
CHANGE IN BELIEF SYSTEMS AND HEALTH PROMOTION
BEHAVIORS FOLLOWING A HEALTH EDUCATION PROGRAM.

Item Type text; Thesis-Reproduction (electronic)

Authors Zazworsky, Donna Jean.

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 24/05/2023 20:26:00

Link to Item http://hdl.handle.net/10150/274769

http://hdl.handle.net/10150/274769


INFORMATION TO USERS 

This reproduction was made from a copy of a document sent to us for microfilming. 
While the most advanced technology has been used to photograph and reproduce 
this document, the quality of the reproduction is heavily dependent upon the 
quality of the material submitted. 

The following explanation of techniques is provided to help clarify markings or 
notations which may appear on this reproduction. 

1.The sign or "target" for pages apparently lacking from the document 
photographed is "Missing Page(s)". If it was possible to obtain the missing 
page(s) or section, they are spliced into the film along with adjacent pages. This 
may have necessitated cutting through an image and duplicating adjacent pages 
to assure complete continuity. 

2. When an image on the film is obliterated with a round black mark, it is an 
indication of either blurred copy because of movement during exposure, 
duplicate copy, or copyrighted materials that should not have been filmed. For 
blurred pages, a good image of the page can be found in the adjacent frame. If 
copyrighted materials were deleted, a target note will appear listing the pages in 
the adjacent frame. 

3. When a map, drawing or chart, etc., is part of the material being photographed, 
a definite method of "sectioning" the material has been followed. It is 
customary to begin filming at the upper left hand corner of a large sheet and to 
continue from left to right in equal sections with small overlaps. If necessary, 
sectioning is continued again—beginning below the first row and continuing on 
until complete. 

4. For illustrations that cannot be satisfactorily reproduced by xerographic 
means, photographic prints can be purchased at additional cost and inserted 
into your xerographic copy. These prints are available upon request from the 
Dissertations Customer Services Department. 

5. Some pages in any document may have indistinct print. In all cases the best 
available copy has been filmed. 

University 
Microfilms 

International 
300 N. Zeeb Road 
Ann Arbor, Ml 48106 





1320817 

ZAZWORSKY, DONNA JEAN 

CHANGE IN BELIEF SYSTEMS AND HEALTH PROMOTION BEHAVIORS FOLLOWING A 
HEALTH EDUCATION PROGRAM 

THE UNIVERSITY OF ARIZONA M.S. 1983 

University 
Microfilms 

International 300 N. Zeeb Road, Ann Arbor, MI 48106 





CHANGE IN BELIEF SYSTEMS AND HEALTH 

PROMOTION BEHAVIORS FOLLOWING A 

HEALTH EDUCATION PROGRAM 

by 

Donna Jean Zazworsky 

A Thesis Submitted to the Faculty of the 

COLLEGE OF NURSING 

In Partial Fulfillment of the Requirements 
For the Degree of 

MASTER OF SCIENCE 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

19 8 3 



STATEMENT BY AUTHOR 

This thesis has been submitted in partial fulfillment of re
quirements for an advanced degree at The University of Arizona and is 
deposited in the University Library to be made available to borrowers 
under rules of the Library. 

Brief quotations from this thesis are allowable without special 
permission, provided that accurate acknowledgment of source is made. 
Requests for permission for extended quotation from or reproduction of 
this manuscript in whole or in part may be granted by the head of the 
major department or the Dean of the Graduate College when in his judg
ment the proposed use of the material is in the interests of scholar
ship. In all other instances, however, permission must be obtained 
from the author. 

SIGNED: 

APPROVAL BY THESIS DIRECTOR 

This thesis has been approved on the date shown below: 

W~. KATHER0PE J^YOUNG^ 
Associate Professor of Nursing 

/3 J"9?2— 
n A ̂  A ' Date 



ACKNOWLEDGMENTS 

I wish to acknowledge and thank my committee members, Dr. 

Agnes Aamodt and Dr. Margarita Kay. Special thanks to Dr. Katherine 

J. Young for her expertise and suggestions. 

Also thanks to the Carondelet Center for Health Education 

staff—Ernie Schloss, Pat Butera, and Marie Tobey. 

And last, but certainly not least, a very special thanks to 

my parents, Dorothy and Stanley Zazworsky, for their encouragement 

and support. 



TABLE OF CONTENTS 

Page 

LIST OF ILLUSTRATIONS vii 

LIST OF TABLES vi I  i  

ABSTRACT ix 

CHAPTER 

1 INTRODUCTION 1 

Purpose of the Study 2 
Hypotheses Set I 2 
Hypotheses Set I I  ^ 

Need for the Study 5 
Conceptual Framework 6 

Belief Systems 6 
Health Locus of Control 9 
Health Value .  • • .  .  .  • • • • • • • • • • • 9 
Health Promotion Behaviors and Health-

Information-Seeking Behaviors 10 
Summary 11 
Definition of Terms 12 

2 REVIEW OF THE LITERATURE . .  M 

Introduction 1^ 
Belief Systems I'* 

Origin and Early Theories 15 
The Health Belief Model 18 
The Social Learning (.Locus of Control) . . . .  20 
Health Locus of Control 23 
Health Value 2^ 

Differentiating Health Information-Seeking 
Behaviors from Health Promotion Behaviors . . . .  26 

Health Promotion Behaviors 28 
Health Informat ion-Seeking Behaviors 29 

Summary 30. 

i v  



V 

TABLE OF CONTENTS—Continued 

Page 

3 METHODOLOGY 31 

Introduction 31 
Setting 31 
Sample 34 
Protection of Human Subjects 34 
Methodology 34 

Design 35 
The Research Questionnaire 37 
Data Analysis Plan . .  .  41 

Assumptions 41 
Limitations 41 
Summary 42 

4 PRESENTATION AND ANALYSIS OF DATA 43 

Introduction 43 
Characteristics of the Sample 43 

Demographic Characteristics 44 
Medical History Characteristics 46 

Comparison of the Differences Between the Completed 
Course and Drop Out Group 48 

Hypotheses Set I 49 
Comparison of the Changes Within Each Group 

Over Time 56 
Hypotheses Set I I  56 

Summary 62 

5 CONCLUSIONS 66 

Introduction 66 
Concl us ions Rel ated to'the Review of the Li terature .  .  66 

Health Locus of Control and Health 
Promotion Behaviors 66 

Health Value 69 
Conclusions Related to the Hypotheses 70 
Other Major Conclusions 73 
Recommendations for Community Health 

Nursing Practice . 73 
Recommendations for Further Research .  75 



v i  

TABLE OF CONTENTS—Continued 

Page 

APPENDIX A: SUBJECT CONSENT FORM 76 

APPENDIX B: SUBJECT QUESTIONNAIRE FORM 78 

APPENDIX C: MULTIDIMENSIONAL HEALTH LOCUS 
OF CONTROL SCALE 81 

APPENDIX D: MODIFIED ROKEACH VALUE SURVEY 85 

APPENDIX E: AWARENESS CHANGE TRAINING: 
COURSE FORMAT 89 

LIST OF REFERENCES 91 



LIST OF ILLUSRATIONS 

Figure Page 

1. Conceptual Framework 7 

2. Design Model 36 

vi i 



LIST OF TABLES 

Table Page 

1. Comparison of Demographic Characteristics Between the 
Completed Course and Drop-Out Groups (Means and 
Percentages) kS 

2. Comparison of Medical History Characteristics Between 
the Completed Course and Drop-Out Groups (Means and 
Percentages) ^7 

3. Comparison of Belief System Scores Between Completed 
Course and Drop-Out Groups 50 

Comparison of Health Promotion Behavior Scores Between 
the Completed Course and Drop-Out Groups 52 

5. Comparison of the Belief System Scores Between the 
Completed Course and Drop-Out Groups 53 

6. Comparison of Health Promotion Behavior Scores Between 
the Completed Course and Drop-Out Groups 55 

7. Comparison of Belief System Scores for Completed Course 
Group 57 

8. Comparison of Health Promotion Behavior Scores of 
Completed Course Group 59 

9. Comparison of Belief System Scores for the Completed 
Group 60 

10. Comparison of Belief System Scores for Drop-Out Group .  .  61 

11. Comparison of Health Promotion Behavior Scores for the 
Completed Course Group .  63 

12. Comparison of Health Promotion Behavior Scores for the 
Drop-Out Group 6^ 

vi i  i  



ABSTRACT 

This study examines the relationship between belief systems, 

health information-seeking behaviors and health promotion behaviors 

in 18 adults who participated in a health education program. Belief 

systems were measured by the Multidimensional Health Locus of Control 

scale and the Modified Rokeach Value Survey. Continued program par

ticipation after four weeks into the program measured health informa-

tion-seeking behaviors. The lifestyle patterns, aerobic exercise 

and not smoking, measured health promotion behaviors. Results 

revealed that the completed course group valued health (p = .10) 

and practiced regular exercise (p = .03) more than the drop-out group 

before the health education program and they also reported a statis

tically significant increase in their internal health locus of control 

(p = .06) and health value (p = .10) immediately after the program. 

A seven month follow-up revealed no significant change in belief 

systems or health promotion behaviors. 

i x  



CHAPTER 1 

INTRODUCTION 

Disease prevention has been a primary function of the health 

care system, particularly for the community health nurse. During the 

nineteenth century, prevention centered around major public health 

issues such as water supply, sewage disposal, working conditions and 

living arrangements (Berg, 1979). These issues were related to such 

devastating diseases as cholera and tuberculosis. Even without full 

knowledge and understanding of causation, however, environmental-

related diseases were significantly contained or prevented. Through 

improvements in sanitation, a remarkable decline in mortality and mor

bidity rates resulted. 

Today the prevention focus has shifted to health promotion. 

This can be explained better by change in the causes of death. Heart 

disease, cancer, and cerebrovascular disease are now the leading threats 

to the enjoyment of a full and prosperous life. The Center of Disease 

Control has estimated four major factors which proportionately con

tribute to today's leading causes of death. They are: (1) human 

biology (26.3%); (2) environment (15.8%); (3) health care system 

(10.8%); and (k) l ifestyle (kS.5%), (U.S. Department of Health and 

Human Services, 1980). Though not surprising, the lifestyle factor, 

which reflects health promotion behaviors, is accountable 

for almost half of these causes of death. 

1  
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The problem remains that changing lifestyle patterns, often 

formed at an early age, can be difficult. Several successful methods 

of change have been reported, ranging from behavior modification to 

aversion techniques. Unfortunately, some of these techniques have 

been found to be applicable only for specific populations. It is there

fore recommended that investigation into other approaches be made such 

as those that attempt to change belief systems and/or health promotion 

behaviors. 

Purpose of the Study 

The purpose of this study was to describe change in belief 

systems and health promotion behaviors following a health education 

program. Health locus of control (HLC) and health value (HV) were 

the identified belief systems. The lifestyle patterns of aerobic 

exercise and not smoking were the identified health promotion behav

iors. 

This study included the testing of two sets of hypotheses: 

(1) hypotheses comparing differences between the completed and drop 

out groups, and (2) hypotheses comparing changes within each group 

over time. 

Hypotheses Set I 

Hypotheses Set I is a comparison of the differences between 

the completed and drop out groups. 
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1. Those who complete a ten-week health education program have 

a higher internal health locus of control initially than those who 

drop out after four weeks of the health education program. 

2. Those who complete a ten-week health education program have 

a higher health value initially than those who drop out after 

four weeks of the health education program. 

3. Those who complete a ten-week health education program report 

a greater increase in aerobic exercise activity initially 

than those who drop out after four weeks of the health educa

tion program. 

k. Those who complete a ten-week health education program report 

a greater number of non-smokers than those who drop out after 

four weeks of the health education program. 

5. Those who complete a ten-week health education program have a 

higher internal health locus of control seven months later 

than those who drop out after four weeks of the health educa

tion program. 

