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Two cross-sectional studies explored the relationship between age and individuals’ desire for control both on a
generel day-to-day level and as patients in health care situations. The relationship berween age and expectancies for
control over health also was examined. In Study 1, questionnaire surveys completed by 246 community adulls ranging
in age from 19 to 77 indicated that for health-specific measures at older ages, belief in internal control and desire for
control are lower, and belief in control by powerful others is higher. In conirast, no significant differences in general
desires for control were found across age groups. In Study 2, expectancies and desire for control in relation to the
health of 350 patients about 1o undergo barium enemas, chemotherapy, or surgery were measured. Qlder adults
reported a lower desire for control of their health care and a greater belief in the ability of powerful others to control
their health than did younger adults. The replication of these age differences across samples differing in several
respects, including education and health status, suggests that this is a highly reliable finding.

LDER adults in the United States suffer more chronic
illnesses and are more frequent users of the health care
delivery system than other segments of the population. Both
being chronically ill and being a patient are sources of stress.
Perceived control and individual differences with respect to
control are important mediators of responses to stress
(Folkman, 1984; Mills & Krantz, 1979; Smith et al., 1984,
Thompson, 1981). Langer (1983) suggested that, in general,
greater perceived control may be associated with reduced
stress responses. Given that aged adults tend to be more
dependent on health care than younger adults (Davis, 1976),
and potentially more dependent in a general sense, it is
imponant to understand their responses to the stresses of
health care in terms of control — What do they desire? What
do they expect? )
Although it has been suggested that aging people who
experience greater feelings of control are more satisfied with
their lives (Reid & Ziegler, 1981), little research has looked
at individual control-related constructs as a function of age
or across situations. Two studies in the literature do indicate
that older adults differ in desire for control in health-related
maters. Haug (1979) found persons 60 vears of age and over
to be more likely to accept physicians’ decisions and less
likely to challenge their authority. Likewise, Cassileth et al.
(1980) found with cancer patients that *‘the older the pa-
tients, the more likely they were to prefer the older, nonpar-
ticipatory patient role’’ (p. 832). In their study, age was the
only variable accounting for differences in preference for
participation, even when education was controlled.

Studying the relationship between age and expectancy for
control, Lachman (1986) found that older adults held signifi-
cantly greater belief in the ability of powerful others to
contro] their health than did young adults. However, no
differences were found for internal or chance health locus of
contro! beliefs, or for any dimensions of general locus of
control.

A decreased orientation toward control of health and
health care might be a consequence of adulis currently in the
older age group holding views that are different from those
of younger persons in relation to (a) themselves — for
example, that they perceive themselves to be more forgetful
or feel less competent about health matters; (b) other persons
— for example, that physicians and other professionals are
not 10 be questioned: and (c) their interaction with their
environment — for example, that a2 nonparticipatory or
passive role is a desirable and appropriate response to their
perceived expectations of health care professionals regard-
ing patient behavior. Therefore, one might hypothesize that
older adults would desire less control than younger adults in
the health care situation and would expect that others would
be better able to wield control in health matters.

Two studies are reported in this article. Using a commu-
nity sample. the first study explored the relationship between
chronological age and expectancy of conmol over health
outcomes as well as desire for control on a general level and
on a health-specific level (involving preferences regarding
self-care, health-related information, and control in a spe-
cific health care situation). (For more information about the
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constructs related to control. see Smith et al., 1984; K. A.
Wallston et al.. 1983 and K. A. Wallston et al., in press.)
The second study was intended to examine. within a sample
of physically ill patients. the relation of both chronological
age and type of health problem to desire for control of health
care processes, desire for health-related information. and
expectancy for control of health outcomes. The sample for
this study was drawn from both in-patient and out-patient
populations. Both studies were cross-sectional examinations
of age differences: thus, cohort or developmental effects
cannot be distinguished.

The purposes of the studies reported in this article were to
(a) determine whether there are age differences with regard
to desire for control in general and in relation to health and
health care specifically; (b) examine the relation between age
and expectancies for control of health outcomes and the
relation between those expectancies and desire for control:
and (c) explore if the relationships among these vanables
remain constant across environmental situations and across
individual differences in health status.

