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CHAPTER 1 

INTRODUCTION 

The direction taken by an individual's health is in part 

determined by chance and in part effected by behavioral choice. 

Wellness and illness are the result of both factors. The 

potential for people to behave in a healthier manner is evident 

from the increased interest in fitness in the 1980s. Health 

spas, running clubs, health food restaurants, and behavior 

modification programs have proliferated as a result of economic 

support by their participants. Testimonies of weight loss, 

abstinence from red meat consumption, and commitments to daily 

aerobic exercise are found in the news media, television 

interviews and everyday conversations. Nonetheless, there 

continues to exist a soaring incidence of disease processes, 

particularly coronary artery disease (CAD), that would be 

lessened with lifestyle related behavior changes. Attention to 

this population would be warranted in that CAD is the number one 

cause of morbidity and mortality in America (Lipid Research 

Clinics Program, 1984). Many victims of coronary disease 

continue to choose to consume an unhealthy diet and lead a 

sedentary lifestyle. The nursing profession can advance the 

science of health promotion by identifying those individual 
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characteristics that influence unhealthy behavior. Those 

characteristics may be the result of an individual's "locus of 

control", an expectation as to whom or what is perceived as being 

the force resulting in one's behavior. Intervention specific to 

the individual's response to a disease situation, and compatible 

with one's expectancies and values, could impact upon one's 

behavioral choices. In order to identify these characteristics, 

an individual's prior illness and injury experiences, health 

values, and behavior changes in the past must be examined. Since 

the element of chance and familial predisposition in life are 

beyond the control of interventions, the goal must be to provide 

appropriate reinforcements to maintain wellness and effect change 

in potential or actual illness, within the realm of behavioral 

choice. 

This research examined the characteristics of locus of 

control~ health value, protective health behaviors, and 

experiences with illness and injury obtained from a group of 

persons beginning treatment for hyperlipoproteinemia. 

Hyperlipoproteinemia may be generally defined as an abnormal 

elevation of serum low density lipoprotein (LDL)- bound 

cholesterol. The purpose of all relation-searching studies is 

to "understand better a situation so as to know how to intervene 

in it, or how to form one's prescriptions for care more 

accurately or acutely" (Diers, 1979, p. 126). Thus, the objective 
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of this research was to define certain personality 

characteristics and experiences of a group of persons diagnosed 

with a disease whose outcome, in part, is modifiable by lifestyle 

changes through alterations in behavioral choice. 

Problem of Study 

The initial problem investigated was to determine the health 

locus of control, the health value, the experiences with 

illness/injury, and the cardiovascular protective health 

behaviors of persons who have hyperlipoproteinemia, and who were 

attending a "lipid clinic" for an initial visit. Once these 

factors had been identified, the investigation addressed the 

problem of defining the relationship between health locus of 

control, health value, experiences with illness and injury, and 

protective health behaviors in that group of persons. Finally, 

the investigation looked at the relationship between health locus 

of control, experiences with illness and injury, and health value 

in that population as they related to the change in 

cardiovascular protective health behaviors. 

Justification of Problem 

Health promotion behaviors are lauded as a primary goal of 

the 1980s. Abundant evidence is available which incriminates 

several typical lifestyle patterns in disease development. These 
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patterns include poor nutrition, inadequate exercise, smoking, 

non-adherence to medication regimen, and inadequate follow-up 

with health care providers. Prevention of these lifestyle 

related diseases would entail reaching persons before they choose 

these life-threatening patterns. Unfortunately, damage has 

already occurred in millions of persons in our society. The 

health goal for these persons is to optimize the degree of health 

they possess and decrease the acceleration of the disease 

process. This goal could be accomplished by altering those 

behaviors that contribute to their disease. Coronary artery 

disease (CAD) is the most prevalent of the diseases that can be 

influenced by lifestyle changes. Over 1 million myocardial 

infarctions occur annually in the United States, killing over 

one-half of those persons afflicted (Lipid Research Clinics 

Program, 1984, p. 351). 

Often, the precursor of CAD is an elevated cholesterol 

level. The medical community had hypothesized for several years 

that cholesterol was a major culprit in CAD. It was not until 

the National Heart, Lung and Blood Institute concluded its 

research in 1984 that empirical evidence was available to support 

this hypothesis. In that series of studies it was shown that 

cholesterol-lowering produced a significant decrease in the 

incidence of morbidity and mortality from myocardial infarctions 

(Lipid Research Clinic Studies, 1984). This reduction in 
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cholesterol levels was accomplished by altering the nutritional 

practices of all subjects and by the administration of 

antilipemic drugs in one-half of the subjects. 

CAD is the result of atherosclerosis, which is 

the disease in which cholesterol, accumulating in the 
wall of arteries, forms bulky plaques that inhibit the flow 
of blood until a clot eventually forms, obstructing an artery 
and causing a heart attack or a stroke. The cholesterol of 
atherosclerotic plaques is derived from particles called low
density lipoprotein (LDL) that circulate in the bloodstream. 
The more LDL there is in the blood, the more rapidly 
atherosclerosis develops. (Brown and Goldstein, 1984, p. 58) 

Cholesterol and triglycerides are transported in the blood in the 

form of plasma lipoproteins. Of the four subclasses of 

lipoproteins, LDL, as mentioned above, and high density 

lipoproteins (HDL) are the targets of the greatest amount of 

research. LDL carries most of the cholesterol. Elevated serum 

levels of cholesterol have been strongly implicated in the 

incidents of myocardial infarctions (MI) (Multiple Risk Factor 

Intervention Trial Research Group, 1982). Elevations in HDL 

appear to have the reverse action of LDL, demonstrating no 

propensity for the incidents of an infarction, while abnormally 

low levels of HDL have been demonstrated to be of equal CAD risk 

as an elevated LDL (Levy, 1981). 

Intervention in regards to decreasing cholesterol can affect 

the potential quality and quantity of life. The health care 

providers' tasks are: a) to identify those persons with 

hyperlipoproteinemia; b) to assess their lifestyle health 
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behaviors and identify those that are risk factors; c) to assist 

indi~iduals in altering lifestyle behaviors that are risk 

factors; d) to prescribe the appropriate antilipemic drug, if 

necessary; and e) to follow-up those individuals, as needed, for 

evaluation of their status. 

Since the present study ut~lized a population that had 

already been identified as having elevated cholesterol and 

elevated low density lipoprotein, the investigation focused on 

the second task,assessment. The population was assessed by 

describing the individuals in terms of behavioral characteristics 

of locus of control and cardiovascular protective health 

behaviors. Their value of health, illness/injury experiences, 

age, gender, marital status, race, education, occupation, family 

composition, and family income were described. Following this 

data collection, the relationships between the variables were 

analyzed and interpreted. The third task would be to assist 

individuals by intervening to alter those behaviors that 

negatively affect CAD. This relation-searching study preceded 

this intervention step since there was a knowledge deficit as to 

the identification of the variables that can be associated with 

this particular population, and the practicality of Rotter's 

Social Learning Theory in this specific situation. After 

completing this data collection, more appropriate nursing 

diagnoses could be established for this population and a plan for 
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intervention could be developed based on this assessment and on 

the theoretical framework. Nursing interventions could be 

implemented and tested for their effectiveness in altering the 

human response to the actual disease of hyperlipoproteinemia. 

The nursing goal would be to direct the method of intervention in 

order to alter lifestyles and promote pattern changes which are 

more conducive to well-being. · 

Theoretical Framework 

"Relation-searching studies are appropriate when the 

variables are known or selected based on theory, but developed in 

a different context not lending itself to predictions" (Diers, 

1979). The variables for this research were extracted from 

portions of Rotter's Social Learning Theory. 

Julian Rotter developed the Social Learning Theory in 1954. 

This personality theory postulates that an individual's 

particular learned behavior can be predicted by knowing their 

view of a given situation, their expectations of the results of 

that behavior and the value that they place on the outcome which 

would occur from that behavior. Lewin, Adler, Kantor, Tolman, 

Thorndike, and Hull were influential in the development of this 

integrated reinforcement and cognitive theory (Rotter, Chance, 

and Phares, 1972). There were four main purposes: 

, 1. To develop ways of describing individuals in a reliable 
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and useful fashion; 

2. To understand and predict individual differences in . 

people's behaviors or attitudes in similar situations; 

3. To understand and predict how, or under what conditions, 

individuals learn or acquire their characteristic behaviors and 

attitudes; and, 

4. To understand how, or under what conditions, such 

behaviors and attitudes change (Rotter and Hochreich, 1975, pp. 

4-5). 

These purposes were appropriate for this study. The population 

consisted of persons who had not been described in terms of locus 

of control, health value, and cardiovascular health behaviors, 

prior to the study. Their similar situation was that of a 

disease state. It was suspected that some of their behaviors had 

an unhealthy relationship to their hyperlipoproteinemia. The 

purpose of the study was to determine the relationship between 

the variables in an effort to understand the impact of locus of 

control, health value, experiences with illness and injury, and 

protective health behaviors. 

The objective of Rotter's theory is to: 

define the nature of a system of constructs that will 
provide maximum prediction and control of behavior ••• not 
the ultimate or true nature of reality•·• we are concerned 
with whether or not our constructs lead to more reliable 
description, better prediction and control, better 
organization of obtained findings, and more clearly defined 
observational and experimental problems than do those of 
alternative systems. (Rotter, 1954, p. 84) 
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The objective of this study is not to predict behavior, but to 

utilize this theory "to provide operational definitions and 

general guidelines for the investigation" (Diers, p.127) • . 

The Social Learning Theory (Rotter, 1954) contains seven 

basic postulates with several corollaries. Those applicable to 

this study will now be reviewed. 

Postulate 1. "The unit of investigation for the study of 

personality is the interaction of the individual and his 

meaningful environment" (p. 85). The significance of this 

postulate is a basic acceptance that the individual determines 

what is meaningful as opposed to what is real or objective. The 

instruments utilized solicited subjective responses. 

Corollary 1. "The study of personality is the study of 

learned behavior ••• that is modifiable, that changes with 

experience" (p. 86). Behaviors that affect one's health are 

learned, and may be modified. It is this principle that is 

supported when an unhealthy behavior is altered. The change in 

the behavior can be facilitated given the appropriate experience. 

Corollary 2. "Investigation of personality requires the 

study of experience or sequence of events. Its method is 

historical, for an analysis of any behavior involves the 

investigation of the conditions preceding its appearance" (p. 

87). Antecedents under investigation in this study were previous 

experiences with illness and injury and previous participation in 
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cardiovascular protective health behaviors. 

Postulate S. "A person's experiences (or his interaction 

with his meaningful environment) influence each other. Otherwise 

stated, personality has unity" (p. 94). It is for this reason 

that the present study sought data on the influence of previous 

health experiences. 

Corollary 1. "One cannot truly speak of the 'cause' or 

'etiology' of behavior as described by personality constructs but 

only of the antecedent, necessary for the occurrence of the 

behavior. Such descriptions are never 'ultimate' or final" 

(p. 96). Unhealthy behaviors do not cause the disease, as with a 

high cholesterol diet and hyperlipoproteinemia. However, a 

relationship exists. This study focused on the antecedents of 

previous experiences with illness and injury and participation 

in protective health behaviors. 

Postulate 6. "Behavior as described by personality 

constructs has a directional aspect. It may be said to be goal

directed. The directional aspect of behavior is inferred from the 

effect of reinforcing conditions" (p. 97). This is a motivational 

principle. A behavior, as with a protective health behavior, may 

be motivated or goal-directed by placing a high value on 

maintaining health. 

Corollary 1. "The needs of a person as described by 

personality constructs are learned or acquired" (p. 100). 
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Appropriate care of health care needs can be taught and thereby 

altered. 

Corollary 4. "A person's behaviors, needs, and goals are 

not independent but belong in functionally related systems. The 

nature of these relationships is determined by previous 

experiences" (p. 101). Persons in the present study needed to be 

assisted by , health care providers in effecting a change in their 

present health status. Their goals were to improve their 

hyperlipoproteinemic state, as evidenced by their participation 

in the Lipid Clinic. Their health related behaviors will be the 

focus of the interventions. Their previous experiences with 

illness and injury and their participation in protective health 

behaviors will affect their future health behaviors. 

Postulate 7. "The occurrence of a behavior of a person is 

determined not only by the nature or importance of goals or 

reinforcements but also by the person's anticipation or 

expectancy that these goals will occur" (p. 102). Thus the 

determination of the locus of control can be justified. 

This complex theory analyzes four variables, known as the 

basic constructs, from which individual's behaviors can be 

predicted. They are "behavior potential", "expectancy", 

"re inf or cement value", and "psychological situation". 

Behavior potential (BP) is defined as: 
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the potential for any given behavior to occur in a 
particular situation or set of situations as calculated in 
relation to any single reinforcement or set of 
reinforcements. (Rotter and Hochreich, 1975, p. 95) 

In a given situation, there may be numerous possible 

behaviors. One can only characterize the behavior potential in 

terms of degree of strength or weakness between itself and the 

other potential behaviors. Rotter's concept of behavior was that 

of an observable or measurable action that was in response to 

some situation. Any specific health behavior contained within 

the CPHB Instrument (Appendix G) demonstrates the BP for this 

study. 

This construct is also referred to in general terms as "need 

potential" (NP). An individual's behaviors are determined by 

one's goals. These goals are based on motives or needs. In 

contrast to BP, NP is a set of behaviors that lead to similar or 

the same goal. The NP in this study was the composite of the 

protective health behaviors listed within the CPHB Instrument 

(Ap~endix G). 

Expectancy (E) is the second construct defined as: 

the probability held by the individual that a 
particular reinforcement will occur as a function of a 
specific behavior on his part in a specific situation or 
situations. (Rotter and Hochreich, 1975, p. 96) 

The occurrence of this behavior is depe~dent on both the 

importance placed on the reinforcement and the anticipation of 

the individual. These factors are the result of the individual's 
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past experiences. Since these expectancies are subjective 

feelings about the probability of occurrence, they may not be 

realistic. Thus, the situation is of less importance in 

predicting behaviors than the individual's perception of the 

situation. A set of these expectancies is referred to as 

"freedom of movement" (FM). This concept expands the construct 

from a specific to a group of expectancies that the individual 

can select. Generalized expectancies (GE) and situation specific 

expectancies constitute the realm of generalizability utilized 

for various behaviors. One of the GE areas is "internal" versus 

"external" (I-E) expectancies for control of reinforcement. This 

area was the forerunner construct for the locus of control (LC). 

The subjects for this study brought with them preconceived 

notions as to the expectations of their physician, nurses, and 

family, as well as themselves. These expectancies were based on 

previous experiences with illness and injury. If they were also 

anticipating the need to alter their lifestyle, based on previous 

experiences with losing weight or altering dietary habits, they 

arrived with reinforcements of prior success or failure. 

Although this was a unique situation, in that they had not 

attended the lipid clinic in the past nor been treated for 

hyperlipoproteinemia, reinforced behaviors from previous 

experiences were expected. Rotter states that: "Reinforcement 

, value (RV) refers to the degree of preference for any 
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reinforcement to occur if the possibilities of their occurring 

were all equal" (Rotter and Hochreich, 1975, p. 97). In a given 

situation, individuals will differ in their quest for a 

reinforcement (goal) based on their differing values. This will 

be derived from prior experiences. Reinforcements do not usually 

occur in isolation. Therefore, the expectancy that a particular 

reinforcement will lead to a sequence of other expectancies, 

contributes to the degree of value placed on the immediate 

reinforcement. When there are multiple reinforcements to draw 

from, the term "need value" (NV) is used. It depicts the 

measurement of preference the individual holds for different sets 

of satisfactions. 

The perceived value placed on one's health competes with 

other values. In this conflict, the outcome of one's behavior is 

dependent on the preference. The present study sought to 

estimate the value of health. 