6. Those who complete a ten-week health education program have a 

higher health value seven months later than those who drop 

out after four weeks of the health education program. 

7. Those who complete a ten-week health education program report 

a greater increase in aerobic exercise activity seven months 

later than those who drop out after four weeks of the health 

ed uca t ion p rog ram. 



8. Those who complete a ten-week health education program re

port a greater number of non-smokers seven months later than 

those who drop out after four weeks of the health education 

program. 

Hypotheses Set I  I 

Hypotheses Set I I  is a comparison of change within each group 

over time. 

1. Those who complete a ten-week health education program have 

an increase in their internal health locus of control imme

diately after the course. 

2. Those who complete a ten-week health education program have 

an increase in the value they place on health immediately 

after the course. 

3. Those who complete a ten-week health education program have 

an increase in aerobic exercise activity immediately after 

the course. 

k. Those who complete a ten-week health education program have 

an increase in non-smokers immediately after the program. 

5- Those who complete a ten-week health education program main

tain an increased internal health locus of control seven 

months after the program. 

6. Those who complete a ten-week health education program main

tain a high value placed on health seven months after the 

prog ram. 
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7. Those who complete a ten-week health education program main

tain an increase in aerobic exercise activity seven months 

after the program. 

8. Those who complete a ten-week health education program main

tain an increase in non-smokers seven months after the pro

gram. 

Need for the Study 

The community health nurse is in a position to influence health 

promotion behaviors. Use of the health locus of control and health 

value scales on clients can provide a baseline for predicting and/or 

reinforcing health promotion behaviors. Information from these mea

surements can also guide the community health nurse in planning and 

targeting for appropriate lifestyle changes. 

John Milsum identified lifestyle change as a process of three 

stages which must be fulfilled in sequential order: 

"1. Awareness and acceptance of risk. 

2. Integration of the knowledge. 

3. Effort and application for change." (Milsum, 1980, p. 10). 

The process of lifestyle change is referred to in this study as health 

information-seeking behaviors. Participation in a health education 

program is one specific health care activity identified as a health 

information-seeking behavior. 

Several studies have also indicated relationships between 

health locus of control, health value and health promotion behaviors 
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such as not smoking (James, Woodruff and Weiner, 1965), seat belt 

utilization (Williams and Wechsler, 1972), and.preventive dental 

care (Williams and Wechsler, 1972). Yet, there is still a need to 

do more research on the application of these concepts of heatlh 

care programs. 

Conceptual Framework 

The conceptual framework i 11 ustratedin Figure 1 focused on 

relationships for two levels of concepts. At the more abstract level 

are the depicted relationships for the concepts of belief systems, 

health information-seeking behaviors and health promotion behaviors. 

At the second conceptual level are the depicted relationships for the 

concepts of health locus of control, health value, health care acti

vities and lifestyle patterns. 

At the empirical level, health locus of control and health 

value were measured by Wallston and Wallston (1978), Multidimen

sional Health Locus of Control Scale and the Modified Rokeach Value 

Survey (.1973) respectively. Health care activities were identified 

as participation in and completion of a health education program, 

while regular exercise and not smoking were the specific lifestyle 

patterns under study. 

Belief Systems 

Many theories have been advanced to explain why people change 

their health promotion behaviors. These are primarily based on the 

more general work in social psychology and learning theory. One 
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underlying theme for many of these models is the importance of people's 

beliefs, attitudes and values as predisposing them to action. This 

collection of models has come to be known generally as the Health 

Belief Model (HBM) (Becker, 1974; Rosenstock, 1974). 

Originated by Hochbaum in 1958 and later revised by Rosenstock 

(197^) and Becker (.1974), The Health Belief Model reveals that indi

viduals engage in health promotion behaviors based on several elements: 

(1) The individual's perceptions of his susceptibility to the 
disease; (2) perceptions of the susceptibility of severity of 
the disease to the individual's perceptions of the possible 
benefits weighed against the possible barriers to taking action; 
(3) internal and external 'cues to action,' and (4) various 
demographic, social, psychological, and structural variables 
which also interact in the decision making process (Katatsky, 
1977, p. 235-236). 

Application of this model by researchers (Becker, Drachman 

and Kirscht, 1970; Rosenstock, 1974) indicate two important underlying 

components: motivation and cognition. Becker et al. (1974) found 

that motivations such as "control over health matter," "attitudes 

towards medical authority," and "general health concern" were signi

ficant predictors of patient compliance with instruction. Cognition 

or knowledge was also found to be a significant factor when address

ing lifestyle change. Haefner and Kirscht (1970) identified that 

persons with lower educational levels had a lower rate of taking 

preventive actions, even when the cost factor was minimal. Therefore, 

it seems that an individual's perceptions of a disease could be 

described through his motivational and cognitive levels, as well as 

his placement of health as a value. 
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Health Locus of Control 

Another model from social learning theory, often linked with 

Health Belief Model, deals with the notion of behavior and reward. 

Becker et al. (197*0 referred to "behavior-reward" in the Health 

Belief Model as a motivational factor related to "control" over health 

matters. According to the social learning theory, (Rotter, 195*0, 

the potential for a behavior to occur depends on the expectancy of 

a reward in a specific situation as well as the value of the reward. 

This relationship continues at a cognitive level where the reward, 

or reinforcement, is perceived by the individual as being either 

internally or externally controlled. 

Rotter's theory was applied to the heatlh field by Wallston, 

Kaplan and Ma ides (1976) with the development of the Health Locus of 

Control (HLC) scale. This scale reportedly measured whether an indi

vidual's health beliefs were internally or externally controlled. The 

results in turn were felt to be predictive of their health behaviors 

(Wallston and Wallston, 1978). 

In other words, an individual will or will not perform a health 

p r omotion behavior depending upon his/her previous experience with the 

behavior. The previous experience may have been internally motivated 

or occurred through no personal effort-externally controlled. 

Hea1th Value 

The value an individual places on health will be reflected in 

his/her health behaviors. Strickland (1978) has noted that people who 

have an internal locus of control and who also value their health will 
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seek more information about health maintenance, and when stricken with 

a disorder, they appear to learn more about the disease that afflicts 

them. 

In order to understand the concept value, Rokeach (1973) out

lines five assumptions about the nature of human values: 

1. the total number of values that a person possesses is 
relatively smal1; 

2. all men everywhere possess the same values to different 
degrees; 

3. values are organized into value systems; 
h. the antecedents of human values can be traced to cultures, 

society and its institutions, and personality; 
5. the consequences of human values will be manifested in 

virtually all phenomena that social scientists might 
consider worth investigating and understanding (Rokeach, 
1973, P- 3 ).  

In summary, the value one places on health is reflective of an 

individual's cultural pattern (Henderson and Enilow, 1976), and as 

suggested by the social learning theory, knowing a person's values can 

enhance the prediction of health promotion and health information-

seeking behaviors (V/allston and Wallston, 1978). 

Health Promotion Behaviors and 
Health Information-Seeking Behaviors 

Kasl et al. (197*0 defines health behavior as 

any activity undertaken by a person believing himself to be 
healthy for the purpose of preventing disease or detecting 
it in an asymptomatic stage (p. 2A6). 

Tooth-brushing (Williams, 1972), seat belt utilization and birth 

control (MacDonald, 1970), have all been defined as health promotion 

behaviors. Other health behaviors such as smoking (James et al., 1965) 

and obesity (Phares, 1976) have been correlated to lifestyle patterns 
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as discussed by LaLonde (197*0. (Their studies are reviewed further 

in Chapter 2.) 

On the other hand, health informat ion-seeking behaviors reflect 

an individual's immediate desire to seek more knowledge or skill for 

the purpose of improving one's health status which in turn operates • 

as health promotion behaviors. Mil sum describes this behavior as a 

process of three stages: 

1. Awareness and acceptance of risk. 
2. Integration of the knowledge. 
3. Effort and application for change. (Milsum, 1980, p. 10) 

Wallston and Wallston (1973) indicated pamphlet-taking as a 

health information seeking behavior. More recently, Rosenblum, Stone 

and Skipper (1981) referred to participation and compliance of mothers 

to an immunization program for their preschoolers. These activities 

indicate that health information-seeking behaviors are actually a 

process associated with past, present and futurehealth promotion be

haviors. 

Summary 

To summarize, an individual's belief system is very important 

to the practice of certain health promotion behaviors. The combination of 

perceptions, motivations and values all influence an individual's 

practices of specific health promotion behaviors. These components 

also influence his actions to seek methods which improve his/her 

health by some type of health information-seeking behavior. This 

study focuses on the change in belief systems and 'health promotion 
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behaviors which occur after participating in health information-

seeking behavior-a health education program. 

Definition of Terms 

1. Belief System— a system of internalized rules which 

influence an individual's health information-seeking and health 

promotion behaviors such as attitudes, perceptions, motivation, etc. 

2. Health Information-Seeking Behaviors— those behaviors 

which extend beyond health promotion behaviors such as tooth-brushing, 

birth control, not smoking, or exercise. These behaviors indicate 

the desire to expand or change one's present knowledge and/or l ife

style patterns related to his level of health. The two health 

information-seeking behaviors identified in this research are: 

(a) participation in a multiphasic health screening program, 

and 

(b) participation in a health education program. 

3. Health Promotion Behavior — "any activity undertaken 

by a person believing himself to be healthy for the purpose of 

preventing disease and detecting it in an asymptomatic stage"' (Kasl 

and Cobb, 1966). 

k. Lifestyle Patterns — a set of controllable health 

promotion behaviors practiced by an individual. 

1. Please note that the definition for Health. Promotion Be
havior is synonymous to Kasl and Cobb's (1966) "Health" behavior defi
nition. However, for the purpose of this study, health behaviors are 
divided into two types: (l) Health Promotion Behavior and (2) Health 
Information-seeking Behaviors. 
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5. Health Locus of Control— "behavior potential in a specific 

situation is a function of the expectancy that reinforcement will occur 

and the value of that reinforcement for the individual" (Rotter, 1966). 

For the purpose of this study, Rotter's LOC theory will be applied to 

the concept of health. 

6. Health Value -- an enduring belief that a specific end-state 

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

state of existence (Rokeach, 1973). 

7. Internal Locus of Control— the belief of an individual 

that she/he is an effective agent in determining the occurrence of 

reinforcements (Rotter, 1966). 
* 

8. External Locus of Control -  the belief of an individual 

that forces beyond his/her control determine the occurrence of rein

forcements (Rotter, 1966). 

9. Health Care Activity - any activity specifically taken to 

improve health promotion behaviors. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

Introduction 

The community health nurse (CHN) utilizes various "active 

strategies" (Milsum, 1980) of health care (i.e. health screening 

and health education programs) to enhance an individual's health 

promotion behaviors. In conjunction with these strategies, the CHN 

also recognizes that other internal and external factors are related 

to these behaviors. Two outstanding associations are that of an in

dividual's belief systems to his/her health information-seeking be

haviors and health promotion behaviors. These associations will be 

described through a selected review of the literature concerning the 

three major concepts: (1) belief systems, (2) health information-

seeking behaviors, and (3) health promotion behaviors. 

Belief Systems 

Belief systems are a complex concept to.study. Therefore, the 

review of literature on this concept will be divided into five sections: 

(1) Origin and Early Theories, (2) The Health Belief Model, (3) The 

Social Learning (Locus of Control), (4) Health Locus of Control, and 

(5) Health Value. 

1 4  
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Origin and Early Theories 

Belief and behavior systems are only two of the many other 

systems which describe one's culture. In 1874, the concept of culture 

was classically defined by Tylor as being a complex whole which in

corporates one's knowledge, belief, art, morals, law, custom, and any 

other capabilities and habits acquired by man as a member of society 

(Tylor, 1974). 

