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ABSTRACT 

A descriptive study was conducted to explore whether locus of 

control and morale had an effect on the physical ability of 

institutionalized elderly. A convenience sample of 20 men and women over 

the age of 65 living in a skilled nursing facility was used as the sample 

population. Quantitative research techniques were employed for data 

collection and analysis. 

No statistically significant relationship was found among the 

study variables of morale, locus of control or functional status. The 

length of time one had spent in the nursing facility did correlate with 

actual functional status. The male subjects indicated a higher 

perception in internal control of their lives while the female subjects 

showed a higher degree of positive adaptation in the nursing home 

setting, as measured by morale. Seventy-eight percent of the sample 

population viewed their health as either fair or poor. None of the 

subjects thought their health was excellent. 



10 

CHAPTER 1 

INTRODUCTION 

Increased numbers of elderly are living productive and happy 

lives well into their 80's and beyond due to healthier lifestyles and 

advances in medical technology. There is, however, a certain segment 

of the elderly population that will require placement in long-term care 

(LTC) facilities, for either rehabilitative care or terminal placement. 

Studies have noted that 5% of elderly Americans reside in nursing homes 

on any given day (Stein, Linn, & Stein, 1985; McConnel, 1984). This 

translates to 1.72 million elderly since it is estimated that 34.4 

million people will be over age 65 by the year 2010 (U.S. Census Bureau, 

1983). Furthermore, the largest increase will be among those 80 and over 

and the overall risk of institutionalization at some period for those 

over age 70 is closer to 23% (Wershow, 1967). 

The adjustment made by elderly people to nursing home placement 

is very important to their overall adaptation. Three broad areas have 

been found to contribute to adaptation. These areas include: (a) 

morale, which may reflect attitude and aspects of choice; (b) locus of 

control, and (c) functional status. 

Admission to a nursing home for any reason is akin to a death 

sentence for a large proportion of elders (Brooke, 1989; Rohrer, Yesalis, 

Laughlin, & Wiley, 1988; Simms, Jones, & Yoder, 1982). The findings of 

Stein et al. (1985) also confirm that residents who exhibited more 
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negative feelings regarding placement scored higher across all factors 

for anticipated problems in the nursing home. However, Borup, Gallego 

and Heffernan (1980) hypothesized that if a resident has a positive 

attitude, then a radical change in environment would not result in such 

a negative outcome. 

Chenitz (1983) identified basic conditions met by well-adjusted 

elderly nursing home residents. The conditions included aspects of 

choice such as whether the resident legitimized the move, and whether or 

not the move was voluntary in nature, other qualities inherent within 

nursing home residents who adjusted well included high self-concepts, and 

positive feelings about past accomplishments (Simms et al., 1982). 

Locus of control (LOC) has been related by some researchers to 

positive adaptation in the elderly (Pohl & Fuller, 1980; Reid, Haas, & 

Hawkings, 1977; Wolk, 1976; Wolk & Kurtz, 1975). Reid et al. (1977) 

described one's sense of control, or who or what the elder perceived as 

personal control, as being a core component to positive adjustment and 

well-being. Conversely, a negative self-concept was also found to be 

associated with a low perception of control. 

Functional status, or the ability to accomplish activities of 

daily living (ADL), has been studied largely as a quality of survivorship 

(Christopher, Loeb, Zaretsky, & Jassani, 1988). Functional status has 

been explored mainly in relation to measuring levels of physical illness 

and debilitation, and has seldom been addressed in combination with the 

more emotional, or psychological, aspects of adaptation. Burnside (1979) 

postulated that the care of both the physical and psychological self was 
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important to the survival of elders. The trend that morale and locus of 

control are psychological influences on functional status might be 

assumed; however, more clearly defined evidence is needed. 

Statement of the Problem 

Locus of control has been correlated with morale, both positive 

and negative, for nursing home residents. There is, however, a 

significant lack of data relating the association among locus of control, 

morale, and functional status for elderly nursing home residents. The 

purpose of this study was to explore whether locus of control and morale 

had an effect on the physical ability of institutionalized elderly as 

measured by functional status. 

The research questions addressed in this study were: (a) Is 

there a relationship between locus of control and morale in the 

institutionalized elderly? (b) Is there a relationship between locus 

of control and functional status in the institutionalized elderly? 

(c) Is there a relationship between morale and functional status in the 

elderly nursing home resident? (d) Do both locus of control and morale 

have an effect on functional status in the institutionalized elder? 

Conceptual Framework 

The conceptual framework for this study was defined in terms 

of major and minor theories that worked in tandem as a guide for the 

investigator. The Adaptation Model of Nursing (Roy, 1984) was used in 

conjunction with the Social Learning Theory (Rotter, 1966) to explore the 

possible roles that locus of control, morale, and functional status might 
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have in the adaptation process faced by all elderly as they enter a long-

term care facility. 

Adaptation is the process of coping with stressors in the 

environment, and the end product of that coping (S.C. Roy, personal 

communication, October 2, 1989). Roy (1984) theorized in the Adaptation 

Model of Nursing that adaptation is a dynamic state of being, resulting 

from internal and external stimuli. Incoming stimuli are channeled into 

either adaptive or maladaptive behavior by the regulator and cognator 

control processes. The control processes consist of both physical and 

psychological mechanisms used by the person to maintain a state of 

equilibrium. 

The person is viewed as a holistic being, more than the sum of 

his/her parts, and capable of promoting high level wellness and attaining 

integrity. High level wellness and integrity can be attained even in the 

face of illness and debilitation. 

The goal of nursing, according to Roy (1984), is to encourage 

health and promote quality of life by increasing adaptive responses and 

decreasing ineffective responses which consume physical and psychic 

energy. The nursing process is the vehicle Roy (1984) identified to 

assist the nurse in meeting this goal. The assessment phase of the 

nursing process will clearly identify any difficulties the individual may 

have that could interfere with adaptation. Once potential problem areas 

are known, the stimuli can be manipulated to encourage positive 

adaptation. 
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According to Roy (1984), the cognator control process includes 

both learning and reinforcement, concepts that contribute to one's 

perception of locus of control. Locus of control is the personal 

philosophy that indicates who or what an individual perceives to be the 

controlling factors in life. The theory that perceived locus of control 

can influence one's behavior, attitudes, and ultimately adaptation, has 

roots in Rotter's Social Learning Theory (Rotter, 1966). 

Rotter, Chance, & Phares (1972) hypothesized that early 

acquired goals are the result of frustrations and satisfactions that 

were, for the most part, controlled by others. As the individual 

develops, more emphasis is placed on personal decision making with 

resultant reinforcements. According to Lefcourt (1976), reactions to 

new situations can be predicted on an equal basis with personal values, 

expectations of reinforcement and the situation itself. 

Rotter (1966) states that reinforcements to behavior act to 

strengthen the expectation that a particular event or behavior will again 

result in the same reinforcement in the future. When belief in the 

behavior-reinforcement sequence is established, a generalized attitude 

regarding the nature of this causal relationship affects a variety of 

behavioral choices in a broad spectrum of life situations. 

The locus of control is said to be internal if the person 

perceives that the behavior reinforcement is contingent upon one's own 

behavior or personal characteristics. However, if the cause of the 

reinforcement is believed to be outside the realm of personal control, 

or not contingent on personal behavior, then the reinforcement is seen 
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as a result of fate, chance, luck or powerful others. When the event 

is interpreted in this way, an external orientation is said to exist 

(Rotter, 1966). Rotter also noted that a belief in luck or chance as a 

solution to one's problems was characterized by less productivity and 

related to general passivity. 

The generalized expectancy of success as a result of a lifetime 

of remembering and reflecting upon specific expectancy behavior-outcome 

sequences is known as freedom of movement (Rotter, 1966). An 

individual's freedom of movement is denoted as "high" if success was 

expected as the result of the behavior-reinforcement sequence. The 

person would presumably be less hesitant to experience a new situation, 

or venture into a new environment. Rotter (1966) did point out that if 

one's locus of control was at either extreme of the continuum of the 

reinforcement dimension, maladjustment would be apparent. 

The elderly individual's ability to adjust to the institutional 

setting probably depends on a complicated interactional process 

encompassing adaptation and social learning. The process is the result 

of the behavior-reinforcement sequence which has occurred over a 

lifetime, and is susceptible to various influencing factors. Following 

a stimulus event such as admission to a nursing home, influencing factors 

including age, sex and length of stay would play an important role in the 

elder's adaptation. Rotter (1966) suggested that if the elder has an 

internal orientation, and perceives himself as in control, the adaptation 

will be positive. Roy (1984) stated that both the degree of change 
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talcing place and the state of the person making the change affect the 

process of adaptation. 

Moving into an institution is an event that has been termed a 

crisis for the elderly individual (Chenitz, 1983). The new resident may 

have a difficult adaptation period if the reinforcement to behavior is 

not seen as coming from within. Lefcourt (1976), who has written 

extensively in the area of locus of control, appears to agree with Roy 

(1984) when stating that the elder's reaction to new situations could be 

predicted on an equal basis with personal values, the situation itself, 

and one's expectations of reinforcement. 

