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CHAPTER 1 

INTRODUCTION 

Health care providers have long been convinced 

that prenatal care is essential to the delivery of a 

healthy infant. Providers of prenatal care in recent 

years, however, have encountered some formidable chal

lenges. These are: (a) a substantial number of births 

each year with little or no prenatal care, (b) an 

alarmingly increasing number of adolescent pregnancies, 

(c) the need for accessible as well as available pre-

natal care services for high-risk lower socioeconomic 

communities, and (d) the problem of providing culturally

relevant health-promoting services to specific cultural 

and ethnic groups. Each of these problems has impact on 

not only the planning and provision of services, but 

also on the outcome and success of existing services. 

In order for health care professionals to provide effec

tive prenatal care services for the high-risk, lower 

socioeconomic groups, there is need for more thorough 

nders tanding of how or why compl i ance with prenatal 

caye oc ..... u ::-s. 

1 
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One explanation of motivation to comply with pre

ventive health services may be found in health locus of 

control theory. This study was designed to focus on the 

possible existing relationship between health locus of 

control, compliance with prenatal care, and attitudes 

toward prenatal practices among Mexican-American adoles

cents. 

Problem of Study 

The problem which was studied was: 

To determine if health locus of control and/or 

attitudes toward prenatal practices influence compliance 

with prenatal regime in pregnant adolescent lower socio

economic Mexican Americans. Specifically, this study 

examined: 

1. The relationship between health locus of con

trol and compliance with prenatal regime. 

2. The relationship between health locus of con

trol and attitude toward specific health practices 

re la ted to pregnancy . 

3 . The relationship between attitude toward 

speci~ic heal th practices related to pregnancy and ~ohl 

p i nee with prenata regime . 
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Justification of Problem 

Prenatal care refers to the medical and nursing 

supervision and care provided for the pregnant woman 

during the period between conception and the onset of 

labor (Reeder, Mastroianni, & Martin, 1980). The care 

involved considers the physical, emotional, and social 

needs of the woman, the unborn child, the father, and 

any other children (Reeder et al., 1980). 

Prenatal care is considered to be preventive care. 

Prevention is a term that describes a process by which 

alleviation of the conditions leading to poor prenatal 

health is accomplished through early detection and inter

vention. Another function of prenatal care is that of 

educating the population in acquiring health-promoting 

behaviors which can be incorporated into the values, 

goals, norms, and lifestyles of the population served 

(Chinn , 1979; Grimm, 1973). 

The success of prenatal care services in reducing 

the incidence of low-birth weight infants, infant deaths 

and other prenatal and maternal complications, depends 

on such factors as heal th values, beliefs , orientation, 

and ltimately , actual health behaviors of the target 

?OPU ations (Hyman, 1953 ; Walker , 19 74) . The current 
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major concern in providing prenatal care today is that 

a large segment of the population is not receiving 

adequate prenatal care (Osofsky & Kendall, 1973). Lack 

of prenatal care or inadequate care contribute to a 

greater incidence of undetected complications of preg

nancy, premature births, and perinatal mortality 

(Lawson, 1974). Compliance with a prescribed regime 

of prenatal care is essential to successful health

enhancing behavioral changes (Chinn, 1979). 

Compliance is a term that can be described opera

tionally in two manners. One is the actual physical 

attendance of an individual or a group to a health-care 

facilit y in response to a prearranged appointment for 

the purpose of promoting health. Pregnant women who 

fail to keep clinic appointments or who have never sought 

p rena tal care qualify as high-risk patients to health 

care pro v iders (Ely, Diulio, & Koster, 1967). The other 

def i n i tion of compliance is the actual following, adher

ing to , o r in t ernalization o f t he pre scribed recommended 

health- rel a ted be hav iors (Dav is, 1966; Lowe, 1970). For 

purposes of this study , complia nce is more t han j u s t 

attend ' ng a clin ic , but is, rather , a chan ge in behavior 

·n the recommended direction as demonstrated by comparing 
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those behaviors exhibited before pregnancy and those 

behaviors exhibited while attending a prenatal care 

facility. 

The group that most frequently does not receive 

adequate prenatal care is that large segment of dis

advantaged, low-income families who have concentrated 

in the major cities. These families become involved 

in a pattern of migration to the large cities. With 

the increase in the cost of health services in general, 

low-income families strain the local resources of the 

communities in which they reside, producing overcrowding 

of prenatal clinics. Due in part to dissatisfaction 

with the care provided in these facilities, many of the 

women are receiving poor or, often, no antepartal care 

(Osofsky & Kendall, 1973; Schneider, 1973). 

Not only do the lower socioeconomic women typically 

comprise the highest proportion of those who do not 

receive a nte natal care, they are also the women, as a 

group , who contribute to the h i ghest proportion of under-

utili zers of ante natal care . Underutilization could take 

the fo rm of broken appo intments or possible nonadhe rence 

to recomrnende reg ime (McKinlay , 1970) . Many reasons 

ha e been proposed f or the underutilization of available 



6 

prenatal services in lower socioeconomic groups. Pre-

natal care providers may tend to issue directions that 

are not understood or cannot be easily followed by 

lower-income patients. Lower-income people are less 

skilled in society in obtaining information. They 

tend to be less assertive in demanding explanation when 

directions are not understood (Bullough & Bullough, 

1972). Other factors which may relate to lower socio-

economic women's attitudes in prenatal care will be dis-

cussed i n relationship to locus of control later in this 

paper. 

Another factor that is cited in the literature along 

with socioeconomic status as having impact on prenatal 

care serv ices is that of culture and ethnicity of a group 

(Cardenas, Gibbs, & Young, 1976; Cooper & Cento, 1977; 

Osofsky & Kendall, 1973). Leininger (1976) stated 

t hat c u lture is a blueprint for a group's thoughts and 

actions a nd t h at it is a dominant force in the group's 

hea l th-i llne ss caring pa t terns and behaviors. 

In po pu lation s t atis t ics the Mex ican-American cul-

ture depicts a number of characteristi c s . In 1978 t h e 

median age for t he Mexican - American popul a t io n was 21. 3 

·ears , a s oooosed to the entire United States population 
J: ... 
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median age of 30 years. While the number of children 

below age 18 years was 29.6% for the United States 

population, the Mexican-American community had 43% 

under age 18 years. Family size for all hispanic 

families, of which the Mexican-American population 

is a major component, was 4.06 (mean number of persons) 

while for the total United States population it was 

2.81 (mean number of persons) in 1978. The implications 

for prenatal care providers for lower socioeconomic 

Mexican-Americans lie in the need to establish health 

care teaching for a group with one of the highest fer

tility rates in the United States (United States Depart-

me nt of Commerce, 1978). Metropolitan areas in the 

Sout hwest h ave high concentrations of poverty-level 

Mexican-American populations (United States Department 

of Commerce, 1978). In the Southwestern urban poverty 

areas a high number of women deliver babies without 

r eceiv ing any prenatal care even when clinics are avail

able and ac c es sib le (City of Dallas, 1979). A study in 

19 6 ind icated t hat hispanic patient s in prenatal 

clinics were n ot adhering t o prescr ibed me d i cal p r e -

na tal regime (Coope r & Cento , 1977 ) . Diet s of Mexi c a n-

Ame r ican prena~a l pati ents have been found t o be low in 
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iron, Vitamin A, and calcium. Reflected are cultural 

food patterns of this ethnic group which are low in 

meats, milk, fruits, and vegetables. Obesity was also 

demonstrated to be a nutritional problem among Mexican

American prenatal patients (Cardenas et al., 1976). 

The pregnant adolescent who is from a lower socio

economic minority group has a high risk status and is a 

true challenge to prenatal care providers. This group 

frequently seeks out prenatal care very late in the 

pregnancy (Mercer, 1979). 

High mortality rates among infants of the youngest 

mothers ex i st. There is even a higher correlation 

between socioeconomic status and age of mother in risks 

of births. The lower the socioeconomic status, the 

greater is the tendency for the mother to be younger 

(Jekel, Currie, Klerman, McCarthy, Sarrel, & Greenberg, 

19 72) . Th e complications of pregnancy that occur in the 

ado lesce nt populations are a product of such factors as 

poor die t, inadequate prenatal care, and physical, social, 

psycholog i c a l , and developmental immaturity (Hardy, 

Welc her , Stanley , & Da llas , 1978 ; Jekel e t a l ., 1972) . 

Some specif ' c risks involved in adolescent pr eg 

nancies are as fol ows : 
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1 . Physical risks: These include cervical lacera-

tions, anemia, pelvic disproportion, sexually-transmitted 

diseases, low birth weight babies, higher infant mor

tality (Mercer, 1979). 

2. Psychological risks: Teenaged pregnancies are 

seldom planned. Unplanned pregnancies may result in 

conflict with other personal goals. Placed within the 

context of Erikson's (1963} psychosocial developmental 

tasks, the pregnant adolescent is involved with the stage 

of generativity before she has accomplished a sense of 

identity or achieved the task of intimacy (Mercer, 1979). 

3. Social risks: The pregnant adolescent is prone 

to have one or more of the following: additional chil

dren while still an adolescent; interruption in educa

tion; increased dependence on others; and, if married, 

stress of assumi ng the role of wife; and resulting in 

increased risk for divorce. The adolescent parent of 

today will be a major contributor to the future of 

society (Mercer , 1979). 

In summary , there is evidence that pregnant adoles

cent, ower socioeconomic Mexican- Americans are a high 

r'sk group that should be of special interest to pre 

r.atal care pro iders . Those who attend prenatal 
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services deal with multiple personal, developmental, 

sociological, and environmental factors that interact 

to inhibit the seeking and following through with good 

prenatal care (Mercer, 1979). This study was designed 

to determine if health locus of control and attitude 

toward prenatal practices influence compliance among a 

group of Mexican-American adolescents. 

Theoretical Framework 

Social learning theory, as developed by Rotter 

(1966), investigates the interaction between the indi-

vidual and his meaningful environment. Behavior is 

viewed as goal directed, determined by the nature or 

importance of goals or reinforcement and the individual's 

expectancy that these goals will be realized. Expec

tancies are developed from previous experiences. A 

person who perceives himself as internally controlled 

believes that events are contingent upon his own be

havior. A person who perceives himself as externally 

contro lled believes that events in his life result from 

luck , chance, or control of powerful others (Rotter, 

Chance, & Phares, 1972 ) . 

The bas·c concepts of social learning theory are 

(a ) behavior potential -- the potentiality fo r a behavior 
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to occur in a given situation, in relation to a given 

reinforcement; (b) expectancy--the probability held by 

the individual that a reinforcement will occur as a 

result of a specific behavior on his part; (c) rein

forcement value--the degree of preference for a rein

forcement to occur; and (d) psychological situation--

the internal and external environment to which a person 

constantly reacts. Reinforcement is defined as any event 

which "changes the potentiality for occurrence of a given 

behavior" (Rotter et al., 1972, p. 21). Rotter et al. 

further distinguished between internal reinforcement, the 

person's perception that a meaningful event has occurred 

which has value for him; and external reinforcement, 

occurrences of events which have reinforcement value 

for a group to which the person belongs. Thus, a person 

perceives himself to be internally controlled or ex

ternally controlled (Rotter et al., 1972). 

Since the introduction of the concept of locus of 

control, studies have investigated its importance. 

Rot ter (19 66) demonstrated that a person who perceived 

himself as internally contro lled was likely to make 

greater attempts to master hi s environment , to be mor e 

resistan~ to the inf uence of others , to be higher i n 



12 

achievement motivation, to place higher values on skill-

determined rewards, to act more responsively to proba-

bility changes in the situtation, and to be more involved 

in social action. 

Limitations for obtaining specific information 

regarding locus of control became apparent to those who 

endeavored to learn about health behavior and motivation. 

Rotter (1975) explained: 

There seems to be a persistent effort to obtain 
highly accurate and reliable predictions of 

. behavior by the use of a generalized ex
pectancy for internal versus external control. 
(p. 60) 

In order to provide specific information about the rela-

tionship between an individual's health behaviors and 

that person 's belief about locus of health control, 

B . S. Wall ston, K. A. Wallston, Kaplan, and Maides 

(1976) developed the concept of health locus of control. 

The data assessed was the kind and extent of control a 

person believed he/she had over his/her own state of 

health (B . S. Wallston, K . A. Wallston, Kaplan, & 

Maides, 1976) . 

Many factors influence a g roup's perception of 

~ea ~h loc s of control . Data support the theo r etical 

e xpe tation that indi ·a als who are restricted by 
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environmental barriers and feel subjected to limited 

material opportunities develop an externally oriented 

outlook on life (Joe, 1971). Social class frequently 

interacts with race so that individuals from the 

lower classes and minority groups tend to have high 

expectancies of external control (Joe, 1971). 

As a theoretical framework, health locus of control 

was evaluated as serving as a foundation for the current 

study by providing possible predictive value in examining 

attitudes and compliance. Two propositions were antici

pated: (a) if externally controlled individuals found 

reinforcement in the environment, they might be motivated 

to be uoncompliant with prenatal practices; and (b) if 

individuals perceived themselves as internally con

trolled, events being contingent on their own behavior, 

they might be motivated to actively participate in com-

pliance with prenatal regime. It was theorized that 

if the above propositions were found to be valid, the 

theoretical framework would serve useful in the explica

tion of behavior in relation to the phenomena of the 

st -d'" . 
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Assumptions 

The following assumptions were made: 

1. Perceived internally and externally controlled 

behavior can be measured. 

2. Subjects could be candid in their responses 

to all the instruments. 

3. Compliance with prescribed prenatal care 

practices produces positive outcomes. 

Hypotheses 

The following hypotheses were tested: 

1. There will be no significant relationship 

between the scores on the Health Locus of Control Scale 

(HLCS) (B. S. Wallston, K. A. Wallston, Kaplan, & 

Mai des, 1 976) and the scores on compliance with prenatal 

regime in pregnant adolescent lower socioeconomic 

Mex ica r.-Americans. 

2. Th ere will be no significant relationship be

tween the s c ore s o n the HLCS a nd scores attaine d on t h e 

scale measu r ing atti t udes toward selected pregnancy

r e _ated p r actices f or pregnant ado l e scent lower socio 

eco!lomic _·1exi c an - Arnerican s . 

