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In the summer of 1964, Norman Cousins. the former editor of the Saturday 
Review, was diagnosed'as having ankylosing spondylitis, a collogen disease 
leading to disintegration of the &nnective tissue in the spine. Upon being told by 
his doctor that a leading specialist gave him "one chance in five hundred" of 
recovering, Cousins (1979) decided it was about time he took an active interest in 
his awn case: "All this gave me a great deal to think about. Up to that time 1 had 
been more or less disposed to let the doctors wony about my condition. But now 
I felt a compulsion to get into the act. It seemed clear to me that if I was to be that 
one in five hundred I had better be something mort than a passive observer [p. 
351." Cousins (1979) details how he developed his own treatment regimen, 
formed a partnership with his physician. and ultimately was freed from this 
crippling, degenerative disease. 

The issue of who is responsible for an individual's degree of health-or illness 
is one for which there are no definitive answers but plenty of opinions. Many 
patients and most physicians behave as if doctors arc primarily responsible: when 
a health problem arises it is the doctor's job to set things right. Other people 
strongly h l i eve  that the ultimate responsibility for one's health either lies 
squarely with the individual or ought to lie there. As Ginzhcrg (1977) writes: 
" N o  improvement in thc health care system will be efficacious unless the citizen 
;Issumes responsibility for his own wcll-king (p. 2391."' This exemplifies the 
viewpoint that i f  we n s  a society are to do  anything about the rising cost of health 
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care in the United States today, people must begin to take charge of their own 
health and not leave such an important matter up to the so-called experts. Still 
others believe that nobody is ultimately responsible for health or illness; if you 
are healthy. you are lucky or have been rewarded by God; if you are sick, you are 
ill-fated or have been punished by God. 

The example of Cousins' actions in the face of ankylosing spondylitis shows 
that responsibility for recovering from an illness need not rest solely on the 
patient or on the doctor. A partnership can be struck between doctor and patient 
in which responsibility is jointly held and shared. Cousins did not merely give up 
and accept his fate, nor did he dismiss his doctor and cany on exclusively on his 
own. Instead, he gathered as much information as he could, formulated an 
unorthodox treatment plan, consulted with his physician. garnered the support of 
family and friends, and proceeded to take charge of his own life. 

THE THEORETICAL FRAMEWORK 

A social psychologist familiar with Cousins' story might speculate that Cousins' 
behavior exemplifies a person with an "internal locus of control" belief arienta- 

.--, tion. Social leaning theory (Rotter. l ~ d p o s i t s  that: "the potential for a behav- 
a 

ior to occur iri any specific psychological situation is a function of the expectancy 
that the behavior will lead to a particular reinforcement in that situation and the 

pJ,!#J- /value of that reinforcement p. 571." Cousins, who highly valued baing a 
, healthy, vigorous, alive human being, confronted overwhelming odds,and pro- 

fessional pessimism with direct health-enhancing action because he truly be- 
lieved that his actions would make a difference. The generalized expectancy that 
one's outcomes (or reinforcements) are directly the result of one's behavior or 
relatively enduring characteristics is termed an internal locus of control orienta- 
tion (Rotter, 1966). This is opposed to believing that one's outcomes (reinforce- 
ments) arc under the control of powerful other people or are randomly determin- 
ed by forces such as fate, luck, or chance-beliefs that are indicative of an 
external locus of control orientation. 

According to Rotter's theory, peoples' behavior can be predicted from a 
knowledge of how they view the situation, their expectancies about their behav- 
ior. and how they value the outcomes that might occur as a result of their 
behavior in that situation. According to Strickland (1978): "If a situation is 
novel or ambiguous, then an individual will depend on generalized expectancies 
that have served hitnlher in the past. More specific expectancies are used when 
the aspects of the situation are straightforward w routine Ip. 11931." Locus of 
control beliefs have been treated as both generilized and situation-specific ex- 
pectmcies; likewise, individual differences in these beliefs have been considered 
as either relatively stable pcrhonality factors or as transitory social cognitions 

Much research has tested various aspects of Rotter's social learning theory 
(see Rotter, Chance, & Phares, 1972). but the construct that has received the 
greatest amount of attention has been locus of control. There have been well over 
1000 published papers dealing with individual differences in locus of control 
beliefs, not to mention the mynad of unpublished theses, disscnations, and 
studies that have investigated this construct (Rotter, 1979). Although there has 
been quite a diversity of findings and conclusions, it has generally been the case 
that--compared to those persons espousing external locus of control expectan- 
cies-intemals arc more potent, competent, effective persons, likely to take 
responsibility for their actions and to take steps to change aversive life 
situations. 

An increasing number of health researchers have measured locus of control 
beliefs and have attempted to relate these expectancies to a host of health-related 
behaviors and stat use^.^ Some of these investigations have utilied measures of - 
locus of control that include no mention of health or illness (e.g., Romr's 1-E 
Scale, Rotter, 1966; Levenson's I, P, & C Scales, Levenson, 1973, 1981); more 
recently, health-specific measures of this c o p c t  have been developed and have $ 
been adopted by investigators in the health fields (Wallston & Wallston, 1981). 
The linkage between assuming responsibility for one's own health and endorsing 
internal locus of control beliefs has a certain compelling logic to it. Also, Strick- 
land (1978) reports that early "results of research conducted with various [I-El 
bstruments suggest that beliefs about internal versus external control arc related 
in significant and even dramatic ways to health-related behaviors [p. 11921." 
Thus, from both a theoretical and empirical perspective, the exploration of locus 
of control and healt'h-related phenomena seems warranted. 

This chapter summarizes current knowledge regarding the relationship be- 
tween the health locus of control beliefs of adults3 and: (1) measurements of 
other psychological constructs; (2) health information and preventive measures; 
(3) reactions to physical conditions; (4) responses to health-related interventions; 
and (5) inieractions with health care  setting^.^ It begins with a brief description - .  - - .  . -- - 

'Fa reviews of this resurch. see Joe (1971)-lefcoun (1968, 1976. I l l )  Rum (1973. 1976). 
Rotter (1966, 1975). 

'Sec Strickland (1978) and Wallston and Wallston (1978) for reviews of some of the edier work 
in this field. 

'A health tocur of cwtml scale specifically devclopcd for use with xhool-age children has k e n  
published by Parcel and Mcycrs (1978). The Children's Health Locus of Control Scale has been used 
in a number of studies. but work with this scale or other studies involving childrrn ir not reviewed in 
this chapter. 
'Th organization of this chapter. partially modeled aher Stricklar~d (1978) is radically different 

from another recent chaper written by the authors (Wallston & Wallston m+&. Thc present 
chapter includes some rtudlts completed alter Ihc other chapter w;ir w r i h  ud less dctril. in 

influenced by a host of si~ua~ional cues and changes. gcncrd. about spccitic studies. 
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Figure 3.1 prcscnts eight different patterns of health locus of control expec- 
tancies based on whether an individual is relatively high or low on each of the 
three dinicnsiclns: IHLC. PHLC, and CHLC. The first three patterns are "pure" 
types; each consists of an endorsenlent of only one of the three dimensions. The - .  
second three types consist of high scores on two of the dimensions, low scores on 
the othcr. Type IV might be termed a "double health-external" because both . . . . . - - - . . - . . . . . . . -- - 
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external belief dimensions are endorsed, but the individaul does not agree with 
the internal statements. Type V is possibly the most adaptive of all. By scoring 
high on both IHLC and PHLC and low on CHLC, individuals express the belief 
that theirvhealth is controllablr. either by themselves or other people. and not a 
matter of fate, luck, or chance. This constellation of beliefs could be particularly 
beneficial to a person who has to cope with a chronic illness (e.g., diabetes or 
hypertension) where much of the responsibility for successfully treating the 
condition lies with the patient carrying out the treatment regimen prescribed by 
the physician. In an earlier paper (Wallston & Wallston, 1973), we refemd to 
such an individual as a "responsible internal." Norman Cousins is probably 
such a person. 

Type VI-high on IHLC aod CHLC, low on PHLC-is probably nonexistent 
or extremely rare. Inasmuch as the IHLC and CHLC Scales art only slightly 
negatively correlated, this pattern is mathematically possible but conceptually 
difficult to understand. One possible explanation is thar individuals have learned 
that there are certain aspects about their health that they can control and other 
aspects that are totally unpredicatable. In resppnding to the MHLC belief state- 
ments, the Type VI person is merely expressing this dualism. 

The last two patterns (i.e., all three dimensions simultaneously high or low) 
can arise because they validly reflect HLC beliefs or because of response biases 
(see Couch & Keniston, 1 W ) .  "Yea-sayers"-pcrsons who indiscriminately 
agree with a statement regardless of content-would be Type VII; "nay-sayers" 
would be Type VUI. If  these patterns are not simply the result of response biases, 
then the same explanation proferred earlier for Type VI would hold for Type VII; 
individuals have also learned that certain aspects of their bealth art controlled by 
powerful others. Such an individual might even be better off than a Type V 
because the endorsement of CHLC beliefs might provide a convenient rational- 
ization for those instances where one's best shot and the best efforts of others 
have all come to naught. Being a Type VIII might be indicative of a very 
selective "nay-tayer"; such persons might just be expressing the opinion that the 
sample of items contained in the MHLC scales docs not reflect their own particu- 
lar health locus of control expectancies. For example, someone who strongly 
believes that God controls health and illness might be Type VIII. No claim has 
been made that all possible areupped by the three MHLC dimen- 
sions (Wallston & Wallston. 

MEASUREMENT OF OTHER 
PSYCHOLOGICAL CONSTRUCTS 

Aside from correlating health locus of control beliefs with other measures of 
locus of control expectancies. scveral studies have related HLC or MHLC scores 
to other constructs, some of which were theniselves health-s~cific measures. 
D~hhman. likcs, and Morgan ( 1980) iound J mdcsr bur significant relationhhip 
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between HLC scores and their own measure of self-motivation. Those indi- 
viduals scoring in the internal direction on the HLC expressed a higher degree of 
self-motivation. This correlation would probably be stronger with the individual 
rMI1LC scales, but they have not been correlated to date. Those scoring high on 
the PHLC might be high or low on self-motivation depending on what their 
IHLC and Ct1LC beliefs are. 

