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Health locus of control, knowledge of illness and perception
of recovery aiding factors among patients with bipolar
affective disorder
Umiejscowienie kontroli zdrowia a wiedza o chorobie i percepcja czynników
sprzyjających zdrowieniu u pacjentów z chorobą afektywną dwubiegunową*
BEATA ANNA KULIG
Katolicki Uniwersytet Lubelski Jana Pawáa II, Lublin

ABSTRACT
Objectives. The aim of this study was to explore relationships between health locus of control and patients’ knowledge about bipolar
affective disorder (BAD) as well as their perception of factors aiding recovery.
Methods. The research involved 32 patients with bipolar disorder. The locus of health control was determined by use of the
Multidimensional Health Locus of Control Scale (MHCL). The respondents’ knowledge was evaluated on the basis of the questions
concerning basic information about the illness, and negative and positive factors inßuencing the patient’s health. Additionally, the perception of the recovery supporting factors was estimated by the Factors Aiding Recovery Questionnaire.
Results. An external locus of control dominates in the group of patients examined, and is manifested through the patients’ belief that
their health depends on other people, mainly medical staff. The conviction that one’s health depends on external factors is linked with
a belief that the patient’s own involvement in the process of recovery and search for emotional support from others is of no signiÞcance.
At the same time, patients disregard the signiÞcance of the impact of their own actions and competences on the recovery process.
Conclusions. In a group of patients diagnosed with bipolar disorder, the positioning of the locus of control may be a modifying
factor, inßuencing a patient’s engagement in the process of recovery. This Þnding can be used when planning therapeutic interventions.

STRESZCZENIE
Cel. OkreĞlenie powiązaĔ pomiĊdzy lokalizacją kontroli zdrowia a wiedzą pacjentów na temat choroby afektywnej dwubiegunowej
(ChAD) oraz postrzeganiem przez nich czynników sprzyjających powrotowi do zdrowia.
Metoda. Badaniem objĊto 32 chorych cierpiących na ChAD. LokalizacjĊ kontroli zdrowia okreĞlono na podstawie badania
„Wielowymiarową skalą umiejscowienia kontroli zdrowia” (MHCL). Poziom wiedzy badanych oceniono na podstawie pytaĔ dotyczących podstawowych informacji o przebiegu choroby oraz czynnikach pozytywnie i negatywnie wpáywających na stan zdrowia pacjenta.
Sposób percepcji czynników leczących okreĞlony zostaá na podstawie „Kwestionariusza czynników sprzyjających zdrowieniu”.
Wyniki. W badanej grupie dominuje zewnĊtrzna lokalizacja kontroli zdrowia – przekonanie, Īe za stan zdrowia osoby odpowiadają
inni ludzie, gáównie personel medyczny. JednoczeĞnie badani pomniejszają wpáyw wáasnych dziaáaĔ i moĪliwoĞci na proces powrotu
do zdrowia. PrzeĞwiadczenie to wiąĪe siĊ z przekonaniem, Īe gwarancją powrotu do zdrowia są w gáównej mierze dziaáania profesjonalistów, pomniejszane jest natomiast wáasne zaangaĪowanie. Przekonanie, Īe stan zdrowia jest wynikiem przypadkowych czynników wiąĪe
siĊ z niĪszą oceną istotnoĞci osobistego zaangaĪowania pacjenta w proces leczenia oraz niĪszą oceną wsparcia emocjonalnego ze strony
innych, mimo posiadania wiedzy o znaczeniu tych czynników.
Wnioski. U pacjentów cierpiących na ChAD umiejscowienie kontroli zdrowia moĪe byü czynnikiem modyÞkującym zaangaĪowanie
pacjenta w proces leczenia. ZaleĪnoĞü tĊ moĪna wykorzystaü, planując oddziaáywania terapeutyczne.
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Bipolar affective disorder is an illness, in which
psychopathologically opposing mental irregularities
i.e. mania and depression occur in a varied succession.
[1]. Bipolar disorder takes the high sixth place on the
list of disorders that cause impaired functioning and
inability to work [2]. In fact, an optimal functioning,
stability, prevention of relapses, hospitalizations and
complications, including the use of psychoactive substances or suicidal tendencies are only possible with
proper treatment, the basis of its effectiveness being
determined by the patient’s active involvement [1, 3,
4,]. Patient’s behaviour in the course of treatment of
bipolar affective disorder can essentially inßuence its
quality and effectiveness. It is also crucial for a patient
to get to know the illness, follow medical recommendations and rules of healthy living, and equally importantly, to identify areas of support available in the local community [5, 6]. A factor which can signiÞcantly
modify patient’s beliefs and involvement in the treatment process is health locus of control, which, according to K.A. Wallston and B.S. Wallston, is determined
on the basis of personal experiences and observations
with regard to health and illness. An internal health
locus of control is expressed in individual belief that
a person can control the condition of his/her health
because it depends on them. An external health locus
of control can be manifested in two ways: a belief that
one’s good or bad health is a results of interventions
of other people, especially medical personnel or that
good or bad health are coincidental, governed by fate
or other external factors [7,8]. People with internal locus of control, in contrast to those with the external
locus, are characterized by a higher level of adaptive
functioning; they show more responsibility for their
health and avoid dangerous or risky situations. They
make more effort to protect themselves from physical trauma or illness, and actively seek information on
healthcare available. People with internal locus of controlare more sensitive to the signals from their bodies
and, if ill, they choose the forms of treatment which
enable them to control the situation and draw on their
personal resources [9]. People who experience the locus of control internallyfeel more responsible for their
health, so their daily behaviour is pro-health and they
usually follow healthy diet, whereas patients with external locus of control visit the doctor’s surgery regularly and adhere to medical advice [7]. Chronic diseases, especially those with difÞcult course, can modify
the health locus of control, as a person might stop believing in the possibility of controlling their health and
surrender responsibility to others, especially medical
personnel [7, 10].
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OBJECTIVE
The study aimed at the evaluation of the health
locus of control, assessment of knowledge of bipolar
affective disorder and perception of factors which aid
recovery in the group of patients suffering from the illness. Among our main objectives was also an attempt
to deÞne possible relationships between the health locus of control and other variables.

