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‘A psychology of

'entitlement

During the past 10 years, our citizens
have adopted an attitude which leading
(opinion pollsters describe as the
“psychology of entitlement”. Entitle-
“ment, in their terms, has replaced
expectation. People used to say, “1
expect to be healthy five years from
now. | expect to be making $2000 more
a year from now. | expect to be taken
care of in my old age.” The attitude
now is: **l am entitled to good health. |
am entitled to more reward for what |
do. I'm entitled to a salary that adjusts
- with the cost of living. Someone else is
responsible for taking care of me when

I am old.” This difference in attitude
may seem subtle but its influence is
wide-ranging.

People now expect more from social
institutions. They've put higher stan-
dards on their institutions, and at the .
same time they have shifted respon-
sibilities from the individual to the
institution. This is particularly true in
the health care field. Instead of saying,
' “I should take care of my health,” peo-
ple are now saying, “They should take
care of my health,” -

.............................

The emerging issues are what the
researchers call ‘“*‘me issues™.
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ABSTRACT

In this thesis the concepts of Selfcere erd of hezlth,
which is the goeal of selfcere, zre explored in relation

to the selfcare nursing model. It is a bzsic premise of
the selfczre model that the client be involved to the full-
est peesible extent in regeining or developing selfcare
skills. The proposition offered in this thesis is that
individuals differ with respect tc their reacdiness for
such involvement end effort in their own hezlth wvork, and
hence in ability to benefit from the applicetion of the
model., The study aimed at developing 2 means of identify-
ing end predicting these differences.

It was hypothesized that the individusl's perceptions and
beliefs apout heelth (Heszlth Concert), his ettributions
cbout the locztion of blame for illness (Bleme for illness),
end the extent to which he perceives himself as having
control over the contingencies of his behaviour (Locus of
Control) would all syctemetically influence his readiness

to engege in selfcere (Fropensity for Selfcere).

£ Health Questionnaire designed to obtzin dete on individ-
uezl hezlth relzted beliefs and prectices was constructed.
This wes mailed to 2 randomly drawn sample of non-zcademic
gtaff from one university. A combination of univarizste
end multiveriate analyses of the 86 completed cuestionnaires
shoved the ms jor variables as described above to be
significantly interrelated. The pattern of relationships
which emerged between responses to other items in the
ouestionneire cast further light on the complex determin-
ants of health behaviour. Of particular interest wes the
suggestion that the manrer of perceiving heslth is a
crucial fsctor.
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Use of the principal axes method of factor analysis
allowed a shortened version of the original gquestionnaire
to be produced. The profile yielded by scores on this
instrument not only describes the client in terms of the
four major health related variables identified in the
study but can also be used to predict readiness to
benefit from a selfcare nursing approach.
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INTRCDUCTICON AND CVzRVIEW

OCver the past twenty years a social revolution in personal
health care has taken vlace. This revolution is evident in
the social selfcare movement which has as its ethos perscnal
rezponsibility in heelth cere. The aim of this movement is
rersonal autonomy and the meens by which Lealth is secured
is personal effort. The three primery components of the
social selfceare movement zre universal selfcare, involvement
in versonal and community health-related decision making,
and heelth deviation selfcere. 1In selfcare the care of the
self mey be administered either personally or by others,

for example by family, friends, or by heal th professionals
such 2& nurses.

In Orem's (1971) selfcare model for nursing nractice the nurse
sheres in the client's selfcere resrvonsibility and involves
the client in health care decision making until such time &s
the client cen resume full resvonsibility for hezalth on his
own behealf. The naremeters of the social selfcare model
vithin which the client's selfcare agency can be exercised
are broader then those of Crem's nursing selfczre model. In
terms of the social selfcare model not only will the client
make dccisions about personal selfcare but he may also be
involved in he&lth-related decision making at the.political
level. An essential element of sociz)l selfcare is that of
learning about end/or usirg resources which can contribute
not only to the regeining of health but also to its
cuzlitetive and quantitative advancement.

The client may not went to selfcare to the extent that is
implicit in either the sel fcare nursing model or the social
selfcare model, nor may he feel 2ble to cope with demends

eand expectstions which a2re new to him. This reises the
cuestion of the epnropricteness and usefulness of the self-
care model of nursing for 211 clients regardless of their
perceptions of both sick-role behaviour and of nursing
practice. Smith, Buck, Colligan, Kerndt and Sollie (1980)
have demonstrzted different perceptions of nursing care by
the clients and the nurses in a geriatric selfcare situation,



(with the clients having = better concert of selfcare than
tre nurses). Irom a nurcsing perspective it would be useful
to find out if there is some way to assess 2 client's
readiness to benefit from the seifcare eprrozch, either for

his nursing care or for his personzl health work.

Cromwell, Butterfield, Brayfield snd Curry (1977) in their
discussion on the menagement of coronery vatients suggest
that a clinical judgement may be made regerding the client's
percention of agency to achieve outcomes. This judgement

is made by discussing with the client what it is that he
thinks is in control of his life. The rerson who perceives
that he himself has control over life outcomes is described
(using Rotter's 1966 terms) as being internal locus of
control, or ILC. Such a person will tend to blame himself
for failure to achieve goal directed efforts and will tend
to teke action to achieve 2 desired goal. On the other hand
e person vwho is externazl on locus of control (i.e., ELC)
rerceives life outcomes to be due more to fate or chance
than to versonzl effort. Locus of contzol cen then be an
indicetor of client readinescs to exercise selfcere zgency
end elso a nursing indicator for differentiecl treatment of
IIC and ELC clients.

It is »roposed that Cromwell et. al.'s suggestion that
selfcare agency be ascsessed by locus of cortrol orientation
cen he avgmented. Locus of control and preventive hezlth
beteviour (i.e., selfcare behavicur) have been found to

be associazted (e.g., Langlie, 1977). Therefore the current
selfcare propensity of a particular client could alsoc be an
indicator of readiness for a broader selfcare aprroach to
health care. Preventive health behaviour is also associated
with the value that a particuler person places on his person-
2l health (Wallston, VWellston, Keplan and Maides, 1975).
Furthermore, selfcare practiees are influenced by the manner
in vhich the csuse of illness is perceived (Stone, 1979).
Therefore not only locus of control but also selfcare
propensity, verce-tiom of health, and the location of
attributed blame for illness could be indicators of readiness
for a selfcare aprroach to health care.
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If this is found to be so then it should bde nossible not cnly
to mezsure the client's readiness for a selfcare nursing
aprroach but also to assess both the extent to which the
nurse can involve the client in personal decision mzking

and responsibility, and the speed with which such a (self-
care) program should be negotieted end conducted.