As mentioned before, the individual perception of a 

situation, based on learning from past experiences, constitutes 

the different behaviors in individuals. These past experiences 

teach the individual that certain situations are more satisfying 

than others, leading to a repeated behavior that results in the 

desired expectancy. 

The situation(s), the fourth major variable in Social 
Learning Theory, refers to the psychological situation or any 
part of the situation to which the individual is responding. 
The subjective reaction, the meaning the person himself gives 



to the situation, are important. (Rotter and Hochreich, 
1975, p. 99) 
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From these constructs, a formula for the prediction of goal

directed behavior resembles: 

BPx sl Ra= f(Ex Ra sl & RVa sl) _,_ , - _, _,_ _,_ 
The potential for behavior x to occur in situation 1 in 

relation to reinforcement a is a function of the expectancy 
of the occurrence of reinforcement a following behavior x in 
situation 1 and the value of reinforcement a in situation 
1. (Rotter and Hochreich, 1975, p. 99) 

This formula allows the prediction of a certain behavior as it 

relates to a specific reinforcement. For general prediction the 

formula resembles: 

NP = f(FM & NV) 

This formula states that the potential for the 
occurrence of a set of behaviors that leads to the 
satisfaction of some need (Need Potential) is a function of 
the expectancies that these behaviors will lead to these 
reinforcements (Freedom of Movement) and the value of these 
reinforcements (Need Value). (Rotter and Hochreich, 197 5, p. 
100) 

Use of the Social Learning Theory has been almost 

exclusively devoted to the construct of generalized expectancy, 

one of which is the Internal-External (I-E) expectancy. I-E 

expectancy refers to the perceived control an individual 

possesses concerning the events that occur. An individual with 

· "internal" expectancy is one that, in a given situation, accepts 

one's own behavior as controlling the reinforcement (behavior 

outcome). In contrast, an individual with "external" expectancy 

interprets the control of the reinforcement as the result of 



16 

luck, fate, chance or a powerful other. The I-E scale was 

developed to assess this construct (Rotter, 1966). In support of 

this construct, a prototype to the I-E instrument was utilized in 

the classic study by Seeman and Evans (1962) in which 

hospitalized tuberculosis patients were described as possessing 

either internal or external expectancies based on their knowledge 

of their disease state. 

As the use of this instrument expanded, the need was 

identified for a more situational specific tool (Rotter, 1975). 

Furthermore, the term "expectancy" was replaced by the term 

"locus of control". Wallston, Wallston, Kaplan, and Maides 

(1976) developed the first health specific I-E instrument, the 

Health Locus of Control Scale. This was a unidimensional 

instrument which resembled the I-E Scale in terms of determining 

internality and externality expectancies, but was situated in a 

health framework. Realizing that there was more than one 

dimension to behavior, the scale was revised to its modern form, 

the Multidimensional Health Locus of Control (MHLC) (Wallston, 

Wallston, and DeVellis, 1978). This instrument contains three 

independent measures for describing the expectancy tendencies. 

Internal health locus of control (IHLC) identifies those persons 

who possess internal or "self-controlling" expectations in a 

particular situation. Those persons with external expectancies, 

that is expectancies based on beliefs of fate, luck, or chance, 
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are revealed in the measurement of chance health locus of control 

(CHLC). Separated from the category of external expectancy was 

the faction that based their expectancies on "powerful others". 

Persons described as having a powerful others health locus of 

control (PHLC) have a dependency on health care providers for 

reinforcement of behaviors. The formula for BP specific to the 

MHLC became: 

HB = IHLC x HV + PllLC - CHLC 

which represents health behavior (HB) as equaling IHLC in 

conjunction with HV when combined with PHLC and subtracting the 

CHLC (Baum, Taylor and Singer, 1984, p. 32). 

This study utilized both Rotter's framework and Wallston's 

health locus of control instrument as it related to health 

behavior: 

PHB(c) = (IHLC,PHLC,CHLC) & Ell & HV 

The change in protective health .behaviors (PHB(c)) represented 

the behavior potential and the health behavior. The subjects' 

locus of control and their experiences with illness and injury 

(Ell) represented the generalized expectancies. The health value 

(HV) represented the reinforcement value. 

A person's locus of control is interdependent on other 

factors that contribute to health behavior decisions. Figure 1 

depicts the model developed for this study. One's locus in a 

given situation is influenced by previous and present EII, 
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previous and present health behaviors, the importance/value 

placed on those associated aspects of health, as well as one's 

sociodemographic makeup. Given a particular situation, portions 

of some or all of these factors combine to determine which 

behavior will be chosen. An unknown element in this model, as 

well as Rotter's framework and Wallston's formula, is 

clarification of the function between and among these 

interdependent variables. This study examined the independence 

among these variables in relation to locus of control. Given 

measurements for these variables, their ability to predict the 

behavior potential/health behavior was tested. 

Assumptions 

For the purpose of this study, the following assumptions, 

derived from Rotter's theoretical framework, were made: 

1. Personality is the study of learned behavior. 

2. Personality is the interaction of the individual and the 

individual's meaningful environment. 

3. Personality has unity. A person's experiences and their 

interactions with their environment, influence each other. 

4. Behavior is goal-directed. (Rotter and Hochreich, 1975, 

P• 94) 



HV - "Value of • Health Situation" 

LC - "Health Locus of Control 11 

SPECIFIC 
HEALTH 

SITUATIOr~ 

! I 
BEHAVIOR 

POTENTIALS 
OPTIONS 

Ell - "Experiences with Illness/Injury (Past and Present)" 

HB - "Health Behavior Pattern (Past and Present)" 

DEM - "Sociodemographic Status" 

Figure 1. Health Behavior Model 
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Research Questions 

"Research questions are appropriate for relation-searching 

studies in that there exists insufficient data to warrant 

hypotheses" (Diers, 1979). Thus, the following questions were 

asked: 

1. What is the relationship between the locus of control, as 

measured by the MHLC instrument, and the health value, as 

measured by the Value Survey, of persons with hyperlipo

proteinemia? 

2. What is the relationship between the locus of control, as 

measured by the MHLC instrument, and experiences with illness and 

injury, as measured by the Demographic Instrument, of persons 

with hyperlipoproteinemia? 

3. What is the relationship between the locus of control, as 

measured by the MHLC instrument, and the change in protective 

health behaviors, as measured by the Cardiovascular Protective 

Health Behavior (CPHB) Instrument, of persons with hyperlipo

proteinemia? 

4. What is the relationship between locus of control, as 

measured by MHLC, health value, as measured by the Value Survey, 

·experiences with illness and injury, as measured by the 

Demographic Instrument and the change in protective health 

behaviors, as measured by the CPHB? 
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Definition of Terms 

For the purpose of this study, the following terms will be 

operationally defined: 

Internal Health Locus of Control (lHLC) - a score 

representative of an individual's expectations that his or her 

behavior controls reinforcements/outcomes, as measured by a MHLC 

subscale (Wallston, Wallston, and DeVellis, 1978). 

Chance Health Locus of Control (CHLC) - a score 

representative of an individual's expectation that effort and 

reward are occurring on the basis of fate or chance, not as the 

result of the individual's behavior, as measured by a subscale of 

the MHLC (Wallston, Wallston, and DeVellis, 1978). 

Powerful Others Health Locus of Control (PHLC) - a score 

representative of the belief that expectancy is determined by a 

force other than the individual's behavior, as measured by a MHLC 

subscale (Wallston, Wallston and DeVellis, 1978). 

Heilth Value (HV) - a ranked score placing the value of 

health in order with nine other values, as measured by the Health 

Value instrument (Walls ton, 197 4 ). 

Protective Health Behaviors (PHB) - a series of three scores 

that measure past and present cardiovascular protective health 

behaviors, and the change in behaviors (PHB(c)) score, as 

determined by the CPHB. 

Experiences with Illness and Injury (Ell) - a score 
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depicting the number of different types of illness/injury 

experiences from the past and the present, as measured by the Ell 

in the Demographic Instrument. 

Hyperlipoproteinemic Persons - Clients that have a serum 

cholesterol greater than 200 mg/dl and who had been referred by 

the cardiovascular office physicians to the Lipid Clinic, for an 

initial visit. 

Limitations 

This study was limited in scope to the single setting 

utilized. Within this setting, a convenient sampling technique 

was performed. Although no generalization can be made beyond 

this setting, the results represent the entire population with 

the exception of three refusals. 

Interpretation of data from relation-searching studies, such 

as the present study, is tenuous due to the basic level of 

inquiry and no attempt at defining causality can be made. The 

scope of, the explanation of the data is "relationship-seeking". 

Further, the selection of variables was not exhaustive. 

In relation to the instruments, the Value Survey had 

indeterminate reliability and validity. The Ell portion of the 

demographic instrument is only a gross index of these 

experiences, in that it does not determine severity or frequency 

of any response. The CPHB instrument was developed for the 

present study, and has, at the present time, not been tested for 
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reliability and validity. 

Summary 

Since the charge of the nursing profession is to diagnose 

and treat human responses to actual or potential health problems 

(Nursing Social Policy Statement, 1980), assessment of the client 

and/or population is the first step. The purpose of this study 

was to assess a population of persons beginning treatment for 

hyperlipoproteinemia. The selection of variables investigated 

was directed by Rotter's Social Learning Theory. By measuring 

the variables of health locus of control, health value, 

experiences with illness and injury, and participation in 

protective health behaviors, the degree of interrelationship was 

examined for impact. By identifying these relationships, the 

nursing profession can work toward the hypothesis testing of 

expectancy-compatible interventions in order to improve adherence 

to health behaviors conducive to cardiovascular health. 



CHAPTER 2 

REVIEW OF LITERATURE 

A large volume of literature exists in the areas of coronary 

heart disease, the constructs of locus of control, and health 

promotion. A thorough review of this literature inclusive of 

theory, quantitative and qualitative studies, and editorials was 

conducted. From this literature, excerpts will be related that 

best depict the evidence and speculation that surrounds the 

present study. 

Coronary Artery Disease 

At least one million persons will suffer from heart attacks 

in the United States this year. One half of them will die. This 

prediction is based on data from the Lipid Research Clinics 

Program (1984). 

Coronary heart disease (CHD) remains the major cause of 
death and disability in the United States and in other 
industrialized countries despite recent declines in CHD 
mortality rates. It accounts for more deaths annually than 
any other disease, including all forms of cancer combined. 
-- [It] ranks first in terms of social security disability, 
second only to all forms of arthritis for limitation of 
activity and all forms of cancer combined for total hospital 
bed days. In direct health care costs, lost wages, and 
productivity, CHD costs the United States more than $60 
billion a year. (Lipid Research Clinics Program, 1984, 
p. 351) 

24 
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Cardiovascular disease (CVD) is simply a disease state 

affecting some point or points in the arterial-venous network 

throughout the body. When the disease is detected within the 

heart musculature, it is referred to as either coronary heart 

disease (CHD) or more specifically, coronary artery disease 

(CAD). The result of cardiovascular disease may manifest itself 

as hypertension, poor circulation to the legs (e.g. claudication 

or edema), or organ failure due to insufficient circulation (e.g. 

strokes or kidney failure). Disease manifestations from coronary 

artery disease results in heart failure, cardiac insufficiency, 

or infarction. Myocardial infarction results from an inadequate 

blood supply to the myocardial muscle of the heart, leading to 

the death of that tissue, and an ultimate loss of pumping 

efficiency. The products of CVD, whether organ specific or 

systemic, are illness, disability, and/or death. 

Anatomically, the changes of the vascular network are 

similar, regardless of the actual location of the damage. One of 

three situations usually occurs: a particle of plaque or a blood 

clot is carried through the bloodstream until the passage is too 

small to accommodate it. The object occludes the vessel and 

blood flow to the region supplied by that vessel is interrupted. 

In the second case, the thinning of an arterial wall, an 

aneurysm, may occur which eventually gives way to the pressure of 

- the blood flow and bursts. The ensuing blood loss causes a 
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decrease in the amount of blood supplied to the regions distal to 

the rupture. In the third situation, the lumen of a blood vessel 

narrows from its original diameter, resulting in a decreased flow 

of blood and increased pressure at the point of narrowing. The 

vessel may become so narrow that it completely blocks the passage 

of blood, resulting in a cessation of blood supply from that 

point onward. These types of changes can occur in the brain, 

lungs, kidneys, legs, the heart, or in any other organ. 

The far-reaching effects of CHD have led investigators to 

search for answers in regards treatment and prevention. Given 

that evidence of an early-stage disease begins several years 

prior to symptomatology, a combined approach of prevention as 

well as treatment is preferred, as evidenced by the recently 

concluded Lipid Research Clinics (LRC) Trials (1984). Prior to 

these studies, an array of research was conducted aimed at either 

reducing the incidence of CHD or identifying causative factors. 

These included a comparison of native-born and migrant 

populations (Krueger & Morijama, 1967); the Framingham Study of 

modifiable risk factors such as serum cholesterol, systolic blood 

pressure, weight and cigarette smoking (Truett, Cornfield, and 

~annel, 1967); the Dorn study of smoking (Kahn, 1966); and the 

National Diet-Heart study of cholesterol-lowering diets (1968). 

The results were generally disappointing. The studies were 

flawed by either poor design or weak analysis (Cornfield & 



Mitchell, 1969). An abundance of studies that addressed the 

physiological causes and treatments for CHD have also been 

conducted. 

Another group of researchers has attempted to integrate 

psychological factors as descriptive and causative in 

cardiovascular pathology. Type A behavior and psychological 

stress were identified as elements that enhanced the risk of 
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developing CVD (Jenkins, 1971 & 1976). Glass (1977) reviewed 

many of the studies that addressed these associations and 

developed a bio-behavioral model. The treatment in this model is 

aimed at the modification of behavioral variables in treating or 

preventing coronary disease. 

One can only guess at this time, but in the end, the 
amelioration of cardiovascular pathology may rely upon 
behavioral and pharmacological alterations in Pattern A 
(Type A behavior), in conjunction with biomedical therapies 
aimed at reducing the effects of other risk factors for the 
disease. (Glass, 1977, P• 186) 

Hyperlipoproteinemia 

The narrowing of vessels and the development of floating 

particulates, as described earlier, are the byproducts of 

atherosclerosis. Atherosclerosis is 

a form of arteriosclerosis in which there are localized 
accumulations of lipid-containing material within and beneath 
the intimal surfaces of blood vessels. It is thought to be 
due to a metabolic defect involving lipids and lipoproteins. 
It is one of the common causes of arterial occlusion (Taber, 
1970, p. A-102). 
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Hyperlipidemia is an increase in the concentration of 

cholesterol and/or triglycerides in the plasma, transported in 

the blood by plasma lipoproteins. The lipoproteins are divided 

into four subclasses: very low density lipoproteins, 

intermediate density lipoproteins, low density lipoproteins 

(LDL), and high density lipoproteins (HDL) (Jones & Gotto, 1984, 

p. 53). Elevations in lipoproteins result in hyper

cholesterolemia or hypertriglyceridemia. Based on the LDL, 

cholesterol, triglyceride, familial predisposition, and 

presenting symptoms, a client is diagnosed as having of 

hyperlipoproteinemia. Epidemiological studies have established 

that the higher the LDL or total plasma cholesterol, the greater 

the risk of CAD (Castelli & Hjortland, 1977). High density 

lipoproteins have been the focus of considerable speculation. It 

has been suggested that HDL has a protective effect against CAD 

by removing cholesterol from the cells (Eder, 1983) and, 

therefore, elevated levels of HDL are thought to be beneficial 

and are inversely correlated with the occurrence of CAD. 