METHODS
The study involved patients of the psychiatric hospitals in Lublin and Wrocáaw (N=32), exclusively
with the diagnosis of bipolar affective disorder (F31
according to ICD-10 diagnostic criteria), who had
been ill for at least 3 years, which meant that they had
had enough time to gather information about their illness, have personal experiences of it, observations
and coping strategies. At the time of meeting the researchers, patient’s condition, as evaluated by a psychiatrist, had to be good enough to allow for the participation in the study i.e. they were neither in deep
depression nor mania, were cognitively sound and
capable of forming judgments about themselves. Also
excluded were the patients who suffered from other
mental disorders or neurological illnesses that caused
the CNS dysfunctions, those dependent on alcohol or
psychoactive substances, patients who showed signs
of dementia or the CNS damage or underwent the
electroconvulsive treatment. The patients examined
were also legally free to express their consent to participate in the research procedure.
The study included 20 women and 12 men, with
the average age of 51 (SD=12). The youngest person
was 31 and the oldest 77. The average age of the onset of illness was 36 (SD=13) whereas the diagnosis
of bipolar affective disorder was on average made 4
years after the appearance of the Þrst symptoms. The
average duration of illness (from the time of its Þrst
symptoms) was 15 years (SD=7). The examined patients were hospitalized on average 7 times (SD=7).
The analysis of socio-demographic data showed
that majority of our patients (68.8%) were married or
had a partner, and the rest were single. Most people
(62,5%) lived in the cities over 100,000 inhabitants,
much fewer came from towns with the population
between 20,000 and 100,000 (25%), and the smallest
number lived in small towns with the population of
under 20,000 (6.3%) and in villages – 6.3%. Most of
our respondents were educated to the secondary level
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(53.1%), fewer (40.6%) completed higher education
and the smallest percentage (6.3%) were educated
to primary education level. In the group of our respondents 56.3% of people remained professionally active, others did not work, claimed incapacity beneÞt
because of bipolar affective disorder (21.9%), were
retired (12.5%) or had ‘unemployed’ status (9.4%).
Patients’ beliefs on the health locus of control
were measured with the use of Multidimensional
Health Locus of Control Scale (MHCL), Model
A (Wallston, Wallston and DeVillis) in the Polish
adaptation by JuczyĔski. MHCL is a self-reporting
scale. A respondent uses a six-step scale to address
18 items, divided into 3 subscales. The score is calculated by adding the points, separately for each
subscale, with a possible score of 6-36 for each. In
this way 3 indicators are obtained which correspond
to the dimensions of health locus of control: internal
(I) – ‘I control my health, it depends on me’; powerful others (O) – ‘My health depends on what other
people do, especially the medical personnel’; and
chance (P) – ‘My health is a consequence of many
external factors, chance, fate or luck.’ The higher
the score the stronger a belief about the inßuence of
a given factor on personal health. The prevalence of
one dimension indicates the way that a person perceives their chances of having inßuence on the condition of their health [7].
The measuring of the perception of psychosocial factors involved in the treatment process
was performed using the Factors Aiding Recovery
Questionnaire, developed by SĊkowska-Pratkowska
[11]. The questionnaire consists of 76 items, which
a respondent evaluates on a Þve-step scale. The statements are assigned to 9 factors: formal qualiÞcations
of medical personnel characteristics and attitudes of
medical personnel, emotional support, informational
support, patient characteristics, patient’s behaviour in
the treatment process, institutional conditions, family
support, and social and living conditions of the patient.
The BD knowledge test was quoted after Basco’s
Zaburzenia afektywne dwubiegunowe [Bipolar
Affective Disorders] [5]. It consists of ten false/true
questions regarding the basic information about the
illness, its course and factors that affect patient’s
health in positive or negative way. Because the questions refer to the most important issues relating to the
illness, from the point of view of the therapeutic process, it would be best if all of them were answered.
Each wrong answer indicates that the information is
missing and needs to be provided. If a patient scores
70% or more in the test, it means that his/her knowl-

