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Abstract — The purpose of this study was to determine if differences existed in acceptance of disability scores between
individuals with internal locus of control and external locus of control orientations. Ninety-seven out of 200 randomly-chosen
participants with disabilities from a southern California community college completed the Reactions to Impairment and
Disability Inventory (RIDI), Rotter’s I-E Locus of Control Scale, and a demographic profile sheet. Acceptance of disability was
defined as both acknowledgment and adjustment to a disability. Adjustment scores were found to be higher among those
with an internal locus of control orientation but only among participants with mental/psychiatric disabilities. Also, differences
in adjustment scores were found to be influenced by the domain of locus of control items. Implications for theory and research

are briefly suggested.

called “tertiary intervention,”” in a multi-level model

of therapeutic interventions. Three components
typically make up the rehabilitation intervention. They in-
clude the minimization of the impact of disability, the
compensation for disability by skill development, and the
manipulation of environmental conditions to lessen their
impact upon the medical, psychosocial and vocational as-
pects of an individual’s life (Caplan, 1964; Cowen, 1973;
Goodyear, 1976; Hershenson, 1990; Livneh, 1995;
Wright, 1980). This intervention model provides a frame-
work for viewing the research goals of this study. Two of
the three components of tertiary intervention were investi-
gated — acceptance of disability, which is reflected in the
process of disability minimization, and locus of control,
which is described as the individual’s perceptions of control
over reinforcements and reflects the belief in the ability to
manipulate environmental conditions affecting the individ-
ual.

Prior research has, indeed, demonstrated a relationship
between locus of control and acceptance of a disability.
Mazzulla (1981) found that locus of control scores for
individuals with spinal cord injuries became more internal
as their acceptance of disability increased. In alongitudinal
study, Brooks and Matson (1982) found that individuals
with multiple sclerosis, who had more internal locus of
control scores, also had more positive adjustment scores.
Poll and De-Nour (1980) found that individuals with chronic
hemodialysis who had more internal locus of control scores
had significantly higher acceptance of disability scores than

Rehabilitation has been depicted as the third stage,
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those with external locus of control scores. Moore, Stam-
brook, and Wilson (1991), based on their findings, con-
cluded that in their sample of male patients who survived
traumatic brain injury, lower internal locus of control scores
and stronger beliefs in chance occurrences were associated
with poorer quality of life outcomes, as evident by measures
of psychosocial adaptation, mood disturbance, and depres-
sion. Finally, in a comparative study of two groups of
participants with spinal cord injury and multiple sclerosis,
the authors (Macleod & MacLeod, 1998) concluded that
although internality was not related to measures of depres-
sion or anxiety in either group, externality was significantly
associated with depression in the participants with spinal
cord injury and approached significance for those with
multiple sclerosis.

Rotter (1966) initially proposed that an external locus of
control ““may suggest, atleast in our culture, a defensiveness
related to significant maladjustment” (p. 16). It may, there-
fore, be hypothesized that an external locus of control ori-
entation would also be associated with (a) less willingness
to accept the reality of a disabling condition, as well as (b)
lower overall adjustment to the disability.

Research has also demonstrated that locus of control may
be related to the individual’s coping behaviors. Parkes
(1984) reported that individuals with more internal locus of
control scores had an overall better degree of direct coping
and a lower degree of suppression during stressful situations
than individuals with a more external locus of control.
Strickland (1978) summarized research, which indicated
that individuals with an internal locus of control were more

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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likely to take steps to change aversive life situations than
individuals with an external locus of control. Finally, re-
search has also shown that in individuals with spinal cord
injuries, external perceptions of control, maladaptive coping
styles, and lower self-esteem are intimately associated
(Craig, Hancock, & Chang, 1994). Before discussing the
controversy about the construct of locus of control, the
concept of acceptance of disability will be briefly reviewed.