3 . _here i _l be no sign~:~cant re _at i on s ' ip 

etwee the scor es on omp ianc e with p r e natal reg ime 
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and the scores attained on the scale measuring atti

tudes toward selected pregnancy-related practices, for 

pregnant adolescent lower socioeconomic Mexican-

Americans. 

Definition of Terms 

For the purposes of this study, the following terms 

were defined as stated below: 

l. Compliance--

(a) Theoretical--compliance is a term to 

describe the a mount of change in reported behavior in 

the recommended direction which occurred between those 

behaviors exhibited prior to pregnancy and those exhibited 

during t he last trimeste r of pregnancy. The behavior 

becomes compliance when related to recommended profes

sional advice (B. S. Wallston, K. A. Wallston, Kaplan , 

& ·1a ide s , 1 9 7 6 ) . 

(b) Operational--compliance was measured by 

the scores achieved on a 19 -item Prenatal Compliance 

Questionnaire . High scores denoted high compl i ance. 

2 . Attitude--

(a ) Theoretical--attit de is a term used to 
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a mental and neural state of readiness, organized 
through experience, exerting a directive or dynamic 
influence upon the individual's response to all 
objects and situations with which it is related. 
(Allport, 1967, p. 2) 

(b) Operational--attitude was measured on a 

10-itern Prenatal Practices Attitude Instrument. Low 

scores denoted favorable attitudes toward pregnancy-

related activities and high scores denoted unfavorable 

attitudes toward these same activities. 

3. Health Locus of Control--

(a) Theoretical--the kind and extend of con-

trol that a person believes he/she has over his/her own 

state of health was termed health locus of control 

(B. S. Wallston , K. A. Wallston, Kaplan, & Maides, 

1976). 

(b) Operational--health locus of control was 

measured on an 11-item forced-choice scale. Low scores 

indicated a belief in internal control, whereby events 

were perceived as being contingent on one's own actions. 

High scores indicated a high degree of belief in external 

control , whe reby events were perceived as being contingent 

pon fo rces in one 's environement (B. S . Wallston , K. A . 

a s ton , Ka p an , Maid e s , -'- 9 7 6 ) . 
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4. Adolescence--

(a) Theoretical--adolescence was a term used 

to describe the 

period of life characterized by the psychologic, 
emotional, and social changes that result in 
emancipation from one's family unit and the 
formation of a sense of personal identity. 
Adolescence usually begins just before or con
current with the changes of puberty but it 
lasts for an extended period of time after 
puberty has been completed. (Chinn, 1979, p. 
549) 

(b) Operational--for purposes of this study, 

the adolescent was identified as a person 13 through 

19 years of age. 

5. Lower socioeconomic status--

(a) Theoretical--Socioeconomic status is related 

to the relative placement of the family or subgroup 

within the community as determined by the amount and 

type of income, type of occupation, type of housing, 

and place of residence (Tinkham & Voorhies, 1977). 

Uti lizing a socioeconomic classification system, Warner 

a nd Lunt (19 50) identified the lower socioeconomic 

group s as being the unskilled labor group. The lower 

socioeconomic group ha s the least available financial 

resources t o meet dai y li.ing expenses , a s well as any 

f' ar.cial or health crises . 
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(b) Operational--in this study, the lower socio

economic status of the subject was confirmed by virtue 

of the subject's ability to meet those criteria for 

economic eligibility established by the institution 

providing the prenatal services. 

6. Pregnancy--

(a) Theoretical--the term pregnancy is applied 

to the condition of having a developing embryo or fetus 

i n the body, after the union of an ovum and spermatozoon. 

Human pregnancy lasts about 9 months although it may vary 

from one individual to another (Dickason & Schult, 1979). 

(b) Operational--for purposes of this study, 

the pregnant a dol escent was an individual who was in the 

third trimester or final 3 months of the pregnancy. 

Limitations 

The following limitations were recognized: 

l . Compliance ma y be culturally determined and 

culturally mediated . 

2 . Locus of contr ol may be culturally determined. 

Summary 

Com~ rehens i e prenata _ care for adolescent pregnant 

women ha s been ~e _ ermined to be necessary for a 
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successful physiologic, psychologic, and social out

come of pregnancy. Pregnant adolescents, however, 

comprise a large segment of the population who currently 

underutilize available prenatal care. The challenge 

for health-care providers is in attempting to analyze 

or explain what factors might be related to the utiliza

tion of and compliance with a prescribed prenatal regime. 

This study was undertaken to determine what relationship, 

if any, existed between health locus of control, atti

tudes toward selected prenatal practices, and compliance 

with prenatal regime for pregnant, lower socioeconomic, 

Mexican-Americans attending prenatal clinics in a 

large Southwest metropolitan area. 



CHAPTER 2 

REVIEW OF LITERATURE 

This study focused on factors which might influence 

compliance with prenatal care for pregnant adolescents. 

Review of the literature germane to this study was 

directed toward those studies which attempted to ex

plain (a) compliance in both preventive and acute health 

care settings, (b) the characteristics of the complex 

period called adolescence, and (c) the health problems 

of the pregnant adolescent. 

Compliance 

The concept of compliance with prescribed health 

measure s h as b een addressed by studies which endeavored 

to identify those factors involved in helping people to 

care for their own health when they are not under direct 

surveillance of professional caretakers. These studies 

may be classified or grouped into two categories. The 

first t~pe of study has been concerned with the prob

ems of motivating essentially well people to utilize 

pre enti -e hea _th ea s ures and diagnostic services for 

t.e p rpose o f ma i ntdin i ng the lealthy sta~us (Lowe, 

20 
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1970; Marston, 1970; Rosenstock, 1974). The second 

type of study has dealt with encouraging people with 

known disease conditions to follow prescribed recom

mendations to promote better health (Davis, 1966; 

Marston, 1970). 

Studies of compliant health behavior have shown 

wide variations. Marston (1970) warned that it was 

usually misleading to compare compliance rates from 

different studies due to the wide variations in opera

tional definitions of compliance, and to the lack of 

objective measures of compliance with certain recommen

dations. 

Marston (1 970) concluded that to a great extent, 

the accuracy of estimates of compliance was dependent 

upon the me thod utilized for measuring compliance. 

Marston (1 9 70) fu rther advocated that more confidence 

could be placed on results obtained from such objective 

me a sure s a s excretion tests and pill counts than on 

res lts obtained by more subjective measures such as 

patient reports or est i mates made by others. Preventive 

health behavior, however , has seldom provided such clear 

and ob j ecti e c es to compliance . Investigators have 

a~tempte to expla~n illness behavior as that behavior 
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exhibited by a person who believes himself to be ill 

for the purpose of getting well; and health behavior 

as that behavior exhibited by a person who believes 

himself to be healthy for the purpose of preventing 

illness in an asymptomatic stage (Kasl & Cobb, 1966) . 

These behaviors have been examined in relationship to 

personal characteristics, attitudes, and values. 

K. A. Wallston, Maides, and B. S. Wallston (1976) 

explored the relationship between health-related in

formation seeking, locus of control, and the value placed 

on health for 44 male and 44 female college students en

r olled in introductory psychology courses. Subjects 

were asked to complete the health locus of control 

scale, an 11-item forced choice questionnaire designed 

to mea s u r e the amount of control a person believes he/she 

has in regar d to his / her health status. 

Subjects were then asked to complete a value survey 

whi c h ranked 10 terminal values from 11 1 11 (most important) 

to " 10" ( lease important). Nine of the 10 terminal 

v a l ues were obtained from Rokeach's (1973) Val ue Sur v e y . 

The Oth v a lue , he a l t h , was added to d etermine its po s i 

tion ~n relationship to o t h er i mpo rtan t o u tcomes a p e r

son might value . 
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In addition, questions regarding the subject's 

knowledge about the common health problem, hypertension, 

were asked to allow the subjects to rate the adequacy 

of their knowledge about the condition. After completing 

the above-mentioned procedures, the subjects were given 

a list of 19 pamphlet titles and were asked to indicate 

which ones they would choose if they came to the clinic 

where the pamphlets were available. The results of the 

study indicated that internal subjects who valued health 

highly chose more pamphlets about hypertension than did 

internal low-health value subjects or externals regard

less of what position they ascribed to health (K. A. 

Wallston, Maides, & B. S. Wallston, 1976). A high value 

for health and an internal health locus of control, 

therefore, were seen as factors which might have pre

dictive value in situations where health behavior rather 

than illness behavior was examined. 

Other studies have examined the relationship be

tween attitudes and compliance with health-enhancing 

programs . Saltzer (1978) compared the relative irnpor-

tance o r personal attitudes and the social pressure s 

in olved ·n determini~g intentions to lose weight for 

ocus of contr ol internals and externals who val ued 



24 

health and/or physical appearance highly. Behavior 

intentions, in this case the intention to lose weight, 

did not correspond to the behavioral outcomes observed 

6 weeks later. Failure to lose weight, an indication 

of noncompliance with a self-imposed prescribed course, 

was deemed to be the result of several factors. These 

factors included the passage of time and the necessity 

of accomplishing the goal in a complex sequence of 

actions rather than in one single action. Other factors 

were identified as force of habit, social interactions, 

and a lack of knowledge about diet and exercise. Of 

the original 116 subjects, all of which were under

graduate university students, 110 were again measured 

for height and weight 6 weeks later. The mean change 

in weight for the entire group was +.01 pounds with a 

range of -7 to +10 pounds. The study showed that no 

significant correlation could be found between stated 

intention to lose weight and actual weight loss when 

examined in the light of such psychological factors as 

the value placed on health and physical appearance or 

the perceived locus of control of the subjects. 

Sa tzer ( 1 978) still p roposed that health education 

progr ams Qight be well a dv ised ~o further consider both 
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the personal attitudinal components and the social norm 

components when designing programs to alter behavioral 

motivations or intentions with respect to health. In 

addition, Saltzer (1978) advocated that mass health 

education strategies begin with an assessment of the 

locus of control beliefs of the target audience. By 

identifying the locus of control, health education 

programs could be more effectively directed to the locus 

of control orientation of the audience (Lefcourt, 1976; 

Saltzer, 1978). The implication from this last state

ment would be that compliance could be predicted if 

locus of control were identified and addressed with 

interventions devised in accordance with the perceived 

locus of control of the individual subjects. 

Another example of a study which examines the rela

tion~hip between locus of control and compliance was pro

vided by Tanner (1979) . Tanner explained that 

instruction frequently has not been effective in insuring 

compliance with medical regime. The purpose of the 

study was to determine the effects of locus of control 

and instruction on complian ce with therapeutic regimen 

for ypertensi e patients . Compliance was measur ed in 

ter~s of a ~ean dias tolic blood pressure of 89 mm Hg 



26 

or below. The assumption was made that a normal blood 

pressure indicated that the patient was complying with 

therapy. 

The sample, chosen from a family practice center 

in the Southern United States, consisted of 41 hyper

tensive individuals, ages 18 to 65. All subjects com

pleted a consent form, background data sheets, a pretest 

ot determine initial knowledge, and Rotter's (1966} 

Internal-External Locus of Control Scale. Twenty par-

ticipants were assigned randomly to the experimental 

group and 21 subjects to the control group. The experi

mental group included 15 internals and 5 externals, and 

the control group included 15 internals and 6 externals. 

The participants were scheduled for a total of 8 appoint

ments. 

The experimental group was provided · with educational 

literature which was thoroughly discussed with each 

participant. In addition, each participant in the 

experimental g roup was encouraged to ask questions 

a bout any problem they might be experiencing. The con

tra group rece i ved only t he standard care provided at 

the farnil p ractice center. Both groups were given a 

posttest at the fi nal v isit. 
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The investigator's findings were that there were 

no significant differences on posttest scores between 

internals and externals, between internals taught and 

not taught, or between externals taught or not taught. 

Tanner (1979) concluded that neither instruction nor 

locus of control could be demonstrated to have a sig

nificant effect on compliance. Tanner suggested that 

other factors must influence compliance. In Tanner's 

study, almost three-fourths of the participants were 

overweight, a factor which he added was known to be 

related to hypertension. The researcher further sug

gested that teaching might have been more effective if 

di rected toward other individual life style characteris

tics such as dietary habits and preferences. 

Hines (1977) conducted a study which explored com

pliance in relationship to a nonsevere illness. 

Compliance was defined as returning to the clinic on 

the appointed day. Thirty-five wonen with a diagnosis 

of vaginal infection were selected from a obstetrics/ 

gynecologic screening clinic. These women were randomly 

assigned to a control or to an experimental group . Both 

grcups received standard medical and nursing care in

cluding education abo t aginal infections . Both groups 
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were given a pretest to determine initial level of 

knowledge about vaginal infections and a posttest upon 

return to the clinic to measure knowledge gained. The 

experimental group received a structured teaching session 

about vaginal infections. 

Data analysis for the experimental group revealed 

the following conclusions: 

1. There was no s~gnificant relationship between 

patient teaching and compliance. 

2. The initial level of knowledge was not signifi

can t ly related to compliance. 

3. There was a statistically significant (E = .05) 

re l at i onship between knowledge regarding certain specific 

behaviors pertaining to the regimen and subsequent com

pliance. 

4. There was a statistically significant relation

s h ip (~ = .01 ) be t ween k nowledge gained and patient 

t eachings. 

Hi ne s (1977 ) s t ated t h at it was more advantageous 

to study t he e ffe c tivene ss o f i nd ivi dualiz e d teaching 

as a me t ho d o f i ncreas ing complianc e . Hines ' f i ndings 

indicated tha t s imply exp loring the r elatio ns hip be 

tween teaching and compl i a nc e wa s not adequate . 
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While studies on compliance have primarily related to 

medical regime, Lowe (1970) conducted a study which 

specifically related compliance to nursing intervention. 