Leininger pointed out that culture is the man-made part of the 

environment and referred to it  as, 

. . .the learned and transmitted knowledge about a particular 
culture with its values, beliefs, rules of behavior, and 
l ifestyle practices that guides a designated group in their 
thinking and actions in patterned ways (Leininger, 1978, p. 
491). 

Her definition, along with Tylor's (187*0, indicates that the combina

tion of belief and behavior systems are reflective of one's culture and 

should be viewed in their interactive capacity. 

Webster defines belief as a "state or habit of mind in which 

trust or confidence is placed in some person or thing" (Webster, 1980, 

p. 100). I t  is this state of mind, associated to behavior, that many 

social and psychological disciplines have attempted to i l lustrate 

through various deductive concepts of belief and behavior. 

In 1935, Lewin f irst described the belief-behavior relationship 

as "the level of future performance in a familiar task which an indi

vidual, knowing his level of past performance in that task, explicitly 

undertakes to reach" (Lewin, p. 24). This was referred to as an 
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individual's "level of aspiration" (Lewin, 1935) and was approached 

through a goal-setting design model. 

Behavioral hypotheses of Lewin's (.1935) framework depended upon 

two key variables, (1) the value placed by an individual on a particu

lar action (positive or negative attractiveness), and (2) the individ

ual's estimate of the likelihood that a given action will  result in 

that outcome (subjective probability). Maiman and Becker (197*0 

interpreted this to mean that the subjective probability (the personal 

estimate of the likelihood of attaining success at a given level) modi

fies the value (incentive) of performing the task at that level. In 

general then, the path of action selected depends upon possible out

comes (values), the needs of the person, and the barriers to the goal 

region. 

Tolman (1955) advanced Lewin's theory by incorporating a 

motivational or "drive" component to the concepts of valence and sub

jective probability. The Performance Behavior Model provides "rules 

of performance" to explain how certain intervening cognitive and moti

vational variables (e.g., discrimination, expectancies, drives and 

incentives) combine to produce behavior (Tolman, 1955). Tolman 

operationalized these concepts by util izing Skinner's animal experi

ments of a hungry rat pressing a lever to obtain food pellets. The 

incentive value of the food pellets along with the expectations of 

obtaining the food pellets successfully could only be accomplished by 

the motivational variable of "need-push" (Tolman, 1955, p. 320). 
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Tolman states that the following six variables (three positive 

and three negative) are necessary for the resultant action or outcome 

which specifies the direction and magnitude of the to-be-predicted 

actual performance: 

(1) need-push for food; (2) positive valence of expected food; 
(3) expectation of food; (*») need-push against work; (5) nega
tive valence of expected work; and (6) expectations of work 
(Tolman, 1955, p. 323). 

Therefore, depending on the valence need and expectancy variables, 

the magnitude of performance varies. 

Performance or behavior also includes the decision-making 

component of belief systems. Edwards (1961) developed the theory of 

"Subjectively Expected Util ity" (SEU) to demonstrate the process of 

determining a single choice among courses of action rather than a 

dynamic sequence of choices. This model coincides with Lewin's (1935) 

and Tolman's (1955) theories in that value (here referred to as 

util ity) and probability are major subjective variables. However this 

model differs from the previous two by its capacity to maximize an 

individual's SEU in order to predict the choice he/she will actually 

make. In other words, 

a decisionmaker, behaves as though he compares the sums and 
chooses the course of action from among those available to 
him for which the sum of probability-value products is 
largest (Edwards, 1961, p. ^90). 

These models incorporate the belief concepts of value, expec

tancy, motivation and probability in a psychologically associated and 

sometimes casual manner, indicating that choice behavior is a condi

tioned reflex. However, from the social learning discipline, Rotter 
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argues that, "based on previous experience where there has been rein

forcement for a particular behavior, an individual has learned that 

such reinforcement occurs following the behavior" (Rotter, 1954, p.33). 

To demonstrate this difference, Rotter defines expectancy as, 

the individual's subjective estimate, independent of the value 
or importance of reinforcement, that a particular reinforcement 
will  occur as the result of a particular behavior in a particu
lar situation (Rotter, 1954, p. 3*0. 

Therefore, behavior potential, the outcome variable, can be defined 

as "the potentiality of any behavior occurring in any given situa

tion or situations as calculated in relation to any single reinforce

ment or set of reinforcements" (Rotter, 1954, p. 3*0. 

The Health Belief Model 

All of these belief concepts and their relationships have been 

formulated into one general model with the intent to explain and/or 

predict health promotion behaviors. This model has come to be known 

as the Health Belief Model. 

Originated by Hochbaum (.1958) for the purpose of understanding 

acceptance of a TB screening program, the Health Belief Model attempted 

to analyze an individual's motivation to act with regards to expectancy 

or reward of goal attainment in the area of health behavior. Even 

though there was no way to establish that beliefs precede the behavior, 

the Health Belief Model specified the motivational significance of its 

cognitive element "that beliefs energize and direct behavior (or at 

least represent the existence of such forces in the person)" (Kirscht, 

197^, p. 455). 
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The earliest characteristics of the Health Belief Model his

torically translated by Rosenstock in 197^ were: 

that in order for an individual to take action to avoid a dis
ease he would need to believe (1) that he was personally sus
ceptible to it ,  (2) that the occurrence of the disease would 
have at least moderate severity on some component of his l ife, 
and (3) that taking a particular action would in fact be bene
ficial by reducing his susceptibility to the condition, or 
if  the disease occurred, by reducing its severity and that i t  
would not entail overcoming important psychological barriers 
such as cost, convenience, pain, embarrassment (Rosenstock, 
1974, p. 330). 

Through research on maternal adherence to medical instruction, 

Becker et al.  (197*0 proceeded to categorize the Health Belief Model 

as a compliance model associated with expectance and value which is 

concerned with the cognitive and subjective world of the acting 

individual. His studies, along with others on preventive dental be

havior (Haefner, 197*0, contraceptive compliance (Katatsky, 1977) and 

influenza vaccination (Larson, Cole and Shortell,  1979), support the 

following theoretical conditions and components of the Health Belief 

Model: 

(1) the individual's psychological 'readiness to take action1  

relative to a particular health condition, determined by both 
the person's perceived 'susceptibility' or vulnerability to 
the particular condition, and by his perceptions of the 
'severity' of the consequences of contracting the condition; 
and 

(2) the individual's evaluation of the advocated health ac
tion in terms of feasibility and efficaciousness (i .e.,  his 
estimate of the action's potential 'benefits' in reducing 
actual (or perceived) susceptibility and or severity, weighed 
against his perceptions of psychological and other 'barriers' 
or 'costs' of the proposed action (including the "work1  in
volved in taking action). Finally a 'stimulus' either 
' internal* (e.g., perception of bodily states) or 'external1  

(e.g., personal interactions, mass media communications, 
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personal communications, personal knowledge of someone affected 
by the condition) must occur to trigger the appropriate health 
behavior; this is termed the "cue to action" (Maiman and Becker, 
1974, pp. 3^8-349). 

In order to operationalize the association between belief sys

tems and health information-seeking and health promotion behaviors, the 

Health Belief Model provides a number of variables to measure. One of 

the most outstanding themes which exist are those which relate expec

tancy/reward and value to health behaviors (.Becker et al. ,  1974). 

Rotter's social learning theory follows these components when address

ing an individual's locus-of-control and value in relation to health. 

The Social Learning 
(Locus of Control). 

The Health Locus of Control was originated from Rotter's (1954) 

social learning theory. Termed the Locus-of-Control, (Rotter, 1966). 

the theory states than an event regarded by some persons as a reward 

or reinforcement may be differently perceived and reacted to by others. 

One of the determinants of this reaction is the degree to which 
the individual perceives that the reward follows from or is 
contingent upon, his own behavior or attributes (.1 nternal-Locus-
of-Control). versus the degree to which he feels the reward is 
controlled by forces outside of himself and may occur indepen
dently of his (External Locus of Control) actions" (Rotter, 
1966, p. 1). 

This, "control" relationship does not reflect an "all or none" or "good 

or bad" action. Rather, i t  varies in degrees depending on the reward 

or behavior. 

Testing this locus of control theory on several college student 

populations in Ohio, Kansas, Connecticut and Florida, a prisoner group 

from an Ohio Federal Prison and Peace Corps trainers, Rotter (.1966) 



and Lefcourt (1966) administered a 29-item, forced-choice test includ

ing six fi l ler items to measure Internal-External consistence. Their 

results summarized that if  an individual perceives a situation to 

externally control or determine the reinforcement, the less l ikely he 

will  raise his expectancy for future reinforcement. Whereas-, i f  the 

perceived reinforcement is dependent upon skill  or an individual's 

efforts (.Internally controlled) then he is more l ikely to raise his 

expectancy. Rotter further stated that, 

research in human learning should be understood or interpreted 
in light of the position on a continuum of internal to external 
control that the task and procedure will  be perceived by the 
subjects (Rotter, 1966, p. 25). 

A series of studies conducted by Rotter (1966) provides strong 

support for the hypotheses that the individual who has a strong belief 

that he can control his own destiny is l ikely to: 

(a) be more alert to those aspects of the environment which 
provide useful information for his future behavior; 

(b) take steps to improve his environmental condition; 
(c) place greater value on skill  or achievement reinforcements 

and be generally more concerned with, his ability particu
larly his failures; and 

(d) be resistive to subtle attempts to influence" (.Rotter, 
1966, p. 25). 

Even though this model maintains construct validity and test-

retest reliability (Rotter, 1966), certain questions have been raised 

in regard to the scales generalizab?1ity. Rotter (1966) reported good 

discriminant validity for the l-E scale with the variable-intel1igence 

and sex. Yet, Hersch and Schiebe (.1967). found non-significant corre

lations between l-E total scores and three different measures of intel

ligence. Sex differences were reported to be minimal (Rotter, 



1966); but studies by Feather (.1967, 1968) showed that females earned 

significantly higher external scores than males at the University of 

England. I t  was noted, though, that the sex differences may be geo

graphically related. 

Coan (.1968) has argued that the l-E scale favors items dealing 

with social and political events as opposed to items regarding personal 

habits, traits, goals or other interpersonal and intrapersonal con

cerns (Dies, 1968). 

Gurin et al. (.1969). and Lao (.1970) have indicated that Rotter's 

Locus-of Control concepts do not provide distinctions in studies on the 

Negro youth. Mirel (.1970) confirmed this argument, after applying the 

l-E scale to another group of college students. His findings indicated 

two different concepts concerned with control over political and world 

affairs. From these studies by Gurin et al .  (1969), Lao (.1970), and 

Mirel (1970), the recommendation to study the locus-of-control varia

bles at a multi-dimensional rather than at an unidimensional level 

(.Joe, 1971) was implied. 

Levenson (.197*0. proceeded to develop the multidimensional 

capabilities of the locus-of-control theory. Studies on psychiatric 

patients (Levenson, 1973) and a prison sample (.Levenson, 1975). tested 

a new scale developed by Levenson to differentiate between two classes 

of externals; that is, the belief in chance expectancies as separate 

from the belief in powerful others. These studies, along with previous 

studies (.Levenson, 1973, 197*0 have indicated that scores from the 



23 

scales were related differentially to the variables of clinical 

improvement, perceived parental upbringing and activism. 

Health Locus of Control 

Wallston, Kaplan and Maides (.1976). increased the locus-of-

control multidimensional potentials by developing a scale to include 

the dimension of health behaviors. Following the conceptualization 

of health-related behaviors by Kasl and Cobb (.1966), the Health Locus-

of-Control (HLC) scale was developed to describe behavior related to 

prevention, termed health behavior; and behavior following diagnosis, 

termed sick-role behavior. The valence of health and its relationship 

to HLC and health behavior was also examined util izing a modified 

version of Rokeach's Value Survey (1973). 