Acceptance of Disability

Many definitions of acceptance of disability have been
proposed. The terms acceptance and adjustment are often
used indistinguishably from each other in the rehabilitation
and disability studies literature. Acceptance of disability is,
at times, viewed as an undesirable or negative state (e.g.,
resignation to impact of the condition), but also as an opti-
mal, positive state and a process of continuous coping with
a disability (Roessler & Bolton, 1978; Scofield, Pape,
McCracken, & Maki, 1980; Thoreson & Kerr, 1978;
Wright, 1983). Livneh and Antonak (1990, 1991, 1997)
distinguished between two types of acceptance. They des-
ignated the cognitive or intellectual type of acceptance of a
disability as ‘“‘acknowledgment.”” In contrast, they termed
the emotional component of acceptance of a disability as
“adjustment.” More specifically, they defined intellectual
acceptance, or acknowledgment, as a state of cognitive
reorganization and reorientation demonstrated by: a) an
acceptance of oneself as a person with a disability, b) a new
sense of self-concept, ¢) a reappraisal of life values, and d)
a search for new meanings and goals. Adjustment to a
disability involved an emotional acceptance and a ‘‘sociobe-
havioral reintegration” that was reflected by: a) a positive
self-worth, b) a realization of one’s remaining and new
potentialities, ¢) active pursuit and implementation of so-
cial and vocational goals, and d) when pursuing these goals,
overcoming the obstacles that arise (Livneh & Antonak,
1997, p. 22). Hence, acknowledgment and adjustment, as
dual aspects of acceptance, constituted the final two phases
of a successful psychosocial adaptation process to disability.

Locus of Control

Locus of control has been extensively researched over the
past four decades since Phares (1955), James (1957), Rotter,
Seeman, and Liverant (1962), and Rotter (1966) began to
investigate differences in individuals” perceptions of influ-
ence in their worlds. The first locus of control scales (James,
1957, Phares, 1955) were designed to study skill-chance
situations. These early studies defined the internal locus of
control orientation as the tendency to attribute events occur-
ring in one’s life to skill. Believing that chance determined
the events in one’s life was called an external locus of control
in Phares’ (1955) and James’ (1957) studies.

This original focus on attributions of skill versus chance
developed into studies of the perception of control of the
positive or negative reinforcements that followed one’s be-
havior. Many researchers who utilized the locus of control
construct did not make a clear distinction between the con-

cept of attributions, which were contained in the first locus
of control studies, and the concept of reinforcements of
behavior. Rotter (1966) was the first to suggest that locus
of control was a belief about control over reinforcements.
Specifically, he argued that:

When a reinforcement is perceived by the subject as follow-
ing some action of his own but not being entirely contingent
upon his action, then, in our culture, it is typically perceived
as the result of luck, chance, fate, as under the control of
powerful others, or as unpredictable because of the great
complexity of the forces surrounding him . . . we have
labeled this a belief in external control. If the person per-
ceives that the event is contingent upon his own behavior or
his own relatively permanent characteristics, we have
termed this a belief in internal control (p. 1).

Gurin, Gurin, Lao, and Beattie (1969, p. 29) defined
internal locus of control as ‘““a person’s belief that rewards
follow from, or are contingent upon, his own behavior.”” An
external control was viewed as “‘a belief that rewards are
controlled by forces outside himself and thus may occur
independent of his own actions” (Gurin et al., 1969, p. 29).
Friedman, Goodrich, and Fullerton (1985) rephrased Rot-
ter’s perspective to describe an internal locus of control as
a perception that the reinforcements or rewards, which indi-
viduals experienced, depended upon their own actions, char-
acteristics, or skills. In contrast, individuals with an external
locus of control believed that the reinforcements or rewards
following their actions were not related to their choices but
were controlled by external agents like chance or powerful
others (Friedman et al., 1985).