The scope of the socia) selfcare model is maintenance and
advencement of hezslth by the individusl. The goal of
selfczre nursing is the regeining or sustzining of hezlth
by the agency of both nurse and client. The problem is how
health, which is the goal of selfcare, is perceived by the
pergon and under what conditions that person would be
likely to make use of the selfcare orientztion in his or
her own health work.

In the following chanters the concepts of selfcare and
hezlth are outlined and the individual's role as s self-
cering hezlth practitioner is discussed. The construction
of a cuestionnezire designed to elicit information relating
to heelth beliefs and practices is described. Dzta derived
from the adminietration of this cuestionnaire were used to
test hypothesized relationships between selected variables
designated as health releted. Purther anzlysis of these
data yielded additional informetion regarding the complexity
of individual health behaviour.

In the last vhacse of the study, some modification of the
initial guestionnaire was undertaken. This resulted in a
notentially more powerful instrument for use in the assess-
ment of individual readiness for a selfcare apvroach to health
care. Practical implications essociated with the use of

this shorter tool are outlined in the concluding section

of the thesis.

To sum up, this present study has a fourfold purpose:
(i) To provide a description of individual health beliefs
and practices,
(ii) To investigate relationships between these beliéfs



and practices and other selected variables,
(iii) To evaluate the proposition that selfcare
propensity, one of the major variables, is
predictable from scores on the other three
major variables (Health concept, Locus of
Control and Blame for illness),
and,
(iv) To refine the Health Questionnaire used for
data collection in the present study.
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CHAPTER ONE

SELFCARE - A MODEL FOR HEALTH CARE

INTRODUCTION

Selfcare has always been practiced in some form or another
but the modern upsurge in selfcare is a product of the 1960s
which was the era of participation and anti-elitism (Danaher,
1979). In the past 20 years a revolution has been taking
place in the practice of selfcare and is now assuming great
importance and causing much interest in the health field. As
VWilliamson and Danaher put it, "Selfcare, by virtue of the
fact that it requires a considerable change in both behaviour
and respmonsibility,is more akin to a social movement than to
2 hezlth strategy" (Williamson and Dansher, 1978; p.135).
This is illustrated by the fact that a literature scen under-
taken for the Copenhagen Symposium on selfcare revealed an
array of onurvoseful educational progrems aimed at strengthen-
ing lay health care skills, and also many instructional guides
designed to enhance the layperson's functioning in primary
care (Levin, Katz and Holst, 1976).

APFROACHES TO SELFCARE

The attempt to define selfcare is no mere semantic exercise

but a necessary prerequisite for any useful evaluation of
selfcare outcomes (Fonaroff, 1977). Selfcare has been defined
as "consumer performence of activities traditionally perform-
ed by providers" (Green, Werlin, Schzuffler and Avery, 1977;

p. 162). Such a definition confines selfcare to activities
which have been taken over from practitioners and is inadecuzte
for describing the range of behaviours which belong within

the selfcare rubric.
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Cther writers corfine selfcare to "vhat the individusl does,
with or without professional assistance, in the maintenance

of his or her own health at the vrimary care level" (Egger and
Cullen, 1978; p.34). This use corresnonds to Orem's definit-
ion of selfcare as being "the practice of activities that
individuals personally initiate and nerform on their own behalf
in maintaining life, health and wellbeing" Orem, 1971; p.13).
Although Orem defines selfcare in this way the definition does
not encompass the full range of behaviours which she actually
includes within selfcare nractice, because not only does she
distinguish 'universal' from 'health-deviation' selfcare but
she also includes knowledge- and resource-seeking and utilizat-
ion behaviours within selfcare and says that selfcare is
performed when it ie underteken for one's dependents as well

as for oneself.

Williamson and Danaher (1978) extend the definition given by
Egger and Cullen to include disease-prevention as nart of
health maintenance stating that selfcare is 2 'bi-modal vhenom-
enon' comprising resvnonsible self-initiated health mzintenznce
and disease vrevention on the one hand and the care of the

self in illnes: on the other. Ievin (1976) defined selfczre
similarly. Care of the self in illneses corresoonds to Crem's
health-deviation selfcare.

Denaher (1979) gives three connotations to the word 'self!
saying that it can refer to the individual, to significant
others, and to lay groups. She also says that selfcare is
associated with 'non-professional' care but conveys more than
'lay' care. It has, she says, two ouite separate strands, one
being outside the medical profession (i.e., the self help group
movement which rejects current medical practice) and the other
within it (i.e., self medication). This distinction is not
made by other writers. Danaher concevtualises selfcare in
terms of five comnonents (ibid, p.73). She retains Williamson
and Danaher's (1978) component of health maintenance and disease
vprevention as one comnonent, but makes their 'care of the self
in illness' become two compcnents namely, use of appropriate
medical service and participation in the organization and
delivery of health care. These two components which address
the aspects of selfcare that focus on consumer participation,
(i.e., the use of the health services) were also delineated



as belonging within selfcare by Fry (1973).

