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ABSTRACT

Background: Although the disparities in mental health outcomes for ethnic minorities in the United
Kingdom are well-documented, little is known about the role perception of control plays in the
experiences of service users and its role in perpetuating or improving health inequalities. This
quantitative methods study investigated the perspectives of the members of these communities from
the Locus of Control domain.

Methods: A small-scale survey (N=50), applied a purposive sampling method to recruit mental health
service users of African and Caribbean origin from a South London Borough to complete two
structured questionnaires. Data were analysed using SPSS in the examination of the scores, various
demographic variables, linear relationships, and other reliability tests.

Results: Key findings indicate a moderate to high externality in LOC scores for participants, in general
and mental health milieus, with some remarkable differences in ethnicity, gender, and age.
Conclusion: The results present some implications and opportunities for mental health services,
policy, and professionals in engaging with clients from this target group towards addressing the

inequality of outcomes.

Keywords: Black and Minority Ethnic; Locus of Control, Mental health
1 Introduction

There is an over representation of the Black and Minority Ethnic (BME) communities in psychiatric health
care settings in the United Kingdom [1]. The groups’ experience with mental health services has also
recorded a high dissatisfaction rate, including perceived adverse stereotypes, such as being “Black and
dangerous”, and inequality and more complex pathways to care [2-9], sometimes culminating in avoidance
of and resistance to Mental Health Services (MHS). This issue was highlighted in the ‘breaking the circles
of fear’ report by Keating et al [10], which found that members from this group experienced fear of mental
health services, police involvement in entry to services, stigma, admission by detention via the use of the
Mental Health Act (MHA), [11-12], coercive practices, late entry to services along with other challenges,
combine to promote the circles of fear, and less focus on recovery approaches. Furthermore, fear, mistrust
and averseness to engagement has also characterised the BME response to mental health services [13-15].
Mental health service users are impacted by various factors such as social, financial, and economic stressors
which contribute to the development of their illness [8, 16, 17]. These inequalities in mental health outcomes
have also been accentuated by the current COVID-19 pandemic [18, 19], which started in 2020 as it has
also been observed that BME populations experience higher levels of negative mental health outcomes in
comparison to the general population in the United Kingdom, thereby worsening the inequalities [19]. It
has also been observed that “social disadvantages including unemployment; lone parent status; lower social
class; low perceived social support; poverty...” and other issues contribute to the development of psychosis
[17: 1547]; and that strong connections exist “between deprivation, ethnicity, and mental illness” [20: 40].
Furthermore, an integral part of considering the psychosocial aspects of mental health service users also
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includes the need to explore the link between their cultures and their perception of control in their life
expetriences [25]; thereby raising the desirability of investigating the concept of locus of control from the
perspectives of the ethnic minorities in the United Kingdom.

2  Locus of Control, general and mental health

Locus of Control (LOC) is rooted in psychology and social learning theories [22-23] and is based on how
individuals conduct subjective appraisal of the factors that are responsible for the actions and occurrences
in their lives. It refers to the level to which individuals consider that they can influence their environment,
and the extent to which they consider their experiences are dictated by forces outside of themselves, or
circumstances beyond their control, including actions of other people and chance occurrences [24-26]. LOC
can be cither internal or external; internal LOC refers to a belief by an individual that events, occurrences,
and outcomes are decided by their own actions, while someone with an external LOC considers that their
fortunes or otherwise are dictated by forces outside themselves, and for which they have little control or
influence [21, 24, 26]. This implies that they perceive that their actions would bear little or no relevance or
make a difference to whatever happens to them. Social learning theorists including Rotter, [27, 30], assert
that the way people perceive their sense of judgement over control in their lives are not inborn but emanate
from their individual experiences over time including effects from the society, which tend to strengthen
their perception [28].

