Health Since Becoming .30* .26* 
a Single Mother 

p < .05 
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significantly relating to the demographic variables more 

frequently. 

Lastly, the principal study variables were 

analyzed for relationships to health status rankings by 

the single mothers. Health status rankings were 

determined by three questions requesting self-

perceptions of the single mothers' health. The Pearson 

Product Moment Correlation Coefficient analysis 

results of these relationships are presented in Table 

27. Rankings of "health status in general" had positive 

and significant relationships to: self-efficacy 

expectations (jr = .39, jp = .003); "proportion of 

reciprocity" {£ = .34, £ = .007); Health Promoting 

Lifestyle Profile (£ = .40, £ = .002) and its subscales 

of Self Actualization (£ = .35, £ = .009), Health 

Responsibility (_r = .39, £ = .003), Exercise (_r = .47, 

£ = .000) and Stress Management (_r = .30, £ = .019). 

Rankings of "health compared to cohort" had less 

statistically significant relationships to the study 

variables: "proportion of reciprocity" (£ = .25, 

£= .044), Health Promoting Lifestyle Profile (£ = .25, 

£ = .038) and its subscale of Exercise (jr = .45, 

£ = .001). "Health since becoming a single mother" had 

several positive and statistically significant 

relationships to the study variables: self-efficacy 
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Table 27. Pearson Product Moment Correlations of 
Self-Efficacy Expectations, Social Support, and Health 
Promoting Lifestyle Profile of Single Mothers and the 
Relationships to Health Status Perceptions (N = 50) 

Health 
in 
General 

Health 
Compared 
to 

Health 
Since 
Single 

Cohort Mother 

Self-Efficacy 
Expectations (N = 50) 

.39** .20 .41** 

Total No. of Contacts 
(N = 50) 

.13 .03 .21 

Total No. of Unique 
Persons { N= 50) 

.13 .10 .15 

No. of Persons 
Mentioned 3 times 
or More ( N = 50) 

.08 .03 .17 

Average Helpfulness 
(N = 49) 

.04 .02 .27*** 

Proportion of 
Reciprocity (N= 50) 

.34** .25*** .19 

Health Promoting 
Lifestyle Profile 
(N = 50) 

.40** .25*** .41** 

Sel f-Actualization 
(N = 46) 

.35** .19 .52* 

Health Responsibility 
(N = 48) 

.39** .15 .32** 

Exercise (N = 50) .47* .45** 24*** 

Nutrition (N = 49) .12 .18 .02 

Interpersonal 
Support (N = 50) 

.18 .05 .31** 

Stress Management .30*** .17 .38** 
(N = 49) 

* p < .001 ** p < .01 *** p < .05 
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expectations (jr = .41, £ = .002); "average helpfulness" 

(r_ = .27, £ = .029), Health Promoting Lifestyle Profile 

(jr = .41, £ = .001) and its subscales of Self-

Actualization (jr = .52, £= .000), Health Responsibility 

{r_ = .32, £ = .014), Exercise (jr = .24, £ = .045), 

Interpersonal Support (jr = .31, £ = .016) and Stress 

Management (_r = .38, £ = .003). 

Overall, health rankings were related to self-

efficacy expectations and health promoting lifestyle 

scores indicating that the higher the single mother 

ranked her health status, the more she reported self-

efficacy expectations and practicing a health promoting 

lifestyle. Interestingly, the quantitative measures of 

social support were not related to health rankings 

whereas the qualitative measures of "average 

helpfulness" and "proportion of reciprocity" were. 

This may indicate that the quality, not the 

quantity, of social support was related to perceptions 

of health. Of particular interest to this study were 

the number of significant relationships between "health 

since becoming a single mother" and the study variables. 

This may indicate that the more self-efficacy 

expectations and health promoting lifestyle practices 

are reported, the better the mother perceives her health 

as a single mother to be. 
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Summary 

The chapter presented the analysis of the study 

data. Fifty single mothers aged 19 to 55 years old 

participated in this study designed to describe the 

relationships between self-efficacy expectations, social 

support, and a health promoting lifestyle of single 

mothers. The majority of the mothers (58%) were 

divorced; 28% were never married. The sample was of 

primarily white (76%) ethnicity, 14% were Hispanic. 

Sixty four percent of the women had been single mothers 

for 5 years or less. The sample was well-educated: 30% 

had "some college" preparation and 26% had "some 

masters" education. The sample primarily worked as 

professionals (40%) or laborers (18%) on a full-time 

(58%) basis or were unemployed (20%). The mean number 

of children per single mother was 1.6. The majority of 

women indicated their health status was "good", "about 

the same" or better. 

The sample described themselves as "fairly" 

determined or higher on determination (90%) and 

endurance (94%). The Cronbach alpha reliability 

coefficient on the Generalized Self-Efficacy scales was 

acceptable for a new instrument (.86). The Health 

Promoting Lifestyle Profile Alpha reliability 

coefficients for the entire scale and its subscales were 
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compared favorably with the original analysis of the 

instrument. 

Positive statistically significant relationship 

were found between self-efficacy expectations, social 

support and health promoting lifestyles of single 

mothers. In addition, several statistically significant 

relationships were described between the model variables 

and the demographic variables. 

Multiple linear regression analysis (N = 49) 

using a stepwise method to describe the amount of 

variance in total scores of health promoting lifestyles 

contributed by self efficacy expectations (total scores) 

and social support ("total number of contacts") was 62% 

(Multiple R = .79, R2 = .62, F = 38.75 with a 

probability of £ < .05). 



CHAPTER 5 

DISCUSSION, CONCLUSIONS, RECOMMENDATIONS 
AND IMPLICATIONS 

Introduction 

Fifty women who were single mothers of dependent 

children participated in this investigation to describe 

the relationships between self-efficacy expectations, 

social support, and health promoting lifestyles of 

single mothers. This chapter briefly discusses the 

findings from the data, and presents conclusions based 

on those findings. Recommendations for further research 

and implications for nursing derived from the study are 

then discussed. 

