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A COMPARISON OF BEGINNING AND ADVANCED
COUNSELOR EDUCATION STUDENTS ON THE
HEALTH LOCUS OF CONTROL SCALE
Christina Minger, Ed.D.

Western Michigan University, 2000

Traditional counselor training incorporates a combination of didactic and
experiential learning. Through this process of learning, counseling students have the
opportunity to develop principles of self-learning and self-awareness leading them to
counseling self-efficacy. Through this self-development, students may make choices
pertaining to their health. By examining the health locus of control in beginning
counselors, not only were the student counselors’ historical view of health-related
issues examined, but their current perceptions of external and internal coping devices
were also investigated. The Health Locus of Control Scale (HLCS) was developed to
provide more sensitive predictions of the relationship between internality and health
behaviors (Wallston & Wallston, 1978).

A sample of 30 beginning counseling students and 28 advanced counseling
students was purposely selected in order to ascertain if there was a significant
difference between the two training groups with regards to their health locus of
control. Four symptom classifications—anxiety, depression, interpersonal sensitivity,
and somatization—were selected from the Symptom Checklist-90-R (SCL-90-R®,
Derogatis, 1994) to determine if there were correlations between symptom
classifications and the two training groups’ total health locus of control score.

t tests between the four symptom classification scores indicated a significant

mean difference in anxiety and depression with beginning students exhibiting
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significantly higher anxiety and depression scores. There were no significant
correlations between the HLCS and the four symptom classifications, and there were
no significant relationships found between a linear combination of the four symptom
classification variables and the total health locus of control scores. Results of the
t test between the means of the training groups and total HL.CS also indicated no
statistical significance.

Results of this study suggest that the counselor training process does not have
a significant influence on health locus of control beliefs. Recommendations for further

research are contained in the document.
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CHAPTER |
INTRODUCTION
Background

Locus of control refers to the perceptions held by individuals regarding the
sources of control of events and outcomes in their lives. Individuals with an internal
locus of control believe their life outcomes are based on personal efforts, whereas
individuals with an external locus of control belizve that outcomes are based on
forces or chance happenings that occur outside their personal control (Rotter, 1966).
After developing the locus of control scale, Rotter recognized the emergent area
between internal control and physical health or well-being. While researchers have
demonstrated the “positive” relationships of internal locus of control and physical
health, “negative” relationships have not been reported in the literature (Wallston,
Wallston, Kaplan, & Maides, 1976). Wallston et al. believed this was attributed to
researchers not reporting the results of hypotheses that were not confirmed. The
construct of the locus of control theory was originally predicated on the Social
Learning Theory and, according to Social Learning Theory, it is assumed that as
individuals continue to experience consistency in a given situation, it will lead
individuals to develop specific expectancies (Wallston et al., 1976). These
expectancies appeared to play a role in determining the future behavior of individuals
in that given situation. Wallston and Waliston (1978) believed there would be
difficulty predicting the health behaviors of individuals using generalized instruments
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such as Rotter’s Intemnal-External Locus of Control Scale (I-E scale), so they
developed the Health Locus of Control Scale (HLCS). They believed that a health-
related locus of control instrument would provide more sensitive predictions of the
relationship between internality and health behaviors (Wallston et al., 1976).

Lau (1982) also reported that not all empirical attempts to associate locus of
control to health have been successful, and often these failures are never published.
Lau further believed that many of these failures could be partially due to the use of
general locus of control measures or single-item health-specific measures of unknown
reliability and validity. However, it is still believed that health locus of control is
significantly related to a variety of health behaviors and health outcomes. Lau also
believed it is necessary to understand the origins of health locus of control beliefs and
if it is understood how these beliefs develop, then medical professionals and families
can become aware of situations that can lead to increased internal or external beliefs.

Few researchers to date have addressed the origins of health locus of control.
It can be extrapolated from previous locus of control research that these beliefs
develop from specific experiences and past reinforcement. For example, persons who
have been successful in control attempts in certain situations will, therefore, be more
internal focused, whereas persons who have experienced unsuccessful attempts at
control will be more external focused (Rotter, 1966). It would seem that as persons
experience consistency, nurturing, or positive reinforcement, they would, therefore,
develop more generalized intemal control.

The following section discusses studies pertaining to health specific locus of
control beliefs. Tolar (1978) was one of the first researchers to explore this area and

found that women who had many childhood experiences with illness and traumas
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were more external in their beliefs about how to control their health. This finding,
however, did not show up in males.

A group of epileptics was studied by DeVellis, DeVellis, Wallston, and
Wallston (1980), and it was found that greater predictability and controllability of
seizures were correlated with greater internal health locus of control beliefs when
compared to epileptics that had earlier onset and increased years of seizures which
were associated with increased external beliefs. It appears that early or accumulated
experiences with medical problems should then be expected to contribute to health
locus of control beliefs and that long-term medical problems would also have
powerful effects on the health locus of control beliefs. Educational methods that
promote good health habits taught by either parents or schools could be beneficial in
affecting one’s self-control and belief system (DeVellis et al., 1980).

The Health Locus of Control instrument (Wallston et al., 1976) was -
developed in order to measure individuals’ belief that their health is or is not
determined by their behavior. The internal and external control construct follows the
same design as Rotter’s locus of control theory. Individuals with internal health locus
of control believe that their health is largely determined by their own behavior, while
external locus of control individuals believe that their health is determined more by
chance, fate, or powerful others (Wallston & Wallston, 1978). The HLCS has been
used in various empirical studies examining the relationship between health locus of

control and health-related behaviors (Marks, 1998).
Statement of the Problem

Traditional counselor training incorporates a combination of didactic and

experiential learning experiences wherein counselors in training learn and apply
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various theories of counseling. As students become educated in the various theones,
they make intentional choices of a theory, or theories, that parallel their belief system
(Ivey, Ivey, & Simek-Downing, 1987). Furthermore, during counselor training,
students become exposed to self-examination and self-awareness techniques.
Traditional counselor training has taken a similar path in training counselors as
allopathic medicine has taken in training physicians. America’s physical and mental
health systems are predicated on symptom analysis and treatment specific to the
patient’s complaints.

By examining the health locus of control in beginning counselors, not only are
the student counselors’ historical views of health-related issues examined, but their
perceptions of external and internal coping devices are also investigated. Examining
counseling students’ health locus of control may help determine if current educational
methods are assisting students in self-examination techniques and indirectly affecting
perceptions about health-related beliefs.

Astin, Shapiro, Lee, and Shapiro (1999) concluded that a substantial number
of patients are becoming more attracted to complementary—alternative medicine
(CAM) techniques because they find many of these therapies nonconflicting with
their philosophical orientations toward health. They believe that CAM-related
techniques have actually been developed from research demonstrating the importance
of psychological factors in treating and preventing illness; thus, the most important
factor appears to be control and the impact self-control has on health behaviors. By
comparing the beginning and advanced counselor students’ health locus of control,
evidence can be presented to suggest if beginning and advanced counseling students
have the skill and knowledge to understand their own health locus of control.

