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ABSTRACT

PERCEIVED CONTROL OVER THE MENOPAUSE EXPERIENCE AND
EXPERIENCES, EXPECTATIONS AND BEHAVIORS REGARDING
MENOPAUSE

By

Jill (Walther) Kroll

The purpose of this research was to determine the correlates of perceived
control relating to menopause for use in developing an educational interven-
tion to aid women in active involvement in their menopausal health care.

Two hundred sixty nine women age 45 to 55 responded to written ques-
tionnaires relating to menopause. High internal perceived control was found
to correlate -.24, (p < .05), with experienced symptoms, and -.35, (p < .05), with
symptoms expected by those not yet experiencing menopause. Women whose
periods were still regular perceived more internal control relating to meno-
pause than women whose last period was 3 to 12 months ago, (F(3, 263) = 4.92;
P <.05). Women who scored higher in knowledge of menopause perceived
more internal control related to menopause than did women who scored lower.
It was concluded that an intervention addressing women'’s needs during meno-
pause should be sensitive to the variation in perceived control among women

as it relates to differing knowledge and symptoms experienced.
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Chapter 1
1 finition: Menopause and the Hormon
Replacement Therapy Controversy
Because of an increased life span, 95% of women today will live beyond
menopause (Hamilton & Clements, 1982) making menopause a nearly univer-
sal experience for American women. Up to 88% of women experience symp-
toms such as hot flashes (Feldman, Voda & Gronseth, 1985). Following meno-
pause, women may be more prone to debilitating fractures of the spine, hip or
wrist, due to accelerated loss of bone mass, (National Institutes of Health
Consensus Development Panel on Osteoporosis [NIH], 1984). Symptom
management and prevention of osteoporosis are therefore important issues for
middle years women (Kirkpatrick & Edwards, 1985; Hallal, 1985) but women
have been found to lack information regarding menopause (LaRocco & Polit,
1980). Since many of the issues surrounding management of symptoms and
prevention of osteoporosis are complex, support and information groups ad-
dressing the concerns of menopausal women have emerged in the United
States and Europe (Schmid-Heinisch, 1985; Caldwell, 1982; Drennan &
McGeeney, 1985; Staff, 1986), but no controlled studies of the effectiveness of
such groups have been reported in the literature to date. Preparation for the
development of an educational intervention addressing the needs of meno-
pausal women involves an understanding of current perceptions and concerns
regarding the issues related to menopause today. One issue which may add to

our understanding of how women view menopause is perceived control.
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Perceived control has been found to be related to a variety of health related be-
haviors (Strickland, 1978) and may be an important variable to understand re-
lating to the experience of menopause for women. Duffy (1988) found that
health locus of control accounted for 16% of the variance observed in health
promotion lifestyle among a convenience sample of 262 middle years women.
Additionally, it has been found that individuals may differ in the level of con-
trol they desire to have in regard to their health care (Wallston, Smith,
Wallston, King, Rye & Heim, 1987). In a review of locus of control and health
Wallston, Smith, Wallston, King, Rye and Heim (1987) concluded that health
education programs which tailor the orientation of the program to internally or
externally-oriented individuals were more effective in changing targeted health
behaviors.

In our youth-oriented society (Rosenthal, 1979) the period of midlife has
often been overlooked in the study of the human life cycle (Uphold & Susman,
1981). Today, at the time of menopause a woman still has one third of her life
left to live (Schmid-Heinisch, 1985). Included in the period between the birth of
a woman's last child and old age, is the transition from the reproductive phase
of the woman's life to the nonreproductive phase (Rosenthal, 1979). This life
stage, which includes the menopause, is a time of physical and psychosocial
change which may be accompanied by uncomfortable physical or
psychological symptoms for some women (Uphold & Susman, 1980). To fully
understand the context in which the issues related to menopause and the mid-
dle years are experienced it is necessary to understand the physical, psycholog-

ical and social changes occurring during this time.



Menopause
“Menopause” means the cessation of menses (Rosenthal, 1979; Feldman et

al, 1985). The “climacteric” has been described as “that phase in the aging
process of women making the transition from the reproductive stage of life to
the nonreproductive stage” (Rosenthal, 1970, p. 358), “ a natural life phase,
occurring in all women as the ovaries cease production and the estrogen level
decreases permanently” (Dosey & Dosey, 1980, p. 14). “Climacteric symptoms”
were defined by Uphold & Susman (1981) as “the common physiological and
psychological identifiable complaints associated with the gradual regression of
the ovarian hormonal function,” p. 85. A related term, “menopause transition,”
has been described as “a period of time marked by a progressive change in the
pattern of menstrual cyclicity indicated by unusually long or short menstrual
cycles, diminished menstrual flow, or intermittent menstrual cycles that
terminate in menopause” (Feldman et al, 1985, p.262). “Perimenopausal” has
been defined as, “a period of time surrounding the actual experience of meno-
pause” (Feldman et al, 1985, p. 262). Although some studies have included def-
initions of menopause, many have not and a woman'’s status in regard to meno-
pause is often unclear leading to confusion in the menopause literature
(Alexander & Roberts, 1987). There are difficulties in determining a woman'’s
menopausal status since menopause can only be diagnosed retrospectively
(after menstrual periods have ceased) without measurement of hormone levels
(World Health Organization [WHO], 1981).

