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Assessing the validity  
and reliability of the ‘Health 
Dialogue’ in 10-year-olds

Children spend more time at school than 
anywhere else, with the exception of home; 
therefore, a project began in 2000 in the county 

of Västernorrland with a focus on systematically 
gathering data concerning school children’s health 
in an epidemiological database. A cooperation was 
initiated between the county council and the County 
Administrative Board of Västernorrland and the seven 
municipalities, which has resulted in a systematic 
approach for collecting data from a number of actors 
involved in children’s environment (e.g. maternal care, 
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Abstract
Aim:�The�aim�was�to�assess�the�concurrent,�construct�and�convergent�
validity�of�the�Health�Dialogue�questionnaire�(HD)�in�4th�grade�in�
compulsory�school,�through�comparison�of�the�HD�questionnaire�with�
Pediatric�Quality�Of�Life�Inventory�(PedsQL�),�and�Health�Behavior�in�
School-aged�Children�(HBSC).
Methods:�A�sample�was�created�from�the�HD�n=1956,�HBSC,�n=1500�
and�PedsQL�n=425.�An�exploratory�factor�analysis�was�performed�in�
order�to�evaluate�the�construct�validity�of�HD.
Results:�A�majority�of�the�questions�show�acceptable�concurrent�
validity�and�the�results�support�the�HD�as�a�valid�16-item�three�
factorial�model�for�school�children�aged�10�years�old�(grade�4).�The�
HD’s�three�factorial�model’s�degree�of�explanation�was�39%�of�the�
school�children’s�health�in�school�settings.
Conclusion:�The�HD�questionnaire�is�a�valid�instrument�for�measuring�
10-year-old�school�children’s�self-reported-health�and�to�identify�
positive�health�factors.
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child health, school health, emergency departments, 
drug habit surveys and dental services) (The Public 
Health Center, 2005). Today the Health Dialogue is used 
on a regular basis by approximately half of the school 
health services and school nurses in Sweden and it has 
a relatively high participation rate (Rising Holmström et 
al, 2012). Schools can have a positive impact on school 
children’s health by teaching about health and promoting 
healthy behaviours.

All Swedish schools work to prevent risky behaviours 
such as alcohol and tobacco use, inactivity or bullying; 
schools may also deal with specific health problems in 
students, such as headaches, stress, obesity, depression 
and neuropsychiatric diagnoses. School health services 
should, according to the Education Act (SFS, 2010:800):

 n Monitor children’s development
 n Preserve and improve their mental and physical health
 n Promote healthy lifestyles throughout their school years
 n Create a relationship-based on being available, free of 
charge and voluntary.
It is difficult to find reliable and age-appropriate 

methods of health research in young children. Health 
itself is a complex concept and consists of many factors. 
In this study health is defined according to the World 
Health Organization’s (WHO, 1948) definition where 
health is described in three dimensions: physical, mental 
and social.

‘Health is a state of complete physical, mental and 
social wellbeing and not merely the absence of 
disease or infirmity.’ (WHO, 1948)

Today there is a lack of adequate instruments concerning 
aspects of health relevant for children transitioning to 
adolescense (Bevans et al, 2010; Petersen, 2010). Research 
concerning children’s self-reported-health is based on data 
collection methods; children themselves report symptoms 
such as sleeping problems, headaches and dietary habits. 
Such self-reported questionnaires have been evaluated as 
both valid and reliable (Haugland et al, 2001; Helseth and 
Lund, 2005; Robitail et al, 2007).

The Health Dialogue Concept
One approach used by the school health services and 
school nurses in the county of Västernorrland is the 
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or year. The HD questionnaire is age-appropriate in 
language (difficult words like bullying are explained with 
concrete examples), number of questions, time period (3 
months) and content, and it is enhanced with images and 
visual estimation scales to enable and ensure the child’s 
participation in the HD.

