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ABSTRACT 

Fifty eight patients with end-stage renal disease 

receiving outpatient chronic hemodialysis treatments in 

Southern Arizona were administered a battery of psychological 

tests. These tests included a global and factorial measure

ment of both quality of life and locus of control. Addition

ally, the Beck Depression Inventory was administered, and 

demographic and medical information was collected. The inter

relationships between compliance to the dialysis treatment 

regimen and these other variables were examined through 

correlational and multiple regression analyses. It was 

hypothesized that a curvilinear relationship existed between 

compliance to the treatment regimen and each of the following 

variables: quality of life, locus of control, and feelings of 

depression. Additionally, scores from the present subject 

population were compared with published norms for some of the 

test instruments utilized in this study. No support was 

obtained for the proposed curvilinear hypotheses. In fact, 

there was no indication of a strong relationship in any 

direction between compliance, locus of control, quality of 

life, or demographic variables. This sample did not evidence 

the external locus of control or the high degree of depression 

x 
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often cited as a common finding with dialysis patients. While 

the rating of present life satisfaction was similar for both 

the dialysis and normative samples, the dialysis group, un

like the normative group, evidenced a progressive decline in 

reported life satisfaction from past to present to future. 

The demographic and medical data as well as the quality of 

life information collected provide both valuable descriptive 

information of this particular population and valuable nor

mative data for outpatient dialysis patient populations. 



CHAPTER 1 

INTRODUCTION 

The term compliance is used to refer to the extent 

to which patient behaviors adhere to the instructions of 

health care providers. Although a clear picture of the mag

nitude of the problem of noncompliance to medical regimens 

is limited due to differences in operational definitions of 

compliance in the literature, agreement exists that non

compliance is a pervasive problem which may result in in

efficient and uneconomical utilization of health care serv

ices, as well as increased health risks for patients 

(Masur, 1981). Estimates of patient noncompliance to med

ical treatment regimens range from fifteen to 94 percent, 

depending on the study reviewed. Boyd et. all (1974) found 

that 18 percent of 134 hospital clinics outpatients never 

filled their prescriptions. Davis (1966) estimates that 

30 to 35 percent of patients do not comply with their med~ 

ical regimens. Sackett and Haynes (1976) report that the 

degree of noncompliance across all medical procedures ranges 

from 30 to 70 percent. 

Compliance to the hemodialysis treatment regimen is 

an issue of great concern to health providers. Patients are 
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required to make radical changes in life style to accommodate 

to the dialysis treatment regimen, and noncompliance to this 

regimen can result in serious medical complications. General 

agreement exists in the literature that compliance with the 

treatment regimen is a major problem for dialysis patients. 

In one study, Kaplan De-Nour and Czaczkes (1972) found that 

45 percent of their sample of hemodialysis patients were 

noncompliant with respect to the dietary restrictions. Given 

the importance that compliance has for the dialysis patient's 

physical well-being as well as for their very survival, and 

given the fairly high degree of noncompliance found among 

dialysis patients, the need clearly exists for systematic 

and well-controlled investigation into the issue of compli

ance to the dialysis treatment regimen. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

This chapter covers a review of the literature on 

compliance to medical treatment regimens in general, as 

well as specifically discussing the literature on the compli

ance of hemodialysis patients to the dialysis treatment re

gimen. 

Compliance with medical treatment regimens 

The operational definition of compliance varies 

greatly across studies. This difference is partly due to 

the variety of medical conditions and prescribed treatments 

studied. Among the many methods that have been used by 

investigators to measure compliance are health provider 

assessment of compliance, patient self-report, medication 

measurements, clinical outcome, direct chemical analysis, and 

medication monitors (Masur, 1981). 

A number of studies have shown that health care pro

viders tend to underestimate the rate of patient noncompli

ance in addition to inaccurately identifying noncompliant 

patients (Charney, 1972, 1972; Davis, 1966; Kasl, 1975). In 

general, studies suggest that patient self-reports overesti

mate compliance (Marston, 1970). Park and Lipman (1964) 

3 



further specified this finding by concluding that patients 

will tend to accurately report noncompliance when they have 

greatly deviated from their prescribed treatment regimen. 

4 

A commonly employed assessment of compliance is the 

measurement of remaining amounts of prescribed medication. 

This procedure involves the assumption that absent medica

tion was used (not discarded) and was taken by the patient 

according to the prescription (Masur, 1981). Gordis (1976) 

concludes that directly measuring unused medication general

ly results in an overestimation of compliance. 

Clinical outcome measures have also been employed as 

a measure of compliance. However, as both Sackett (1976) 

and Gordis (1976) have concluded, this assessment technique 

does not distinguish between therapeutic effects of compli

ance and therapeutic effects of extraneous variables. Thus, 

it may not be a valid or reliable index of patient compli-

ance. 

Direct chemical analysis as a measure of compliance 

might include examining blood levels or urinary excretion of 

prescribed drugs or other substances. Although chemical 

analysis may seem to be the most objective measure of compli

ance, difficulty remains in comparing results of different 

studies (Masur, 1981). This difficulty is largely due to 

differences in the criteria for compliance that are employed. 
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For example, some investigators use a single test and classi

fy patient compliance on a dichotomous scale (Weintraub et. 

al., 1973), while others use multiple test points and clas

sify compliance on various levels (Gordis & Markowitz, 1971). 

Devices called medication monitors have been devised 

to more objectively measure medication-taking behavior. 

These devices are an ingenious way of measuring whether pills 

are removed from the container at steady, regular intervals, 

but they cannot assess whether absent medications were taken 

as prescribed. In summary~ when reviewing the existing lit

erature on patient compliance, the reader must be mindful of 

the myriad of approaches employed to define and measure com

pliance, as well as the limitations of each of these ap

proaches. 

With these cautions in mind, let us examine the var

iables that have been investigated with respect to influence 

on compliance of medical treatment regimens. These variables 

can be divided into demographic characteristics, aspects of 

the treatment regimen, and psychosocial variables. 

Marston (1970) concludes in her review of the lit

erature that when other variables are controlled, demogra

phic variables such as age, sex, education, socioeconomic 

status, marital status, race, and religion have very little 

descriptive or predictive value in understanding compliance. 
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Haynes (1976a) found that only 7 out of 36 studies reviewed 

reported a relationship between age and compliance. Cobb 

et. al., (1954) found that younger patients were more likely 

to seek immediate treatment for cancer, while older patients 

were more likely to delay seeking treatment. On the other 

hand, three separate studies (Luntz & Austin, 1960; Bergman 

& Werner, 1963; Morrow & Rabin, 1966) reported that younger 

patients were more noncompliant to their treatment regimens 

than were older patients. 

Haynes (1976a) reports that only six out of 31 

studies reviewed found any relationship between sex and com

pliance. Marston (1970) states that only four out of fifteen 

studies reviewed found that women were more likely to not 

comply with their treatment regimen than were men. 

Educational level has generally been found to have 

little association with compliance (Marston, 1970). While 

Davis and Eichhorn (1963) found a negative relationship be

tween amount of education and compliance, other investigators 

have reported a positive relationship between these two 

variables. 

Although socioeconomic level has not generally been 

found to be significantly related to compliance, a few in

vestigators have reported that low socioeconomic status is 

positively related to noncompliance (Marston, 1970). The 
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The relationship between these two variables is difficult to 

assess because many of the studies appear to have confounded 

socioeconomic level with other variables. 

While Morrow and Rabin (1966) reported that married 

patients tended to be more compliant than separated or 

divorced patients, many other studies have found no relation

ship between marital status and compliance. 

Studies in the literature have, for the most part, 

found no significant relationship between race and compli

ance (Morrow & Rabin, 1966; Johnson, 1965; Neeley & Patrick, 

1968), or between religion and compliance (Morrow & Rabin, 

1966). One study, however, reported a significant associa

tion between religion and compliance, with Protestants evi

dencing the most compliance (Johnson, 1965). 

While most investigators conclude that demographic 

variables do not significantly influence compliance behavior, 

Haynes (1976a) has suggested that these findings may be in

fluenced by the system of health care provided in the United 

States. He states that demographic variables may influence 

access to health services more than they influence compli

ance among patients already in the system. Additionally, 

~asur (1981) suggests that demographic variables may be found 

to have more predictive value when examining patient compli

ance with respect to specific diseases. He states that 
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while demographic factors examined in isolation have little 

association with compliance, their predictive and descriptive 

value may increase when they are combined with other variables 

and examined with respect to specific high risk patient pro

files for specific diseases, specific screening programs, 

and specific treatment methods. 

Some of the aspects of the treatment regimen that 

have been studied with respect to compliance are the type, 

cost, complexity, side effects, and the degree of behavioral 

change requir~d (Masur, 1981). 

A consistent finding in the literature is that an 

inverse relationship exists between the amount of behavioral 

change required by the treatment regimen and patient compli

ance. Treatment regimens which require life-style (e.g., 

salt restriction, weight reduction, cessation of smoking or 

drinking) generally appear to substantially decrease compli

ance (Anderson & Kirk, 1982). 

In general, the literature suggests that the more 

complex the treatment regimen, the greater the likelihood of 

noncompliance (Mars~on, 1970). Weintraub et al.(1973) 

reported that increasing the complexity of a regimen for 

digoxin therapy by adding additional medications signifi

cantly decreased patient compliance. In a study of pediatric 
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patients, Francis et all (1969) found that compliance was 

lower among those for whom three or more medications were 

prescribed than those for whom fewer drugs were prescribed. 

Clark & Troop (1972) reported that switching from a treat

ment involving several tablets to one involving only one 

tablet improved the compliance of hypertensive patients. 

Davis (1968) found that patients with less severe medical 

problems were more likely to adhere to the treatment regimen 

than were those with more severe illnesses. As Marston 

(1970) points out, however, severity of illness may be 

confounded with complexity of treatment regimen, so conclu

sions about the nature of this relationship are unclear. 

Although some studies have found that noncompliance 

increases with unpleasant side effects of prescribed drugs 

(Dixon et al., 1957; VJynn-lJiilliams & Arris, 1958; Benstead & 

Theobald, 1952), other studies have indicated that side ef

fects rank low on patients' stated reasons for noncompliance 

(Bergmann & Werner, 196); Hogarty & Goldberg, 197); Ireland, 

1960). Haynes et all (1977) have concluded that medication 

side effects are not that prominent, and even when they do 

occur patients do not rank them as major reasons for non

compliance. 

In a review of the literature, Haynes (1976a) con

cludes that, in general, compliance is negatively related 
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to length of treatment. Masur (1981) points out, however, 

that this finding may be confounded by the observation that 

many long-term treatments are for asymptomatic diseases or 

are prophylactic in nature. He suggests that it may be this 

factor and not merely the length of the treatment that in

fluences noncompliance. 

Although, intuitively, the cost of treatment would 

seem to be an important determinant of compliance, few 

studies have investigated this relationship. While Maddock 

(1967) found no significant relationship between cost and 

compliance, two other studies reported a negative relation

ship between these two variables (Alpert, 1964; Donabedian 

& Rosenfeld, 1964). 

In summary, amount of behavioral change required 

tends to be negatively related to compliance, as does com

plexity of treatment regimen and length of treatment. The 

relationship between severity of illness and compliance is 

less clear in that it may be confounded by other variables 

such as complexity of treatment. Side effects seem to have 

little relationship with compliance, while the influence of 

cost of treatment on compliance requires further investiga

tion. 

The psychosocial variables that have been studied 

can be divided into patient-provider interactions, and 

patient personality and belief variables. Each of these will 
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be briefly discussed. 

Patient-Provider Interactions 

stone (1979) suggests that the interaction between 

the patient and the health care provider is an important 

influence on patient compliance. One aspect of this interac

tion is the accuracy with which the patient can recall the 

instructions given by the health provider. Ley and Spelman 

(1967) found that within 10 to 80 minutes of seeing their 

physicians, patients could.not recall approximately 40 per

cent of what they were told. Boyd et ale (1974) reported 

that over 60 percent of the patients they studied misunder

stood their physician's instructions regarding the prescribed 

treatment regimen. Ley et ale (1973) found that patients 

forgot 50 percent of the statements made to them by their 

physician within less than five minutes of leaving the office. 

The importance of these findingp is illustrated by a study 

done by Svarstad (1976) in which it was found that patients 

who had a completely accurate recollection of the physician's 

instructions conformed to them three times as frequently as 

those who made one or more errors in recollection. It must 

be noted that although lack of information seems to result 

in decreased compliance, knowledge itself does not guarantee 

compliance (Marston, 1970). 
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An additional aspect of patient-provider interaction 

that has been studied is the emotional tone or impact of this 

interaction. Davis (1968) used the Bales' Interaction Proc

ees Analysis to explore different types of patient-provider 

relationships. He found that the patient was less likely 

to comply when later interactions with the physician were 

characterized by a negative social-emotional tone. Francis 

et all (1969), in a study of pediatric outpatient visits, 

found a significant positive relationship between mothers' 

satisfaction with their children's care and patient compli

ance. He found that mothers were most dissatisfied when 

their expectations about the medical visit were unmet, when 

they felt a lack of warmth in their interaction with the 

physician, and when they failed to receive an explanation of 

the diagnosis and cause of their child's illness. Haynes 

(1976a) suggests that the important variable is the patient's 

affective response to a particular health care provider, not 

toward health care providers in general or the health care 

system as a whole, which do not seem to be related to compli

ance behavior. Although many investigators have suggested 

that clinician continuity should be positively related to 

compliance, the results of a well controlled study suggest 

that there is not a significant relationship between these 

two variables (Gordis & Markowitz, 1971). 
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Patient Personality and Belief Variables 

Patient personality and belief variables have also 

been examined as influences on compliance. Some studies have 

found that patients with a negative attitude toward illness 

were more likely to comply with treatment regimens (Davis & 

Eichhorn, 196); Morris, 1958). Abramson et all (1961) re

ported that patients believing that their illness was due to 

supernatural causes were more likely to be noncompliant. 