STUDY 1
METHODS

Participants

Participants were 246 adult residents of a large southeast-
emn city (population approximately 500.000) — 79 (32.1%)
males, 164 (66.7%) females. and 3 with no sex designated.
Participants ranged in age from 19 to 77. The average age of
the sample was 46.9 years. The mean vears of education was
15.7 (range 4 t0 47 years, SD = 3.06). In addition to being a
highly educated sample, the percentage of respondents em-
ploved in professional or white collar occupations also was
high (73%, including 20% who were hzalth professionals —
for example, physicians, nurses).

These demographic statistics suggest that the sample
chosen for this study was representative only of a relatively
high socioeconomic status (SES) segment of the population,
not of the area population in general. However, this high
SES profile held true across all age groups sampled; that is,
there were no significant differences in demographic charac-
teristics by age group (see Table 1).

Control Measures

General desire for control (GDC). — The Desirability of
Contro!l Scale (Burger & Cooper, 1979) was used as a
unidimensional measure of control motivation in general
settings or situations. The scale consists of 20 items an-
swered using a 7-point Likert format (responses range from
*“The statement doesn’t apply to me at all’” to *‘The state-
ment always applies to me’’). Burger and Cooper demon-
strated adequate levels of internal consistency (alpha = .80)
and stability (r = .75) and found the measure tc have
discriminant validity, with the GDC being relatively inde-
pendent of other measures (e.g., locus of control, r = .19,
and social desirability, r = .11). Experimentation using this
scale also provides evidence of construct validity (for a
review, see Burger & Cooper). For purposes of this re-

search. responses to the 20 items were summed to vield 4
GDC scale score having a possible range of 20 to 140.

Preference with respect of health care in general. — The
Krantz Health Opinion Survey (KHOS) (Krantz et al.. 198()
was used as a measure of health-related preferences. The
KHOS consists of two subscales that purport 10 measure (a)
preference for self-treatment and active behavioral involve.
ment in health. measured by the 9-item behavioral involve.
ment (K-B) subscale, and (b) preference for information
about health care. measured by the 7-item health care infor-
mation (K-I) subscale. According to Krantz et al.. the twg
subscales, K-B and K-I. are only moderatelv correlated, and
they obtain acceptable levels of intenal consistency (.77,
.74, and .76 for total. K-B. and K-I. respectively) and test-
retest reliability (.74, .71. and .59 over a 7-week period for
the total. K-B. and K-I. respectively). KHOS and its sub.-
scales have been found to be relauively independent of scaley
measuring other constructs {e.g.. unidimensional health lo-

“cus of control. repression-sensitization, social desirability,

and hypochondriasis). The scales also have been found to be
valid as discriminators of groups who differ on control-
taking with respect to their health care. For the purpose of
this research. the KHOS items were responded to using a 6-
point Likert format (with responses to each item ranging
from 1 = *‘strongly disagree’” to 6 = ‘‘strongly agree’’),
rather than the dichotomous response option suggested by
the scale developers. The Likert format was used so that the
KHOS items could be interspersed with the Multidimen-
sional Health Locus of Control (MHLC) items that will be
described later (order of items was held constant for all
participants).

Reliability of KHOS in this format remains high. Alphas
range from .73 to .83 (Smith et al., 1984). Both subscales in
this format also discriminated among groups known to differ
in desire for control (Smith et al., 1984), although K-B did
show considerable overlap with the powerful others exter-
nality measure on the MHLC scales (K. A. Wallston et al..

Table 1. Demographic Characteristics for Study 1
by Age Groups

Age groups
201039 4301059 60andover Tora!

Variables tn =75 (n=112) {n =54 n=241)
Mean education (vears) 15.84 15.78 15.37 15.71
Sex
Male 22 35 22 79
(%) (28) (21) (28)
Female . 54 78 32 164
(%) (33) (48) (20)
Occupation
White collar 70 101 48 219
(%) (32) 46) (22)
Blue coliar 5 9 5 19
(%) (26) (48) (26)
Health care professional
Yes 64 92 39 195
(%) (33) (47) (20)
No 1 18 11 - 40
(%) (28) (45) (28)
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1983). The K-1 and K-B items were summed separately. and
the ranges of possible scores for the subscales were 7 to 42
and 9 1o 54, respectively.

