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ABSTRACT

This was an exploratory/descriptive study designed to in

vestigate the self-care practices of adolescents with respect to 

locus of control and health value. Fifty-three adolescents between 

the ages of 13 and 15 participated in the study. Data collection was 

achieved with the following three scales: Self-care Practices Assess

ment Scale (developed for this study), Value Assessment Scale (Rokeach, 

1973), and the Multi-dimensional Health Locus of Control Scale 

(Wallston and Wallston, 1978).

Analyses of the hypotheses revealed general trends as follows:

1, Those adolescents assessed as externally controlled scored 

higher on the Self-care Practices Assessment Scale than those assessed 

as internally controlled,

2, Those adolescents ranking health as a low value scored higher 

on the Self-care Practices Assessment Scale than those ranking health 

as a high value,

3, Those adolescents assessed as internally controlled and ranking 

health as a high value, scored higher on the Self-care Practices Assess

ment Scale than those adolescents assessed as internally controlled and 

ranking health as a low value.

Further analyses of the above hypotheses, however, did not re

veal that these relationships were statistically significant.



CHAPTER 1

INTRODUCTION

There exists in America today a surge of interest in self-care 

for health among lay persons as well as professionals. Many factors 

are contributing to this rapidly growing movement. Prohibitive cost 

of medical care is one major force (Williamson, 1978), along with a 

widespread dissatisfaction with conventional medicine and a_new aware

ness of its limitations (Levin, Katz, and Holst, 1976). Increase in 

chronic morbidity and decline in acute morbidity (Levin, 1979; Gerson 

and Strauss, 1978) along with social changes that emphasize greater 

personal control and responsibility for one's own life are also con

tributing factors. That improvements in health care will best be 

achieved through the development of lay, in contrast to professional, 

resources in health with a special focus on adolescents is likewise 

noted. Thus, efforts aimed at improving this lay resource will have 

a powerful effect on the health of the nation.

Statement of the Problem 

It has been proposed that the control of present major health 

problems in the United States lies directly in the modification of con 

sumer behavior and habits of living (Haggerty, 1977). To wait until 

adulthood to instill beliefs, attitudes, values, and practices for 

health to accomplish this goal, has been relatively ineffective.



Therefore, the need to begin early, at least by adolescence, to in

doctrinate positive health behaviors and habits presents itself to 

health professionals.

Today there are more than 29 million persons aged 13 to 19: 

nearly 14 percent of the total population (U. S. Bureau of the Census,

1978). The adolescent population doubled from 20 million to 40 million 

in the years from 1950-1970 (Mercer, 1979) and it is estimated that the 

number will increase to 54 million by the year 2000 (Millar, 1975). 

These adolescents will determine the future health of the nation. 

Coupled with this is the realization that the greatest potential for 

improving health lies in what we do or do not do for ourselves. Thus, 

the most profound and pervasive potential for self-care development 

resides in the education of this group of the population*

Need for the Study

Virtually nonexistent are studies of self-care practices or of 

practices whose efficacy for disease prevention or health maintenance 

are questionable. This baseline data is essential for rational deci

sion making about approaches to improve the current health status of 

the adolescent. Baseline data to identify the health needs and self- 

care practices of adolescents should also include variables of health 

behavior such as locus of control, health values, attitudes toward 

health, and demographic factors. Intervention techniques based on such 

assessments could then become more effective as they are tailored to 

individual expectancies.



Purpose of the Study

The purpose of the study is to investigate the self-care prac

tices of adolescents with respect to locus of control and health value,

Coneeptual Framework

Self- care

The concept of self-care is not new, for it encompasses a 

history of home remedies and a wide range of self-treatment as old as 

human life. The concept is a combination of more or less traditional 

beliefs about health and medical care adjusted to a broader system of 

social behavior and philosophy concerning the importance of individual 

freedom of action.

The self-care concept remains to be clearly delineated. It can 

be related to many other clinical categories such as health maintenance 

behavior, health protective behavior, risk reducing behavior, sick role 

behavior and rehabilitative behavior. However, the key ingredient in 

building self-care theory is reliance on culturally determined behav

ioral categories (Levin, 1976). The activities of self-care are not 

inborn, but rather are learned relative to the beliefs, habits, and 

practices that characterize the cultural way of life of the group to 

which the individual belongs (Orem, 1971).

A simple definition of self-care would then be of questionable 

value, as it would lack the specific criteria that help to determine 

or identify a given act of self-care. Even the term "self-care" di

rects attention to individual behavior only, failing to capture the 

reality and significance of its social dimension.
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While the debate continues regarding a universal self-care

definition, several major concepts are considered essential. They are

as follows (Aldridge, 1976):

1. The individual is the ultimate decision-maker.

2. The individual assumes the major role for sharing responsibil

ity in maintenance and restoration of health.

3. Self-care is continuous and requires that individuals have 

access to their own health and medical data.

4. Active participation of the individual under nursing care 

assumes that the rights and responsibilities for self-care are shared.

5. Self-care should include various aspects of the care continuum, 

from the consumer being co-responsible for treatment to the health pro-, 

vider being totally involved in the treatment regimen (NCHSR, 1977).

6. Self-care should be implemented across all socioeconomic 

classes.

7. Self-care strategies should include the individual, the family, 

and the community.

8. Self-care involves the sick consumer as well as the healthy 

consumer.

Keeping in mind the complexity of this concept in its early 

stages of development, a working definition of self-care is presented. 

Self-care is a process whereby a lay person can function effectively 

on her/his behalf with regards to health promotion, disease prevention, 

disease detection and treatment at the level of a given primary health 

resource person in the health care system (Levin, 1976). Self-care is



a positive action that has both practical and therapeutic approaches 

(Orem, 1971) .

Those activities considered to comprise self-care are as 

follows (Norris, 1979):

1. Monitoring, assessing, and diagnosing self and others in ill 

ness and health (e.g., monitoring for cancer warning signs, breast 

self exam, etc.).

2. Supporting life processes that ,are part of our social norms 

(e.g., brushing teeth, washing hands, eating regular meals, etc.).

3. Therapeutic and corrective self-care in existing illness 

(e.g., dialysis patients regulating their own fluid intake, etc.).

4. Prevention of disease and maladjustment states (e.g., learn

ing about stress reduction, cardio-pulmonary resuscitation, etc.).

5. Specifying health needs and care requirements.

6. Auditing and controlling treatment programs (e.g., demanding 

of better care by women, minorities, elderly, etc.).

7. Self-initiated care (e.g., peer group as therapist as in 

Weight Watcher, etc.).

Since self-care practices are nearly universal among individ 

uals, it is concluded that "without self-care, any system of health 

care would be swamped" (Fry, 1978). /  It has been estimated that 75

to 85 percent of all health and medical care is self-provided (Levin 

19772/> Self-care then is that true first level of health care, com

prising numerically the major portion of the health care system. 

Figure 1 presents in perspective the large amount of self-care that
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exists in relation to the amount of care given by the primary physician. 

It also illustrates how small a proportion of persons actually see a 

medical specialist or who are hospitalized.

P » Primary 
Physician

H = Hospital or 
Specialist

Figure 1. Extent of Self-care (Fry, 1978)

Adolescence

The term adolescence is derived from the Latin verb adolescere, 

meaning "to grow to maturity" (Rogers, 1972). This suggests a process 

rather than a definite time period, indicating its transitional nature 

between childhood and adulthood. Although chronological age is often 

used to define this period, it does not necessarily capture the great 

variations in rates of psychological, biological, cognitive or social 

development.

Physiological development in adolescence begins with the ac

celeration of the individuals' growth and development of secondary 

sexual characteristics. It ends with the fusion of the epiphyseal 

plates of the bones and the completion of sexual maturation (Mercer, 

1979). Although physiological development may begin as early as eight 

or reach completeness as late as 25, the ages of 12 through 17 will be 

used to define adolescence for this study (Kovar, 1979).

Self- care

P

H



There are developmental tasks in adolescence that can provide 

the conceptual framework from which therapeutic interventions may be 

approached. These tasks are numerous and vary from culture to culture. 

In our culture, there are six major tasks that adolescents confront 

which have particular implications for self-care behavior (Mercer,

1979) . These are:

1. The development of a sense of psycho-social identity.

(Described as the major task of adolescence by Erickson, 1968).

2. Resolution of conflicts between dependence and independence.

3. Development of a system of personal values.

4. Vocational choice and preparation for productive citizenship.

5. Determination and internalization of sexual role.

6. Acceptance and achievement of body image.

During adolescence, a different cognitive style also develops. 

The adolescent progresses from the concrete and egocentric thinking of 

childhood to abstract conceptualization and the development of an abil

ity to view the world from another person's perspective (Piaget, 1969). 

This cognitive capacity is very significant for the emergence of the 

mature values and attitudes which relate to one's goals in life.

Social factors also tend to exert a strong influence on the 

behavior of adolescents. According to Lewin, there are three factors 

which play a role in creating adolescent behavior. These are: (1)

the new degree of freedom of movement, (2) the possession of a marginal 

status relationship between childhood groups and adult groups, and (3) 

the -biological appearance of neither a child nor an adult (Chinn,

1979).