The construct of locus of control should be distinguished
from the concept of control over causality, or the attribution
of responsibility for an event. Pettersen (1987) described
the difference between locus of control and causal attribu-
tion by noting that the latter was “‘an individual’s perceiving
of a given determinant as a cause of what happens to him,”’
while locus of control, or ‘‘behavioral outcome contin-
gency,”” was an individual’s ‘‘believing that he can control
what happens to him” (p. 204). Zuroff (1980) proposed the
following argument to distinguish control from attribution
concepts. Locus of control is evaluated before an outcome
has happened while attributions are evaluated afterwards.
Further, internal-external in Rotter’s theory refers to
whether the outcome is perceived as contingent or non-con-
tingent upon one’s behavior, while in attribution theory,
internal-external refers to whether the cause originates from
inside or outside the person (Zuroff, 1980). It can, therefore,
be said that attribution theories examine whether individuals
perceive to be in control of or responsible for the occurrence
of a past event in their lives. Locus of control, in contrast,
is viewed as a pre-action expectancy to have control of the
reinforcements or rewards that may follow one’s primary
actions or behaviors.

Attribution of causality is often not distinguished from
locus of control, especially when the term ‘‘control”’ is
utilized in attribution theories. H.M. Lefcourt, who has
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written several volumes on locus of control research, is
reported to blend the concepts of locus of control with causal
attribution (Palenzuela, 1984; Petterson, 1987). Other re-
searchers who have created instruments purportedly to
measure locus of control have not kept locus of control
distinct from other related constructs (Palenzuela, 1988).
For example, Sue’s (1978) locus of responsibility, which
describes four kinds of world-views based on an individual-
system blame and control dimensions, also utilizes locus of
control as a type of attribution concept.

Bandura’s (1977) concept of self-efficacy also shares
similar conceptual elements with locus of control. Yet,
Bandura (1977) defines self-efficacy as a mastery expecta-
tion that ‘‘one can successfully execute the behavior re-
quired to produce the outcomes’ (p. 79). Wallston,
Wallston, Smith, and Dobbins (1987, p. 9) describe self-ef-
ficacy as “‘the person’s belief that he/she can engage in a
specific behavior.”” Thus, while locus of control refers to
the perception of who or what controls the reinforcements
or rewards that follow events or actions in one’s life, self-
efficacy refers to whether or not an individual perceives to
have the power to execute a specific, primary action or
behavior in the present or future.

Wallston, Wallston, Smith, and Dobbins (1987) propose
“perceived control’ as a construct encompassing locus of
control, self-efficacy, and attribution theories to explain
perceptions of control in health. Though Wallston et al.
(1987) make a distinction between locus of control and
self-efficacy and between self-efficacy and attribution, their
proposed ‘‘central psychological construct” (p. 21) of per-
ceived control attempts to explain health behaviors, proc-
esses, and outcomes by incorporating the constructs of locus
of control, self-efficacy, and causal attribution into one
construct.

