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ABSTRACT 

Background 

Military family separations have increased significantly in the past decade and 

military readiness has never been so critical. This can have an impact on the adjustment 

of military spouses. There have been many interventions to promote the well-being of 

military spouses, but little, if any, has been documented on the engagement of healthy 

lifestyle behaviors as a tool for adjustment.   

Objectives 

The overall aim of this study is twofold: the first aim is to explore the healthy 

lifestyle behaviors of military spouses of service members stationed at Fort Hood, Texas. 

The second aim is to investigate whether healthy lifestyle behaviors, deployment factors, 

and demographic factors are associated with and predict adjustment in these military 

spouses.  

Methods 

After approval by appropriate channels, study surveys were distributed to military 

spouses at Fort Hood, Texas. The following instruments were used for data collection: 

demographic questionnaires including deployment questions, the Healthy Lifestyle 

Profile II, the Psychological General Well-Being Index, and the Depression, Anxiety, and 

Stress Scale. Analysis was conducted using SPSS 18.0 for Mac. 

Results 

A convenience sample of 158 military spouses who met study criteria completed 

the study survey. Results of the study indicate that most health-promoting behaviors 

correlate significantly with adjustment while spiritual growth, health responsibility and 
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stress management predict adjustment. Unfortunately, only a small percentage of military 

spouses were actively engaged in health-promoting behaviors. Several demographic and 

deployment variables also correlate highly with adjustment, but after a multiple 

regression analysis and a multiple analysis of variance, none of these variables were 

found to predict adjustment.  

Conclusion 

The employment of healthy lifestyle behaviors as a coping strategy was found to 

predict adjustment in military spouses. Therefore, new efforts are needed to promote 

opportunities for military spouses to engage more frequently in healthy lifestyle 

behaviors.  
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CHAPTER 1.  INTRODUCTION 

Background 

The September 11th attacks in Washington D.C. and New York City, the 

continued world war against terrorism, and even the disasters brought about by Mother 

Nature, such as the 2010 earthquakes in Chili and Haiti have resulted in a summon for the 

U.S. military back into the forefront. Consequently, military family separations have 

increased significantly in the past decade due to such combat mission assignments, 

hazardous training rotations, humanitarian missions and other deployments in various 

places worldwide. Additionally, the downsizing of military forces has lead to a call upon 

the forces to fulfill such missions with fewer human resources, creating a situation of 

increasing readiness for deployment and ultimately separation of military personnel from 

their family.  

Geographical separations resulting from deployment are part of the military life 

and may have an adverse effect on marital relations, children, family unit stabilization, 

and mental health of the spouse and children left behind (Wexler & McGrath, 1991; Zeff, 

et al., 1997). The service member may be called upon at any time to deploy for an 

extended period of time to serve the nation’s defense mission. Deployments are 

considered the most stressful event the typical military family will endure (Knox & Price, 

1995). The effects of military-induced separation on the spouse and children have been 

well documented (Kelley, 1994; Wexler & McGrath, 1991; Zeff et al., 1997). Spouses 

were reported to have experienced emotional symptoms of anxiety and loneliness and 
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physiological symptoms of headaches, insomnia, tenseness, and inability to focus 

(Wexler & McGrath, 1991). Others have found that spouses experienced symptoms of 

depression, lowered self-esteem, and hopelessness prior to and during a deployment with 

symptoms lessening during post-deployment (Kelley, 1994). Researchers have found that 

military-induced separation can have an undesirable effect on children as well. Children 

exhibited internalized behaviors, such as fear and inhibition and externalized behaviors, 

such as aggression and antisocial acts during pre- and post-deployments (Kelley, 1994). 

Common diagnoses for many of the children were depression, attention 

deficit/hyperactivity disorder, and oppositional defiant disorder (Kelley, 1994). Studies 

examining the impact that deployment-induced separation has on the service member, the 

spouse, and children while the service member is deployed are found in the literature 

review in the following chapter. These brief descriptions of the effect of military 

separations give clear indications that the military family experience physiological and 

psychological consequences. It is apparent then, that being deployed and being on a 

continuum of readiness for deployment can have an impact on the adjustment of military 

spouses.  

To address the psychological outcomes, traditional means such as the use of 

support from families, friends, the military unit and social services, the use of online 

resources, and seeking medical care have all been mentioned. Little, if any at all, has 

been documented on addressing psychological outcomes by use of non-traditional means, 

particularly the adoption of healthy lifestyle behaviors.  

The concept of lifestyle is centered around the idea that people typically display a 

familiar pattern of behavior in their daily lives as in regular work routines, leisure time, 
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and social life (Lyons & Langille, 2000). There is no single clear definition of what a 

'healthy lifestyle" actually is. In the health arena, early definitions of a healthy lifestyle 

emphasized good nutrition, engagement in exercise, smoking avoidance, and alcohol 

avoidance (Philipp et al., 1988). Pender (1987) contends that health-protection and health 

promotion behaviors make up a healthy lifestyle. A healthy lifestyle is generally 

characterized as a “balanced life” in which one makes “sensible choices”. The term 

developed over time from the thought that people’s daily routine can be considered as 

healthy or unhealthy (Lyons & Langille, 2000).   More recent definitions of lifestyle have 

begun to consider the influence of social, economic, and environmental factors on 

lifestyle (Lyons & Langille, 2000).  What the various definitions share is an element of 

choice and conscious action or behavior to prevent disease and enhance health and well-

being (Cockerham, 1997). Perhaps some of the psychological consequences can be 

minimized or alleviated using healthy lifestyle behaviors, ultimately enhancing the 

adjustment of military spouses.  

Research efforts have focused on multiple factors in an attempt to understand 

military families’ adjustment to military life and the stress associated with it including 

deployment  (Orthner, 2002a, 2002b; Orthner & Rose, 2005, Spera, 2009). Deployment 

factors could play a major role in the adoption of healthy lifestyle behaviors and 

adjustment. Although deployment factors could be defined by numerous deployment-

related variables, this study will focus on the length of deployment, deployment location, 

frequency of deployments, number of deployments experienced by the military spouse, 

when the service member returned from their last deployment and the next anticipated 

deployment, as applicable. 
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Problem Statement 

 Health-promoting behaviors and psychological well-being of individuals are 

important determinants of health status. Deteriorating health status is said to be attributed 

to unhealthy lifestyles (Terris, 1992).  Deployment of a military member and the 

continued readiness for a deployment are significant stressors that can cause poor health 

practices, thus decreasing psychological well-being and possibly increasing depression 

and anxiety (Hoge et al., 2006). Military spouses of deployed service members are at risk 

for such issues. 

Study Aims 

The overall aims of this study are to 1) explore the healthy lifestyle behaviors of 

military spouses and 2) investigate whether healthy lifestyle behaviors, deployment 

factors, and demographic variables are associated with and predict adjustment in military 

spouses. Specific aims of this study are to a) obtain a clear view of what specific and 

overall healthy lifestyle behaviors military spouses at Fort Hood, Texas engage in; b) 

assess whether any of the variables – healthy lifestyle behaviors, deployment factors, and 

demographic variables - correlate with self-reports of adjustment; and c) analyze the 

predictability of any significant variable findings on adjustment using appropriate 

statistical methods.  

Significance of the Study/Nursing Implications 

Today’s military spouses are on a constant continuum of readiness for the 

deployment of their loved ones. This experience can be viewed as a marker for 

identifying individuals experiencing a stressful situation. If not properly addressed, these 
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stressful situations can lead to depression and anxiety. According to Healthy People 

2020, “approximately 20 percent of the U.S. population is affected by mental illness 

during a given year.” Furthermore, a person with a mental health disorder such as 

depression often is unable to fulfill the daily responsibilities of being a spouse, partner, or 

parent. (U.S. Department of Health and Human Services (USDHHS), 2010). The 

monetary cost associated with psychological illnesses is high. Depression alone may 

result in 10 million potential sick days, $30 billion a year in lost work productivity and an 

annual cost of care estimated at $26 million (National Committee for Quality Assurance, 

2004), but the cost in personal suffering cannot be estimated. Increased levels of 

depression and anxiety can result in poor health practices consequently altering the 

adjustment to a stressful life event. Without proper coping mechanisms, the military 

spouse is set up for failure. Depression and anxiety are often treated with medication, 

counseling or a combination of both, but rarely is the adoption of a healthy lifestyle 

prescribed as an adjunct to traditional medical therapy.  

Nurses are at an optimal position for identifying those spouses under stress and as 

advocates for promoting healthy lifestyle behaviors. This is especially important at a time 

when military family separations continue to increase due to combat mission 

assignments, hazardous training rotations, humanitarian missions and other deployments. 

This investigation may give nursing leaders caring for military families an opportunity to 

develop better strategies to promote healthy lifestyles and advocate for more inclusive 

support from the military and the community to enhance the adjustment of military 

spouses. 
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CHAPTER 2.  REVIEW OF THE LITERATURE 

The Impact of a Military Deployment 

Everyone in the military – or married to someone in the military – knows about 

deployments. The unique nature of military life requires the service member to deploy to 

various locations globally, often geographically separated from immediate family. This 

separation can lead to a stressful, lonely, and anxiety-provoking experience for all parties. 

A deployment can be divided into phases. Waldrep et al. (n.d.) and Pincus, et al. (2001) 

describe these phases, each characterized by a time frame and emotional challenges, as 

follows: 

1. Pre-deployment is the phase from the time the service member is notified of the 

deployment to the actual departure. Families often go from denial of the 

deployment to preparation and anticipation of the event.  

2. Deployment is the phase from the time the service member leaves through the first 

month of deployment. Families often experience a great amount of emotional 

strain as they tried to rebalance their roles without the service member.  

3. Sustainment is the phase from the first month post deployment to one month prior 

to return. In most families it is characterized by the re-establishment of a new 

routine resuming business as usual using available resources within or outside of 

the family.  

4. Re-deployment is the phase from one-month prior to return to the actual return of 

the service member home. This phase is characterized by anticipation along with 

other conflicting emotions such as nervousness along with excitement. 
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5. Post-deployment is the phase that begins with the return of the service member 

and ends when the family reestablishes equilibrium. This phase may take up to 

several months. This reunion period may be full of mixed emotions such as 

excitement and elation, but it can also be a frustrating period as everyone attempts 

to reestablish their prior roles. Sometimes the independence gained during the 

deployment on the side of either the service member or family can make this 

phase a bit more challenging.   

A survey done by the National Military Family Association (NMFA) in 2004 

indicated that 29% of participants felt that the point at which the family felt the greatest 

stress was during the middle of the deployment; while 25% felt the point of greatest 

stress was in the beginning of the deployment (n=1,592) (Jumper et al., 2005). Some 

family members felt that ''when entering a second or third deployment, they carry the 

unresolved anxieties and expectations from the last deployment(s)" (Jumper et al., 2005). 

Although only 8% of the above participants felt the least stress was at the end of 

deployment, it is noted that the post-deployment phase tends to pose additional 

challenges to military families, such as family adjustment to injuries and conditions 

sustained during the deployment (Goff et al., 2007), as well as domestic violence and 

child maltreatment by the service member (Rentz, et al., 2007). 

Impact on service members 

It is important to understand what service members face during deployment as it 

may influence the experience of family members, both during the deployment and after 

the return home. Previous research has documented the impact of deployment on service 

members and found an abundance of psychological and physiological issues (Kelley, 
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1994; Wexler & McGrath, 1991; Wood & Scarville, 1995). By and large, these findings 

focused on deployments during peacekeeping periods. However, with the onset of the 

Global War on Terrorism, more studies have documented the effects of deployment with 

alarming rates of increased mental health problems (Grieger et al., 2006; Hoge et al., 

2004; Hoge et al., 2006; Kang & Hyams, 2005; McNulty, 2003; Milliken et al., 2007) as 

well as physical injuries (Hoge et al., 2006, Vasterling et al., 2006).   

Many wartime deployment studies were carried out during Operation Desert 

Storm (ODS), a war that was relatively short with fewer casualties in comparison to the 

current war in Iraq and Afghanistan (Cable News Network, 2001; Defenselink Casualty 

Report, 2009). Up to only a few years ago, there were no studies investigating the impact 

of a wartime deployment on service members and their health care needs. McNulty 

(2005) examined the perceived stressors and health care needs of active duty Navy 

personnel during the pre-deployment (n=474), mid-deployment (n=445), and post-

deployment (n=276) phases of a military deployment to a combat zone. The study 

showed alarming statistics in suicidal ideation/attempts (2.4%, 4.7%, and 3% 

respectively) and anger/abuse concerns (2.8%, 4.4%, and 3.4% respectively) during the 

three phases of deployment. When examining predictors for high stress/anxiety, McNulty 

found that those at increased risk were service members who are younger, with little 

military experience, newly married, and those who did not complete high school, while 

service members were at highest risk when in the mid-deployment phase.   