As adolescents grow toward a more complete identification of 

self and fulfillment of their potential, their behavior becomes in

creasingly trustworthy and they are able to make their own decisions 

in the direction of growth. Thus, this is a time when there is oppor

tunity for preventative interventions including the development of 

positive self-care practices,

Locus of Control

The concept of internal versus external control of reinforce

ment developed from social learning theory (Rotter, 1954; Rotter, 

Chance, and Phares, 1972) . This personality theory attempts to inte

grate two diverse but significant trends in American psychology: the

stimulus-response or reinforcement theories and the cognitive theories 

(Rotter, 1975) ,

In its simplest form, the social learning theory states that a 

person will engage in goal directed behavior only if s/he values the 

particular reinforcement available and if s/he believes that her/his 

actions will lead to these reinforcers. Within the framework of this 

theory, the locus of control is considered as a generalized expectancy 

It refers to the extent to which an individual feels that s/he has con 

trol over the reinforcers that occur relative to her/his behavior 

(Rotter, 1966). Internals feel that they are effective agents in de

termining the occurrence of rewards» Externals, however, tend to be

lieve that forces beyond their control, e.g., luck, fate, chance, etc. 

determine the occurrence of reinforcement. The more narrowly the gen

eralized expectancies of an individual are defined, the higher will be 

the predictive ability for behavior.
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Difficulties in predicting behavior in such a specific area as 

health, were found by Wallston, Maides, and Wallston (1976) „ Their 

health locus of control scale was developed as a uni-dimensional 

measure of an individual’s belief that health is or is not determined 

by one's behavior. This was later revised in part from the work of 

Levenson (1974), She questioned the conceptualization of locus of 

control as a uni-dimensional construct and presented the idea that 

understanding and predicting behavior could be improved by studying 

fate and chance expectations separately from external control orienta

tions , Thus, measures for health locus of control were reconceptual

ized along multi-dimensional lines and new scales were developed 

(Wallston and Wallston, 1978), These new scales are now referred to 

as the Multi-dimensional Health Locus of Control Scale»

Definition of Terms 

Early adolescence--individuals between 13 and 15 years of age, 

regardless of grade in school,

Locus of control--a generalized expectancy referring to the extent 

to which an individual feels that s/he has control over the reinforcers 

that occur relative to her/his behavior (Rotter, 1966).

Internal locus of control--the belief of an individual that s/he 

is an effective agent in determining the occurrence of reinforcements 

(Rotter, 1966)„

External locus of control--the belief of an individual that forces 

beyond her/his control determine the occurrence of reinforcements 

(Rotter, 1966).
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Self-care practices--activities that maintain or promote health 

and allow a person to take initiative and responsibility to function 

effectively in developing her/his own potential for health,

Value--an enduring belief that a specific end-state of existence 

is personally or socially preferable to an opposite end-state of 

existence (Rokeach, 1973).



CHAPTER 2

REVIEW OF THE LITERATURE 

Introduction

The literature review is presented in two parts. The first 

part discusses the available studies of health-related self-care 

practices with particular focus on the adolescent. The second part 

describes those studies that have implemented the locus of control 

scales in relation to health precaution and preventative measures.

Self-care Practices of Adolescents 

Although the health of adolescents is relatively good, many 

adolescents do engage in activities that increase the probability of 

either immediately adversely affecting their health or of later caus

ing disease or disability. The literature review is plentiful in 

describing this type of unhealthy behavior in adults as well as in 

adolescents (Kovar, 1979; Brunswick and Josephson, 1972; National Cen

ter for Health Statistics, 1975; Sternlieb and Munan, 1972; Jessor and 

lessor, 1977). However, despite considerable research attention to 

health behavior (Becker, 1974; Becker et a l ., 1977; Kasl and Cobb,

1966; Rosenstock, 1969), what people do to take care of themselves or 

to prevent illness is still largely "terra incognita11 (Roghmann and 

Haggerty, 1977). Even less is known about the self-care practices of 

adolescents.

11
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The most common research strategy for studying health behavior 

has been to select medically proven preventative health behaviors and 

explore the results of variables on behavior performance (Harris and 

Guten, 1979), The behaviors usually studied are those of individuals 

in direct contact with health care professionals or in compliance with 

professional recommendations. This research has produced a wealth of 

information, However, the results have failed to encourage the in

vestigation of behaviors that have not been medically proven to prevent 

disease or maintain health. This implies that such behaviors cannot be 

considered health behaviors. An alternative research strategy, and 

one employed in this study, assumes that all people engage in some be

havior intended to protect or promote health, whether medically proven 

or not.

Ascertaining the factors that lead to health in a population 

requires an acceptable index of health. Several recent studies have 

been undertaken in an attempt to achieve this, providing some support 

to the notion that good health practices are associated with positive 

health. In a longitudinal study of 268 volunteers over the age of 60, 

Palmore (1970) identified some health practices that were associated 

with illness and longevity. The health practices of regular exercise, 

maintenance of moderate weight, and the avoidance of smoking were found 

to be related to a decreased incidence of illness and to have a positive 

effect on longevity.

Another study was undertaken in 1965 involving 6,928 adults 

(Belloc and Breslow, 1972). Seven specific health habits were identified
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that correlated positively with good health. People who observed the 

following practices were found to be healthier than those who did not:

(1) slept 7 to 8 hours per night, (2) ate breakfast regularly, (3) did 

not eat between meals, (4) kept within a few pounds of their recom

mended ideal weight, (5) engaged frequently in active sports or exer

cise, (6) drank moderately or not at all, (7) did not smoke. In every 

age group, those who reported all seven favorable health habits had on 

the average, better physical health than those who reported six or 

less habits.

Until recently, there has been little interest or research on 

the self-care practices related to the health of adolescents. In 1967, 

a major study was undertaken involving 122 boys and girls between the 

ages of 12-17 years (Brunswick, 1969). Findings from this study were 

derived in response to one question "What do adolescents need to do 

for better health?" Exercise was mentioned by 35 percent, smoking less 

by 23 percent, and sleeping more by 20 percent. Eating the right kinds 

of food was mentioned by 28 percent, eating the right amount of food 

by 12 percent, eating regularly by 10 percent, eating fewer sweets by 

13 percent, and 16 percent felt that there was nothing adolescents need 

to do for better health.

Self-care practices of three specific areas of health were 

investigated. In relation to nutrition, it was revealed that half of 

the girls and over one-third of the boys ate more in snack than in 

meals. Forty percent stated they drank at least five glasses of water 

daily and 85 percent stated they drank milk daily. Dental self-care 

practices revealed that 90 percent brushed their teeth at least once a
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day and 10 percent brushed their teeth three or more times a day. The 

final area of health assessed was sleep, with the majority reporting 

an average of nine hours of sleep each weekday.

During the period of 1966-1970, a sample of nearly 7,000 

adolescents were interviewed in a Health Examination Survey conducted 

by the National Center for Health Statistics (National Center, 1975), 

One part of the study involved questions relating to health attitudes 

and behaviors, Self-care practices were assessed for exercise and 

eating behavior only.

Responses revealed that 42 percent stated that they exercised 

outdoors daily; 23 percent exercised indoors daily; 39 percent played 

team sports three or more times a week; and 33 percent did some other 

exercise three or more times a week. In relation to nutrition, 10 per

cent stated they did not eat enough; 39 percent stated they ate too 

much; and 51 percent stated they ate the right amount of food, Eating 

more in snacks than in meals was reported by 21 percent and 77 percent 

stated they ate the same number of meals daily (although the exact num

ber was not revealed),

Personal health behaviors of 752 adolescents in Harlem were 

assessed over a four and a half year period in the late 19601s (Bruns

wick and Josephson, 1972). When asked about things they themselves do 

that they considered "good” for their health, 80 percent responded with 

physical activity, while one in twenty stated they did not get enough 

physical activity. Eating correct food was one of the "good things"

40 percent stated they did. Half of those 12 to 15 years of age were
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satisfied with the amount they ate, while 40 percent felt they ate too 

much and 10 percent felt they did not eat enough.

Adolescent beliefs about the preventability or inevitability of 

illness was also investigated in this same study. Three questions in 

the personal interview tapped these attitudes. Ninety percent of the 

Harlem adolescents believed that being healthy was mainly a matter of 

taking care of themselves. However, 75 percent believed that regard

less of how careful a person is, "a considerable amount of sickness in 

life" could be expected (Brunswick and Josephson, 1972). The majority 

of subjects felt that there was not much a person could do to avoid 

illness, <>

Locus of Control 

Results of research conducted with various instruments suggest 

that beliefs about internal versus external control are related sig

nificantly to health-related behaviors. Findings from studies using 

the Locus of Control and the Health Locus of Control scales in relation 

to health knowledge and precautionary and preventative measures will 

be discussed. Studies implementing the Multi-dimensional Health Locus 

of Control Scale in relation to these measures are not yet available.

