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CHAPTER 1 

INTRODUCTION 

The role of the nurse in teaching health mainte

nance and health promotion is well recognized. However, 

the extent to which nurses themselves practice health 

promotion is not known. If nurses do not engage in 

health promotion practices themselves, the nurses' 

effectiveness in teaching clients to do so is question

able. 

Physiological, psychological, sociocultural, and 

developmental factors (Neuman, 1974) may influence 

individual personal health promotion practices. A 

major psych~logical variable in determining personal 

health promotion practices is motivation. Rotter's 

(1954) social learning theory included a component of 

motivation identified as locus of control. The locus 

of control of individuals may be either more internal 

or external depending upon whether they believe their 

o~~ behavior influences change, or whether they believe 

change is due to events beyond their control. The 

practice of personal nealth promotion by nurses would 

be expected to be affected by their presence in and, 
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thus, their reinforcement by the health care environ

ment. 

Problem of Study 

The problem for this study was to determine if 

there was a difference between nurses and teachers 

in selected personal health promotion practices and 

health locus of control. In addition, the relation

ship between health locus of control and selected 

personal health promotion practices was determined 

for each of the professional groups. 

Justification of Problem 

The role of the nurse is multifaceted within the 

health care delivery system. One of the roles for 

nurses is the teaching of health maintenance and pro

motion practices to health care clients. Society 

assigns to the nursing profession the assessment of 

client wants and needs, the design and execution of 

care practices, and the instruction of clients and 

others in health maintenance, disease prevention, 

and aspects of care (Aydelotte, 1972). It could be 

assumed that with educational preparation in health 

promotion and the experience of working within the 

health care delivery system nurses would practice 
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personal health promotion; however, the exterit i that·' 

nurses do so is not known. The professional nurses' 

effectiveness in teaching health promotion practices 

may be questionable if nurses themselves do not ··, 

practice what they teach. Research is necessary to · 

determine at what level professional nurses practice 

personal health promotion. 

Nurses are encouraged to promote health -·by pro.::·,· 

viding client education within their nursingtpTacti~e; 

whether in acute or outpatient settings. The·. educa -· .. 

tional system in nursing has identified and. incor-· 

porated health as a concept in nursing. 

King (1971) identified health as one of· the four; 

major concepts in the theory of nursing which;.,:she saw' 

as encompassing the whole man (physical, social, and 

emotional). From the internal and external )environ- ~ 

ment, the'whole man develops a continuous adaptation· 

to stress which is necessary to achieve optimal poten

tial for daily living. Nurses believe that· health',; 

education will enable their clients to avoid~illness 

and achieve optimal health; however, if clients obs~rve 

that nurses do not practice what they teach,, ·the teach-

ing may not be effective. l 
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Rogers (1970) described nursing as a humanistic. 

science dedicated to the compassionate concern for ··· 

maintaining and promotion health. Nurses care for, 

assist with, or act on behalf of the patient to~achieve 

health results. One of these nursing interventions is 

to help people cope with those difficulties of daily 

living which result from actual or potential health 

problems (Orem, 1971). In order to effectively incor

porate health into their nursing practice, nurses· must 

be able to foster the benefits of personal health pro

motion practices and personal responsibility of one's 

health status to clients. Individuals who believe they 

are healthy will undertake activities or behaviors~for 

the purpose of preventing disease or detecting it;' in an 

asymptomatic stage (Kasl & Cobb, 1966). 

The nurse is exposed to a philosophical basis-;of 

health in nursing education, but other factors may in~ 

fluence personal health promotion practice. If nurses 

have values, beliefs, and behaviors differing from the 

information taught to the client, can nurses truly 

effect changes in the client's personal health promo

tion practices? Knutson (1966) believed that motiva~ 

tion within the homogeneous group mediates the forces 
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in the formation and change of attitudes and beliefs. 

The association of nurses within a professional~group 

in the health care delivery system may be a force . 

which influences personal health promotion practices. 

On the other hand, teachers are not exposed to 

such an environment. Thus, teachers were chosen to 

be compared with nurses because of the variance in 

the environment in which each functions. Also, there 
,''.r, J 

are similarities in the mechanics of training and' 

credentialing the professional in nursing and teaching 

which facilitate comparison of the two groups. The 

health promotion practices of teachers, one would 

theorize, would be different from nurses due to the 

lack of reinforcement from the health care environment. 

It would seem probable that nurses would practice per-

sonal health promotion due to the health concept inte

grated into the nurses' educational background and the 
~ 

continued influence from the health care environment. 

It is necessary to know how nurses personally 
•, •,<'! 

identify and practice health promotion in order to 

support role identification, role model, and role 

expectation changes for nurses. Data on the selected 

personal health promotion practices of nurses {n 
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relation to locus of control will furnish ·information 

that can be utilized for further research in sub-··. 

stantiating the role expansion of nurses in health 

promotion. 

Theoretical Framework 

The theoretical framework used for this study 

was Rotter's (1954) social learning theory, with a 

focus on locus of control. Social learning theory 

is a combination of reinforcement and field theory; 

the major postulate being that personality has unity 

and interdependence. Locus of control is a variable, 

either internal or external, within the personality 

that reflects an individual's control over the exist-

ing environment and the dimension or reinforcement 

which is present. 

The major concepts of Rotter's (1954) social 

learning theory relating to locus of control are: 

behavior potential, reinforcement, expectancy, and. 
{ , - . ·~. 

the psychological situation. The behavior potential 

of individuals includes both observable and cognitive 

behaviors and is in direct relationship to a rein-

forcement or set of reinforcements. Reinforcement is 

any action, condition, or state that affects movement 
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toward a goal. The expectancy is the probability. 

held by individuals that a particular reinforcement 

will occur as a function of behavior in a specific , · 

situation. The psychological situation refers to .the 

interaction of individuals within the internal. or 

external environment (Rotter, 1954). Personality is 

the interactions of individuals within the existing 

environment. These interactions are learned by".rein

forcement from the individual or the environment~: 

The needs of the individual and the degree of rein

forcement present within the environment influ~nce~. 

whether or not an individual's behavior is in the 

direction of the reinforcement or away from it~ 

Reinforcement serves to strengthen an expectancy 

that a particular behavior or event will be followed 

by further reinforcement in the future. The reinforce

ment which an individual experiences is identifiable 

and can increase or decrease the potential for a 

specific behavior to occur. If a reinforcement follows 

the behavior, the expectancy increases that the-be~ 

havior will be rewarded and followed by further.rein

forcement. As the expectancy increas~s, the behavior 

potential likewise will increase, which depends~upon 
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both the expectancy and the value of reinforcements 

by the individual (Rotter, 1954). However, once an 

expectancy for such a behavior-reinforcement sequence 

is built, the failure of the reinforcement to occur 

will reduce or extinguish the expectancy (Rotter, 

Chance, & Phares, 1972). 

One might anticipate that the health promotion 

practices of nurses would be reinforced by the health 

care environment. Within the health care environment 

nurses have seen the results of varying degrees of 

client health promotion practices manifested in symp

toms and diseases. Therefore, with this environmental 

influence nurses would be more likely to develop a 

health behavior-reinforcement sequence than would 

teachers. The nurses' educational process which in

corporates health as an integral part of the role 

socialization of the nurse would also encourage the 

development of a health behavior-reinforcement. 

One of the determinants of behavior is the degree 

to which the individual perceives that reinforcement 

follows from, or is contingent upon, his own behavior 

versus the degree to which the individual feels the 

reinforcement is controlled by forces outside himself. 
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These reinforcements occurring outside of the.indi~. 

vidual may occur independently of his own actions. 

This determinant of behavior is defined as locus of 

control (Rotter et al., 1972). 

When an individual perceives that reinforcement 

follows some action of his own but is not entirely 

contingent upon it, his locus of control is more 

external. This effect may be attributed to luck, 

fate or chance, or the control of a powerful other. 
I ·~ ' 

When the individual perceives that the reinforcement 

is contingent upon his own behavior, his locus of 

control is more internal (Rotter, 1954). 

The health locus of control in relation to a high 

level of health promotion practices of nurses could 

be anticipated to be more external, consistent with 

the influence from the health care environment. The 

nurse would be expected to associate various levels 

of health and disease with specific personal health 

promotion practices. Thus, through experience as a 

professional nurse, health promotion practices" ,would 

be reinforced over a period of time. One might expect 

that due to the health behavior -reinforcemen t:>sequence, 
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nurses would have different personal health promotion 

practices compared to teachers. 

Assumptions 

The assumptions for this study were: 

1. Reinforcement affects the behavior of the 

individual. 

2. Some individuals perceive reinforcement as 

external ot outside their control. 

3. Some individuals perceive reinforcement as 

internal or contingent upon their own behavior. · 

4. Individual experiences are influenced by 

interaction within one's environment. 

5. Beliefs and values related to health are 

variable among individuals. 

6. The behavior of an individual has a direc-

tional aspect. 

Hypotheses 

The hypotheses for this study were: 

1. There will be a difference in selected health 

promotion practices of nurses and teachers. 

2. There will not be a difference in the health 

locus of control of nurses and teachers. 
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3. There will be a,relationship between health 

locus of control and selected personal health promo

tion practices of nurses. 

4. There will be a relationship between health 

locus of control and selected personal health promo

tion practices of teachers. 

Definition of Terms 

The following terms have been operationally 

defined as follows: 

1. Selected health promotion practices--the 

score received on the Health Promotion Survey. 

2. Health locus of control--the score received 

on the Health Locus of Control Scale (B. S. Wallston, 

Wallston, Kaplan, & Maides, 1976). 

3. Nurses--licensed registered nurses with a 

baccalaureate degree in nursing who are attending a 

graduate program in nursing in a Southwestern uni

versity at the time of data collection. 

4. Teachers--certified teachers with a bachelor's 

degree in education who are attending a graduate pro

gram in education in the same Southwestern university 

as the nurses at the time of data collection. 
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Limitations 

The limitations for this research study were: 

1. The amount of health teaching actually 

experienced by the subject was not controlled. 

2. The reliability of the Health Promotion 

Survey, developed by the investigator, has not been 

established. 

3. 
'; I. 

The sample was a non-probability convenience 

sample with the subjects self-selecting thems~rv~~· 

into the sample. 

Summary 

The factors which influence health promotion 
,\ ,' 

practices may vary among groups of individua+s. 

Rotter's (1954) social learning theory identi~ied 

the environment as a factor which can influence be-

havior. The role of the nurse within the he~lth care 

environment may influence which health promotion 

practices are done. This study proposed that nurses 

with their exposure to the health care environment 

will practice different health promotion practices ·· 

than teachers will. 



CHAPTER 2 

REVIEW OF LITERATURE 

This chapter discusses general and specific 

health promotion areas and locus of control relevant 

to the study. The selected health promotion prac-

tices investigated in this study have not been studied 

extensively. The health behavior of any individual is 

believed to be multidimensional; therefore, the research 

trend is to investigate various groups of health be

haviors rather than one isolated health practice. 

Locus of control has been utilized in a variety 

of psychological and sociological research, and for 

use in the nursing and health field the Health Locus 

of Control Scale (B. S. Wallston, Wallston, Kaplan, & 

Maides, 1976) was developed. The Health Locus of Con

trol Scale has been used in a variety of studies, but 

limited published research is available at this time. 

