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control is defined’as one's capacity to influence his/her
own health (Kist-Kline & Lipnickey, 1989).

2. There is no relationship between powerful others'
health locus of control in older adolescents (age 20 to 21
yvears) as measured by the PHLC subscale scores of the MHLC
scale and the likelihood of engaging in health-promoting
behaviors as measured by the total score on the Health-
Promoting Lifestyle Profile (Mitchell, 1987). The powerful
others' score is the extent to which doctors, nurses and
others affect health (Kist-Kline & Lipnickey, 1989).

3. There is no relationship between chance health
locus of control (CHLC) in older adolescents (age 20 to 21
years) as measured by the CHLC subscale score of the MHLC
scale and the likelihood of engaging in health-promoting
behaviors as measured by the toﬁal score on the Health-
Promoting Lifestyle Profile (Mitchell, 1987). The chance
health locus of control concerns the belief that health is
merely an effect of luck or fate (Kist-Kline & Lipnickey,

1989).

Definition of Terms

Three definitions were established specifically for
this study:

Perceived control of health: The belief held by an

individual that he/she can actively influence the
consequences of his/her health as measured by the MHLC

scale. An individual who assumes he/she is in control of
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the occurrences of his/her life is internally controlled.
An individual who assumes that chance or powerful others
control life's events is externally controlled (Mitchell,
1987; Pender, 1982).

Health-promoting behaviors: Self-actualizing behaviors

resulting in a most fulfilling way of living (Pender, 1982)
as measured by the Health-Promoting Lifestyle Profile.
Health-promoting behaviors are a part of a person's
lifestyle. Such behaviors lead to an enhanced enjoyment of
life, enhanced self-awareness, and higher levels of health
(Pender, 1982). 1Illustrations of health-promoting behaviors
are exercising, eating a nutritious diet, and forming social
support systems (Mitchell, 1987; Pender, 1982).

Older adolescents: Individuals between the ages of 20

and 21 years who are single and without children. These
individuals are approaching or have arrived at legal age and

are in the process of penetrating young adulthood.

Significance to Nursing

Limited research has been conducted on health promotion
in adolescents. Perhaps, more research will be stimulated
as a result of new information, which supports the
realization that adolescents are facing severe health
threats. One such threat is the Acquired Immunodeficiency
Syndrome (AIDS) epidemic which has been proven to be
steadily increasing among the adolescent population.

However, this threat and others certainly support the need
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for health promotion among adolescents. Infrequent studies
have surveyed the relationship of cognitive/perceptual
components, such as perceived control and likelihood of
engaging in health-promoting behaviors.

Mitchell (1987) conducted her study on high school
students between the ages of 16 to 19 years. The researcher
found the area of adolescent health behaviors and
adolescents' potential for engaging in health-promoting
behaviors interesting in light of the acceleration of health
problems facing this group. The researcher decided to
conduct a study on the older adolescent who is on the
threshold of adulthood, mainly due to the fact that these
individuals will soon be responsible for their own

decisions.

Assumptions

Four underlying assumptions were identified for this
study:

1. Health promotion is meaningful.

2. Health-promoting lifestyles exist.

3. Health-promoting behaviors are in existence and can
be measured.

4. Older adolescents (age 20 to 21 years) are
developmentally competent to assume responsibility for their
own health (Sleet & Dane, 1985).

5. Perceived control of health is measurable.



Chapter II

Review of the Literature

Little research has been done in the area of adolescent
‘health promotion. Increased accentuation on wellness and

promoting health has encouraged more research in this area.

Health Promotion

The objective of researchers of health-promotion
studies has been to distinguish and comprehend factors that
may influence an individual's likelihood of engaging in
health-promoting behaviors. The importance of the impact of
cognitive/perceptual factors on health-promoting behaviors
has been featured. Scarce studies have been done exploring
the relationship of cognitive/perceptual factors and health-
promoting behaviors.

A study which stressed the health-promoting behaviors
of physical activity was conducted by Laffrey and Isenberg
(1983), who explored the relationship of three factors in
physical exercise for leisure. The factors studied were (a)
internal locus of control, (b) health value, and (c)
perceived importance of physical exercise. The total sample
was composed of 70 women who attended non-health associated
adult education classes. The mean age of the 70
participants was 43 years.