Strickland (1978) suggested a relationship between Type A behavior charac- 
teristics (see Carver & Humphrie~~~Chapter 2, this volume) and holding internal 
locus of control beliefs. Macri ( 1 0 8 0 )  correlated the MHLC scales with the 
Type A subscale of the Jenkins Activity Survey (JAS) (Jenkins, Zyzanski, & 
Rosenman, 1979) but found no significant relationships. Her sample, consisting 
of men hospitalized for chest pain, was quire small !n = 14). so it is still possible 
that persons exhibiting Type A behavior might differ in their health locus of 
control beliefs from those who are not Type A. 

Tolor (1978), studying a diverse group of graduate students and community 
volunteers. found no significant relationships between HLC scores and death 
anxiety or adjustment. Brown, Perman, and Dobbs ( 198 1 ) studied a sample of 
geriatric patients all of whom recently had pacemakers implanted and found that 
HLC internality was correlated significantly with life satisfaction and the will-to- 
live. Hatz (1978) found high positive correlations between IHLC scores and past 
and expccted future life satisfaction in a sample of chronic hemodialysis patients. 

DeVellis, DeVellis, Wallston, and Wallston ( 1980a, 1980b) administered a 
depression scale (CES-D) (Radloff, 1975) along with the MHLC Scale in a 
survey of persons with epilepsy. CES-D scores were significantly correlated with 
CHLC and, to a lesser extent, PHLC beliefs. Similarly, in a sample of cancer 
patients receiving chemotherapy on an outpatient basis at Vanderbilt Hospital, 
we are also finding CHLC to be highly correlated with depression as assessed by 
the Zung Depression Scale (Zung, 1965). Nicc (1980a) found that CHLC was 
significantly correlated with situational depressive affect (Ryman, Biersner. & 
LaRocco, 1974) among navy wives whose husbands were at sea, but correlations 
with IHLC and PHLC were not significant. Nice ( 1980a) reports: "This differen- 
tial relationship between the chance and powerful other subscales of the MHLC 
on the criterion measure of depressive affect may provide a valuable extension of 
the work relating both learned helplessness and external locus of control to 
depression [p. I I 1. " 

Krsntz. Baum, and Wideman (1980) reported only modest correlations in one 
sample and no correlation in a second sample between HLC scores and the two 
subscalcs of the'Kr~ntz Health Opinion Survey (KHOS). One subscale ( I )  pur- 
pnedly measures preferences for hcalth-related infornintion: the other (B) as- 
sesses desire for behavior;~l involvcmcnt (i.c., self-care and active panicipation) 
in mcdical caw. In a rccent study (Siiiith. Walllton. & Wallston 19811. we 
administered the KHOS aloi~g with thc hltlLC Sc;llr.h to a sample of community 
volunteers and found highly signillcant ~ntcrrcl;ltion~h~ps ariiung the two KHOS 

subscales and the three MHLC Scales, w~th Krantz's B scale and the PHLC 
strongly negatively correlated. This suggests that these two scales are essentially 
tapping the same conswct. The modest correlations found by Krantz et al. 
(1980) between the KHOS and HLC Scale wen due to the fact that the HLC 
Scale does not measure PHLC beliefs. Further evidence for this assertioo comes 
from Durn (1980) who found a significant negative cornlation between PHLC 
and attitude toward self-care (see Linn & Lewis, 1979), a-construct similar to 
Krantz's measure of behavioral involvement. 

In the Smith et al. (1981) study referred to earlier, we found IHLC scores to 
be uncorrelated with a general (nonhealth-specific) measure of desire for control 
(Burger & Cooper, 1979). Surprisingly. IHLC was also uncorrelated with a 
measure of expectancy for control in a specific health-related situation (as a 
patient in the hospital dying of a terminal illness), but it was positively correlated 
with desire for control in that same setting. CHLC and PHLC scores were also 
independent of the situation-specific expectancy measure. but both were nega- 
tively correlated with the measures of general and situation-specific &sire for 
control. It is unclear why the health locus of control scales, which are measures 
of expectancies of control, demonstrate stronger correlations with measures of 
desire for control than with expectations for control in a particular health care 
setting; this latter measure, however, deals with control over the health care 
delivery process, whereas the MHLC Scales assess beliefs about control over 
outcomes (i.e., health and illness). 

. We are not aware of any studies correlating PHLC scores to measures of 
authoritarianism [e.g., Adorno, Frenkel-Brunswik, Levinson, & Sanford, 19501 
or interpersonal trust (e.g., Rotter, 1967). two psychological constructs that in 
theory ought to correlate with beliefs that one's health is controlled by powerful 
other persons. As doctors and nurses are aften perceived by patients as authority 
figures. and as they usually act accordingly, it is logical to assume that people 
endorsing PHLC beliefs would also espouse authoritarian attitudes. 

Individuals high in interpersonal trust, especially trust of health professionals. 
who also believed that powerful others controlled their health would not experi- 
ence much dissonance (see Festinger, 1957). However, a person with high 
PHLC beliefs who did not trust other people would indeed be in a conflict state. 
Such an individual might be what Hochreich and others have termed a "defen- 
sive external" (see Phares, 1979). a person who answers a locus of control scale 
in an external direction but behaves like someone who actually holds internal 
beliefs. Hochreich (1974) has operationalized the defensive external as a person 
who scores high on the -E Scale (Rotter. 1966) and low on the Interpersonal 
Trust Scale (Rotter. I9 4 . To date there have been no attempts to identify those 
prsons who are defensive externals in regard to their health locus of control 
beliefs. I f  there are persons who distort their health locus of control beliefs, 
presumably to avoid blame if  their health actions do not bring about desired 
results. this could explain why cenaln stud~es have no1 confirmed the hypoth- 
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esized relationships between health locus of control beliefs and health behaviors. 
Most of the findings reponed in this section attest to the construct validity of 

the HLC scales. The most consistent relationship is between depressive affect 
and the belief that one's health is unpredictable (i.e., CHLC). 

HEALTH INFORMATION 
AND PREVENTIVE MEASURES 

One means by which individuals assume responsibility for their own health is to 
behave in  a health-enhancing manner, thus maximizing the possibility of main- 
taining a satisfactory level of physical and mental well-being and helping to 
avoid illness or accidents. Some widely accepted "healthy" behaviors are: get- 
ting sufficient rest and exercise, eating and drinking in moderation, avoiding 
smoking (and others who are smoking), brushing and flossing the teeth regularly, 
wearing seat belts, and-although a matter of continuing controversy-receiving 
periodic physical examinations. Another aspect of behaving responsibly is to be 
informed and knowledgeable about all aspects of health and illness, including the 
health care system. 

Suickland (1978) summarized the research relating measures of locus of 
control to health knowledge and precautionary measures by saying: 

With some exceptions. the bulk of the repotted research on I-E and precautionary , 

health practices lends credence to the expected theoretical assumptions ha t  indi- 
viduals who hold internal as opposed to external expectancies arc more likely to 
assume responsibility for their heullh. lnternals appear to attempt to maintain their 
physical well-being and guard against accidents and disease to a greater extent than 
individuals who hold external expectancies [p. 11941. 

At the time Strickland did her review, there were only two published studies 
using the health locus of control scale (Wallston, Maides, & Wallston, 1976; 
Wallston, Wallston, Kaplan, & Maides, 1976). How does Strickland's conclu- 
sion stand up now, after a number of additional studies have been conducted 
using the health-specific locus of control measures? 

Health Information Seeking 

The initial studies investigating health locus of control beliefs and health-related 
int'urniation seeking (Wallston. Muidss, Bi Wallston, 1976) established that per- 
sons who highly valued healthb ilnd who werc c13ssified as "intemals" using the 

thew ,ludiss. high h c ~ l l h  v ~ l u e  *;I\ opra~i t~nal i lsd 2s n n k  ordcnn!! hcdth-among 10 
lerni~nal r;iluth-ahuvr lhc grtlup'h 1ncJ1~n ranllny ,)I' hcallh. 

HLC Scale indicated a willingness to read more hypertension-related information 
than high health value HLC externals. The subjects for these studies were college 
students who wen asked to pretend (i.e., to role play) that they had just been 
diagnosed as being hypertensive. DeVito, Reznikoff, and Bogdanowicz (1979) 
partially replicated this finding, but their attempt to extend the results to an actual 
measure of information seeking was not successful, nor was our attempt to 
generalize the fiding to information seeking about obesity (see Wallston & 
Wallston,p-pd). 

Three studies have been done using the foregoing paradigm with the MHLC 
scales, and results are mixed (see Wallston & Wallston, 1981). One study of 
hypertension information seeking (again using college students who played the 
role of a newly diagnosed patient) failed to replicate the earlier fmdings. A 
second study, however, provided significant results. This latter study also in- 
cluded an actual information-seeking measurowhether or not the subject asked 
a question about the disease when given the opportunity to do so. Splitting 
subjects at the median on their MHLC scores and looking only at those who 
highly valued health, high IHLC, low CHLC, and high PHLC subjects iiked 
more questions about hypertension than did their counterparts (i.e., low IHLC, 
high CHLC, low PHLC subjects). The measure of number of hypertension- 
related pamphlets the subjects said they would read was greater for high PHLC 
and low CHLC high health value subjects than their counterparts. High IHLC 
subjects did not choose more pamphlets than did low IHLC subjects. These 
MHLC results suggest that the Wallston, Maides, and Wallston ('1976) findings 
with the HLC scale were due to the fact that those classified as HLC internals 
were actually low "chance externals" and not especially high in the belief that 
their own behavior influenced their health. 

A third s ~ d y  attempting to generalize these findings to a different medical 
condition (herpes simplex virus) did not show the expected pattern of findings. 
Thus, for college students role playing hypertensive patients and indicating that 
they vaued health highly, health locus of conuol beliefs arc related to hypenen- 
sion information seeking. But it is not necessarily the health internality dimen- 
sion that is responsible for these findings. Signif~antly, in thc one MHLC study 
that produced results (described earlier), high PHLC scorers sought more infor- 
mation than low PHLC scorers. This provides some further justification for 
separating the two external MHLC dimensions. Why h s e  studies only "work" 
for hypertension and not for other medical conditions remains a puzzle. 

