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ABSTRACT

Gaining knowledge about the individual's use of prayer as a coping

mechanism in dealing with stressful situations can facilitate incorporat-

ing support of this mechanism into a plan of care for the patient.

Prayer is a tool of expression of the spiritual aspect~of the individual,

and the need to acknowledge the spiritual aspect)is well supported in

nursing literature Little research is available, specifically address-

i how the spiritual aspect of the individual is to be acknowledged.

*,The purpose of this study was to examine the relationship between

health locus of control and helpfulness of prayer as a direct action

coping mechanism in preoperative cardiac surgery patients) The Multi-

* dimensional Health Locus of Control Scales and The Helpfulness of Prayer

Scale (developed by the researcher) were issued to 100 subjects 1 day

prior to cardiac surgery. Ninety-six subjects indicated prayer was

used as a coping mechanism in dealing with the stress of cardiac surgery

and 70 of these subjects gave it the highest possible rating on the

Helpfulness of Prayer Scale. Thus, no relationship was found to exist

between health locus of control and helpfulness of prayer since individ-

..uals of each locus orientation perceived prayer to be helpful.

JFindings suggest prayer is perceived as a helpful direct action

coping mechanism and warrants support by nursing personnel ( It is recon-

mended that further research be done to study the relationship be een

use of prayer and coping to determine if prayer enhances the individu 's

ability to cope vith stressful situations.
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CHAPTER I

Introduction

An estimated 200,000 people annually undergo coronary artery by-

pass grafting (CABG), which remains the major treatment for coronary

occlusive disease, the leading cause of death in Western societies

(Cooley, 1987). CABG surgery is generally accepted as a stressful

event, requiring activation of the individual coping processes (Dubin,

Field, & Gastfriend, 1979; Janis, 1958). The manner in which individuals

view CABG surgery contributes to the stress experienced by the individ-

ual. The view of the heart as the center of emotion, produces vast

emotional overtones (Cohen, 1982).

Individual control has been identified as a factor that alters the

manner in which one appraises and reacts to a stressful situation

(Johnson, Christman, & Stitt, 1985). Locus of control is a psychologi-

cal concept that addresses individual control beliefs (Rotter, 1966).

The locus of control construct has been further expanded to specifically

address health related behaviors (Levenson, 1973; Wallston, Wallston,

Kaplan, & Maides, 1976; Wallston, Wallston, & DeVillis, 1978).

The patient undergoing CABG surgery may also perceive the situation

to be life threatening and may believe he dies during surgery because

the heart is stopped (Cohen, 1982). "Stress appraisals include harm/

loss, threat and challenge" (Lazarus & Folkman, 1984, p. 32). The

anticipated harm or loss may be threatening to the patient awaiting CABG

surgery, or the surgery may come to be viewed as more of a challenge

1
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because of the potential gain to the individual with the increased oxygen

supply to the heart muscle. "A situation that is appraised as more

threatening than challenging can come to be appraised as more challeng-

ing than threatening because of cognitive coping efforts which enable

the person to view the episode in a more positive light" (Lazarus &

Folkman, 1984, p. 33). King (1984) found cardiac surgery to be appraised

more as a challenge than as a threat in patients experiencing cardiac

surgery. In addition, King reported that the appraisal of cardiac sur-

gery as a challenge was positively correlated with use of direct action

coping strategies and with an internal causality orientation. One dir-

ect action coping strategy reported by King was the use of prayer.

Prayer is a concept rarely addressed in scientific literature. Dis-

cussion of prayer is a sensitive issue considering its relationship to

the spiritual aspect of the individual, which, according to Rogers (1970),

is another dimension of the person. Nursing literature supports the

significance of acknowledging the spiritual aspect of the individual

(Beakman, 1981; Bruner, 1984; Conrad, 1985; Dickinson, 1975; Fish &

Shelly, 1978; Harmon, 1985; Highfield & Cason, 1983; Hoover, 1986;

Lucus, 1978; Piepgras, 1968; Peterson, 1985; Reed, 1986; Stoll, 1979).

Prayer is generally recognized as a tool of expression of the spiritual

aspect of the individual (Steindl-Rast, 1984). Prayer is as unique as

the individual who uses it as a resource; thus, it is difficult to fake

operational. Nursirg diagnoses have been identified to describe

spiritual distress and give direction in nursing interventions (Carpenito,

1983). Nursing theorists specify the need to consider the spiritual

aspect of the person if nursing practice is to include the whole per-

son concept (Rogers, 1970: Roy, 1930; Chrisman & Fowler, 1980). Lazarus
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(1966) addresses the importance of considering all individual methods

in the coping process and indicates that existential beliefs provide

• the individual with an important resource.

"Knowledge about the relevant coping processes and the personality

factors associated with them, could ultimately contribute to improved

* patient care; for example, it may be possible to intervene selectively

with suitable communications designed to facilitate coping" (Cohen &

Lazarus, 1973, p. 375). Examining the relationship between health locus

* of control and helpfulness of prayer in preoperative cardiac surgery

patients is one way to gain knowledge about one coping mechanism and the

personality factors associated with it. Chrisman and Fowler (1980) pro-

vide a framework to interrelate personality factors and use of coping

mechanisms for patient caretakers.

Even though this issue has been addressed in general, specific

studies identifying a means of intervention in relation to the spiritual

resources of the individual are rare (Carson & Huss, 1979; Glick, 1986;

Peck, 1981). Few studies scientifically addressing the helpfulness of

prayer as an individual mechanism to deal with stressful situations have

been reported (Benson, 1975; Fordyce, 1982; Stoll, 1985). No studies

were found addressing the spiritual resources of the cardiac surgery pa-

tient.

Statement of Purpose

The purpose of this study was to examine the relationship between

health locus of control and helpfulness of prayer as a coping mechanism

in preoperative cardiac surgery patients.
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Conceptual Framework

The conceptual basis for this study is derived from Chrisman and

* Fowler's Systems-in-Change Model (1980). Social learning theory (Rotter,

1966) and cognitive appraisal and coping (Lazarus, 1966) also serve as

theoretical frameworks for the proposed research study.

* Chrisman and Fowler's Systems-in-Change Model

Chrisman and Fowler have developed a framework for practice that

views the individual as biologic, social, and personal systems interact-

* ing with each other as well as with the environment on a developmental

continuum (Chrisman & Fowler, 1980) (see Figure 1). They report that

disruptions inside or outside the system have an impact on the balance

of the whole and produce stress. They indicate that each system rust te

evaluated to determine individual components that enable the person to

return to a state of equilibrium. In relation to this model, cardiac

surgery is a change in the environment that will produce stress for the

individual and disrupt the state of equilibrium. Biologic changes occur

in response tc dealing with a stressful event (Selye, 1976). To achieve

integrity with this disruption, one must assess the remaining systems

for resources available to the individual. Each system influences

individual appraisal of the stressful event. The personal system con-

* tains the individual personality characteristics which incorporate locus

of control. Relating prayer to locus of control addresses the resources

within the personal system of the individual. The spiritual view is a

* subset of the personal system that addresses the person's spiritual

resources and incorporates prayer as a tool to regain equilibrium.