edge of the illness is sufÞcient. Lower scores indicate
that a patient lacks basic knowledge of the condition
and is in need of further psychoeducation.

RESULTS
Health locus of control
The strongest belief among our respondents was
that one’s health is mostly affected by others (mean,
M = 28.53, standard deviation, SD = 5.03). A lesser
role in maintaining good health was attributed to the
respondents’ own behaviour (internal health locus of
control: M = 21.66, SD = 6.70) and chance, or other
external factors (the impact of chance: M = 22.75, SD
= 6.64). The advantage of the inßuence of powerful
others over other dimensions of health locus of control
reached statistical signiÞcance (T-test) for Wt (31) =
4.96, p  0.001 and for Pt (31) = 3.72, p  0.001).
Knowledge of bipolar affective disorder
The mean score in the BD knowledge test among
our patients was 68.8% (range: 40-100%, SD = 16.8).
The results suggest that the overall level of knowledge
about the disease is average. Some issues were difÞcult for respondents to understand, revealing misconceptions about the illness. The test statements and the
level of patients’ knowledge are presented in Table 1.
Table 1. Bipolar disorder knowledge test results in the group of examined
patients.

Statements regarding bipolar disorder
Bipolar affective disorder can cause both
mania and depression./true/
You can be depressed and manic at the
same time./true/
Drugs are necessary to control symptoms of
bipolar disorder./true/
It is enough to take daily medication to feel
good./false/
It is impossible to stop the development of
depression and mania once they start./false/
Shortage of sleep can trigger a manic episode./true/
In order to cope with bipolar disorder you
have to give up the exciting things in life./
false/
Such diagnosis means that you have to give
up professional work./false/
I can cope with the illness on my own. I don’t
need help./false/
I am not ill with bipolar disorder. Doctors are
wrong./false/