The Framingham Study is the cornerstone of many CHD risk 

reduction and descriptive studies. Based on a 14 year 

investigation, the cholesterol and lipoprotein values of 2,282 

men and 2,845 women were examined. Different indicators were 

identified as predictors of CAD susceptibility , based on sex, age, 

and laboratory values. The total serum cholesterol level was the 
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best indicator for estimating the risk of CAD (Kannel, Castelli, 

Gordon, & McNamara, 1971). 

The Lipid Research Clinics (LRC) Program was created in 

1971. It was commissioned by the National Heart, Lung, and Blood 

Institute, and was composed of two major collaborative studies: 

the Population Study, and the Coronary Primary Prevention Trial 

(CPPT). The purpose of these studies was to collect data, 

evaluate current techniques in treatment, and improve 

methodologies for detection, diagnosis, and treatment for persons 

with hyperlipoproteinemia (The Lipid Research Clinics Population 

Studies Data Book, 1980). Specifically, the LRC-CPPT was devised 

to test the efficacy of lowering cholesterol for the purpose of 

reducing CHD incidences. After ten years of study, concluding in 

1984, the LRC-CPPT offered evidence to support the efficacy of 

reducing total cholesterol and LDL. Twelve LRCs in the United 

States and Canada collected the data. The sample consisted of 

3,806 asymptomatic males between 35 and 59 years of age, 

diagnosed with primary hypercholesterolemia (Type II 

hyperlipoproteinemia). In a double-blind study, the men were 

randomly assigned to the treatment group or the control group. 

~oth groups were instructed on and monitored for a cholesterol 

lowering diet. The treatment group received the cholesterol 

lowering drug, cholestyramine. The control group received a 

· placebo. The treatments lasted an average of 7.4 years. Upon 
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conclusion of the study, the treatment group demonstrated a 19% 

reduction in CHD deaths and/or non-fatal myocardial infarctions. 

"This clinical trial provides strong evidence for a causal role 

for these lipids in the pathogenesis of CHD" (Lipid Research 

Clinics Program, 1984). 

Health Locus of Control 

Since Rotter's development of his I-E instrument, the 

construct of locus of control has been tested and transformed 

numerous times. Studies abound, with varying results. Continued 

efforts to revise the instruments to more accurately measure 

theoretical underpinnings continue. An incorporation of more and 

different variables constitutes the most recent approach, though 

the thrust of the instruments remains in the classification of 

persons into one of three personality types. The "internal" type 

believe that the reinforcements (behavior outcomes) are the 

result of their own behavior. The "external" type believe that 

the reinforcements are the result of fate, luck or chance. More 

recently, a third category, the "powerful others" type, has 

appeared, in which the reinforcement is perceived to be the 

result of some other dominant force. This third type can be 

interpretable as either internal or external. 
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Internal-External Expectancies and Health Behaviors 

Strickland (1978) compiled an extensive review of research 

on I-E locus of control (LC) studies as they related to health 

behaviors. Based on her review, she concluded that although many 

studies had been conducted, much of the research in the area of 

I-E LC had not been published, leading to false conclusions as to 

the efficacy of this construct. Secondly, she criticized the use 

of only the I-E variable, recognizing that there are other 

complex factors that contribute to the prediction of health 

behavior. Differing definitions for the construct utilized 

outside the theoretical framework contributed to unclear 

interpretations of results, and methodological weakness abounded 

in terms of lack of controls "with respect to severity and length 

of disorder or illness" (p. 1204)~ The correlational research 

has been void of directionality of causality, with little 

emphasis on the antecedent conditions. Instrumentation was 

identified as a problem in that "the different assessment 

instruments may not be measuring the sace expectancies" (p.1204). 

In spite of these criticisms, Strickland did support the notion 

that the evidence was more supportive that "internal individuals 

do appear to engage in more generally adaptive responses than do 

external [individuals]" (p. 1205). She cautions that internal 

beliefs are not always facilitative, as studies demonstrated. 

"Perhaps the wisest course is that people learn to specify the 
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reality of their life situations, their possible responses, and 

the potentiality of forthcoming reinforcement" (p. 1205). 

Use of Locus of Control in Health Related Situations 

Based on Rotter's theoretical framework and earlier studies 

utilizing the I-E expectancy instrument, the impact of this 

construct on the health care area had challenging implications. 

By combining the growing knowledge about health behaviors for 

improved quality and quantity of life with predictable behavioral 

expectancies, a natural synthesis occurred. 

Ray (1974) demonstrated that a physiological response 

(controlling the heart rate) could be related to the 

predisposition to locus type. Increasing the heart rate was more 

proficiently accomplished by internals than externals, while 

decreasing the rate was mastered more readily by the externals. 

Modifying this study, Gatchel (1975) measured the personality 

constructs of his subjects, divided them into groups according to 

their I-E expectancy, then trained them to accelerate and 

decelerate their heart rates. He confirmed the findings of Ray 

except that over an extended period of time, the difference 

between the groups diminished. 

Information-seeking has been the variable used in several 

studies. As previously mentioned, one of the earliest studies 

found that internals knew more about their tubercular disease 
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than externals (Seemans & Evans, 1962). Lowery and DuCete (1976) 

pr~dicted that internal diabetics would know . more about their 

disease than externals, and thereby demonstrate more control of 

their diabetes. In 1976,, Wallston, Maides, & Wallston tested 

this hypothesis on internally and externally livided college 

students. Those iho sought more pamphlets on hypertension were 

internally oriented. DeVito, Bogdanowicz, and Renikoff (1982) 
,,,, 

built their study from Wallston et al. and introduced a third 

variable, actual health behavior. It was demonstrated that 

although intent for a behavior was indicated, the actual behavior 

of returning a form in order to receive supplemental information 

was not evidenced in almost two-thirds of the internal group. 

Smoking behavior, as correlated with expectancies, has been 

supported by this theory. As early as 1963, , Straits and Sechrest 

demonstrated that internals were more apt to be nonsmokers. 

Those who were able to stop smoking, on the basis of the Surgeon 

General's Report, were found to be internals (James, Woodruff, & 

Werner, 1965). In another study, Kaplan and Cowles (1978) 

concluded that internals who valued health highly were most 

likely to change their smoking behavior. 

O'Connell and Price (1982) utilized LC to analyze the 

participants in a work-site physical fitness program. During 

prescreening, employees were classified as to their LC. 

Following a ten-week fitness program, subjects were correlated by 
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their LC in relation to completion of the program, drop out, or 

nonparticipant in the program. Those that .regularly participated 

were "slightly more internally motivated" (p. 926). In contrast 

to these findings, Laffrey and Isenberg (1983) did not find a 

relationship between 1nternality and leisure-time physical 
I , 

activity. They suggested several explanations to account for 

this non-suppqrt of Rotter's theory. They were: 

1) that the value of physical exercise is not necessarily 

associated with health, 

2) that generalized expectancies are predictive in novel 

situations, but less so as persons gain experiences in a given 

situation like physical exercise, 

3) that type of work may by physically demanding such that 

leisure time is utilized more passively, and, 

4) that the client'~ perception of the importance of 

physical exercise may differ. (p. 193) 

Weight control in relation to LC has been the target of 

several studies. Manno and Marston (1972) found that externals 

usually weighed more initially, and lost weight, but at a slower 

rate than did internals. Wallston et al. (1976) used the I-E 

scale and their HLC scale and were unable to find significant 

differences between the weight loss of internals and externals. 

However, when the individuals were matched in groups compatible 

with their LC, there was greater reduction in weigpt. 
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Gierszewski (1983) found no more ~uccess in weight reduction by 

internals in her study. She suggested: 

that it may be most desirable for those attempting 
weight loss to be sufficiently internal that they believe they 
are capable of bringing their weight under control, yet 
sufficiently external that they are amendable to advice of 
health professionals. (p. 47) 

Seeking a more specific tool to measure this behavior, 

Saltzer (1982) developed the Weight Locus of Control Scale. It 

demonstrated more predictable results compatible with the Social 

Learning Theory. 

The effects of dental education were assessed in terms of 

changing the subject's LC (Peterson and Rubinson, 1982). During 

the process of education, all groups moved toward internality but 

there was no significant change in the LC. The treatment time 

was limited to two weeks, sugges~ing that there was insufficient 

time to note any change. Sex had a significant effect, with 

girls showing greater impact from the education than boys. 

Ludenia and Donham (1983) found that older dental patients scored 

higher on Powerful Others externality than did the younger 

sample, suggesting a greater dependence on health professionals' 

direction. 

Another antecedent that _ has been demonstrated to correlate 

with health locus of control was history of early childhood 

illnesses and accidents (Tolor, 1978). Tolar indicated that in 

female subjects, the number of early childhood illnesses and 
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accidents correlated with externality. There was no relationship 

between the variables for men. 

Other studies utilizing LC include: externals reporting more 

difficulty adjusting to life events (Kilmann, Laval, and Wanlass, 

1978), compliers to cancer therapy scoring highest on Powerful 

Others LC (Itano, Tanabe, Lum, Lamkin, Rizzo, Wieland, and Sato, 

1983), illness symptoms relating to low internality, satisfaction 

with treatment relating to high powerful others, and chronically 

ill, older patients expressing higher chance and powerful others 

loci (Nagy and Wolfe, 1983). 

The course of intervention in many of these studies has 

taken one of two directions. One option is to alter an 

individual's control locus to a locus more desirable for the 

health care provider's interventions, in order to obtain 

adherence. As an example, a person who scores high on CHLC, 

would possibly be more adherent to health instructions if that 

person's locus was more internal. Previously mentioned studies 

have supported this hypothesis. Another alternative would be to 

change a nonadherent individual whose locus was internal into one 

whose expectancies are more compatible with the powerful other 

locus. This individual may be more compliant to the directions 

of the health care provider. The second approach is to provide 

interventions appropriate for an individual's locus of control 

expectancy, in contrast to altering the locus. Interventions 
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would range from loosely ordered options for the individual who 

demonstrates elevated internal beliefs, to highly structured 

treatment plans for those that are dependent on powerful others. 

Wallston, Smith, King, Forsberg, Wallston, and Nagy (1983) 

concluded from four studies that: 

individuals' expectations about control over their 
health are related to their preferences for control over 
their health care. Understanding individual preference is an 
important part of understanding behaviors and is necessary 
for planning means of increasing preventive health behaviors 
and compliance. { p. 3 83) 

Health Value 

A portion of the Social Learning Theory formula combines the 

expectancy with the reinforcement value. Wallston's revision of 

Rotter's formula perceived a mul~iplicative relationship between 

internal health locus of control and health value. Regardless 

of the formula utilized, it is apparent that LC alone is 

insufficient in computing the behavior without incorporating the 

individual's value. 

Rokeach {1973) developed a value survey that consisted of 

the following eighteen items: 

a comfortable life, an exciting life, a sense of 
accomplishment, a world at peace, a world of beauty, 
equality, family security, freedom, happiness, inner harmony, 
mature love, national security, pleasure, salvation, self
respect, sod.al recognition, true friendship, wisdom. {p. 
359) 

These were to be rank ordered. In an effort to be more health 
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specific, Wallston (1974) constructed his Value Survey by 

incorporating 9 of Rokeach's terminal values and including 

"Health" as the tenth. "Rokeach had told us that there was no 

sense in including health since it was far and away the #1 value 

in our society" {personal communication, October 11, 1984). 

There is a close relationship between the concepts of 

attitudes and values. Miller, Wikoff, McMahon, Garrett, and 

Johnson (1982) demonstrated that there was a significant 

relationship between the attitudes of patients with cardiac 

disease and adherence behaviors to the medical regimen. The 

regimen included factors such as diet, activities, medications, 

smoking habits, and stress response. 

Protective Health Behaviors 

"Men as a rule find it easier to depend on healers than to 

attempt the more difficult task of living wisely" (Dubas, 1961). 

Living wisely consists of healthy nutrition, exercise, coping 

with stress, avoiding tobacco and drug abuse, moderate alcohol 

use, weight management, safe home and work environments, 

automobile safety inclusive of seat belt use and speed control, 

daily hygiene practices, and periodic health status monitoring. 

Some of these behaviors have been convincingly linked to disease 

prevention, while others remain speculation. With this 

, knowledge, the perplexing question remains, why do people choose 
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unhealthy lifestyles? Haggerty (1977) states "the real challenge 

in health education is to develop the motivation to want to take 

action when there are no distressing symptoms and when there is 

considerable immediate secondary gain from and reinforcement of 

behavior that may lead to ill-health" (p. 281). Chance, powerful 

others, or self-directed responsibility expectancies, in relation 

to the value placed on health, and experiences with health 

related situations, may answer the "why" for the presence or 

absence of cardiovascular health protective behaviors of often 

nonsymptomatic CAD victims. 

Coronary heart disease risk factors based on epidemiological 

studies (Dawber & Kannel, 1961; Brand, Rosemann, Sholtz, & 

Friedman, 1976) include: 1) aging, 2) male/female status, 3) 

serum cholesterol and lipids, 4) _hypertension, 5) cigarette 

smoking of 20 or more daily, 6) diabetes mellitus, 7) heart 

disease in parents, 8) obesity, and 9) physical inactivity 

(Glass, 1977, p. 177). It is apparent that not all of the 

potential risk factors are amenable to alterations in health 

behaviors. Nonetheless, some are potentially influential. 

Cromwell, Butterfield, Brayfield, and Curry (1977) examined 

the roll of stress in individuals recovering from acute 

myocardial infarction (MI). A two year, prospective study 

examined 131 MI patients and 98 non-MI patients. Some of the 

. nursing care results found that patients identified as internal 
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had a higher mortality rate after transfer out of the intensive 

care unit, when coupled with high anxiety. Anxiety, as measured 

by monitor alarms for heart rates exceeding the normal, was 

demonstrated when information giving was incongruent with their 

personality. Externality was unfavorable in terms of higher 

temperatures, higher cardiac enzyme levels, longer length of stay 

in the hospital and other variables. Internality was compatible 

with greater cooperation, comfort, and less depression during 

intensive care. It could be speculated. that decreasing 

stress/anxiety by giving personality congruent health information 

would, in part, improve recovery. 

Harris and Guten (1979) conducted an exploratory study into 

identifying health-protective behaviors (HPB). They recognized 

that most research in this area ~ad dealt with either health care 

provider contact, as with examinations, or with compliance with a 

health care regimen, as with nutritional alterations. Their 

conceptualization of HPB was: 

any behavior performed by a person, regardless of his 
or her perceived or actual health status, in order to 
protect, promote, or maintain his or her health, whether or 
not such a behavior is objectively effective toward that end. 
(p. 18) 

The results demonstrated that all persons performed some kind of 

health protective behavior. Of the thirty identified behaviors, the 

842 subjects reported a mean of twelve behaviors. 

The Multiple Risk Factor Intervention Trial (MRFIT)(1982) 
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tested the effect of a multifactor intervention program on the 

mortality from CHO in a seven year longitudinal study. The 

sample consisted of 12,866 high-risk men from 35 to 57 years of 

age. Those randomly assigned to the treatment group participated 

in a program for hypertension treatment, cigarette counseling, 

and nutri·tional cholesterol lowering information. There was no 

statistically significant difference in the CHD mortality in the 

groups. Explanation of this result consisted of the possibility 

that the program was not effective; that there was a mortality 

effect that went undetected; or that cigarette reduction and 

nutritional alteration did decrease mortality, but that the 

hypertensive treatment adversely affected the results. The 

latter explanation was considered the most plausible, suggesting 

that more investigation would support certain preventive health 

behaviors but that some maybe suspect in their efficacy. 

Nursing Implications 

The nursing implications of the present study are four-fold: 

1) preparation for planned care, 2) examination of the theory's 

utility, 3) use of the study's instruments for appropriateness 

and, 4) creation of new research questions. Once the population 

has been described, within the realm of this study's variables 

(LC, HV, Ell, and PHB), nursing care plans could be designed 

· compatible with these findings. With the growth in nursing's 
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pursuit of theoretical/conceptual frameworks, this study could 

examine Rotter's non-nursing theory for its utility in nursing. 