Davis (1968) found that patients characterized as responsive, 

cooperative, grateful, articulate, and intelligent were more 

likely to be compliant, while patients characterized as au

thoritarian, demanding, overbearing, and obstructive were 

less likely to be compliant. 

Heinzelmann (1962) reported that perceived severity 

of illness (not necessarily actual severity) by the patient 

was predictive of compliance. Similarly, Becker et all 

(1972, 1974) and Francis et all (1969) found a positive rela

tionship between perceived seriousness and compliance with 

prescribed medication and appointment keeping. Becker et all 

(1974) reported that patient belief in the efficacy of the 

treatment regimen was positively related to compliance. 

Additionally, Donabedian & Rosenfeld (1964) reported that 

patients who doubted the efficacy of the prescribed treatment 

were less likely to comply. In general, studies have also 



shown that if a treatment is considered unsafe (Rosenstock 

et al., 1959), or if it is perceived with fear (Kegeles, 

1963), patients are less likely to comply. 

14 

Clearly, many variables have been investigated with 

respect to compliance behavior. Some of the findings are 

contradictory, which is probably the result of a lack of 

consistency in the operational definition of compliance as 

well as a variety of illnesses and treatment methods being 

investigated. Because of these and other methodological 

problems in this research area (e.g. correlational designs) 

no clear picture is available concerning variables involved 

in the causation of patient compliance. As Marston (1970) 

states, compliance is most probably determined by an interac

tion involving demographic, treatment related, and psycho

social variables. 

Compliance with dialysis treatment regimen 

Chronic renal dialysis has been an accepted medical 

treatment for end-stage renal disease since 1960 (Scribner 

et al., 1960). With recent medical ad~ances and the advent 

of federal funding for dialysis procedures, the number of 

individuals receiving dialysis treatments for chronic renal 

failure is continuing to increase. When renal trasplantation 

if not possible or is not desired by the individual, renal 

dialysis provides a method for saving and maintaining the 
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lives of individuals who otherwise, in the past, would have 

faced an inevitable uremic death. 

stresses Experienced by Dialysis Patients 

Dialysis, however, is a strenuous treatment procedure, 

and renal patients must learn to cope with both the stress of 

the treatments and the stress involved in living with a 

chronic illness. They are continually confronted with multi

ple and complex psychological and physical problems as a re

sult of the chronic nature of end-stage renal disease and the 

stressful nature of the dialysis treatments. Among the 

stresses encountered by dialysis patients are: dependency

independency conflicts, unrealistic expectations, multiple 

losses, medical complications, sexual dysfunction, family 

disruption, and the ever-present threat of death. The psycho

logical complications resulting from these stresses include: 

depression, suicide, problems in rehabilitation, and non

compliance with medical regimens. 

Kidney failure occurs when the kidneys are both so 

damaged or diseased that they can no longer purify the blood 

of waste products. When acute kidney failure occurs, dialysis 

is usually only necessary for a short time, until kidney 

function returns. Chronic kidney failure, however, involves 

irreversible damage to both kidneys and the individual re

quires renal dialysis or transplantation for the remainder of 
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his or her life. The artificial kidney machine performs the 

functions that the failing human kidney can no longer perform. 

The stresses experienced by dialysis patients are 

numerous and often devastating. The dependency-independency 

conflict encountered by dialysis patients is frequently men

tioned in the literature (Levy, 1981; Rajapaksa, 1979; Abram, 

1970; Laborde, 1980). The medical regimen and its restric

tions on dialysis patients necessitates dependency on the 

machine, the procedure, family members, and the dialysis 

staff. Simultaneously, though, the patient is expected to 

resume normal employment, family, and social activities, and 

to function fairly independently. 

The patient's relationship with the dialysis machine 

is also a stressor involved in the life of the dialysis 

patient (Rajapaksa, 1979; Reichsman & McKegney, 1977; Levy, 

1981). Being connected to a machine, watching their blood 

flow out of their bodies and through this machine is some

times a frightening experience for dialysis patients. Relat

ed to the stress of machine-maintained life is the change in 

body image found among some dialysis patients (Abram, 1969; 

Laborde, 1980; Levy, 1981). The life-line connecting patients 

to the machine often leads to a distortion of body image, 

sometimes involving the encorporation by the patient of the 

shape of the machine into the conceptualization of his or her 

body image (Abram, 1969). 
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Sexual dysfunction is a major stressor for most 

dialysis patients (Levy, 1973; Kimball & Famularo, 1980; 

Abram et al., 1975). The patient experiences stressful, 

multiple losses when his or her life is maintained by chronic 

dialysis (Levy, 1981; Wright et al., 1966). These losses 

often include the following areas: financial security self

identity; employment or academic activity; strength and stam

ina; freedom and independence; long-life expectancy; role 

identity within the family; social activity; and normal 

bodily functions. 

Finally, the realization that they are no longer in 

control of their own lives is a major stressor for dialysis 

patients (Brinker & Lichtenstein, 1981; Levy, 1981). The 

traditional health care system promotes this patient loss of 

control and power by demanding strict compliance with the 

medical regimen and by making decisions for the patient 

(Brinker & Lichtenstein, 1981). If the patient wants to 

remain alive, he or she has no choice but to receive dialysis 

treatments or a renal transplant. 

Psychological Reactions to Dialysis 

Some of the psychological reactions attibuted to 

dialysis patients in the literature are anger, aggressiveness, 

guilt, fear of both life and death, self-depreciation, and 

anxiety (Rajapaksa, 1979; Beard, 1969). General agreement 
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exists in the literature that depression is the most common 

psychological complication found in dialysis patients. 

Kaplan De-Nour & Czaczkes (1976) reported that 33 percent of 

their dialysis patients were moderately depressed and another 

20 percent were severely depressed, so more than half of 

their patients exhibited some depressive symtomology. 

Suicidal tendencies is another common psychiatric 

oomplication found among dialysis patients (Kaplan De-Nour & 

Czaczkes, 1976; Foster et al., 1973; Abram et al., 1971). 

Abram et all (1971) investigated the prevalence of suicide 

in 127 dialysis centers caring for 3500 patients. -They 

found that the incidence of suicide, based on the number of 

successful active suicides, withdrawal from a dialysis pro

gram, and death resulting from noncompliance of the treatment 

regimen, was approximately five percent of their dialysis 

population. This figure is 400 times the rate of that for 

the general population (assuming 10 suicides per 100,000 as 

the average rate). Many patients seem to have suicidal 

ideation, but few appear to terminate their lives by active 

suicide, although some have "accidents" not classified as 

suicide, and others shorten their lives by abuses of their 

diet (Foster et al., 1973). 

A behavior that is sometimes defined as suicidal be

cause it can lead to the death of the dialysis patient, is 
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noncompliance with the treatment regimen (Kimball & Famularo, 

1980; Kirilloff, 1981; Goldstein & Reznikoff, 1971). This 

noncompliance often takes the form of rebellion against 

dietary and fluid restrictions, by binging on forbidden foods 

and drinking excess amounts of fluids. Many theories have 

been proposed regarding the motivation behind and the factors 

influencing this life-threatening behavior. Goldstein & 

Reznikoff (1971) found that chronic dialysis patients, as a 

whole, evidenced greater external locus of control than a 

control group. On the basis of this evidence, the authors 

suggested that noncompliance with the treatment regimen is 

not an attempt at suicide, but rather, as is evidenced by 

their tendency toward an external locus of control, non

compliance is a failure on the part of patients to perceive 

that their behavior has an effect upon their condition. One 

study tested the hypothesis that dialysis patients do not 

comply with their treatment regimens because they are not 

familiar with what the restrictions are and why they must be 

imposed (Kirilloff, 1981). The author found that, based on 

patients' answers to questions testing their knowledge of the 

regimen, both compliant and noncompliant patients were well

informed regarding their prescribed restrictions. 

In a study of 32 chronic hemodialysis patients, 

Gerber et ale (1981) report that the less cooperative patients 
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evidenced lower self-esteem, greater anger and withdrawal, 

and greater use of manipulative behaviors in their interac-

tions with the medical staff. Kaplan De-Nour & Czaczkes 

(1972) observed 43 patients to ascertain the effects on non

compliance of a number of personality factors. The results 

of this study indicate that low frustration tolerance and 

gains from the sick role are the personality factors most 

highly correlated with noncompliance. Davis (1968) concluded 

from a study of 154 dialysis patients that patients with more 

serious and severe conditions were less likely to follow 

doctors' orders. He attributed this greater likelihood of 

noncompliance to a greater degree of denial on the part of 

patients with very serious conditions. Davis also reported 

that he found no significant relationship between dependency, 

submissiveness, and compliance. The compliant patients in 

this study were more likely to be characterized by the 

health providers as responsive, cooperative, and grateful 

while the noncompliant patients were more likely to be char

acterized as demanding, authoritative, or overbearing. 

Treatment of Noncompliance to the Dialysis 
Treatment Regimen 

Although Crammond et all (1967) suggest that non-

compliance allows dialysis patients a way, albeit self

destructive, of displacing some anger, frustration, and 
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hostility that is generated by the great stress of dialysis, 

most investigators presume that noncompliance is evidence of 

pathology. This attitude may stem from a belief held by 

health providers that the major task in working with dialysis 

patients is the preservation of their lives. Since compli

ance with the treatment regimen is crucial to maintaining 

physical well-being, any lack of compliance may be seen by 

health providers as maladaptive and undesirable. This pre

sumption of the maladaptive nature of noncompliance is 

illustrated by the enthusiasm with which recent behavioral 

approaches to the "treatment of noncompliance" have been 

received by health providers (Barnes, 1976; Macrab & 

Papadopoulou, 1977; Keane et al., 1981). Some of the non

compliance behaviors which have been reported to be modifi

able with behavioral techniques include fluid overloading, 

excessive dietary intake, and refusal to follow the medical 

procedure in a self-training unit. 

Macrab & Papadopoulou (1977) successfully utilized 

a behavioral program for an intervention with a 55 year old 

American Indian male who refused to comply with the staff's 

requests to draw his blood and to calculate the blood clott

ing time. Cummings et ale (1981) and Keane et ale (1981) 

report improvements in compliance with food and fluid re

strictions with the use of behavioral contracting. Under

lying these behavior modification studies is the implicit 
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assumption that noncompliance is undesirable and should be 

modified. It is clear that if noncompliance leads to death, 

issues such as the control of one's life and the quality of 

that life become moot. It can also be argued, however, that 

length of life versus the quality and control of one's life 

is a value-based decision which may best be made by the well

informed patient and family members. 

The Issue of Control in Treatment 

Strict compliance to the treatment regimen may in

volve a feeling of loss of personal control for patients. 

They are required to follow externally imposed restrictions 

which often necessitate dramatic life-style changes as well 

as dependency on health care providers and. health care 

institutions. The issue of control, then, is integral to the 

experience of chronic illness in general and to chronic hemo

dialysis treatment, specifically. In general, agreement 

exists in the literature that individuals who believe that 

they control their outcomes make better adjustments to physi

cal and psychological changes in their lives than individuals 

who believe that chance or powerful others determine outcomes 

(Boyle & Sielski, 1981). Rotter (1966) developed the con

cept of internal-external locus of control, and defined it 

as a generalized expectancy that reinforcements or events 

that occur are a result of the individual's actions. The 
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extremes of this construct are defined as follows: II • • • • J.n-

ternal control refers to the perception of positive and/or 

negative events as being a consequence of one's own actions 

and thereby under personal control; external control refers 

to the perception of positive and/or negative events as being 

unrelated to one's own behaviors in certain situations and 

thereby beyond personal control." (Lefcourt, 1966, p. 207). 

Fawcett et ale (1980) examined the relationship 

between internal and external locus of control and life sat-

isfaction of 56 institutionalized elderly women. The 

authors report that, for their subject population, life sat-

isfaction was positively related to internal locus of con

trol and negatively related to the perception of institu

tional constraint. In a study designed to examine the moderat

ing effect of locus of control on life stress and resultant 

depression and anxiety, Johnson & Sarason (1978) found that 

for 124 college students negative life change was significant

ly correlated with both depression and anxiety only for those 

subjects who were external in their locus of control orienta-

tion. The authors concluded that " ••• the effects of life 

stress may be mediated by the degree to which individuals 

perceive themselves as having p8rsonal control over events 

(p.207)." 

Few studies have directly investigated the relation

ship between locus of control and chronic hemodialysis. In 
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a study designed to investigate helplessness and depression 

in patients with end-stage renal disease, Devins et all (1981) 

conducted interviews with and administered psychometric tests 

to 45 dialysis and 25 posttransplant patients. The results 

indicate that both the experience of uncontrolability and 

external locus of control are associated with increased de

pression in this subject population. Additionally, general 

agreement exists in the literature regarding the findings 

that dialysis patients as a group, as well as other groups 

of chronically ill persons, tend to exhibit an external locus 

of control orientation (Poll & Kaplan De-Nour, 1980; 

Goldstein & Reznikoff, 1971; Foster et al., 1973). Goldstein 

& Reznikoff (1971) suggest that this external locus of con

trol o~ientation is both defensive and adaptive for dialysis 

patients because the health care delivery system is oriented 

toward patients playing a passive-recipient role and expects 

them to relinquish personal control to the demands of the 

system. 

The Issue of Quality of Life 

A crucial aspect involved in the chronic artificial 

maintenance of human life is the quality of the life that is 

being maintained. Few studies have empirically investigated 

the quality of life of persons living with disabilities or 

with chronic catastrophic illnesses. Investigators measuring 

quality of life have primarily focused on aged populations. 
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In a longitudinal study, Palmore & Kivett (1977) 

measured changes in life satisfaction of subjects aged 46-70 

for a four year period. In this study, life satisfaction 

was measured by the "Cantril Ladder" technique (Cantril, 1965). 