Discussion 

As presented by the conceptual framework 

presented in Chapter 1, relationships between self-

efficacy expectations, social support, and health 

promoting lifestyles were unknown. These relationships 

were analyzed in their operational forms. Statistically 

significant relationships were found between the 

questionnaire scores of self-efficacy expectations, 

social support (as indicated by "total number of 

contacts") and health promoting lifestyles. Each 
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variable is discussed in the following sections. 

Generalized Self-Efficacy Expectations 

The Generalized Self-Efficacy Scale was an 

instrument that raised many questions from the single 

mothers during data collection. Several of the 

questions related to physical discomfort prompted the 

subject to ask how the questions related to them as 

single mothers. On many of the questions, the subject 

would tell the investigator that their responses were 

contingent on how they felt "right now". The subjects 

noted that their responses would have been drastically 

different (more negative) if they hod completed the 

questionnaire at other points in their lives. This 

raised the question of whether the sample was biased in 

that some of the single mothers who took the initiative 

to become involved in the study may have been in stages 

of their lives in which they had more feelings of self-

efficacy. 

The self-efficacy scale alpha reliability result 

of .86 was considered an acceptable score for a 

relatively new instrument. The significant 

relationships between self-efficacy scores and the 

questions about endurance and determination offered 

validation that these two central concepts were related 
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to self-efficacy scores, as reported by Tipton and 

Uorthington (1984). The differences between the 

determination and endurance Pearson jr scores to self-

efficacy scores in this population were interesting. As 

indicated by the data, the relationship of endurance to 

self efficacy was considerably stronger than that of 

determination. Endurance is described as a central 

theme of self-efficacy by several authors (Bandura, 

1977; Tipton & Worthington, 1984, Saltzer, 1982, Pender, 

1987). This significant relationship lends validity to 

the theme of endurance in self-efficacy theory. 

In terms of the single mother population, the 

relatively high scores on the self-efficacy scale 

supported the premise for the purpose of this research. 

Although authors had noted personal strengths among 

single mothers {Miller, 1982; Duffy, 1982; Duffy, 1984; 

Jacques, 1986), those strengths had not been labeled 

with a currently identified theory. The GSE was not an 

instrument developed specifically for single mothers and 

was developed to measure generalized self-efficacy 

expectations which were multifaceted. Given that the 

total self-efficacy scores significantly contributed to. 

the variance in the health promoting lifestyle scores, 

the variable unquestionably should be further explored. 
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Social Support 

The Social Relationship Scale was an instrument 

that initially was somewhat overwhelming to most of the 

single mothers due to its length and complexity. 

Anecdotal comments recorded about the instrument were 

quite diverse. Some mothers were intrigued at their own 

analysis of their relationships; many realized how their 

contact persons varied with the content area and others 

verbalized a gratitude for the amount of social support 

they enjoyed in their lives. A few mothers stated they 

felt as if they did not want to reach out to talk to 

others because other people could not understand the 

world of a single mother. One woman commented that the 

scale was too generic in that it did not adequately 

address the needs or stressors of the single mother such 

as childcare after school and the need for private time. 

Several women did not understand that someone would have 

a person in their network that was not helpful or 

reciprocal. Lastly, a mother commented that the scale 

did not: (1) indicate the degree of a problem or need 

that would motivate her to speak to someone, and (2) 

request the frequency in which she would contact someone 

to talk to for help. 

The analysis of the data from the SRS differed 

somewhat from data collected from other populations; 
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this was expected. The total number of contacts and 

qualitative aspects of the social support networks of 

the single mothers was comparable to other populations. 

However, the primary difference in this population of 

single mothers was in the composition of the network. 

The composition of the single mother's network needed to 

have more friends and family rather than spouses. These 

findings were logical for this population of single 

mothers. 

The fact that single mothers tended to have 

extensive, helpful, and reciprocal relationships in 

their social support network supported the premise of 

this research study and of authors who have studied 

strengths of single mothers. For example, Miller (1982) 

noted that the single mothers in her sample set up 

intricate social networks to manage babysitting, social 

events, and community service. Duffy (1984, 1986) and 

Jacques (1986) discovered that the single mothers in 

their samples used social support networks as a method 

to promote their personal growth. This study's data 

confirm these authors' discovery of the strength of 

social support in the single mother and encourages 

further research on this important variable. 
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Health Promoting Lifestyle Profile 

The Health Promoting Lifestyle Profile (HPLP) 

instrument was well accepted by the majority of the 

sample population. A few mothers who seemed to be 

overburdened with their personal workloads commented 

that it was unrealistic to expect a single mother to 

perform such high-level wellness behaviors. Several 

mothers commented that they wished they were performing 

more healthy behaviors and verbalized an appreciation 

for an opportunity to review their health practices. 

Several other mothers who were avid joggers and 

exercisers stated that practicing healthy behaviors 

reinforced their self-confidence or mental health as a 

person and as a single mothers. One mother commented 

that she had realized that she could not care for her 

children as well as she wanted to when she did not care 

for herself as well. 

The instrument was easily explained to subjects 

and appeared to be readily understood by the subjects. 

Scoring and analysis of the instrument was time-

efficient and not difficult to interpret. Results from 

the instrument compared very favorably to original data 

from the instrument development. The average to above 

average scores on the instrument and its subscales 

indicated that, for the most part, the single mothers 
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were practicing a moderately healthy lifestyle. This 

finding tends to indicate that this sample did not fit 

the stereotypical single mother described in the 

literature: a woman bombarded with stress who is unable 

to care for herself and her children effectively. These 

findings support the premise for this study as well as 

the findings of other authors (Miller, 1982; Duffy, 

1984, 1986; and Jacques, 1986) who have found that the 

single mothers in their samples were capable of 

promoting their health. 

Relationships Among Variables 

Significant relationships were found among the 

conceptual model variables. The level of significance 

for this study was pre-established at the p < .05 level. 

Many of the tested relationships were significant at the 

p < .001 level. 