Situation-specific Desire for Conirol of Health Care -

(DCON). — DCON is a 7-item. 4-point Likert format scale
designed to assess a person’s preference for control in
specific health care situations. Respondents are asked to
respond with reference to what they want in a specified
health care situation. In Study I, the referent was "‘as a
patient facing a hife-threatening illness.”” This situation was
cnosen because one of the ortginal intentions of data cotlec-
tion for this studv was to validate the DCON scale in relation
to known groups who had made control-related decisions
regarding the dving process. The original 14-item DCON
scale demonstrated high internal consistency (alpha = .74 to
.81). correlated significantly with other preferences for con-
trol scales — especially preference for health information:
withK-I.r = 4710 .62(M = .52); withK-B.r = .18 to
46 (M = 28); withGDC.r = .13t0 .30 (M = .16) — and
was able to discriminate among groups who were actually
facing the referent situation — described in the instructions
(as opposed to hypothetically facing the situation) (Smith et
al., 1984). The scale was shortened to 7 items for later use
with clinical populations. The shortened scale obtained simi-
lar results in reanalyses of the Smith et al. data and adequate
internal consistency in the current study (alpha = .839).

Expectancy of control. — The Multidimensional Health
Locus of Control (MHLC) Scales (K. A. Wallston et al.,
1978), Form B, were used as generalized health-related
measures of expectancy of conwrol. A 6-point Likert format
1s used for the 18-item scale. The MHLC Scales consist of
three statistically independent measures of health locus of
control beliefs: Internality (IHLC). chance externality
(CHLC), and powerful others externality (PHLC). The
MHLC Scales have adequate internal consistency and test-
retest rehability and are particularly valid as discriminators
of groups differing on health status indicators. (See B. S.
Wallston & K. A. Waliston, 1982: K. A. Waliston & B. S.
Wallston, 1981 for reviews.)

Procedure

Participants were told that the purpose of this research was
10 assess opinions about health care in various semnings. They
were asked to fill out a questionnaire survey concerning their

beliefs. experiences. desires, and expectations around a
number of issues. primarily health-related ones as well as
general background information. Approximately one-half of
the participants (n = 124) responded to a mailed question-
naire packet sent to persons whose names were furnished by
an area community organization providing community edu-
cation about death and dying as well as volunteer support
services for dving persons and their families. The other half
{n = 122) were recruited from local community settings,
such as Sunday church classes from two Presbytenian
churches and waiting areas in the university hospital. These
latter respondents were personally handed questionnaires
and asked to complete them and return them to investigators
present at the sites. All responses were made anonymously.
Data for this study were collected as part of a larger investi-
gation that sought to measure desire for control in health care
settings (see Smith et al., 1984, for more details).

RESULTS

Analyses of variance (ANOV As) were first run with Sex
X Age (with three age groups: 20 to 39, 40 1o 59, and 60 and
over) as the independent variables and expectancy and desire
for control measures as the dependent variables. The age
groupings were chosen to parallel Cassileth et al. (1980).
With the exception of GDC, where males desired more
control in general, there were no sex effects. Because there
were no significant interactions with sex, further analyses
were done using only the age variable.

Education was used as a covariate because of its signifi-
cant correlation with the various control variables (see Table

2 for correlatons of education and the control constructs

used in Study | and Swmdy 2). Using one-way analyses of
covaniance (ANCOVA) with education as the covariate,
there were significant effects of age for IHLC, PHLC,
DCON, K-I. and K-B. For CHLC and GDC. there were no
significant main effects for age. Education was a significant
covariate in all analyses except for IHLC; people with more
education expected and desired more control (see Table 3 for
adjusted means and F values).