The authors found no significant differences in average life 

satisfaction changes between any age and sex categories. 

They reported that the significant predictors of life satis

faction were self-rated health, sexual enjoyment, and social 

activity hours. Using Neugarten et al.'s (1961) Life Sat

isfaction scale, Nehrke et all (1980) found that for their 

subject population of institutionalized veterans aged 50 and 

older, self-esteem and life satisfaction increased with age. 

Flanagan (1982) conducted extensive research on quality of 

life with subjects aged 30 to 70 years. This research re

sulted in the development of a set of 15 factors which in

cluded all of the major factors reported by his subjects 

to affect their quality of life. The five dimensions most 

frequently reported as important to quality of life were: 

health, children, understanding yourself, work, and spouse. 

The author discusses the value of utilizing a scale such as 

the one developed in this study in the investigation of the 

quality of life of persons with chronic disabilities. 

Although the issue of quality of life is a crucial 

one for individuals undergoing chronic hemodialysis, few 
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studies have empirically investigated the quality of life of 

these patients. JackIe (1974) investigated the quality of 

life of 30 patients on maintenance hemodialysis. The depend

ent measure employed in this study was Cantril's Self-Anchor

ing Scale (Cantril, 1965). The author found that the sub

jects rated their past as significantly more satisfying than 

either their present or future. They rated the future 

slightly, but not significantly higher than the present. 

Compared to the normative group (Cantril, 1965), the dialysis 

group reported significantly lower satisfaction with their 

present and future lives. Additionally, they reported 

significantly more satisfaction with their past lives than 

did the normative group. 

Few well-controlled empirical studies have been con

ducted using moderate to large sample sizes of patients 

undergoing chronic hemodialysis. Because of the great im

pact that noncompliance has on the health status of the 

patient, empirical evidence concerning the nature and cor

relates of this behavior is crucial to providing the best 

quality of care for dialysis patients. With the increase 

of medical procedures for the artificial maintenance of life, 

implications of studies along these lines would also be of 

importance for other chronically ill and chronically disa

bled individuals. 



CHAPTER 3 

FOCUS OF RESEARCH 

The present research focuses on the interrelation

ships between compliance to the dialysis treatment regimen, 

locus of control, and quality of life. Additionally, one of 

the aims of this study was to examine the characteristics of 

this patient population. Although noncompliance is unques

tionably detrimental to the physical well-being of dialysis 

patients, the possibility exists that, psychologically, a 

degree of noncompliance is an adaptive, healthy response to 

a stress-ridden lifestyle which demands dependency. Moderate 

noncompliance is possibly an attempt by the patient to re

gain control over his or her situation as well as to elevate 

the quality of his or her life. If moderate noncompliance 

does, in fact, serve these functions for many dialysis 

patients, one might expect a tendency for moderately non

compliant patients to endorse a more internally oriented 

locus of control and to report a higher quality of life than 

more compliant or noncompliant patients. 

In order to obtain a generalized measure of locus of 

control, Rotter's (1966) Internal-External Locus of Control 

Scale was employed, and Coan & Fairchild's (1977) Personal 

27 
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Opinion Survey was utilized to obtain a factorial measure of 

locus of control. Additionally, two quality of life measure

ments were used. Cantril's (1965) Self-Anchoring Striving 

Scale was employed to obtain a subjective rating of life 

satisfaction for three different time periods, and an instru

ment containing 15 factors found to be critical to quality of 

life (Flanagan, 1982) was utilized to obtain a factorial 

measurement of current quality of life. The Beck Depression 

Inventory was also administered in order to provide a measure 

of the personality variable depression. Additionally, demo

graphic and medical information were obtained from interviews 

and medical records. Three separate measures of compliance 

were obtained from average potassium blood serum levels, 

average weight gain between treatment, and self-rating by 

the patients. 

Based on the notions that moderate noncompliance is 

an adaptive behavior (Goldstein & Reznikoff, 1971), and that 

individuals with an internal locus of control are more adapt

able and experience greater life satisfaction than those with 

an external locus of control (Boyle & Sielski, 1981), the 

following hypotheses were proposed: 

1. A curvilinear relationship will be found between 

compliance to treatment regimen and locus of control, indicat

ing that moderate noncompliance will be positively related to 

internal locus of control. 
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2. A curvilinear relationship will be found between 

compliance to treatment regimen and life satisfaction, indi

cating that moderate noncompliance will be positively related 

to ratings of high life satisfaction. 

J. A curvilinear relationship will be found between 

compliance to treatment regimen and depression, indicating 

that moderate noncompliance will be negatively related to 

feelings of depression. 

4. Internal locus of control will be positively 

correlated with ratings of high life satisfaction. 

5. Dialysis patients will report an externally 

oriented locus of control, a greater degree of depression, 

and a lower quality of life relative to the published norms 

of the instruments employed. 



CHAPTER 4 

METHOD 

Subjects and Setting 

The subjects were 58 patients with end-stage renal 

disease who were receiving chronic hemodialysis treatments 

at the two Artificial Kidney C~nters in Tucson, Arizona. 

The subjects ranged in age from 18 years to 81 years, with 

a mean age of 51 years, and consisted of half male and 

half female. The majority were married, and the average 

number of children was two. They were, on the average, high 

school graduates, and over three fourths were currently 

unemployed or retired. Ethnically, the group was largely 

comprised of caucasions and hispanics. The subjects had been 

on hemodialysis for an average of 31.3 months, with a range 

of from 2 months to 84 months. Over three fourths of the 

patients included in the study were not considering or wait

ing for a transplant, and 69 percent of the subjects were in 

the self-care program, meaning that they were largely respon

sible for conducting their own dialysis treatments while at 

the centers. All patients at the Artificial Kidney Centers 

were invited to participate in the study unless they did not 
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meet the requirements for participation, which were that they 

must be 18 years or older, be in good enough health to be 

able to complete the test instruments, and be English speak

ing. Of those patients not included in this study, 40 were 

excluded due to language difficulties, 34 because of their 

health condition, three due to age, and eleven because they 

declined to participate. Thus, the patients comprising this 

subject population constituted 40 percent of the total pa

tient population of the two Artificial Kidney Centers. Only 

those patients who gave their written consent were included 

in the study. 

The two centers from which the subjects were drawn 

and in which the study was conducted are limited care, non

hospital facilities that operate on an outpatient basis. 

Patients drawn from the westside center constituted 48.3 

percent of the sample, and those from the larger eastside 

center comprised 51.7 percent of the sample. Patients re

ceiving hemodialysis treatments at these facilities general

ly receive three treatments per week for four to six hours 

per treatment. 

Instruments 

Five standardized psychological assessment instru

ments were utilized as well as a questionnaire designed to 

record demographic and medical information. The assessment 
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instruments included Cantril's Self-Anchoring Striving Scale, 

Scale of 15 Factors Important to Quality of Life, Rotter's 

Internal-External Locus of Control Scale,_ The Personal Opin

ion Survey, and the Beck Depression Inventory. Ad.di tionally, 

three separate methods were employed to assess compliance to 

the treatment regimen. These methods were potassium blood 

chemistry level, weight gain between dialyses, and self

rating of overall compliance. 

Cantril's Self-Anchoring Striving Scale 
(Cantril, 1965) 

This instrument was used to obtain a subjective 

measurement of life satisfaction and health condition for the 

past, present, and future. Hatz & Powers (1980) describe the 

procedure for administering this scale as follows: 

itA drawing of a ladder is presented to the 
subject. The top rung (10) denotes the best possible 
life as defined by the subject; the bottom rung (1) 
denotes the worst possible life. The subject des
cribes wishes and hopes as' he/she perceives them. 
Realization of these wishes and hopes becomes the 
top anchoring point and is conceived as the best 
possible life. At the other extreme, personally 
conceived worries and fears are described. Realiza
tion of these fears and worries becomes the bottom 
anchoring point, signifying the worst possible life. 
The subject indicates, by pointing to a numbered rung 
where he/she thinks he/she stands on the ladder today, 
where he/she stood in the past, and where he/she 
thinks he/she will stand in the future."(p. 291). 
Additionally, subjects are asked to rate their health 
past, present, and future in this same manner. 
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Scale of 15 Factors Important to Quality of Life (Flanagan, 1982) 

This instrument was used to obtain measurements of 

current "quality of life" with respect to a number of fac

tors comprising this general concept. These 15 factors are: 

(1) material comforts, (2) health and personal safety, 

(3) relationships with relatives, (4) having and rearing 

children, (5) close relationship with spouse or member of 

opposite sex, (6) close friends, (7) helping and encourag

ing others, (8) participating in governmental and local 

affairs, (9) learning, attending school, improving under

standing, (10) understanding yourself and knowing your 

assets and limitations, (11) work that is interesting, re

warding, worthwhile, (12) expressing yourself in a creative 

manner, (13) socializing with others, (14) reading, lis-

tening to music, or watching sports, other entertainment, 

and (15) participation in active recreation. In an inter

view format, subjects were asked to rate the current and 

overall importance in their lives of each factor on a five

point scale from (1) "Very Important" to (5) "Not at all 

Important". Subjects were also asked to rate how well met 

their needs were with regard to each factor on a five-point 

scale from (1) "Very \'Jell Met" to (5) "Not at all 1:1ell Met". 

Rotter's Internal-External Locus of Control 
Scale (Rotter, 1966) 

This instrument was employed to obtain a measure of 

generalized expectation for locus of control. This scale is 



a self-administered questionnaire with 24 items, one of which 

is a filler item which is not included in the scoring. Each 

item consists of two statements that describe degrees to 

which the subject attributes successes or failures to exter

nal forces or to internal forces. The subject was asked to 

choose the statement for each item which seemed to apply to 

him or her most closely. A higher score indicates stronger 

external locus of control and a lower score indicates strong

er internal locus of control. The range of scores is 0 to 23. 

The Personal Opinion Survey 
(Coan & Fairchild, 1977) 

This instrument was employed to obtain measures of 

locus of control in several different content areas. It is 

a self-administered survey with 120 items, each of which is 

answered true or false. The answers to these items are 

scored on seven factor scales, resulting in each subject 

receiving a score for each of the seven factors. Each item 

is given an equal weight on each scale. These scales are' 

(1) achievement through conscientious effort (12 items), 

(2) personal confidence in ability to achieve mastery (16 

items), (3) capacity of mankind to control its destiny ver

sus supernatural power or fate (17 items), (4) successful 

planning and organization (22 items), (5) self-control 

over internal processes (19 items), (6) control over large

scale social and political events (20 items), and (7) control 

in immediate social interaction (14 items). 
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Beck Depression Inventory (Beck, 1961) 

The Beck Depression Inventory was used to obtain a 

measure of the personality variable depression. It is a 

self-report instrum5nt containing 21 items, each of which 

contains four self-evaluative statements that are rated from 

o to 3. This rating indicates the severity, with a rating 

of 3 indicating the greatest severity. This instrument is 

designed to measure the state of depression rather than the 

trait of depression. To this end, subjects were asked to 

endorse the statements that best described how they were 

currently feeling. The total depression score, which ranges 

from 0 to 63, is the sum of the numerical values of the 

statements endorsed by the subjects, with higher total scores 

indicating higher levels of depresison. 

Demographic and Medical Information Sheet 

Data was collected from subject interviews regarding 

the following demographic information: age, sex, marital 

status, number of children, years of education, employment 

status, and ethnicity. The following medical information was 

collected from medical records: renal transplantation status, 

length of time on dialysis, current health status, and self

care status. 
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Assessment of Compliance to Treatment Regimen 

Potassium blood-chemistry levels were obtained to 

assess adherence to dietary restrictions, and weight gains 

between dialyses were obtained to assess adherence to fluid 

restrictions. The potassium level values were averaged over 

a three month period (these levels are routinely measured 

once per month), and the weight gain values were averaged 

over a one month period (these measures are routinely taken 

before and after each dialysis treatment). Additionally, 

each subject was asked to subjectively rate his or her over

all compliance on a five-point scale ranging from (1) "excel

len t" to (5) "poor". 

Experimenters 

The author was the primary experimenter, administer

ing 72 percent of the questionnaires and interviews (42 sub

jects). She was aided by two female research assistants, one 

of whom gathered data from 16 percent of the subjects (9 sub

jects). The remaining assistant interviewed and administered 

questionnaires to 12 percent of the subjects (7 subjects). 

Subjects were randomly assigned to the assistants within the 

time blocks that they were available to gather data. 

Procedure 

The instruments were administered in the same order 

to all consenting patients during their regularly scheduled 
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dialysis treatments. They were presented in the following 

order: (1) Cantril Self-Anchoring Striving Scale, (2) Rotter's 

Internal-External Locus of Control Scale, (3) Beck Depression 

Inventory, (4) Personal Opinion Survey, (5) 15 Factor Quality 

of Life Scale. To avoid fatiguing the subjects, the instru

ments were administered over a number of treatment sessions, 

requiring approximately one hour per session. Two instruments 

were administered per treatment session, with the exception 

of the last session when only the 15 Factor Quality of Life 

Scale was administered. Demographic, medical, and compliance 

information was obtained by the experimenter from" interviews 

with the subjects following administration of all the test 

instruments and from their medical records. 



CHAPTER S 

RESULTS 

The data analysis involved a multiple regression 

equation employing quadratic terms to test the curvilinear 

hypotheses and intercorrelations of variables. Due to the 

low correlation between the main measures of compliance, 

weight gain and potassium level, it was judged that these 

variables measured qualita4ively different aspects of the 

concept of compliance. Because of the low correlation 

(r2 = .26, P = .0S) the different measures of compliance 

were analyzed separately. Additionally, since the different 

experimenters did not significantly correlate with any of the 

other variables, there was assumed to be no significant ex

perimenter effect on the data, thus all subjects were ana

lyzed together. 