A number of recent deployment studies focus on the deployment effects on 

service members returning from deployment to Iraq and Afghanistan (Grieger et al., 

2006; Hoge et al., 2004; Hoge et al., 2006; Hosek et al., 2006; Miliken et al., 2007). Hoge 
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et al. (2004, 2006) provided empirical data on the combat experiences of troops serving 

in Iraq and Operation Iraqi Freedom/Operation Enduring Freedom (OIF/OEF) and their 

associated mental health concerns. (Grieger et al., 2006; Hoge et al., 2004; Hoge, et al., 

2006). Additionally, Hosek et al. (2006) acknowledged the psychological stressors 

related to combat exposure and length of deployment and reported 11% to 18% of service 

members exposed to combat suffered symptoms of increased stress and mental disorders 

compared to only about 9% of those with no exposure to combat. This supports previous 

research by Adler & Castro (2001) that showed posttraumatic stress disorder (PTSD) 

symptoms are more prevalent among service members deployed for more than four 

months. Researchers have also noted an increase in family violence (Newby et al., 2005) 

with the service member’s return while the service member may experience an increased 

use of alcohol (Milliken et al., 2007). Goff et al. (2007) reported data from 45 male Army 

soldiers who recently returned from a military deployment to Iraq or Afghanistan and 

their female spouses/partners.  Increased trauma symptoms, particularly sleep problems,  

dissociation, and severe sexual problems in the soldiers significantly predicted lower 

marital/relationship satisfaction for both soldiers and their female partners. The results 

suggest that individual trauma symptoms negatively impact relationship satisfaction in 

military couples in which the husband has been exposed to war trauma.  

Impact on military spouses 

An increasing number of studies on the impact of deployment have shifted to 

include families of the deployed (Chartrand, 2008; Dimiceli et al., 2010; Eaton et al., 

2008; Mansfield, 2010). Studies on the impact of deployment on spouses are available 

but are relatively few in number. Several studies done in the 1960’s were found in the 
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psychiatric literature and looked at the psychiatric conditions in military wives triggered 

or provoked by military-induced separation (Dickerson & Arthur, 1965; Greenberg, 

1966; MacIntosh, 1968). More recent studies have referenced MacIntosh’s (1968) 

investigation on the psychiatric disturbances of military wives experiencing a 

deployment. When compared to wives whose husbands were not deployed (n=113), he 

found that a significant number of wives whose husbands were deployed (n=63) were 

referred for psychiatric help for symptoms related directly to the separation.  

In a more recent study of 940 military spouses, Eaton et al. (2008) found that 

approximately 20% (182) reported stress and emotional problems to be significantly 

affecting their lives, thereby meeting screening criteria for either major depression or 

generalized anxiety disorders; nearly 8% (74) screened positive for major depression or 

generalized anxiety disorder, a rate comparable to soldiers screening positive for mental 

health problems upon return from combat.  Warner et al. (2009) further added to the 

psychological effects of deployments with findings of 43.7% of military spouses (n=129) 

meeting criteria for depression (Patient Health Questionnaire 9 (PHQ-9) score ≥ 10) with 

another nearly 25% meeting criteria for mild depressive symptoms (PHQ-9 score 5-9). 

Additionally, the study by Burton et al. (2009) found that spouses of deployed service 

members experienced higher levels of perceived stress and somatization than spouses of 

non-deployed service members. Pregnancy during a deployment has also raised a lot of 

interest. Women with deployed partners who were pregnant and had more than one child 

already at home reported higher stress levels than their peers with non-deployed partners 

(Haas et al., 2005). 
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Traditionally, it has been the husband and father who had been deployed, leaving 

his family behind. However, with the increasing number of women in the military come 

an increasing number of husbands who stay behind during a deployment (Hobson, 2006). 

Since military wives continue to represent the majority of military spouses, most research 

on military spouses has focused exclusively on them despite an increasing number of 

military spouses who are civilian husbands. The Department of Defense (DoD) report 

shows a little over 208,000 women on active duty and approximately 117,000 serving in 

the Reserve and National Guard (2010). The most recent data showed approximately 

41,000 women were deployed to Operation Desert Storm, but there is no current data 

indicating how many married women are deployed presently (Women’s Memorial, 

2010).  

Federal law (and current Army policy) allows only male soldiers to serve in 

combat arms units (Center for Military Readiness, 2006; Hooker, 1989), therefore, there 

may be only a small number of married women deployed compared to men, leaving a 

small number of husbands left to care for the family, tend to household responsibilities, 

and perform other tasks that he and his military wife shared. It has been noted that the 

experience of men during an extended deployment of their military spouse has not been 

studied extensively. Researchers have assumed that men experience symptoms of anxiety 

and depression during deployment of their spouse (Drummet et al., 2003; Ryan-Wenger, 

2001). Noting that there has been little research addressing this population, Hobson 

(2006) used a phenomenological method of inquiry to interview five men married to 

deployed active duty navy women about their experiences. The author reported that these 

men experience: an increased paternal bond with their child/children, stress associated 
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with adjusting to the role of sole caregiver, and a need to have structure and routine to 

meet the demands of being a single parent. 

Impact on children 

 The effect of deployment on children has been an important area of research in 

the literature. Because about three-fourths of all active-duty families have children at 

home, studies have focused on the impact of deployment and interventions needed for 

families with children (Cozza et al., 2005; Lincoln et al., 2008; Ryan-Wenger, 2001). 

Studies done during Operation Desert Storm noted moderate increases in internalizing 

(e.g. sadness, fearfulness) and externalizing symptoms (e.g. aggressiveness and 

disobedience) in children whose parents were deployed to combat zones when compared 

to children with non-deployed parents (Jensen, et al., 1989; Pittman, 2004). These 

children have displayed symptoms of depression, have become verbally and physically 

aggressive, and become more impetuous (Jensen et al., 1996; Kelley, 1994). Boys and 

pre-school aged children appeared to be at higher risk for deployment effects while girls 

showed an increase in sadness (Jensen et al., 1996; Rosen et al., 1993). Kelly (1994) 

further found that families of those deployed to combat zones demonstrated less 

cohesiveness than the control families of service members who were deployed to non-

combat zones. A more recent study by Chartrand et al. (2008) looked at the effect of 

wartime military deployments on the behavior of families with younger children. After 

controlling for a number of variables, the researchers report that younger children with a 

deployed parent had significantly higher externalizing symptoms compared with other 

children of the same age without a deployed parent. Additionally, parents with children 
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aged 3 years or older and a deployed spouse had significantly higher depression scores 

than those without a deployed spouse. 

Among the substantial effects parental deployment has on the family are 

ambiguity and uncertainty. According to Huebner et al. (2007) youth in military families 

are especially affected by deployment of a parent because their coping skills are not fully 

developed; the demands of dealing with deployment are added to normal developmental 

demands in adolescence. Using focus groups to inquire about uncertainty, loss, resilience, 

and adjustment among 107 teenage children with a deployed parent, Huebner et al. 

(2007) found that these adolescents experience emotional and behavioral difficulties 

related to the deployment, including behavioral acting out and signs and symptoms of 

depression and anxiety. Perceptions of uncertainty and loss, relationship conflict, and 

changes in mental health were emerging themes in this study.  

Davis and Treiber (2007) compared the impact of the 2003 Operation Iraqi 

Freedom on heart rate (HR) and blood pressure (BP) and self-reported stress levels 

among adolescents. A total of 121 adolescents (mean age=15.81.1 years) were evaluated 

for HR and BP at the beginning and at the end of a major conflict in Operation Iraqi 

Freedom and completed questionnaires evaluating the psychological impact of the war. 

The military deployed youths exhibited significantly higher HR than other groups at both 

evaluations (both p<0.04).  

There is a growing interest in the area of child maltreatment related to a 

deployment. Recent studies suggest that military families who experience frequent or 

extended deployments are at risk for child maltreatment (Gibbs et al., 2007; Rentz, et al. 

2007). Gibbs et al. (2007) reported that in 1771 families of enlisted US Army soldiers 
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who experienced at least one combat deployment over a three year period (2001 through 

2004); the overall rate of child maltreatment was higher during the times when the 

military parents were deployed than when they were not deployed. When looking at 

specific forms of child maltreatment - neglect, physical abuse, emotional abuse, and 

sexual abuse - neglect was the most commonly reported with rates being nearly twice as 

great during deployment than during non-deployment (RR, 1.95). These results support 

trends identified by McCarroll et al. (2008) who reported that the rates of child neglect in 

US Army families increased sharply between 2001 and 2004 resulting in a reverse 

downward trend from the previous decade. Following neglect was sexual abuse (RR, 

1.07), physical abuse (RR, 0.76), and emotional abuse (RR, 0.31) (Gibbs et al., 2007). 

Results were similar in the study by Rentz et al. (2007) when examining the impact of 

operational deployments on the occurrence of child maltreatment in military versus 

nonmilitary families. Couples who were newly married and those with young children 

were at most risk for child neglect reports (Gibbs et al., 2007).  

In summary, deployments are part of the military life and may have an adverse 

effect on both the service member and his family. The effects of deployments on the 

service member have been well documented with a focus on both physical and mental 

health. Research on the military family continues to grow as researchers expand their 

knowledge and interest in the physiological and psychological effects resulting from 

ongoing deployments. 
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Reservists 

There appears to be more research on deployment effects for active military 

members than on the National Guard and Reserves. Perhaps this is because up until 

OIF/OEF, many reservists and their families did not experience frequent or lengthy 

deployments. Although their lack of experience make them more vulnerable to the stress 

of deployment separation, families of reservists cope similarly to families of active duty 

members with safety, household responsibilities, and finances being reported as areas of 

greatest concern (Guha, 2005). Active duty and reserve families also experience 

ambiguity with deployments, which is often centered on the safety of the military 

member, the length deployment, and the roles within the family. Faber et al. (2008) 

investigated reserve military families and their experience with boundary ambiguity 

during a deployment. The authors cited Boss and Greenberg’s (1984) definition of 

boundary ambiguity as “a state in which family members are uncertain in their perception 

about who is in or out of the family and who is performing what roles and tasks within 

the family system” (p. 536). A sample of 34 reservists, spouses, and parents was 

interviewed seven times within the first year of the service member's return from Iraq. 

The researchers found that during deployment all family members experienced boundary 

ambiguity. After the reservists returned, the highest levels of boundary ambiguity were 

experienced by couples as well as those who had experienced additional life events or 

losses (i.e. soldier-to-civilian transition, change in civilian work environment). However, 

this boundary ambiguity frittered away over time, as families leaned toward stability once 

the reservists returned to work and routine was reestablished.   
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Reunion 

As joyful as the reunion of the service member and his family can be, it can also 

be stressful as the service member reintegrates into the family (McNulty, 2008). 

Symptoms of stress are particularly prevalent not only immediately prior or during a 

deployment but also upon return, when many spouses find it hard to realign their roles 

and give up the responsibilities they had during the deployment. Through good family 

resiliency families can learn to overcome such stressors (McCubbin et al., 2000; 

McNulty, 2008). Research shows that anger, resentment, marital conflict, and behavioral 

problems among children may accompany the reunion (Vormbrock, 1993). During the 

reunion the family attempts to reintegrate the deployed member back into the family 

system by redefining the tasks and responsibilities established during the separation 

(Waldrep et al., n.d.). Being unprepared to deal with the strains that come with reunion 

and having unrealistic expectations about it can cause family members to end up dealing 

with emotional distress (Wood et al., 1995). Family members have had to accommodate 

to the change in the service member’s mental and/or physical health.  As mentioned 

earlier, service members may have physical and mental health issues as a result of the 

deployment, which family members may have to endure upon the reunion. Spouses, for 

example, may find that the service member has become more dependent on them as the 

service member attempts to recover from injury. This could mean assisting the service 

member to get around the home or assisting the service member with activities of daily 

living.  Spouses and children may also have to deal with the service member who may 

have developed depression, anxiety, PTSD, or other mental health problems (Hoge et al., 

2004; Hoge et al., 2006). This can place an additional burden on spouses who have 
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already taken sole responsibility over the home and family and on the child or children 

who have had to make several adjustments during the deployment. 

Family Support to Assist with the Impact of Deployment 

 The Gulf War heightened military awareness to the dissatisfaction of military 

families during a deployment (Drummet et al., 2005). Improving communication between 

service members and their families (e.g., phone calls, e-mail, correspondence) was a high 

priority. As a result, policies, programs, and interventions to address family concerns and 

deployment stressors were initiated (Drummet et al., 2005).  The focus was on improving 

communication between service members and their families to ease distress and resolve 

crises prior to deployment, during deployment, and reunification. Examples include 

incorporating families and communities into the planning phase of a deployment or return 

from deployment, providing easy access for families to obtain behavioral health services, 

and educating families on resources and benefits (Doyle & Peterson, 2005). 

Unfortunately, however, post-Gulf War government cutbacks and military base 

realignment and closures are exhausting financially supported services aimed at assisting 

military families (Drummet et al., 2005). With the onset of the war in Iraq however, the 

importance of family support has resurfaced.  Many military-sponsored family support 

services have been revamped to meet the needs of families and some programs have been 

manned by volunteers and supported through donations by both the military and local 

community. 

The Army continues to provide Family Readiness Group (FRG) support through 

its units to assist the soldier’s family members, including during times of deployments. 
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Jumper et al. (2005) reports that at least half of the military dependents surveyed could 

benefit from deployment-related counseling services yet less than half reported the level 

of support as being reliable and nearly 20% of participants reported that there were no 

support programs for them to use. Just prior to OIF/OEF, results from a 2001 Army 

survey (Orthner, 2002b) indicated that less than half of the participants in programs for 

families sponsored by the Army rated such programs as helpful or beneficial. Gathering 

information and attending a family support group provided some relief for families of 

reservists (Faber et al., 2008), but services for these families are less accessible (Orthner, 

2002b). FRGs may not be particularly helpful to Reserve and National Guard units since 

FRG leaders may not have adequate training, resources, or support from command 

(MacDermid, 2006). The Survey of Army Families (SAF) IV report indicated that only 

half of the spouses surveyed said that they are aware of the FRG in the soldier’s unit 

(Orthner, 2002a). Schumm et al. (2000) suggested that support groups be given notice of 

deployments as soon as possible to capture the attention of spouses. Participation in these 

groups is higher during deployment and spouses of officers are more likely to participate 

in these support groups than spouses of enlisted (Schumm et al., 2000). 