In 1978 levin enlarged his own earlier definition of selfcare
("'Q, 1677) - which itemised health prorotion and preveniion

zng cezse detection and treatment - tc szy that selfcare is
the glf-initieted end self-cortrolled spplicei. oy of lroy-
1ecy£ necessezry to the wromotion of reslth, redveiicer cf
undegired risk, st 1f-aisrrocis end treziment of Sircfe, ¢
where arTrrojriste the effective end self-mrotects s use of
healtr end recicel resources" (Levin, 1378b: n, TOve g Ee I8
not in the original ). Levin uses the term "self-tritecitcc
use...of resources" becauvee reaicel services vrovicded by

institutions can heve ietrogenic s well e nesitive effecte.
In this revised definition the inclusion of the tvo e2smecte
vee of the services end use of an existing knowledge bese,
~icke un seversl immortant reoints mede by Crem in 1971. C(rex

ctrecced the immorterce for selfcere of rcuch knowledpge seeh-

ing gctivity which vould contribute to sélfeesre I=irrirpg o
The csreetiesl]l snrliec-tion of ftuat vhiegh hed keen o rred, snd
of resgurce= enc gcsistence=se Vippg ernd resoLr = &nd gerist-
ance-using belraviours.

hoet of the esbove ssects &re brought tugether by Forris wvhc

defiries selfcare z2¢ "these rrocesses that permit people and

es to teke initietive &nd responsibility ardé to functi-
fectively in developing their own notentiel for healtr!
g, 1979; ».487). Her definition is less »recise than
thet of Ievin (1978) but the licting of seven erecs of seli-
cere e€x-1icitly ircludes yet snother uiccerete comrenent, ne' s
self heln froun merbers: in,

A more recent epiroach to selfcare which appeared subsequent

to the design of this present study is presentea by Hattirge
Verschure in his book Chenges in caring for Hes1th, (1980).

Selfcare is here epnlied onl; to cere vhich er irndividual
exercises in relztion to Lis ovn heelth needs. Lwhen an indiv-
idusl seeks nrofescional escistence with cere snd applies thre
advice given the care is celled "com:lementary medical self-
care". Selfcrr: and complementery medical selfcare ate

elec distinguished from cover care. It is in the



zrez of cover cere trnet Battinge Verschure rskes one add-
iiionzl contribution ito the conceptuzliceztion of selfcare.
Czver cere, which spplies to 211 kinds of neecs and demands,
ie provided by one member of z group to ancther member of
thet group. Cover czre is based on & feeling of loyzalty
enc on mutuel reciprocity, end it is emotiornally warm.
Cover care is further compertmentalised into homogenous
cover care and heterogenous cover care. Homogenous cover
cere is analogous to self help group activity as previously
described - all the group members share a common need. In
heterogenous cover czre however the memhers have different
needs which are met by mutuzl complementarity: some members
contribute what others lazck and receive from others what
they themselves need. One exsmvle ot this is the heterog-
enous dyad - two disabled persons each with a different
functional impeirment give mutual assistance so that together
they shere the zttributes of one healthy individuzl.

£ further contribution to selfcare concevptualisation which
trhis vwriter makes 1is that of programmatic selfczre. This
consists of any educaztive and/or health policy approach
which is designed to increacse the selfcare competency of a
populztion.

Hzttinga Verschure presents the ideal health care culture in
terms of a pyramid in which selfcare forms the base and com-
prises the bulk of health care, cover care accounts for the
mid-section, and professional care forms the tip and comprises
the smallest pert of health care delivery. For the individual
experiencing sickness or disease the pyramid is reversed -
health care comes primerily through professionals. Health is
restored when hezlth care is primarily apolied through self
care agency.

The compcnents of selfcere used in this present study can be
diagrammaticelly represented s shown on Figure 1 - 1, P. 9.

The essence of the selfcare movement is control, responsibility,
freedom, expanded options &nd an improved quzlity of 1life
(korris, 1979). Selfceare recuires the sort of hezlth citizen-
stip thzt Znnes describes as follows:
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A diagrammatic representation of the ocomnnnents of Self Care.



health eitirenship is the responsibilit
individuel to know himself end to share hie life-
style so es to mexirise his options for living
fully, to utilize health cervices, both nersonal
and comrunity. with optimum efficiency and economy,
and to particinzte constructively in comnmunity
health planning, rriority setting and decision

making. Ennes, 1968; v.181¢Z.

To sum up, the aims of selfcare have been statea as consuner
based knowledge, skill and responsibility for health cere,
the appropriate use of health resources, and interdependence
in the client-vrofessional relationship (Egger and Cullen,
1978). These aims lead to autonomy which according to
Danzher (1979) is the goal of selfcare.

THE IMPETUS FOR SELFCARE

As 2 social movement the selfcare thrust apneared at first
to be anti-ovrcfessiorzl., It emerged within & new climate of
thought about health and illness zs & reaction to widesprecd
dissatisfaction with traditionel medicel care and related
prohibitive costs. The drive towards increased selfcare in
health pirallels similar movements in consumerism (Illich,
1976 ) as for example in educztion where there is a lessening
devendence on rrofescsional tutelare (levin, 1976). 1t can be
seen as & nortent of major social change, even though as a
socizl movement the drive has lacked oohesion. It is ironic
that nrofessionals are now seeking to remedy this lack of
cohesion withir the selfcare movement.

Levin (1976) cites three factors which have cortributed to

the emergence of selfcare. C(ne is the derrofessionalization
era vhich begen in the mid 19¢0s. Abuses in medical care vere
being recognised 2nd there was a desire for orimary medical
care to be demystified. Another was the shift from acute
infectious disezses to chronic illness as the immediate

focus for heazlth care. The third was the growing cost of
hezlth czre. To these three factors Ievin et al, (1976) add
thet of the women's movement which focussed attention on the
cuality of care received by women in a mele dominated medical
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zlterrn=tive heezlth cere nmethode., Bennett (1987) zdds two nore
factore, namely the need for individuals to be in control of
their health and to azscume responsibility for meeting their
present and potential health needs, and the reduction in
available professional services. ZEIgger and Cullen (1978)
sucintly sum up tre zbove when they cite zs being contribut-
ory to the selfcare movement the four factors of increasing
costs of health, changing disease patterns, iatrogenesis and
denendency e&s an outcome of nrofessional care. These four

factors each deserve some further comment.

Increesing costs of heelth

Heelth care delivery is professionally dominated and labour
intensive. Advancing technology means that costs of health
ere escalating (Derby, 1977). In New Zeeland in 1976 15%
of net government exrenditure wes devoted to health costs,
and moet of this weas accounted for by hosnital costs. Preston
(1977) rrojected that on then current trends the entire GNP
vould need to be devoted to heazlth delivery in the year 2025!
Sveakng of the American situetion, Giglioc, Svears, Rumpf and
Eddy (1978) stated that rising cocts were not parslleled by
any corresponding improvement in the porulation's heeslth.
They vern that M"increasing medical exvenditures will not
lead to improved health" (ibid, ».757). The fact is that in
the western world costs have outstripned benefits (Egger and
Cullen, 1978). Perhaps this is because the health service,
rather than resmonding to existing health oriorities, fosters
'vants' by it's fascination with the sophisticated technology
which is increasingly becoming available, Another reason is
that 2 different exnectation of the health system vprevails
from former times. Where once 'survival' was the goal of
health cere, the gozl today for meny is 'comnlete wellbeing'
(Williemson end Denaher, 1978).