The HD questionnaire has been tested in two pilot 
studies; in 2000/2001, one municipality in the county 
participated, and in 2003/2004, the second pilot study 
took place, and it included the whole county. On both 
occasions, a survey was distributed to the participating 
school nurses to explore their experiences working with 
the HD. After the pilot studies, the questionnaire was 
revised thoroughly. The number of questions was reduced, 
along with the level of detail of the issues (Wickberg and 
Sjöström, 2004).

Part B—The meeting
At the HD meeting in grade 4, the school nurse meets 
with the school children without the parents, if the parents 
have given their written consent to the HD concept. 
The school nurse measures the school children’s height, 
weight, and calculates ISO-BMI (Cole et al, 2000). Then 
the school nurse sits down with the school child and the 
HD questionnaire is used as a basis for dialogue. The 
HD concept is inspired by ‘Motivational Interviewing’ 
(MI). The method has a positive reinforcement approach 
without pointers and is evidence-based in order to help 
people make lifestyle changes. MI as a method is based 
on short meetings (>20 min) focused on increasing 
motivation for change. This approach is suitable for 
children whose concentration and endurance may be 
limited (Rollnick et al, 2008; Rosengren, 2012).

Part C—The registration
After conducting parts A and B of the HD concept, the 
school nurse registers the results in the medical journal 
and in the database if parents have given written consent. 
The school nurse communicates written or verbal feedback 
to the parents after the HD, including the results of the 
physical measurements, to ensure parents’ participation. 
The HD questionnaire data is analysed on a group level 
and is presented and discussed with the leadership of the 
school, such as headmasters, due to the fact that the school 
arena is an important arena for health promotion.

Aim
The HD questionnaire lacks documented validity and 
reliability and the aim of this study is to assess the 
concurrent, construct and convergent validity of the 
Health Dialogue questionnaire in 4th grade in compulsory 
school, through comparison of the HD questionnaire with 
Pediatric Quality Of Life Inventory (PedsQL), and Health 
Behavior in School-aged Children (HBSC).

Method
Sample
The county of Västernorrland is a region characterised 

Health Dialogue concept (HD), which consists of  
three parts:

 n A: An HD questionnaire
 n B: A meeting between children and parents (in the case 
of 6-year-olds) and the school nurse, where the HD 
questionnaire is used as a basis for a dialogue

 n C: The registration of the HD questionnaire results in 
the child’s medical record and on an epidemiological 
database, provided that the parents have given their 
written consent.

The approach in the HD concept differs from other 
research concerning children’s health in some ways; for 
example, the HD concept originates from clinical practice  
and the school nurse who conducts all three parts of the 
HD concept is located in the school and shares the school 
environment with the children on a daily basis. The focus 
of this study is to validate part A: the HD questionnaire.

Part A—The HD questionnaire
The HD questionnaire is a structured questionnaire 
with a positive salutogenic health promoting approach, 
consisting of health-related questions—each phrased in 
a positive manner, covering three dimensions of health: 
physical, mental and social. The physical dimension 
includes nutrition (eating breakfast every day, drinking 
soft drinks once a week or less), somatic problems 
(allergies, headache, stomach ache, back/neck/shoulder 
pain), self-reported health and sleeping habits. The mental 
dimension includes wellbeing (feeling low/sad, worried/
afraid, irritable/bad tempered and wanting an adult to 
talk to), the school environment (satisfaction in school, 
having the ability to concentrate and work in peace) 
and bullying (knowledge about a friend being bullied 
and being bullied personally). The third dimension is 
social health and includes leisure (time spent watching 
TV and using computers) and physical activity both 
in school and during leisure time (active participation 
in PE classes, daily physical activity, smoking habits at 
home). Besides the three dimensions there is also one 
item including six sub-questions regarding the physical 
school environment; for example, perceptions about 
classrooms and restrooms. 