There is some evidence that the hypertension information-seeking n s u l t d  
might generalize beyond college students. Toner and Manuck ( 1979) had person; 
participating in a public health screening fill out the HLC Scale. After their blood 
pressure was measured, the subjects were allowed to choose from among 23 
hypertension-related informational pamphlets. Within the older half of their sub- 
jects (mean age = 57.3 years). HLC internals chose significantly more pam- 
phlets than HLC externals; no such difference was found for the younger half of 
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the sample (mean age = 25.2). This latter null finding could, perhaps, be one's health is conuollable either by oneself or other persons (Types I, n, or V) 
may lead to information seeking, .but a belief that one's health is unpredictable explained by thc fact that Toner and Manuck did not assess health value. In- 
(i.e., Type U1-high CHLC beliefs) does not dispose individuals to learn more asniuch as health value is highly dependent on age-the older the person, the 

hisher thc value placed on he;~ltl~-Toner and Manuck's older sample probably . , 
about their health. 

contained mobtly health-oriented persons, whereas the younger sample was '. .' 
I ' 

mixed, thus washing out the HLC results. Preventive Health Behaviors 
In another study, Sproles (1977) administered the HLC Scale to renal dialysis 

patients and found that HLC internals knew more about their condition, desired 
to know even more, and were more willing to attend patient education classes 
than were HLC externals. We can only speculate about what results Sproles 
would have obtained if she had used the MHLC Scales, but it would be con- 
sistent with other findings to expect that Sproles' results would have been differ- 
ent for those espousing PHLC beliefs than for those high on CHLC. 

Krantz et al. (1980) reported a nonsignificant correlation between college 
students' HLC scores and the number of questions asked of a clinic nurse during 
a visit for minor complaints. A three-way split of HLC scores appeared to 
suggest that those persons with moderate HLC beliefs asked the fewest number 
of questions. In a study of persons visiting a dental hygienist for regular check- 
ups, we failed to find any relationship between MHLC scores and the hygienist's 
ratings of whether the person was an above average, below average. or average 
asker of questions compared to the typical patient in that situation. This result 
could have been due to the lack of validity of the hygienist's ratings, just as 
Krantz et al.'s (1980) findings may have been due to some invalidity in the clinic 
nurse's behavioral reports. Nevertheless, neither of those two studies provide 
much support for the relationship of health locus of control beliefs to the direct 
asking of questions to health professionals. ~ l t h o u g h  Roter (1977) was able to 
train an experimental group to be more internal and ask more questions during 
physician visits than a control group. HLC scores did not correlate with questions 
asked. The power of her intervention may have wiped out the effect of individual 
differences. or the intervention may have been differentially effective, depending 
on initial health locus of control beliefs, but thehe analyses were not conducted. 
Further discussion of this study is provided in the section on "Responses to 
Health Care Interventions. " 

In a nationwide survey of persons with epilepsy (DeVellis et al.. 1980b). we 
included a measure of epilepsy-relevant information seeking. The best single 
predictor of the subjects' expressed willingness to expose themselves to informa- 
tion about epilepsy was their PHLC scores, with high PHLC beliefs correlating 
significantly with high information sceking. Thus. here is a second piece of  
evidence that one does not have to hold exclusively internal health locus of 
control beliefs in order to seek hcalth-relevant inforn~a~ion.  No studies. however, 
have shown that persons who are high in Ct1LC kl icfs  engage in health-related 
information seeking. One btudy. in fact. has I;)und CtiLC scores ro bc negatively 
correlated to medical self-care k n l ~  1 r . d ~ ~  ( I l u n n ,  IYSU). Thcrsforc. a belicl' that 

With the exception of three studies on smoking reduction, research correlating 
health locus of control beliefs with measures of behaviors carried out to maintain 
or enhance health has produced few significant relationships. Six separate sur- 
veys, each looking at a different sample of individuals-clerical workers 
(Baughrnan, 1978). health maintenance organization clients (Lauver, 1978). 
pregnant women (Lowenstein, 1979). health-fair attendees (Wallston & Wal- 
lston, 1978), and two nationwide surveys (Stuart, 1 9 7 9 t h a v e  failed to find 
meaningful correlations between health locus of control beliefs and a wide range 
of health behaviors. In contrast to these mostly null results, Bronson (personal 
communication, 1981) studied adults undergoing comprehensive health exam- 
inations and found that those scoring above the mean on the IHLC Scale scored 
significantly higher on measures of health behavior, knowledge about health 
problems, and health plans than those scoring below the mean on IHLC. In a 
study of Welsh wives of skilled manual workers, Pill (1981) reported a negative 
relationship between PHLC scores and ,an interview-derived measure of salience 
of. life style as a contributor to health. In other words, those Welsh women who 
rejected the notion that powerful others controlled their health were more likely 
to spontaneously mention life-style factors (e.g., diet, exercise) as causing or 
preventing illness. In those -studies that have looked at specific (as opposed to 
broadly based) health behaviors, the findings have also been mixed. For exam- 
ple, Olbrisch (1975) reported no differences between HLC internal and HLC 
external gonorrhea patients in plans to take future precautions against the dis- 
ease, and McCusker and Morrow (1979) found no relationship between HLC 
scores and preventive cancer behaviors. 

Although not quite statisticaIly significant, Fischberg (1979) found women 
who value their health highly and who were also high on IHLC were slightly 
more likely to practice breast self-examination than those low on IHLC. G n d y  
(personal communication, 198 1) found that scores on a shortened version of the 
MHLC Scales contributed 4% of the variance in the number of breast self- 
examination records returned. This was due predominantly to high CHLC wom- 
en and high PHLC women retuming less records (i.e., conducting fewer exam- 
inations) than low CHLC or low PHLC women. 

Dishman et al. (1980) found that persons who stayed with a physical activity 
program had more internal HLC scores than persons who dropped out of the 
program. Kaplan (1974) however, did not find similar differences in dropouts 
from a weight management program. Saltzer ( 1979) also could not distinguish 
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completen of a weight management program from noncompleters using the 
MHLC scores, but she did find that the completers were more internal on a 
weight-bpecific locus of control scale of her own design. 

Grady (personal communictltion, 1981) found that persons who agreed to 
participate in her breast self-examination study had higher PHLC and IHLC 
scores than those who refused to participate but who were interviewed over the 
telephone. Perhaps holding beliefs that health can be controlled (Type V in our 
suggested typology) predisposes a person to cooperate with health education 
programs. 

Csrnahan (1979) failed to predict college students' scores on a dental plaque 
index from either their MHLC scores or a multidimensional dental health locus 
of control scale that she constructed. We were equally unsuccessful in correlating 
MHLC scores to self-=ports of brushing and flossing or hygienists' ratings of 
teeth and gums in a study of adult patients receiving regular prophylactic care. 

Three studies of mothers' preventive health behavior vis-a-vis their children 
failed to find any relationship with MHLC beliefs. The behaviors examined were 
immunization levels (Berger. 1980). vitamin supplementation (Gossler, 1980), 
and car seat usage (Guske, 1980). 

In the area of smoking reduction. Kaplan and Cowles (1978) found that high a 

health value, HLC internals reduced their cigarette consumption and maintained 
the reduction to a greater extent than other subjects. Wildman, Roscnbaum, I 

Frdmer. Keane. and Johnson ( 1979) reported similar findings, although they did 
not measure health value. HLC internals cut back more during treatment and 
maintained more of the reduction than did HLC externals. Shipley (198Q), using ' 

the MHLC scales, found results similar to those of Wildman et al. b&only fork 
the IHLC and CHLC scales; scores on the PHLC were unrelated to the ability to 
stop smoking. 

Given Strickland's (1978) summary of the early research in this m a ,  it is 
indeed disappointing that health locus of control beliefs are not more strongly 
related to measures of preventive health behaviors because these behaviors are 
what most people think about when they think of assuming responsibility for 
their health. One explanation for this almost total lack of expected findings is that 
preventive health behaviors an multidetermined. and it is simplistic to believe 
that any single construct such as locus of control will predict much of the 
variance in individual health behaviors (Rotter, 1975: Wallston & Wallston, 
198 1 ). This may even be the case for those studies that have included a measure 
of hcalth value and have attempted to predict health behavior from the interaction 
of health locus of control beliefs and the importance placed on health as an 
outcome. Although in theory this bivariate predictor approach appears superior, 
i t  is undoubtedly the case that still other variables, such as specific beliefs about 
the behaviorts) in question, carry most of the weight in predicting behavior. 
Moreover. it has been argued that otti~ude-khavior prediction can be improved 

by broadening the scope of behavioral measures and multiple observations 
(Ajzen & Fishbein, 1977; Epstein, 1979; Weigel & Newman, 1976). Although 
health behaviors are frequently uncorrelated (e.g., Stwle & McBroom. 1972). 
indices summing over a variety of hearth behaviors would take into account 
different behavioral expressions of the same attitude or expectaacy. Thus, locus 
of control beliefs may make better predictions of such behavioral indices than 
any specific health behavior. 

It is also quite likely that many people belien one thing but behave quite 
differently when it comes to protecting their health. Nurses, for example, have 
one of the highest smoking rates of any profession (cf. National Clearinghouse 
for Smoking & Health, 1977). yet they arc fully cognizant of the health risks 
involved and would strongly oppose the behavior in their patients. Engaging in 
preventive health behavior is often quite costly either because the behavior itself 
involves some effort (e.g., flossing one's teeth, exercising regularly, practicing 
birth control) or because something very reinforcing has to be reduced or e l i i -  
nated altogether (e.g., desserts, cigarettes). Even people who highly value their 
health and who believe their behavior influences their health will, on occasion, 
behave contradictorily to their beliefs and values. At those moments, there arc 
other outcomes the individual values even more than good health. 

Inasmuch as Strickland (1978) reviewed mostly studies using general ra(her 
than health-specific measures of locus of control and reached such optimistic 
conclusions about the relationship between locus of control beliefs and preven- 
tive healtb behaviors, it is puzzling why the studies cited in this chapter, which 
utilized the health locus of control scales, for the most part failed to demonstrate 
significant relationships. It would be wrong to infer that general locus of control 
beliefs are related to engaging in preventive health behaviors, whereas health- 
specific locus of control beliefs are not; no study has yet shown this to be the 
case. Rather, as with many other areas in social psychology, as more studies are 
done in a particular "promising" area using refined methodologies, we learn 
that the yorld is not as simple as we would have it be. 