Figure 1 depicts the investigator's illustration of how locus 

of control, morale, and functional status provide an integrative 

perspective to the process of adaptation to an institution using the Hoy 

Adaptation Model of Nursing and Social Learning Theory. Admission to the 

institution is considered input as described by Roy (1984). One's 

response to this stimulus is influenced by individuals and experiences 

in early life. Factors identified by Roy (1984) and Rotter (1966) that 

contribute to one's overall adaptation to the institutional setting 

include age, sex, education and past experiences. Whether one adapts 

positively or negatively to the nursing home is tempered by task 

difficulty, the effort an individual makes, or whether or not one sees 

her/himself in control. In addition there are factors beyond one's 

control such as actual physical status. 
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Figure 1. Integration of the Roy Adaptation Model of 
Nursing and Social Learning Theory 
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Significance of the Problem 

Due to changing demographics and increasing lifespan, it is 

expected that greater numbers of the elderly will be admitted to nursing 

care facilities in the future. Many newly admitted residents will 

probably experience anxiety and feelings of doom since previous research 

has found that a negative connotation continues to exist for admission 

to nursing homes (Brooke, 1989; Rohrer et al., 1988; Simms et al., 1982). 

The elder may also have experienced a number of losses prior to 

nursing home admission including health, job, independence, loved ones, 

possessions, esteem and positions of significance in the community. The 

combination of losses, preconceived ideas about the nursing home, and 

anxiety over the move itself can culminate in confusion, fear, and an 

exacerbation of physical problems. This may not be a one-time 

occurrence, but result in a cycle of depression leading to illness which 

deepens depression and unless planned intervention breaks the cycle, the 

elder may proceed into a downward spiral that could end in death. 

Professional nurses need more valid and reliable information 

regarding the process of adaptation of nursing home residents and the 

factors that indicate a positive or negative income. A synthesis of 

information, much like the guidelines developed by Roy (1984) for 

identifying stressors that put the individual at risk for ineffective 

adaptation, is essential. The review of existing literature indicates 

a trend toward a relationship among locus of control, morale, and level 

of functional ability in nursing home residents as factors influencing 

adaptation, but clearly defined evidence is needed. 
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Definitions 

The following definitions were used for this study: 

Adaptation is the process of coping with internal and external 

stimuli, and the end product of that coping (S.C. Roy, personal 

communication, October 2, 1989). 

Functional Status is the degree to which the elder is able to 

perform activities of daily living such as feeding, dressing, 

moving independently and toileting; it will be operationalized 

using an adapted Handmaker Functional Status Sheet (FSS). 

Locus of Control indicates who or what the elder perceives as the 

controlling factor in life, and will be operationalized using 

the Multidimensional Health Locus of Control Scale (MHLC) 

(Wallston, Wallston, & DeVellis, 1974). 

Morale, according to Lawton (1972), is a sense of satisfaction with 

oneself, a feeling that one occupies a place in life, an 

acceptance of what cannot be changed, a feeling of contentment 

and optimism. Morale will be operationalized using the 

Philadelphia Geriatric Center Morale Scale (Lawton, 1972). 

Summary 

Chapter 1 has included an overview of the study variables of 

locus of control, morale, and functional status as they relate to the 

institutionalized elderly. The theories of adaptation and social 

learning were described as a framework for this study and the 

significance, purpose of the study, and research questions were also 

identified. 
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CHAPTER 2 

SELECTED REVIEW OF THE LITERATURE 

The focus of this chapter is a review of the existing 

literature, addressing the major concepts of locus of control, morale, 

and functional status in the elderly as they relate to the process of 

adaptation to a long-term care facility. The relationships between locus 

of control and adaptation, and between locus of control and functional 

status in the institutionalized elderly will also be explored. 

The relationship between the functional status of elderly and 

the individual's morale is not as well documented. No studies relating 

the concepts of locus of control, morale, and functional status in the 

elderly nursing home resident, as a primary research design, were found. 

Previous research relating locus of control with indices of 

adaptive behavior and attitudes of elders living in nursing homes is 

well represented in the literature. However, many studies focusing 

specifically on locus of control used young people as the population 

sample. The latter were not reviewed in the literature. 

Locus of Control {LOCI 

Locus of control i3 defined as a "generalized expectancy for 

internal as opposed to external control of reinforcements . . . from a 

series of specific expectancy behavior-outcome cycles" (Lefcourt, 1976, 

p. 27). It is not a trait, but a psychological mechanism used for 

interpretation of the cause of success or failure. Locus of control, 
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as an aspect of the psyche, can be both an asset and a hindrance, capable 

of being changed with growth and experience. 

Internal LOC has been associated with positive adaptation in 

the elderly living in institutions (Ryden, 1984; Pohl & Fuller, 1980; 

Pawcett, Stonner, & Zepelin, 1980; Reid et al., 1977). Krause (1986) 

postulated that individuals with an internal orientation assumed an 

active problem-solving approach that led to behaviors which allowed them 

to alter, prepare for, or avoid stressful life events. 

Admission to a nursing home and the overwhelming losses often 

associated with the move combine to form one of the most stressful events 

an elder may face. Fawcett et al. (1980) stated that an internal LOC 

should equip the institutionalized elder with the ability to make" the 

best of a situation that may not be perfect. They hypothesized that if 

this was indeed true, there would be an association between LOC and 

morale. Using a modified Rotter's I-E scale to assess LOC, and the Life 

Satisfaction Index to measure morale, they tested 56 women living in 2 

homes for the elderly (mean age = 80). Results indicated that mweale was 

negatively correlated with external LOC (r = -.31, e < -05). In fact, 

findings suggested that an external orientation is actually detrimental 

for morale. 

Reid et al. (1977) postulated that elderly individuals who 

attempted to control their environments and therefore expected to be in 

control would be better adjusted. The researchers conducted two studies. 

In the first study, 60 residents of a home for the aged (mean age = 83) 

were assessed using paper and pencil tests, interviews, and nurses' 
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ratings. Results indicated only a correlation of (r = .46, £ = .13) 

between residents' internal LOC and indices of adjustment. 

The second study by Reid et al. (1977), conducted to cross 

validate the previous findings, assessed 147 elderly subjects. The study 

included 78 subjects who were residents of institutions and 65 who were 

living in the community; age ranges were unreported. Findings indicated 

an even more significant relationship than the previous study between LOC 

of desired control and adjustment for males, especially institutionalized 

males (r = .61, p < .01), than for either institutionalized females (r 

= .19, p < .10), or both sexes living independently (r = .24, p < .10). 

A second explanation given by the researchers for the manifestation of 

the relationship between one's self-concept and gender in the 

institutional setting was the lack of frequent opportunities within the 

facility to exert personal control. 

Similar conclusions were drawn by Hale, Hedgepeth, and Taylor 

(1985) when they sampled 139 residents of a retirement village in central 

Florida. Results indicated that an external orientation was related to 

higher levels of psychologic distress for older women (r = .50, p < *01) • 

than for elderly men (r = .14, p < .05). The authors indicated the need 

for more research into locus of control and its relationship to age and 

gender by asking the question: Is the sex difference actually related 

to aging or is it a cohort effect? 

Hale et al. (1985) noted that individuals with an internal 

locus of control were generally more adjusted than those with external 

LOC only when the reinforcement they saw themselves controlling was 
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highly valued. That is, the elderly person values control and 

independence (sometimes the last vestige for self-esteem), but an 

institutional setting does not offer many opportunities for personal 

control. The suggestion was made that if choices and the resemblance of 

control were incorporated into daily institutional life, more elderly 

people would take an active interest in their surroundings, increasing 

morale and promoting adaptation. 

Wolk and Kurtz (1975) and Wolk (1976) postulated that in the 

institutional setting where maintaining personal control was very 

difficult, the belief in external control was conducive to long-range 

adaptation. Wolk (1976) tempered the statement by adding that external 

LOC could be more prevalent in residents who were institutionalized for 

a long period. 

Tobin & Lieberman (1976) stated in the book Last Home for the 

Aged that elders who are more passive, or who see others beyond 

themselves as in control, do not tend to survive through the first year 

of nursing home placement. Passivity may actually reflect an adaptive 

incapacity, or the inability to mobilize necessary adaptive resources 

when confronted with a stressful situation. Tobin and Lieberman (1976) 

continued by stating that passivity, or an external orientation, was the 

strongest of the psychological morbidity and mortality predictors. 

Felton and Kahana (1974), in an initial attempt to measure the 

relationship between locus of control and adjustment in an 

institutionalized population of elderly (N = 124), found an association 

between adaptation and external locus of control. This widely cited 
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study used a variety of tools to measure the concept of adjustment, 

including ad hoc self-reports, staff reports, and a modified Philadelphia 

Geriatric Center Morale Scale. 

