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Seniors compared to “healthy normals” and college students:

WHERE SENIORS HAVE BEST SCORES
*%%x%3, Lowest negative sense of control scores .000

*10. Satisfaction with mode scores, sig .0l.

WHERE SENIORS HAVE DIFFERENT, BUT =VALID SCORES
*k%k%12. Acceptance as preferred mode .0000

Refinement of other as sense OrL Ccontrol:
family and friends: highest
government and society: highest

***God/higher power: highest

* * *

A research design proposed (but not used), still a good idea!:)

As we discussed, for this pilot study, it seems a delayed
treatment cross over design might be easiest and most effective.
In this model, those interested in joining your group would be
randomly assigned to two groups. One group would receive treat-
ment (of six months or a year, as you decide) and the other group
would be told they are on a waiting list, but will receive treat-
ment within the (six month, year period).

Tests are given to both groups at P1l,P2 and P3. For the
experimental group, Pl, serves as a pretest, P2 as a post test,
and P3 as a follow up. For the control group, Pl, and P2 serve

3
as pretests and P as a post test. The design looks as follows®

Pl P2 P3
Experimental Group pre treatment post follow up

Control group pre pre treatment post



There is a growing literature dealing with issues of control
and the aged (Baltes and Baltes, 1986; Abeles, 1990; Riley,
1990). Recently, a major review of the literature on aging, sense
of control, and health, provided increasingly convincing research
evidence demonstrating that a "sense of control" can have pro-
found physical and emotional effects on human wellbeing (for both
clinical and normative populations) ranging from small physiolog-
ical changes to mortality (Rodin, 1986). This review indicated
that '"self-determining options" could have good and sometimes
remarkable effects on morbidity and mortality; that control, as
an independent variable, caused decreased corticosteroid and
cortisol levels in humans and animals; and that at least in
animal studies, the psychoendocrine effects of variations of
control appeared to have a significant influence on the immune
system (Rodin, 1986; Steptoe and Appels, 1989).

In spite of the interest and promise, however, it has become
increasingly apparent, as our understanding of control deepens,
that control is a much more complex construct than was initially
thought (e.g., Menninger, Maynam, Pruyser, 1963; Rotter, 1966;
(Rodin, 1986; shapiro, Evans, sShapiro, 1987). Recent work is
showing that control is a complex, multi-faceted concept, and
that the results of having control are not always positive
(Thompson, 1988; Burger, 1989). The most promising approach to
issues of control and the aged, therefore, appear to be involve a
matching approach between personality variables and individual
differences with a particular control-enhancing approach (Reich

and Zautra, 1990; Evans, Shapiro, Lewis, 1991; Shapiro, in press



a).

The past twenty five years have seen a plethora of litera-
ture dealing with the importance of control and self-control for
clinical problems (Strickland, 1990; Peterson and Stunkard, 1989;
Rothbaum and Weisz, 1989). For example, there have been efforts
to develop and refine non-pharmacological "self-control”™ strate-
gies to provide patients increased control over their behavior
and cognitions (Mahoney and Thoresen, 1974; Shapiro and Ziffer-
blatt, 1976; sShapiro, 1984; Pomerleau and Pomerleau, 1988).
Studies have shown that a positive "sense of control" in the aged
can come from self-control efforts and feelings of self-efficacy
(Alexander, Langer et al, 1989; Bandura, 1977; Shapiro, 1982);
control-enhancing options from the environment (Langer and Rodin,
1976; Schutz 1977); and/or control by a "benevolent other"
(Taylor, 1983).

In terms of personality variables and individual differ-
ences, several different control-related constructs have been
developed and explored, such as learned helplessness (Seligman,
1975); internal/external locus of control (Rotter, 1966); self-
efficacy (Bandura, 1977); too much need for control (Glass,
1977); desire for control (Burger and Cooper, 1979; Burger,
1985).

Further, there are several clinical areas in which an im-
pairment of <control has been suggested as one of the central
features: depression (Seligman, 1975; Abramson, Garber, and
Seligman, 1980); the addictions, both drug and alcoholism (Shapi-

ro and Zifferblatt, 1976a; Marlatt, 1983; Nathan, 1986); stress



and anxiety related disorders (Shapiro, 1989a); eating
disorders~-~-anorexia, bulimia, and obesity (Wilson, 1985; Brownell
et al, 1986; Mitchell et al, 1986; Jeffrey, 1987); Type A Behav-
ior and coronary disease (Glass, 1977; Friedman et al, 1986;
Jacob and Chesney, 1984); and the process of psychotherapy
(Shapiro, Bates, Greensang, and Carrere 1991). Finally, the
perennial wisdom of the great philosophical and religious tradi-
tions have all involved control as a major component in achieving
exceptional psychological health and wellbeing (Shapiro, 1983¢;
Heath, 1983). Thus, issues of control apply not only to specific
clinical problems, but can involve addressing some of the most
fundamental issues facing humans, including issues of identity,
meaning and exploration about one's place in the universe, and
facing death and dying (Shapiro, 1990). These are clearly criti-
cal issues which must be discussed in any comprehensive approach
to aging., Examining a positive sense of control in aging, there-
fore, must include dependent variables which encompass both in-

strumental, assertive activity (classically defined and opera-

teing

tionalized as independence) and examination of modes of control,
accepting areas in which instrumental activity has been cur-
tailed. Further, control-based clinical (and preventive) inter-
ventions must address those issuesin a way tailored to each
individual.

Before that can happen, however, greater sophistication 1is
required in terms of assessing the control profile of the indi-
vidual. However, as noted, in spite of the interest and promise
related to control, there are several methodological, empirical,

and theoretical problems when the construct of control is



applied to human physical and mental health (Shapiro, 1983;
Shapiro, Evans, and Shapiro, 1987). Different researchers may
mean different things by the term control, and frequently define
different aspects of control. Some have failed to distinguish
between process and outcome, agent and object, and others have
mixed definitions. There is also wide variability between focus
on general domain versus domain specific assessment, and in the
number and nature of domains addressed. Although a thorough
review of this literature is beyond the scope of this presenta-
tion (and has been detailed elsewhere <Shapiro, 1991la,b), several
examples are worth noting. First, there has been theoretical
blurring between the concept of actual control, and that of
perceived control. Peterson and Stunkard (1989) defing personal
control as an "individual's belief about the degree that he or
she <can bring about good events and avoid bad évents" (italics
mine) but then go on to cite research where control is opeara-
tionalized as actual ability to change environmental contingen-
cies.

Another problem is the mixing of technigue and outcome. For
example, Averill defined cognitive control as 'processing of
potentially threatening information in such a manner as to reduce
the net long-term stress and/or the psychic cost of adaptation”
(1973, p.293). By so doing, he says that cognitive control
(technique) 1is, by definition is effective, thereby obfuscating
process and outcome (cf. Folkman, 1984).

However, even the definitions of "actual control" and "per-

ceived control” are often confusing. For example, Weisz and
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