General Health Promotion 

Personal health promotion practices have a vital 

effect on the health of any individual. Many factors 

may influence an individual's personal health promotion 

13 
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practices causing fluctuation along the health-illness 

continuum throughout a lifetime. More emphasis is 

being placed upon preserving one's health as the 

chronically ill rate increases. Gartner and Riesman 

(1976) reported that 50% of the population suffers 

from chronic disease and these disorders account for 

70% of all physician visits. In 1969, 22 million 

persons reported having one or more chronic disease 

conditions causing some limitation of activity (Muskin, 

1974). 

A major thrust within the public health domain 

has been to encourage preventive health behavior among 

the population. Kasl and Cobb (1966) defined preven

tive health behavior as any activity undertaken by a 

person believing himself to be healthy for the purpose 

of preventing disease or detecting it in an asymptom

atic stage. Health behavior includes all behaviors 

engaged in by a person that have a significant impact 

on his or her health (Stone, Cohen, & Adler, 1979). 

Health behavior actions are influenced by psycho

logical, social, and cultural factors (Douglas, 1971). 

Self-care is the practice of activities that indi

viduals personally initiate and perform on their own 
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behalf in maintaining life, health, and well-being 

(Orem, 1971). But not all individuals take health 

actions which are appropriate to their specific 

health needs. 

The action taken or not taken by an individual 

in the area of health may be influenced by many 

factors. Rosenstock (1966) believed that an indi

vidual will not engage in health behavior unless 

he thinks that the action recommended is important 

for his present or future well-being. One's adapta

tion to health or illness is conditioned by prevail

ing beliefs concerning the causes of the health or 

illness state and the appropriate means of treatment 

(Nall & Speilburg, 1967). 

These beliefs may be cultural, societal, or en

vironmental, or all three depending upon the state of 

health and the conditions which changed the health 

state. Probably a great many of the beliefs that have 

implications for health are habitual, such as eating 

patterns, having largely automatic rather than reasoned 

responses to particular stimuli (Stone et al., 1979). 

Personal readiness factors such as motives, attitudes, 

and beliefs of an individual will affect his willingness 
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to take voluntary action with regard to his health 

(Rosenstock, Derryberry, & Carriger, 1959) ~ '· In":re..: 

searching health promotion practices, the factors to 

consider include habitual responses, personal r~adi

ness, and individual motivation toward health' .. :<'·c 

Behavior, including health behavior, is deter

mined more by one's belief about reality than :by: ·' 

reality itself~ Since people vary markediy in t~eir 

interpretation of reality, individuals vary in ~h&t·· 

they do or do not do to stay or become heal thy.' · .:'Th:is ·

variance depends on the beliefs, values, culture, 

motives, and environment in which individuals:furitti6n. 

Knutson (1966) described the first step in understand

ing health behavior and predicting future h~~lth action 

as: (a) determining how the individual defines the 

situation, (b) what significance is recognized in it 

for himself and others, (c) how he defines his role, 

and (d) what he perceives to be the necessary~·action. 

Knutson (1966) described these as the preventive stage. 

Preventive health is considered as being "'three--1 

stages: (a) primary, (b) secondary, and (c) tertiary. 

The stage of prevention may influence what the indi

vidual will or will not do in regard to health. In 
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the primary stage of prevention, the individual 

seeks out information and preventive measures which 

can prevent a change in the health state. In 

secondary prevention the individual is trying to 

regain a health state when there has been an altered 

state of health with existing symptomatology. 

Tertiary prevention is the co-education of the indi

vidual concerning the existing symptomatology and 

reconstitution to health or a modifying of factors in 

one's life in which a degree of health may be present, 

moving in a circular manner toward primary prevention 

(Neuman, 1974). The level of prevention necessary to 

facilitate a changing health status depends on the 

individual's health motives, beliefs, culture, and 

environment. 

Health motives gain importance to the degree 

that the individual perceives: 

1. His susceptibility to a condition that the 

health action is said to protect him against. 

2. The seriousness of the consequences for him

self should he fail to engage in the recommended acts 

(Wu, 1973). 
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The kind of health action taken is based on indi

vidual beliefs, values, and attitudes (Knutson, 1966). 

An understanding of the dynamics of preventive be

havior depends upon how other behaviors and actions 

are interrelated. 

Associated with health behavior is illness and 

sick role behavior which, within a given culture, may 

be a predisposing factor related to health, illness, 

and sickness. Along the continuum of life an indi

vidual will experience varying degrees of illness, 

and sickness~ and health. Kasl and Cobb (1966) de

scribed illness behavior as those actions taken when 

an individual feels ill, seeks, and receives the 

appropriate treatment; while sick role behavior leads 

to some neglect of one's usual activities. The beliefs 

regarding healt~ and illness are specific for each 

individual's culture. Zola (1966) discussed two 

general ways these beliefs may affect behavior: (a) 

prevalence of the sign of illness, and (b) its con

gruence with a dominant or major value orientation 

within the culture. It has been difficult to incor

porate cultural values into research on health promo

tion except as a general description of the sample. 



19 

Further research is necessary to incorporater: cultural 

variables into health promotion measures. . . ~ 

More individuals are becoming aware of·what 

effects certain behaviors have on maintaining a 

healthy life style. Preventive healtk behavior re-

quires some immediate.action which may entail_.minor 

effect, discomfort, or inconvenience in order'to avoid 

a more major subsequent consequence (Williams & Wechs-

ler, 1972). Hettler (1980) developed a life style 

assessment related to health in which·· 268 university:: 

students were evaluated, with 2 3% indicating;. that'. the 

results of the assessment led them to changeoneor. 

more health 1 ife style factors. Nine· master.' s. l_evel 

students within a clinical course uti1ized Orem's (cited 

in Anna, Christensen, Hahan, Ord, & Wells, 1978) con-

ceptual framework and found that when self-care orien

tation was utilized, decisions for pianriing care 
!> 

remained partly within the domain of the client and 

motivation and cooperation were enhanced. 

For the nurse most effectively to teach preventive 

health behavior, he or she must provide a positive 

health promotion practices role model. Research in 

the area of nurses' health promotion practic~s has 
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been minimal. For the nurse to be a constructive 

role model in health promotion, it is necessary to 

gather more information about what nurses do in rela

tion to health promotion practices. Pender (1975) 

defined the motivating factors toward preventive 

health behavior as: the importance of one's health, 

his own vulnerability, the value of early detection, 

the seriousness of impending disease, and the level 

of internal versus external control. 

Health locus of control is a measure which deals 

more specifically with health issues in relation to 

internal or external locus of control. The relation

ship between health locus of control and health pro

motion may provide further data in the preventive 

health area. 

Health Locus of Control 

Rotter's (1954) social learning theory was the 

theoretical framework for this study. The behavior 

of an individual personality takes place in space 

and time. The individual's experiences and his inter

actions with his meaningful environment influence each 

other. There will be various reinforcements present 

within any individual's environment. A reinforcement 
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may be any action, condition, or state that changes 

behavior affecting movement toward a goal (Rotter, 

1979). The behavior of an individual has a direc

tional aspect depending upon the reinforcing factors 

present. Internal and external factors are the basis 

for reinforcement within any behavioral situation. 

External control is the belief that reinforcements 

are controlled by forces independent of behavior such 

as luck, fate, chance, or powerful others. Internal 

control is the belief that reinforcements follow as a 

consequence of one's own behavior (Rotter et al., 

1972). The expectancy of the goal and the value of 

any reinforcement may to some extent situationally 

determine the degree of control. 

In the present research study, a more specific 

locus of control tool was used, the Health Locus of 

Control (HLC) Scale. The development of the HLC 

Scale was based on the assumption that a health re

lated locus of control scale would provide more sensi

tive predictions of the relationship between internality 

and health behaviors (B. S. Wallston, Wallston, Kaplan, 

& Maides, 1976). Individuals with high scores on the 

11-item scale were termed health externals and were 



22 

presumed to have generalized expectancies that the. 

factors which determine one's health were such things 

as fate, chance, luck, or powerful others. The health 

internals presumably believed that one stayed or .. be.,.. 

came healthy or sick as a function of one's own actions. 

The published research utilizing health locus of con

trol has been marginal and continued research is: neces

sary to substantiate the health locus of control 

concept. 

Various studies on internal-external (I-E) control 

dealt with alienation and polverlessness. Seeman and 

Evans (1962) conducted a study hypothesizing that;hos

pitalized tuberculosis patients had personal control 

which influenced individual learning about tuberculo

sis with high alienation being conducive to poor 

learning. This study showed that those tuberculosis 

patients who were more internally controlled knew more 

about their condition, were bette~ informed about 

tuberculosis in general, and were regarded by ward 

personnel as being better patients and more informed 

about their condition. The results of the Seeman and 

Evens (1962) study confirmed that high alienation and 

poor learning are associated. Seeman and Evens (1962) 
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concluded that alienation and powerlessness serve as 

a hypothetical intervening variable between an indi

vidual's social circumstances and social learning. 

In a study which compared the relationship between 

powerlessness and regularity of contraception usage 

among 350 urban Negro males, powerlessness was strongly 

correlated with the regularity of contraception use 

(£ <.05) (Bauman & Undry, 1972). In a study of 106 

Negro students in a Southern Negro college, Gore and 

Rotter (1963) found that those individuals who were 

more inclined to see themselves as determiners of 

their own fate (internal control) tended to commit 

themselves to more personal and decisive social be

havior(£ <.OS). 

In a study which analyzed high helplessness condi

tions, both internals and externals performed signifi

cantly worse than their appropriate controls (p <.001). 

In addition, high helplessness internal subjects per

formed significantly worse than high helplessness ex

ternal subjects (~ <.05) (Pittman & Pittman, 1979). 

Powerlessness may be associated with many factors, but 

it is difficult to conclude that internal or external 

control is a contributory factor. 
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Davis and Phares (1967) conducted a study which 

examined information-seeking in chance, skill;'and 

ambiguous situations and locus of control. No sig

nificance was found between internals and exteinals. 

The study further showed that only in skill and · 

ambiguous situations did internals seek more, "informa

tion than externals, as opposed to no signifi2ance iri 

the chance situation (E_ <.10) (Davis & Phares, 1967). 

Watson and Baumel (1967) found that internal subje~ts 

made more errors in a chance condition than in a skill 

condition, but external subjects showed the reverse 

effect (E._ <.OS). These results implied less anxiety 

for internal subjects in skill conditions and~for ex~ 

ternal subjects in chance conditions. ~ · 

Phares (1968) showed that the mean number 10f cor

rect reasons stated by internals was significantly 

greater than in the case of externals (!2 < • 01) .;indi

cating that internals, more so than externals, utilize 

acquired information to some level of proficiency. 

In this study internals stated a significantly ~reater 

ratio of correct reasons to the total number of~~easons 

(E. <. 01). 