In this study, we viewed control over one’s behaviors in
the past or the anticipation of control in the future (self-ef-
ficacy, causal attribution, or perceived control) as distinct
from control over the reinforcements or rewards inone’s life
(locus of control). Pettersen (1987) clarifies the distinction,
when he posits that locus of control is *‘the perception of
being able or not being able to change the probability that a
reinforcement might occur’’ (p. 206). Hence, an internal
locus of control is a perception that one’s behavior influ-
ences environmental conditions and more specifically, de-
termines the occurrence of reinforcements following one’s
behavior. Palenzuela (1984) offers a slightly different focus
to locus of control, describing it as an ‘‘expectancy of
contingency versus noncontingency between behavior and
outcomes” (p. 698). The emphasis in Palenzuela’s defini-
tion is whether an individual makes a connection between
behavior and outcomes, or outcome expectancy. Thus,
whereas Pettersen depicts locus of control as a perception of
control over the occurrence of reinforcements by increasing
the probability that they will occur (internal locus of con-
trol), Palenzuela describes locus of control as whether the
individual perceives a cause-effect relatonship between
behavior and outcomes/reinforcements.
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An internal locus of control may also be regarded as the
control of reinforcements by means of the individual’s abili-
ties to control attitudes about what is reinforcing (i.e., con-
trol over personal values, expectancies, and attitudes). In
view of the fact that a wide range of potential reinforcements
occurs in the environment simultaneously with peoples’
behaviors, reinforcements acquire their reinforcing power
because they are commensurate with the individual’s values
or desires. Therefore, an internal locus of control indicates
that the individual has control over reinforcements, due to
the ability to choose and modify what he or she believes to
be reinforcing. When an individual realizes this control,
then the limitations or barriers, such as caused by a physical
impairment, can be reframed as the individual establishes
new goals and values. Consequently, individuals® accep-
tance of disability, as indicated by both acknowledgment
and adjustment to disability, can be examined in view of this
definition of locus of control as representing an attitudinal
control over what is or is not reinforcing. This proposed
explanation of locus of control shifts Pettersen’s (1987)
focus from the behavioral and environmental aspects of
locus of control (which emphasizes the perception of control
over the occurrence of reinforcements by a control over *‘the
probability that a reinforcement might occur”; p. 206),toa
perception of control over what one believes to reinforce
one’s behavior out of the many potential reinforcers in the
environment. Hence, the occurrence of reinforcers — or the
expectations of a certain outcome — is not essential to the
proposed definition of locus of control, since a wealth of
potential reinforcers existin one’s environment and multiple
reinforcers can encourage one specific behavior to reoccur,
Instead, the focus is on the control of reinforcers by means
of the individual’s ability to control what constitutes a
reinforcement. For example, if an individual keeps a job
because of its high salary, then from an internal locus of
control perspective, it may be assumed that the individual
realizes that he or she permits money to be a reinforcement,
because of its financial value. If money was valued as a
weaker reinforcer than job satisfaction, then an internal
locus of control orientation may prompt the individual to
find a more satisfactory job, though it may result in lower
pay. Hence, the individual is controlling what he or she
permits to act as a reinforcer to his or her behavior. In this
example, the question of self-efficacy — whether the indi-
vidual can obtain a more satisfactory job — is not a material
factor. Instead, it is the attitudinal control over the reinfor-
cers of a behavior, which in this example was money that
encouraged the individual to maintain the behavior (job).

In accordance with the above discussion, this study at-
tempted to address the following research questions:

1. Are there differences in adjustment scores (as indica-
tors of emotional acceptance of disability and behav-
ioral implementation of newly developed goals) and
acknowledgment scores (as indicators of cognitive
acceptance of disability) between participants with
an internal locus of control and those with external
locus of control (LOC)? It was hypothesized that
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participants with an internal LOC orientation would
exhibit higher levels of adjustment and acknow-
ledgment than those with an external LOC.

2. Are differences in levels of adjustment and acknow-
ledgment, for participants with internal vs. external
LOC orientations, being manifested differently for
those whose primary disability is mental/psychiatric
rather than physical/sensory in origin? The available
literature on LOC orientation and adaptation to
chronic illness and disabilities has focused predomi-
nantly on the relationship between these two meas-
ures among participants with physical disabilities
(e.g., cancer, heart conditions, spinal cord injury,
multiple sclerosis). It was, therefore, hypothesized
that since LOC is regarded as a rather stable person-
ality disposition, higher levels of internal LOC would
be associated with increased degrees of adjustment
and acknowledgment, irrespective of the type of dis-
abling condition.

3. Are differences in levels of adjustment and acknow-
ledgment, for participants with internal vs. external
and personal vs. social-political LOC orientations
(creating 4 groups of respondents) being manifested
differently for those whose primary disability is men-
tal/psychiatric rather than physical/sensory in origin?
Since the available literature suggests that LOC may
not be unidimensional in nature (i.e., it may be com-
prised of more than a single internal-external contin-
uum) it was deemed important to explore how two
primary components of LOC (namely, personal and
social-political) may interact with type of disability
to influence levels of adjustment and acknow-
ledgment. No specific predictors were made in re-
gard to the latter research question.

Method

Participants

Two hundred participants were randomly selected from
a pool of 596 individuals, who were registered in a commu-
nity college’s program for students with disabilities in south-
ern California. From the 200 participants who were
contacted by mail, a total of 100 participants responded.
Fifty-four participants responded to the first mailing of the
research instruments. A second mailing to 146 non-respon-
dents elicited 46 additional responses. Of the 100 returned
research instruments, useable data were available for a total
of 97 respondents (e.g., two respondents, each, completed
only one of the two measures and the third respondent
omitted a large amount of data).