The HD questionnaire represents a cross-sectional 
image of the child’s self-reported health (SRH). The HD 
is offered to all school children at four occasions: in grade 
zero (up to 6-year-olds), in fourth grade (to 10-year-olds), 
in seventh grade (to 13-year-olds), and the first year of 
high school (to 16-year-olds), and follows the child’s 
development and growth from 6 to 16 years old, with 
repeated content (Jonsson et al, 2001). At the first HD 
occasion a parent is present and the information from 
child health care on children’s previous health is a part 
of the dialogue. In pre-school the HD is addressed to the 
parent considering the child’s age and reading ability.

In the HD questionnaire a period of time of 3 months 
is used for questions on the prevalence of headaches 
due to the fact that school children often have difficulty 
relating to a longer time period such as the past 6 months 
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by large rural areas and few cities, with approximately 
250 000 inhabitants, located in the North Middle 
Sweden. Each academic year of the HD concept consists 
of approximately 8000 school children in the county. 
The data for this study consists of the Health Dialogue 
questionnaires in 4th grade in compulsory school  
(n=1956), the Health Behaviour in Swedish School-aged 
Children (HBSC) questionnaires (n=1500) and PedsQL 
(n=425) in the academic year 2009/2010.

Data collected
Part A—The Health  
Dialogue questionnaire
The data consists of data from a total survey of the HD 
questionnaires conducted by all school nurses in schools 
in a county in the middle of Sweden in the academic 
year of 2009/2010 (n=1956). All schools in the county 
are included in the survey and the school nurse at the 
schools performed the HD with the school children 
in his or her caseload. The school nurse distributed 
individual invitations to all school children’s homes 
with an offer for an HD. This invitation includes a time 
for an HD meeting together with the HD questionnaire, 
and written information about the HD concept where 
it is clearly expressed that the HD is voluntary, and 
a consent form for the parents to sign whether they 
approve or disapprove of the HD being performed with 
their child, and of the registration of the results in the 
database. It is possible to approve part A and B of the 
HD concept, and to disapprove of the registration in 
the database. The school children complete the HD 
questionnaire at home and bring it together with the 
parental consent form back to the school nurse in an 
enclosed envelope. By completing the form at home 
the school child, and parents get an opportunity to 
discuss health issues and this could also be seen as an 
opportunity to raise awareness among parents of the 
importance of a healthy lifestyle. When the school child 
comes to see the school nurse they are both prepared 
and familiar with the content of the questionnaire. This 
procedure makes it possible for school children, the 
school nurse and parents to prepare themselves if there 
are certain questions they would like to discuss. The 
school nurse then meets with the school child and has 
an HD meeting using the questionnaire as the basis for 
the dialogue.

Health behaviour in Swedish 
School-aged Children (HBSC)
Swedish School Children’s Health Behaviour is a part 
of the WHO’s global survey entitled Health Behaviour 
in School-aged Children (HBSC). Since 1985/1986, this 
study has taken place around the world every 4 years, 
most recently in over 40 different countries. It is a 
school-based survey with data collected through self-
completion questionnaires administered in the classroom 
by teachers. School children aged 11, 13 and 15 years 
were asked to answer the questions during their ordinary 

school classes. The teacher was responsible for distributing 
information concerning the study, such as parental 
agreement and school children’s voluntary participation. 
The sampling method for participating school children 
was carried out in a two-step cluster design. First, a 
national representative cluster of schools was randomly 
selected. Second, a selection of schools or classes in 
each grade was included in the study, with at least 1 500 
school children in each grade; data consisted of 11 years 
old school children from the academic year 2009/2010 
(SNIPH, 2011). The international standard questionnaire 
enables the collection of common data across participating 
countries and thus enables the quantification of patterns 
of key health behaviours, health indicators and contextual 
variables. These data allow cross-national comparisons to 
be made and, with successive surveys, trend data analysis 
is also possible. The HBSC survey does not include 
individual contact, dialogue or feedback concerning the 
questionnaires with the school children; it is mostly 
analysed and reported at a national level and used in the 
research context.

Pediatric Quality of Life Inventory 
(PedsQL)
In order to be able to calculate validity and reliability 
of the HD questionnaire the PedsQL inventory was 
specifically used by the school nurses in the schools in one 
of the municipalities of the county in the academic year of 
2009/2010, n=425 PedsQL inventory.