The physical changes which occur at menopause have been postulated to
be due to ovarian aging. By the time a human female is born she has all of the
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oocytes that she will have in her lifetime. These oocytes degenerate at various
stages of follicular development, beginning prenatally and continuing through-
out the woman'’s lifetime, (less than .01% of oocytes in women are ovulated).
When all of the oocytes have either degenerated or been ovulated ovarian
failure occurs (Gosden, 1985). Since the somatic cells which surround an oocyte
and make up the follicle are the source of follicular oestradiol, when the store of
oocytes and follicles is depleted, the ovary ceases to produce estrogen and
menopause occurs (Gosden, 1985). The mean age at natural menopause is
about 49.5 years, but 30 percent of women cease menstruating due to surgery
(Krailo & Pike, 1983). Estimates of the mean age of menopause vary from 46.7
to 50.1 (Batrinos, Panitsa-Faflia, Pitoulis, Pavlou, Piaditis, Alexandridis, &
Liappi, 1979; Van Keep, Brand, & Lehert, 1979; Feldman et al, 1985).

Menopausal symptoms vary greatly among women. For slightly less than
half of women, menses cease abruptly, while for others, cessation of menses
follows a period of menstrual irregularity (Batrinos et al, 1979). For women
who experience menstrual irregularity, the period of irregularity lasts less than
1 year for almost 90% of the women, but continues for up to 2 years for about
10% of the women, (Batrinos et al, 1979). Accompanying the changes in the
menstrual cycle are a variety of symptoms including but not limited to hot
flashes, vaginal dryness, headaches, weight gain, aches in the back of the neck
and skull, trouble sleeping, depression, forgetfulness, irritability and tiredness,
tingling in limbs, joint aches, night sweats, shortness of breath, dizziness, palpi-
tations, loss of appetite, aching breasts, backache, bladder difficulties, and sexu-
al problems (Babuna, Aksu, & Erez, 1982; Feldman, Voda, & Gronseth, 1985;



5
Jaszmann, van Lith, & Zaat, 1969; Bungay, Vessey, & McPherson,, 1980, Dosey
& Dosey, 1980).

The withdrawal of estrogen which was being produced by the ovaries prior
to menopause results in changes to estrogen-sensitive tissues like the vagina.
The vagina is gradually shortened and has reduced compliance to applied force
following the withdrawal of estrogen (Gosden, 1985). The uterus, cervix and
vulva also show estrogen withdrawal related changes (Gosden, 1985). Among
the symptoms reported by women during the menopause, hot flashes has been
the most frequently reported complaint (Polit & LaRocco, 1980). The incidence
of hot flashes has been estimated to be between 40% and 90% (Batrinos et al,
1979; Jaszmann, van Lith & Zaat, 1969; Feldman et al, 1985). Hot flashes were
defined by Feldman et al (1985) as an experience associated with the
menopause transition, characterized as vasomotor instability, resulting in a
sudden sensation of heat or a feeling as perceived and determined through the
self-report of women. Nonthermal body sensations may also be described
including sensations of tingling, throbbing, rush of blood, lightheadedness,
chills, and suffocation (Feldman et al, 1985).

Finally, in addition to experiencing physical and psychological symptoms
during menopause, many women are faced with social changes as well, such as
a changing family and marital role due to children achieving adulthood
(Bungay et al, 1980), financial difficulties, employment changes, and body
changes due to aging (Lien, 1981).

Which of the symptoms experienced by a woman are directly attributable

to menopause remains unclear (Greene, 1976). There is evidence that vasomo-
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tor symptoms and symptoms associated with changes in estrogen sensitive tis-
sués may be directly attributable to the decline in estrogen associated with
menopause (Jaszmann et al, 1969; Bungay, et al, 1980). Other symptoms may
be related to psychosocial changes which occur at midlife or may have other or-
igins and are not unique to menopause (Bungay, et al, 1980; Ballinger, 1985).
Hormone Repl n

One of the most popular treatments for menopausal symptoms today is
hormone replacement therapy (HRT), also called estrogen replacement therapy
or ERT (National Center for Health Statistics, 1983; American Medical
Association Council on Scientific Affairs [AMA Council], 1983). Estrogen was
first prescribed for menopause-related symptoms in the United States in 1929
(Furuhjelm, 1977) and has usually been prescribed as one of two regimens: es-
trogen alone, or estrogen/ progestin combined (Upton, 1980).

Controversy exists regarding whether estrogen is an appropriate treatment
for the problems of menopause. It has been put forth that an alternative causal
explanation for osteoporosis in older women is poverty-induced low-calcium
diets and fear of walking alone in a violent society (MacPherson, 1985, 1987).