Furthermore, if a significant difference is found comparing the health locus of control

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



beliefs between beginning and advanced students, educators could become more
aware of the significance of educational methods upon health locus of control in

counselor education.
Research Objective

The research objective was to compare Health Locus of Control Scale scores
of beginning and advanced counselor education students. Beginning counselor
education students were defined as students who have begun required core course
work before actual counseling practicum experience. Advanced students are defined
as students who had completed 35 or more hours of counselor education credits and
were presently enrolled in a practicum class. A comparison was made between the
beginning and advanced students to ascertain whether there was a significant
difference between the health locus of control of beginning counselor education and
advanced counselor education students. The research objective was to ascertain
whether beginning or advanced students have internal or external health locus of

control beliefs and if these beliefs change as a result of counselor training methods.
Significance of the Study

Historically, counselor education programs have placed the emphasis in
counselor training on educational methods that train candidates in an appreciation
and understanding of counseling processes (Marks, 1998; Egan, 1990; Ivey et al.,
1987). Generic training can, thereby, be applied to many different counseling
problems. More and more research and scholarly material is published showing how
complex and diverse the present day counseling profession is becoming (Astin et al.,

1999; Marks, 1998). This situation parallels what the medical profession has faced
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and is facing today. With so much complexity in the medical field, many medical
students are specializing in subclinical fields because current medical knowledge and
technology demands that degree of specialization in order to ethically and realistically
treat the complex medical problems of today. The counseling profession, and in
particular counselor education, has also become sensitive to the possibility of
providing counselors with exposure and experience in various fields (Marks, 1998),
specifically the health care field, where complex, serious, and chronic illnesses have
increased and demand coping and adaptation skills in order to assist people with their
diverse needs. In their search for solutions, persons seek out other professions in
addition to medicine, and these persons often turn to the mental health field (Astin

et al., 1999; Marks, 1998). Patients are referred or voluntarily seek services from the
counseling profession in order to help them cope and adapt to their medical
conditions. Unless counselors are trained to assess where their clients with health
concerns place their health values and belief systems, increased misunderstandings
and poor problem definitions can result. It is suggested that if counselors can
understand their own health-related behaviors and formulate their own understanding
of their own health locus of control, it is possible that counselors would become
more effective in problem definition with the health-related problems facing their

clients.
Review of the Literature

At this writing, only one empirical study could be found that specifically
addressed the health locus of control construct in counselor education. However,
health locus of control researchers have examined various related behaviors such as

the construct of control in mind-body medicine, and in specific medical conditions.
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Astin et al. (1999) reviewed many articles seeking to understand why patients
seek alternative medicine instead of traditional medicine. Their research suggests that
a principal component to their choice is they find these therapies more congruent
with their philosophical orientations toward health. It appears the prime component
of the patient’s philosophical orientation is the need for self-control. The researchers
do not specifically focus on locus of control; however, they highlight several areas
demonstrating their summary of the research material. First, they report illness
frequently results in feelings of loss of self-control, though any method can help
patients to regain their feeling of control and help cope with illness. Second, they
report that self-control may be influential on physical function, and the amount of
active control patients can utilize over physical functioning is important. Lastly, they
recommend that therapists recognize how important it is to correlate self-control
teaching strategies to a patient’s presenting control styles and preferences.

The researchers suggested several areas for further research:

1. They believe more teaching strategies for changing or altering health
behaviors are needed.

2. They believe that during therapy sessions therapists need to teach more
self-control strategies such as mindfulness meditation, cognitive reappraisal, etc., that
can be used as a defense against stressful circumstances in a client’s life.

3. They believe patients need to have better access to treatment options so the
patients can make more informed choices which would enhance feelings of self-
efficacy with respect to health and well-being.

4. They also believe there should be more effort to educate the public about
the possible health benefits of having a sense of self-control, even though there may

be positive and negative components to this knowledge.
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5. It is important for therapists to be sensitive to the ways physical illness and
disability can contribute to a patient’s loss of control, which should also include how
the patient is instructed on coping strategies for regaining a sense of control even
though there may be powerful health-related stressors.

6. Their research review suggests there is a cultural shift, where the physician
is not the ultimate source of authority.

They believe a model needs to exist of equal partnership where the physician/
therapist share in the control and decision-making tasks with the patient.

As patients have more input to their therapeutic regimen, patients gain self-
control over their health circumstances and research shows these results to be a
positive experience.

Wiegmann and Berven (1998) studied participants in a work-hardening,
return to work program to ascertain whether internal or external health locus of
control beliefs were relevant to return to work status. Seventy adults with various
injuries obtained on the job were included in this study. The participants were given
the Multidimensional Health Locus of Control Scale (MHLCS) on intake, then were
placed in a work-hardening program that included vocational evaluation, general
fitness, education of self, and personal and vocational counseling. After the program,
the participants were again asked to complete the MHLCS. The participants who
reported high beliefs in internal control showed greater improvement from intake to
discharge on physical functioning. Wiegmann and Berven suggested that this study
supported that health locus of control may be a useful psychological construct in
understanding success or failure of injured workers participating in a retun-to-work

program.
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Bennett, Moore, Norman, Murphy, and Tudor-Smith (1997) sampled 11,401
persons who completed the MHLCS and a questionnaire measuring the value for
health and smoking frequency. The results of the study indicated that smokers held
stronger internal, chance, and powerful others belief than nonsmokers. Ex-smokers
had lower scores on internal dimensions but placed a higher value on their health than
smokers. It appears that smokers more than nonsmokers have a strong belief in
others for influencing their health. The authors proposed whether the results meant
that the external beliefs came from the proposed ability of the medical system to cure
any illness which is yet to be researched. However, this research article provided
limited support for the health locus of control theory in that persons with a more
internal basis of control will, therefore, choose healthy options in life.

Norman (1995) provided an extensive review of health locus of control
research. He reported how psychologists have long been interested in the correlation
between individuals’ health behavior and their beliefs they hold about their health.
Norman further reported that most of the health locus of control research has focused
on the importance of internal health locus of control beliefs. Based on the
understanding of the health locus of control construct, internal based persons should
be more invested in health promoting behaviors. However, the results obtained were
mixed. Waller and Bates (1992), Weiss and Larsen (1990), Duffy (1988), and
Rauckhorst (1987) found a significant correlation between internal health locus of
control beliefs and lists of health behaviors (Norman, 1995). However, other
researchers have failed to find a significant correlation (Dean, 1991; Muhlenkamp,
Brown, & Sands, 1985; Winefield, 1982; Wurtele, Britcher & Saslawsky, 1985).
Norman (1995) also reported the inconsistency was found when specific health
behaviors are explored. Carlson and Petti (1989) and Slenker, Price, and O’Connell
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(1985) found a significant relationship between internal health locus of control beliefs
and health behavior; again, other researchers did not find this relationship (Calnan,
1989; Norman, 1990). Norman (1995) further discussed that research on the health
locus of control construct has been incomplete because researchers fail to show the
value people place on their health. Norman also makes reference to Rotter’s Social
Leaming Theory (Rotter, 1954) stating that behavior is a function of both expectancy
beliefs and the value attached to certain outcomes, which substantiates the idea that
health locus of control beliefs should predict health behavior only when health is
valued.

In Norman’s (1995) investigation on health locus of control and health
behavior, he states that health value should operate as a moderator between the
correlation of health locus of control and health behavior. He substantiates this claim
with Weiss and Larsen’s (1990) research that found a significant correlation between
internal locus of control beliefs and a set of health promoting behaviors among
individuals who assigned a high value to their health. No significant correlation
existed with individuals who assigned a low value to their health.

Chen (1995) studied 21 college students to see if the effects of
electromyographic (EMG) biofeedback enhanced their health locus of control beliefs.
The participants had eight sessions of biofeedback training in a 4-week period. The
participants showed significant reductions of muscle tension than control subjects at
posttest and also at a 1-month follow-up. The participants who received biofeedback
training showed increased internal health locus of control, but the change was not
statistically significant until the follow-up session. The mean internal locus of control
scores also improved significantly for the follow-up subjects, but no significant

correlation between changes in EMG and health locus of control was found.
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Brandon and Loftin (1991) studied the effects of 17 cyclists to see if fitness
had any correlation with locus of control, depression, and state and trait anxiety. The
fitness levels were assessed by the subject’s maximal oxygen consumption. The
subjects were given the Beck Depression Scale, the MHLCS, and the State-Trait
Anxiety Inventory. The results suggest a significant relationship between physical
fitness scores and lower depression. The results of the internal and self-control scores
suggested that persons who cycle regularly show significantly increasing self-control
characteristics resulting in an internal health locus of control. Interestingly, there was
a lack of association between fitness and either state or trait anxiety. In this study,
fitness did not have a positive effect on either form of anxiety. The authors did list
limitations on this study, such as using too small a homogeneous population. They
also did not use a true experimental design since there was no control group.