15
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Four questionnaires were utilized to acquire the
required data. ?he first questionnaire measured physical
activity throughout leisure and was assembled from the
Physical Activity Recall Record and the Minnesota Leisure
Time Activity Questionnaire (LTA) (Laffrey & Isenberq,
1983). The researchers declared that validity and
reliability data for these instruments were éstablished, but
specific data were not presented in the report.

The instrument utilized to measure health locus of
control was the Internal Health Locus of Control Scale
(IHLC) Form A, which is a subscale of the MHLC scale formed
by Wallston and Associates (Lafffey & Isenberg, 1983).
Internal conéistency estimates for the MHLC subscales
utilizing the Cronbach coefficient alpha were reported as
.67 to .77. Validity data were not given.

A Health Value Survey was rendered to participants.
This scale was made up of 10 values adapted from Rokeach
(Laffrey & Isenberg, 1983). Reliability or validity was not
given for the adapted scale. Test-retest reliability for
the primary scales was reported as r = .70. Predictive
validity for the primary scale had been established.

Details relating to predictive validity were not given.

Ultimately, participants were tested to establish their
perceptions of the importance of physical exercise (Laffrey

& Isenberg, 1983). The questionnaire was created with a
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9-point Likert type scale, 9 implying that physical exercise
was ranked as most important, and 1 implying that physical
activity was ranked as least important. Reports for
reliability and validity data for this instrument were not
given.

Zero-order correlations and stepwise multiple
regression techniques were utilized to analyze data (Laffrey
& Isenberg, 1983). The level of significance was set at
.05. The Pearson correlation and multiple regression
program of the Statistical Package for the Social Sciences
was utilized for computer analysis. 1In relation to
correlational analysis, no significant relationship between
physical activity in leisure and IHLC scores (r = .10) was
found (Laffrey & Isenberg, 1983). Correspondingly, there
was no significant relationship between physical activity in
leisure and health values (r = .007). However, the
relationship between physical activity during leisure and
perceived importance of exercise was statistically
significant (r = .53, p < .0001), justifying 28% of variance
in physical activity during leisure.

The researchers hypothesized that internal locus of
control, value of health, and perceived importance of
exercise were most predictive of physical activity in
leisure when combined from a separate prognosticator
(Laffrey & Isenberqg, 1983). This hypothesis was tested

utilizing stepwise multiple regression techniqgues.
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Pracﬁically all variance for physical activity in leisure
was explained by the perceived importance of exercise.
Health values scores on the IHLC enlarged the gz.by only
.01. Consequently, the hypothesis was not supported.

Another study stressing physical activity was conducted
by Walsh (1985). The purpose of the research was to explore
dissimilarities in health beliefs of runners versus
nonrunners in two areas: (a) the relative value that each
group fixed on health and (b) the discrepancies in health
behaviors of each group. Pender's Health Promotion Model
was utilized as a foundation for research.

A total of 150 runners who participated in activities
in a running club was selected at random (Walsh, 1985). 1In
addition, 150 names were selected at random from a list of
names of students enrolled at a university. Those students
who ran more than two miles daily or more than three times
weekly were excluded.

There were three questionnaires utilized in the study.
The first, the Health Value Scale adapted from Rokeach by
Wallston, was utilized to measure the relative value placed
on health in comparison to nine other values. The
researcherAconveyed that content validity and test-retest
reliability were predicated by the designer of the scale.
Reliability and validity coefficients were not given in this
report. The second questionnaire was the Walsh Health

Behavior Questionnaire (WHBQ) (Walsh, 1985). This
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questionnaire was made up of 60 positive health-promoting
behavior items organized in six subsections: (a) nutrition,
(b) drugs and substance abuse, (c¢) stress management, (d)
safety practices, (e) medical awareness, and (f) self-care.
The third questionnaire was completed only by runners and
consisted of questions relating to the physical and
psychological facets of running (Walsh, 1985).

The first hypothesis in this study was that there would
be a difference in health value between runners and
nonrunners. Utilizing the Mann-Whitney U with alpha set at
.05, runners placed a statistically significant greater
value on health than nonrunners (U = 1876.5, p < .019). The
second hypothesis stated that there would be differences in
health-promoting behaviors engaged by runners and nonrunners
(Walsh, 1985). Age was the only factor found to be
statistically significant relating to demographic variables,
with subjects under 30 years of age reporting more health-
promoting behaviors (p < .001).