Estrogen has been seen by some as contributing to the perception of meno-
pause as a deficiency disease, rather than an adaptive life event (Alington-
MacKinnon & Troll, 1981). Estrogen has also been seen as a beneficial
treatment for problems experienced by some women during menopause.
Estrogen replacement therapy has been found to be highly effective in reducing
the frequency of hot flashes (by 91%) when compared with a placebo (Judd,
1987) and was concluded to be the single most effective modality for the
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prevention of osteoporosis in women by the National Institutes of Health
Consensus Development Panel on Osteoporosis (1984). The issue is of concern
because of the severity of the problem of osteoporosis. Osteoporosis is an
age-related disorder characterized by decreased bone mass and increased
susceptibility to fractures in the absence of other recognizable causes of bone
loss (NTH, 1984). Osteoporosis has been estimated to affect as many as 20
million individuals in the United States and about 1.3 million fractures per year
in people age 45 and older have been attributed to osteoporosis (NIH, 1984).
The cost of osteoporosis in the United States was estimated to be $3.8 billion
per year, in 1984 (NIH, 1984). A significant number of those who experience
fractures die from complications directly associated with the fracture (NIH,
1982). No laboratory tests for defining individuals at risk or those with mild
osteoporosis are available (NIH, 1984) so a decision regarding whether to take
estrogen replacement therapy must be made based on risk factors. It has been
clearly documented that unopposed postmenopausal estrogen use increases the
risk for endometrial cancer from 1 case per 1,000 women to between 3 and 7
cases per 1,000 women (Persson, et al, 1989; Gastel, Cornoni-Huntley & Brody,
1980; Hulka, Kaufman, Fowler, Grimson & Greenberg, 1980). The addition of
the hormone progesterone to the estrogen treatment regimen has been found to
reduce the risk of endometrial cancer to the rate for non-estrogen users
(Gambrell, 1987; Persson, et al, 1989; Gambrell, 1978) but when administered
cyclically in the dose believed to be required to provide protection from en-
dometrial cancer may promote a resumption of monthly bleeding or spotting
(Luciano, Turksoy, Carleo & Hendrix, 1988; Jones, Francis & Nordin, 1982).
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Estrogen replacement therapy may also provide protection from coronary heart
disease in women, by reducing serum levels of low density lipoprotein (LDL)
cholesterol (Wolfe & Huff, 1989; Henderson, Paganini-Hill & Ross, 1988) and
increasing levels of high density lipoprotein cholesterol (Fahraeus, 1988). The
addition of progestins to the therapy may have the opposite effect however,
and may actually increase the risk for coronary heart disease (La Rosa, 1989).
Finally, evidence regarding the relationship between HRT and breast cancer re-
mains unclear and may be dose related (Dupont, Page, Rogers & Parl, 1989).
Studies of death from all causes have suggested that women who used estrogen
replacement therapy may be at less risk of death than women who did not
(Bush et al, 1983). In summary, the issues facing women today at the
menopause are complex, with risks as well as benefits inherent in the decision
regarding HRT. All of the factors discussed above, discomfort from hot flashes,
risk of fractures due to osteoporosis, risk of endometrial cancer, heart disease
risks and all-cause mortality risks combine to create a dilemma for the woman
as she approaches menopause. Should she rely entirely on the expert opinion
of her health care provider as to decisions regarding her menopausal health
care, or should she take an active role in the decision making? If she chooses to
take an active role, how will she weigh the various risks and benefits? Many
women will want to take an active role in the decision making and will wish to
be informed regarding the risks and benefits associated with estrogen replace-
ment therapy. Other women will desire a lesser degree of involvement in the
decision making. Wallston, et al (1987) found that not all individuals desired

the same degree of involvement in or “control” regarding their health care.
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Control relating to menopause may therefore be an important variable to
understand as it relates to the woman’s participation in her menopausal health
care.

Perceived control, also called locus of control was first described by
Rotter (1966). Locus of control was said to refer to an individual’s generalized
expectations about how reinforcement is controlled (Rotter, 1966). Individuals
who perceived events as occurring as the result of luck or powerful others, or
as unpredictable, were said to maintain an external locus of control (Rotter,
1966). Those who believed that an event was contingent upon their own be-
havior or characteristics maintained a generalized internal locus of control
(Rotter, 1966).

Control has been studied extensively in many different spheres or
situations and a variety of situation-specific scales to measure control have
been developed, including several particularly addressing health-related issues
(Wallston, Wallston, Kaplan & Maides, 1976; Long & Haney, 1986; Labs &
Waurtele, 1986). Situation-specific measures of control have been found to
provide enhanced prediction of behavior in specific situations (Wallston,
Wallston, Kaplan & Maides, 1976). Although many studies have addressed
control as it related to health care issues, few previous studies have examined
the relationship between control and experiences, expectations or behavior
relating to menopause. Of the studies reported, many were found to have
significant limitations or failed to address important issues relating to
menopause such as knowledge of menopause, menopausal status or symptom

management behavior.
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This section reviews previous studies of control as it relates to menopause.
The conclusions of previous literature reviews will be described, along with
criteria for future research. Following this, the literature search methodology
will be described, and the studies will be discussed.

riteria for Evaluation of Research

Several critiques of the general menopause literature have discussed the
limitations of past research and delineated criteria for future research (Barnett
& Baruch, 1978; Koesk, 1982; Perlmutter & Bart, 1982).