Expectancy for internal control over health was lower at
older ages, whereas expectancy for control over health by
powerful others was higher. Both desire for health care
information and behavioral involvement were lower at older
ages. as was the situation-specific measure. DCON. There
were no significant differences in general desire for control

Table 2. Correlations of Education With the Contro! Variables

Srudy 2
Cancer Major
Barium enema chemotherapy surgery (OR)

Measures Study 1 (BE) patients (CA) patients patients
Internal health locus of conwof scale (IHLC) -.09
Chance external health locus of control scale (CHLC) — 20"
Powerful others external health tocus of contro! scale (PHLC) — Q7= - 29mex ~ .31 -.12
General desirability of control scale (GDC) 24=~=
Preference for information about health subscale (K-T) (17 36==* 36*== 2. g
Preference for behavioral involvement subscale (K-B) 37wne
Desire for controt for health care scale (DCON} 27 .10 .01 B g

*p < .01, **p < .005, ***p < .001.
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Table 3. Adjusted Means for Expectancy and Desire Scores for Study 1 by Age Groups

e

Age groups
20w 39 400 59 60 and over
Measures (n = 76) (n=113) (n = 57)° F r eta?
Internal health locus of control (IHLC) 25.79, 24.42, 23.10, 4.42 < .01 04
Chance external health locus of control (CHLC) 16.17 15.68 15.46 0.35 NS 03
Powerful others external health locus of contro! (PHLC) 18.38, 18.56, 21.99, 9.19 < .00 o
General desirability of control (GDC) 103.28 104.65 101.68 0.86 NS 0
Preference for information about health (K-I) 31.08, 28.80, 2448, 13.09 < .001 10
Preference for behavioral involvement (K-B) 34.58, 33.05, 28.24, 9.20 < 001 07
Desire for control of health care (DCON) 24.58, 23.86, 22.76, 53.74 < 01 04

Note. Means are adjusted for education level. Within measures. means with a subscript in common do nor differ at at least the .05 level using the Newmap.

Keuls procedure. Fs are for age main effect from the ANCOVA: df = 2,234,

or in the expectancy that health is controlled by chance
across the age groupings.

To test the extent to which differences in desire for control
over health care (K-I and K-B) are affected by differences in
expectancy (IHLC and PHLC), ANCOVAs were run with
each expectancy covaried along with education. Significant
main effects for age remained for K-B with IHLC covaried,
F(2.233) = 6.03, p < .003; for K-I with both IHLC,
F(2.233) = 10.54, p < .001, and PHLC covaried, F(2,223)
= 7.62, p < .001; and for DCON with [HLC covaried,
F(2.233) = 3.20, p = < .04. Because K-B and PHLC are
highly related variables (cf. K. A. Wallston et al., 1983), it
is not surprising that the main effect for age with K-B as the
dependent variable was no longer significant, F(2,223) =
2.81, p < .06, when PHLC was covaried. In addition, the
age main effect with PHLC as the dependent variable was no
longer significant when K-B was covaried, F(2,233) =
2.80, p < .06. When PHLC was covaried, the age effect for
DCON also was weakened, F(2,223) = 2.70, p < .07.
However, when DCON was covaried in the analysis of
PHLC. the age effect remained, F(2.233) = 7.06, p < .001.
With these two exceptions, desire for control of health care
appeared to differ by age independent of differences in
expectancy of control over health. When the age effect is
dependent upon expectancies, the expectancy is belief in the
potential of powerful others to control health outcome (e.g.,
Lachman, 1986), and the affected control preferences are
related to direct control behaviors in health care rather than
information-seeking.

Because older adults are often in poorer health than other
adults. it is reasonable that health status could account for
differences in control beliefs and desires. There was no
direct measure of health status in this study, but participants
were asked if they currently had, or if they had ever had, a
life-threatening illness. Data were analvzed in 3 X 3
ANOVAs, using whether respondents now had, previously
had had, or never had had a life-threatening illness as three
levels of one factor and age group as the second factor. There
were no Age X Illness interactions. This issue was tested
further in the second study using patient populations.

STUDY 2
METHODS

Participants
Participants were drawn from three patient groups: (a)

ambulatory patients (n = 144) who were scheduled 1o
undergo barium enema (BE) x-rays at either the clinics ot 3
university medical center or at a group medical practice
affiliated with a local community hospital; (b) cancer pa.
tients (CA) who were receiving chemotherapy in either the
clinic or hospital of a university medical center (n = 72);

S 7 S O

surgery but not facing a diagnosis likely to be life-threaten-
ing (OR patients). The participants in this study were drawn
from three field experiments studying the effects of choice
on patient outcomes (Smith & King, 1986; B. S. Waliston et
al., 1987).