Correct answers
(%)
87.5
34.4
96.9
56.3
53.1
71.9
46.9
71.9
84.4
84.4
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Our respondents had most difÞculties with the
statement You can be depressed and manic at the same
time, pointing to the lack of knowledge on mixed states
in the course of BAD. Some people gave a wrong answer even to the statement: Bipolar affective disorder
can cause both mania and depression, though the answer seems fairly obvious.
Perception of recovery aiding factors
The examined group of people suffering from bipolar disorder highly evaluated all factors considered,
appreciating their role in the recovery process. The results are presented in Fig. 1
The most important factors affecting the treatment
process were considered to be family support, patient
characteristics, informational support and characteristics and attitudes of medical staff.
Health locus of control and socio-demographic
variables
Our results demonstrate a signiÞcantly positive
relationship between the inßuence of powerful others, the age of respondents and the age of the onset
of bipolar disorder. Chance, on the other hand, correlated negatively with the age of the onset of illness
(Table 2).
Health locus of control, knowledge of the illness
and perception of recovery aiding factors
The results demonstrate a relationship between the
dimensions of health locus of control and knowledge
of BD and recovery aiding factors (Table 3).

Fig. 1. Perception of recovery aiding factors

Table 2. Pearson’s correlation coefÞcient (r) between the dimensions of
health locus of control and socio-demographic variables.

Variables
Age
Age of the onset
of illness
Number of
hospitalizations

Health locus of control
Powerful
Chance
Internal
others
-0.13
0.42*
-0.21
0.03

0.35*

-0.35*

-0.08

0.12

0.34

SigniÞcant correlation at the level * p0.05
Table 3. Pearson’s correlation coefÞcient (r) between the dimensions of
health locus of control, results of the BD knowledge test and
Factors Aiding Recovery Questionnaire

Knowledge and factors
aiding recovery
BD knowledge test
Factors aiding recovery
- patient characteristics
- behaviour in the
treatment process
- social and living
conditions
- emotional support
- informational support
- family support
- institutional conditions
- formal qualiÞcations of
the personnel
- characteristics and
attitudes of the personnel

Health locus of control
Powerful
Chance
Internal
others
- 0.02
- 0.44*
0.17
-0.25

0.10

-0.37*

0.18

0.22

-0.41*

0.10

0.34

-0.20

-0.15
-0.19
-0.25
-0.20

0.02
0.02
-0.10
0.01

-0.38*
-0.21
-0.23
-0.32

0.18

0.36*

-0.21

-0.16

-0.04

-0.29

SigniÞcant correlation at the level * p0.05
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The impact of powerful others correlated negatively with the knowledge about the disease and positively with formal qualiÞcations of medical personnel.
This allows us to conclude that the stronger the belief
that the state of one’s health is signiÞcantly inßuenced
by other people, the lesser is the knowledge about the
disease, and more consideration is given to the formal qualiÞcations of medical staff as relevant to the
recovery process. The impact of chance correlated negatively with the patient’s characteristics, behaviour
throughout the treatment process and availability of
emotional support. This allows for a conclusion that
the stronger is the patient’s belief about the inßuence
of random factors, the lesser is his/her belief in the signiÞcance of his/her own characteristics, convictions
and behaviour or emotional support of other people in
the recovery process.