Some research has been based on the assumption that menopause was a
psychosocial stresser which stirred up previous psychosexual adjustments and
produced turmoil and regression (the premorbid personality model). Research
based on this model has been criticized because it has drawn study subjects
from patient populations and used psychological testing, retrospective report
and clinical observation to study menopause (Koeske, 1982).

Research which could challenge such assumptions would draw study
participants from non-patient populations and employ means other than clini-
cal observation to gather data. Other research has been based on the
assumption that stresses on women during their middle years has predisposed
them to psychological difficulties (the coincidental stress model). Research
based on this model was primarily anecdotal and based on case reports
(Koeske, 1982).

A general recommendation for future research indicated that research

should involve aggregated data from multiple individuals. Additional
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difficulties with past research were discussed by Koeske (1982). Koeske (1982)
saw research which was based on the Behavioral Science models of menopause
as deficient because like the biomedical models, the research was usually
seeking to explain non-normative phenomena and posit a simple 1 to 1
relationship between hormone deficiency and behavior, social environment
(past or present) or social structure and experience. The recommendation to
break out of this pattern was that future research should look for multiple and
interacting variables as explanations for experience (Koeske, 1982).

Also ignored by most behavioral science research on menopause has been
the complex influence and interaction of biological factors (Woods, 1982;
Koeske, 1982) and the way in which social-environmental factors (past or
present) can affect biology (Koeske, 1982).

Perlmutter and Bart (1982) suggested that future research should look at the
ways in which women understand and make sense of their experiences in
order to go beyond models of menopause which see women as passively vic-
timized by their hormones, psyches and sodiety.

In summary, future research dealing with menopause should draw study
participants from non-patient populations, use other than clinical observations
as a means of data collection, report aggregated data collected from large
samples of women, look for multiple and interacting variables as explanations
for observed variation, consider ways in which social-environmental factors
can influence biology and examine the ways women themselves understand

and make sense of their experiences.
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There have also been recommendations for future research addressing
locus of control. Rotter (1975) and Lowery (1981) suggested development of
locus of control scales specific to various situations. It was believed that a
measure of generalized expectancy would be less useful for making predictions
in specific situations than a control scale designed to measure expectancies in
that situation or a situation of the same subclass (Rotter, 1975) particularly if
one is seeking a practical application of the information (Rotter, 1975).
Search Method

A computer search in August, 1987 of five databases resulted in 6
documents including 1 duplication. The key words used were “menopause”
combined with one of the following: “internal-external-control,” or “locus with
control.” Of the 5 non-duplicates, 2 were dissertations. The databases searched
were: Medline, (Index Medicus) (1), Dissertation Abstracts International (2),
Psychological Abstracts (3-1 repeat), Social Science Citation Index (0), and
Research in Nursing and Allied Health (0). The number in parentheses
represents the number of documents from the preceding source. Of the 5 non-
duplicated citations, one was irrelevant to the topic and 1 was a general review
of research on women in the middle years and reported no research findings.

Three relevant articles found through the search and an additional article
found since the computer search were reviewed. They were critiqued with
regard to the relationship between menopause and perceived control.
Locus of Control and Menopause

Collins, Hanson and Eneroth (1983) examined the relationship between

climacteric symptoms, response to hormonal replacement therapy, personality
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characteristics and masculine and feminine self-concept. Masculine and
feminine self-concept were measured by an instrument developed by the
researchers. Study participants were 17 post-menopausal women selected by
an unspecified means from among the patients attending an outpatient
gynecology clinic. The women'’s post-menopausal state was verified by
measurement of FSH (follicle stimulating hormone) levels.

Self-reports of vasomotor, psychosomatic, psychological and sleep-related
symptoms were obtained using a graphic scaling technique with items adapted
from the Blatt Menopausal Index and the Neugarten and Kraines check list and
personality characteristics were measured by the Karolinska Scales of
Personality questionnaire. Internal-external locus of control was measured by a
questionnaire adapted from Rotter. The study sample scored higher on
somatic anxiety (p < .05) and muscular tension (p < .05) than a non-patient
sample of the same age did, but scores on masculinity /femininity were similar
to those obtained by the researchers from female university students. Internal-
external locus of control scores were higher than those obtained from female
university students, indicating high perceived external control. The magnitude
and statistical significance of the difference was not reported. After the
instruments were administered, study participants were placed on a regimen of
estrogen/progestin on a 28 day cycle, and the same measures were
administered again at 4-6 weeks after the start of the i\ormone treatment.

Psychological symptoms before treatment were found to correlated
significantly with external locus of control (r = .48, p <.05), but psychosomatic,

vasomotor and sleep-related symptoms were not. None of the symptoms
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correlated significantly with control after treatment.