The prenatal period was chosen because of its traditional 

role of the nurse in patient teaching. The goal of nurs

ing intervention was perceived to be to change health

related behavior. The aim of the study was to determine 

if there was a difference in reported compliance between 

prenatal patients receiving instruction in a clinic 

setting only and those prenatal patients receiving addi

tional supplemental instruction at home from public 

health nurses. A total of 56 Black women were selected 

and were randomly assigned to a control group or to an 

experimental group. The questions were developed from 

routine printed instructions regarding diet, rest, exer

cise, use of medications, and clinic and class attendance. 

The subjects were interviewed the first clinic visit and 

a gain in the ninth month of pregnancy. In addition, 

sub jects were asked to respond to items which were de

signed to measure attitudes toward some of the prenatal 

practices to which they were asked to comp l y . 

Results failed to show significant d iff e rences 

between the control g roup and experimental g roup in 
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compliance with the prenatal regime prescribed. No 

significant correlation was found between attitudes 

and behaviors reported. Lowe (1970) concluded that there 

is a need to 

examine critically the traditional practices 
of public health nursing and such methods which 
might be more successful in motivating people 
toward health promotive behavior. (Lowe, 1970, 
p. 6 3) 

Lowe further surmised that a consistent lack of signifi-

cant difference in compliance between those subjects 

taught by public health nurses and those subjects who 

were not would indicate that either nursing practices 

must change, or that health relevant behavior might not 

be the result of public health nursing action. 

In a later study concerning the relationship between 

compliance with prenatal and ourcome of pregnancy, Lowe 

(1973 ) considered such factors as maternal complications 

o f pregnancy and delivery, birthweight of the infant, 

and t he infant's Apgar score at birth. The sample for 

t he study consisted of 56 Black primigravidas attending 

a prena t al clinic prior to the end of the 16th week of 

pr:-egnanc y . 

T . . e subjec ts of the s tudy gene r a l ly r e ported a l o w 

level of compliance wi th the pr e scribed diet . Althoug h 
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compliance on all prescribed variables was poor, the 

results of the study indicated that two factors had an 

observable effect on the outcome of pregnancy. First, 

it was demonstrated that an increase in infant birth

weight was related to an increase in maternal weight 

gain. Secondly, there was an observable relationship 

between a poor intake of high quality protein and a 

decreased birth weight. 

Lowe (1973) attributed poor dietary patterns to 

low socioeconomic status. While questioning the effec-

tiveness of the dietary instructions provided to the 

subjects, the author concluded that income and life 

style might influence compliance more than knowledge 

alone. 

Reiterating the idea that compliance is frequently 

less effective for preventive or health behavior than 

for acute or illness behavior, Bullough and Eullough 

(1972) investigated the psychological barriers to pre-

ventive health care for 800 mothers from poor neighbor

hoods of East and South-central Los Angeles. Those 

women with minority status, incomes below the poverty 

l ine, a nd low levels of education reported feeling s of 

powerlessness, isolation, and hopelessness . These 



32 

feelings correlated with a low level of utilization 

of preventive health services for themselves and their 

children, including fewer immunizations and less pre

natal care (Bullough & Bullough, 1972). 

Compliance, particularly in the case of preventive 

health programs such as prenatal care, has been demon

strated by researchers to be poor. Although many authors 

have attempted to explain the factors that might influ

ence compliance, the results have been - inconclusive. 

Adolescence 

The period of adolescence is characterized by 

c hange. The most visible changes are physical, but 

growth in cognitive processes and psychosocial attitudes 

are also aspects of the change from child to adult. 

Each of these areas of change, biologic, cognitive, and 

psychosocial can affect the other, and growth in all 

areas is rarely s ynchronous. 

Erikso n (1968) postulated that the task of the 

adolescent peri od is that of establishing identity. 

Thi s de elopmental stage is characterized by marked 

physical rovth and change . The adole scent struggles 

to sco er his identit , to integrate hi s c oncepts and 

·a es · · ~ h in societal bounds , and to make decisions 
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regarding his future career. Unsuccessful resolution 

of this stage of development results in identity con

fusion (Erikson, 1963). 

In addition to the overall task of establishing 

identity, the adolescent must complete his biological 

maturation, determine a sexual identity, attain inde

pendence from his parents, develop a personal value 

system, and choose a vocation. The adolescent's psyche 

is in a state of disequilibrium in many respects. The 

disequilibrium or disorganization preceeds the organiza

tion of the newly emerging person. Old defenses and 

coping methods may prove inadequate (Erikson, 1963; 

Labarre, 19 7 2) . 

Mercer (1979) viewed the period of adolescence as 

being further subdivided into three groups including the 

younger adolescent, the middle adolescent, and the older 

adolescent. The younger adolescent was seen as not 

having achieved the level of thinking or autonomy neces

sary to negotiate meaningful ly toward meeting his health 

needs . Mercer suggested that the younger adolescent, 

therefore , required counseling both alone and with his 

parents . The midd le adolescent wa s described as having 

oegun to learn to solve problems . Mercer p roposed that 
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the middle adolescent could be helped by the health pro

fessional to see situations from the perspective of 

others and to learn to make responsible decisions regard

ing his welfare. The older adolescent, Tanner (1979) 

explained, could be assisted to develop the ego strength 

needed to deal with stress. Acting out behavior in the 

older adolescent might be a last attempt at directly 

confronting his parents' authority before he could 

operate from his own value system (Mercer, 1979). 

In view of the turmoil involved in making health 

decisions, Mercer (1979) pointed out that the presence 

of a health care facility such as a community family 

planning clinic or a prenatal clinic, did not insure 

that adolescents would take advantage of the services 

offered. Mercer (1979) observed that while underutiliza

tion of such preventive health care services would be 

marked in all adolescents, the tendency was particularly 

marked in lower socioeconomic adolescents. In cases 

where welfare status afforded health care for the urban 

poor ado lescent, that care was generally rendered in the 

bu s y , ove r c r owded c~ty c l i nics where care p erceived by 

the adolescent seemed r s he d and imper s ona l . 
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Herman (1972) concurred that the economically de

prived adolescent might lack money for transportation 

to health facilities, and, having less scientific 

knowledge regarding health care, might tend to seek 

advice and treatment from friends, family, or others 

before seekind professional help when needed. According 

to Herman (1972), when the lower socioeconomic adoles

cent sought health care, his lack of knowledge about 

health, his difficulties in communication and the dis

similarities in social backgrounds from those of the 

health professional, frequently made it difficult for 

him to obtain satisfactory counseling and help. 

Health care in areas of specialization has fre

quently been identified as fragmented. Mercer (1 979) 

suggested that when receiving care from several health 

providers the adolescent might be examined more than 

once by someone not familiar with that individual's 

health problem , and health education needs regarding 

sexual o r contraceptive needs might go completely un

noticed . Mercer (1979) explained that adolescents 

showed a certain immaturity in not wanting to expose a 

lack of knowledge . The se factor s , in conjunction with 

the de ; eloprnen tal t rmoil and social p r essures faced by 
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the adolescent could explain the adolescent's under 

utilization of preventive health care services, and 

could lead them to seek health care on a crisis basis 

only (Leveson, 1972; Mercer, 1979). 

Pregnancy in Adolescence 

Adolescents comprise a large portion of today's 

childbearing population. Presently, many of the women 

who are becoming mothers are parents before they are 

adults. Optinum care for this group of mothers must 

c6nsider their physiological, psychological, and socio

logical needs. 

Adolescent pregnancy often arises from sexual 

experimentation without regard for the poss ibil ity of 

pregnancy as a consequence of sexual activity . Chinn 

(1 979) a nd Nakashima (1977) proposed several behavioral 

factors that lead to sexual experimentation and s~bse

quent pregnancy in adolescence. These factors included 

f eeling s of omnipotence, impulsive actions, lack of 

j udgment, a lov e of ri sk - tak i ng , a desire for peer 

appro al, and curiosity . The implicat ion of adolescent 

pr egna~c : for health care 2rofessionals, according t o 

Ch' .n ( 1.9 , 9) , wold _ie in p :r-ovi-Ji:1g accessible re eva~1t 

prenata ca~ e ~or the sometimes unexpe c ted pregnancy . 
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Research bears out the fact that inadequate pre

natal care contributes heavily to poor outcome of 

pregnancy for the pregnant adolescent. Adolescents 

frequently seek out prenatal care very late in pregnancy 

(Chinn, 1979; Jekel et al., 1972; Osofsky & Kendall, 

1973). The combination of the mu~ti~le personal, 

developmental, sociological, and environmental factors 

described above might inhibit the adolescent from seeking 

out and participat~ng in prenatal care. Recruitment of 

pregnant adolescents for prenatal services is another 

challenge for the health care provider. 

Pregnant adolescents are high medical risks (Jones, 

1979). Clark (1979) explained that the younger the girl 

was, the greater the risk in pregnancy. The nature of 

the physical as well as the psychological and social 

d e velopment of the pregnant adolescent has been shown 

to po s t specia l management problems requiring close 

mo n i tori ng and provision of e d uca t ion, medical, and 

soc ia l s ervice s (Grant, 1972; Jones, 1979). 

Prob l ems of p r egna nc y occ ur when prenatal care for 

the adolescent is inadequate l y tili zed . Infant mor 

~a ity rate s , f r equently used as an indicator of the 

hea th care adequacy for mate r na l - infant care , have 
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significantly reduced when groups of high-risk pregnant 

women have received adequate prenatal care (Birch, cited in 

Chinn, 1979; Clark & Affonso, 1979; Ferreira, 1969) . 

Other statistically significant factors which identify 

adolescent pregnancies as high-risk are a high rate of 

premature births and an increase in the rate of toxemia 

(Clark & Affonso, 1979; Jekel et al., 1972; Osofsky & 

Kendall, 1973). 

Waters (1969) studied pregnancy in young adolescents 

and discovered some factors that placed these individuals 

in high risk categories. Waters postulated the following 

as factors t h at comprise a synd rome of fa i lure: 

(a ) f ailure to successfully complete the functions of 

a dole scence, (b) failure to continue with their educa

t i on, (c) failure to limit the number of pregnancies, 

(d ) fa ilure to establish a stable family, (e) failure to 

s uppor t oneself financiall y , and (f) failure to produce 

he al t hy infa n ts. 

Pregnanc y wa s f o und to i nte r fe r e with ma turat iona l 

tasks o f adolescenc e . An a du l t r ole was undertake n 

befor e the a d o le s cent was r eady fo r suc h a role . Waters 

(1969 ) a d Clark a nd Ac fo ns o (1979) ob served t hat adol e s -

cents faced mothe r hood prema tur ely be f cre the ir own 
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nurturing was completed. Waters (1969) also found that 

only 10% of those patients who left school due to preg

nancy returned to school after delivery. Bowerman, 

Irish, and Pope (1966) confirmed this finding with a 

much larger sample. 

In 1969, Waters found that 122 patients, ages ll 

through 16, delivered their second, third, or fourth 

babies. Similarly, Sarrell and Davis (1966) found that 

a group of 100 adolescents had 349 pregnancies within a 

5-year period. The implication from these two documented 

studies was that adolescent mothers frequently utilized 

contraceptive techniques inadequately. To prepare in 

advance for coital activity by utilizing a method of 

contraception obligates the individual to accept respon

sibility for the act, an integral part of the adult 

sexual role (Waters, 1969). 

The adult sex role includes preparing for a family 

structure . Establishing a stable family is hindered 

either by too e arly a marriage or by no marriage. 

Assuming portions of the adult role is undertaken pre

mature y , the lack oc family stability, education , and 

adeq ate ear~ing power freq ently result in poverty for 

the adolescent ~other and er child (Wate rs, 1969). 



40 

Sarrell and Davis (1966) found that 60% of their sub

jects were eventually supported by government welfare 

programs. Economically the pregnant adolescent, mar-

ried or unmarried, faces the unforeseen expense of 

seeking health care. Unskilled and inexperienced, 

the adolescent's earning power is limited. 

Although close to adult physical maturation, high 

risk for pregnancy still exists in the late teenage 

years in much higher proportions than for those women 

in the 20s. McKinlay (1970) explained that the optimal 

physiological age at which a young woman bears children 

is approx imately 18 years. Chinn (1979) explained that 

socially and emotionally, however, the stress experienced 

by the pregnant adolescent seems to outweigh the physio

logic advantage. When the mother is highly stressed, 

the outcome of pregnancy has generally been demonstrated 

to be unfavorable (Chinn, 1979). 

Even when pregnancy is planned and also sanctioned 

by marriage , the adolescent's emotional immaturity pre

sents a strain to that individual's coping ability. 

When pregnancy is unplanned and unsanctioned by mar 

riage, social stigma which identifies the pregnant 

adolescent as "bad " or unworthy seriously interferes 
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with the adolescent • s search for identity as a "good" 

and worthy individual in her own estimation. The 

adolescent's concern for appearance and body image 

may be adversely affected by the physical changes of 

pregnancy resulting in another source of emotional 

conflict and stress (Chinn, 1979). 

Nelson (1973) explained ·that the adolescent girl 

needs to achieve developmental goals, the achievement 

of which is vital to her performance as a mother. 

Mercer (1977) compared and contrasted the tasks of 

adolescence with the tasks of motherhood. Prior to 

assuming a maternal role, the woman who is pregnant, 

like the adolescent, experiences intrapsychic dis

equilibrium. In the adolescent the disequilibrium is 

a pr~requisite to the organization of a new emerging 

person. That emerging person is one who achieves a 

sense of identity and one who moves from dependence 

on parents to the independent status of adulthood. 

The pregnant woman tries to deal with changes 

in body image, role, and to resolve earlier develop

mental conflicts . To achieve emotional and psychologic 

maturity is necessary for a woman to place the infant's 

needs ahe ad of her own needs. 
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The pregnant adolescent may be overwhelmed by the 

complexity of assuming adult roles without cognitive, 

emotional, and social maturity, causing great risk to 

both mother and infant. There are also considerable 

differences between the early and later adolescent. 

These differences influence the manner of dealing with 

each. 

In a study of young mothers during the first 

year of her infant's life, Mercer (1977) identified 

some di f ferences between those adolescents who were 

1 4 years of age and those who were 16 years or older. 