BE patients were scheduled for this procedure due to
dpdominal pain (42.9%), bleeding (19.6%). constipation
(13.4%), and diarrhea (7.1%). CA patients were receiving a
wide variety of chemotherapy protocols for widely differing
cancer diagnoses; they were receiving chemotherapy either
for the first time or the first time in more than | vear. OR
patients were scheduled for the following operations: ¢vne-
cological surgery (20%}). cholecystectomy (14%). laparot-
omy (15%), peripheral vascular surgery (5%), laminectomy
(39%). and kidney donor (7%). g

Participants ranged in age from 18 to 91 vears (M = 48.8) .
(see Tabie 4). Mean vears of education was 12.8. Younger
adults had more vears of education than older adults; this
was especially true for BE and CA patients (see Table 4). 2
Therefore. education was used as a covariate in the subse-
quent analvses. There were 124 (36%) identified as males :
and 225 (649%) as females. .

and (c) patients scheduled for major surgery (OR) at the E
same university hospital (n = 134). Each group was repre- |
sentative of varying levels of health: symptomatic but not E 2
requiring hospitalization (BE patients), ill with a serious life- . U
threatening disease (CA patients), and ill and .requiring T\

¥ 1

Procedure

All participants were recruited into their respective ex
iments and administered the batterv of questionnaires. They
were informed that we were studving the responses of
patients to the procedures they were about to undergo.
Although study panticipants were patients in three ficld
experiments. no experimental interventions were conductod
prior to the completion of the questionnaire battery for this
study.

Control Measures
In addition to basic demographic information. D
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K-1. and PHLC measures were obtained for all participants.
(See Swdy I for descriptions of measures.) These scales
only were used rather than the larger batiery used in Study |
for two reasons: (a) because these participants were hospital-
ized patients. we could not ask them to spend a long time
completing questionnaires. and (b) we had specific research
hypotheses concerning interactions of these variables with
our experimental interventions in the studies from which
data are drawn.

The reference to which participants were asked to respond
on the DCON scale was specific to the health care problem of
the subsample. BE patients were asked to state what they
wanted **as a patient getting ready for a barium enema.”” CA
patients responded in relation to their desires as **a patient in
this clinic.”” OR patients were asked their preferences as *‘a
patient during this hospitalization.’’ The internal consist-
ency of the scale across the 3 subsamples was adequate
(alphas = .740, .5!1. and .701 for the BE, CA, and OR
subsamples, respectively).

RESULTS

Asin Study 1, 2010 39, 4010 59, and 60 and over were the
age groupings used. ANOVAs with sex and age as the
independent variables were run for all control measures.
There were no significant main effects for sex or Age X Sex
interactions for DCON or K-I. However, for PHLC there
was a significant Age X Sex interaction, F(2.337) = 4.21,
p < .02. Because of this, sex was added as a third factor in
the analysis of PHLC.

Major analyses for the study were conducted using
ANCOVA ina3 X 3design for DCON and K-I. with age as
one factor, type of health problem as the second factor, and
education as the covariate. PHLC was analyzed in a three-
factor ANCOVA design with age, health problem, and sex
as the factors. Education was again a significant covariate for
all dependent variables in the same direction as in Study 1.
There were significant main effects for age and for health
problems for DCON and K-1 and a significant age effect for
PHLC. For K-1, the main effect for age. F(2,332) = 19.14,
was greater that the main effect for health problem, F(2.332)
= 6.13. For DCON, the order was reversed; the health
problem effect, £(2.332) = 19.19, was greater than the age
effect. F(2.332) = 4.53. This makes sense given that
DCON is a siwation-specific measure and that situations
were quite different for patients with each of the three health

problems. Because there were no significant Age x Health
Problem interactions. differences among groups with differ-
ent health problems will not be discussed further (see Table
5). The main effect for age for PHLC was moderated by a
Sex X Age interaction.

