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ABSTRACT 

A descriptive study was 

the relationships among health 

orientations and health behavior 

conducted to investigate 

locus of control, value 

in a specific subculture 

group of Mormon women. A convenience sample of 59 Mormon 

women who resided in a rural area of southeastern Arizona 

participated in the study. Four questionnaires were 

administered to the group to test health locus of control, 

health value,· health behaviors, and general value orienta

tions. Findings revealed that the group had high Self 

Control Over Health beliefs (a measure of internal locus of 

control), rated health as their third highest value, and 

had a high level of positive health behaviors. General 

value orientations indicated that the group was future 

oriented, valued family solidarity, and was interested in 

self improvement and accomplishment. 
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CHAPTER 1 

INTRODUCTION 

Achieving high-level wellness has become a goal of 

American society in recent years and has led to an expan

sion of definitions of health and wellness. Halbert L. 

Dunn defined high-level 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" (1977, p. 9). The 

environment in wbich the individual functions may be a 

combination of biophysical, psychosocial, and cultural 

forces. These multiple forces can threaten or support the 

individual's health or wellness status (Leininger, 1970, p. 

ix) • 

Anthropological studies have shown that health and 

illness are strongly influenced by the cultural background 

of an individual (Kay, 1978; Leininger, 1978; and Spicer, 

1977). Culture is so much a part of a person that it 

becomes "a modality of thought." "Culture is what grows in 

a person and in particular groups of people to become a 

motive force" (Rackovsky, 1980, p. 21). Health beliefs and 

values are part of the complex network of cultural beliefs 

and values of the group (Kay, 1978). 
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Currently nursing is involved with learning to plan 

care for the total individual, which requires an assessment 

of physical, psychosocial, and cultural status. Cultural 

assessment is a relatively new area to nursing, but 

Madeline Leininger (1978) has done much to develop a 

nursing subfield of transcultural nursing in order to 

increase the baseline knowledge of nurses concerning values 

and patterns of particular cultural and subcultural groups. 

This information is needed in order to do a "culturological 

nursing assessment." Leininger defined this as "a systema

tic appraisal or examination of individuals, groups, and 

communities as to their cultural beliefs, values, and 

practices to determine explicit nursing needs and interven

tion practices within the cultural context of the people 

evaluated" (Leininger, 1978, p. 86). 

At the present time no single, widely accepted 

instrument to perform culturological assessments is avail

able. There are several recently developed research tools 

that measure health locus of control, v2lue orientations, 

and health behaviors which can be defined as components of 

the cultural environment. Few research studies have 

collected data describing relationships between health 

locus of control, v2lue orientations, and health behavior. 

No studies have utilized these tools together to collect 

culturally specific data. 

2 



Purpose of the Study 

The purposes of this study were to obtain cultural 

specific data investigating the relationships among health 

locus of control, value orientations, and health behavior 

in a subculture group of Mormon women and to test the 

following hypotheses. 

1. There is a positive relationship betv1een internal 

health locus of control and health value 

orientation. 

2. There is a positive relationship between internal 

health locus of control and health behavior. 

3. There is a positive relationship between health 

value orientation and health behavior. 

Significance 

If health beliefs and values are largely determined 

by the culture of an individual (Leininger, 1978, p. 67), 

then a sensitivity to and knowledge of cultural difference 

is imperative to understanding and developing health care 

plans for our culturally diverse society. There is much to 

learn about how cultural factors influence health for a 

particular group or individual. Testing tools that measure 

components of the cultural environment and investigating 

the relationship between these components is the first step 

to developing a systematic method for culturological assess

ment. Health care planning that incorporates culturo-

3 



logical assessment can result in increased therapeutic 

competency of the community health care giver with indivi

duals, families, and community groups. 

Conceptual Framework 

The conceptual framework for this study is based on 

anthropological and social-psychology theories. The first 

level includes (see Figure 1) locus of control, value 

orientations, and behavior. Locus of control is a concept 

derived from Rotter's social learning theory (1966). It is 

defined as "the degree to which individuals perceive events 

in their lives as being a consequence of their own actions, 

and thereby controllable (internal control), or as being 

unrelated to their own behavior, and therefore beyond 

personal control (external control)" (Lefcourt, 1976). 

Some studies have shown that there is a difference in locus 

of control between cultural groups. One study showed that 

Chicanos were more internally controlled than whites; that 

whites were more internally controlled than blacks (Gag, 

Williams, and Johnson, 1981). 

Value orientations are defined by Kluckhohn and 

Strodtbeck (1961) as definitely patterned principles which 

give order and direction to human behavior. In 1950 

Kluckhohn and Strodtbeck conducted an in-depth study of 

five g r o ups : a Spanish Am e r i can vi 11 age , a decent r a 1 i z e c1 

Navajo Indian band, a highly centralized pueblo of Zuni, a 

4 



LOCUS OF + 
CONTROL~ 7BEHAVIOR 

VALUE 
ORIENTATIONS 

CONCEPTUAL LEVEL 

HEALTH + HEALTH 
LOCUS OF~-----------+----------~BEHAVIOR 
CONTROL 

OPERATIONAL LEVEL 

VALUE 
ORIENTATION 

MULTIDIMENSIONAL HEALTH 
HEALTH LOCUS OF~--~-----+------~----~BEHAVIOR 

CONTROL SCALE ~C VALUE SCALE 
f9RIENTP~TIONS 

Figure 1. Conceptual framework. 



Texan homestead community, and a Mormon community. The 

results showed significant between-culture differences and 

significant within-culture regularities. 

Behavior is defined by Rotter (1972) as any 

response to a meaningful stimuli. Both human and animal 

behaviors have been studied by many theorists. One aspect 

of human behavior that investigators have greatly concerned 

themselves with is man's ability to control his personal 

environment (Lefcourt, 1966). Rotter stated in his social 

learning theory (1954) that the potential for any behavior 

to occur in a given situation is a function of the person's 

expectancy that the given behavior will secure the avail

able reinforcement, and the value of the available rein

forcement to the person. Thus values have a relationship 

to behavior as well as expectancy beliefs. 

The lower level of the conceptual framework (see 

Figure 1) includes health locus of control, health value 

orientation, and health behavior. Health locus of control 

is a modification of locus of control to include health

related outcomes. Lau and Ware state that this modifica

tion is based on the hypothesis "that locus of control 

perceptions are situation-specific. Therefore, it is 

reasonable to expect a health specific locus of control 

measure to predict health related variables better than a 

generalized locus of control measure" (1981, pp. 

1147-1148). 
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Health value orientation is difficult to define 

because it is part of a complex whole consisting of one's 

cultural beliefs, total values, and practices (Erkel, 1980) 

on which health choices are based. Developing a definition 

of health has been a long, arduous task because philoso

phers and health professionals do not agree on basic assump

tions. For example, historically, health was perceived by 

the New World Indians as the relationship among humans, 

nature, and the supernatural (Keller, 1981). The ancient 

Chinese included energy flows as part of their beliefs 

(Keller, 1981). Some persons refer to health as a 

positive, non-sick state, and others have included wellness 

and illness under the same terffis (Keller, 1981). 

In planning health care for an individual or group, 

it is important to understand what health means to that 

individual or group. This is not possible unless the total 

value orientations of the individual, including cultural 

beliefs, are assessed (Leininger, 1970; Kay, 1978; Erkel, 

1980). 

Health behavior; is defined as the caring norms, 

attitudes, and practices of an individual or group 

(Leininger, 1978, p. 102). Health professionals have been 

studying health behavior and how to influence or change it 

with little success (Ford, 1977). Factors which appear to 

relate to health behavior are the individual's social 

characteristics, personality, understanding of illness and 
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treatment, and cultural and philosophical beliefs (Ford, 

1977). Other researchers have also found a variety of 

factors associated with demographic variables, previous use 

of health services, and attitudes and beliefs (Rosenstock, 

197 4) • 

Victor Fuchs states that "the greatest current 

potential for improving the health of the American people 

is to be found in what they do and don't do to and for them

selves n (Fuchs I 1974 I p. 55). The literature indicates 

that few studies have been done to determine the relation

ship between health values and health behavior, although 

quite a number have been done concerning social and 

demographic factors. 

The operational level of the framework identifies 

the instruments that will be utilized to measure the vari

ables to be studied. Health locus of control (HLC) will be 

measured by the Lau-~vare mul tic1imensional health locus of 

control scale (Lau and Ware, 1981). Health value orienta

tion will be measured with the Value Orientations Scale 

(VOS), a scale adapted from Kluckhohn and Strodtbeck by 

Murdaugh (1982) and by a modified Rokeach value scale 

adapted by Young (1981). Health behavior will be measured 

\ 
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with the Health Behavior Scale developed by Young and Hinds 

(1981). 

Definition of Terms 

Concepts--Level 1 

1. 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). 

2. Internal Locus of Control: the belief of an 

individual that he is an effective agent in deter

mining the occurrence of reinforcements (Rotter, 

1966). 

3. External Locus of Control: the belief of an indivi

dual that forces beyond his control determine the 

occurrence of reinforcements (Rotter, 1966). 

4. Value Orientations: "are complex but definitely 

patterned (rank-ordered) principles, resulting from 

the transactional interplay of three analytically 

distinguishable elements of the evaluative process 

--the cognitive, the affective, and the directive 

elements--which give order and direction to the 

ever-flowing stream of human acts and thoughts as 

these relate to the solution of 'common human' 

problems" (Kluckhohn and Strodtbeck, 1961). 

9 
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5. Behavior: may be defined as "anything that some-

thing living does" (Chapman and Chapman, 1975, p. 

16), but is more specifically defined by Rotter as 

any response to a meaningful stimuli (1972). The 

basis for this study is that culture is learned 

behavior and values which are shared among members 

of a designated group and are usually transmitted 

to others of their group through time (Leininger, 

1978, p. 60). 

Concepts--Level 2 

1. Health Locus of Control: the belief that one's 

health is controlled either by one's own behavior 

(internal control) or by forces outside oneself 

over which he does not have control (external 

control) (Wallston and Wallston, 1978). 

2. 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). 

3. Health Value Orientation: the beliefs and values 

upon which health choices are based. 