The PedsQL was offered to all children in 4th grade 
(10 years old). The PedsQL inventory model is a modular 
approach to measuring health-related quality of life 
in children and adolescents. The PedsQL consists of 
brief, practical, generic core scales suitable for use with 
healthy school and community populations, as well 
as with paediatric populations with acute and chronic 
health conditions. PedsQL condition-specific modules 
complement the generic core scales for use in designated 
clinical populations. Accordingly, the PedsQL measurement 
model consists of developmentally appropriate forms for 
children ages 2–4, 5–7, 8–12 and 13–18 years. Paediatric 
self-report is measured in children and adolescents aged 
5–18 years old. The multidimensional PedsQL Generic 
Core Scales encompass the essential core domains for 
paediatric health related quality of life measurement:

 n Physical functioning (8 items)
 n Emotional functioning (5 items)
 n Social functioning (5 items)
 n School functioning (5 items).
The PedsQL inventory shows good validity and 

reliability in a Swedish school context (Petersen et 
al, 2009). The PedsQL inventory is usually not used 
as standard for survey measuring concerning school 
children’s health in Sweden; it is more commonly used 
solely in a research context.

Ethics
The study follows the ethical principles recommended 
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by the Research Council and was approved by the Ethics 
Committee at the Medical Faculty, Umea University.

The County Council of Västernorrland owns and 
administrates the database. The school nurses in the 
county are responsible for the data collection at each 
separate school, (i.e. distribution of written as well as 
oral information to all children and parents regarding 
voluntary participation and the registration of each HD 
conducted in the database). The manner the HD concept 
is conducted and the fact that all analysis is conducted on 
county level implies that it is impossible for the researcher 
to identify individual children in the data material. 

However, in this regard, ethical considerations have been 
an important part of the research process and continued 
discussion around ethical considerations has taken place 
throughout the study process. All the research material 
was kept locked in a safe, secure place. The research 
material will be stored for 10 years in accordance with the 
regulations for primary research data; only researchers 
associated with the project have had access to the material. 

Statistical methods
To assess and compare agreement between HD 
questionnaire and proxy, scores were computed using 

Table 1. Percentages of positive answers from the 4th grade Health 
Dialogue questionnaire and their population proxy scores

Items HD HBSC PedsQL

Girl Boy Girl Boy Girl Boy

Always�
concentrate

73 71 72 70

Not�bullied 86 85 86 86 71 66

Rather�good/
better�school�
satisfaction

99 98 95 98 86 83

Eating�
breakfast�
every�school�
day

92 93 83 87

Drinking�soft�
drinks�once�a�
week�or�less

20 15 19 17

Daily�physical�
activity

30 40 7 10

Less�than�1�
hour�TV�a�day

74 66 44 41

Less�than�1�
hour�computer�
a�day

74 66 68 69

Rather�good�
/better�self-�
reported�
health

100 99 100 99

No�Headache 67 75 69 78

No�Stomach�
ache

73 80 74 80

No�Back/neck/
shoulder�ache

80 83 87 89 76 76

Not�Feeling�
low/sad

83 89 76 81 49 53

No�
Nervousness

88 92 70 72 66 67

Not�Irritable/
bad�tempered

69 70 50 57 43 39

Good�sleep 87 89 43 44 64 62
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percentages of positive answers (Table 1).
To evaluate the magnitude of discrepancies between 

HD scores and proxy ratings, effect sizes were computed. 
In computing effect size for larger independent samples, 
odds ratio (OR) is a main way to quantify the effect 
size in situations where we are comparing proportions 
across two populations or treatment groups. This is an 
asymptotic approximation, and will not give a meaningful 
result if any of the cell counts are very small. If L is the 
sample log odds ratio, an approximate 95% confidence 
interval for the population log odds ratio is L±1.96SE. 
This can be mapped to exp (L−1.96SE), exp (L+1.96SE) 
to obtain a 95% confidence interval for the odds ratio. 
Children who answered a question proxy from either 
HBSC or PedsQL have higher or lower odds of answering 
the positive alternative compared to those doing the 
HD. Testing the hypothesis that the answers come from 
a different population of questions gives that non-
significant OR’s indicate that the answers measure the 
same constructs, i.e., the concurrent validity. An HD 
question is overestimated compared to proxies if OR is 
<1, and respectively underestimated compared to proxies 
if OR is >1 (Table 2).