Thomas and Thompson (1994) reported that a person’s beliefs about the
origins of their health have been shown to influence an array of important behaviors.
These origins are referred to as health locus of control. This research design
examined college students’ internal health locus of control and their willingness to
seek and follow medical advice. The study was designed to examine the health locus
of control beliefs of 609 college students. The author reported high reliability with
regard to the Health Locus of Control instrument; however, they suggested that more
construct development regarding health locus of control should be attempted in order
to expand the construct beyond the dichotomy of internal and external locus of
control.

Bandek, Marks, and Richardson (1993) studied the health locus of control
beliefs of elderly Hispanic women and the relation between frequency of breast self-

examination, attention to health-related information, frequency of their yearly pap
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smear, and physician-performed breast exam. All women 55 years of age living in
select housing projects in Los Angeles were mailed information concerning this study
and 603 women agreed to participate. This study, in particular, examined the extent
to which health locus of control beliefs were associated with medical screening
practices. As the authors hypothesized, the subjects held the belief that health
outcomes are internally controlled and were significantly related to health screening
behaviors over which subjects had the choice to participate. The authors concluded
that there was a significant correlation between internal health control beliefs and the
use of preventative behaviors for one’s well-being with Hispanic women.

Redeker (1988) surveyed the relationship between health beliefs, health locus
of control, and the frequency to practice breast self-examination. The sample was
limited to English-speaking women 18 years and older, and the total number of
participants was 137. Health beliefs alone, and health beliefs combined with internal
health locus of control, were found to predict the frequency of practice of breast self-
examunation. The more internal the locus of control, the more the participants
performed the examination. Obviously, since only the frequency of breast
examination was researched, no generalization can be made as to the effectiveness of
the participants’ examination techniques or the reduction of breast cancer due to the
examination methods.

The role of health locus of control beliefs and expectations on the efficacy of
cancer treatment was examined by Marks, Richardson, Graham, and Levine (1986).
Cancer patients’ perceptions of the severity of their illness and depression was
significantly less for those who believed they could personally control their health and
who maintained a positive outlook concerning their treatment options. Even when the

disease state was considered to be terminal or very severe, patients with an internal
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13
health locus of control maintained they believed in a more positive prognosis for
survival. The variable that had the most important impact was depression. When the
researchers compared the self-control expectancies and physician control
expectancies, the variables were not significantly correlated. Patients have more
positive expectations when they have self-control over their treatment options, when
compared to physicians’ attempts to control the treatment options. It is important to
note that patients apparently require a partnership with their physicians; however,
patients who maintained an internal health locus of control needed to fortify this
construct and not have it challenged by medical personnel who tend to move the
construct to a more external locus of control.

Toner and Manuck (1979) examined the relationship between health locus of
control and health-related information-seeking in a sample of individuals participating
in a clinic screening for hypertension. Participants with a greater internal health locus
of control were more likely to ask questions and obtain written material concerning
heart disease; however, there was no significant difference in selection of pamphlets
concerning hypertension with regards to internal or external health beliefs.

Pinkard and Gross (1984) studied 39 rehabilitation counseling graduate
students to see if the students’ locus of control orientation changed during their
training program. Two groups of graduate students were formulated. The first group
consisted of 20 students enrolled in an introductory counseling course, and the
second group consisted of 19 Master of Arts majors in the Department of
Gerontology. This second group served as the control group. The first group
received experiential training in counseling, and the control group received only
didactic training. The results suggested that the type of class (experiential vs.

traditional) and the initial external locus of control score influenced the amount of
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movement from an external to an internal locus of control. Students having the
highest externality before training showed a significantly greater shift toward
internality after the training methods were applied. The movement was most
pronounced for students who received appropriate experiential training that included
principles associated with an internal locus of control orientation.

From the preceding review of available literature, there are several
conclusions that can be drawn concerning the use of as well as the purpose of the
health locus of control construct as a predictor of personal health behavior. First, the
studies unanimously concluded that health locus of control predicted that participants
with an increased internal health locus of control correlated positively with the belief
they had personal control over their health circumstances. Second, the studies also
suggested how individuals, through biofeedback or internal awareness, can gain
control over certain organ systems, such as the immune and muscular systems. Third,
they suggested that more research is needed to explore the extent of an individual’s

personal control over personal health decisions.
Self-awareness in Counselor Education

In the preceding literature, it is clear when discussing locus of control, some
form of self-awareness or self-efficacy is also present. It is important to review the
self-awareness literature in counselor education because self-awareness is essentially
a component of locus of control.

Ivey et al. (1987) propose there is no right way to become an effective
counselor, so counselors in training must determine their own personal style of
counseling. The basis for counseling style comes from the trainees’ personal life

experiences and their experiences and perceptions during the counselor education
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process. However, exploring one’s vast experience repertoire is not enough to
provide the counselor with the skills to counsel. In counselor education, it is
important to develop and focus on some type of conceptual framework, as Ivey et al.
term “worldview.” Ivey et al. explain that this worldview is part of a developmental
phase of counselor education, a time when counselor trainees begin the self-
awareness process of becoming a counselor. Counselor trainees move through many
phases of learning and conceptualization in order to learn about themselves and
develop the framework to assist others.

Bandura (1986) defines self-efficacy as “people’s judgments in their
capabilities to organize and execute courses of action required to attain designated
types of performance” (p. 391). There has been a substantial amount of counselor
education material on the construct of self-efficacy (Larson, 1998) and importantly
these self-efficacy beliefs have been shown to predict the type of behavioral activity,
the amount of focus to this activity, and persistence in performing this activity despite
obstacles and actual performance (Bandura, 1977a). During this process, health
behaviors are explored and counselor trainees are becoming aware of their own
health issues. Egan (1990) believes that the need for counselor trainees to understand
the holistic realm of each client is very important to counselor effectiveness. He
further states that self-awareness of the counselor in this holistic realm is a basis for
understanding their client’s presenting problem. His recommendations are for
counselor trainees to become knowledgeable of health and illness and recognize the
coexistence of the psychological and physical aspects of health and disease.

The health locus of control construct has been correlated to generalized
expectancy beliefs with regard to health, but not with behavior specific efficacy
beliefs correlated to specific behaviors (Norman, 1995; Wallston, 1992). For
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example, Norman (1995) explains that a male smoker may value his health, have
strong internal health locus of control beliefs, and will not quit because he believes
quitting will not improve his health. Research by Norman (1991) and Kristiansen
(1987) supports this idea that key expectancy beliefs are likely to be behavior specific
efficacy beliefs. Again, this research points back to the Social Learning Theory
(Rotter, 1954) concept that generalized expectancy beliefs should be predictive of
behavior only in situations where the experience is new and the person has little prior
knowledge (Norman, 1995). In other words, individuals have to fall back on
generalized beliefs. Norman (1995) states that most health-promoting decisions are
usually not novel experiences, so it would be easier to make predictions of health
behavior by looking at behavior specific efficacy beliefs, rather than generalized
beliefs. If the health locus of control construct focuses on generalized expectancy
beliefs regarding health, it could be hypothesized that internal health locus of control
beliefs should have strong correlations with performance of genéralized health
promoting behavior (Wallston, 1992). Though not formally researched, it could be
suggested that behavior-specific efficacy beliefs are associated with the construct of
self-efficacy. Moreover, self-efficacy beliefs have been found to be a strong predictor
of health behavior (Wallston, 1989).