Pender and Pender (1986) studied health behaviors. The
purpose of their research was to establish the relationship
of "attitudes, subjective norms, and intentions to engage in
health behaviors" (p. 15) with the health practices of
regular exercise, eating a healthy diet, and evading
stressful situations. Definitions were provided for the
variables of attitudes and subjective norms. Attitudes

beneficial to health behaviors mirror beliefs relating to
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the consequences of these behaviors. Subjective norms
mirror social pressure to engage in health behaviors. They
also mirror motivation to conform with this pressure. The
sample consisted of 377 residents from two Northern Illinois
communities. Median age for the subjects was 38 years.

The researchers devised a 75—item questionnaire. The
questionnaire was formed by interviewing 100 residents from
the two communities concerned (Pender & Pender, 1986). The
three subscales from the questionnaire were associaﬁed with
(a) regular exercise, (b) eating a diet which would maintain
a person at normal weight, and (c) avoiding stressful
situations. All of the three subscales consisted of 25
items, each relating to attitudes, subjective norms, and
intention to comply with health behaviors. These 25 items
were analyzed as follows: (a) one item to establish
intention to comply with health behavior, (b) 12 items to
establish attitudes concerning consequences of health
behavior, and (c) 12 items to establish subjective norms.
Six of these 12 items to measure subjective norms measured
beliefs relating to other's expectation, and six measured
the maturation present to comply with others' expectations.

The relationship between the attitude and normative
constituents and the intention to exercise was statistically
significant (r = .23, p < .01) and accounted for 5.5% of
variance in intention (Pender & Pender, 1986). The

correlation coefficient for the normative component was
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higher (r = .26, p < .01) than that of the attitudinal
component (r = .18, p < 01). Those participants who were
close to having a normal weight were more likely to have
intentions to exercise. When this factor was considered,
along with the two components reported above, the variance
explained in intention more than doubled to 13% (r = .36, p
< .01).

There was a small relationship between attitude and
intention to eat a diet that would maintain a normal weight
(r = .13, p < .01). Existing weight (r = .38, p < .01) and
perceived health status (r = .13, p < .01) influenced a
person's intention to eat a healthy diet (Pender &_Pender,
1986). The multiple r for attitude, weight, and perceived
health status was .42 (p < .001), justifying 18% of the
variance in intention to control weight.

Attitude revealed a low correlation with intention to
avoid highly stressful situations (r = .27, p < .001),
justifying 7% of variance in intention to avoid stress. No
other variables were found to be significantly associated
with intention to avoid highly stressful conditions (Pender
& Pender, 1986).

Those who contemplated avoiding highly stressful
conditions were more positive in their attitude relating to
stress management (M = 8.76, SD = 3) than those who had no
intention of doing so (M = .09, SD = 2) (t = -4.74, p <

.001) (Pender & Pender, 1986). People who intended to avoid
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stress had higher subjective norm scores (M = 41.34, SD = 4)
than nonintenders (M = 26.97, SD = 5) (t = 3.33, p < .01).
Intenders, in comparison to nonintenders, thought that
avoiding stress was irresponsible behavior and denoted that
a person was running away from reality.

The group exercising regularly had more positive
attitudes toward exercise (M = 21.01, SD = 4) than those who
did not exercise reqularly (M = 15.26, SD = 6) (t = -3.82,
P < -01) (Pender & Pender, 1986). Groups intending to
exercise believed that significant others thought they
should exercise (M = 41.09, SD = 5). Groups not intending
to exercise were impressed less by significant others
(M = 27.20, SD = 7) (t = -3.47, p < .01). Intenders were
more likely to think that exercise altered health in a
positive way and were iess likely to be fearful that
exercise might be hurtful.