The authors warned that the results had to be interpreted with caution
because some of the symptoms and the personality variables could have been
measuring the same underlying dimension. Interpretation of these results was
also limited by the small sample size, lack of a comparable comparison group
and use of a patient sample with little descriptive information in regard to
relevant characteristics in relation to the general population of women in this
age group. Additionally, no explanation was given for the lack of findings post
treatment, increasing suspicion that the single significant finding before
treatment could have been due to chance.

Lind (1984) examined the relationship between menopausal symptoms, use
of estrogen replacement therapy and locus of control as measured by the Rotter
internal-external locus of control scale.) One hundred volunteers between the
ages of 36 and 80 who were postmenopausal (reported that there had been no
spontaneous menses for 12 months or more) completed a symptom checklist,
the Rotter I-E scale and a sociodemographic questiomlairi_\.,Sixty one percent
had not had a hysterectomy, 25% had undergone a partial hysterectomy (only
the uterus, not the ovaries had been removed) and 14% had undergone a
complete hysterectomy involving removal of uterus and ovaries.

Eifty percent of the participants were employed part or full-time and 80%
had at least some college. Forty percent of the participants had annual incomes
of $25,000 or more.

Women were categorized as “High Internal Locus of Control” or “High
External Locus of Control” by splitting the scores on the I-E scale at the median
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point and placing women who scored below the mean into the “High Internal”
group and those who scored above the mean in the “High External” group.
Women were also categorized according to whether they used estrogen or not, ~(
producing 4 groups: High Internal Users of Estrogen, High Internal Non-users \\_
of Estrogen, High External Users of Estrogen and High External Non-users of /
Estrogen.
C There was a significant difference (p < .05) between the four groups

(Internal Non-users, Internal Users, External Non-Users and External Users) on

number of symptoms reported. External Non-users of Estrogen reported the
most symptoms and Internal Non-users of Estrogen reported the fewest
_symptoms. Lind (1984) found that while there were no differences in
symptoms reported between estrogen users and non-users, there was a
significant difference in symptoms reported between high external locus of
control subjects and high internal locus of.control subjects.ﬁ"/
Lind (1984) found no relationship between locus of co:t;ol and the use of

estrogen, (x2 =.002, p >.05). There was also no significant relationship

.
;4 ' 7
between locus of control and age or income. L P TS

¥ The conclusion in this study was that the results su;)ported the premorbid
personality model of menopause-that menopausal symptomatology was
psychological in origin, rather than being an estrogen deficiency disease. It was
also concluded that locus of control strongly influenced a woman'’s reaction to

menopause.
While the Lind study used an adequate sample size, used a non-patient

sample, and reported adequate reliability of the control instrument, the
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measure of control was not situation-specific and so had limited practical
application for drawing conclusions about women'’s perceived control over
their menopause experience.

Lien (1981) studied the needs of middle aged adults in the Lutheran Church
in Texas. Seven hundred seventy five men and women, aged 35 to 64, from 31
Lutheran congregations in Texas were randomly chosen to participate in the
study. Of these, 218 agreed to participate. Data was collected by a written
questionnaire and a group interview, held during a workshop at the
participants’ church. Thirty four percent of the participants were aged 35 to 44,
43% were between the ages of 45 and 54, and 22% were between 55 and 64
years old. Sixty three percent (139) of the participants were women, and 91% of
the participants were married.

“Locus of Control” was measured by 21 items on the questionnaire
instrument. The origin of the items was unspecified. The internal consistency

of the scale was not reported, but the “validity” of the instrument was
verified through pilot testing with middle aged adults and a panel of experts
over age 35. The experts included a Ph.D. in Science Education, clergymen and
lay people and “members of the Christian community.”

The items comprising the “Locus of Control” scale are shown in Table 1.

Lien (1981) used a non-patient sample of adequate size and developed a
control scale specifically for the purpose of the study, but no measure of scale
internal consistency was reported. Additionally, the construct validity of the
control scale could be challenged. While it was reported that the instrument
validity was addressed by having a panel of experts review the items, this
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appeared to address the relevance of the items to middle aged adults rather

than to the construct of control.

Table 1
Locus of Control items in Lien (1981) study

Items

There has been a change in my social activities.

I have experienced the death of a close friend.

I have experienced difficulties in demonstrating academic ability.
I feel out of place in church activities.

I have worried about whether a decision I made was the right one.
I need someone to talk to.

I am alone more than I like to be.

I feel more at ease with people after I have an alcoholic drink.

I have considered suicide.

I have attempted suicide.

I seem to dwell on the past.

I do not feel free to do things I want to do.

I feel free to do things I want to do.

I feel that I am a useful person.

I feel useless.

I feel effective.

I am not respected as an individual.

I feel depressed.

My life seems to have lost its meaning.

I am satisfied with life.