4. Health Behavior: the caring norms, attitudes, and 

practices of an individual or group (Leininger, 

1978, p. 102). 
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Summary 

Health beliefs and values are largely determined by 

the culture and value orientations of the individual or 

group. Health behaviors are choices made based on these 

conscious or unconscious beliefs and values. The focus of 

this study was to investigate and identify the 

relationships between health locus of control, value 

orientations, and health behaviors in a specific subculture 

group of Mormon women. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

The review of the literature is presented in four 

sections: studies of locus of control, including health 

locus of control and how this concept has been investigated 

in relation to health behavior; value orientations, inclu

ding health value orientation, and how this concept is 

related to health behaviors; studies that include both 

health value and health locus of control; the organization 

and philosophy of the Mormon church; and health studies 

done with the Mormon population. 

Locus of Control 

Rotter's concept of internal-external locus of rein

forcement (1966) has been the stimulus for much research. 

Although the concept was developed from social learning 

theory, Rotter (1972) states that many researchers have 

overlooked that locus of control is only one of four varia

bles in social learning theory. The four classes of 

variables include behaviors, expectancies, reinforcements, 

and psychological situations. Social learning theory 

attempts to deal with the complexity of human behavior and 

states that the potential of a. behavior occurring in any 

specific psychological situation is a function of the 

12 
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expectancy that the behavior will lead to a particular 

reinforcement in that situation and the value of the 

reinforcement (Rotter, 1972). 

Rotter states one must either control reinforcement 

value or measure it and take it into account to make a 

locus of control prediction. Few studies, until recently, 

have studied reinforcement value and locus of control 

together. Many studies have applied locus of control to a 

wide variety of situations. Lefcourt reviewed these 

studies (1982) and concluded that internal control expectan

cies about personally important events, which are to some 

reasonable degree controllable, will be related to signs of 

vitality, whereas external control expectancies are associ

ated with apathy and withdrawal. 

Since the 1960's, locus of control has been increas

ingly applied to health areas. Dabbs and Kierscht (1971) 

reported that college students who had internal control 

expectancies were more likely to seek inoculation for flu 

than were students with external control expectancies. 

Another study by vlilliams (1972) showed similar results 

when high school students were asked about use of seat 

belts. Lowery and Ducette (1976) found that diabetics who 

had internal control expectancies sought more information 

about their disease than diabetics who had external control 

expectancies. Strickland (1978) reported a review of the 

literature inoicated that individuals with an internal 



control expectanc~l were 

bility for health than 
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ntore likely to assume responsi-

individuc.ls who had an external 

locus of control expectancy. 

Researchers have found that the original instru

ments for locus of control utilized measures of generalized 

expectancies 1 and thus specific behaviors such as health 

behaviors were difficult to predict. Wallston and Wallston 

developed a health-specific locus of control scale which 

proved to be effective in studies specific to health 

(1976). Lau and Ware later developed another instrument to 

measure health locus of control (1981). 

Preliminary studies conducted with the health locus 

of control scale indicate that individuals with intern2l 

control expectancies who place a high value on health will 

more actively seek health information that either indivi

duals with external control expectancies or other internals 

with a low value on health (Wallston et al. 1 1976). 

Researchers Kobasa 1 Maddi 1 and Kahn have reported a 

relationship between locus of control and the ability to 

resist illness under stress (c. f. Lefcourt 1 1982). This 

research indicated that persons were more likely to become 

ill under stress if they exhibited external control 

expectancies 1 a low degree of commi tmen·t 1 and less 

responsiveness to challenge. 

A limited number of studies have used health locus 

of control scales. Even fewer studies have included a 
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measureruent of values with health locus of control. The 

1 iter at u r e r e view in cl i cates that differences rna y not be 

recognized if both health value and health locus of control 

are not assessed when individual health behavior is 

studied. 

Value Orientations 

Some of the most extensive research on values has 

been done by Rokeach (1973) and Kluckhohn and Strodtbeck 

(1961). Rokeach (1973) states that value means an enduring 

belief that a specific mode of conduct or end state of 

existence is personally or socially preferable to an 

opposite or converse mode of conduct or end-state of 

existence. Rokeach stated there are five assumptions about 

the nature of human values: 

1. The total number of values that a person possesses 

is relatively small. 

2. All men everywhere possess the same value to 

different degrees. 

3. Values are organized into value systems. 

4. The antecedents of human values can be traced to 

culture, society, and its institutions, and 

personality. 

5. The consequences of human values will be manifested 

in virtually all phenomena social scientists might 

consider investigating (Rokeach, 1973). 



~6 

Kluckhohn and Strodtbeck (1961) also believed that 

dominant values were common to all people, but they focused 

their research on analyzing the variants of these dominant 

value orientations. They singled out five crucial problems 

common to all groups and developed an instrument to test 

for variations in the five orientations cross-culturally. 

These problems are as follows: 

1. What is the character of innate human nature? 

2. rlhat is the relation of man to nature? 

3. What is the temporal focus of human life? 

4. What is the modality of human activity? 

5. What is the modality of man's relationship to other 

men? (Kluckhohn and Strodtbeck, 1961, p. 11). 

Kluckhohn and Strodtbeck (1961) found distinct 

differences when testing cross-culturally in 1951. One 

group tested was a Mormon community (n = 250) located in an 

area of Arizona/New Mexico. The findings indicated that 

the Mormon group was future-oriented but with a strong 

present orientation. They valued the individual over 

family or group relationships, and they had a strong 

"doing" orientation in the human activity modality. The 

majority of the group believed that man had control over 

nature. 



Health Locus of Control and 
Health Value Studies 

17 

Studies that have looked at health locus of control 

and the relative value placed on health are few, and the 

results are not conclusive. McCusker and Morrow (1979) 

studied the relationship of health locus of control to 

preventive cancer behaviors in school teachers (n = 543). 

Their results showed no relationship between health locus 

of con t r o 1 , e it her a 1 one or in co robin at ion w i t h he a 1 t h 

value, and health behavior. 

P..nother study measured health locus of control, 

value placed on health, and status of health with school 

children (n = 135) (Parcel, Nader, and Rogers, 1980). 

Results of the study supported the hypothesis that children 

who place higher value on health and have an internal locus 

of control are less likely to report frequent illness or 

susceptibility to illness. Wallston and Wallston also 

found that internals who place a high value on health in 

their information-seeking studies exhibited more of this 

trait than either internals with low value on health or 

externals (Wallston et al., 1976). 

The Mormon Population 

Church Organization and History 

The Mormon church, a.lso known as The Church of 

Jesus Christ of Latter Day Saints, was founded by Joseph 

Smith and was first organized in 1830. The early church 
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suffered much opposition and persecution. Joseph Smith was 

reurdered in 1844, and Brigham Young became the president of 

the Church. Brigham Young led the group to what is now 

Salt Lake City, Utah in 1847 to escape persecution {Warner 

and Slade, 1976). Today 70 percent of Utah's population is 

nominally Mormon. The Church offices and President are in 

Salt Lake City, but membership is world-wide, with approxi

mately 3.5 million members {Warner and Slade, 1976). 

The w~rld-wide organization is divided into 

geographical stakes and missions. These are each presided 

over by a three-man presidency. The stakes are divided 

into wards, or branches. A ward comprises 450-1200 

members. In Salt Lake City the ward district may only be 4 

square blocks, but in rural areas it will extend for many 

square miles. Each ward has its own church building, 

including chapel, recreation hall, and class rooms. In 

recent years two or more wards may share one facility. The 

Church has no professional clergy. Lay members serve as 

general and local officers and teachers and receive no 

monetary compnsation for their services (Green and Green, 

1968). 

Philosophy 

Mormons value education, family life, hard work and 

self-reliance (Green and Green, 1968; Warner and Slade, 

1976). One of the main principles of Mormon belief is that 



education or the acquiring of knowledge in all fields is 

necessary for man's happiness in this life and his 

sal vat ion in the life to come (Howells, 1964). Census 

reports show that Utah has the highest percentage of school 

enrollment and the highest educational attainment among 

adults in this country (Howells, 1964). 

Mormons believe that physical development is very 

important along with spiritual, mental, and moral develop

ment. Every ward conducts programs for all age groups to 

encourage this development. The Mormon Church was the 

first church to adopt scouting as part of its youth program 

(Howells, 1964) , and many wards produce basketball teams 

that compete in divisional all-church tournaments. 

The family is considered to be the basic unit, and 

Mormons believe that they will have eternal life together. 

Baptisms, marriages, and other ordinances are performed by 

living proxies for family members generations back who died 

without having the opportunity to be church members. 

Because identifying all family members is very important, 

the church has an extensive library for genealogy research. 

Farnil ies are encouraged not only to take care of 

present-day needs, but also by hard work and frugality to 

put aside food, clothing, and other essential items so that 

in times of disaster or emergency the family can continue 

to sustain itself. All families are encouraged to holcJ c. 
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weekly home evening service composed of gospel study, self-

provided entertainment, and refreshments (Green, 1968). 

The Mormon Church also sponsors an extensive 

welfare program for needy or dependent members. Projects 

are in operation in many states to produce grains, dairy 

and poultry products, fruits, vegetables, clothing, fuel 

and household goods. These items are stored in warehouses 

and are distributed to the needy on "Bishop's Orders" 

(Howells, 1964, p. 84). 

Ivlor mon theology also provides guidelines for 

health. "A healthy mind and a healthy body" are among the 

prime objectives in Mo~mon teaching (Howells, 1964, p. 82). 

Members are instructecl to eat meat sparingly, eat fruit s 

and vegetables freely, and to abstain from alcohol, 

tobacco, and hot drinks. Hot drinks is understood to mear. 

any drink that is habit-forming or contains stimulating 

substances such as coffee and tea (Howell, 1964, 82). 

Mormons believe that all healing ultimately comes 

from God, but that the physician using good medicine is 

utilizing knowledge which God has revealed to man for his 

benefit (Divett, 1951, p. 11). The Church advocates use of 

"the best medicine available," but some members are herbal

ists because of traditional Church teachings that advocated 

the use of herbs for food and healing (Divett, 1951, p. 