The mean age of the respondents was 36.47 years
(§D=12.23 yrs.), with a range of 17 to 74 years. The mean
age of onset of disability was 16.12 years (SD=14.71 yrs.)
with a range of 0 to 55 years. Mean disability duration was
20.03 years (§D=14.52 yrs.) with a range of 1 to 54 years.

Fifty-seven participants were female (59.4%) and 39 partici-
pants were male (40.6%), with one participant declining to
answer. [Ethnic backgrounds reported included: White
(47.4%); Hispanic (28.4%); African-American (17.9%);
Asian-American (1.1%); American-Indian (3.2%); and
Other (2.1%). Marital status of the participants included:
single (55.2%); married (17.7%); separated (8.3%); di-
vorced (15.6%); and widowed (3.1%). Causes of disability
included: birth disorders (42.9%); accident (23.1%); ill-
ness (17.6%); other (16.5%). The type of primary disability
reported included: physical/visible (19.3%); physical/invis-
ible (30.7%); learning (25.0%); and psychiatric disabilities
(25.0%). Inresponse to the question, ‘‘Can an observer tell
that you have a disability?” 79.2% reported to have an
invisible disability, while 20.8% reported a visible disabil-
ity. Educational status was reported as: high-school educa-
tion (57.4%); 1-2 years of college (34.0%); 3 or more years
of college (5.3%); a bachelor’s degree (2.1%); and more
than a bachelor’s degree (1.1%).

Instruments

The Reactions to Impairment and Disability Inventory
(RIDI) (Livneh & Antonak, 1989) is a 60-item multidimen-
sional scale to measure psychosocial adaptation to disabling
conditions. It provides scores on the following subscales:
Shock, Anxiety, Denial, Depression, Internalized Anger,
Externalized Hostility, Acknowledgment, and Adjustment.
Cronbach’s alpha values for the eight subscales were re-
ported to range from 0.69 to 0.85 (Livneh & Antonak, 1997).
Two of the eight subscales of the RIDI were selected for this
study — Acknowledgment and Adjustment. The Acknow-
ledgment scale contains 7 items with a range of 7 to 28. The
Adjustment scale consists of 8 items with a range of 8 to 32.

The Internal-External (I-E) Locus of Control Scale (Rot-
ter, 1966) is a unidimensional scale that includes 23 paired
items with six additional filler items. The I-E Scale provides
a single score that reflects locus of control perceptions,
ranging from 1 to 23. Higher scores depict an external locus
of control orientation. For this study, those scoring 1-to-8
(n=45) comprised the “‘internal’’ group, while those scoring
9-to-18 (n=52) made up the “‘external’’ group. Internal
consistency (Kuder-Richardson) was reported as .70 (Rot-
ter, 1966). Test-retest values were reported to range from
.551t0.72 (Rotter, 1966). Since other research (e.g., Berzins
& Ross, 1973; Parkes, 1985, Watson, 1981) raised doubt
about the unidimensionality of the LOC Scale, it was de-
cided to also create two separate subscales in accordance
with previous research; namely ‘‘personal control’”” and
““socio-political control.” Scores were summed up to yield
separate subscale scores for each of the two.

A form requesting demographic data was also mailed to
participants and included a question on the type of primary
disability and the following question on the visibility of
disability: ‘‘Can an observer tell by looking at you that you
have a disability?"
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Procedure

The two instruments, the demographics data-sheet, and
an informed consent form were mailed to participants, ac-
companied by a white envelope that was stamped ‘‘confi-
dential”’ and a stamped envelope that was addressed to the
community college’s program for students with disabilities.
Instructions were included to place the forms in the envelope
marked “confidential’’ and then return that envelope with
the consent form in the stamped, addressed envelope to
ensure participants’ response-anonymity. Instructions were
also given for those individuals who had a learning disabil-
ity, and not a physical disability, to mark ‘‘Reaction is Never
Experienced” for those questions on the RIDI that asked
specifically about a physical disability. A coupon for a free
meal at a local hamburger chain was sent to all respondents.