Adjustment 

For the military spouse, dealing with life in the military often requires some 

degree of adjustment. Adjustment derives from its base word ‘adjust’. The origin of the 

word ‘adjust’ is from Old French ajoster, meaning ‘to approximate’, from Latin juxta 

meaning ‘near’ (Compact Oxford English Dictionary, 2005). There are three definitions 

provided: 1) alter slightly so as to achieve a desired result, 2) become used to a new 
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situation and 3) assess (loss or damages) when settling an insurance claim. All three 

definitions have been utilized in a variety of context in the health literature.  

 Adjustment is often associated with the discipline of psychology; however, the 

term was originally meant to help define adaptation, which refers to the simplicity and 

success with which an organism responds to physical changes in the environment such as 

alterations in temperature (Corsini, 1999). Psychology attempted to carry on this meaning 

and expand on it, intending it to indicate a response to sociological and emotional realms. 

In the Dictionary of Psychology (Corsini, 1999) adjustment is defined as the 

“modification of attitudes and behavior to meet the demands of life effectively, such as 

carrying on constructive interpersonal relations, dealing with stressful or problematic 

situations, handling responsibilities, fulfilling personal needs and aims…” (p. 20).   In 

their theoretical model to be discussed later, Lazarus and Folkman (1984) addressed 

adjustment in terms of outcomes of coping – emotional well-being, functional status, and 

health behaviors.  

What is known about adjustment is that it assumes an individual psychosocial 

factor and an environmental factor, operating in a specific frame of reference. In the 

literature, adjustment is not used in a consistent sense, but rather changes with the 

specific topic being studied. Adjustment is assessed at a given point in time with a 

specific purpose in mind. Adjustment tends to be defined differently from one situation to 

another. Just as it has been defined in different ways, measurement of adjustment has also 

varied. Adjustment is sometimes viewed as a goal or a personal achievement. It also 

involves dealing with obstacles as they occur so that it is also seen as an ongoing process. 

These two views of adjustment, an ongoing process and end or achievement, are 
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interconnected, so that adjustment may be examined from both perspectives.  

Adjustment has been used abundantly throughout the nursing literature. However, 

a review of the literature reveals that the most common use of the concept focuses 

predominantly on either an adjustment following a change in health status or an 

adjustment to a new environment. Even in the nursing literature there is no evidence of a 

clear and concise definition of adjustment.  

Adjustment during deployment 

During a military deployment, the stay-behind spouse becomes independent and 

makes most decisions usually made by the deployed service member (Faber et al., 2008). 

Those left behind learn new skills and take on new responsibilities and establish new 

routines as the deployment progresses. Researchers have looked at a number of variables 

that can affect how families adjust to a deployment. How well a family adjusts to the 

military deployment experience involves a combination of these variables. The 

consequent health effects spouses experience during a deployment have been 

documented. Symptoms include fatigue, irritability, insomnia, lack of concentration, and 

impaired memory (Quinault, 1992).  Such health consequences may result from poor 

adjustment to the deployment experience. 

According to the Survey of Army Families Survey Reports IV and V, spouses are 

confident that they can manage short-term separations of three months or less, but 

becomes more difficult to manage as the length of deployment increases (Orthner, 2002; 

Orthner & Rose, 2005). Beyond that time frame, they expect to experience increased 

difficulties. Only 43% of spouses surveyed report that they can cope positively with a 

separation time of seven to twelve months while only 24% of spouses report they can 
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cope well with separations of an unknown length of time. Spouses of junior enlisted 

personnel and warrant officers experience separations from their spouses more frequently 

than spouses from other rank groups. Spouses who have assets (e.g. support from Army 

agencies, family support, financial stability) for resources during times of deployment 

and support are most likely to adjust well to separations (Orthner, 2002b; Orthner & 

Rose, 2005). 

Other researchers have found that spouses’ ability to cope with a deployment is 

related to how much advance notice they are given prior to the deployment, with having 

more advance notice for deployment being associated with higher levels of coping 

(Spera, 2009). Spouses’ ability to cope was also investigated in terms of the length of 

deployment with reports of longer deployments associated with higher levels of difficulty 

for spouses’ to cope (Orthner & Rose, 2005). Other factors found by researchers to be 

related to spouses’ ability to cope with deployment include uncertainty about the length 

of the deployment (Spera, 2009), changes in the date the service member is to return 

home (Hosek, 2006), and the safety conditions while deployed (Segal & Segal, 1993). 

Researchers have also found that spouses of junior enlisted personnel are more at risk and 

less able to cope effectively than those spouses of higher-ranking personnel (Booth et al., 

2007; Spera, 2009).  

Spouses who adjust most effectively during a deployment are those who receive 

community and social support (Weins & Boss, 2006), use active coping styles (Jensen & 

Shaw, 1996), assume flexible gender roles (Kelley et al., 1994), agree with the military 

life style, are positive and self-sufficient (Patterson & McCubbin, 1984), and those who 

apply meaning to the deployment (Hammer et al., 2006). On the other hand, those 
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families at risk for difficulty with adjustment include those who possess unyielding 

coping styles, have family discord prior to the deployment; are a young family - 

especially if the family is experiencing a first time military separation, have young 

children, have recently moved to a new duty station; are a family of a lower pay grade, 

and those who are families of National Guard and Reserve members (Blount et al., 1992; 

Frankel et al., 1992; Jumper et al., 2005; Norwood, et al., 1996; Segal & Harris, 1993; 

Stafford & Grady, 2003; Weins & Boss, 2006; Wexler & McGrath, 1991). Other families 

at risk for adjustment difficulties are those with a disabled family member (Fallon & 

Russo, 2003) or where there is a pregnancy (Haas et al., 2005). 

 Steelfisher et al. (2008) looked at problems pertaining to the health and well-

being of Army spouses during deployment, comparing those who experienced extensions 

of their spouse’s deployments with those whose spouses returned home on time or early. 

Data from a 2004 survey was used of 798 spouses of active duty personnel. Controlling 

for demographic and deployment variables, spouses who experienced extensions did 

worse on several measures including psychological well-being, household demands, and 

some employment-related issues. Spouses who experienced extensions were more likely 

to perceive the Army negatively during deployment. These findings suggest deployment 

extensions may be exponentially problematic for Army spouses. 

 Using data from 34,381 Air Force active-duty members, Spera (2009) examined 

active duty members’ perceptions of their spouse’s or significant other’s ability to adjust 

to demands of being an Air Force family and to cope with a deployment of unknown 

length. The author found that protective factors (relationship quality with the unit, 

leadership effectiveness, and social support from the community) were positively and 
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significantly related to the service members’ perception of their spouse’s ability to adjust 

to Air Force family demands. Active duty members’ perception of their spouse’s ability 

to cope with deployment of unknown length varied significantly by rank and time 

married with 35% of junior enlisted and 30% of members married less than three years 

indicating their spouse would have a serious problem coping. Although this study is from 

the perspective of the active duty member, the results closely resemble the perspective of 

the stay-behind spouses’ adjustment to a deployment found in other studies.  

Adjustment during non-deployment 

The adjustment process does not end while the service member is away. The 

return of the service member home requires additional adjustment (Doyle & Peterson, 

2005).  If the service member has been deployed for a long time, it is easy for the family 

to remember only the good things and set high expectations for his or her return. 

Realistically, however, reunions bring an adjustment of roles for everyone once again as 

the family gets reacquainted. It is not uncommon for communication between the service 

member and his family to be strained at first (Doyle & Peterson, 2005). Separation and 

time can change everyone. While change can be good, it always takes some time to adjust 

to change. Families with children may realize that the children have grown and changed 

both emotionally and physically and may experience a variety of feelings and reactions 

both before and after their parent returns (Chartrand et al., 2008). They may become 

firmly attached to the returning parent, wanting their full, undivided attention. Even 

service members need to adjust. Roles and responsibilities in the household have 

undergone a big change and family dynamics are different. The role reversal of changing 

back to pre-deployment responsibilities can impact strongly on the family relationship 
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(Pincus et al., 2001). It may take several weeks, maybe months to re-establish the new 

roles and responsibilities. These experiences may be extremely stressful and can lead to 

clinical problems that must be addressed by the health care system in order to enhance 

adjustment. 

The operational definition of adjustment for this study will be that military 

spouses have no distress or a positive well-being as evidenced by a high score (high score 

range is 78-110) on the Psychological General Well-Being Index (PGWBI) and are at a 

normal range for severity levels of depression, anxiety, and stress as evidenced by low 

scores on the DASS scales  (low score range for the 21-item version is 0-18 for 

depression, 0-14 for anxiety, 0-28 for stress). This definition will reflect the individual’s 

success in adjusting to the stressors associated with the deployment status of their spouse 

at the time of data collection. 

Deployment Factors  

There are a number of deployment factors that may influence coping and 

ultimately the adjustment of the military spouse. Jumper et al. (2005) reports that spouses 

expect service members to be deployed but become increasingly dissatisfied with military 

life as the length and frequency increases. Additionally, the location of the deployment 

can also have an impact since some deployments are located within hostile environments.  

The unit the service member is assigned to can also influence coping and adjustment 

since some units tend to be more active than others in supporting family members.  
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Length of deployment 

The 2005 Survey of Army Families data indicate that the extent to which spouses 

believe they will be able to cope successfully with a deployment varies by how long they 

expect the deployment to last, with longer deployments perceived as more difficult. Army 

deployments for Operations Iraqi Freedom (OIF) and Enduring Freedom (OEF) have 

been longer, usually 12 months, with a great likelihood of an extension. Deployments of 

unspecified duration create the greatest challenge with coping (Orthner & Rose, 2005).  

Place deployed 

Another common stressor for the military spouse is fear for the service member’s 

safety, living arrangements, and health. This is most common for deployments to combat 

zones such as in Iraq or Afghanistan; however, it has also been found as a stressor during 

peacekeeping deployments (Schumm et al., 2000) and in operations where the mission 

changed from humanitarian to war (Schumm et al., 2001). 

Frequency of deployment 

Just as significant as the length of deployment, is the frequency of deployments. 

The negative effects of long deployments on the spouse’s well-being are intensified by 

the increased number of deployments (Orthner & Rose, 2005). Deployment is inevitable 

in the current military culture and it is not uncommon for service members to deploy 

more than once. Frequent deployments are undoubtedly a risk factor in coping and 

adjustment (Orthner & Rose, 2005), however, no studies were found that looked 

specifically at the number of deployments and its impact on the military spouse’s 

adjustment.   
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Non-deployed  

In today’s military, it is not a matter of if the service member will deploy, but 

when they will deploy. After a deployment, reunion issues are often being dealt with and 

sometimes simultaneously with another pre-deployment. Both cycles of the deployment 

require adjustment for the spouse; therefore, it is important to know when the service 

member returned from the last deployment and when the next deployment is anticipated. 

For both first-timers and repeated deployers, the time leading up to a deployment can be 

stressful. This is because upcoming deployments require preparation which calls for the 

service member to spend more time at work when their families at home need their help 

in preparing for the separation (Hosek et al., 2006) 

Healthy Lifestyle Behaviors to Cope and Adjust  

Health-protection and health promotion behaviors make up a healthy lifestyle 

(Pender, 1987). Health protection behavior is related to health risk reduction and 

prevention, whereas health promotion behaviors take on a more active and positive 

approach toward maintaining or increasing one’s level of well-being. The World Health 

Organization’s definition of healthy lifestyle provides a broader understanding of the 

determinants of a healthy lifestyle and contends that effective coping is now widely 

recognized as an important determinant of a healthy lifestyle (WHO, 1998). Coping 

behaviors help people deal with the challenges and stresses of life without recourse to 

risk behaviors. According to the WHO, other elements that constitute a healthy lifestyle 

are lifelong learning, safety and security precautions, social activity, volunteering, 

purpose and meaning, and hope (1998).  
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Coping through healthy lifestyle behaviors may contribute to adjustment and 

well-being before, during, and after a military deployment. The use of problem-focused 

strategies can contribute to positive outcomes, such as positive psychological states and 

lower levels of depression. On the other hand, the use of emotion-focused coping is 

usually related to high levels of distress and negative affect (Lazarus & Folkman, 1984). 

While both strategies are applied in most stressful situations, problem-focused coping is 

seen as more efficient in situations perceived by the individual as changeable or 

controllable, while emotion-focused coping is seen as more efficient in situations that are 

judged difficult to change (Lazarus & Folkman, 1984). This distinction is important 

because in the context of the military culture, the spouse cannot deal with the military by 

changing reality. In this situation, active problem-focused coping can be used, such as 

active attempts to adopt healthy lifestyle behaviors in contrast to inactive coping such as 

denial of the situation (Lazarus & Folkman, 1984). Focusing on healthy habits is an 

effective method of coping and results in an associated reduction in stress through 

increased activities, preoccupation with healthy activities, and a reduction in stress levels 

(Figley, 1993).  

Physical activity  

According to Healthy People 2020, incorporating regular physical activity into 

one’s lifestyle is important for maintaining a healthy body, enhancing psychological well-

being, and preventing premature death (USDHHS, 2010). Although the health impact of 

physical activity such as decreasing the risk of death from heart disease and prevention of 

high blood pressure is well known, regular physical activity can also enhance the 

psychological well-being of individuals and may also reduce the risk of developing 
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depression (Dunn et al., 2001; USDHHS, 2010), another leading health indicator. Scully 

et al. (1998) focused on the relation between physical exercise and psychological states 

such as depression, anxiety, stress, and self esteem. The authors posited that a range of 

exercise plans may be able play a therapeutic role in relation to increasing psychological 

well-being, thus enhancing positive thoughts and feelings. In his review of the literature, 

Fox (1999) illustrates the growing evidence that exercise can be effective in improving 

mental well-being. Mental health is indispensable to personal well-being. Disparities in 

levels of physical activity exist among population groups. The proportion of the 

population reporting no leisure-time physical activity is higher among women than men 

(USDHHS, 2010). This is important to note, since most military spouses are women 

(Women’s Memorial, 2010). 