In their hypertensive information group, they found that high 

health value internals chose more pamphlets (M-10.95) than all  other 

types of subjects who did not differ from one another-high value ex

ternals (M=9.00); and low value externals (M=9.86) (Wallston et al. ,  

1976). In their weight-reduction group, externals lost more weight in 

the group program (,M=10.86) than in the self-program (_M=9.56) and in

ternals lost more weight in the self-program (M—8.13) than in the group 

program (M-7.ll) (Wallston et al. ,  1976). 

Other studies have related an individual's HLC and health 

value to health promotion and health-related information seeking. 

James et al .  (.1965). found that nonsmokers were more likely to be 

internal than smokers. Piatt (1969) found internals able to change 

smoking behavior to a greater extent than externals. MacDonald (1970). 



showed that among single female college students, 62 percent of the 

internals reported practicing contraception, while only 37 percent of 

the externals dTd so. 0'Bryan (1972) reported overweight women to be 

more external. Williams and Wechsler (.1972). found that internal ity 

was related to greater reported seat belt use and to preventive dental 

care. 

More recent work produced the multidimensional component to 

the HLC scale which more usefully incorporates three subscales measur

ing: 

(1) internal control 

(2) external control by fate and chance, and 

(3) external control by "powerful others" (.family, physician, etc.) 

(Wallston, Wallston and DeVellis, 1978). 

Unfortunately, recent studies by McCusker and Morrow (.1979). on 

participation in cancer screening programs and Rosenblum, Stone and 

Skipper (1981) on maternal compliance in immunization programs for pre

schoolers indicate no relationship between the Multidimensional Health 

Locus of Control (.MHLC) scale, used either alone or combined with health 

value, and any of the health promotion behaviors investigated. To 

explain this phenomenon, a possible l imitation on the Wallston's ori

ginal population (.292 adults waiting at a city airport in Tennessee) 

was suggested in regards to age and ethnicity (.Rosenblum, 1981). 

Health Value 

Numerous theoretical discussions have been noted in regards to 

health as a value. In 19^1, Bull described human motivation as being 



"enmeshed with values related to preservation including preservation of 

self, family, friends, group, country and at times even the entire 

human race" (.Bull, 19^1, p. 171). In line with self-preservation is 

the basic value of security. 

To theorize the value concept, other researchers identified 

relationships between value and health attitudes (.Kenny, 1963).,  and 

behavior (Rosser, 1971)..  Freeman, Levine and Reeder (.19721 noted that 

health-as a value is an "ultimate value" l ikely to be held in uni

versal esteem." This lead Rokeach (.1973) to believe that health, i f  

ranked with other subgroups of interest, would be given highest prior

ity. For this reason, health was not included among the terminal 

values contained in Rokeach's Value Survey. 

However, the concept of health as a value appeared tangible. 

Andersen (1968) constructed a nine-item measure of "value of good 

health," which correlated with use of dental services but not use of 

physician or hospital services. Eshleman (.1970) approached measure

ment issues through a value profile on "self" and "significant others." 

Unfortunately, notable inconsistencies between the profiles were 

reported. Ware et al .  (.1973) studied the social-psychological varia

bles of attitudes, beliefs and values. A three-item Likert scale of 

the relative value placed on health indicated significant relationships 

between health and change in doctors due to dissatisfaciton and whether 

or not adult respondents received medical checkups. 

Wallston et al.  (1976) modified the Rokeach Value Survey in an 

attempt to determine the difference of values and beliefs on information 
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seeking behaviors. Since Rokeach did not include health in the 

survey, Wallston et al.  added "a healthy l ife" value to the scale. 

Their findings reported a significantly greater amount of information-

seeking behavior among those individuals who placed greater value on a 

health l ife and who believed that they could control their own health 

(Wallston et al. ,  1976). 

Differentiating Health Information-
Seeking Behaviors from Health Promotion Behaviors 

Health-related behaviors have been identified and consistently 

maintained throughout the l iterature in three class behavioral cate

gories. Kasl and Cobb (1966) refer to these three behaviors as i l lness, 

sick-role, and health behaviors. 

I l lness behavior is referred to any activity undertaken by a 
person who feels i l l ,  to define the state of his health and 
to discover a suitable remedy. Sick-role behavior is the acti
vity undertaken, for the purpose of getting well,  by those 
who consider themselves i l l .  Finally, health behavior is any 
activity undertaken by a person tie ITeving hi msel f  to be healthy, 
for the purpose of preventing disease or detecting it  in an 
asymptomatic state (Kasl and Cobb, 1966, p. 531). 

These concepts were derived from a framework which i l lustrated 

changes in health and i l lness from four levels of description "(somatic 

health, behavior, role description and identify)" (Kasl and Cobb, 

1966). However, Kasl and Cobb (1966) included that the pattern and 

sequence of interacting social and psychological variables also influ

ence an individual's reaction to state of health. This follows in l ine 

with the World Health Organization's definition of health as "a state 

of complete physical, mental and sociai well-being, and not just the 

absence of disease or infirmity" (Milsum, 1980, p. 2). Therefore, 



it  is impossible to isolate the concepts of health information-seeking 

or health promotion behaviors without addressing other models related 

to health. 

Health has been depicted as a dynamic concept fluctuating on a 

continuum between premature death and total wellness (.Sorochan, 1970; 

Deisendorf and Furnass, 1976; and Travis, 1977). i t  is this wellness 

concept which begins to explain both health promotiom and information-

seeking behaviors. 

Halbert Dunn first defined wellness as, 

an integrated method of functioning which is oriented toward 
maximizing the potential of which the individual is capable, 
within the environment where he is functioning (Dunn, 196l). 

In other words, i t  is an active process of becoming aware and making 

choices toward a more successful existence. Hettler (1980). describes 

this process as a positive approach to l iving which is six basic 

dimensions: (1) intellectual, (.2) emotional, (3). physical, (4). social, 

(5) occupational, and (.6). spiritual. 

Wellness, however, is not totally reliant on the individual 

functions and dimensions discussed by Dunn (1961) and Hettler (.1980). 

Other issues such as health status and l ifestyle patterns have also 

reflected wellness or health endeavors. LaLonde (..197*0. studied the 

health status of Canadians and identified certain risk categories which 

contributed to their leading hospital mortality and morbidity statis

tics. These categories were divided into "Self-Imposed Risks" and 

"Environmental Risks." "Self-Imposed Risks" describes destructive 

l ifestyle habits related to drugs (.e.g., alcohol, cigarettes, 



pharmaceutical and psychotropic), diet and exercise (.over-eating, high-

fat and carbohydrate intake, lack of exercise, malnutrition and stress 

mismanagement), and others (e.g., careless driving, failure to wear 

seat belts and promiscuity). "Environmental Risks" are exemplified 

by contamination problems of food and water, sewage disposal and lack 

of floridation in water sources (.LaLonde, 197^, P- 16). 

The Center of Disease Control applied these l ifestyle and 

environmental factors to America's leading causes of death, only add

ing the elements of human biology (.heredity) and health system (sympto

matology orientation) (U.S. Dept. of Health Services, 1980). On the 

average, previous orientation to health (i l lness or symptom-oriented) 

contributed 10.8 percent to premature mortality; the environment, 15.8 

percent; and heredity, 26.3 percent. The other A8.5 percent was re

lated to destructive l ifestyle patterns (U.S. Dept. of Health Services, 

1980). Therefore, health promotion behavior was demonstrated by an 

individual's l ifestyle patterns. 

Health Promotion Behaviors 

Bel loc and Breslow (.1972) have described l ifestyle patterns in 

relation to seven "good health habits": (1) sleeping seven to eight 

hours regularly; (2) eating breakfast regularly; (3) snacking l ittle 

or not at all; (A) maintaining near-optimal weight; (5). exercising 

frequently; moderating alcohol consumption; and (7) avoiding smoking. 

For approximately 7,000 Californians, they found that the mortality 

rates of those people who followed 0 to 3 health habits were about 
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double the rates of those that followed six to seven healthy habits, 

over all  age groups. 

For the purpose of this study, the l ifestyle patterns of smoking 

and exercise will  be explored in relation to MHLC, health value and 

health education. However, when addressing l ifestyle patterns and 

their effects on mortality and morbidity rates, as well as health care 

costs, the element of change must be addressed. 

Health Information-
Seeking Behaviors 

Mil sum identifies lifestyle change as a process of three stages 

which must be fulfi l led in sequential order: 

1. Awareness and acceptance of risk. 
2. Integration of the knowledge. 
3. Effort and application for change (Milsum, 1980, p. 10). 

It  is this process which this study refers to as health 

information-seeking behaviors. 

Certain health care activities can be deduced as health 

information-seeking behaviors. Viallston et al .  (.1976) identified the 

number of hypertension pamphlets taken by individuals as an example 

of this type of behavior. While McCusker and Morrow (.1979). util ized 

participation in a four part cancer screening program, Rosenblum 

et al.  (1981) also implied health information-seeking behaviors as 

participation and compliance of mother's to an immunization program 

for their preschoolers. 



Summary 

Several viewpoints have been examined in the area of belief 

and behavior systems. I t  appears that there is agreement in the 

published literature that the health locus of control and health val 

are legitimate and measurable concepts for belief systems, health 

information-seeking and health promotion behaviors. 



CHAPTER 3 

METHODOLOGY 

1ntroduct ion 

This study was designed to describe the change between belief 

systems and health promotion behaviors before, immediately post and 

seven months after a ten week health education program. This chapter 

presents the setting, sample, protection of human subjects, methodology 

(including the design, research questionnaire, and data analysis) 

assumption and l imitations of the study. 

Setti ng 

The setting for this study was within a local Southwest 

hospital-based health promotion program. Within this hospital setting 

the Lifestyle Evaluation, Awareness, and Planning (LEAP) Program was 

conducted following the classic frameworks suggested by the American 

Hospital Association's Center for Health Promotion and two other grant-

funded health hazard appraisal programs (Dunton, 1979 ;  Hettler, 1980). 

The frameworkincluded the following components: 

1. Health Hazard Appraisal 

2. Health Screening 

3. Summary/Referral 

k. Health Education Programs 

5. Follow-up 

31 
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Specially. trained registered nurses, called "health advisors," 

performed health screening, summary/referral and follow-up components 

of the program. Each health advisor was responsible for seeing that 

his/her clients completed the system and that some course of action was 

noted. 

To enter the program an individual called the LEAP Program to 

make an appointment with a health advisor. He/she were told that the 

appointment consisted of a half-an-hour for the screening and a half-

an-hour for the summary/referra1. Instructions were also given for the 

participant to fast eight hours prior to the health screening appoint

ment and to wear comfortable clothing. 

When the individual arrived, he/she was given a lifestyle 

questionniare to complete along with a consent form. The health advisor 

then reviewed a physical fitness checklist with the individual to 

identify any physical limitations which might have disqualified her/ 

him from the fitness test. If the participant was forty years or older, 

a three-day hemoccult test with instructions was distributed. The 

health advisor also took a resting heart rate and blood pressure to 

evaluate whether the participant could perform the physical fitness 

test: a three minute step test. 

The participant and health advisor then proceeded to the 

blood chemistry station to be tested for blood glucose, hematocrit, 

high density lipo-protein cholesterol, and total cholesterol. After 

the blood samples were drawn, the participant received a glass of juice 



33 

and a brief explanation of the blood chemistries for which they were 

being tested. 

The participant then completed the following battery of tests, 

while the health advisor provided a brief explanation of each test and 

its indication: height, weight, blood pressure, percentage of body fat, 

lung function, oral exam, vision acuity, hearing exam, hemoccult and 

glaucoma for those forty years or older, and physical fitness test. 

After all the tests were completed, the participant and health advisor 

privately reviewed the results, discussed and mutually set health goals, 

and reviewed referrals to their private physicians in case of abnormal

ity. Any high risk individual (those that were referred to physicians 

or required several lifestyle changes) received a telephone call from 

the health advisor two weeks after the screening. 