Various studies have explored the relationship between LOC and health in general, as well as specific areas
of health secking behaviours [25-29]. Eatlier studies in this area using the foundational model [29, 30], posit
that internals are those who have the perception of control over their health while externals are individuals
who believe that their health is not within their control [31]. It was also generally concluded in earlier studies
that individuals located within the internal LOC spectrum are likely to participate in conducts and
behaviours that will promote their health [21, 25]. Conversely, individuals who are of the external LOC
otientation are likely to indulge more in behaviours which would not promote their health. Other earlier
authors [32, 33] assett that the differences in health behaviour between the internals and externals will result
in better health outcomes for the internals than the externals. It was also found that the LOC orientation
of individuals will also dictate the extent to which their health behaviour is influenced by the social
environment and the influence of family and friends [34]. Strickland, [35] suggests that individuals with
internal LOC are less likely to submit to pressure from others to undertake poor health habits, as they are
more likely to draw their own individual conclusion when confronted by opposing suggestions from
external sources that they may find to be challenging their views and health related behaviours [29]. In
comparison however, external LOC oriented persons may be more susceptible to the non-health promoting
behaviour in their environment, either directly or indirectly, when exposed to similar situations [29]; they
may also be prone to be passive to health promoting behaviour [34]. One area that is seldom explored in
relation to powerful others, in the form of the medical professionals’ impact on external LOC orientation
was highlighted in a study [30] that assessed Health Locus of Control of 11,600 participants in Wales. It
confirmed findings of previous studies that internal LOC motivated positive health behaviour, and that a
perception that one’s health was controlled by fate and chance motivated poor health behaviour [37-39].
It has also been found however, that individuals who have a strong belief in the role of powerful others are
likely to engage in lower levels of positive health behaviour [21, 29, 36]. Ample number of studies have also
found a positive correlation between external LOC and mental illness experiences [40-42]; which in turn
suggest that the varying degrees and types of mental illness (including psychotic and non-psychotic)
experiences tend to make the sufferer more prone to external LOC. It has also been found that a
relationship exists between what individuals from BME community perceive to be the aetiology of their
mental illness experiences and their LOC orientation [40]. In the light of this, the aim of this study was to
assess the perceived control of the targeted groups via the lens of internal-external locus of control, as a
possible explanation for the observed disparities in mental health outcomes and to identify potential
solution from the results.
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3 Study design and Sample

Mental health service users who self-identified as of African and Caribbean origin were approached by
researcher to participate in the study at the drop-in services of local charity organisations where they
accessed and participated in recovery support projects and socialisation activities. Other inclusion critetion
are male or female aged between 18 and 65, a diagnosis of a mental disorder, experience of discharge from
psychiatric hospitals, not experiencing any form of psychosis but were mentally stable; able to understand
the contents of the research information package and consent requirements; capable of providing informed
consent, and to complete or be supported to complete the questionnaires. The suitability was determined
with the support of the managers and members of staff of the community organisations who are familiar
with and had been providing services to the participants. Ethical approval was granted by the University’s
ethics committee. A total of fifty respondents were found to have completed the two sets of questionnaires
by the cut-off date, and formed the total sample used for this study, with no rejection. The demographic
distribution of the participants is illustrated in Table 1 below. The mean age was 40 years (range of 25 to
56 years). From the fifty participants, seventeen were of African origin (34%) and 33 participants were of
Caribbean origin (66%).
Table 1 -Demographic distribution

Variable Results

Gender Male 25 (50 %)
Female 25 (50 %)

Ethnic origin Caribbean 33 (66 %)
African 17 (34 %)

Age Mean: 40
Range: 25-56

The number of participants and resultant equal gender distribution was coincidental, as the total number
of questionnaires collected were counted by the researcher only during inputting and analysis into Statistical
Package for the Social Sciences (SPSS) [44], after the allocated cut-off date of the research schedule.

4  Measures

Participants were administered two sets of questionnaires: General Locus of Control (GLOC) [42], an
abridged version of Rottet’s original questionnaire [22], and Mental Health Locus of Control (MHLOC),
[46]. The 13 pair statement GLOC questionnaire [45], invited the participants to choose by a tick, one
statement, indicating internality or externality (a, or b) they agree with from each pair of statement. This
version was adopted for this study as it is shorter with a smaller number of paired statements (only thirteen
pairs compared to the older versions which ranged between twenty-three to twenty-nine pairs) [22, 47]. It
is also deemed as a more updated version, more user friendly, less cumbersome and time consuming for
the participants as they were also requested to complete the Mental Health Locus of Control questionnaire
[46]. The scoring guide for the GLOC is shown below (Table 2):

Table 2- GLOC -Scoring guide
SCORING OF 13 PAIRS OF STATEMENTS

0-2 scores - INTERNAL LOC
3-7scores - MODERATE EXTERNAL LOC
8-13 scores - HIGH EXTERNAL LOC

Explanation: This is a scoring guide for General Locus of Control Scale. It indicates that scores below two
places the participant on internal LOC; a score between three and seven places the participant on a moderate
external Locus of control, while scores between 8 and thirteen places the participant between high and
extreme external LOC spectrum.
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The Mental Health Locus of Control questionnaire [40] used for this study consists of a total of 22
statements in which participants indicate their level of agreement by ticking on the 6-points Likert scale,
(Strongly disagtee, etc.). The 22 item statements consist of 8 internals and 14 externals randomly dispersed
amongst the numbers, and each participant gets a 1 for Strongly disagree, a 2 for Disagree, etc. for each
statement. A scoring guide for the MHLOC is included in Table 3 below along with explanation.
Table 3- MHLOC-Scoring guide
SCORING OF 22 MENTAL HEALTH LOCUS OF CONTROL STATEMENTS

22 scores - MINIMUM SCORE, INTERNAL EXTREME MHLOC
23 to 77 scores - INTERNAL MHLOC TO MID POINT EXTERNALITY
77-132 scores - HIGH TO EXTREME EXTERNAL MHLOC

Explanation: This guide indicates that as the lowest score possible for each statement on the Likert scale is
one and the highest score is six, the total scores available is between 1 x 22 and 6 x 22 = 22 and 132). With a
range of between 22 and 132 scores, it indicates that 22 is the minimum available score which places the
participant on extreme internal MHLOC. Scores higher than 22 and up to 77 indicates a range between
internality and midpoint of external MHLOC. Scores between 77 and 132 indicates high to extreme externality.
The basic principle is that the lower the MHLOC scores the higher the internality in MHLOC, and vice versa
[46].