DISCUSSION OF RESULTS
Health locus of control is a generalised belief in
the factors inßuencing the person’s own health [12].
It is considered to be an essential ingredient allowing
us to understand and anticipate the individual’s health-related behaviour. It is also applicable in the preparation of prophylactic programmes and promotion
of healthy attitudes [13]. The internal health locus of
control is more often related with healthy lifestyle,
sickness prevention, better physical and mental condition of a person. The external health locus of control,
on the other hand, allows for a prediction that a patient will be lessinvolved in the prophylactics and take
more health-related risks [14, 15, 16].
The group of people examined, with the diagnosis of bipolar affective disorder, was dominated by the
external health locus of control, a belief that one’s
health depends primarily on others. This indicates
that our respondents surrendered the initiative and responsibility for their health to others, while rigorously
adhering to medical recommendations and advice on
living with the disease [17, 18]. Similar results were
obtained in the groups of patients with chronic medical conditions such as multiple sclerosis [19], neoplastic disease [8], epilepsy [20], cardiac disease [11,
21, 22]. Thus, it seems that as far as the health locus
of control is concerned, patients with BD express
similar beliefs to those treated for chronic somatic
diseases. The results of the study by Buhagiar et al.
[23], who obtained a similar pattern of results in the
group of persons with mental illness (from the spectrum of schizophrenia and bipolar disorder), suggest
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that the tendency to believe that the responsibility for
the health of a person lies in others seems typical for
patients treated for psychiatric conditions. In case of
chronic diseases, both psychiatric and somatic, the
preference for the external over the internal health
locus of control is interpreted in two ways. It is believed that the reason for this phenomenon may be that
people with internal sense of control are more likely
to take care of their own health, e.g. look for information on health improvement strategies and take care
their health which affects their physical and mental
condition [7, 10, 24]. The second interpretation is that
long-term, severe or incurable disease changes one’s
health locus of control, producing doubt in patient’s
own strength and preference for entrusting our health
to medical personnel [10].
The respondents’ belief that their health is mostly
dependent on others, especially medical personnel, is
linked with the conviction that it is professional interventions that guarantee one’s recovery. This belief
increases in intensity with the patient’s age [7, 15].
The results obtained in the examined group conÞrm
that the older the person the more they trust specialists and surrender the responsibility for their health
to others, which means that the authority and trust in
medical services can be used especially in working
with older patients.
The prevalent belief among our respondents that
it is others that are responsible for their health is reßected in the state of their knowledge about BAD.
In fact it turns out that patients hold a lot of false
beliefs which might hinder their recovery. They lack
basic information on a possible course of illness, associated difÞculties, treatment options and the way
they can function in everyday life in spite of the illness. It is worth emphasizing that by enjoying authority medical staff can modify these wrong beliefs
and help form positive attitudes towards the illness
and treatment, and in this way enhance the quality
and effectiveness of therapy. The results obtained
by Even et al. [25] among the patients with bipolar
disorder treated with lithium demonstrated that psychoeducation on the medication used and its properties improved the course of illness signiÞcantly along
with the patients’ trust in medical personnel. The results of a study by Moshki et al. [26] demonstrated
that prophylactic programmes could signiÞcantly
consolidate the internal health locus of control and
increase pro-health behaviour. The group of patients
that we investigated in this study underappreciated
the relevance of their own activity and involvement
in recovery, getting to know their illness and discov-
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ering coping strategies. This features more intensely
the younger the patients and the earlier the onset of
illness. This has serious implications for the therapeutic work, as it is particularly difÞcult to work
with patients who fail to see how they or others can
have any impact on their health. The belief that one’s
health is a result of pure chance is related, in this
group, with a perception of lower value of personal
involvement in the treatment process, and the use of
such individual resources as personality traits, personal values and beliefs, as well as a lower valuation of emotional support from others. The truth is,
however, that personal and social resources can play
a positive role in combating the illness. A person
aware of the helpfulness of various factors in the recovery process can take advantage of a wide range
of resources, both personal and social, depending on
the actual situation [27, 28, 29]. At the same time, as
showed by the results of the study by Doherty et al.
[30], it is important for the support to be varied and
adapted to individual needs and requirements posed
by the speciÞc course of bipolar disorder. It should
be emphasized that access to social resources and
their use may be hindered by the fact that patients
struggling with bipolar disorder Þnd it hard to be understood even by the closest family members. They
experience stigmatization and exclusion because of
their illness, also in broader social context, which
in consequence makes it harder for them to function
properly on a daily basis. For help to be effective,
it is advisable to create a broad network of support
with elements of psychoeducation and disposing of
stereotyping in the society [31, 32, 33].

Beata Anna Kulig

be a factor modifying patient’s involvement in the
treatment process, and the perception of resources
which may contribute to recovery. This relationship
can be used in planning therapeutic interventions.
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