It has been found that internals who value their health are 

more likely than others (those external, or internal with low value 

of health) to collect information about disease and health maintenance 

when alerted to possible hazards (Wallston, Maides, and Wallston, 1976; 

Wallston et a l ., 1976).
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Following the national concern in the 19601s regarding a link 

between cigarette smoking and cancer, numerous studies were conducted. 

These studies suggested that individuals who were non-smokers or in

dividuals who were able to stop smoking, were more internal than those 

individuals that were smokers (Goan, 1973; James, Woodruff, and Werner, 

1965; Mlott and Mlott, 1975; Steffy, Meichenbaum, and Best, 1970; 

Straits and Sechrest, 1963; Platt and Eisenman, 1968).

A study of college males, Sontroem and Walker (1973) found 

that those internally controlled held more positive attitudes toward 

physical exercise and cardiovascular fitness than externals, Those 

internal students were also more likely to engage in voluntary 

exercise.

Other preventative health practices have also been investigated 

in relation to locus of control, Balch and Ross (1975) tested 34 fe

males and reported significant correlation between internal expectan

cies and completion and success of an overweight treatment program. 

Wallston et a l . (1976) also found female subjects in weight reduction 

programs consistent with their specific internal/external beliefs 

about health to be more satisfied with treatment. Other researchers 

have been unsuccessful in relating internal/external expectancies to 

attempts at weight loss (Bellach, Rozensky, and Schwartz, 1974; Manno 

and Marston, 1972; Tobias and McDonals, 1977). O ’Bryan (1972), in a 

study of overweight subjects, reported them to be more externally 

controlled.
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Studies of preventative health practices among adolescents 

are limited. In a large scale study with high school students,

Williams (1972a) found that those assessed as internals reported great

er use of seat belts when riding in an automobile than those assessed 

as externals, In relation to dental care, those students also reported 

themselves to be more likely to engage in preventative activities, that 

is, to go to the dentist for checkups and maintenance even when their 

teeth or gums were not hurting (Williams, 1972b),

This research on the internal versus external dimension in 

relation to health appears to have opened significant avenues of in

vestigation that should be pursued, Although the results of the 

studies have not always been replicated, they do suggest that individ

uals with internal rather than external expectancies are more likely 

to take action to improve health habits and life-style. Internals 

also appear to maintain physical well-being and to guard against 

accidents and disease to a greater extent than externals.



CHAPTER 3

METHODOLOGY

Design

The design used for this study was descriptive, although the 

assessment of self-care practices was of an exploratory nature. Data 

were collected from subjects by implementing three questionnaires:

(1) Self-care Practices Assessment Scale (developed for this study),

(2) Value Assessment. Scale (Rokeach, 1973), and (3) Multi-dimensional 

Health Locus of Control Scale (Wallston and Wallston, 1978)

(Appendices A, B, and C ) /

Sample and Setting 

A convenience sample of 53 adolescents between the ages of 13 

and 15 years of age voluntarily participated in this study. The first 

ten subjects were in the pilot study and later were included in the 

total sample in the data analysis. These subjects included four from 

a private high school in Phoenix, Arizona and six subjects from a public 

high school in Tucson, Arizona. The other 43 subjects were students 

attending a private high school in Tucson, Arizona.

Protection of Human Subjects 

The proposal was reviewed and approved by the Human Subjects 

Review Committee of the University of Arizona (Appendix D ) , and sub

jects were not found to be at risk. Informed voluntary consent was

18
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obtained through signing of a consent form by the parents of the sub

jects prior to participating in the study. Each subject was assured 

of confidentiality in the collection of the data and in the reporting 

of the findings.

Self-care Practices Assessment Scale

The instrument used to assess self-care practices was developed 

by the investigator after a review of the literature of health behavior 

and the examination of two other assessment tools: The Wellness In^

ventory (Travis, 1977) and The Self-Evaluation for Wellness (Warr,

1978). The instrument included 16 items, each having a five-point 

Likert-type scale to facilitate measurement of subject response. The 

five response categories were: never, seldom, sometimes, usually, and

always, with "never" having a score of 1 and "always" having a score 

of 5. Subjects were requested to choose one response only. Instruc

tions are included at the top of each instrument (see Appendix A).

Face and content validity of the instrument was sought through 

a review of items by the following faculty at The University of Arizona, 

College of Nursing: Dr. Katherine Young, Dr. Gloria DiCenso, Dr. Jan

Atwood, Pat Barton, M.S. and Marianne Schroeder, M.S. Revisions were 

made following this review.

Pilot Study

The revised instrument, along with the Multi-dimensional 

Health Locus of Control Scale and the Value Assessment Scale, was 

then given to a pilot group of ten subjects between the ages of 13 

and 15 years. The purpose of this pilot test was to determine the



length of time required to complete the three scales and to assess 

this age groups' ability to understand the directions and items. No 

changes were needed for any of the scales following the pilot test.

Reliability Testing

Reliability testing for the Self-care Practices Assessment 

Scale was done using the appropriate SPSS computer program. Inter- 

item correlations were determined and are presented in Table 1. The 

mean for the inter-item correlations was .06. Correlations of the 

individual items and the total, scale scores was determined and pre

sented in Table 2. The coefficient alpha for the total scale was .51. 

Further analysis of the correlations is presented in Chapter 4.

Value Assessment Scale 

A measure of the relative value adolescents place on health 

was determined by a scale modeled after Rokeach1s Value Survey (1973). 

It was chosen for its simplicity, economy, and because it can be em

ployed on all persons who can read. Variations of this original sur

vey have been used frequently in conjunction with the Locus of Control 

Scale as a means of assessing the value of the particular reinforce

ment , which is important in making an accurate locus of control pre

diction. The subjects were asked to rank ten values by order of 

importance to them. Subjects who ranked health in one of the top four 

positions were classified as having a high health value (Wallston et al 

1976).



Table 1. Pearson Correlation Coefficient: Item to Item Correlation
of the Self-care Practices Assessment Scale

Item 1 2 3 4  5 6 7 8 9 10

1 1.00000

1.00000

2 .08382 1.00000

3 -.11039 .18863 1.00000

4 .11356 .02363 .12231

5 .01198 .07828 .34238

6 .42521 .32443 .03481

7 .24247 -.10729 -.18177

8 .05474 .05393 .35332

9 .24267 .09055 -.31715

10 -.17614 -.10445 .07718

11 04875 .15648 -.13288

12 -.13118 .01467 .33841

13 -.13677 .20231 .10181

14 -.19417 -.14365 .06214

15 .16494 -.02909 .14020

16 .25251 -.10938 .09593

-.13162 1.00000

.01698 ;.12082 1.00000

.15232 -.02814 .28784

.19354 -.14039 .03262

-.16608 .03416 .31467

.25648 .09084 -.02717

.16821 -.01700 .14420

.18250 .04207 -.04990

.35111 -.04350 -.01963

.16489 -.11271 .01154

.09585 .06326 .07406

.08895 .05072 .14170

1.00000
-.15045 1.00000

.07556 -.06098 1.00000

.03243 .10642 -.01718 1.00000

.07878 -.04230 .17965 .09894

-.02002 .12810 -.09349 .47866

.13945 .27002 -.00186 .15411

.07400 .04111 -.14714 .15767

.06968 -.14068 -.11237 -.03994

.19846 .20205 .17865 .14536



Table 1. continued

Item 11 12 13 14 15 16’

11 1.00000

12 -.12808 1.00000
13 .06218 .00947 1.00000

14 .18741 .07558 .03874 1.00000

15 -.05809 .12898 .06888 -.08121 1.00000

16 -.11064 .13849 -.05423 .19683 -.10048 1.00000



Table 2. Coefficient Alpha: Item to Total Correlation of Items in the
Self-care Practices Assessment Scale

Items

Scale 
Mean 

If Item 
Deleted

Scale 
Variance 
If Item 
Deleted

Corrected
Item-
Total

Correlation

Squared
Multiple

Correlation

Alpha 
If Item 
Deleted

1 50.07547 37.80189 .09120 .42214 .51250
2 49.75472 36.80456 .15430 .31689 .50043
3 48.86792 35.46299 .24864 .51635 .48009
4 49.11321 33.25617 .34903 .32173 .45334

5 50.77358 38.44775 .05710 .29126 .51765
6 50.47170 35.10015 .29068 .41247 .47212
7 47.67925 39.22208 .15393 .29573 .50588
8 49.37736 35.39332 .21860 .38164 .48626

9 49.90566 39.04862 .01345 .34199 .52453
10 48.98113 33.55733 .26725 .37628 .47259
11 49.81132 36.34833 .12535 .22781 .50891
12 48.90566 35.08708 .23845 .39605 .48158

13 48.39623 34.28228 .23097 .35609 .48252
14 48.26415 37.15965 .07978 .25148 .51923
15 48.22642 38.98775 .03940 .19419 .51855
16 48.60377 36.85922 .23168 .31191 .48794

Alpha for total scale « ,51
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Multi-dimensional Health Locus of Control Scale 

The instrument chosen to measure locus of control was the 

Multi-dimensional Health Locus of Control Scale (Wallston and Wallston, 

1978), Two equivalent forms were developed by the investigators; 

form A was implemented in this study. Although the MHLC is intended 

for use with adults, it is reported that most persons with an eighth 

grade reading level and no functional impairments should be capable of 

understanding and responding to the items. The actual pool reading 

level was found to be fifth and sixth grade as calculated by the Dale

» Chal.l Formula (Wallston and Wallston, 1978),

The instrument consists of 18 items that measure locus of con

trol and two other items that tap health status, for a total of 20 
items. A six-point Likert-type scale measures responses according to 

the following categories: strongly disagree, moderately disagree,

slightly disagree, slightly agree, moderately agree and strongly agree. 