Prayer could also be a resource of the religion component identified in

the social system. Following assessment of all subsystems, the nursing

diagnosis can be established and goals formulated including the spiritual
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aspect, a component rarely addressed through the nursing process. Nurs-

ing cannot claim treatment of the whole person if the spiritual compon-

ent is not addressed. Knowing more about the individual's use of prayer

as a coping mechanism can facilitae incorporating support of prayer in

the nursing care plan of patients anticipating cardiac surgery.

Social Learning Theory

Social learning theory combines several concepts in an effort to

define unique and complex human behavior, thus addressing the variation

in individual response to stress. Each experience an individual has

influences other experiences (Rotter, Chance, & Phares, 1972). As

individuals gain additional experience, their overall personality

stabilizes. Behavior exhibited by this personality is goal-directed or

motivated. The individual attempts to build upon the positive aspects

of any situation. The individual's expectations influence whether a

certain behavior will be exercised (Rotter et al.). An individual is

constantly interacting with both internal and external aspects of the

environment and thus receives reinforcement for behavior. "The potential

for a behavior to occur in any specific psychological situation is a

function of the expectancy that the behavior will lead to a particular

reinforcement" (Rotter, 1975, p. 57). Behavioral practices of coping

with stressful events through prayer stem from the expectancy that this

behavior will achieve certain results.

One construct developed from social learning theory in relation to

personality is locus of control orientation as either internal or ex-

ternal reinforcement. This construct is clarified as follows:

When reinforcement is perceived by the subject as following some
action of his own but not being contingent upon his action, then,
in our own culture, it is typically perceived as the result of luck,
chance, fate, as under the control of powerful others, or as
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unpredictable because of the great complexity of the forces sur-
rounding him. When the event is interpreted this way by the
individual, we have labelled this a belief in external control.
If the person perceives that the event is contingent upon his own
behavior or his own relatively permanent characteristics, we have
termed this a belief in internal control (Rotter, 1966, p. 1).

This construct has further been developed by Wallston et al. (1976)

to address health specific behaviors. Multidimensional health locus of

control scales "have been developed to tap beliefs that the source of

reinforcement for health-related behaviors is primarily internal, a mat-

ter of chance or under the control of powerful others" (Wallston et al.,

1978, p. 160).

Stress Appraisal and Coping

Lazarus and Folkman (1984) identify existential beliefs as signifi-

cant factors contributing to the individual's manner of dealing with

stress. Personal control beliefs are incorporated in work done by

Lazarus (1966) in the development of his ideas relative to appraisal of

stress and coping behaviors. Control beliefs are only one part of the

individual makeup that contribute to primary appraisal of what may be

perceived as a stressful situation. Following primary appraisal which

is influenced by control beliefs as we" as all other experiences the

person brings to the situation, the individual then decides upon accep-

table coping processes to deal with stress. Lazarus calls this secon-

dary appraisal.

The individual's choice of prayer as a coping mechanism is related

to both of the theories previously addressed. The individual's prior

life experiences with religion and attempts to find meaning in life

influence all other experiences as described by Rotter (1966). The

individual's determination that prayer is a useful coping mechanism

also relates to Lazarus' (1966) theory in both primary and secondary

appraisal.
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Problem

Is there a relationship between health locus of control and helpful-

ness of prayer as a coping mechanism in the preoperative cardiac surgery

patient?

Hypothesis

1. There is a relationship between health locus of control and

helpfulness of prayer as a coping mechanism in preoperative cardiac

surgery patients. The health locus of control scale generates three sub-

hypotheses (Wallston et al., 1978):

A. There is a relationship between internal health locus of

control and helpfulness of prayer as a coping mechanism in preoperative

cardiac surgery patients.

B. There is a relationship between chance locus of control

and helpfulness of prayer as a coping mechanism in preoperative cardiac

surgery patients.

C. There is a relationship between powerful others' health

locus of control and helpfulness of prayer as a coping mechanism in

preoperative cardiac surgery patients.

Definition of Terms

Terms for this study are defined as follows:

Health Locus of Control - A "measure of people's beliefs that their

health is or is not determined by their behavior" (Wallston et al.,

1978, p. 160). Health locus of control in this study consists of three

subscale scores from the Multidimensional Health Locus of Control Scales

(MHLC) (Wallston et al.).

Helpfulness of Prayer - Prayer is one of several direct action

coping mechanisms identified by King (1984). For purposes of this study,
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the helpfulness of prayer is a score on a 16-point visual analog scale

of 0 to 15 ranging from not helpful to extremely helpful.

Preoperative Cardiac Surgery Patients -Adults preparing for

coronary artery bypass grafting (CABG) surgery 1 day prior to the event.

Assumptions

1. Cardiac surgery is a stressful life event (Cohen & Lazarus,

1973; Dubin et al., 1979; Janis, 1958).

2. Cognitive appraisal of cardiac surgery results in surgery ap-

praised as a threat or a challenge (Lazarus, 1966).

3. Coping mechanisms are selected following cognitive appraisal

(Lazarus, 1966).

4. Selection of coping mechanisms is related to an individual's

locus of control (Lazarus & Folkman, 1984; Rotter, 1966).

5. Prayer is a direct action coping mechanism (King, 1984; Ziemer,

1982).

Significance of the Study

Stress of cardiac surgery is well documented (Dubin et al., 1979;

Janis, 1958). Whenever individuals are experiencing stress, if not

interrupted, they can progress to death (Selye, 1976). As a result of

these stressors, all resources must be tapped to stabilize the individual.

Spiritual resources available to the person are rarely incorporated into

nursing interventions. The theorists who created the framework chosen

for this study incorporate the spiritual aspect as part of the makeup

and experiences of the person that affect the way a situation is

appraised and how much control the person believes he or she has

(Lazarus, 1966; Rotter, 1966). Chrisman and Fowler (1980) advocate

assessment of the individual's spiritual resources as well as incorpora-

tion of these resources into the plan of care. Generally, the spiritual
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component is included in the psychological assessment of the person

which does not specifically address an individual's decision to use

prayer as one means of dealing with stress. The researcher's experience

with patient care has identified prayer as a commonly used mechanism by

patients to deal with stressful situations. No studies were found sup-

porting the use of prayer by the surgical patient prior to cardiac sur-

gery. Relating helpfulness of prayer to an individual's health locus of

control is a way to identify types of individuals who do find prayer

helpful as a way of dealing with the stress of cardiac surgery. This

information can then be useful in establishing a plan of care that

addresses the spiritual aspect of the individual. Carpenito (1983)

identifies the spiritual dimension as one area requiring assessment and

nursing diagnoses. Determination that prayer is a helpful mechanism

for dealing with stress is one way to support the individual's spiritual

dimension.

