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Abstract
This study examined the associations among self-efficacy, health locus of control, and psychological distress in 159 elderly
Chinese women who had chronic physical illnesses. The present findings did not support the dual health control hypothesis
that specifies the balance between internal and external health control beliefs is related to a low level of psychological distress.
Correlation results showed that internal health locus of control was linked to general self-efficacy. Results from hierarchical
regression analysis indicated that health control beliefs did not interact with general self-efficacy; instead, these two variables
each exerted their main effects on participants’ negative mental health status. It was found that psychological distress was
best predicted by a low level of general self-efficacy as well as a high level of external health locus of control. Internal health
control beliefs did not contribute to the prediction of distress. Implications and limitations of this study were also discussed.

Introduction

Similar to other countries, Chinese societies are

rapidly aging due to lowered fertility together with

improved longevity. It is estimated that the elderly

population in Chinese societies will account for

approximately a quarter of the world’s elderly pop-

ulation by the middle of this century (Lutz, Prinz &

Langgasser, 1994). However, the health status of

elderly Chinese has not been satisfactory. Studies

have shown that a majority of elderly Chinese have

at least one chronic illness (Chi & Lee, 1989; Chow

& Chi, 1997; Swanson, 1989), and frequently report

negative affect such as boredom, depression, and a

low level of life satisfaction (Chi & Lee, 1989;

DaCanhota & Piterman, 2001; Liu et al., 1997;

Zhang & Yu, 1997). Elderly Chinese also have the

highest suicide rate as compared to other age groups

in Hong Kong, and the leading cause of attempted

suicides is often associated with the presence of

chronic illnesses (Chow & Chi, 1997; Lo & Leung,

1985). It should also be noted that the social and

mental health implications of growing old may be

more distressful for elderly women than for elderly

men (Forsell, Jorm & Winblad, 1994) since the

former is more likely to live longer, is widowed,

divorced, or alone, suffers from economic hardship,

and has a history of domestic violence (Aitken

& Griffin, 1996; Sprock & Yoder, 1997). Elderly

Chinese women are especially vulnerable to these

negative experiences, as they are often assigned

inferior positions in the family as well as in the

society according to traditional Chinese cultural

values (Tang et al., 2000). Thus, it is important to

explore various factors that may be associated with

the mental health status of elderly Chinese women to

facilitate the promotion of successful aging and the

planning of services and policies.

Factors associated with adjustment to chronic health
conditions

Researchers have suggested that elderly people’s

perceived control over their health and beliefs

about their own abilities to perform health behav-

iours will affect how they adjust to their chronic

illnesses (Afflect et al., 1987; Fowers, 1994; Helgeson,

1992; Willis et al., 1997). One of the most widely

studied control-constructs is the health locus of

control derived from the social learning theory

(Wallston, 1992). According to this theory, internal

health locus of control refers to people’s belief that

their own behaviours exert influences on their health

status, while external health locus of control refers to

people’s belief that health outcomes are dependent

on other people’s action or ‘chance’ variables such as

luck and fate. In general, studies have found a
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significant relationship between endorsing external

health locus of control and psychological distress,

whereas internal health control beliefs are linked to

positive psychological adjustment to various health

outcomes (Benassi, Sweeney &Dufour, 1988;Marks,

1998; Petrosky & Birkimer, 1991; Reynert et al.,

1995; Sun & Stewart, 2000; Takakura & Sakihara,

2001).

The concept of dual health control has also been

proposed to suggest that a healthy balance between

beliefs in internal and external health control should

be the most effective in coping with stressful events

(Wong & Sproule, 1984). Wallston and Wallston

(1982) also recommend attending to the predictive

value of different control orientation patterns on

health outcomes. However, only a few studies have

tested this dual health control hypothesis. In a study

that examined the blood glucose level in Swedish

diabetic patients (Stenstrom et al., 1998), patients

were classified into different control orientation

groups. The results of this study showed that there

was a significant group difference in blood glucose

level, with the ‘pure internals’ (those with high

internal but low external health control beliefs) and

the ‘believers in control’ (those with high internal

and external health control beliefs) reporting the best

glucose metabolic control.