Self-efficacy expectations were strongly related 

to the Health Promoting Lifestyle Profile (HPLP) scores 

(r = .63, p < .001). The concept of self-efficacy was 

frequently associated with behavior (Bandura, 1977; 

Bandura, Adams, Beger, 1977; Tipton & Worthington, 1984) 

and health behaviors (Saltzer, 1982; 0'Leary, 1985; 

Pender, 1987). Although the 6SE was a relatively new 

instrument, it is important to note the strong 
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correlation of this scale to the HPLP. The strong 

correlation between the variables implies that self-

efficacy may significantly influence the practice of 

health promoting behaviors. 

Pender's (1987) Health Promotion Model has 

recently included perceived self-efficacy as a cognitive 

perceptual factor that directly influences the 

likelihood of engaging in health promotion activities. 

The study findings from single mothers support this 

relationship proposed in Pender's model and the 

conceptual model relationships of this study. 

Significant relationships were found between 

several indices from the Social Relationship Scale (SRS) 

and the HPLP scores. Analysis of the relationships of 

social support proved to be difficult as was described 

previously. "Total number of contacts" was the most 

consistent index of social support from the SRS that 

related to other study variables. Other variables such 

as "total number of unique person" and "average 

helpfulness" were derived from "total number of 

contacts" and consequently may have not yielded as many 

significant relationships due to this overlapping or 

confounding of data. 

Social support has been strongly linked to 

health status and health behaviors in the literature 
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(Berkman & Syme, 1979; Cobb, 1976; Lieberman, 1982; 

Norbeck, 1981). Research currently available on the 

relationships of social support and health has primarily 

related to preventive health behaviors and not health 

promoting behaviors. The relationship and effects of 

social support to health promoting behaviors has been 

largely unexplored. Although the SRS was also a 

relatively new instrument it is important to note the 

strong correlations of several of the social support 

indices to the HPLP scores. These strong correlations 

suggest that social support significantly influences the 

practice of health promoting behaviors. 

Pender's (1987) Health Promotion Model has 

interpersonal influences, as indirectly impacting on the 

likelihood of engaging in health promoting activities. 

The study findings of single mothers support a 

relationship between social support and health promotion 

activities proposed by Pender (1987). 

The conceptual framework guided the analysis of 

the relationship between self-efficacy expectations and 

social support. No significant relationship was found 

in the current research sample between these variables. 

Since both of the variables correlated to the dependent 

variable of healthy lifestyles, further research is 

indicated to investigate the relationship between the 
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two variables. Perhaps greater levels of self-efficacy 

reduce the individual's need for social support. 

The relationships of the demographic variables 

were interesting. Demographic variables were 

essentially not related to self-efficacy expectations 

which suggests that age, number of children, 

socioeconomic status, and length of time as a single 

mother were not significant facets of self-efficacy for 

this population of single mothers. There was no 

research literature available that investigated the 

relationships of demographic variables and self-

efficacy. 

Demographic variables were significantly related 

to several indices of social support measured by the 

SRS. In this study, older women, women with more 

children and higher socioeconomic levels, and women who 

were single mothers for longer periods of time had 

higher levels of social support indicated by the SRS. 

As described previously in Chapter 2, research on social 

support has many inconsistencies. The literature review 

rarely investigated the relationship of demographic 

variables to social support and even more rarely 

investigated the relationship of these demographic 

variables among females or single mothers. For example 

Langlie (1977) investigated social networks, health 
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beliefs, and preventive health behavior without 

controlling for age or sex. Lieberman (1982) suggested 

that the make-up of social support networks tend to vary 

in different working classes. The authors of the SRS 

tool (McFarlane, Norman, Streiner & Roy, 1984) 

described the differences in the makeup of social 

relationships based on marital status but not on age or 

socioeconomic status. In general, the research does not 

have a firm basis to compare to the relationships found 

in this study. However, the data from this research 

contributes to further investigation of demographic 

variables and social support of single mothers. 

Demographic variables were generally not related 

to health promoting lifestyle scores except age of the 

single mother was significantly related to the scores, 

indicating that older single mothers had higher scores. 

These findings indicate that further research is needed 

to evaluate the relationships between demographic 

variables and self-efficacy, social support, and health 

promoting lifestyles in single mothers. Single mothers 

tend to have lower socioeconomic levels and often this 

major demographic statistic has been considered to be 

related to their health lifestyles. As demonstrated in 

this population, socioeconomic status was not 

significantly related to the health lifestyle of the 
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single mothers surveyed. Other demographic variables 

than those in this study may be influencing whether the 

single mother practices a healthy lifestyle that were 

not evaluated by this study. 

Health status rankings were primarily related to 

self-efficacy expectations and Health Promoting 

Lifestyle scores. This supported a logical premise that 

persons with higher levels of reported self-efficacy and 

frequencies of practicing a healthy lifestyle would have 

higher perceptions of their health status. 

Results from the SRS and the Interpersonal 

Support subscale of the HPLP were frequently 

inconsistent. The SRS was the selected instrument for 

measurement of social support, the Interpersonal Support 

subscale was used only as secondary analysis. The 

discrepancy between the instruments indicate that 

further evaluation of the instruments is needed and 

reinforces the premise that social support is a 

multifaceted complex variable to investigate. 

The regression analysis of the principal 

research variables was performed to gain a more complete 

appreciation for the relationship between the variables. 

Only two of the independent variables entered the 

equation. Total self-efficacy scores and "total number 

of contacts" contributed 62% of the variance in the 
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dependent variable. This result must be interpreted 

cautiously since the GSE is a multifaceted instrument 

that has not been well-tested or validated and the SRS 

does not indicate a clear composite score of social 

support. Furthermore, the fact that 38% of the variance 

not explained by the variables entered into the 

regression equation which highlights the need for 

further investigation. 

Conclusions 

The most important conclusion drawn from this 

study is that self-efficacy expectations and social 

support were significantly and positively related to the 

practice of a health promoting lifestyle in single 

mothers {p < .01) in the sample of single mothers 

surveyed. There was not any available research in the 

literature which identified self-efficacy and social 

support as variables which were related to the practice 

of healthy lifestyle in single mothers. Although the 

sample population of this research consisted primarily 

of white and well-educated single mothers, the data 

revealed that, in this population, the relationships 

were significant. This study represents the initial 

research necessary for further exploration of the nature 

of the relationships among the variables. 
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The significant relationships described in this study 

strongly support Pender's (1987) Health Promotion Model. 