Summary

The work with stress appraisal and coping by Lazarus (1966) inter-

relates personal control beliefs and the tendency for a person to find

prayer helpful in coping with the stress of cardiac surgery. The stress

of cardiac surgery has been found to be appraised as either a threat or

a challenge (King, 1984). Judgment that an event is stressful is

based on the person's perceptions as well as on the situation at hand

(Lazarus & Folkman, 1984). Influencing this appraisal are personal

beliefs about control as well as existential beliefs. Existential

beliefs influence the use of prayer as a coping mechanism. This study

examined the relationship between an individual's beliefs about control

and helpfulness of prayer as a coping mechanism chosen to deal with

cardiac surgery.



CHAPTER II

Review of Research

Following an extensive search of the literature, no studies were

found examining health locus of control and prayer in the preoperative

cardiac surgery patient. This review of research includes locus of con-

trol, health locus of control, stress appraisal, coping and coping

resources, and the general support of prayer as a coping mechanism.

Locus of Control

Research reviews indicated that numerous studies have been completed

addressing the locus of control construct (Arakaelian, 1980; Rotter,

1975; Strickland, 1978), although few have been related to the surgical

patient. Lowery, Jacobsen, and Keane (1975) did examine the relation-

ship of locus of control to preoperative anxiety for 91 patients under-

going general types of surgery. They found that the entire group

experienced increased anxiety but those with an external orientation

experienced much greater levels of anxiety than those with an internal

orientation. Jennings and Sherman (1987), on the other hand, compared

anxiety to locus of control in 91 ambulatory surgery patients and found

no relationship. The fact that the patients did not require hospitaliza-

tion could have accounted for the discrepancy.

Phares, Ritchie, and Davis (1968) suggested that the "possibility

remains that internal and external orientations permit one to cope with

threatening situations in different ways" (p. 402). Those with an in-

ternal orientation are more likely to take action and deal with a

11
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problem directly (Anderson, 1977; Davis & Phares, 1967; Gore & Rotter,

1963). In relation to anxiety in healthy adults, Phares et al. (1968)

hypothesized that the externally oriented individual will experience

less anxiety than an individual of an internal orientation when con-

fronted with threatening material contesting his self image since

this person would blame forces beyond his control. No differences were

found in anxiety levels. Both those with internal and external orienta-

tions experienced discomfort. The study also supported the hypothesis

that those found to be internally oriented took action to change what

could be changed.

Rotter (1966) proposed that the individual who believed success is

up to him is much more likely to identify resources in his surroundings

that would contribute to this success. As a result, he takes needed

action to correct any environmental conditions and alter traits that

hinder progress.

Health Locus of Control

Although studies have related general locus of control orientation

to health situations, prediction of intentions to participate in health-

related behaviors is limited since situational factors do have an impact

on the person's locus orientation (Rotter, 1966, 1975). To measure

situations specifically related to health, Wallston, Wallston, Kaplan,

and Maides (1976) developed a scale to measure the probability that the

person would participate in positive health behaviors. Wallston et al.

(1978) refined the health locus of control scale based on suggestions

recommended by Levenson (1973) to the present multidimensional health

locus of control scales. Studies support that the multidimensional

health locus of control scales can be used in predicting the willingness
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of individuals to take part in health specific activities (Lau & Ware,

1981; Strickland, 1978; Rock, Myerowitz, Maisto, & Wallston, 1987).

Variations have been found to exist within health locus of control

orientations. Krause (1986) found extremes in locus orientation in a

population of older adults. Those with extreme external orientation

avoided stress but could not effectively cope with stressors they could

not avoid. Subjects with extreme internal orientation had fewer stress-

producing situations because of their ability to participate in

activities to prevent adverse situations, although these subjects were

more affected by the stressful event than those of less extreme internal

orientation. Marone and Desiderato (1982) related locus of control in

psychiatric patients to choice of treatment. Preferences in treatment

were found to be related to locus orientation. Those who were exter-

nally oriented preferred more structure than those with an internal

orientation.

Boyle and Harrison (1981) found individuals to have both an inter-

nal and external orientation in relation to health. Revelation of

this variation implies the possibility the individual could be influenced

to one orientation over another. Since more positive behaviors are

practiced by those with an internal orientation, a shift in this direc-

tion would seem to be beneficial. Influence toward internality would

be most useful in situations with no alternatives in treatment since

the best treatment for the individual can be determined by locus of

orientation (Ferrington, 1986; Shillinger, 1983; Wallston, Smith, King,

Forsberg, Wallston, & Nagy, 1983). Arakaelian (1980) proposes that a

method of influencing the individual toward internality may be the best

choice of treatment. Smith (1970) demonstrated that subjects in a

psychiatric setting could be changed toward internality. A crisis group
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of 30 subjects and a noncrisis group of 30 subjects each completed the

Internal-External (I-E) scale following initial contact for treatment

and again following 6 weeks of treatment. The group receiving crisis

intervention showed a significant change toward internality while no

such change occurred in those in the noncrisis group.

Pender (1985) found that relaxation training in hypertensive clients

increased the internal health locus of control and decreased the chance

health locus of control score when compared to a control group. It was

concluded that the relaxation training allowed individuals to gain more

control over their own health states. Hurley (1980) related effects of

hypnosis, biofeedback, and transcendental meditation on locus of control

and found no difference in scores. The 8-week training period may not

have been enough time for individuals to show a change. Also, the sub-

jects in this study were healthy adults and may not have noticed the

physiologic effects as much as those subjects with hypertension.

Locus of Control and Coping

Work by Lazarus and Folkman (1984) revealed that individual control

beliefs affect perception of stressful events and therefore influence

choices of coping strategies. Folkman (1984) reported that for

individuals to achieve more positive outcomes in stressful situations,

it must be known if the person's belief in control is general or spe-

cific to the situation. This influences whether the individual appraises

the event as threatening or challenging and will influence selection of

coping strategies.