\/Duffy (1988) studied 262 women (for a response rate of 44%) who
responded to a mailed questionnaire relating to midlife health. The women
ranged in age between 35 and 65, were predominantly white and 80% had

college or graduate degreesf?f‘wenty five percent of the variance observed in a



18
total health promotion score (from the Health-promoting Lifestyle Profile) was
explained by chance health locus of control, internal health locus of control
(both from the Multidimensional Health Locus of Control Scale), self-esteem
(from the Rosenberg Self-esteem Scale), current health, health worry/concern,
and post-high-school education. It was concluded that the findings supported
Pender’s health promotion model which posited that individual perceptions of
health locus of control, self-esteem, and health status influence health

promotion behavior. It was concluded that highly educated midlife women
would not want to leave their health to chance. l

The major short-coming of this study was the low response rate and
homogeneity of the sample. Since the sample was self-selected the results
could not be generalized to the population at large or to other women with
similar sociodemographic characteristics. It did indicate however, that for at
least some women, control was an important variable in relation to midlife
health concerns.

In summary, the literature to date suggested that there may be a
relationship between locus of control and symptoms during menopause, with
those experiencing more symptoms having an external locus of control. No
relationship between control and estrogen use has been detected. Nor was a
relationship found between control and any demographics studied. Some
findings indicated that there may be a relationship hetween control and health-

promoting behavior among some subgroups of women.

An examination of selected studies of health locus of control and control

research relating to women provided information partially applicable to the
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issue of control as it related to menopause.

1th f Con 1

In a study of control which used the Health Locus of Control [HLC] scale,
Wallston et al, (1976) found that high-value internals selected more pamphlets
relating to a health condition about which they knew nothing than did other
groups of individuals which suggested that health locus of control could be
used to predict health related behavior such as information seeking. (“High-
value” individuals ranked health as one of their top 4 terminal values).

/;,f In a second study, Wallston et al (1976) found that overweight women who
attended an 8 week weight loss program consistent with their expectancies as
measured by the HLC were significantly more likely to be satisfied with the
program than were women attending programs inconsistent with their expect-
ancies. This finding indicated that control may be an issue in health related
interventions such as a program addressing health care during menopause.

The HLC has been one of the most frequently used scales for application to
health-related situations. The HLC Scale consisted of 11 face-valid items in a 6
point Likert-type format with half of the items worded internally and half
worded externally. The alpha coefficient of reliability has ranged from .40 to
.72, depending on the sample and the test-retest reliability (8 week interval)
was .71. The scale correlated -.01 with the Marlowe-Crowne Social Desirability
Scale and .25 to .46 with Rotter’s I-E scale. Wallston et al (1976) found no sig-
nificant differences between males and females on the HLC scale. The HLC
scale has been found to be more predictive of health related behavior than the
Rotter I-E scale (Wallston et al, 1976).
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In a review of research examining control and health Strickland (1978) indi-
cated that measures specific to health such as the Wallston et al HLC scale were
better predictors of health-related behaviors than were non-specific measures
but concluded that the I-E variable (Internal-External) was only one of a num-
ber of complex factors that may converge to predict health attitudes and behav-
iors and that the variance that I-E accounted for was fairly small in many situa-
tions. Strickland concluded that although results were not unanimous, the bulk
of the research suggested that internal individuals appeared to engage in more
adaptive responses when faced with health problems than did externals and
that development of an internal orientation could lead to improved health prac-
tices. Wallston and Wallston (1978) in a review of locus of control and health,
also concluded that health education programs should be tailored to locus of
control beliefs since some education programs had been found to be
differentially effective for internals and externals. They also concluded that
since internals appeared more likely to engage in positive health behaviors
health educators should train patients to hold more internal beliefs and that
internal locus of control could be used in conjunction with behavioral measures
to evaluate health education programs. This conclusion conflicted with the
findings of Wallston et al (1987) who studied patients scheduled for a barium
enema examination and found that low desire for control patients experienced
less distress in an information only condition as compared to choice or predict-
ability conditions. Contrary to prediction, high desire for control patients ex-
perienced less distress in the predictability condition compared to the choice or

information only conditions. It was hypothesized that this was due to reac-
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tance. The choice condition failed to provide a true choice and instead was per-
ceived to be a travesty, providing a choice “between poisons” (Wallston et al,
1987). These results indicated that individuals differed in their desire for

control and suggested that interventions should be tailored to mw_gﬁ indi-
viduals in regard to control.

While there was disagreement as to whether an internal orientation relating
to health should be encouraged or whether attempts should be made to accom-
modate the individual’s internal or external orientation (Strickland, 1978;
Wallston & Wallston, 1978; Wallston et al, 1987) there was general agreement
that control was an important variable in health related issues and for
application to health interventions.

Control Research Relating to Women

While Wallston et al (1976) reported no differences between men and
women on the HLC scale, research relating health locus of control to situations
specific to women’s health may be especially useful when considering control
in relation to an issue such as menopause because of potential greater similarity
between the situations.