During the process of the theory examination, instruments 

resulting from or associated with the investigation could be 

examined for utilization in nursing research. Finally, as with 

all investigation, new researchable questions will result, 

leading to future inquiry. 

In Shillinger's article, "Locus of Control: Implications 

for Clinical Nursing Practice" (1983), the concepts of 

compliance, adherence, and therapeutic alliance were central in 

her goal of understanding health behaviors. Her conclusion was: 

From both a theoretical and empirical standpoint, locus 
of control is not a conclusive predictor of health behavior, 
but it can lend valuable insight into the decision regarding 
the most efficacious nursing approach with clients displaying 
various health behaviors. U~ing this construct, nursing 
plans could more effectively correspond to the locus 
orientation of clients. Internality reinforcement/training 
could result from nursing interventions and client successes. 
(p. 63) 

Summary 

Coronary artery disease is a complex pathophysiology. The 

antecedents of this disease range from a familial predisposition 

_to an array of lifestyle health behaviors. With conclusive 

evidence, a significant decrease in mortality and morbidity 

occurred when one precoronary disease state, hyperlipo-

. proteinemia, was minimized by a drug and diet health regimen. 
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As was reported by the LRC CPPT, non-adherence to the health 

regimen was experienced by most clinics. The participants were 

to consume oral medication three times a day, consume a 

cholesterol-lowering diet, and return to scheduled appointments 

for follow-up. Many were unable to make these behavior changes. 

It may be speculated that there could have been a greater degree 

of decreased mortality and morbidity if the clients had followed 

more closely the prescribed regime. 

What causes individuals, like those in the LRC study, to 

select behaviors that are not in their best health interest? 

Rotter's Social Learning Theory may guide research in predicting 

or controlling those behaviors. In the present study, Rotter's 

theory was utilized to describe health behaviors, the value of 

health, and past experiences with illness/injury and to correlate 

those behaviors to their expectancies in terms of locus of 

control. 

In terms of the nursing process, the present study was the 

first step, data collection. From this study, nursing diagnoses 

can be derived that will lead to personality congruent 

interventions. This study touched on one of the four areas of 

nursing direction reported by Fuller (1982) in that it sought to 

identify determinants of wellness and health functioning in 

individuals. The implication is to lead toward testing "care 

strategies -- [that would] facilitate the individual's ability to 
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adopt and maintain health-enhancing behavior" (p. 2). 



CHAPTER 3 

PROCEDURE FOR THE COLLECTION AND TREATMENT OF DATA 

Research Design 

This study was a relation-searching descriptive study at the 

factor-relating and situation-depicting level of inquiry (Diers, 

P• 129). 

Relation-search~ng studies are done when a situation is 
new, or at least [new] to nursing; or when previous studies 
have not examined the same set of variables, though the topic 
area may have been investigated; or when there is a search 
to see whether a relationship found in one context will also 
be found in others when the original theory did not 
necessarily predict that it would. (Diers, p. 124) 

The present study targeted a "new" population of persons (those 

having hyperlipoproteinemia) in the sense that the variables of 

locus of control and health value have not been specifically 

examined with this population. Further, protective health 

behaviors have not been examined in relation to locus of control 

and health value, nor have experiences with illness and injury, 

as an additional generalized expectancy, been related to locus of 

control. 

In order to direct the search, selection of variables was 

related to Rotter's Social Learning Theory. The situation 

consisted of the client's potential need to alter lifestyles 

lending to the behavior potential of a positive lifestyle change 

45 
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that would optimize their health and positively affect their 

hyperlipoproteinemia. The client's health locus of control was 

utilized as a variable for the expectancy of occurrence. 

Experiences with illness and injury and the participation in 

cardiovascular protective health behaviors represented the other 

expectancy measures. The value placed on health by the clients 

represented the value of reinforcement. 

' Hypotheses testing would have been inappropriate for this 

study since the description of the population of persons with 

hyperlipoproteinemia is inadequate. With a thorough description 

of this convenient, homogeneous sample, hypotheses could be 

generated for future investigation. 

Setting 

The setting for this study was a private cardiovascular 

medical office located in a metropolitan area of Oklahoma. The 

office consisted of ten cardiovascular physicians. Within this 

office, a new program, known as the Lipid Clinic, was developed 

to care for clients with hyperlipoproteinemia. Clients were 

referred to the clinic by their physician. A Nurse Specialist 

managed the care of these clients in regards to hyperlipo

proteinemia, inclusive of laboratory studies, health education, 

diet counseling, health programs, drug intervention, and all 

, follow-up. 
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Population and Sample 

The population studied consisted of clients with hyperlipo

proteinemia who were contacted through the cardiovascular medical 

office. "Since the purpose of relation-searching studies is not 

to generalize to other samples, the sampling method may or may 

not attempt to be representative of some larger population" 

(Diers, p.132). With relation-searching studies, convenient 

sampling is often utilized, as was done in the present study. 

The sample in this study consisted of those clients attending the 

lipid clinic for the first time. The sample size was 33 

subjects, collected over a four month period. These clients had 

been previously diagnosed as having hyperlipoproteinemia by their 

physicians, and had been referred to the clinic for management. 

The subjects met the following criteria: 1) they had to be able 

to read and write in English, 2) their serum cholesterol had to 

exceed 200 mg/dl, and 3) this had to be their first visit to the 

lipid clinic. 

Protection of Human Subjects 

Prior to beginning the study, the Texas Woman's University 

l'Human Subjects Review Committee" issued approval to conduct this 

study (see Appendix A). Agency approval from the Cardiovascular 

Clinic was also obtained prior to the study (see Appendix B). 

· All subjects were given a letter that explained the purpose of 
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the study (see Appendix C). After reading the letter, their 

approval to participate was implied by completion and return of 

the packet of instruments. 

All packets and all instruments were coded prior to data 

collection, therefore, all information was anonymous. The letter 

explained that the results would not appear in their medical 

record, and would not be individually shared with the personnel 

at the clinic (Appendix C). All responses were scored 

individually, followed by analysis as group data. 

There were no significant risks in this study. Though it 

might have been uncomfortable for some individuals to reflect on 

their health behaviors or on past illnesses/injuries, this 

discomfort was not noted as comments on any of the 

questionnaires. Indeed, the exercise of completing the 

instruments might have been beneficial to some whose intro

spection could lead to behavior changes. 

The subjects were instructed in the letter to contact the 

researcher if they would like further explanation or would like 

to comment on the study. Several subjects voiced an interest in 

viewing the results of the study upon completion to the Nurse 

Specialist. None of the subjects contacted the researcher. 

Instruments 

Four different instruments were used in this study in order 
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to describe components that influence behavior potential in this 

particular population of persons with hyperlipoproteinemia. 

Multidimensional Health Locus of Control (MHLC) Scale 

MHLC was developed in response to a need for a health 

specific instrument to measure locus of control. The original 

instrument was the Health Locus of Control that consisted of 11 

items (Wallston, Wallston, Kaplan, and Maides, 1976). 

Questioning the concept of unidimensionality as reflected in this 

instrument, a new HLC, the Multidimensional Health Locus of 

Control (MHLC), was developed, which identified three distinct 

dimensions (Wallston, Wallston & DeVellis, 1978). This was the 

instrument utilized by the present study (Appendix D). There are 

18 items that are equally divided into each dimension of IHLC, 

CHLc, · and PHLC. Two forms (A and B) of the instrument are 

available. Form A was utilized for this study. 

The alpha reliabilities for the MHLC Scales (6-item 
forms) ranged from 0.67 to 0.77. When forms A and B were 
combined into 12-item scales, the alpha reliabilities ranged 
from 0.83 to 0.86. The three MHLC dimensions are more or 
less statistically independent, especially the IHLC and PHLC 
Scales. The IHLC and CHLC Scales are negatively correlated 
[but share less than 10% common variance], and the CHLC and 
the PHLC Scales are only modestly correlated [the 12 item 
version correlates+ 0.20]. Only the CHLC Scale correlates 
significantly with a shortened version of the Marlowe-Crowne 
Social Desirability Scale [r = -0.24]. (Walls ton, Wallston, 
1981) 

The instrument ranges the responses to each item from 

strongly disagree, a value of 1, to strongly agree, a value of 6. 
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Clear instructions are given at the top of the page (see Appendix 

E). The subjects are to respond to each question by their degree 

of agreement or disagreement. The questions are arranged in no 

specific pattern as to the subscale they represent. 

Value Survey 

Wallston's Value Survey (1974) was developed from Rokeach's 

18 terminal values (1973). Wallston selected nine out of 

Rokeach's set and added "health". Wallston "selected those 

values which appeared to [him] to be best able to surpass 

'health' in rank ••• [though] Rokeach had told us that there was 

no sense in including 'health' since it was far and away the 

number-one value in our society" (personal communication, October 

11, 1984). 

The Value Survey contains clear explanatory information for 

the subjects (Appendix E). The listing of the value phrases 

follows the explanation. The values listed include a comfortable 

life, an exciting life, freedom, happiness, health, inner 

harmony, pleasure, self-respect, a sense of accomplishment, 

social recognition. The instrument is completed by rank ordering 

the ten values from one to ten, with one allocated for the 

greatest value. 

No reliability information is available on the Value Survey. 

· There is no report of test-retest results to examine the 
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instrument's stability. There is some evidence to support that 

construct validity exists, in that when given to various 

subgroups, health is ranked differently. Younger, healthier 

samples rate health lower than older and chronically ill samples 

(personal communication, October 11, 1984). Wallston constructed 

a rating scale to correlate with the Value survey and concluded 

an r = 0.3 to 0.4 (Appendix F). 

Cardiovascular Health Protective Behaviors (CPHB) Instrument 

This instrument was developed by the researcher for the 

purpose of this study. Based on the theoretical framework, 

future behaviors are, to some extent, based on past experiences. 

The treatment for persons with hyperlipoproteinemia includes 

nutritional alterations, several follow-up clinic visits, 

smoking cessation, exercise, adherence to a medication regimen, 

and other lifestyle changes. Due to the nonavailability of an 

appropriate preexisting instrument, the CPHB was constructed to 

measure the level of participation in protective health behaviors 

inherent in the treatment of the disease. 

The instrument is one page in length. Instructions are 

found at the top and in the center of the page. Responses are 

indicated by circling the appropriate response. The CPHB was 

designed utilizing Likert-type responses, which are A= 

"Always like me", O = "Often like me", S = "Sometimes like me", 
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R = "Rarely like me", and N = "Never like me". Based on the 

nature of the question in terms of its positive or negative 

impact on health, the responses are weighted from 1 to 5. The 

"present" and "past" responses are scored separately. 

The CPHB consists of two parts, representing present health 

behaviors in relation to lifestyle within the past year, and past 

lifestyle behaviors which occurred prior to the previous year. A 

series of ten concepts conducive to cardiovascular health are 

stated in first person singular, first in the present tense, then 

repeated in the past tense. The concepts are salt consumption, 

beef and/or pork consumption, exercise, cigarette smoking, 

weight, stress, sleep, medication adherence, follow-up office 

visits, and blood pressure measurements (see Appendix G). 

The eclectic collection of lifestyle related behaviors was 

compiled from a variety of sources. The American Heart 

Association (AHA) identified the following as major CAD risk 

factor: "elevated plasma lipids (especially cholesterol), 

hypertension, smoking, diabetes mellitus, and obesity" (1984). 

From this source, the items of salt, beef, and pork consumption, 

smoking, and weight were incorporated into the CPHB. Medication 

compliance, follow-up office visits, and blood pressure screening 

were considered essential behaviors secondary to those AHA risk 

factors. 

Coronary artery disease has been linked with a high 
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saturated-fat diet has been supported by Holme and Leren (1981), 

the Framingham study (1971), Levy (1981), the Lipid Research 

Cl~nics Trial (1984). Exercise has been implicated in studies by 

Eichner (1983); Hartley, Herd, Day, Abusamra, Howes (1979); and 

Quig, Thye, Ritchey, Herbert, Clevidence, Reynolds, Smith (1983). 

Cigarette smoking was associated with CAD in the studies of Holme 

and Leren (1981), Levy (1981), Cornfield and Mitchell (1969), 

Multiple Risk Factor Intervention Trial Research (1982). 

Although the association between CAD and obesity can be deduced 

from the dietary research, Cornfield and Mitchell specifically 

studied the effects (1969). Stress and sleep were ascertained 

from Glass's study (1977). Hypertension was one of the variables 

in the work of Cornfield and Mitchell (1969) and of Levy (1981). 

A pilot study with an n = S, was conducted with the CPHB. 

The population for this study was not available at the time that 

the instrument was developed, therefore, the CPHB was 

administered to an arbitrary group for the purpose of examining 

the clarity of instructions, and time element for completing the 

form. No complaints were submitted. The average time for 

completion of the CPHB was four minutes. 

Demographic Data Instrument 

This instrument was used for data collection to aid 

, in interpretation as well as to obtain more historical data as 
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directed from the framework (Appendix H). Both the front and 

back of one page were utilized for the questions. There were two 

sections. Brief instructions were given at the top of the page 

for the first section, instructing subjects to place an "'X" in 

the appropriate space or fill in the blank. Data elicited from 

this section included sex, actual age, marital status, race, 

education through college, degree(s)/certifications/special 

training obtained, occupation, work frequency, family 

composition, family income. The second section contained a 

review of systems and major health problems. Instructions 

preceding the questions directed the subject to mark the 

appropriate blank on the right for affirmation of illness/injury, 

either in the present or in the past. This portion was for the 

purposes of identifying evidence that would indicate experiences 

in the health care area. The review of systems portion is 

referred to as the experiences with illness and injury (Ell) 

responses. They are not mutually exclusive of the diseases 

listed in the major health problems portion (see Appendix H). 

Data Collection 

Data collection began with the initial referrals from 

physicians to the Lipid Clinic. Before a client was seen by the 

Nurse Specialist, an array of laboratory studies was performed. 

If the client had a cholesterol greater than 200 mg/dl, an 
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appointment was scheduled for the first visit in order to obtain 

a history and develop a care plan. If the cholesterol was below 

200 mg/dl, the client was referred back to the primary physician. 

At the time of the initial visit, the Nurse Specialist asked if 

the client would participate in a research study directed toward 

learning more about people with hyperlipoproteinemia. She 

explained that it would entail answering some questionnaires that 

would take approximately twenty minutes. Those clients who 

declined involvement were thanked and no further attempt was made 

to solicit their participation. If the client agreed, the nurse 

gave the client a packet containing a cover letter (Appendix C), 

the demographic instrument inclusive of the illness/injury 

experiences (Ell) section (Appendix H), the Value Survey 

(Appendix E), the CPHB instrument (Appendix G), and the MHLC 

instrument (Appendix D). The client was provided twenty minutes 

to complete the questionnaires prior to the visit. Those clients 

with questions for the researcher or who had insufficient time 

due to appointment scheduling were allowed to take the 

questionaires home. They were given a stamped, pre-addressed (to 

the clinic) envelope and requested to return the questionnaires 

before their next visit. For those who completed the 

questionnaires in the clinic, the cover letter directed them to 

return the questionnaires to the envelope. To assure 

confidentiality, the envelope was sealed either by the client or 



the Nurse Specialist. The investigator collected the sealed 

envelopes weekly from the Nurse Specialist. 

Pilot Study 

56 

Since the clinic had not begun to admit clients at the time, 

the researcher was unable to pilot the instruments in the 

population of the study. In place of this population, the 

researcher identified five persons between the ages of SO and 70. 

It was anticipated that the mean age of the clinic patients would 

fall within this range. Since it was anticipated that the 

subjects would be individuals that were not incapacitated by 

their hyperlipoproteinemia, the pilot sample were persons that 

managed their own care, and led active lives. 