Parkes (1984) obtained data on coping and appraisal in healthy

adults in a specific stressful situation and found those with an inter-

nal orientation to use more adaptive coping techniques than those with

an external orientation. King (1984) used Lazarus' (1966) theory as the
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framework for an exploratory correlational study on coping with cardiac

surgery. Coping strategies were examined in 50 subjects, both pre-

operatively and postoperatively. Cardiac surgery patients were found

to appraise surgery more as a challenge than as a threat. An instrument

based on the four categories of coping strategies found in the theoreti-

cal framework was developed for this study. Information seeking,

direct action, turning to others, and intrapsychic modes of coping were

the categories listed. Prayer was identified as one of several

mechanisms under the category of direct action strategies used to cope

with surgery. Direct action techniques were found to be more useful in

the postoperative period. Zeimer (1982) also identified prayer as a

direct action coping strategy. Several studies have found prayer as a

commonly used coping technique in healthy adults (Bell, 1977), in an

emergency room setting (Jalowiec & Powers, 1981), with psychiatric

patients (Parker & St. Johns, 1959; Griffith, 1982), in patients with

chronic low back pain (Turner & Clancy, 1986) and in a coronary care set-

ting (Kowey, Friehling, & Marinchak, 1986). Berg (1980) demonstrated

effectiveness of prayer in several case studies with patients having

various medical problems.

In a study by Fordyce (1981), prayer was identified as the most

frequently used religious practice. Stoll (1983) found prayer to be a

significant strategy taken by subjects to cope with illness.

Sevensky (1981) addressed the relationship of religion and illness,

expounding on the resources available through religion for the patient.

Prayer was recognized as one of the most useful resources available for

the patient. Various forms of prayer were identified, with meditation

listed as one of the useful forms of prayer. Benson, Rosner, Marzetta,

and Kleimchuk (1974) documented physiologic changes, especially a
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decrease in blood pressure, as a benefit in hypertensive subjects using

a form of meditation. Instructions in meditation were given to 22 sub-

jects with borderline hypertension followinq 6 weeks of baseline measure-

ments of blood pressure, with subjects serving as their own controls.

Following 25 weeks of meditation, reductions of 10 millimeters of mer-

cury were found in both systolic and diastolic blood pressure readings.

Benson (1975) identified that these data, as well as historical writings,

"establish the existence of an innate human capability: the relaxation

response" (Benson, 1975, p. 9). Benson (1975) states that prayers and

meditation have enabled people to achieve this response throughout

history.

Summary

Review of research supported the premise that individuals with an

internal locus of control orientation exhibited more positive behaviors

than those of an external orientation. The literature indicates individ-

uals can be influenced toward internality. Personal control beliefs

were found to affect appraisal of stressful events and those with an

internal orientation demonstrated more adaptive coping strategies.

Prayer is one coping strategy identified as a resource for coping with

stressful events, but its usefulness has not been specifically studied.

King (1984) addressed general categories of coping in cardiac surgery

patients. Appraisal of surgery as a challenge in the preoperative

cardiac surgery patient was positively correlated with internal-

causality and direct action coping. King (1984) cautioned that further

research was needed before recommending to patients specific coping

strategies as nursing interventions. This study addressed the relation-

ship between helpfulness of prayer and personal control beliefs.
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CHAPTER III

Methodology

* The purpose of this study was to examine the relationship between

health locus of control and helpfulness of prayer as a coping mechanism

in preoperative cardiac surgery patients.

* Design of the Study

A descriptive correlational design was utilized for this study.

Variables under study were health locus of control and helpfulness of

* prayer in preoperative cardiac surgery patients.

Instrumentation

Two instruments were utilized in this study: the Multidimensional

• Health Locus of Control (MHLC) Scales (see Appendix A) and the Helpful-

ness of Prayer Scale (see Appendix B). Demographic information included

age, sex, race, marital status, date of surgery, and religious pre-

* ference (see Appendix C).

Multidimensional Health Locus of Control Scales

The MHLC is a tool developed by Wallston et al. (1978) after

* Levenson (1973) identified internal, chance, and powerful others as

three basic components of locus of control with psychiatric patients.

Three subscales representing each component comprise the MHLC scales.

* Each subscale contains six items scored on a 6-point Likert-type format

with I indicating strongly disagree and 6 indicating strongly agree.

Low scores indicate low internality (Wallston et al., 1978).

17
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Wallston et al. (1978) tested the tool for reliability and

validity. Alpha reliability coefficients were found to bt .673 to .767,

compared to .508 to .733 found by Levenson (1973). Wallston et al.

(1978) have also created equal forms (A & B) to be used for repeated

collections of data. Combining these forms increased the alpha relia-

bility coefficient to .830 to .859. Form A was administered in this

study. Construct validity was also addressed through significant cor-

relations with Levenson's (1973) scale. No significant differences were

found between men and women completing the scale. Wallston and Wallston

(1982) hypothesized that individuals who have completed the MHLC scales

fall into eight basic patterns, which they identify as follows: type I

1"pure" internal, type II "pure" powerful others external, type III

"pure" chance external, type IV double external, type V believer in con-

trol, type VI dual beliefs, type VII %,. sayer" and type VIII "nay-sayer".

They conclude that further rcsearch is required to validate these find-

ings. Rock et al. ('987) found six of the basic patterns proposed by

Wallston and Wallston (1982) in a study with healthy adults and reported

"a high degree of reliability" (Rock et al., 1987, p. 189). External

validity and construct validity were confirmed with six patterns.

They found these patterns easy to replicate with healthy adults.

Research relating these patterns to individuals with medical problems

is needed to further validate them. The initially proposed patterns by

Wallston and Wallston (1982) may be evident in individuals who are deal-

ing with hospitalization and are under the care of medical personnel.

Helpfulness of Prayer. Helpfulness of prayer was assessed using an

instrument developed by the researcher. Prayer, defined as a communica-

tion with a higher being, was identified as one means of coping with the

stress of surgery. Individuals indicated whether or not they used prayer
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in dealing with their upcoming surgery. Those who used prayer rated

the helpfulness of prayer on a visual analogue scale ranging from 0 to

15, with 0 indicating prayer was not helpful at all and 15 indicating

that prayer was extremely helpful. A panel of three experts with

graduate degrees in Theology was consulted to examine the content

validity of this instrument. The experts indicated that the instrument

measured what it was intended to measure. Test/retest reliability was

established through administration of the instrument to five subjects

who were within 6 months postoperative CABG surgery. A 1-week interval

was given with 100% agreement obtained between the first and second

administration. Demographic data were collected with additional items.

Subjects

Subjects were selected from a convenience sample of cardiac surgery

patients scheduled for first-time coronary artery bypass grafting at a

large southern university hospital. Nonprobability sampling was em-

ployed with a sample of 100 subjects. Both males and females, age 30

to 79 years, were included since Wallston et al. (1978) did not find

significant differences in males and females with the MHLC scales. Each

subject was studied 1 day prior to non-emergency surgery. Subjects

were required to have an eighth grade reading level to complete the

MHLC.