The younger teenager was not ready for decision-making 

f o r paren tal r e sponsibilities. This female still re-

qu i r ed moth ering from her own mo t her. The young teen-

a ger wa s v ery wi l l i ng to allow her mot her to assume a 

decision-ma k ing r ole f or the infant's care. I f the 

young teena ger did not have the help of a stable adult, 

she was not abl e t o p rovide care for her infant's 

needs . 

Childbearing in the younger t eenage r p roduc ed a 

greater dis equilibrium than in the older t e enager . The 

older adolescent had an educational adv antage; that is, 

she was closer to the completion of her education. The 
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older adolescent was more likely to utilize abstract 

reasoning, a fact confirmed by Peel (1971). 

The older adolescent was more comfortable with her 

identity and was nearer the point of declaring her 

independence from her parents. Pregnancy for the older 

adolescent appeared to hasten the process of maturation 

necessary for assuming tasks of motherhood (Mercer, 

1977). 

In seeking role identity the adolescent frequently 

reacts to restrictions such as those of dietary changes 

and/or restrictions and changes in rest and exercise 

with hostility (Chinn, 1979). The pregnant adolescent's 

perception of maternal behavior and child care may be 

based on fantasy, and when faced with the reality of 

infant care, she may express what Nakashima (1977) 

identified as typical behavior responses to stress--

hostility and depression. Because confirmation of 

pregnancy usually occurs in a health care setting, 

the health care provider requires specific skills in 

directing the adolescent to resources which can help 

cope with the problems of adolescent pregnancy . 
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Summary 

In summary, research has demonstrated that with 

excellent prenatal care, the morbidity and mortality 

rates for pregnant adolescents do not differ signifi

cantly from those of mothers in their 20s (Semmens, 1965; 

Webb; 1975). Mercer (1979) postulated that the prenatal 

experience may be a positive learning and maturational 

experience. To achieve this goal, the adolescent needs 

early confirmation and assessment of her health state, 

and early enrollment in a comprehensive health program 

which attends to her physical, social, and psychologic 

needs. In addition, Mercer (1979) explained that adoles

cents require an opportunity to increase their knowledge 

of sexuality; reproduction; contraception, and, if ready 

or interested, mothering activities; child development; 

and child care information. 

Prenatal care involves the determination of the 

hea l t h and integr i t y o f all maternal s y stems at the 

ini tia l v is i t and their subsequent monito ring through

out the c ourse o f pregnancy (Chinn, 19 7 9). Clark and 

Affonso (1979) described the r ol e of the nurs e in pro 

viding adeq' ate prenata care as entai_ing several 

responsibilities . Ide~tifying how the adolescent copes 
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with stress and identifying environmental factors which 

both hinder and promote coping abilities is one respon

sibility. Another aspect of care is that of relaying 

information regarding psychologic and physiologic changes 

of pregnancy, hygiene of pregnancy, and preparation for 

childbirth (Clark & Affonso, 1979). The nurse is seen 

as a key person in providing continuity, flexibility, 

and support in order that the adolescent can success

fully meet the challenge of giving birth. 



CHAPTER 3 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

The basic design utilized in this study was that 

of the ex post facto study. Kerlinger (1973) defined 

ex post facto research as as empirical inquiry in which 

the researcher does not have direct control of and does 

not directly manipulate the independent variables. 

Polit and Hungler (1978) explained the ex post facto 

study is directed at determining the relationship among 

variables retrospectively. 

This study lent itself to ex post facto research. 

The variables were the health locus fo control score, 

the prenatal compliance behavior score, and the pre

natal practices attitude score. 

Setting 

The collection of data took place in a large 

metropoli tan city in North-central Texas. I nterviews 

with prenatal patients were held in prenatal services 

clinics which are jointly sponsored by the city health 

d epartment and the local medical school . Services 

46 
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rendered at these clinics include: (a) physical assess-

rnent and monitoring of the progress of the pregnancy, 

(b) education regarding recommended diet and other 

relevant he~lth practices, (c) childbirth classes, 

(d) education regarding contraception, and (e) social 

services which promote utilization of available financial 

and other community resources. For purposes of this 

study, clinics which served primarily Mexican-American 

clients were utilized. Clients attending these clinics 

are screened and subsequently admitted by location of 

residence and by socioeconomic status. The clinics are 

designed primarily to provide access to prenatal care 

for disadvantaged groups. 

Population and Sample 

The population selected for this study was that of 

pregnant adolescents. The sample group was chosen from 

those individuals presenting themselves for prenatal 

care at the community prenatal clinics. Convenience 

sampling was utilized to select subjects which exhibited 

the f ollowing characteristics: (a) 13 through 19 years 

of age, (b) in the third trimester of pregnancy, (c) 

(self - identified) Mexican - American , and (d ) of lower 
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socioeconomic status as identified by the provider of 

services. 

The selection of subjects took place in the follow

ing manner. Clinic records were surveyed to find 

possible participants who met the stated criteria. 

These individuals were approached during their usual 

appointed time to attend the prenatal care clinic. A 

brief description of the reason for the interview and 

the purpose of the study were given. If willingness to 

participate was expressed, the subject was subsequently 

interviewed. 

Pro t ection of Human Subjects 

Guidelines provided by the Human Subjects Review 

Committee were f ollowed. Permission from the Human 

Subjects Review Committee (Appendix A), the graduate 

school (Appendix B) , and the proposed agencies (Appendix 

C) was obta i ned . No contacts with the agencies or the 

study samp l e were made until the study was approved b y 

the Human Subjects Review Committee. 

No physical risks we r e entailed b y the participants 

in the s-r: udy as no r e commendations were ma de by the 

inter ie er and no manipula tion of the present prac 

tices was attempted . The main focus of the study was 
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that of description of the present practices of the 

participant. A possible risk identified was that of 

embarrassment or inference by the interviewee that 

judgments were being made by the interviewer about 

the participant's performance or lack of performance 

in any of the recommended areas explored. A second 

possible risk was that of fear by the pregnant adoles

cent that improper disclosure of the data might bring 

about embarrassment, particularly if the participant 

was an unmarried pregna~t adolescent. 

These risks were addressed in the following 

manner. A brief description of the study was provided 

to the participant. The right to accept of reject 

par ticipation was provided and respected. A consent 

form for participant (Appendix D) was signed by the 

participant. Care was taken to establish rapport with 

the interviewee and an aura of unconditional personal 

regard was established. The patient was informed that 

no responses given would be considered "right " or 

11 Wrong ." Privacy was provided during the interview 

so that undue publ i c di sclosure could b e prevented . 

E2ch participant was informed t hat all da ta would be 

coded after the interview and t~at strict confide~

r~a ity would be observed . 
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Instruments 

Health Locus of Control Scale 

The instrument which was used to measure health 

locus of control was the Health Locus of Control Scale 

(Appendix E) developed by B. S. Wallston, K. A. Wallston, 

Kaplan, and Maides (1976). Permission for use of this 

instrument was obtained (Appendix F) . The Health Locus 

of Control Scale assesses the kind and extent of con

trol a person believes she/he has over his/her own 

state of health. The instrument was devised as a self

administered tool consisting of 11 statements designed 

to elicit information about a person's health-related 

beliefs. The responses are categorized in a 6-point 

Likert-ty pe scale. The six response categories include: 

strongly disagree, moderately disagree, slightly dis

agree, slightly agree, moderately agree, and strongly 

agree. 

Because of t he e xpected variation in education 

a nd language familiarity in the lower socioeconomic 

Spa n ish-speak ing c ommuni ty , the instrument was admi n 

istered in inter1iew form . Spanish or Engl ish language 

was utilized as preferred b y the participant . 
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In order to obtain a score a numerical code of 

from 1 to 6 is assigned to the six response categories. 

The responses to questions 1, 2, 8, 10, and 11 will be 

reversed (subtracted from 7), before being added to 

the responses to the remaining questions. A high score 

denotes belief in a high degree of external health locus 

of control and a low score denotes belief in a high 

degree of internal locus of control. 

11 to 66. 

Scores range from 

Data regarding the test-retest characteristics of 

the variable (health locus of control) measured by the 

instrument was collected from a sample of 22 women who 

were involved in a weight reduction program over an 8-

week interval. The correlation between the test-retest 

health locus of control scores for this population was 

. 71. Information on the inter·nal consistency character

istics of the instrument was derived from four groups 

of college students from one community sample. Each 

group had approximately 100 participants. For these 

samples coefficients alpha varied from .40 to .72. 

Correlations between health locus of control and the 

~ore general Internal-External Scale constructed by 

Rotter (1966 ) varied from . 25 (n = 85) to .46 (n = 3 4). 
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Prenatal Questionnaire 

A condensed version of the prenatal questionnaire 

developed by Lowe (1973) (Appendix G) was utilized. 

Permission for use of this instrument was obtained 

(Appendix H) . The prenatal questionnaire was devised 

primarily as an interview schedule and was designed 

as a criterion by which to assess the effectiveness 

of prenatal care provider/patient communication. Items 

were devised to cover traditional areas of prenatal 

care instructions regarding nutrition, rest and activity, 

hygiene, smoking, and clinic attendance. The behavior 

measured became compliance when related to the profes

sional advice given regarding the individual item. 

The present questionnaire was designed to be ad

ministered once during the third trimester of pregnancy. 

As with the Health Locus of Control Scale, this ques

tionna i re was administered orally by the interviewer 

i n ei t he r Eng lish or Spanish language, which ever the 

pati ent p re fe rred and felt more comfortable using. 

The p res e nt questionnaire was divided into three 

sections . The first section includ e d n ine items o f 

d emographic d ata Nhich were obtained primar ily from 

t he pati e nt ' s chart . The s e data were c ollecten for 
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the following reasons: (a) to more fully describe the 

sample, (b) to facilitate replication of the study, and 

(c) to possibly further explain or amplify the findings 

of the study. 

The second section contained 18 behavioral items 

which were devised to assess compliance with the recom

mended prenatal regime. In assessing compliance with 

prenatal regime, the interviewer asked a series of 

questions about some basic recommended practices regard

ing nutrition, rest and activity, hygiene, smoking, and 

clinic attendance. The interviewer asked questions 

which began with words, "Before you were pregnant . 

and "Now that you are pregnant . . . " 

Compliance scores were calculated in the following 

manner. The number of times per week a particular 

recommended behavior occurred prior to pregnancy was 

compared with the number of times per week that same 

behavior was occurring at the time of the interview. 

Positive comp liance scores represented a change in 

behavior in the recommended direction. For those 

b e havior s i n which it was recommended that the beha v ior 

decrease , the p r esent numbe r o f times t h e b ehavio r 

cccurred was subtr ac ted from t he number o f t imes the 

" 
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behavior occurred before pregnancy. For those behaviors 

in which an increase was recommended, the reverse was 

true. 

A total compliance score was calculated by adding 

individual compliance scores for the following behaviors: 

(a) consumption of milk, cheese, and eggs; (b) consump

tion of fruits and vegetables; (c) consumption of non

quality, processed meats; (d) consumption of quality 

meats; (_e) consumption of peas and beans; (f) consumption 

of breads and cereals; (.g) consumption of empty calorie 

foods; (h) walking 1 mile per day; (i) a rest period 

each day; ( j ) smoking; and ( k) taking tub baths . 

The third section of the prenatal questionnaire 

contained 10 items devised to assess perceptions or 

attitudes regarding specific health practices related 

to pregnancy. On this section, responses were converted 

to scores of 1--very good, 2--good, 3--neither good or 

bac, 4--bad, and 4--very bad, voce versa, depending 

upon the direction that was prescribed for each behavior. 

Low scores indicated favorable attitudes toward the 

s e l ected p r enata l practic e s represented in each item. 
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Reliability and Validity 

Content validity regarding recommended prenatal 

practices was judged by a nurse clinical specialist 

in obstetrics, a general practitioner in a community 

prenatal care clinic, two obstetricians, a nutritionist, 

and the medical director of a public health facility 

where prenatal care, as well as other services, is 

provided. Each of these persons compared the instruc

tions u s ually given to all patients who attend ed the 

obstetrics clinic and/or private office where prenatal 

care was provided. Each agreed that the schedule was 

r e levan t to actual practice. 

The instrument was pretested to determine clarity, 

readab i lity , adequacy of language, research adequacy, 

a nd f reed o m f rom bias (Polit & Hungler, 1978). The 

pr e test was · administered to eight subjects who met the 

delimitations o f t he study . 

the instrument. 

No changes were made in 

No informa t ion regarding rel i abili ty of the 

original prena tal comp l ianc e a nd a t titude t oo l s con

structed by Lowe (1 970) wa s a vailable . In addition , 

no formal conclusive data concerning the reliability 

and i~ternal c onsistency of t he revised compliance and 

at~it e tools uti ized in th's st· dy Nas retrieved . 
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Data Collection 

Prior to data collection, approval was obtained 

from the Texas Woman's University Human Subjects Review 

Committee, the graduate school, and the participating 

agencies. The Health Locus of Control Scale and the 

Prenatal Questionnaire were administered in interview 

form to all participants after written consent from 

each participant had been obtained. 

The researcher verbally provided a brief descrip

tion of the study and of how the data would be used. 

The researcher verbally explained the instructions for 

each instrument to be administered and recorded the 

participants' responses. 

Treatment of Data 

The Health Locus of Control Scale and the Prenatal 

Questionnaire were scored and the interval data were 

recorded. The Pearson product moment correlation co-

efficient was used to compute if there wa s a relation

ship between (a ) health locus of control and compliance, 

(b) compliance and attitude, and (c) health locus of 

c on~rol and attitude . For the purpose of this study, 

t _e level of significance was set at . 05 . 



CHAPTER 4 

ANALYSIS OF DATA 

The problem of this study was to determine the 

relationship between: (a) health locus of control and 

compliance with prenatal regimen, ·(b) health locus of 

control and attituue toward prenatal regime~ and (c) 

attitude toward pregnancy-related practices and com

pliance with prenatal regime. 

The following null hypotheses were tested: 

1. There will be no significant relationship 

between the scores on the Health Locus of Conrol Scale 

(HLCS) and the scores on compliance with prenatal 

reg i me in pregnant adolescent, lower socioeconomic 

Mexican-Americans. 