Since two of the four questionnaires, the demographic and 

CPHB, had been developed for this study, the instruments 

required testing for clarity, timing, and thoroughness. The 

demographic questionnaire was found to be unclear as to whether 

the income was that of the participant or that of the total 

family. It was changed to include family income. "Hispanic" was 

inadvertently omitted under "Race" and was added. The 

instructions were comprehensible by the subjects on all four 

instruments. The total .time for completion ranged from 15 to 30 

minutes. Each instrument was scored (Appendix I). Analysis of 

the data was omitted since the purpose of the pilot was to verify 
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the clarity of the tools. 

Treatment of Data 

The chi-square test for two independent samples are chosen 

when two groups are independent, and when "the 'scores' under 

study are frequencies in discrete categories" (Siegel, 1956, p. 

108). Chi-square is a nonparametric test applied when the 

researcher is interested in the number of responses that fall 

into two or more categories (Huck, Cormier and Bounds, p. 218). 

This goodness-of-fit statistic was appropriate in addressing the 

research questions in terms of the relationship of the MHLC 

scores to the other variables' (HV, PHB(c)' Ell) scores. 

A multiple linear regression statistic was selected to 

compute the relationship within each locus group, and between 

MHLC, EII, and HV, as predictive of the change value of the PHB. 

Multiple linear regression analysis has two objectives: 1) to 

determine the degree of relationship between a criterion measure 

{dependent variable) and a weighted combination of two or more 

predictor measures (independent variables), and 2) to predict 

the criterion variables from scores in a weighted linear 

combination of predictor variables, with an indication of error 

margin (Isaac & Michael, 1982). The dependent variable for this 

study was the change in PHB (PHB (c)) score. The independent 

variables were the Ell scores and the HV scores. These were 
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analyzed by LC grouping. 

The statistics were run on the IBM M600 mainframe computer at 

the University of Oklahoma. The work was run under release 82.3 

of the Statistical Analysis System (SAS) (SAS User's Guide: 

Basic Statistics, 1982). A probability level of.£.< 0.05 was 

considered significant in all the statistical methodologies used 

in this study. 

Multidimensional Health Locus of Control (MHLC) 

The MHLC instrument consists of eighteen questions. Within 

these 18 questions, there are three subsets of six questions that 

relate to each of the three loci. For form A, questions relating 

to internality are 1, 6, 8, 12, 13, 17. PHLC is the focus of 

questions 3, 5, 7, 10, 14, 18. CHLC questions are 2, 4, 9, 11, 

15, 16. The raw scores within each locus were summed. The 

higher the score, the higher the inclination toward that locus. 

Standardized scores were determined by converting to z-scores. 

Each subject was classified by one of the three classifications 

of LC based on the highest z-score, as recommended by Wallston 

(personal communication, October 11, 1984). With each locus, a 

frequency distribution was obtained. Chi square statistics were 

implemented using the three LC categories as separate groups. 

Differences were analyzed between LC and HV, EII, and PHB(c)• 

Multiple linear regression statistics were utilized by taking 
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each LC group separately, and examining the probability of 

prediction within each group's Ell and HV scores as related to 

the PHB(c)• 

Health Value (HV) 

The subjects rank ordered the ten values, as previously 

described, with one signifying the item of highest value. The 

only response that was of interest in the present study was the 

placement of "health". Frequencies were determined in relation 

to the rank given to health. A median split differentiated the 

subject responses as either above or below the median, "low" HV 

and "high" HV. The grouped responses were then treated as 

dichotomous variables. 

The HV categories were treated as two groups and examined in 

relation to each LC group by chi-square analysis. The HV scores 

were also used in the regression analysis as one of the multiple 

variables examined for prediction of the PHB(c)• 

Demographics 

Age, sex, marital status, race, education, occupation, 

family composition, and family income were treated as 

percentages, means, and ranges. A distribution of socio

demographic data was compiled within the LC categories. The 

review of illness/injury was tallied into actual number of 
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experiences for present and past. A response in the present or 

past column received a score of one. A response in both present 

and past was scored two. The responses were summed. A median 

split divided the scores into two groups of those with the 

"greatest" and the "least" Ell. The major health problem 

category was listed and not scored, and presented in narration. 

The Ell groups' scores were analyzed by chi-square 

statistics in relation to each of the LC groups. The Ell scores 

were distributed within each locus group and combined with the HV 

score, in order to be used in a prediction model with multiple 

regression statistics. 

Cardiovascular Protective Health Behaviors 

Each of the twenty statements were scored for each subject. 

Items 1,2,4,and 5 were stated in the negative. Therefore, the 

value of A=l, 0=2, 5=3, R=4, and N=S. The other items were 

stated in a positive (or protective behavior) direction so that 

A=S, 0=4, S=3, R=2, and N=l. The ten "present" statements' 

scores were summed. The ten "past" statements' scores were 

summed. In each part, the ultimate healthy score would be SO, 

with the least healthy at 10. The higher the score, the greater 

the participation in protective health behaviors. The scores 

from the past were subtracted from the present in order to detect 

a changed behavior, either positively or negatively (Appendix H). 
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The range of scores for the change value (PHB(c)) could be +40 to 

-40. 

Raw scores were utilized in this portion of the study. The 

PHB(c) scores were divided into two groups via the median split. 

The groups were divided into those with "greatest" change and 

those with "least" change. Chi-square statistics were utilized 

for relationship searching between each LC group. Each LC 

groups' HV and Ell scores were regressed in order to examine 

their prediction of the PHB(c) scores. 



CHAPTER 4 

ANALYSIS OF DATA 

Data were collected as described previously. Analysis of 

the data was in terms of demographic descriptors, health locus of 

control, health value, experiences with illness and injury, and 

change in protective health behaviors. Inferential and 

descriptive statistics were utilized to arrive at answers for the 

four research questions. 

Description of Sample 

The sample for this study consisted of thirty-three persons 

who had been previously diagnosed as having hyperlipoproteinemia 

and who were attending their first appointment at the Lipid 

Clinic during the period from March through June, 1985. Of the 

thirty-six persons whose initial visits io the Lipid Clinic 

occurred during the data collection period, three persons 

declined to complete the questionnaires, yielding a 92% response 

rate. One person was unable to read the print and requested that 

the Nurse Specialist read her the questions and mark the 

questionnaire for her, which was accomplished. No incomplete 

questionnaires were obtained. All subjects met the criteria 

specified in the study methodology. 

62 
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Demographic description of the sample was obtained from the 

Demographic Instrument (Appendix H) completed by the subjects 

(Table 1). Twenty subjects (61%) were men and thirteen (39%) 

were women. The subjects ranged in age from 32 years to 62 

years, with a mean age of 49.5 years. Four (12%) subjects were 

between 32 years and 39 years 0£ age. Thirty-three percent were 

between the ages of 41 and 48. The largest group, 13 subjects 

(39%) were between 50 years to 59 years of age. Five subjects 

(15%) were 61 or 62 years old. Ninety-four percent (31) of the 

subjects were caucasians, while two subjects were black. Twenty

nine subjects (94%) were married living with a spouse and/or 

children or another person. Three subjects were divorced and one 

was widowed, totaling the 12% who lived alone. 

Educationally, eighty-eight percent {29) of the subjects 

completed twelve years of high school. The least amount of 

education within this sample was completion of ten years by one 

subject. Seventy percent (23) of the subjects attended college 

ranging from one to eight years. Fifty-two percent (15) of the 

subjects completed at least four years of college. Appendix J 

lists the degrees, certificates, and/or special training obtained 

by the sample. Thirty-six percent included no response. Twelve 

subjects indicated at least a bachelor's degree. Nine subjects 

(27%) identified some preparation in business. Only one 

indicated any health-related education. 



64 

Table 1 

DemograEhic Data in Relation££_ Locus E.f Control 

Locus of Control ---
I p C TOTALS 

n (%) n (%) n ( %) n (%) 

Gender 
Male 6 (50) 8 (73) 6 (60) 20 (60) 
Female 6 ( 50) 3 (27) 4 (40) 13 (40) 

~ 
32-39 1 (. 8) 2 (18) 1 (10) 4 (12) 
41-48 4 (33) 5 (46) 2 (20) 11 (33) 
50-59 5 (42) 4 ( 36) 4 (40) 13 (40) 
61-62 2 (17) 0 3 ( 30) 5 (15) 

Marital 
Status 
Divorced 3 (25) 0 0 3 (19) 
Married 8 ( 67) 11 (100) 10 ( 100) 29 ( 88) 
Widowed 1 ( 8) 0 0 1 ( 3) 

Family 
ComEosition 
Alone 4 (33) 0 0 4 (12) 
Spouse 7 (59) 8 (73) 8 (80) 23 (70) 
Spouse+ 1 ( 8) 3 (27) 2 ( 20) 6 (18) 

Race 
Black 2 (17) 0 0 2 ( 6) 
Caucasian 10 ( 83) 11 ( 100) 10 ( 100) 31 ( 94) 

HS Education 
. 02 yr 1 ( 8) 2 (18) 1 (10) 4 (12) 

12 yr 11 (91) 9 (82) 9 (90) 29 ( 88) 

College 
Education 

0 yrs 3 (25) 5 (46) 2 ( 20) 10 (30) 
1-4 yrs 7 (58) 3 (27) 4 (40) 14 (43) 
5-8 yrs 2 (17) 3 ( 27) 4 (40) 9 ( 27) 

Family Income 
<$10k - 30k 6 ( 50) 2 (18) 0 8 ( 24) 

$30 - 60K 6 ( 50) 6 ( 55) 5 ( 50) 17 (52) 
$60 -)70k 0 3 (27) 4 (40) 7 ( 21 ) 
NR 0 0 1 (10) 1 ( 3) 

~ 12 (36) 11 (33) 10 ( 30) 33 (100) 
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The occupations of the sample were varied (Appendix K). 

Thirty-two subjects (97%) identified some occupation. Five (15%) 

subjects were housewives. Four (12%) subjects listed 

clerical/sales. Management/executive/owner occupations were 

stated by 8 (24%) of the subjects. Other occupations included an 

attorney, a nurse, an engineer, an electrician, a writer, a 

pilot, a certified public accountant, and two teachers. From the 

- 32 subjects that identified an occupation, 73% worked full-time. 

The family income of this sample demonstrated a majority of 

middle to upper-middle class incomes. One subject choose not to 

reveal income level. The remaining 97% ranged from below $10,000 

to greater than $70,000 annually. The mode income bracket was 

$30,000 to $40,000 annually and was representative of 7 subjects 

(21%). Seventeen subjects (53%) reported family incomes in 

excess of $40,000. Only 3 (9%) subjects indicated income of less 

than $20,000. 

Findings 

Throughout data analysis, the findings were categorized in 

terms of the subjects' health locus of control orientation, as 

measured by the MHLC. The subscales were classified as 

"Internal" (I), "Powerful Others" (P), and "Chance" (C). The 

result was that 12 subjects (36%) scored their highest z-scores 

in the I subscale. Eleven subjects (33%) had their greatest z-



66 

scores in the P subscale. The remaining 10 subjects (30%) scored 

highest in the C subscale. 

Raw score distribution for each subscale is demonstrated in 

Figure 2. The optimum raw scores for each subscale ranged from 6 

to 36. The I subscale distribution was unimodal, with close to 

an equal mean (27.15), median (27), and mode (27). The range of 

scores for I was 14 (raw scores from 19 to 33). Z-scores ranged 

from -2.57 to 1.84, a variance of 10.07. The P subs ca le unimodal 

distribution was similar to the I subscale in that the mean 

(20.42), median (20), and mode (20), were essentially equal, but 

lower than the I scores. However, the range was greater (23), 

extending from scores of 8 to 31, with a variance of 31.31. The 

z-scores ranged from -2.22 to 1.89. The C subscale distribution 

was unimodal. In contrast to the I and P subscales, the C 

subscale was skewed to the right, with the mean (14.54) and 

median (15) almost equal, but the mode of 18 shifted to the 

right. The variance was 22.82. It was noted that the mean for C 

was smaller than P, which was smaller than I. The z-scores for 

the C subscale were -1.79 to 2.19. 

Closer examination of the demographic data in relation to 

the I, P, and C classification, reveals the independence of LC_ 

and the demographic data (Table 1). In relation to sex, there 

were an equal number (6) of males and females that were r. 

Seventy-two percent of the P and 60% of the C groups were males. 
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The I group resembled the total distribution for age. Seventy

five percent (?) of the subjects fell between the 41 years and 59 

years of age. Eighty-two percent (9) of the P group fell within 

the same age range. Six (60%) subjects in the C group were in 

the 40s to 60s age range, but 30% (3) were 61 and 62 years old. 

All 3 of the divorced subjects were in the I classification 

group, as was the only widowed subject. These four subjects 

lived alone. All- of the subjects in the P and I groups were 

married. The two black subjects were in the I group. 

In terms of education, each of the three LC groups contained 

one of the subjects that completed high school through the tenth 

grade. Ninety-one percent (11) of the I group, 81% (9) of the P 

group, and 90% (9) of the C group completed the twelfth grade. 

Of the 30% that did not attend college, 3 (25%) were I, 5 (45%) 

were P, and 2 (20%) were c. For the I group, 45% completed from 

one to 3 years of college, one completed 6 years and another 

completed 8 years of college. Twenty-eight percent (3) of the 

subjects classified as P completed 4 years of college. Forty 

percent (4) of the C subjects completed 4 years of college and 

40% exceeded this to completion of as high as 8 years of college. 

Appendix J lists the degrees, certification, and/or special 

training accomplished by the sample, divided by their LC 

classification. No particular pattern exists in terms of a 

significant relationship between LC and degrees. Appendix K 
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lists the occupations of the sample, separated by locus of 

control. Each group contained at least one housewife and one 

business person. The teachers (2), the nurse, and the certified 

public accountant were classified as I. Those who scored high in 

relation to powerful others control, were the pilot, writer, life 

insurance salesperson, and the electrician. Those who scored 

highest in terms of health resulting from fate, chance, or luck, 

were the restaurant owner, risk manager, attorney, and real 

estate developer. 

Financially, the I group earned the least amount of money. 

Seventy-five percent (9) earned between $20,000 and $40,000 

annually. Only 16% (2) earned greater income, reaching up to 

$60,000/year. The P group was more widely distributed, extending 

from less than $10,000 to greater than $70,000 per year. Only 

18% (2) of the subjects in the P group fell in the $20,000 to 

$40,000 annually range, while those earning in excess of this 

amount, amounted to almost 64%. Eighteen percent (2) of these 

subjects recorded their income in excess of $70,000. Those 

subjects within the C group had the highest "low" income, in the 

$30,000 to $40,000 range. One subject (10%) reported that 

income. Forty percent (4) of the C subjects earned greater than 

$60,000 annually. 

The experiences with illness and injury was divided between 

a review of systems and major health problem categories. The 
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item "Chest.pains or funny little heart beats?" received a 66% 

(22) affirmative response presently and/or in the past, as a 

problem. The item "Circulation problems of heart, arffis, legs?" 

was answered in the affirmative by 10 subjects (30%). Both of 

these items are specific to CAD. Two other items that can be the 

result of CVD symptoms: "Numbness or tingling sensation?" and 

"Dizziness, fainting, or loss of balance episodes?", respectively 

received 42% and 33% affirmative responses. 

Three items from the Major Health Problems listing have 

direct CAD implications. "Heart attack, heart failure?" was 

answered positively by 33% of the subjects. Only one subject 

answered "yes" to "Stroke?". However, 15 persons (45%) 

identified a problem with "High Blood Pressure?", with 10 

subjects (30%) currently afflicted with the ailment. 

Inferential statistics were applied to the remaining data 

analysis that provided answers for the four research questions. 