Procedure

Protection of human subjects was evaluated by the Institutional

Review Board of the University of Alabama at Birmingham and approval to

conduct the study was given. Permission to conduct the study was also

obtained from the nursing department of the hospital. In addition, per-

mission to use the MHLC scales was obtained from the authors (Appendix D).
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Potential subjects were identified from the surgical schedule 1

day prior to surgery. The researcher approached possible subjects to

determine their willingness to participate. The questionnaires were

issued at this time and were collected by the researcher when completed.

A pilot study was completed prior to this study to assess the

amount of time required to complete the instruments and determine if

the procedures were satisfactory. No changes were required and the

researcher proceeded as planned.

Analysis

Statistical hypothesis with subhypotheses generated are as follows:

1. There is no relationship between health locus of control and

helpfulness of prayer as a coping mechanism in preoperative cardiac

surgery patients.

A. There is no relationship between internal health locus of

control and helpfulness of prayer as a coping mechanism in preoperative

cardiac surgery patients.

B. There is no relationship between chance health locus of

control and helpfulness of prayer as a coping mechanism in preoperative

cardiac surgery patients.

C. There is no relationship between powerful others health

locus of control and helpfulness of prayer as a coping mechanism in pre-

operative cardiac surgery patients.

Statistical hypotheses are represented as:

Ho: p =0

Ha: p $0

Spearman's Rho was used to test each hypothesis. The level of

significance for each test was set at .05. Kruskall-Wallis One-Way
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Analysis of Variance (ANOVA) was used to analyze tpyologies within the

MHLC. The Mann-Whitney U test was used to determine differences in

means of the eight typologies.

Limitations

Limitations of this study are identified as follows:

1. Subjects are limited to patients in a specific hospital in a

southern region who may be more inclined to use prayer than throughout

the general population. Therefore, it is not possible to generalize the

findings to all cardiac surgery patients scheduled for CABG surgery.

2. Subjects may differ in the regular use of prayer, which may

alter their perceptions of helpfulness of prayer.

3. Subjects who do not use prayer may not be willing to participate

in the study.

4. The topic is a sensitive subject and may affect individual

emotions which may affect the manner in which individuals complete the

scales.

5. Findings are limited due to questionable reliability and

validity of the Helpfulness of Prayer Scale.



CHAPTER IV

Findings

The purpose of this study was to determine whether there is a

relationship between health locus of control and helpfulness of prayer

as a direct action coping mechanism in preoperative cardiac surgery

patients. The descriptive correlational design specified in the pre-

vious chapter was implemented with a convenience sample of preoperative

patients 1 day prior to cardiac surgery. A total of 129 patients were

* asked to participate in this study. Twenty-eight patients, who were

not told the nature of the study, refused without giving a reason or by

verbalizing a feeling of exhaustion as a result of preparation for sur-

gery. One subject failed to fully complete the MHLC scales and was

eliminated from the study.

Description of the Subjects

The total sample comprised 100 subjects, including 72 males and 28

females. Ages of the subjects ranged from 38 to 79 years with a mean

age of 61 years. The majority of subjects were married (84) and 16 were

non-married, which included single, widowed, and divorced individuals.

Ninety subjects were white and 10 were non-white; 87 subjects were

Protestant, 8 were Catholic, 3 listed other religions, and 2 did not

list a religion. The majority of subjects (96%) indicated they did use

prayer as a coping mechanism to deal with the stress of cardiac surgery.

Two subjects indicated they did not use prayer themselves but that

others prayed for them, and two did not use prayer at all.

22
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Presentation of the Findings

Descriptive statistics were tabulated for the three MHLC subscale

scores and for the helpfulness of prayer scale. Table 1 presents

descriptive statistics obtained for the three subscale scores of the

MHLC scales. The data in Table I revealed that the sample perceived an

internal control over their health (mean 24.74), followed closely by

the belief that powerful others are in control of their health (mean

23.07). Perception that the control of health is due to luck, fate or

chance received the lowest mean (15.87).

Table 1

Subscale Scores of the Multidimensional Health
Locus of Control Scales

Subscale Number Mean Range* SD

IHLC 100 24.74 6-36 6.35

CHLC 100 15.87 6-36 6.47

PHLC 100 23.07 6-36 6.62

Note. IHLC - Internal Health Locus of Control; CHLC - Chance Health
Locus of Control; PHLC = Powerful Others Health Locus of Control

*The Potential range on each subscale within the MHLC was 6-36

Descriptive statistics of the Helpfulness of Prayer Scale are

presented in Table 2. The statistics revealed that 96% (n = 96) used

prayer and 4% (n = 4) did not use prayer. Of the 96 subjects who did

use prayer, 70 rated prayer as extremely helpful. Prayer was not rated

by those not using prayer. One subject expressed the opinion that

prayer could not be rated.

0
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Table 2

Rating of Helpfulness of Prayer by Subjects
Using Prayer (n 95)

Prayer Rating* n

15 70 70

14 4 4

13 1 1

12 5 5

11 5 5

10 8 8

9 1 1

6 1 1

0 0 0

Note. 15 was the highest rating; 0 was the lowest rating

Spearman's Rho, with a two-tailed test, was used to test each of

the three subhypotheses. The Software Package for the Social Sciences

was used to tabulate computerized values for all correlations.

The first subhypothesis was there is no relationship between in-

ternal health locus of control and helpfulness of prayer as a coping

mechanism in preoperative cardiac surgery patients. The r value

obtained was -.0004 (p = .996).

The second subhypothesis was there is no relationship between

chance health locus of control and helpfulness of prayer as a coping

mechanism in preoperative cardiac surgery patients. The r value

obtained was -.0046 (p = .964).
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The third subhypothesis was there is no relationship between

powerful others health locus of control and helpfulness of prayer as

a coping mechanism in preoperative cardiac surgery patients. The r

value obtained was .1291 (p = .210). None of the correlations were

significant at the .05 level; thus, each null hypothesis was accepted.

Typologies, as proposed by Wallston and Wallston (1982), were

analyzed with the Kruskal-Wallis ANOVA. These typologies are based

upon patterns of scores taken from the MHLC Scales. The prayer ratings

for the eight typologies are presented in Table 3.

The Mann-Whitney U test was used to examine differences in paired

samples. Type 6 was the only sample found to have a statistically

significant difference in mean when compared to the other samples.

Table 4 shows a statistically significant difference between Type 6

and Types 3, 4, 5, 7, 8, and prayer rating when corrected for ties.

Four subjects fall into the Type 6 pattern, which is above the mean on

the IHLC and CHLC scale and below the mean on the PHLC scale. The Type

6 group also rated prayer as less helpful.