13) • 
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Hany studies have been conducted with the Mormon 

population concerning incidence of disease. On the basis 

of cbur ch records, one study determined cancer an.d total 

death rates for 700,000 Utah Mormons during 1970-1975, and 

found that the mortality rate was 50% lower than the United 

States age-adjusted total mortality rates and 68% lower for 

cancer as a whole (Enstrom, 1980). Another study of colon 

cancer showed that for the years 1950-1969, Utah had 34% 

fewer deaths from colon cancer than the average United 

States population (Lyon, 1978). Surveys of cardiovascular 

mortality between 1969-1971 showed a 35% lower rate in Utah 

than in the total United States white population (Lyon et 

al., 1978). 

Other studies have compared health and dietary 

practices of Mormons and non-Mormons in an attempt to 

explain lower mortality rates. These studies suggested 

that a lifestyle that limits alcohol, tobacco, ccffee and 

tea, and less rneat intake appeared to have a significant 

modifying effect. 

However, one researcher (Riley, 1978) stated that 

Mormons have a reduced incidence of cancer even at 

anatomical sites not generally related to the effects of 

smoking or alcohol and food intake. He felt that this may 

be due to a different response to stress. 
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The majority of studies indicated that the .Hormon 

population is a lower risk group for cancer and cardiovascu

lar diseases. Studies to determine if there is a relation

ship between value orientation, health locus of control, 

and health behavior have not been done. 

Summary 

The literature review in6icated that both locus of 

control and value orientations need to be studied in rela

tionship to health behavior. The overall findings were 

that individuals who place a high value on health and who 

had internal control expectancies exhibited more health 

responsibility than individuals with a low value on health 

or external control tendencies. Few studies have investi

gated the relationships among health locus of control, 

value orientations, and health behavior. No stuaies have 

been done wi tb the Mormon population that included these 

three areas. 



CHAP'l,EF. 3 

METHODOLOGY 

Introduction 

The study was designed to investigate the relation

ship among health locus of control, value orientations, and 

health behaviors in r-Iormon women. This chapter presents 

the setting, sample, protection of human subjects, method

ology including the design, research questionnaires, data 

analysis, assumptions, and limitations of the study. 

Setting and Sample 

The setting for this study was within a rural south

eastern county in Arizona. A convenience sample of 59 

Mormon v1omen {Latter Day Saints) voluntarily participated 

in the study. The subjects represented several wards, but 

due to the rural setting and close contact between members 

of the wards, who often share the same facilities, the 

sample was assumed to be fairly homogeneous. Church 

representatives reviewed the questionnaire and gave 

permission to those women who wished to participate in the 

study. The sample was considered to be active in their 

church, as participants received the questionnaire at 

various church activities. 

23 
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Protection of Human Subjects 

The proposal was reviewed and approved by the Human 

Subjects Review Committee at The University of Arizona 

(Appendix A) • Informed voluntary consent was obtained 

prior to completing the questionnaires at each data collec-

tion period. Each subject was assured of confidentiality 

in the collection of data and annonymity in the reporting 

of findings (Appendix A, Written Disclaimer). 

fwlethodology 

Data were collected from subjects by implementing 

four questionnqires: (1) Multidimensional Health Locus of 

Control Scale (Lau and Ware, 1981); (2) Value Orientations 

Scale (Murdaugh, 1983); (3) Health Value Scale (Young, 

1981); and (4) Health Behavior Scale (Young and Hinds, 

1981). Demographic data collected included years of church 

membership, marital status, and educational and occu

pational background and status (Appendix F). 

Questionnaires were completed in random order to avoid the 

effects of ordering bias. All questionnaires utilized a 

five- or six-point Likert scale. 

Data Collection Procedure 

The questionnaire was given to several church 

leaders for approval before distribution. Permission for 

distribution at church activities was given, but subjects 
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completed questionnaires at home and then returned them to 

selected church members. 

The researcher was known to ten members of the 

church who had participated in a Red Cross Home Nursing 

Course. None of these members filled out the question

naire, but they assisted in distributing and collecting the 

questionnaires. 

Seventy questionnaires were left at various church 

functions with written instructions. An explanation of the 

purpose of the study and questionnaire was given by the 

researcher to the members of the church who assisted in the 

distribution and collection of the questionnaires. Fifty

nine (84%) of the questionnaires were returned. This high 

percentage would not have been probable without the assist

ance and efforts of the church members, with whom the 

researcher had already established rapport. 

Disadvantages of this method of data collection 

include: (1) possible increase in social desirability 

response set or tendency of the subject to give the 

expected answer (Campbell, 1957); and (2) less opportunity 

for subjects to clarify written instructions with 

researcher. To prevent these possibilities, the name and 

address of the researcher was included with the 

questionnaire for any questions that would arise, and 

confidentiality was stressed with the church members who 

assisted in data collection. The researcher believed that 
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the rapport established with the church members who 

assisted in data collection increased cooperation and 

participation with this specific subculture group. 

Multidimensional Health 
Locus of Control Scale 

The Lau-Ware scale is a 28-item health-specific 

locus of control questionnaire which measures beliefs in 

four areas: chance health outcomes, general health threat, 

self-control over health, and provider control over health 

(Lau and Ware, 1981). Studies conducted to pilot test the 

instrument by Lau and Ware indicated: (1) attributions of 

provider control over health outcomes were independent of 

beliefs in personal control over health outcomes; (2) 

beliefs in provider control over health outcontes V.'ere 

distinguishable from but related to beliefs in the 

competence of medical care providers; (3) health locus of 

control was multidimensional; and (4) health- specific 

locus of control measures were more accurate than 

generalized locus of control measures in predicting health-

related behaviors (Lau and Ware, 1981). 

The items on the scale are worded as statements of 

opinion (e.g., "There is little one can do to prevent 

illness") and are associated with a seven-choice response 

scale ranging from "strongly agree" (1) to "strongly 

disagree" ( 7) • Some items are reverse-coded (i.e., 

strongly agree = 7). Each scale score was computed by 
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(See Key for items that 

correspond to each scale). For this study the scale was 

changed to a six-point Likert format to eliminate the 

neutral response. 

Reliability was tested with the test-retest method 

and Cronbach's Alpha. Test-retest coefficients ranged from 

0.65 to 0.77, with a median of 0.71 for the health-

specific locus of control scales, except for the General 

Threat to Health Subscale, which was .43. Internal 

Consistency coefficients ranged from • 61 to .65. Factor 

analysis of the scale supported the four identified 

subscales (Lau and Ware, 1981). Data from this study were 

used to compare internal consistency coefficients using 

Cronbach's Alpha. (See Appendix B for copy of the scale). 

Value Orientation Scale 

The Value Orientation Scale is composed of four 

subscales and consists of 45 items in a Likert-type format. 

The Value Orientation Scale was adapted from Kluckhohn and 

Strodtbeck (1961) by Murdaugh (1982). The subscales 

measure the following orientations (Murdaugh, 1982): 

1. Relational orientation: man's relations to others 

as either individual or collateral or lineal. If 

an individual orientation is dominant the individu- . 

al 's goals will take precedent over group goals. 

If a collateral orientation is dominant the 
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extended group goals will take precedence over 

individual goals. If a lineal orientation is 

dominant, group goals will again have primacy; but 

continuity through time and ordered positional 

succession within the group are more important. 

2. Activity Orientation: preferences in an individu

al's self-expression orientation. Individuals with 

a being orientation prefer spontaneous expressions 

of desires, whereas individuals with a doing 

orientation are interested in accomplishments that 

are measurable by external standards. Being-in

becoming orientation is seen in individuals who 

focus on self-development activities. 

3. Time Orientation: an individual's primary concern 

with either the present 

future orientation will 

change. 

4. Human Nature orientation: 

or future. A dominant 

place a high value on 

an individual's belief 

about the nature of man as either evil, a mixture 

of good and evil, neutral, or good. Religious 

beliefs may be one source of Human Nature orienta

tion. 

The Value Orientation Scale was administered to a 

sample of 76 subjects in 1981 for reliability and validity 

estimation. A revised scale was used in this study. 
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Internal consistency of the scale was tested with 

Cronbach's Alpha with data from this study. 

The items on the scale are worded as statements 

(e.g. 1 "The future is too uncertain to count on") and are 

associated with a six-choice response scale wi tb scores 

ranging from "strongly agree" (highest score) to "strongly 

disagree" (lowest score). The items test beliefs in the 

four subscales and are positively related to high scores 

(see Appendix C for a copy of scale). 

Health Value Scale 

The Health Value scale is a 12-item questionnaire 

constructed on a five-point Likert format ranging from "not 

at all important" (1) to "extremely important" (5). The 

higher the score the more the individual values the belief 

in the statement (e.g. 1 "A prosperous life?"). The items 

refer to the most common values held by a person in our 

society and were adapted by Young (1982) from Rokeach 's 

value scale (1973). The scale is in the process of being 

tested for reliability. Data from this study was used to 

test for internal consistency using Cronbach's Alpha (see 

Appendix D for a copy of this scale). 

Health Behavior Scale 

The Health Behavior scale is a 20-item question

naire constructed on a six-point Likert format ranging from 

"never" (1) to "always" (6). The items measure degree of 
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specific health behaviors such as wearing a seat belt or 

getting enough sleep. The higher the score the higher the 

behavior. The scale is currently being tested for rel ia

bili ty and was developed by Young and Hinds {1981). Data 

from this study were used to test for internal consistency 

using Cronbah 1 s Alpha. See Appendix E for a copy of the 

scale. 

Data Analysis Plan 

After collection of data, the demographic data were 

coded and frequencies and percentages were co~puted in 

order to describe the sample. Each scale was tested for 

internal consistency using Cronbach 1 s Alpha and item ancJ 

mean frequencies were computed for the sample. To test 

hypotheses, Pearson cor relations were computed to analyze 

the relationships among health locus of control, value 

orientations, and health behaviors. 

Assumptions 

1. The subjects who participated in the study answered 

the questionnaires honestly and to the best of 

their ability. 

2. The sample was composed of women from a homogeneous 

subculture group. 

3. The group had high health values. 
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Limitations 

1. The sample was not randomly selected. 

2. Reliability and validity was not established for 

three of the four questionnaires prior to implemen

tation. 

3. The sample was composed of only women. 

Summary 

The methodology for this research reflected a 

descriptive design. Data analysis included frequencies 1 

means 1 and percentages to describe the sample. Pear son 

correlations were computed to test the hypotheses. All 

questionnaires were tested for internal consistency using 

Cronbach's Alpha with data from this study. 