Results

To answer the first research question, an independent
samples t-test was first performed to detect the presence of
significant differences between the mean adjustment scores
of participants with internal locus of control scores and the
mean adjustment scores of individuals with external locus
of control scores. A non-significant statistical difference,
1(95)=1.79, p=.07, was found between adjustment scores of
participants with an internal locus of control and those
participants with an external locus of control. Participants
with an internal locus of control had higher, but not statisti-
cally significant, adjustment scores (M=22.82; SD=5.95)
than individuals with an external locus of control (M=20.71;
SD=5.65). Next, an independent samples t-test was per-
formed to detect the presence of significant differences
between the mean of acknowledgment scores of participants
with internal locus of control scores and the mean of ac-
knowledgment scores of participants with external locus of
control scores. Again, no significant difference was found
between acknowledgment scores of participants with an
internal locus of control and participants with an external
locus of control, 1(95)=1.17, p=.24 (ns).

To address the second research question, independent
samples t-test procedures, for both adjustment and acknow-
ledgment scores of internally- vs. externally-orientated re-
spondents, were applied separately to those participants with
physical/sensory disabilities (n= 44) (e.g., blindness, cere-
bral palsy, epilepsy, hearing impairment, heart disease, kid-
ney failure, muscular dystrophy, paraplegia) and those with
mental/psychiatric disabilities (n= 44) (e.g., depression,
learning disabilities, obsessive-compulsive disorder,
schizophrenia). Neither of the two acknowledgment t-test
values (for either group of participants) reached statistical
significance, although in both cases those with internal LOC
scored higher, on the average, than those with external LOC.
When applied to the two groups of participants’ adjustment
scores, a significant t-test value was observed for those with
mental/psychiatric disabilities [ (42)= 2.41, p=.02], but not
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for those with physical/sensory disabilities [¢ (42)= 0.44
(ns)].

To address the third and final research question four
separate 2-way analyses of variance were performed. The
first used scores on the acknowledgment scale as the de-
pendent variable, while type of disability (physical vs. men-
tal), social-political LOC (internal vs. external; again,
dichotomized at the distribution’s median), and their inter-
action effect served as the independent variables. The sec-
ond analysis, again, used scores on the acknowledgment
scale as the dependent variable, but scores on the personal
LOC replaced those of the social-political LOC as one of the
independent variables. In both of the acknowledgment
analyses no main effects were found for type of LOC, type
of disability, or their interaction.

The third and fourth analyses repeated the previous analy-
ses but with scores on the adjustment scale serving as the
dependent variable. Although no main or interaction effects
were evident when the personal LOC served as an inde-
pendent variable, a statistically significant effect was found
for the social-political LOC [F (1, 95)= 5.72, p= .019].
Thus, the mean adjustment scores for those with internal
social-political LOC were higher than for those with exter-
nal social-political LOC regardless of disability type (M=
23.22 and M= 20.69, respectively).