Researchers have also argued that cultural and

societal factors often influence people’s health con-

trol beliefs (Helman, 1990; Marks, 1998; Schulz

& Heckhausen, 1999; Sun & Stewart, 2000). It is

suggested that in cultures that assume significant

others like family members as responsible in making

health care decisions and interventions, people’s

belief of significant others’ control becomes the

predominant locus of control, which then becomes

the main determinant of health behaviours and

outcomes. In other cultures, people’s main control

belief may orient to ‘spiritual or supernatural pheno-

menon’. Indeed, studies have found that people

from collective cultures such as the Chinese and

Japanese tend to have a strong family orientation and

are more likely to endorse external control beliefs

than people from individualistic cultures such as the

Americans (Padilla, Wagatsuma & Lindholm, 1985;

Wong & Piran, 1995). In particular, the Chinese

are found to exhibit a great tendency to believe that

outcomes will eventually happen because of luck,

fate, or special favour from people, ancestors, or

supernatural spirits (Hamid, 1994; Hoeman & Ku,

1996; Leung, 1996; Wong & Piran, 1995; Yang &

Bond, 1990).

Recently, the view that the Chinese possess more

external control orientations than other cultures has

been challenged. Chia, Cheng and Chuang (1998)

argue that the Chinese have multiple choices of

internal control. The direct source is the traditional

one that comes from the self, and the indirect source

can come from extensions of the self, such as close

in-group members. With this new conceptualisation

of internal control, the Chinese may not be as

external as previously suggested because their

tendency to rely on significant others’ actions on

various outcomes can be classified as internal rather

than external control orientations. Furthermore,

some external control beliefs also have very strong

internal control components for the Chinese. For

example, reincarnation beliefs specify that things

people do in their ‘present’ life determines their

afterlife, and blessings from ancestors also depend on

people’s diligence in their ancestor worship. This

multiple-source theory of internal control for the

Chinese may explain why some previous studies find

external control beliefs, which should have been

classified as internal control beliefs, have positive

impacts on health adjustments in Chinese samples

(McMordie & Kumur, 1984; Wu, Tang & Kwok,

2002).

Another related control-construct, self-efficacy as

in the social cognitive theory (Bandura, 1977), has

also been linked to chronic illness adjustment. Self-

efficacy refers to people’s belief in their own abilities

to perform the desired behaviours in various situa-

tions (Schwarzer & Fuchs, 1996). Studies have

shown that a low level of self-efficacy is related to

psychological distress, negative affect, and behav-

ioural dysfunction in patients with chronic medical

conditions (Beckham & Burker, 1997; Edwards,

Cecil & Lenoci, 2001; Meldling, 1995; Stuifbergen,

Seraphine & Roberts, 2000) as well as psychological

maladjustment in elderly people (Holahan &

Holahan, 1987; Johnson et al., 1998; Melding,

1995; Stenstrom et al., 1998; Wu et al., 2002).

Moreover, some researchers argue that people’s

health locus of control also moderates the associa-

tion between self-efficacy and health adjustment

(Wallston, 1992). For example, studies have shown

that the positive association between self-efficacy and

exercises behaviours in elderly patients with chronic

obstructive pulmonary disease is only found for those

with internal but not for those with external health

control beliefs (Kaplan, Atkins & Reinsch, 1984).

Medication and dietary adherence of patients who

underwent renal dialysis is best predicted by their

faith in powerful others (external control) and their

sense of self-efficacy in performing behaviours as

prescribed by powerful others (Christensen et al.,

1996).

Purposes of the present study

The present study aims to determine the associations

among health locus of control, self-efficacy, and

psychological distress in elderly Chinese women who

have chronic physical illnesses. Information gleaned

from this study will have pertinent implications for

social and mental health services and policies for the

elderly population in Chinese societies. Based on

past literature, it is hypothesized that a low level of
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self-efficacy will be related to a high level of

psychological distress in elderly Chinese women.