A secondary, but important, conclusion drawn 

during data collection was that the single mothers 

appreciated the fact that a nurse was interested in them 

as individuals. Many of the mothers verbalized that 

they often perceived a condescending attitude from 

health professionals (and society in general) because 

they were raising their children alone. Many commented 

that they felt less prejudice now that single parenting 

has become more accepted in society, but added that they 

still felt a sense of deficiency in parenting. All of 

the subjects expressed a gratitude for being evaluated 

on positive aspects of their lives rather than being 

studied for their problems. 

Recommendations 

Several recommendations are made for future 

research based on this study: 

1. Administer the instruments at two time 

periods with two groups, one of which serves as a 

control group and one which participates in a program 

designed to enhance self-efficacy, to promote social 

support, and to encourage the practice of a healthy 

lifestyle. Compare the two groups. 
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2. Further investigate either one of the 

independent variables and its relationship to the 

dependent variable instead of both of the variables at 

once. 

3. Replicate the study with a larger sample size 

and with a population of single mothers with more 

diverse backgrounds. 

4. Continue analysis of the Generalized Self-

Efficacy Scale to determine more accurately its 

reliability, validity, and the existence of subscales 

within the instrument. 

5. Administer the Social Relationship Scale to 

other populations of single mothers to compile normative 

data on the quantity and quality of single mothers' 

social support networks. Consider administering the 

scale to populations that may have higher frequencies of 

less helpful relationships. 

6. Communicate with the authors of the Social 

Support Scale about the need for less complex and time 

consuming methods of data analysis with this instrument. 

7. Administer the Health Promoting Lifestyle 

Profile to various populations to establish normative 

data in these populations and to further analyze the 

Interpersonal Support subscale, the Health 
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Responsibility subscale, and the Stress Management 

subscale. 

Implicat ions for Community Health Nursing 

Although further research is needed to describe 

the relationships between self-efficacy expectations, 

social support, and the practice of a health promoting 

lifestyle of single mothers, several implications for 

community health nursing are evident from this study. 

First, this study demonstrates that the 

investigation of personal strengths of individuals, 

namely single mothers, can be significant. If the role 

of the nurse in each level of preventive health care is 

to identify factors that reinforce the.practice of 

health promotion by the client (Neuman, 1982), then 

nursing research must investigate such factors as self-

efficacy. 

Second, community health nurses are in a unique 

position to assist the single mother in health promotion 

efforts. On an individual level, nurses administer 

professional nursing service to single mothers in a wide 

variety of settings and circumstances. The high 

frequency of contact with single mothers offers nurses 

opportunities to evaluate their health practices and to 
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reinforce, teach, or support factors which contribute to 

the practice of a healthy lifestyle. 

On an aggregate or population at risk level, 

community health nurses can advocate for the single 

mother for equitable wages, affordable housing, and 

affordable quality child-care services. Community 

health nurses can work toward dispelling common negative 

prejudices or assumptions about single mother families. 

Nurses in the community can plan, implement, and 

evaluate programs designed to enhance the functioning 

and well-being of the single mother. 

Third, this research study indicates that the 

function of health promotion in practice and research is 

well-suited to the role of the community health nurse. 

Professional nurses have received a broad-based 

education which includes both physical, psychological, 

and sociological facets of health. This enables the 

professional nurse to investigate complex variables 

related to health status and health behavior. The 

community health nurse specialist, through training in 

public health science, can further transcend this 

knowledge of health variables to effect changes in 

professional practice and in public policy which will 

improve the health of single mothers. 
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Summary 

This study investigated and found significant 

positive relationships among personal strengths of self-

efficacy expectations, social support, and health 

promoting lifestyles of single mothers. Significant 

relationships between self-efficacy scores and questions 

about endurance and determination offered validation 

that these two central concepts were related to 

generalized self-efficacy. The single mothers scored 

relatively high on their self-efficacy. Social support 

networks of the single mothers tended to have extensive, 

helpful and reciprocal relationships. Average to above 

average scores on the Health Promotion Lifestyle Profile 

indicated that the single mothers were practicing a 

moderately healthy lifestyle. These findings indicate 

that this sample did not fit the stereotypical single 

mother who is bombarded with so much stress that she is 

unable to adequately care for herself or her children. 

Rather, the findings support the premise that single 

mothers are quite capable of mobilizing their strengths 

and promoting a healthy lifestyle for themselves. 

The strongly significant relationships between 

self-efficacy ( r = .63, p < .001) and social support 

(r = .57, p < .001) to health promotion lifestyles in 

single mothers support Pender's (1987) Health Promotion 
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model. The lack of significant relationships between 

self-efficacy and social support suggest an interaction 

between these two variables. The relationship between 

self-efficacy and social support requires further study. 

Select demographic variables were related to the study 

variables and also require further investigation. 

Recommendations for future study include 

replication of the study with larger sample sizes and 

with single mothers of more diverse backgrounds. 

Implications for community health nurses highlighted the 

rewards of investigating personal strengths as a method 

of reinforcing health promotion behavior. Knowledge of 

personal strengths can be used in health promotion with 

individuals, families and aggregates. An understanding 

of the variables which influence health promotion 

can create changes in professional nursing practice and 

in public policy which can enhance the health of the 

single mother and her family. 
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APPENDIX A 

HUMAN SUBJECTS APPROVAL FORM 

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  B J 7 2 1  

COLLEGE OF NURSING 

MEMORANDUM 

TOi Margaret H. Jacques 

FROMs Linda p.. Phillips, PhD, F*ANW( 
Acting Director of Research/ 

DATE* June 2, 1987 

Rei "perceptions of Generalized self-Efficacy, Social Support, 
and Health Pronation Lifestyles in Single Hothers' 

Your project has been reviewed and approved as exenpt front 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 exenpt from full 
University 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. 