Descriptive Statistics 

Demographic Information 

The demographic information for the S8 subjects are 

shown in Table 1. The average age of this population was 

SO.S years, with a range of 18 to 87 years. Half were male, 

half were female. The majority were married (S8.6 percent). 
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Table 1. Frequency Distribution of Demographic 
Characteristics. (N = 58) 

Demographic Variable Frequency 

Age (years) 
18-27 6 
28-37 14 
38-47 6 
48-57 9 
58-67 10 
68-77 10 
78-87 

X 
3 

= 50.5 
Sex 

Male 29 
Female 29 

Marital Status 
Married 34 
Single 9 
t:JidoVied 8 
Divorced 7 

Years of Education (N=57) 
0-6 3 
7-12 27 

13-16 21 
17+ 6 

X = 12.8 

Employment Status 
Employed 7 
Unemployed 39 
Retired 12 

Ethnicity 
Caucasian 36 
Hispanic 15 
Black 4 
American Indian 3 

39 

Percentage 

10·3 
24.1 
10·3 
15.5 
17.2 
17.2 
5.2 

50.0 
50.0 

58.6 
15·5 
13.8 
12. 1 

5·3 
47.4 
36.8 
10·5 

12.1 
67.2 
20.7 

62.1 
25·9 
6.9 
5·2 
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The average number of years of education was 12.8, and the 

vast majority were unemployed or retired (87.9 percent). The 

ethnic composition of the sample was as follows: caucasian 

(62.1 percent), hispanic (25.9 percent), black (6.9 percent), 

and American Indian (5.2 percent). 

Medical Information 

The data as presented in Table 2 show that more than 

three fourths of the sample (77.6 percent) were not waiting 

for or considering having a renal transplant. The average 

length of time the patients had been on dialysis was 31.3 

months, with a range of from two to 84 months. The vast 

majority were in good or fair health, based on information 

gathered from their medical record, at the time the study 

was conducted (93.1 percent). Most of the patients in this 

sample were classified as self-care patients (69.0 percent). 

Compliance Measures 

As is shown in Table 3, the sample evidenced a wide 

range of both average potassium levels and average weight 

gains. The values of the average potassium levels ranged 

from 3.9 to 6.2 mEq/liter, with a mean of 5.19 mEq/liter. 

The average weight gains ranged from .63 to 5.7 kilograms, 

with a mean of 2.33 kilograms. Three fourths of the subjects 

rated their own compliance as either very good or good. 
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Table 2. Frequency Distribution of Medical Characteristics. 
(N = 58) 

Medical Variable 

Transplant status 
None 
vJai ting for one 
Considering one 

Length of Time on Dialysis 
(months) 

2-6 
7-12 

13-18 
19-24 
25-36 
37-48 
49-60 
61+ 

x = 31. 1 

Current Health status 
Good 
Fair 
Poor 

Self-Care Status 
No 
Yes 

Frequency 

45 
8 
5 

12 
9 
6 
2 
9 
5 
7 
8 

28 
26 
4 

18 
40 

Percentage 

76.6 
13.8 
8.6 

20.7 
15·5 
10.3 
3.4 

15·5 
8.6 

12.1 
13.8 

48.3 
44.8 
6.9 



Table 3. Frequency Distribution of Compliance Measures. 
(N = 58) 

Compliance Variable Frequency Percentage 

Potassium Blood Level 
(mEq./liter) 

3.5-4.0 1 1.7 
4.1-4.4 3 5.2 
4.5-5.0 18 31. 0 
5.1-5.4 18 31. 0 
5.5-6.0 17 29·3 
6.1+ 1 1.7 

X = 5.2 

Weight Gain (kg. ) 

.5-1.0 4 6.9 
1.1-1.5 7 12.1 
1.6-2.0 14 24.4 
2.1-2.5 12 20.7 
2.6-3.0 11 19.0 
3·1-3·5 6 10·3 
3.6-4.0 1 1.7 
4.1-5.0 2 3.4 
5.1-6.0 1 1.7 

X = 2.3 

Self-Report of Compiiance 
Excellent 6 10·3 
Very Good 22 37.9 
Good 22 37.9 
Fair 5 8.6 
Poor 3 5·2 
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While 10.) percent rated their compliance as excellent, only 

5.2 percent felt that their compliance was poor. 

Psychological Assessment Instruments 

Cantril's Self-Anchoring Striving Scale 

The data shown in Table 4 indicate that subjects' 

ratings of their quality of life and health status in the 

past, present, and future also ranged widely. The mean 

rating for quality of life in the past was 7.6 and the ratings 

ranged from two to ten. The mean rating of quality of life 

in the present was 6.), with a range from one to ten. 

Similarly, the mean rating for future quality of life was 

6.1, with a range from one to ten. Results from the ratings 

of health status in the past, present, and future are quite 

similar to those of quality of life. The mean rating of 

health status in the past was 7.8, with a range of one to ten. 

Subjects ranged in their rating of their present health sta

tus from one to ten, with a mean of 5.7. The mean rating 

for future health status was 5.8, with a range of one to ten. 

Scale of 15 Factors Important 
to Quality of Life 

The 15 Factor Quality of Life Questionnaire yielded 

descriptive information, most of which is summarized in table 

form in Appendix A. Of particular relevance to the issue 



Table 4. Mean Ratings of Subjects' Quality of Life and 
Health Status for the Past, Present, and Future 
Using Cantril's Self-Anchoring Striving Scale. 
(N = 58) 

Quality of Life Mean Standard Deviation Range 

Past 7.6 2.6 2-10 
Present 6.3 2.3 1-10 
Future 6.1 3.0 1-10 

Health Status 
Past 7.8 2.5 1-10 
Present 5·7 2.1 1-10 
Future 5.8 2.6 1-10 
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of quality of life and hemodialysis is the information con

tained in Table 5. As is indicated in this table, the five 

factors that were most often chosen by patients as enhancing 

quality of life were: close friends (52.6 percent), under

standing yourself (35.1 percent), health and personal safety 

(28.1 percent), relations with a person of the opposite sex 

(26.3 percent), and having and raising children (26.3 percent). 

Additionally, Table 6 shows the five factors most frequently 

chosen by patients as preventing a better quality of life. 

These factors were: health and personal safety (53.7 percent), 

active recreation (44.4 percent), material comforts and 

financial security (35.2 percent), work in a job or at home 

(31.5 percent), socializing (20.4 percent). As is shown in 

Table 7, more than half of the patients rated their present 

health as either good (29.3 percent) or fair (36.2 percent). 

In rating their present overall quality of life, 40 percent 

felt that it was good. More than one third credited the life

saving aspects of dialysis for having made the biggest im

provement in their quality of life in the last two or three 

years. Interestingly, 38.2 percent reported that nothing 

had made a recent improvement in their quality of life. When 

asked what crumge now would make the biggest improvement in 

their quality of life, 46.0 percent stated that stopping 

dialysis and 36.0 percent stated that an improvement in their 
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Table 5. Frequency Distribution of Ratings of Factors that 
tend most to enhance Quality of Life (each subject 
chose three of the fifteen factors; shown here are 
numbers and percentages indicating how often over
all each factor was chosen). (N = 57) 

Factor Number % Yes 

Passive Recreation 9 15.8 
Active Recreation 4 7.0 
Participation in Politics 1 1.8 
Creativity/Personal Expression 8 14.0 
Learning and Education 9 15.8 
Helping Others 13 22.8 
Understanding Yourself 20 35.1 
Socializing 4 7.0 
Close Friends 30 52.6 
Health/Personal Safety 16 28.1 
h10rk 4 7.0 
Material Comforts/Financial 

Security 10 17.5 
Relations with Persons of 

Opposite Sex 15 26.3 
Having and Raising Children 15 26.3 
Relations with Relatives 13 22.8 
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Table 6. Frequency Distribution of Ratings of Factors that 
tend most to prevent Quality of Life (each subject 
chose three of the fifteen factors; shown here are 
numbers and percentages indicating how often ov~r
all each factor was chosen). (N = 54) 

Factor Number % Yes 

Passive Recreation 4 7.4 
Active Recreation 24 44.4 
Participation in Politics 8 14.8 
Creativity/Personal Expression 8 14.8 
Learning and Education 6 11. 1 
Helping Others 3 5.6 
Understanding Yourself 4 7.4 
Socializing 11 20.4 
Close Friends 1 1.9 
Health/Personal Safety 29 53.7 
vlork 17 31.5 
Material Comforts/Financial 

Security 19 35.2 
Relations with Person of 

Opposite Sex 9 16.7 
Having and Raising Children 5 9·3 
Relations with Relative 4 7.4 



Table 7. Frequency Distribution of Responses to Items on 
15 Factor Questionnaire. 

Frequency 

Self-rating of present health (N=58) 

Excellent 3 
Very Good 10 
Good 17 
Fair 21 
Poor 7 

Self-rating of present overall quality of life 

Excellent 2 
Very Good 16 
Good 23 
Fair 12 
Poor 5 

What has made biggest recent improvement in 
quality of life (N=34) 

Friends 
Dialysis 
Family Support 
Nothing 

2 
12 
7 

13 

Percent 

5.2 
17.2 
29.3 
36.2 
12. 1 

(N=58) 

3.4 
27.6 
39.7 
20.7 
8.6 

5.9 
35.3 
20.6 
38.2 

What change now would make biggest improvement in 
quality of life (N=50) 

Finances 
Being able to work 
Stopping dialysis 
Improvement in health Condition 

8 
1 

23 
18 

Did dialysis cause a rapid, dramatic, and lasting 
change in life (N=58) 

Yes 

16.0 
2.0 

46.0 
36.0 

62.1 

48 



Table 7.--Continued 

Frequency Percent 

Was beginning of dialysis a period of major change (N=58) 

Yes 28 49.1 

Have plans for the future (N=58) . 

No 32 55.2 
Yes 26 44.8 

Adjustments required by dialysis (N=58) 

Time limitations 39 67.2 
Mobility limitations 29 50.0 
Diet restrictions 20 34.5 
Physical limitations 13 22.4 
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health condition would make the biggest improvements in their 

lives. A majority of the patients felt that dialysis had 

caused a rapid, dramatic, and lasting change in their lives. 

When asked about their plans for the future, more than half 

stated that they had none, that they lived "day to day." The 

most commonly mentioned adjustments required by dialysis 

treatments were time limitations (67.2 percent) and mobility 

limitations (50.0 percent). 

Rotter's Internal-External Locus of Control Scale 
and the Beck Depression Inventory 

Subjects ranged widely in their Rotter I-E scores 

and their Beck Depression Inventory scores. The mean I-E 

score for this sample population was 8.4, with a range from 

two to eighteen. Beck Depression scores ranged from zero to 

40, with a mean of 11.1. 

The Personal Opinion Survey 

As is shown in Table 8, responses on the Personal 

Opinion Survey factor scales also ranged widely. On the 

first factor, in which a maximum score of twelve is possible, 

the mean was 8.6, with a range of three to twelve. The mean 

score on Factor 2 was 6.9, with a range of zero to sixteen. 

The maximum score possible on this factor scale is sixteen. 

Factor ), with a maximum score of seventeen possible, had a 



Table 8. Subjects' Mean Scores on Personal Opinion Survey 
Factors 1 through 7. (N = 58) 

Factor Scale Maximum Possible Mean Range 

1 12 8.6 )-12 
2 16 6.9 0-16 
) 17 7.6 1-16 
4 22 1).9 4-21 

5 19 11. 1 )-18 
6 20 10-9 0-19 

7 14 7.4 1-1) 

mea~ of 7.6 and a range of one to sixteen. With a maximum 
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possible score of 22 on Factor 4, subjects had a mean of 1).9 

and a range of four to 21. Factor 5, with a maximum score of , 
nineteen possible, had a mean of 11.1 and a range of three to 

eighteen. The' mean score on Factor 6 was 10.9, with a. range 

of zero to nineteen. The maximum possible score for this 

factor is 20. Finally, the mean score on Factor 7, which has 

a maximum possible score of fourteen, was 7.4, while the 

range was one to thirteen: 
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Testing of the Hypotheses 

Hypothesis 1 

A curvilinear relationship will be found between 

compliance to treatment regimen and locus of control, indi

cating that moderate noncompliance will be positively re

lated to internal locus of control. 

The weight gain compliance measure was found to be 

significantly correlated with Factors 4 (successful plan

ning and organization) and 6 (control over large-scale so

cial and political events) of the Personal Opinion Survey 

(r=-.35, p=.Ol and r=-.36, p=.Ol, respectively). These 

correlations suggest that an increase in noncompliance to 

fluid restrictions is associated with a more external locus 

of control in the areas of self-control in one's work and 

control relating to large-scale social and political events. 

Self-report of compliance by the patient was significantly 

correlated with Factors 2 (personal confidence to achieve 

mastery), 4 (successful planning and organization), and 5 

(self-control over internal processes). Specifically, those 

patients rating themselves as noncompliant tended to evi

dence a more external locus of control in personal confi

dence to achieve mastery (r=-.32, p=.Ol), successful self

control in the realm of work (r=-.32, p=.02), and self-con

trol over internal processes (r=-.33, p=.Ol). Potassium 

level, as a measure of compliance to dietary restrictions, 



was not significantly correlated with any of the locus of 

control variables. 
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As is shown in Table 9, the multiple regression 

analysis indicated that an internal locus of control in the 

area of achievement through conscientious effort was signi

ficantly predicted by moderately good fluid compliance as 

well as having completed an advanced education (F=9.82; 

df=2,53; p=.OOl). The compliance variable accounted for 

seven percent of the variance. Table 10 indicates that an 

internal locus of control in the area of successful self

control in the realm of work was significantly predicted by 

a moderate degree of fluid compliance as well as being cau

casian and unmarried (F=9.00; df=3,52j p=.OOl). The compli

ance variable accounted for eight percent of the variance. 