CHAPTER 4 

ANALYSIS AND INTERPRETATION OF THE DATA 

The findings of this study and the analysis of the 

data are presented in this chapter. Characteristics of the 

sample will be addressed first. Results of the reliability 

and validity testing of the instruments will be presented 

next, along with analyses and interpretation of data from 

the Health Locus of Control Scale, Value Orientations 

Scale, Health Value Scale, and Health Behavior Scale. 

Finally, findings in relation to the hypotheses will be 

presented. 

Characteristics of the Sample 

The sample population consisted of 59 women who 

ranged in age from 18 to 81 years. The mean age was 46 

years, with a mec1ian of 48 years. All were active members 

of the Mormon church, and most (54%) had been members of 

the church for life. Only fourteen percent had been 

members less than 20 years. Table 1 presents results of 

the analyses for demographic characteristics, marital 

status, and level of education. 

Eighty-five percent of the sample were married. 

Fifty-three percent had some college education. 

percent had less than high school education. 

32 
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Table 1. Demographic characteristics (frequencies and 
percentages). 

Characteristics 

Marital status 

Never 

Separated 

Divorced 

Widowed 

Harried 

Total 

Educational Level 

Eighth grade or less 

Some high school 

High school graduate 

Trade/business school 

Some college 

College graduate 

College education 

Graduate degree 

N 

2 

2 

5 

59 

1 

6 

18 

2 

21 

4 

3 

_A 

59 

% 

3 

3 

8 

100% 

2 

10 

31 

3 

36 

7 

5 

___.6. 

100 

33 
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Although the majority of women were not currently 

employed outside of the home (78%), most held at least one 

job at some time (75%). The majority of women who had 

worked outside the home was in non-professional occupations 

(89%) such as waitress, secretary, or retail sales clerk 

(Table 2) • Employment was assessed to determine if more 

women were working now due to the present economic situa-

tion. 

Some participants commented that the questionnaire 

should have included what they do to earn money at home. 

Several stated that many Mormon women sew, crochet, or do 

other handiwork and sell the items. This kind of activity 

vJas not categor izec1 as v1orking outside the home by the 

participants or as self-employment. 

Reliability and Validity 
of the Instruments 

Alpha coefficients for the Health Locus of Control 

Scale, Value Orientation Scale, Health Value Scale, and 

Health Behavior Scale were computed with data from the 

study. Because twenty-four participants did not answer all 

of the questions for all scales, only thirty-five of the 

fifty-nine questionnaires were used to compute the alpha 

coefficients with computer analysis (Table 3). Most of the 

missing data occurred in the Value Orientation question-

naire. Some items were also frequently not answered in the 

Health Locus of Control questionnaire. Most participants 
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Table 2. Occupational status in Mormon women participants. 

Current Primary Secondary 
Employment Past Past 

Employment Employment 
N % N % N % 

Occupational Status 

None 46 ( 7 8) 15 ( 25) 39 (67) 

Waitress/cook 1 (2) 6 (10) 2 ( 3) 

Secretary/clerical 1 ( 2) 11 ( 19) 1 (2) 

Sales retail 6 ( 10) 2 (3) 

Sales home 1 (2) 4 ( 7) 

Newspaper route 1 (2) 

Mail person 2 ( 3) 2 (3) 2 ( 3) 

Beautician 3 (5) 

Instructor, aerobics/ 3 ( 5) 
gymnastics 

Teacher 1 (2) 4 ( 7) 3 (50 

l-\ur se 1 (2) 

Other professional 1 (2) 1 (2) 1 ( 2) 

Miscellaneous (factory 5 (8) 9 (15) 3 (5) 
worker & all others) 

59 (00) 59 (100) 59 (100) 



Table 3. Reliability coefficients for scales. 

Coefficient 
Alpha 

Scales n = 35 

Health Locus of Control Scale 

Chance 
Provider control 
Self control 
General threat to he&lth 
Total HCL scale 

Health Value Scale 

Health Behavior Scale 

Value Orientation Scale 

Time 
Present 
Future 

Activity 
Being 
Doing 
Being-in-Becoming 

Relational 
Individual 
Collateral 
Lineal 

Human nature 

.40 

.79 

.54 

.31 

.59 

• 67 

.68 

.26 

.22 

.45 
• 63 
.66 

.13 

.36 

.48 

.69 

36 
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answered all questions on the Health Value Scale and Health 

Behavior Scale. 

The analysis of the Value Orientation Scale 

questionnaire revealed that 15 participants left questions 

blank or marked two answers, thereby causing elimination of 

the question. Eleven participants wrote explanations for 

why they couldn't answer a question or why a question was 

confusing. Analysis of the comments indicated that the 

subjects did not know if they should answer the question 

from a religious perspective or a "worldly" perspective. 

One participant stated "some statements are difficult to 

answer because personal goals usually relate to family in 

some way . • • we have a common goal to live so we can be 

eternal families, therefore it is difficult to separate 

personal and family goals." 

Another participant answered "agree" and "disagree" 

en item 43: "I do whatever gives me the most enjoyment out 

of life." She indicated that if the question means enjoy

ment related to "God, family and accomplishment" she would 

"agree," but if the question means "fun, whatever satisfies 

me and me alone with no responsibilitis" she would "dis

agree." The alpha coefficients for the Value Orientation 

subscales were below the acceptable level of .70. However, 

the Doing and Being-in-Becoming subscale alphas were • 63 

and .66 respectively. The alpha from the Human Nature 

subscale was .69. As previously discussed, there appeared 
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to be much confusion in answering the questions. Part of 

the confusion may have been due to the participants' respon

ses to the information in the written disclaimer and expla

nation of the study. (See Appendix A.) The questionnaire 

stated that the investigator wanted to use Mormon members 

because of the church's emphasis on prevention · and prepara

tion. Participants may have interpreted this to mean that 

they should answer according to the religious beliefs and 

practices of the church rather than their personal 

practices and beliefs. 

The alpha coefficients for the Health Locus of 

Control Scale ranged from .40 to • 79 at n = 35. Lau and 

Ware (1981) obtained alpha coefficients from .61 to .65. 

The results from this study indicated that these scales and 

subscales performed as expected except for the General 

Threat to Health subscale. 

The alpha coefficients for the Health Value Scale 

and Health Behavior Scale were .67 and .68, respectively, n 

= 35. Both of these scales are new scales. Alpha coeffi

cients were close to the acceptable level of .70. 

The Health Locus of Control Scale was the only 

instrument with established validity (Lau and Ware, 1981). 

However, analyses of the data from this study indicated 

that some constructs were measured by more than one of the 

instruments and similar results were obtained. This is 

evidence of some convergence validity. Health Value was 
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measured by the Health Locus of Control Scale and the 

Health Value Scale. Family Solidarity was measured by both 

the Value Orientation Scale and the Health Value Scale, 

with similar results. A review of the literature concern-

ing Mormon beliefs and philosophy indicated that the 

findings of the four instruments were consistent with the 

overall Mormon philosophy. 

Findings Related to Health 
Locus of Control Scale 

Results of Lau and Ware's Health Locus of Control 

scale are presented in Table 4. The total range possible 

for the chance subscale was 6 to 36. The mean score was 

26.59, and the median was 28.66 The total range possible 

for the Provider Control subscale was 8 to 48. The mean 

score was 34.07, and the median was 35.91. The total range 

possible for the self control scale was 8 to 48. The mean 

was 37.95, and the median was 37.87. The total range 

possible for the General Threat to Health Scale was 5 to 

30. The mean was 15.9, and the median was 15.01. 

Results from this study suggested that Mormon women 

have high self control over health beliefs and, almost as 

high, provider control over health beliefs. Lau and ware 

(1981) state that "persons believing in self-control over 

health tend to reject the role of chance and health threat 

in determining health outcomes and to believe in the effi

cacy of doctors" (p. 1147). Persons believing in provider 
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Table 4. Health locus of control. 

Variable Mean f-ie dian N 

Chance 26.59 28.66 56 

Provider control 34.07 35.91 57 

Self control 37.90 37.87 . 59 

General threat 15.90 15.01 55 

control over health outcomes tended to have strong favor

able attitudes toward the quality of medical care (Lau and 

vJare, 1981). Provider control beliefs would coincide with 

Mormon philosophy and belief that "the physician using good 

medicine is utilizing knowledge which God has revealed to 

n1an for his benefit" (Divett, 1951, p. 11). Self control 

over health belief is a measure of internal locus of 

control beliefs. 

Questions most frequently left blank by subjects 

included i tern 13: "The seriousness of many diseases is 

overstated"; item 17: "In today's world, few diseases are 

totaly debilitating (crippling)" and item 20: "There are a 

lot of medical problems that can be ver~7 serious or even 

fatal (can kill you)." All of these items belong to the 

General Threat to Health subscale. Subject mean was lowest 

for this scale, indicating that most subjects believed that 

disease was controllable either through self control or 

provider control. 
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Results of the relative value the group placed on 

health are included in Table 5. Because the subjects 

ranked health in one of the top four positions out of a 

possible twelve, they were classified as having a high 

health value (Wallston et al., 1976). Family solidarity 

and self respect were both rated by the group as the number 

one value, 51 (88%) stated that both were extremely 

important, and the other 7 (12%) rated these values as very 

important. Happiness was rated extremely important by 42 

(72%). Health was rated extremely important by 41 (71%) of 

the participants. 

The findings also showed that Mormon women ranked 

accomplishment above independence or friendship. This 

would coincide with their educational philosophy that 

acquiring knowledge in all fields is necessary for man's 

happiness (Howells, 1964). Family solidarity is an impor

tant part of Mormon philosophy. Mormons believe that they 

will spend eternity with their families. 

Findings Related to the 
Value Orientation Scale 

Results of the Value Orientation Scale are 

presented in Table 6. The total range possible for each 

subscale was 5 to 30. Results for the Time Present 

subscale showed the mean score was 12.81 and the median was 
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Table 5. Health Value Scale (frequencies and percentages 
in order of most important to least important, 
N =58). 