REACTIONS TO PHYSICAL CONDITIONS 

Because expectancies witb respect t6 locus of control are learned. health and 
illness status as well as experiences with the health can system should influence 
these beliefs. Moreovu, health locus of control beliefs (in conjunction with 
health value and aspects of the situation) should influence one's responses to 
symptoms and to chronic illness. In this section, literature is reviewed on the 
health locus of control beliefs of persons with a variety of physical conditions, 
the relation between such beliefs and responses to symptoms. and the adherence 
with nledical regimens of persons whose beliefs vary. 
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Responses to Disability 

Strickland ( 1978) noted: 

Any impending or disabling disorder. whether chronic or temporary. has a varying 
degree of influence on the responses of the persons faced with the handicap. The 
severity of the disorder. the time of the onset. the current status of the patient. the 
suppon that hdshc receives. and so on. all interact with what is probably a complex 
set of cognitions about the disorder. When an individual is more helpless than h d  
bhe once was. or is handicapped in relation to others, beliefs about laus of control 
would bc expected to bc, and apparently are, related to reactions to the disorder [p. 
119SI. 

Reviewing the literature on generalized locus of control beliefs conducted pri- 
marily with chronically handicapped children (e.g., Eggland, 1973; Goldstein, 

< 1976). Strickland concludec!,,$at such individuals tend to be morc external than 
their healthy counterparts. Studies of adult health locus of control beliefs appear 

, c, to confirm these early findings (see Wallston & Wallston.-. 
In particular, across a variety of chronic patient samples. beliefs in Chance and 

in powerful others as the locus of control for one's health are relatively high. 
whereas beliefs in internal health locus of control are similar to those of healty 
adults. Such findings are relatively consistent across diverse conditions, includ- 
ing cancer. diabetes, epilepsy. arid respiratory disease (Wallston & Wallston. 
1981 ). However, as these data are not longitudinal, one can only hypothesize 
that such beliefs arise out of experience with illness. Persons with a history of 
illness (and therefore in frequent interaction with the health care system) may 
develop complex and differentiated beliefs in relation to the locus of causality of 
health and illness. While maintaining beliefs in IHLC, chronically ill persons 
may recognize that they did not bring about their illness. and thus an increased 
belief in CHLC may develop. Moreover, persons with chronic conditions are 
morc reliant on family members or health professionals for care, and thus high 
PHLC beliefs are likely to develop. This is a case where Type Vll (yea-sayen) 

\ .,. may reflect a reasonable belief suuglire rather than response scale bias. 
Some additional evidence that health locus of control beliefs develop in rela- 

' tion to illness experiences comes from our national survey of persons with 
epilepsy (DeVellis et al.. 1980b). A modest but significant proportion of the 
variance in beliefs in chance, internal. and powerful others health locus of 
control was predicted from seizure history variables (e.g., having an aura, 
whether a seizure can be avoided. seizure severity, age of first seizure. and 
number of years with seizures). Interestingly, the best prediction was to PHLC 
beliefs. As these data are corrslational and also cross-sectional nther than longi- 
tudinal, one could argue that reports of history werc influenced by respondents' 
beliefs. However. the concrcts nature of borne of the history variables (e.g.. 
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number of years with seizures) suggests that history with epilepsy has influenced 
these beliefs. Tolor (1978) similarly found, for women but not for men, that 
those with severe and frequent chiMhood accidents and illness held more HLC 
external beliefs. Longitudinal investigations an needed to furthu our under- 
standing of nsponsts to disability. 

Symptoms 

There is some indication thai women with internal HLC beliefs report fewer 
menstrual symptoms (&Haas & vanReken, 1979). Also, Nice (1980b) found 
CHLC scores comlated with number of physical symptoms reported by naval 
wives separated from their husbands away at sea. In a stepwise regression, 
CHLC was the best predictor of physicat symptoms. For his total sample, includ- 
ing navy wives whose husbands were not at sea, Nice (personal communication, 
1981) found that CHLC cornlated positively and 1HL.C comlated negatively 
with reported number of symptoms. Inasmuch as Nice's data an prospective, 
they suggest that endorsement of CHLC beliefs may result in heightened sen- 
sitivity to symptoms. However, chance locus of control beliefs may develop as a 
response to incnased symptomatology. Nice's longitudinal data provide a means 
of differentiating among these hypotheses. although such analyses have not yet 
b a n  done. 

- -. - - 

.Adherence to Medical Regimens 

Although Strickland (1978) noted that: "internal adults. . . attempt to influence 
health care to a gnater extent than externals [p. 1 1981." Wallston and Wallston 
(1978) concluded that: "the relation between compliance with medical regimen 
and locus of control is unclear [p. 1121." Research using the HLC and MHLC 
Scales continues to provide conflicting data. 

Although research using only the I-E distinction pmvidcs some evidem that 
internality is relataq to judged dietary compliance among male hypertensives 
(Wallston & McLeod, 1979) and self-reported medication compliance for hyper- 
tensives who also perceived a high level of assistance in following their rtgimen 
(Ixwis, Morisky, & Flynn, 1978). contrary data also exist. Key (1975) found 
better adhennce by HLC externals in terms of medication taking (indexed by 
urinary drug levels) and diet among the predominantly black. female hypenen- 
sive patients investigated. Two studies (Key. 1975; Wallston & McLeod, 1978) 
found no relationship between HLC and appointment keeping or self-reported 
medication taking. 

The distinc ' n between chance and powerful+thes health locus of control 
I seems partic d ly important in understanding adherence behavior. and multidi- 
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mensional studies provide somewhat more consistent data. There is no indication 
that beliefs in CHLC arc predictive of adherence (e.g., Goldstein, 1980; Hau, 
1978; Levin & Schulz, 1980). However, some studies indicate that internality is 
the best predictor of adherence, whereas others suggest the importance of a 
powerful-others orientation. Levin and Schulz (1980) found that renal dialysis 
patients scoring high on IHLC adhered more closely to their diet and restricted 
weight gain more than did low scorers. whereas PHLC scores were unrelated to 
these adherence measures. McGrath (1980) similarly found that those mothers 
she classified as  internal more regularly administered anticonvulsants to their 
epileptic children than those mothers with the strongest beliefs in powerful 
others; however. her comparison of each person's IHLC, PHLC. and CHLC 
scores failed to take into account normative differences among the ~ c a l e s . ~  
Goldstein (1980) found that beliefs in internality and in powerful others were 
positively related to a diabetic management index among adult insulin-dependent 
diabetics. Hatz (1978) found that beliefs in powerful others but not internality 
was related to less'weight gain between treatments, a reasonable proxy measure 
of adherence by dialysis patients. However, Nagy (personal communication, 
1981) found no relation between MHLC scores and clinic visits, medication 
taking, or other adherence behaviors among the diabetic, hypertensive, and 
pulmonary patients she studied. 

DeVellis et al. (1980a) found that MHLC variables explained a significant 
amount of variance in in index of self-reported health-related behaviors of per- 
sons with epilepsy. The adherence behaviors investigated were medication tak- 
ing. refraining from driving, and refraining from drinking alcohol. The best three . 
predictors of the behavioral index were PHLC, IHLC multiplied by health value, 
and IHLC alone. This latter factor correlated negatively with the index, reflect- 
ing that-without regard to the value placed on health-internals with epilepsy 
were more likely to admit driving. drinking, and failing to take their medication. 
Those internals w F h i g h  health value, however, were more likely to report 
adherence. For persons with mild epilepsy, driving and drinking in moderation 
might be viewed as adaptive behaviors, even though persons with epilepsy are 
told not to engage in either. 

Thus, beliefs in internality and in powerful others health locus qf control may 
be conducive to adherence. More work is needed distinguishing between types of 
adherence and investigating typologies of beliefs in this area. We have noted that 
a pannership with health professionals may entail both IHLC and PHLC beliefs - -- 

7Because within the American cultwe bclicfs in I H L C  am ~ypically stmngcr than beliefs in CHLC 
and PHLC. conipriwns anlong scorch should be niadc only after stwdudizing within each wale. 
hfolt p n u n s  r o t e  ab)\.e Ihc theoretical mean on I H L C  and k l o w  the ~htomical 'mcm on CHLC. 
Drawing con1pariu)ns bclween raw bccercr l i w  ;ln individual without lakin%  his ycnerrl ~endency inlo 
account i h  inappnbprialc. 

(i.e., Type V) and that such a partnership is particularly imporkt for patients 
with chronic di-eses. --. . - . -- . . . - . . . . . - - - - - - - -- - - - - ----. - - - 

RESPONSES PO 
- , HEALTH CARE INTERVENTIONS 

Health locus of control expectancies can contribute to understanding responses to 
health care interventions in two ways. As we have previously noted (Wallston & 
Wallston, 1978). many interventions, particularly health education programs, 
emphasize patient responsibility and internal beliefs. One indicator of the success 
of such programs would be changes in expectancies regarding health locus of 
control, utilizing such beliefs as a dependent measure. Alternatively, health 
locus of control beliefs may be considered an independent variable, and pro- 
grams may prove differentially effective for persons with differing beliefs. We 
have previousty argued for the potential value of tailoring programs to indi- 
viduals' expectancies (Wallston & Wallston, 1978). Suickland (1978) has sirni- 
lady concluded: "Congruence between locus of control expectancies and the 
structure of the therapeutic endeavor appears to lead to tbe most pervasive 
changes [p. 12031." For example, Cromwell, Butterfield, Brayfield, and Curry 
(1977) found that among cardiac patients, only thost in incongruent conditions 
(extends with high partkipation or intmals with low participation in self- 
treatment) either returned to the hospital or died within 12 weeks following their 
hospital stay. Research utilizing health-specific measures of these expcctaacies 
can now be nvidwed, considering such expectancies as dependent and indepen- 
dent variables. 

Health Locus of Control as a Dependent Variable 

Several studies of health education programs have failed to find changes in locus 
of control beliefs consistent with program intent (Davis, 1979; Nagelberg, 1979; 
Schiller. Stekler, Dawson, & Heyman, 1979). Whether these fmdings ue sug- 
gestive of problems with the programs or the scales is not clear. Moreover. all of 
these programs involved healthy pihicipants with relatively high beliefs in inter- 
nality at the outset. Thus, a ceiling effect may have been involved or the pro- 
grams may have been aimed at the wrong audience. Moreover, Davis (1979) and 
Schiller et al. (1979) report relatively high program attrition. There is some 
indication in the Schiller et al. (1979) study that completers had stronger internal 
beliefs than those who did nof attend class regularly (see Wallston & Wallston, k 4  

\ *for a more detailed discussion), Davis ( 1979) presented no pretest data on 
progrim dropouts. Special intervention may be necessary to maintain the health 
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education class participation of healthy individuals with low beliefs in 
internality. 

Roter's (1977) health education intervention, designed to increase question 
asking during a medical visit. successfully increased scores on internal health 
locus of control beliefs for experimental group patients in comparison to placebo 
group patients. As this sample was predominantly black. female, elderly, and 
chronically ill. it is impossible to gauge whether the nature of the intervention or 
the subject population accounted for the success of this study in contrast to those 
reported earlier. 