Chi-squares and multiple linear regressions were used to 

statistically analyze the obtained data in order to answer the 

four research questions. The relationships between LC groups 

and the variables of HV, Ell, and PHB(c) were tested with chi

square statistics. Multiple linear regressions were utilized to 

examine the predictive relationships between RV and Ell by LC 

groups to the PHB(c)· The alpha level of acceptance was .E. < 

o.os. 
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Research question 1 was: "What is the relationship between 

the locus of control, as measured by the MHLC instrument, and the 

health value, as measured by the Value Survey, of persons with 

hyperfipoproteinemia?" This question was tested by obtaining raw 

health value scores. The highest value assignment for this rank 

order instrument was one. Sixteen subjects (48%) selected 

"health" as having the highest value. The remaining subjects 

ranked health in the range from 2 through 6. A median split was 

calculated. Those with a HV score of 1 were classified as 

possessing "high" health value. Those who scored HV as 2 through 

6 were classified as possessing "low" health value. 

Table 2 depicts a 2 X 3 contingency table of frequencies 

between LC groups and HV. In the I group, 58% (7) had "high" 

health values, with 41% (5) valuing health lower. A greater 

number, 7 (63%), of the P group selected the lower health value 

rather than the higher health value. Those in the C group were 

evenly divided into the high and low health value groups. No 

significant relationship was found between LC and HV (chi-square 

= 1.12, .E. = 0.57). 

Research question 2 was: "What is the relationship between 

the locus of control, as measured by the MH~C instrument, and 

experiences with illness and injury, as measured by the 

Demographic instrument, of persons with hyperlipoproteinemia?" 

The median score was 4. A median split divided those subjects 



Table 2 

Health Value · (HV) ~ Locus of Control (LC) 

Internal 
n (%) 

Health Value 

"High" 7 ( 58) 

"Low" 5 (42) 

Total 12 (36) 

Chi-square = 1.12, 

.E. = 0.57 

Locus of Control 

Powerful Others 
n (%) 

4 (36) 

7 ( 64) 

11 ( 33) 

72 

Chance 
n (%) 

5 ( 50) 

5 (so) 

10 (30) 
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that scored greater than or equal to 4 and were classified as 

"greatest" Ell, and those with lower scores, "least" Ell" (Table 

3). Three subjects scored O, meaning they recorded no health 

problems in the past or at present. The range of responses was 

22, from Oto 22. The mode was 9. The C group was evenly 

divided between the greatest and least experiences 

classifications. The P group had 73% (8) of the subjects with 

the greatest experiences. The l group had 16% more subjects in 

the greatest category. There was no significant relationship 

between LC and Ell (chi-square = 1.17, ..E. = 0.56) (Table 3). 

Research question 3 was: "What is the relationship between 

the locus of control, as measured by the MHLC instrument, and the 

change in protective health behaviors, as measured by the 

Cardiovascular Protective Health Behavior (CPHB) instrument, of 

persons with hyperlipoproteinemia?" None of the subjects scored 

a negative change, meaning none were participating less in PHB in 

the present in relation to past responses. Four (12%) made no 

changes in the participation in PHB. Table 4 compares the mean, 

standard deviation, and range between the present, past, and 

change PHB scores. The range in scores between the past PHB and 

the present PHB was 11, resulting in the past PHB having largest 

variance. The change PHB demonstrates a skewness to the left 

distribution, with a range from Oto 26 but a median at 6. 

A median split of the PHB(c) scores divided subjects into 
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Table 3 

Experiences with Illness/Injury (Ell) J2x_ Locus of Control (LC) 

Experiences 
with 
Illness/Injury 

"Greatest" 
(z_ 4) 

"Least" 
(< 4) 

Total 

Internal 
n (%) 

7 ( 58) 

5 ( 42) 

12 ( 36) 

Chi-square= 1.17 

.E. = 0.56 

Locus of Control 

Powerful Others 
n (%) 

8 (73) 

3 (27) 

11 ( 33) 

Chance 
n (%) 

5 ( 50) 

5 ( 50) 

10 (30) 
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Table 4 

Protective Health .Behavior (Raw Scores) 

Mean Standard Range 
Deviation 

Protective 
Health 
Behaviors 

"Present" 39 4.5 18 (29-47) 

"Past" 31 7.0 29 (14-43) 

"Change" 8 6.8 26 ( 0-26) 
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two groups. · Those subjects scoring greater than or equal to a 

change score of 6 were categorized as "greatest" change in PHB, a 

positive attribute. Those subjects scoring less than 6 were 

classified as the "least•~ group. Table 5 examined the difference 

in the groups. Fifty-eight percent of the I group were in the 

"1 east" ch an g e cat ego r.y. In contrast , 7 3 % and 6 0 % of the P and C 

groups, respectively, were in the "greatest" PHB(c) category. 

There was no significant relationship between LC and the change 

in PHB (chi-square = 2.30, ..E. = 0.32). 

Research question 4 was: "What is the relationship between 

locus of control, as measured by t~e MHLC instrument, health 

value, as measured by the Value Survey, experiences with illness 

and injury, as measured by the Demographic instrument, and the 

change in protective health behaviors, as measured by the CPHB?" 

Table 6 displays the frequency and the distribution of the 

variables of HV, Ell, within the IPC locus of control categories. 

The subjects' scores were subdivided into four classifications: 

high health value and greatest experiences with illness and 

injury, high health value and least experiences with illness and 

injury, low health value and greatest experiences with illness 

and injury, low health value and least experiences with illness 

and injury. The I group was distributed evenly between the four 

subdivisions. The C group reflected a similar pattern of equal 

distribution. The P group that were in the high HV subdivision, 



Table 5 

Protective Health Behavior Change (PHB(c)l 
~Locus.£!. Control (LC) 

Change in 
Protective 
Health 
Behavior 

"Greatest" 
(~ 6) 

"Least" 
(< 6) 

Total 

Internal 
n (%) 

5 ( 48) 

7 ( 58) 

12 (36) 

Chi-square= 2.30 

.E. = 0.32 

Locus of Control 

Powerful Others 
n (%) 

8 (73) 

3 ( 27) 

11 ( 33) 
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Chance 
n (%) 

6 ( 60) 

4 ( 40) 

10 (30) 



Table 6 

Relationship Between Locus~ Control, Health Value, and 
Experience with Illness/Injury 

Health 
Value 

Experience 
with I/I 

Locus of Control Total 

Greatest 
High 

Least 

Total 

Greatest 
Low 

Least 

Total 

Column Totals 

I P C 

3 

2 

5 

4 

3 

7 

12 

4 

3 

7 

4 

0 

4 

11 

3 

2 

5 

2 

3 

5 

10 

10 

7 

17 

10 

6 

16 

33 

78 
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were split between the greatest and least Ell division. However, 

of those subjects in the low HV division, all (4) were in the 

"greatest" Ell division. 

With the above descriptive statistics in mind, this fourth 

research question was answered by conducting multiple linear 

regressions. Using the PHB(c) as the dependent variable, the 

analysis tested the prediction performance of the LC groups in 

relation to the HV and Ell responses. These independent 

variables were converted to z-scores which were then standardized 

with the use of beta weightings. Table 7 depicts the results of 

the analysis. The lLC group demonstrated the least amount of 

predictability with a F value of 0.23 and a .E. value of 0.799. It 

can be concluded that there is no significant relationship 

between lLC, HV, and Ell as a predictor for a change in PHB. The 

PLC group demonstrated minimal predictability. The F value was 

0.29 with an R2 of 0.07. Neither the HV nor the EII independent 

variables were significant at .E. levels of 0.48 and 0.85 

respectively. With the PLC model having a .E_ value of 0.76, it 

can be concluded that there was no significant relationship 

between PLC, HV and EII in the prediction of a changed PHB. The 

C group failed to demonstrate a predictive value with a .E. equal 

to 0.287 and an F value of 1.502. There is no significant 

relationship between CLC, HV and Ell, as a predictor for a change 

in PH B. With an F v a 1 u e of 1. 3 9 and .£_ = 0. 31, the CL C res em b 1 e d 
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Table 7 

Regressions 

Locus of Control Model Independent Variable 

R2 F .E. Beta Weighting .E. 

Internal • 05 • 23 .80 
HV .002 .99 
Ell -.22 .52 

Powerful 
Others .07 .29 .76 

HV .28 .48 
Ell • 07 .85 

Chance .28 1.39 .31 
HV .15 .67 
Ell .48 .18 

IPC .07 .50 .74 
I .15 .49 
p • 11 .63 
C .11 .60 
HV • 16 .41 
EII .09 .62 
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the other locus groups. rhe final regression examined the 

relationship using all' three LC variables in relation to the HV, 

and EII. No significant relationship was found (F = 0.5, E = 

0.74). 

Methodological Summary 

•\ •• Methodology is examined both as it relates to nursing 

practice and the particular nursing problem, and as it meets or 

does not meet the standards usually considered acceptable for 

designs, data collection, measurements, [and] analysis" (Diers, 

p.274). The present research identified the nursing problem as 

the lack of information available for describing a population, 

whose disease would require an abundance of future interventions. 

Utilization of the construct of locus of control provided the 

framework in which to describe the population. 

The research design of this relation-searching descriptive 

study was appropriate for the research questions. The population 

under investigation was small, leading to the convenient sampling 

technique and ultimately the smaller sample size. Although these 

factors thoroughly described the sample, they prevented 

generalization to any larger group. 

Measurement of the variables was accomplished by four 

instruments. The Multidimensional Health Locus of Control 

instrument was appropriate for classification. The Value Survey 
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provided a source for measurement of the health value variable, 

but the technique of analysis artificially places subjects who 

ranked health as second to sixth in priority as having a low 

health value. The portion of the demographic instrument that 

solicited experiences with illness an4 injury provided a rough 

estimate of these experiences. The check marks on any item 

indicated that a problem did exist and/or had previously existed. 

No measurement was available for the intensity of the problem. 

The Cardiovascular Protective Health Behavior instrument was 

effective in eliciting the changed behaviors. 

The pilot study provided the opportunity to test the 

questionnaires for time and clarity. Because the studied 

population was not available to pilot the study, problems with 

data collection were not identified. One such problem was the 

time constraint in having the subjects complete the 

questionnaires before their first visit. The Nurse Specialist 

stated that several subjects wanted to take them home and bring 

them back at the next visit. Initially, the Nurse Specialist was 

concerned that the subjects would feel negatively about their 

first visit if it was preceded by completion of the 

questionnaire. However~ after the administration of the first 

few with no subject complaints, she was more comfortable in her 

role as administrator of the questionnaires. 

The most significant methodological problem was the 
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discrepancy between the expected population size, as estimated by 

the cardiovascular physicians responsible for the referrals to 

the Lipid Clinic, and the actual referral rate, yielding the 

relatively small sample size of 33 in four months of data 

collection. 

Summary of Findings 

Analysis of the data indicated that the relationship between 

locus of control and the demographic descriptors of sex, age, 

marital status, family composition, race, education, family 

income and occupation was unidentifiable using chi square 

techniques due to inadequate sample size. Over 20% of the chi 

square cells had expected counts of less than five. Therefore, 

descriptive statistics of frequencies, distributions, ranges, and 

percentages were used. 

There was no significant relationship found between locus of 

control orientation and the variables of health value, 

experiences with illness and injury, and the change in protective 

health behaviors. These findings corresponded to the first three 

research questions. 

The fourth research question was analyzed in four parts. 

There was no relationship between health value and experience 

with •illness/injur~ .as predictors for the change in protective 

health behaviors for the I, P, and C locus of control. Finally, 
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there was no significant relationship between I, C, P, HV, and 

Ell for prediction of the changed PHB. 



CHAPTER 5 

SUMMARY OF THE STUDY 

The object of this study was to determine the relationships 

between health locus of control, health value, experiences with 

illness and injury, and the change in protective health behaviors 

within a group of persons beginning treatment for 

hyperlipoproteinemia. Fron this objective, four research 

questions were generated. Three questions examined the locus of 

control classification as it related to each of the other three 

variables (health value, illness experiences, and changed health 

behaviors). The final question examined the combined 

relationship of the locus of control classifications, health 

value, and illness experiences, as predictors for the change of 

protective behaviors. The study was a relation-searching 

descriptive study designed to answer the research questions. 

Diers (1979) wrote, 

the challenge in relation-searching is to make sense of 
the new information in a way that leads to further questions. 
Generating new hypotheses, new ways to look at old phenomena 
just discovered represents an important stage not only in the 
levels of inquiry ••• , but in the state of development of 
knowledge for a practice profession. (p. 141) 

Summary 

The population consisted of persons who met the following 

85 
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criteria: they had been referred to the Lipid Clinic by their 

physicians for the treatment of hyperlipoproteinemia; they had 

completed the initial screening, demonstrating an elevated serum 

cholesterol level in excess of 200 mg/dl, and they were attending 

their first visit to the clinic's Nurse Specialist. The sample 

was composed of those clients who agreed to participate in the 

study and who completed the packet of instruments. The sample 

collection occurred over a four-month period. Each subject was 

initially approached by the Nurse Specialist and given the packet 

of instruments, inclusive of a cover letter of explanation. 

Completion of the questionnaires was usually accomplished while 

waiting to see the nurse. The completed questionnaires were 

returned, sealed in the envelope, to the nurse. On a few 

occasions, the clients requested to take the packet home due to 

time constraints and complete it there. These packets were 

returned by mail or brought to the clinic at the next visit. The 

researcher obtained all packets, collected by the Nurse 

Specialist, on a weekly basis. 

All respondents were coded. The instruments were 

individually scored, then analyzed as group data. The demo

graphic data was analyzed by the use of descriptive statistics. 

The instruments' scores were analyzed with inferential statistics 

in order to answer the research questions. 
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Discussion of Findings 

Demographic data analysis revealed a sample of 60% males. 

This was in keeping with the known distribution of CAD patients. 

The age distribution was between 32 and 62, with a mean of 49 

years. Eighty-eight percent were married. Ninety-four percent 

were caucasians. The sample was a highly educated group, with 

88% completing at least 12 years of education, and 70% completing 

at least one year of college. Seventy-three percent indicated 

that they worked full-time, contributing to family incomes in 

excess of $40,000 for 53%. 

The sample size (33) was distributed in one of three locus 

groups. Those possessing an internal locus of control (ILC) 

numbered 12 subjects. The powerful other locus of control (PLC) 

group totaled 11 subjects, while those subjects who were scored 

as chance locus of control (CLC) equalled 10. With this 

distribution, each locus group was analyzed in relation to the 

demographic data, health value, experiences with illness and 

injury, and change in protective health behavior. 

Demographic distribution within each of the locus of control 

groups varied. The distribution for gender was equal for the ILC 

group, 73% males for the PLC, and 60% males for the CLC. Age 

distribution was similar for the three groups. However, the PLC 

group had no sixty year olds. The CLC had 30% (3), and the ILC 

had 16% (2) in the 60 year age bracket. The thirty year olds 
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represented· 8% of the ILC group, 10% (1) of the CLC group, and 

18% of the PHL group. This is in contrast to findings that older 

persons were more "powerful others" oriented and the younger, 

healthier subjects were "chance" oriented (Wallston & Wallston, 

1981). This study had a greater percentage of older subjects in 

the CLC and ILC groups. The greatest percentage of younger 

subjects were in the PLC group. The four subjects that lived 

alone, were either divorced or widowed persons and were all 

internally locused. The only two black subjects were internal. 

No previous research was found to compare these two findings of 

race or family composition. Forty-six percent (5) of the PLC, 

which was the younger of the groups, had not attended any 

college. In contrast, the ILC and CLC groups had fewest, 25% (3) 

and 20% (2), respectively, that did not attend college. Of the 

subjects attending college, many completed four or more year of 

college. The ILC group had 56%, the PLC group had 67%, and the 

CLC had 75% complete four or more years. Financially, the lowest 

income families were in the ILC and PLC groups with one person 

each. The ILC group earned between $20,000 to $40,000 (75%). 