't ,. t,. 
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DuCette and Wolk (1973) conducted a study,ein 

which a series of simple interaction tests. were. 

administered to 138 high school students in an ad-· 

vanced placement course. The study showed.~hat in

ternal and external subjects were not signi£icantly 

different at the time of the midterm exam,,but did.· 

differ significantly by the final exam (p < ~0010~ The 

internal subjects demonstrated significantly0 improved~ 

performance from the midterm exam to the final exam 

(Q <.OS), while external subjects demonstrated·no:~hange 

(DuCette & Wolk, 1973). , :· 1 

Internal individuals exhibited behaviors indicating 

that they possess information relevant to a situation, 

retain it for their personal goals, and, therefore, may 

be better able to cope with the demands of rea1ity.re

lated to health promotion practices. These research 

studies may have implications for affecting; .. changes in 

behavior related to health promotion practices.;> 

The number of published studies done on:health pro

motion practices and locus of control is limited,~but, 

studies have shown some implications for why individuals 

do or do not practice health promotion. In,. a study by 

James, Woodruff, and Werner (1965), the effects:·. of, locus 
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of control on smoking behavior were described'. and,~.it 

was found that smokers were more external than·non

smokers (mean I-E: males 36.61-39.64, females, 38'.:·36-

40.51) and heavy smokers had a higher degree-of exter

nal orientation (mean I-E: males 38.89-40-45,, females 

40.04-40.31). James et al. (1965) furnished ~a govern

ment report on the hazards of smoking to the subjects 

of their study. It was found for those males who :felt 

the evidence convincing a mean of 37.06, while ;those 

not convinced had a mean of 39.57. For femal~s, those 

in the convinced category had a mean of 38. 55, while 

those not convinced had a mean of 41.42. The·. differ-· 

ences were significant for the females only. · Of the 

102 male smokers, the 20 who reported they had·stopped 

smoking had a mean Internal-External (I-E) score of 

35.65 compared to a mean I-E score of 39.71 for those 

who continued. The significance of this finding was 

not indicated. For the females, 18 of the 123 ~re~orted 

they stopped smoking, but no significant difference· 

between the females who continued and those who stopped 

was noted (James et al., 1965). 

Foss (1973) reported that 46% of the external 

smokers had cut downorstopped smoking within the past 
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2 years and 70% of the internals reduced or stopped 

smoking (Q < .01). Further findings in the Foss 

(1973) study showed that non-smokers more strongly 

believed that there was a relationship between smok

ing and lung cancer (g< .OS) than did smokers, but 

smokers and non-smokers did not differ with respect 

to their beliefs that heart disease and emphysema 

were related to smoking, or that a smoker was more 

likely to die because of related causes as opposed to 

natural causes. From these findings it would seem 

that fate and belief in danger do not seem to moti

vate individuals about the health hazard of cigarette 

smoking. It was further noted that the ratio of 

friends who smoke to friends who do not smoke was 

highest among smokers, followed by former smokers, 

and lowest among persons who have never smoked 

(Q < .01). 

Of the actual situations in which people smoke, 

54% of the smokers and 79% of the former smokers re

ported that they smoked most often in either small 

groups or at parties and other large, casual gather

ings (£<.OS). When asked why they smoked in a 
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particular situation, 11 of 32 smokers (34%) g~ve 

reasons of social influence (_E < • OS) •. 

Schilling and Carmen (1978) investigate~,~ocus 

of control and alcohol use among 61 :high sc~qoi,; 

students demonstrating that external control( is 

associated with potential drinking problems; :The 

externals reported more personal motivations for 

their drinking (:Q. < • OS). When personal and s~cial 

influences from within one's environment affect.health 

promotion practices, alternative sources for ~oping, 

changing, or adapting to specific situations~may be 

necessary to preserve an individual's health. , , 

In the area of nutrition, particularly. obesity 

and weight reduction, locus of control information 

could prove valuable for modifying nutri tiona.l;)labi ts. 

Balch and Ross (1975), in a study with 34 fem_a1~ sub

jects whose percentage of overweight.-ranged fro~ S% to 

145%, demonstrated that significant correlations be

tween Rotter's Internal-External Seal~ and success in 

completion of the program existed. 

Tobias and MacDonald (1977) reported that follow

ing a weight reduction program with five groups (manual, 

self-determination, contract, effort control,, and-.~no 
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contact control), there was a significant weight loss 

from pre-treatment to follow-up for the manual and 

contract groups (Q < • 01). The score and Rotter's 

Internal-External Scale changed from 10.84 to 11.63 

and 12.22 to 14.06 respectively for these groups. 

The change in locus of control was not significant. 

A study conducted by Cohen and Alpert (1978) 

found that externally controlled obese patients were 

at the highest risk as treatment failures. Inter

nality on Rotter's (1954) scale correlated with pounds 

lost (Q < • 025) and with percentage of total body weight 

loss (Q < • OS). The use of hypnosis and Rotter's In

ternal-External Scale did not correlate, r = -.31 

(Cohen & Alpert, 1978). Behavioral interventions 

have been shown to be beneficial in weight reduction 

research. However, the degree of changes toward in

ternal behavior may be warranted only in certain areas 

of health promotion practices. 

The available resources may influence where, 

when, or how an individual seeks and follows health 

promotion practice information. In a study conducted 

on health-related, information-seeking behavior it was 

found that information-seeking is a joint function of 
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an internal health-related locus of control belief 

and considering health of relatively high value 

(K. A. Wallston, Maides, & Wallston, 1976). The 

interaction between HLC classification and health 

was significant (Q < • 04). The subjects in the in

ternal high value of health group chose a signifi~ 

cantly larger number of pamphlets on health tha~ did 

subjects in the other groups (£<.OS). This study 

(K. A. Wallston, Maides, & Wallston, 1976) acknowledged 

that internal behavioral characteristics may be a 

factor in health promotion practices of certain indi

viduals. 

There have been studies conducted which compared 

locus of control with chronic diseases. Wennerholm' · 

and Zarle (1976) reported no difference in locu~ of 

control between psychosomatic, medically controll~d~ 

and heal thy controlled hypertensive patients (:Q. < • OS). 

The essential hypertensive and medical subjects were 

more likely than the healthy subjects to use the de

fenses of denial and repression (p < • 04). 

A study of diabetics exploring disease relate'd ·· 

learning and locus of control showed internal dia~ 

betics had more information than external diabet1cs 
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(p < • 01). All subjects did better on i terns rela.~ing 

to control of their disease than on items relating 

to general health information and internal subjects 

tended to know significantly more than external sub-

jects about diabetes items (Lowery & DuCette, 1976). 

It was shown in this study that the internals so~gh~ 

information and then proceeded to use the informati~n 

to facilitate appropriate reinforcement. to adjustment 

in his health life style. The externals followed,the 
~.' ·~ 

physicians' advice and made appointments more reg~; 

larly to facilitate adapting to the diabetes. 

These findings indicate that the nurse needs. to~ 

understand that by utilizing either the internal_o~ . 
.. ~ • ( .I 

external mode of dealing with the disease proces?., the 

individual has adapted to a different level of health 
t_ ; ~ 

promotion. The selected mode of dealing with a chnage 

in health status may be related to the locus of con-

t roJ a;1d may be the degree to which that individual 

can adapt. 

Windwer (.1977) found in a study comparing loc,l:l~ 

of control, social desirability, and choice of P.sycho

prophylaxsis that there was no relationship. This may 

be that due to the complex social involvements in 



32 

relation to childbirth, Rotter's Internal-External 

Scale does not measure the expectancies. It was 

found that in a woman's self-help group research 

study, women in the self-help sample displayed a 

greater tendency toward external locus of control 

(Kush-Goldberg, 1979). This may be directly related 

to the fact that the woman's movement blames society 

for the oppression of all women and that changing 

this belief can only be done by unifying the group 

creating more external factors which will influence 

one's expectancies. 

Locus of control has been shown to be correlated 

with certain health promotion practices in some situa

tions. The degree to which locus of control is in

fluenced by environmental, cultural, and personal 

factors varies. Health locus of control and health 

promotion practices may be modified by nursing inter

vention in some individuals to facilitate health. How

ever, a determination of the correlation between a 

nurse's health locus of control, his or her personal 

health promotion practices, and the ability to teach 

pertinent practices needs to be researched further. 
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Among the primary health care or preventiv~. 

health promotion practices nurses can advanc~ a~e 

accident prevention behaviors, risk-taking beh~viors, 

and health maintenance behaviors. The health; pr.o!u.o·~ 

tion practices selected for investigation in ,th~s 

setting were primarily preventive in scope. · ,TJ?.e , 

selected health promotion practices which this study 

examined were: smoking, alcohol intake, nutrition, 

exercise, safety, and physical and dental checkups~: 

Through a discussion of the broad concepts relating 

to health and other influencing factors, includi~g 

locus of control, the area of selected health, pro:-,,: 

motion practices will now be discussed. 

Selected Health Promotion 
. ,, 
' ' The selected health promotion practices in this 

study were considered as primary health prevention, 

and are discussed as a group of behaviors. Coburn 

and Pope (1974) discussed preventive health behavior 

as aimed at either disease prevention or detection in 

an asymptomatic stage. Currently there is no adequate 

explanation of why people behave preventivel~·. ~~r~es 

serve as role models for their clients in an environ-

ment into which each brings his own definition of 
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health. Health maintenance, including health promo

tion practices, holds certain implications for the 

nurses' behavior and its impact on the client (Pan

teleo, 1977). Through research in the area of nurses' 

perceptions of health, information can be collected 

which can then be utilized to support the efforts of 

the nurse in primary prevention. 

The major theory of preventive health is based 

on health beliefs. Williams and Wechsler (1972) iden

tified health beliefs, personality characteristics, 

and social status factors as most likely to be in

volved in preventive health actions. Health promotion 

practices are not unidimensional although significant 

relationships may be drawn.from the research studies 

involving health promotion practices. Green (1970) 

reported moderate relationships among children's 

diptheria, pertussis, and tetanus immunizations; 

children's smallpox vaccinations; well-baby care; 

mothers' prenatal care, mothers' preventive dental 

care, mothers' polio immunizations, mothers' posses

sion of a fever thermometer, and mothers' possession 

of medical books. 
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It is difficult to assume that because orie health 

practice is followed by an individual, other health 

practices will also be followed. Some health'practices 

are done in varying intervals (medical check-ups) while 

others are done on a daily basis (toothbrushing). 

Toothbrushing and dental check-ups were not signifi

cantly correlated in any of three samples in a 'study 

utilizing several dimensions of preventive he~lth: 

The study showed a lack of correlation between going 

to a physician for a check-up and not smoking, exer

cising, getting adequate sleep, and not being obese. 

Health behaviors that needed specific attention were 

exercise and seat belt use which were the least fre

quently performed practices (Williams & Wechsler, 

1972). 

r.totivation in areas of health practice is .. vari

able depending upon factors within the individual's 

sociocultural environment. Rosenstock's (1974) ;inter

pretation of the Health Belief Model considered health 

motive, perceived susceptibility, severity, benefits, 

costs, or barriers to action in preventive health 

practices. The Health Belief Model is one way in 
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which to look at the factors involved in health 

prevention. 