He wish you a valuable and stimulating experience with your research. 
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Subject Disclaimer Form 

I an requesting your voluntary participation In a study 
entitled 'Perceptions of Solf-Efficacy. Social Support, and 
Health Promotion Lif sstvle-g In Single Mothers". The purpose 
of the study is to gain knowledge about factors that 
Influence the practice of healthy behaviors In single 
mothers. Knowledge of these Influences can help health care 
professionals to develop ways to help single mothers tu 
participate in a health promoting lifestyle. 

Participation requires a one-time completion of four 
questionnaires, "Demographic and Social Survey Schedule", the 
"Social Relationship Scale", the "Generalised Self-Efficacy 
Scale", and "Health-Promotion Lifestyle Profile*. About an 
hour of your time vlll be needed to complete the 
questionnaires. 

By responding to the questionnaires, you will be giving 
your consent to participation in the study. There are no 
risks or costs Involved. There are no specific benefits from 
participating, but you will be contributing to a greater 
understanding of single mothers for health care 
professionals. You ore free to withdraw from the study at 
any time with no adverse consequences to you of any kind. 
Any questions you may have about the study and your 
participation vlll be answered. 

All identifying Information will be kept strictly 
confidential, known only to the investigator. you will not 
be Identified on the questionnaire by name or descriptive 
information, and analysis of the results will refer only to 
the group of single mothers, not to any one individual. The 
information gained will be U3ed for research and educational 
purposes and may be published in professional literature at .5 
later date. 

Thank you for your participation In thi« «tudy. 

I 

Peggy Jacques, Rtl 
Graduate Student 
College of Nursing 
University of Arizona 
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GEHERALIZED SELF EFFICACY SCALE 
developed by KoDert M, Upton 4 L. Everett 

The following statements concern attitudes and feelings you might 
have about yourself and your performance on a variety of tasks. You 
are asked to Indicate the extent to which you agree or disagree with 
each of these statements by marking an X In the space at one end of the 
scale or the other If you completely agree or completely disagree. 
Place an X In the space second from the end if you somewhat agree or 
somewhat disagree; and place an X 1n the space third from the end If 
you only sllgntly agree or siIghtly disagree. Place you X in the 
middle of the scale If you neither agree of disagree. For each 
statement, mark the scale beneath it to indicate how much you agree or 
disagree with 1t. 

Work quickly and give your first Impression. 

1. I find it extremely unpleasant to be afraid. 

completely completely 
agree disagree 

2. I sometimes avoid difficult tasks.' 

completely completely 
agree disagree 

3. 1 am a very determined person. 

completely completely 
agree disagree 

4. Once I set my mind to a task almost nothing can stop me. 

completely completely 
agree disagree 

5. I have a lot of self-confidence. 

completely completely 
agree disagree 

6. I am at my best when I am really challenged. 

completely completely 
agree disagree 

7. I believe that it is shameful to give up something I start. 

completely completely 
agree disagree 

8. I have more than the average amount of self-determination. 

completely completely 
agree ___ disagree 
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9. Sometimes things just don't seem worth the effort. 

completely completely 
agree disagree 

10. I would rather not try something that I'm not good at. 

completely completely 
agree disagree 

11. I have more fears than most people. 

completely completely 
agree ___ disagree 

12. 1 find 1t difficult to take risks. 

completely completely 
agree disagree 

13. Han has a lot of problems but none he won't eventually be able to 
solve. 

completely completely 
agree disagree 

14. I can succeed 1n most any endeavor to which I set my mind. 

completely completely 
agree __ disagree 

15. Nothing 1s Impossible 1f I really put my mind on 1t. 

completely completely 
agree disagree 

16. I feel I am better off to rely on myself for a solution when 
things are looking really bad. 

completely completely 
agree ___ disagree 

17. When put to the test I would remain true to my ideals. 

completely completely 
agree disagree 

18. If a iierson believes In himself, he can make 1t 1n this world. 

completely completely 
agree disagree 

19. 1 feel that chances are very good that I can achieve my goals 1n 
life. 

completely completely 
agree ___ disagree 
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20. In general, I agree that "if at first I don't succeed, 1*11 try 
again." 

completely completely 
agree disagree 

21. When I have difficulty getting what I want, I Just try harder. 

completely completely 
agree disagree 

22. I excel at a few things. 

completely completely 
agree __ disagree 

23. I have often burned the midnight oil to finish a task before a 
deadline, 

completely completely 
agree disagree 

24. I have more willpower than most people. 

completely completely 
agree disagree 

25. I become frustrated when 1 experience physical discomfort. 

completely completely 
agree disagree 

26. Nothing 1s worth subjecting myself to pain for If I can avoid It. 

completely completely 
agree disagree 

27. I would endure physical discomfort to complete a task because I 
just don't like to give up. 

completely completely 
agree disagree 



APPENDIX D 

SOCIAL RELATIONSHIP SCALE 

182 

£OCLU. IKUXIOKSHirS SCUX (SIS) 

Thli queatlonnalre concern* vho you talk to when.thing* happen to you for better or 
vorte la your dally life. For convenient*, we have caceforl'ied theaa thing* at 
follow*: 

Tint, work, that la: change la job, ratlrenent, troublea on the 
Job, change In workload, atrlke, promotion, ate. 

Second, Boney and finance*, that fa: lncoae locraaaa or deerewe, 
bill payoeuta, inveatnenta, taxea, loana, Baking coda Beet, ate. 

Third, b«e and fully, that la: change Id residence, ho»e 
inproveaenta, neighbourhood decline, death In the faally, 
birth, Marriage, peraona >ovlo£ in or out of the hone, 
aeparatlon/dlvorce, ate. 

Fourth, peraroal health, that la: change In amount of recreation, 
alckneaa, diet, allerglaa, pregnancy, lapalraant of alght or 
hearlDg, etc. 

fifth, peraooal and aoclal, that la: uklng new frlenda, furthering 
education, change* in rellgloua or political bellefa, 
"falling out* of a rclatlonahlp, lonellnaaa, aehlaveaent, 
boredoo, ate. 

and laatly, eoclaty In general, that la: politic*, aeoooay, 
pollution, violence, houalng, Inflation, education, etc. 