Summary

Hypotheses related to health locus of control and helpfulness of

prayer as a coping mechanism in preoperative cardiac surgery patients

were tested in the current study. Analysis of data revealed no rela-

tionship between the three subscales of the Multidimensional Health

Locus of Control Scales and helpfulness of prayer as a coping mechanism

in preoperative cardidc surgery patients. Analysis of the typologies

within the Multidimensional Health Locus of Control Scales did reveal

a significant relationship between subjects who fall into the Type 6

pattern of the Multidimensional Health Locus of Control Scales and

helpfulness of prayer as a coping mechanism.
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Table 3

Kruskal-Wallis One Way Analysis of Variance for Prayer
Rating for Typo'logiesa Within the MHLC Scales

Prayer Rating by Type

Typology n Mean Rank

1 25 44.68

2 7 49.43

0 3 6 65.50

4 14 57.39

5 11 55.95

* 6 4 19.38

7 22 48.14

8 11 58.05

* Uncorrected for Ties Corrected for Ties

Chi Square Significance Chi Square Significance

9.2929 .2323 14.1636 .0483

aEach type is categorized as follows: Type 1, "pure" Internal = High

IHLC, Low PHLC, and CHLC; Type 2, "Pure" Powerful Others External =
High PHLC, Low IHLC, and CHLC; Type 3, "Pure" Chance External = High
CHLC, Low IHLC and PHLC; Type 4, Double External = High PHLC and CHLC,
Low IHLC; Type 5, Believer in Control = High IHLC and DHLC, Low CHLC:
Type 6, (not named since expected to occur rarely) = High IHLC and
CHLC, Low PHLC; Type 7, "Yea-Sayer" = High IHLC, CHLC, and PHLC; Type 8,
"Nay-Sayer = Low IHLC, CHLC, and PHLC.
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Table 4

Mann-Whitney U Test of Paired Samples with the
Type 6 Pattern Within the MHLC

Corrected for Ties

Type n Z 2-Tailed P

1 25 -1.4687 .1419
6 4

2 7 -1.5896 .11196 4

3 6 -2.8935 .0038*6 4

4 14 -2.7849 .0054*
6 4

5 11 -2.4442 .0145*
6 4

7 22 -1.9765 .0481*
6 4

8 11 -2.8113 .0049*
6 4

*Significant difference in mean



CHAPTER V

Conclusions, Discussion,

and Recommendations

The discussion includes an explanation of the findings. In

addition, the findings are related to the methodology, conceptual

framework, review of research, and assumptions.

Explanation of Findings

The purpose of this descriptive correlational study was to deter-

mine if there was a relationship between health locus of control and

helpfulness of o ayer as a coping mechanism in preoperative cardiac

surgery p i ;its. No relationship was found between health locus of

control and helpfulness of prayer as a coping mechanism in preoperative

cardiac surgery patients. Lack of variability in subjects could

account for failure to obtain a relationship since 70% of the subjects

rated prayer as extremely helpful. The stability of locus of control

orientation may be questionable during periods of extreme stress and

could result in a change in the individual's normal orientation.

This would also explain the lack of variability in the ratings of help-

fulness of prayer.

This study revealed that prayer was perceived as helpful regard-

less of orientation of control. Individuals within each orientation

of control, as well as those in each typology within the MHLC Scales,

rated prayer as helpful. The time frame chosen for data collection,

1 day preoperatively as individuals were preparing for surgery, could

28
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have increased the likelihood that individuals would rate prayer as

helpful. Cardiac surgery provides a risk that the individual may not

* survive. Cowles (1988) discussed the influences that sensitive issues

which evoke emotional responses may have on the collection of data.

Objectivity and avoidance of situational influence are especially dif-

* ficult in studies that address sensitive issues. Responding under

such circumstances, to a questionnaire which addresses communication

with a higher being when the outcome is unknown may cause individuals

* to feel they could not deny that prayer is helpful to them. Also, the

introduction of the prayer instrument stated that some individuals

did find prayer helpful, and this statement could have influenced sub-

* jects to agree they, too, found prayer helpful.

Research and Methodology

One hundred subjects were examined in this study. The size of the

sample contributes to an increase in statistical significance, but a

convenience sample was selected and thus the results are not generaliz-

able to all coronary artery bypass graft patients.

No studies were found in which the multidimensional health locus

of control scales has been administered to patients undergoing coronary

artery bypass grafting. In summarized data from Wallston and Wallston

(1982) with 609 chronically ill patients the results are as follows:

IHLC, 25.78; CHLC, 17.64: and PHLC, 22.54. Results from the current

study are similar to those accrued by Wallston and Wallston with

patients having a chronic illness (see Appendix E).

Typologies of the MHLC Scales

In relation to the clusters within the MHLC Scales, the eight

typologies discussed by Wallston and Wallston (1982) did occur in this
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study although only five of the typologies had more than 10 subjects

in each pattern. The five typologies with more than 10 subjects are

* as follows: Type 1 "Pure" internal with 25 subjects, Type 4 Double

external with 14 subjects, Type 5 Believer in control with 11 subjects,

Type 7 "Yea-sayer" with 22 subjects, and Type 8 "Nay-sayer" with 11

* subjects. Rock et al. (1987) found that six typologies met the cri-

terion of more than 10 subjects in each category with a sample of 200

healthy adults. In the current sample, subjects did occur in every

* typology, which supports the initial hypothesis proposed by Wallston

and Wallston (1982) that individuals who completed the MHLC Scales

would fall into eight basic patterns. It is worth noting that 4 of 100

* subjects fell into the Type 6 typology of dual beliefs, which was

believed to be the pattern least likely to occur (Wallston & Wallston,

1982). The only relationship found between the typologies and rating

* of helpfulness of prayer occurred in the Type 6 pattern, which is

notable and warrants further study.

Findings and Conceptual Framework

* The Chrisman and Fowler (1980) Systems-in-Change Model, Rotter's

(1966) Social Learning Theory, and Lazarus'(1966) Cognitive Appraisal

and Coping formed the framework for this study. The conceptual

* framework, combined with the theoretical framework, served well to

encompass the individual locus of control orientation and determination

of prayer as a coping mechanism within a patient care setting.

* Chrisman and Fowler (1980) stress the importance of identifying

individual components that enhance the person's ability to return to

a state of equilibrium following a disruption such as that imposed by

• the need for cardiac surgery. This study revealed prayer to be per-

ceived as an extremely helpful coping mechanism in dealing with the
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stress of cardiac surgery. Chrisman and Fowler (1980) cite prayer as

one of the individual resources within the personal system of the

* individual. Prayer can also be influenced by the religion component

within the social system of the individual. Chrisman and Fowler's

model successfully served as a guide for addressing prayer as a coping

* mechanism to deal with the stress of cardiac surgery.