The cues present within the individual inter

action system will motivate the individual to health 

action. The most frequent instigator to health~action 

is the appearance of clear symptoms. Haefne~ and 

Kirscht (1970) experimentally attempted to increase 

people's readiness concerning preventive health prac

tices by presenting them with messages that were in

tended to increase their perceived susceptibility to 

or severity of the health problem. For individuals 

reporting actual symptoms during the 8-month :interval, 

physician visit rates were the same in both thel~experi

mental and control groups. Significantly more persons 

exposed to such messages visited a physician for .a 

check-up in the 8 months following the experimental 

manipulation than did those in the control group:who 

were not exposed to the messages. This study-provided 

evidence that it was possible to differentiate changes 

in health behavior (Haefner & Kirscht, 1970). · 

There is minimal research data that shows any:. 

correlation between certain health and illnessc·factors. 

Mechanic (1979) presented results from a 16-year 
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follow-up study of children's health responses indi

cating that varying dimensions of health and illness 

tend to be only moderately correlated. Seat belt 

use was related to not smoking (£ < .23) and a positive 

perception of physical health (E < .22). Smoking was 

also related to more drinking (£ < .27), a poorer per

cept ion of physical health (£. < • 2 6) , and 1 e s s preven

tive medical care (£ < .12). Persons who reported 

exercising more enjoyed physical activity (p_ < .43), 

had a high sense of personal control over illness 

(£ < • 27), tended to have a positive view of their 

physical health (Q. < • 21), were more likely to wear a 

seat belt (£ < .13), and were less likely to smoke 

(£ < • 20). Preventive medical care was related to a 

positive perception of physical health (£ < .18) and 

less drinking (£ < .12). The study elicited results 

which showed that releasing oneself from activities 

when ill was related to a poorer perception of physical 

health (E.< .17) , which in turn is related to a low 

sense of control over disease (Mechanic, 1979). The 

results of Mechanic's 16-year follow-up on health and 

illness behavior support the need for further research 
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studying the determinant and situational reinforce

ments concerning health behavior. 

Studies in the area of dental health also support 

the need for clarification of dental health practices. 

Upon entering school the average child has three~.de

cayed teeth and the average person between 18- 24.·years 

of age has 13 decayed, missing, or filled teeth (Kelly, 

Van Kirk, & Gurst, 1967). Seffrin and Seffrin (1979) 

believed the key to oral wellness is primary prevention 

practice which includes correct and thorough flossing 

and brushing, intelligent food selection, use of ·· 

fluorides, and regular professional supervision~ 

A study in which a dental prepayment plan·was in

stituted for students attending the health professional 

schools of a Southern university showed nursing stu~ 

dents (67%) the heaviest users when compared with.\dental 

(52%), medical (_56%), and optometry (58%) students. The 

dental program was opened in 1963 and results were shown 

in the study from 1973-1976. The medical students (.32%) 

showed the greatest preference for private dentists, as 

did 27% of the nursing and 20% of the optometry stu~ 

dents (Legler, Hughes, & Bradley, 1979). Two main~bar

riers to dental health care, cost of services and ·:. 
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accessibility, were removed by the prepaid dental 

health program. The assumed factor in this study 

was that because the enrollees were in training in 

health careers they were more health oriented. Other 

factors which may have been determinants in the use 

of the dental health plan may have been lack of per

ceived need, psychological factors, and enrollee 

business. 

The nutritional state of many people may be an 

underlying cause of health and illness fluctuations. 

In the United States at least two out of every five 

adults are 20% or more overweight (Blackburn, 1978). 

Finkelstein (1977) reported that as the individual 

grows older, calorie consumption remains the same, 

but there is a drastic decrease in energy expenditure. 

This tendency has contributed to the obesity-disease 

cycle due to the individuals forgetting that one of 

the primary values of food is for prevention of 

disease and maintenance of a state of well-being. 

A current trend in weight reduction has been group 

instruction. Kelly (1979) conducted a study in which 

53 police officers were enrolled in a group nutrition 

program through the department for which they worked. 
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At the conclusion of the 12-week program, the 53 

officers had a mean weight loss of 7.5 kilograms. 

After 1 year, all the respondents stated they had 

found the diet and nutrition information beneficial, 

19 valued the heart disease information, 18 the 

exercise component, and 12 each the respiratory and 

stress component. The mean weight loss of the 26 

respondents at graduation was 10.9 kilograms. Thirteen 

of the officers had lost a mean of 4.4 kilograms on 

their own and 12 officers had a mean weight gain of 

3.5 kilograms. Of the 26 respondents, 21 felt that 

follow-up classes would have been helpful (Kelly, 

1979). The group support and interaction in addition 

to education about the health-illness factors in 

obesity may significantly change behaviors related 

to nutrition. 

Health status and health practices among indi

viduals may be related depending upon the age and 

type of health promotion practice. Belloc and Breslow 

(1972) found in their study that regular meals, ade-

quate sleep (7-8 hours), near average weight, moderate 

physical activity, and avoidance of smoking and exces~ 

sive drinking were all positively related to health. 
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Although individuals may view themselves or what they 

do as healthy, by health care system criteria they 

may not be utilizing health promotion practices. It 

may be necessary to further educate individuals con

cerning health status, health promotion practices, 

cultural beliefs, and effective change techniques. 

More than 122,000 female nurses participated in 

the Nurses' Health Study. This long-term prospective 

study examined the health effects of various contra

ceptive methods and health practices. Thirty-four 

percent of the nurses in the study reported they smoked 

cigarettes, an additional 24.3% indicated they had 

smoked cigarettes regularly at some time in the past. 

The current use of oral contraceptives among nurses is 

only 5% as opposed to past usage of 43%. The nurses 

reported 2.9% diagnosis of cancer, with breast (1,130), 

skin (742), and cervical (571) cancers being the most 

frequently reported (Belanger, Hennekens, Rosner, & 

Speizer, 1978). 

Pantaleo (1977) reported an increased incidence of 

obesity among nurses with nurses showing no concern or 

interest in weight control. The study showed that among 

nurses 26.5% had routine physical examinations and 
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within the past year, 52.9% had eye·examina~ions, 

33% had a dental check-up, and 60% h~d breast atidipap 

examinations (Panteleo, 1977). Tuinball (1977) f6und 

that of 160 women, 77 in a nursing program arid 72'in 

a non-health related program practiced· breast ·sel•f-· 

examination. 

The socioeconomic background of·an individu~l may 

influence health promotion practices cparticul~rly in . 

the areas of accessibility and education. 'coburnt:and· 

Pope (1974) found no correlation among 'socioeconomic 

status and recency of one's last physical eximintirin, 

dental examination, and whether or not· the subject had 

ever been vaccinated for polio (r =·.199). A:study ' 

exploring the concept of socioeconomic ·status and four 

indicators of preventive health (physical check-ups, 

r = .198; dental, r = .294; eye, £ = .062; and private 

insurance coverage, ~ = .453) showed a weak association 
.. : i 

between the health behavior indicators. The findings 

in this study did support the contention that health ,. 
behavior was unidimensional, and socioeconomic status 

was related to some health behavior indicators more 

than others (Steele & McBroom, 1972). 



43 

Pesznecker and McNeil (1975) found that the. cor

relation between life change and major health ~hange 

was twice as high for higher social classes than for 

lower social classes. Belloc (1973) believed~that 

income and health status can be related to health and 

mortality rates. In a study which examined the health 

and sickness behavior of adults in Southeastern Ken

tucky, the socioeconomic characteristics of the family 

were influential in determining whether a family member 

would seek medical care before an illness occurred or 

would recuperate fully after illness occurred (Carlton, 

1978). Individuals within each specific socioeconomic 

group showed significantly different levels of access 

to health promotion practice information and the 

health care system. 

Summary 

Since the literature suggests that health promo

tion practices are correlated with socioeconomic 

status, cultural factors, knowledge of health, and 

one's locus of control, it would seem important to 

investigate further the personal health promotion 

practices of a group of nurses. Because nurses are 

the main contact with clients within the health care 
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delivery system, locus of control may be less vari

able over a period of time for any individual, but 

may provide useful information in formulating pre

ventive health practices. The health promotion 

practices of nurses, as a group, may provide informa

tion that is needed to further assess and facilitate 

the role of nursing in preventive health. 



CHAPTER 3 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

The classification of the research study was ex 

post facto correlational descriptive research!: It was 

classified as ex post facto due to the lack of ability 

to manipulate the independent variable, membership in 

the professional group of teachers or nurses. The 

dependent variables in this study were the selected 

health promotion practices and health locus of ·control. 

The research was classified as descriptive correlational 

because the relationship between selected health promo

tion practices and health locus of control in nurses 

and teachers was determined. 

Setting '' ' 

The location of this investigation was a·' large 

metropolitan community in the Southwestern United 

States. The population was attending a graduate'pro

gram within a state-supported university at the time 

of data collection. The data for this study were 

obtained within the classroom setting. 

45 
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Population and Sample 

The identified population for this study was 

nurses and teachers enrolled in graduate programs 

leading to a Master's degree in either nursing or 

education. The sample consisted of 35 nurses and 

39 teachers involved in either part-time or full-

time graduate course work. The sample was a non

probability, convenience sample with subjects 

self-selecting themselves into the sample. The sample 

was solicited from the classroom setting, with all 

subjects volunteering to participate in the study. 

Protection of Human Subjects 

The approval of the Texas Woman's University 

Human Research Review Committee (Appendix A) and the 

graduate school (Appendix B) was obtained prior to 

beginning the study. The written permission of the 

Assistant Dean of Nursing and the Dean of Education 

of the state-supported university was obtained (Appen

dix C) prior to presentation of the study to faculty 

and students. The oral presentation to solicit sub

jects (Appendix D) was presented within the classroom 

setting to describe the study. Confidentiality and 

anonymity of the sample was maintained by requesting 
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the subjects not to place their names on the question

naire or answer sheet. The subjects were requested 

to sign a consent from in triplicate. One copy of 

the consent form (Appendix E) was retained by the sub

ject. The inv.estigator retained one copy and Texas 

Woman's University retained one copy of the consent 

form. The consent form was collected prior to com

pleting the questionnaire. The subjects, at any 

time during the study, could withdraw from the study. 

Instruments 

To obtain the data for this investigation, one 

instrument with three components was utilized. The 

Demographic Data (Appendix F) component elicited 

information concerning professional area, years of 

experience since receiving a bachelor's degree, and 

the age of each individual in the study. This in

formation was used to facilitate a description of the 

sample. 

The Health Promotion Survey (Appendix F) was 

developed by the investigator to assess selected 

health promotion practices of nurses and teachers. 

The selected health promotion practice statements 

were developed in relation to these areas: smoking, 
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drinking, nutrition, exercise, safety, and routine 

physical and dental check-ups. These seven areas of 

health promotion were chosen after reviewing selected 

literature on health promotion practices. There are 

10 items on the survey with the range of possible 

scores being 19-85. The higher the score of ~an indi

vidual, the more health promoting practices the:indi

vidual carried out. The health promotion statements, 

were scored on a Likert-type scale. 