Health responsibility  

Personal health responsibility or taking charge of one's own health has become an 

increasingly important step in disease prevention as well as illness or disease recovery 

(USDHSS, 2010). The concept of personal responsibility in health care involves active 

participation in one's own health through education and lifestyle changes; and although 

the concept seems quite simple, it's often one that is overlooked. Because of its 

importance to good health and proper allocation of medical resources, it has become a 

part of government initiatives, such as the Healthy People 2020 program, which is 

designed to reduce certain diseases by reducing disparities in health care services among 

people of different economic groups (USDHSS, 2010), and the Roadmap to Medicaid 

Reform (Steinbrook, 2006), which allows states to fund educational and preventive 

programs. A national survey conducted in July 2006 estimated that 53 percent of 
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Americans think it is "fair" to ask people with unhealthy lifestyles to pay higher insurance 

premiums and higher deductibles or copayments for their medical care than people with 

healthy lifestyles; in November 2003, the comparable figure was about 37 percent (Wall 

Street Journal Online, 2006).  

Nutrition  

Well-nourished bodies are better prepared to cope with stress (USDHHS, n.d.). 

Stressors, such as deployments, can sometimes lead to making poor food choices 

(Montain et al., 2010). Unfortunately, these poor food choices can create more stress in 

the long run, as well as other problems. The Dietary Guidelines for Americans 

recommend that individuals aged 2 years and older build a healthy base by choosing a 

healthy assortment of foods, which includes vegetables, fruits, whole grains, fat-free or 

low-fat milk products, fish, poultry, and lean meat (Lichtenstein et al., 2006). Emphasis is 

placed on choosing foods that are low in saturated fat and added sugars most and to 

consume a sensible portion size (Lichtenstein, 2006). Objectives new to Healthy People 

2020 include reducing consumption of calories from solid fats and added sugars  and 

increasing the number of states that have state-level policies that incentivize food retail 

outlets to provide foods that are encouraged by the Dietary Guidelines (USDHSS, n.d.).  

Interpersonal relations  

One of the keys to a healthy lifestyle is to have healthy relationships, friendships, 

and a social network that one can turn to for help and support when needed (Strine et al., 

2007; Travis & Ryan, 1988). A deployment is a time when having interpersonal relations 

is critically important for the military spouse to cope and adjust (Pittman et al., 2004). 

Psychologists have suggested that all humans are motivated to form and maintain caring 
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interpersonal relationships (Heider, 1958). According to this belief, a person needs to 

have a stable relationship accompanied by fulfilling interactions. If the relationship is not 

stable or fulfilling, the individual will begin to feel anxious, lonely, and depressed 

(Baumeister & Leary, 1995). 

Spiritual growth  

Spiritual growth is vital to a healthy lifestyle and focuses on developing the inner 

resources of self through feelings of wholeness, harmony and connecting with the 

universe and through finding balance within self (Dossey et al., 1989; Lane, 1987). 

Growing spiritually brings purpose and meaning to life and a sense of inner peace 

(Dossey et al., 1989; Lane, 1987). Spiritual beliefs and practices have been frequently 

associated with greater psychological well-being. In their study on religious and spiritual 

coping among older adults living with HIV/AIDS, for example, Siegel & Schrimshaw 

(2002) found that subjects reported several perceived benefits from spiritual beliefs and 

practices, which suggest potential mechanisms by which spirituality may affect 

psychological adjustment. 

Stress management  

The definition of stress that best fits this study falls under the psychological realm 

and is defined by Lazarus and Folkman (1984) as “a particular relationship between the 

person and the environment that is appraised by the person as taxing or exceeding his or 

her resources and endangering his or her well-being” (p. 19). For the military spouse, the 

stress stems from either the deployment of the service member or the constant state of 

readiness for a deployment, which has been documented in several studies (Cozza et al., 

2005; Di Nola, 2008; Haas et al., 2005). It is becoming increasingly more evident that 
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stress results in physical symptomatology and psychological distress. Managing stress is 

about taking charge of the stressor. Adopting healthy lifestyle behaviors to help manage 

stress involves other lifestyle choices already mentioned, such as physical exercise, 

eating well, and maintaining relationships.  

For this study, engagement in healthy lifestyle behaviors as a coping strategy for 

adjustment was defined by a report of  “often” or “routinely” for each health practice 

item in the HPLP II (score range is 1 = never, 2 = sometimes, 3 = often, 4 = routinely). A 

report of “sometimes” or “never” was considered as not engaging in that particular 

health-promoting behavior.  

Theoretical Framework 

The exploration of stress began with Hans Selye who defined stress as the “non-

specific” result of any demand placed upon the body, nonspecific in that the stress 

response can result from a variety of different kinds of stressors. “Stressor” was then later 

defined as a demand made by internal or external environmental stimulus that disrupt 

equilibrium, thus affecting physical and psychological well-being and requiring action to 

restore balance (Lazarus & Cohen, 1977). In Lazarus’ view, stress was a bit more 

complex than was traditionally defined. Stress occurs when the situation’s demands 

exceed the personal and social resources available to the individual. Lazarus proposed 

that coping with a stressor is an interaction between a person and the environment, and 

that when an individual approaches a stressful situation a cognitive appraisal process is 

initiated to assess the level of threat and the available coping resources.  It was not until 

about fifty years ago when stress was deemed to be a transactional experience subject to 
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the meaning of the stimulus to the perceiver (Antonovsky, 1979; Lazarus, 1966). Lazarus 

presented his transactional theory of coping in 1966, which staged the foundation of 

practically all future studies.  

Transactional Model of Stress and Coping  

The Transactional Model of Stress and Coping is a framework for evaluating the 

processes of coping with stressful events. Stressful experiences are seen as person-

environment transactions. These transactions depend on the impact of the external 

stressor. This is initially mediated by the person’s appraisal of the stressor and then by the 

availability of the person’s coping resources (Antonovsky, 1979; Cohen, 1984; Lazarus 

& Cohen, 1977). When faced with a stressor, a primary appraisal takes place when the 

individual evaluates the potential threat. Once appraised as threatening or distressful, a 

secondary appraisal takes place, addressing the question of whether one’s ability to alter 

the situation, manage one’s emotional reaction, or cope effectively can result in 

successful coping and adjustment (Lazarus, 1966). During this stage, an individual will 

look to all possible resources available for reducing the threat or harm and assess their 

appropriateness and chances of succeeding. Coping strategies are then utilized for either 

changing the stressful situation or the way one thinks or feels about the stressful situation. 

These coping strategies can be either problem management or emotional regulation. 

Problem management is used when coping strategies are directed at changing the 

stressful situation. Emotional regulation is used when coping strategies target the way 

one thinks or feels about a stressful situation. In looking at coping strategies among wives 

of deployed military service members (n=77), Dimiceli et al. (2010) identified several 

problem-focused coping and emotion-focused coping strategies utilized. The most 
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frequently used problem-focused strategies include acceptance, planning, active coping, 

religion, and emotional support while the most frequently used emotion-focused 

strategies include self-distraction, venting, humor, self-blame, and denial. Other than self-

distraction, problem-focused strategies were used more frequently than emotion-focused 

strategies (Dimiceli et al., 2010). There are other ways of coping identified in the 

Transactional Model of Stress and Coping such as information seeking, dispositional 

coping, or optimism; however, a focus of this study is on active coping, specifically the 

engagement in healthy lifestyle behaviors as a coping strategy.  

One of the key components of the Transactional Model of Stress and Coping is 

that the same coping strategies may have varying outcomes between people (and between 

situations). Coping strategies used and the outcomes produced is separated, allowing the 

individual to use a range of strategies when faced with a stressful situation implying that 

they may not always be successful.  This is helpful, since due to a variety of factors, 

deployments do not affect all families in the same way. Whereas covering the different 

coping strategies is not this study’s focus, the process involves assisting military spouses 

to recognize that engagement in healthy lifestyle behaviors may influence their 

adjustment. Understanding the constructs of this theory and its association with 

demographic and deployment factors will form the basis of this study. (See Figure 1). 

Additionally, an assessment of this coping strategy will help military spouses to 

recognize what they possess and what they lack in terms of healthy lifestyle behaviors. 

In this study, the military spouse judged the significance of his or her status quo in 

a high state of readiness environment as stressful, benign, irrelevant, or of little negative 

threat. This is followed by the spouse’s secondary appraisal, when the spouse assesses 
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available coping resources and options (Cohen, 1984). Secondary appraisals address what 

the spouse can do about the situation and will determine whether the military spouse will 

adopt healthy behaviors to help them cope. Adopting healthy lifestyle behaviors intended 

to address the current stressors will then lead to outcomes of such coping efforts. Lambert 

et al., (1989) identified psychological well-being, or belief that one is doing well, as an 

outcome of effective coping with a stressful event. Stress does not affect all people the 

same way, but can eventually lead to physical and mental illness and negative 

experiences. Coping with stressors in a military environment is therefore an important 

factor, it affects whether or not military spouses seek medical care and/or social support. 

The Transactional Model of Stress and Coping can be useful for health promotion and 

illness prevention. 

Health Belief Model 

The Health Belief Model (HBM) is an explanatory model, which is often used to 

determine the likelihood of performing health promotion behaviors. The HBM is based 

on the understanding that an individual will take a health promoting action if:  the 

individual feels that a negative health condition can be avoided, if the individual has a 

positive expectation that by taking a recommended action one will avoid a negative 

health condition, and if the individual believes that he or she can successfully take a 

recommended health action (Rosenstock, 1990). The HBM components include: 

perceived susceptibility, perceived severity, perceived benefits, perceived barriers, cues 

to action, and self-efficacy (Pender, 1996). The HBM was chosen as a secondary model 

for this study because it proposes that situational influences in the external environment 

can increase or decrease commitment to or participation in health-promoting behaviors 
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(Pender, 1996). In this study, deployment factors can increase or decrease the likelihood 

that military spouses adopt or continue to engage in healthy lifestyle behaviors. 

Additionally, it is widely accepted that poor or lack of healthy lifestyle choices contribute 

to poor psychological well-being, therefore making it imperative to take a deeper look at 

this issue in an effort to reveal whether deployment factors put this population at greater 

risk for poor adjustment outcomes.  Although researchers have evaluated perceived 

stress, social support, and self-efficacy on military spouses, there has been no research 

correlating deployment factors with healthy lifestyle behaviors of military spouses. 

Pender, (1996) suggested that a limited number of personal factors be examined at one 

time to better predict relationships to selected health behaviors. Thus, exploring 

deployment factors may help explain military spouses’ health-promoting behaviors and 

adjustment.  
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Figure 1. A framework for deployment factors, healthy lifestyle behaviors and 

adjustment of military spouses 

Gaps in Knowledge  

There are many studies that look at the consequences of deployment on the 

military spouse and the available resources to help them adjust (i.e. personal and 

organizational support, Military OneSource). However, there is a paucity of studies that 

investigate the healthy lifestyle behaviors of military spouses and whether or not healthy 

lifestyle behaviors and other variables such as deployment factors and demographic 

variables predict adjustment in military spouses. Past studies have shown that following a 

healthy lifestyle has significant health benefits, whereas an unhealthy lifestyle could lead 

to poor physical and mental health and eventually illness. Bonnet et al. (2005), for 

example, found that unhealthy lifestyles were positively associated with the degree of 

anxiety and depression in both men and women at risk for cardiovascular disease, with a 
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stronger influence for depression. A healthy lifestyle is a valuable foundation for 

reducing the incidence and impact of health problems, for coping with life stressors, and 

for improving quality of life (Travis & Ryan, 1988). This investigation may help to 

promote the adoption of healthy lifestyle behaviors, whether or not the service member is 

deployed, thus enhancing adjustment of the Army spouse. 
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CHAPTER 3.  RESEARCH METHOD 

The two previous chapters discussed experiences of military personnel, spouses, 

and children when separated, due to deployment. The military member and spouse may 

endure physical and psychological symptoms while the children display internal and 

external behaviors. Several coping mechanisms for the military spouse were discussed. 

What is not known, however, is what the healthy lifestyle behaviors of military spouses 

are, whether such behaviors as well as demographic or deployment characteristics are 

associated with the adjustment of military spouses, and what variable, if any, best 

predicts adjustment. This chapter describes the procedures, measures, and analysis used 

to explore these inquiries.  

Purpose of the Study and Research Questions 

The purpose of this study is to examine what the healthy lifestyle behaviors of 

military spouses are and to determine if healthy lifestyle behaviors, deployment factors, 

and demographic variables are associated with and predict adjustment in military 

spouses. Specific research questions to be addressed are: 

1. What are the health-promoting lifestyle behaviors of military spouses?  

2. Is there an association between healthy lifestyle behaviors and adjustment?  

3. Is there an association between deployment factors and adjustment?  

4. Is there an association between demographic variables and adjustment? 

5. Do healthy lifestyle behaviors, deployment factors, and demographic variables 

predict adjustment?  
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Study Design 

This descriptive, non-experimental study required a minimum of 150 participants 

to attain a power of 0.80, based on an estimated medium effect size of 0.15, and ∝ error 

probability of 0.05, using the software G*power. A total of 2200 surveys were distributed 

by a combination of methods with a total return of 193 surveys, amounting to a response 

rate of only 9%. Out of the 193 surveys, 79% were completed online, while 21% were 

completed by pen and paper. Inclusion criteria for this study were as follows:  study 

participants 1) are married to a service member, 2) are 18 years of age or older, and 3) are 

able to read and understand English. Exclusion criteria were as follows: 1) dual military 

and 2) service member will be deploying or have returned from deployment within 60 

days. Only 158 of the 193 surveys met study criteria. 