A study of women'’s choice of prenatal health provider supported the find-
ing described above regarding differing desire for control. Women who had
selected a nurse midwife scored significantly higher on the internal locus of
control subscale of the Multidimensional Health Locus of Control [MHLC]
scale than did women who had chosen an obstetrician. Women who chose an
obstetrician scored more highly on the powerful other subscale. The two
groups of women (N = 244) did not differ significantly on other variables such
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as demographic characteristics, how long they had been pregnant, when they
first sought prenatal care or rankings of life values (Aaronson, 1987). This sup-
ported experimental data which suggested that women differed in the amount
of control they desired over their health care.

Also supporting this concept was a study by Littlefield and Adams (1987)
which found that women who chose a conventional birthing method (versus an
alternative birthing center) scored significantly higher (p < .01) on the powerful
others subscale of the MHLC than did women who chose to birth at the alterna-
tive birthing center. Littlefield and Adams (1987) also found that women did
not score differently on the internal control subscale after delivery compared to
prior to delivery, which suggested that internal control was a stable personality
characteristic. Women in both birthing conditions did increase significantly in
powerful others scores post delivery, which suggested that experience may in-
fluence women'’s perceptions regarding control relating to health. Since the
findings found change on one control dimension (powerful others) after
delivery but not on another dimension (internal control) it was unclear whether
control was a personality characteristic or a situation specific variable. Since
control may be situation specific or may change with experience, studies of
control as it related specifically to menopause may be needed for practical
application of the information. While this research may generalize to women
and health during menopause, there are some differences to consider. First,
while this research specifically examined control in relation to a health issue for
women, the data may not generalize from prenatal care to menopausal care

because the women belong to different age cohorts and some studies indicated
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that some control dimensions were influenced by situation or experience.
Menopause is not only a different situation, but is experienced by women at a
different age than the women who were studied regarding childbirth. Both the
general research conducted using the HLC scale, which used college students
as subjects (Wallston et al, 1976) and the studies related to childbirth health
providers (Aaronson, 1987; Littlefield & Adams, 1987) studied women under
the age at which menopause occurs. The Littlefield and Adams (1987) study
described above showed that score on the powerful others subscale can change
as a result of experience which also indicated that studies examining women at
one age may not generalize to women at a different age. Secondly, the measure
used (the MHLC) was a general measure of health locus of control. The more
situation-specific a measure is the better it is expected to predict behavior
(Rotter, 1975) suggesting that a measure developed specifically to measure con-
trol relating to menopause may be more appropriate for applied use. Labs and
Waurtele (1987) found that a measure developed specifically to assess control re-
lating to fetal health significantly predicted maternal behavior, while the
MHLC scale did not.

For this reason it is important to examine locus of control as it relates
specifically to menopause. Additional research is needed to verify the
relationship between symptoms and control using a situation-specific measure
and to look at the relationship between control and management of symptoms
with estrogen therapy and other strategies. Additionally, sociodemographics
should be examined using a situation-specific measure of control to determine

whether women of different backgrounds differ significantly on control
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relating specifically to menopause. Another topic which has not been
addressed in the literature to date is whether a relationship exists between
control and knowledge regarding menopause. Do those who are more
knowledgeable about menopause perceive more or less control relating to
menopause? Ferguson, Hoegh and Johnson (1989) found that knowledge
regarding menopause issues was significantly related to likelihood of taking
ERT and that women who were more likely to take ERT were more likely to
view menopause as a medical condition and less likely to favor natural
approaches to menopause. Is the perception of control relating to menopause
dependent on a woman’s menopausal status as measured by last menstrual
period? Do women perceive more or less control relating to menopause while
they are actually experiencing the change in their menstrual pattern?

Addressing these questions requires an instrument designed to measure
perceived control which is situation-specific to menopause and has adequate
internal consistency. It requires a non-patient sample of adequate size and a
data collection measure other than clinical observation Aggregate data should
be the basis of any conclusions drawn.

The study described on the following pages aimed to describe one of the
key variables in the experience of menopause-perceived control-and to correct
some of the methodological flaws of past research on the menopause. The
instrument developed for the study was designed for use with a non-patient
sample and was designed to be situation-specific to the issue of control relating
to menopause. The data collection method was self-report rather than clinical

observation and a sufficiently large sample size was used to ensure adequate
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statistical power in the analysis of the aggregate data. The methods,
procedures and hypotheses for the study follow.



26
Chapter 2
Method

The purpose of this research was to determine the correlates of perceived
control relating to menopause for use in developing an educational interven-
tion to aid women in active involvement in their menopausal health care.
Perceived control was examined in relation to demographic variables, symp-
toms, knowledge about menopause, symptom management behavior, and like-
lihood of taking hormone therapy.
Hypotheses
1. Marital status, employment, household income, and education will
differentiate between individuals who are high in perceived control and those

who are low in perceived control.

2. Religious preference will differentiate between individuals who are high in

perceived control and those who are low in perceived control.

3. Menopausal status (as measured by time since last menstrual period-item 13
on Sociodemographic instrument) will differentiate between individuals who

are high in perceived control and those who are low in perceived control.