Discussion

If internal locus of control is regarded as a generalized
perception of control over one’s attitudes toward what is and
what is not reinforcing, then the results of this study become
somewhat clearer. In this study, individuals with an internal
LOC were found to have higher adjustment scores than
individuals with an external LOC, but only under certain
conditions. Although differences, in mean adjustment
scores, between internally- and externally-oriented partici-
pants with disabilities just failed to reach statistical signifi-
cance (p= .07), these differences became more apparent
when participants’ type of disability (i.e., mental/psychiat-
ric) and L.LOC-specific attributes (i.e., social-political) were
isolated. It can be argued that since adjustment to disability
is a complex, dynamic, and multifaceted concept (e.g., it
includes both affective and behavioral components, it fo-
cuses on both present positive self-worth and realization of
future potentialities), its relationship to LOC orientation
would be mediated by a variety of demographic, disability-
related, and other personality attributes. In the present sam-
ple of young (mean age of 36 years), educated (community
college students), and relatively long-term disabled (mean
disability duration of 20 years) participants, it is possible that
perceptions of locus of control were mediated differently by
disability-specific variables and contribute more to level of
adjustment among those with mental disabilities who may
have to overcome a wider range of emotional, behavioral,
learning, and attitudinal barriers than those with physi-
cal/sensory disabilities. Itis equally conceivable that differ-
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ences in adjustment scores, as filtered through perceptions
of LOC, were more pronounced for those with mental/psy-
chiatric disabilities because the items on the RIDI’s adjust-
ment scale were approached differently by the two groups.
Indeed, mean adjustment scores were significantly higher
(p<.05) for those with mental/psychiatric disabilities (M=
23.05) than for those with visible physical disabilities (M=
19.35) and also for respondents with learning disabilities
(M= 19.59). This may suggest one of two possibilities.
First, since the RIDI is intended to measure adjustment and
other psychosocial reactions to physical disabilities follow-
ing the onset of typically specific environmental or biomedi-
cal conditions, it may not be sensitive to addressing the more
protracted and nonspecific challenges in the process of
adaptation to a mental condition. Second, it is also possible
that those with physical disabilities are less influenced by
“‘social desirability’’ needs, are more aware of their limita-
tions, and are willing to endorse those items suggesting
existing issues more openly than participants whose primary
disability is mental/psychiatric in nature.

As to the finding that only the social-political, but not the
personal, subscale of Rotter LOC Scale was related to
adjustment scores, irrespective of disability type, inspection
of the content of the two subscales may help to clarify this
perplexing finding. The items that comprise the personal
LOC subscale are mostly phrased in first person and often
focus on the belief that one’s ability, rather than luck or fate,
is a material factor in future success and advancement
(personal, internal LOC). In contrast, the social-political
subscale is made up mostly of items that generally depict
beliefs about the causal relationships concerning the ability
of members of society to influence government and other
large social systems (Lefcourt, 1991). As such, it is more
closely associated with people’s impact on such programs
as the vocational rehabilitation system and politically-based
efforts such as the Americans with Disabilities Act.

Within this context, it may be argued that level of adjust-
ment is more intimately associated with the belief in peo-
ple’s ability to exert influence on macrosystemic,
sociopolitical programs, rather than merely on an individu-
alized course of action. More specifically, when responding
to items on the Rotter LOC Scale, people with disabilities,
who demonstrate higher levels of psychosocial adjustment,
are able to realize the existing opportunities of successfully
influencing the course of government-operated programs
(e.g., ‘‘the average citizen can have an influence in govern-
ment decisions”; “with enough effort we can wipe out
political corruption’’). At the same, they might be suffi-
ciently realistic in accepting the restrictions imposed upon
individuals because of the occurrence of certain unpre-
dictable life events (‘‘most misfortunes are the result of lack
of ability, ignorance, laziness, or all three’” ; “itis impossible
for me to believe that chance or luck plays an important role
in my life”’).

Although the findings of this study suggest that students
with disabilities who adopt an internal LOC are better ad-
justed only when certain disability-related and LOC-specific

components are considered, they nevertheless affirm the
distinction between adjustment to and acknowledgment of
disability. The affective reorientation of values (adjust-
ment) parallels that of the internal LOC orientation of con-
trol over one’s attitudes toward what is and is not
reinforcing. Thus, just as aninternal LOC orientation entails
the ability to alter what is or is not reinforcing (atleast within
the social, vocational, and political domains), so does the
process of successful adaptation to disability involves the
individual’s ability to shift what is valued, needed, and
desired as one gradually incorporates a new identity into the
former self.

The lack of significant differences (although all differ-
ences were in the predicted direction) between the mean
acknowledgment scores of participants with internal and
external LOC, can be partially explained by examining the
concept of acknowledgment as measured by the RIDI. Ac-
knowledgment is perceived as the intellectual acceptance of
a disabling condition with a cognitive integration of the
functional limitations of the impairment, including the first
steps toward forming a new self-identity (Livneh & Anto-
nak, 1990, 1991, 1997). The reappraisal of life values and
a search for new meanings and goals reflect a cognitive
reframing by the individual with disability. The ability to
cognitively reframe situations (to acknowledge) is, there-
fore, distinct from adopting an internal LOC orientation.
The latter reflects the individual’s attitudinal conviction of
controlling environmental reinforcements, or rewards, and
hence requires the engagement of both affective and behav-
ioral orientation to disability management.