Human Subjects 

The procedures for the study and the method for obtaining consent to participate 

were reviewed and approved by the Committee on Human Subjects (CHS) at the 

University of Hawai’i in Manoa and the Institutional Review Board (IRB) at Brooke 

Army Medical Center prior to its initiation. Although approved by the CHS and IRB, 

additional approval processes were mandatory at the study site. The survey tool and 

method of distribution required formal review and approval by the Fort Hood Public 

Affairs Office’s Attorney Advisor, Chief of Family Housing Division, and a 

representative from the Fort Hood Morale, Welfare, and Recreation office. For each 

subject who agreed to participate in the study, a copy of the ‘Consent to Participate’ form 

was provided. Online survey participants were encouraged to print the consent form for 

their records. 
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Procedures 

Following proper military channels allowed for distribution of the surveys by 

handing out survey packets at the post commissaries, delivering survey handouts door-to-

door on post housing, and sending survey handouts via postal mail or e-mail to on post 

residents.  The researcher was present for all survey distribution. The survey packets that 

were handed out contained an information paper, which included information about the 

study including the purpose, procedures, instructions, risks and benefits, confidentiality, 

voluntary nature, compensation, contacts for questions, and resources. The packet also 

included the study survey, which consisted of the demographics form and questionnaires.  

The demographics form comprised of fourteen variables and the deployment-related 

questions comprised of eight variables. Not all deployment-related questions required an 

answer since they were dependent upon whether or not the service member was deployed 

at the time of data collection.  

The paper survey and online survey mirrored each other in terms of content. The 

researcher used the online software, QuestionPro to develop the online survey. 

Participants who were recruited via postal mail, e-mail, or who received a handout via 

home delivery were provided a link to the survey. An advantage to using the online 

survey software was that individual surveys were printed as received and all surveys 

submitted were dated and time-stamped so that the researcher kept track of the order in 

which surveys were received. Based on the surveys that were taken online, average time 

taken to complete the survey was 19 minutes. As completed surveys were received, the 

researcher input the data into the database. A follow-up e-mail was made and a second 
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wave of survey was distributed four weeks after the initial e-mail and survey distribution 

since sample size had not been met with the first wave.  

Measures 

Demographic characteristics  

Military spouses of service members stationed at Fort Hood completed a 

demographics form. Twelve demographic variables collected and analyzed include: 

gender, age, ethnicity, education, employment status, combined monthly gross income, 

years married, number of children living at home, spouse’s military status, (i.e., active 

duty, reserve, National Guard), military branch, military grade, and number of years 

service member has served in the military. Other demographic data collected but not 

included in the analysis were the service member’s military occupational skill and the 

unit that the service member is assigned to. These were open-ended questions and 

responses to these questions varied considerably. 

Deployment factors 

Deployment-related information included deployment status (currently deployed 

or not), the number of deployments the service member has had, and the number of 

deployments the spouse has experienced. If the service member was deployed at the time 

of data collection, participants indicated the deployment location, length of the current 

deployment, and the month and year the service member was deployed. If not deployed, 

participants indicated when the service member is anticipated to deploy and when the 

service member returned from their last deployment, if applicable.  
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Health Promotion Lifestyle Profile II (HPLP II) 

The HPLP II (Walker, et al., 1987) was used to measure multidimensional health 

promoting practices using a 52-item, 4-point Likert scale that contains the six subscales 

of spiritual growth, health responsibility, nutrition, physical activity, stress management, 

and interpersonal relations. The questionnaire asks participants to indicate how often they 

adopt specific health promotion practices on a scale from 1 to 4; 1 = never, 2 = 

sometimes, 3 = often, 4 = routinely. A composite score for overall health-promoting 

lifestyle was obtained by calculating a mean of the participants’ responses to all 52 items; 

six subscale scores were obtained similarly by calculating a mean of the responses to the 

subscale items. The authors of the HPLP II reported that the instrument has established 

reliability and validity and has been used in various samples (Walker & Hill-Polerecky, 

1996). Content validity was established by literature review and content experts' 

evaluation; the alpha coefficient of internal consistency for the subscales ranged from .79 

to .87, and overall HPLP II was .94 (Walker & Hill-Polerecky, 1996). Cronbach’s alphas 

for the HPLP II for this study are as follows: Health Responsibility (.84), Physical 

Activity (.87), Nutrition (.74), Spiritual growth (.85), Interpersonal Relations (.83), Stress 

Management (.80), and overall HPLP II (.95) – all of which are acceptable for this study. 

Psychological General Well-Being Index (PGWBI) 

The PGWBI (Dupuy, 1984) was one of two instruments used to measure 

adjustment. The PGWBI is a 22-item validated measure is widely used in clinical trials 

and epidemiological research to provide a general evaluation of self-perceived 

psychological health and well-being expressed by a summary score (Dupuy, 1984). There 

are six domains examined in this scale: anxiety, depressed mood, positive well-being, 
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self-control, general health, and vitality. Each domain is defined by a minimum of 3 or a 

maximum of 5 items. All items are scored on a scale from 0 to 5. The scores for all 

domains were totaled to provide a summary score, which reaches a maximum of 110 

points. According to Dupuy (1984), scores of 0-60 reflect severe distress, 61-72 moderate 

distress, while 73-98 no distress, and 99-110 positive well-being. Cronbach’s alphas for 

the PGWBI for this study are as follows: Anxiety (.88), Depressed Mood (.90), Positive 

Well-being (.87), Self-control (.80), General Health (.71), Vitality (.89), and overall 

DASS (.96). Since the PGWBI global score varies from 0-110, it was normalized to 0-

100 to make comparisons across studies easier to conduct (Chassany et al., 2004), with 

the score of 100 representing the best achievable "well-being".  

Depression, Anxiety, Stress Scale 

The Depression, Anxiety, Stress Scale (DASS) (Lovibond & Lovibond, 1995) 

was the second instrument used to measure adjustment. The DASS covers transitory 

psychological states rather than more persistent traits and describe human psychological 

responses in adapting to the inherent environmental challenges (Lovibond & Lovibond, 

1995). The DASS quantitatively measures the level of distress in terms of depression, 

anxiety, and stress and is not a categorical measure of clinical diagnoses (Lovibond & 

Lovibond, 1995). Depression, anxiety, and stress vary along a continuum of severity and 

have been labeled to characterize the degree of severity relative to the population. 

Therefore, cutoff scores have been developed by the instrument’s authors for defining 

mild, moderate, severe, and extremely severe scores for each DASS scale in Table 1 

(Lovibond & Lovibond, 1995).  
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Table 1 

DASS Scales Score – 21-Item Version 

  
Depression 

 
Anxiety 

 
Stress 

 
Normal 

 
0-18 

 
0-14 

 
0-28 

 
Mild 

 
20-26 

 
16-18 

 
30-36 

 
Moderate 

 
28-40 

 
20-28 

 
38-50 

 
Severe 

 
42-54 

 
30-38 

 
52-66 

 
Extremely Severe 

 
56+ 

 
40+ 

 
48 

 
 

 The 21-item version DASS is considered to be superior to the 42-item full-scale 

version (Antony et al., 1998) and it can be administered and scored by non-psychologist 

and requires less time to administer. All items on the scale are scored from 0 to 3; 0 = did 

not apply to me at all, 1 = applied to me to some degree, or some of the time, 2 = applied 

to me to a considerable degree, or a good part of the time, 3 = applied to me very much, 

or most of the time. Final scores of each item groups (Depression, Anxiety, and Stress 

Scores) were multiplied by two to simulate the full-scale scores. Cronbach’s alpha 

internal consistency coefficients for a sample of two psychiatric outpatient studies were 

between 0.92 and 0.94 for Depression, 0.81 and 0.92 for Anxiety, and 0.88 and 0.91 for 

Stress (Antony et al., 1998; Clara et al., 2001). For this study, Cronbach’s alphas are .86 

for Depression, .80 for Anxiety, .87 for Stress, and overall DASS was .92.  
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Data Analysis 

The software used to analyze the data was the Statistical Package for the Social 

Sciences, 18.0 for Mac (SPSS, Inc., Chicago, Illinois). Descriptive statistics, including 

normality statistics, were used to describe the sample and analyze the demographic data, 

deployment data, and scale scores. Pearson correlation was used to examine the 

associations between the dependent and independent variables. Multiple regression was 

then performed inserting all significantly correlated predictor variables into the model, 

using the backward deletion method. Finally, multiple analysis of variance was 

performed to determine which significant predictor variables obtained from the 

regression model significantly predicted adjustment.  Significance level for all statistics 

was at the level of p < .05. 
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CHAPTER 4.  RESULTS 

 This chapter will include the findings for the study. First, the demographic 

characteristics of the sample are described followed by the results, organized by the 

research questions.  

Study Participants 

Participants were military spouses of service members stationed at Fort Hood, 

Texas (n = 158). Ninety-five percent of participants were female and 5% were male.  

Forty-six percent of participants were under 30 years of age, 41% were 30-39, and 13% 

were 40 or older.  Seventy-two percent were Caucasian, 11% each were African 

American and Hispanic, 3% were Asian/Pacific Islander, and 1% were Native American, 

and 2% were Other.  Fifteen percent of participants had a high school degree or less, 48% 

had some college but no degree, 20% had an associate’s degree, and 18% had a 

bachelor’s degree or higher.  Seventy percent of participants were not currently 

employed, 9% worked part-time, and 21% worked full-time.  Twenty-two percent of 

participants earned under $30,000 a year; 42% earned $30,000-$49,999; 19% earned 

$50,000-$69,999; 15% earned $70,000-$89,999; and 3% earned $90,000 or more. 

Forty-four percent of participants had been married less than 5 years, 28% had 

been married 5-10 years, 23% had been married 11-20 years, and 4% had been married 

more than 20 years.  Sixteen percent of participants had no children, 57% had 1-2 

children, 26% had 3-4 children, and 1% had 5-6 children.  Eleven percent of participants’ 

spouses were E-1 to E-3 grade, 60% were E-4 to E-6 grade, 14% were E-7 to E-9 grade, 

12% were O-1 to O-3 grade, and 3% were O-4 and above.  Finally, 30% of participants’ 
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spouses had served 4 years or less, 32% had served 5-9 years, 32% had served 10-19 

years, and 6% had served 20 years or more. 

Statistical Results 

Research Question #1: What are the health-promoting lifestyle behaviors of military 

spouses? 

Descriptive statistics for HPLP II 

 Means, standard deviations, Cronbach’s alphas, and normality statistics were 

computed for the six subscales of the HPLP II, as well as for the overall HPLP II (see 

Table 1).  Alpha was high for all subscales, ranging from a low of .74 for Nutrition to a 

high of .87 for Physical Activity, and was high for the overall scale (.95). Skewness to 

standard-error-of-skewness ratios and kurtosis to standard-error-of-kurtosis ratios were 

smaller than ±2 in all cases except Spiritual Growth, which was a bit too strongly 

negatively skewed (ratio = -2.25).  However, analysis of standardized scores revealed no 

outliers greater than ±3 standard deviations for Spiritual Growth or any of the other 

HPLP II variables.  Log, square root, and reciprocal transformations for Spiritual Growth 

only increased skewness and/or kurtosis for this variable.  Consequently, the original 

Spiritual Growth and other HPLP II variables were used as is in further analyses. It is 

noteworthy that the total HPLP II score for participants averaged 2.59 (SD - .44) and that 

these military spouses scored highest on the subscale of spiritual growth (M = 3.01, SD = 

.55). The scores were lower on the Interpersonal Relations (M = 2.89, SD = .52), 

Nutrition (M = 2.54, SD = .51), Physical Activity (M = 2.36, SD = .69) and Stress 

Management (M = 2.36, SD = .52), and lowest on Health Responsibility (M = 2.32, SD = 
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.59). Normative data has not been established for this instrument (S. walker, personal 

communication, June 2, 2011) and publication of a study with a similar sample or one of 

the general population were not available, therefore comparison of scores could not be 

made.  

Table 2 

Descriptive Statistics for HPLP II Subscales and Overall Scale 

 
Scale 
 

Mean SD Range α Items  Skewness  
Ratio 

Kurtosis  
Ratio 

 
Health Responsibility 

 
2.32 

 
.59 

 
1.11-3.89 .84 9 

 
1.47 

 
-1.01 

 
Physical Activity 

 
2.36 

 
.69 

 
1.00-4.00 .87 8 

 
1.35 

 
-1.74 

 
Nutrition 

 
2.54 

 
.51 

 
1.33-3.78 .74 9 

 
0.82 

 
-0.78 

 
Spiritual Growth 

 
3.01 

 
.55 

 
1.56-4.00 .85 9 

 
-2.25 

 
-0.87 

 
Interpersonal Relations 

 
2.89 

 
.52 

 
1.44-3.89 .83 9 

 
-1.47 

 
-1.29 

 
Stress Management 

 
2.36 

 
.52 

  
1.13-3.88 .80 8 

 
0.87 

 
-0.63 

 
Overall 

 
2.59 

 
.44 

 
1.52-3.58 .95 52 

 
-0.52 

 
-0.92 

 
 

In analyzing the health-promoting lifestyle behaviors in each dimension and as 

suggested by the scale’s author (S. walker, personal communication, June 2, 2011), only 

those who reported “often” or “routinely” using each health practice item were 

considered as practicing health-promoting behaviors. Those who reported “sometimes” or 

“never” were considered as not practicing the particular health-promoting behaviors. 