The two instruments were combined in preference for the only other available Mental Health LOC Scale
[40], as this was designed based on the identified potential expectations of patients when they actively seek
health services and was considered of a narrower scope [48]. It was also not considered applicable to the
population group who participated in this study, as they had already passed through the mental health
services admission system and were therefore situationally different in comparison to patients who visited
hospitals and were actively seeking health services. The chosen MHLOC scale [40] is also preferred to the
health LOC scale and the Multidimensional Health Locus of Control [49], as it is deemed to be more
specific and has a higher strength of predictability of outcome for mental health contexts [48]. It is also
intended that an increased understanding of the participants’ LOC orientation could be achieved by
combining a non-context-specific approach of measurement obtainable from the general locus of control
(GLOC) instrument with a mental health specific measurement obtainable from the Mental Health Locus
of Control (MHLOC) scale.

5 Analysis

A descriptive analysis of the two questionnaires were conducted using a computerised program, Statistical
Package for the Social Sciences (SPSS) [41]. This includes frequency distribution, gender, ethnicity and age
profiles and other comparative variables, in addition to reliability tests.

6 Results

6.1  General Locus of Control (GLOC)
6.1.1  Frequency distribution of (GLOC) scores

The frequency distribution shows the number of participants who scored between the lowest available
score of 2 and the highest of 12 on the general locus of control scale indicates that only one participant
earned 2 GLOC scores, one participant earned three GLOC scores, eight participants earned four GLOC
scores respectively, indicating that only one out of the fifty participants had a strong internal locus of
control. The results also indicate a mean of 6.46 and a standard deviation of 2.062. Most of the participants
(48) scored between three and 12 points, which indicates between a moderate and high external locus of
control. A total of 33 participants (66%) had moderate external LOC with scores between 3 and 7; this
includes five, six and seven participants who earned eight, seven and nine scores respectively. A total of 16
participants (32%) scored higher than 8, placing them into a strong external LOC spectrum. This result
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suggests that the externality in the general LOC of the participants ranged from moderate to high, with 66
percent in the moderate range and 32 percent in the high range.

6.1.2  Gender distribution GLOC

The GLOC frequency distribution by gender (Table 4), indicates an even spread of externality between the
genders, with almost equal numbers of male and female participants being placed within the moderate
externality and high externality. Although equal numbers of both genders participated in the study, the only
participant who earned two scores and falling within extreme internal LOC was male, while the participant
who earned the highest score of twelve (close to the highest level of externality) was also male. Seventeen
female participants and sixteen males earned between three and seven scores (moderate externality),
although no female participant earned three scores. Eight participants from each gender earned between
eight and twelve scores (high externality), although two female participants earned ten scores while no male
participant earned that number of scores.

Table 4- GLOC scores per gender

No. of Total
GLOC |2 3 4 5 6 7 8 9 10 12

Scores

Gender

Male 1 1 3 5 3 4 5 2 0 1 25
Female |0 0 5 3 4 5 3 3 2 0 25
Total 1 1 8 8 7 9 8 5 2 1 50

6.1.3  Comparison of mean GLOC scores per gender

A further analysis was carried out to assess any difference in the mean and standard deviation of the GLOC
scores between the genders. The results indicate that the men had a relatively lower mean GLOC score
(6.3) compared to female (6.6). However, the standard deviation was slightly higher for the male compared
to the female of (1.9); suggesting that the males may have a comparatively lower externality (more internal)
in general locus of control. As the results indicate that a conclusion could not be arrived at as a result of
observed insignificant difference in the comparative standard deviation, further tests were carried out to
assess significance in relation to gender by testing any significant difference between the two-gender means.
An independent sample test resulted in a negative .476 (-.476). This is highly significant test result which
shows that the mean LOC between male and female are significantly different, (based on using an alpha of
.05); which in turn suggests that there are significant differences in the LOC between the two genders. It
also indicates that further investigation is desirable. The low number of samples also means that the results

need to be treated with caution as a higher sample could also throw more light to the level of significance.
6.1.4  Participation by age range