An exploratory factor analysis was performed in order 

to evaluate the construct validity of HD. A correlation 
matrix for the 18-item HD questionnaire, with estimated 
communalities as diagonal elements, was factorised by the 
principal axis factoring method. Varimax rotation method 
was used (Table 3) (Costello and Osborne, 2011).

Reliability, which is measuring the internal constancy, 
is expressed by Cronbach’s α. The measure was computed 
for each of the tree subscales and the total score (Table 3). 

Convergent validity is another important aspect of 
construct validity, and consists of showing that postulated 
dimensions of the HD questionnaire correlate appreciably 
with proxy dimensions that theory suggests should be 
related to it. Correlations between the HD questionnaire 
and proxies can be seen in Table 4. Correlations between 
0.3 and 0.5 are considered moderate while correlations 
above 0.5 are considered large (>0.7, very large and >0.9, 
nearly perfect) (Terwee et al, 2007).

Results
The HD is salutogenic, and as being so the percentages 
of positive answers are presented in Table 1. Measuring 
the concurrent validity can be done by comparing the 
percentages emanating from the HD questionnaire 
with similar questions from different but resembling 

Table 2. Agreement between HD questionnaire and the proxies*
Items HD vs. HBSC HD vs. PedsQL

Girl Boy Girl Boy

Always�concentrate 1.0�(0.6-1.5) 1.0�(0.6-1.5)

Not�bullied 1.0�(0.7-1.5) 1.1�(0.7-1.6) 0.4�(0.3-0.6) 0.3�(0.2-0.5)

Rather�good�or�better�
school�satisfaction

0.2�(0.1-0.3) 1.0�(0.7-1.5) 0.06�(0.04-0.1) 0.1�(0.07-0.1)

Eating�breakfast�
every�school�day

0.4�(0.3-0.6) 0.5�(0.3-0.8)

Drinking�soft�drinks�
once�a�week�or�less

0.9�(0.5-1.9) 1.2�(0.5-2.5)

Daily�physical�activity 5.4�(3.3-9.1) 0.2�(0.07-0.4)

Less�than�1�hour�TV�
a�day

0.3�(0.2-0.4) 0.4�(0.2-0.6)

Less�than�1�hour�
computer�a�day

0.7�(0.5-1.1) 1.1�(0.7.1.8)

Rather�good�or�better�
self-reported�health

1.0�(0.7-1.5) 1.0�(0.7-1.5)

No�headache 1.1�(0.7-1.7) 1.2�(0.8-1.8)

No�stomach�ache 1.1�(0.7-1.6) 1.0�(0.7-1.5)

No�back/neck/
shoulder�ache

1.7�(1.1-2.5) 1.7�(1.1-2.5) 0.8�(0.5-1.2) 0.6�(0.4-1.0)

Not�feeling�low/sad 0.6�(0.4-1.0) 0.5�(0.4-1.0) 0.2�(0.1-0.3) 0.1�(0.08-0.2)

No�nervousness 0.3�(0.2-0.5) 0.2�(0.1-0.3) 0.3�(0.2-0.4) 0.2�(0.1-0.3)

Not�irritable/bad�
tempered

0.4�(0.3-0.7) 0.6�(0.4-1.0) 0.3�(0.2-0.5) 0.3�(0.2-0.4)

Good�sleep 0.1�(0.07-0.2) 0.1�(0.06-0.2) 0.3�(0.2-0.4) 0.2�(0.1-0.3)