The dual health control hypothesis will also be

examined to determine whether or not it is applicable

to the elderly Chinese. Based on the study by

Stenstrom et al., (1998), it is hypothesized that

pure internals and dual control believers will report

lower psychological distress than pure externals

and no control believers. Finally, whether or not

health control beliefs interact with self-efficacy in

influencing elderly Chinese women’s psychological

functioning will also be explored.

Methods

Recruitment of participants

This study adopted a convenience sampling design

in recruiting elderly Chinese women. Using the

Directory of Social Services in Hong Kong, of the

listed community centres for elderly people every

tenth centre was selected and contacted. Eleven of

the 15 selected elderly community centres consented

to refer their female members to participate in the

study. A majority of these elderly members belonged

to the middle or lower social classes with junior high

educational attainment. The inclusion criteria for

this study were that participants had to be ethnic

Chinese women, aged at or above 60 years old,

which is the official retirement age in Hong Kong,

and had at least one chronic physical illness at the

time of the study. Participants were interviewed

individually by a trained interviewer in rooms

provided by the community centres. Participants

were assured of the anonymity of their responses,

and no personal identifiable information was asked.

They were also informed that they could withdraw

from the interview at any time if they wanted to, and

a consent form for their participation in the study

was also obtained. The trained interviewer then

administered the structured questionnaire verbally to

the participants and recorded their verbal responses.

Each interview took an average of 30 minutes to

complete, and no monetary reward was given to

participants. A total of 166 elderly Chinese women

were contacted and seven of them refused to

participate in the study with the main reason being

not having time. In other words, the rejection rate of

this study was about 4%.

The present sample included 159 elderly Chinese

women aged between 60 and 89 years old. Their

mean age was 74 (SD¼ 6.80), with 68% of them

aged between 70–85 years old. More than half of

them (66.7%) were widowed, 25.8% were still

married, 4.4% were never married, and 3.1% were

divorced. Only 1.3% of the participants were work-

ing at the time of the study and the remainder had

retired. About 86.3% of the participants earned

about US$500 per month before their retirement,

and 58% of them lived with their family members.

The five most commonly reported chronic physical

illnesses were: chronic joint pain or arthritis (74.2%),

chronic obstructive pulmonary illnesses (53.5%),

hypertension (39.6%), diabetes mellitus (18.2%),

and heart disease (13.2%).

Instruments

Demographics. Participants were asked about their

age, gender, marital and working status, monthly

income before their retirement, and the type of

chronic physical illnesses that they had.

General self-efficacy. Participants’ perceived self-

efficacy was measured using the 10-item Generalized

Self-Efficacy Scale (Schwarzer, 1993). This scale

assesses the strength of people’s belief in their own

abilities to respond to novel or difficult situations.

Typical items are ‘Thanks to my resourcefulness,

I know how to handle unforeseen situations’ and

‘When I am confronted with a problem, I usually

find several solutions’. This scale demonstrates

satisfactory internal consistency (b¼ 0.86) and test-

retest reliability (r¼ 0.75 after one year). It also

correlates positively with self-esteem and optimism,

but negatively with anxiety and depression

(Jerusalem & Schwarzer, 1995). The Chinese version

of the scale is available, and also shows a satisfactory

internal consistency alpha of 0.86 (Zhang &

Schwarzer, 1995). A high summary score indicates

a high level of general self-efficacy.

Health locus of control. Participants’ perception about

‘who’ controls their health outcomes was assessed by

the Multidimensional Health Locus of Control Scale

(Wallston, Wallston & DeVellis, 1978). This scale

has been tested among different patient samples and

is found to have satisfactory internal consistency,

with the alpha values ranging from 0.70 to 0.85

(Wallston, Stein & Smith, 1994). It is found to be

predictive of doctor visits and health clinic visits of

elderly people (Lachman, 1986) and adjustment to

chronic illness (Helgeson, 1992). A Chinese version

of the scale with satisfactory internal consistency is

available, with the alpha value being 0.68 (Mak,

1999). For this study, two health control dimensions

were assessed, i.e., internal and external health locus

of control. The four-item internal health control

dimension assesses the degree to which one believes

his/her health is influenced by their behaviour,

whereas the eight-item external health control

dimension measures the belief that health-care

professionals or fate/luck control one’s health

status. High scores represent high levels of control

beliefs in their corresponding dimensions.