Norman’s (1995) research concluded, as did Wallston’s (1992), that the
health locus of control construct, even in correlation with health value, explains little
of the variance in health behavior. Norman summarized that the health locus of
control construct could be replaced with behavior-specific efficacy beliefs. In other
words, to execute a health behavior, three variables are important: individuals would
have to (1) place value on their health, (2) believe the behavior would promote their

health, and (3) believe they have the ability to perform the behavior.
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Self-efficacy in counselor education has been a widely researched topic. The
understanding of self-efficacy with regards to counselor development is the next area
reviewed. As discussed earlier, self-efficacy can be influenced by a wide array of
experiences as presented by educational processes. Larson and Daniels (1998)
provide an extensive review of 32 counseling self-efficacy articles. First, they suggest
the use of Bandura’s definition of self-efficacy as a definition of counselor efficacy.
The definition is stated as “a generative capability in which component cognitive,
social and behavioral skills must be organized into integrated courses of action to
serve innumerable purposes” (Bandura, 1982, p. 122). The authors further utilize
Bandura’s concepts by writing:

Self-efficacy is a generative mechanism through which people integrate and

apply their existing cognitive, behavioral, and social skills to a task. Self-

efficacy partly determines people’s actions, their decisions to engage in a task,
to put forth effort, and to persevere under failure. Self-efficacy also affects
thought patterns and how much stress people experience in the environment.

(Larson & Daniels, 1998, p. 180)

They also define counseling self-efficacy as “one’s beliefs or judgments about his or
her capabilities to effectively counsel a client and that counselor self-efficacy relates
to counselor anxiety, performance and experience in supervision” (Larson & Daniels,
1998, p. 180).

Stable counselor characteristics, other personal agency variables, counselor
performance, and counselor’s perceived environment were reviewed and applied to
the relationship of counselor self-efficacy. Stable counselor characteristics were listed
as counselor personality, aptitude, achievement, social desirability, and counselor age.
These characteristics were the most widely researched and correlated with counselor

self-efficacy. Other personal agency variables were defined as outcome expectancies,

affective arousal, and self-evaluation. These variables are actually proximal to the
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counselor’s actions with clients and they interact with the counselor’s actions as the
counselor works with the client. Counselor self-efficacy is believed to be a central
part of personal agency. Specifically, outcome expectancies, affective arousal, and
self-evaluations and counselor attributions have been the most studied.

The third area, counselor performance, is a cognitive mediation between the
counselor and the supervisor. The perceptions of the counselor and supervisor are the
most researched areas. They can involve areas of the counselor’s self-perception of
performance, supervisor’s perception of counselor performance, and the crucial
feedback process of both counselor and supervisor.

Lastly, counselor’s perceived environment involves two areas: (1) the
perceived environment, which is the counselor’s, client’s, or supervisor’s perceptions;
and (2) the objective environment which includes what was actually said.

These four areas have been integrated into the social-cognitive theory by a
variety of researchers (Larson & Daniels, 1998).

Larson and Daniels (1998) translated the social-cognitive theory (Bandura,
19770, 1993) into use with counselor training and counselor self-efficacy. “Counselor
self-efficacy beliefs are the primary causal determinants of effective counseling action
and these beliefs are hypothesized to affect choice of counselor responses, effort
expenditure, and persistence in the face of failures, and risk-taking behaviors™
(Larson & Daniels, 1998, p. 180). The authors elaborate further by incorporating
Bandura’s (1977b, 1993) social-cognitive research, and stating, “Self-efficacy beliefs
are expected to affect counseling actions through the mediating influences of other
self-generated processes, namely, affective processes, motivational processes and
other cognitive processes” (Larson & Daniels, 1998, p. 181). The most researched

area within these processes is counselor trainee anxiety (Crutchfield & Borders,
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1997; Daniels, 1997; Jafari, 1987; Johnson, 1985; Johnson, Baker, Kopala, Kiselica,

& Thompson, 1989; Kopala, 1987; Larson et al., 1993; Munson, Stadulis, &
Munson, 1986; Munson, Zoerink, & Stadulis, 1986). If we apply the social-cognitive
theory to counselor education, specifically anxiety, it is suggested that persons with a
higher self-efficacy view their anxiety as a challenge, manifest the ability to set
realistic and challenging goals, and self-examine with a positive framework (Larson &
Daniels, 1998). These self-generated characteristics are what Bandura (1977b, 1993)
calls personal agency: a dynamic, interactive and complex system that allows humans
to be responsive to a changing environment and to utilize positive self-examination to
understand that environment.

Larson and Daniels (1998) reached several conclusions and recommendations
for counselor educators and for future research. The authors believed much more
research is needed with the counselor self-efficacy construct. They believe this
construct needs to be integrated with other constructs that are based in the social
cognitive framework. Larson and Daniels also believed the research needs to have
more emphasis on the important constructs in the social cognitive model. Anxiety is
one of the most important constructs, and more refinement with respect to validity
and reliability of outcome expectancy measures needs to occur. There is also a need
to develop more multiple subskills to manage the changing circumstances of the often
unpredictable, stressful situations found in counseling. Furthermore, there is a need to
be able to measure the effectiveness of these multiple subskills. The authors make
specific recommendations to continue investigating the relationship of counselor self-
efficacy to other personal agency variables, such as anxiety, emotional exhaustion,
depersonalization, and personal accomplishment, and to continue investigating the

relationship of counselor self-efficacy to the perceived supervision and counseling
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environment. The authors also believe that development of measures that assess
cognitive processing of the counselor trainees, rather than just measuring their
delivery of specific microskills, would provide extremely important information to
counselor educators.

To conclude, counseling self-efficacy and health locus of control have a
similar basis in self-awareness and self-development. Self-efficacy is defined as the
ability of the counselor trainee to believe in his or her ability to be effective as a
counselor. Health locus of control also has a basis in self-development, where the
individual (counselor trainee) invests into some form of self-efficacy belief{s) in order
to make health choices. It could be projected that counseling students, in general,
believe they have the ability to be effective counselors, hence their desire to become
counselors. Through this choice-making they have invested in a belief system about
themselves. How much this generalized belief system is predicated on health beliefs is
unknown. Since there is limited research that addresses health locus of control and
college students in the general sense, it is unknown whether counseling students have
established their health locus of control beliefs prior to enlisting in counselor training
or as a result of their training.

From the preceding discussion, a number of questions emerge. Is the
development of health locus of control part of the béliefs within the counselor
education process? When comparing beginning counseling students and advanced
counseling students with experience counseling, will there be a significant difference
between their health locus of control beliefs? Will advanced counseling students have
a tendency towards an internal locus of control when compared to beginning
students? Furthermore, by selecting four symptom classifications—anxiety,

depression, interpersonal sensitivity, and somatization—and ascertaining if these
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classifications occur in beginning and advanced students, will these symptoms effect
the proposed difference between the health locus of control?

Definition of Terms

The health locus of control is a construct termed by Wallston et al. (1976)
indicating individuals’ belief that their health is or is not determined by their behavior.
Individuals with an internal health locus of control believe their health is largely
determined by their own behavior. With external locus of control, individuals believe
their health is determined more by chance, fate, or powerful others.

The four symptom classifications are defined as anxiety, depression,
interpersonal sensitivity, and somatization taken from the SCL-90-R®' instrument to
be used as a covariant to the HLCS.

CAM is the acronym for complementary-alternative medicine, which includes

various health-related treatments not associated with allopathic medicine.