A score of 1 was given to a response of "strongly disagree" and a score 

of 6 was given to the response of "strongly agree,"
Initial reliability and validity testing was conducted by the 

investigators (Wallston and Wallston, 1978) on a sample of 115 persons

with a median age being 35 to 44 years of age. A separate item analy

sis was run for each of the three variables of the MHLC: internal (I),

powerful others (P), and chance (C).

Initial construct validity was established on this scale with 

low positive correlations found between the I, P, and C scales. Some 

evidence of initial predictive validity was found to be available by 

correlating the MHLC scales with health status, Health status
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correlated with IHLC r « .41, p <  .001, with CHLC r = -.28, p ^ . 0 1  and 

did not correlate with PHLC (r = -.005). Alpha reliabilities for the 

three variables ranged from 167 to .78.

The intercorrelation matrix for the MHLC revealed that for 

IHLC and PHLC the r = .12, IHLC and CHLC r = -.29 and PHLC and CHLC 

r = .21. The full extent of the validity and reliability are still 

to be learned following further investigation (Wallston and Wallston, 

1978, p. 168). . . ,

Reliability and Validity

Attention to reliability and validity for the Multi

dimensional Health Locus of Control Scale was given in this study. 

Coefficient alpha for each of the three variables were: IHLC = .62,

CHLC * .59, and PHLC = .63. The intercorrelation matrix revealed that 

for IHLC and PHLC the r = .16, p <  .5; IHLC and CHLC r = .25, p < .  05, 

and for PHLC and CHLC r = .37, p < .005. Predictive validity was tested 

by correlating general health status with the three variables. Health 

status showed a correlation of r = .35, p *£1.005 for IHLC, although it 

did not have a strong correlation with CHLC, r = -.09 or PHLC r = -.005.

Hypotheses

The following hypotheses were generated for purposes of this

study:

1. Adolescents assessed as internally controlled will score higher 

on the Self-care Practices Assessment Scale than those assessed as 

externally controlled.
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2, Adolescents ranking health as a high value will score higher 

on the Self-care Practices Assessment Scale than those ranking health 

as a low value,

3, Adolescents assessed as internally controlled and ranking 

health as a high value will score higher on the Self-care Practices 

Assessment Scale than those adolescents assessed as internally con

trolled and ranking health as a low value.

Analysis of Data 

The subjects were described according to distribution of age 

and sex. Frequencies, percentages, means and standard deviations were 

obtained for each item on the Self-care Practices Assessment Scale 

along with zero-order correlations. Individual and total scores on 

the Multi-dimensional Health Locus of Control Scale were obtained.

The Pearson Correlation Coefficient was used to examine the relation

ship between the variables health value, self-care practice, and locus 

of control. The t-test was done to determine the significance of the 

relationships and to facilitate the testing of the hypotheses.

Limitations

1. The Self-care Practices Assessment Scale needs further testing 

for reliability and validity.

2. The sample was not randomly selected.

3. The possible bias of completing the three questionnaires in a 

particular order is not known.

4. Variables for subjects' socioeconomic status, educational level, 

ethnic background or religion were not controlled.



CHAPTER 4

PRESENTATION AND ANALYSIS OF d a t a

The findings of this study and the analysis of the data are 

presented in this chapter. Characteristics of the sample and findings 

related to the Self-care Practices Assessment Scale will be addressed 

first. Presentation and analysis of the results of the Multi

dimensional Health Locus of Control Scale and Health Value Assessment 

Scale will then be presented. Finally, the correlation of the above 

mentioned results in relation to the hypotheses of this study will 

follow.

Characteristics of the Sample 

The sample population consisted of 53 subjects. There were 

29 female subjects and 24 male subjects ranging from ages 13 years to 

15 years. The mean age was 14.4 years (Table 3).

Table 3. Characteristics of Sample by Age and Sex

Years Female Male Total Percentage

13 4 2 6 11.3

14 12 9 21 39.6

15 13 13 26 49.1

27



28

Findings Related to the Self-care 
Practices Assessment Scale

The data generated from the Self-care Practices Assessment 

Scale will be presented in three parts. First, the findings for the 

total scale will be given, followed by a discussion of the results for 

the individual items. Finally, zero-order correlations for the scale 

items will be examined with a focus on those items found to have corre

lations greater than .30.

Results of Analysis for Total Scale

The range of possible scores for the Self-care Practices Assess

ment Scale is 16 to 80. Results from this study sample revealed a range

of 35 to 63 (Table 4). The mean score was 52.45 with a standard devia

tion of 6.34.

Discussion of Individual Items

For each item, response frequencies and percentages are pro

vided by sex and for the total sample (Tables 5-20).

Item 1: "I dental floss my teeth at least once a day" (Table 5).

The analysis of data showed that 56.6 percent of the subjects 

"seldom” or "never” floss their teeth at least once a d a y . Only 5.7 

percent always floss their teeth at least once daily.
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Table 4. Individual Scores of the Self-care Practices Assessment Scale 
(ranked from least to highest) in Relation to Each Subject's 
Health Value, MHLC Scale Score and Internal/External 
Expectancy

Self-care
Score

Health
Value

MHLC
Score

Internal vs. 
External

35 High 66 E

36 Low 21 I

39 High 66 E

42 High 56 I

44 Low 46 ' I

45 Low 63 I

45 Low 60 I

46 High . 56 I

47 High 62 I

48 High 69 E

48 High 53 I

48 High 49 I

49 High 65 I

49 Low 52 I

49 High 67 E

50 High 76 E

50 High 63 I

50 Low 71 E

50 Low 57 I

51 High 70 E

51 High 73 E
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Table 4, continued

Self-care Health MHLC Internal vs.
Score Value Score External

52 High . 65 I

52 Low 59 I

53 Low 70 E

53 High 75 E

53 High 64 I

54 Low 64 I

54 High 98 E

54 High 71 ■ E

54 Low 79 E

54 Low 66 E

54 High 66 E

55. Low 67 E

55 Low 61 I

55 High 78. E

55 Low 77 E

55 High 68 E

56 High 65 I

56 Low 68 E

56 Low 75 E

57 High 65 I

57 High 67 E

58 High 75 E
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Table 4. continued

Self-care
Score

Health
Value

MHLC
Score

Internal vs. 
External

58 Low 78 E

58 Low 74 ,E

59 High 61 I

60 High 67 ' E

60 High 68 E

61 Low 53 I

.62 Low 61 I

62 High 79 .E

63 High . 64 I

63 Low 76 E

(n=53)
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Table 5. Item 1: "I dental floss my teeth at least once a day."
(frequencies and percentages)

Sex Never
Item 1: 

Seldom
Response

Sometimes Usually Always Total

Female 2 (6.9) 13(44.8) 6 (20.7) 5 (17.2) 3 (10.3) 29

Male 7 (29.2) 8(33.3) 9 (37.5) 0 0 24

Total 9 (17.0) 21(39.6) 15 (28.3) 5 (9.4) 3 (5.7) 53

Item 2: "I eat more than I should during the day" (Table 6).
Responses indicated that the majority of these adolescents felt 

they ate more than they should during the day. Females "sometimes" 

eating more than they should were 58.7 percent, whereas males "some

times" overeating were only 16.7 percent. However, 33.3 percent of the 

males "usually" eat more than they should versus 13.8 percent of the 

females.

Table 6. Item 2: "I eat more than I should during the day."
(frequencies and percentages)

Sex Never Seldom Sometimes Usually Always Total

Female 2 (6.9) 3 (10.3) 17 (58.7) 4 (13.8) 2 (6.9) 29

Male 1 (4.2) 7 (29.2) 4 (16.7) 8 (33.3) 4 (16.7) 24

Total 3 (5.7) 10 (18.9) 21 (39.6) 12 (22.6) 6 (11.3) 53
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Item 3: "I get at least 7-8 hours of sleep every night”

(Table 7).

According to the data, these adolescents generally .appear to be 

getting 7-8 hours of sleep nightly. Twenty-six percent of the total 

stated they "always” get 7-8 hours of sleep. About 41 percent of the 

males and 31 percent of the females "usually” get 7-8 hours of sleep. 

Less than 15 percent of the total "never” or "seldom” get that amount 

of sleep every night.