The data shown in Table 11 indicate that a feeling of inter

nal control in the realm of self-control over internal pro

cesses was significantly predicted by self-report of moder

ately good compliance (F=7.40j df=1,54j p=.Ol). This compli

ance measure accounted for twelve percent of the variance. 

As is shown in Table 12, an internal locus of control in the 

area of control over large scale social and political events 

was significantly predicted by moderately good fluid compli

ance (F=9.57j df=1,54j p=.OOl). This compliance variable 

accounted for fifteen percent of the variance. Thus, the 

results did not support Hypothesis 1. 



Table 9. Regression of Locus of Control in the Area of 
Achievement Through Conscientious Effort on 
Compliance. 
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Independent Variables cum R2 F df StepNise 
Increment to R2 

Education 

Weight Gain2 
.208 14.186 

.270 9~823 

Table 10. Regression of Locus of Control 
Successful Self-Control in the 
Compliance. 

Independent Variables cum R2 F 

Ethnicity .167 10.875 

Marital Status .263 9.466 

Weight Gain 2 .342 9.001 

1,54 

2,53 

.208 

.062 

in the Area of 
Realm of Work on 

df Stepwise 
Increment to R 

1,54 .167 

2,53 .96 

3,52 .79 

2 
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Table 11. Regression of Locus of Control in the Area of 
Self-Control Over Internal Processes on Compliance. 

Independent Variables F 

Self-Report 2 .121 7.404 

df Steptlise 2 
Increment to R 

. 121 

Table 12. Regression of Locus of Control in the Area of 
Control Over Large Scale Social and Political 
Events on Compliance. 

Independent Variables F 

Weight Gain2 .151 9.567 

df Stepwise 2 
Increment to R 

.151 



Hypothesis 2 

A curvilinear relationship will be found between 

compliance to treatment regimen and life satisfaction, in

dicating that moderate noncompliance will be positively 

related to ratings of high life satisfaction. 
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This hypothesis was not supported by the data. None 

of the compliance variables were significantly correlated 

with or predictive of any of the life satisfaction variables. 

Hypothesis 3 

A curvilinear relationship will be found between 

compliance to treatment regimen and depression, indicating 

that moderate noncompliance will be negatively related to 

feelings of depression. 

Patients rating themselves as noncompliant tended to 

report more feelings of depression (r=.45, p=.OOl). Neither 

of the other two compliance measures, weight gain and potas

sium level, were significantly related to depression. The 

data presented in Table 13 show that high levels of depres

sion were significantly predicted by self-report of moderate 

degree of overall noncompliance (R2=.24; F=17.09; df=1,54; 

p=.OOl). Thus, Hypothesis 3 was not supported by the data. 

Hypothesis 4 

Internal locus of control will be positively corre

lated with ratings of high life satisfaction. 



Table 13. Regression of Beck Depression Inventory on 
Compliance. 
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Independent Variables 2 cum R F df Step.vise-2 
In::rerEnt to ~ 

2 Self-Report .240 17.093 .240 

Patients who projected that their future quality of 

life would be high evidenced a more internal locus of control 

in the realm of control in social situations (r=.38, p=.OOI). 

The multiple regression analysis did not indicate any signi

ficant relationship between locus of control and quality of 

life. Thus, Hypothesis 4 was partially supported by the data. 

Hypothesis 5 

Dialysis patients will report an externally oriented 

locus of control, a greater degree of depression, and a lower 

quality of life relative to the published norms of the in-

struments employed. 

Data on normative groups were available for the 

Cantril Self-Anchoring Striving Scale, the 15 Factor Quality 

of Life Questionnaire, the Rotter Internal-External Locus of 



Control Scale, the Personal Opinion Survey, and the Beck 

Depression Inventory. 

Cantril Self-Anchoring Striving Scale 
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Table 14 lists the mean quality of life ratings by 

subjects in the present sample and in the normative group 

(Cantril, 1965 p. 38) on the Cantril Ladder instrument. The 

normative group for this instrument consisted of a large 

sample of the United States population (3,000 individuals). 

Interestingly, while the quality of life ratings by the 

dialysis patient group decreased from past to present and 

from present to future, the ratings by the normative group 

increased from past to present and from present to future. 

So, even though the rating of present quality of life is 

very similar for both groups, the overall trends in direction 

of life satisfaction are opposite for the two groups of 

subjects. 

15 Factor Quality of Life Questionnaire 

Table 15 shows the percent reporting each of the 

fifteen factors in the quality of life questionnaire as 

important or very important to their quality of life for 

both the normative sample (Flanagan, 1982) and the sample in 

the present study. The normative sample for this instrument 

consisted of 3,000 adult Americans representing a wide range 



Table 14. Comparison of Mean Life Satisfaction Ratings on 
Cantril's Self-Anchoring Striving Scale of 
Dialysis Patients and Normative Group. 

Quality of Life Normative Grou)' Dialysis Group 
(Cantril, 1965 

X X SD 

Past 5·9 7.6 2.6 

Present 6.6 6.3 2·3 

Future 7.8 6.1 3.0 

Table 15. Comparison of Percent of Dialysis and Normative 
Groups Reporting each of the 15 Factors on the 
Quality of Life Questionnaire as Important or 
Very Important to their Quality of Life 

Factor Normative Group 
(H=3,000) 

Material Comforts 82.8 
Health/Personal Safety 96.7 
Relations with Relatives 72.0 
Having Children 87.0 
Relationship with Persons 

of the Opposite Sex 80·3 
Close Friends 78.7 
Helping Others 71.3 
Participation in Govern-

56.2 ment and Local Affairs 
Learning and Education 69.3 
Understanding Yourself 86·3 
Vlorthwile Work 78.7 

Dialysis 
Group (N = 58) 

75.9 
91.4 
82.7 
77.2 

82.8 
82.7 
58.6 

20.7 
63.8 
89.6 
69.0 

59 



Table 15. --Continued 

Factor 

Creativity 
Socializing 
Passive Recreation 
Active Recreation 

Normative Group 
(N=3,000) 
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Dialysis 
Group (N=58) 

53.4 
62.1 
53·5 
50.0 

of socioeconomic levels. As can be seen from Table 15, the 

biggest difference between the dialysis patients and the 

normative groups in the factors important to their quality 

of life is on the factor relating to participation in govern

ment and local affairs. Additionally, the dialysis patients 

felt that relationships with relatives and socializing were 

more important than did the normative group. The latter felt 

that having children, helping and encouraging others, and 

worthwhile and rewarding work were more important than did 

the dialysis patient group. 

Table 16 presents the percent reporting each of the 

fifteen factors of the questionnaire as moderately, only 

slightly, or not at all well met for both the normative 

sample and for the sample in the present study. As can be 

seen from Table 16, the dialysis patients felt that their 



Table 16. Comparison of Percent of Dialysis and Normative 
Groups Reporting each of the 15 Factors on the 
Quality of Life Questionnaire as Moderately, 
Only Slightly, or Not at All Well-Met. 
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Factor Normative Group 
(N = 3,000) 

Dialysis 
Group (N=58) 

Material Comforts 
Health/Personal Safety 
Relations with Relatives 
Having Children 
Relationship with Person 

of Opposite Sex 
Close Friends 
Helping Others 
Participation in Government 

and Local Affairs 
Learning and Education 
Understanding Yourself 
Worthwhile t'Jork 
Creativity 
Socializing 
Passive Recreation 
Active Recreation 

26.7 
16.5 
26.2 
16.7 

21.0 
19.7 
31.2 

41.3 
39.3 
25·3 
24.0 
34.2 
27.2 
25·3 
37·5 

44 .. 9 
48·3 
41.4 
21.4 

41.1 
34.5 
56.8 

55·1 
56.9 
29·3 
67.2 
63.8 
55.1 
41.3 
72·5 

needs were less well met than did the normative group on all 

fifteen of the factors. The biggest discrepancies existed 

on the following factors: worthwhile and rewarding work, 

active recreation, health and personal safety, creativity, 

socializing, and helping and encouraging others. While the 

dialysis group felt that having worthwhile and rewarding 

work was their least well-met factor, the normative group 



felt that learning and education was the least well-met 

factor for them. 

Rotter Internal-External Locus of Control Scale 
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As indicated in Table 17 the mean Internal-External 

Locus of Control score of the dialysis patients was compared 

to the mean scores of two separate studies cited by Rotter 

(1966). These studies were chosen for comparison because of 

the similarity in educational level between their subjects 

and the subjects in the pr~sent study. The subjects compris

ing the normative group for Stack (1963) were 73 twelfth 

grade students in Ohio and the normative group in the 

Franklin (1963) study consisted of 1,000 tenth, eleventh, and 

twelfth grade American students. Table 17 shows that 

although the mean locus of control score for the dialysis 

patients was greater than that for the subjects in one of 

the normative studies (Stack, 1963) and less than that of the 

other normative study (Franklin, 1963), neither of these 

differences were of a significant magnitude. 

Personal Opinion Survey 

The normative sample for the Personal Opinion Survey 

consisted of 235 Arizona college students (Coan & Fairchild, 

1977). As can be seen in Table 18, the mean locus of control 

scores for dialysis patients differed significantly from 
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Table 17. Comparison of Mean Scores on Rotter Internal
External Locus of Control Scale of Dialysis and 
Normative Groups. 

Dialysis 
Group 
(N=58) 

Normative Group #1 
(Stack, 1963) (N=73) 

SD 

7.96 3.8 

8.43 3.8 

t=1. 38 

NS 

Normative Group #2 
(Franklin, 1963) (N= 1000) 

SD 

8.50 3.7 

8.43 3.8 

t=.26 

NS 

Table 18. Comparison of Mean Scores on Personal Opinion 
Survey Factors 1-7 of Dialysis and Normative 
Groups. 

Normative Sample 
1977) 

Dialysis 
(Coan & Fairchild, Sample 

(N=235) (N = 58) 

Factor Scale X SD X. SD t 

1 8.18 2·5 8.63 2.4 1.96 p~ .05 
2 8.69 3.2 6.93 4.3 5.86 p~ .001 
3 10.23 3·1 7.60 3·9 9.20 pG: .001 
4 12.21 4.7 13.98 4.4 5.60 pfr .001 
5 10.21 3.6 11.11 3.9 3.13 p' .01 
6 13.61 4.3 10.95 4.3 8.72 p~ .001 
7 7.34 3·3 7.39 3.2 .19 NS 
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those of the normative sample on all factors except Factor 7 

(control in social situations). Table 18 shows that the 

dialysis patients were more internally oriented on Factor 1 

(achievement through conscientious effort), Factor 4 (success

ful planning and organization), and Factor 5 (self-control 

over internal processes). Additionally, the dialysis patients 

were more externally oriented on Factor 2 (personal confidence 

in ability to achieve mastery), Factor 3 (belief in man's 

ability to control his own destiny versus fate), and Factor 6 

(control over large scale social and political events). 

Beck Depression Inventory 

Beck (1961) presents mean Depression Inventory scores 

for four groups of sUbjects. The subjects comprising this 

normative group were 409 psychiatric outpatients. These 

groups were defined on the basis of clinical judgement of 

severity of depression as "none", "mild", "moderate", and 

"severe". The mean scores and standard deviations for each 

of these groups are listed in Table 19. The mean Depression 

Inventory score for the subjects in the present study was 

compared with that for each of these four groups as well as 

with the sample as a whole. As shown in Table 19, the mean 

depression score for the dialysis patients was significantly 

less than that for all groups except for the "no depression" 

group. 
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Table 19. Comparison of Mean Scores on Beck Depression 
Inventory of Dialysis and Normative Groups. 

Dialysis 
Group 
(N=57) 

Normative Group (Beck, 1961) 

None Mild 
(N=115) (N=127) 

X SD X SD 

10.9 8.1 18.7 10.2 

11.1 9.0 11.1 9.0 

t = .42 t= 15.6 

NS p - .001 

Moderate 
(N=lJ4) 

X SD 

25.4 9.6 

11.1 9.0 

t = 30.0 

P - .001 

Summary of Results 

Severe 
(N=33) 

X SD 

30.0 10.6 

11.1 9.0 

t = 27.4 

P - .001 

All Groups 
Combined 

(N=409) 

X SD 

21.3 9.6 

11.1 9.0 

t = 24.3 

P - .001 

In summary, there was no support for Hypothesis 1, 

in fact, noncompliance was found to be associated with an 

external locus of control on a few of the Personal Opinion 

Survey factor scales. With respect to Hypothesis 2, no 

direct significant relationship was found between compliance 

and life satisfaction. No support was found for Hypothesis 3. 

In fact, self-report of moderate noncompliance was found to 

be significantly related to increased depression. Although 

future life satisfaction was significantly related to an 
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internal locus of control in the area of control in social 

situations, no other support was found for the hypothesis 

that life satisfaction would be positively associated with 

an internal locus of control. Finally, contrary to Hypothe

sis 5, the dialysis patients in this sample did not evidence 

a more external locus of control or a greater degree of 

depression when compared to normative samples. 



CHAPTER 6 

DISCUSSION 

The results did not support the five proposed hypo

theses. The compliance measures were not significantly re

lated to either locus of control or quality of life. 

Additionally, depression and most demographic and medical 

variables had no significant relationship with compliance. 

The study did provide descriptive information on this popu

lation of dialysis patients. 