Two studies with cancer patients provide some evidence for intervention 
effectiveness in influencing HLC beliefs. Mastectomy patients who received a 
special counseling intervention were significantly less external than the standard 
care comparison group 2 months after surgery (Bloom, 1979). There was some 
indication of increased externality among control group cancer patients after 3 
months in comparison to the experimental group receiving a psychosocial re- 
habilitation intervention (Diller, Gordon. Friedenbergs. Ruckdeschel-Hibbard, 
Levine. Wolf, Ezrachi, Lipkins. Lucido, & Francis, 1979; see also, Wallston & 
Wallston, 1981). But significant changes over time were not reported in another 
report of the study (Gordon, Friedenbergs, Diller, Hibbard. Wolf, Levine, 
Lipkins, Ezrachi, & Lucido, 1980). However, c~n t ro l  group dropouts at 6 
months were more external. whereas intervention group dropouts did not differ, 
on this variable. Gordon et  al. (1980) conclude: 

The cluster of variables associated with attrition [in the control group] (older. less 
educated. high external locus of control, etc.) may be viewed as potential barriers 
to rehabilitation. since they arc factors that work against a patient's maintaining 
contact with components of the health care system.. . . In contrast. intervention 
appeucd to militate against these sources of attrition, since systematic intervention 
had the benefit of maintaining contact with those who might have been lost at 
follow-up Ip. 757). 

Each study discussed in this section has utilized a different intervention with a 
different sample. Funher work is clearly needed on the nature of appropriate 
interventions if changes in health locus of control expectancies are desired. Such 
changes would be appropriate were there sufficient evidence that particular belief 
structures are related to health behaviors. For example, if we knew for certain 
that Type I individuals (pure internals) were rhe ones most likely to live a healthy 
life style. we might want to increase the number of Type I persons in the 
population. Additional research investigating belicf-behavior relationships is 
necessary before interventions to change beliefs are recommended. 

Moreover, interventions must be designed with rhe nature of the clients in 
mind. Somewhat more success has been evident in interventions with chronically 
ill samples than with healthy samples. This may be bccause healthy persons who 
volunteer for health cduclltion intsrvtntinns are the ones whose expectancies are 

already in line with the intervention. For example, panicipants at a YMCA 
health fair had higher internal and lower chance health locus of control beliefs 
compared w.ith typical adult samples (Wallston & Wallston, 1978). More re- 
search is needed oo attracting and maintaining contact with persons who most 
need health education intervention. 

Health L o c u s  of Control  as a n  Independen t  Variable 

Although there is still reason to believe that tailoring treatments to locus of 
control beliefs has great promise, the limited evidence to date is not yet encour- 
aging. Two studies of self-medication classes for psychiatric patients preparing 
for discharge (Battle & Halliburton, 1979; Win, 1978) failed to impact on 
medication adherence for internals and externals. However, at the time of dis- 
charge, external low health value patients were the least adherent in one of these 
studies (Battle & Halliburton, 1979) as would be expected theoretically. Saltzer - 

(1979, 1980) found no differences in effectiveness or completion of a medical 
weight reduction program in relation to generalized health locus of control be- 
liefs. However, her own weight locus of control scale was predictive of behav- 
ior. Program completers were more internal with respect to expxtancies regard- 
ing weight loss, and weight locus of control internals who valued health or 
physical appearance were more likely to translate their behavioral intentions to 
lose weight into successful weight. loss." 

In the one study clearly designed to test the notion of tailoring treatments, the 
findings w e n  mixed (Wallston, Wallston, Kaplan, & Maidcs, 1976). Although 
HLC internals expressed greater satisfaction with a selfdirected weight manage- 
ment program and H4C externals (PHLC and CHLC combined) were more 
satisfied with the t h e r a p i s t - d i e d  program, weight loss data were in the ex- 
pected direction but not statistically significant. 

Inasmuch as three of the four reported studies did not utilize interventions 
specificdy tailored to locus of control expectancies, the lack of differerential 
effects is not surprising. Further work on tailoring treatments to HLC expectan- 
cies is clearly needed. 

INTERACTION WITH HEALTH CARE SEITINGS 

Little work has been done on differential responses to health care settings in 
relation to health locus of control expectancies. In a theoretical analysis, Taylor 
(1979) has characterized the hospital environment as one in which people have 

*Tire fudings regarding physical appearance suggest the impmrncc of rneasuiing the value of lhc 
appmpriatc reinforcer. &havim wc classify as heal~h-rclcvmt may h v c  other reinforcing 
propier. 
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little control. This should be particularly problematic for persons who expect and 
desire control. Research on differential utilization of health systems and re- 
sponses to such systems can now be reviewed. 

Health System Utilization 

Differential utilization of health systems has been found by persons differing in 
health locus of control beliefs. Krantz et al. (1980) found that HLC internal 
college students reported fewer clinic visits, perhaps indicative of self-reliance. 

, A second sample of HLC internals was more l i ke ly~  use self-diagnosis. Howev- 
' er, Krantz's own Health Opinion Survey was a better predictor of these behaviors 

than the HLC Scale. 
The importance of the distinction between chance and powerful-others health 

locus o l  control is evident from Nice's data on navy wives' visits to physicians 
(personal communication, 198 1). The women with higher beliefs in PHLC had 
some tendency to visit physicians more frequently, whereas beliefs in CHLC and 
IHLC were unrelated to this behavior. However, when data were analyzed sepa- 
rately for navy wives separated from their husbands who were at sea, none of the 
MHLC scales correlated with the number of physician visits. The separated . , 

wives visited physicians more frequently than control group wives (Nice, 
1980b). Symptoms were the major predictor of physician visits for the separated 
wives, and as already discussed, CHLC is positively correlated with reporting of 
symptoms. Thus, beliefs in CHLC have an indirect, rather than a direct, influ- 
ence on doctor visits because they moderate perception or reporting of 
symptoms. 

Macri (1980) found that PHLC was negatively correlated with total delay in 
seeking treatment among males hospitalized with chest pain. Neither IHLC nor 
CHLC beliefs were related to total delay. Using Safer, Tharps, Jackson, and 
Leventhal's (1979) distinctions between appraisal delay (deciding one is ill), 
illness delay (deciding that medical care is needed), and utilization delay (time 
between illness delay and seeking care), it  appears that the correlation with total 
delay is due to the relationship between PHLC beliefs and illness delay. It is 

,-f theoretically consistent w@ecognition of the need for medical care would come 
n~ore quickly forthose i i th  strong PHLC beliefs. No MHLC belief dimension 
predicted lltilization delay, but appraisal delay was significantly related to CHLC 
beliefs. As 93% of this sample ranked health value high, linear relations with 
health locus of control beliefs are to be expected. Although the small sample size 
of this study makes one wary of generalization. the data are consistent the- 
oretically and provide further indication of the importance of the multidimen- 
sional distinctions. 

Butler ( 1980) studied first-time clients ol' chiropractors, nutrition counselors. 
and mcdical doctors. Clients 01 altcm;rtive practitioners had lower CHLC beliefs - 1  

than medical-doctor clients. Clicnts ()I' mcdicul doctors rcpc~rted the highest 

PHLC beliefs, whereas clients of nutrition counselors evidenced the lowest 
PHLC beliefs. Although nutrition-counselor clients were the most internal and 
medical-doctor clients the least internal, the IHLC dimension did not discrimi- 
nate between groups because this highly educated, predominantly white sample 
evidenced high IHLC beliefs relative to adult normative data. Inasmuch as long 
symptom duration was the best discriminator between clients of alternative prac- 
titioners and those of medical doctors, low  beliefs may reflect the lack of 
positive response by the medical system to clients' health problems. In addition 
to long-standing health problems, these clients of alternative practitioners had 
seen more health practitioners within the last year and expressed more negative 
attitudes regarding the professional competence of medical doctors. Butler's 
findings are particularly important because they account for more variance than 
most of the studies in the utilization research literature (see Mechanic, 1979. for 
a review); they also emphasize the importance of the multivariate health locus of 
control distinctions. 

Responses to  Health Systems 

Krantz et al. (1980) found that internal college students who visited the clinic 
were more likely to assert themselves by requesting specific medications than 
mdderate scorers or those with more external health locus of control beliefs. 

Roter (personal communication, 1981) analyzed verbal content and filtered 
speech of patients interacting with physicians. Among internals, verbal content 
showed high scorers to be less anxious, more satisfied, and more assertive than 
low scorers. High internal scorers' filtered speech also showed less anxiety, and 
they were judged as more likely to return to the clinic. For externals, no relation- 
ships were found on verbal content analyses. For filtered speech, high external 
scorers evidenced more anxiety and were judged less likely to return to the clinic 
than low external scorers. 

Although Binik and Devins (1979) found no differences in HLC beliefs 
among renal dialysis patients on staff-assisted hospital dialysis, patient-managed 
hospital dialysis, and home dialysis patients, Levin and Schulz (1980) found 
some distinctions. Hospital hemodialysis patients evidenced stronger PHLC be- 
liefs than did self-care patients, although the groups did not differ in CHLC or 
IHLC beliefs. 

In a recent study (Smith et al., 198 I), we have found that pmicipants wishing 
to die in a hospital had higher PHLC scores than those expressing a preference 
for dying at home or in a hospice facility. These groups did not differ in CHLC or 
IHLC beliefs. 

Nicholson (1980) found that mothers involved in prepared childbirth ex- 
pressed decreased lHLC beliefs and increased CHLC beliefs following delivery. 
~ x ~ d c e s  during hospitalization (e.g . being bullied by the doctor) could ac- 
count for these changes. 
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Although data on responses to health systems are limited, they support the 
imponance of  differentiating internal, chance. and powerful-others HLC beliefs. 
Work investigating and manipulating control in health care settings in relation to 
people's expectancies is an in~pr t an t  direction for future research. 

THE TYPOLOGY REVISITED 

The bulk of the ~esearch reviewed in this chapter has concentrated on individual 
diff rences in beliefs and behaviors and has typically ignored situational factors. 