Table 7. Item 3: "I get at least 7-8 hours of sleep every night.”
(frequencies and percentages)

Sex Never Seldom Sometimes Usually Always Total

Female 2 (6.9) 1 (3.4) 8 (27.6) 9 (31.0) 9 (31.0) 29

Male 1 (4,2) 4 (16.7) 4 (16.7) 10 (41.7) 5 (20.8) 24

Total 3 (5.7) 5 (9.4) 12 (22.6) 19 (35.8) 14 (26.4) 53

Item 4: "I drink at least 5 glasses of water every day”

(Table 8).
Results of this item illustrated that over 45 percent of the 

total "usually” or "always” drink at least five glasses of water daily. 

Fifty percent of the males versus 25 percent of the females "sometimes” 

drink at least five glasses of water daily.
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Table 8, Item 4: "I drink at least 5 glasses of water every day.11
(frequencies and percentages)

Sex Never Seldom Sometimes Usually Always Total

Female 4 (13.8) 3 (10.3) 7 (24.1) 8 (27,6) 7 (24.1) 29

Male 2 (8.3) 1 (4.2) 12 (50.0) 1 (4.2) 8 (33.3) 24

Total 6 (11,3) 4 (7.5) 19 (35.8) 9 (17.0) 15 (28.3) 53

Item 5: l!I wear a seat belt whenever I ride in the car”

(Table 9).

Greater than half of the total of adolescents never wear a seat

belt in the c a r . More males (58.6%) than females (45.8%) never wear a

seat belt. No males and only one female always wears a seat belt when

ever riding in the car.

Table 9. Item 5: ”1 wear a seat belt whenever I ride in the car.”
(frequencies and percentages)

Sex Never Seldom Sometimes Usually Always Total

Female 17 (58.6) 6 (20.7) 4 (13.8) 1 (3.4) 1 (3,4) 29

Male 11 (45.8) 7 (29.2) 5 (20.8) 1 (4.2) 0 24

Total 28 (52.8) 13 (24.5) 9 (17.0) 2 (3.8) 1 (1.9) 53
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Item 6: ,fI eat between meals’1 (Table 10),

Results of this item revealed that 58.6 percent of the females 

and 66.7 percent of the males always eat between meals. Only one fe

male and none of the males responded ’’never” to this item.

Table 10. Item 6: ”1 eat between meals.” (frequencies and
percentages)

Sex Never Seldom Sometimes Usually Always Total

Female 1 (3.4) 3 (io.3) 8 (27.6) 11 (37.9) 6 (20.7) 29

Male 0 2 (8.3) 5 (20.8) 1 (4.2) 16 (66.7) 24

Total 1 (1.9) 5 (3.8) 13 (17.0) 12 (24.5) 22 (52.8) 53 ,

Item 7: ”1 brush my teeth at least once a day” (Table 11).

Analysis of this data revealed that 88.7 percent of the total 

always brush their teeth at least once a day. None of the subjects 

responded with ’’never” or ’’seldom” and only one of the subjects re

sponded with ’’sometimes.”

Table 11. Item 7: "I brush my teeth at least once a day.”
(frequencies and percentages)

Sex Never Seldom Sometimes Usually Always Total

Female 0

Male 0

Total 0

0 0 1 (3.4) 28 (96,6) 29

0 1 (4.2) 4 (16.7) 19 (79.2) 24

0 1 (1.9) 5 (9.4) 47 (88.7) 53
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Item 8: f,I take time to relax when I feel uptight" (Table 12).

Results of this item revealed a variety of responses. About 

one quarter of the total "never" or "seldom" take time to relax, Over

40 percent responded with "usually" or "always." More females (20.7%)

appear to always take time to relax than males (8,3%).

Table 12. Item 8: "I take time to relax when I feel uptight."
(frequencies and percentages)

Sex Never Seldom Sometimes Usually Always Total

Female 4 (13.8) 2 (6.9) 9 (31.0) 8 (27.6) 6 (20.7) 29

Male 3 (12.5) 5 (20.8) 8 (33.3) 6 (25.0) 2 (8.3) 24

Total 7 (13.2) 7 (13.2) 17 (32.1) 14 (26.4) 8 (15.1) 53

Item 9: "I eat food and/or beverages that contain a lot of

sugar" (Table 13).

None of the females and only one of the males responded never 

to consuming foods and/or beverages which contain a lot of sugar, 

whereas 20,7 percent of the females and 8.3 percent of the males seldom 

eat high sugar food and/or beverages. The greatest percentage (41.5%) 

sometimes eat food and/or beverages which contain a lot of sugar.
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Table 13. Item 9: ”1 eat food and/or beverages that contain a lot
of sugar.” (frequencies and percentages)

Sex Never Seldom Sometimes Usually Always Total

Female 0 6 (20.7) 11 (37.9) 9 (31.0) 3 (10.3) 29

Male 1 (4.2) 2 (8.3) 11 (45.8) ' 6 (25.0) 4 (16.7) 24

Total 1 (1.9) 8 (15.1) 22 (41.5) 15 (28.3) 7 (13.2) 53

Item 10: "I eat breakfast every day" (Table 14).

Analysis of this data revealed that the majority (56.6%) of the

subjects stated they "usually" or "always" eat breakfast daily. Less

than one-tenth (9.4%) never eat breakfast. In general, males ate

breakfast more frequently than females,

Table 14. Item 10: "I eat breakfast every 
and percentages)

day." (frequencies

Sex Never Seldom Somet imes Usually Always Total

Female 3 (10.3) 5 (17.2) 6 (20.7) 5 (17.2) 9 (31.0) 29

Male 2 (8.3) 2 (8.3) 4 (16.7) 5 (20.8) 11 (45.8) 24

Total 5 (9.4) 7 (13.2) 10 (18.9) 10 (18.9) 20 (37.7) . 53

Item 11: ”When available, I ride elevators rather than climb

stairs” (Table 15).

Results of this item revealed that the majority of subjects 

(51.0%) ’’usually” and "always” take the elevators versus the stairs.
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Fifteen percent never take the stairs. Little difference was noted

between responses of males and females,

Table 15* Item 11: "When available, I ride elevators rather than
climb stairs.11 (frequencies and percentages)

Sex Never Seldom Sometimes Usually Always Total

Female 3 (10.3) 5 (17.2) 8 (27.6) 8 (27.6) 5 (17.2) 29

Male 5 (20.8) 2 (8.3) 3 (12.5) 9 (37.5) 5 (20.8) 24

Total 8 (15.1) 7 (13.2) 11 (20.8) 17 (32,1) 10 (18.9) 53

Item 12: "I eat three regular meals a day" (Table 16).

Results of this item revealed that the majority of subjects 

(54.8%) "usually" or "always" eat three regular meals a day. Males 

always eating three regular meals a day were 58.3 percent versus only 

13.8 percent of the females. None of the females and three of the males 

responded that they never eat three regular meals a day.

Table 16. Item 12: "I eat three regular meals a day." (frequencies
and percentages)

Sex Never Seldom Sometimes Usually Always Total

Female 0 6 (20.7) 10 (34.5) 9 (31.0) 4 (13.8) 29

Male 3 (12.5) 1 (4.2) 4 (16.7) 2 (8.3) 14 (58.3) 24

Total 3 (5.7) 7 (13.2) 14 (26.4) 11 (20.8) 18 (34.0) 53



39

Item 13: MI eat at least one uncooked vegetable a day"

(Table 17).

Results of this item showed a wide variety of responses with 

24,5 percent always eating at least one uncooked vegetable a day.

Nearly one-third (30.2%) sometimes eat at least one uncooked vegetable 

daily and 18.9 percent never eat uncooked vegetables daily.

Table 17. Item 13: "I eat at least one uncooked vegetable a day"
(frequencies and percentages)

Sex Never Seldom Sometimes Usually Always Total

Female 5 (17.2) 4 (13.8) 9 (31.0) 5 (17.2) 6 (20.7) 29

Male 5 (20.8) 2 (8.3) 7 (29.2) 3 (12.5) 7 (29.2) 24

Total 10 (18.9) 6 (11.3) 16 (30.2) 8 (15.1) 13 (24.5) 53

Item 14: "I smoke cigarettes" (Table 18).

According to the results for this item, over two-thirds (69.8%)

of the subjects never smoke cigarettes. Over ten percent (10.3%) of

the females and 8.3 percent of the males always smoke cigarettes •

Table 18. Item 14: "I smoke cigarettes. " (frequencies and percentage

Sex Never Seldom Sometimes Usually Always Total

Female 18 (62.1) 5 (17.2) 3 (10.3) 0 3 (10.3) 29

Male 19 (79.2) 1 (4.2) 0 2 (8.3) 2 (8.3) 24

Total 37 (69.8) 6 (11.3) 3 (5.7) 2 (3.8) 5 (9.4) 53
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Item 15: l!I regularly engage in one or more activities such

as running, fast walking, swimming, racquetball, tennis, etc.H 

(Table 19).