The results of this study failed to illuminate the 

major variables that are involved in the cause and effect of 

compliance behaviors in dialysis patients. There was no 

indication of a strong relationship in any direction between 

compliance, locus of control, and quality of life. Addi

tionally, the sample of dialysis patients did not, as a whole, 

evidence the external locus of control found by other inves

tigators (Goldstein & Reznikoff, 1971) or the high degree of 

depression so often cited as a common finding with dialysis 

patients (Kaplan De-Nour & Czaczkes, 1976). The implica

tions of these findings are unclear. Perhaps the sample in 

this study was qualitatively different from those in other 

reported studies. It was a fairly large, heterogeneous, 
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outpatient population, while those in other studies are 

frequently small, younger, inpatient populations. Regard

less of the cause, the present sample of dialysis patients 

appears to be fairly compliant, internally controlled, and 

less depressed relative to other samples of dialysis patients 

described in the literature. Since a large proportion of the 

variances in the prediction of compliance behaviors, locus 

of control, and depression were unexplained in this study, 

one might conclude that the critical variables associated 

with these factors were not included in this investigation. 

Additionally, an interesting finding in this study was the 

low association between the different compliance measures. 

This lack of a significant relationship suggests that compli

ance is a complex concept composed of qualitatively distinct 

behaviors, which should be measured and analyzed separately. 

The lack of a significant association between the subjective 

self-report of compliance and either of the more objective 

measures of dietary or fluid compliance is also of interest. 

The question of which has the most influence on the patient's 

subsequent psychological and physical well-being, the actual 

degree of compliance or the subjective impression by the 

patient of his or her degree of compliance, is a most 

interesting one. Although most studies utilize only the ob

jective measures, the results reported here indicate that 



when a measure of compliance was found to be significantly 

related to another variable, it was often the subjective 

measure rather than either of the objective measures. 
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Perhaps future studies should utilize both objective and sub

jective measures when investigating compliance behaviors. 

The results do indicate that dialysis patients are 

more internally oriented than the college students who com

prised the normative group for the Personal Opinion Survey 

with respect to self-control over internal processes. When 

considering the nature of the disease and treatment proce

dure faced by dialysis patients, as well as the demands 

placed on chronically ill persons by medical settings, one 

might expect these patients to feel little personal control 

over their internal processes. In light of the results re

ported here, however, one might speculate that this group of 

chronically ill patients may be viewing control over their 

internal processes from a different perspective than healthy 

individuals. Perhaps control is viewed by chronically ill 

persons from a perspective narrowed by the limitations and 

givens of their physical condition. Thus, a dialysis pa

tient who feels that he or she has as much control over in

ternal processes as is possible given the limitations imposed 

by chronic renal failure, may exhibit more of an internal 

locus of control in this area than might a healthy individual 
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who pays less attention to his or her internal processes. 

The limitations and restrictions that are an inescapable part 

of living with a chronic illness may also be involved in the 

finding that, when compared to the Personal Opinion Survey 

normative group, the present sample evidenced a more exter

nal locus of control in the areas of confidence in personal 

ability to achieve mastery and belief in man's ability to 

control his own destiny versus fate. 

Interestingly, while the rating of present life sa

tisfaction was quite similar for both the dialysis patients 

and the Cantril Self-Anchoring Striving Scale normative sam

ple, the dialysis group evidenced a progressive decline in 

reported life satisfaction from past to present to future. 

The normative group, on the other hand, evidenced a progres

sive increase in reported life satisfaction from past to 

present to future. Thus, dialysis patients tend to remember 

their past as having been much less satisfying than did the 

subjects comprising the Cantril Self-Anchoring Striving 

Scale normative sample. These findings are consistent with 

those reported by JackIe (1974) and Hatz & Powers (1980). 

The demographic and medical data and the quality of 

life information provide descriptive information of this 

particular popUlation. Although it is a crucial aspect of 

the lives of chronically ill persons, the issue of quality of 
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life has received little attention in the studies on dialysis 

patients. As has already been mentioned, the subjects in 

this study reported a progressive decline in their overall 

life satisfaction from past to present to future. Similarly, 

they ranked their past health as ha~ing been much better than 

either their present health or projected future health. The 

15 Factor Questionnaire yielded more specific information 

regarding the patients' present quality of life and the im

pact of dialysis on their lives. Of particular interest are 

those needs which the patients felt were very important and 

also not well met in their lives. The areas that fell into 

this category most frequently were active recreation, crea

tivity and personal expression, and worthwhile and rewarding 

work. Comments made by the patients during the interview 

suggest that, for the most part, these frustrated needs were 

a result of the patient's health condition and the need to 

undergo chronic hemodialysis treatments. 

An interesting difference is apparent between those 

factors most chosen as enhancing quality of life and those 

most chosen as preventing a better quality of life. While 

the former generally involve people and relationships, the 

latter tended to involve the inability to do or have certain 

things. These findings are consistent with those reported 



by JackIe (1974), in which life satisfaction of dialysis 

patients was found to be enhanced by relationships with 

others. 
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The strongest relationship demonstrated in this study 

was that between quality of life and health condition. This 

positive relationship held for the past, present, and future. 

Additionally, health condition and level of depression were 

significantly negatively associated. However, even though 

health condition is a very strong predictor of quality of 

life, some of the variance still remained unaccounted for by 

the variables included in this study. This finding suggests 

that other unknown factors contributed to quality of life 

for this sample of dialysis patients. The information 

gathered in this study regarding quality of life should be of 

great value to those providing services to dialysis patients 

by helping them to enhance their quality of life. 

Finally, the answers provided by patients to the 

open-ended questions in the interview indicate that dialysis 

plays a large role in their lives. On the one hand, many 

credited dialysis with having greatly improved their lives 

in the past two to three years, while many also stated that 

"getting off dialysis" would currently make the biggest im

provement in their lives. Thus, it seems that dialysis is 
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both a blessing and a curse to the patients involved. 

Interestingly, when questioned regarding the adjustments 

required by undergoing chronic dialysis, few mentioned die

tary and fluid restrictions. Most complained of time and 

mobility limitations, as well as life-style changes necessi

tated by machine-sustained life. 

In summary, contrary to the hypotheses proposed, few 

significant relationships were found between compliance, 

locus of control, quality of life, depression, and demo

graphic or medical variables. Interesting descriptive infor

mation was gathered despite the failure to support the hypo

theses. Further fruitful investigation in this area may 

involve the exploration of other variables related to compli

ance as well as to quality of life. Additionally, the topics 

of the patient-provider relationship and of patient involve

ment in his or her care (i.e., self-care programs) may be 

areas of importance to the study of compliance to the treat

ment regimen involved in chronic hemodialysis. 
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Table A-1. Frequency Distribution of Importance/Well-Met Ratings on the 
15 Factor Questionnaire 

(N=58) 

Key: Importance Ratings 
Very Important = 1 
Important :: 2 
Moderately Important = 3 
Only Slightly Important= 4 
Not at all Important = 5 

How Well Met Ratings 
Very well = 1 
Well = 2 
Moderately Well = 3 
Only Slightly Well = 4 
Not Well at all = 5 

Variable Importance Rating 
1 2 3 4 

Passive Recreation 
Number 19 12 18 8 
Percent 32.8 20.7 31.0 13.8 

Active Recreation 
Number 14 15 14 13 
Percent 24.1 25.9 24.1 22.4 

How Well Met Rating 
5 1 2 3 4 

1 24 10 17 5 
1.7 41.4 17.2 29·3 8.6 

2 10 6 12 19 
3.4 17.2 10·3 20.7 32.8 

5 

2 
3.4 

11 
19.0 

-..J 
V\ 



Table A-l. Frequency Distribution of Importance/Well-Met Ratings on the 
15 Factor Questionnaire 

Variable Importance Rating How Well Met Rating 
1 2 3 4 5 1 2 3 4 

Participation in 
goverrrrnent and 
public affairs 

Number 7 5 7 19 20 9 17 . 14 9 
Percent 12.1 8.6 12.1 32.8 34.5 15.5 29.3 24.1 15.5 

Creativity and 
Personal Expression 

Number 17 . 14 13 7 7 14 7 25 11 
Percent 29·3 24.1 22.4 12.1 12.1 24.1 12.1 43.1 19.0 

Learning and 
Education 

Number 15 22 10 6 5 12 13 18 12 
Percent 25.9 37.9 17.2 10.3 8.6 20.7 22.4 31.0 20.7 

Helping and 
Encouraging Others 

Number 24 10 15 9 0 7 18 18 13 
Percent 41.4 17.2 25·9 15.5 0.0 12.1 31.0 31.0 22.4 

5 

9 
15.5 

1 
1.7 

3 
5·2 

2 
3.4 

--.J 
~ 



Table A-1. Frequency Distribution of Importance/Well-Met Ratings on the 
15 Factor Questionnaire 

Variable Importance Rating How Well Met Rating 
1 2 3 4 5 1 2 3 4 

Religious Activity 
(N=57) 

Number 21 15 7 6 8 
Percent )6.8 26.3 12.3 10.5 14.0 

Understanding 
Yourself 

Number J4 18 5 1 0 22 19 12 5 
Percent 58.6 31.0 8.6 1.7 0.0 37.9 32.8 20.7 8.6 

Socializing 
Number 23 13 6 13 3 19 7 16 10 
Percent 39.7 22.4 10.3 22.4 5.2 32.8 12.1 27.6 17.2 

Close Friends 
Number 39 9 7 3 0 28 10 14 3 
Percent 67.2 15.5 12.1 5.2 0.0 48.3 17.2 24.1 5.2 

Health and 
Personal Safety 

Number 37 16 3 2 0 19 11 17 8 
Percent 63.8 27.6 5·2 3.4 0.0 32.8 19.0 2903 13.8 

5 

0 
0.0 

6 
10·3 

3 
5.2 

3 
5·2 

--..J 
--..J 



Table A-1. Frequency Distribution of Importance/Well-Met Ratings on the 
15 Factor Questionnaire 

Variable Importance Rating How Well Met Rating 
1 2 3 4 5 1 2 3 4 

Housing and 
Living Situation 

Number 28 7 14 6 
Percent 48.3 12.1 24.1 10.3 

Transportation 
Number 33 12 9 2 
Percent 56.9 20.7 15.5 3.4 

l\'Jaterial Comforts 
and Financial 
Security 

Number 27 17 11 :3 0 19 13 15 8 
Percent 46.6 29·3 19.0 5.2 0.0 32.8 22.4 25·9 13.8 

Worthwhile or 
Rewarding Work 

Number 24 16 8 5 5 12 7 13 12 
Percent 41.4 27.6 13.8 8.6 8.6 20.7 12.1 22.4 20.7 

5 

~ 
.I 

5.2 

2 
3.4 

3 
5.2 

14 
24.1 

--..J 
ex> 



Table A-l. Frequency Distribution of Importance/Well-Met Ratings on the 
15 Factor Questionnaire 

Variable Imporlance Rating How Well Met Rating 
1 2 3 4 5 1 2 3 4 

Close Relationship 
With Person of the 
Opposite Sex (N=56) 

Number 32 16 1 2 7 26 7 10 4 
Percent 55·2 27.6 1.7 3.4 12.1 46.4 12·5 17.9 7.1 

Had and Raised 
Children (N=57) 

Number 30 14 3 3 7 36 8 4 2 
Percent 52.6 24.6 5·3 5.3 12.3 64.3 14·3 7.1 3.6 

Relationships 
With Relatives 

Number 30 18 4 3 3 22 12 12 7 
Percent 51.7 31.0 6.9 5.2 5·2 37.9 20.7 20.7 12.1 

5 

9 
16.1 

6 
10.7 

5 
8.6 

--J 
\.0 
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Table A-2. Frequency Distribution of Responses to Selected 
Items on the 15 Factor Questionnaire. 

Frequency 

1. How pay for medical expenses (N=58) 

Medicare 
Access Program 
Private Medical 

Insurance 
Personal Payments 

52 
11 

33 
14 

2. Have adequate health care (N=58) 

No 5 
Yes 53 

3. Smoke (N=58) 

No 
Yes 

42 
16 

% Yes 

89.7 
19.0 

56.9 
24.1 

8.6 
91.4 

72.4 
27.6 

4. If smoke, how many cigarrettes per day (N=16) 

Mean = 12.1 
Standard deviation = 9.1 
Range = 1-30 

5. Eat healthy and balanced diet (N=58) 

No 
Yes 

10 
48 

6. Ever been severely depressed (N=58) 

No 
Yes 

37 
21 

17.2 
82.8 

63.8 
36.2 

Spouse or children ever had any serious physical 
or emotional problems (N=49) 

No 
Yes 

35 
14 

71.4 
28.6 
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Table A-2. Frequency Distribution of Responses to Selected 
Items on the 15 Factor Questionnaire. (Continued) 

Frequency % Yes 

8. Currently employed (N=58) 

No 50 86.2 
Yes 8 13.8 

9. If employed, how many hours per week (N=8) 

Mean = 16.1 
Standard deviation = 9.2 
Range = 3-30 

10. Present income meets needs (N=58) 

No 
Yes 

28 
30 

11. Resources for retirement (N=58) 

Pension plan 15 
Insurance 6 
Social security 48 
Savings/investments 18 
Other 4 

12. Present living arrangement (N=58) 

Alone 
Wi th sp·:>use-no 

children 
With spouse and 

children 
With children only 
With relatives 
With friends 
Other 

13. Own present home (N=58) 

No 
Yes 

7 

21 

13 
3 

12 
1 
1 

26 
32 

48.3 
51.7 

25.9 
10.3 
82.8 
31.0 
6.9 

12.1 

36.2 

22.4 
5.2 

20.7 
1.7 
1.7 

44.8 
55.2 
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Table A-2. Frequency Distribution of Responses to Selected 
Items on the 15 Factor Questionnaire. (Continued) 