The effect of valuing health on the frequency of
health-promotion behaviors received support from a study of
88 college students directed by Wallston, Wallston, Kaplan,
and Maides (1976). They discovered that individuals with
high health value, that is, ranked health within the top 4
out of 10 value positions, chose more health-related
pamphlets to read when available to them than did
individuals with low health values. The data upheld the
idea that placing a high value on health results in

information-seeking behavior (Pender & Pender, 1986).
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Frank-Stromborg, Pender, Walker, and Sechrist (1990)
tested the Health Promotion Model as an explanatory
framework for health-promoting lifestyle in a sample of 385
ambulatory cancer patients involved in treatment in 13
clinical sites in the midwestern United States. The purpose
of this study was to determine the extent to which
cognitive, perceptual, and modifying variables identified in
the Health Promotion Model explain the occurrence of health-
promoting behaviors in adults with cancer. Additionally,
the purpose of the study was to discover the potential of
illness, specific cognitive/perceptual, and modifying
variables for additional explanation of the occurrence of
health-promoting behaviors in adults with cancer.

Multiple regression analysis disclosed that 23.5% of
the variance in health-promoting lifestyle was explained by
the model cognitive/perceptual variables, definition of
health, perceived education, income, age, and employment.
When illness-specific variables were added into the
analysis, initial reaction to the diagnosis of cancer was
found to be a significant contributor to the regression.
Therefore, cancer-specific cognitive/perceptual factors and
general health-related factors were supported as important
in the results of the study (Pender, 1987).

Muhlenkamp, Brown, and Sands (1985) probed health-
promotion activities in a nursing clinic in a southwestern

city. This clinic focused on health promotion as well as
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illness prevention, health maintenance, and health
restoration. The objective was to determine the
relationship between participants' health belief, health
values, and health-promoting behaviors. The study consisted
of 175 clients (33 males and 142 females).

Various instruments were used for this study. The MHLC
Form B was used to determine if participants were internally
or externally controlled. This instrument was designed as
an 18-item, 6-point Likert type scale, consisting of six
items for each of the three subscales. The subscales
consisted of (a) the POHLC (Powerful Others Health Locus of
Control), (b) the CHLC (Chance Health Locus of Control), and
(c) the IHLC (Internal Health Locus of Control). It was
reported that validity had been established with favorable
factor analysis and discriminant analysis (Muhlenkamp et
al., 1985). Reliability data were not reported.

The Health Value Survey which was accommodated from
Rokeach's Value Survey was administered. Participants
appraised health and five other values on a scale from 1 to
6. Reliability or validity data were not given (Muhlenkamp
et al., 1985).

The Personal Lifestyle Questionnaire (PLQ) was formed
by the researchers and inquired into the participant's
health-related activities in the areas of nutrition,
exercise, relaxation, safety, substance abuse, and

prevention of illness (Muhlenkamp et al., 1985). Over a
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3-week span the instrument's test-retest reliability
coefficient was .88 and .78 over a 4-week span. Internal
consistency was measured utilizing Cronbach's coefficient
alpha with results being .74 and .76. Validity was
established in comparison to other instruments used to
measure wellness. The correlation coefficients were .72 and
.83, respectively. Factor analysis was executed supporting
the structure of the subscales.

In addition to the mentioned instruments, demographic
data and data relating to the nature of the clinic visits
were collected (Muhleﬁkamp et al., 1985). Clinic visits
were categorized into four groups: illness prevention,
health restoration, health maintenance, and health
promotion.

Two dominant questions were approached in this
correlational study. The first examined the relationship
between clients' health beliefs and values and the scope of
self-care health activities (Muhlenkamp et al., 1985). The
researchers' hypothesis was that health values were not
significantly correlated with lifestyle practices or the
type of treatment sought at the health facility. Results
were that the CHLC, subscale of the MHLC, was found to be
negatively correlated with lifestyle practices (r = -.15,

P < .05) and negatively correlated with restoration-type

visits (r = -.18, p < .02).
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The second question examined the relationship between
demographic variables, health beliefs and values, and the
scope of self-care health activities (Muhlenkamp et al.,
1985). Multiple regression analysis was utilized to
establish the ability of demographic variables coupled with
health beliefs and practices to predict lifestyle scores and
type of clinic visits. Stepwise regression analysis was
utilized with the lifestyle scores as the critefion and
demographic and cognitive variables as predictors. It was
reported by the researchers that five best predictors were
responsible for 16% of the variance in predicting lifestyle
scores. In the order af entry into the regression equation,
these five variables were (a) higher level of education, (b)
a low belief that chance determines health status, (c)
females' status, (d) good general health, and (e) old age.