Felton and Kahana (1974) measured LOC by developing 9 

hypothetical situation specific problems. Residents who viewed staff 

or others to be in control were surprisingly better adjusted than 

residents who viewed self to be in control in five of the eight 

hypothetical problems analyzed in the study. Scores ranged from F (2,87) 

= 3.371, £ < .05 for 'others,' to F (1,51) = 11.720, e < .01 for 'self.' 

A possible explanation offered by the investigators for the departure 

from earlier findings lies in the use of an investigative technique that 

differed in format and conceptualization from the established tool used 

in most investigations of that era. 

Researchers have postulated that neither internal nor external 

locus of control, per se, directly leads to adaptation (Felton & Kahana, 

1974; Wolk, 1976). Rather, it is the congruence between an internal 

perception of control and one's immediate situation that promotes 

adaptation. Felton and Kahan wrote: "Where opportunities for actual 

control of behavior are absent, perception of oneself in control may 

indicate an unhealthy, non-realistic adaptation to institutional life" 

(1974, p. 300). 

Morale 

Morale, according to Lawton (1975), is multidimensional; it is 

a sense of satisfaction with oneself, a feeling that there is a place in 

society for the individual, and an acceptance of what cannot be changed. 
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High morale is a content, optimistic outlook. Tobin and Lieberman (1976) 

stated that low morale was a precursor to maladaptive responses because 

it reflected the inability to use inner resources. However, they also 

stated that positive adaptation to stressful events prior to nursing home 

admission was predictive of positive outcomes after admission. 

Simms et al. (1982) stated that self-perception, satisfaction 

with the present life, positive feelings about past accomplishments, and 

the ability to get around and do things for self were factors that 

contributed to high morale. Ryden (1984) identified morale as an 

indicator of the quality of life experienced by the nursing home 

resident. He stated that it was dependent on factors such as functional 

status, length of stay in the institution (LOS), and LOC. 

Using a causal model, Ryden (1984) studied 113 elderly 

residents (mean age =80.9) in 4 nursing homes in an urban area. Results 

indicated significant direct effects on morale for residents living on 

intermediate care units (n = 59) in the areas of functional status (r = -

.31, £ < .05), and LOC (r - .34, £ < .01). Indirectly affecting morale 

was the strong influence of functional status on LOC (r = -.37, e < .05), 

resulting in an overall effect of (r = -.44, e < .001). The author did 

not find either a direct or indirect effect on morale by the length of 

time spent in the facility (median LOS = 24 months). 

Ryden (1984) stated that low morale was equivalent to 

functional dependence. One's sense of control over life in general, and 

the immediate situation specifically, deteriorated as morale and 
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functional status decreased, and solidified the perception of others as 

being in control. 

Functional Status 

The ability to complete activities of daily living (ADL) is 

known as one's functional status, and includes aspects of toileting, 

mobility, bathing and feeding. The loss of the physical ability to 

perform these daily functions often means the end of one's independent 

living, and the necessity for nursing home placement. The ability to 

independently care for oneself can be the last vestige the elder has of 

a once satisfying, productive life. When self-care is no longer 

possible, the elder frequently loses any desire to remain independent, 

leading to increased physical deterioration and an increasing need for 

care. 

Functional independence in elderly nursing home residents has 

been identified by many as a quality of survivorship (Lichtenstein, 

Federspierl, & Schaffner, 1985; Donaldson & Jagger, 1983; Booth, 

Phillips, Barritt, Berry, Martin & Melotte, 1983; Tobin & Lieberman, 

1976). Lichtenstein et al. (1985) found ADL scores to be predictive of 

5 year survival in nursing home residents after controlling for age, 

race, sex, primary medical diagnosis and institution. 

Lichtenstein et al. (1985) found survivors were significantly 

more independent with ADL•s than the decedents had been when 49 matched 

decedent/survivor pairs were studied. Statistical significance was set 

at the E < *05 level. Results were computed using an odds ratio, 

however, part of the ratio was omitted from publication. The authors 



27 

reported the greatest chance of survival among subjects who could bathe 

and dress themselves, and the lowest survival rate among those 

incontinent of both bowel and bladder, and unable to feed themselves. 

The authors surmised that the greater the odds ratio for a given 

variable, the greater the chance the resident had to be a survivor. 

A search of existing literature on functional status revealed 

only information correlating mortality with one's level of functioning. 

If the extreme negative end of the adaptation continuum is related to 

dependence with ADL's, this investigator surmises that relatively 

independent elders would have higher correlates with morale and LOC, and 

would demonstrate more positive adaptation. 

The inability to use the toilet independently, especially for 

bowel movements, has frequently been correlated with increased mortality. 

Goldfarb, Fisch, and Gerber (1966) studied 1280 elderly residents of 

nursing homes and other facilities in New York City. They concluded that 

incontinence of urine and feces was "... unequivocally consistently 

associated with markedly higher than expected mortality in all 

institutions ..." (p. 28). Tobin and Lieberman (1976) stated that 

incontinence was so predictive of decreased survivability that they 

admitted to screening out of their study any new admission who was 

incontinent. 

Brauer, Mackerprang, and Bentzon (1978) conducted a study in 

Denmark over a 2 year period, utilizing a descriptive design to observe 

1486 elderly individuals for predictors of survival. The authors stated 

that the study results indicated elderly men required more care than 
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females for all ADL's, and their potential for survival was lower than 

females, especially if immobile or incontinent, however, they did not 

cite statistical data. Brauer et al. (1978) stated that the factor 

having the strongest overall prognostic ability was incontinence of both 

urine and feces. Presence of double incontinence increased the 

possibility of mortality in 1 year from 16% to 38%. 

Donaldson and Jagger (1983) reassessed 4490 elderly residents 

of institutions in Leicestershire, England, for mortality and functional 

status. Following a time interval of 3 years, a 30% survival rate was 

found among residents incontinent of urine, and a 26% survival rate among 

those incontinent of feces compared to a survival rate of 57% for 

continent residents. 

One can argue that as death approaches, independent functions 

are lost and dependence naturally occurs, rather than functional 

dependence being predictive of the probability of death. However, 

Donaldson and Jagger (1983) stated that after steps were taken to control 

for demographic and other study variables, the data were strong enough 

to conclude that the level of functional capacity was a better predictor 

of death than a disease process. 

Borup et al. (1980) found that time and gender were factors 

affecting elderly nursing home residents. Borup et al. (1980) analyzed 

two groups of elderly in the same nursing home for changes in functional 

status and its impact on mortality; one group was being relocated (n = 

529), and the other group was not (n = 453). Data were collected from 

both groups prior to the move and 3 to 6 months post-relocation. An 
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analysis of variance indicated that the functioning level of the 

relocated residents remained fairly stable (F (1,152) = -.14, e = .023), 

but non-relocated residents experienced a significant change from pre-

to post-move (P (1, 152) = 2.63, e = .023). Among the non-relocated 

group, the gap became even wider when gender was factored in. 

Deterioration of functional status in the male (F (1,150) = 6.56, e = 

.047), was significantly higher than for women (F (1,150) = .95, e = 

.047). 

Booth et al. (1983) used a longitudinal design (n = 6099) to 

study mortality, age, LOS and ADL dependency. He reported an inverse 

relationship between mortality and LOS in the nursing home. All 

residents were divided into low, medium, and high risk groups (cell sizes 

unreported) in accordance with age and degree of dependence. The low 

risk group had a 20% chance of mortality if LOS was over 3 years. The 

percentages of mortality for the high risk group ranged from 41% for less 

than 1 year to 38% for over 3 years. 

A direct relationship between mortality and the degree of 

dependence with ADL's in all age groups irrespective of LOS was also 

reported by Booth et al. (1983). The mortality rate was highest, 47% 

during a 1 year period, for residents under age 80 who were incontinent 

of both bowel and bladder. Mortality for independent residents under 90 

years during the same time-frame was 15%. 

Booth et al. (1983) suggested that higher mortality rates 

within the first year following admission to the nursing home were in 

response to the psychological trauma of the move itself. The authors 
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proposed that the loss of independence and the demands of adapting to 

the institutional way of life may erode the will to live. 

Locus of Control and Adaptation 

Adaptation is a multifaceted concept, affected by internal 

physical and psychological forces, as well as forces within the 

environment. Some of these forces are easily recognized; some are not 

even known by the individual. Adaptation is a continual process in which 

the organism either adapts positively and survives, or experiences 

maladjustment, increased deterioration and eventual death. Adaptation 

to the nursing home is an ongoing, dynamic process that most 

investigators view as potentially self-limiting by the first anniversary 

(Tobin & Lieberman, 1976; Brooke, 1989). 

One aspect of adaptation, as has been shown, is the 

individual's sense of control. Reid et al. (1977) postulated that 

elderly individuals who attempted to control their environments, and 

therefore expected to be in control, would be more adjusted. Wolk and 

Kurtz (1975) and Wolk (1976) suggested that just the belief that one was 

in control was conducive to adaptation. 