Table 4. Mean Education and Sex Distributions for Swdy 2
by Age and Patient Groups

Age groups
Vanables 20103y 4010 59 60 and over Total
Banum enema pauents
Mean education (vears) 13.67 11.49 10.85 11.84
{n) (40) (41) 160) (141)
Sex
Male 12 18 16 46
(%) (26) (39) (35)
Female 29 24 45 98
(%) (30) (24) (46)
Cancer chemotherapy patients
Mean education {years) 13.33 11.93 10.12 11.65
(n) (18) (28) (25) (7))
Sex
Male 7 14 5 26
(%) Q2n (54) (19)
Female 11 14 20 45
(%) 24) (3D (a4)
Surgical patents
Mean education (yvears) 12.93 12.93 12.20 12.85
(n) (58) (58) (15) (131)
Sex
Male 20 22 10 52
(%) (39 (42) 19
Femaie 38 38 6 82
(%) (46) {36) (8)
All patients
Mean education (years) 13.25 12.24 10.87 12.8
(n) (116) 127y - (100) (343)
Sex
Male 39 54 31 124
(%) (31) () (25)
Female 78 76 71 225
(%) (35) (324) a3nh

Table 5. Adjusted Means for Expectancy and Desire Scores for Study 2 by Age Groups

Age groups
2010 39 4010 59 60 and over
Measures (n = 176) (n = 113) (n=57) F df p e’
Powerful others external health locus of control (PHLC) 22.46, 24.41, 26.30, 15.03 2.325 < .001 .08
Desire for control of health care (DCONY 32.44, 30.70, 30.11, 4.53 2.332 < .01 .07
Preference for information about health (K-I) 27.16, 22.97, 20.78, 15.14 2.332 < .00l 16

Note. Means are adjusted for education. Within measures. means with subscripts in common do not differ at the .01 level using the Newman-Keuls
procedure. F's are for age main effect from the appropriate ANCOVA.

*PHLC was analyzed in a three-factor ANCOVA in which there was a significant Age X Sex interaction. The staustics presented are for the main effect for
age.

*In this smudy. DCON consisted of 7 items responded to on a é-point Likent scale.
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Middle-aged and older adults desired less situation-spe-
ciftc control than vounger adults. Increasing age appeared 1o
be assoctated with decreasing desire for health-related infor-
mation. In general, expectancy that health outcomes are
under the control of powerful others was greater for middle-
aged adults than vounger persons and even greater for older
adults. The interaction occurs because the increase in PHLL.C
with age happens at middle age for women (M = 25.4)
compared to younger women (M = 21.5) but at older age for
men (M = 27.1) compared to middle age (M = 23.0).

As in Study 1. 10 test whether differences in desire for
control were associated with differences in expectancy for
control of health, ANCOVAs were run with an addiuonal
covanate, PHL.C. PHLC was a significant covariate only for
K-1. Significant age main effects remained for both DCON,
F(2,329) = 4.02,p < .02, and K-, F(2.330) = 14.78,p <
.001. Examination of the adjusted means revealed that lower
desire for control is associated with older ages regardless of
expectancy about powerful others” ability to control health.

DISCUSSION

Our findings suggest that the desire for control construct is
acomplex one. varying according to the situation in question
and seemingly affected by many vanables. Similar to Cassi-
leth et al. (1980) and Haug (1979), our findings suggest that,
independent of education and regardless of type of heaith
problem or health status, older persons desire less control of
their health and less health-related information than vounger
adults. Furthermore, older ages are associated with greater
belief that powerful others are better able to control health
outcomes (cf. Lachman, 1986). Among generally healthy
older persons. there is less belief that they control their own
health. One might presume, therefore. that a greater belief in
others’ ability to control one’s health could account for
diminished desire for information and control. However,
this does not appear to be the case, as significant age
differences remain even when controlling for such beliefs.

In general, these differences are most pronounced in
comparisons of persons below age 39 and those above age
60. Those in the 40-t0-59 age range rank either between the
younger and older groups or are similar to the older groups.
Whether this reflects a developmental trend in preferences
and expectancies or a cohort effect cannot be determined by
these data. Both effects can be explained. Disengagement
theory (Cummings & Henry, 1961) would sugges: thai, in
addition to health-related desires, general destre for control
also should be reduced among older adults. Similarly, Rodin
and Langer (1980) suggested that aging in our society —
where aging is negatively labelled — may lead to changes in
self-concept and to loss of control in general. Our studies
and Lachman’s (1986) do not support this. However. in a
replication of Study 1 (Woodward & Wallston, 1987) using
a more heterogeneous sample with respect to socioeconomic
status, lower general desire for control was found among
older adults. Thus, there is some support for disengagement
theory among subsets of the aged population.