Psychological distress. The 28-item General Health

Questionnaire (Goldberg, 1978) was used to measure
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participants’ non-psychotic psychiatric symptoms.

Typical items are ‘Been feeling unhappy and depres-

sed’ and ‘Been feeling constantly under stress’. The

Chinese translation of the GHQ is available and

yields satisfactory internal reliability, with alpha

values ranging from 0.87 to 0.93 (Chan, 1985).

It also correlates significantly with the Chinese

State-Trait Inventory Scale, the Chinese Beck

Depression Inventory, and the Chinese Somatic

Scale, and the Leeds Scale for Self-Assessment

(Shek, 1989). A high summary score represents a

high level of psychological distress. The measure-

ment scales on general self-efficacy, health locus of

control, and psychological distress were modified

into a true-false format to facilitate responses by the

elderly participants.

Results

The measurement scales showed satisfactory internal

consistency reliabilities (K-R 20), with alpha values

ranging from 0.60 to 0.85. Pearson correlation

analyses were first computed to determine the

associations among major variables. Results were

summarized in Table 1 and showed that the internal

and external health locus of control dimensions did

not correlate with each other ( p>0.05). Internal

health locus of control was positively related to

general self-efficacy (r¼ 0.37, p<0.01), whereas

external health locus of control was unrelated to

general self-efficacy ( p>0.05). Psychological distress

was linked to a high level of external health locus of

control (r¼ 0.23, p<0.01), but a low level of general

self-efficacy (r¼�0.32, p<0.01). Internal health

locus of control, age, and number of chronic illnesses

were unrelated to participants’ psychological distress

( p>0.05).

The second analysis was conducted to determine

whether or not the dual health control hypothesis was

applicable to the present sample. Participants were

first classified according to their scores on the

internal and external health locus of control sub-

scales. Those scoring at or below the median score of

3.32 on the internal health locus control subscale

were classified as low internals, whereas those

scoring above this median score were classified as

high internals. Similarly, those scoring at or below

the median score of 4.64 on the external health locus

of control subscale were classified as low externals,

and those scoring above the median score were

classified as high externals. According to Stenstrom

et al., (1998), participants were further grouped into:

(1) pure internals (n¼ 25), i.e., those with high

internal but low external health control beliefs; (2)

pure externals (n¼ 36), i.e., those with high external

but low internal health control beliefs; (3) dual

control believers (n¼ 37), i.e., those with high

internal and external health control beliefs; and

(4) no control believers (n¼ 61), i.e., those with

low internal and external health control beliefs. A

one-way analysis of variance was then conducted to

determine whether or not psychological distress

varied among these four health control orientation

groups. Results showed that there was no significant

group difference on psychological distress (F (3, 155)¼

1.58, p>0.05). In other words, the dual health

control hypothesis was not supported.

As a number of variables were related to partici-

pants’ psychological distress, a hierarchical regres-

sion analysis was also performed to determine the

respective predictive power of these variables.

Criteria variables were entered in the following

sequence: age, number of chronic illnesses, general

self-efficacy, and internal and external health locus of

control. All the variables accounted for a total of

15.5% of the variance of psychological distress,

and detail results were summarized in Table 2.