An internal locus of control, or the life philosophy of 

believing that life is under personal control, is intimately related to 

how one adapts to changing needs, and the LOC of an elder in the nursing 

home functions similarly. Chenitz (1983) identified the voluntary nature 

of the move to the nursing home was one of the basic conditions affecting 

the elder's adaptation to their new residence. Chenitz pointed out that 

if the elder made the move voluntarily, or if personal control was 
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perceived, then adaptation was smoother. Lefcourt (1976) appeared to 

concur by stating that the elder might have a difficult adaptation period 

if the reinforcement to behavior was not seen as coming from within. 

The positive relationship between internal LOC and adaptation 

appears to be an established consensus of opinion in gerontological 

research. Borup et al. (1980) theorized that the attitude of a nursing 

home resident was the controlling factor in deterioration, not the 

traumatic change in and of itself. Rodstein, Savitsky, and Starkman 

(1976) attempting to determine personality characteristics in relation 

to adaptation among 100 elderly residents of a Jewish Home for the aged, 

found that an externally oriented person had problems adjusting 36% of 

the time. An ambivalent or negative attitude toward admission was 

implicated in 48% of difficult adaptations. 

Entrance into a nursing home is indicative of changing needs 

of the elder, often signaling the end of independent living. Few older 

individuals regard admission to a long-term care facility as a positive 

life experience. Goldfarb et al. (1966) pointed out that entrance into 

an institution might downgrade the self-image the person has; 

disabilities might become greater, and there might be development or 

exaggeration of other problems. 

Locus of Control and Functional Status 

Many institutions do not encourage or foster independent 

decisions regarding self-care. An internally motivated individual makes 

more demands of the staff, attempting to control the environment, hence 

personal existence. This behavior might be a means of adapting to 
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changing needs. Conversely, Tobin and Lieberman (1974) pointed out that 

if the elder accepted the role of resident by becoming passive and 

relegating control to others in the process of adapting to the new 

lifestyle, a redefinition of self-care might develop that encourages a 

self-perception of less functional adequacy. 

Once this altered perception of self is internalized, the 

resident becomes incapable, or unwilling, to continue self-care. Maddox 

and Douglass aptly stated: "The . . . belief that one is healthy or ill 

may be more important than actual medical status in predicting an 

individual's general emotional state and behavior" (1974, p. 56). 

A high level of functioning has been clearly identified as a 

predictor of survivorship. Incontinence has been consistently associated 

with maximum debilitation in long-term care facilities (Goldfarb et al., 

1966; Tobin & Lieberman, 1976; Donaldson & Jagger, 1983; Booth et al., 

1983); immobility, bathing and feeding have been implicated to a lesser 

degree (Brauer et al., 1978; Lichtenstein et al., 1985). 

The importance of functional status for the nursing home 

population was conclusively demonstrated by Ryden (1984). The original 

research design did not include level of functioning as a variable; 

however, as data were collected, it became very apparent that adaptation 

depended on one's level of functioning. Ryden concluded that the greater 

the functional dependence of the individual, the less sense of personal 

control the individual felt and the lower the morale of the resident. 
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Summary 

Research on the relationship between locus of control and 

morale in the institutionalized elderly is evident when existing 

literature on adaptation is reviewed. The relationship between 

functional status and morale is not as well correlated, although there 

is a strong connection between level of functioning and mortality in the 

nursing home resident. 

There is sufficient support in the literature to assume there 

is a positive relationship between locus of control and adaptation, and 

between high functional status and locus of control. Insufficient 

research has been done to correlate locus of control with both functional 

status and morale in the institutionalized elderly. This study has 

attempted to add to the body of knowledge regarding these variables. 
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CHAPTER 3 

METHODOLOGY 

The focus of Chapter 3 is the study design employed, the sample 

of the population tested, the setting used for the study and the 

measurement tools involved. Data collection instruments used for the 

study included: (a) a demographic sheet; (b) the Philadelphia Geriatric 

Center Morale Scale (PGC); (c) a modified Handmaker Functional Status 

Sheet (FSS); and (d) the Multidimensional Health Locus of Control Scale 

(MHLC). A self-reported health perception question was also included. 

Study Design 

The relationship between LOC and morale is well represented in 

the literature, as is functional status and mortality in the 

institutionalized elderly. However, studies correlating the three 

concepts of LOC, morale and functional status were conspicuously absent. 

A descriptive design was employed in this study to explore the 

relationship among locus of control, morale, and functional status in the 

institutionalized elderly. Functional status was measured using the 

modified Handmaker FSS. Morale and LOC were tested using the PGC and the 

MHLC, respectively. 

The Setting 

A 161 bed long-term care facility in an urban southwestern city 

was used as the setting for this study. The nursing home had four 
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nursing care units, three general care units and a protective care unit. 

The general care units were used as the study setting. Permission to 

conduct the study was obtained from the Director of Nursing at the 

facility and each of the Registered Nurses in charge of the units. 

The Study Sample 

The population sample was comprised of a convenience sample of 

20 elderly nursing home residents who met the study criteria and agreed 

to participate. The criteria for selection required that the subjects 

were: (a) 65 years of age or older; (b) alert and oriented to person, 

place, and time; (c) able to be out of bed, and (d) able to understand 

English. 

Protection of Human Rights 

The thesis proposal was submitted to the Human Subjects 

Committee of the University of Arizona for approval (Appendix A). 

Permission from the sample subjects to participate in the study was 

obtained through their willingness to answer the questionnaires. 

Subjects were informed they could withdraw at any time without fear of 

their care being jeopardized through the subject disclaimer form found 

in Appendix B. 

Data Collection Procedure 

A list of 27 potential subjects meeting the study criteria was 

compiled by the registered nurses on the three nursing units utilized 

in the study. The investigator introduced herself to the appropriate 

residents, explained the purpose of the study and requested their 
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participation. The 20 subjects who agreed to participate were 

interviewed in their rooms. Each interview took about 30 minutes. 

During the interview questionnaires were given to the subjects 

by this investigator. Assistance was given with reading and circling 

answers when asked. When asked for clarification the item was read 

twice. No other comments or explanations were offered. Double digit 

numbers from 01 to 20 were used in lieu of names or initials for 

identification to ensure confidentiality. Following completion of the 

questionnaires by the subject, the Registered Nurse was asked to complete 

the FSS. The unit secretary was asked to provide information when 

questionable or when no demographic data were provided by the subject. 

Data Collection Instruments 

Four measurement tools were used in this study. The 

instruments included: (a) a demographic data sheet; (b) the Philadelphia 

Geriatric Center Morale Scale (PGC); (c) the modified Handmaker 

Functional Status Sheet (FSS); and (d) the Multidimensional Health Locus 

of Control Scale (MHLC) (Appendix C). 

Demographic Data Sheet 

The demographic data sheet was devised by the investigator and 

data collected was used to describe the sample. The four items on the 

form included age in years and months, gender, admission date in months 

and weeks, and race. Data was obtained from the subjects; if information 

was not known, the unit secretaries were asked to provide missing data 

or to clarify questionable information. 
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The Philadelphia Geriatric 
Center Morale Scale (PGC) 

The revised 17 item Philadelphia Geriatric Center Morale Scale 

(Lawton, 1975) was used to measure the level of morale in the 

institutionalized elderly. The original 22-item dichotomous response 

tool was developed by Lawton (1972) to meet three criteria: (a) 

multidimensional in measurement to ensure accurate assessment of a 

concept as multifaceted as morale; (b) appropriately worded for older 

populations; and (c) not too long as to cause fatigue or inattention, 

but still reasonably reliable. 

Original reliability was determined with two sample 

populations: One group was a sample of 208 residents of an apartment 

house for the elderly with a mean age of 77.9; the second group lived in 

a home owned by a religious institution and included 92 residents with 

a mean age of 78.8. Correlations after division into 2 subsets to ensure 

matching content was .74, corrected to .79 by the Spearman-Brown formula. 

The Kuder-Richardson coefficient (KR-20) for internal consistency was 

.81. Test-retest reliability after 3 months for the apartment house 

sample was .75 and .91 for the religious home, suggesting very little 

practice effect (Lawton, 1972). 

Construct validation of the original tool was achieved through 

several factor analyses in which items were narrowed down to a final 22-

item measure with a correlation of .47 with the criterion. Lawton (1972) 

stated that this modest validity was acceptable when the test's high 

degree of usability and predictability was taken into account. 
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The PGC was revised by Lawton (1975) after work reported by 

Morris and Sherwood (1975) questioning the overall replicability of three 

of the six original subscales after principal component and Varimax 

factor rotation analysis. Five of the original 22 items were factored 

out; the remaining 17 items fell into the 3 survival subscales that best 

measured morale. The subscales are "Positive Attitude toward Own Aging," 

"Agitation," and "Lonely Dissatisfaction." 

Samples of 406 residents of a low-income housing project for 

the impaired and elderly, and 269 residents of a long-term care facility 

were used by Morris and Sherwood (1975) to analyze the original PGC, and 

the revised 17-item PGC scale. The KR-20 alpha coefficients for the 

redefined PGC subscale of Positive Attitude toward Own Aging was .565 for 

the long-term care facility and .563 for the low-income project. The 

subscale of Agitation had coefficients of .702 and .717; Lonely 

Dissatisfaction had results of .721 and .740, respectively. 