It hes been argued that if costs are to be contained the
responsibility for personal health must be assumed by the
individual himself to a far greater extent. The problem

here is one of how best to persuade the lay rublic about the
need and urgency for personal responsibility in the prevention
of illhealth and how to enable them to become effective in



tnelr owvn health care. The economic asnect of herlth care
delivery ie becoming so urgent that & nev ap roezch to hesl ty
delivery is arousing interest. This new an-roach focusses on
rroviding incentives for health maintenance ernd disincertives
for evcidable use of the services, and on imnroving the health
comretence of lay mersons. For example Egrer and Cullen (197&)
suggest as an incentive that unused sick leave could be convert-
ed to recreation leave and th:¢t insurance companies could <ive
a no-claim reb~te on medical insurance policies. Stokes (1979)
proposes as 2 disincentive that consumers be recuired to nay
annually the first $500-§1000 of heelth care costs themselves.
Merchent (1976) argues a measure of reform, namely that illness
or injury attributable to self indulgence should not be a cost
to society. To improve the health competence of laynersons
Lrdell (1977) suggests that mersons should be invited to
particinate in authorised wellness progrems &t government
exrencse, liard date are not available about whether lay compet-
ence 1is a cost saving strategy, and in fact it may not orove

to be so, say Ievin et al (1976).

Feced with the health economy situation writers such as Gartner
and Riessman (1976) consistently assert that the current lay
imoetus of selfcere must be hernessed in order to rescue the
health care system from the constraintes of the economic situst-
ion. The selfcare movement arose as a2 srontaneous reaction to
the health care situation, and it's uniocue character derives

from it's focus on individual responsibility, autonomy and

agency. It would be unfortvnzte if heslth care planners did
the 'right thing' - i.e., foster selfcare,- for the wrong
reazsons - i.e., to relieve the economic burden. Rather

than attempt to exrect greater individuzl selfcare agency,
health care delivery would do well to respond te, rather than
attempt to take over, the emerging selfcare force; to learn
from it rather than try to harness it for the sake of the
economic situation. The lesson which the system is beginning
to learn is that the system itself needs to meke far greater
provision for health education, and that profescsionals within
the system need to take initiative for transferring responsib-
ility to the client whenever this is possible and appropriate.
Cn this basis the selfcare thrust can me%e a contribution to
the health care system.




The social impetus for selfczre skille cerives from the ne jor
shift from acute infectious disease to chrcnic diseacse (levin,
1976). Since the early part of this century disease patterns

in the western world (es mezsured by mortzlity) have changed
from & predominernce of diseezses that are acute and infectious

to those that zre chronic and degenerstive (Fowles, 1973).
Gartner anc Riessnman (1976) estimete that about 50% of the
vooulation now suffers from chronic illness &nd that such die-
orders account for 70% of all contacts with beslth nrofessionals.
The main modern mediczl vproblems (e.g., lung cancer, motor
vehicle zccidents, hesrt disesse) have en aetiology vwhich

ie related to nersonal behaviour end lifestyle rether than to
external /environmental sources less under the person's control.
For many persons chronic illness hes become & nart of 'normal'
hezslth and es Breerley, Gibbons, Miles, Torliss &nd Woods (1978)
roint ottt this leads to a re-definition of normel heelth for

such persons.

Iledicel technology is also responsiblefor augmentingthe cetegory
of the chronic sick. Technology in the last 40 years has added
yeers to sick, rather than to heslthy, lives end this in turr
hzs resulted in an increase in chronic diseace. Gruenberg
(1977) calls this increase the indicetor of the 'feilure of

our succese'.

The burden vnosed by such nev problems on the health care system
cen be lescened if individusls will take more resnonsibility
for their own health care. Persors can do this either on

their own or with the help of others. In chronic disease the
implicatiors for selfcare are obvious. CQOrganized selfcare
programs have proved esrecielly effective among sufferers of
chronic illness (Stokes, 1979). Dizbetes is one illness in
which personal selfcare is crucisl. The more the chronic
sufferer undertakes to menage his own condition, the more will
he gain in coping ability and social comnetence, and the great-
er will be his contribution to the relief of the burden being
placed on the health care system. It must not be forgotten
that selfcare at the prodromal or pre-pathology stage (as

well as at the later stage) is also 2 votential area for
epplying vreventive and ameliorative knovledge and technigues
(levin et al, 1976).



Ieatrogenesis

Leenite the fact thet iatrogenesis is cited #¢ one factor
vhich has contributed to the selfcare movement there is com-
reretively little svace given to it by the writers vho refer
1o it in this context. Egger and Cullen (1978) cite VMclamb
and Huntley (1967) who claim thet up to ore in five raztients
admitted to a typical reseerch hosnital in the United St=tes
of America was susnected of &ccuiring an ietrogenic diseese.
More recently Illich (1976) estirzted that 3% - 5% of =211
rosritel admissiors might be due to the side effects of drugs.
There does not appeer to be any available figures for hospital
admissiors vhich result from self-prescribed drug induced
ailments, from reactions to medicelly vprescribed regimens

and from the overconsumption of both legal and illegzl drugs.
It is not difficult for persons working in clinicel settings
to recall instances of patients being Larmed rether than
helped by the vnrescribed medicel regimen or intervention.

But this zsnect of iatrogenesis is a neglected area of

resecrch.

Devenaency ¢ 2n outcome of vrofescionel cere

There has occurred & rchift away from the sort of heazlth care
vhich has been provided by vprofessionels who have formed a
"medicel aristocracy exercising a vrofessional and economic
monovoly" (Rush, 1971). This shift is due to the new impetus
of selfcare which runs counter to the brozd tendencies of
society toward increased technological knovledge, exmertise
end srecizlization (levin et al, 1976).