Sixty thousand dollars was the highest income earned in the ILC 

group. The PLC group was distributed throughout the income 

distribution from bilow $10,000 (9%) to greater than $70,000 

(18%). The CLC group income was at a higher level beginning with 

$30,000 (10%) and extending to greater than $70,000 (10%). From 
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this description of the sample in terms of locus groupings, it 

can be concluded that the three groups appear to be relatively 

homogeneous by age, sex, race, marital status, family 

composition, education, and income. 

No significant relationship was found between the LC groups 

and value placed on health. The results indicated that the 

variables were independent of one another to the~= 0.57 level •. 

The greatest difference was with the PLC group which had 64% of 

the group in the low health value catergory. As identified by 

Wallston (personal communication, October 11, 1984), the category 

of "low" health value is only relative. In this study, those 

persons who chose health as their second through sixth priority, 

were placed in the "low" health value category as a result of the 

median split. This artificial differentiation could result in 

inaccurate interpretation of the subjects' true value of health. 

No significant relationship was found between the LC groups 

and their experiences with illness and injury. These two 

variables were independent of one another. As with health value, 

the PLC group demonstrated the greatest variance between the 

greatest and least experiences catergories, with 73% experiencing 

the greatest incidents with illness and injury. The scores 

obtained for these experiences did not measure frequency, 

severity, or duration, of any given problem. Therefore, a 

subject's response to "Joint problems?" may be answered 
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affirmatively or without any response, for a single joint 

inflammation, or systemic arthritis, depending on the subjects 

definition of "problem". However, Rotter (1954) emphasized in 

postulate 1 that the individual determines what is meaningful, 

not necessarily what is real or objective. 

As for the protective health behaviors, the subjects in this 

study demonstrated a trend toward positive or healthier change in 

participation in PHB. The highest theoretical PHB, either 

present or past, score would be 50, and the lowest, 10. The 

present participation in PHB score range was 47 to 29, with a 

mean of 39. The past participation in PHB score range was 43 to 

14, with a mean of 31. There were four persons who made no 

change in PHB. There were none that reported participating in 

less PHB at the present, as compared to the past. The greatest 

change was 26. The most frequent change score was 6. 

As with the other variables, there was no significant 

relationship between the LC groups and the change in PHB scores. 

Again, the PLC depicted within the group, the greatest variance 

between those categorized greatest and least change in PHB. 

Seventy-three percent (8) had made the greatest changes in the 

PHB. 

Health value and experiences with illness and injury between 

each LC group demonstrated similarity among all the groups. The 

only slight exception was in the PLC group. Of those subject who 
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This populations' treatment for hyperlipoproteinemia will 

require dietary alterations (elimination of saturated fats), an 

exercise regimen, smoking cessation, weight management, stress 

reduction, hypertension management, periodic clinic visits, and 

possibly adherence to a medication regimen (American Heart 

Association, 1984; Levy, 1981). This investigation revealed that 

88% of the subjects had already altered their health behaviors. 

However, there were no subjects that received a perfect score, 

indicating room for alteration in some behavior. 

Rotter's corollary 1 states that behavior is learned and 

therefore modifiable, with changes in experiences. The 

applicable experiences for this population were examined in 

relation to the changed PHB and previous illness and injury 

experiences. Corollary 2 supports the need to examine the 

historical events that preceed future health care. This 

investigation identified illness and injury and found them not to 

be significant. 

Rotter's sixth postulate discussed the reinforcing 

conditions that lead to a behavior. The source of motivation 

utilized in this study was the health value. Health was valued 

as first or second by 67% (22) of the subjects. However, six of 

those subjects were classified as "low" health value as a result 

of the median split. This may have led to an undervaluation of 

health. 
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In the construct, behavior potential was the function of the 

expectancy of the occurrence of reinforcement and the value of 

the reinforcement: 

BP = f( E & RV ) 

This investigation examined the behavior potential as the change 

in PHB. This was analyzed . as a . function of the generalized 

expectancies of locus of control (ILC, PLC, CLC), and the 

expectancy based on '. previous experiences with illness and injury. 

The value of reinfo~cement was represented by the health value. 

Changed PHB = f( LC & Ell & HV) 

The results were that none of the LC groups fit this model. 

Of Rotter's four purposes for his theory, two were examined 

in this study. The first was to develop ways in which to 

describe individuals in a reliable and useful way. Using 

Rotter's construct of internal-external expectancy, the subjects 

in this study were grouped. Each of these groups were examined 

separately as well as with one another. No relationships were 

found with the other variables. There was no statistically 

significant differences between the groups. Rotter's second 

purpose was to facilitate understanding and predictability of 

individual differences in peoples' behaviors or attitudes in 

similar situations. This study was unable to demonstrate 

predictability of the protective health behavior changes within 

each group and among the three groups. · 
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The present study was able to describe the population. in 

terms of sociodemographic data, their value of health, their 

participation and change in protective health behaviors, as well 

as their locus of control. Although the siudy was unable to 

determine any significant relationships, the utility of these 

descriptive findings exists. Given that nursing is responsible 

for the diagnosis and treatment of human "responses" to actual or 

potential health problems, the results of this study can 

facilitate those diagnoses. Population-specific nursing 

interventions can be designed to treat the human responses of 

unhealthy behavior practices. Although a different population, 

the LRC study demonstrated the multiple problems of dietary 

changes, medication adherence, and follow-up visit compliance, of 

that particular group of hyperlipoproteinemic persons (Lipid 

Research Clinics Study, 1984). Strickland (1978) identified the 

discrepancy of findings, determining that there was no particular 

ideal locus of control in terms of health behavior. The 

resounding conclusion from most studies addressed the need for 

congruence between health care delivered and the specific needs 

of the individuals. 

McCusker and Morrow (1979) studied the relationship between 

health locus of. control with preventive health behaviors and 

health beliefs. No relationshiP. was found between LC and the 

health behaviors with and without health value. Their population 
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resembled the present study's population in terms of homogene~ty 

and , upper-middle-class status. They suggested that the lack of 

relationship between LC and behaviors may have been independently 

related · to their socioeconomic status. This effect may be 

applicable to the present study. 

Wallston and Wallston (1982) have offered an explanation as 

to the lack of relationship between LC and preventive health 

behaviors. One explanation may be that preventive health 

behaviors are multideterminate~ Locus of control is . but a single 

construct, unable to accommodate the variance in these behaviors. 

Even with the addition of health value, the result is inadequate. 

Although in theory this bivariate predictor approach 
appears superior, it is undoubtedly the case that still 
other variables, such as specific beliefs about the 
behavior(s) in question, carry most of the weight in 
predicting behaviors. Moreover, it has been argued that 
attitude-behavior prediction can be improved by broadening 
the scope of behavioral measures and multiple observations. 
(pp. 78-79) 

This study incorporated "other variables" of experiences 

with illness and injury into the methodology. Even with the 

addition, the results failed to demonstrate a significant 

relationship between the variables. The Health Behavior Model 

contains the variables utilized in the present study. The 

function of interrelationship between locus and the other 

variables of HV, EII, and PHB need continued testing. Changing 

the grouping of variables may prove to be a more useful approach 

than that used in this study. Given a similar situation, seeking 
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common characteristics of persons who make positive, or negative, 

or no change, may lead to better prediction. The importance of 

pursuing "why do people choose unhealthy lifestyles?" and "what 

facilitates persons in altering unhealthy lifestyles?" needs to 

continue. The specific needs of persons with hyperlipo

proteinemia are great. Without the nursing interventions to 

diagnose and treat hyperlipoproteinemic persons' unhealthy 

lifestyle and behavioral decision, their choice for a higher 

state of wellness may be soley the result of chance. 

Recommendations for Future Study 

As a result of this study, the investigator determined the 

following questions warranted future study: 

1. Does the locus of control orientation and health value 

differ among those who have had previous cardiovascular 

incident(s) (myocardial infarction) and those have had no 

negative cardiovascular experiences? 

2. Is there a relationship between the occurrence of a 

negative cardiovascular experience and the change in protective 

health behaviors? 

3. Among those who were classified as PLC, what is the 

difference between the types, frequencies, and intensities of 

their experiences with illness and injury? 
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2. The nam~ consultative or administrative personnel in the 
agency~) (may not) be identified in the final report. 

3. The agency (wants) not wan/) a conference with the student 
when the report is cotn'D're-~:h--

4. The agency is S 
to be circulate gh 

5. Other 

Date: Id; { 5"/ ~L/ 

0~';)\)(Jr\ (}_ ~l~ 
Signature of student 

(unwilling) to allow the completed report 
interlibrary loan. 

Signature of Agency Personnel 

IJ___,,_ ' -~ ..,,.,_ ~-,-c , • • ,...,-.-0.,.,_ 
Signature of Faculty Advisor 

* Fill out & sign three copies to be distributed as follows: 
Original - Student: First Copy - Agency; Second copy - TWU College 
of Nursing. 
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APPENDIX C 

LETTER TO SUBJECTS 



Dear Client, 

I am conducting a study to investigate people's beliefs, 
values and behaviors as they relate to their health. The 
importance of this type of study is twofold. First, there is a 
deficit of information available to describe certain 
characteristics about people's self care decisions. So, we need 
to know more about our clients. Secondly, once we know these 
characteristics, we need to know if there is some pattern as to 
how a certain group of people respond. The groups may be divided 
by age, education, past or present health experiences or 
other sociodemographic data. Lack of this insight often results 
in health care providers treating all people alike when 
recommending treatments. It is the interrelationship of these 
factors and others that I would like to examine. 

I would appreciated it if you would assist me by 
completing the attached questionnaires. They will take you 
approximately 20 minutes to complete. Instructions are at the 
top of each page. Your name will not appear anywhere on the 
questionnaires. A code number is located on each form in order to 
correlate your responses from each questionnaire. Your responses 
will be confidential. Completion of the questionnaires will 
indicate your consent to participate. If you should choose not 
to participate, simply return this packet to the desk. 

If you would like a more detailed description of this 
study or the results, submit your name, address, and phone number 
so that I can reach you. If you prefer, you can reach me either 
at work, 271-2302, or home, 340-0927. You may keep this letter 
for your reference. 

When answering the questionnaires, remember that there 
are no right or wrong answers. Simply answer them to the best 
of your ability. After completing the questionnaires, place them 
in the envelop, seal the envelop and return it to the desk. I 
will collect them from the clinic. None of your reponses will be 
put in your medical record. 

Thank you so very much, in advance, for your time and for 
sharing your thoughts, beliefs, values and behaviors with me. 
Your responses will mean a great deal for future care delivered 
to people like yourself. 
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Sincerely, 

Deborah A. Booton, R.N. 
Doctoral Nursing Student 
Texas Woman's University 



APPENDIX D 

MULTIDIMENSIONAL HEALTH LOCUS OF CONTROL INSTRUMENT 



MHLC Form A 

This is a questionnaire designed to determine the way in which different people view certain 
important health-related issues. Each item is a belief statement with which you may agree or 
disagree. Beside each statement is a scale which ranges from strongly disagree (1) to 
strongly agree (6). For each item we would like you to circle the number that represents th~ 
extent to which you disagree or agree with the statement. The more strongly you agree with a 
statement, then the higher will be the number you circle. The more strongly you disagree with 
a statement, then the lower will be the number you circle. Please make sure that you answer 
every item and that you circle only.£!!! number per item. This is a measure of your personal 
beliefs; obviously, there are no right or wrong answers. 

Please answer these items carefully, but do not spend too much time on any one item. As much 
as you can, try to respond to each item independently. When making your choice, do not be 
influenced by your previous choices. It is important that you respond according to your actual 
beliefs and not according to how you feel you should believe or how you think we want you to 
believe. 

Co~pletion and return of the questionnaire will 
be construed as informed consent. 

1. If I get sick, it is my own behavior which determines how soon 
I get well again. 

2. No matter what I do, if I a~ going toge: sick, I will get sick. 

3. Having regular contact with my physician is the best way for me 
to avoid illness. 

4. Most things that affect my health happen to me by accident. 

5. Whenever I don't feel well, I should consult a medically trained 
professional. 

6. I am in control of my health. 

7. My family has a lot to do with my becoming sick or staying 
healthy. 

8. When I get sick, I am to blame. 

9. Luck plays a big part in determining how soon I will recover 
from an illness. 

10. Health professionals control my health. 

11. My good health is largely a matter of good fortune. 

12. The main thing which affects my health is what I myself do. 

13. If I take care of myself, I can avoid illness. 

14. When I recover from an illness, it's usually because other 
people (for example, doctors, nurses, family, friends) have 
been taking good care of me. 

15. No matter what I do, I'm likely to get sick. 

16. If it's meant to be, I will stay healthy. 

17. If I take the right actions, I can stay healthy. 

18. Regarding my health, I can only do what my doctor tells me to do. 
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APPENDIX E 

VALUE SURVEY INSTRUMENT 



Code # 

HEALTH VALUE 

Below you will find a list of ten values listed in alphabetical order. We would 
like for you to arrange them in order of their importance to YOU, as guiding 
principles in your life. 

Study the list carefully and pick out the one value which is the most important to 
you. Write the number "l" in the space to the left of the important value. Then 
pick out the value which is second most important to you. Write the number "2" 
in the space to the left. Then continue in the same manner for the remaining 
values (3 through 10) until you have included all ranks from 1 to 10. Each~ 
should have a different rank. Only one value is ranked "l", only one value is 
ranked 11 211

1 only ~e value is ranked""""'ii'5", and so on. -

We realize that some people find it difficult to distinguish the importance of 
some of these values. Do the best you can, but please rank all 10 .£!. them. The 
end result should truly show how YOU really feel. 

_____ A COMFORTABLE LIFE (a prosperous life) 

_____ AN EXCITING LIFE (a stimulating, active life) 

_____ FREEDOM (independence, free choice) 

_____ HAPPINESS (contentedness) 

_____ HEALTH (physical and mental well-being) 

INNER HARMOh~ (freedom from inner conflict) -----
_____ PLEASURE (an enjoyable, leisurely life) 

_____ SELF-RESPECT (self-esteem) 

_____ A SENSE OF ACCOMPLISHMENT (lasting contribution) 

_____ SOCIAL RECOGNITION (respect, admiration) 

Completion and return of the questionnaire will 'be construed as 
informed consent. 

Turn page OVER and continue answering! 
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APPENDIX F 

LETTER OF PERMISSION FROM AUTHOR 

OF THE MHLC AND VALUE SURVEY INSTRUMENTS 



VANDERBILT UNIVERSITY 

NASH\'ILLE, TENNESSEE 372 ◄ 0 T11UHONf (6D) 322-"'311 

Htalth Cart Rtiearch Project• School of N1mi11g • Direct pho11t 322-2'2() 

Dear Colleague: 

Thank you for your interest in our Health Locus of Control Scales. 
Please excuse this form response, but we have so many inquiries requiring 
similar replies that we have found this to be an efficient means of dis
seminating information. 

You have our permission to utilize the scales in any health related 
research you are doing. Our only request is that you keep us informed 
of any results you obtain using the scales. In that way we hope to 
continue to serve as a clearinghouse for information about the scales. 

We recommend using the more recently developed Multidimensional Health 
Locus of Control Scales (Health Education Mon~_a_p_hs, .§_, Spring, 1978, 
pp. 160-170) over the earlier, unidimensional HLC Scale (Journal of Consulti~ 
and Clinical Psychology, 1976, !_~, 580-585), since the newer measures are 
psychometrically superior and potentially more useful. 

If you wish to be added to our mailing list or want us to send you 
additional material, please complete the enclosed interest questionnaire. 
We hope to periodically send additional material related to use of these 
scales as it becomes available. 