Appendix A summarizes the percentages of military spouses who reported “often” or 

“routinely” practicing health-promoting behaviors in each subscale. Stress management 
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and health responsibility were the lowest, with just under 16% (15.2% and 15.9%, 

respectively) of military spouses practicing these health-promoting behaviors. Still, less 

than 25% of military spouses engaged in physical activity (19.1%) and practiced good 

nutrition (21.4%).  In contrast, just under half (48.1%) maintained interpersonal relations 

while over half (57.7%) of military spouses employed spiritual growth. The scale’s 

author also recommended using the labels for item scores (1 to 4) to interpret the 

meaning of the resulting subscale and scale scores (S. walker, personal communication, 

June 2, 2011). Therefore, results for this study show that spiritual growth was the only 

subscale “often” practiced by military spouses, while all other subscales were only 

“sometimes” practiced. 

Research Question #2: Is there an association between healthy lifestyle behaviors and 

adjustment? 

Descriptive Statistics for adjustment: PGWBI  

 Adjustment for this study was operationalized by high scores on the PGWBI and 

low scores on the DASS. Means, standard deviations, Cronbach’s alphas, and normality 

statistics were computed for the six subscales of the PGWBI, as well as for the overall 

PGWBI (see Appendix B). Results of non-normalized scores show that, quantitatively, 

military spouses experienced moderate distress in the subscales of Anxiety (69.36), 

Positive Well-being (67.67), Vitality (62.21), and in the overall scale (64.81). The study 

also showed that military spouses experienced no distress in the subscales of Depressed 

Mood (88.51), Self-control (87.34), and General Health (78.83). When compared to 

normative values for the English-speaking (United States) population (Chassany et al., 

2004), mean normalized scores for this sample were higher for the Anxiety and Vitality 
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subscales while mean scores for all other subscales were similar. Alpha was high for all 

subscales, ranging from a low of .71 for Positive Well-being to a high of .90 for 

Depressed Mood, and was high for the overall scale (.96). Skewness to standard-error-of-

skewness ratios, and kurtosis to standard-error-of-kurtosis ratios, revealed that all seven 

variables had too much negative skew, and that Depressed Mood, Self-control, General 

Health, and Global Score had too much positive kurtosis. Analysis of standardized scores 

revealed one low outlier for Anxiety, four for Depressed Mood, two for Positive Well-

being, three for Self-control, one for General Health, and two for Global Score.  The four 

participants responsible for all outlying scores were removed from the dataset, and 

descriptive statistics were recalculated.  However, negative skew was still unacceptably 

high for six scales, and positive skew was still present for Depressed Mood.  Log, square 

root, and reciprocal transformations only increased skew and/or kurtosis for all seven 

variables.  Another round of removing three low outliers - in this case, two for Depressed 

Mood and one for General Health - lowered skewness and kurtosis further, though they 

were still a bit larger than optimal. Thus, a total of seven outliers were removed at this 

stage of the analysis.  

Descriptive Statistics for adjustment: DASS 

Means, standard deviations, Cronbach’s alphas, and normality statistics were 

computed for the three subscales of the DASS, as well as for the overall DASS, minus the 

seven outliers removed in the PGWBI analysis (see Appendix C). Although individual 

scores ranged from normal to moderate in the subscales of Depression (0-34) and 

Anxiety (0-28), and from normal to mild in the subscale of Stress (0-36), mean scores 

showed that, as a whole, military spouses’ level of distress for all subscales were within 
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the normal range. Mean scores from this sample were similar to normative values of a 

large non-clinical sample representative of the general adult population (Henry & 

Crawford, 2003). Alpha was high for all subscales, ranging from a low of .80 for Anxiety 

to a high of .87 for Stress, and was high for the overall scale (.92) Skewness to standard-

error-of-skewness ratios, and kurtosis to standard-error-of-kurtosis ratios, revealed that 

all four variables had too much positive skew and too much positive kurtosis.  Analysis 

of standardized scores revealed two high outliers for Depression, four for Anxiety, two 

for Stress, and two for Total.  The six participants responsible for all outlying scores were 

removed from the dataset, and descriptive statistics were recalculated; however, skew and 

kurtosis were still unacceptably high.  Square root transformations decreased skew and 

kurtosis to acceptable levels; consequently, the square-root transformed DASS variables 

were used in further analyses. 

Association between HPLP II scales and adjustment scales 

 Zero-order Pearson product-moment correlations were examined among the seven 

HPLP II scales and the seven PGWBI scales, and among the seven HPLP II scales and 

the four DASS scales.  As can be seen in Table 2, all seven of the HPLP II scales were 

significantly positively correlated with all seven of the PGWBI scales, with the exception 

of the correlation between the Health Responsibility HPLP II scale and the Self-control 

PGWBI scale, and the Health Responsibility scale and the General Health PGWBI scale.  

As can be seen in Table 3, all correlations between the HPLP II scales and the four DASS 

scales were negative, and most were significant.  Exceptions included Health 
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Responsibility with Anxiety, Stress, and Total; Physical Activity with Anxiety and 

Stress; Nutrition with Anxiety; and Interpersonal Relations with Anxiety. 
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Table 3 

Correlations among HPLP and PGWBI Subscales and Overall Scale 

 
Anxiety Depression Well-being Self-control Health Vitality Global 

 
Health Responsibility 

 
.173* 

 
.204* 

 
.324** 

 
.122 

 
.056 

 
.285** 

 
.249** 

 
Physical Activity .246** .173* .327** .203* .344** .436** .363** 

Nutrition .248** .265** .322** .196* .249** .325** .334** 

Spiritual Growth .396** .450** .604** .484** .426** .514** .592** 

Interpersonal Relations .328** .433** .502** .318** .284** .443** .479** 

Stress Management .393** .376** .562** .326** .342** .560** .540** 

Overall .377** .399** .559** .347** .363** .547** .542** 

N = 145 for all cells. 
**. Correlation is significant at the 0.01 level (2-tailed). 
*. Correlation is significant at the 0.05 level (2-tailed). 
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Table 4 

Correlations among HPLP and DASS Subscales and Overall Scales 

 Depression Anxiety Stress Total 

 

Health Responsibility 

 

-.223** 

 

-.011 

 

-.126 

 

-.149 

Physical Activity -.234** -.157 -.146 -.183* 

Nutrition -.231** -.117 -.182* -.193* 

Spiritual Growth -.467** -.275** -.402** -.432** 

Interpersonal Relations -.350** -.105 -.265** -.283** 

Stress Management -.357** -.243** -.368** -.382** 

Overall -.395** -.190* -.311** -.340** 

N = 145 for all cells. 
**. Correlation is significant at the 0.01 level (2-tailed). 
*. Correlation is significant at the 0.05 level (2-tailed). 
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Research Question #3: Is there an association between deployment factors and 

adjustment? 

Descriptive statistics for deployment factors 

 Mean number of times participants’ spouses were deployed, and mean number of 

times they had experienced their spouses’ deployment, were computed.  The mean 

number of deployments was 1.87 (SD = 1.30), with a range of 0-7; the mean number of 

experienced deployments was 1.65 (SD = 1.13), with a range of 0-6.  Because both 

distributions demonstrated positive skew and kurtosis, three high outliers were removed; 

this reduced skew and kurtosis to acceptable levels.  The new mean number of 

deployments was 1.77 (SD = 1.14), with a range of 0-5; the new mean number of 

experienced deployments was 1.59 (SD = 1.05), with a range of 0-5. 

 Twenty-one percent of participants’ spouses were currently deployed; 79% were 

not.  Of those who were deployed, 52% were in Iraq, 35% were in Afghanistan, 6% were 

in Korea, 3% were in another location, and 3% were in an unknown location.  Most 

recent deployment dates ranged from September 2009 to August 2010, with a median of 

July 2010.  Ninety-four percent of deployed spouses had an expected deployment length 

of 12 months or more and 6% for 10-11 months.  Among participants whose spouses 

were not currently deployed, 8% had most recently returned from deployment between 2-

5 months ago, 17% between 6-9 months ago, 60% more than 10 months ago, and 15% 

had never been deployed.  Finally, among participants whose spouses were not currently 

deployed, 34% expected to be deployed in the next 2-5 months, 20% in the next 6-9 



	  

 

56	  
months, 15% more than 10 months from now, and 31% had no pending deployments or 

were not sure. 

Association between deployment factors and adjustment scales 

Zero-order Pearson product-moment correlations were examined among the 

number of deployments for the service member/deployments experienced by the spouse 

and the seven PGWBI scales, and among the number of deployments for the service 

member/deployments experienced by the spouse and the four DASS scales.  As can be 

seen in Table 4, number of deployments and number of deployments experienced by the 

spouse were significantly negatively correlated only with the Depression subscale of the 

DASS, such that more deployments predicted lower feelings of depression.  Number of 

deployments experienced by the spouse was significantly positively correlated with the 

Vitality subscale of the PGWBI, such that the military spouse who had experienced more 

deployments reported feeling greater vitality. 
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Table 5 

Correlations among Number of Deployments and PGWBI/DASS Subscales and Overall 

Scales 

PGWBI 
Service Member 

Deployments 

Military Spouse 

Experienced Deployments 

Anxiety .137 .131 

Depressed Mood .128 .117 

Positive Well-being .160 .150 

Self-control .106 .082 

General Health -.002 .026 

Vitality .147 .165* 

Global Score  .148 .152 

 

DASS 

  

Depression -.200* -.222** 

Anxiety -.053 -.081 

Stress -.125 -.140 

Total -.152 -.177* 

N = 142 for all cells. 
**. Correlation is significant at the 0.01 level (2-tailed). 
*. Correlation is significant at the 0.05 level (2-tailed). 
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A series of t-tests was performed to examine whether current spousal deployment 

(deployed vs. not deployed) predicted responses on the PGWBI and DASS scales; 

however, none of the subscales or overall scales differed significantly by deployment 

status (all t’s <1.06; all p’s > .29). 

A series of t-tests was performed to examine whether date of deployment (June 

2010 or earlier vs. July 2010 or later) predicted responses on the PGWBI and DASS 

scales.  Date of deployment significantly predicted DASS-Anxiety, such that participants 

spouses who had been deployed in June 2010 or earlier were more anxious than those 

whose spouses had been deployed in July 2010 or later (1.52 vs. .75), t(27) = p < .05.  

None of the other subscales or overall scales differed significantly by date of deployment 

(all t’s <1.64; all p’s > .11).  A series of t-tests was performed to examine whether time 

since return from deployment (2-11 months vs. 12 or more months) predicted responses 

on the PGWBI and DASS scales; however, none of the subscales or overall scales 

differed significantly by return from deployment (all t’s < 1.73; all p’s > .08).  Finally, a 

series of t-tests was performed to examine whether time of next deployment (5 or less 

months from now vs. 6 or more months from now) predicted responses on the PGWBI 

and DASS scales; however, none of the subscales or overall scales differed significantly 

by time of next deployment (all t’s < 1.63; all p’s > .10). 

Research Question #4: Is there an association between demographic variables and 

adjustment? 

Descriptive statistics for demographic variables 

With the exception of gender, all demographic variables were recoded into binary 

categories, and a series of t-tests was performed to examine whether demographic 
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variables predicted responses on the PGWBI and DASS scales.  These recodings were 

based on median splits conducted on the demographic variables and resulted in the 

following categories: Age (18-29, 30 or older); Ethnicity (Caucasian, Non-Caucasian); 

Education (Some college or less, Associate’s degree or higher); Employment Status (Not 

currently employed, Employed); Income (Less than $40,000, $40,000 or more); Years 

Married (Less than 5, 5 or more); Number of Children (0-2, 3-6); Grade (E-1 to E-6, E-7 

or higher); and Years Served (Less than 10, 10 or more).  Due to the large number of tests 

conducted, only significant results are summarized below and on Appendix D and 

Appendix E. 

Association between demographic variables and adjustment  

Older participants scored higher than younger participants on Vitality (62.34 vs. 

55.46), p < .05; and lower on Stress (2.39 vs. 2.90), p < .05; and Total DASS (3.14 vs. 

3.80), p < .05. Non-Caucasians scored higher than Caucasians on Self-control (86.67 vs. 

81.12), p < .05; and lower on Depression (1.13 vs. 1.62), p < .05; Anxiety (.66 vs. 1.29), 

p < .01; Stress (2.08 vs. 2.85), p < .01; and Total DASS (2.67 vs. 3.76), p < .01.  More 

educated participants scored higher than less educated participants on PGWBI-Anxiety 

(meaning they were less anxious; 70.33 vs. 63.22), p < .01; PGWBI-Depressed Mood 

(meaning they were less depressed; 87.39 vs. 82.07), p < .05; Vitality (63.73 vs. 56.32), p 

< .05; and Global PGWBI (70.78 vs. 65.56), p < .05. 

Employed participants scored higher than unemployed participants on Positive 

Well-being (68.90 vs. 62.57), p < .05; and lower on Anxiety (.77 vs. 1.25), p < .05.  