There are three broad trends which account for the rejection
of current medical prectice (Danaher, 1979). Cne is that
medicel practice is disease, rather then hezlth, oriented.
(Mathers, 1970, comments that as ¢ redical student he wvas
never alloved to dizgnose anyone es heelthy but was limited

to the traditioral cautious statement, 'no apparent disease'.)
The second trend noted by Danaher is the perceived stigmat-
ieing of women by the medicsl profession, and the third is

the medical profession's monopoly of information relating to
the treztment of disecse.



I1lich is bluntly outsnoken ebtout the effects of modern
medicine. "The medical establishment" he says "has beconme

a me jor threet to health because it sronscre gickress and
expronrietes the potential of persons to deal vith their
humen condition in an autonomous way" (Illich, 1978; D.2€3).
The best conditions for health will only be found vhen &
scciety will reduce professioral intervention to & minimum.
Vahler argues that health can only be gained through 2 de-
mystification of medical techrology a&nd he believes that
knowledge and skill should go down the professionel tree from
doctors to nurses to mothers. "It makes good social, economic
and nrofessionzl sense for countries to tcke the choice of
intervention options nearer to the corsumer whenever they
have the chance" (Mahler, 1978; 1p.278).

Professional attitude to selfcare

Eeelth profescionals both underestimate vhat natients actually
knov (Kzgl and Cobb, 1966) and also their canacity to under-
stend the details of what is wrong and what must be done, end
this miesperce-tion erects barriers to communication (VMoss,
1973). By &nd large, professioral dominance devalues lay
activity in the esteblicshed domzins of vrofessional exvpertise
(Freidson, 197Nn). Beczuse hezlth intervention is zlmost ex-
clusively orofescional, selfcare has veen said to be treated
with indifference by lealth professionals (Williesmson and
Denzher, 1978) &nd to be perceived by the medical profession
as being both ineffectual and dangerous because it deleys
access to 'proper' treatment (levin et al, 1976). Yet in a
survey of doctors (Dunnel and Cartwright, 1972) half of the
doctors surveyed said that a cuarter of their consultations
were for conditions that people could have treated themselves.
Danzher (1979) notes that doctors want to be freed from
caring for 'trivial' ailments but C'Grady (1979) warns that
some rrofessionels will not want to be devnrived of easy
pickings from such corsultations. By contrast Pratt (1973)
claims that hezlth professionals have positive reactions to
peatient selfcare and the development of formal home care
Drograms.
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te said of the nuresing rrofession which historiceal

the same professional orientztion to clients.

Professional identity crisis

¥ith the onset of the social movement of selfcare, hezlth
professionels are facing en identity crisis (vilson, 197%).

By both educetion and socialisstion doctors and nurses =re
trained to trest the pestient 2s # vassive recipient of care
and as one vho is not mede nrivy to data vhich he himself
sunnlies. Health nrofescionels may be expected to resist the
selfcare mode if they perceive that their expertise and ex-
clusiveness are being invaded &nd that the professional -
patient relationship is being disrupted. Two veys to neet
t'is prerceived threat will be for curriculz in rrofessionzal
educaztion to reflect nev objectives snd methods consonznt vith
& 'partnership' attitude in health prectitioners, and to supnly
the means for learrning the skille needed by the client for
diagnostic and treatment strategies which are approvriate to
selfcaere (Levin et 2l, 1976). But to do this will recuire
thet health rrofessiorals find the goals and methodologies of
selfcare to be broadly compatible with their held values, end
that they derive role gratification from vrectising as a2
facilitator of client autonomy end exvertise (Gartner and
Reissman, 1976).

In fecilitating client autonomy a2 selfcare educated doctor

for example would welcome pregnancy self testing and "will

do so unless (he is) on 2 power trip" (Hefford, 1980).

Wilson (1975) notes that it is only recently that doctors have
begun to advise businessmen about the role of vpreventive health
behaviour in their lifestyle. The vay is certainly open for
health professionals to contribute to educztion for health

and autonomy. Health education given by the professional
should be focussed on the broad goals of preventior of future
disability, adoption of a healthy lifestyle, improvement in
mental health viea the understending of interpersonal relation-
ships, end the recognition and nrevention of environmental
hazards (Butterfield, 1976). Such education is not 'patient!



educetion but 'selfcare' educition for it does not assume
sicknree nor is it initiested in response to & particular dis-
ezse. Instead it fosters independence, self-helping canpabil-
ities and personzl agency (Levin, 1978z).

The decision to transfer clinical skills from the health
rractitioner to the layperson is not however the exclusive
decision of the health profescional - even though vnrofessioncls
should not be nassive ebout this trensfer - but one vhich
should be shared by the client. What the health profeecsionzl
cen do is to cerefully assess esteblished clinical vprectices
(from prevention through to rehabilitstion) for their essent-
ial vorth, and establish technical criteria for the selection
of clinical skills appropriate for trensfer, bearing in mind
that no transferred rrocedure should be dangerous. This re-
cuires acsesesment of the comnetence of the lay onerator of
the trensferred skill, for there are some skills that could
be undertzken by certain versons but not by others.

Cne notable examnle of professional cooperation with a self-
ceare active client is that which occurred between N. Cousins
and his doctor (Cousins, 1976). In this case the client
formuleted his own plen of care and vas indebted to his doctor
wvho worked as 2 nartner to secure the implementation of the
care nlen. Cousins writes, "the vnrincipal contribution

mede by my doctor to the taming and nosecible conocuest of my
iliness was that he encouraged me to believe 1 wvas a resvect-
ed vertner with him in the total undertzking" (ibid, p.1463).

According toc Mathers (1970) the treztment of a person is 2
health enhancing activity rather than a disease defeating one.
lezding a person back to health means allowving him to be an
agent instexd of a2 patient, with the health nrofescsional being
a participant observer. Hezlth professionals wlo are inter-
ested in selfcare development need to mave an objective
self-aporaisal of their vrimary care nrocedures lest they
themselves contribute to petient devendency. One way to do
this is to make use of &2 client held record. Such a nroced-
ure contributes to the demystification of health care, to
client involvement and to health meaintenance behaviour

(Giglio et 21, 1978). Another way is for the health profess-
ionel to give the sort of health education,outlined by
Butterfield (1976) and referred to earlier in the chanter,



18

vhich fosters self-rellance and the use of voluntary effort.