*Testing�the�hypothesis�that�there�are�different�percentages�of�the�defined�positive�answers�while�answering�the�same�

construct�(i.e.�not�statistically�significant�ORs�shows�that�the�HD�items�measure�the�same�construct�as�the�proxy).
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questionnaires HBSC and PedsQL. Analysing Table 1 
and Table 2, the percentages are similar with an average 
percentage difference of 13 points (Table 1); the items 
‘adult to talk to’ and ‘smoking’ were excluded because 
of a lack of comparison with the other instruments and 
11 out of 16 questions did not show underestimated or 
overestimated percentages (Table 2). The answers from 
the questions concerning eating breakfast every school 
day, daily physical activity, less than 1 hour watching 
TV a day, no nervousness, and good sleep were either 
underestimated or overestimated in relation to the HD.

Several factor analyses were performed for the total 
group. Principal axis factoring for the total group 
resulted in six eigenvalues above 1.00: 3.45, 1.48, 1.24, 
1.14, 1.06 and 1.04. Three, four, five and six factors 
corresponding to 39%, 46%, 52% and 59% of the total 
variance, respectively, were rotated by both varimax and 
oblimin methods. The two rotation methods resulted 
in similar solutions. The three dimensional solution 
was the solution most clearly interpreted. As with all 
multivariate methods, the findings in factor analysis 
are impacted by sample size. The solution in Table 3 
may be interpreted as follows: factor 1 is a ‘Physical 

health’ factor. The ‘Mental health’ item is in factor 2, 
and the items tapping ‘Social health’ in factor 3. The 
correlations between the three subscales in the HD with 
the four subscales and the total score in PedsQL are 
presented in Table 4. The subscales in HD measuring 
physical, mental and social health tapped the relevant 
subscales in PedsQL (i.e. the ‘physical functioning’, 
‘emotional functioning’ and ‘psychosocial functioning’ 
subscales in PedsQL). All subscales in the HD also 
moderately correlate with the PedsQL total score (PH 
.43**, MH .19*, and SH .42**).

Discussion
The main result of the validation for the HD questionnaire 
is that a majority of the questions show acceptable 
concurrent validity and the results support the HD 
questionnaire as a valid 16-item three factorial model for 
10 year old school children (grade 4).

Generally the results indicate that most school children 
experience good to very good health regardless of 
measurement tools: the HD questionnaire, the HBSC 
questionnaire, or the PedsQL Inventory (Table 1). A 
high level of agreement was also found between the 

Table 3. Factorial model for the generated solution  
by principal-axis factoring and varimax rotation for total group  

and internal constancy for each factor (subscale)
Factor 1  Factor 2 Factor 3  

Physical Health α = 0.5

No�headache 0.690 0.090 0.002

No�stomach�ache 0.377 0.134 0.066

Good�sleep 0.338 0.197 0.236

No�back/neck/shoulder�
ache

0.313 0.200 0.162

Daily�breakfast 0.051 -0.016 0.025

Mental Health α= 0.5

Not�nervous/afraid/worried 0.299 0.623 -0.040

Not�low/sad 0.265 0.534 0.081

Not�irritable/bad�tempered 0.158 0.464 0.060

Positive�self-reported�
health

0.221 0.510 0.357

Positive�school�satisfaction 0.143 0.493 0.427

Not�bullied 0.001 -0.446 -0.255

Adult�to�talk�to -0.091 0.312 0.009

Social Health α = 0.4

Always�ability�to�
concentrate

0.189 0.132 0.550

Non�smoking -0.011 -0.032 0.284

Less�than�1�hour�PC/Tv/
day

0.157 0.120 0.205

Daily�physical�activity 0.094 0.086 0.189

Total score α =0.51
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Table 4. Correlations between the 4 subscales and total scores  
in PedsQL and the 3 subscales in HD, total (n=424)