Various health education programs were provided for the partic

ipants. Several aerobic exercise programs were offered to both the 

adult and senior citizen groups, as well as nutrition, medication 

awareness and stop-smoking programs. A quarterly newsletter was sent 

to all participants announcing these programs along with health tips 

and recent research related to lifestyle patterns. 

In conjunction with these programs, a special ten-week 

health education program - "Awareness Change Training (ACT)" - was 

formulated to give an overview of attaining high-level wellness. This 

course was provided from February through April at the hospital with 

two class times available: 10:00 a.m. and 7:00 p.m., on Tuesday and 

Wednesday respectively. Attending either class was permissible, 



since both classes were identical in regards to process and content. 

The purpose of the two class times was to increase program adherence. 

Sample 

A convenience sample of eighteen individuals participated in 

the study who were from a group of volunteers who responded to a 

special brochure announcement of the program that had been mailed to 

all  LEAP participants. The criteria for admission to the study were: 

1. Eighteen years or older. 

2. English-speaking with adequate reading and writing skills 

in English. 

3. Previous participants of the LEAP health screening. 

Protection of Human Subjects 

The proposal was reviewed and approved by the Human Subjects 

Review Committee of the University of Arizona (Appendix A). Informed 

voluntary consent was obtained prior to completing the questionnaire 

at each data collection period. Each subject was assured of confiden 

tiality in the collection of data and annonymity in the reporting of 

f i  nd i  ngs. 

Methodology 

This section was addressed in three parts: ( l)  the design, 

(2) the research questionnaire, and (3) the data analysis. 
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Design 

A pre-experimental design (Campbell and Stanley, 1973) was 

used in this study to demonstrate the application of the conceptual 

framework. Figure 2 i l lustrates the data collection design for this 

study. Belief systems (HLC and HV) and health promotion behaviors 

(aerobic exercise and not smoking) were measured in order to describe 

the changes which occur following a health information-seeking 

behavior. Pre and post tests were administered to a group of individ

uals who volunteered to participate in a 10 week health education 

program at three time periods: (1) immediately prior to the first 

health education class, (2) at the end of the program, and, (3) seven 

months after the end of the program. The following questionnaires 

were util ized at each time: 

1. Demographic and l ifestyle data designed for this study 

(Appendix B). 

2. Multidimensional Health Locus of Control Scale 

(Wallston and Wallston, 1978) (Appendix C). 

3. Modified Rokeach Value Survey (Rokeach, 1973) (Appendix D). 

The health education program -  "Awareness Change Training" 

(ACT) was designed to provide education in the various dimensions of 

wellness and il lness (e.g., change, stress, exercise). Organized, 

coordinated, and facilitated by a clinical psychologist and this 

researcher, the course format outlined in Appendix E demonstrates 

the overview which the participants received in the program brochure. 
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To cover the different locus-of-control orientations held by 

individuals, both group and self-directed methods were used (Wallston 

et al. ,  1976). A pre-test was given the first twenty minutes of the 

first two classes, to collect demographic, health locus of control, 

health value and l ifestyle pattern information. Completion of the 

course was the measure of adherence to the program. Those who did 

not participate after four weeks of the program were considered drop 

outs. 

Each class was divided into two sections. The coordinators, 

or guest speakers, would lecture for approximately an hour on the 

selected topics. Time was provided for questions and answers. 

Another hour was used to update individual personal goals related to 

health (e.g., stress reduction, weight loss, better job satisfaction). 

This was done either through group discussion or on a one-on-one basis 

with the program coordinators. 

A post-test was administered to those who immediately com

pleted the program (not given to those who dropped out). Seven months 

later, everyone, both in the completed group and drop out group, com

pleted a second post-test. 

The Research Questionnaire 

The research questionnaire consisted of three sections (1) the 

demographic and l ifestyle questions, (2) The Multidimensional Health 

Locus of Control Scale questions, and (3) Rokeach's Modified Value 

Survey questions. 
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Demographic and Lifestyle Questions. Certain demographic and 

l ifestyle questions were included in the questionnaire. These 

related to the participants: age, sex, marital status, current 

l iving status, employment status, medical history and educational 

status (Appendix B). Lifestyle questions focused on smoking and 

aerobic exercise. Individuals were asked to report if  they presently 

smoke, i f  they had smoked in the past, and if  so, the number of packs 

smoked per day for both time periods. Questions regarding aerobic 

exercise concerned the type, frequency (times/week) and duration (length 

of each exercise session). 

Multidimensional Health Locus of Control Scale. The second 

part of the questionnaire contained Wallston's Multidimensional Health 

Locus of Control Scale (MHLC) (1978). This scale measured expectancies 

in relation to health locus of. control. The MHLC scale has two equi

valent forms—form A and B. Form A, chosen for this study, contained 

eighteen items measured on a six-point-Likert-type scale from one to 

six with the higher weight indicating strong agreement with the item 

being measured (Appendix C). Three subscales are in this version of 

the MHLC as conceptualized by Levenson: Internal ( l) ,  Powerful Others 

(p), and Chance (C). 

Wallston and Wallston developed the MHLC scales reporting 

reliability and validity estimates from a study of one hundred and 

fifteen (115) persons (1978). Predictive validity was found between 

health status and the MHLC scores. Health status correlated positively 
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with IHLC (r = .403, P < -001), negatively with CHLC (r = r.TJS, 

p <  .01) and did not correlate with PHLC (r = -.055). 

The alpha reliabilities for the MHLC scales (six-term forms) 

ranged from .67 to .77 and, when Forms A and B were combined into 

twelve item scales, the alpha reliabilities ranged from .83 to .86. 

Thus, the three MHLC dimensions could more or less be proclaimed 

statistically independent, particularly the IHLC and PHLC scales. 

The Mofified Rokeach Value Survey. The final instrument used 

in the questionnaire was Wallston and Wallston's (1978) Modified 

Rokeach Value Survey which measured the relative value one places on 

health.. This instrument is identical to Rokeach's (1973) original 

Value Survey with one exception, the "Health" terminal value replaced 

the "self-respect" terminal. Therefore, the following instrument 

description will focus on Rokeach's work. 

Rokeach distinguished between two kinds of values: instrumen

tal and terminal (Rokeach, 1973). Instrumental values referred to 

desirable modes of conduct. These modes were further divided into two 

kinds of instrumental values: moral values and competence values. 

Terminal values were classified as either personal or social: 

self-centered or society-centered, intrapersonal or interpersonal. 

End-states, such as salvation and peace of mind were intrapersonal 

values while peace and brotherhood were interpersonal values 

(Rokeach, 1973). Rokeach (1973) estimated the total number of terminal 

values an adult possessed as eighteen. The Mofified Value Survey 
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focused only on these eighteen terminal values, therefore the instru

mental values will  not be discussed. 

The terminal values l isted in the value survey were selected 

from a larger l ist obtained from various sources: a review of the 

l iterature, a group of psychology graduate students, and a random 

sample of one hundred (100) adults in a metropolitan area. The l ist 

was then reduced to the eighteen items by the following criteria: 

those that were too specific, or those that did not represent end-

states. 

The common underlying value dimensions measured by items in 

the Modified Rokeach Value Survey were studied using the rankings 

obtained from a sample (students and residents) in I l l inois. Comrey's 

method of factor analysis resulted in four common factors being 

retained. Factor I reflected a high value for security, salvation, 

and health (self-preservation) and a low value for excitement, beauty 

and accomplishment. Factor I I  reflected an internally directed or 

psychologically oriented value system. Factor I I I  was characterized 

as a dimension of value for social harmony and security, reflecting 

a social orientation as opposed to a personal value orientation. 

Lastly, Factor IV pertained to an enjoyment, comfort and excitement 

value dimension. 

Test-retest reliability coefficients obtained for each factor 

score were greater in magnitude than those obtained for scores based 

on individual value rankings. These scores were obtained six weeks 

a p a r t  a n d  w e r e  r e p o r t e d  t o  b e  . 4 6 ,  . 5 6 ,  . 5 2 ,  . 4 7  f o r  F a c t o r s  I ,  I I ,  

I I I ,  and IV respectively. 



Ware et al.  (197*0 performed subsequent studies to broaden 

the reliability and validity testing. He also suggested that the study 

of relationships among human values and health-re lated behaviors 

includes measures of a wide range of values and should not be rer 

stricted solely to value measures which appear directly related to 

health. 

Data Analysis Plan 

After the collection of data, the results were sorted accord

ing to those who completed the course and those who dropped out after 

four weeks of the program. Demographic data were coded according to 

age, sex, marital status, current l iving status, employment status, 

under physician's care, major health problems, and educational status. 

Frequencies and percentages were computed in order to describe the 

participants. To test hypotheses, T-tests were computed to analyze 

the change in health locus of control, health value and l ifestyle 

patterns within and between both groups following the health educa

tion program. 

Assumptions 

1. The subjects who participated in the study answered the 

questionnaire honestly and to the best of their ability. 

2. The subjects understood and spoke English. 

Limi tations 

1. The sample was not randomly selected. 
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2. Demographic variables, such as age, socioeconomic status, 

or educational level were not controlled. 

3. The potential bias of completing the three-part question

naire in a particular order is not known. 

Summary 

The methodology for this research reflected a pre-experimental 

design. That is, both belief systems and health promotion behaviors 

were investigated before and after a health information-seeking be

havior. To establish a comparison, the overall group was divided into 

those who completed' the course and those who dropped out after four 

weeks of the program. It was this group division which provided the 

categories for data analysis using percentages, frequencies and T-

tests. 



CHAPTER k 

PRESENTATION AND ANALYSIS OF DATA 

Introduction 

This study was designed to describe the change in belief systems 

and health promotion behaviors before, immediately post, and seven 

months after a ten week health education program. With the use of a 

structured questionnaire given at three different time periods, indi

viduals were identified according to: (l) demographic and medical 

history characteristics, and (2) completion of the program. Those who 

did not attend after the fourth week of classes were considered drop 

outs. 

This chapter presents the analysis of data according to the 

characteristics of the sample and the two sets of hypotheses stated 

in Chapter 1. The data were categorized and analyzed by computing per

centages, frequencies, mean scores, and T-tests. Both p < .05 and 

p < .10 were established for statistical significance levels. 

Characteristics of the Sample 

The sample consisted of eighteen individuals who met the pre

selected criteria. They were eighteen years of age or older, able to 

speak, read and write English, had previously participated in the LEAP 

health screening program, and were willing to participate in the study. 

All eighteen individuals completed the questionnaire before the health 
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education program and seven months after the program. Of the eighteen 

individuals participating in the study, eleven completed the course 

while seven dropped out. 

Demographic Characteristics 

-Table 1 presents the results of the analysis for demographic 

characteristic differences between those who completed the course and 

those who dropped out. A difference in age and sex was statistically 

significant (p < .01) between the two groups. The mean age of those 

who completed the course was 52.73 years while the mean age for those 

who dropped out was 39.71 years. There was also a significant differ

ence (p < .05) between the number of males and females in both groups, 

with only one male in the group who completed the course. In contrast, 

there were three males in the group who did not complete the course. 

There was a statistically significant difference (p < .10) 

between the two groups with respect to marital status. Of the partici

pants in the completed course group, 5^.5 percent (N = 6) were divorced, 

36.^ percent (N -  k) were married, and 9.1 percent (N = l) were separa

ted. In the drop out group, none were divorced, 85.7 percent (.N = 6) 

were married, while 1A.3 percent (N = 1) were separated. 

Employment status was statistically significant (p < .10). 

That is, everyone (N =7) in the drop out group was employed, whereas, 

only 72.7 percent who completed the course were employed. The other 

27.3 percent (N = 3) reported a retirement status. This variable 

(retirement status) was also found to be statistically significant 

between the two groups (p < .10). 