! “SCL-90-R” is a registered trademark of Leonard R. Derogatis, PhD.
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CHAPTER I
METHOD
Population and Sample

Identification of a population and sample was a crucial step in designing a
study examining differences between beginning and advanced counselor education
students. Approval to conduct this study was obtained from my doctoral commiittee,
and permission to proceed with the study was obtained from the Human Subjects
Institutional Review Board, Western Michigan University (Appendix A). Access to
the population and sample of purposeful participants was obtained through
instructors teaching in the graduate program offered by the Department of Counselor

Education and Counseling Psychology, Western Michigan University.
Population

The population of participants for this study was defined as master’s-level
students enrolled in the Department of Counselor Education and Counseling
Psychology, Western Michigan University, during the summer session and fall
semester of 1999. The participants consisted of two samples of students, one enrolied
in CECP 601 Introduction to Research, and one in CECP 612 Counseling Practicum.
The students enrolled in Introduction to Research were identified as beginning

counselor education students, and Counseling Practicum enrollees were identified as

advanced counselor education students. Thus, two samples were purposefully
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selected that represented students near the beginning of their programs and students

near the end of their 48-hour programs.

Sample

The present study took place during the research and practicum class
meetings. Permission to use the research class was obtained by contacting the
instructor of record and providing an explanation of the content and purpose of the
study. Agreement was made as to the time and date of data collection. The practicum
class had six sections due to the experiential format of the class. Letters were written
to each of the instructors explaining the content and purpose of the study (Appendix
B). Signatures of the six instructors were obtained indicating 100% participation. The
last scheduled class of the semester was agreed upon for data collection for both
groups.

The participants in both research and practicum classes were administered a
demographic form designed by the researcher (Appendix D); the Health Locus of
Control Scale (HLCS,; Wallston, Wallston, Gordon, & Maides, 1974; noncopyrighted
public domain; Appendix E); and the Symptom Checklist-90-R (SCL-90-R;
Derogatis, 1994; Appendices F and G) during class time. Informed consent was
obtained following the standards established by the Western Michigan University
Human Subjecfs Institutional Review Board (Appendix C). Participants were
instructed to carefully read each question and select an answer on each item. The
participants were also asked to respond to each item independently when making

their choices and not to become influenced by their previous choices.
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Instruments

There were three instruments administered to each of the two groups of
participants.

The demographic form was used to obtain each participant’s age, gender,
racial and ethnic origin; to identify any acute or chronic medical condition; and to
provide the number of credit hours completed to date. It was hypothesized there
could be an effect on the participant’s health locus of control if the participant had
either an acute or chronic medical condition.

The HLCS measures individuals’ belief that their health is or is not
determined by their behavior. The internal and external control belief follows the
same concept as Rotter’s locus of control concept. Individuals with an internal health
locus of control believe their health is largely determined by their own behavior. With
external locus of control, individuals believe their health is determined more by
chance, fate, or powerful others (Wallston & Wallston, 1978). The HLCS is a self-
report instrument of 11 items and is scored by a 6-point Likert scale with the
following categories: “strongly disagree,” “moderately disagree,” “slightly disagree,”
“slightly agree,” “moderately agree,” and “strongly agree.” No special provisions are
necessary for administration or scoring.

Initial test-retest reliability scores for the HLCS were obtained from a sample
of 22 women involved in an 8-week weight reduction program. The correlation
between the test-retest HLCS scores for these women was 7 = 0.71. Additional
reliability characteristics of the instrument were derived from four college student
groups from one community sample. Each group had approximately 100 participants,

and the coefficient alpha for these samples varied from 0.40 to 0.72 (Wallston et al.,
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1976). The test-retest reliability coefficients are not in the desirable range of 0.80 to

0.90 as suggested by Anastasi (1982).

The SCL-90-R is 2 90-item self-report symptom inventory designed to reflect
the psychological symptom patterns of the test takers. This inventory has been used
to reflect the psychological symptom patterns of community, medical, and psychiatric
respondents. Each question is rated on a 5-point Likert format ranging from “Not at
all” to “Extremely.” The SCL-90-R is scored and interpreted in terms of nine primary
symptom dimensions and three indices of distress. The primary symptom patterns are
(1) somatization, (2) obsessive-compulsive, (3) interpersonal sensitivity, (4)
depression, (5) anxiety, (6) hostility, (7) phobic anxiety, (8) psychoticism, and (9)
paranoid ideation. The three indices are (1) global severity index, (2) positive
symptom distress index, and (3) positive symptom total. The SCL-90-R test
measures the current, point-in-time, psychological symptom status. It'is not a
personality measure, except for indirectly measuring some certain personality types,
or Axis II disorders, that may manifest a characteristic profile on the primary
symptom classifications (Derogatis, 1994). Indices of symptomatology and
psychological distress, which add precision to the design, are part of the test’s
construction. The internal consistency and test-retest coefficients reported were
derived from a sample of 94 heterogeneous psychiatric outpatients assessed during an
initial evaluation and reassessed 1 week later. The coefficients were listed between
0.80 and 0.90 (Derogatis, 1994). The reliability coefficients provided are in the
desirable range of 0.80 to 0.90.
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Statistical Hypotheses

Six questions were formulated for analysis of the data. The first four
questions asked if there is a relationship between beginning and advanced counseling |
students with regards to anxiety, depression, somatization, and interpersonal
sensitivity. Question 5 asked if there is a difference between the HLCS scores of
beginning and advanced counseling students. The sixth question was formulated from
a post hoc analysis using the four symptom classifications as covariant to the HLCS.
From the six questions, six hypotheses were developed.

Hypothesis 1: There is a significant difference in anxiety scores between
beginning counseling and advanced counseling students.

Hypothesis 2: There is a significant difference in depression scores between
beginning counseling and advanced counseling students.

Hypothesis 3: There is a significant difference in somatization scores between
beginning counseling and advanced counseling students.

H)ypothesis 4: There is a significant difference in interpersonal sensitivity
scores between beginning counseling and advanced counseling students.

Hypothesis 5: There is a significant difference between the HLCS of
beginning counseling students when compared to advanced counseling students.

Hjypothesis 6: A post-hoc analysis performed was on the symptom
classifications. The four symptom classifications were compared to the HLCS scores
to determine if there were any correlations and a multiple regression analysis was
performed.

There is a significant influence of the four symptoms classifications when

compared to the HLCS.
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Testable null forms of the research hypotheses are stated in Chapter II1. A
t test was performed on the first five null hypotheses with a confidence level of

p < .05 employed to determine significance.
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CHAPTER III
RESULTS
Introduction

In the present study, two groups consisting of 58 volunteer participants
comprised the samples for study. The beginning counseling group consisted of 30
students, all of whom (100%) participated in the study. There were 30 possible
advanced counseling students in the practicum group, and 28 (98%) volunteered to
participate. No incentives to encourage participation were offered to either group.
The groups were purposely selected from classes offered in the Department of
Counselor Education and Counseling Psychology at a large Midwestern university.
The beginning master’s group consisted of counseling students enrolled in a required
course, Introduction to Research, usually taken early in a student’s program. This
class was selected to represent beginning counseling students and met during the
summer session and fall semester of 1999. The practicum group, comprised of

" advanced counseling students enrolled in a first practicum course taken by application
late in a student’s program; was selected to represent advanced counseling students

and also met in the summer session and fall semester of 1999.
Description of the Samples

After consent was obtained from the course instructors and agreement was

reached on a specific class period to collect the data, a demographic form, the Health
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Locus of Control Scale (HLCS), and the Symptom Checklist 90-R (SCL-90-R) were
administered to the participants.

A demographic form (Appendix D) was given to each group, requesting
information about participants’ age, gender, ethnic origin, credit hours completed to
date, and their self-reports of acute or chronic medical conditions.

Inspection of the data in Table 1 indicates a large difference between the
credit hours of beginning students and advanced students. The range of credit hours
is 3-34 for the beginning group and 35-49 for the advanced group. Mean credit
hours are 8.73 for the beginning counseling students and 38.1 for the advanced
counseling students, which was anticipated and established significant differences in
credit hours for the experimental groups. The range of age is 21-52 for the beginning
group and 24-57 for the advanced group. As evidenced in Table 1, the mean age for
the participants is the same for both groups; thus, no differences attributed to age

were expected.