In particular, age and number of chronic illnesses

did not emerge as significant predictors of partici-

pants’ psychological distress ( p>0.05). General self-

efficacy was entered as the third block and was found

to be a significant predictor, accounting for an

additional 9.6% variance (R2
¼ 0.12, b¼ -0.323,

F¼ 7.01, p<0.05). Internal health locus of control

did not contribute to the prediction of psychological

distress after considering the effect of general self-

efficacy ( p>0.05). External health locus of control

was entered as the last block, and was found to be a

significant predictor, accounting for an additional

1.2% of the variance of psychological distress

(R2
¼ 0.155, b¼ 0.209, F¼ 5.63, p<0.05). These

TABLE 1. Descriptive statistics and correlation matrix of major variables

1 2 3 4 5 6

1. Psychological distress –
2. General self-efficacy �0.32** –
3. Internal health locus of control �0.12 0.37** –
4. External health locus of control 0.23** �0.09 0.12 –
5. Age 0.07 �0.28** �0.06 0.03 –
6. Number of chronic illnesses 0.15 �0.09 �0.19* 0.09 0.16 –
Mean 7.77 5.42 3.08 4.72 74.00 2.04
Standard deviation 4.91 3.17 0.26 0.19 6.80 0.94
Range 0–22 0–10 0–4 0–8 60–89 1–5
Internal consistency alpha value 0.82 0.85 0.71 0.60 – –

Note: * p<0.05, ** p<0.01.
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results indicated that participants’ psychological

distress was best predicted by a low level of self-

efficacy and a high level of external health locus of

control.

In order to determine whether or not health

control beliefs interacted with general self-efficacy

in influencing participants’ psychological function-

ing, a similar regression analysis was conducted with

the addition of two interaction terms, i.e., internal

health control beliefs � general self-efficacy and

external health control beliefs � general self-efficacy.

Results showed that both interaction terms were

non-significant ( p>0.05). In other words, health

control beliefs and general self-efficacy did not

interact with each other, but each exerted their

main effects on participants’ level of psychological

distress.

Discussion

The present study examines the associations among

general self-efficacy, health locus of control, and

psychological distress in elderly Chinese women who

have chronic physical illnesses. As hypothesized,

health control and general self-efficacy beliefs are

related to participants’ mental health status (Fowers,

1994; Helgeson, 1992; Wallston, 1992; Willis et al.,

1997). Furthermore, unlike some studies that

suggest health control beliefs interact with general

self-efficacy in influencing people’s health adjust-

ment (Christensen et al., 1996; Kaplan et al., 1984;

Wallston, 1992), this study shows that these two

variables contribute independently to the prediction

of psychological functioning. In particular, general

self-efficacy is the most salient predictor in determin-

ing participants’ psychological distress. This result is

in line with previous studies that indicate elderly

people’s perceptions of their personal competence in

performing behaviours are predictive of their adjust-

ment to nursing home placement (Johnson et al.,

1998), chronic pain (Melding, 1995), and other

stressful life events (Holahan & Holahan, 1987;

Stenstrom et al., 1998; Wu et al., 2002).

The dual health control hypothesis has been put

forward to suggest that both internal and external

control beliefs are necessary to facilitate people’s

adjustment to various health outcomes (Wallston &

Wallston, 1982; Wong & Sproule, 1984). Contrary

to the study by Stenstrom et al., (1998), the present

results do not support the dual health control

hypothesis and fail to find group differences on

psychological distress among ‘pure internals’, ‘pure

externals’, ‘dual control believers’, and ‘no control

believers’. Instead, the present findings suggest that

internal and external health control beliefs are two

independent dimensions, each exerting their own

effects in influencing mental health outcomes.

However, it should be noted that the present

classification of the participants were according to

the median split of their scores on internal and

external health control beliefs. As the present sample

scored highly on the internal control dimension

(median¼ 3.34, range¼ 0–4), some of those who

were classified as ‘pure externals’ and ‘no control

believers’ may still possess high internal control

orientation. Thus, results in relation to the dual

control hypothesis should be interpreted with great

caution.

This study finds that external health locus of

control emerges as a significant negative predictor of

participants’ mental health status, and its predictive

power remains evident even after controlling the

effects of general self-efficacy. These findings are

similar to previous research on Western samples

(Benassi et al., 1988; Petrosky & Birkimer, 1991;

Reynert et al., 1995). Among the Chinese patient

samples, external control beliefs such as fate and

chance are also found to be associated with more

psychological symptoms than internal control beliefs

(Lee et al., 1985; Leung, 1996; Sun & Stewart,

2000). Researchers have argued that the negative

mental health implications of external health control

beliefs may be related to people’s feelings of hope-

lessness and helplessness when they perceive events

as beyond their personal control (Seligman, 1992).