The reliability of the Health Promotion Survey 

has not been established. Face validity was ,estab

lished through an evaluation of the Health Promotion· 

Survey by a panel of eight nurses. The pane1·of nurses 

was asked to assess the Health Promotion Survey ~ 

(Appendix G, original tool) in relation to the ci.arity 

of the statements and appropriateness of the 'COntent 

to solicit information abo~..lt health practice~·(Appendix 

G, Letter I). The results of the initial evaluation 

of the Health Promotion Survey showed that 75% of the 

panel agreed that the instrument was consistent·with 

the problem statement and data to be collected~ ... The 

evaluation by the panel did necessitate changing'.the 

wording of several statement and item responses to : 



49 

establish clarity. The panel of experts was asked 

to critique the Health Promotion Survey for scoring 

of the questionnaire (Appendix G, Letter II). Once 

again, 75% consensus of the panel was necessary to 

substantiate scoring of each item. 

The Health Locus of Control Scale (Appendix F) was 
)'. 

developed by B. S. Wallston, Wallston, Kaplan, and 

Maides (1976) in an effort to provide a more sensitive 

prediction of the relationship between locus of control 

and health behaviors. The Health Locus of Control 

Scale uses a 6-point Likert scale for eliciting re-

sponses to the 11 items. The 11-item scale has a po-

tential score range of 11-66, with a high score 

signifying externality of the individual. The validity 
- " ' ~... . 

of the Health Locus of Control Scale, in the original 

sample, shows a .33 correlation (£ < .01) with Rotter's 
''I .l "' 

Internal-External Scale, mean of 53.57, standard devia-
'l_, I 1':" 

tion of 6.22, and alpha reliability of .72 (B. S. 

Wallston, Wallston, Kaplan, & Maides, 1976). Two 

additional studies were conducted by the developers of 

the Scale and the participants' beliefs in locus of 

control were assessed by both the Health Locus of Con

trol Scale and Rotter's Internal-External Scale. The 
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correlation of the two measures in one study was 

.25 (~ = 85); the other study was .46 (n = 34). 

Data Collection 

The permission of each instructor was obtained 

prior to going into the classroom setting. The in

structor was asked for time at the end of class for 

the investigator to present the study to the individ

uals in the class. The oral presentation to solicit 

subjects was presented to each class. 

Those individuals who were interested in partici

pating in the study were asked to sign consent forms. 

The consent forms were collected and each individual 

was given an envelope containing a questionnaire and 

scantron answer sheet. The questionnaire and answer 

sheet were put in an envelope to provide confiden

tiality and privacy of the individual's response, and 

to maintain anonymity. The questionnaire took approxi

mately 15 minutes for each individual to complete. 

If an individual desired to participate in the 

study but did not have time, arrangements were made to 

allow participation in the study. The subject was 

given the materials and asked to return them to the 

graduate secretary within 1 week. The envelope, with 
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the questionnaire and scantron answer sheet, were 

left on a table near the door as each subject left 

the room. 

Treatment of Data 

The data collected from the sample of 35 nurses 

and 39 teachers were categorized according to the 

demographic data information, Health Promotion Survey 

score, and Health Locus of Control Scale score. The 

demographic data collected were utilized to describe 

the sample. The responses of each individual in the 

sample were on scantron answer sheets. The data from 

the scantron answer sheets and the statistical analysis 

for the study were done using the computer program 

center at Texas Woman's University. Hypotheses 1 and 

2 were tested utilizing a t-test for independent 

samples. The product moment correlation coefficient 

(Pearson £) statistical test was utilized to test 

Hypotheses 3 and 4. The alpha level of .05 was 

selected for all hypotheses. 



CHAPTER 4 

ANALYSIS OF DATA 

This chapter will describe the analysis of the 

data and the demographic characteristics of the sample. 

The results of the data analysis will be presented in 

narrative and tabular form. 

Description of Sample 

The age and length of professional experience 

of the sample will be described. The study included 

74 subjects, 35 nurses and 39 teachers. The age range 

for the teachers showed the majority (36%) in the 21-

28 years of age category, and 10% in the over 50 years 

of age category. The majority of nurses was 29-35 

years of age (37%) and 6% of the nurses were over 50 

years of age (Table 1). The majority of the sample 

was in the 21-28 and 29-35 years of age category. 

The data indicated that 46% of the teachers and 

54% of the nurses had 1-4 years of experience in their 

respective fields. The nurses and teachers with 1-4 

years of experience represented the majority in the 

sample of this study. It was noted that as the years 

52 



Table 1 

Age Range by Professional Membership 

21-28 29-35 36-43 44-50 Over 50 years 
years years years years of a~e 

Teachers 14 12 5 4 4 
(35.9%) (30.8%) (12.8%) (10.3%) (10.3%) 

Nurses 12 13 3 5 2 
(34.3%) (37.1%) ( 8.6%) (14.3%) ( 5.7%) 

U1 
tN 
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of experience increased, the percentage of nurses in 

the category decreased. The second most frequent 

years of experience category for the nurses was 5-9 

years of experience (28%) while teachers with 10-15 

years of experience comprised 18% of the sample 

(Table 2). 

Findings 

The 74 subjects' scores on the Health Promotion 

Survey and the Health Locus of Control Scale comprised 

the data of this study. The analysis of the data will 

be represented under th~ specific hypotheses tested. 

The responses on the three health attitude questions 

included in the demographic section of the question

naire will be utilized to describe the subjects' 

general attitudes concerning health. A section on 

additional findings is included. When indicated, 

tables will be presented to increase clarity in the 

presentation. 

Hypothesis 1 

Hypothesis 1 stated there will be a difference in 

selected health promotion practices of nurses and 

teachers. The independent variable was membership 



Table 2 

Years of Experience by Professional Membership 

1-4 5-9 10-15 16-20 Over 20 
years years years years years 

Teachers 18 6 7 6 2 
(46.2%) (15.4%) (17.9%) (15.4%) (5.1%) 

Nurses 19 10 4 2 0 
(54.3%) (28.6%) (11.4%) ( 5.7%) (0.0%) 

U1 
U1 
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in the professional group of nurses or teachers. The 

dependent variable was the health promotion practices 

of the two groups. The statistical techniques used 

to test Hypothesis 1 was a t-test for independent 

samples. The mean score for the health promotion 

survey was 42 for teachers and 44.3 for nurses. 

The standard deviation was 6.13 for teachers and 

6.11 for nurses. Although the mean score was slightly 

higher for nurses than teachers, no significant dif-

ferences between the two groups was found, ! (72) = 

1.64, £ = .105. The data analysis did not support 

the hypothesis that the personal health promotion 

practices of nurses and teachers were different (Table 

3). 

Group 

Table 3 

Means and Standard Deviations of 
Health Promotion Survey Scores 

by Professional Group 

Mean 

Teachers (~ = 39) 

Nurses (~ = 35) 

42 

44.3 

t (72) = 1.64, £ = .105. 

Standard 
Deviation 

6.13 

6.12 
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Hypothesis 2 

Hypothesis stated there will not be a difference 

in the health locus of control of nurses and teachers. 

The independent variable was membership in the·pro~~ 

fessional group of nurse~ or teachers, with the de~. 

pendent variable being health locus of control. The 

statistical technique used was a t-test for independent 

samples. The scores for both nurses and teachers-on 

the health locus of control scale demonstrated inter~ 

nality. The health locus of control mean score for 

teachers was 28 and for nurses 29. The range on the 

health locus of control was 29 for teachers and 40 for 

nurses, with teachers having a standard deviation of 

7.7 and nurses 8.6. The data support the hypothesis 

that no differences existed between nurses and teachers 

in health locus of control, ! (72) = .52, p = .602 

(Table 4). 

Table 4 

Means and Standard Deviations of Health. 
Locus of Control by Professional Group 

Standard 
Group Mean Deviation 

Teachers (n = 39) 

Nurses (n = 35) 

t (72) = .52, E = .602. 

28 

29 

7.7 

8.6 
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Hypothesis 3 

Hypothesis 3 stated there will be a relationship 

between health locus of control and selected personal 

health promotion practices of nurses. The statistical 

analysis technique to test Hypothesis 3 was a product 

moment correlation coefficient (Pearson£). 'The analy

sis did not support the hypothesis of a relationship 

between the selected personal health promotion prac

tices and health locus of control in nurses (£ = .03, 

E_ = .846). 

Hypothesis 4 

Hypothesis 4 stated there will be a relationship 

between health locus of control and selected personal 

health promotion practices of teachers. The statis

tical technique used to test Hypothesis 4 was the 

product moment correlation coefficient (Pearson£)· 

The data did not support Hypothesis 4. This data 

analysis indicated there was no significant relation

ship between selected personal health promotion prac

tices and health locus of control in teachers (! = .OS, 

p = .75). 
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Health Attitude Findings 

Three heaith attitude questions were included 

in the demographic data section of the questionniire. 

The first attitude question asked the subject: "Com

pared to other people I know, I would rate my h.e.al th 

(a) poor, (b) fair, (c) good, or (d) excellent~" The 

sample of teachers rated their health in the following 
.. 

manner: 3% fair, 49% good, and 48% excellent. The 

nurses rated their health in the following manner: 

9% fair, 40% good, and 51% excellent (Table 5)·. The· 

nurses' mean was 3.42 compared to the teachers' mean 

of 3.46 indicating the majority of subjects rated their 

health good to excellent. 

Response 

Poor 

Fair 

Good 

Excellent 

Table 5 

Health Attitude Rating of 
One's Own Health 

Teachers 

0 ( 0%) 

1 (2.6%) 

19 (48.7%) 

19 (48.7%) 

',-I 

Nurses, 

0 (0%) 

3 ' . (8 .• 6%) 

14 (40.0%) 

18 (5,1.4%) 
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The second health attitude question asked.th~ 

subject: "Overall, I think that I take care of.: my 

health now (a) not well at all, (b) fair, (c): good, 

or (d) very well." The teachers' rating of thi_s. i tern 

was: 10% fair, 54% good, and 36% very well. Th~ 

nurses had a different range with 3% not well at ~~~' 

26% fair, 43% good, and 27% very well in the care pf 

their own health (Table 6). The mean for question 2 

was: 2. 79 for nurses and 3. 25 for teachers, ind.i-, 

eating the majority of the subjects thought they. took 

good to very well care of their own health. 

Response 

Not well at 

Fair 

Good 

Very well 

Table 6 

Health Attitude Question--Care 
of One's Own Health 

Teachers 

all 0 (0.0%) 

4 (10.3%) 

21 (58.3%) 

14 (35.9%) 

Nurses 

1,(2.9%) 

0 (25.7%) 

15 {42.9%) 

10 {28.6%) 

Health attitude question 3 asked the subjects: 

"How concerned have you been about your health:in the 

last year (a) not concerned at all, (b) somewhat. 
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concerned, (c) moderately concerned, or (d) very con-

cerned." The teachers responded with 8% not concerned 

at all, 40% somewhat concerned, 40% moderately con-

cerned, and 12% very concerned about their health in 

the past year. The nurses responded with 14% not con-

cerned at all, 52% somewhat concerned, 23% moderately 

concerned, and 11% very concerned about their health 

in the last year (Table 7). The nurses' mean score 

was 2.31 compared to the teachers' mean score of 2.61 

showing that the majority of the subjects were some-

what concerned about their health during the past year. 