Table 1

Mean Credit Hours, Standard Dewviations, and Mean Ages of the Participants

Mean ~Credit Hours
N Credit Hours  Std Deviation  Mean Age

Beginning

Counseling 30 8.73 8.26 33
Students

Advanced

Counseling 28 38.1 3.90 33
Students

As seen in Table 2, there was a higher percentage of females than males in the

two groups, and a higher percentage of whites versus nonwhites. The nonwhite
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population was comprised of 3.4% African-American, 5.2% Asian, and 1.7% Latino.

The raw data for the gender and ethnicity are similar for both counseling groups, with

a predominance of white females representing the population.

Table 2
Gender and Ethnic Origin Raw Data of the Participants

N Gender Ethnic Origin
Beginning = =
Counseling 30 F =23 =26
Students
Advanced = =
Counseling 28 {;___271 r{w __%53
Students

The participants in both groups were asked if they had an acute or chronic
medical condition to ascertain if there could be an association between these
conditions and testing instruments.

As evidenced in Table 3, only 1 participant in the beginning counseling group
reported an acute medical condition, which was not identified. No participants in the
advanced counseling group reported any acute medical problem; therefore, acute
conditions were not applied in the final analysis of the data.

In Table 4, it is evident that a greater number of participants in the beginning
counseling group reported a chronic medical condition than did participants in the
advanced counseling group. Within the beginning counseling group, 13.3% reported
hypertension, 3.3% reported chronic fatigue, 3.3% reported hepatitis C infection,
3.3% reported allergies, 6.7% reported blood dyscrasia, 3.3% reported arthritis,
3.3% reported ear disorder, and 3.3% reported hypothyroid. Within the advanced
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Table 3

Acute Medical Condition Responses and Percentages for the Participants

Yes No Total

Beginning Counseling Students

Number 1 29 30

% Within Group 33 96.7 100

% of Total 1.7 50 51.7
Advanced Counseling Students

Number 0 28 28

% Within Group 0 100 100

% of Total 0 483 483
Total

Number 1 57 58

% Within Group 1.7 98.3 100

% of Total 1.7 98.3 100

Table 4

Chronic Medical Condition Responses and Percentages for the Participants

Yes No Total

Beginning Counseling Students

Number 12 18 30

% Within Group 40 60 100

% of Total 20.7 31 51.7
Advanced Counseling Students

Number 2 26 28

% Within Group 7.1 929 100

% of Total 34 4438 483
Total

Number 14 44 58

% Within Group 24.1 75.9 100

% of Total 241 75.9 100
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counseling group, 3.6% reported a mood disorder, and 3.6% did not name the
chronic medical condition. Since these percentages were not significantly high, they

were not considered important to the final analysis.
Analysis of Data

Six hypotheses were formulated for analysis of the data. The first four
hypotheses suggest a relationship between beginning and advanced counseling
students with regards to anxiety, depression, somatization, and interpersonal
sensitivity. The fifth hypothesis suggests a significant difference between the HLCS
scores of the beginning and advanced counseling students. The sixth hypothesis was
formulated from a post hoc analysis using the four symptom classification as a
covariant to the HLCS.

The following four null hypotheses were used to test differences in symptom
classification.

Hyl: There is no significant difference in somatization scores between
beginning counseling and advanced counseling students.

H2: There is no significant difference in interpersonal sensitivity scores
between beginning counseling and advanced counseling students.

H3: There is no significant difference in depression scores between
beginning counseling and advanced counseling students.

Hy4: There is no significant difference in anxiety scores between beginning
counseling and advanced counseling students.

In Table S, the means were derived from raw scores by first summing the
values for the item responses in each of the four symptoms classification in the SCL-

90-R. The sum for each symptom was then divided by the number of endorsed items
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in the symptom classification, which resulted in the means being reported in decimal
form. The results displayed in Table 5 indicate there was a significant difference
between the symptom classification of depression and the beginning and advanced
counseling students, with the beginning counseling students exhibiting significantly
more symptoms of depression. There was also a significant difference between the
symptom classification of anxiety and the beginning and advanced counseling groups,
with the beginning counseling group exhibiting significantly more symptoms of
anxiety. The finding was not surprising because those variables tend to be highly

correlated.

Table 5

Symptom Classification Means, Standard Deviation, and ¢ Score

N Mean St:‘:i':g;i t daf y
SCL-90-R/Som
Advances ® a1 s 195 % 087
SCL-90-R/I-S
Advances 2 44 55 194 42 08
SCL-90-R/Dep
Advances 2 47 41 268 s ol
SCL-90-R/Anx
Advances 2 33 34 260 s o2
Note. p < .05.

H5: There is no significant difference between the HLCS of beginning

counseling students when compared to advanced counseling students.
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As presented in Table 6, the mean of the beginning counseling students was
28.63, and the mean of the advanced counseling students was 30.27. The standard
deviation of the beginning counseling students and the advanced counseling was 6.71
and 5.54, respectively. Inspection of the standard deviations indicates little variability

among the health locus of control scores of both groups.

Table 6
Mean, Standard Dewviation, and 7 Scores of HLCS

Standard
N Mean Devwviation t af P
Total HLCS _
Beginning 30 28.6 6.7 _
Advanced 28 303 55 985 54 329
Note. p < .05.

With an alpha level of p < .05, the difference between the beginning and
advanced training groups on the HLCS was not statistically significant, 1 = —. 985,

P = .329. Therefore, the null hypothesis was not rejected.

It was theorized that the participants in each training group could have
psychological symptoms that could effect differences between groups on the HLCS.
Anxiety, depression, interpersonal sensitivity, and somatization were the four
symptom classifications selected from the SCL-90-R to act as covariates to the
HLCS scores.

Hg6: There is no significant influence of the four symptom classifications
when compared to the HLCS.
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As can be seen in Table 7, none of the SCL-90-R symptom classifications
were significantly correlated to the HLCS scores. However, the symptom

classification scores were highly correlated to each other.

Table 7

Pearson Correlation of Total HLCS to Symptom Classification

Total SCL-90-R  SCL-90-R SCL-90-R  SCL-90-R

HLCS Som I-S Dep Anx
Total 1.00 -.18 -.06 -.02 -.15
HLCS
SCL-90-R S1* .60* S1*
Som
SCL-90-R .90* .80*
I-S
SCL-90-R .81+
Dep
SCL-90-R
Anx
*p < .0l

As displayed in Table 8, there was no sngmﬁcant relationship between a linear
combination of the four symptom classification variables and the total health locus of

control scores.
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Table 8

Summary of Multiple Regression Analysis With the Total HLCS

and SCL-90-R Symptom Classifications

. 2 Adjusted Fforthe R F  ZeroOrder
Variable R R R Equation  Change Change Corrclation
SCL-90-R

Som  .183 034 016 1941 034 1941 —18
SCL-90-R

Dep 212 045 010 1293 o1l 657 .06
SCL-90-R

Anx 298 .089 038 1753 044 2599 -02
SCL-90-R

IS 298 089 020 1294 000 013 15

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

36



CHAPTER IV

CONCLUSIONS AND RECOMMENDATIONS

Summary

Groups of 30 beginning counseling students and 28 advanced counseling
students were purposely selected in order to ascertain if there was a difference
between the training groups in their health locus of control as measured by the Health
Locus of Control Scale (HLCS). Four symptom classifications—anxiety, depression,
interpersonal sensitivity, and somatization—were selected from the Symptom
Checklist-90-R (SCL-90R) to determine if there were significant correlations
between these symptom classifications and the two groups total health locus of
control score.

Beginning counseling students were defined as students enrolled in an early
required course, Introduction to Research, while advanced counseling students were
defined as students enrolled in their first practicum course. The data collection
occurred during scheduled class periods. The participants in both groups were
administered a demographic form, requesting the participants’ age, gender, race,
credit hours completed to date, ethnic origin, and any acute or chronic medical
conditions.