Frequency 

14. Forms of transportation used (N=58) 

Car 
Public transporta

tion 
Handicapped trans

portation 

49 

4 

16 

15. Total earnings last year (N=58) 

Mean = $12,340:00 
Standard deviation = $12,900.00 
Range = 0 - $50,000.00 

16. Main source of income (N=57) 

Employment 2 
SSI/SSD 32 
Savings/investments 2 
Spouse's earnings 14 
other 7 

17. Ever been married (N=58) 

No 9 
Yes 49 

18. How long been married (N=49) 

Mean = 27.9 
Standard deviation = 15.1 years 
Range = 1-58 years 

19. Spouse currently employed (N=34) 

No 
Yes 

22 
12 

% Yes 

3·5 
56.1 

3.5 
24.6 
12·3 

15·5 
84.5 

64.7 
35·3 



Table A-2. Frequency Distribution of Responses to Selected 
Items on the 15 Factor Questionnaire. (Continued) 

20. Have children (N=58) 

No 
Yes 

Frequency 

14 
44 

% Yes 

24.1 
75.9 

21. If not married, have boyfriend/girlfriend (N=28) 

No 
Yes 

19 
9 

22. How satisfied with sexual relationship (N=40) 

Very satisfied 15 
Satisfied 9 
Moderately satisfied 6 
Only slightly 

satisfied 5 
Not at all 

satisfied 5 

37·5 
22.5 
15.0 

12.5 

12.5 

23. If not married, how frequently date per month (N=28) 

Mean = 2.6 
Standard deviation = 5.6 
Range = 0-20 

24. If not married, would like to be (N=24) 

No 
Yes 

18 
6 
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Demographic and Medical Information 

Age: 

Sex: 

Marital Status: Single 

Number of children: 

Years of education: 

Married Divorced 

occupation/employment status: Employed 
Type of work if employed: 

VJidowed 

Unemployed 

Ethnicity: Caucasion Black Hispanic American Indian 

Asian American 

Renal transplantation status: None 

Length of time on dialysis: 

Current health status: 

Dialysis unit: Westside 

Self-care patient: Yes No 

Waiting for transplant 

Rejected transplant 

Eastside 

Patient self-rating" of compliance: Excellent 

Very Good 

Good 

Fair 

Poor 
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15 Factor Questionnaire 

I. Leisure Activities 

1. At this time in your life, how important is passive re
creation such as reading, listening to music, or observ
ing sporting events or entertainment, and watching 
television? 

2. You said that passive recreation is (use option for 
importance) to you. How well are your needs and wants 
for such activities met? 

Why do you rate it this way? 

What things are interfering with your needs being more 
fully met in this area? 

3. At this time in your life, how important is active 
recreation such as sports, traveling and sightseeing, 
playing games or cards, singing, dancing and other 
activities? 

4. You said that active recreation is to 
you. How well are your needs and wants for active re
creation met? 

Why do you rate it this way? What things are interfering 
with your needs being more fully met in this area? 

5. What social or political problems concern you at the 
present time? 

6. At this time in your life, how important is it to you to 
participate in activities relating to local and national 
government and public affairs? Consider things like 
keeping informed, voting and communicating one's politi
cal concerns. 

7. You said that government and public affairs are 
to you. How well are your needs and wants met for 
participating in activities relating to local or na
tional government and public affairs? 

Why do you rate it this way? What things are interfer
ing with your needs being more fully met in this area? 
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8. At this time in your life, how important are creativity 
and personal expression such as expressing yourself in 
music, art, writing, photography, practical activities, 
or in leisure time activities? 

9. You said that creative expression is to you. 
How well are your needs and wants met in creativity and 
personal expression? 

Why do you rate it this way? What things are interfer
ing with your needs being more fully met in this area? 

10. At this time in your life, how important is developing 
and using your mind through learning, attending school, 
improving your understanding or getting additional 
knowledge? 

11. You said that learning is to you. How well are 

12. 

13. 

your needs and wants met in developing and using your 
mind? 

Why do you rate it this way? What things are interfer
ing with your needs being more fully met in this area? 

At this time in your life, how important to you are 
helping and encouraging others--this includes adults or 
children other than relatives or close friends. Consi
der things such as volunteer work, individual or group 
efforts through a church or club. 

You said that helping others is to you. How well 
are your needs and wants met in helping and encouraging 
others? Why do you rate it this way? What things are 
interfering with your needs being more fully met in this 
area? 

14. How important is your religious activity to you? 

15. At this time in your life, how important is understand
ing yourself and knowing your assets and limitations, 
knowing what life is all about, and making decisions on 
life activities? 

16. You said that knowing yourself is to you. How 
well are your needs and wants met in knowing yourself 
and what life is about? 

17. What community or governmental programs and services 
are most helpful to you? 
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II. Friends 

18. At this time in your life, how important is socializing 
---meeting others, doing things with other people, and 
giving or attending parties? 

19. You said that socializing is to you. How well are 
your needs and wants for socializing met? 

Why do you rate it this way? What things are interfer
ing with your needs being more fully met in this area? 

20. Do you ever feel lonely? If yes, Why? 

21. At this time in your life, how important are close 
friends---sharing activities, interests, and views; 
being accepted, visiting, giving and receiving help, 
love or guidance? 

22. You said that close friends are to you. How well 
met are your needs and wants for close friends? 

Why do you rate it this way? What things are interfer
ing with your needs being more fully met in this area? 

III. Health 

23. How would you rate your present health---excellent, very 
good, good, fair or poor? 

24. How do you pay for your medical expenses? 

25. Do you feel that you have adequate health care? If no, 
what are your needs? 

26. Do you smoke? If yes, what do you smoke? On the 
average, how much a day do you smoke? 

27. Do you feel that you eat a healthy and balanced diet? 
If no, what is wrong with your diet or the foods you eat? 

28. What medications or drugs do you take regularly? For 
what purpose? 

29. Have you ever been so depressed that it interfered with 
your activities? If yes, when? (month/year) What 
happened? 
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30. (If R is married or has children) Has either your spouse 
or your children ever had any serious physical or emo
tional problems? If yes, when and what was the problem? 

31. At this time in your life, how important to you is your 
health and personal safety--to be physically fit and 
vigorous, to be free from anxiety and distress and to 
avoid bodily harm? 

32. You said that health and personal safety are to you. 
How well are your needs and wants met for health and 
safety? 

What things are interfering with your needs being more 
fully met? 

IV. Occupation 

33. Are you currently working? 

34. (If R is working) Could you tell me a little about the 
kinds of things you do on your present job? How many 
hours a week do you work? 

35. Do you feel that your present income meets your needs? 
If no, how much more do you need? 

36. What is your primary financial concern? 

37. What financial resources do you have for your retirement 
--pension plan, insurance, social security, savings/ 
investments, or something else? 

38. Which of the following describes your present living 
arrangement? 

39. Do you own your own home? 

40. How well does your housing and living situation meet 
your wants and needs? 

41. How long have you lived here? 

42. What forms of transportation do you use regularly? 

43. How well do these forms of transportation meet your 
needs? What problems do you have? 
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44. At this time in your life, how important are material 
comforts--a desirable home, good food, possessions, 
conveniences, an increasing income, and security for the 
future? 

45. You have said that material comforts are to you. 
How well are your needs and wants met in your material 
comforts? 

Why do you rate it this way? What things are interfer
ing with your needs being more fully met in this area? 

46. At this time in your life, how important is it to you to 
have work in a job or at home that is interesting, re
warding or worthwhile? 

47. You said that work in a job or at home is to you. 
How well are your needs and wants for work met? 

Why do you rate it this way? What things are interfer
ing with your needs being more fully met in this area? 

V. Economic Conditions 

48. What were your total earnings before deductions last year? 

49. What do you expect your earnings to be this year? 

50. What were your spouse's total earnings before deductions 
last year? 

51. What do you expect them to be this year? 

52. What is your main source of income? 

53. What other sources of income do you have? 

VI. Marital History 

54. Have you ever been married? If yes, when, how long? 
If divorced, widowed, separated or annulled, what was 
the cause? 

55. Is your spouse currently employed? 

56. Have you had any children? If yes, what are their ages? 
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57. (If R is single, widowed, separated or divorced) Do you 
have a special girlfriend/boyfriend? 

VII. Family Relationships 

58. How satisfied are you and your spouse with your sexual 
relationship? 

How could it be improved? 

59. (If R is not married or is separated and if R has no 
special relationship) How frequently do you date now? 
______ ~/month. 

60. Would you like to be married? Why or why not? 

61. At this time in your life, how important is it to you to 
have a close relationship with a person of the opposite 
sex? Consider things like love, companionship, under
standing, appreciation and sexual satisfaction. 

62. You said that a close relationship with a person of the 
opposite sex is to you. How well are your needs 
and wants met in your relationship? 

Why do you rate it this way? What things are interfer
ing with your needs being more fully met in this area? 

63. At this time in your life, how important is it to you to 
have had or raised children? 

64. You said that having had and raised children is to 
you. How well have your needs and wants been met in 
having had and raised children? 

Why do you rate it this way? Has anything interfered 
with your needs being fully met in this area? 

65. At this time in your life, how important are relation
ships with your parents, brothers, sisters, and other 
relatives? Consider things such as communicating, 
visiting, understanding, doing things, and helping and 
being helped by them. 

66. You said that relationships with your parents, brothers, 
sisters, and other relatives are to you. How well 
are your needs and wants met in these relationships? 

Why do you rate it this way? What things are interfer
ing with your needs being more fully met in this area? 
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Summary 

67. What has made the biggest improvement in your quality of 
life in the last two or three years? Why has this made 
so much improvement? 

68. What change now would make the biggest improvement in 
your quality of life? How would this improve your life? 

69. Has any event caused a rapid, dramatic, and lasting 
change in your life? What changes occurred? 

70. What do you think wer~ the periods of major change--
the turning points of your life? 

71. What are your plans for the future? 

72. In what ways have you had to adjust to being on dialysis? 

73. At the present time, how would you rate your overall 
quality of life? 

74. During this interview I have asked you questions concern
ing 15 areas of your life (show list of 15 areas). Of 
these 15 areas affecting your quality of life, which 
three tend most to make it good? 

75. Of these 15 areas, which three tend most to prevent you 
from having a better quality of life? 

76. We have been discussing many different interests, activ
ities, and concerns in your life. What sorts of things 
would you like to be doing that you are not currently 
doing? 

What is preventing you from doing these things? 



Very Important Important Moderately Important Only Slightly Important Not at all Important 

Very \vell Well Moderately Well Only Slightly Well Not well at all 

Excellent Very Good Good Fair Poor 

Medicare/ Access/ Private l\'Iedical Insurance/ Insurance through your place of work/ 
Retired military privileges/ Veterans medical carel Health maintenance organization! 
Personal p:lymentsl Other 

Pension Plan Insurance Social Security Savings/Investments Other 

Alone/ With spouse--without children! With spouse--with children! With children only 
\rJith relatives/ With friends/ As a boarder/ Other 

Very satisfied Satisfied Moderately satisfied Only slightly satisfied Not at all satisfied 

1. Passive recreation 10. Health and personal safety 

2. Active recreation 11. Work in a job or at home 

3· Particip3.tion in public affairs 12. IVaterial comforts and financial 

4. Expressing yourself in a hobby or security 

creative actitivty 13. Relations with person of opposite sex 

5· Learning and education 14. Having and raising children 

6. Helping others 15. Relations with relatives 

7. Understanding yourself 

8. Socializing 

9. Having close friends 

~ 
\...oJ 
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PERSONAL OPINION SURVEY 

The following statements are opinions about people 
and life in general. You will probably feel that some are 
true while others are false. Some of the statements are 
about your own feelings about yourself, or matters of health. 
There are no absolutely known "right" or "wrong" answers to 
the general statements, and only you know the answers to the 
personal satements, but we are asking for your opinion about 
all the statements. 

Please record your answers on the answer sheet. For 
each item, circle whether you feel that the statement is 
true or false. 

1. Everybody can and should decide for himself what is 
right and wrong. 

2. No matter how hard I try, there are some things I'll 
never get the hang of. 

J. We should worry less about God's will and fate, and 
more about what we can do about our problems. 

4. I do a lot of things without much planning or organiza
tion. 

5. I almost always understand why I feel and react as I do. 

6. There is nothing I can do as an individual that will 
affect major political events. 

7. I think I could be a successful salesman. 

8. Everyone is responsible for what he is as well as for 
what he does. 

9. If I had enough time and the right tools, I could figure 
out how almost any machine is put together and how it 
works. 

10. My life is in the hands of a divine power who insures 
that things happen for my own good even if I don't 
understand them at the time. 

11. I usually plan my work carefully before I start it. 

12. I have sometimes felt that difficulties were piling up 
so high that I could not overcome them. 
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13. The individual in this country has much influence on 
political and social decisions, though many people don't 
seem to realize it. 

14. I'm shy with people until I get to know them. 

15. Anyone who is willing to devote enough time and effort 
to it can attain a position of leadership or authority. 

16. I find it very difficult to understand scientific ideas. 

17. Men working and thinking together can build a just 
society without supernatural help. 

18. I am usually rather disorganized, and I really should 
try to get better organized. 

19. I seldom cry. 

20. It is difficult for people to have much control over 
the things politicians do in office. 

21. I can often change a person's mind by discu~sing things. 

22. If one wants to badly enough, he can overcome almost any 
obstacle in the path of academic success. 

23. If I had enough time and the right books to refer to, 
I could understand any kind of scientific theory. 

24. Man cannot be trusted to manage his own affairs without 
some kind of supernatural guidance. 

25. I like to schedule my time, so that I can get the im
portant things done. 

26. I sometimes have trouble with my muscles twitching or 
tightening up. 

27. There is plenty I can do about what is happening in the 
world today. 

28. Anyone who is willing to work hard can be successful. 

29. I never was very good at things like card games and 
chess. 

30. History can teach us more about how to solve our problems 
than religion can. 



31. I don't think I have much influence on other people. 

32. I often have trouble organizing my work as much as I 
need to in order to get anything done. 

33. I can hide my feelings very well. 

34. Even at the local level, it is difficult for one person 
to influence political decisions. 

35. If I see that people are uncomfortable, I can usually 
put them at ease. 

36. No matter how she looks to begin with, almost any woman 
can make herself attractive by proper attention to her 
hair, skin, and clothing. 