The results of an analysis of the GLOC frequency distribution in relation to the ranges of age on one hand
and the distribution profile of the GLOC scores within the age ranges (Tables 5 and 6) indicate that the
participants within the 25-34 age group recorded the least level of externality with the lowest GLOC scores
of 6, (12% of the total); this suggests that higher externality may correlate with increase in age. However,
the GLOC scores of this age group were spread out evenly between 5 and 10 GLOC scores as they scored
one each, placing them between moderate to mid- high externality. The 35-44 age group were also placed
within the moderate to high externality, although in comparatively higher number as they scored a total of
ten of their total scores of 14 between 3 and 7 score band (moderate external) and four for high externality.
Participants of 45-54 age range scored highest total of 23, made up of 1 internal, 16 moderate to high
external scores, and 6 high external. The 55-64 age group recorded the least scores of 7, from which four
were within moderate to high external scale and three within high externality.
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Table 5- GLOC participation per age range

Age Frequency | Percentage | Cumulative
range percent
25-34 5 12 12

35-44 14 28 40

45-54 23 46 86

55-64 7 14 100

Total 50 100

Table 6- GLOC scores distribution per age range

No. of Total

GLOC |2 3 4 5 6 7 8 9 10 12

Scores

Age range

25-34 0 0 0 1 1 1 1 1 1 0 6

35-44 0 0 2 3 0 5 2 1 1 0 14

45-54 1 0 5 3 5 3 3 2 0 1 23

55-64 0 1 1 1 1 0 2 1 0 0 7

Total 1 1 8 8 7 9 8 5 2 1 50
6.1.5 Correlation Test -gender

A Pearson correlation coefficient test was conducted between the total sum of GLOC scores by participants
and their gender. The Pearson correlation measures the degree of the linear relationship between two
variables. Positive or negative relationships can be found between two variables which indicates that a
change in one could lead to a change in another variable [44]. Table 7 below shows the results of the Pearson
correlation test, indicating that the Pearson correlation is negative .31 and the p-value is .03. The alpha of
.05 and two-tailed test rule allows for a positive or a negative correlation. A decision rule for all tests
indicates that if p is less than or equal to .05, the test is significant, and if p is greater than .05, the difference
is not significant [44]. This indicates a significant relationship between the GLOC scores and gender. As
the p-value in this output is .03; (less than .05), which also indicates that the difference is significant. Degree
of freedom r = (50-2=48, which is the sample size of 50 minus 2); Correlation coefficient is =-.31; P
value=.03. There is therefore a significant negative relationship between the GLOC scores and the gender
of the participants in this study, indicating that there could be differences in profile of GLOC on account
of gender. The negative relationship indicated suggests that a higher GLOC externality in men would
indicate a higher internality in women and vice versa. The comparative mean results indicate that men have
a lower externality scores, suggesting that women are likely to be more external in their GLOC. This result
suggests a confirmation of the test of significance (test), which indicates that gender differences could
impact on GLOC orientation.
Table 7 - Correlation test GLOC- gender

Total Sum Gender
Total Sum Pearson Correlation 1 -.313"
Sig. (2-tailed .027
N 50
Gender Pearson Correlation -.313" 1
Sig. (2-tailed) .027
N 50 50

*. Correlation is significant at the 0.05 level (2-tailed).
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6.1.6  Group comparison- per ethnic distribution of GLOC

A further analysis was conducted to identify any differences in the GLOC results between the two groups
of ethnicities- The African and the Caribbean populations. The ethnic distribution of participants in Table
8 below, shows that out of the total number of fifty participants a total of 33 (66 per cent) were of Caribbean
heritage; this is almost double the number of participants of African heritage, totalling seventeen (34%).
The difference in participation rates is likely to have impact on the results due to a comparatively higher
representation of one group to the other.

Table 8- Ethnic distribution of participants

Ethnic origin Frequency Percent
Caribbean 33 66 %
African 17 34 %
Total 50 100

6.1.7  GLOC Scores per ethnic origin

The rate of participation and GLOC scores per ethnic origin (in table 9) below, suggests that the Caribbean
population in this sample may have an overall higher level of externality compared to their African
counterparts. The only male participant (as indicated in the gender table analysed earlier) who earned two
scores (internal) was of African origin, while the only male participant who earned the highest externality
score of twelve was of the Caribbean group. A total of 22 Caribbean participants earned between three and
seven (moderate external) scores; this represents 67 per cent of the 33 Caribbean sample. This is double in
number in comparison to 11 participants of African origin within this range of externality, as the Caribbean
participants were numerically double in total number (33 compared to 17 above). However, 65% of the
African sample (17) fell within this range of externality scores, indicating an almost equal state of externality
in terms of number between the two groups. Furthermore, although seven Caribbean participants earned
eight scores compared to one earned by an African participant, a total of eleven Caribbean participants
carned between 8 and 12 (high external) scores compared to five African participants, again representing
double comparative frequency. This seems to be moderated by the difference in patticipation numbers as
the Caribbean participants represented almost double the number of African participants.