Not at Slightly Somewhat Very Extremely 
All Import. Import. Import. Important 

Variable Important 

Family 7(12) 51(88) 
Solidarity 

Self Respect 7(12) 51(88) 

Happiness 2(3) 14(24) 42(72) 

Health 3(5) 14(24) 41(71) 

Freedom 2(3) 5 ( 9) 12(21) 39(68) 

Accomplishment 1 ( 2) 25(42) 32(954) 

Independence 2(3) 15(26) 18(31) 23(40) 

Friendship 1(2) 9(15) 27 (46) 21(36) 

Pleasure 4 ( 6) 23(40) 23(40) 8(14) 

Prosperity 2 ( 3) 9(16) 31(54) 9 ( 16) 7(12) 

Social 12(21) 12(21) 24(41) 4 (7) 6(10) 
Recognition 

Exciting Life 9(16) 14(24) 24(41) 9(16) 2(3) 

- - - ·-
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Table 6. Value orientation scale. 

Variable N Mean Median 

~ 

Present 56 12.87 13.04 

Future 53 20.36 21.34 

Activity 

Being 52 14.99 14.36 

Doing 56 23.78 25.26 

Being-in-Becoming 56 27.87 28.65 

Relational 

Individual 57 18.19 18.28 

Collateral 57 21.36 22.86 

Lineal 57 24.10 25.58 

H!JIDQ.D Natute 54 25.93 27.73 
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13.04. On the Time Future subscale the mean was 20.36 and 

the median was 21.34. 

For Being Activity subscale the mean was 14.99 and 

the median was 14.36. The Doing Activity subscale revealed 

a range of 10 to 28 for this study. The mean was 23.78 and 

the median was 25.26. The Being-in-Becoming subscale 

revealed that the mean was 27.87 and the median was 28.65. 

The relational Individual subscale revealed that 

the mean was 18.19 and the median was 18.28. The Collat

eral subscale showed a mean of 21.36 and the median was 

22.86. The Lineal subscale showed a mean of 24.1 and the 

median was 25.58. The Human Nature subscale mean was 25.93 

and the median was 27.73. 

Analysis of the results indicated that the group 

mean was highest for Time Future Orientation, Being-in

Becoming Activity, and Lineal over Collateral over Indivi

dual in Relational orientation. The group scored high on 

the Human Nature subscale, which tests beliefs in the 

nature of man as evil but mutable. The means was 25.93 out 

of a possible 30. 

Kluckhohn and Strodtbeck (1961) tested a Mormon 

population of 250 in 1951 composed of both men and women. 

They found that the group was future oriented, valued the 

individual over family over traditional relational 

orientation, and had a doing activity orientation. Results 

of this study found Mormon women to be future oriented, 
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have a being-in-becoming activity orientation, and value 

traditional and family relational orientation over indivi

dual orientation. The original study only tested for the 

doing and being activity orientations. Being-in-Becoming 

orientation coincides with Mormon educational philosophy. 

Mormons believe that the acquiring of knowledge in all 

fields is necessary for man's happiness in this life and 

his salvation in the life to come (Howells, 1964). 

The results of this study indicated that a shift 

had occurred in the relational orientation to a stronger 

family orientation and less individual orientation. Church 

records revealed that an increased emphasis on family 

activities began in the 1960's. The first Family Home 

Evening Manual was published in 1965. Mormon women 

indicated that their number one value was family solidarity 

on the Health Value Scale, which substantiates the VOS 

findings. Since this study only tested Mormon women, it is 

not possible to know if this family orientation shift is 

also true for Mormon men or if this result is a reflection 

of the woman's role in the church. Accomplishment also 

ranked high on the Health Value Scale, which corresponds to 

the Being-in-Becoming orientation found with the Value 

Orientation Scale. 
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The findings from the Health Behavior Scale will be 

presented in two parts. First, the findings for the total 

scale will be given, followed by a discussion of the 

results for the individual items. 

Results of Analysis for Total Scale 

The range of possible scores for the Health 

Behavior Scale was 20 to 100. Results from this study 

sample revealed a range of 4 9 to 98. The mean was 80.42; 

and the median was 84.5 (Table 7). 

Table 7. Health behavior scale. 

Variable Mean Median N 

Health Behavior 80.42 84.50 57 

Discussion of Individual Items 

For each item, response by frequencies and percent-

ages are provided for the total sample (Tables 8-27). · 

Item 1: "How often do you wear a seat belt when in 

a vehicle" (Table 8). The analysis of data showed that 58 

percent of the subjects rarely or never wore seat belts. 

Only 4 percent stated they always wore seat belts; another 

4 percent did so very often. 



Table 8. Item 1: How often do you wear a seat belt when 
in a vehicle? (frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

20 (34) 14 (24) 14(24) 3(5) 4(7) 4 ( 7) 59 
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Item 2: "How often do you get medical attention 

when you need it?" (Table 9). 

Responses indicated that the majority of the 

subjects (55%) sought medical care "very often" to 

"always." Only 4 subjects (7%) stated they "rarely" or 

"never" sought medical attention when they needeo it. 

Table 9. Item 2: How often do you get medical attention 
when you need it? (frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

1(2) 3 ( 5) 11(19) 12(20) 14(24) 18 (31) 59 

Item 3: "How often do you eat a diet that is 

healthy for you?" (Table 10). 

Responses indicated that the majority of the 

subjects (88%) felt they eat a healthy diet "often" to 

"always." Two subjects (4%) stated they "rarely" or 

"never" eat a healthy diet. 



Table 10. Item 3: How often did you eat a diet that is 
healthy for you? (frequencies and 
percentages). 

Never Rarely Sometimes Often Very Often Always N 

1(2) 1(2) 6(10) 17(29) 30(51) 4(7) 59 
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Item 4: "How often do you feel emotionally upset?" 

Responses indicated that 35 subjects (59%) "sometimes" 

feel emotionally upset; eleven (19%) stated they "often" 

v1er e emotionally upset; and two stated they were "very 

often" or "always" emotionally upset (Table 11). 

Table 11. Item 4: How often do you feel emotionally 
upset? (frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

1(2) 10(17) 35(59) 11(19) 1(2) 1(2) 59 

Item 5: "How often do you lay in the sun?" 

Responses indicated that ninety percent of the subjects 

"never" or "rarely" lay in the sun (Table 12). 



Table 12. Item 5: How often do you lay in the sun? 
(frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

34 (58) 19 (32) 5(8) 1(2) 59 
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Item 6: "How often do you drink alcoholic 

beverages?" Responses indicated that 57 subjects (97%) 

"never" drink alcoholic beverages. Two subjects (3%) 

stated they "rarely" had consumed alcoholic beverages. 

(Table 13). 

Table 13. Item 6: How often do you drink alcoholic 
beverages? (frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

57 (97) 2 (3) 59 

Item 7: "Ho\v often do you spend time recreating 

with other people?" Responses indicated 39 subjects (67%) 

"often" to "very often" spend time recreating with other 

people (Table 14). 



so 
Table 14. Item 7: How often do you spend time recreating 

with other people? i.e., parties, church, clubs, 
visits with friends, etc. (frequencies and 
percentages). 

Never Rarely Sometimes Often Very Often Always N 

2(3) 17(29) 24(41) 14(40) 1(2) 58 

Item 8: "How often do you obtain satisfaction from 

your daily activities (excluding work/school)?" Responses 

indicated that the majority (84%) felt they obtained satis-

faction from their daily activities. Only two subjects 

stated they "rarely" obtained satisfaction from daily 

activities (Table 15). 

Table 15. Item 8: How often do you obtain satisfaction 
from your daily activities (excluding work/ 
school)? (frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

2(3) 7(12) 24(41) 20(34) 5(9) 58 

Item 9: "How often do you eat foods with a high 

sugar content?" Responses indicated that the 27 subjects 

(47%) ate foods with high sugar content "sometimes"; 13 

(22%) "often"; and 9 (16%) "very oten" or "always" (Table 

16) • 



Table 16. Item 9: How often do you eat foods with a 
high sugar content? (frequencies and 
percentages). 

Never Rarely Sometimes Often Very Often Always N 

1(2) 8(14) 27(47) 13(22) 8(14) 1(2) 58 
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Item 10: "How often do you participate in a 

regular program of physical exercise?" Responses indicated 

that 19 subjects (33%) participated in a regular program 

"often"; 12 (21%) subjects did so "very often"; and two 

subjects (3%) did so "always" (Table 17). 

Table 17. Item 10: How often do you participate in a 
regular program of physical exercises, 
including those which promote cardiovascular 
fitness? i.e., walking, hiking, running, swim
ming, etc. (frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

1(2) ~(10) 18(31) 19(33) 21(21) 2(3) 58 

Item 11: "How often do you feel worried?" 

Responses indicated that 37 (64%) subjects felt worried 

"sometimes"; 10 (17%) "often"; and 5 (9%) were worried 

"very often" to "often" (Table 18). 



Table 18. Item 11: How often do you feel worried? 
(frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

1(2) 5(5) 37(64) 10(17) 49(7) 1(2) 58 
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Item 12: "How often do you get enough satisfying 

sleep?" Responses indicated that 50 (86%) felt that they 

get enough sleep (Table 19). 

Table 19. Item 12: How often do you get enough satis
fying sleep? (frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

1(2) 4(7) 3(5) 26(45) 22(38) 2(3) 58 

Item 13: "How often do you take drugs that affect 

physical reflexes?" Responses indicated that 47 (81%) 

"never" take drugs that affect physical reflexes; eleven 

(19%) stated they rarely take drugs (Table 20). 
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Table 20. Item 13: How often do you take drugs that affect 
physical reflexes? (frequencies and percent
ages. 

Never Rarely Sometimes Often Very Often Always N 

47(81) 11(19) 58 

Item 14: "How often do you use dental floss on 

your teeth?" Responses indicated that 25 (44%) "never" or 

"rarely" use dental floss. Five participants (9%) stated 

the "always" floss; seven (12%) do it "very often"; and ten 

(18%) do it "often" (Table 20). 

Table 21. Item 14: How often do you use dental floss on 
your teeth? (frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

15 (26) 10 (18) 10(18) 10(18) 7(12) 5(9) 57 

Item 15: "How often do you do self care activities 

such as breast self-examination?" Responses indicated that 

only one subject "always" practices breast self-examina-

tion; eight (14%) did so "very often"; twelve (20%) did so 

"often." Twenty-five (42%) do breast examination "some-

times"; 10 (17%) "rarely"; and 3 (5%) never do breast self-

examination (Table 22). 