© 1980 
A.B. KcFarlane 
KcHaater Onlveralty 
Hamilton, Ontario CANADA 
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• 
WORK 

(See Fage 1 for Euaplci) 

Check here it thla 
category docs not 
apply to you. 

Plesse liat the people vhon you generally discuss work, using the flrat name or Initials 
only. After each oaoe or act of loltlal* fill In the one or tvo word description of the 
relation each person has to you. 

Then go on to check the circle which indicates the degree of helpfulness or unhelpfulness 
of your discussion* with each period, and lastly, check off YES or MO If you feel thla 
peraoa would come to you to discuss uork. 

Don't feel you have to fill up all the apace* provided. If you find you need more 
apacea, Inform the Interviewer. 

1 discuss work with: 

Name or 
Inltlala Relation Helpfulness of discussion 

(check one circle) 

makes things 
a lot 
vorae 

n 

Bake* thloga 
a bit 
worce 

n 

helps things 
a bit 

n 

helps things 
a lot 

i ft 
. 

make* thloga 
• lot 
vorae 
n 

makes things 
a bit 
worse 

help* things 
a bit 

helps things 
a lot 

« 

makes thing* 
a lot 
wore* 

0 

makes things 
a bit 
vorae 
0 

help* thloga 
a bit 

I 0 

helps thing* 
a lot 

1 n 

Would thla 
peraoo coae 
to you to 
dlacuaa workT 
YES BO 

makea things sakes thlDgs helps thloga helpa things 
a lot a bit a bit • lot 
vorae vorae 
n 0 0 0 

( >1 

( )1 

( )1 

makes things 
a lot 
worse 

makes things 
a bit 
vorae 

helps things 
a bit 

i n 

helps things 
a lot 

i n 
c >1 < 

( )i ( 

c >1 < 

( )i ( 

•takes things 
a lot 
worse 
0 

makes things 
a blc 
vorae 
0 

helps things 
a bit 

i  n _ .  ,  

.helpa things 
a lot 

i a 

c >1 < 

( )i ( 

(  >1 

( )2 

( >2 

( >2 

( )i 

( >: 

( ): 
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• 
HDHE AMP FAMILY • 

(See Page 1 for Exaaplea) 

Check here if thla 
Category docs pot 
apply to you. 

please list the people whoa you generally discuss home and family, ualag the first Dane ar 
Initial* only. After each sane or act of Initials fill ID the one or two word description of 
the relation each peraoo hai to you. 

Then go OQ to check the circle which Indicates the degree of helpfulnea* or uohelpfulness 
of your dlacusalona with each peraoo, and lastly, check off YES or H0_ If you feel thle 
peraoo would COM to you to dlacuaa home and family. 

Don't feel you have to fill up all the apacea provided, 
apacea, lnforo the interviewer. 

X dlacuaa bou and family with: 

If you find you need more 

Mane or 
Inltlala Relation Helpfulaeaa of discussion 

(check one circle) 

ukea things makes things helps things helps things 
a lot a bit a bit a lot 
worae worse 
0 0 i 0 - \ 0 

Would thla 
peraon come 
to you to 
dlacuaa home 
and family? 
YES HO 

( >1 ( )2 

aakes things •ukea things helps things helps things 
a lot a bit a bit a lot 
worae worse 

— 0 \ 0 0 
( n (  )2  

makes things oakes things helps things helps things 
a lot a bit a bit • lot 
worse worae 

(1 0 J 0 I 0 
( >i ( )2 

ukea things make* things helps things helps things 
a lot • bit a bit a lot 
worae worse 

0 0 0 5 0 

atakea things ukea things helps thing* helps thing* 
a lot a bit a bit a lot 
worae worae 

0 . n 0 1 1 0 

( )1 

( )1 

( )2 

( n 

aakes thing* ukea things helpa things helps thing* 
• lot a bit a bit a lot 
woraa worae 

0 \ 0 n 
( )i ( )2 
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Check here If thl» 
category doea pot 
apply to you. 

HQHET AHD FIHAWCES 
(See Page 1 for Exaoplea) 

Fleaae llat the people whon you generally dlacuaa »oney and finances, using the flrat same or 
loltlala only. After each naae or aet of Inltlala fill In the one or two word description of 
the relation each peraon hat to you. 

Then go on to check the circle which lndlcacea the degree of helpfulneaa or unhelpfulneaa 
of your dlacussloos with each peraon, and lastly, check off YES or NC) If you feel thla 
peraon would coae to you to dlacuaa pooey and flnancea. 

Don't feel you have to fill up all the apacea provided, 
apacea, Inforn the Interviewer. 

If you flod you need nore 

I dlacuaa aoney and flnancea with: 

HIM or 
Inltlala Belatlon Helpfulneaa of dlacuaalon 

(check one circle) 

Bakes things 
a lot 
worse 

n 

makes things 
a bit 
worae 

n 

helps things 
a bit 

i n 

helps things 
• lot 

i « 

Bakes things 
a lot 
worse 

n 

nakee things 
• bit 
worse 

helps things 
a bit 

helpa things 
• lot 

i n 

Bakes things 
• lot 
worae 
0 

Bakes things 
a bit 
worae 

0 

helps thlnga 
a bit 

I o 

helps things 
a lot 

1 ft 

oakea things 
a lot 
worae 
n 

Bakes things 
a bit 
worse 

n 

belpa things 
a bit 

i n 

helps thloga 
a lot 

i. n 

Bakea thloga 
• lot 
worse 
n 

Bakes things 
a bit 
worae 

helpa thlnga 
a bit 

helpa thlnga 
a lot 

i n 

aakes things 
a lot 
worae 
0 

•akes things 
a bit 
worae 

1 0 

belpa thlnga 
a bit 

1 0 

helpa thlnga 
a lot 

h 0 

Would this 
peraon cone 
to you to 
discuss BODey 

and finances? 
ITS MO 

( )1 ( )2 

( )l 

( )1 

( )1 

t >» 

()i 

c >1 

( >2. 