Those with higher incomes scored higher than those with lower incomes on PGWBI-



	  

 

60	  
Depressed Mood (meaning they were less depressed; 86.58 vs. 80.97), p < .05.  

Participants who had been married longer scored higher than those who had been married 

less time on PGWBI-Anxiety (meaning they were less anxious; 68.54 vs. 62.56), p < .05; 

Self-control (85.10 vs. 79.56), p < .05; Vitality (62.90 vs. 54.26), p < .01; and Global 

PGWBI (69.80 vs. 64.63), p < .05; and lower on Depression (1.19 vs. 1.86), p < .01; 

Stress (2.39 vs. 2.94), p < .05; and Total DASS (3.08 vs. 3.93), p < .01.  Finally, those 

whose spouses were in higher grades scored higher than those whose spouses were in 

lower grades on Self-control (86.35 vs. 81.20), p < .05. 

Although not significant at the .05 level, it is worth noting that those with fewer 

children scored higher than those with more children on General Health (11.31 vs. 

10.49), p < .08; and those whose spouses had served longer scored higher than those 

whose spouses had served less time on PGWBI-Depressed Mood (meaning they were 

less depressed; 13.02 vs. 12.38), p < .08; and Self-control (12.85 vs. 12.15), p < .08; and 

lower on Depression (1.22 vs. 1.63), p < .08. 

Research Question #5: Do healthy lifestyle behaviors, deployment factors, and 

demographic variables predict adjustment? 

Three health-promoting domains of the HPLP II positively and significantly 

predicted several of the PGWBI subscales while two health-promoting domains of the 

HPLP II negatively and significantly predicted two or all three of the DASS subscales. 

None of the deployment or demographic factors was found to be successful in predicting 

adjustment. This is described in the following analysis. 	  
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Multiple regression 

A two-stage process was used to examine the relationship between healthy 

lifestyle behaviors, deployment factors, and demographic variables on the one hand; and 

adjustment on the other hand.  First, two multiple regression analyses were conducted 

using the backward deletion method, one for overall PGWBI and one for overall DASS.  

The predictor variables were the same for both regressions: the six subscales of the 

HPLP; number of spousal deployments and number of experienced spousal deployments; 

age (older, younger), race (Caucasian, non-Caucasian), education (more, less), 

employment (employed, not employed), income (higher/lower), marriage (longer, 

shorter), grade (higher/lower), and date of deployment (earlier/later).  

The final stage of the PGWBI analysis was significant, F(4,137) = 28.68, p < 

.001, with an adjusted R2 of .44.  The four factors remaining in the final stage of the 

analysis were Health Responsibility, β = -.21, t = -2.69, p < .01; Spiritual Growth, β = 

.51, t = 5.93, p < .001; Stress Management, β = .30, t = 3.72, p < .001; and Age, β = .19, t 

= 3.03, p < .01 (see Appendix F and Appendix G for summaries of the final stage of the 

PGWBI and DASS regressions).  These results reveal that higher scores on the Global 

PGWBI were associated with higher scores on Spiritual Growth and Stress Management; 

lower scores on Health Responsibility; and older ages. This means that participants who 

scored higher on the overall Psychological General Well-Being Index also tended to (1) 

score higher on the Spiritual Growth subscale of the Health Promoting Lifestyle Profile, 

(2) score higher on the Stress Management subscale of the same profile, (3) score lower 

on the Health Responsibility subscale of the same profile, and (4) be older. 
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In addition, the final stage of the DASS analysis was significant, F(4,137) = 

12.32, p < .001, with an adjusted R2 of .24.  The four predictors remaining in the final 

stage of the analysis were Health Responsibility, β = .20, t = 2.21, p < .05; Spiritual 

Growth, β = -.41, t = -4.07, p < .001; Stress Management, β = -.21, t = -2.24, p < .05; and 

Age, β = -.18, t = -2.48, p < .05.  These results reveal that higher scores on the DASS 

were associated with lower scores on Spiritual Growth and Stress Management; higher 

scores on Health Responsibility; and younger ages.  This means that participants who 

scored higher on the overall Depression Anxiety Stress Scale also tended to (1) score 

lower on the Spiritual Growth subscale of the Health Promoting Lifestyle Profile, (2) 

score lower on the Stress Management subscale of the same profile, (3) score higher on 

the Health Responsibility subscale of the same profile, and (4) be younger. 

Multiple analysis of variance (MANOVA) 

Second, two MANOVAs were conducted, one for the subscales of the PGWBI 

and one for the subscales of the DASS, using only those predictors that were significant 

or approached significance in the corresponding multiple regression.  The PGWBI 

subscale analysis included the predictors Health Responsibility, Spiritual Growth, Stress 

Management, and Age.  The Health Responsibility multivariate effect was significant, 

F(6,132) = 2.61, p < .05.  Health Responsibility significantly positively predicted the 

Self-control and General Health subscales (both p’s < .05).  The Spiritual Growth 

multivariate effect was also significant, F(6,132) = 9.62, p < .001.  Spiritual Growth 

significantly positively predicted all six subscales (all p’s < .05).  In addition, the Stress 

Management multivariate effect was significant, F(6,132) = 4.59, p < .001.  Stress 
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Management significantly positively predicted the Anxiety, Depressed Mood, Positive 

Well-being, General Health, and Vitality subscales (all p’s < .05).  Finally, the Age 

multivariate effect was not significant and will not be discussed further. The DASS 

subscale analysis included the predictors Health Responsibility, Spiritual Growth, Stress 

Management, and Age.  The Health Responsibility multivariate effect was significant, 

F(3,135) = 2.84, p < .05.  Health Responsibility significantly negatively predicted the 

Anxiety and Stress subscales (both p’s < .05).  The Spiritual Growth multivariate effect 

was also significant, F(3,135) = 7.29, p < .001.  Spiritual Growth significantly negatively 

predicted all three subscales (all p’s < .05).  Finally, the Stress Management and Age 

multivariate effects were not significant and will not be discussed further.  
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CHAPTER 5.  DISCUSSION 

This study examined healthy lifestyle behaviors of military spouses of service 

members stationed in Fort Hood, Texas and the relationships between healthy lifestyle 

behaviors, demographic factors, deployment factors, and adjustment. The employment of 

healthy lifestyle behaviors was found to be successful in predicting adjustment. The 

findings were guided and supported by the Transactional Model of Stress and Coping in 

which coping is viewed as a dynamic process and depending on the primary appraisal, 

different coping strategies may be more or less successful in promoting adjustment. The 

demographic characteristics of military spouses and the service member’s deployment 

factors helped define the person-environment transactions impacting the spouse, possibly 

triggering the need for a coping response. This was also guided by the Health Belief 

Model, which proposed that situational influences in the external environment could 

increase or decrease commitment to or participation in health-promoting behaviors. It 

was not the intent of this study to explain and predict whether military spouses will 

engage in healthy lifestyle behaviors as a primary coping response. A repeat study, 

however, can incorporate both the Transactional Model of Stress and the Health Belief 

Model to include an assessment of the military spouse’s perceived susceptibility, 

severity, and threat of poor adjustment as well as perceived benefits, barriers and 

likelihood to engage in healthy lifestyle behaviors in order to improve adjustment. This 

will help to support the directional flow of the theoretical model depicted in Figure 1.   

The results of the HPLP II analysis demonstrated that only a small portion of 

military spouses in this study was actively engaged in health-promoting behaviors. Very 

few military spouses “routinely” or “often” practiced “stress management” and “health 
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responsibility” and only a small percentage more engaged in “physical activity” and 

employed good “nutritional habits”. Maintaining “interpersonal relationships” and 

focusing on “spiritual growth” were the two health promoting behaviors practiced by 

about half of the participants.  

Despite the low percentages in spouses engaging in health promoting behaviors, 

conducting a correlation analysis showed that most health-promoting behaviors correlate 

significantly with adjustment. However, after performing a multiple regression analysis 

and multiple analysis of variance only certain health-promoting behaviors showed to be 

predictors of adjustment.  

Regression analysis showed that higher scores on the Global PGWBI were 

associated with lower scores on health responsibility. This means that those with a higher 

sense of psychological well-being are those who do not practice health responsibility 

frequently. After performing a MANOVA, health responsibility showed to significantly 

predict adjustment – the more engaged with health responsibility, the higher the sense of 

self-control and general health, but at the same time, the higher the sense of stress and 

anxiety. This finding supports the study by Orthner and Rose (2005) which showed that 

although about two in three military spouses report good personal adjustments, the area 

of managing their own health was not as good. In this study, some specific health 

responsibility behaviors include discussing health concerns with health professionals, 

learning more about improving personal health, and monitoring oneself on a regular basis 

for physical changes.  A majority of the military spouses were young to middle-aged 

adults who may not have significant health issues at the time of data collection, therefore, 
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spouses may have either had minimal contact with health professionals, do not see their 

health as a priority, or see health responsibility from a preventative perspective.  

Regression analysis showed that higher scores on the Global PGWBI were 

associated with higher scores on stress management. This means that those with a higher 

sense of psychological well-being are those who practice stress management. 

Furthermore, after performing a MANOVA, the study showed that stress management 

does significantly predict adjustment – the more engaged with stress management 

behaviors, the higher the sense of psychological well-being. Similar results were also 

found in studies where skills in stress management were associated with lower levels of 

anxiety and depression among cancer patients (Faul et al., 2010) and improved overall 

well-being among cardiovascular disease patients (Dimsdale, 2008).  

Engaging in physical activity and practicing good nutritional habits are health-

promoting behaviors that were also not reported as being frequently practiced. Only 

about 1 in 5 of military spouses in this study was actively engaged in these behaviors. 

Both activities were significantly and positively related to all the PGWBI subscales and 

significantly and negatively related to some of the DASS subscales. However, after 

performing the regression analysis, neither physical activity nor nutritional habits were 

found to be significant predictors for adjustment. This was somewhat surprising 

considering the growing literature supporting exercise and nutrition on increasing 

psychological well-being and decreasing depression, anxiety, and/or stress (Carek et al., 

2011; Herring et al., 2010; Dunn et al., 2001; Scully, 1998; Fox, 1999).  Perhaps a larger 

sample would show otherwise. Certain demographic characteristics in this study, such as 

having children, being unemployed, and having low income could contribute to the 
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reasons why military spouses do not engage in regular physical activity and practice good 

nutritional habits. Future research should focus on obstacles to engaging in such health 

promotion activities.  

In this study, Interpersonal Relations and Spiritual Growth were practiced by 

about half of the study participants. Both of these health-promoting domains were 

significantly and positively correlated with all the PGWBI subscales and significantly 

and negatively correlated with all the DASS subscales with the exception of Interpersonal 

Relations with Anxiety. This means that the more the spouse maintains interpersonal 

relations and develops spiritual growth the higher their sense of psychological well-being 

and the lower their sense of depression, anxiety, and stress.  

When addressing the Interpersonal Relations domain, some of the specific health-

promoting behaviors in this study for the spouse is discussing problems and concerns 

with people close to them, maintaining meaningful and fulfilling relationships with 

others, and receiving support from a network of caring people. Several studies have 

found that maintaining interpersonal relations is key for the spouse adjusting to military 

life as well as to a deployment (Wood et al., 1995; Orthner et al., 2005; Weins & Boss, 

2006).  These findings also support the findings of Orthner and Rose (2005), which 

showed that being connected to a support network is important, such as having family, 

friends or neighbors to contact for encouragement and support, having unit leadership 

support, and engagement by Army support services for issues and concerns. Just as 

critically important, is maintaining a strong marital relationship (Orthner & Rose, 2005). 

After performing a regression analysis, however, higher scores on the Global PGWBI 

was not found to be associated with interpersonal relations. There are several reasons this 
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could occur. First, when spouses move away from the place they consider “home”, often 

they do not have the same close relationships with their family and friends back home 

simply due to distance. Military moves often require time to establish new relationships 

with neighbors and the military community in general. Second, many military spouses, 

especially young spouses of enlisted personnel, are not aware of the services and support 

available to them, whether it is unit or community support (Westhius, 2006). Third, it can 

become difficult to maintain a close marital relationship when the service member spends 

long hours at work, may be temporarily reassigned to another duty station for weeks at a 

time, or is deployed for months (Kelley, 1994).  

Specific health-promoting behaviors for Spiritual Growth in this study include 

believing that one’s life has purpose, feeling content and at peace with oneself, and 

feeling connected with some force greater than oneself. Spiritual Growth was not only 

shown to be practiced frequently and correlated highly with adjustment, but also a 

significant predictor of adjustment. After performing a regression analysis, higher scores 

on the Global PGWBI was associated with higher scores on Spiritual Growth, meaning 

those with a higher sense of psychological well-being are those who practiced spiritual 

growth. Spiritual Growth was included in the MANOVA analysis and its multivariate 

effect was significant, significantly and positively predicting all the PGWBI subscales 

and significantly and negatively predicting all the DASS subscales; therefore, a predictor 

for adjustment. This finding lends support to research findings by Hsiao et al. (2010), 

which showed that among 1,276 nursing students in Taiwan, spiritual health was 

negatively associated with stress and depression and positively associated with health 

promoting behaviors.  Orthner and Rose (2005) found that spouses with lower 
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deployment adjustments were more likely to have increased their attendance in a faith 

community, which may have helped to stall a further decline in their personal and 

relational adjustments.  