.: T 2 o little attention in this research has been paid to the situation and the actual 
contingencies that are present. Many people, including ourselves, have often 
taken the naive position that it is important to strengthen internal beliefs and 
create "internals" or Type 1's (cf. Wallston & Wallston. l973), but there may 
be instances when this is unwarranted. Wortman and Dunkel-Schetter (1979) 
noted that internal beliefs may be maladaptive for some persons, with cancer if, 
indeed. there is nothing that they themselves can do about their condition. High 
IHLC (Type I)  cancer patients might expend valuable energy and resources in 
futile attempts to alter the course of their condition positively (e.g., flying to a 
foreign country to obtain Laetril or some other highly touted "cure" not avail- 
able locally), or they might refuse to take advantage of some possibly effective 
treatment (e.g., chemotherapy or radiation), the availability of which is mediated 
by powerful others. 

Another drawback to being a strong Type I individual is that espousing such 
beliefs may alienate potential helpers who, when alienated, might be all too . 
willing to let the patient assume total responsibility and then turn around and 
blame the patient if and when things go wrong. The movement toward getting 
persons to assume more of the responsibility for their own health can be viewed 
as an abrogation of responsibility on the part of the health care system. We may 
see a great deal of "blaming the victim" (cf. Ryan. 1971) when patients' efforts 
in contributing to their own health come to naught. This is not to suggest that 
strong beliefs in IHLC are not adaptive under some conditions. 

Patients with chronic diseases are often heavily reliant on health professionals 
or other people such as family or friends. In these instances, strong PHLC beliefs 
reflect actual situational contingencies and are probably adaptive, but only if otheA I 
people are willing and able to be of assistance. The person who believes ex- 
clusively in control by powerful others (Type I I  in our suggested typology) 
would be totally helpless if others were not there to give help and direction. 

Although Bulman and Wortman (1977) found that taking responsibility for an 
accident related to positive coping by spinal cord injury patients. CHLC beliefs 
can be a positive response to the question "Why me?." which frequently is the 
initial reaction to illness onset or accidental injury. Strickland (, 1978) noted: " I t  
may be that a defensive stance is helpful when a person who is accustomed to 
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considerable personal control is suddenly faced with events beyond his or her 
influence [p. 11-98].'' It might be better to believe that you were singled out for 
misfortune on a strictly random basis than to feel that you brought your troubles 
on yourself or that someone else was out to get you. 

Thus, in the early stages of trying to come to grips with ill health-especially 
if you are in the hands of competent health professionals-then might be definite 
advantages to being Type 111 or IV. The linkage between CHLC and depressive 
affect and the reporting of physical symptoms, however, suggests that Type 111 
beliefs may not be generally adaptive; that is, only when no n a l  control is 
possible is it likely that perception of lack of control is highly adaptive. In fact, 
Langer (1975. 1977) has argued for the adaptiveness of perceiving more control 
than may be present, and research on depression (cf. Arnkoff & Mahoney, 1979; 
Golin, Terrell, & Johnson, 1977) suggests that persons who are depressed more 
accurately perceive situational contingencies. The value of Type 111 (chance 
external) beliefs is an open question. 

Earlier in this chapter we discussed the Type V belief pattern (high IHLC, 
high PHLC, low CHLC) as conducive to forming a partnership between health 
care consumer and provider. At that time we were only referring to the consum- 
er's beliefs. Obviously, however, it takes two to form a partnership. Nothing is 
known about the health locus of control beliefs of health care providers, particu- 
larly about which beliefs they would want their patients to hold. We can specu- 
late that the ideal partnership between provider and consumer is one in which 
they mutually believe that each has something to bring to the partnership and that 
only by working together will they optimize the outcomes. The nlationship 
between Norman Cousins and his personal physician exemplifies this. 

In order for such partnerships to form and work, however, a nvolutionary 
change needs to take place in the socialization of health professionals, especially 
physicians who often develop a self-perception of omnipotence and omniscience 
(Kane & Kane, 1969). According to one leader of this revolution (Mendelsohn. 
1979). in the .new medicine: "Health neither begins nor ends with the doctor. 
The doctor's role is somewhere in the middle [p. 17 I]." This medical "heretic" 
goes on to say: "Tk doctor-patient relationship is democratic in the sense that 
both doctor and patient share information equally [p. 1731." Getting doctors to 
inform patients fully of relevant facts is a revolutionary concept and one that will 
entail great behavioral changes on the part of many providers. The Type V 
patient, however, will be eager and ready to have that information. 

As currently organized, the health care system in general is oriented toward 
removing control from patients and placing it  in the hands of health care profes- 
sionals. This is particularly m e  within hospitals (Taylor, 1979). However, the 
system and individuals in the system glve patients m~xed messages. On the one 
hand, hospitals are total institutions (cf Goffman, 1961) filled with dehuman~za- 
tion and loss of control for patients. On the other hand, as patients leave the 
hospital. particularly those with chron~c cond~t~onb. they are told to take care of 
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themselves and assume responsibility for their health. Little preparation for such 
responsibility is provided to patients, and they are blamed when they do not 

follow doctors' orders and engage in health and sick role behaviors. Yet even the 
tern] cot t rp l iance suggests a hierarchical rather than partnership relationship be- 
tween paticnts and physicians (see Leventhal & Hirschlrlan. Chapter 7, his 
volume). "Good patients" are those who obey orders and do not question the 
doctor's authority (Taylor, 1979). 

What are the implications of these ideas for research on control and health 
care delivery? It is clear that a personological approach is too narrow. Person and 
situation (Lewin, 1951) must be considered. Research must take into account 
actual situational potential for control. patients' perceptions and expectancies 
regarding control, and the expectancies of health care providers. Only by study- 
ing the complex interaction of these factors will we be able to predict health 
behavior and thus intervene effectively to enhance health. 

ACKNOWLEDGMENTS 

Work on this chapter has been facilitated by Grant #HS 04096 from the National Center 
for Health Services Research. The chapter was written while the second author was on 
Icave at the Department of Medical Psychology. Uniformed Services University of the 
Hcalth Sciences. Bethesda. Md. and the Department of Psychology. Unived~y of Mary- 
land. College Park. The authors wish to thank Patricia Williamson for her assistance in 
preparing this manuscript. 

REFERENCES. 

Adorno. T.. Frcnkel-Brunswik. E.. Levinson. 0.. & Sanford. N. l%e aurhoritnrian pe rsod ig .  
New Yo*. Hupcr. 1950. 

Ajzen. I.. & Fishk'i. M. Attituck-behavior nla~ions: A heoretical analysis and review ofempirical 
mx&. Psuhologicol Bullcrin. 1977. 84. 888-918. 

Arnkoff. 0. 8.. & Mrhwy, M. I. The mle of perceived control in psychopddogy. In L. C. 
Perlmuw & R. A. Monty (Eds.). Choice ond pcrccived control. Hillzdrrk. N.1.: Law- 
Erlbvurn Associates. 1979. 

Banle. E. H.. & Hallibunon. A. Self-medication omong psychiatric inpnrienu ondcldlvrencr &CT 

dischurgc. Unpublished mmuscipt, Veterans Adminishtion Medical Center. Mudreesboro. 
Tcnn., 1979. 

Baughrnnn. M. K. The relorionship of lmus of conrrd 'ond volue beliefs ro ko l rh  s raw  
' 

brhuvior u m n g  rlericol uorkers. Unpublished doctoral dissemtion. Univmily of Cincinnrti. 
1978. 

Berger. 0. M. The relarionship brnt.crn hculrh locus of control anrt hu l rh  values q r h e  mothcr and 
irnmurri:uriun levels uf her rhi1Jrc11. Unpublished master's thesis, Virginia Commonwealth Uni- 
versity. Richmond. 19811. 

Binik. Y. M.. d: Dcvins. G. Prrsondl c~oltfrol in mJ-strr~e renul Jiceusr. Prpcr prevntd at the 
mnual m ~ ~ l i n g  of the Anwrican P~ycht'logic;~I .4ssc*.ialion. NCW York. 1979. 

Bloom. I. R. Psychosocial measurement and specific hypotheses: A research n w .  Journol of 
Consulring ond Clinic01 Psy~hology. 1979.47. 637-639. 

Brown. I. S.. Puman. B. S.. & Dobbs. I .  L. 'The will to live. Reseorch on Aging, 1981. 3(2), 
182-20 1. 

Bulman, R. I . ,  & Wortman. C. 8. Aftributioas of b h  and m$ig in Uu" 'd  -Id": Seven 
rcidcnt victims macl lo Lheu lo(. J u u n d  of Persml i iy  and S m ' d  Psychology. 1977. 35. 
35 1-363. 

Burger. I. M., & Cooper. H. M. Tbc cksinbility of coned. Moriwtfor, and Emofion, 1979, 3. 

Perbody College f a  Teacbcn of VPnderbilt University. 1980. 
Cunrhm. T. M. Thr development and volidotion d r h e  & i m c ~ u ~ /  dental l a w  of comd 

scules. Unpblirbed daloml diucmtion. Stnte Univmity of New Yak, Buffrlo, 1979. 
Couch, A., & Keniston. K. Yeutyers and naysayers: A p i n g  re;&hc s* u a pasoculity vari- 

able. Jovrncll of Abnormal and Social Psychology. I=. 60. 15 1- 174. 
Cousins, N. Antomy of an i l l m u  or perceived by & pdenr. Nrw Yat:  Notion. 1979. 
Cromwell. R. L., Butterfiild. D. C., Brayfield. F. M., & Curry, I. 1. Acvre myocardhl &fardm: 

Rcaaion and recovery. St. Mi: Maby, 1W. - 
~ ~ b b s .  I. M.. & ~irscht. I. P. lnlemal controt and thc ~ t i n j  of in~lumu W. P ~ y c M o g i d  

Rcpons. 1971. 28. 95!J-962. 
Davis. P. T. Effea of c r p o w e  ro rhc k d t h  h a r d  q v r o i d  on rk scores obiaincd on rhc 

mulridimenrionnl hcalrh l onu  qfconaol scales. Unpublished ouster's Uusis, Virginia Commoa. 
w~~ Univelrity* .!?'?I- - -. .. - - -- . . . .- - -. - . . . - - . . . . - - - .  . -  . 

&Haas. P. A.. & vmReken. M. K. Mcnsmwl cycle swpromr & a frrwrion af k d t h  l a w  4 
conrrol. Paper pscntcd at dhe Association for w o r n  Psychology Cocbmnce. D a U s s .  Ta., 
1979. 