£l though the selfecare mcvement svrang in wart from 2 reaction
to professional mystification, the professionel through both
responsiveness and leadership can contribute much to the IO -
gress of the selfcare approach. These two ssnects will now

be discussed in more detzil.

Frofessional responsiveness to selfcare

Responsiveness recuires first thzt the hezlth professional
respect and foster the client's zttenpts to zssume intelligent
ggency in his own health care. To do this the health profess-
ioral will need to meet the chellenge to the hrofessioﬁ

end "step outside the mediceal model of the health/disease
issue end take into consideration the value comvonents of
healthward care as rerceived by the actors themselves"
(villiamson, 1976; p.6). FHe or she will need also to =pprec-
iate thet the client mey be etternting to 'manare' him, +hat
is, to discuss, ascess znd make use of the consultative con-
tribution rather than simply accuiesce to 'orders'. The
professional mey need help in this resrect so thet rsther

then rezct to this new mode of aprrozch (s)he cazn both respond
to it and derive satisfection from it. Such a resronse will
recognise that a client mey be practising 'informed self-
treatment' - as in the cese of Cousins cited earlier - which
is a strategy requiring discussion with, rather than total
demendence on, the health oprofessionel (Daneher, 1979).

There is & need for the lay/professioral interface to involve
cooveration and delegation as the tvo actors become inter-
derendent. Williamson &nd Danaher cleim that unless such
interdependence cen be zchieved it will be immoscible to
incornorate fully disezse preventior and health maintenance
into selfcere. In fact they go so far as to say that the

only hope for selfcare is for it to "grow in a controlled
fashion from the base of a different professional/patient
relationshivn from that which is common today ... &nd which is
ouite inapprovpriate for an autonomous and responsible laity"
(Williemson and Danaher, 1978; p.186).
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Such a2 renovated dyadic consultative rel ticashir recuires tieat
the client be ellowed or encouvraged to ask cvestions, and ie
necessary if the professional approach is oriented toward foster-
ing the client's strengths. The more rerscnal relationship

can "set veople free from the bonds that diagnoesis and treat-
ment have tied eround them; it can create a new idertity for
them by affirming their strengths (Wilson, 1975; p.92). The
rrofessional can nersonally derive satisfaction frou an approech
in vhich he leegrns with the client (Korn, 12€4 ) vho in

fact may have much to offer the professional. "Their meeting
place is more in the nature of 2 dance together than a tredit-
ional consultation" (Wilson, 1975; p.4%).

Another vay in vhich the vprofessiorzl can be resnonsive to the
selfcere momentum is to recognise and where possible and apvro-
priete utilize sunrvortive family resources (Otto, 1973). Fratt
(1973) points out that the snecialised health service has supn-
lanted rather then suprlemented the hezlth cere-giving canacity
of the ferily. Although by how much, when, vhere, and how
vatients end families should be encouraged to achieve more
control over their situztion is not zgreed by the medical nmro-
feseion, individual heeslth vrectitioners can sunnort the self-
care aprroach by encouraging supnlementary or substitutionary

selfcare activity vhenevar it occurs and is apnropriate.

Professional leadership in selfcare

Lesdership in -reventive activity is the second area in which
professionals can assist selfcare to be a useful force. The
health professional, having been trained in the cure and care
of disease, is not concentually well eocuipved to deal with
health (Siegel, 1973). Yet Williamson and Danaher (1978) be-
lieve that leadership by doctors is a prerecuisite for hezalth
meintenance even though doctors do nct at precent have a domin-
eant role in this area. Education for health should not be
viewed a2s an optional extre by care givers but as having a
rightful place in whatever care is being given. The profess-
ional's own nersonal preventive health activity can be a lesson
in itself. The cigarette-puffing vprofessional is no health
model for the health conscious client. On the other hand the
client's best impression of creative interpersonal comrunicat-
ion may be derived from his experience with his health consultant.




Epger end Cullen (1278) state thet the exercise of leadershi:
in developing the selfcare movement "obviously devolves on
health denartments" because of their comunitment to prevention
eand the professional resources on hand to develop 'packages'
for the various content segments. The task of departments is
to construct courses, to recruit and train operators, and to
make the courses svailable through generzl nractitoners, they
say. They also varn thet if traditicnal medicine &nd para-
medicine fail to meet the rublic demend for selfecare courses

the void will repidly be filled from fringe heel th resources.

Cther veys that professional leadership can be exercised is

by building communication links among selfcare vrograms, by
re-designing or inventing new monitoring, diagnostic and treat-
ment technology - esvecially hzrdware - Wwith a view

0 their selfcare apvolication, and by being available as a
nrofessional resource in planning and teaching (provided that
the health professional can function within an educationel
philosovrhy vhich is free of menipulation and mythology- Levir,
1976).

Such contributions 2s the ones suggested cerry the danger of
nrofessiorial dominetion and control of lay initiative. Dominat-
ion need not occur &s long as contributions are made in an
"absence of professional chauvinism" (Egger and Cullen, 1978).
If health professionals do not nick up the challenge of self-
care and work with rather than on it, & new type of health
worker may emerge (levin et 2l, 1976; Williamson and Danaher,
19783 Levin, 1977).