Table 22. Item 15: How often do you do self care activi
ties such as breast self-examination? (frequen
cies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

3 (5) 10 (17) 25 (42) 12 (20) 8 (14) 1 (2) 59 
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Item 16: "How often do you salt your food at the 

table?" Results indicated that 25 percent use salt at the 

table at least "sometimes." Twenty-eight subjects (47%) 

reported use as "rarely" or "never" (Table 23). 

Table 23. Item 16: How often do you salt your food at the 
table? (frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

5(8) 23(39) 13(22) 12(20) 5 ( 8) 1(2) 59 

Item 17: "How often do you obtain satisfaction 

from your work/school?" Results indicated that 85 percent 

of the subjects felt they obtained satisfaction from work/ 

school (Table 24). 



Table 24. Item 17: How often do you obtain satisfaction 
from your work/school? (frequencies and 
percentages. 

Never Rarely Sometimes Often Very Often Always N 

3(5) 6(11) 22 ( 3 9) 20(35) 6(11) 57 
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Item 18: "How often do you smoke cigarettes?" 

Only one subject reported smoking "rarely." All others 

(58) stated they "never" smoked cigarettes. (Table 25). 

Table 25. Item 18: How often do you smoke cigarettes? 
(frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

58(98) 1(2) 59 

Item 19: "How often do you communicate with close 

friends/family members for social support?" Results indi-

cated that 70 percent "often" to "very often" communicated 

with friends/family for social support (Table 26). 
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Table 26. Item 19: How often do you communicate with close 
friends/family members for social support? 
(frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

3(5) 14(24) 11(19) 24(41) 6(10) 58 

Item 20: "How often do you take time out for 

relaxation?" Only 5 subjects (9%) stated that they 

"rarely" or "never" took time out for relaxation. Fifty 

percent of the subjects do take time for relaxation "often" 

or "very often" (Table 27). 

Table 27. Item 20: How often do you take time out for 
relaxation? (frequencies and percentages). 

Never Rarely Sometimes Often Very Often Always N 

1(2) 4 (7) 24(41) 25(42) 5 ( 8) 59 

Analysis of the twenty items related to health beha-

vior indicates that some behaviors were answered almost 

unanamously by the participants. This was expected, due to 

the religious philosophy of the group. For example, some 

of the positive health behaviors were expected due to 

Mormon beliefs that restrict the use of alcohol and 

tobacco. Only two persons stated that they had "rarely" 



used alcohol. 
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All others stated that they "never" use 

alcohol. Only one person stated that she had smoked 

cigarettes. 

The study also revealed that 75 percent of the 

subjects sought medical attention when they needed it. 

This would indicate a correlation to their high score on 

provider control over health beliefs. Other health 

practices not related to Mormon philosophical beliefs but 

to personal choice were not as positive. The results of 

this study indicated that as a group, the subjects seldom 

used dental floss, seldom practiced breast self-

examination, and frequently ate foods with high sugar 

content. The study also revealed that 58 percent of the 

subjects "rarely" or "never" use seat belts. Seat belt use 

has been studied as a behavior more likely to occur with 

individuals with internal control expectancies (l.Villiams, 

1972). Although the subjects scored highest on 

self-control over health (a measure of internal health 

locus of control), seatbelt use was not a positive 

behavior. 

Findings Related to the Hypotheses 

In order to test the three stated hypotheses, 

Pearson correlations were computed to determine the 

relationships between the variables. Hypothesis One stated 

that there is a positive relationship between internal 
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health locus of control and health value orientations. 

Results of the Pearson correlations are found in Table 28. 

The data partially supported the hypothesis. 

Analyses of the data revealed that self control 

beliefs over health (a measure of internal locus of 

control) correlated significantly with Time Future orienta-

tion, r = .35, p = .03, and with the Doing activity 

orientation, r = .28, p = .03, and with the 

Being-in-Becoming activity orientation, r = .30, p = .02. 

These results may indicate that those who believe in 

personal control over health outcomes place a high value on 

change (future orientation), focus on self development 

activities (being- in-becoming activity), and value 

accomplishment (doing orientation) or vice versa. 

The subjects rated health third on the Health Value 

Scale regardless of their health locus of control beliefs. 

Pearson r correlations between the Health Value Score and 

Health Locus of Control subscales were not considered 

meaningful, as the Health Value Scale score included more 

than health values. 

The data results indicate that certain combinations 

of value orientations appeared to be characterstic of 

individuals who have self control over health beliefs. 

They were future oriented and also had a being-in-becoming 

as well as doing orientation. 
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Table 28. Correlations between Health Locus of Control and 
Value Orientations (n =52). 

Total Health Value 

Time Present 

Time Future 

Activity-Being 

Activity-Doing 

Being-in-Becoming 

Relational Lineal 

Relational 
Collateral 

Relational 
Individual 

Human Value 

* p ~ .OS 

Chance 
x=25.33 

.2033 

-.0178 

.1956 

.0815 

.0128 

.2584* 

.2363 

.0907 

.2097 

.0645 

Provider 
Control 
x=32.33 

.3564* 

-.0587 

.1935 

.0661 

.3011* 

.3366* 

.0446 

.2139 

.0715 

.1302 

General 
Self Control Threat 

x=36.81 x=l4.83 

.1443 .2492 

.1975 -.0138 

.3457* .3183 

.0621 -.0650 

.2792* .2264 

.3049* .0068 

.2432 .3364* 

-.0163 .0981 

.1056 .0052 

.2088 .1003 
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Individuals with General Threat to health beliefs 

also were future oriented but did not have the Doing or 

Being-in-Becoming orientation. This would be logical, as 

persons with external control beliefs (General Threat) do 

not believe they can control outcomes or "do" something 

about their health. Individuals who had Provider Control 

beliefs over health also had a Doing and Being-in-Becoming 

but did not have the future orientation. 

In summary, there is evidence that health value and 

internal locus of control beliefs both correlated with the 

dominant cultural values. The group had high health values 

regardless of their locus of control beliefs. But the data 

also supported the findings described by Kirscht (1972) 

that those with higher internal control expectancy beliefs 

also thought more protection was possible against disease. 

This was evident by the high Provider Control belief and 

low General Threat to health beliefs, in addition to the 

predominant Self Control over health beliefs as a group. 

Hypothesis Two: There is a positive relationship 

between internal health locus of control and health 

behavior. The data supported the hypothesis. 

Health behavior corrrelated with self control over 

health belief (internal control), with an r = .5975, p = 

.001. This correlation was higher than for the other 

health locus of control scales (see Table 29), Chance and 

General Threat, which also had a positive correlation with 
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health behavior. Provider Control did not correlate with 

health behavior. 

Table 29. Correlations between Health Locus of Control 
and Health Behavior (n =55). 

Chance 

Health Behavior .5270* 

p s. .05. 

Provider Self 
Control Control 

.2134 .5975* 

General 
Threat 

. 
• 3925* 

In analyzing the data, it appeared that many of the 

positive "health" behaviors of the group were the result of 

their cultural beliefs and religious practice rather than 

health choices. The predominant internal locus of control 

may also be part of the total cultural beliefs of the 

group. 

Hypothesis Three: There is a positive relationship 

between health value orientation and health behavior. The 

data partially supported the hypothesis. Participants 

ranked health high (third) on the Health Value Scale, and 

the score for health behavior also was high (mean = 84.5 

out of a possible 98 score). 

Pearson correlations revealed that health beha-

vior had a positive correlation with value orienta-

tion--Time Future, r = .31, p = .02. This corresponds to 

the findings reported in the literature which indicate that 



Table 30. Correlations between Value Orientations 
and Health Behavior {n =52). 

----------- ---- - - · 

Total Health Value 

Time Present 

Time Future 

Activity-Being 

Activity-Doing 

Being-in-Becoming 

Relational Lineal 

Relational Collateral 

Relational Individual 

Human Nature 

P ~ .OS 

Health Behavior 

.2425 

-.1161 

.3095* 

.2352 

.1824 

.1332 

.0090 

.1155 

.0153 

.1117 

62 
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persons who practice health behaviors tend to have a future 

orientation. However, health value orientation appeared to 

be related to the group cultural beliefs, as many "health" 

behaviors appeared to be the result of the religious 

practices of the group. 

Summary 

The data supported Hypothesis Two. There was a 

positive correlation between internal locus of control 

beliefs and health behavior in this subculture group. 

Hypotheses One and Three were partially supported. Health 

value was high, as well as health behavior for this 

subgroup. This may have been the result of dominant 

cultural values rather than locus of control beliefs or 

health choices. 

A profile of the group emerged from the data that 
r 

was supported by the literature regarding the value 

orientations of the subculture group. They were 

predominantly future oriented, had a Doing and Being-in 

Becoming orientation, and valued family solidarity very 

highly. The group had both Self Control and Provider 

Control beliefs over health, indicating high internal 

control beliefs, but also high belief in the efficacy of 

medical care. Health behaviors that were most positive 

were those related to the religious beliefs of the group. 



CHAPTER 5 

CONCLUSIONS AND IMPLICATIONS 

The purpose of this study was to investigate 

relationships among health locus of control, value orienta

tions, and health behavior. This chapter includes a 

summary of the study, conclusions in relation to the 

literature, and presents implications for nursing and 

recommendations for further study. 

Conclusions 

The literature primarily has utilized Health Locus 

of Control subscales to predict health behaviors (Wallston 

and Wallston, 1978), but some researchers have studied 

differences in locus of control in specific subcultues 

(Gag, Williams and Johnson, 1981). This study used the 

Health Locus of Control scale along with scales that 

measure value orientations, health value, and health 

behavior to identify a profile of a specific subculture 

group. The relationships among the variables health locus 

of control, value orientations, and health behavior were 

investigated. 

Data results revealed that the sample of Mormon 

women was mostly married (85%) and had high school 

64 
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education (88%) as well as some college education (53%). 

The majority was not working outside of the home (78%). 

They expressed family solidarity as their number one value. 

In addition, they valued accomplishment and preparing for 

their future, which included spending eternity with their 

families. They believed in self control over health, but 

also valued medical care. Some of their positive health 

behaviors, such as not smoking or drinking alcohol, 

appeared to be the result of their religious philosophy and 

practices. Other health behaviors that were not influenced 

by religious beliefs showed areas for intervention. As a 

group they seldom used seat belts, did not use dental 

floss, and seldom practiced breast self-examination. In. 

addition, many of the participants reported frequent use of 

salt and sugar in their diets. 