DeVellis. R. F., DeVellu. 8. M., Wallston, B S., & Wrlluop. K. A. Egikpry ud ltuaed 

-- h c l p l ~ s .  Busic and Applied Social Psychdogy. 1980. I, 241-253. (a) 
Dejellir. R. F.. DeVeltis, e. ~..'wlllstoa, K. A.;&-WI~~WOO. B. S. ~ d i & ~ G i  or undogut 4 .  

leorncd helplessness. Papa presented at br U I O ~  meeting d tk hmrrican Psychological 
Assochiin, Moamal. 1980. (b) 

DeVilo. A. I.,  Rezniltoff. M.. & Bogdanowicz, 1. A e d  ond interdrd kolrh-relorrd YOnMIion 
see&ing ad hculrh locw af confrd. Paper prented at cbe mud meting of tbc American 

-- Rychologieal hccirtioa. New Y&, 1979. 
Dilk, L., -~drd~o.  W. A:.'Fw~~w~s. I., Ructdacbcl-HibbPrd. M., Levinc, L. R.. Wdf. C.. 

-hi. 0.. Lipkim, R., W i ,  D.. & F m u ,  A. D-M of k~& ofearly McntP- 
cah'a ofpl)rIbs4cid pr&cmr Md mrly imemnrlm lDword rehab i f iWh o f ~ 0 b U r r p O I i ~ ~ ~  
( N u i d  cancer INt ih l~  Conma INOI-CKS518b. P i  Rcpat). New Y a t  Udvmity 
Medical Gem, 1979. 

Dirhrma, R. K.. Icku, W., d Magan. W; P. Self-mdivaiaa lad dmace to brbitud phpW 

- activity. J d  of Applled Sorial Pryerhology. 1980. 10. 1 1S132. 
M. D. A. ~ h r  r e ~ ~ t i o n t ~ , ~  of hcdrli locw oj  c d  ~d ~ w d r l i  MI#* ro ~ d i c d  self-care 

knowledge and nrrirndes of wdrrgradnare and p d u a t e  hcdrh eduor im majors in Oregm. 
Unprblished doctoral dissertrtion. University of Oregon. MW. 1980. 

Eggland. E. T. Lofu of contml md children with m b a l  pllry. N M i n g  Reseo~ch. 1973, 22. 

- - 267-270. 
Epslein. S. The stability of behavior: I. On prrdicting mt dthc  psople much of &c time. IWMI 

uf Perso~ulliry ur~d Social Ps?)rMogy, 1979. 37. 1097-1 126. 
Festinger, L. A r h r q  of co.qnirive dissonunce. Strnfd. CaI.: Sv~nlurd Univeoity Press. 1957. 
Fixhkrg. E. 8 .  Frequrnc.v of breosr r r l / -e.rarninu~i  and heolrh lc~.us ~~fcunrrol  in women who do 



3. THE CONSTRUCT OF HEALTH LOCUS OF CONTROL 93 -- --.. _ _ ... -.. _ _ . . __I_-- 

-. 
92 ' WALLSTON AND WALLSTON -- - -. - - - 

urrd do ntlr purticiporr in conrciournrss raising. Unpublished master's thesis, Pace Univenity. 
1979. 

Ginzbcrg. E. The sacred cows of health manpower. Mun and Mrdicine. 1977. 2. 235-242. 
Gt~ilnlan, E. Asvlrtm. Garden City. N.Y.: Douhlcday Anchor, 1961. 
Goldstein. A. M. Denial und external locus of control as mechanisms of adjustment b chronic 

nicdical illness. Essrncr. 1976. 1 ,  S-22. 
Goldstcin. L. Rrlurionship of hrolrh locus of control and individual d iakr ic  manogrmmr. Un- 

published rns,ter's thcsis. Pace University, 1980. 
Golin. S., Temll. F.. & Johnron. B. Depression and the delusion of control. JournoI of Abnomol 

Psyrholoyy. 1977. 86. 440-442. 
Gordon. W. A., Friedenbergs. I . ,  Diller. L.. Hibbard, M.. Wolf. C., Lcvinc. L., Lipkins. R.. 

Eznchi. 0.. & Lucido. D. Emcacy of psychosocial intervention with cancer paients. J O U ~ M I O ~  
consult in^ und Clinical Psychology, 1980. 48, 743-759. 

Gossler. J. L. The study of rhr non prescription vitomin giving behaviors of mothers of prrschool 
ond schoola~td children. Unpublished master's thesis. University of Oregon. Portland. 1980. 

Guske. S. I. Fucrors drrrrmining rhr usogr of infant car scars by morhcrs in rhr Kaiser Prrmonrnrr 
medico1 program. Unpublished master's thesis, University of Oregon. Portland. 1980. 

Hatz. P. S. Thr rrlurionrhip of li/r sarisfacrion ond locus of conrrol in patirnrs undergoing chronic 
hed iu l ys i s .  Unpublished master's thesis. University of Illinois. 1978. 

Hochmich. 0. Defensive externality and attribution of responsibility. Joun~al qfPrrsonolity. 1974, 
42. 543-557. 

Jenkins. C. 0.. Zyzanski. S. I.. & Roscnman. R. H. Progress toward validation of a computer 
scored test for the Type A coronary-prone behavior pattern. Psychosomclric Medicine. 1979, 33, 
193402. 

Joe. V. C. Review of the inccrnakxternal control construct as a personality variable. Psychological 
Reporrr. 197 1 .  28. 619-640. 

Kane. R. L.. & Kane. R. A. Physicians' attitudes of omnipotence in a university hospital. Jouno lo j  
Mrdical Educarion. 1969. 44. 684-690. 

Kaplan. G. D. E.tre~mlly and crrrnolly obrssr: The applicarion of locus of conrrol to the trtatnwN of 
obesity. Unpublished manuscript. Vanderbilt University, 1974. 

Kaplan. G. D.. & Cowles. A. Health locus of conlrol and health value in prediction of smoking 
reduction. Hralrh Educarion Monographs. 1978. 6. 129- 1 37. 

Key. M. K. Psvchosocial ond cducalion facrors surrounditlg compliance behovior of hypmtuivrs.  
Unpublished doctoral dissertation, Gtorgc Peabody College for Teachen. 1975. 

Kincht. I. P. Perceptions of control and health beliefs. Cunadim J o u r ~ l  of Bthavioral E i rncr .  
1972. 4. 225-237. 

Knnu. D. S.. Baum. A.. & W i d e m .  M. V. Assessrncn~ of preferences fw self-trcummt md 
infomulion in medical care. J o u r d  4 P e r s o ~ l i ~  ond Social Ppchology. 1980,39. 977-M. 

Lunger. E. I.  The illusion of control. J u u ~ d  u/ Personuliff and Smiol Prychology. 1915. 32. 
31 1-328. 

Langer. E. J. The prychology of chance. Journal /or rhe Theory of Social Behavior. 1977. 7. 
1115-208. 

buver. D. Rrlrvanr factors o/ clienr rtsponsihilirv: Hrulrh loc.rrr of conrrol. ~wlue on hcalrh. and 
lrmln~ral oric.n/uriort. Unpu blishcd master's thesis. L'nr vrrrity vf R~xhcstrr. 1978. 

hfcourt. H. hf. lnlernal vsrius cxtcmal locus of contml: h rcvlew. P s ~ ~ ~ l ~ o l o g i t u l  Bullrrin, 1966, 
65.  2-220. 

Lcfcourt. H. M. h u s  of conrrc~l: Current trend3 in rhcr~n. U I I ~  rcsran.h. Hillsdale. N.J.: bwrence 
Erlbaum Associ~tes. 1976. 

Lcfcourl. I I .  M. (lid. I .  Rrsrtcrc/r wilh rhr Ir~t.rr> t{t.onrrr~l c r,n.rrrlrt t I Vul. I ). Ncu Yorlr: Ac;ldcniic 
Prcsr. IYMI. 

Lcvenson. H. Diffcrenliating among internality, powerful others. and chance. In H. L e f c o ~  (Ed.). 
Rrscorch with rhr locus of control courruct (Vol. I). New York: Academic Rcs. 1981. 

Lcvin, A., & Schulz. M. A. Mu~idimmsionhl health locus of conrrol Md complioluc in low and 
h i d  poniciporion kmodialysir. Unpublished nmster's thesis. Uoivdty  of W i .  hladi- 
4, 1980. 

Lcwm. K. Field l r o r y  in social rclmcr. Ntw York: Hupcr. 1% 1. 
Lewis. F. M., Morisky. D, E., & R ~ M .  B. S. A rest of construct validity of bcPlts locus dmnt rd :  

Eff- of rclf-repated complivrc for hypertensive patients. Hrdrh Edyc& Mawgraph. 
1978.6, 138-149. 

Linn. L. S., & Lwis,  C. E. Attitudes toward xlf-crrc among p~cticing phww. ~ r d i ' c d  Care. 
1419. 17(2). 183-190. 

Lowensccin, V .  H. The rrhtionrhip brrwrrn pregmnt women's k l i +  o / k d r h  locur d c ~ o l  and 
rrporird k o l r h  m o l n r r ~ n c r  behavior. Unpublished master's k i s ,  Pemylvlnir SUU Univu- 
si&, 1979. 

Macri, L. M. The rr latwuhip o f p c r s o ~ l i r y  and f u d h  locw of c w d  fo &by k srrking 

mtdicd cart for chest p&. Unpublished rnasta'r thesis. St. Louis ~ n i v d t y ,  1980. 
McCusker. I . .  & M O ~ C O W ~ ,  G. 6 relationship d health locur bf control lo p rvedve  hcdtb 

kbrvion Pad hulth beliefs. Potirrcr Counrcling and Hralrh E d u c h ,  1979. 1. 146130. 
Mc~ratb ,  D. M. Rrlorionrhip h e e n  momolrrs' locus O/ CONIO~ Md c o n p l k ~ t  wih their &I- 

&en's ~r iconvu i ra tu  thcropy. Unpublished master's brsis, U~ven i ty  d W I L ~ ~ P ~ L D I I ,  1980. 
Mechanic. D. Corrclaks of phyxicinn utiliutioo: Why do major multivuiltr sndier d physician 

u t i l i t i w  fud hivial psycholo~inl and orgrniznriond effects? Jo(1mnl of Hcalrh a d  Social 
Behavior, l419.20. 387-3%. 

Mendelsob. R. S. Confrsslons o f a  medico1 hrmic .  Chicago: Concemponry Boolrr, 1978. 
Nagelberg. D. B. Evo1uon'n.g r k  BGSU hrolth risk rcdverion program: A c- of Mer ing  

merho& qfproviding hrolnh Informoridn to colkgr srudrnrs. Unpublitbd doclonl diucctation. 
Bowling G w n  State Univenify, 1979. 