Lawton (1975) used a sample of 1086 tenants of federally-

assisted housing for the elderly and elderly members of the community 

to test the revised 17-item PGC scale. Internal consistency using 

Chronbach's alpha were .85, .81, and .85 for the subscales of Agitation, 

Attitude toward Own Aging, and Lonely Dissatisfaction, respectively. 

Validity of the revised scale, attained by five- and six-factor Varimax 

factor analyses as well as principal component analysis, accounted for 

up to 50% of the variance. 

Scoring the PGC involved giving one point for each high morale 

answer and no points for a low morale answer or no answer. The range 
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of scores for the instrument was 0 to 17. The total score was based on 

high morale answers across the 3 subscales; a score in the range of 13 

to 17 was considered high morale, 10 to 12 moderate, and 9 and below low 

morale (Lawton, 1975). Permission for use of the PGC was granted via a 

telephone conversation with Dr. Lawton (M. P. Lawton, personal 

communication, April 11, 1990). 

The Handmaker Functional 
Status Sheet (FSS) 

The Functional Status Sheet (FSS) was devised by clinicians at 

Handmaker Jewish Geriatric Center (1981) to meet three goals; (a) 

identify significant negative changes for revision of care, if needed; 

(b) identify significant positive changes for staff feedback; and (c) 

assist with staffing ratios. A baseline assessment by direct observation 

using the FSS was done on each resident upon admission to the unit by a 

registered nurse. Every 3 months thereafter, the resident was reassessed 

for change by the registered nurse using the same form. 

The FSS contains 13 categories. Each of the categories is 

scored Likert-style, with a range of one for 'independent' to six for 

•totally dependent.' The points awarded each category are added for a 

total score with a high score indicating a more dependent resident. 

The 13 category FSS was adapted for the purposes of this study 

by including only the 4 categories that pertained to ADL. These 

categories were: (a) ambulation; (b) feeding/supplement; (c) 

elimination; and (d) bathing. Response options for these categories 

were consolidated for ease in statistical analysis. Directional values 
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were maintained; a numerical score of 4 indicated total independence, and 

a score of 20 indicated total dependence. 

The category of ambulation included options of 1 = 

•independent'; 2 = 'minimal assistance required'; 3 = 'partial assistance 

required'; 4 = 'does not ambulate, used wheelchair independently'; and 

5 = 'relies on someone else to move about.' Feeding/supplement included 

options of 1 = 'independent'; 2 = 'minimal assistance required; coaching 

and/or guidance'; 3 = 'partial assistance required'; 4 = 'complete 

assistance required; totally fed by hand,' and 5 = 'tube or parenteral 

feeding required.' 

The category of elimination included options of 1 = 'continent 

of bowel and bladder'; 2 = 'requires assistance, supervision, prompting, 

clothes'; 3 = 'foley catheter, colostomy or urostomy'; 4 = 'incontinent 

of bowels'; and 5 = 'incontinent of bowels and bladder.' The fourth 

category of bathing included options of 1 = 'independent'; 2 = 'minimum 

assistance needed with transfer to tub/shower'; 3 = 'moderate assistance 

with transfer and bathing'; 4 = 'total assistance with transfer and 

bathing'; and 5 = 'requires total bedbath.' 

The Registered Nurse (RN) with primary responsibility for 

completing each subject's plan of care within the facility was asked to 

complete the modified FSS questionnaire. Each unit RN had a 

comprehensive knowledge of the physical abilities of each resident on 

the unit, and was the appropriate person to complete the form. 
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Multidimensional Health Locus 
of Control Scale (MHLC) 

Wallston et al. (1978) developed the Multidimensional Health 

Locus of Control Scale (MHLC) to test for the controlling factor in one's 

behavior. Behaviors are either under one's personal control, under the 

control of powerful others, or a matter of luck. The 18-item MHLC was 

developed as a result of work done by Levenson (1973) which showed that 

LOC was a multidimensional construct, and not unidimensional as was 

originally assumed. The instrument had parallel forms, A and B, each 

consisting of 18 questions identical in meaning comprising the 3 

subscales of internal (IHLC), powerful others (PHLC), and chance (CHLC). 

Parallel forms were developed for ease in using the instrument when 

repeated measures were needed. 

Using the MHLC Wallston et al. (1978) tested 115 adult airline 

travelers. Internal consistency using Cronbach's alpha ranged from .673 

to .859 showing moderate to good reliability for a developing instrument. 

To establish initial predictive validity, correlations were calculated 

between a health status question (either "At the moment I am in excellent 

health" or "In general, I am an extremely healthy person") and MHLC 

scores. Results indicated a positive correlation with IHLC (r = .403, 

E = .001), a negative correlation with CHLC (r = -.275, e = *01), and no 

correlation with PHLC (r = -.055, e > .05). Further measurement validity 

was established by O'Looney and Barrett (1983) using a sample of 147 

university students using the parallel forms of the instrument. In all 

cases, the factor validity coefficients were greater than .90. 
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The 18-item questionnaire had 6 responses: 1 = 'strongly 

disagree'; 2 = 'moderately disagree'; 3 = 'slightly disagree'; 4 = 

'slightly agree'; 5 = 'moderately agree'; and 6 = ' strongly agree.' 

The 3 subscales, that measured internal (IHLC), powerful others (PHLC), 

and chance (CHLC) each contained 6 items; the scale ranged from 18 to 36. 

The individual's score was determined by adding the assigned number for 

each response within the subscales. There was no "total score" 

indicative of either externality or internality, but a combination of 

both aspects. K. A. Wallston (personal communication, April 18, 1990) 

stated that due to the multidimensional nature of LOC, combining the 

subscales into one measure defeated the purpose of the scale. 

Self-Rated Health Perception Question 

A self-rated question, "Do you think your health is . . ." was 

also included to compare the subjective belief of the subjects regarding 

their physical abilities with the expert professional opinion of the unit 

RN. Maddox and Douglass aptly stated "The . . . belief that one is 

healthy or ill may be more important than actual medical status in 

predicting an individual's general emotional state and behavior" (1974, 

p. 56). Responses were: 1 = 'excellent'; 2 = 'very good'; 3 = 'good'; 

4 = 'fair'; and 5 = 'poor.' 

Pilot Test 

The questionnaires were administered to three elderly members 

of the community participating in activities at a senior citizens center 
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prior to data collection. The 2 women and 1 man in the pilot group 

ranged in age from 79 to 82 years, with a mean age of 80.1 years. 

Based on subject responses to the pilot test, changes were made 

in the instructions for completing the questionnaires. Changes included 

reading the instructions and sample statement aloud with the subject. 

No changes were made in the wording of the statements, nor were any items 

deleted. Further changes include separating the items with a solid line 

for ease in reading. The completed pilot questionnaires were destroyed 

immediately after they were analyzed. 

Demographic characteristics were analyzed with descriptive 

statistics including means, ranges and percentages. Correlations were 

calculated among the level of morale of each resident, the resident's 

perceived LOC and the resident's level of functioning. A significance 

level of p = .05 was set for all statistical analyses. Means, standard 

deviations and ranges were computed for the MHLC, the PGC and respective 

subscales. 

Summary 

The methodological protocol was the focus of Chapter 3. A 

descriptive study was conducted to attempt to explain the relationship 

among locus of control, morale, and functional status in elderly nursing 

home residents. A convenience sample of 20 elderly individuals 

participated in the study. Data were collected by the investigator in 

a long-term care facility in an urban area of the Southwest. Data were 

analyzed with frequency distributions and Pearson Correlation to 

determine relationships among the variables under study. 
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CHAPTER 4 

PRESENTATION AND ANALYSES OF DATA 

The results of the data analysis are presented in this chapter. 

Characteristics of the sample population are described, as are 

relationships among the variables of LOC, morale and functional status. 

Result of the demographic data sheet, the Philadelphia Geriatric Center 

Morale Scale (PGC), the modified Functional Status Sheet (FSS), the 

Multidimensional Health Locus of Control Scale (MHLC), and the self-

reported health perception question are analyzed and presented. 

Characteristics of the Sample 

The research sample included 20 residents of a long-term 

nursing care facility in a southwestern city. The ages of the subjects 

ranged from 68.3 to 98.6 years, with a mean age of 82.8 years. The 

frequency distribution of the subjects by age is presented in Table 1. 

The group between age 75 and age 94 consisted of 16 subjects (80%), 3 

subjects (15%) were 75 to 94 years, and 1 individual (5%) was older than 

95 years. 