Table 9- GLOC scores per ethnic origin
No. of Total
GLOC 2 3 4 5 6 7 8 9 10 12
Scores

Ethnic origin

Caribbean | 0 1 7 5 4 5 7 1 2 1 33
African 1 0 1 3 3 4 1 4 0 17
Total 1 1 8 8 7 9 8 5 2 1 50

6.2 Mental Health Locus of Control (MHLOC)
6.2.1  Frequency distribution

The Histogram (Table 10) below shows the frequency distribution of the Mental Health Locus of Control
scores by all the 50 participants. It records a mean of 83.28 and standard deviation of 19.9. The results
suggest that more than 50% of the participants fall within high external mental health LOC, although there
is no indication of extreme externality in the results.

Although the minimum possible score was 22, the range of scores this result was between 33 and 120. The
lowest number of scores of 33 was earned by one participant, while the highest number of scores of 120
was also earned by one participant. Out of the fifty participants, 20 participants (44 %) earned between the
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lowest score of 33 and the midpoint score of 77, indicating that almost half of the participants have between
low and mid-moderate external mental health LOC. Twenty eight participants (56%) earned more than 77
scores (between 79 and 120 scores), indicating high external MHLOC. None of the participants earned
scores higher than 120, indicating that their level of LOC externality may not be at the extreme end.

Table 10- Histogram of MHLOC score profile

Histogram
7 ] Mean = 83.28
Std. Dev. = 19,983
M = 50
E-— SR
-
(=]
=
1]
=
o *7
|
[T
2-— | . _—_—
o] T H T
2500 50.00 75.00 100,00 12500
Total_Sum

6.2.2  Comparison- Gender MHLOC scores

The results of the MHLOC scores by gender suggests that women were more located within high externality
than men. A total of 8 men scored between 33 and 77, (the midpoint of externality), compared to 22 women,
which represents more than triple this number. This shows that more women (44%) fell within the low and
mid-moderate external mental health LOC scale. In addition, a total of 17 men earned scores between 79
and 120 compared to 28 women; this also indicates that more women (over 56%) fell within the high

external mental health spectrum in comparison to the men.
6.2.3  Comparison- Gender mean MHLOC scores

The results of the mean MHLOC scores by gender shown in (Table 11), suggest that although there is a
higher mean recorded for men, there is marked differences in the mean and standard deviation of the two
groups. It also indicates that further investigation is warranted, as externality has been observed for female
in terms of face value difference. A comparison of the results indicates a higher mean of 89.5 for men
compared to 77.08 for women. Although the mean MHLOC for women is lower, suggesting a higher
internality than the men, the standard deviation is however higher (20.83 for female compared to 17.35 for

male).
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Table 11-Comparison of mean MHLOC per gender

Gender Number Mean Std Deviation | Std Error Mean
Male 25 89.5 17.35 3.5

Female 25 77.0 20.8 4.2

Total 50

6.24  T-TEST -Mean MHLOC -Gender

Further comparison of the gender mean MHLOC through independent samples test was conducted with
results in (Table 12) below. It showed a p value of .027, (lower than the 0.05), indicating a significant
relationship between gender and MHLOC. However, as the test result is at 2.27, it also suggests that further
investigation is warranted in this regard by future research, as the frequency distribution suggests externality
for female participants.

Table 12- Independent Samples Test -MHLOC-Gender

Levene's
Test for t-test for Equality of Means
Equality of
Variances
F Sig. T |df Sig. Mean Std. Error | 95% Confidence
(2-tailed) | Difference | Difference Interval of the
Difference
Lower | Upper
Equal .38 .54 2.3 | 48 0.3 12.4 5.4 15 23.3
variances
assumed
Total_Sum | Equal 2.3|465 0.3 12.4 5.4 15 23.3
variances not
assumed
6.2.5  Ethnicity MHLOC scores

The MHLOC scotes per ethnicity, suggests that the Caribbean participants had higher level of externality
than their African counterparts, as 14 Caribbean participants scored between 33 and 77 compared to 8
African participants. This means that almost double the number of Caribbean participants is placed within
the low and mid-moderate external mental health LOC scale. In addition, 19 Caribbean participants
compared to 9 Africans earned between 79 and 120 scores, which represents more than 57% of the
Caribbean sample compared to 52% for the African sample. It also indicates that more than double the
number of Caribbean participants fell within the high externality of MLOC spectrum in comparison of the
African participants.

6.2.6  Comparison of mean MHLOC per ethnic origin

The results of this mean and standard deviation of the MHLOC scores per ethnic origin shown in Table
13 below, suggests that the comparative externality status of the Caribbean group from the frequency
distribution merits further investigation. The Caribbean participants’ mean MHLOC (81.8 and standard
deviation (19.5) is lower than the African participants (86.1); and (21.1) respectively. This shows that
although the frequency distribution may indicate that the Caribbean participants scored higher in
externality, the mean score and standard deviation takes into consideration the rate of participation between
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the two groups, the dispersion rate and the scores [44]. The mean results indicate that although the
Caribbean participants have higher level of externality in absolute terms, the mean MHLOC is lower, and
the rate of dispersion in the standard deviation for the Caribbean group is also comparatively closer to the
mean, thereby suggesting that the rate of externality merits further investigation.