The HLCS measured the belief that health is or is not determined by behavior.
Individuals with an internal health locus of control believe their health is largely

determined by their own behavior, while external locus of control participants believe
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their health is determined more by chance, fate, or powerful others. The SCL-90-R is

a 90-item self-report symptom inventory designed to reflect psychological symptom

patterns of the test takers. The inventory has been used to measure the psychological .

symptom patterns of community, medical, and psychiatric respondents. Four
symptom classifications—anxiety, depression, interpersonal sensitivity, and
somatization—of this inventory were selected as relevant to the analysis.

The beginning counseling students had completed 8.73 credit hours and the
advanced counseling students had completed 38.1 credit hours, indicating the
advanced students completed more coursework. A higher percentage of females and
whites were evident in both groups. Only 1 participant in the beginning counseling
group reported an acute medical condition. Twelve participants in the beginning
counseling group reported a chronic medical condition, and 2 participants reported a
chronic medical condition in the advanced counseling group.

It was theorized that the participants in each training group could have either
acute or chronic medical conditions or have some psychological symptoms that may
affect scores on the HLCS. Anxiety, depression, interpersonal sensitivity, and
somatization were the four symptom classifications chosen from the SCL-90-R to act
as covariates to the HLCS of the two groups. 7 tests performed on the two groups
indicated there was significant difference between anxiety and depression, with the
beginning counseling students exhibiting significantly higher levels of anxiety and
depression than the advanced counseling students. A Pearson correlation was
performed to see if the symptom classifications were correlated to the HLCS total
scores. None of the symptom classifications were correlated to the HLCS scores;
however, the four symptom classifications were highly correlated to each other. The

multiple regression analysis indicated there was no significant relationship between a
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linear combination of the four symptom classification variables and the total HLCS

scores.
The HLCS total mean score of the beginning counseling group was 28.6, and
the advanced counseling group’s mean was 30.3. The range of the total HLCS score
is 11-66, with the higher the score the more external direction of the beliefs. Both
groups appear to be toward the lower end of the range. Standard deviation scores of
the beginning counseling group and the advanced counseling were 6.71 and 5.54,
respectively. Results of the 7 test between the means of the training groups on the
total HLCS indicated there was no statistical significance between the beginning and
advanced training groups (¢ = -.985, p = .329). Therefore, the null hypothesis was

not rejected.
Discussion and Conclusions

The small sample size resuited in a homogeneous group. This was a benefit to
this longitudinal study. The mean age was the same in both groups, and the gender
and ethnicity was predominantly white female. The credit hour variability was
confirmed since the beginning and advanced groups were purposely selected. From
the 58 total participants, only 1 participant reported an acute medical condition and
did not name the condition; therefore, acute medical conditions did not affect the
analysis. Regarding chronic medical condition, 12 participants from the total of 30
beginning counseling students reported a chronic medical condition. In the advanced
counseling group, only 2 participants reported a chronic condition. The small
homogeneous population makes it difficult to speculate this variable other than to
chance. The beginning group either was more open with their responses, or, by

chance, had more medical problems than the advanced group or were more.obliged
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to report the problems than the advanced group. The advanced group may have
become more self-reflective as they progressed through the program. Heightened
self-reflection may have provided the advanced students with self-awareness, which
resulted in these students believing chronic medical problems were not interfering
with their general life experiences; thus, they cope well and need not inform others of
their condition.

The means and standard deviations of the total HLCS indicated little
variability between the two groups. The 7 test between the HLCS and the training
groups indicated no statistical significance. However, the mean scores of both
training groups indicated the participants were neither internal nor external with
regards to health locus of control when compared to the HLCS Manual scores that
reported a total score range of 11-66, with the higher score indicating external
beliefs.

There was no statistical significance between the total health locus of control
and training groups; thus, the small sample size and homogeneity of the groups may
contribute to the lack of significance. More importantly, health locus of control may
not be an independent factor in the educational process of counselors, but a life
process of experiences. According to the literature, health locus of control beliefs
develop not from one or two significant experiences, but are formed from a variety of
experiences that impact a person’s life (Marks, 1998). It is possible that counselors in
training, regardless of whether they are beginning or advanced, have not formulated
their health locus of control beliefs prior to entering graduate school, and these
beliefs tend to be behavior-specific beliefs. As previous research has stated, health
locus of control beliefs tend to be significantly correlated with generalized beliefs, but

not with specific behavioral beliefs. It can be speculated that counselor educators may
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be assuming that generalized counselor training methods can be automatically applied

to a wide range of counseling situations.

Literature reports that the HLCS does not have a consistently high reliability
coefficient. The instrument is also based on a dichotomous variable of internal and
external. Based on the previous discussion that health locus of control beliefs are
formulated from a variety of characteristics in a person’s life, it is possible that health
beliefs cannot be defined within the broad dichotomy of internal and external. There
may be multiple variables or subtypes that would help define the formulation of health
belief differences between the training groups. Prospective counseling students, due
to their interest in human behavior, may have explored health beliefs by personal
examination, and this exploration has given them experience formulating internal
focused beliefs. Counseling students, by nature of their interest in human behavior,
may have a tendency towards an internal health locus of control.

The multiple regression analysis indicated no significant relationship between
a linear combination of the four symptom classifications and the Health Locus of
Control Scale scores. The four symptom classifications were so highly correlated to
each other that there was no uniqueness to each symptom classification and the total
score. With this study, it appears that health locus of control does not correlate with
the psychological symptom classifications of anxiety,' depression, interpersonal
sensitivity, and somatization.

One significant relationship examined in this study was the symptoms of
anxiety and depression in the training groups. Beginning counseling students
indicated more anxiety and depression symptoms than the advanced students. The
finding was not surprising, since research has shown that new experiences in a

person’s life tend to produce anxiety, and depression and anxiety tend to be highly
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correlated. It can also be said that beginning students report increased anxiety due to
the new experience of re-entering the collegiate atmosphere again. Re-entering the
competitive, pressure-filled atmosphere of graduate school life can be overwhelming
with beginning graduate students. The stressful experience can translate into a
depressive mood. These students may also represent a nontraditional population,
where the students have spouses, children, home, and work commitments to contend
with on a daily basis. That duty roster in itself could produce anxiety and depression.
Secondly, research supports the existence of added anxiety when students enroll in
research method courses. It is possible the increased symptom of anxiety found in the

beginning group was a result of this circumstance.
Limitations

This study was limited due to the small population. There were also
limitations with regards to the HLCS. The lack of statistical significance between the
two groups HLCS scores may have been prevented with a much larger population.
The HLCS defined as a dichotomy of external and internal beliefs may be too broad
of an instrument to define the differences between a relatively homogeneous
population of counseling students. The SCL-90-R may have also been too broad a
measure of symptoms, whereas a specific measure of anxiety, depression, coping

techniques, and relationship abilities may have been more sensitive.
Recommendations

The population of counseling participants would need to be much larger. It is
suggested that participants from several counseling programs throughout a larger

region be obtained, so a more heterogeneous population could be obtained with
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regard to age, gender, and ethnicity. Possibly defining the formulation of health belief

variables, such as smoking, use of alcohol, nutrition, and exercise, would have more
correlation to the health locus of control than psychological symptom classifications.
With this research, in a general sense, it was expected that the psychological
symptoms would correlate with the physiological symptoms; however, these
symptoms did not correlate with health beliefs in general. It is possible that current
instrumentation may not be sensitive enough for these variables to be simply
correlated. It may be important to understand the defining variables associated with
health beliefs, rather than focusing on the dichotomy of internal and external control,
correlating the common variables of physiological and psychological symptoms,

conditions, and coping processes.
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Human Subjects institutional Review Board Kalamazoo. Michigan 49008-3899

WESTERN MICHIGAN UNIVERSITY

Date: 30 July 1999

To:  Robert Betz, Principal Investigator
Christina Minger, Student Investigator for dissertation

From: Sylvia Culp, Chair % &‘@O

Re:  HSIRB Project Number 99-07-04

This letter will serve as confirmation that your research project entitled “A
Comparison of Beginning and Advanced Counselor Education Students on the
Health Locus of Control Scales” has been approved under the exempt category
of review by the Human Subjects Institutional Review Board. The conditions and
duration of this approval are specified in the Policies of Western Michigan
University. You may now begin to implement the research as described in the
application.