Rotter's (1966) Social Learning Theory, further refined by Wallston

and Wallston (1976) to address health specific behaviors, guided the

* relationship of prayer to locus of control. The current sample dis-

closed that, in individuals of each orientation, health-related behav-

iors are either internally controlled, under the control of powerful

* others or merely a matter of chance. Individuals of all types of

orientation perceived prayer as helpful.

Thus, there is some question as to the support given to the

* Internal-External Construct of Rotter's (1966) Social Learning Theory

by the current study. The tendency for an individual to find prayer

as a helpful coping mechanism for dealing with the stress of cardiac

surgery would seem to indicate belief in powerful others. Results of

the present study showed that individuals of a chance and internal

orientation were just as likely to find prayer helpful.

* Work by Lazarus (1966) in relation to stress appraisal and coping

guided the study pertaining to acceptable coping responses to alleviate

stress. Lazarus identified existential beliefs as one resource that

may be tapped as a means of coping following appraisal that a situation

is stressful. The majority of subjects perceived prayer to be a help-

ful coping mechanism in dealing with the stress of cardiac surgery.
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Since prayer is a tool influenced by existential beliefs, this study

supports Lazarus' theory that existential beliefs do serve as an indivi-

dual resource when coping with stress.

Findings Related to Review of Research

No studies were found in the review of research that related

health locus of control to helpfulness of prayer as a coping mechanism.

Findings of the current study are congruent with those of Hurley (1980)

and Zaichowsky and Kanen (1978) in that meditation and relaxation

training provided a physiological benefit to the subjects, but did not

affect locus of control scores. In the current study, prayer was per-

ceived to be a helpful coping mechanism to deal with the stress of

cardiac surgery in individuals of both internal and external locus of

control orientations.

In a study by Folkman et al. (1986), religious beliefs were found

to have no relationship to appraisal of stress or coping in healthy

adults. No studies were found addressing prayer as a coping mechanism

in cardiac surgery patients.

One study which addressed spiritual coping strategies in cancer

patients by Sodestrom and Martinson (1987), concurs with the current

study in that the researchers found prayer to be the most frequently

used coping strategy (84% of the subjects). Subjects in Sodestrom and

Martinson's study expressed the need for nurses to support a patient's

beliefs during a time of crisis, and that almost 50% of the subjects

utilized nurses as resources to assist them in the identification of

spiritual needs. These findings support completion of the current

study and provide evidence that nurses need to include assessment and

support of spiritual coping strategies into the nursing care plan.
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Fordyce (1982) and Stoll (1985) found prayer to be the most mean-

ingful and frequently used coping strategy to deal with illness in

hospitalized adults. These findings are consistent with those of the

current study in that 96 of 100 subjects perceived prayer to be ex-

tremely helpful in dealing with the stress of cardiac surgery.

A study by Moch (1988) analyzed nursing interventions that would

provide patients with a balance between control and uncontrol in stress-

ful situations. Use of prayer was suggested as a means to assist

individuals in acceptance of situations beyond their control.

Two studies reported by Cotanch and Strum (1987) and Carey and

Burish (1987) found significant benefits for cancer patients undergoing

chemotherapy through the use of relaxation training. As indicated by

Benson (1984), prayer and relaxation training provide similar physiologic

and psychologic responses for the individual. Although the effects of

prayer and relaxation training were not specifically addressed in the

research literature with cardiac surgery patients, beneficial effects

are documented in other populations.

Relation of Findings to the Assumptions

Cardiac surgery has been determined to be a stressful life event

and requires activation of coping processes to deal with this stress

(Dubin et al., 1979; Lazarus, 1966). Selection of prayer as a means to

cope with this stress was not related to the individual's locus of con-

trol since individuals of each orientation rated prayer at the same

degree of helpfulness. This finding is inconsistent with the assumption

that selection of coping mechanisms is related to an individual's locus

of control (Lazarus & Folkman, 1984; Rotter, 1966).
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The findings of the study showed that 96% of all respondents did

use prayer as a direct action coping mechanism. This finding is con-

sistent with the assumption that prayer is a direct action coping

mechanism (King, 1984; Ziemer, 1982).

Conclusions

It is concluded that there is no relationship between internal

health locus of control and helpfulness of prayer as a coping mechanism,

between chance health locus of control and helpfulness of prayer as a

coping mechanism, or between powerful others health locus of control

and helpfulness of prayer as a coping mechanism in preoperative cardiac

surgery patients. The null hypotheses were retained. The findings

thus support the conclusion that there is no relationship between health

locus of control and helpfulness of prayer as a coping mechanism in

preoperative cardiac surgery patients.

Most of the subjects (96 of 100) indicated they used prayer as a

coping mechanism to deal with the stress of cardiac surgery. The major-

ity of these subjects (n = 70) perceived prayer as being extremely help-

ful to them as they prepared for cardiac surgery. These data indicate

that all types of individuals, regardless of their belief in control,

did find prayer to be helpful.

Through analysis of clusters within the MHLC Scales, it was dis-

covered that all individuals in the Type 6 pattern (High Internal, High

Chance, and Low Powerful Others) rated prayer lower on the rating scale

* or did not use prayer as a coping mechanism. Wallston and Wallston

(1982) indicated that this type would rarely occur due to the dualism

of beliefs that they are both in control of their health and that their

health is due to luck, fate, or chance. Even though only four subjects
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fell into this category, it is notable when compared to the study by

Rock et al. (1987) with 200 subjects in which no subjects were found

in this category.

Recommendations

Recommendations for further research suggested by this study in-

clude:

1. Replication of this study with a larger and more heterogeneous

sample in order to increase the generalizability of these findings.

2. Study of the relationship between use of prayer and coping to

determine if prayer enhances the individual's ability to cope with

stressful situations.

3. Replication of this study in a postoperative setting where the

individual is not facing an unknown and threatening situation to deter-

mine if the findings are the same.

4. Replication of this study with subjects earlier in the prepara-

tion for the surgical event to determine if timing of data collection

influences the results.