Demographic Variables  

This study showed that age, race, education, employment status, and length of 

marriage correlated significantly with several of the PGWBI and DASS subscales. Older 

spouses scored higher than younger participants on Vitality, lower on Stress; non-

Caucasians scored higher than Caucasians on Self-control and lower on Depression, 

Anxiety, and Stress; more educated spouses scored higher than less educated spouses on 

PGWBI-Anxiety, PGWBI-Depressed Mood, Vitality, and Global PGWBI. Employed 

participants scored higher than unemployed participants on Positive Well-being and 

lower on Anxiety. Those with higher incomes scored higher than those with lower 

incomes on PGWBI-Depressed Mood.  Spouses who had been married longer scored 

higher than those who had been married less time on PGWBI-Anxiety, Self-control, 

Vitality, and Global PGWBI, and lower on Depression, Stress, and Total DASS. Spouses 

who were married to service members with higher military grades scored higher than 

those whose spouses who were married to service members in lower military grades on 

Self-control. These findings are consistent with past results in the literature such as those 

of Orthner et al. (2005), which indicated that military spouses cope better when 

employed, have a college education, have been married longer, and are older. Other 

studies found in the literature that reported adjustment difficulties in younger families and 

families of a lower pay grade (Blount & Curry, 1992; Frankel et al., 1992; Jumper et al., 
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2005; Norwood, et al., 1996; Segal & Harris, 1993; Stafford & Grady, 2003; Wexler & 

McGrath, 1991) also seem to lend support to this study’s findings.  

There were no studies that show that identifying oneself as Caucasian is 

associated with better adjustment. In this study, the Caucasian group made up 71% of the 

sample. It is suggested that future studies look at specific ethnic groups to determine if 

identifying oneself most with a specific ethnic background would predict adjustment; 

otherwise, the majority ethnic group will dominate the findings. Previous research does 

suggest that the ethnically specific characteristics of spouses is an intervening variable 

that changes how other variables such as age, level of education, social support, income 

and so forth affect how well female Army spouses cope with the stresses of daily living 

(Westhius et al., 2006). After running a regression analysis, age was the only 

demographic characteristic found to be significant predictor variable for the total PGWBI 

(fared better than younger spouses in overall psychological general well-being) and a 

significant predictor for overall DASS (fared better than younger spouses in dealing with 

depression, anxiety, and/or stress). Older spouses generally have had more experiences 

dealing with the military (Orthner et al., 2005), therefore are more likely to adjust better 

than younger spouses. After performing a MANOVA, however, age was no longer a 

significant predictor of adjustment. Hence, no demographic characteristic in this study 

was found to be useful in predicting adjustment in military spouses.  

Deployment Factors 

In this study, status of deployment – whether the service member was deployed or 

not at the time of data collection - was not significantly correlated with adjustment, and 
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neither was the length of deployment (if deployed at the time), when the service member 

was deployed last (if not already deployed), or when the service member was anticipated 

to deploy. There were no studies that looked specifically at the number of deployments 

served by the military member or at the number of deployments experienced by the 

spouse and its impact on adjustment. However, these two deployment factors were found 

to be significantly correlated with adjustment in this study. Both were significantly 

negatively correlated with the Depression subscale of the DASS, such that more 

deployments predicted lower feelings of depression.  To a similar extent, the number of 

deployments experienced by the spouse was significantly and positively correlated with 

Vitality, such that the military spouses who had experienced more deployments reported 

feeling greater vitality. This supports research that highest adjustments occur among 

spouses who have experienced separations, although this does not include deployments to 

theaters of operation (Orthner & Rose, 2005). Military spouses may be coping better with 

each deployment as they become familiar with the deployment process and have accepted 

the military way of life (Padden et al., 2011). 

One other deployment factor, date of deployment (deployed June 2010 or 

earlier/deployed June 2010 or later), significantly predicted the Anxiety subscale of the 

DASS, such that participants’ spouses who had been deployed in June 2010 or earlier 

were more anxious than those whose spouses had been deployed in July 2010 or later.  

Those service members who deployed in June 2010 or earlier were more than likely half-

way through their deployment tour. At this point, the service member and military 

spouses are in the re-deployment phase of the deployment. The anxiety reported may 
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have stemmed from the intense anticipation of the soldier returning home (Pincus et al., 

2001).  

After conducting regression analysis, no deployment factors, even those that were 

highly correlated with adjustment, were found to be significant predictors. Conducting an 

analysis to determine if deployment factors would predict adjustment in this study was 

less than favorable because having done so only accounted for a subset of the population 

using different deployment variables and those that were deployed or have been deployed 

within 60 days were excluded. Future studies should include a fair sample of military 

spouses of both deployed and non-deployed personnel and should not exclude any in 

terms of time since deployment or return.  

Limitations and Recommendations 

Generalizability of the findings is limited due to primarily a low response rate of 

9% and the fact that 95% of were women. This was a small sample at a single military 

installation within one branch of the service. Future studies should include a much larger 

sample and should consider including only female spouses. Future studies should also 

include military spouses from different military duty locations and consider adding the 

different branches of service. Generalizability may have also been limited by the 

exclusion of spouses of service members who have been deployed or returning from 

deployment within 60 days. A much larger random sample of military spouses may assist 

in the generalization of the study findings.  

Timing of survey distribution may have been a contributing factor to the small 

sample size despite two waves of distribution and follow up e-mails. This can be both a 
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methodological and generalization limitation.  The study surveys were initially 

distributed in November 2010. By this time, military spouses may have been 

overwhelmed by the number of surveys they have been invited to complete. The first 

wave of survey distribution took place at the same time as the Fort Hood Community 

Needs Assessment survey.  The Fort Hood Community Needs Assessment survey was 

Fort Hood’s third of four online surveys being conducted over an 18-month period 

looking at ways to improve the health of the Fort Hood community. It was strongly 

encouraged by the Fort Hood senior commander, a 2-star general, to be completed. 

Spouses could have easily mistaken this research study survey as another form of the 

Community Needs Assessment Survey. The 2010 SAF was another survey that was 

distributed to a random selection of civilian Active Army spouses around the first quarter 

of 2010. Although not specifically targeted only toward spouses of active duty soldiers 

stationed at Fort Hood, 75,000 of these surveys were sent out Army-wide to assess the 

support provided to families and soldiers since 2001. A second wave of distribution took 

place during the holiday season and military spouses may have felt it was not a priority to 

complete during that time of year. Future studies should include more objective outcome 

measures such as observer-rated health promoting behaviors or cooperativeness so that 

findings are not fully explained by a self-report bias alone. Future studies should also 

consider timing of when surveys are administered, taking into consideration when other 

surveys are being administered to military families and avoiding distribution of surveys 

during the holiday season.  

A methodological limitation is the subjective report of study variables. Response 

to the study survey may have been exaggerated; participants may have been too 
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embarrassed to reveal information; and results may have been affected by the 

participant’s feelings at the time the survey was filled or by social desirability bias. 

Future studies should include objective measurements of study variables or include a 

social desirability scale. Standard deviation for significant amounts of socially-desirable 

responses can then be controlled for.  Another methodological limitation is the majority 

of recruitment of a convenience sample of military spouses living on post. This may pose 

as an underrepresentation of military spouses of service members stationed at Fort Hood.   

Other Recommendations for Future Research 

In addition to performing a repeated study with a larger random sample of 

military spouses to generalize the findings as previously mentioned, future research 

should also include the military spouses’ prior experience or diagnosis with 

anxiety/depression as a covariate. Adding in pregnancy as a covariate will also be helpful 

since women with deployed partners who were pregnant reported higher stress levels than 

their peers with non-deployed partners (Haas et al., 2005). Other variables such as 

deployment type (combat versus peacetime deployment), family discord prior to 

deployment, and length of time at current duty station should also be considered. 

Future studies should also include spouses of reserve personnel who deal with the 

military community less frequently than spouses of active duty personnel. Given the up-

tempo of deployments since the terrorist events in 2001, more reservists have engaged in 

deployments and in increasing frequency, which could possibly lead to lower levels of 

adjustment for their spouses. Other considerations should include a longitudinal study to 
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compare adjustment of spouses of deployed versus non-deployed service members during 

an entire deployment period.  

With no use of incentives for this study, response rate was extremely low. In a 

meta-analysis of studies that implemented some form incentive to increase response rates, 

Church (1993) reported that the use of prepaid cash rewards for completing surveys had 

the most significant impact. Future studies should include a monetary incentive in order 

to obtain a better response rate.  

An intervention study implementing the engagement of healthy lifestyle behaviors 

is needed to determine its impact on health and well-being. From that, future research 

should also include studies to determine perceived effectiveness of healthy lifestyle 

behaviors as methods of increasing adjustment.  

Implications for Nursing 

It is clear that health responsibility, stress management, and spiritual growth - all 

of which are healthy lifestyle behaviors - predict adjustment in military spouses. New 

efforts are needed to promote opportunities for military spouses to engage more 

frequently in healthy lifestyle behaviors in order to improve adjustment. This implies that 

nursing practice should include assessing and evaluating healthy lifestyle behavioral 

strategies with the initial health history and in the overall nursing plan to complement an 

individual's ability to achieve total wellness. This should also include using both 

qualitative and quantitative research methodologies to evaluate interventions promoting 

healthy lifestyle behaviors.  

Currently, there are support programs, organizations, and resources in place to 
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support the well-being of military spouses. What is needed are programs that integrate all 

the dimensions of a healthy lifestyle. Nurses are in a good position to advocate for such 

programs and to discuss health-promoting behaviors with military spouses to promote 

holistic health. 

Conclusion 

Despite the limitations cited in this study, it is apparent that there are adjustment 

issues placed upon military spouses, whether or not the service member is deployed. This 

study strengthens the concept that promoting healthy lifestyle behaviors can pay off in 

building military spouses who are better able to cope and adjust. Let this study serve to 

support the President’s commitment to strengthening our military families (Office of the 

Press Secretary, 2011) by providing new information and justification to enhance the 

overall well-being and psychological health of the military family so that service 

members can have strong families while maintaining the highest state of readiness, 

thereby improving the effectiveness of U.S. military forces. 
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Appendix B: Descriptive Statistics for PGWBI Subscales and Overall Scale 
 
 
 
 
Scale M SD Min Max α Items Skewness 

Ratio 
Kurtosis 

Ratio 
Anxiety 
 

63.06 19.76 0 96 .88 5 -3.95 0.73 

Depressed Mood 
 

80.46 19.52 0 100 .90 3 -9.71 11.28 

Positive Well-being 
 

61.52 19.57 0 100 .87 4 -3.19 1.07 

Self-control 
 

79.41 19.32 0 100 .80 3 -6.79 5.57 

General Health 
 

71.69 18.07 0 100 .71 3 -4.58 2.56 

Vitality 
 

56.55 21.67 0 100 .89 4 -2.64 -0.44 

Overall 
 

64.81 16.31 0 92 .96 22 -5.81 4.59 
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Appendix C: Descriptive Statistics for DASS Subscales and Overall Scale 
 
 

 
Scale 
 

M SD Min Max α Items Skewness Ratio Kurtosis Ratio 

Depression 
 

4.49 5.842 0 34 .86 7 10.41 13.27 

Anxiety 
 

3.15 5.020 0 28 .80 7 13.31 19.56 

Stress 
 

9.71 7.961 0 36 .87 7 5.05 2.13 

Overall 
 

17.35 16.598 0 78 .92 21 7.61 5.46 
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Appendix D: Summary of All Significant Relationships between  

Demographics and PGWBI Scales 

 

Scale Age Race Education Employment Income Marriage Grade 

PGWBI        

Anxiety 
 

  70.3/63.2**   68.5/62.6*  

Depressed Mood 
 

   
87.4/82.1* 

  
86.6/81.0* 

  

Positive Well-being 
 

   68.9/62.6*    

Self-Control 
 

 86.7/81.1*    85.1/80.0* 86.4/81.2* 

General Health 
 

       

Vitality 
 

62.3/55.5*  63.7/56.3*   62.9/54.3**  

Total PGWBI 
 

  70.8/66.0*   69.8/64.6*  

Scores represent Older/Younger, Non-Caucasian/Caucasian, More/Less Educated, Employed/Not Employed, Higher/Lower 
Income, Longer/Shorter Marriage, and Higher/Lower Grade.  
* = p <.05; ** = p <.01 
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Appendix E: Summary of All Significant Relationships between  

Demographics and DASS Scales  

 

 Age Race Employment Marriage 

Depression 
 

 1.1/1.6*  1.2/1.9** 

Anxiety 
 

 .7/1.3* .8/1.3*  

Stress 
 

2.4/2.9* 
 

2.1/2.9**  2.4/2.9* 

Total DASS 
 

3.1/3.8* 2.7/3.8**  3.1/3.9** 

Scores represent Older/Younger, Non-white/White, More/Less Educated, Employed/Not Employed, Higher/Lower Income, 
Longer/Shorter Marriage, and Higher/Lower Grade.  
* = p <.05; ** = p <.01 
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Appendix F: Summary of Final Stage of PGWBI Multiple Regression 

 

Model 

Unstandardized Coefficients 

Standardized 

Coefficients 

t Sig. B Std. Error Beta 

11 (Constant) 13.069 5.482  2.384 .018 

Health Responsibility -4.863 1.808 -.209 -2.690 .008 

Spiritual Growth 13.412 2.261 .511 5.933 .000 

Stress Management 8.166 2.193 .305 3.724 .000 

Age 1.747 .577 .193 3.029 .003 

a. Dependent Variable: Global Score 
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Appendix G: Summary of Final Stage of DASS Multiple Regression 
 
 
 

Model 

Unstandardized Coefficients 

Standardized 

Coefficients 

t Sig. B Std. Error Beta 

11 (Constant) 9.321 .925  10.077 .000 

Health Responsibility .675 .305 .200 2.214 .028 

Spiritual Growth -1.551 .381 -.407 -4.067 .000 

Stress Management -.829 .370 -.213 -2.240 .027 

Age -.241 .097 -.184 -2.481 .014 

a. Dependent Variable: DASS_Total2 
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