The length of time the subjects had been residing in the 

nursing care facility is presented in Table 2. The subjects were 

subdivided into groups by length of stay. Fifteen (75%) of the subjects 

had been living in the facility less than 3 years, 9 (45%) less than 1 

year, 4 (20% had been living in the home for 3 to 6 years, and 1 subject 

(5%) had been a resident for 9 years. 
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Table 1. Frequency Distribution of Subjects by Age. — (N = 20) 

Age Group Number Percent 

65-74 3 15 

75-84 8 40 

85-94 8 40 

95+ 1 5 

Total 20 100 

X age = 82.8 

Table 2. Frequency Distribution of Subjects by Length of Stay in the 
Nursing Home. — (N = 20) 

Length of Stay Number Percent 

0-1 years 9 45 

1-3 years 6 30 

> 3-6 years 4 20 

> 6-9 years _1 5 

Total 20 100 

X = 3.3 years 
Median = 1.66 years 
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LOCUB of Control 

The Multidimensional Health Locus of Control Scale (MHLC) was 

used to determine who or what the subjects viewed as the controlling 

factor in their lives. The instrument was divided into three subscales 

of internal control, control by powerful others, and chance or luck. The 

higher the subject scored on the subscale, the greater influence that 

particular factor was deemed to exert. 

The Multidimensional Health Locus 
of Control Scale (MHLC) 

The 18-item MHLC (Wallston et al.f 1978) was used to measure 

LOC in the sample population. Responses for this scale ranged from 1 = 

•strongly disagree,' to 6 = "strongly agree.' Results of these data 

analyses are presented in Table 3. The scale scores of the subjects 

ranged from 26 to 103 (X = 72); the potential range for the scale was 

from 18 to 108. 

Subscale score ranges were as follows: (a) internal, 6 to 31 

(X = 21.4); (b) powerful others, 9 to 36 (X = 26.8); and (c) change, 11 

to 36 (X = 23.7). Each subscale had a possible range of 6 to 36. 

Further subdividing for gender, male scale scores ranged from a low of 

59 to a high of 92 (X = 76.5), while female scale scores ranged from 26 

to 103 (X = 66.1) (Table 3). 

Morale 

The variable of morale, or how content the elder was with life 

in general, was measured using the PGC. Morale scores are achieved 

across all three subscales; the higher the score, the greater the morale. 
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Table 3. Subjects' Range of Scores, Means and Standard Deviations for 
Multidimensional Health Locus of Control Scale and Subscales 
of Internal, Powerful Others and Chance by Gender. — (N = 20) 

Instrument 
and Subscales Range Mean SD* 

MHLC (N = 20) 20-103 68.0 18.3 

Male (n = 4) 59- 92 76.5 
Female (n = 16) 26-103 66.1 

Internal 6-34 21.4 10.0 

Male 15- 34 ( 27.2 
Female 6- 31 " 18.2 

Powerful Others 9-36 26.8 7.4 

Male 17- 31 24.5 
Female 9- 36 22.9 

Chance 7-36 22.9 7.5 

Male 19- 31 22.9 
Female 7- 36 22.2 

*Standard Deviation 
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The Philadelphia Geriatric 
Center Morale Scale (PGC) 

The PGC, a 17 item dichotomous choice scale, had a possible 

scale range of 0 to 17 across its 3 subscales of Agitation, Lonely 

Dissatisfaction and Attitude toward Own Aging. High morale responses 

were given a numerical value of 1, while low morale responses, or no 

responses, were assigned a value of zero. The subscales of Agitation and 

Lonely Dissatisfaction had possible scores ranging from 0 to 6, while 

Attitude toward Own Aging had a possible scores ranging from 0 to 5. A 

combined score of 13 to 17 indicated high morale, 10 to 12 moderate, and 

9 and below indicated low morale. 

As shown in Table 4, results of data analyses ranged from 1 to 

17 (X = 7.3) for all subjects. Three (15%) subjects had scores in the 

high morale range, 3 (15%) in the moderate range, and 14 (70%) scored 

in the low morale range. One subject (5%) scored a perfect 17, while 7 

(35%) scored below 5. 

The subjects' range of scores, mean and standard deviations for 

the total PGC and the subscales of Agitation, Lonely Dissatisfaction and 

Attitude toward Own Aging by sex are presented in Table 4. The subscale 

of Agitation had an actual range of from 0to6 (X = 3.4); Attitude 

toward Own Aging a range of 0 to 5 (X = 0.9), and Lonely Dissatisfaction 

a range of 0 to 6 (X = 2.9). Male subjects had a scale range of from 1 

to 17 (X = 4.50); the range for female scale scores was from 1 to 17 (X 

= 8.0). Females scored consistently higher than did the males across all 

subscales. 
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Table 4. Subjects' Range of Scores, Means and Standard Deviations for 
Total Philadelphia Geriatric Center Morale Scale and 
Subscales of Agitation, Lonely Dissatisfaction and Attitude 
toward Own Aging by Sex. — (N = 20) 

Instrument and Subscales 
by Gender Range Mean SD* 

PGC (N = 20) 1-17 7.3 4.8 

Male (n = 4) 
Female (n = 16) 

1- 7 
1-17 

4.5 
S.O 

Agitation 0-6 3.4 2.3 

Male 1-3 1.8 
Female 0-6 3.9 

Attitude toward Own 
Aging 0-5 0.9 1.4 

Male 0-1 0.5 
Female 0-5 1.0 

Lonely Dissatis
faction 0-6 2.9 1.8 

Male 0-3 2.3 
Female 0-6' 3.1 

*Standard Deviation 
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Functional Status 

The functional status of the subjects was measured using the 

modified Handmaker Functional Status Sheet (FSS). The four categories 

of ambulation, feeding/supplement, elimination and bathing each had five 

choices; the form was completed by the Registered Nurse who had 

responsibility for completing the subject's plan of care. The score 

reflected the subject's level of functioning measured by completion of 

activities of daily living at the time of testing. 

The Modified Functional 
Status Sheet (FSS) 

The subject's total score was compiled by adding the scores of 

the categories; scale range for the FSS was a possible 4 to 20. Actual 

range for this study was 5 to 17. A numerical value of 4 indicated total 

independence, and a score of 20 indicated total dependence. The scale 

was scored and interpreted in reverse; the lower the score, the greater 

the subject's independence. Fifteen subjects scored from 5 to 11; 5 had 

scores from 12 to 17. 

The subjects' range of scores, mean and standard deviations of 

the FSS and its categories of ambulation, feeding/supplement, elimination 

and bathing by gender are presented in Table 5. Each of the four 

categories had a possible of range of one to five. Subjects' ranges of 

scores for the categories were: (a) Ambulation, 1 to 5 (X = 2.6); (b) 

feeding/supplement, 1 to 3 (X = 1.2); (c) elimination, 1 to 5 (X = 2.3), 

and (d) bathing, 2 to 5 (X = 3.4). The scale mean for males (7.0) was 
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Table 5. Subjects' Range of Scores, Means and Standard Deviations for 
Modified Functional Status Sheet and Categories of 
Ambulation, Feeding/Supplement, Elimination and Bathing by 
Gender. — (N = 20) 

Instrument and 
Categories Range Mean SD* 

FSS (N = 20) 5-17 9.6 3.4 

Male (n = 4) 6-8 7.0 
Female (n = 16) 5-17 10.3 

Ambulation 1-5 2.6 1.5 

Male 1-2 1.5 
Female 1-5 2.9 

Feeding/Supplement 1-3 1.2 .5 

Male 1 1.0 
Female 1-3 1.3 

Elimination 1-5 2.3 1.5 

Male 1-3 1.5 
Female 1-5 2.5 

Bathing 2-5 3.4 .7 

Male 3 3.0 
Female 2-5 3.5 

•Standard Deviation 
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lower than for females (10.3). The mean scores for male residents were 

lower in each category than the mean scores for female residents. 

Perceived Health of the Sample 

Subjects were asked to rate their physical health as either 

'excellent,' 'very good,' 'good,' 'fair,' or 'poor' with the question, 

"Do you think your health is . . . ?" The data analysis for perceived 

health status is presented in Table 6. Four (20%) of the 20 study 

subjects viewed their health to be either very good or good. Seven (35%) 

of the subjects thought their health was fair, and 9 (45%) said their 

health status was poor. Three (75) of the male subjects thought their 

present health was fair or poor as compared to 13 (81%) of the female 

subjects. One of the men (25%) and 3 of the women (19%) stated their 

health was either very good or good. None of the subjects viewed their 

current health as excellent. 

Findings Based on the Research Questions 

The research findings in response to each of the four study 

questions are presented below. The statistical method used was Pearson 

Product Moment Correlation. The level of significant was set at p = .05. 

Study Question 1 

Is there a relationship between locus of control and 
morale in the institutionalized elderly? 

This question was analyzed by computing a Pearson correlation 

coefficient between the MHLC and the PGC for all study participants. 

The Pearson coefficient was not statistically significant (Table 7). 
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Table 6. Frequency Distribution of Perceived Health of the Sample by 
Gender. — (N = 20) 

Gender 

Perception of 
Health # % # % # % 

Excellent 0 0 0 0 0 0 

Very Good 1 25 1 6 2 10 

Good 0 0 2 13 2 10 

Fair 0 0 7 44 7 35 

Poor 3 75 6 37 9 45 
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Table 7. Pearson Correlation Coefficients among Locus of Control, Morale 
Functional Status, Age and Length of Stay in the Institution. 
— (N = 20) 

Locus Func- Length 
of tional of 

Variable Control Morale Status Age Stay 

Locus of 
Control 1.00 

Morale -.39 1.00 

Functional 
Status -.08 -.03 1.00 

Age -.34 -.22 -.01 1.00 

Length of 
Stay .04 -.15 .45* .39 1.00 

Level of Significance 
*E =0.05 
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Study Question 2 

Is there a relationship between locus of control and 
functional status in the institutionalized elderly? 