Keeping in mind the nroviso that selfcare can neither be im-
posed on a population nor reguired of it, the following comment
by Levin et al. (1976) sums up the notential of the selfcare
resource for health delivery:

Selfcare is a resource of great oromise. Its contribution
is not only supplementary to and substitutionary of avail-
able health care resources, it is additive to society's
ability to overcome many extant barriers to healthcare
accessibility, acceptability, oquality and accountability.
In this sense selfcare must be viewed as the first option
with any alternative being suprnortive and residual. It has
always been so. The difference now is that we are able to
conceptualise the selfcare option with more clarity than




in the rest. VWe Lave & nev aprortunity to consider

rrow to furtier strengthen the lay contribh.tion ard et

thie same time mske more precise and res-uro-itle use

of the technicel and vrofessional expertise in health.
Levin et 21, 1976; ». 7%

THE FLACE CF THE SZIFCARE CCHCEPT IN THE HEAITH CARE SYSTEN

Speaking zbout the New Zealand situation NMcKey says that "it

is only in comparatively modern times that public reeronsibil-
ity for health has been accepted" (McKay, 1969; n.17). In New
Zealand State resnonsibility for personal medical care began

ite present pattern with the passing in 1938 of the Socizl
Security Act. Almost immediately the Department of Hezlth

began to organize a wide range of hezlth benefits., Todey in

New Zealend tke direction, rlanning 2nd suvervicsion of Heelth
Services 1is the responsibility of the Ninister of Eczlth. Tris
responsibility for the nation's health is shured vetveen central
end loczl government, privete practiticrers, raramedical workers,
chariteble and religious orgenizaetions and privete citizens,
with central government assuming the finzl responsibility (ivid,
p.2%). NcKey does not overlook that ezch citizen must vpersonzlly
carry his share of responsibility for his own heslth because

he concludes by seying that the rezl resmonsibility for the
nation's health rests not primzrily on the central government
but upon every single member of society. As Fuch has indicat-
ed, "the greatest notential for imnroving health lies in what

we do and don't do for ourselves" (Fuchs, 1975; p.151).

Selfcere is a crucial asvect of the health care system (Levin,
1976) and is the biggest part of it (Williamson and Dangher,
1978). As Fry (1973) has pointed out, without selfcare any
system of health care would be swamped. Selfcare is an aspect
of the healthcare system which tends to be overlooked in health
delivery. The unchallenged assumption has been that ‘the nro-
fessional resource is the universal and exclusive resource in
health care' - the individuval and the family as a lay resource
have been overlooked (Levin et al, 1876).

According to Darby (1977) the selfcare resource recuires to
be integrated into the overzll provision of health care.
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Denaher (197¢) believes thet an ideal model oFf heslth care

vill be commpeed of tvo serzr=te but interlocvire narte, the
medical cere system run bty medical professiongls and the zelf-
care gystem. Both sides of this team will need to know about
and integrate each others activities. VMilio zlso believes thet
selfcare, as an organised comnunity based concept, could be-
come 2 "model for versonal health care which would comrlement
existing medical care" (Milio, 1977; p.139). There is at this
time & nevw public interest in considering purroseful selfcare
as an integral component of the healthcare system (Levin, 1978)
even though according to Egger and Cullen (1978) there is by
contrast little initiative being taken by health professionals
for a2ctually bringing selfcare into the heelth care system.

Effects of selfcare input on the hezlth care system

Development of lay selfcare commetence would have z nowerful
notential for devrofecscsicnalizing the hezlth care system and
would chellenge the vnover of health care administration (Norris,
1979). Williamson and Danzher (1$78) warn that the medical
profesesion, and more importently the established hezlth care
delivery system, will have to make concessions to the selfcere
invut if the latter is to be a2 votent force in the hezlth csre
system. Increzsed selfcare comnetence could free the health
cere system to be more a resource than a crutch. As has been
mentioned earlier in this discussion writers consistently ob-
serve that much of what is brought to the doctor's attention

is medically trivizl (e.g., Milio,1977) or non-medical in
nature (e.g., Brearley et al,1978) and could be self-treated
(e.g., Williamson and Danaher, 1978; Chamberlain and Drui,
1975). Such recourse to the doctor leads to a medicalization
of life, to an increessing demand for more doctors and to
greater exrectations being mzde of them (Brearley et al, 1978).

Levin et al, (1976) believe thet & strengthening in selfcare

will renresent a thrust tovards a2 more adequate and dignified

- and pocsibly more effective - mode of use of health resources.
Usually physicians are the key decision makers in the health
service and fill a gatekeeper role (Gertman, 1974; Nushkin,
1974). Rosenstock (1974) in a study of how people use the
health care system, and of which people do not use it, discuss-
ed ways of persuading people to make use of the system. EKnowing



how to uce svailatle recsources is a part of the selfcare
concert. Borkmen (1977) notes that some reonle avoid using
the system becezuse their prior experiences with it have been
perceived es being unsetisfactory.

In a vrovocative book, Health is for Peonle, Wilson (1975) re-
minds us that a2 heclth cere system reflects that society's
idea of health and that nedicel treatment must not be misteken

for health care. The ectablisted health care system is funect-
ionally ignorant of 'alternztive' cources of health care (Zola,
1972) end is actively disepvroving of some of them, e.g., of
chiropractors (Reinken, Delzcey and Salmond, 1980) zlthough a
charge in attitude to chiroprzctors is currently taking pleace
in Nev Zealand. Health practitioners in the health care system
are scarcely likely to welcome Norris's (1979) suggestion that
the acununcturist, podiatrist, hypnotist and others be welcom-
ed irto the health team. Schofield (19€9,1979) would also
include the veychologist in the team, and Nightingzle (1970)

and Lohrisch, Ryean znd Rosenbluth (1978) the vherracist.

By contrast a2 warning is sounded by Mertin who believes that
the emrhasis on the selfcare zspect of health care znd the
movement towards demedicalizetion can constitute 2 risk in that
the health care establishment "illprenared at this present

time to get involved with laymen in participative promotion
night bve temnted to use the (selfcare) evolution as 2 pretext
for minimising ite responsibility for making adequate and
comnrehensive services availeble to the whole vmonulation”
(Mertin, 1978; p.€86).

Effects of selfcare input on health care decision making

Change in the health care delivery system has been mooted for
some time. When health care initiatives are shared by both
laypersons and professionals changes can he anticinated in

the health decision making process (ILevin et 2l1,1976). The
selfcare approach contributes to decision making and to polit-
ical action in health affairs. It wes the working hypothesis
of the Copenhagen Symnosium on Selfcare (August, 1975) that

"a vieble preventive and therevneutic partnership between
individuals, natients, and the professional health care worker
is not only desirablie but mey be essential to achieve imnroved



zccess, enharnced ouality of cere, better zccountability &nd
lower costs" (ibid, p.%).