Instead, we found that the lower preference for control
among older persons is specific to health care. This may be
related to increasing numbers of physical complaints and
illnesses attributed to aging, which generally is perceived as

an uncontrotlable process (Banziger & Drevenstedt, 1984).
or. the lowered desire for control may be associated with the
socialization process regarding health care professionals,
especially physicians. and with repeated experiences with a
health care svstem that allows httle personal control. Until
recently, most U.S. citizens were taught that physicians
were $0 competent that seeking control of the health care
process was inappropriate behavior. However, health care
consumerism, the self-care movement. and institutional
changes. such as insurance requirements for second opin-
ions. have begun to change attitudes and beliefs about health
care. These changes may have had their greatest effect upon
vounger adults whose earlier health care experiences were
shaped by these changes.

There is great heterogeneity within older age groups.
However, across samples differing in socioeconomic and
health status. we found the same pattern of control expectan-
cies and desires, Nevertheless. to assume that older patients
never want control is an error. After all, the effects we found
were fairly small in magnitude. In general, however, older
patients’ greater belief in powerful others’ ability to control
their heaith may make them more likely to believe in the
efficacy of their phvsician. At the same time, their lower
desire for active participation in the health care process may
lead to decreased question-asking, more passivity in gen-
eral, and decreased likelihood for self-care activities. These
desires and expectancies may necessitate health care profes-
sionals’ taking special actions that (a) assess the appropriate-
ness of medical regimens prior to their prescription and (b)
assure that older adults have adequate information on which
to make decisions and adhere 10 the prescribed regimens. We
must develop strategies/interventions for making the health
care process more acceptable and successful for that portion
of our population that is most likely to be dependent upon it.

ACKNOWLEDGEMENTS

This research was supponc& by the Vanderbilt University Research
Council and grant number HS04096 from the National Center for Health
Services Research.

This research was conducted while Dr. Smith was on the faculty at the
Schoo! of Nursing. Vanderbilt University.

Address correspondence to Dr. Kenneth A. Wallston, Health Care
Research Proiect. Vanderbilt University. Scnool of Nursing. Nashville, TN
37240.

This article is dedicated to the memory of our colleague Dr. Barbara
Studier Waliston.

REFERENCES

Banziger. G.. & Drevenstedt, J. (1984). Age as a variable in achievement
aunbutions: The Weiner modei and bevond. Basic and Appiied Social
Psvchology. 5. 97-104.

Burger. J. M.. & Cooper. H. M. (1979). The desirability of conwol.
Morivation and Emotion, 3. 381-393.

Cassiieth. B. R.. Zupius. R. V.. Sutton-Smith. K.. & March. V. (1980).
Information and participation preferences among cancer patients. An-
nals of Internci Medicine, 92. 8§32~836.

Cummings. E.. & Hearv. W. E. (1961). Growing oid: The process of
disengagemen:. Basic Books. New York.

Davis. R. H. (1976). Aging: Prospects and issues. In R. H. Davis (kd.),
Aging: Prospecis and issues (pp. 1-15). University of Southem Califor-
nia Press. Los Angeles. CA. ’




HEALTH CARE IMPLICATIONS P7

Folkman. S. (1984). Personal control and stress and coping processes: A
theoreucal analysts. Journal of Personalitv and Social Psvchology. 46,
839-852.

Haug. M. (1979). Doctor patient relationships and the older patient.
Journal of Gerontologv, 34, 852-860.

Kraniz. D. S.. Baum. A.. & Wideman. M. (1980). Assessment of prefer-
ences for self-treatment and information in health care. Journal of
Personaliry and Social Psvchology, 39. 977-990.

Lachman. M. E. (1986). Locus of control in aging research: A case for
multidimensional and domain-specific assessment. Psvchology and
Aging, 1. 34-40.

Langer, E. J. (1983). The psvchology of comrol. Sage Publicauons.
Beverly Hills, CA.