( )* 

t j: 

( ): 
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• 
FER50HAL &EALTU • 

(See Fsge 1 for Exanples) 

Check here If this 
category doe* not 
apply to you. 

Fleaae llat the people vhoo you generally discus* peraonal health, ualng the flrat came or 
Initial* only. After each moe or act of Initials fill In the on* or two ward description of 
the relation each person has to you. 

Then go en to check the circle vhlch Indlcatea the degree of helpfulneaa or unhelpfulnea* 
of your dlacusslons vlth esch person, and lastly, check off TES or H0_if you feel this 
person would come to you to discuss personal health. 

Don't feel you have to fill up all the spaces provided. If you find you need note 
spaces, lnfom the interviewer* 

I discuss personal health with: 

Hame or 
Initials Relation Helpfulness of discussion 

(check one circle} 

make* things aake* thlnga helps thlnga helpa thing* 
a lot a bit a bit a lot 
vorae vorae 

0 0 0 > 0 

sakea thlnga 
a lot 
vorae 

0 

makea thlnga 
a bit 
vorse 

3 • 0 

help* things 
a bit 

0 

help* things 
a lot 

0 

nakea thing* aake* thlnga helpa things helps thing* 
a lot a bit a bit a lot 
vor*e vorae 

0 0 0 0 41 0 0 

aake* things makes things helps things helps thlnga 
a lot a bit a bit a lot 
vorse vorse 
0 3 0 1 -0 

•akes things make* things help* thing* help* thing* 
a lot a bit a bit a lot 
vorae vorse 
—0 0 1 0 b 

makes things makes things helps things helps things 
a lot a bit a bit a lot 
vorse vorse 

0 A~ 0 1 0 

Vould this 
person came C> 
you to dlscusr 
peraonal 
health? 
YES HO 

< >1 ( )2 

( n 

()i 

(>i 

(>i 

(>i 

( )2 

(  )2  

(  >2  

( n 

(  >2  
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Check here If this 
category does pot 
apply to you. 

FERSOHAI, AMD SOCIAL 
(See Page 1 for Examples) 

Fleaae Hat the people whoa you generally dlacuaa peraonal and aoclal thlnga, using the flrat 
pane or Initials only. After each naoe or aet of loltlala fill ID the ooe or two word 
description of the relation each peraoo haa to you. 

Then go oo to check the circle which Indicates the degree of helpfulneas or unhelpfulnesa 
of your dlacusslons with each peraoo, and lsstly, check off YES or H0_If you feel thla 
person would cone to you Co dlacuaa peraooal and aoclal things. 

Don't feel you have Co fill up all the spaces provided. If you flod you Deed uore 
spaces, lnfora the interviewer. 

I dlacuaa peraooal and social things vltta: 

Haoe or 
loltlala gelation Belpfuloeaa of dlacuaalop 

(check ooe circle) 

•skes tbloga 
a lot 
worae 

Bakes things 
a bit 
vorae 

>i n 

helps things 
a bit 

k n 

helps things 
a lot 

i n 

•akea thlogt 
a lot 
worae 
n 

makes thlnga 
a bit 
worse 

o 

helps thloga 
« bit 

i n 

helps chloga 
a lot 

i n 

mikea thloga 
a lot 
worae 

0 

aakea thlnga 
• bit 
worae 

0 

helps things 
a bit 

I 0 

helps thlnga 
• lot 

> 0 

Bakes thlnga 
a lot 
worse 

aakea things 
a bit 
worae 

k n 

helps things 
a bit 

i n 

helpa things 
a lot 

n 

aakea things 
a lot 
worae 
n 

aakea thloga 
a bit 
worae 

n 

helps things 
a bit 

i n 

helps things 
a lot 

. n 

•ikei Chloga 
• lot 
worae 

0 

aakea thlnga 
a bit 
worae 

i n 

helps things 
a bit 

n n 

helps thloga 

a lot 

1 0 

Would thla 
peraon cone ti 
you to dlacuai 
peraooal and 
aoclal things 
YES HO 

(  )1 (  )2 

C )1 

C )1 

t )1 

(  >1 

C )2 

( )2 

( >1 . ( )J 

( )I 

( >: 
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/ 
Check here If thla 

| | category dot* not 
apply to you. 

SOCIETY 1H CEKERAL 
(See Page 1 tot' Exaoplea) 

fit**' list the people whoa you generally dlacusa society In general, ualog the flrat naue or 
initials only. After each Dane or aet of Initials fill la tne one or two word description of 
the relation each person haa to you. 

Then go oo to check Che circle which Indicates Che degree of helpfulness or unhelpfulness 
of your dlacunlooa with each person, and lately, check off YES or HO if you feel thla 
perion would cotae to you to discuss society lo general. 

Don't feel you have to fill up all the apaeea provided. If you flad you oeed nore 
apacea, Inform the Interviewer. 

I dlacusa society In general with: 

Haee or 
Inltlala Relation Helpfulness of dlacusslon 

(check one circle) 

sakea thinga 
a lot 
vorae 
n 

makes thloga 
a bit 
worae 
A 

helpa things 
a bit 

i n 

helpa thlnga 
a lot 

i n 

eakea thloga 
a lot 
vorae 
n 

makes thlnga 
a bit 
vorae 
n 

helps thing* 
a bit 

i n 

helps thlnga 
a lot 

i n 

nakea thloga 
a lot 
vorae 
n 

nakea thlnga 
a bit 
vorae 
n 

helpa thloga 
a Me 

i n 

helpa thlnga 
a lot 

i n 

mikea thloga 
a lot 
worae 
0 

nakes thing* 
a blc 
worae 

1 0 

helpa thlnga 
a bit 

1 0 

helps things 
a lot 

i 0 

nakea thlnga makea thlnga helps things helpa things 
a lot a blc a bit a lot 
worae worae 

o 0 3 0 1 0 

nakea thing* naka* things helps thlnga helps things 
• lot a blc • blc a lot 
vorae 
0 n_ n 0 

Would thla 
person cose ti 
you to dlacust 
aoclety lo 
general7 
TBS NO 

(  )1 (  >2 

( >1 

( >1 

( >1 

( >1 

(  >1 

( >2 

.( )2 

< )2 

( )2 

(  >2 
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LIFESTYLE PROFILE 

DIRECTIONS: This questionnaire contains statements regarding your present way of lile or personal 
habits. Please respond to each item as accurately as possible, and try not to skip any item. Indicate the 
regularity with which you engage in each behavior by circling: 

N lor never, S lor sometimes, O lor olten, or R lor routinely. 