Table 1. Comparison of Demographic Characteristics Between the Com
pleted Course and Drop-Out Groups (Means & Percentages). 

Characteristics 
COMPLETED 1 COURSE (N=l1) DROP OUT (N-7) 

Characteristics 
Mean N % Mean N % 

Age* 52173 

Total 

_n_ 

11 

- 39-71 _7 

7 

-

Sex** 
Male 
Fema1e 

Total 

1 
10 
11 

9.1 
90.9 -

3 
if 

7 

42.9 
57.1 

Marital Status 

Marri ed 
Separated 
Di vorced 

Total 

k  
1 
6 

11 

36. A 
9.1 

54.5 -

6 
1 
0 
7 

85.7 
1^.3 
0.0 

Employment Status - 8 72.7 - 7 100.0 

Occupational Status 

Prof/Tech/Mgr 
Ski 11ed 
Unskilled 

- 5 
3 

62.5 
37.5 

- 2 
5 

28.4 
71.4 

Retired Status** 
Total 

3 
11 

27.3 0 
7 

0.0 

Education (years) 13.9 

Total 

_n_ 

11 

"" 13.1 _7 

7 

* p < .05 
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In regards to the type of employment, occupational status was 

reported as skilled and semi-skilled. Of those in the group who com

pleted the course, 62.5 percent (N = 5) of the employed indicated a 

skilled profession (i.e. teacher, architect, writer, office and store 

manager). The other three reported a semi-skilled profession (i.e. 

secretary, sales worker and office assistant). Of those who dropped 

out, only 37.5 percent reported a skilled profession (.i.e. registered 

nurse, teacher, and office manager). Whereas 71.4 percent (N = 5) 

reported a semi-skilled profession (i.e. office clerks, sales workers, 

and transporter). No statistically significant difference was demon

strated for occupational status, nor for education, where both groups 

reported means around 13 years. 

Medical History 
Characteristics 

Table 2 illustrates the medical history characteristics for 

both the completed course and drop out groups. The participants were 

asked to report if they were under physician's care and to list their 

medical conditions. Of those who completed the course, 45.5 percent 

(N = 5) reported medical supervision, whereas only 28.6 percent (N = 2) 

reported medical supervision in the drop out group. The mean number 

of conditions listed by the completed course group was 1.18, while 

the drop out group averaged .57. 

When focusing on the actual number of conditions reported 

between the two groups, there were more in the drop out group reporting 
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Table 2. Comparison of Medical History Characteristics Between the 
Completed Course and Drop-Out Groups (Means and Percentages) 

. . . .  C O M P L E T E D  C O U R S E  ( N = 1 1 )  D R O P - O U T  ( N = 7 )  
Characteristics —n r. s-* r.—-—-s— Mean N % Mean N % 

Under Physician 
Care -  5 45.5 - 2 28.6 

Not Under 
Physician Care -  _6 54.5 - _5 71 .4 

Total 11 100.0 7 100.0 

Number of Condi
tions Listed 1.1818 - - .5714 

None'* 4 36.4 5 71.4 

1 1 9.1 1 14.3 

2 6 54.5 0 0.0 

3 _0 0.0 _\_ 14.3 

Total 11 100.0 7 100.0 

*p < .10 



none (71.W than those in the completed course group (36.*»%). This 

was a statistically significant difference at p < .10. 

The medical conditions which the completed course group listed 

as their greatest problem were as follows: hypertension (N = 5), muscle 

tension (N = 1), and ulcer (N = 1). In the drop out group, only one 

listed hypertension and another listed stomach as their greatest medical 

problem. 

The second greatest medical problem listed by the completed 

course group was arthritis (N = 2), cardiac (N = 1), high triglycerides 

(N = 1), thyroid (N = 1), and overweight (.N = 1). No one from the 

completed course group listed a third condition. In the drop out 

group, only one listed overweight as their second greatest medical 

problem and continued to list muscle tension as their third. 

Therefore, the average profile of an individual who completed 

the course was a divorced, 52 year old, working female in a skilled 

profession who complained of two medical problems. The average profile 

of an individual in the drop out group was a married, AO year old, 

who v/orked in a semi-skilled profession but complained of no medical 

problems. 

Comparison of the Differences Between the 
Completed Courseand Drop Out Groups 

The research questionnaire also measured individual's belief 

systems through the Multidimensional Health Locus of Control Scale 

(MHLC) and the Modified Rokeach Value Survey (MRVS). The MHLC, 

(Appendix C) a Likert-type scale, was used to identify three subgroups: 
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Internal (l), Powerful Others (PO), and Chance (.C). The highest possi

ble total score for each subscale was 36. The MRVS (Appendix 0) pro

vided eighteen different values to rank from one to eighteen with one 

being the value scored the greatest. 

Two lifestyle patterns, aerobic exercise and not smoking were 

identified as the health promotion behaviors. Participants were asked 

to answer "Yes" (coded l) or "No" (coded 0). This section presents 

the analysis of data (Tables 3 and *0 according to the first set of 

hypotheses. 

Hypotheses Set I 

1. Those who complete a ten week health education program have 

a higher internal locus of control (IHLC) initially than those who drop 

out after four weeks of the health education program. 

Before the health education program began, those in the com

pleted course group initially had a slightly lower IHLC (x = 13.Q) 

than the drop out group (x = 12.6) (Table 3). (it should be noted that 

an inversion formula was applied to the IHLC in order to permit for 

uni-direction among all scales. Therefore the lower IHLC and health 

value indicated a better score). No statistically significant differ

ence (p = .8) was found. Therefore, this hypothesis was rejected. 

2. Those who complete a ten week health education program have a 

higher health value initially than those who drop out after four weeks 

of the health education. 

Prior to the health education program, the completed group 

reported a statistically significant (p = .09) higher heatlh value 
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Table 3. Comparison of Belief System Scores Between Completed Course 
and Drop-Out Groups. 

(T-test) 
Before the Health Education Program 

(Pretest) 

' 
COMPLETED COURSE (N=11) DROP-OUT (N-7) 

' 

x Pre S.D. x Pre S.D. t P 

Internal 13.000 4.313 12.571 2.992 .25 .807 

Powerful Other 20.636 6.592 18.429 3.505 -.92 .369 

Chance 12.273 15.000 4.761 1 .21 .249 

Health Value 1.727 .905 3.714 2.563 1.97 O
 

OO
 
*
 

*p < .10 



(x = 1.7) than the drop out group (x = 3-7) (Table 3). Therefore, this 

hypothesis was supported. 

3. Those who complete a ten week health education program report 

a greater increase in aerobic exercise activity initially than those 

who drop out after four'weeks of the health education program. 

A statistically significant difference of p = .03 was identi

fied between the completed course and drop out groups in regards to 

their aerobic exercise activity. That is, the completed course group, on 

the average, took part in more aerobic exercise (x = .6*0 than the drop 

out group (x = .1*0 (Table k). Therefore this hypothesis was supported. 

k. Those who complete a ten week health education program will 

report a greater number of non-smokers than those who drop out after 

four weeks of the health education program. 

The completed course group reported, on the average, less 

smokers (x = .18) than the drop out group (x = .29) (Table *0 .  How

ever, no statistically significant difference was noted between the 

two groups. Therefore, this hypothesis was rejected. 

5. Those who complete a ten week health education program have 

a higher IHLC seven months later than those who drop out after four 

weeks of the health education program. 

Seven months after the health education program, the completed 

course group reported a higher IHLC (x = 12.0) than the drop out 

group (x = 13) (Table 5). No statistically significant differences 

were noted, thus this hypothesis was rejected. 
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Table 4. Comparison of Health Promotion Behavior Scores Between the 
Completed Course and Drop-Out Groups. 

(.T-test) 
Before the Health Education Program 

(Pretest) 

Variable 
COMPLETED COURSE (N=11) DROP-OUT (N=7) 

x Pre S.D. x Pre S.D. 

Aerobi cs 

Smoki ng 

.1^3 

.286 

.378 -2.36 .032" 

,1*88 .by  .6A8 

* P < .05 
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Table 5. Comparison of the Belief System Scores Between the Completed 
Course and Drop-Out Groups. 

(T-test) 
Seven Months After the Health Education Program 

(Post-test 2) 

Variable 
COMPLETED COURSE (N=ll) DROP-OUT (N=7) 

Variable 
x Post 2 S.D. x Post 2 S.D. t P 

Internal 12.000 3.066 13.143 3.716 -.68 .511 

Powerful Other 21.364 6.454 20.429 4.577 -.36 .724 

Chance 14.747 6.20 17.714 5.707 1.05 .313 

Health Value 1.546 1.508 3.143 2.795 1.39 .202 



6. Those who complete a ten week health education program have 

a higher health value seven months later than those who drop out after 

four weeks of the health education program. 

Table 5 illustrates that both the completed course group (x = 

1.5) and drop out groups (x =3.1) experienced little change in their 

health value rankings over seven months. No statistically significant 

difference was reported between the two groups seven months later in 

regards to the ranking of health as a value. Therefore, this hypothe

sis was rejected. 

7. Those who complete a ten week health education program report 

a greater increase in aerobic exercise activity seven months later 

than those who drop out after four weeks of the health education. 

The compliance .group, still reported a higher number of people 

on the average participating in an aerobic exercise (x = .73) than 

the drop out group (x = .38) (Table 6). Again, no statistically signi

ficant difference was noted between the two groups in regards to their 

aerobic exercise seven months later. Therefore this hypothesis was 

rejected. 

8. Those who complete a ten week health education program report 

a greater number of non-smokers seven months later than those who drop 

out after four weeks of the health education program. 

Ironically, the completed course group experienced an increase 

in smokers (x = .27), while the drop out group remained the same 

(x = .29) after seven months. However, no statistically significant 
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Table 6. Comparison of Health Promotion Behavior Scores Between the 
Completed Course and Drop-Out Groups. 

(T-test) 
Seven Months After the Health. Education Program 

Post-test 2 

Variable 
COMPLETED COURSE (N=l1) DROP-OUT (N=7) 

Variable 
x Post 2 S.D. x Post 2 S.D. t P 

Aerobics .727 .467 .378 .535 -1 .21 .249 

Smoki ng .273 .467 .286 .488 .06 .956 
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difference was noted between the two groups (.Table 6). Therefore, 

this hypothesis was rejected. 

Other findings between the two groups offered no statistical 

significance in the Powerful Other and Chance subscales both before 

the health education program and seven months later (.Tables 3 and 5). 

Comparison of the Changes Within 
Each Group Over Time 

Hypotheses Set 11 

1. Those who complete a ten week health education program have 

an increase in their internal health locus of control immediately after 

the course. 

The completed course group did report a statistically signifi

cant increase (p = .06) in their IHLC from 13.0 to 10.6 (Table 7). 

Therefore, this hypothesis was supported. 

2. Those who complete a ten week health education program have an 

increase in the value they place on health immediately after the course. 

The completed course group also reported a statistically signi

ficant increase (p = .1) in their ranking of health as a value form 1.7 

to 1.3 on the average (Table 7). Therefore, thishypothesis was sup

ported .  

3. Those who complete a ten week education program have an increase 

in aerobic exercise activity immediately after the program. 

No statistically significant increase in aerobic exercise acti

vity was noted in the completed course group, although more aerobic 
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Table 7- Comparfson of Belfef System Scores for Completed Course 
Group. 

(T-test) 

Variable 

BEFORE 
PRETEST 

PROGRAM 
(N=11) 

IMMEDIATELY AFTER PROGRAM 
POST TEST 1 (,N= 11) 

Variable 
x Pre S.D. x Post 1 S.D. t P 

Internal 13.000 A.313 10.636 3.443 -2.14 .058* 

Powerful Other 20.636 6.592 20.091 5.431 -.37 .722 

Chance 12.273 4.474 13.000 4.290 .46 .653 

Health Value 1.727 .905 1 .2723 1.009 -1.84 .096* 

'>p < .10 



activity was reported (Table 8). Therefore, this hypothesis was 

rejected. 