2. There will be no significant relationship 

between t he scores on the HLCS and scores attained on 

the scale measuring attitudes toward selected pregnancy

rel a ted p r a ctices fo r pre gna n t adolescent, lower socio

e c onomi c Mex ican-Americ ans. 

3 . There will be no sign ifican t r e l a t ions hip 

between ~~e scores on complia nce with prenatal reg i me 

and ~ he scores attai .ed on the ~ca~e mea s uri_g 

57 
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attitudes toward selected pregnancy-related practices 

for pregnant adolescent lower socioeconomic Mexican

Americans. 

To analyze the data, a .05 level of significance 

was sought as evidence of a significant relationship. 

Data consisted of scores on the Health Locus of Control 

Scale (B. S. Wallston, K. A. Wallston, Kaplan, & Maides, 

1976), scores on the Prenatal Compliance Questionnaire 

(Lowe, 1970), and scores on a Prenatal Practices Atti-

tude Scale (Lowe, 1970). Range of scores, mean, 

standard deviation, and median scores were calculated 

for health locus of control, compliance, and attitude. 

The d ata were analyzed and the Pearson £ product 

moment correlation coefficient was used to determine 

r elationships between (a) scores on the HLCS and com

pliance, (b) HLCS scores and attitude, and (c) compli

ance and attitude. Correlations were calculated for 

the total group. 

Description of Samp l e 

The total sample consisted of 25 pre g nant Mexican

~merican adolescents. Subjects were attending prenatal 

clinics prov i ded jointly by the city health department 

an the med ical school of a large Southwestern 
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metropolitan city. Table 1 displays an analysis of 

the subjects in the sample. Table 1 indicates that 

ages ranged from 15 to 19 years, with a mean age of 

17.4 years and a standard deviation of 1.357. 

Age in 
Years 

15 

16 

17 

18 

19 

Table 1 

Frequency, Percentage, Mean, and 
Standard Deviation of 

Age of Subjects 
(~ = 25) 

Frequency Percentage Mean 

3 12 

3 12 

6 24 17.4 

6 24 

7 28 

Standard 
Deviation 

1.357 

Table 2 depicts week of pregnancy at interview. As 

indicated at the time of interview, the subjects were 

between the 27th and the 40th weeks of pregnancy . The 

mean week of pregnancy was 33 . The standard deviation 

was 4.88. 

Table 3 indicates the week of pregnancy when p re-

natal care began . As indicated, subjects began attending 
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Table 2 

Frequency, Percentage, Mean, and 
Standard Deviation of Week of 

Pregnancy of Subjects 
at Interview 

. (~ = 25) 

Week of Standard 
Pregnancy Frequency Percentage Mean Deviation 

27-31 10 40 

32-36 6 24 33 4.88 

37-40 9 36 

prenatal clinics between the 8th and 28th week of preg-

nancy. In light of research that indicates pregnancy 

should be confirmed early and that prenatal monitoring 

should begin as early as possible, it is interesting 

to note that the mean week for beginning prenatal care, 

as depicted in Table 3, was 20.36 weeks. It was also 

noted that 24 % of the subjects sought prenatal care 

during the last trimester of pregnancy. 

Table 4 depicts demographic data regarding marital 

status and whether or not this was the first pregnancy. 

As shown in Table 4 , the subjects were primarily mar-

ried homemakers in their first pregnancy . 
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Table 3 

Frequency, Percentage, Mean, and 
Standard Deviation of Week of 

Pregnancy Subjects Began 
Prenatal Visits 

(n = 25) 

Visits 
Began Frequency Percentage Mean 

Standard 
Deviation 

0-12 8 32 

13-26 11 44 20.36 

27-40 6 24 

Descriptive data regarding height, weight, and 

weight changes were also gathered. This data were 

f ound to be nonsignificant and were, therefore, not 

used. 

Findings 

Anal ysis of Data from the Health 
Locus of Control Scale 

7 .863 

The Health Locus of Control Scale was developed 

by B. S. ~.Yall ston , K. A . Wallston, Kaplan, and ~1aides 

(1976 ) as a means of determine subjec ts' perception of 

personal internal - exte rnal control over their hea lth . 

The Sea e con s · sts of 11 fo rced - choice i tmes, including 
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Table 4 

Frequency and Percentage with Respect to 
Marital Status, Occupation, and Number 

of Pregnancies of Subjects 
(n. = 25) 

Variable Frequency 

Marital Status 

Married 19 

Single 6 

Unemploy ed 4 

Student 1 

Professional housekeeper 1 

Homemaker 19 

Number of Pregnancies 

first pregnancy 17 

greater than l pregnancy 8 

Percentage 

76 

24 

16 

4 

4 

76 

68 

32 

5 internal statements and 6 external statements. The 

possible scores range from 11 to 66. A high score 

denote s belief in a high degree of external health locus 

of control and low score denotes belief in a high degree 

of internal health locus of control . Reliability and 

validity d ata fo r t he HLCS were r epo rted in Chapter 3. 



63 

Subjects were administered the Health Locus of 

Control Scale during a routine prenatal clinic visit. 

Possible scores ranged from 11 to 66. Subjects' scores 

on the HLCS ranged from 26 to 54. The mean score was 

37.04 and the standard deviation was 6.93 (Table 5). 

Prenatal Compliance Scores 

A condensed version of the prenatal questionnaire 

by Lowe (1973) was utilized. The tool is divided into 

three sections. The first section included demographic 

data which have been described previously. The ~econd 

section included 18 items devised to assess compliance 

with recommended prenatal regime. The final category 

included 11 items devised to assess perceptions or 

attitudes regarding specific pregnancy-related health 

practices. 

Total compliance scores ranged from -12.5 to +85.5. 

The mean compliance score was +18.5 and the standard 

deviation was +23.14. Compliance was defined as c hange 

in behavior in the recommended direction (Tab le 5). 

Although taking tub baths was deemed a possible 

safety ha zard for women in the last trimester of preg

nancy , no significant discernible changes in behavior 

co ld be observed . This category was included in the 
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total compliance score for each individual, but was not 

otherwise used. 

Attitude Scores 

On the attitude scale section of the prenatal 

questionnaire, responses were converted to scores of 

1--very good, 2--good, 3--neither good nor bad, 4--bad, 

and 5--very bad, or vice versa, depending upon the 

direction that was prescribed for each behavior. Low 

scores i ndicated favorable attitudes toward the selected 

prenatal practices represented. The possible range of 

scor es was 1 0-50. Attitude scores ranged from 10 to 

24 . The n:e a n score was 16.84 and the standard devia-

tion wa s 4 .2 2 (Table 5). Table 5 displays the mean 

scor es, mean s , standard dev iations, possible range of 

scor es, a nd actual range o f scores f or each of the 

thr ee va r i abl e s, health locus o f co ntrol, compliance, 

a nd atti t ude . 

Test o f S ignificanc e of Re lationa l 
Data 

To d etermine the s ign i f icant r e lationship between 

the he a lth locu s of cont rol scores and c omplianc e , health 

oc s of control scor e s and at t i t uce , and complianc e 

scor es and att i tude scor e s , the Pear son p r oduct momen t 
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correlation coefficient was utilized. The significance 

level was p = . 0 5. 

The correclation for the total sample between 

health locus of control scores and compliance scores 

was not found to be significant, (.£ = -0.198, £= .3436). 

Similarly, the correlations between the health locus of 

control scores and attitude scores (£. = 0.299, :e_=.l460) 

and between the compliance and attitude scores (£. = 

-0.252, E =. 2248) were not found to be significant. 

Table 6 depicts the significance of the relationship 

between the variables which were postulated in the 

hypotheses. 

Table 6 

Relationship between Health Locus of Control, 
Attitude, and Compliance Scores 

Utilizing the Pearson r 

Variables 

Health locus of 
control and 
compl ianc e 

Health locus of 
contro l and 
att i tude 

Compliance and 
attitud e 

(n = 25) 

r value E 

-0.198 

0 .299 

- 0 .252 

Significance 
value at .05 

not 
.3436 significant 

not 
.1 4 6 0 significan.t 

not 
.224 8 significant 
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The null hypotheses were postulated and subjected 

to statistical analysis at the .05 level of signifi

cance. Based on the findings of the study, the three 

hypotheses were not rejected. 

Hypothesis 1 stated there will be no significant 

relationship between the scores on the Health Locus of 

Control Scale (HLCS) and the scores on compliance with 

prenatal regime in pregnant adolescent lower socio

economi c Mexican-Americans. Based on the findings 

of this study, Hypothesis 1 was accepted. 

Hypothesis 2 stated there will be no significant 

relationship between the scores on the HLCS and scores 

attained on the scale measuring attitudes toward 

selected p regnancy-related practices for pregnant 

adolescent lower socioeconomic Mexican-Americans. 

Based on the findings of this study, Hy pothesis 2 was 

accepted . 

Hypothesis 3 stated there will be no significant 

rel a tionship between t he scores on compliance with 

prenatal regime a nd the scores attained on the scale 

measuring attitudes toward selec ted pregna ncy - re lated 

pract ice s for p regnant adolesc ent lower socioeconowic 

1exican- Ame rican s . Based on the findings of this study, 

Hypothesis 3 was accep t ed . 
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Additional Findings 

Health Locus of Control 

Although a total score was computed for each indi

vidual's health locus of control, no assigned values 

were given to differentiate between internally or 

externally controlled individuals. B. S. Wallston, 

K. A. Wallston, Kaplan, and Maides (1976) merely indi

cated that higher scores identified individuals with 

a high degree of belief in external control and lower 

scores identified individuals with a low degree of belief 

in external control over that individual's health. The 

mean score for the group was 37.04 which was slightly 

above the median score of 27.5 plus a standard deviation 

of 6.93. 

Table 7 displays frequencies and percentages of 

scores in relationship to the median score of 27.5. 

Table 7 demonstrates that there were no subjects in 

the range which could be construed to be primarily 

internally controlled f or health. Thirty-six percent 

of the subjects had scores in the center ra~ge, indi

cating t hat they were nei ther primaril y i n ternally nor 

externally controlled for health . Sixty - four percent 

of the s bjects had scores above t he med ian score Qlu s 
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a 6.93 standard deviation. These subjects might be 

construed to lean toward a more external perception 

of health locus of control. 

Table 7 

Range, Frequency, and Percentage 
of Health Locus of Control 

Scores of Subjects 
(n = 25) 

Score Range Frequency 

11-25 0 

26-34 9 

35-66 16 

Compliance 

Percentage 

0 

36 

64 

Further examination of the compliance scores re-

vealed some interesting findings. Table 8 displays the 

mean difference in compliance for each category except 

tub baths. Mean difference was defined as the differ-

ence between the average number of times per week a 

particular behav ior occurred before pregnancy and the 

average number of times per week that same behavior 

occurred during pregnancy . Table 8 also displays a 

95 % confidence interval of significance . The informa-

tion in this table indicates that a significant move 
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toward compliance occurred for consumption of milk, 

cheese and eggs, fruits and vegetables, empty-calorie 

foods such as sweets and carbonated drinks, and for 

engaging in adequate rest periods each day. 

Table 9 depicts the rank order in which compliance 

occurred for each of the categories. It can be noted 

from Table 9 that consumption of peas and beans, which 

are plant sources of protein, was low on the compliance 

rank order. The consumption of these items was, how-

ever, already high before pregnancy and continued to be 

so during pregnancy. Although there was not a signifi

cant change in behavior, this pattern of nutrition is 

positive one which the health care provider could sup

port and positively reinforce. Those behaviors that 

demonstrated a significant change toward compliance 

could also be positively reinforced while those behaviors 

indicating noncompliance could be given more attention 

by the health care provider. 

Compliance and Age 

An examination of the correlation between age and 

compl~ance was done and a sign ificant correlation was 

fond to exist at the . 05 level (£ = .559, £ =. 0037) 

Compliance was found to increase with age . The formula 
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Rank 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 
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Table 9 

Rank Order of Compliance According 
to Selected Categories 

(~ = 25) 

Category 

Restriction of empty calorie foods 

Increased consumption of milk, 
cheese, and eggs 

Increased consumption of fruits 
and vegetables 

Adequate consumption of breads 
and cereals 

A rest period each day 

Decreased consumption of poor 
quality, processed meats 

Decreased i ncidence of smoking 

Consumption of quality meats 

Consumption of peas and beans 

~'-lalki.ng a mile each day 

for this relat ion ship was found to be: Comp liance = 

- 147 . 7 + 9 . 53 x a ge. 

Compliance and Entry Da te for 
Prenatal Care 

Compliance and weeK that prenatal care began wa s 

a so examined . It will be recalled that t he average we e k 
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for the seeking and beginning of prenatal care for the 

sample was 30.36. No significant relationship was 

found to exist between compliance scores and entry 

date for prenatal care (r = .105, £ = .6163). The late 

date of entry, however, has been described in the 

literature as being undesirable in terms of preventing 

complications of pregnancy. 

Attitude 

Table 10 displays the mean attitude scores for each 

of the variables in the attitude scale. Low scores 

indicated positive attitudes. Table 10 demonstrates 

that the subjects were most divided on the category 

concerning weight gain during pregnancy. On the whole, 

positive attitudes were held on all categories. 

Summary of Findings 

Descriptive statistics for the demographic data 

included frequency, percentage, mean and standard 

deviations for age, week of pregnancy at interview, 

week of p r egnancy when subjects began prenatal visits, 

mar ital status, occupation , and number of pregnancies 

of s bjects. These da ta were used primarily f or 

clearly depicting the chara cteristics of t he subects. 
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Overall tabulations described range of scores, 

mean, and standard deviation for scores on the Health 

Locus of Control Scale, the prenatal compliance tool, 

and the prenatal attitude scale. The Pearson product 

moment correlation coefficient was used to test the 

null hypotheses. Correlations were determined for the 

total group and tables were constructed to display the 

data. 

Although the null hypotheses of this study could 

not be rejected, certain data emerged from the study 

which might have relevance to further research regard

ing the phenomena of this study. Subjects were not 

divided into internals and externals with regard to 

health locus of control. However, 64% of the subjects 

had scores on the Health Locus of Control Scale which 

indicated a more external perception of health locus 

of control. 