If you have more specific questions, don't hesitate to contact us. 
Please remember to send,us information on any use you make of our scales. 
We have included a usage questionnaire to facilitate your doing so. We 
look forward to hearing from you. 

1/ 
':""'; ;7 ,,, /" / . . ."'" 
.--C,AAA-'-: .,, Ao'l/f-,t__ 

VVv>< (,: • :./VVvZ,{ ~ - ·· 

Kenneth A. Wallston, Ph.D. 
Professor of Psychology 

in Nursing 
School of Nursing 
Vanderbilt University 
Nashville, TN 37240 
(615) 322-2813 

Sincerely, 
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lJCIJJl~ ~U, JfHMA .. 
I 

Barbara Strudler Wallston, Ph.D 
Professor of Psychology 
George Peabody College 

of Vanderbilt University 
Nashville, TN 37203 
(615) 322-8220 



Wallston, K. A. Using the 10-item Value Survey to measure Health Value 

The Value Survey was constructed by K. A. Wallston (in 1974) by choosing 
9 out of Rokeach's 18 terminal values and adding "health" as a 10th value. 
The method that best describes his choosing of the 9 values is "educated guess" 
--i.e., he selected those values which appeared to him to be best able to sur
pass "health" in rank. (Rokeach had told us that there was no sense in includ
ing "health" since it was far and away the Ill value in our society.) 

Originally, the paranthetical definition following the value, HEALTH, was 
"absence of illness or injury." We changed the way we defined it to "physical 
and mental well-being" to better conform to the World Health Organization's 
definition of "health." 

We have no reliability information on the Value Survey as we use it. 
Since it uses rank ordering, there can be no estimate of internal consistancy, 
and we have never given it on a test-retest basis to check its stability. 
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As far as validity goes, the case can be made that the Value Survey does, 
indeed, measure what it purports to measure. However, validity of an instrument 
is, at best, tenuous and always very difficult to pin down. The argument, ho~
ever, rests on the following: 

, 1. There are enough studies published in the literature which have used 
the Value Survey and which have found that it operates pretty much as 
one would theoretically expect it to operate. (This is moving toward 
construct validity.) 

2. Different subsamples tend to rank "health" differentially, and these 
differences make sense. For instance, younger, healthier samples are 
apt to rank "health" as less important than older subjects, or patients 
with a chronic disease. (This, too, is a form of construct validity.) 

3. We have also constructed a 4-item Likert scale measure of health value 
(consisting of such items as "Health is the number one priority in my 
life," and have administered the two methods to the same groups of sub
jects. The two scores--ranking and rating--do correlate significantly, 
although not terribly high---(r = .3 to .4).(Depending on how you want to 
argue it, this could be taken as evidence of concurrent validity.) 

There are two major ways in which the Health Value measure has been used in 
conjunction with the MHLC scales. The first is simply as a means of classifying 
persons as either "high" or "low" health valuers (keeping in mind that the "lows" 
are only relatively low--everyone in our society pretty much values health). 
This is generally done through a median split of the sample distribution. For 
example, suppose you gave the Value Survey to 100 persons with the following. 
results: 

Ranking of 
1 
2 
3 
4 
5 
6 
7 
8 
9 

100 

"health" Frequency 
28 
24 
16 
14 

9 
6 
1 
0 
2 
0 
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Health Value, page 2 

In the above sample, 52% of the Ss ranked health either #1 or #2. These Ss 
would be designated "High Heal th Value" and the remaining 48;. (i.e., those with 
health rankings from 3-9) would be "Low Health Value." Once this is done one 
then treats Health Value statistically as one would treat any other dichotomous 
variable (e.g., sex). 

A second option is to ignore the fact that these rank orderings are only 
ordinal level data, and to treat them as if they were interval level data. 
Generally, when this is done, the ranking for health is subtracted from "11) 
so that high scores represent "High Health Value.", (e.g., the 28 persons who 
ranked health Ill in the above example would have health value scores of "10. ") 
If this option is chosen, the health values scores are handled statistically as 
if they were interval data (e.g., they can be correlated with other interval 
level data using Pearson product-moment correlations, or they can be multiplied 
by the various MHLC scale scores and used as an interaction term in a multiple 
regression analysis). 
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What to do with the MHLC 8Cores once you get them. 

The whole purpose of the Multidimensional HLC Scales is that you do not end up 
with a single score indicative of internality or externality. lnstead,yo~nd up 
with three scores: IHLC, PHLC, & CHLC--the first assessing "internali ty," and the 
other two separate aspects of "externality." They should not be combined into one 
measure. 

If it is important for your hypothesis to be able to classify someone as "in
ternal" or "external," or if you wish to use analysis of variance to analyze your 
data, there are a couple of options available to you, none of which is necessarily 
the "best" way. 

One option is to pick any one of the three scores--say, IHLC, for example-
and split it at the median into two groups: e.g., "high inter.nalsll and "low inter
nals" (note that this latter group is not necessarily "external," because it could 
contain some subjects who also score low on the PHLC and/or the CHLC). You could 
do this with any one of the three scales. 

Another approach is to convert all your raw scale scores into standard (z or T) 
scores and label a given subject as an "internal," "powerful others external," or 
"chance external," depending on which of the subject's three standardized scores is 
the highest. 

A third option, one that we are beginning to use with increasing frequency, 
is to do median splits on all three scales and to classify subjects into one of 
eight "types" depending on their pattern of being above ("high") or below ("low") 
the median of the scales. (This typology was first addressed in our chapter in the 
Sanders & Suls book, 1982.) Only one of these eight types (high on IHLC, low on 
both PHLC & CHLC) can be called "pure internal," but some of the other types which 
contain a mixture of internality and externality are theoretically quite interest
ing. At first glance, this third method appears to need a large number of subjects 
in order to be useful, but this turns out not to be the case. You don't, after all, 
need to include all eight types in your analysis. 

Whichever method you choose to classify your subjects, remember that you can (and 
often should) analyze your data factorially by crossing HLC category with health 
value. Again, you can split health value anyway you wish, but we usually do a median 
split based on sample rank frequencies. (See our work on using the Value Survey to 
measure health value for further help with this.) 

What if you wish to analyze your data using regression (i.e., correlational) 
statistics? In this case, you can treat each MHLC Scale as a continuous variable 
and use parametric statistics such as Pearson Product-Moment correlations or other 
applicable statistics. Multiple linear regression statistics are frequently employed 
with the three MHLC Scales as separate predictors. 

Again, when appropriate, we advocate the use of a measure of health value in 
interaction with the MHLC scores when doing regression analyses. To create·a multi
plicative score between .one of the MHLC scales and Health Value (HV), do it in the 
following manner (depending on which MHLC scale is being used and the population 
being studied). First, using the computer, standarize scores on all of the variables 
that will be multiplied. We use T-scores (rather than z-scores) to eliminate the nega
tive signs (since two big negative numbers multiplied together result in one big posi
tive product). Secondly, decide which way to score HV. (',./hen multiplying IHLC and HV, 
the decision is to score HV so that Heal t.h, when ranked 1st, is "10." When CHLC is 
used, HV must be reversed, i.e., Health ranked 1st - "l"). The ambiguity is with PHLC. 
With "normal" sub,1ects, treat PHLC as an "external" dimension and deal with it as CHLC: 
with subjects who have a chronic, long-term disease (such as arthritis, hypertension, 
diabetes) where it is important for the patient to work interdependently with health 
care providers and others, PHLC should be treated the same way as "internality" and 
should be multiplied by HV with high= "10." There is no absolute right way to do 
this. 



APPENDIX G 

CARDIOVASCULAR PROTECTIVE HEALTH BEHAVIORS INSTRUMENT 



Completion and return of the questionaire will be construed as 
informed consent. 

Code fl 

Cardiovascular Protect~ve Health Behaviors 

The purpose of this questionnaire is to examine what 
activities are a part of different peoples' lifestyles. There are 
no right or wrong answers. Important! Respond according to how 
you actually behave, not by how you think you ought to behave. By 
the side of each statement are a choice of five responses. 
Circle the letter that most closely describes your response to 
the statement. 

"A" - Always like me 

"O" - Often like me 

"s .. - Sometimes like me 

"R .. - Rarely like me 

"N" - Never like me 

RESPOND TO THE STATEMENTS IN RELATION TO YOUR LIFESTYLE WITHIN 
THE PAST YEAR. 

1. I add salt to my food. A 0 s 

2. I eat beef &/or pork daily. A 0 s 

3. I exercise at least weekly. A 0 s 

4. I smoke at least 1 pack of cigarettes a day. A 0 s 

5. I am overweight or underweight. A 0 s 

6. I can get rid of my stress when I feel stressed. A 0 s 

7. I get enough sleep. A 0 s 

8. I take all of my medication as directed. A 0 s 

9. I have office visits as often as I'm instructed. A 0 s 

10. I have my blood pressure taken at least annually. A 0 s 
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R N 

R N 

R N 

R N 

R N 

R N 

R N 

R N 

R N 

R N 



You may have made some changes in your lifestyle over the years. 
These statements are to seek changes you may have made in the 
PAST. Use the same method for responding to the statements. 
Circle the letter that most closely represents your changes in 
the past of OVER one year ago. 

"A" Always like me 

"Q" - Often like me 

"S" - Sometimes like me 

"R" - Rarely like me 

"N" - Never like me 

Respond to these statements from your PAST lifestyle practices. 

"In the past, I -
1. - added salt to my food. A 0 s 

2. - ate beef &/or pork daily. A 0 s 

3. - exercised at least daily. A 0 s 

4. - smoked at least l pack of cigarettes a day. A 0 s 

5. - was overweight &/or underweight. A 0 s 

6. - was able to get rid of my stress. A 0 s 

7. - got enough sleep. A 0 s 

8. - took all my medications as directed. A 0 s 

9. - saw my health care provider as instructed. A 0 s 

10. - had my blood pressure taken at least annually. A 0 s 
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APPENDIX H 

DEMOGRAPHIC INSTRUMENT WITHE I I 



Completion and return of the questionaire will be construed as 
informed consent. 

Code # 

De■ograpbic Data 

Please place a "X" in the appropriate blank or fill in the 
relevant blank for each question. Thank you! 

SEX: female male 

AGE: 

MARITAL STATUS: Single 
Divorced 

____ , Married ____ , Widowed 

RACE: Caucasion ____ ,Black ____ , Asian 
Indian ____ , Hispanic ____ ,Other 

EDUCATION: Circle the highest grade completed 

1 2 3 4 5 6 7 8 9 10 11 12 

(College) 2 3 4 (Graduate School) 1 2 3 4 

___ , American 

List type of degrees, certificates &/or special training you have received. 

OCCUPATION: _____________ , Retired ___ , Part Time 
Full Time 

FAMILY: Who do you live with? Alone ____ , Spouse ___ , 
Children ____ , Other Relative ____ , Friend ___ , Other 

FAMILY INCOME: Below $10,000 

$20,000 - $30,000 

$40,000 $50,000 

$60,000 - $70,000 

$10,000 - $20,000 

$30,000 - $40,000 

$50,000 - $60,000 

$70,000 or greater ____ _ 

Below is listed various health problems. Read each one 
carefully. The right hand columns are divided into two parts. 
Column A is for your responses as they relate to your PRESENT 
health status over the last 3 months. Column Bis for your 
responses as they have related to your PAST health status 
beginning three months ago and extending throughout your 
lifetime. Place a "X" on the blank if you have a PRESENT health 
problem in Column A. Place a "X" on the blank in Column B for 
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PAST health problems. For those items that have not been a 
problem, either PRESENT or PAST, leave the blank without a mark. 

EXPERIENCES with ILLNESS/INJURY 

Do you have or have you had; 

Infection/injury of eyes, ears, nose, mouth, 
throat th~t is/was complicated or reoccuring? 

Headaches not relieved with Tylenol or 
Aspirin or frequently reoccuring? 

Chest pain or funny little heart beats? 

Lung problems such as frequent colds, flu, 
pneumonia, bronchitis, emphysema? 

Female problems with breasts, ovaries, 
uterus, womb, vagina? 

Hale problems with prostate, penis? 

Abdominal problems with stomach, liver, 
pancreas, gallbladder, spleen? 

Bowel problems such as frequent diarrhea or 
constipation, diverticulitis, hemorrhoids? 

Kidney, bladder or urinary problems? 

Circulation problems of heart, arms, legs? 

Numbness or tingling sensation? 

Dizziness, fainting or loss of balance 
episodes? 

Muscle weakness, coordination problems? 

Blood abnormalities? 

Skin abnormalities? 

Joint problems? 

Bone injuries or infections? 

MAJOR HEALTH PROBLEMS: 

Glaucoma? 

Cancer? Where 

Column A 
(PRESENT) 
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Column B 
(PAST) 



Heart attack, heart failure? 

Stroke? 

High Blood Pressure? 

Diabetes? 

Cirrhosis (Liver Disease)? 

Emphysema, Chronic Bronchitis, Asthma? 

Arthritis? 

Seizures or epilepsy? 

Other problem(s) not mentioned, please 
list. __________ _ 

Column A 
(PRESENT) 

Thank you very much for your time and assistance! 
Information gathered from yourself and others will help us to 
better serve your health care needs. Please feel free to include 
any remarks about this questionnaire here. 
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APPENDIX I 

PILOT STUDY DATA 



Pilot Study Data 

Subjects 

1 2 3 4 5 

Demographic Data 
Gender F M F M F 
Age 60 62 59 69 64 
Mar. Status M M M M w 
Race C C C C C 
Education 12 12 9 2 15 
Occupation Nursery Nursery Retired Retired Retired 

Disabled Carpenter RN 

Family Spouse Spouse Spouse Spouse Child 

Income $10-20K $10-20K )$10K )$10K )$10K 

Experiences with 
Illness/Injury 

Present 0 0 1 1 0 
Past 3 0 3 0 0 

Health Value 1 3 2 

Health Locus of 
Control (Raw Score) 

I 31 36 17 17 26 
p 14 20 19 16 16 
C 12 24 24 23 24 

Cardiovascular 
Protective Health 
Behavior (CPHB) 

Present 29 36 23 26 44 
Past 27 36 24 26 44 
Change +2 0 -1 0 0 
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APPENDIX J 

DEGREE/CERTIFICATION/TRAINING BY LOCUS OF CONTROL 



Internal 

Powerful 
Others 

Chance 

Degree/Certification/Special Training by Locus of Control 

BA Teaching Certificate 
. Computer Programming 

BBA/MBA 
Military Certification in Management and Training 
BBA/ Business Administration/CPA 
LPN 
MEd 
* No Response (5 subjects) 

Pilot Training 
BS (Geology) 
BS HE/ MSEd Ed. Adm. 
Business 
BA 
BBA 
* No Response (5 subjects) 

Radio Operator/ AD Accounting 
BBA/MBA 
Business/Mfg Eng 
JD 
BBA/Finance 
BA Sociology 
Business Management 
Business Management/ Accounting 
* No Response (2 subjects) 
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APPENDIX K 

OCCUPATION BY LOCUS OF CONTROL 



Demographic Data 

Internal 

Powerful 
Others 

Chance 

Occupation by Locus of Control 

Housewife 
File Clerk 
Teacher (2) 
Self-employed 
Food Clerk 
Business Manager 
Quality Control 
CPA 
Sales Manager 
Business Executive 
LPN 

Housewife 
Pilot 
Writer 
Homemaker/Investor 
Secretary 
Manager 
Life Insurance 
Housewife/Care for Elderly 
Music Merchant 
Electrician 
* No Response (1 subject) 

Housewife 
Self-employed 
Restaurant Owner 
Salesperson 
Risk Manager 
Manufacturing Engineer 
Attorney 
Real Estate Developement 
Supervisor (Auto Factory) 
Sales/Acct./Management 
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