Helvie (1981) states that "health action is closely 

tied to the overall belief system of people. Nurses can 

help subgroups of the population by working with their 

concepts of health and by determining the belief 

system of the family and working within it" (p. 101). The 

current study identified some of the concepts of health and 

the belief system for a subculture group of Mormon women. 

The hypotheses were all partially supported by the 

data. Other important findings were that health behavior, 

health value, and locus of control appeared to be related 

to the cultural beliefs of the group. This finding is 
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supported by numerous past studies. In a cross-cultural 

comparison study, Hsieh, Shybut and Lotsof (1969) reported 

that Anglo-Americans were significantly more internally 

oriented than American-born Chinese and Hong Kong-born 

Chinese. Grafes and Jessor (c.f. Lefcourt, 1966) studied 

ethnic differences in an isolated tri-ethnic community and 

found whites to be the most internal, followed by Spanish 

Americans, and Indians, who were the most external among 

the three groups. This study investigated other value 

orientations in addition to the internal locus of control 

measure, in order to assess the health values and behaviors 

of the group within the context of their cultural 

orientation. Dunn (1977) states that "the challenge posed 

by the concept of high-level wellness is now to achieve its 

ends within everyday living and for mankind as a whole. 

The challenge must be met both by individuals and by 

society within its various groups, ideologies, races, 

religious and cultural patterns" (Dunn, 1977, p. 16). 

Implications for Community Health Nursing 

This study supported the feasibility of doing a 

"culturological assessment" (Leininger, 1978, p. 86). 

Clearly, the subjects for this study had distinct beliefs 

and value orientations that correlated with their health 

behavior. Helvie (1981) states the behavior of an indivi

dual is a reflection of his concepts, values, and 
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motivating forces. Nurses must therefore use a systematic 

process in assessing family and group health problems and 

consider the multiple, interrelated factors that influence 

health and behavior. 

Although the instruments utilized in the study need 

further testing and revision to improve reliability and 

validity. The results did present a profile of the group 

that was substantiated by a review of literature pertaining 

to Mormon philosophy and beliefs. The locus of control for 

the group was predominantly internal, but also showed a 

strong preference for Provider Control. This corresponded 

to their religious beliefs concerning the power given to 

physicians by God for the good of people. Analysis of 

their value orientations showed a distinct group that was 

future oriented and valued change and accomplishment. 

Above all, they valued family solidarity. Positive health 

behaviors that were common to the group were identified as 

well as areas for possible health intervention. 

The information from this study and future studies 

with other groups within a community could be used for 

health planning activities and for making decisions about 

how to allocate health resources among programs, areas, or 

regions. Causes and consequences of differences in health 

value and health behavior could be assessed. 

Erkel (1980) states that "financial accessibility 

and geographic availability of health care will not assure 
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ethnic minorities high quality, comprehensive care because 

of culturally unacceptable care plans frequently prescribed 

for them" (p. 51). Erkel (1980) concluded that health care 

providers must become familiar with the cultural beliefs, 

values and practices of the diverse ethnic classes in their 

communities in order to provide culture-specific health 

care to patients. Religious beliefs in our society also 

guide decision making. Helvie (1981) states that the nurse 

should be familiar with the background beliefs of various 

groups and also assess to what degree any specific client 

system follows his or her particular religious teachings. 

There is much religious diversity in the United States. 

Christianity is the most common religion, but many forms of 

Christianity exist. There are also six million Jews in the 

United States (Fromer, 1983). Therefore the impact of 

various religious beliefs is important. 

The community health nurse needs to know about 

religious beliefs that affect health behavior in order to 

plan health care that is acceptable to the client. In the 

community, the nurse often must wait to be invited to enter 

the world of the client, in his horne and within his 

cultural element. It is the client who decides whether or 

not he wishes to continue a professional relationship with 

the community health nurse. Leininger ( 197 8) states that 

·when the nurse understands the dynamic cultural context of 
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human behavior and specific culture groups, entrance into 

their system is facilitated. 

This study investigated a method of systematically 

studying and identifying cultural beliefs, values, and 

practices in a specific subculture group. The results 

indicated that valuable data baseline information could be 

identified that would serve to enhance health planning and 

decisions regarding intervention strategies. 

Recommendations for Future Research 

The following recommendations have been made for 

further research. 

1. Analyze and revise the Value Orientation Scale, 

Health Value Scale, and Health Behavior Scale to 

improve reliability and validity, and retest on the 

same population. Give more explicit instructions 

for completing questionnaires that are meaningful 

to the subgroup. 

2. Replicate the study using a randomly selected 

sample. 

3. Replicate the study with the same subculture group 

in a different setting--i.e., Mormons in an urban 

area. 

4. Replicate the study with another subculture group. 

5. Replicate the study with Mormon men. 
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6. Explore attitudes toward low health behaviors 

identified in this study, i.e., seat belt use, 

dental hygiene, and breast self-examination. 

7. Explore group and cultural meanings of values iden

tified in this study such as family solidarity and 

self respect. 

In summary, this study provided cultural-specific 

data for a subculture group of Mormon women. It provided 

insight into the complex relationships of value orienta

tions and behaviors and identified some of the specific 

cultural beliefs and practices of a subculture group that 

correlated to health behavior. 
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Dear LDS Member, 

I am a graduate student in nursing at the Univer

sity of Arizona and would like your participation for a 

proposed research study entitled Heath Locus of Control, 

Health Value Orientation, and Health Behavior in Mormon 

(LOS) Women. The purpose of the study is to investigate 

the relationship between people's health beliefs and their 

health practices and how this relates to their total 

beliefs and feelings. 

I particularly wanted to use LDS members for this 

study beause of your church's emphasis on p r evention and 

preparation. The study will be conducted by asking you to 

give your opinion voluntarily to statements in the attached 

questionnaires. Your name will not be on the question

naire, and you may choose to answer some or all of the 

questions as you so desire. By responding to the question

naire, you will be giving your consent to participate in 

the study. However, you may withdraw from the study at any 

time. 

I will be available to answer any questions that 

you have concerning the questionnaire or the research 

study. There ae no risks to participating in the study. 

All information will be used without identifying indivi-
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duals who complete the questionnaires. Thank you for your 

cooperation and participation. 

Evelyn L. Cesarotti 
P. 0. Box 1771 
Sierra Vista, AZ 85635 
458-4545 



THE UNIVERSITY OF ARIZONA COLLEGE OF NURSING 

MEMORANDUM 

TO: Evelyn L. Cesarotti 
P.O. Box 1761 
Sierra Vista, Arizona 85635 ~J/ 

'~ 0~ 
Ada Sue Hinshaw, R.N., Ph.D.~ Jan R. Atwood, R.N., Ph.D. FROM: 
Director of Research Chairman, Research Committee 

DATE: April 18, 1983 

RE: Human Subjects Review: Health Locus of Control, Value Orientation, and 

Health Behavior in Mormon Women 

Your project has been reviewed and approved as exempt from University review by the 
College of Nursing Ethical Review Sub-committee 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. The 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. 

ASH:des 
8/82 

"-1 
~ 
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HEALTH LOCUS-OF-CONTROL SCALE 

DIRECTIONS: The statements below describe ways people 
believe about things. Beside each statement is a scale 
which ranges from strongly agree (SA) to strongly disagree 
(SD). For each item, circle the response that represents 
the extent to which you agree or disagree with the i tern 
statement. Please make sure that you answer every item and 
that you circle only one response per item. There are no 
right or wrong answers, as this is a measure of your 
beliefs. You should respond according to your beliefs and 
not according to how you feel you sould believe or how you 
think others want you to belive. 

1. 

2. 

3. 

4. 

s. 

6. 

Strongly Agree (SA) 

Moderately Agree (MA) 

Slightly Agree (A) 

Slightly Disagree (D) 

Moderately Disagree (MD) 

Strongly Disagree (SD) 

Staying well has little or SA MA 
nothing to do with chance. 

Seeing a doctor for regular SA MA 
check-ups is the key factor 
in saying healthy. 

Doctors can rarely do very SA MA 
much for people who are sick. 

Anyone can learn a few basic SA IvlA 
health principles that can go 
a long way in preventing 
illness. 

People's ill health results SA MA 
from their own carelessness. 

Doctors relieve or cure only SA MA 
a few of the medical problems 
their patients have. 

A D MD SD 

A D MD SD 

A D Iv1D SD 

A D MD SD 

A D MD SD 

A D MD SD 
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7. There is little one can do to SA MA A D MD SD 
prevent illness. 

8. No matter what anybody does, SA MA A D MD SD 
there are many diseases that 
can just wipe you out. 

9. I have a lot of confidence in SA MA A D ftlD SD 
my ability to cure myself 
once I get sick. 

10. Whether or not people get well SA MA A D MD SD 
is often a matter of chance. 

11. People who never get sick are SA ftlA A D MD SD 
just plain lucky. 

12. Doctors can almost always SA MA A D MD SD 
help their patients feel 
better. 

13. The seriousness of many SA MA A D MD SD 
diseases is overstated. 

14. When it comes to health, there SA MA A D MD SD 
is no such thing as "bad luck. " 

15. In the long run, people who SA MA A D ft1D SD 
take very good cae of them-
selves stay healthy and get 
well quick. 

16. Recovery ~ frorn illness requires SA MA A D MD SD 
good medical care more than 
anything else. 

17. In today's world, few diseases SA MA A D MD SD 
are totally debilitating 
(crippling). 

18. Recovery from illness has SA MA A D MD SD 
nothing to do with luck. 

19. Most people are helped a great SA MA A D MD SD 
deal when they go to a doctor. 

20. There ae a lot of medical SA f"iA A D f-1D SD 
problems that can be very 
serious or even fatal (can 
kill you). 
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21. Healthwise, there isn't much SA MA A D f\iD SD 
you can do for yourself when 
you get sick. 

22. Doctors can do very little to SA MA A D MD SD 
prevent illness. 

23. "Taking care of yourself" has SA MA A D MD SD 
little or no relation to 
whether you get sick. 