Table 7 

Health Attitude Question--Concern about 
One's Health in Past Year 

Response Teachers Nurses 

Not concerned 4 (10.3%) 5 (14.3%) 

Somewhat concerned 14 (35.9%) 18 (51.4%) 

Moderately concerned 14 (35.9%) 8 (22.9%) 

Very concerned 7 (17.9%) 4 (11.4%) 

Additional Findings 

The Health Promotion Survey was developed by the 

investigator to identify health practices. These areas 
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were: smoking, alcohol consumption, nutrition, exer-

cise, safety, routine physical examinations, and 

routine dental examinations. 

The areas where at least 75% of the subjects:~: 

were meeting the recommended health promotion prac-· 

tices were: cigarette smoking, alcohol consumption,. 

relaxation and recreation, sleep, dental examinat'ions·, 

physical examinations, snacking, coffee, and laxative;· 

use. Only the teachers' sample demonstrated meeting 

the recommended standards in the nutrition area. The 

data showed that approximately 50% of the subjects 

had at one time smoked cigarettes, but 75% of the sub-

jects were not smoking at the time of the survey. 

The health promotion areas where at least 75% 

of the subjects were not meeting the recommended ranges 

were: breast self-examination, personal and child seat 

belt use, exercise, eating breakfast, body weight (over-

weight), and flossing of the teeth. Only the nurses 

demonstrated not meeting the recommended range in the 

nutrition area. 

Chi square analyses were done on those questions 
' -

which appeared to show marked differences between the 

two groups on selected health promotion practices 
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(question 7--breast self-examination, question 8-

personal seat belt use, question 11--alcohol con

sumption, question 15--eating breakfast, and question 

16--seat belt use with children). The only signifi

cant difference noted between the professional groups 

was in eating breakfast, x2 (2) = .684, £<.02, indi

cating that 50% of the nurses in the sample ate break

fast never or once or twice weekly only. The teachers 

(56%) indicated they ate breakfast 5-7 times a week. 

Summary of Findings 

The demographic data showed that 40% of the nurses 

and 54% of the teachers had 1-4 years of experience in 

their professions. The age range most representative 

of the sample in both groups was 21-28 and 29-35 years 

of age. The responses by the nurses and teachers to 

the three health attitude questions rating, care, and 

concern about one's health were similar and indicated 

that generally the sample rated their health as good, 

took good to well care of their health, and were some

what concerned about their health during the past year. 

The data failed to support Hypotheses 1, 3, and 4 

indicating that no differences existed between the two 

professional groups in selected personal health 
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promotion practices in this sample and no relatioriship 

existed between selected personal health promotion 

practices and health locus of control in either the 

teacher or nurse sample. 

Hypothesis 2 stating that no difference existed 

in health locus of control between nurses and teach0r 

was supported. The score on the Health Locus of Co~

trol Scale of the professional groups was in the 

direction of internality (nurses' mean 29, teachers; 

mean 28) indicating a sample relatively high in in

ternal locus of control. 

The Health Promotion Practices Survey showed 

that approximately 75% of the subjects were not prac

ticing health promotion in the following areas: bre·ast 

self-examination, seat belt use, exercise, nutritioJt 

(eating breakfast and weight control), and flossing of 

the teeth. The eating of breakfast was the only sig-

nificant area where the two groups differed indicating 

that more than one-half of the nurses in the sample 

ate breakfast never or once to twice a week. The 

sample was meeting the recommended health promotion 

practices in the following areas: cigarette smoking, 

alcohol consumption, relaxation and recreation, sleep, 
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dental examination, physical examination, snacking, 

coffee, and laxative use. 



CHAPTER 5 

SU]\11\Lt\RY OF THE STUDY 

This chapter presents a review of the study. 

The findings are discussed and conclusions,· implica-··: 

tions, and recommendations for further study are 

presented. 

Summary 

The problem of the study was to determine if 

there was a difference ·in selected personal health 

promotion practices and health locus of control be-

tween nurses and teachers. In addition, the rela-

tionship between health promotion practices and 

health locus of control was determined in each of 

the professional groups. 

The study was conducted utilizing either full-

time or part-time graduate students in educ~ti~n ~nd .. 

nursing. The subjects could be teaching at ~ny level. 

or practicing nursing in any area. The geog!aphical 

location for the study was in a Southern university .. , 

within a large metropolitan area. 

66 
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The data for the study were collected by u~i~g~ 

the Health Locus of Control Scale (B. S. Wallston, 
·'' 

Wallston, Kaplan, & Maides, 1976) and the Health 

Promotion Survey developed by the investigator. The 

demographic data section of·the questionnaire.elicited 

information that was utilized to describe the sample. 

The convenience sample consisted of 39 teachers 

and 35 nurses. The representative age range of the 

sample was 21-28 and 29-35 years of age. The majority 

of the sample had 1-4 years of experience in either 

nursing or teaching. The responses to the health atti-

tude questions were similar for nurses and teachers: 

rating, care, and concern about one's health. The 

hypotheses not supported in this study were: Hypothe-

ses 1, 3, and 4. The nurses and teachers showed no 

difference in personal selected health promotion prac

tices. Also, no relationship was demonstrated between 

selected personal health promotion practices and health 

locus of control for either professional group (Hypoth

eses 3 and 4). No significant differences in health 

locus of control between nurses and teachers was iden-

tified, supporting Hypothesis 2. Both professional 

groups did show a tendency toward internality.· 
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The health promotion survey showed that the areas 

where at least 75% of the subjects were meeting the 

recommended health p~omotion practice were: cigarette 

smoking, alcohol consumption, relaxation and recrea

tion, sleep, dental examination, snacking, coffee, 

and laxative use. The health promotion areas where 

at least 75% of the subjects were not meeting the 

recommended ranges were: breast self-examination, 

personal and child seat belt use, exercise, eating 

breakfast, body weight (overweight), and flossing of 

the teeth. The teachers demonstrated meeting the 

recommended standards in the nutrition area, while 

the nurses did not. 

Discussion of Findings 

Contrary to expectations, the nurses ~nd teachers 

did not differ in selected personal health promotion 

practices in this study. This is difficult to explain, 

but several speculations are as follows: 

The belief that health locus of control is a 

significant predictor of health promotion practice is 

too simplistic an explanation for this sample. Only 

face validity and no reliability of the Health Promo

tion Survey has been established. The educational 
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level of the sample may influence the environmental 

reinforcement. These speculations will be discussed 

further. 

In a study at Ohio State University in which 

baccalaureate nursing students were given a semantic 

differential test to measure their perceptions of 

health, all perceptions became more positive within 

a 3-year period (Schwirian & Kisher, 1977). King's 

(1971) theoretical framework was the basis of the 

cirriculum in which health is one of the four major 

concepts in nursing. It might be assumed that as the 

educational level increases, the environmental rein

forcement is less significant for the individual. In 

a study conducted by Chen (1975), teachers' smoking 

status was directly related to their involvement in 

changing students' smoking behavior. This report 

showed that 50% of the teachers tried to help initiate 

student smoking behavior changes. This may be due to 

the increase in environmental reinforcement about the 

hazards of cigarette smoking. 

The health locus of control scores of the two 

groups of nurses and teachers showed little difference, 

as was expected. It is difficult to classify 
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individuals as internals or externals because many 

factors in one's life may cause the responses to 

vary. Rotter (1975) reported that in competitive 

achievement skill situations, there was a number of 

externals who acted much as one expected internals 

to react. Hersch and Scheibe (1967) concluded that 

internality was associated with indexes of social 

adjustment and personal achievement. 

It has been shown that internals were more 

likely to be non-smokers (Straits & Sechrest, 1963). 

The majority of the sample of the present study were 

non-smokers and showed a trend toward internality. 

The weight loss studies have noted that specific 

regimens of weight reduction facilitate weight loss 

for internal and external subjects (Cohen & Alpert, 

1978; Tobias & MacDonald, 1977). 

The Health Locus of Control Scale utilized 

in this study (B. S. Wallston, Wallston, Maides, & 

Kaplan, 1976) is a unidimensional measure of people's 

beliefs as to whether or not health is determined by 

one's behavior. Health behavior may be influenced by 

culture, society, environment, attitude, motives, 

and beliefs. 
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Levenson (1974) has argued that not only are 

internal beliefs orthogonal to external beliefs, but 

understanding and prediction could be improved by 

studying fate and chance expectations separately from 

external control by powerful others. K. A. Wallston, 

Wallston, and DeVellis (1979) have developed a multi

dimensional Health Locus of Control Scale, in the hope 

of increasing understanding and prediction of health 

behaviors. The multidimensional Health Locus of Con

trol Scale has been developed to tap beliefs that the 

source of reinforcement is internal, a matter of chance, 

or under the control of powerful others. 

Although no relationship between selected personal 

health promotion practices and health locus of control 

was found in this study for either professional group, 

studies in which only one health promotion practice 

has been investigated demonstrated different results. 

One reason may be that one specific health promotion 

practice reflects specific interpretation of an indi

vidual's locus of control about health. The health 

promotion survey utilized in this study does not have 

established reliability, but does have face validity. 

This may be the reason why no relationship was 



72 

identified in this study between/the selected:personal 

health promotion practices and locus of ·control·. ·~~If 

only one health promotion practice is studied, the 

probability of~ a relationship inrlocus of control may 

be significant. because only one heaith promotion in-

stead of several· is f being correlated with,· locus of-

control, reliability, and validity increased. 

Pantaleo·'(l977) asserted that the health mainte-

nance of the nurse holds certain implications for be

havior change and impa~t on the cl~ent. Turnball 

(1977) reported that 14 of 70 women in the health 

disciplines were unsure how to do their own breast 

examinations. The present study showed that for the 

sample (nurses and teachers) further health education 

in the areas of breast self-examination, personal and 
J '•-

child seat belt use, exercise, eating breakfast, body 

weight (overweight), and flossing of the teeth were 

necessary. 

Locus of control was not shown to be a valid 
~ f ' 

indicator for health promotion behavior in the current 

study, althoug~ B. S. Wallston and Wallston (1978) 

summarized that locus of control is relevant in the 

prediction of health behaviors. The health behaviors 
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which B. S. Wallston and Wallston (1978) identified 

are: seeking information, taking medications·,. making 

and keeping a physician's appointment, maintaining a 

diet, and giving up smoking. These health behaviors 
" -~ 

were studied individually in relation to locus of 

control, not as a group. Further research is neces-

sary concerning the relationship between locus pf . 

control and general health promotion behavior;5. 

Conclusions and Implications 

The following were conclusions of the study: 

1. The notion that one variable, locus of con-

trol, could predict personal health promotion practice 

was too simplistic an explanation for this sampl~. 

2. There was a tendency toward internality in 

the sample (nurses and teachers) concerning lqc~s of 

control. 

3. The areas where 75% of the sample (nurse~ ~nd 

teachers) were following the recommended health promo-

tion practices were: cigarette smoking, alcohol con-

sumption, relaxation and recreation, sleep, de~t~l 

examination, physical examination, snacking, c~ffee, 

and laxative use. 
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4. The areas where 75% of the sample (nurses 

and teachers) were not following the recommended 

health promotion practices were: breast self

examination, personal and child seat belt use, .exer

cise, eating breakfast, body weight (overweight), 

and flossing of the teeth. 