Further evaluation of the compliance scores indi

cated that subjects were significantl y compliant on 

four compliance categories. These were consumption of 

milk , c heese, andeggs; consumption of f r uits and vege

tables; decreased consumption of empty -calorie sweets; 

and an increase in regular rest intervals during the 
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day. When compliance categories were ranked, it was 

found that subjects were most compliant in restricting 

empty calorie foods and least compliant in getting 

sufficient exercise each day. Compliance was found 

to be significantly correlated with age at the .05 level 

of significance. That is, compliance was found to in

crease with age of subject. Finally, it was found that 

while subjects had favorable attitudes toward all the 

selected pregnancy-related practices examined on the 

attitude scale, they were least certain on the amount 

of weight which should be gained during pregnancy. 



CHAPTER 5 

SUMMARY OF THE STUDY 

The problem of this study was to investigate and 

determine if there were significant differences in the 

health locus of control, prenatal compliance behaviors, 

and attitudes toward prenatal practices in lower socio-

economic adolescent Mexican-Americans. Health locus of 

control scores were calculated for each subject utilizing 

scores achieved on a prenatal attitude scale. Reported 

f requency of behaviors was recorded and compli2~ce 

scores were calculated utilizing a prenatal compliance 

questionnaire. The following hypotheses were stated in 

the null for this study: 

1 . Th ere will be no significant relationship be

t we en the scores on the Health Locus of Control Scale 

(HLCS) and the scores on compliance with prenatal regime 

in pr egnan t ado l e scent lower socioeconomic Mexican

Amer i c a ns . 

2 . The r e will be no signi f ican t relationship 

between the s cores on the HLCS and scores at ta ine d on 

t.e sc a l e measuring attitude s t oward selected 

77 
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pregnancy-related practices for pregnant adolescent 

lower socioeconomic Mexican-Americans. 

3. There will be no significant relationship 

between the scores on compliance with prenatal regime 

and the scores attained on the scale measuring atti

tudes toward selected pregnancy-related practices for 

pregnant adolescent lower socioeconomic Mexican

Americans. 

Using statistical analysis, the differences 

between the scores for the group were not found to be 

significant at the .05 level. Therefore, the three 

null hypotheses were accepted. 

Summary 

A descriptive, correlational study was conducted 

to investigate and determine if there was a relationship 

in health locus of control and compliance with prenatal 

r eg i me, health locus of control and attitude toward 

s e l ected pregnancy-related practices, and compliance 

with prenatal regime and attitude toward selected 

p r egnanc y -related practices for adolescent lower socio

economic Mex i can- Americans. 

The p r oposa l for thi s study was r eviewed and 

app~o ;ed by Texas Woman 's Univers i t y Human ~ ubjects 
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Review Con~ittee and the participating clinical agencies. 

Informed consent was obtained from the individuals 

participating in the study before data collection began. 

Individuals participating in the study represented 

a convenience sampling selected from the clinic popula

tion of a large metropolitan city's prenatal clinics. 

There were 25 subjects ranging in age from 15-19 years. 

Subjects were interviewed during a routine clinic visit 

in the third trimester of pregnancy . Reported frequen

cies of compliant behavior were recorded on a prenatal 

questionnaire. The Health Locus of Control Scale and 

the prenatal practices attitude scale were also adminis

tered during the interview. Statis t ical analysis 

revealed that there were no significant relationships 

between any of the three variables f or which scores 

were obtained. 

Discussion of Findings 

The first hypothesis of this study was to determine 

if there was a significant relationshi p between the 

scores on the Health Locus of Control Scale a nd the 

scores on the prenata l compliance t ool. 

to reject t he null hypo t he sis. 

Data failed 
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Results from the Health Locus of Control Scale 

indicated that 65% of the subjects had scores which 

revealed that they perceived their health as being 

controlled primarily by external forces. Individuals 

expecting that actions on their part could not influence 

the state of their health, might not see any value in 

following a given set of health-enhancing actions sug

gested or prescribed by a health care provider. If one 

were t o accept this premise as a possible explanation 

for the results obtained in testing this hypothesis, 

however, one might expect to see a significant inverse 

relationship between health locus of control and com

pliance. That is, one might e xpect that the higher 

the scores were on the Health Locus of Control Scale, 

the l owe r would be the compliance scores. The data did 

no t show this to be true. 

Another e xp lanation for the results obtained in 

testing thi s hypothesis might lie in the instrumentation 

utilized for me asuring compliance. It could be t hat the 

tool might need to be scrutinized more carefully and 

that mo r e information regard~ng its validity and reli

abil ' ty mi ght need to be gathered . 



81 

The literature supports the idea that subjects do 

act upon health behavior in accordance with and 

directly related to their perception of internal or 

external control regarding the course of their health 

(B. S. Wallston, K. A. Wallston, Kaplan, & l1aides, 1976). 

Joe (1971) and Bullough and Bullough (1972) supported 

the idea that lower socioeconomic groups such as those 

interviewed in this study, tended to have high expec

tancies of external control for health and as a group 

generally complied poorly with preventive health 

me asures suc h as prenatal care. 

The second null h y pothesis of this study was to 

determine if there was a significant r e lationship between 

the scores on the Health Locus of Control Scale and the 

scores on the prenatal attitudinal scale. No signifi

cant relationship was found to exist when this hypothes i s 

was tested . 

A possible explanation for this f inding might be 

fo und in the emotional response which p r egnancy engenders 

in t he a d olescent . Erikson (1 963) explained that during 

ado l esc e _ c e the i nd i i d ual expe d s a g reat dea l of time 

and ene r gy i n t e de e l opment of a s e nse o f i dentity . 

During thi s pe r iod of t i me , a t titude s a nd p syc ho log ~cal 
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indicators such as health locus of control might not be 

clearly defined in the subject's own mind (Chinn, 1979; 

Clausen, 1977). Due to a lack of previous investigation 

in the comparison of the two specific variables of this 

hypothesis, further research might be indicated utilizing 

a larger sample. 

The third null hypothesis of this study was to 

determine if there was a significant relationship between 

compl i ance scores and prenatal attitude scores. This 

null hypothesis could not be rejected. Lowe (1970, 

1973) likewise, found no significant relationship between 

compliance and attitude for prenatal clients of minority 

lower socioeconomic status. 

A possible explanation for the finding regarding 

this hypothesis might be provided by Rosenstock (1975). 

Rosenstoc k proposed that the act of participating in 

any given health regime is determined by more than 

knowledge or basic favorable att i tudes. He further 

explained t h at comp liance was a f fected by such factors 

as f i nanc ia l a nd s oc i al barriers, the pr e sence of cer

t a in cues , a nd t he rea li z ation of the possible r ange 

and severity of consequenc e s of no t t a k ing act i on . Whi le 

the s ub jects of thi s study reported favo rabl e a tti t udes 
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toward the various pregnancy-related recommended prac

tices, it did not seem to positively affect their 

compliance with these recommended practices. Further 

research regarding compliance, therefore, should explore 

other possible explanatory factors besides attitude. 

Certain unanticipated findings emerged from the 

study which were statistically significant. The first 

of these was that 64% of the subjects had high scores 

on the Health Locus of Control Scale, a factor which 

could be interpreted to mean that they felt their health 

was affected primarily by external forces. 

Another unexpected finding was that the subjects 

were significantly compliant on four of the major com

pliance categories. These were: (a) increased consump

tion of milk, cheese, and eggs; (b) increased consumption 

of fruits and vegetables; (3) decreased consumption of 

empty-calories foods; and (4) an increase in the amount 

of rest intervals through the day. 

Finally, compliance scores were found to be sig

nif icantly correlated with age. Compliance, therefore, 

was found to significantly increase with age. 

These unforeseen findings were not hypothesized 

and , therefore, were not tested. It would be difficult 
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to come to any conclusions or to interpret these find

ings with any degree of understanding. 

Conclusion and Implications 

The study resulted in several conclusions. One 

conclusion was that compliance is influenced by variables 

other than the Health Locus of Control Scale. In addi

tion to the Health Locus of Control Scale, other per

sonality variables should be considered when attempting 

to predict compliance patterns in pregnant adolescents. 

The literature has shown that compliance in all areas 

of health programs has been difficult to measure 

(Davis , 1966; Marston, 1970). The inability to find 

reliable meth ods by which compliance can be measured 

in cases of preventiv e health behavior might be an 

explanation for the finding of this study that health 

locus of control scores do not seem to be predictive 

of compliance patterns. 

Another conclusion was that uncontrolled variables 

might have accounted for the lack of a significant 

relationship between health locus of control scores and 

prenatal attitude scores . An explanation of this 

finding might be fo u_ d in the relative candor with 

which the subjects responded to individual items on 
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the attitude scale. That is, subjects may have responded 

favorably to the items on the attitude scale because they 

felt that was what the interviewer expected to find. 

The investigation into the relationship between com

pliance and attitude toward prenatal practices revealed 

that compliance 6annot be predicted by attitude scores. 

This conclusion is consistent with findings reported by 

Lowe (1970, 1973). An explanation for this finding 

might be that attitude and compliance may be culturally 

dictated and culturally mediated through norms, prac

tices, and values which could not be measured by the 

instruments which were utilized in this study. Leininger 

(1 976) has alluded to the fact that culture provides a 

blueprint for all facets of life, particularly for that 

facet which is childbearing practices. Faced with 

interview schedules and tools which do not reflect the 

beliefs of the subculture of adolescent Mexican-Ameri

cans, t he s ub jects' beliefs might not have been truly 

recorded. 

Although no significant relationships were found 

for t he major variables of the study, certain seredip

to s findings emerged which were unexpected. Compliance 

was found to be significantly related to age . Certain 
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compliance categories were found to have significantly 

and positively changed during the course of the pre

natal care period. Health locus of control scores 

tended to be above average, indicating that a majority 

of the subjects had perceptions of external forces as 

controlling the course of their health. Because these 

findings were not expected and were uncontrolled, how

ever, no conclusions could be drawn about their possible 

influence on the variables of the study. These findings 

could not be interpreted with any degree of understand

ing. 

Implications were drawn from the results of the 

study . One implication is that better methods for 

determining how to measure compliance in preventive 

health care programs must be found. Data collection 

through patient interviews might facilitate an under

standing of the factors which patients perceive as 

inducing compliance. This understanding might lead to 

the development of relevant compliance measurement tools. 

Patients could be asked about the factors that influence 

their compliance with a ny given preventive health care 

measure, particularly those measure s that are rela ted 

to prenatal health . 
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Another implication would be that health care pro-

viders might structure the health care system in such 

a manner as to make it attractive or at least acceptable 

to comply with recommended health regimes. Once these 

measures which promote compliance were identified as 

suggested, they could be implemented and evaluated in 

the clinical setting. 

Recommendations for Further 
Study 

The following recommendations for further .research 

were made: 

1. A descriptive, survey-style study should be 

done to determine the reasons why people do or do not 

comply with prenatal health regime. 

2. A descriptive study should be done to deter~ine 

if differences in compliance occur because of cultural 

factors, i.e., comparing two or more ethnic groups. 

3. A comparative study should be done to deter-

mine if differences in compliance occur between adoles-

cent primigravidas and multigravidas. 
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Add.ress : ________ P_._o_.___;B:....c:....=..:...< _2_7.....;8 _________ .Date: 7 I 17 / 80 

Celeste, Texas 75243 

~ar ~1s. Fisher: 

Your study entitled Locus of Control, Corr.pliance and ?rena:~l 

Practices of Aciclescents Girls 
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TExAs WOM.ru.'i'S UNIVERSITY 

Mrs. Maria D. Fisher 
P. 0. Box 278 
Celeste, Texas 75423 

Dear Mrs. Fisher: 

DJDn'ON, TBXAS Teao. 

November 25, 1980 

I have received and approved the Prospectus for your research 
project. Best wishes to you in the research and writing of your 
project. 

RP:dl 

cc Dr. Anne Gucimundsen 
Dr. Margie Johnson 
Graduate Office 

Sincerely yours, 

Provost 
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COLLEGE OF HUR S HJG 

AGENCY ?EPJ'1ISSION FOR CONDUC'!ING STUDY f 

THE __________ o_a_l_l_a_s __ C_l_· t~v __ H_e_a_l_t_h __ D_e~p_a_r_t_m_e_n_t ______________________ __ 

GRANTS TO Maria o Teran r; sher 
a student enrolled in a program of nursin~ l~ading to a 
Master's Degree at Texas f!cman' s Jn1 vers i ty, the privilege 
of ita facilities in order to study the following problem~ 

Locus· of control, compliance, and Prenatal Practices of 

Adolescent Girls 

The conditions mutu~lly a~:-e~d upon are as follows: 

1. The agency (~ay) fwts:r r e '!!) be identified in the final 
report. 

2. The names of consultative or ~dministrative ~ersonnel 
in the agency (may) -(zag , , be identified in the 
final report. 

3. The a·gency (wants) .. t 2 =-s as: .. •utP.tT a conference with 
the student when th~ report is completed. 

4. The agency is (willing) ( lrMij ± 1 4 i2.g) to allow the 
completed report to be circulated through interlibrary 
loan . 

.5.. Other ______________________ _ 

Date: 7/30/ 80 
----~--~------------

Signature of Student 

•?111 out & Si£n ~ h ~co ~~c~os ~o b~ ~ 1 s~r 1bu ~Q~ ~s ~~~ c~s: 

Original- Stuce~t~-~:;;~-;op;- A€;~c ;: - S e~~;d-copy: T~u 
College of Nursing. 
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=~s ·, ·iC:f_~N' 3 ~1:~.~~~=-=~ 
CCL::.ZGE ·JP ~ITJ2S:~;G 

AG2:NC7 

THE _____ u_n_i._v_e_r..;;...;;;;s..;;;i;;..;t;;..Yo......;o;.;f~r:"'a.:, e;;c.;x~a-=s~I-.:.;Ie~a,..l...:;t:.:.h&-:;;S~c~i:.::e;;.;n~c~e:;_.::.C..;;e~n~t:-:es.ar~o,J;,f....:.:R:.s:a~l:.;;;,;..:;a:.:s~-

G~"iTS TO ',Yari a D. Fi c::her 
a stud~n.t enrol~ed ln a program of nurs1ng lea.ci1.n:;; -:o a. 
Master's Degree at Taxas Woman's University, the privilege 
or its facilities in order to study the following problem. 