A Pearson correlation coefficient was computed between the MHLC 

and the modified FSS. Results were nonsignificant between the MHLC and 

the FSS. 

Study Question 3 

Is there a relationship between morale and functional 
status in the elderly nursing home resident? 

This study question was analyzed by computing a Pearson 

correlation coefficient among the PGC and the FSS. The coefficient 

between the PGC and the FSS was not significant. 

Study Question 4 

Do both locus of control and morale have an effect on 
functional status in the institutionalized elder? 

Results of statistical analysis of the two preceding study 

questions using Pearson correlation coefficients showed no statistically 

significant affect of either LOC on functional status or morale on 

functional status. 

additional Findings 

The investigator was interested in determining if there was a 

relationship between how long the subject had been in the nursing home 

and the other study variables. No statistically significant relationship 

was shown among LOS and LOC (r = .04, e = .85), morale (r = -.15, e = 

.54), or one's age (r = .39, E = .09). Statistical significance was 
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found between the subject's LOS and the functional status (r = .45, E = 

.05) (Table 7). 

Summary of the Findings 

No statistically significant relationships were found between 

morale or locus of control and functional status. Significance was found 

between the subject's LOS in the nursing home and the nurse reported 

functional status (r = .45, E = .05). 

Males scored higher than females across all subscales for LOC, 

however, females scored higher than males on the morale scale. Females 

were found to be more dependent on the nurse reported functional status 

scale. The majority of subjects, regardless of gender, felt their health 

was either fair or poor. 
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CHAPTER 5 

FINDINGS, IMPLICATIONS AND RECOMMENDATIONS 

Chapter 5 includes a discussion of the findings as well as 

implications for nursing. Recommendations for future, research are also 

discussed. 

Discussion of Findings 

The purpose of this study was to explore whether locus of 

control and morale had an effect on the physical ability of 

institutionalized elderly based on their functional status. A 

convenience sample of 20 elderly men and women aged 68 to 98 participated 

in the study. The subjects had been residents of the nursing home 

ranging in time from 1 week to 9 years. A 36-item questionnaire covering 

LOC, morale and self-perceived health status was utilized. A separate 

4-item functional status questionnaire was completed by the Registered 

Nurse on the unit. 

Ryden (1984) stated that morale was dependent on factors 

including LOC, functional status, and LOS in the institution. Data from 

the present study supported Ryden*s finding of a significant relationship 

between functional status and LOS. Results of data on the relationship 

between locus of control and morale, although not statistically 

significant, indicate further research with larger sample populations 

might be indicated. 
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No significant relationship was determined between morale and 

functional status leading this investigator to question whether or not 

the choice of instruments had been appropriate for this study. Ryden 

(1984) found direct effects of morale on functional status for 

intermediate care residents. The functional level of subjects for the 

current study was not divided into rigid skilled (dependent) or 

intermediate (independent) levels. However, the mean score (9.6) for 

subjects could be considered on the independent, or intermediate, side 

of the scale. 

The instrument to test morale used by this investigator was 

identical to the one used by Ryden (1984). Functional status waa 

measured by this investigator using a modified version of an existing 

tool. Ryden (1984) did not include FS in the research design, and 

therefore, did not use an instrument. 

Results of the self-reported health perception question 

indicated that the majority of the subjects in the present study saw 

their present health as either fair or poor. Perhaps greater ranking 

should be given to how subjects rate their health in future research, as 

the majority of subjects in Ryden's (1984) work rated their health 

positively when asked the question: "How would you describe your usual 

state of health compared to other people your age?" 

The literature contains arguments and evidence to promote the 

relationship of both internal and external LOC with adaptation (Wolk & 

Kurtz, 1975; Wolk, 1976; Felton & Kahana, 1974; Reid et al., 1977). The 

present study found nothing conclusive in either direction. The 
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subjects' scores as a whole indicated that powerful others and chance 

circumstances were more influential in the control of their lives than 

they were. The results were reversed when the sample population was 

subdivided by gender. Males had a substantially higher internal subscale 

score (X = 27.2) than did the females (X = 18.2). 

Reid et al. (1977 found a much higher relationship between LOC 

and adaptation in males (r = .6, E > .05) than females (r = .19, E > 

. 05). Although the males in the present study had a higher degree of 

internal LOC than did the females, the females scored significantly 

higher on the morale scale, which was the adaptation indicator for this 

research study. 

The high mean scores on the MHLC subscales of powerful others 

and chance in the present study appear to support the theory put forth 

by Felton and Kahana (1974), Wolk and Kurtz (1975) and Wolk (1976). 

These researchers postulated that the propensity toward an external 

orientation may be conducive for long-term adaptation in the 

institutionalized setting. The historical socialization of the cohort 

group could have affected the study results. The sample population was 

predominantly widows who were not employed outside of the home. These 

women were wives who were socialized into allowing powerful others to 

have the majority of control over their lives. Demographic data were not 

collected for substantiation. 

Functional independence has been identified by many as a 

quality of positive adaptation among elders living in nursing homes 

(Lichtenstein et al., 1985; Booth et al., 1983; Donaldson & Jagger, 1983; 
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Tobin & Lieberman, 1976). In fact, Donaldson and Jagger (1983) stated 

that the data collected for their study were strong enough to conclude 

that a disease process was unlikely to override the prognostic effect of 

the level of functional capacity. However, the nurses in this study 

reported FSS showed no significant relationship with either LOC or 

morale. Two possible explanations were concluded by this researcher: 

Either the FSS lost requisite sensitivity as a result of modification, 

or the need for multiple expert opinions introduced bias. 

If previous research was to be supported, functional status 

would have a significant relationship with morale. Results of the 

individual instruments indicated that the more positively adapted females 

were actually more physically dependent, and more externally oriented, 

than were the more independent, less well adjusted males. 

Discussion of Other Findings 

Research conducted by Borup et al. (1980) regarding functional 

status and length of time spent in the nursing home was supported. Most 

nursing home residents are in the facility because their physical status 

precludes self-care. Deterioration is expected. 

It must be noted that the sample population had three subjects 

with lengths of stay in the facility with the potential to affect data. 

Two subjects had been in the facility for less than 1 month and 1 subject 

had been a resident for over 9 years. The mean stay (3.3 years) was 

significantly different than the median stay (1.6 years). 
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Implications for Nursing 

The number of elderly is rapidly increasing and the individuals 

who require nursing home placement are increasing proportionately. Many 

newly admitted residents will probably be faced with anxiety and feelings 

of doom due to the negative connotation that continues to exist for 

nursing homes. The combination of losses endured by the elderly, 

preconceived ideas about the nursing home and anxiety over the move 

itself can culminate in confusion, fear and an exacerbation of physical 

problems. 

Professional nurses working with the elderly need to be more 

aware of the interaction of physiological and psychological factors 

influencing how the elder adjusts to the institutional setting. Once 

these factors are understood by nurses, they will be more easily 

recognizable, allowing for planned interventions to break the cycle. 

Until generic nursing programs expand to include basic education in 

gerontology, it is the responsibility of researchers and continuing 

education departments in nursing homes to educate the caregivers. The 

goal of gerontological nursing, and nursing in general, is to assist the 

individual to experience a life of maximum quality, not just a longer 

life. Without the knowledge imparted through research concerning factors 

affecting elderly individuals, ensuring quality of life in long-term care 

facilities is difficult. 

Recommendat ions 

Based on the findings of this study, the investigator 

recommends the following changes in future research. 
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1. Replication of the study using several different settings. 

2. Increasing the sample size. 

3. Collection of demographic data concerning past employment, 

religious affiliation, and marital status. 

4. Consideration of employing methodological triangulation. 

5. The use of only one individual to complete the PSS through 

either expert opinion or direct observation of the subject. 

Summary 

The present study provided further understanding of the 

complicated process of adaptation to the nursing home setting by a 

convenience sample of 20 elderly men and women. Gerontological nurses 

need to be aware that adjustment to the nursing home is an individual 

process influenced by a myriad of intervening factors, some even unknown 

to the resident. Functional status, locus of control, and morale are 

variables affecting elderly individuals in the nursing home that appear 

to be intertwined. Considering the growing number of elderly who are in 

long-term care facilities, it is important to determine if there is a 

relationship among functional status, LOC, and morale in order to 

facilitate quality of life. Due to the limitations of the study, 

generalization to a population beyond the study population is impossible. 
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APPENDIX A 

HUMAN SUBJECTS APPROVAL FORM 

THE. UNIVERSITY or 

ARIZONA 
College of Nuning Health Sc|[Nas aNT[R  ̂

TO: Mary Beth Dickey ifl/V 
'*• X) 
>., R.f> 

Director of Clinical Research 

/̂ MEMORANDUM 

FROM: Carolyn Murdaugfi/'Ph.D., R.N., F.A.A.N. iK/'Ph.D., R.N., F.A 

DATE: May 18, 1990 

SUBJECT: Human Subjects Review: 'Locus of Control, Morale and Functional Status in the 
Institutionalized Elderly* 

Your project has been reviewed and approved as exempt from University review by the College of 
Nursing Ethical Review Subcommittee of the Research Committee and the Director of Research. A 
consent form with subject signature is not required for projects exempt from full University review. 
Please use only a disclaimer format for subjects to read before giving their oral consent to the 
research. TTie Human Subjects Project Approval Form is filed in the office of the Director of 
Research if you need access to it. 