EF SF ScF PSHS TS PH MH SH

Physical�functioning 0.42** 0.55** 0.52** 0.58** 0.80** 0.38** 0.13�** 0.39**

Emotional�
Functioning

0.57** 0.48** 0.73** 0.70** 0.35** 0.23** 0.21**

Social�functioning 0.51** 0.76** 0.77** 0.25** 0.16�** 0.30**

School�functioning 0.76** 0.76** 0.39** 0.14�** 0.34**

Psychosocial�health�
summary�score

0.95** 0.38** 0.20** 0.38**

Physical�health�
summary�score

0.80** 0.38** 0.12�* 0.39**

Total�scale�score 0.43** 0.19* 0.42**

Physical�health 0.22** 0.20**

Mental�health 0.14�**

HD questionnaire and the HBSC questionnaire (Table 
2). Furthermore, the HD questionnaire’s three factorial 
model’s degree of explanation was 39% of the school 
children’s health in school settings. Health is in itself a 
multidimensional and complex phenomena. To extract 
a model, which accounts for almost half of the variance 
of children’s health in a school setting and thereby 
achieve to explain half of the school children’s health 
by using the HD questionnaire was in this respect a 
very strong result (Table 3). Furthermore, the result 
shows a relatively good correlation between the HD 
questionnaire and PedsQL for the physics and social 
health total score, though there is a lower correlation 
between the subscales of mental health (Table 4). Having 
identified ‘aches’ as a marker variable for physical health 
is unsurprising; however, the mental health items of 
‘feeling irritable’, ‘getting bullied by peers’ and ‘feeling 
nervous’ are problems that may not be easily recognized 
as such (Felder-Puig et al, 2008). The authors argue that 
this does not reflect a real low correlation. The authors 
suggest that one possible reason for this relatively low 
correlation between mental health scores in the HD 
questionnaire and PedsQL may be the fact that the HD 
questionnaire utilises a positive approach, where others 
use more negative wording (Wenemark, 2010). The HD 
concept differs from other surveys concerning school 
children’s health. A strength of the overall HD procedure 
is its positive, salutogenic health approach compared to 
more traditional questionnaires concerning children’s 
health asking for absence of disease instead of presence 
of health.Another strength of the HD is the procedure 
by which it is conducted, where the school nurse is a 
well known person and a natural part of the school 
children’s environment compared to other researchers 
who are strangers to the environment and to the school 
children. It provides a personal contact, feedback for 
school children and parents and a possibility for the 
school children to raise and discuss their own questions 
about health.

Methodological considerations
The larger the sample size, the greater the opportunity 
to obtain significant findings that can only be identified 
in large samples. The strategy for examining the stability 
of the model is to perform a split-half validation to see 
if the factorial model and the communalities remain the 
same. A total variance of 39% and eigenvalues of 3.12, 
1.75 and 1.4 were found. The results show that the HD 
questionnaire’s strength is in being tested in a relatively 
large and heterogeneous sample (different SES groups, 
varied ability levels and different ethnic groups) and 
that it is being validated for the same population that it 
serves, and this is an advantage for the HD (Huebner, 
1994). However, the HD questionnaire was tested within a 
population in Sweden and the results could be different in 
another context, which could affect the representativeness 
of the study.

Conclusion
The HD questionnaire shows acceptable concurrent 
validity and the results support the HD questionnaire 
as a valid 16-item three factorial model for 10-year-
old school children (4th grade). Though the HD 
concept, of which the HD questionnaire is a part, 
originated from empirical practice-based praxis, it 
shows surprisingly high theoretical relevance regarding 
measurement technology and theoretical testing. The 
HD questionnaire is a valid instrument for measuring 
10-year-old school children’s self-reported health and 
to identify positive health factors. In addition, the 
few questions phrased in short sentences, with age 
appropriate language, makes the HD questionnaires 
user friendly. The HD questionnaire demonstrates 
usefulness in the systematic Public health work and 
health promoting work in schools.

Recommendations for further research
Further research could be carried out to test the validity of 
the tool within different age groups and/or with children 



October�2013��Vol�8�No�8����British Journal of School Nursing� 391

Research

with a disability, and to confirm the factor model used in 
the study, for example.� BJSN
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