Locus of Control, Compliance,. and Prenatal Practices 

of Adolescent Girls 

The conc!tions mutually ag:-eed upon are as roll.ow:3: 

l. The agency (may) (ai; · ) be ide!lti.fied i.n the !inal 
.r~port. 

2. The na.oes o~ consultative or adhlir.istra.ti. ve persot".nel 
in the agency (may) (~ii:Y !l!et) be identi.!'!.ed in the 
fir.al r~por~ • 

3. Tr.e ag~ncy (wants) (.d:a7sr ~a' ,w.:..1 a c::nrerence with 
th~ student when the r~port is completed. 

4. Th~ a6~nc:y is (willing) ( ·, 7 !m~=) to al.lo~ tha 
coc~leted repo~ to be circulated through interlibrary 
loan. 

~,~ Othe:-_______________________ _ 

Dat~: 9/8/80 
------------------------

~?111 out ~ s:!..g;: t~:-~e copies -:::o '.:e di~t:-!~utec 3.s :o1low:3: 
0~! 0!~~ - Stuce~~; ?~=s~ c=~7 - A;e~cy; Sec~~d c~py - T~w 
Cv-la~ ot ~rur:3 :L.-:g. 
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THE UNIVERSITY OF TEXAS 
HEALTH SCIENCE CENTER AT DALLAS 

SOUTHWESTERN MEDICAL SCHOOL 
GRADUATE SCHOOL OF SIOMEOICAL SCIEN CES 

SCHOOL OF ALLIED HEALTH SCIENCES 

Department :J( , ~1 aternal Health and Family Planning 

Dear Ms .. F i :; n er: 

S323 rla rry Hi n~~ c ouk . ; rd 

Dal !<!s . T:xas 75235 
21 4 / 688-3111 

The Ins !i tut:'on al Rev iew Board , at the meeting of September 8 , 7 980, 
approved you .... request for a study enti t l ed "Locus of Control, Compliance 
and Prenatal Practices of Adolescent Gi r l s". 

The Board CJ~ f<. ed me to rem ind you tha t both the Universi ty and 
the Oepar t:r:e::t of Heal th , Education and Welfare regulat i on s require 
that written consents must be ob t ained from all human subjects in 
your studies. Informed consent can only be obtained by the principal 
in v estigator or co- investigators listed in your protocol. These consent 
forms m ust be kept on file {or a period of three years past completi on 
or d iscontinuation of the study and will no doubt be subject to inspec
tion in the fu ture. 

HEW regu l~tions requ ire you to submit annual and terminal progress 
r eports to our Insti tutional Re view Boord and to r eceive at l east 
annual ap_::;rov al of your acti v i t / by this Board. You are a l so required 
to r epor l to h is Board any death o r serious reac tions resu l t i ng {rom 
y ou r s tudy . Failure to submit the ab ove r epor ts m ay result i n :;ev ere 
s an c tion ~ b ei ng placed on the Health Sc ience Center. 
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Fur thermor e , we have been d irected to re view any ch ange i n y our 
research ac ti vi ty . In other words, shoul d your project change , 
another re v i ew b y the Board i s required . 

You are r em:'nded that ai l gran t applications and any soli citati on of 
funds must be processed through the Offi ce of Grants /v( anagement 
and Oe v e l opr:7ent. Funds recei ved as a resu l t of an application 
having b een submitted directly to a granting agency by a faculty 
member wi /1 not be accepted by the i ns ti tut ion . 

Sincere ly , 

Andres Goth , M. 0. 
Chai r man 
lns ti tu tion c l R e vie w Boor d 

k o/dp 
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TEXAS WOI-1AN ' S UNIVERSITY 

COLLEGE OF NURSING 

Title of Study: Locus of Control, Compliance, and Pre
natal Practices of Adolescent Girls 

Investigator: Maria D. Fisher, R.N. 

1. I hereby authorize Maria Fisher to perform the follow
ing procedures: 

As a subject I am to orally answer four question
naires. First, I will reply to 7 questions about 
myself. Secondly, I will reply to 11 items on a 
questionnaire designed to measure my beliefs about 
the degree of control I feel I have on my health. 
Thirdly, I will orally respond to a questionnaire 
containing 18 items designed to measure and describe 
various prenatal activities in which I engage. Last 
of all, I will orally respond to a questionnaire 
containing 11 items designed to measure my beliefs 
about a variety of prenatal activities. 

2. The procedures listed in Paragraph 1 have been ex
plained to me by Maria Fisher 

3 . I understand that the procedures described in Para
graph 1 involve the following risks: 
(a) loss of anonymity; (b) possible embarrassment; 
(c) concern that my prenatal care might be influenced 
by my responses to the questionnaires, and (d) pos
sible fatigue due to the length of the interview. 

However, I under stand that: (a) privacy and confi
dentiality will be provided, (b) the completed 
questionnaires will not contain my name, (c) the 
signed consent form wi ll be completed separately 
from the questionnaires , (d) none of the answers I 
give vJill be considered "wrong" o r "right ," (e) no 
specific individual responses will be reported to 
the agenc y , as data will be reported as group data, 
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and (f) I have the right not to participate and the 
right to withdraw without affecting my care. 

4. The potential benefit of the findings of this in
vestigation is the knowledge of a personal contribu
tion to research in the care of the adolescent 
prenatal patient. 

5. I understand that no compensation is provided for 
subjects b y the university as a result of injury 
from participation in research. 

6. An offer to answer all of my questions regarding 
the study has been made. 

Subject's Signature Date 

If the subject is a minor, or otherwise unable to sign, 
complete the following: 

Subject is a minor (age 
because : ------

Signature (parent , guardian , 
responsible person) 

) or is unable to sign 

Date 
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H~ALTH LOCUS OF CONTROL SCALE 

This is a questionnaire 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 i tern you are to eire le the 
number that represents the 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 state
ment, the lower will be the number you circle. Please 
circle only one number. This is a measure of your per
sonal beliefs;-obviously there are no right or wrong 
answers. 

Please answer these i terns carefully but do not spend 
too much time on any one i tern. Be sure to answer every 
item. Al so, try to respond to each item independently 
when making y our 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 fee 1 you should be 1 ieve. 

Please answer according to the following key: 
1--strongly disagree 
2--moderately disagree 
3--slightly disagree 
4--sl ightly agree 
5--moderately agree 
6--strongly agree 

1 . If I take care of myself, I 
can avoid illness . 

2. Whenever I ge t sick, 
cause of something I ' 
not do ne. 

it is be
e done or 

3 . Good health is argely a matter 
of good fortune . 

1 2 3 4 

1 2 3 4 

1 2 3 4 

5 6 

5 6 

5 6 
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Please answer according to the following key: 
1--strongly disagree 
2--moderately disagree 
3--slightly disagree 
4--slightly agree 
5--moderately agree 
6--strongly agree 

4 . No matter what I do, if I am going 
to get sick, I will get sick. 

5. Most people do not realize the 
extent to which their illnesses 
are controlled by accidental 
happenings . 

6. I can only do what my doctor 
tells me to do . 

7 . There are so many strange 
diseases around that you can 
never know how or when you 
mi ght pick one up . 

8 . rtlhen I feel ill, I know it is 
because I have not been getting 
the proper exercise or eating 
right. 

9 . People who never get sick are 
just pla in lucky . 

10. People's ill health results 
from their own carelessness. 

11 . I am directly responsible 
for my health. 

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6 
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~~-N--A_S_H __ V_I_L __ L_E __ . __ T_E_N __ N_E __ s_s_E_E __ )_7_2_0_}_· _________________________ T_E_L_'_'_"_o_H_• __ ( 6_1_5 __ ) __ 3_2"_-_7_3_1_1 

DtpartJNI11t of PJycholota aftti Hum•m Dnttlopmtnt • Dimt ph011t J2 7 ·8141 

Dear Coll eague: 

Thank you for your interest in locus of control and health. Please excuse this 
f orm response, but we have so many inquiries requiring silTiilar replies that we 
have found this to be an efficient means of disseminating information. 

'We have now developed the Multidimensional Health Locus o f Control (MHLC) Scales, 
which we rec ommend over our earlier unidimensional HLC Scale. We have enclosed 
a re pr in t of t he arti cle describing the developement of this scale ( Wallston, 
;.Jalls t on, and DeVellis, 1978), which includes a tabled copy of the scales. You 
have our permission to utilize the scales in anv research. However, we woul_d_ 
apprec iate you r noti f ying us about the work you are doing. 

An addi t ional table of norms for the MHLC Scale is also enclosed. This is from 
a chap ter we have recentl y completed. Because of the length of the chapter and 
ma iling expenses, we must charge $4.00 if you wish a co~y. Checks should. be made 
o ut t o Peabody Psychology . 

If you wi sh to be added to our mailing list, please complete the enclosed questi on
nai re. We wi ll periodical ly send addit i onal material related to use of these sc a les 
as i t becomes available. 

Ro tter' s Social Learning Theory states that the likelihood of behavior's occurrence 
i s a function of t he expectancy that the behavior will lead to an outcome and t h e 
reward value of t he outcome. Thus, in addition to an expectancy measure (the HLC 
o r ~HLC Scales ) , we have been using a health value measure. A copy of this surve y , 
a modi:ica t ion of Rokeach ' s value survey is attached. Althou gh we are not totally 
sa t isfied with this measure, it is t he best we have been able to locate . t.Je do 
want t o stress the importance of i nclud i ng some measure of rein fo rcement value 
(unless •ou ca n assume uniformly high value). 

If you have mo re s pecific questions, don't hes itate to contact us . Please remembe r 
co send us information on any use you can make of our scales. We look fo rward to 
hea ri ng f rom you . 

.I , 

~-~ ~~ ,/_,., ,) ; ·J-Ul·.h_ 
."ennech A. I a lsc n, Ph . D. 
Associ ate Professo r f 
?s yc;,o ug _· in . 'u r s tng 
'ande r b "1t 'n i versity 
~ash vi le , Te nne ssee 3 2' 0 

(6 5) 322 - 3587 

Sincerely, 

$\ {~"'-"- _iN-uJ/,, /c.<t{(j:_k;-. 
Sarbara Strudler Wallston, Ph. D . 
Associa t e Pr o fesso r of Ps ych olog y 
Geo r ge Peab od y Coll ege of 
Vande rb ilt University 
Nashville , Tennessee J 2 3 

( 615 ) 327- 8141 
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PRENATAL QUESTIONNAIRE 

Demographic Data and Data Form Chart 

Study Number 

Date of Birth 

Harried ----

---------------
Single -----

If single, live alone ----

Date -----------------
Age last birthday ---------

~lid owed Separated ----
live with someone -----

If living with someone, Parent Other --- -----------

Highest grade completed in school --------------------
Occupation -------------------------------------------------
Is this your first pregnancy? Yes ---- No ----------
Date of LMP Week of pregnancy ______ _ 

Date began prenatal visits ______________________ __ 

Height ---
Hemoglobin: 

Weight: At initial visit 

At initial visit ----

at present __ 

at present ___ _ 
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PRENATAL QUESTIONNAIRE 

Compliance 

1. Since the time when you first thought you were 
pregnant, have you felt sick? Yes No ---

2. Has anything happened to make you change the things 
you usually eat, or made you change the things you 
usually do? 

Now I would like to ask you some questions about foods you 
eat. Some of the questions are about foods you usually ate 
before you were pregnant. Some of the questions are about 
foods you usually eat now that you are pregnant. 

3. How many glasses of milk did (do) you usually drink 
each day? 

BEFORE PREGNANCY DURING PREGNANCY --- ---

4. How many servings of cheese did (do) you usually eat 
each day? 

BEFORE PREGNANCY DURING PREGNANCY --- ---

5. How many eggs per v1eek did (do) you usually eat? 

BEFORE PREGNANCY DURING PREGNANCY --- ---

6. Please name the vegetables which you usually ate 
(eat )? 

BEFORE PREGr A JCY DURING PREGNANCY 
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7. How many times per week did (do) you usually eat one 
or more servings of any of the vegetables you named? 

BEFORE PREGNANCY DURING PREGNANCY ---

8. Please name the fruits which you usually ate (eat)? 

BEFORE PREGNANCY DURING PREGNANCY 

9. How many times per week did (do) you usually eat one 
of these fruits? 

BEFORE PREGNANCY DURING PREGNANCY ---

10. How many times per week did (do) you usually eat 
any of the following: 

Chorizo 

Bacon 

Hot Dogs 

Balogna 

BEFORE 
PREGNANCY 

DURING 
PREGNANCY 

11. How many times per week did (do ) you usually eat any 
of the following? 

Beef 

eal 

Chicken 

Fish 

Live r 

BEFORE 
PREGNANCY 

DURING 
PREGNANCY 
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12. How many times a day did (do} you usually eat dried 
peas or beans? 

BEFORE PREGNANCY DURING PREGNANCY --- ---

13. How many times per day did (do) you usually eat one 
serving of the following? 

Bread 

Tortillas 

Pasta (explain) 

Rice 

Cereals 

BEFORE 
PREGNANCY 

DURING 
PREGNANCY 

14. How many times per day did (do) you eat one of the 
f ollowing: 

Candy 

BEFORE 
PREGNANCY 

Soft Drinks 

(s we etened) 

(un s wee tened) 

Desserts 

(cake, pie 1 

pastrie s 1 ice 
cream , etc . ) 

DURING 
PREGNANCY 

ow I am going to ask you some questions about some a c tiv i 
ties that are sometimes associated wi t h being pregnant . 
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15. How many days a week did (do) you usually walk as 
much as a mile? 

BEFORE PREGNANCY DURING PREGNANCY --- ---

16. How many days a week did (do) you usually lie down 
to rest during the day? 

BEFORE PREGNANCY DURING PREGnANCY --- ---

17. How many cigarettes did (do} you usually smoke per 
day? 

None 

Less than 1 pack 

1 pack 

1ore than 1 pack 

BEFORE 
PREGNANCY 

DURING 
PREGNANCY 

18. How many days a week did (do) you usually take a 
tub bath? 

BEFORE PREGNANCY DURING PREGNANCY --- ---
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PRENATAL QUESTIONNAIRE 

Attitudes 

It will help me to know how you feel about certain things 
which might have some importance in pregnancy. 