NE
VE
R 

in lu 
2 
in 
s 

z 
UJ 
t 

5 
UJ 
2 
p 
3 

NE
VE
R 

o tn o u 
cc 

1. Eat breakfast. N s o R 

2. Report any unusual signs or symptoms to a physician. N s o R 

3. Like myselt, N s o R 

4. Perform stretching exercises at least 3 times per week. N s o R 

5. Choose foods without preservatives or other additives. N s 0 R 

6. Take some time for relaxation each day. N s o R 

7, Have my cholesterol level checked and know the result. N s 0 R 

8. Am enthusiastic and optimistic about lile. N s o R 

9. Feel 1 am growing and changing personally in positive directions. N s o R 

10. Discuss personal problems and concerns with persons close to me. N s o R 

11. Am aware of the sources of stress in my life. N s o R 

12. Feel happy and content. N s o R 

13. Exercise vigorously for 20-30 minutes at least 3 times per week. N s o R 

14. Eat 3 regular meals a day. N s o R 

15. Read articles or books about promoting health. N s 0 R 

16. Am aware of my personal strengths and weaknesses. , N s o R 

17. Work loward long-term goals in my life. N s o R 

18. Praise other people easily for their accomplishments. N 5 o R 

19. Read labels to identify the nutrients in packaged lood. N s o R 

20. Question my physician or seek a second opinion when 1 do not agree with 
recommendations. N s o R 

21. Look forward to the future. N s o R 

22. Participate in supervised exercise programs or activities. N s o R 

23. Am aware of what is important to me in lile. N s o R 
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cc U) > m 

to HI 
3 
= z Ul 

t 

5 111 
z 
i n 

z VI o ce 

24. Enjoy touching and being touched by people close to me. N S o R 

25. Maintain meaningful and fulfilling interpersonal relationships. N S o R 

26. Include roughage/fiber (whole grains, raw fruits, raw vegetables) in my diet. N s 0 R 

27. Practice relaxation or meditation for 15-20 minutes daily. N s 0 R 

28. Discuss my health care concerns with qualified professionals. N s 0 R 

29. Respect my own accomplishments. N s 0 R 

30. Check my pulse rate when exercising. N s 0 R 

31. Spend time with close friends. N s 0 R 

32. Have my blood pressure checked and know what it is. ' N s 0 R 

33. Attend educational programs on improving the environment in which we live. N s o R 

34. Find each day interesting and challenging. N s 0 R 

35. Plan or select meals to include the "basic four" food groups each day. N s o R 

36. Consciously relax muscles before sleep. N s o R 

37. Find my living environment pleasant and satisfying. N s o R 

36. Engage in recreational physical activities (such as walking, swimming, soccer, 
bicycling). N s o R 

39. Find it easy to express concern, love and warmth to olhers. N s o R 

40. Concentrate on pleasant thoughts at bedtime. N s 0 R 

41. Find constructive ways to express my feelings. N s 0 R 

42. Seek inlormation from health professionals about how to take good care of 
myseil. N s o R 

43. Observe my body at least monthly for physical changes/danger signs. N s o R 

44. Am realistic about the goals that I set. N s o R 

45. Use specific methods to control my stress. N s o R 

46. Attend educational programs on personal health care. N s o R 

47. Touch and am touched by people I care about. N s o R 

48. Believe that my life has purpose. N s 0 R 

• S. Walker, K. Sachrist. N. Pender. 1995. Reproduction wimout author's express written consent is not permitted. Permission to 
use this scale may be obtained from: Health Promotion Research Program,Schoolol Nursing, Northern IllinoisUnivefsily.OeKalb. 
tirinoiS 60115. 



APPENDIX F 

DEMOGRAPHIC AND SOCIAL SURVEY 

10 i 
Date: 

Demographic and Social Survey Schedule 

Directions: The following questions seek information about 
you and your family. Please answer each question by writing 
your answer on the line after the question or marking an "X" 
next to the answer which best describes you or your family. 
Any time the word "other" is selected, please write In your 
answer. 

1. Your age: 

2. Number of your children living with you: _____ 

3. Ages of children living with you: , , , 

* » * ... t - • * > • 

4. Marital status: divorced , separated , 

widowed , never married _____ 

5. Ethnic group: Hispanic , Native American , 

White , Black , Oriental , Other 

6. Length of time that you have considered yourself to be a 

single parent . 

7. What is your primary occupation? 
(select only one) 

Clerical/Sales Business Owner/Manager 

Student Artisan 

Professional Skilled/Technical 

Homemaker Unskilled 

Please go on to  the next  page.  



Are you currently (select only one) 

working full time unemployed 

working part-time disabled 

retired other (please 
specify) 

Highest level of education completed (select only one) 

Some grade school 

Completed grade school 

Some high school 

High school graduate 

Vocational/Technical school graduate 

Some college 

College graduate 

Some graduate school 

• Masters degree 

Doctorate 

None 

State of your health In general 

excellent good fair poor 

tn comparison to others your age, would you say your 
health 1s: 

much somewhat about the somewhat much 
better better same worse worse 

Please go on to  the next  page.  
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12. Since becoming a single mother, would you say your 
your health is: 

much somewhat about the somewhat much 
better better same worse worse 

13. As a single mother, how would you rate your overall 
determination to perform behaviors that you consider to 
be healthy despite hardships that you have? 

very somewhat somewhat very 
strong strong fair weak weak 

14. As a single mother, how would you rate your overall 
endurance to perform behaviors that you consider to be 
healthy despite hardships that you have? 

very somewhat somewhat very 
strong strong fair weak weak 

Thank you very much for 
answering these questions. 
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