Limitations

The preliminary findings of this study must be interpreted
with caution due to a number of limitations. First, this study
is based on a small sample of participants with disabilities
at a community college in southern California, and therefore
has limited generalizability. The nearly equal percentage of
people with learning disabilities, physical invisible disabili-
ties, physical visible disabilities, and mental disabilities
indicates that this group may represent a good cross-section
from the community college population, who have signed
up with or utilized the services to students with disabilities
on the community college campus. Yet, other groups, such
as those with invisible disabilities, may have remained un-
identified in the community college setting. The unidenti-
fied individuals with disabilities may have not sought help
with the campus Disabled Students Services and Programs,
because they were not aware of the availability of these
services or elected not to disclose the existence of a disability
with university officials. It is also possible that these un-
identified individuals with disabilities felt no need to seek
academic assistance in areas where they felt confident of
achieving success. Secondly, the educational homogeneity
of the participants restrict the generalizability of findings to
groups with other educational backgrounds. Thirdly, due to
the cross-sectional and non-experimental research design of
this study, no cause-effect relationships can be established
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from the findings obtained in this study. The study of the
causal nature of the relationships between locus of control
and acknowledgment and adjustment of disability, there-
fore, requires the adoption of a longitudinal research design.
Finally, the emergence of only two statistically significant
differences among the several comparisons undertaken must
also be interpreted with caution, since no strict adherence to
Type I error minimization (e.g., the Bonferroni procedure)
was followed in this study.

Directions for Future Research

Future model-building and research efforts need to focus
more squarely on the elaborate relationships between locus
of control and adjustment to disability. Among many of the
questions left unanswered by the present study are: (a) Since
previous research has uncovered other dimensions of LOC
(powerful others, chance, social-political; Lefcourt, 1991),
researchers should explore in greater detail the bi-directional
nature of the relationships between perceived control and
adjustment to disability—how do these two psychosocial
mechanisms relate to each other and under what disability-
related and environmental conditions do these relationships
tend to be accentuated? (b) if locus of control is perceived
as a trait-like coping mode, how does it interact with more
specific, state-like coping strategies (e.g., problem-solving,
seeking social support, wishful thinking) to influence adap-
tation to disability? (¢) if type of disabling condition does,
indeed, influence the nature and process of adaptation to
disability and if this influence is mediated by, among others,
such variables as LOC, then theory and research must focus
on investigating these complex relationships and untangle
their dynamic nature; and (d) could an individual’s score on
LOC, or any of its dimensions, predict not merely scores on
adjustment, but of the pattern, duration, and other reactions
typically experienced following the onset of disability (e.g.,
depression, denial, anger)?

Drawing clinical implications from the preliminary and
sample-specific findings of this study are premature. It may
be argued, however, that if positive relationships between
internal locus of control, or any of its domains, and success-
ful adjustment to disability are confirmed by future research,
then the following intervention goals are warranted: (a)
Promoting and rewarding the use of a more internal locus of
control orientation among rehabilitation clients, (b) chal-
lenging and confronting “‘external statements,”” and (c) as-
sisting the client in recognizing the contingencies of his or
her behavior by questioning what could be done now and in
the future to cope with specific problems (see also, Joe,
1971; MacDonald, 1972).

It is commonly believed that successful psychosocial
adaptation to disability may be fostered by helping individu-
als realize their ability to exert control over what they believe
to be reinforcing in their lives (Livneh, 1986; Roessler &
Bolton, 1978; Wright, 1983). If an internal locus of control
orientation is, indeed, helpful in accepting and integrating
disability in its fullest sense, then it may be argued that
promoting the belief in one’s control not only over attitudes
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toward the self, but also over what is valued in life becomes
the ultimate mission of rehabilitation.
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