Table 13- Mean MHLOC per ethnic origin

Ethnicity Mean MHLOC Number Std. Deviation
Caribbean 81.8 33 19.6
African 86.1 17 211

6.2.7 T-TEST-Ethnicity mean MHLOC

As this difference could not however be considered significant without conducting more tests in this regard,
an independent samples t-test, was also carried out as with the comparisons conducted with the GLOC
results. A t-test is conducted to decipher the significance in differences between the two means. The results
of the test for the ethnicity MHLOC means of this sample (Table 14) below shows a test result of negative
0.717 (-.72), which is less than .05, the test of significance level (based on using an alpha of .05). This
suggests that there is also a significance in the differences in the two means of ethnicity. However, as the
two tailed significance is higher at .477, this result is to be taken with caution, in addition to the low sample
size and the comparative levels of participation, between the two groups, as the Caribbean participants
almost doubled the African participants in number. It also seems to corroborate the findings on the test on
GLOC, indicating a need for further investigation.
Table 14 -T Test of Ethnic MHLOC mean

Levene's
Test for t-test for Equality of Means
Equality of
Variances
F Sig. T | df Sig. (2- | Mean Std. Error | 95%  Confidence
tailed) Difference Difference Interval of the
Difference
Lower | Upper
Equal .60 | .44 72 | 48 0.48 -4.3 6.0 -16.3 7.8
variances
assumed
Total_Sum | Equal 0.7 1302 |03 0.5 6.2 -16.9 8.3
variances not
assumed
6.2.8  Age range comparison of participation

Table 15 below shows the participation profile for each age range, indicating that six people below 25
participated in this study, representing the lowest 12 per cent of the fifty participants. The participants aged
between 45 and 54 made up 46% of the sample, while 14% were between 35 and 44 years. Seven persons
aged between 55 and 64 made up seven per cent of the fifty participants. As there were no participants over
65, it indicates that this study did not represent the views of older age group of 65 and older.

Table 15- Age range MHLOC participation table

Age range Frequency Percent Cumulative Percent
25-34 6 12 12

35-44 14 28 40

45-54 23 46 86

55-64 7 14 100

Total 50 100
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6.2.9  Age range MHLOC score

A comparison of the scores by the participants in relation to their age groups are shown in Table 16 below

titled Age range MHLOC scores.

Table 16- Age range MHLOC scores

MHLOC
Scores

Age range

25-34

35-44

45-54

55-64

Total

33

46

50

53

58

64

66

67

68

69

70

71

72

73

74

75

76

7

79

81

83

84

85

86

89

91

92

93

94

95

96

100

101

102

104

108

110

112

115

117

118

120
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The results show that the 45-54 age groups lean to higher externality than other age groups. The table
shows that only three participants between the ages of 25 and 34 scored between 33 and 77 compared to 7
for 35-44 age range, 8 for 45-54, and four for the 55 -64 age range. This means that more people within the
55-54 and 35-44 age ranges fall within the low and mid-moderate external mental health LOC scale. Again,
only three people within 25 and 34 age range scored between 79 and 120 in comparison to seven for 35-
44, fifteen for the 45-54, and three also for the 55 -64 group. This suggests that more people within the 45-
54 age group are placed within the high external mental health LOC spectrum in comparison to the other
age groups. In addition, it further suggests that this age group recorded highest number of participants (23,
or 46%) with MHLOC scores of between moderate and high externality than the rest of the age groups.

6.2.10 Comparison —mean MHLOC per Age range

A comparison of the mean MHLOC scores profiles per age range in the Table 17 below, shows that the
35-44 group has the lowest mean MHLOC scores with 75.64 (higher internality), followed by the 45-54 age
group with 79.43. However, the 45-54 age group recorded the lowest comparative standard deviation of
18.2, indicating that this group had the standard deviation which is the closest in dispersion in relation to
the mean. This suggests that the results warrant more in-depth study, as it is inconclusive in view of the
frequency numbers of this group (23) that fall within externality spectrum in comparison to other age
groups, as well as the low sample size. As only pair-wise t-test option is available, which could only conduct
specific age group comparisons, it suggests that further investigations in relation to age group profiles of
MHLOC may be desirable.
Table 17- Comparison of mean MHLOC per age range

Age range Mean Number Std. Deviation
25-34 83.8 6 20.05

35-44 75.6 14 213

45-54 88.9 23 18.2

55-64 79.4 7 213

6.3 Summary of results

As shown in the table of summary of the results in Summary Table 18 below, several parts of the results
have indicated that a profile of between moderate and high external LOC has been exhibited by the
participants on both scales, with some variations in profiles for each of the results. The GLOC scores
specifies the existence of varying scale of differences in the Internal-External profile of the participants,
although the level of externality was more pronounced in comparison with the MHLOC results. There is
an even spread of externality between genders, although there is an indication of lower externality in men
than women. Younger people were also indicated to be more internal than older aged groups, while the
African participants were also indicated to be less external in GLOC than their Caribbean counterparts.