Results for this item revealed that the majority in this sample 

(52,8%) always engage in one or more activities on a regular basis.

None of the subjects responded with "never" and only three (5.7%) 

responded with "seldom." Little difference was found between the sexes.

Table 19. Item 15: "I regularly engage in one or more activities
such as running, fast walking, swimming, racquetball, 
tennis, etc." (frequencies and percentages)

Sex Never Seldom Sometimes Usually Always Total

Female 0 2 (6.9) 3 (10.3) 10 (34.5) 14 (48.3) 29

Male 0 1 (4.2) 2 (8.3) . 7 (29.2) 14 (58.3) 24

Total 0 3 (5.7) 5 (9.4) 17 (32.1) 28 (52.8) 53

Item 16: "I eat at least one fresh fruit a day" (Table 20).

Analysis of the data revealed that two-thirds (66.1%) of the

total sample "usually" or "always" eat at least one fresh fruit a d a y . 

None of the subjects stated that they never eat fresh fruit daily.
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Table 20. Item 16: "I eat at least one fresh fruit a day."
(frequencies and percentages)

Sex Never Seldom Sometimes Usually Always Total

Female 0 0 8 (27.6) 10 (34.5) 11 (37.9) 29

Male 0 2 (8.3) 8 (33.3) 8 (33.3) 6 (25.0) 24

Total 0 2 (3.8) 16 (30.2) 18 (34.0) 17 (32.1) 53

Zero-order Correlations for Scale Items

Zero-order correlations and coefficient alphas were determined 

for the Self-care Practices Assessment Scale (Tables 1 and 2). The 

zero-order correlations found to be above .30 will now be presented.

Item 6 ("I eat between meals") correlated above .30 with three 

other items. In order of strength they were: Item 1 ("I dental floss

my teeth at least once a day") = .43; Item 2 ("I eat more than I should 

during the day") = .32; and Item 9 ("I eat food and/or beverages which 

contain a lot of sugar") = .31.

Item 3 ("I get at least 7-8 hours of sleep every night") cor

related above .30 with four other items. Presented in order of strength 

they were: Item 8 ("I take time to relax when I feel uptight") = .35;

Item 5 ("I wear a seat belt whenever I ride in the car") = .34;

Item 12 ("I eat three regular meals a day") » .34; and Item 9 ("I eat

food and/or beverages which contain a lot of sugar") *=-.32.

Two other correlations greater than .30 were determined.

Item 12 ("I eat three regular meals a day"), also correlated above .30 

with Item 10 ("I eat breakfast every day") *= .48. Item 13 ("I eat at
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least one uncooked vegetable a day") correlated above .30 with Item 4 

("I drink at least five glasses of water a day") = .35.

Correlations between individual items and the total scale score 

are presented in Table 2. The coefficient alpha for the total scale 

was .51. Analysis revealed deletion of five items increased the co

efficient alpha to a small degree. They were as follows: Item 1 ("I

dental floss my teeth at least once a day") alpha =■ .51; Item 5 ("I 

wear a seat belt whenever I ride in a car") alpha = .52; Item 9 ("I eat 

food and/or beverages which contain a lot of sugar") alpha == .52;

Item 14 ("I smoke cigarettes") alpha = .52; and Item 15 ("I regularly

engage in one or more activities such as running, fast walking, swim

ming, racquetball, tennis, etc.") alpha = .52. Further analysis re

vealed that Items 14 and 15 were also two of the items that did not 

correlate with any other items at or above the level of .30.

Findings Related to The Multi-dimensional 
Health Locus of Control Scale

Results of the MHLC Scale will be presented, including results 

of the questions tapping health status. The total range possible for 

this scale was 18 to 108. The results of this study revealed a range 

of 21 to 98. The mean score was 65,93; the median score was 66.13; and 

the standard deviation was 11.02.
The internal versus external variable can be determined with

the use of either the total sample mean or median of the scores

(Wallston et al., 1976). Analysis of the data revealed a similar mean 

and median, therefore, 66 was chosen as the number upon which an assess

ment of internal or external would be based. All those subjects with
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scores less than 66 were assessed as internal; all those scoring 66 or 

higher were assessed as external, Results of scores and the assessment 

of internal and external expectancy is found in Table 4. Of the total 

sample population, 29 (54,7%) were assessed as externally controlled 

and 24 (45,3%) were assessed as internally controlled. According to 

sex, 13 or the 29 females (44.5%) were assessed as external and 55.5 

percent were assessed as internal. Of the 24 male subjects, 17 (75,0%) 

were assessed as external and 7 (25,0%) were assessed as internal.

Two statements tapping health status were included in the MHLC 

Scale, Items 19 and 20 were: nAt the' moment, I am in excellent health,”

and ”In general, I am an extremely healthy person.” Subjects were asked 

to respond in the same manner as for the MHLC Scale with six response 

categories ranging from "strongly disagree" to "strongly agree" Results 

of these statements are presented in Tables 21 and 22.

Analysis of the data revealed that greater than 62 percent of 

the total sample "moderately" or "strongly agree" that at the moment, 

they are in excellent health. Less than 10 percent felt that they 

"strongly" or "moderately" disagreed with the statement. Over two- 

thirds of the subjects "moderately" or "strongly" agreed to being an 

extremely healthy person in general; 41 percent "strongly" agreeing.

Less than 10 percent felt that they "strongly" or "moderately" dis

agreed they are generally extremely healthy.
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Table 21. Responses to Statement: "At the moment I am in
excellent health." (frequencies and percentages)

Responses Frequency Percentage

Strongly Disagree 2 3.8

Moderately Disagree 3 5.7

Slightly Disagree 6 11.3

Slightly Agree 9 17.0

Moderately Agree 14 26.4

Strongly Agree 19 35.8

Total 53 100.0

\
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Table 22. Responses to Statement: "In general, I am an extremely
healthy person." (frequencies and percentages)

Responses Frequency Percentage

Strongly Disagree 4 7.5

Moderately Disagree 1 1.9

Slightly Disagree 3 5.7

Slightly Agree 8 15.1

Moderately Agree 15 28.3

Strongly Agree 22 41.5

Total 53 100.0
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Findings Related to the 
Health Value Assessment Scale

Results of the relative value these adolescents placed on 

health are included in Table 4. Those subjects ranking health in one 

of the top four positions out of a possible ten are classified as 

having a high health value (Wallston et a l ,, 1976) . Those subjects 

ranking health in any position other than the top four, were classi

fied as having a low health value. Analysis of the data showed that 

31 (58.5%) were classified as having a high health value and 22 (42.5%) 

were classified as having a low health value.

Findings Related to the Hypotheses

In order to test the three stated hypotheses, a mean score of

the Self-care Practices Assessment Scale was determined for the follow

ing: those assessed as internal with a high and low health value,

those assessed as external with a high and low health value, and those 

assessed as having a high health value and a low health value, regard

less of the internal/external determination.

The first hypothesis stated that those adolescents assessed 

as internal will score higher on the Self-care Practices Assessment 

Scale than those assessed as external. Results of the t-test for

this correlation are found in Table 23. Analysis of the data showed

that 24 (45.3%) of the subjects were determined to be internal and 

29 (54.7%) were determined to be external. The mean score on the 

Self-care Practices Assessment Scale for the externals was higher than 

the internals, however, differences between the two test scores were 

not found to be significant.
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Table 23, T-test Results of Mean Scores on the Self-care Practices 
Assessment Scale of Those Assessed as Internal with a 
Low Health Value and Those with a High Health Value

Locus of Control/
Health Value Frequency Mean Score

Internal/Low 11 50.27

Internal/High 13 . 51.54

t alpha 2 2 =  2.07 (n=24)
t = .46



The second hypothesis stated that those adolescents ranking 

health as a high value will score higher on the Self-care Practices 

Assessment Scale than those ranking health as a low value. Results 

of this t-test are found in Table 24. Analysis of the data revealed 

that those with a low health value scored higher on the Self-care 

Practices Assessment Scale than those with a high health value. The 

difference between the scores, however, was not found to be signif

icant . .

The final hypothesis was tested and analyzed. This hypothesis 

stated that those adolescents assessed as internally controlled and 

ranking health as a high value will score higher on the Self-care Prac

tices Assessment Scale than those assessed as internally controlled 

and ranking health as a low value. Results of the t-test for this 

correlation can be found in Table 25. Analysis of the data revealed 

that 13 (24.5%) of the subjects were assessed as internal with a high 

value placed on Health and 11 (20.7%) were assessed as internal with 

a low value placed on health. Although those assessed as internal with 

a high health value did have a higher means score than those assessed 

as.internal with a low health value, the difference between the two 

mean scores were not found to be statistically significant.