' ~ational Clearing House for Smoking & Health. Smoking habits d atiindtr of p h p i c i i .  den- 
tists. nurses, and phnm\aciru. 1415. Morbidity and Mortality Weekly RrpM.  J w  10. 1 9 n ,  
26(23). 185. 

Nice. D. S. T k  cowsr o j d ~ r r s r i v r  rfjrcr in ~ v y  wiws during famr/ysep~lr&. PIpa prclented 
at the m u d  mecling of the Weskra Psychological Association. Honolulu. 1980. (a) 

Nice, D. S. N q  fomily srpororion ondphysiciaa urilizarian. Papr pnscnced at bu annual meeting 
of the National Council on Family Relations, Portland. Or.. 1980. (b) 

Nicbolsoo. J. Childbirth rvcnls ond changes in mcurrnal hcnhh locus o/control. Papn presented at 
the mud meting of the Amtrican Rychological Association. Montrul. 1980. 

OlkLch. M. E. Rrwptiaar of ruponsibility for illness and hulth related locus of control in 
gmorhca patients. Unpubliahed &rer's &is. Floridr Sue Univenity. 1975. 

R r a l .  0. S.. & Meyus. M. P. Developmcn, of an inswmcm to m u s u r e  childten' hc;lhh bccll of 
contml. Hralrh E&M'OI Mcwogrrrpk. 1978. 6. ,149-159. 

Ph;un. E. J .  Lorus of c d :  A personoliry dhcrminanr of khovior. M a r L t o ~ .  N.J.: G d  
Learning Rty. 1973. 

Pbns. E. J. Locw of c m l  in p c r ~ ~ ~ l i f y .   oms st own. N.J.: General h i n g  Ru, 1976. 
Pham. E. I .  Dtfenrivenerr and perceived control. In L. C. Perlmutcr & R. A. Monty (Eds.), 

Clwicr and prrcrivrd cmt rd .  Hillsdale. N.J.: bwrrnce Eribaum Associltcr. 1979. 
Pill, R.. & S M .  N. The rrldionship brhuera lvolrh locur o/conrrd and relirf in the relrvanct o/ 

l f i  stylr to health. Unpublished muscrip.  Welsh National School of Medicine. Crrdiff. 1981. 
Rdloff. L. Sex differences in depression: The effects of occupation unl muitrl $tutus. Ex Roks. 

1975. 1. 24S265. 
Roter. D. L. Pa~isnt puticipation in the patient-provtder interaction: fi effects of patient quesuon 

asking on Ihe quality of intudction. satisfaction and compliance. Health Educcuiun Muno#raphr. 
IY77. 5. 281-315. 



94 WALL 3N AND WALLSTON 
- .- _ . . . . 3 -  ..- - -- 

Roller. I. B. Social lecrrning and clinicalpsycholo~y. Englewood Cliffs, N.J.: Rcntice-Hall. 1954. 
Ruttcr. 1 .  B. ~cnerdlized expectancies for inlrrnal Venus external control of reinforcement. Psycho- 

k~gi~.ul  .Wonu.qruphs. 1%6. LKXWhole NO. 609). 
Rotlcr. 1 U. A new scale for the measurcment of interpersonal trust. Journal ofPersomliry. 1%7. 

35(41. 6.51-665. 
Rollcr. J R .  Solnc p-ublems and misconceptions related to the consuuct o f  internal vs. extend 

conlrol of rs.inforcemcnt. Journal of Consulting and Clinical Psychology, 1975. 43, 56-67. 
Rortcr. I .  R ,  Individual differences and perceived control. In L. C. Perlmuter & R. A. Monty (Eds.). 

C-huic r und perceived control. Hillsdale, N.J .: Lawrence Erlbaum Associates, 1979. 
Rottrr. I .  B.. Chance, I . .  & Phms. E. J. (Eds.). Application of a socid karning theory of 

perronuli~v. New York: Holt. Rinehart & Wins~on, 1972. 
Ry;~n. W Bbrn in~  the vit.tim. New York: Pantheon. 1971. 
R)rnm. D H.. Bicrsner, R. I., & LRocco. J. M .  Reliabiliiies and validities o f  the m a d  question- 

naire. Psvcholo#ical Reports. 1974. 35. 479-484. 
Srfrr. M. A.. Tharps. Q. I.. Jackson. T. C.. & Lcventhal. H. Determinants of hrce stages of delay 

In ~erking can at a medical clinic. Medical Care. 1979. 17. 11-29. 
Sallzer. E B. Causul bdiefs and losing weighr: A srrdy of behavioral intention theoy and locur of 

c.ontro1 in predictiun of health-relatrd behavior. Unpublished doctornl disscrtrtion. University o f  
California at Irvine. 1979. 

Sal~zrr. E. B. Sa ia l  determinants of succeuful'wcight loss: An analysis of.behaviod intentiom ad 
actual behavior. Basic and Applied Social Psyc.hology, 1980. 1.  32S341. 

Schiller. P. L.. Steckler. A., Dawson. L., & Heyman. H. Report ofthe rvoluafion ofthe McDowell 
County (West Virginia) healrh educution program: Year 11. Chapl  Hill. N.C.: University of . . 
Nbrth Carolina, DcpMmcnt of Health Educa~ion. Schml of Public Health. August. 1979. 

Selltiz, C.. Wrightsrnan. L. S.. & Cook. S. W. Research methodc in social relations (3rd ed.). New 
York: Holt. Rineharr & Winston. 1976. 

Sh~plcy. R. H. Effect of followup letters on mninte~nce of smoking abstinence. Papr  presented at 
the annual meeting o f  the Midwestern Psychological Association. St. Louis. Mo.. 1980. 

Sm~rh. R. A,. Wallston. K. A,, & Wallston. B. S. Measuring desire for connd o/healrh core. 
Unpublished manwript. Vaderbilt University. 198 1. 

Sprole~, K. J. Healrh lncw ojconrrol and know*ledge of hemdialyris and health maintemnce o j  
putients wlrh chronic r e o l  failure. Unpublished master's besir. Virginia Commonwealth Uni- 
venlty. 1977. 

Stccle. J. L., & McBroom. W. H. Conccprual and empirical dimensions of health khavion. 
Journul of Health and Social Behavior. 1972. 13. 38L392. 

Strickland. B. R. Internakxternal expectancies and health-related behaviors. Journal of Conrulting 
and Clinicul Psychology, 1978. 46. 1 192- 12 1 1. 

Sman. R. B. Health torus u/' Control Scale: A dialogue in predictive canplioncc (with K. A. 
Wallston). Rtxnt r t ion  at the rnnual meeting of the American Psychological Auaht ion .  New 
York. 1979. 

Taylor. S. E. Hospital patient behavior: Reactance. helpleuness, or control? Journal o/Social 
Issues. 1979. 35. 1561M. 

Tolor. A. Some antccedcnu and personality correlates of health l aus  of control. P~ychdogical 
Reports. 1978, 43. 115S1165. 

Toner. J. B.. & M:~nuck. S. B. Health locus of control and health-relaled informrtion seeking at a 
hypertension screening. Social Srirnce und hltdicinr. 1979. 13A. 823. 

Wallston. B. S., & Wallston. K. A. Hrulth cure rd~rcarion progrum: fruining prienr internal i~.  
Papcr prexnlcd at the annual meeting of [he Amencan Public Health Auocialion. San Francisco. 
1973. 

Wallston. B. S.. & Wallston. K. A. L ~ x u s  oi contml and health: A review of the lilcrature. Hralth 
Edut.urion .4 l t~ t~o~~ru/~6s.  1978. ht! ) .  107- 1 17. 

3. THE CONSTRUCT OF - - - _ _  

Wallston. B. S.. & Wallston. K. A. 
In A. Banm, S. Taylor. & 1. E. Singer. (Ed%). Handbook ofpqchology and health, A r n e  4: 
Sociai aspects qfhealth. Hillsdale. N.J.: Lawrrnce Erlbaum huociua, f 

Wallston, B. S.. Wallstcm. K. A.. Xlpla. G. D.. & Maida. S. A. I k v e b p r n r s i m o f  
the health locus of control (HLC) scale. Journal o/Cunsdting Md Clinicd Pr)rI*rluXx~. 1976. 
44. 580-585. 

Wallston. K. A.. hiaides. S.. & Wdlfim. B. S. Huhh-dated isle ccekinp u a fuactiocl of 
health-related locus of control and heal& v d u .  J w n o l  o/Rerearch in P c r d i v .  1976.10. 
2 15-222. 

Wallstoo. K. A., & McLcod, E. Predictive fwo rs  in the c l d k r m e  to on m u i h p m i v e  r e t h n  
among adult male outpatients. Unpublished manuscript. V.nderbih Urrivenity. 1419. 

Wallston. K. A.. & Wallston. B. S. Health law ofmtd scales. In H. Lcf  .). Rerear& 
with Ihr locw ~ c a n o l  c o m ~ ~ ~ c i  (Vd. I). New Yo& Acdtmic RLU.%? 

Wallston. K. A, Wallston. B. S., & RVeUis. R. Development o f  rbe ~ u h i d i r n m ~  Hcalrh 
Lucus of  Control (MHLC) Scalu. Health Education Mo~)gr+. 1978. 6. 161-170. 

Weigel, R. H.. & Newman, L. S. lamasing attitude-behavior comspondcm by koadcning the 
xopc of tht behavioral measure. J&-1 af Per-[@ und &iql P ~ & ,  1976; 33, 
793-802. 

Wildman. H. E.. Roscnbaum. M. S.. Framer. E. M.. Kuac. T. M.. & Sdwaa. W. G. Smo&ing 
cessation: Predicting success with the healrll locw ofcontrd scale. Rpa p m n t e d  at-lhc md 
meting of the Association for the Advancement of -via nYmpy. San Fnncism. 1979. 

Win. R. Medication compliance among psychiatric outpatients as a finction o j  l a w  o/ connol. 
valw placed on health, and nuthds of parienr rharion. Unpublished doctoral diucrtaticin. 
Univenity o f  Texas at Austin, 1978. 

Woctman. C. B.. & Dunkel-Schemr, C. lnterpcnonal reluionchips and cancer A Iheoretical analy- 
sis. l ou rm i  of Social Issues. 1979, 35. 12&155. 

Zung, A. Self-mting depression scale. Archives ojGenerd Psychology. 1965. 12. 63. 