Mills, R. T.. & Krantz, D. S. (1979). Information. choice and reactions to
stress: A field expenment in a blood barnk with laboratory analogue.
Journal of Personalirv and Social Psychology, 57, 608-620.

Reid, D. W., & Ziegler. M. (1981). The desired control measure and
adjustment among the elderly. In H. M. Lefcourt (Ed.). Research with
the locus of conirol consiruct. Vol. 1. Assessment methods (pp. 127-
159). Academic Press. New York.

Robin. J.. & Langer, E. (1980). Aging labels: The decline of control and
the fall of self-esteem. Journal of Social issues, 36, 12-29.

Smith, R. A. P., & King. J. E. (1986). Giving choice 10 pauents with
differing ievels of desire for control: Three field experiments. In
Proceedings of the National Symposium of Nursing Research: Advanc-
ing Clinical Practice. (pp. 383-393). Depantment of Nursing. Stanford
University Hospital, Stanford, CA.

Smith, R. A.. Wallston, B. S.. Wallston, K. A.. Forsberg, P. R.. & King,
J. E. (1984). Measuring desire for control of health care processes.
Journal of Personality and Social Psychology, 47, 415-426.

Thompson. S. C. (1981). Will it hurt less if | can control it? A complex
answer 1o a simple question. Psvchological Bulletin. 90, 89101 .

Wallston. B. S.. & Waliston. K. A. (1982). Who is responsible for vour
health? The construct of health locus of control. in G. Sanders & J. Suis
(Eds.). Social psvchology of health and illness (pp. 65-93). Lawrence
Erlbaum Associates. Hillsdale, NJ.

Wallston. B. S.. Smuth. R. A.. Wallston. K. A..King.J.E..Rve,P.D., &
Heim. C. R. (1987). Choice and predictability in the preparation for
barium enemas: A person by situation approach. Research in Nursing
and Health, 10, 13-22.

Wallston. K. A.. Smith. R. A_, King. J. E.. Forsberg, P. R.. Waliston,
B.S.. & Nagy. V. T. (1983). The relationship between expectancies for
control of one’s health and desire for control of one’s health care.
Personality and Social Psvchology Bulletin, 9. 377-385.

Wallston. K. A.. & Wallston, B. S. {1981). Health locus of control scales.
in H. Lefcourt (Ed.). Research with the locus of control construct (pp.
189-243). Academic Press. New York.

Waliston, K. A.. Wallston, B. S., & DeVeliis, R. (1978). Development of
the Multidimensional Health Locus of Control (MHLC) Scales. Health
Education Monographs, 6, 160-170.

Wallston. K. A.. Wallston. B. S.. Smith, S., & Dobbins. C. D. (1987).
Perceived control and health. Current Psyvchological Research and
Reviews. 6. 5-25.

Woodward, N. J., & Wallston, B. S. (1987). Age and health care beliefs:
Self-efficacy as a mediator of low desire for control. Psychology and
Aging. 2, 3-8.

Received Julv 23, 1986
Accepted June 2, 1987

~ coupon beiow to orger your copy TODAY!

A World Of
Alzheimer’s Research
At Your Fingertips

The international Bibliography of Alzheimer's Disease and Senile

Dementias offers the most in-depth coverage of seniie dementias

and degenerative neurciogical diseases available oday, in one easy-

to-use volume.

s Covers the period 1575-1965

* Over 2500 reterences on such neuroiogical disorgers as
Pick's Disease and Aizheimer's Disease

* inciuces hard-to-find references on papers presented at
meetings and Symposia

s All for only S$4500! 4

For the quickest route to a worid of knowledge on this important research topic use the

BIOSIS ¢

Piease send me more information.

YES! | am interested in the Internations! Bibliography of Alzheimer's Disease and Senlle Dementiss!
—_  Enclosed is payment n full of $4500. Please send my copy tocay!
Piease send me a no obligation pro forma invoice.

Name Title

Organization

Address

City State/Country Postal Code

Return 10: BIOSIS Customer Services, 2100 Arch Street, Philadelphia, PA 19103-1399, USA.
Or cali toll free 1-800-523-4806 (USA except PA), (215) 587-4800 wordwice. JG1881AYF