4. Women who indicate experiencing or expecting more symptoms on the
symptoms instrument will differ in perceived control from women who

indicate fewer symptoms.
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5. Women who indicate experiencing or expecting more severe symptoms on
the symptoms instrument will differ in perceived control from women who

indicate less severe symptoms.

6. Women who indicate a higher mean number of symptom management
strategies on the management instrument will differ in perceived control from

women who indicate a lower mean number.

7. Symptom management strategy category will differentiate between
individuals who are high in perceived control and those who are low in

perceived control.

8. Overall knowledge regarding menopause as measured by the Menopause
Information Instrument will differentiate between individuals who are high in

perceived control and those who are low in perceived control.

9. Mean likelihood of taking estrogen replacement therapy will differentiate
between individuals who are high in perceived control and those who are low
in perceived control.
Subjects

Two hundred eighty three women between the ages 45 and 55 (inclusive)
completed instruments, of which 271 met the criteria for participation and had
usable data. To meet the criteria for inclusion in the study, women were

required to be between 45 and 55 years old, not presently taking estrogens and
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not have had a hysterectomy. Twelve women were eliminated from data
analysis because either they did not meet these criteria, or they failed to
complete one or more entire instruments. The demographic characteristics of
the sample are shown in Table 2. Participants were volunteers recruited
through Lansing area churches, synagogues and women'’s organizations and
through newspaper and newsletter articles requesting participants and a
television interview describing the study. Participants were also recruited
through an article in the Detroit Free Press which reached women in the Detroit
area and in other Michigan cities. Seventy of the participants attended a data
collection session in the Detroit metropolitan area, and 201 participants
attended sessions in the Lansing area. All of the participants were English-
speaking and able to respond to written material.

The sample consisted of women who volunteered to participate in this
study and were told that they would received information about estrogen
replacement therapy and menopause. The sample was not necessarily
representative of the population of women in this age range, but was
descriptive of a subsample who were interested in the topic and might be likely

to attend an informational program on ERT and menopause.



29

Table 2
ion of the Participant Sampl
Variable N %
Last Menstrual Period
Still Regular Periods 142 52.4%
Less than 3 Months Ago 34 12.6%
3 -12 Months Ago 35 12.9%
12 or More Months Ago 58 21.4%
Missing 2 7%
Marital Status
Married 210 77.5%
Divorced 38 14.0%
Single 11 4.0%
Widowed 10 3.7%
Separated 1 4%
Missing 1 4%
Employment Status
Employed Full Time 136 50.2%
Employed Part Time 71 26.2%
Not Employed, Retired or Other 64 23.6%
Yearly Family Income
$50,000/yr or More 105 38.7%
$35,000 - $49,999 55 20.3%
$30,000 - $34,999 33 12.2%
Less than $30,000 65 24.0%
Missing 13 4.8%
Education
Less than 12 years 4 1.5%
High School Graduate 61 22.5%
More than 12 yrs. but no degree 67 24.7%
Tech. School or Community College Degree or Other 21 7.8%
Bachelors Degree 68 25.0%
Masters Degree 42 15.5%
Ph.D or Professional Degree 8 3.0%
Race
White 254 93.7%
Black 7 2.6%
Hispanic 7 2.6%
Other 3 1.1%



Setting

The questionnaires were completed during a meeting scheduled for the
purpose. The meetings were held at a location and time convenient to the
women, usually in the evenings, and took approximately 11/2 to 2 1/2 hours.
Meetings were held at churches, community centers, schools and at Michigan
State University. Usually the room used for the completion of the
questionnaires contained a table and chairs, though occasionally the women
simply sat in a circle in chairs. Five to 70 women, usually from several different
organizations, attended each session. Name tags and coffee were provided for
the discussion session with the nurses after completion of the questionnaires.
Sessions began with a brief description of the purposes of the study and
instructions regarding completion of the questionnaires. See appendix A for
instructions to participants. Following this, the women worked through the
questionnaires individually and then participated in the group question and
answer period with the nurse afterward, if they desired. Frequently the
question and answer period was held in another room and women joined the
discussion after they had finished with the questionnaires. Other times, it was
held in the same room and did not begin until all women in the group were
finished with the questionnaires.
Design |

This study was a descriptive correlational study, with total on the perceived
control scale as the dependent variable. The independent variables were
marital status, employment status, yearly household income, educational level,
religious preference, and menopausal status all measured by self-report to
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items on the Sociodemograpic Instrument (see appendix B). Additional
dependent variables were total symptom score, measured using the
Menopausal Symptoms Instrument (see appendix C), type of symptom
management strategies employed and mean number of strategies used,
measured with the Symptom Management Instrument (see appendix D),
knowledge of menopause, measured by the Menopause Information
Instrument (see appendix E), and likelihood of taking estrogen replacement
therapy, measured using the Judgment Cases Instrument (see appendix F). The
correlation between perceived control and the independent variables
(described for more fully under the instruments section) were examined using
the Pearson Correlation Coefficient and one-way Analysis<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>