A. Those who complete a ten week health education program have 

an increase in non-smokers immediately after the program. 

No changes in smoking patterns were reported (Table 8). There

fore, this hypothesis was rejected. 

5. Those who complete a ten week health education program main

tain an increased internal locus of control seven months after the 

prog ram. 

Those who completed the course reported a higher IHLC (x = 12.0) 

seven months after the program than before the program (x = 13.0). 

However, the increase was not statistically significant (Table 9). 

Therefore, this hypothesis was rejected. 

6. Those who complete a ten week health education program maintain 

a high value placed on health seven months after the program. 

Again, the completed course group reported a higher health 

value (x = 1.5) seven months later than before the program (x = 1.7). 

This increase was not statistically significant, though (Table 9). 

Therefore, the hypothesis was rejected. 

The drop out group also reported a slight increase in their 

health value (x = 3-1) seven months later than before the program 

(x = 3-7). This increase was not statistically significant (Table 10). 

An interesting finding was demonstrated within the drop out 

group. A statistically significant increase in the "chance" health 

locus of control subscale was reported over the seven month time period. 
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Table 8. Comparison of Health Promotion Behavior Scores of Completed 
Course Group. 

(.T-test) 

Variable 

BEFORE PROGRAM 
PRE-TEST (N=11) 

IMMEDIATELY AFTER PROGRAM 
POST-TEST (N=l1) 

Variable 
x Pre S.D. x Post S.D. t P 

Aerobics .636 .505 .812 .405 1.49 167 

Smoki ng .182 

LA O
 

- 3
" 

.182 .405 99.0 99. 0 
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Table 9. Comparison of Belief System Scores for the Completed Group. 

(.T-test) 

Variable 

BEFORE 
PRETEST 

PROGRAM 
(N=11) 

SEVEN MONTHS AFTER PROGRAM 
POST-TEST 2 (N=11) 

Variable 
x Pre S.D. x Post 1 S.D. t P 

Internal 13.000 A . 3 1 3  12.000 3.066 1.31 .219 

Powerful Other 20.636 6.592 21.364 6.454 -.77 .459 

Chance 12.273 4.474 14.727 6.20 -1.45 .176 

Health Value 1.727 .905 1.546 1.508 .45 .659 
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Table 10. Comparison of Belief System Scores for Drop-Out Group. 

(T-test) 

BEFORE PROGRAM SEVEN MONTHS AFTER PROGRAM 
PRETEST (,N=7) POST-TEST 2 (N=7) 

x Pre S.D. x Post 2 S.D. t p 

1nternal 12.571 2.992 13.143 3.716 -.62 .558 

Powerful Other 18.429 3.505 20.429 4.577 -1.02 .348 

Chance 15.000 4.761 17.714 5.707 -2.36 .056* 

Health Value 3.714 2.563 3.143 2.795 .51 .631 

-p < .10 
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7. Those who complete a ten week health education program main

tain an increase in aerobic exercise activity seven months after the 

program. 

Those who completed the course reported an increase in aerobic 

exercise activity (x = .72) seven months later than before the program 

(x = .6). However, this was not statistically significant (.Table 11). 

Therefore, this hypothesis was rejected. 

The drop out group also experienced an increase in aerobic 

exercise activity (x = Ji) seven months later than before the program 

(x = .1). Again, this was not found to be statistically significant 

(Table 12). 

8. Those who complete a ten week health education program main

tain an increase in non-smokers seven months after the program. 

Those who completed the course reported an increase rather than 

a decrease in smokers (x = .27) seven months later than before the 

program (x = .18). This was not statistically significant (.Table 11). 

Therefore, this hypothesis was rejected. 

The drop out group reported no change in their smoking pattern 

(Table 12). 

Summary 

The results of this study were found to support four of the 

sixteen hypotheses stated. Those being: 

1. That individuals who completed the program were initally 

reporting a higher health value than the drop out group; 
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Table 11. Comparison of Health Promotion Behavior Scores for the 
Completed Course Group. 

(T-test) 

Variable 

BEFORE 
PRETEST 

PROGRAM 
(N=11) 

SEVEN MONTHS AFTER PROGRAM 
POST-TEST 2 (N=11) 

Variable 
x Pre • S. D. x Post 2 S.D. t P 

Aerobi cs . 636 .505 

r-
s CM 

.467 -1.00 .341 

Smoking . 182 .405 .273 .467 -1.00 .341 
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Table 12. Comparison of Health Promotion Behavior Scores for Drop-
Out Group. 

(T-test) 

Variable 

BEFORE PROGRAM 
PRETEST (N=7) 

SEVEN MONTHS AFTER PROGRAM 
POST-TEST (N=7) 

Variable 
x Pre S.O. X Post 2 S.D. t p 

AerobTcs .143 .378 .378 .535 -1.55 .172 

Smoking .286 .488 .286 .488 99.0 99.0 



2. That individuals who completed the program were initially 

practicing more aerobic activTty than the drop out group; 

3. That individuals who completed the program increased their 

internal health locus of control immediately after the program; 

and 

A. That individuals who competed the program increased the value 

they placed on health immediately after the program. 

Therefore, two major conclusions can be suggested in regards to 

the significance of change in belief systems in order to enhance health 

promotion behaviors. That is, those individuals who become involved 

in a specific health information-seeking behavior may already be under the 

belief that health and the practice of specific health promotion be

haviors is important to their health status. These individuals may be 

more likely to adhere to protocols from health information-seeking be

havior and receive further reinforcement of their own existing beliefs 

and behaviors. 



CHAPTER 5 

CONCLUSIONS 

Introduction 

The purpose of this study was to describe change in belief 

systems and health promotion behaviors following a 10-week health 

education program. This chapter presents conclusions in relation to 

the review of the literature, the hypotheses and other general find

ings. Implications for nursing and recommendations for further study 

will also be presented. 

Conclusions Related to the 
Review of the Literature 

Health Locus of Control and , 
Health Promotion Behaviors 

The literature primarily utilizes the Health Locus of Control 

(HLC) subscales as predictors of health promotion behaviors (Wallston 

and Wallston, 1978). This study used this scale in order to describe 

the changes occurring following a health education program on an 

individual's HLC and health promotion behaviors. 

Results from this study suggested that the drop-out group was 

more internal (X = 12.6) than the completed group (X = 13.0) before 

the program began, although this difference was not statistically 

significant. The completed course group initially reported more 

aerobic activity (X = .64, p = .03) than the drop-out group (X = .14). 

66 
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The completed course group also revealed a slightly lower percentage 

of smokers (18.2 percent) than the drop-out group (28.6 percent). 

The initial findings in regards to lower IHLC with health 

promotion behaviors did not coincide with the literature. For example, 

Wallston, Maides and Wallston (1976) reported more health promotion 

pamphlet-taking among those who were internal. This outcome was also 

reported by James et al. in 1965, where they found non-smokers to be 

more internal. 

In the present study, IHLC showed a statistically significant 

increase (p = .06) after the health education program for the completed 

course group. Aerobic activity also showed an increase from a mean 

pretest of .64 to a mean post-test 1 of .81. Smoking patterns however, 

remained unchanged. Thus, the participation in a health education 

program did seem to provide an increase in internality and aerobic 

activity, but not a statistically significant one. These findings were 

for immediately after the health education program and supported the 

literature. Unfortunately, comparative post-test 1 data was not 

gathered on the drop-out group. Therefore, the health education 

program cannot be claimed as the source of change. 

The results for seven months later indicated that the com

pleted course group was more internal (X = 12.00) than the drop-out 

group (X -  .13.1^) and were practicing more aerobic activity (X = .73, 

X = .38 respectively). The completed course group also reported an 

increase in smoking seven months later, whereas the drop-out group 

remained the same. 



Therefore, increasing IHLC (the concept of self-responsibi1i-

ty) did not seem to necessarily indicate that health promotion behaviors 

changed for the better. Also, although a statistically significant 

difference was noted between the two groups in relation to aerobic 

activity, the completed course group had reported more aerobic activi

ty initially (X = .64) than the drop-out group (X = .14). 

The results from two other HLC subscales, Powerful Others 

(PO) and Chance (C), should also be noted. The completed course group 

demonstrated an elevation in both PO and C scores over the seven month 

time period. One explanation of the increase in PO scores could be 

viewed positively, since five of the six PO questions refer to the 

health professional. Therefore, the health professional could be seen 

as an important influencing factor in self-responsibility, since the 

completed course group (45.5 percent) also reported being under a 

physician's care more often than the drop-out group (28.6 percent) and 

listed more medical conditions (X = 1.1818) than the drop-out group 

(X = .5714). 

The drop-out group also reported an increase in the powerful 

other subscale, but the scores on both the pretest and post-test 2 were 

lower than the completed course group. One possible explanation for 

this could be that both groups recognized the health professional as 

an important influencing factor in their health status. 

Finally, analysis for the chance subscale revealed an in

crease in scores for both groups from pretest to post-test 2. This 

was a statistically significant elevation (p = .06) for the drop-out 
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group. However, the literature, nor this researcher, can provide a 

solid explanation for this elevation. One speculation could be that 

those who dropped out reported a lower internal score from pretest to 

post-test 2, and perhaps felt their health was not within their own 

control. This speculation is further supported by their increased 

score on the PO post-test 2. The completed course group demonstrated 

an increase in their chance scores consistently from pretest to post-

test 1 and post-test 2. Again, their initial poorer health status 

could account for this phenomenon. 

Health Value 

The value one places on health has been demonstrated to be an 

important variable when predicting health promotion behaviors (Wallston 

et al., 1976; Rosenblum et al., 1981). In this study, the completed 

course group reported a significantly (p = .09) higher health value 

(1.7) than those who dropped out (3.7). Wallston et al., found that 

high health value internals chose more pamphlets (Wallston et al., 

1976). Strickland (1978) noted that people who have an internal locus 

of control and who also value their health will seek more information 

about health maintenance, and when stricken with a disorder, they 

appear to learn more about the disease that afflicts them. 

The completed course group reported a statistically signifi

cant increase (p = .10) between their health value scores (X = 1.7) 

before the program scores (X = 1.2) and immediately after the program. 

Their health value decreased slightly over the seven months (X = 1.6). 
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The drop-out group reported a slight increase in health value from a 

mean pretest score 3-7 to a mean score 3.1 seven months later. 

Conclusions Related to the 
Hypotheses 

The findings from this study were found to support four of 

the sixteen hypotheses stated in chapter one. 

Hypothesis #1. Those who complete a ten week health education 
program have a higher health value initially than those who 
drop out after four weeks of the health education program. 

Those who completed the course reported a higher health 

value initially than those who dropped out. This was statistically 

significant at p = .10. This could offer some explanation for the 

adherence factor. That is, since the completed course group may have 

valued their health more, attending classes was more important to 

them. This explanation supports what McCuster and Morrow (1979) found 

in that there was no relationship between HLC, either alone or in 

combination with health value and health promotion behavior for a 

predominantly middle class group of teachers. Their suggestion 

(McCuster and Morrow, 1979) was that this group was already committed 

to health promotion behaviors. 

Hypothesis #2. Those who complete a ten week health education 
program report a greater increase in aerobic exercise activity 
initially than those who drop out after four weeks of the health 
education program. 

Those who completed the course reported more aerobic activity 

than the drop-out group. This was statistically significant at fj = .03, 



and coincided with the explanation for the previous hypothesis' in 

regards to adherence. 

Hypothesis #3. Those who complete a ten week health education 
program have an increase in their internal health locus of 
control immediately after the course. 