An implication for this study is the following: 

To focus health promotion for teachers and· nurses 

in the areas of: breast self-examination, personal 

and child seat belt use, exercise, eating breakfast, 

body weight (overweight), and flossing of the teeth. 

Recommendations for Further Study 

Recommendations for further study included the 

following: 

1. Replication of the study using the multi

dimensional Health Locus of Control (K. A. Wallston, 

Wallston, & DeVellis, 1979) to identify whether beliefs 

are internal, a matter of chance, or under the control 

of powerful others. 

2. Utilize a different sample of nurses from 

different clinical areas to substantiate whether or 

not the area of clinical practice within the health 

care delivery system has any effect on the selected 
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personal health promotion practices and/or locus of 

control. 

3. Nursing research to further identify deficien

cies in health promotion practices among nurses and 

teachers. 

4. The Health Promotion Survey needs further 

development, testing, and revisions to enhance reli

ability in assessing health promotion practices. 
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'IEXAS WCJ..t!iN' S UNIVEFSITY 
Box 23717 .. 'n'I'U Station 

renton, I Texas 76204 

1B1o Inwood R6aci 
Dallas Inwood CamJus 

Name of Investigator: Sheila M. Weibert . ~nter: Dallas 

Address: P.O. Box 36225 ·· Date: 4/10/80 
------------~~~~--~------------~~ 

Dallas, Texas 75235 

tear Ms. Wei bert: 

Your study entitled Personal Health Promotion Practices and Locus 

of Control of Nurses and Teachers. 

~. :~ 

has been reviewed by a comnittee of the Human Subjects Review Carmittee 
and it appears to zreet our requirements 1n regard to protection of the 
individual's rights. 

Please be reminded that both the University and the Department of" 
Health, Education, and Welfare regulations typically require that 
signatures indicating informed consent be obtained from all human 
subjects :1n your studies, 'lhese are to be filed with the Htm1an Sub-
j ects Review carmi ttee. kly exception to this requirenent is noted 
below. FurthernDre, according to !HEW regulations, another review by 
the Corrmittee is required if your project changes. 

/my special provisions pertaining to your study are noted below: 

Add to informed consent fonn: No medical service or can
_ _..pensatioo is provided to subjects by the University as a 

result of injury fran participation 1n research. 

Add to infonred consent fonn: I UNir::RSTAND '!HAT 'mE RE:1Um-l 
--OF. MY QUESTIONNAIRE CONS'IT1U1ES MY INFOR·iED co;.JSENI' 'IO AGr 

AS A SUBJEcr IN TRIS flES'F'_.ARCH. 
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The filing of signatures of subjects ;dth the H~~ Subjects 
----:. 

Review Ccmni ttee is not required. 

X Other: Subjects must be advised that refusal to participate will 
in no way affect their academic program. 

__ No special provisions apply. 

Sincerezy, 

<?. -,-~~hf~ 
Ch~~ Subjects 

Review Comnittee 

at Dallas 
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TEXAs WOMA....'i'S UNIVERSITY 

Ms. Sheila M. Weibert 
P.O. Box 36225 
Dallas, Texas 75235 

Dear Ms. Weibert: 

DENTON. TBXA..S 76204 

July 26, 1980 

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

HF:dl 

cc Dr. Shirley Ziegler 
Dr. Anne Gudmundsen 
Graduate Office 

Sincerely yours, 

1~0 i"'··"/J ' (7:• -l:v~ 
Margar J. Ferr~ll 
Acting Provost of the 
Graduate School 
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TEXAS WOr<tAN' S Ut!IVERSITY 
COLLEGE OF NURSING 

AGENCY PERMISSION FOR CONDUCTING STUDY* 

--------------------------------------------------------
GRANTS TO Sheila M. Weibert 
a student enrolled in a program of nursing leading" to a- .. 
Master's Degree at Texas r!oman' s University, the. p;riviiege 
or its facilities in order to study the following, problem. 
"Personal health promotion practices and locus ·or control 
of nurses and teAchers ". . . '" 

The problem of the study is to determine i~ t.here." 
is a significant difference in selected health prom(6tfqn 
practices and health locus of control between nurs~s. and 
teachers enrolled in graduate programs in theri respective 
fields. In addition the relationship between health locus 

-of control and selected health promotion practices will 
_be deter.mined for eac.h of the ~roups. ·_,- , 
The conai~lons mutuallY agreed ~pon are as follows: 

' ' 

1. The agency (may) (may not) be identified in the fina·i 
report. -

2. The names of consultative or administrative- p~rs,onnel 
in the agency (may) (may not) be identified in the 
final report. 

3. The agency (wants) (does not want) a conference w·i th 
the student when the report is completed. ~ , :, 

4. The agency is (willing) (unwilling) to all6w tbe 
completed report to be circulated through interlibrary 
loan . 

.5. Other -------------------------------------------------

8ate: ./-1 '~"() 

~--;;&,. W~ 1/; fto 
' Signature or Student I 

•Fill out & sign three copies to be distributed as ,:rolfows,: 
Original·- Student; First copy - Agency; Second copy - TWU 
College of Nursing. 
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TEXAS \·!Or-1AN 's Ut!IVERSITY 
COLLEGE OF NURSING 

AGENCY PERr1ISSION FOR CONDUCTING STUD:·* 

--------------------------------------------------------
GRANTS TO Sheila M. Weibert 
a student enrolled in a program of nursing lead~~g to a 
Master's Degree at Texas Woman's University, the privilege 
of its facilities in order to study the following problem. 
"Persona~ health promotion practices and locus of control 
of nurses and teachers". 

The problem of the study is to determine i: there 
is a significant difference in selected health promotion 
practices and health locus of control between nurses and 
teachers enrolled in graduate programs in their respective 
fields. In addition the relationship between health locus 
of control and selected health promotion practices will 
Tire d~&z1dftP8Rs f&atufify 0[gt~€d. ~~g8sare as follows: 

1. The agency (may) (may not) be identified in the final 
report. -

2. The names of consultative or administrative personnel 
in the agency (may) (may not) be identified in the 
final report. 

3. The agency (wants) (does not want) a conference with. 
the student when the report is completed. 

4. The agency is {willing) (unwilling) to allow the 
completed report to be circulated through interlibrary 
loan. 

5.. Other ______________________ _ 

D e: 'f-/s--~0 . 
. . S1gnitu~e of Ag~ncy Personnel 

Y..u..~.v '"-:th. w~4Jc) .... /h.._ .f....., ?,<: .. ..,G~/ 
Signature of Student Signature lor jlag,Ulty Advisor 

*Fill out & sign three copies to be distributed as follows: 
Original - Student; First copy - Agency; Second copy - TWU 
College of Nursing. 
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ORAL 'PRESENTATION,: TO I SOLICIT SUBJECTS 

Hello, I am Sheila Weibert. I am conducting a study 
' ( 

concerning.health promotion practices and views on health 
' \: ~: i 

related issues in nurses and teachers who are candidates 

for a Master's degree in their respective fields. 

If you agree to participate, you will complete a ques-

tionnaire. You will be asked your profession, how long 

you have been involved in your profession, and your age. 

The second part of the questionnaire consists of statements 

related to selected health promotion practices. On part 

three of the questionnaire, there are statements about 

health beliefs and happenings that can occur in anyone's 

life. It will take you approximately 15 minutes to answer 

all three parts of the questionnaire. An abstract of the 

completed study will be available after August 1980 at 

the Inwood campus library of Texas Woman's University. 

In order for you to participate in the study, you 

must express your willingness by signing a consent form. 

Those who wish to participate in the study can stay now 

and complete the consent form and the questionnaire. Your 

refusal to participate in the study will in no way affect 

your academic program. If you do not have time to complete 

the questionnaire now, but are willing to participate in 



86 

the study, please remain in the classroom and arrange

ments will be made for you to complete the questionnaire. 

Would you please participate in the study? If you do not 

wish to participate, you may leave now. 
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Consent Form 
' ' 

TEXAS WOMAN'S UNIVERSITY , 
COLLEGE OF NURSING 

't. 

1. I hereby authorize~Sheila Weibert to perform the 
following procedure.(s) =· · J < •• 

'1-' 

Administer a three-part questionnaire including 
responses to: 

. ' 
(a) Demographic information-professional area, age, 

and years of experience in the subject's profes
sional area. 

(b) Selected hea1th,promotion practices--smoking, 
drinking, nutrition, exercise, safety, and routine 
physical and dental check-ups. 

(c) Belief statements concerning health and health 
related issues. 

2. The procedure or investigation listed in Paragraph 1 
has been explained to me by Sheila Weibert. 

3. (a) I understand that the procedures or investigations 
described in Paragraph 1 involve the following 
possible risks or discomforts: 

Possible loss of confidentiality or anonymity of the 
subjects, however, no names are to be on the question
naire or answer sheets. The consent forms will be 
collected as soon as the subjects have signed them. 
All results of the study will be reported using group 
statistics. 

(b) I understand that the procedures and investigation 
described in Paragraph 1 have the following poten
tial benefits to myself and/or others: 

To contribute to and be a part of research related to 
health and nursing. 
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(c) I understand that no medical service or compensa
tion is provided to subjects by the university as 
a result of injury from participation in research. 

4. An offer to answer all of my questions regarding the 
study has been made. If alternative procedures are 
more advantageous to me, they have been explained. I 
understand that I may terminate my participation in 
the study at any time. 

5. I understand that refusal to participate in the study 
will in no way affect my academic program or standing. 

Subject's Signature Date 
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DIRECTIONS TO SUBJECTS 

The envelopes I am distributing contain a consent 

form, a questionnaire, and an answer sheet. You will 

need to sign the consent form. By signing the consent 

form you acknowledge that you have received an explana

tion of the study and are willing to complete the ques

tionnaire. The privacy of your answers will be protected 

by passing the consent form in after you have signed it 

and then proceed to answer the questionnaire, placing your 

answers on the computer answer sheet provided. Your name 

will not appear on the questionnaire or answer sheet. 

You are to retain one copy of the consent form. You may 

at anytime in the study withdraw if you desire. 

Does anyone have any questions about the procedures? 

If there are no questions, I would like to extend my 

appreciation for the time you have spent assisting me in 

the study. When you have finished answering the question

naire, place it and the answer sheet in the envelope and 

leave it on the table near the door. 
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HEALTH VARIABLES QUESTIONNAIRE 

DIRECTIONS: The answers for this questionnaire are 
to be placed on the computer answer sheet provided. DO NOT 
place your name on the answer sheet. Please do not mark on 
the questionnaire. The following questions ask about your 
health practices. It is important to describe your actual 
behavior, not what you know or think is recommended. There 
are no right or wrong answers. Be sure to answer every 
item. 

Demographic Data 

1. My professional area at the present time is: 

A. Nurse or nurse-teacher 

B. Teacher 

2. Since completion of the Bachelor's degree, how many 
years of experience do you have in your professional 
area? 

A. 1 to 4 years 

B. 5 to 9 years 

c. 10 to 15 years 

D. 16 to 20 years 

E. More than 20 years 

3. My age is: 

A. 21 to 28 years 

B. 29 to 35 years 

c. 36 to 43 years 

D. 44 to so years 

E. over SO years 
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4. Compared to other people I know, I would rate my 
health as: 

A. Poor 

B. Fair 

C. Good 

D. Excellent 

5. Overall, I think that I take care of my health now: 

A. Not well at all 

B. Fair 

C. Good 

D. Very well 

6. How concerned have you been about your health in the 
last year? 

A. Not concerned at all 

B. Somewhat concerned 

C. Moderately concerned 

D. Very concerned 

Health Promotion Survey 

7. I practice breast self-examination 

A. Never 

B. Every three months 

c. Every other month 

D. Once a month 

E. Not applicable 
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8. When riding in a car or other motor vehicle, I wear 
the seat belt. 