A study was done by Green (1990) to investigate
students' knowledge of appropriate responses to symptoms of
illness. The purpose of this study was to evaluate
university students' knowledge of what to do in 10 diverse
conditions and to evaluate the tendency to treat illnesses
at home rather than seeing a doctor. The literature reveals
that an estimated 89 to 96% of illnesses are being treated
at home with mostly favorable results and that 25 to 50% of
doctor visits are for problems which could be treated at
home. The researcher questioned and ultimately investigated

if increased exposure to health-related information would



27
influence appropriate decisions about what to do for illness
(Green, 1990).

Providing health-related information has been fsund to
enhance qualifications in self-care for particular
conditions. Vickery (cited in Petosa, 1989) found that
visits for colds was decreased after provision of written
self-care information. Siero (cited in Petosa, 1989)
discovered an increased utilization of breast self-
examination after provision of information on early
detection of breast cancer. Dodd (cited in Petosa, 1989)
related that patients taking drug and self-care information
demonstrated increased knowledge and self-caring behaviors,
and Egbert (cited in Petosa, 1989) discovered a reduction in
postoperative pain levels when information was given prior
to surgery.

People lacking illness-specific training must depend
upon their existing knowledge and skills for self-care.
Personal knowledge and skills draw from traditional
practices along with formal and informal learning.

Efficient self-care depends on accurate perception and
evaluation of symptoms, the appliance of coping skills, and
self-referral when essential to assure applicable treatment.
Considering that self-care has been found to be widely
utilized with favorable results, it would seem that there is
a functional general knowledge base. Anderson (cited in

Petosa, 1989) discovered that two thirds of clients using
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self-care utilized effective treatments. Allendorf and |
Keegan (cited in Petosa, 1989) discovered clients with
stable angina have ineffectual knowledge of their illness
and its treatment. Pratt (cited in Petosa, 1989)
administered a 35-item, multiple-choice test on common
diseases to 214 medical clinic patients. The mean percent
correct, of this 214 patients, was 55. The same researcher
sampled 50 additional patients and discovered them to know
little about their illness and, in addition, expressed
little interest in learning.

Consequently, knowledge of specific illnesses may be
desirable but not critical in effective self-care. Vacalis
(cited in Petosa, 1989) appraised teachers and doctors in
Nebraska to establish what information was viewed essential
to informed consumers of health care services. Subjects
found important were knowledge of sources of emergency help,
vaccination for children, methods of selecting and
evaluating physicians, and actions to take if medical
assistance is believed to be harmful. Levin and Lazarus
(cited in Petosa, 1989) considered precise recognition and
judgment of the severity of symptoms to be imperative, along
with appropriate skills for coping with minor illnesses.

The sample in Green's (1990) study consisted of
university students from a Qestern state. Surveys were
dispensed in undergraduate classes in computer sciences,

business, education, English, and communication. The median
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age of students sampled was 23.2 years rénging from 17 to 59
years, 33% were married, 44% were women, 51% revealed having
a regular doctor, and 81% had medical insurance. Of the
number sampled, 37% viewed themselves in excellent health,
43% in very good health, 13% in good health, and 7% in fair-
poor health.

The survey instrument comprehended questions about
demographics, items on aspects of attitude toward self-care,
free response questions related to how minor illnesses are
treated, and 10 multiple-choice questions related to what
action to take in response to certain situations. Response
options were (a) see doctor now, (b) make appointment with
doctor, and (c) treat at home. Two scores were computed:
The first denotes a tendency to treat illness at home and is
the total of all item responses (A = .69). The second is a

number correct score and implies the number of items for

which the respondent chose the response keyed by the
research (A = .44). The measures of tendency plus number
correct correlated at .46 (p < .01).

The validity of knowledge as an index of health-related
behaviors was tested by correlating the number of questions
for which "see doctor now" was picked and whether the
participant had reported seeing a doctor in the past 3
months. The correlation was significant (p < .02); however,
the value was low (r = .11). The number of questions for

which "treat at home" was chosen was correlated with whether
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or not a participant had reported "doing nothing" for an

illness in the past 3 months. The correlation was
significant (p < .01) and low (r = .14). Other measures
were constructed and affiliated to knowledge scores: (a)

attitudes toward compliance with professional health
providers' instructions (A = .74, 5 items) and (b)
competence in self-care provisions (A = .66, 4 items).