Those who completed the course had a statistically significant 

increase (p = .06) in their IHLC, but they did not maintain a signifi

cant elevation over seven months. Instead, their scores decreased, 

perhaps suggesting a "Hawthorne Effect" immediately after the health 

education program. This finding could indicate that the completed 

course group, even though they were more internal and valued health 

more, required constant reminders or motivators over the seven months 

to maintain IHLC and Health Value scores. 

Hypothesis #k. Those who complete a ten week health educa
tion program have an increase in the value they place on 
health immediately after the program. 

Again, a statistically significant increase, (p = .10) was 

noted immediately after the program in regards to health value, but 

was not maintained over seven months. The same explanation for 

IHLC was applicable here. That is, persistent motivators may be 

necessary to maintain a change in belief systems. However, as stated 

by McCuster and Morrow (1979), regardless of an individual's HLC or 

health value, he/she may already be committed to health promotion 

behav iors. 
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Changing belief systems in regard to HLC and health value 

may not be as important as the actual practice of health promotion 

behaviors. That is, it was noted that the completed course group 

was already practicing a significantly greater amount of aerobics 

than the drop-out group. More important was the finding that the 

completed course group maintained a regular exercise program over the 

seven month period regardless of their change in locus of control and 

health value. 

Therefore, this study suggests that those individuals who 

became involved in a specific health information-seeking behavior, 

such as the health education program, may have been those who already 

believed that health and the practice of health promotion behaviors 

were important to their health status. This orientation may have 

been what led them to comply with the program in order to reinforce 

their beliefs and health promotion behaviors. Caution is noted, 

however, since this trend for an increase in IHLC, HV and aerobic 

activity was also true for the drop-out group (though not found to 

be statistically significant). This would suggest that this specific 

program may have served as a reinforcer rather than a change agent. 

An alternate explanation could be related to the health status 

of the completed group. Even though this group may have wanted to 

have more responsibi1ity for their health, their health status, as 

reported by "under physician's care" and "number of conditions listed," 

may have limited their potential. Strickland (1978) supports this 

view, since he found that people who were high internals and high on 
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health values, sought more information about health maintenance. When 

inflicted with a disorder, they tried to learn, more about the disease. 

Othe r Maj or Cone 1 us i  ons 

Other major conclusions identified through this study included 

the following: 

1. The completed course group was found to be older (X = 52.73 

years) than the drop-out group (X = 39.71 years). 

2. The completed course group had more females (90.9 percent) 

than the drop-out group (57.1 percent). 

3. The completed course group had less married individuals 

(36.4 percent) than the drop-out group (85.7 percent). 

The completed course group also had more divorced (5^.5 

percent) than the drop-out group (0.0 percent). 

4. The completed course group had less employed (72.7 percent) 

individuals than the drop-out group (100.0 percent). The 

completed course group had more retired (27.3 percent) 

individuals than the drop-out group (0.0 percent). 

5. The completed course group had more skilled workers (62.5 

percent) than the drop-out group (28.4 percent). 

6. The completed course group had more years of education (X = 

13.9 years) than those who dropped out (X = 13.1 years). 

Recommendations for Community Health 
Nursing Practice 

Results from this study provided some specific and general 

implications for community health nursing. There has been a tendency 
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to provide both generalized "Wellness" programs similar to the one 

presented in this study and specific exercise, weight control, and 

stress management programs for the community. Credence has been 

given to targeting programs to special groups and their needs, such 

as an exercise class for chronic lung patients. However, more atten

tion must be given to the identification of specific belief systems 

and their relationship to enhance certain health promotion behaviors. 

The community health nurse (CHN) is in a position to in

fluence health promotion behaviors. Use of the HLC and health value 

scales for assessment purposes can provide the CHN with a baseline for 

guiding and reinforcing these health promotion behaviors. These 

scales may also provide information that is useful toward the planning, 

the organization and targeting of specific health care activities 

(i.e., individual vs. group health education programs). 

The present study clearly suggested a difference between the 

participants and their needs in relation to their belief systems and 

health promotion behaviors. For example, even though the completed 

course group was more internal and practiced more health promotion 

behaviors, they also were older and reported more medical problems. 

Therefore, this group required constant individualizing of the 

health promotion behaviors due to medical needs. 

Ironically, the program should have benefitted the drop-out 

group more since they were found to be more external and had reported 

fewer health promotion behaviors. Yet, the drop-out group 



subjectively reported that the others (completed course group) needed 

this program more than they did because of their medical problems. 

In summary, analyses of the HLC, health value and health 

promotion behaviors for subjects in this study seemed to provide a 

useful means for evaluating outcomes of the health education program. 

For community health nurses, a focus on tailoring health education 

programs provides new opportunities for contributing directly to 

improved health status. It also offers new and greater opportunities 

for the community health nurse to develop a sound, consistent concep

tual framework from which nursing actions can be justified. 

Recommendations for Further Research 

The following recommendations have been made for further 

research: 

1. Administer the Multidimensional Health Locus of Control 

Scale, the Modified Rokeach Value Survey, and Socio-demographic 

Lifestyle Pattern Data to the same subjects at a future date,. 

2. Replicate the study using a larger, randomly selected 

sample. 

3. Introduce into the study other health promotion behaviors 

such as Belloc and Breslow's (1972) "good health habits." 

4. With a larger sample, examine correlations between the 

major variables controlling for variables such as "under physician's 

care" and "number and type of medical conditions reported." 
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The purpose of this study is to examine your health locus of 

control and health value before and after a 10 week Awareness change 

training program. You are asked to fil l  out a three-part questionnaire 

about these two areas. This will require approximately 20 minutes of 

your time. 

No potential risks or cost to you will result from participa

tion in this study. You are able to ask questions regarding the study 

at any time, and are free to withdraw from the study at any time with

out any risk. 

You are being asked to voluntarily participate in this study 

by answering the statements in this questionnaire. By responding to 

the questionnaire, you will be giving your consent to participate in 

the study. Your name is not on the questionnaire form, and you may 

choose not to answer some, or all of the questions, if you desire. All 

data received will be treated with anonymity and confidentiality. 

SIGNED: 

Donna J. Zazworsky, RN 
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PART I -  General Information 

Pl.ease complete the following questicns to the best of your 

ab i l ity. 

1. Age: years 

2. Sex: male female 

3- Marital Status: 

Married, living with spouse 

Separated 

Divorced 

V/ id owed 

Never Married 

k. Current Living Status: 

Living along 

Living with spouse 

Living with family member 

Living with friend 

5. Employment Status: 

Currently employed. List type of occupation 

Retired. List year of retirement and las 

occupation 

6. Med i  ca 1 H i  s to ry: 

Are you currently under a physician's care? 

Yes No 

If yes, l ist major health problem below. 

NOW TURN TO THE NEXT PAGE 
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7. Number.years of school completed: >___ 

8. Do you exercise regularly? Yes No 

How frequently? times/week. 

How Long? minutes/day. 

What activity? 

9. Are you currently smoking tobacco? Yes_ No 

If "Yes" # packs/day 

How long? years 

If "No" GO TO QUESTION "8" 

10. Have you smoked tobacco in the past? Yes No 

If "Yes" f  packs/day 

11. How long? years 

/ 
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This is a questionnaire designed to determine the way in which 

different people view certain important health-related issues. Each 

item is a belief statement with which you may agree or disagree. Be

side each statement is a scale which ranges from strongly disagree (1) 

to strongly agree (6). For each item, we would like you to circle the 

number that represents the extent to which you disagree or agree with 

the statement. The more strongly you agree with a statement, then 

the higher will be the number you circle. The more strongly you dis

agree with a statement, then the lower will be the number you circle. 

Please make sure that you answer every item and that you circle only 

one per item. This is a measure of your personal beliefs; obviously 

there are no right or wrong answers. 

Please answer these items carefully, but do not spend too much 

time on any one item. As much as you can, try to respond to each 

item independently. When making your choice, do not be influenced by 

your previous choices. It is important that you respond according 

to your actual beliefs and not according to how you feel you should 

believe or how you think we want you to believe. 
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1. If I get sick, it is my own behavior 

which determines how soon I get 

we 11 aga in. 123^56 

2. No matter what I  do, if I am going 

to get sick, I will get sick. 1 2 2 4 5 6 

3. Having regular contact with my 

physician is the best way for me 

to avoid illness. 1 2 3^56 

4. Most things that affect my health 

happen to me by accident. 1 2 3^56 

5. Whenever I don't feel well, I should 

consult a medically trained 

professional. 1 2 3^56 

6. I am in control of my health, 1 2 3^56 

7- My family has a lot to do v/ith my 

becoming sick or staying healthy. 1 2 3^56 

8. V/hen I get sick, I am to blame. 12 3^56 

9. When I get sick, I just have to let 

nature run its course. 1 2 3^56 

10. Health professionals keep me healthy. 1 2 3^56 

11. When I stay healthy, I 'm just plain 

lucky. 1 2 3^56 
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a> 
a) 

12. My physical wellbeing depends on 

how well I take care of myself. 

13. When I feel i l l ,  I know it is because 

I have not been taking care of 

myself properly. 

14. The type of care I receive from other 

people is what is responsible for 

how well I recover from an illness 

15. Even when I take care of myself, 

it 's easy to get sick. 

16. When I become i l l ,  it 's a matter 

of fate. 

17. I can pretty much stay healthy by 

taking good care of myself. 

18. Following doctor's orders to the letter 

is the best way for me to stay healthy. 
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PART 111 

On the next page are 18 values listed in alphabetical order. 

Your task is to rank them in order of their importance to YOU, as 

guiding principles in YOUR l ife. 

Study the list carefully and pick out the one value which is 

the most important to you. Place a number 1 next to it. 

Then pick out the value which is second most important for you. 

Place a number 2 next to it. Then do the same for each of the remain

ing values. The value which is least important should have the number 

18 next to it. 

Work slowly and think carefully. Most people change their 

mind about the importance of the values as they go through the list. 

Please feel free to change your mind about the number you give a 

particular value. Simply erase or cross out any number you want to 

change. The end result should truly show how you really feel. 

NOW TURN TO THE NEXT PAGE 
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Modified Value Survey 

A COMFORTABLE LIFE 

(a prosperous life) 

AN EXITING LIFE 

(a stimulating, active life) 

A SENSE OF ACCOMPLISHMENT 

(lasting contribution) 

A WORLD AT PEACE 

(free of war and confl ict) 

WORLD OF BEAUTY 

(beauty of nature and the arts) 

EQUALITY (brotherhood, 

equal opportunity for all) 

FAMILY SECURITY 

(taking care of loved ones) 

FREEDOM 

(independence, free choice) 

HAPPINESS 

(contentedness_ . 

HEALTH 

(physical and mental well being) 

INNER HARMONY 

(freedom from inner conflict) 

MATURE LOVE 

(sexual and spiritual intimacy) 

NATIONAL SECURITY 

(protection from attack) 



PLEASURE 

(an enjoyable, leisurely life) 

SALVATION 

(saved, eternal l ife) 

SOCIAL RECOGNITION 

(respect, admiration). 

TRUE FRIENDSHIP 

(close companionship) 

WISDOM 

(mature understanding of l ife) 



APPENDIX E 

AWARENESS CHANGE TRAINING: COURSE FORMAT 

83 



90 

Week I Wei 1 riess -  Discovering a new approach to 

to health, a wholistic approach. 

Week I I  Change -  Developing new and healthy 

habits, and understanding why 

it is to your benefit. 

Week I I I  Stress - What causes it, and how can you 

control it? 

Week IV Values - Forming new health values. 

V/eek V Nutrition- Improving your eating habits 

and gaining an understanding of 

the value of good nutrition. 

Week V| Exercise - Understanding that exercise is 

essential for good health. 

What is a good exercise program 

and what does it entail? 

Week VII Risk - Understanding health risks; 

what are they? 

Week VIII Goals -  Developing attainable health 

goals. 

Week IX Groups - Using support groups to develop 

a healthier lifestyle. 
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