A Pearson Correlation Coefficient was used to correlate the 

variable health value to the variables of self-care practices and locus 

of control. The correlation between health value and self-care prac

tices was r = .06, p <.50. The correlation between health value and 

locus of control was r = .18, p <.10. The correlation between locus 

of control and self-care practices was r = .47, p < .001.
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Table 24. T-test Results of Mean Scores on the Self-care Practices 
Assessment Scale of Those Assessed as Internal and Those 
Assessed as External

Locus of Control Frequency Mean Score

External 29 53.68

Internal 24 50.96

t alpha 48 = 2.01 
t = -1.56

(n=53)

Table 25. T-test Results of Mean Scores on the Self-care Practices 
Assessment Scale of Subjects Ranking Health as a Low 
Value and as a High Value

Health Value Frequency Mean Score

Low 22 52.95

High 31 52.10

t alpha 47 = 2.00 
t = ,48

(n=53)
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Summary of Findings 

Scores on the Self-care Practices Assessment Scale ranged from 

35 to 63 out of a * possible range of 16 to 80, The mean score was 52.45 

with a standard deviation of 6.34. Coefficient alpha for the total 

scale was ,51 and zero-order correlations revealed 11 of the 16 items 

correlated above the level of .30.

Scores on the Multi-dimensional Health Locus of Control Scale 

ranged from 21 to 98 out of a possible range of 18 to 108. The mean 

score was 65.93; the median score was 66.13 and the standard deviation 

was 11,02. The number of subjects ranking health as a high value was 

31 (58.5%) and those ranking health as a low value were 22 (41.9%).

Those subjects assessed as external scored higher on the Self- 

care Practices Assessment Scale than those assessed as internal, re

gardless of health value. Those subjects ranking health as a low value 

scored higher on the Self-care Practices Assessment Scale than those 

ranking health as a high value. Those subjects assessed as internal 

with a high health value scored higher on the Self-care Practices 

Assessment Scale than those assessed as internal with a low health 

value. The t-test analysis did not reveal that these relationships 

were statistically significant.



CHAPTER 5

DISCUSSION OF FINDINGS

The purpose of this study was to investigate the self-care 

practices of adolescents with respect to their locus of control and 

value of health. Discussion of these findings in relation to the 

review of literature will be presented. Following this, conclusions 

of the study will be based on both the factual findings and their 

interpretations. Implications for nursing and recommendations for 

further study will then be presented.

Findings Related to the Review of Literature

Self-care Practices

Results of this study revealed that over one-third of the 

adolescents stated they "usually" and "always" eat more than they 

should during the day. Nearly 40 percent indicated they sometimes eat 

more than they should. In the Health Examination Study (National Cen

ter, 1975) 39 percent stated that they ate too much. In Brunswick's 

study (Brunswick and Josephson, 1972), 40 percent felt that they ate 

too much.

Over 45 percent of the adolescents in this study "usually" 

or "always" drink at least five glasses of water daily. According to 

the study conducted by Brunswick (1969) 40 percent drank at least five 

glasses of water daily.

51



52

Data on food intake patterns has shown that snacks are eaten 

by 75 percent of adolescents and provide one-fourth to one-third of 

their caloric intake (Guthrie, 1979). Brunswick1s (1969) study re

vealed that half of the females and over two-thirds of the males ate 

more in snacks than in meals and the Health Examination Survey (Nation

al Center, 1975) reported 21 percent of the total eating more in snacks 

than in meals. In this study, 58,6 percent of the females and 66,7 

percent of the males always eat between meals. However, 54.8 percent 

also "usually” and "always" eat three regular meals a day.

The incidence of dietary inadequacies is higher during adoles

cence than any other stage of the life cycle (Guthrie, 1979). Increased 

nutritional requirements is a main factor. The changing lifestyles also 

has marked effects on food habits. As one becomes more independent and 

mobile, more meals are eaten outside the home where there is less 

guidance on food choices, more food sharing with peers and new food 

preferences are learned and old food habits discarded.

Most of the adolescents in this study (62.2%) are "usually" 

and "always" getting at least 7-8 hours of sleep a night. Another

22.2 percent sometimes get at least 7-8 hours of sleep every night.

The majority of respondents in Brunswick1s (1969) study reported an 

average of nine hours of sleep nightly.

Findings related to brushing teeth at least once a day were 

consistent with those in Brunswick1s (1969) study. Nearly 80 percent 

of the subjects in this study always brush their teeth at least once a

day. Ninety percent of those in Brunswickfs study were found to brush

their teeth.
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The adolescents in this study were assessed as being active, 

with 52,8 percent always engaging in one or more activities such as 

running, fast walking, swimming, or racquetball, etc. In the Health 

Examination Survey (National Center for Health Statistics, 1975),

42 percent exercised outdoors daily, and 23 percent exercised indoors 

daily. Thirty-nine percent also played team sports and 33 percent did 

some other exercise three or more times a week.

Health Value

The majority of adolescents (58.5%) were considered to place a 

high value on health. No other studies are available for comparison.

The development of a system of personal values occurs during this stage 

of life (Mercer, 1979). It is questionable as to whether or not a high 

value on health will remain with these individuals throughout their life.

Locus of Control

Less than half (45,3%) of the subjects were assessed as internally 

controlled. This generally means that they are more likely to take 

responsibility and action to improve their health. Internals also tend 

to maintain physical well-being and guard against disease and accidents 

to a greater extent than externals. Externals (54.7%) in this study, 

would tend to believe that forces beyond their control would determine 

their health.

In the Harlem study by Brunswick and Josephson (1972), although 

the Locus of Control Scale was not used, 90 percent believed that being 

healthy was mainly a matter of taking care of themselves. However,
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the majority also felt that there was not much a person could do to 

avoid illness.

Several of the items on the Self-care Practices Assessment 

Scale were similar to some of the locus of control studies for adoles

cents and students. Most of the results of this study support the 

other studies. That is, that individuals assessed as internal as op

posed to external, are more likely to engage in activities to improve 

or maintain health,

Findings for the item related to dental flossing were con

sistent with those of Williams (1972b), who reported that those stu

dents assessed as internal were more likely to engage in preventative 

dental activities. In this study, of those assessed as internal, over 

half (51,6%) were found to "sometimes," "usually" or "always" floss 

their teeth at least once a day. Only one-third (33,0%) of those as

sessed as external responded with the same frequency.

In another study of Williams (1972a), it was found that those 

assessed as internals reported greater use of seat belts when riding 

in an automobile than those assessed as externals. This study supported 

these findings. Of those assessed as internal, 9 subjects (31%) "some

times," "usually," or "always" wore their seat belt, as opposed to 3 

(12,5%) of the subjects assessed as externals.

In this study, 10 (18.9%) of the subjects "sometimes," "usually," 

or "always" smoke cigarettes. Of these, 60 percent were assessed as 

internal and only 40 percent were external. These results are contrary 

to the numerous studies previously done which suggested that those in

dividuals who are smokers, or unable to stop smoking, are more external
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than those individuals that are non-smokers (Coan, 1973; James et al., 

1965; Mlott and Mlott, 1975; Steffy et al., 1970; Straits and Sechrest, 

1963; Platt and Eisenman, 1968). Perhaps for this particular age group, 

smoking is an expression of opposition to conventional society or a way 

of proving control of oneself. This may explain the majority of smokers 

who were assessed as internal. Also, initiation of this health compro

mising behavior tends to occur with other characteristics of normal de

velopment such as the emergence of a desire for independence or 

increased reliance on peers (Jessor and Jessor, 1977).

A study of male students revealed that those assessed as internal 

were more likely to engage in voluntary exercise than those assessed as 

external (Sontroem and Walker, 1973). This study concluded that of those 

assessed as internal, 89,7 percent of the total sample and 87.4 percent 

of males "usually" or "always" engaged in one or more activities such as 

running, fast walking, swimming, etc., regularly. Of those assessed as 

externals, 79.1 percent of the total sample and 75 percent of males 

engaged in these activities with the same frequency.

Conclusions

The findings from this study were not found to support the 

hypotheses as stated. For the first hypothesis, no significant differ

ence was found between the mean scores of adolescents assessed as in

ternally controlled compared to those assessed as externally controlled 

compared to those assessed as externally controlled ( t alpha 48 = 2,01, 

t = 1.56). The results for the second hypothesis, that those adoles

cents ranking health as a high value will score higher on the Self-care
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Practices Assessment Scale than those ranking health as a low value, 

were not found to be statistically significant (t alpha 47 *= 2.00, 

t s .48). For the final hypothesis, no significant differences were 

found between those adolescents assessed as internally controlled and 

ranking health as a high health value versus those ranking health as a 

low value when scores on the Self-care Practices Assessment Scale were 

compared (t alpha, 2 2 =  2,0.7, t = ..46).

Possible explanations for the nonsignificant findings in this 

study are presented. In relation to the Self-care Practices Assessment 

Scale, relaibility testing revealed a low inter-item and item to total 

correlation. The coefficient alpha for the total scale was also low. 

Although at face validity the items appeared to represent the concept 

of self-care, results of the initial testing indicate that there were 

few items that correlated above the level of .30.

The manner in which the determination was made for the value of 

health needs reconsideration. Those values chosen to be ranked with 

health from Rokeach's (1973) original survey of values, may not have 

been appropriate for this age group. Also, the fact that this group is 

only beginning to develop their life values is worth mentioning.