The MHLOC scotes also shows that participants recorded between moderate and high externality in
general. However, there are varying degrees of differences in the MHLOC profiles in terms of age, ethnicity
and gender. More females were indicated to be of higher externality than the males while people within
younger age groups of between 35 and 44 years are indicated to have higher internality. The results of the
correlation coefficient for both results shows that gender is a significant issue in both GLOC and MHLOC
scores, which merits attention. Although, the Caribbean group were also indicated to be within
comparatively higher MHLOC externality the results are not conclusive due to the profile of the mean and
standard deviation results and further statistical significance tests. The relatively small sample size also
suggests that further investigation is desirable in order to explore the differences in MHLOC profiles of
the A & C groups. The GLOC questionnaire was inconclusive in relation to test of reliability, as there was
no parameter to assess its reliability due to the absence of Likert scale format for the questionnaire. The
result of a test of reliability of the MHLOC scale resulted in a high Cronbach’s alpha score from the tool
itself as well as in relation to the deletion of each of the question item, thereby indicating that the tool used
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is reliable. The MHLOC reliability test has also been found to be similar to the reliability results found by
the authors who designed the instrument [46], as they had found an ‘alpha coefficient of MHLC (of) .84’

[46:155].
Table 18- Summary of GLOC and MHLOC results
GENERAL LOCUS OF CONTROL (GLOC) MENTAL HEALTH LOCUS OF CONTROL
(MHLOC)
Demographic | Total Min Max Mean | St Demograp | Total Min | Max | Mea | St Dev
distribution score score Dev | hic score | score | n
distribution
Number 50 2 12 6.4 2.0 | Number 50 33 120 83.3 | 19.9
(100%0) (100%0)
Gender
Male 25 (50%) 6.3 2.2 | Male 25 89.4 | 17.4
(50%)
Female 25 6.6 1.9 | Female 25 77.1 | 20.8
(50%) (50%)
Age Age
Mean 40 Mean 40
Range 25-56 Range 25-56
Age range LOC Age range LOC
25-34 6 (12%) 75 19 | 25-34 6 (12%) 83.8 | 20.0
35-44 14 (28%) 6.6 1.8 | 35-44 14 75.6 | 21.3
(28%)
45-54 23 (46%) 6.1 2.2 | 45-54 23 88.9 | 18.1
(46%)
55-64 7 (14%) 6.1 2.3 | 55-64 7 (14%) 79.4 | 21.3
TESTS TESTS
Pearson correlation | -.31 Pearson  correlation | -.31
coefficient: coefficient:
P value .03 P value .03
*, Correlation is *. Correlation is
significant at the 0.05 significant at the 0.05
level (2-tailed) for level (2-tailed) for
Gender. Gender.
Pearson correlation Pearson  correlation
coefficient: coefficient:
Age -.195 Age .085
Ethnicity .024 Ethnicity .103
Reliability of instrument — Cronbach’s Alpha | --0.87
6.4 Reliability test-MHLOC

A test of reliability was conducted in order to assess the level of reliability of the MHLOC questionnaire.
The Cronbach alpha is used to measure the internal consistency of questionnaire [44]. The value of 0.7 or
higher is considered to test the reliability of quantitative tools. Below are the results of the reliability test
conducted — the Cronbach Alpha result.
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Table 19 below contains the Cronbach’s alpha test of reliability for the MHLOC questionnaire, which the
indicates a scoring of .872. This is higher than 0.7, which is considered the baseline score for reliability [44].
Table 19 — Reliability test- Cronbach Alpha result

Reliability Statistics
Cronbach's Alpha Number of Items
872 22

A further test into the Cronbach’s alpha scores that would result if each of the twenty-two item questions
were item deleted, also resulted in higher than 0.7 for each statement. This is a further test of the reliability
of the MHLOC questionnaire, as it proves reliability of the instrument with an indication that the deletion

of each question or statement would have no negative impact on the tool as it resulted in higher than 0.7.
7 Discussion