5. Replication of this study with subjects preparing for other

types of surgery to determine if the nature of the surgery influences

the results.
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* Code t,
C-od ew

MHLC FatS A

This is a questiomaite designe to dectermne the way is which different peoLe vtm cereals
Utpo healcgh-col*ed issue@. Each ice is a belied *staem with which yn may aSree or

SdLSge. &ide seek astaement to a scale which ranges from strangly disagree (1) to

scrmgly agree (6). for oei Leo ne would Like you to circle the m fIr that represes cte
excesC to which you disagree or agree With the statement. The tre ctrongly ye, agree With a
sAcame.. the. the higher Will be the saer you circle. The mre strongly yt disagree With
Sstatment. chm the Lower will be the ner YOU Circle. Pleae sake Mre chat you 4nsver

every ee and chat You circle on M sbe per icem. Thi L a nasore Of your personal
beliefs; obvyisaly, cthat are no right or Wrong answers.
PLe&s aswer th"e L:m carefully, but do no: sud too mk t m a any one Leo. AS much
as yf cm, cry co respond co aw icam idepaendoly. Whe. SOk yia choi"e, do not be
influenced by your prevtS choices. It Li nr tan:t ct you respod according c Your actual.
beliefs and wo according co ho you feel you suld believe or hoo ye chink w mac you co
believe.

a :

I.If I tog sick. it• is mw behvor whih daecisjus howso

S. o ereCtOr what€ I do, if I ,an ts cc tk. I wil.J ga€ sick. 1 2 3 4 5

3., EsvtA8 COVAISI Contact vtth my Physician is the best way for s
to avoid illows. 1 2 3 4 5

* a

A . Most thnt hat af efect " health hap=e to m by accident. 1. 2 3 4, 5 6

•S. Whmever I ds'€ fee well, I shol conult a medicaly trained
Professional. 1 2 3 4 5 6

I0 as in control of my hea lth. 1 2 3 4 5 6

7. MY family hae 4 lot to do with my beoming sick or staying
hecJ, chy. 1 2 3 4 5 6

I. when I set sick I an to blame. 1 2 3 4 3 6
9. Luck plyse bik it a ehi w deitr i ll recover

fro a, lness. 1 2 3 4 5 6
L. Health Professohtals Cotoel my heaplh. t 2 3 4 5 6
It. MY go" health is largely a sector of*good foccune. 1 2 3 4 3 6

I. The an thing whinh oafacrs my h ath i w Iyelf do. 1 2 3 4 5 6

3J- If I Cca€rs Of GlYsslf, I Ca avoid llness. L 2 3 4 5 6
17. Wy I rV ilac has a o o is, yc's use Jy becaus other

;00014 (tog M-0491e- doctors, Surses, ltily, f rtes) havebeal t . 1d care of mg. 1 2 3 5 6 6
IJ. NO Meeste sc I do. I'm MeL cot sick. 1 2 3 5 6

U- If it's *nC to be, I Wil Stay haLthy. 1 2 3 4 5 6

17. te I talk the rtlh Actions. t can s ay he thy. 1 2 3 4 5 (
U d. If my eaLth. I can on do willnem dotor ceLLs me cc 40. 1 2 3 4 "
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Form A

Internal Health Locus of Control (IHLC)

1. If I get sick, it is my own behavior which determines how soon I
get well again.

C. I am in control of my health.

8. When I get sick I am to blame.

12. The main thing which affects my health is what I myself do.

13. If I take care of myself, I can avoid illness.

17. If I take the right actions, I can stay healthy.

Powerful Others Health Locus of Control (PHLC)

3. Having regular contact with my phyisicen is the best way for me to
avoid illness.

5. Whenever I don't feel well, I should consult a medically trained
professional.

7. My family has a lot to do with my becoming sick or staying healthy.

10. Health professionals control my health.

14. When I recover from an illness, it is usually because other people
(for example, doctors, nurses, family, friends) have been taking
good care of me.

18. Regarding my health, I can only do what my doctor tells me to do.
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Change Health Locus of Control (CHLC)

2. No matter what I do if I am going to get sick, I wii get sick.

4. Most things that affect my health happen to me by accident.

9. Luck plays a big part in determining how soon I will recover from
an illness.

11. My good health is largely a matter of good fortune.

15. No matter what I do, I'm likely to get sick.

16. If it's meant to be, I will stay healthy.
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Helpfulness of Prayer Scale

Code #
Date:

Instructions:

Several methods have helped people relax while getting ready for
cardiac surgery. Prayer as communication with a Higher Being is one
method found to help people cope with the stress of surgery. Please
indicate whether this method is helpful to you. Rate how helpful on
the scale provided.

1. Have you used prayer to help you prepare for cardiac surgery?

Yes

No

If yes, how helpful is it?

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
Not at all Extremely

helpful helpful
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Demographic Data

Code #

Date:

1. Sex: Male/Female

2. Age:

3. Marital status: Married/Non-married

4. Race: White/Non-white

5. Date of surgery:

6. Religious preference:
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VANDERBILT UNIVERSITY
MASNVILLE. TENNISSIE 37240 TILupuamS (613) S3I-7)tt

MH am Cu , -c P e S of N.mq * Diues P&O 32a-o

Dear Colleague:

Thank you for your interest in our Health Locus of Control Scala%
Please excuse this form response, but we nave so many inquiries requiring
similar replies that we have found this to be an efficient means of dis-
seminating information.

You have our permission to utilize the scales in any health related
research you are doing. Our only request is that you keep us informed
of any results you obtain using the scales. In that way we hope to
continue to serve as a clearinghouse for information about the scales.

* We recomend using the more recently developed Multidimensional Health
Locus of Control Scales (Health Education MonoJraphs, 6, Spring, 1978,
pp. 160-170) over the earlier, unidimensional FLC Scale (Journal of Consulting
and Clinical Psychology, 1976, 44, 580-585), since the newer measures are
psychometrically superior ants potentially more useful.

If you wish to be added to our mailing List or want us to send you
* additional material, please complete the enclosed interest questionnaire.

We hope to periodically send additional material related to use of these

scales as it becomes available.

If you have more specific questions, don't hesitate to contact us.
Please remember to send us information on any use you make of our scales.
We have included a usage questionnaire to facilitate your doing so. We

• look forward to hearing from you.

Sincerely,

;/

Kenneth A. Wallston, Ph.D. Barbara Strudler Wallston, Ph.D
Professor of Psychology Professor of Psychology

in Nursing George Peabody College
School of Nursing of Vanderbilt University
Vanderbilt University Nashville, TN 37203

* Nashville, TN 37240 (615) 322-8220
(615) 322-2813
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Scoring Instructions MHLC Scales

* Form A or B

The score on each subscale is the sum of the values circled for each item
in that subscale.

Internal Items: 1, 6, 8. 12, 13, 17

Chance Items: 2, 4. 9. 11. 15. 16

Powerful Others Items: 3, 5, 7, 10, 14, 18

MEAN SCORES FOR MHLC SCALES SUMMARIZED ACROSS TYPES OF SUBJECTS

SMLIN 1EU CB PHLC

CHRONIC PATIENTS 609 25.78 17.64 22.54
* COLLEGE STUDENTS 749 26.68 16,72 17.87

HEALTHY ADULTS 1287 25.55 16.21 19.16
PERSONS ENGAGED 720 27.38 15.52 18.44

IN PREVENTIVE
• HEALTH BEHAVIORS

0"