Plcase note that you may only conduct this research exactly in the form it was
approved. You must seek specific board approval for any changes in this project.
You must also seek reapproval if the project extends beyond the termination date
noled below. In addition if there are any unanticipated adverse reactions or
unanticipated cvents associated with the conduct of this research, you should
immediately suspend the project and contact the Chair of the HSIRB for
consultation.

The Board wishes you success in the pursuit of your research goals.

Approval Termination: 30 July 2000

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Appendix B

Authorization for Research

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



47

College ot Education Kalamazoo. Michigan 49008-5195
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WESTERN MICHIGAN UNIVERSITY
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I consent to permit Robert Betz, Ph.D., the principal
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investigator to present their research to my CECP 601
class.

Dr. Joseph 0O1dz
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Western Michigan University
Department of Counselor Education and Counseling
Psychology

Comparison of Beginning and Advanced Counselor Education
Students On the Health Locus of Control Scale
Robert Betz, Ph.D. Principal Investigator
Christina Minger, M.A. LPC Student Investigator

You are asked to participate in a research project
entitled “Comparison of Beginning and Advanced Counselor
Education Students On the Health Locus of Control Scale”
designed to explore the relationship between health locus
of control of beginning counseling students and advanced
practicum students. Dr. Robert Betz and Christina Minger
from Western Michigan University, Department of Counselor
Education and Counseling Psychology will conduct this
project. This project is conducted as part of the
doctoral degree requirements for Christina Minger.

The research involves one demographic survey and two
self-report instruments, which will take 15-30 minutes to
complete. Your replies will be completely anonymous, SO
de not put your name anywhere on the forms. You may
choose to not answer a question and simply leave it
blank. If you choose not to participate in this project,
please return the blank surveys to the student
investigator present. Returning the forms indicates your
consent for use of the answers you supply.

If you have any questions, you may contact Dr. Robert
Betz at 387-5107, Christina Minger at 616 659-4468, Human
Subjects Institutional Review Board at 387-8293 or the
Vice President of Research at 387-8298.

This consent document has been approved for use for one
year by the Human Subjects Institutional Review Board
(HSIRB) as indicated by the stamped date and signature of
the board chair in the upper right corner. You should not
participate in this project if the corner does not have a
stamped date and signature. Thank you.
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DEMOGRAPHIC SURVEY

1. AGE

2. MALE O FEMALE O

3. PLEASE FILL IN YOUR RACIAL/ETHNIC IDENTIFICATION:
)

4. PLEASE IDENTIFY ANY ACUTE MEDICAL CONDITION

None O OR

S. PLEASE IDENTIFY ANY CHRONIC MEDICAL CONDITION

None O OR
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Wallston, Barbara S., Wallston, Kenneth A., Kaplan, Gordon D., and Maides,
Shirley A.

HEALTH LOCUS OF CONTROL SCALE (HLC)

This is a questionnaire to determine the way in which different people view
certain important health-related issues. Each item is a belief statement vith
vhich you may agree or disagree. Beside each statement is s scale wvhich raages
from strongly dissgree (1) to strongly agree (6). For each item you are to cir-
cle the number that represents the extent to vhich you disagree or agree with
the statement. The more strongly you agree with a statement, then the higher
will be the number you circle. The more strongly you disagree with a statement,
the lower wvill be the number you circle. Please circle only ome number. This
is a measure of your personal beliefs; obviously there are no right or wrong
answvers,

Please answer these items carefully but do not spead too much time on any
one item. Be sure to answer every item. Also, try to respond to each item in-
dependently when making your choice; do not be influenced by your previcus
choices. It is important that you reépond according to your actual beliefs and
not according to hov you feel you should believe.

o o Strongly Agree

[ 4 .
s 5 g
[ ] [] @ o
- - b v
e 2 P : &
[ ] (-] « 1 V) <
-l -l [ ]
a » a < >
o=t of
E o) o o) Lol L3
g & ol od &
£ 5 £ £ =
o ] C) L) (]
5 3 3 3 3
a x w 7] b
1. If I zake care of myself, I can avoid illness. 1 2 3 4 5
2. Whenever I get sick it is because of scaething 1 2 3 4 S
I've done or not dome.
3. Good health is largely a matter of good fortune. 1 2 3 4
4. No matter vhat I do, 1f I am going to get sick 1 4 3 4 S
1 will get sick.
5. Most people do not realize the extent to which 1 2 3 4 S
their {illnesses are controlled by accidental
happenings.
6. I can only do what my doctor tells me to do. 1 2 3 4 S
7. There are so many strange dicesses around, that 1 2 3 4 5
you can never know how or vhen you might pick
one up-
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When I feel 111, I know it is because I have mot
been getting ;he proper exercise or eating right.

People vho never get sick are just plain lucky;

People's 111 health results from their own
carelessness.

I am-directly responsible for my health.

= Strongly Disagree

~N

~ Moderately Disagree

w Slightly Disagree

& Slightly Agree

&~

w Moderately Agree

w

n
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April 21, 2000

Clristina Minger
50961 Kuhimever Rd
Centreville. M 49032

. Dear Ms. Minger:
National Computer Systems, Inc_, being the exclunive publisher and distributor of the SCL-90-R®
(Symptom Checihst -90-R) test, hereby graats you permissiou to reproduce up to thres (3) items only from

the SCL-90-R test in your dissertation entitied 4 Comparison of Beginming in Advanced Counselor
l.ducanion Students on the Health Locus of ('ontrol Scale.

This grant of permission is subject to the following conditioas:

1. A proper copyright notice on the page containng the test itcms shall state as follows:
Copyright €+ 197S LEONARD R. DEROGATIS, PhD. Published and distributed exclusively by
National Computer Systems, Inc., Minneapolis. MN 535440. Reproduced with permission by
National Computcr Systems. lac.

2. The following rademark notice shall be inciuded at least once in the volume where the trademark is
used. The trademark shall be designated with a @ in its first use and should also be footnoted
shown below. ,
“SCL-90-R" is 3 registered trademark of Leonard R. Derogaus, PhD.

3. This grant of perrrussion is non-exclusive and is not to be construed as granting you any rights
other than the penmission described above.

4. This permission is granted singularly for the dissentation entitled A Comparison of Beginning in
Advanced Counsclor Fducation Students on the Health Locus of Control Scale. Future revisions
of the volume are oot covercd by this permission.

If you have any qucstions, please call ine at (612) 939-5126.
Sincerely.
ustis usvg,
Knstie Heasick
Product Manager

Assessments Division
5603 Green Cirelé Drive  Minnctonka, MN 55343  612-939-5000
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Sample Items from the Symptom Chcacklist-90-R®l

2 -
= 5 2 8 §
= = 8 s 5 HOW MUCH WERE YOU DISTRESSED BY:
g = & 3 %
Z < =2 O @

Nervousness or shakiness inside

N
o
—
(8]
W
&H

17 0 1 2 3 4 Trembling

3. 0 1 2 3 4 Heart pounding or racing

Copyright © 1975 LEONARD R. DEROGATIS, PhD. Published and distributed
exclusively by National Computer Systems, Inc., Minneapolis, MN 55440.
Reproduced with permission by National Computer Systems, Inc.

! “SCL-90-R” is a registered trademark of Leonard R. Derogatis, PhD.
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