A. Never 

B. 10%-24% of the time 

C. 25%-75% of the time 

D. More than 75% of the time, but less than 100% 
of the time 

E. 100% of the time 

9. Have you ever smoked cigarettes? 

A. Yes 

B. No 

10. The number of cigarettes I smoke per day is 

A. None 

B. 1/2-1 pack of cigarettes 

c. 1-2 packs of cigarettes 

D. More than 2 packs of cigarettes per day 

11. Which best describes your drinking behavior (alcohol 
consumption) 

A. I drink regularly, just about everyday 

B. I have a drink 3 to 4 times a week 

c. I have a drink once a week 

D. I have a drink once in a while (i.e., special 
occasions, etc.) 

E. I never or almost never drink 
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12. I exercise moderately for 15-20 minutes (i.e., running, 
swimming, tennis, exercises/calisthenics, walking, 
etc.) 

A. Never 

B. Once every 10-14 days 

c. Once a day 

D. 2-4 times a week 

E. 5-7 times a week 

13. The average number of hours I sleep per night is 

A. 4 hours or less 

B. 6-8 hours 

c. 9-10 hours 

D. More than 10 hours 

14. I eat 4 servings of vegetables/fruits, 2 servings of 
protein (meat, fish, poultry, etc.), 4 servings of 
bread/cereal, and 2 dairy products 

A. Never 

B. Once every 2 weeks 

c. Once a week 

D. Every 2-4 days 

E. Daily 

15. I eat breakfast consisting of one serving out of two of 
the groups of foods listed in item #14 

A. Never 

B. 1-2 mornings of the week 

C. 3-4 mornings of the week 
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D. 5-6 mornings of the week 

E. Every morning of the week 

16. When children are in the car I am driving, I insist 
they use seat belts 

A. Never 

B. Sometimes 

C. Often 

D. Always 

17. For my body frame, I am 

A. More than 20 pounds underweight 

B. Underweight but less than 20 pounds 

C. More than 20 pounds overweight 

D. Overweight but less than 20 pounds 

E. Within normal weight range 

18. I see a dentist 

A. Never 

B. Only when I am having a dental problem 

C. Every year 

D. Every 6 months 

19. Do you eat pot a to chips, cookies, pies, candy, 
doughnuts, or similar snacks between meals 

A. Regularly every day 

B. 3-4 times a week 

C. Once a week 

D. Never 
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20. I obtain a complete physical examination 

A. Never 

B. Only when necessary for employment or insurance 

C. Once every 2-3 years 

D. Yearly 

21. I allow myself time for some form of relaxation and 
recreation 

A. Never 

B. At least once a month 

C. Once every 2 weeks 

D. Once a week 

E. Daily 

22. I visit a health professional whenever I have any kind 
of health concern/problem 

A. Never 

B. Sometimes 

C. Often 

D. Always 

23. I drink coffee or tea 

A. More than 5 cups daily 

B. 3-5 cups daily 

C. 1-2 cups weekly 

D. Never 
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24. I use laxatives 

A. Never 

B. Every 3-4 months 

c. Once a month 

D. Once a week 

E. Daily 

25. I floss my teeth 

A. Daily 

B. Every 2-3 days 

c. Once a week 

D. Once a month 

E. Never 



99 

Health Beliefs 

DIRECTIONS: For each item, respond to the extent to 
which you agree or disagree. Write your response to each 
item on the blank line to the left of each number, on this 
paper. Do not put your name on this page. 

A--strongly disagree 

B--moderately disagree 

c--slightly disagree 

D--slightly agree 

E--moderately agree 

F--strongly agree 

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

27. Whenever I get sick it is because of something 
I've done or not done. 

28. Good health is largely a matter of good fortune. 

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

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

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

32. There are so many strange diseases around, that 
you can never know how or when you might pick 
one up. 

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

34. People who never get sick are just plain lucky. 
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35. People's ill health results from their own care
lessness. 

36. I am directly responsible for my own health. 
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Critique of Questionnaire for Sheila M. Weibert 

Letter I 

Master's Program 
Texas Woman's University 

Dallas, Texas 
February 1980 

Enclosed is a three-part questionnaire which I 

plan on using to gather data for my ~laster's thesis. 

I would like you to critique Part !--Demographic Data 

and Part II--Selected Health Promotion Survey. Part 

III is a tool which has been developed by previous 

investigators to research health locus of control. 

Please take the tool yourself and answer the 

questions on the copy provided, if you wish. I will 

provide scantron sheets for the sample when I administer 

the tool. 

The areas I would like a critique on are: 

1. How long does it take you to do the question-

naire. 

2. The clarity of the tool. 

3. How each item measures on a scale of 1-10, 

with 1 being poor and 10 being excellent. 

The problem statement for my thesis is as follows: 

The problem for this study is to determine if there is 
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a significant difference in selected health promotion 

practices and health locus of control between nurses 

and teachers. In addition, the relationship between 

health locus of control and selected health promotion 

practices will be determined for each of the profes

sional groups enrolled in a Master's program in the 

respective fields. 

Thank you for your time and input. 
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Letter II 

To: 

Re: Scoring of Health Promotion Survey 

Enclosed is a three-part questionnaire which I 

am using as the tool to gather data for my Master's 

thesis. I have taken suggestions from the initial 

critique and revised the questionnaire. 

I would like to ask your assistance in coding 

(scoring) each item on this revised questionnaire. 

Please feel free to write on the questionnaire. I 

would like you to assign a number 1, 2, 3, 4, or 5 

to each item response. The 1 will mean the behavior 

is most health promoting and the 5 meaning the behavior 

is least health promoting. Any other suggestions for 

coding (scoring) you might have would be gratefully 

appreciated. 

Any further assessment you might have about 

clarity, content, and the tool in general, please 

respond on the questionnaire. 

Thank you for your time and assistance. 

Sheila M. Weibert 
P. 0. Box 36225 
Dallas, Texas 75235 
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Health Promotion Survey--Original 

DIRECTIONS: The answers for this questionnaire 
are to be placed on the scantron sheet provided. DO 
NOT place your name on the scantron sheet. Place.your 
responses according to scale. A is on the left side 
and E is on the right side of the scantron sheet. The 
questionnaire is in 3 parts, but in each part your 
responses are to be recorded on the scantron sheet. 

Demographic Data 

1. My professional area is: 

a. Nurse 

b. Teacher 

2. Since completion of the Bachelor's degree, how many 
years of experience do you have in your professional 
area? 

a. 1 to 5 years 

b. 5 to 9 years 

c. 10 to 15 years 

d. more than 15 years 

3. My age is: 

a. 21 to 28 years 

b. 29 to.36 years 

c. 36 to 43 years 

d. 43 to 50 years 

e. 50 years or older 
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Selected Health Promotion Survey 

4. I practice breast self-examination: 

a. never 

b. every three months 

c. every other month 

d. once a month 

5. When riding in a car or other motor vehicle, I 
wear the seat belt: 

a. less than 10% of the time 

b. 10% to 25% of the time 

c. 25% to 75% of the time 

d. more than 75% of the time 

6. I smoke cigarettes: 

a. daily 

b. only when I am around others who smoke 

c. only in a social setting 

d. never 

7. The number of cigarettes I smoke per day is: 

a. none 

b. 10-19 cigarettes 

c. 20-39 cigarettes 

d. 40 or more cigarettes 
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8. If your response on item 7 was none, did you ever 
smoke cigarettes? 

a. yes 

b. no 

9. Which best describes your drinking behavior 
(alcohol consumption)? 

a. I drink regularly, just about every day 

b. I have a drink three to four times a week 

c. I have a drink once in awhile (i.e., special 
occasions, etc.) 

d. I never or almost never drink 

10. Over the past month I drank mostly the following 
alcohol beverages: 

a. wine 

b. beer 

c. highballs or cocktails 

d. shots of hard liquor 

11. I do some form of exercise 

a. never 

b. once a month 

c. once a week 

d. 2-4 times a week 

e. 5-7 times a week 
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12. I exercise moderately for 15-20 minutes (i.e., 
running, swimming, tennis, exercises/calisthenics, 
etc.) 

a. never 

b. once every 10-14 days 

c. once a week 

d. 2-4 times a week 

e. 5-7 times a week 

13. The average number of hours I sleep per night is: 

a. less than 5 hours 

b. 6-8 hours 

c. 8-10 hours 

d. more than 10 hours a night 

14. I eat 4 servings of vegetables/fruits, 2 servings 
of protein (meat, fish, poultry), 4 servings of 
bread/cereal, and 2 dairy products: 

a. never 

b. occasionally 

c. 1 to 3 times a week 

d. every 2 to 3 days 

e. daily 

15. I eat breakfast: 

a. never 

b. 1 to 2 mornings of the week 

c. 2 to 3 mornings of the week 
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c. 3 to 5 mornings of the week 

e. every morning of the week 

16. When children are in the car I am driving, I insist 
they use seat belts: 

a. never 

b. sometimes 

c. often 

d. always 

17. For my body frame I am: 

a. more than 10 pounds underweight 

b. 10 pounds underweight 

c. more than 10 pounds overweight 

d. 10 pounds overweight 

e. within normal weight range 

18. I see a dentist: 

a. never 

b. only when I am having a dental problem 

c. every year 

d. every six months 

19. Do you eat junk food (i.e., potatoe chips, cookies, 
pies, candy, doughnuts, etc.) between meals? 

a. always 

b. sometimes 

c. often 

d. never 
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20. I obtain· :a :complete physical examination: 

a. never 

b. only when necessary for employment or 
insurance 

c. once every 2-3 years 

d. yearly 

21. I allow myself time for some form of relaxation 
and recreation that I enjoy 

a. once every .z,weeks 

b. once every 10 days 

c. once a week 

d. daily 
......... 

22. I see .a· health professional whenever I have any 
kind or degree of health/illness problem 

a. never 

b. often 

c. sometimes 

d. always 

23. I drink ·coffee or tea: 

a. 3~10.cups daily 

b. only with or after meals 

c. 1 to 2 cups daily 

d. never 
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I use laxatives 

a. every 2-3 days 

b. once a week 

c. daily 

d. never 

I take vitamins 

a. never 

b. only when I'm exposed to an illness and/or 
sick 

c. occasionally 

d. daily 

26. Compared to other people you know, how would you 
rate your health? 

a. very poor 

b. fair 

c. good 

d. excellent 

27. Overall, how well do you feel you take care of 
your health now? 

a. not well at all 

b. fair 

c. good 

d. very well 
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28. How worried or concerned have you been about your 
health in the last year? 

a. not concerned at all 

b. somewhat concerned 

c. moderately concerned 

d. very concerned 

--~ 
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