37. I've seldom been stumped by any intellectual problem I 
really wanted to solve. 

38. Society will always be imperfect because man is imperfect. 

39. I like to have everything in order. 

40. At times, I have been so angry that I just couldn't 
help doing or saying things I wouldn't ordinarily do or 
say. 

41. I like to discuss local and national affairs with others, 
for I think that everyone's opinion counts. 

42. I can never think of good conversational come-backs 
until long after I need them. 

43. Anyone can learn how to interact with people and have 
good friends. 

44. I have more trouble with numbers or arithmetic problems 
than I do with most other things I try to figure out. 

45. Our increasing technology should someday enable us to 
control natural phenomena like the weather. 

46. My desk is usually a mess. 

47. I don't let things bother me the way some people do. 

48. Trying to change the social or political system is a 
waste of energy - you might as well try to fit into it. 



49. If I want to talk to someone I haven't met, I intro
duce myself and start a conversation. 

50. If one just follows his own convictions he can get 
people to respect and admire him. 

51. If I had the time, I could figure out the solution to 
almost any kind of puzzle. 
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52. In our scientific and medical research, we must be care
ful not to go against Godgiven laws of life and death. 

53. I try to live by the motto "A place for everything and 
everything in its place." 

54. Sometimes an idea runs through my mind and I can't stop 
thinking about it no matter how hard I try. 

55. As a member of our society, I want to participate as 
fully in its decision-making processes as I can. 

56. I'm more of a follower than a leader. 

57. People can stay healthy all the time by getting the 
right food, sleep, and exercise. 

58. When I have a mechanical problem to solve, I usually 
ask someone to help me with it. 

59. If there is a supernatural power, it is not interested 
in the needs and wishes of individual human beings. 

60. I've changed my mind too often about what career I 
wanted to go into. 

61. I almost always keep control of my emotions. 

62. The people who work voluntarily for political parties 
accomplish little more than to keep themselves busy. 

63. Friends often come to me to "cry on my shoulder" and 
get my advice. 

64. Anyone can break any bad habit if he wants to badly 
enough. 

65. I think I could get good grades in any subject in 
college if I studied hard enough. 



66. There is a law of just retribution that rewards and 
punishes us according to what we deserve. 

67. Frequently I make a list before I go shopping. 

68. My moods swing back and forth a lot from high to low. 

69. If he is sincerely concerned, any individual can have 
some real influence on national and world events. 

70. I hate to walk into a room full of people. 
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71. If you try hard enough, ·you can make anybody like you. 

72. I've often wished that teachers or lecturers would slow 
down so that I could keep up with them. 

73. What the world needs is more tolerance and reason and 
less blind faith. 

74. Living on a schedule bothers me. 

75. I seldom have trouble with muscle spasms or cramps. 

76. One vote for President could make no difference in a 
country the size of the United States. 

77. I envy people who are poised and at ease in social 
situations. 

78. I think I could accomplish almost anything I wanted to 
if I tried hard enough. 

79. Our problems can only be solved by a return to tradi-
tional religious principles. 

80. I can nearly always finish the projects I start. 

81. I often have trouble getting to sleep at night. 

82. If I really worked at it, I could be an expert chess 
player. 

83. People could make their individual opinions about na
tional affairs count for much more if they'd just take 
the time and effort to write their elected officials. 

84. I've never been very good at "small talk." 
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85. When I'm being shown how to do something, I have a lot 
of trouble learning. 

86. Scientific knowledge is the key to mankind's destiny. 

87. I am often late for appointments. 

88. I am seldom bothered by headaches. 

89. I don't worry much about social problems like poverty 
and air pollution, because there's nothing I can do 
about them. 

90. People usually do as they please, no matter what I say. 

91. If I had the time, I could figure out the answer to 
almost any mathematical reasoning problem. 

92. Fate plays a greater part in our lives than most people 
seem to realize. 

93. I make it a point to pay bills as soon as I get them. 

94. Sometimes I worry about something that is not really 
important. 

95. My individual influence may be small, but I can still 
have a definite influence on important political events 
by voting, writing letters, and participating in 
organizations. 

96. I stay out of many conversations because I don't really 
understand what's being talked about. 

97. I often have to read things over several times before I 
fully understand them. 

98. When scientists have gained enough knowledge, we shall 
be able to control the future biological evolution of 
the species. 

99. I don't plan ahead very much. 

100. It takes a lot to hurt my feelings. 

101. I feel increasingly helpless in the face of what is 
happening in the world today. 



102. Even if I wanted to, I don't think I could ever be a 
really good athlete. 

103. It would be nice if wars could be prevented, but I 
think it is probably impossible. 

104. I get annoyed by people who are always late. 
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105. I don't like to waste time feeling sorry for myself. 

106. In the realm of international affairs, most of us have 
absolutely no control over what happens. 

107. The idea that our lives are controlled by some kind of 
predestination is sheer nonsense. 

108. I'm often inclined to put off until tomorrow what I 
could do today. 

109. I know how to relax for a few minutes when I'm getting 
tense and then go back to the grind. 

110. Talking politics accomplishes nothing but to get people 
angry at each other. 

111. I nearly always know where to find my belongings when I 
need them. 

112. I seldom have nightmares. 

113. It would be a good thing if more people got involved in 
politics. 

114. I've sometimes had to hunt for half a day for something 
I knew I had put away somewhere. 

115. When I'm upset over something, I usually know why and 
what to do about it. 

116. It's a waste of time and effort for people to get stir
red up over political and military decisions they can't 
control. 

117. On some days, I seem to waste all my time and do not 
accomplish anything worthwhile. 

118. When I feel strongly about some issue that affects 
society, I think it's my duty to let people know how I 
feel. 
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119. In general, I do things deliberately, not impulsively. 

120. I wish that I didn't forget things so often. 



Code Number 

Rotter Internal-External Locus of 
Control Scale 
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Directions: This is a questionnaire to find out the way in 
which certain important events in our society affect different 
people. Each item consists of a pair of alternatives lettered 
a or b. Please circle the one statement of each pair (and only 
~) which you more strongly believe to be the case as far as 
you're concerned. Be sure to select the one you actually 
believe to be more true rather than the one you think you should 
choose or the one you would like to be true. This is a measure 
of personal belief: obviously there are no right or wrong an-
swers. 

1. a. 

b. 

2. a. 

b. 

3. a. 

b. 

4. a. 

b. 

5. a. 

b. 

6. a. 

b. 

7. a. 

b. 

Children get into trouble because their parents punish 
them too much. 
The trouble with most children nowadays is that their 
parents are too easy with them. 

Many of the unhappy things in people's lives are partly 
due to bad luck. 
People's misfortunes result from the mistakes they make. 

One of the major reasons why we have wars is because 
people don't take enough interest in politics. 
There will always be wars, no matter how hard people 
try to prevent them. 

In the long run people get the respect they deserve in 
this world. 
Unfortunately, an individual's worth often passes un
recognized no matter how hard he tries. 

The idea that teachers are unfair to students is 
nonesense. 
Most students don't realize the extent to which their 
grades are influenced by accidental happenings. 

Without the right breaks one cannot be an effective 
leader. 
Capable people who fail to become leaders have not 
taken advantage of their opportunities. 

No matter how hard you try some people just don't like 
you. 
People who can't get others to like them don't under
stand how to get along with others. 
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8. a. I have often found that what is going to happen will 
happen. 

9. 

10. 

11. 

12. 

b. Trusting to fate has never turned out as well for me 
as making a decision to take a definite course of 
action. 

a. 

b. 

a. 

b. 

a. 

b. 

a. 

b. 

In the case of the well prepared student there is 
rarely if ever such a thing as an unfair test. 
Many times exam questions tend to be so unrelated to 
course work that studying is really useless. 

Becoming a success is a matter of hard work, luck has 
little or nothing to do with it. 
Getting a good job depends mainly on being in the 
right place at the right time. 

The average citizen can have an influence in govern
ment decisions. 
This world is run by the few people in power, and 
there is not much the little guy can do about it. 

When I make plans, I am almost certain that I can 
make them work. 
It is not always wise to plan too far ahead because 
many things turn out to be a matter of good or bad 
fortune anyhow. 

13. a. In my case getting what I want has little or nothing 
to do with luck. 

b. Many times we might just as well decide what to do by 
flipping a coin. 

14. a. Who gets to be the boss often depends on who was 
lucky enough to be in the right place first. 

b. Getting people to do the right thing depends upon 
ability, luck has little or nothing to do with it. 

15. a. As far as world affairs are concerned, most of us are 
the victims of forces we can neither understand, nor 
control. 

b. By taking an active part in political and social 
affairs the people can control world events. 

16. a. Most people don't realize the extent to which their 
lives are controlled by accidental happenings. 

b. There really is no such thing as "luck". 



17. a. It is hard to know whether or not a person really 
likes you. 

b. How many friends you have depends upon how nice a 
person you are. 
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18. a. In the long run the bad things that happen to us are 
balanced by the good ones. 

b. Most misfortunes are the result of lack of ability, 
ignorance, laziness, or all three. 

19. a. With enough effort we can wipe out political corrup
tion. 

b. It is difficult for people to have much control over 
the things politicians do in office. 

20. a. Sometimes I can't understand how teachers arrive at 
the grades they give. 

b. There is a direct connection between how hard I study 
and the grades I get. 

21. a. Many times I feel that I have little influence over 
the things that happen to me. 

b. It is impossible for me to believe that chance or 
luck plays an important role in my life. 

22. a. People are lonely because they don't try to be friendly. 
b. There's not much use in trying too hard to please 

people, if they like you, they like you. 

23. a. What happens to me is my own doing. 
b. Sometimes I feel that I don't have enough control 

over the direction my life is taking. 

24. a. Most of the time I can't understand why politicians 
behave the way they do. 

b. In the long run the people are responsible for bad 
government on a national as well as on a local level. 
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Code Number --------
BECK INVENTORY 

Name Code Number --------
Date 

Instructions: Each o~ the following items contains a group 
o~ statements. For each item, place a check mark by the 
statement that best describes the way you feel tOday. You 
may check more than one statement for each item if you 
strongly feel that more than one statement applies. 

1. I do not feel sad 
I feel sad 
I am sad all the time and I can't snap out of it 
I am so sad or unhappy that I can't stand it 

2. I am not particularly discouraged about the future 
I feel discouraged about the future 
I feel I have nothing to look forward to 
I feel that the future is hopeless and that things 
cannot improve 

3. I do not feel like a failure 
I feel I have failed more than the average person 
As I look back on my life, all I can see is a lot 
of failures 
I feel I am a complete failure as a person 

4. I get as much satisfaction out of things as I used 
to 
I don't enjoy things the way I used to 
I don't get real satisfaction out of anything anymore 
I am dissatisfied or bored with everything 

5. I don't feel particularly guilty 
I feel guilty a good part of the time 
I feel quite guilty most of the time 
I feel guilty all of the time 

6. I don't feel I am being punished 
I feel I may be punished 
I .expect to be punished 
I feel I am being punished 



7. I don't feel disappointed in myself 
I am disappointed in myself 
I am disgusted with myself 
I hate myself 

8. I don't feel I am any worse than anybody else 
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I am critical of myself for my weaknesses or mistakes 
I blame myself all the time for my faults 
I blame myself for everything bad that happens 

9. I don't have any thoughts of killing myself 
I have thoughts of killing myself, but I would not 
carry them out 
I would like to kill myself 
I would kill myself if I had the chance 

10. I don't cry anymore than usual 
I cry more now than I used to 
I cry all the time now 
I used to be able to cry, but now I can't cry even 
though I want to 

11. I am no more irritated now than I ever am 
I get annoyed or irritated more easily than I used 

--- to 
I feel irritated all the time now 
I don't get irritated at all by the things that used 
to irritate me 

12. I have not lost interest in other people 
I am less interested in other people than I used to 
be 
I have lost most of my interest in other people 
I have lost all of my interest in other people 

13. I make decisions about as well as I ever could 
I put off making decisions more than I used to 
I have greater difficulty in making decisions than 
before 
I can't make decisions at all anymore 

14. I don't feel I look any worse than I used to 
I am worried that I am looking old or unattractive 
I feel that there are permanent changes in my 
appearance that make me look unattractive 
I believe that I look ugly 

15. I can work about as well as before 
It takes an extra effort to get started at doing 
something 



15. I have to push myself very hard to do anything 
I can't do any work at all 

16. I can sleep as well as usual 
I don't sleep as well as I used to 
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I wake up 1-2 hours earlier than usual and find it 
hard to get back to sleep 
I wake up several hours earlier than I used to and 
cannot get back to sleep 

17. I don't get more tired than usual 
I get tired more easily than I used to 
I get tired from doing almost anything 
I am too tired to do anything 

18. My appetite is no worse than usual 
_____ My appetite is not as good as it used to be 

My appetite is much worse now 
----- I have no appetite at all anymore 

19. I haven't lost much weight, if any, lately 
I have lost more than 5 pounds 
I have lost more than 10 pounds 
I have lost more than 15 pounds 

20. I am no more worried about my health than usual 
I am worried about physical problems such as aches 
and pains; or upset stomach; or constipation 
I am very worried about physical problems and it's 
hard to think of much else 
I am so worried about my physical problems, that I 
cannot think about anything else 

21. I have not noticed any recent change in my interest 
in sex 
I am less interested in sex than I used to be 
I am much less interested in sex now 
I have lost interest in sex completely 
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