The results revealed that number correct scores ranged
from 2 to 9 for students (M = 65.3, SD = 1.4, 10 possible).
Students overall revealed a tendency to treat illnesses at
home (M = 19.2, SD = 2.5, range = 10-30, 30 possible).

A significant difference was discovered between males
and females in tendency to treat illness at home [t(285) =
3.81, p .01] but not in number correct. Females had a
significantly lower mean score on tendency to treat at home
than males (gf = 18.6, X, = 19.7).

A significant positive relationship was discovered
between number correct and reported percent of care which is
self-provided (r = .23, p < .01) and between tendency to
treat at home and reported percent of care which is self-
provided (r = .24, p < .01). The relationship between
number correct and overall attitude toward self-care was
discovered to be significantly positive (r = .15, p < .05)
and between tendency to treat at home and overall attitude

toward self-care (r = .13, p < .02).
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The relationship between tendency to treat at home and

compliance with medical treatment was significantly negative

(r = -.35, p < .01). Likewise, the relationship was
significant for number correct and compliance (r = -.11,
p < .03).

There was a significant relationship between competence
and tendency to treat at home (r = .24, p < .01). Likewise,
the relationship between competence and number correct was
significant (r = .16, p < .01). A stepwise multiple
regression was run for each dependent measure to assure
which variables would contribute significantly to
predictions when other variables were already in the
equation.

Kist-Kline and Lipnickey (1989) performed an analysis
to investigate if a significant change in internal/external
beliefs developed throughout the life cycle. The focus was
adolescent, adult, and elderly populations and whether
certain variables were mutual in each age group.

Methodology was altogether descriptive. Conclusions were
established on a review and analysis of current literature.
The information created by preceding research reinforced a
generalized finding related to the HLC of each generation.
Based on this generalized finding for each age group, direct
comparisons of these populations can be originated (Kist-

Kline & Lipnickey, 1989).
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Adolescents described themselves as being mainly
healthy at the present and feel things will remain unchanged
in the future. Because they enjoy an attitude of
invincibility, one might instinctively conjecture that this
age group would tend to be more external in their beliefs.
However, this is not easily concluded because adolescents'
HLC is closely related to other variables.

Dielman et al. (cited in Kist-Kline & Lipnickey, 1989)
debated the relationship between HLC, self-esteem, and
adolescent health behaviors. They discovered that
adolescents scoring in an internal direction on the HLC
scale reported being happier, more confident, and well
adjusted. The results also conveyed that children with
higher self-esteem scores practice fewer negative health
behaviors. Other studies support the idea that self-esteem
is indirectly related to HLC. For adolescents with cancer
and asthma, research revealed a more positive concept is
related to a more cooperative and adaptive behavior.
Although a compatible relationship exists between
cooperation and self-image, noncompliance is linked to an
external locus of control.

Knowledge is another element that plays a part in
diseased adolescents' internal beliefs. The adolescents
exhibit a greater level of knowledge relating to the effects
their behavior have on their health. Various teenage

populations likewise demonstrated this positive correlation
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between internality and health knowledge. Noland (cited in
Petosa, 1989) displayed an interrelationship between health
status, health knowledge, and HLC in secondary special
education students.

Age is another element affecting HLC in adolescents.
Research has revealed that the level of maturity of a teen
is very important. Hazzard (cited in Petosa, 1989)
discovered a positive correlation between age and locus of
control with increased internality accompanying increasing
age.

Petosa (1989) describes some important developmental
tasks of adolescence from a wellness outlook. Petosa
encourages the adoption of a wellness approach to adolescent
health care education. Petosa stresses that one obstacle
preventing recognition of adolescence as a period of
wellness is the "storm and stress" orientation. This is
basically the characterization of adolescence as a period of
conflict and turmoil. Rebellion was considered inescapable
and the only way of obtaining autonomy from parents.

Intense mood swings and temperamental behavior were
expected. Adolescence frequently was viewed as a
pathological era to be tolerated.

Empirical studies question the "storm and stress"
orientation. Bandura and Walters (cited in Petosa, 1989)
managed a study focused on understanding aggressive behavior

among adolescent males. Profound interviews with