Studies on Asian samples have found associations

between internal control beliefs and positive psycho-

logical adjustment in Japanese high school students

(Takakura & Sakihara, 2001) and adult Chinese

patients (Sun & Stewart, 2000). However, this study

finds that elderly Chinese women’s internal health

control beliefs are not predictive of their psycho-

logical discomfort. One plausible explanation is that

external health control beliefs are more deeply

implanted in the mind of elderly people than in the

younger generation (Lachman, 1986; Lachma &

Weaver, 1998; Schulz & Heckhausen, 1999), and

TABLE 2. Results of hierarchical regression analyses on psychological distress

Variable entered into the model R2 R2 change F change Standardized coefficient (b)

1. Age 0.005 0.005 0.712 0.067
2. Number of chronic illnesses 0.024 0.019 3.064 0.140
3. General self-efficacy 0.119 0.096 16.847** �0.323
4. Internal health locus of control 0.120 0.000 0.053 0.019
5. External health locus of control 0.155 0.036 6.461* 0.209

Note: * p<0.05, ** p<0.01.
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hence exert greater effect on these people’s mental

health status. Moreover, the effect of internal health

control beliefs may be mediated by general self-

efficacy, as these two constructs are related to each

other (r¼ 0.37, p<0.01). In other words, results

from this study suggest that elderly people’s psycho-

logical well-being relates more to beliefs that they

have the ability to perform the desired health

behaviours than the belief that they have control

over the health outcomes.

This study has several limitations that may restrict

the generalizability of its findings. First, this study is

based on a non-random sample and it may not be

representative of the elderly population who suffer

from chronic ill health, especially those who are

bedridden or housebound. On the other hand, it is

also unclear as how the present findings can be

generalized to healthy elderly people who do not

have any chronic illnesses. Moreover, this study

includes only elderly Chinese women, and its results

may not be extended to elderly Chinese men.

Secondly, this study is based on elderly participants’

self-reports, which may be subject to recall bias.

The number of chronic physical illnesses are based

on participants’ reports which may not be accurate,

as they may not know the extent of their health

problems or deny their health problems as a way

to cope with their aging. Thirdly, findings of this

cross-sectional study are at best correlational, and

no conclusive statements on causal effects can be

made. Finally, this study adopts a negative approach

by examining the associations between control-

constructs and negative psychological functioning.

Future studies should also investigate how control

beliefs and self-efficacy relate to elderly people’s

positive adjustment to chronic illnesses.

Despite the above limitations, results from the

present study do have important services implica-

tions for elderly Chinese women who have chronic

illnesses. This study shows that general self-efficacy

and health control beliefs are salient predictors of

psychological functioning. Thus, health promotion

programs that aim to enhance competence in per-

forming various desirable health behaviours or to

modify health control beliefs may mitigate elderly

Chinese women’s negative adjustment to chronic

health conditions. For example, ‘resource commu-

nication’ programs that emphasize not only the risks,

but also the management of symptoms and ways to

cope with the complications of chronic illnesses are

found to improve people’s perceived self-efficacy

(Howorka et al., 2000; Schwarzer & Renner, 2000).

Functional Insulin Treatment programs (FIT),

which allow patients to selectively use insulin for

eating, fasting, or correcting hyperglycaemia, can

also enhance the sense of self-efficacy of adult

patients with diabetes (Rubin, Peyrot & Saudek,

1989). Other studies also show that programs

directing toward the identification and modification

of maladaptive, inflexible, and distorted control

beliefs are related to positive adjustment to various

health outcomes (Christensen, Moran & Wiebe,

1999). Furthermore, health-promoting or interven-

tion programs should also attend to people’s specific

control beliefs. For example, people with external

control beliefs tend to rely on the health opinions

provided by health-care professionals. For these

people, explicit guidelines of active self-care, strong

guidance, and supervision with very structured

activities by health professionals can facilitate better

health outcomes, greater satisfaction, and better

adherence to a medical regimen (Edestein & Linn,

1987; Strickland, 1978). In summary, knowledge

about elderly people’s perceived personal compe-

tence and control beliefs is important in promoting

healthy aging.
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