There are no right or wrong answers to the questions 
which follow. 

Please give the answer that shows best how you feel 
about the phrase in relation to pregnancy. 

1. A REST PERIOD EVERYDAY -

Very Neither good Very 
bad Bad nor bad Good good 

2 . CIGARETTE SMOKING 

Very Neither good Very 
bad Bad nor bad Good good 

3. EATING SALAD GREENS EVERY DAY 

Ve ry Neither good Very 
-bad Bad nor bad Good aood 

4. EATING FRUITS EVERY DAY 

Ve ry Neither good Very 
bad Bad nor bad Good good 

5. CO <liNG TO THE CLINIC AT LEAST EVERY MONTH 

ery Nei ther good Very 
bad Bad nor bad Good g ood 

6 . EATI NG BEEF, CHICKE .. J, OR DRIED BEANS EVERY DAY 

Very Neither good Very 
bad Bad nor bad Good good 
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7 • HALKING A MILE EVERY DAY 

Very Neither good Very 
bad Bad nor bad Good good 

8 . DRINKING MILK EVERY DAY 

Very Neither good Very 
bad Bad nor bad Good good 

9. EATING AN EGG EVERY DAY 

Very Neither good Very 
bad Bad nor bad Good good 

10. GAINING 24-30 LBS. DURING PREGNANCY 

Very Neither good Very 
bad Bad nor bad Good good 
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Aiv1ER1CAN JOL1 RNAL OF NURSING CO~lPANY 

July 24, 1980 

Maria D. Fisher, R.N. 
P.O. Box 278 
Celeste, Texas 75423 

Dear Ms. Fisher: 

• -: •; • _ .-: ~ • 1E .'." vr; ~l( · ·. "": • J 

Thank you for your letter of July 1, 1980. During our telephone 
conversation on Tuesday, I explained that the United States Copy
right Law denies copyright protection on ideas, concepts, methods, 
principals or models. Therefore, it is not necessary for you to 
obtain permission from the American Journal of Nursing Company to 
use the Prenatal Questionnaire. I also mentioned that if the 
material which describes the tool were going to be used peYillission 
would then be necessary. 

We: do ask that the author, Marie Lowe be notified of the use of 
this material. 

We thank you for your cooperation and interest in Nursing Research. 

Cordially, 

e~;::;;.~r 
Permissions Coordinator 

Imam 



REFERENCES CITEu 

Al1 port, G. W. Attitudes. In M. Fishbein (Ed.) , Readings 
in attitude theory and measurement. New York: John 
Wiley & Sons, 1967. 

Bowerman, C. E. , Irish, D. P. , & Pope, H. Unwed mother
hood: Personal and social consequences. Chapel Hill, 
North Carolina: Institute for Research in Social 
Science, University of North Carolina, 1966. 

Bullough, B. , & Bullough, V. Poverty, ethnic identity, 
and health care. New York: Appleton-Century-Crofts, 
1972. 

Cardenas, J. , Gibbs, C. , & Young, E. Nutritional beliefs 
and practices in primigravid Mexican-American women. 
Journal of the American Dietetic Association, 1976, 
_§1, 262-265. 

City of Dallas. Health statistics, 1973-1979. Dallas, 
Texas: City Health Department, 1979. 

Chinn, P. L. Child health maintenance: concepts in 
family-centered care. St. Louis: C. V. Mosby Co. , 
1979. 

Clark, A. L. , & Affonso, D. H. 
perspective. Philadelphia: 

Childbearing: A nursing 
F . A. Davis Co., 1979. 

Clausen, J. P. Maternity nursing. New York: McGraw
Hill Book Co., 197 7. 

Cooper, E. , & Cento, M. H. Group and the hispanic pre
natal pat ient. American Journal o f Orthopsychiatry , 
1977, !Z_ (4) ' 689-700. 

Curtis, F . Observations of u nwed pregnant adolescents. 
In A. O ' Connor (Ed . ) , Nurs ing of ch ildren and adoles
cents . New York : American Journal of Nursing Co ., 
1975 . 

116 



117 

Davis, M. Variations in patient's compliance with 
doctor's orders: Analysis of congruence between 
survey responses and results of empirical investi
gations. Journal of Medical Education, 1966, !!, 
1037-1047. 

Dickason, E. J., & Schult, M. 0. Maternal and infant 
care. New York: McGraw-Hill Book Co., 1979. 

Ely, C., Diulio, R., & Koster, E. Are maternity clinic 
dropouts necessary? Nursing Outlook, 1967, ~, 41-
43. 

Erikson, E. Childhood and society. New York: W. W. 
Norton Co., 1963. 

Erikson, E. Identity, youth, and crisis. New York: 
W. W. Norton Co., 1968. 

Ferreira, A. J. Prenatal environment. Springfield, 
Illinois: Charles c. Thomas, 1969. 

Grant, J. A. Complications of adolescent pregnancy: 
Survey of the literature on fetal outcome in adoles
cence. Clinical Pediatrics, 197 2, 11, 567. 

Grimm, L. M. Changed patterns of obstetric care: 
Maternity continuity clinic. American Journal of 
Nursing, 1973, !.]_, 1723-1725. 

Hardy, J. , Welcher, D. , Stanley, J. , & Dallas, J. Long
range outcome of adolescent pregnancy. Clinical 
Obstetrics and Gynecology, 1978, 21(4), 1215-1232. 

Herman, M. W. The poor: Their medical needs and the 
health services available to them. Annals of American 
Academy of Political Social Science, 1972, 399, 12-
21. 

Hines, L. P. The effect of individual teaching in com
pliance behavior. Unpubll shed master's thesis, 
University of Maryland School of Nursing, 1977. 

Hyman, H. Class, status, and power. Glenc oe, Illinois: 
Free Press, 1953. 



118 

Jekel, J. , Currie, J. , Klerman, L. , McCarthy 1 C. P. N. , 
Sarrel, P., & Greenberg, R. An analysis of statis
tical methods for comparing obstetric outcomes: 
Infant health in three samples of school-age preg
nancies. American Journal of Obstetrics and 
Gynecology, 1972, 121 9-19. 

Joe, V. C. Review of the internal-external control con
struct as a personality variable. Psychological 
Reports, 1971, ~' 619-640. 

Jones, M. B. The high risk pregnancy. In S. H. John
son. High risk parenting: Nursing assessment and 
strategies. New York: J. B. Lippincott, 1979. 

Kasl, S. V. , & Cobb, S. Health behavior, illness be
havior, and sick role behavior. Ann Arbor, Michigan: 
University of Michigan, Institute of Social Research, 
1966. 

Kerlinger, F. Foundations of behavioral research. New 
York: Holt, Rinehart, & Winston, 1973. 

Labarre, M. Emotional crisis of school-age girls during 
pregnancy and early motherhood. Journal of the 
American Academy of Child Psychiatry, 1972, 11, 537-
557. 

Lawson, J. Avoidable factors in maternal deaths. 
Nursi n g Mirror, 1974, ll1 48. 

Lefcourt 1 H. M. Locus of central current trends in 
theory a n d research. Hillsdale, N.J. : Erebaum 
Associates, 1976. 

Leininger, M. Toward conceptualization of transcultural 
hea l th care systems: Concepts a n d a model. In A . 
Sander s (Ed . ) , Tran scul tu r al health care is sues and 
conditions. Philadelphia: F. A. Davis, 1976. 

Le veson , I . The c ha l l e n g e o f he a lth s e rvices f o r t he 
poor. Anna l s o f Amer i c a n Academy o f Po litical Social 
Scienc e s, 1972 , 399 , 22-29. 



119 

Lowe, M. Effectiveness of teaching as measured by 
compliance with medical recommendations. Nursing 
Research, 1970, ~' 59-63. 

Lowe, M. Relationship between compliance with medical 
regime and outcome of pregnancy. Nursing Research, 
1973' 3l. ( 2) ' 157-160. 

Marston, M. Compliance with medical regimens: A review 
of the literature. Nursing Research, 1970, 19(4), 312-
323. 

McKinlay, J. B. The new latecomers for antenatal care. 
British Journal of Preventive Socialized Medicine, 
1970, ~' 52. 

Mercer, R. T. 
fare, N.J.: 

Nursing care for parents at risk. Thoro-
Charles B. Slack, Inc., 1977. 

Mercer, R. T. Perspectives on adolescent health care. 
New York: J. B. Lippincott, 1979. 

Nakashima, I. I. Teenage pregnancy: Its causes, costs, 
and consequences. Nurse Practitioner, 1977, ~' 10-11. 

Nelson, S. A. 

~' 31. 
Schoolage parents. Child Today, 197 3, 

Osofsky, H., & Kendall, N. Poverty as a criterion of 
risk. Clinical Obstetrics and Gynecology, 1973, 16, 
103-119. 

Peel, E. A. The nature of adolescent judgment. New 
York: Wiley-Interscience, Publishers, 1971. 

Poli t, D. , & Hungler, B. Nursing research: Principles 
and management. New York: J. B. Lippincott, 1978. 

Reeder, S., Mastroianni, L., & Martin, L. Maternity 
nursing. Philadelphia: J. B. Lippincott, 1980. 

Rokeach, M. The nature of human value. New York: 
Press, 1973. 

Free 

Rosenstock, I. Why people use health services. The Mil
bank ? u nd Quarterly , 1966, ±!' 94-124. 



120 

Rosenstock, I. The health belief model and preventive 
health behavior. In M. Becker (Ed.) , The health 
belief model and personal health behavior. Thoro
fare, N.J.: Charles B. Slack, Inc., 1974. 

Rosenstock, I. Patient's compliance with health regi
mens. Journal of American Medical Association, 1975, 
234 (4), 402-403. 

Rotter, J. Generalized expectancies for internal versus 
external control of reinforcement. Psychological 
Monographs, 1966, ~(1, Whole No. 609). 

Rotter, J. Some problems and misconceptions related to 
the construct of internal versus external control of 
reinforcement. Journal of Consulting and Clinical 
Psychology, 1975, Q, 56-67. 

Rotter, J. , Chance, J. E. , & Phares, E. J. Applications 
of a social learning theory of personality. New York: 
Holt, Rinehart, & Winston, 1972. 

Sal tzer, E. B. 
lose weight. 
(2)' 118-128. 

Locus of control and the intention to 
Health Education Monographs, 1978, 6 

Sarrell, P. M., & Davis, c. D. The young unwed primi
para. American Journal of Obstetrics and Gynecology, 
1966' 22_, 7 22. 

Schneider, L. Changing concepts of prenatal care. 
graduate Medicine, 1973, ~, 91-97. 

Semmens, J. P. Implications of teenage pregnancy. 
Obstetrics and Gynecology, 1965, 26 (1), 77-85. 

Post-

Tanner, c. Compliance with therapy in adults with esse~
tial hypertension. Clemson, South Carolina: Clemson 
University Press, 1979. 

Tinkham , c., & Voorhies, E. Community health nursing: 
Evolution and process . New York: Appleton-Century 
Crofts, 1977. 



121 

United States Department of Commerce. Current popula
tion reports. Washington, D.C.: U.S. Government 
Printing Office, 1978. 

Walker, L. Providing more relevant maternity services. 
Journal of Obstetric and Gynecological Nursing, 1974, 
l' 34-36. 

Wallston, B. S., Wallston, K. A., Kaplan, G. D., & 
Maides. S. Development and validation of the health 
locus of control (.HLC) scale. Journal of Consulting 
and Clinical Psychology, 1976, .!±(4), 580-585. 

W a 11 s ton , K . A . , Maid e s , S . A. , & W a 11 s ton , B . S . He a 1 th 
related information seeking as a function of health 
related locus of control and health values. Journal 
of Research in Personality, 1976, 10, 215-222. 

Warner , W . L . , 
community. 

& Lunt, P. 
New Haven: 

The social life of a modern 
Yale University Press, 1950. 

Waters, J. Pregnancy in young adolescents: a syndrome 
of failure. Southern Medical Journal I 1969, g ( 6) , 
655-658. 

Webb, G. A. Care of the pregnant adolescent. Pediatric 
Annals I 19 7 51 i ( 1) , 9 9-10 9. 


	Copyright Statementr1
	1981FisherOCR
	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	Page 17
	Page 18
	Page 19
	Page 20
	Page 21
	Page 22
	Page 23
	Page 24
	Page 25
	Page 26
	Page 27
	Page 28
	Page 29
	Page 30
	Page 31
	Page 32
	Page 33
	Page 34
	Page 35
	Page 36
	Page 37
	Page 38
	Page 39
	Page 40
	Page 41
	Page 42
	Page 43
	Page 44
	Page 45
	Page 46
	Page 47
	Page 48
	Page 49
	Page 50
	Page 51
	Page 52
	Page 53
	Page 54
	Page 55
	Page 56
	Page 57
	Page 58
	Page 59
	Page 60
	Page 61
	Page 62
	Page 63
	Page 64
	Page 65
	Page 66
	Page 67
	Page 68
	Page 69
	Page 70
	Page 71
	Page 72
	Page 73
	Page 74
	Page 75
	Page 76
	Page 77
	Page 78
	Page 79
	Page 80
	Page 81
	Page 82
	Page 83
	Page 84
	Page 85
	Page 86
	Page 87
	Page 88
	Page 89
	Page 90
	Page 91
	Page 92
	Page 93
	Page 94
	Page 95
	Page 96
	Page 97
	Page 98
	Page 99
	Page 100
	Page 101
	Page 102
	Page 103
	Page 104
	Page 105
	Page 106
	Page 107
	Page 108
	Page 109
	Page 110
	Page 111
	Page 112
	Page 113
	Page 114
	Page 115
	Page 116
	Page 117
	Page 118
	Page 119
	Page 120
	Page 121
	Page 122
	Page 123
	Page 124
	Page 125
	Page 126
	Page 127
	Page 128
	Page 129