We wish you a valuable and stimulating experience with your research. 

CM:ch 
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APPENDIX B 

SUBJECT DISCLAIMER 

You are being invited to participate in a study titled, "Locus 
of Control, Morale, and Functional Status in the Institutionalized 
Elderly." The purpose of this study is to describe the relationship 
between who or what you see as the controlling factor in life, and how 
satisfied you are with your life, plus how this relationship affects your 
ability to care for yourself. 

Your participation in this study is completely voluntary and 
will take no more than one hour of your time. If you agree to 
participate, you will be asked to complete a questionnaire. If you need 
help in filling out the questionnaire, I will be happy to assist you. 

There are no right or wrong answers. Please do not hesitate to 
ask questions at any time. There are no known risks or costs to you, 
other than your time. You may withdraw from the study at any time. Your 
answers will in no way affect the care you receive in this facility. 

All of your responses will be confidential. Your name will not 
appear on any form. Your permission to participate will be assumed by 
your willingness to answer the questionnaire. 

Thank you. 

Mary Beth Dickey, RN, BSN 



APPENDIX C 

QUESTIONNAIRES 

Unit ID# 
Subject ID# 

Date 

Demographic Information 

Age yrs. mo. 

Sex M F 

Admission date mo. wks. 

Race Caucasian 

Black 

Hispanic 

Oriental 

Other 
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THE FOLLOWING STATEMENTS ARE DESIGNED TO DETERMINE THE WAYS 
THAT PEOPLE VIEW IMPORTANT ISSUES. THERE ARE NO RIGHT OR WRONG ANSWERS. 
PLEASE CIRCLE THE NUMBER NEXT TO THE PHRASE THAT BEST DESCRIBES THE 
EXTENT TO WHICH YOU AGREE OR DISAGREE WITH THE STATEMENT. 

1. If I become sick, I have the pa 

1 Strongly disagree 4 
2 Moderately disagree 5 
3 Slightly disagree 6 

2. Often I feel that no matter what 
I will be sick. 

1 Strongly disagree 4 
2 Moderately disagree 5 
3 Slightly disagree 6 

jr to make myself well again. 

Slightly agree 
Moderately agree 
Strongly agree 

I do, if I am going to get sick, 

Slightly agree 
Moderately agree 
Strongly agree 

If I see an excellent doctor regularly, I am less likely to have 
health problems. 

1 Strongly disagree 
2 Moderately disagree 
3 Slightly disagree 

4 Slightly agree 
5 Moderately agree 
6 Strongly agree 

It seems that my health is greatly influenced by accidental 
happenings. 

1 Strongly disagree 
2 Moderately disagree 
3 Slightly disagree 

4 Slightly agree 
5 Moderately agree 
6 Strongly agree 

I can only maintain my health by consulting health professionals. 

1 Strongly disagree 
2 Moderately disagree 
3 Slightly disagree 

4 Slightly agree 
5 Moderately agree 
6 Strongly agree 

6. I am directly responsible for my health. 

1 Strongly disagree 4 Slightly agree 
2 Moderately disagree 5 Moderately agree 
3 Slightly disagree 6 Strongly agree 



Other people play a big part in 
sick. 

1 Strongly disagree 4 
2 Moderately disagree 5 
3 Slightly disagree 6 

whether I stay healthy or become 

Slightly agree 
Moderately agree 
Strongly agree 

Whatever goes wrong with my health is my own fault. 

1 Strongly disagree 4 Slightly agree 
2 Moderately disagree 5 Moderately agree 
3 Slightly disagree 6 Strongly agree 

When I am sick, I just have to let nature run its course. 

1 Strongly disagree 4 Slightly agree 
2 Moderately disagree 5 Moderately agree 
3 Slightly disagree 6 Strongly agree 

Health professionals keep me healthy. 

1 Strongly disagree 
2 Moderately disagree 
3 Slightly disagree 

4 Slightly agree 
5 Moderately agree 
6 Strongly agree 

When I stay healthy, I'm 

1 Strongly disagree 
2 Moderately disagree 
3 Slightly disagree 

just plain lucky. 

4 Slightly agree 
5 Moderately agree 
6 Strongly agree 

My physical well-being depends 

1 Strongly disagree 4 
2 Moderately disagree 5 
3 Slightly disagree 6 

l how well I take care of myself. 

Slightly agree 
Moderately agree 
Strongly agree 

When I feel ill, I know it is because I have not been taking care 
of myself properly. 

1 
2 
3 

Strongly disagree 4 Slightly agree 
Moderately disagree 5 Moderately agree 
Slightly disagree 6 Strongly agree 
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14. The type of care I receive from other people is what is responsible 
for how well I recover from an illness. 

1 Strongly disagree 4 Slightly agree 
2 Moderately disagree 5 Moderately agree 
3 Slightly disagree 6 strongly agree 

15. Even when I take care of myself, it's easy to get sick. 

1 Strongly disagree 4 slightly agree 
2 Moderately disagree 5 Moderately agree 
3 Slightly disagree 6 Strongly agree 

16. When I become ill, it's a matter of fate. 

1 Strongly disagree 4 Slightly agree 
2 Moderately disagree 5. Moderately agree 
3 Slightly disagree 6 strongly agree 

17. I can pretty much stay health by taking good care of myself. 

1 Strongly disagree 4 Slightly agree 
2 Moderately disagree 5 Moderately agree 
3 Slightly disagree 6 Strongly agree 

18. Following doctor's orders to the letter is the best way for me to 
stay healthy. 

1 Strongly disagree 
2 Moderately disagree 
3 Slightly disagree 

4 Slightly agree 
5 Moderately agree 
6 Strongly agree 

PLEASE CIRCLE THE LETTER NEXT TO THE BEST ANSWER TO THE FOLLOWING 
QUESTION. 

19. do you think your health is . . . 

a Excellent? d Fair? 
b Very good? e Poor? 
c Good? 
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Unit ID# 
Subject ID# 

Date 

THE NEXT SEVERAL STATEMENTS CONCERN HOW HAPPY YOU ARE AT THE 
PRESENT TIME. PLEASE CIRCLE THE ANSWER FOR EACH STATEMENT THAT BEST 
DESCRIBES HOW YOU FEEL ABOUT YOUR LIFE. 

20. Little things bother me more this year. 

21 I sometimes worry so much that I can't sleep. 

22. I am afraid of a lot of things. 

23. I get mad more than I used to. 

24. I take things hard. 

25. I get upset easily. 

26. Things keep getting worse as I get older. 

27. I have as much pep as I had last year. 

28. As you get older you are less useful. 

29. As I get older, things are better/worse than 
I thought they would be. 

30. I am as happy now as when I was younger. 

31. How much do you feel lonely? 

32. I see enough of my friends/relatives. 

33. I sometimes feel that life isn't worth living. 

34. Life is hard for me much of the time. 

35. How satisfied are you with your life today? 

36. I have a lot to be sad about. 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 

Not Much A Lot 

Yes No 

Yes 

Yes 

No 

No 

A Lot Little 

Yes No 
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Unit ID# 
Subject ID# 

Date 

THIS QUESTIONNAIRE IS DESIGNED TO ASSESS HOW WELL ACTIVITIES OF 
DAILY LIVING ARE COMPLETED. PLEASE CIRCLE THE NUMBER NEXT TO THE WORD 
OR PHRASE THAT BEST DESCRIBES THE RESIDENT'S LEVEL OF FUNCTIONING AT THIS 
TIME. 

A. Ambulation 

1. Independent 
2. Minimal assistance required 
3. Partial assistance required 
4. Does not ambulate; uses wheelchair independently 
5. Relies on someone else to move about 

B. Feeding/Supplement 

1. Independent 
2. Minimal assistance required; coaching and/or guidance 
3. Partial assistance required 
4. Complete assistance required 
5. Tube or parenteral feeding required 

C. Elimination 

1. Continent of bowel and bladder 
2. Requires assistance; supervision, prompting, clothes 
3. Foley catheter, colostomy or urostomy 
4. Incontinent of bowels 
5. Incontinent of bowel and bladder 

D. Bathing 

1. Independent in bathing 
2. Minimum assistance needed with transfer to tub/shower 
3. Moderate assistance with transfer and bathing 
4. Total assistance with transfer and bathing 
5. Requires total bedbath 
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