The results from this study suggest that despite the difference in the options provided in the two
instruments, similar results were yielded, indicating some level of reliability. The scores indicated a high
level of moderate and high externality in LOC for both A & C participants in both general and mental
health contexts. It means that although the GLOC did not provide the Likert scale type of responses, a
higher percentage of the participants still chose to agree more with statements that favour external LOC.
The MHLOC result also indicates that a high proportion of the participants (56 per cent) were spread
between mid and high externality. The GLOC results suggest that there is a high likelihood that the sampled
population perceives themselves to have a low sense of control over their lives. Apart from the two extreme
cases of externality (12) and internality (2) recorded by the male participants, this gender distribution
indicates a fair spread of internality and externality in GLOC between the male and female participants,
which suggests that more in-depth study may be useful to decipher any differences in the LOC between
genders. This result is also almost replicated in the MHLOC domain for this sample, as there is an indication
of between a moderate and high external mental health LOC in the sample, although women were indicated
to be more external. This suggests also that a high percentage of the sample perceived that their mental
health is beyond their control, just as their general LOC leans more towards externality than internal. It also
seems to indicate that individuals from A & C heritage who have experienced mental health challenges are
likely to have the view that their mental health are not likely to be impacted by their own input or the
contribution they make in the health care processes. This is in view the findings from the literature that
individuals with external LOC are inclined to consider that results are determined by outside forces such as
luck, fate, or powerful others [21], and are likely to consider that exerting effort towards achieving an
outcome a worthless exercise. It has also been asserted from a more recent study related to the impact of
COVID-19 pandemic on mental health and Locus of Control, that in times of uncertainty ‘feeling in control
of one’s fate therefore appears to be protective against negative mental health impact’ [51:11].

The MHLOC results also applies to this, as literature also indicates that someone who leans on the external
spectrum of LOC is perceived to not likely to engage with the health care process in an active manner, as
they are likely to perceive that their effort is not likely to be rewarded. This is also relevant as a passive
behaviour has been identified as characteristic of external LOC orientation in health care settings, resulting
from perceived inability to control issues around their health [34, 51]. In contrast, literature also indicates
that individuals who are of the internal LOC spectrum are likely to be more active and take ownership of
their health care process as well as their relationship with the health care practitioners [25, 36].

The result from both instruments also appears to corroborate findings from the literature that people of
the BME community have more external LOC than other populations |21, 4]. Having provided an
opportunity to apply the instruments to a sample of A & C community, this study has shown that this sub
set of the BME community have a moderate to high external LOC. However, the previous studies have
been generally based on individuals of BME backgrounds in different countries including Asian, Chinese
and other cultures rather than focusing on specific A & C people as has been conducted in this study. The
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findings also highlight the desirability in assessing or decipher the factors that are likely to be causative or
contributory to a high externality in LOC in individuals from A & C backgrounds, and if there exist some
specific causes of externality that the literature has identified, which are still applicable to the sampled
population. As it has been indicated that promoting internal LOC in individuals can encourage them to
take active participation in the decision making on their health [36, 51], it also suggests a need to explore
the possibility that the internal-external orientations could be subject to change with intervention or by
raising awareness on issues that could be identified as causative factors for the external LOC orientations
and address them [4]. A discovery of such factors would suggest that if individuals who lean towards an
external LOC and other people who are supporting them in the particular setting could be made aware of
the meaning of the externality status; there is a likelihood that they could be motivated as well as be
supported to reconsider or pay attention to their outlook to life and, by implication, their approach and
response to their general LOC and/or mental health care, as well as their health seeking behaviour. Recent
assertion that individuals with internal locus of control tend to rely less on medical care than individuals on
the externality spectrum [50], also lends credence to the necessity for internality in LOC to be promoted in
mental health.

Although the tests conducted have indicated that gender is an issue of significance in both MHLOC and
GLOC scores, the profile of participation in the quantitative part of this study suggests that further study
could be useful to decipher and make more reliable deductions into differences in orientation between the
two groups. This is due to the low number of participants, as it has been posited that quantitative data are
usually more reliable when the participation numbers are as high as two hundred samples, as this will lend
it to more in-depth analysis [44]. In addition, given that there was an uneven distribution in terms of the
ethnic participation number, as the Caribbean group was more represented in this sample by almost twice
the number of participants from the African group; an even number or close to even number of participants
could provide a greater opportunity for more realistic comparison of specific areas including gender, age
range and ethnicity.

8 Conclusion

This study is the first attempt to apply two sets of quantitative tools to assess the locus of control of African
and Caribbean individuals with experience of mental health challenges and services in both generalized and
mental health contexts. As active patient engagement is integral for positive health, the results indicate a
risk that the sampled population are not likely to engage actively with health care if their perception of
externality in LOC remains unchanged. This suggests a need to further explore and address the likely
reasons, factors or undetlying causes that contributes to the external orientation in the LOC for the clients,
improve the level of LOC internality, engagement and ownership of the recovery journeys. Whilst not
generalisable to A & C peoples and all BME populations, it highlights the potential benefits of assessing
and applying LOC orientations by professionals and services as a tool towards achieving effective mental
health supports. The study also presents a foundational knowledge to achieve more reliable results to
further explore the LOC profiles of peoples from BME communities in their experience with mental health
services, contribute towards addressing the current disparities in mental health outcomes, and opportunity
to evaluate the extent to which this type of exploration could be applied to other health settings.
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