It should also be noted that subjects' scores on the Multi

dimensional Health Locus of Control Scale tended to be near the mean 

and median score of 66. Over 28 percent of the subjects had scores of 

64 to 67. These scores were borderline to the cut off point. Having 

the subjects retake the scale another time could result in a different 

outcome.
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Other major conclusions identified through this study include 

the following:

1. The majority of subjects do not dental floss their teeth.

2. The majority of subjects eat more than they should during the

da y .

3. Only one subject always wears a seat belt whenever riding in 

the car,

4. The majority of subjects always eat between meals.

5. The majority of subjects always brush their teeth at least once

a day,

6. About one quarter of the subjects "never" or "seldom" take time

to relax when they feel uptight.

7. The majority of the subjects eat breakfast daily.

8. Less than 15 percent of the subjects use stairs instead of 

elevator.

9. The majority of subjects eat three regular meals a day.

10. Over two-thirds of the subjects never smoke cigarettes.

11. The majority of subjects always engage in one or more activ

ities such as running, swimming, tennis, etc., regularly.

12. Those adolescents eating between meals are more likely to eat 

more than they should, to eat food and/or beverages which contain a lot 

of sugar and to dental floss their teeth at least once a d a y .

13. Those adolescents getting at least 7-8 hours of sleep are more 

likely to eat three regular meals a day, to take time to relax when 

feeling uptight, to wear a seat belt whenever riding in a car and are

more unlikely to eat food and/or beverages that contain a lot of sugar.
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Implications for Nursing 

Results of this study provide specific and general implications 

for nursing. In our society, there has been a tendency to focus on the 

negative health behaviors of adolescents. Findings of the Self-care 

Practices Assessment Scale provide insight into their positive health 

behaviors. Positive adolescent health behaviors, once identified for 

a group or individual, can be encouraged.by a nurse and provide the 

foundation for teaching in the hope of modifying and improving health, 

Some of the particular areas identified for health educational 

purposes of adolescents are the need to wear seat belt, to floss the 

teeth, to reduce overeating and eating between meals, and the need to 

take time to relax when uptight or stressed,

Another look at the associations between self-care practices 

may also be helpful for providing an area of focus for health education. 

Health compromising behaviors have been found to co-occur and the level 

of practice for negative health behaviors appears to be associated with 

the likelihood of initiating negative practice in another area (lessor 

and lessor, 1977). This may work conversely with positive health be

haviors as w e l l . For example, results of this study revealed that those 

adolescents that sleep 7-8 hours nightly also engage in other positive 

health practices such as regular meals, the wearing of seat belts and 

taking time to relax when feeling uptight.

Further assessment of .individual self-care practices along with 

the variables locus of control and health values may provide evidence 

to alert the nurse and other professionals to the need for development 

of an internal locus of control orientation. This then could lead to
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an improvement in health by encouraging self-care practices for some 

individuals who may be inclined to believe that health is beyond their 

responsibility and control. Tailoring teaching approaches to each ex

pectancy should result in more effective learning. Internals evidently 

prefer situations in which they can assume responsibility and work 

independently, whereas externals respond better to teaching conditions 

in which structure is imposed from the outside. Also, the use of peers 

as role models could be incorporated in teaching programs for health 

promotion.

In sum, the concept of self-care provides an exciting vista for 

the future of health care. For nurses, a focus on self-care teaching 

provides new opportunities for contributing directly to improved health 

and reaffirms nursing's historical goals and priorities. It also offers 

new and greater opportunities for the nurse to function independently.

A focus on self-care may also provide the long-waited recognition for 

the important part the nursing profession has played in improving and 

promoting the health of the nation.

Recommendations for Further Research 

The following recommendations have been made for further 

research:

1. Revision of the Self-care Practices Assessment Scale with the 

development of subscales (e.g., nutritional practices, physical exercise 

practices, personal hygiene practices, etc.).

2. Further validity and reliability testing for the Self-care 

Practices Assessment Scale, to include factor analysis.



3/ Repeat the study, controlling for other variables such as 

socioeconomic status, religion, education, ethnic background, etc.

4. Administer the Self-care Practices Assessment Scale, the Mult 

dimensional Health Locus of Control Scale, and the Health Value Asses 

ment Scale to the same subjects at a future date for comparison.

5. Administer the three scales to a larger, randomly selected 

sample,

6. Administer the three scales to different age groups.



APPENDIX A

SELF-CARE PRACTICES ASSESSMENT SCALE

Below is a list of activities that boys and girls your age do. 
Please read each item and circle the number most closely corresponding 
to the frequency that you do that particular item. For example, if 
you never do one of the activities, circle number 1. If you always do 
one of the activities, circle number 5. Try to answer all the ques
tions. There is no right or wrong answer.

1. I dental floss my teeth at least once a d a y .

2. I eat more than I should during the d a y .

3. I get at least 7-8 hours of sleep every night,

4. I drink at least 5 glasses of water every day.

5. I wear a seat belt whenever I ride in the car,

6. I eat between meals.

7. I brush my teeth at least once every d a y .

8. I take time to relax when I feel uptight.

9. I eat food and/or beverages which contain a
lot of sugar.

10. I eat breakfast every day.

11. When available, I ride elevators rather than 
climb stairs,

12. I eat three regular meals a day.
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13. I eat at least one uncooked vegetable a day. 1 2 3 , 4  5

14. I smoke cigarettes. 1 2  3 4 5

15. I regularly engage in one or more activities 1 2  3 4 5
such as running, fast walking, swimming,
racquetball, tennis, etc.

16. I eat at least one fresh fruit a d a y . 1 2  3 4 5
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APPENDIX B

VALUE ASSESSMENT SCALE

Below are 10 values listed in alphabetical order. Your task 
is to arrange them in order of their importance to y o u . There are no 
right or wrong answers.

Study the list carefully and pick out the one value that is 
most important to you and place a 1 next to that value, place a 2 next 
to the value that is second most important to you. Then do the same 
for each remaining value. The value which is least important to you 
should be ranked 10.

Work slowly and think carefully. If you change your mind, 
feel free to change your answers. The end result should truly show 
how you feel (Rokeach, 1973).

( ) a comfortable life

( ) a sense of accomplishment

( ) an exciting life

( ) family security

( ) freedom

( ) happiness

( ) health

( ) pleasure

( ) self-respect

( ) true friendship
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APPENDIX C

MULTI-DIMENSIONAL HEALTH LOCUS OF CONTROL SCALE

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

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

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

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

3. Having regular contact with my physici 
the best way for me to avoid illness.
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4.

5.

6 .

7.

8 .

9.

10.
11 .

12 .

13.

14.

15.

16. 

17.

Most things that affect my health happen 
to me by accident.

Whenever I don't feel well, I should con
sult a medically trained professional.

I am in control of my health.

My family has a lot to do with my becoming 
sick or staying healthy.

When I get sick, I am to blame.

Luck plays a big part in determining how 
soon I will recover from an illness.

Health professionals control my health.

My good health is largely a matter of good 
fortune.

The main think which affects my health is 
what I myself do.

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

When I recover from an illness, it is 
usually because other people (doctors, 
nurses, family, friends) have been taking 
good care of me.

No matter what I do, I'm likely to get sick.

If it's meant to be, I will stay healthy.

If I take the right actions, I can stay 
healthy.
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18.

19.

20 .

Regarding my health, I can only do what 
my doctor tells me to do.

At the moment, I am in excellent health.

In general, I am an extremely healthy 
person.
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APPENDIX D

HUMAN SUBJECTS COMMITTEE CONSENT

T H E  U N I V E R S I T Y  O F  A R I Z O N A
T U C S O N ,  A R I Z O N A  85724
H U M A N  SUBJECTS C O M M I T T E E  
ARIZONA HEALTH SCIENCES CENTER 2305

TEL E PH O N E : 626-6721 OR 626-7575

Chris L. Carter, R.N.
1325 .North Mountain Avenue 
Tucson, Arizona 85719

Dear Ms. Carter:

We are in receipt of your project entitled, "Adolescent Self-Care 
Practices and Locus of Control", which was submitted to the Human Subjects
Committee for review. We concur with the opinion of your College Review
Committee that this is a minimal risk project. Therefore, approval is
granted effective 14 April 1980.

Approval is granted with the understanding that no changes will be 
made in either the procedures followed or in the consent form or question
naires used (copies of which we have on file) without the knowledge and 
approval of the Human Subjects Committee and the College Review Committee. 
Any physical or psychological harm to any subject must also be reported to 
each committee.

A university-wide-policy requires that all signed subject consent 
forms be kept in a permanent file in an area designated for that purpose 
by the Department Head or comparable authority. This assures their acces
sibility in the event that university officials require the information 
and the principal investigator is unavailable for some reason.

Sincerely yours

Milan Novak, M.D., Ph.D. 
Chairman
Human Subjects Committee

MN/jm
cc: Ada Sue Hinshaw, Ph.D.

College Review Committee
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