24. Some kinds of illnesses are so SA MA A D MD SD 
bad that nothing can be done 
about them. 

25. If I get sick, it's usually my SA t-lA A D MD SD 
own fault. 

26. Many times doctors do not help SA MA A D MD SD 
their patients to get well. 

27. Good health is largely a matter SA MA A D MD SD 
of fortune. 
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VALUE ORIENTATION SCALE* 

DIRECTIONS: The statements below describe ways people 
believe about things. Beside each statement there is a 
scale which ranges from strongly agree (SA) to strongly 
disagree (SD). For each item, circle the response that 
represents the extent that you agree or disagree with the 
item statement. Please make sure that you answer every 
item and that you circle only one response per item. There 
are no right or wrong answers, as this is a measure of your 
beliefs. You should respond according to your actual 
beliefs and not according to how you feel you should 
believe or how you think others want you to believe. 

Strongly Agree (SA) 

Moderately Agree (MA) 

Slightly Agree (A) 

Slightly Disagree (D) 

Moderately Disagree (MD) 

Strongly Disagree (SD) 

1. I would sacrifice almost SA MA A 
everything for my family. 

2. The good things in life usu- SA MA A 
ally don't happen spontaneously 

3. To me, life is a workshop SA MA A 
rather than a festival. 

4. I need to be constantly active SA MA A 
to avoid stagnation. 

5. Group projects are more enjoy- SA MA A 
able than individual ones. 

6. The greatest concern should be SA MA A 
with the present. 

7. For the most part, my family's SA MA A 
wishes are not my own. 

8. I must exercise continuous SA MA A 
self-discipline in my life. 

D MD SD 

D MD SD 

D MD SD 

D MD SD 

D MD SD 

D MD SD 

D MD SD 

D MD SD 
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9. I would not manage very well SA MA A D MD SD ~ 
if I only had myself to rely 
on. 

10. The ways of the future will SA MA A D MD SD 
be better. 

11. For the most part, I do not SA rJIA A D MD SD 
like to depend on others. 

12. I should work hard to control SA MA A D MD SD 
unhealthy impulses. 

13. Self-restraint is not neces- SA MA A D "lD SD 
sary for me to have a healthy 
life. 

14. I need to be part of a group SA l-lA A D l-iD SD 
for companionship. 

15. Since we cannot know the SA MA A D ~iD SD 
future, we must live for now. 

16. It's only up to me to take SA r.1A A D r~o SD 
care of myself. 

17. The plans of my family or SA MA A D MD SD 
friends come before my own 
plans. 

18. Often I am too busy to "take SA MA A D MD SD 
care of myself. n 

19. I hope my future will be SA MA A D MD SD 
better than my present. 

20. My relationship with my SA MA A D MD SD 
family is more important 
than anything else. 

21. Friends need not occupy an SA MA A D MD SD 
important part of my life. 

22. My life should include a SA MA A D HD SD 
balance of enjoyment, action, 
and learning. 

23. Sacrificing now will not make SA MA A D t-10 SD ./ 
a better future for me. 
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24. Hy family's concerns are not SA MA A D ~1D SD I 

as important as my own. 

25. Time is very precious and I SA MA A D MD SD 
should spend it doing some-
thing constructive. 

26. The aim of life should be to SA NA A D MD SD 
be open and receptive and 
enjoy people and things as 
they come along. 

27. I enjoy life without any SA ~lA A D MD SD 
restraints. 

28. It's more fun to exercise with SA MA A D MD SD 
others than to do it alone. 

29. The future is too uncertain to SA MA A D MD SD 
count on. 

30. When I have days off I like to SA MA A D MD SD 
do things that show results. 

31. I believe it is important to SA ft-1A A D MD SD 
take care to reflect and become 
aware of oneself. 

32. The best way to live is to SA MA A D MD SD 
look ahead. 

33. Self-control is not so impor- SA MA A D MD SD 
tant in my life. 

34. My life should revolve around SA MA A D MD SD v 

my family. 

35. Continued learning is impor- SA MA A D MD SD 
tant for my life to be 
meaningful. 

36. Today matters less than the SA MA A D MD SD 
future. 

37. My own personal goals are most SA f.lA A D MD SD 
important to me. 

38. I must work hard to avoid loss SA NA A D MD SD 
of self-discipline in he~lth 
behaviors. 
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39. The support of friends is SA MA A D MD SD 
unimportant to me when I try 
to change a behavior. 

40. Personal growth is the true SA MA A D MD SD 
measure of success in my life. 

41. Live for today for tomorrow SA ~1A A D MD SD 
may die is a good motto to 
live by. 

42. I should strive to develop SA MA A D MD SD 
both my mind and my body. 

43. I do whatever gives me the SA MA A D MD SD 
most enjoyment out of life. 

44. Planning for the future will SA HA A D ~1D SD 
not really be worthwhile. 

45. I am most satisfied when I am SA MA A D MD SD 
actively doing things. 

Comments: 

*Copyright 1981 C. Murdaugh 
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HEALTH VALUE SCALE* 

The following are twelve items that have been listed as the 
most common personal values held by persons in our society 
(Rokeach, 1973). Please read each item carefully and then 
circle the number that corresponds most closely to ~ 
important that item is for you. (There are no right or 
wrong answers.) 

How important is it for you to have the following: 

1. A prosperous life? 

1 2 3 4 5 
Not at All Slightly Somewhat Very Extremely 
Important Important Important Important Imortant 

2. An exciting life? 

1 2 3 4 5 
Not at All Slightly Somewhat Very Extremely 
Important Important Important Important Imortant 

3. A feeling of accomplishment? 

1 2 3 4 5 
Not at All Slightly Somewhat Very Extremely 
Important Important Important Important Imortant 

4. A close friendship? 

1 2 3 4 5 
Not at All Slightly Somewhat Very Extremely 
Important Important Important Important Imortant 

5. Family solidarity? 

1 2 3 4 5 
Not at All Slightly Somewhat Very Extremely 
Important Important Important Important Imortant 

6. Freedom? 

1 2 3 4 5 
Not at All Slightly Somewhat Very Extremely 
Important Important Important Important Imortant 
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7. Happiness? 

l 2 3 ~ 5 
Not at All Slightly Somewhat Very Extremely 
Important Important Important Important Imortant 

8. Health? 

l 2 J 4 5 
Not at All Slightly Somewhat Very Extremely 
Important Important Important Important Imortant 

9. Independence? 

l 2 J 4 5 
Not at All Slightly Somewhat Very Extremely 
Important Important Important Important Imortant 

10. Pleasure? 

l 2 J 4 5 
Not at All Slightly Somewhat Very Extremely 
Important Important Important Important Imortant 

11. Self Respect? 

l 2 J 4 5 
Not at All Slightly Somewhat Very Extremely 
Important Important Important Important Irnortant 

12. Social Recognition? 

l 2 3 4 5 
Not at All Slightly Somewhat Very Extremely 
Important Important Important Important Imortant 
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HEALTH BEHAVIOR SCALE* 

Directions: Please read each item carefully and then 
circle the number that corresponds most closely to your 
general behavior pattern for that item over the ~ ~· 

1. How often do you wear a seat belt when in a 
vehicle? 

1 2 3 4 5 6 
Never Rarely Sometimes Often Very Often Always 

2. How often do you get medical attention when you 
need it? 

1 2 3 4 5 6 
Never Rarely Sometimes Often Very Often Always 

3. How often do you eat a diet that is healthy for 
you? 

1 2 3 4 5 6 
Never Rarely Sometimes Often Very Often Always 

4. How often do you feel emotionally upset? 

1 2 3 4 5 6 
Never Rarely Sometimes Often Very Often Always 

5. How often do you lay in the sun? 

1 2 3 4 5 6 
Never Rarely Sometimes Often Very Often Always 

6. How often do you drink alcoholic beverages? 

1 2 3 4 5 6 
Never Rarely Sometimes Often Very Often Always 

7. How often do you spend time recreating with other 
people? i.e. parties, church, clubs, visits with 
friends, etc. 

1 2 3 4 5 6 
Never Rarely Sometimes Often Very Often Always 
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8. How often do you obtain satisfaction from your 
daily activities (excluding work/school)? 

l 2 3 4 5 6 
Never Rarely Sometimes Often Very Often Always 

9. How often do you eat foods with a high sugar 
content? 

l 2 J ~ 5 6 
Never Rarely Sometimes Often Very Often Always 

10. How often do you participate in a regular program 
of physical exercises, including those which 
promote cardiovascular fitness? i.e. walking, 
hiking, running, swimming, etc. 

l 2 J 4 5 6 
Never Rarely Sometimes Often Very Often P,lways 

11. How often do you feel worried? 

l 2 J 4 5 6 
Never Rarely Sometimes Often Very Often Always 

12. How often do you get enough satisfying sleep? 

l 2 J ~ 5 6 
Never Rarely Sometimes Often Very Often Always 

13. How often do you take drugs that affect physical 
reflexex? 

l 2 J 4 5 6 
Never Rarely Sometimes Often Very Often Always 

14. How often do you use dental floss on your teeth? 

1 2 J 4 5 6 
Never Rarely Sometimes Often Very Often Always 

15. How often do you do self care activities such as 
breast self-examination? 

l 2 J 4 5 6 
Never Rarely Sometimes Often Very Often Always 
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16. How often do you salt your food at the table? 

l 2 J 4 5 6 
Never Rarely Sometimes Often Very Often Always 

17. How often do you obtain satisfaction from your 
work/school? 

1 2 3 ~ 5 6 
Never Rarely Sometimes Often Very Often Always 

18. How often do you smoke cigarettes? 

l 2 J 4 5 6 
Never Rarely Sometimes Often Very Often Always 

19. How often do you communicate with close friends/ 
family members for social support? 

1 2 J 4 5 6 
Never Rarely Sometimes Often Very Often Always 

20. How often do you take time out for relaxation? 

1 2 3 4 5 6 
Never Rarely Sometimes Often Very Often Always 

* Copyright 1982, Young and Hind 
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DEf-10GRAPHIC DATA 

Age ____ _ 

How long have you been a LDS: _ __ Life or 

Present marital status: Never married 

Level of Education: 

Separated 

Divorced 

Widowed 

Married 

Eighth grade or less 

Some high school 

High school graduate 

Trade/Business school 

Some college 

College Graduate 

Graduate education 

Graduate or 
Professional Degree 

92 

years 

Jobs Outside of the Home Number of Years Held 

Are you now working outside of the home? ____ Yes __ No 

If you answered yes, what is your present job? 
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