It wee the contention of Ievin et 21, thet vigorous 'consumer'
oriented demands for particivation in (health care) decision
making would unquestionably emerge. Cne of the most important
sociel changes in recent times hes been the development of
collective vover among consumers of medical care (Mechenie,
1072), Community particirstion in health care delivery has
been recommended (Abrems, 1971) and is teking vlace (Christensen
end Wertheimer, 1976; Pecarchic,Riceci and Nelson, 1976, having
been fostered by dissatisfection vith the health care system
and a desire for 2 voice, and the realization thet many health
care decisions do not require highly technical medical know-
ledge but rather a knovledge of community wants and needs.

Effects on the health care system
of corsidering consumer needs

In 1974 Echvester and Schlacter reiterazted that hezlth care
rroviders need to monitor consumer needs #nd desires, arguing
that iz is time that hezlth professiorels stop trying to charge
the health cezre attitude of the consumer without greater con-
sideration of the underlying need structures thaet such attitudes
revresent. The crestion of health care delivery systems must
be more resnonsive to consumers' notential needs. According

to Mushkin (1974) the major goals for hezlth care delivery

from the consumer viewnoint are an enlargement of consumer
choice, a strengthenirg of the consumer voice in decision
meVing, an imnrovement in the resnonse of the health care
system to the needs of consumers, an improvement in collective
decision making and 2n improvement in ecuity of access to the
health care system.

A community vproject in Porirua, New Zealend, is described by
Reinken, Delacey and Salmond (1980). This oroject, based on
the belief that "community participation is the key to commun-
ity health" (ibid, p.xv) set out to help reople define their
ovn health needs and to find ways of dealing with them. The
primery aim of the health survey undertazken as pzrt of the
nroject was to get the information the community would need

if it wes to improve its health through the process of self-
care (Beaglehole, in Reinken et al, bp.xii). Reinken et al.
believe that in time such community projects could build an
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clternative health system based more ¢r nreventive then curst-
ive care. This echoes the diectum of Vilson (1975) that heslth
care nlanning belorgs to society, and the belief of Kirseht,
Heefner, Fereles and Rosenstock (1966) thzt vhere eny nroposed
health rrogram recuires voluntary varticipaticn, informsticn
about reonle's beliefs concerning the issues in ouestion is
essential for program planning. As nrofessiorels heve difficulty
in planring raticnally if they are unavsere of the totazl context
of vhich health care is a part (c.f., Milio, 1976éb) such comrun-
ity involverent is very desirable. Hezlth care nlanning necds
to account for the contribution that can be made by selfcare
when the layperson is vievwed as a collaborator (or active con-
tridbutor) rather than a target (or passive recirient), and it

recuires an ordered frazmevork if solutions are to be realistic.

Froblems for the health care system
of consumer narticination

Gertrer and Riessmen (1976) in discuscing the self help mode
state that the involverent of the consumer in the ‘double role
of consumer and vroducer' may constrazin agzinst hierarchiczal
and bureaucratic modes of orgenisztion - modes which serve thre
system rather than the consumer. FHochbaum (1969) also discuss-
ed the probleme which might be encountered when groups confrent
one another in 'consumer varticination'. In brief these vrob-
lems are the demand for 2 share in the decision making orocess
end the need for cooneration in decision meking. He warned
thet trenslating the concept of consumer varticivation into
overation would lead to less adequate services being available
beceuse of the danger that comprcomises between conflicting
opinions could contribute to a dilution of standards. Leininger
(1973) believing thet consumer involvement is desirable

offers a model for an oven health ccre system vhich would be
consonant with such involvement.

Jonas (1978) gives the following guidelines for effective
consumer/comrunity participation/control. He says that the
objectives for creating or strengthening the consumer input
must be clearly defined and the administrative vnrinciple of
resnonsibility/authority consonance must not be neglected.
Furthermore consumers should be nrimarily concerned with the

evaluation of program results, and not with administrative
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nrocesses, and neither the professional nor the consumer grou
should see the other as 'the eneny'.

Lipsky and Lounds (1976) believe that fzilure to zttract
consumer participation in health delivery rrograms designed
to increase such participation is due to shifting demands for
evaluation of, and accountability within, such vrograms. If
consumers are to be effective they must be knovledgesble.
This means thet consumers must educzte themcselves and be in-
volved in the locel level of desy to day exrerience in wleces
where peonle are both well and sick (Milio, 1974). Also they
rust have some nower and influence (Pzap, 1978) to "stimulete
the sensory and action nerves of the »olitical parties"
(Goldsmith, 1973).

Pazp (1978) sees the outlook for the consumer voice to be not
promising beczuse he believes thaet if consumers are to be
effective they need to be involved in the larger health care
system in a way that vprovides cereer imrlications and/or mon-
etary benefite. This runs counter to the vhole ethos of the
selfcere spmroach.

Examnles cf consumer involvement

in health cere decision meking

Despite the nroblems attempts are being made to involve
consumers. GCne attemnt to outline a viable method for taking
patients' preferences into account in decision making in a
rural orimary health cere delivery system was made by Farker
end Srinivasan (1976) and another has been described by
Hzrrelson and Donovan (1975). The latter was the bold and
innovative step of establishing a consumer council to serve
as an advisory group to management, and was a successful
undertaking in involving consumers as participant nartners
of oroviders. Harty (1973) also describes how 2 group of
health oriented citizens snearheaded a drive for community
involvement in health care and he comrents on the strategic
position that they assumed in locel hezlth care delivery.
Simson and Bleiweiss (1974) describe a similar attempt and
isolate the problems which were encountered. These were
related to matters of organization, membership, methodology,
goal achievement and pover distribution, with what he calls

'"traditions of the vpast' also being a problem. These vproblems
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disrupted the relationship of the two parties (consumer -
participants and health professionals) who both subsequently
sought other mechanisms for community involvement. Jones
(1976) describes a program in the United Kingdom which
reflects a recognition of the increasing demand for consumer
participation in health care delivery. This was the develop-
ment of community health councils established to recognise
the health needs of communities. This has similarities to
the aims of the Porirua project described by Reinken et al.
and referred to earlier in this discussion.

CONCLUS ION

The selfcare approach is wide ranging and has implications
not only for personal health care but for the delivery of
health care, Its focus on individual responsibility and
involvement in community health matters has major implicat-
ions for the future health of the nation. In making a
demand for competent autonomy the selfcare approach may
be perceived by individuals as being beyond their level of
competence and interest. Not everyone will perceive its
health focus to be personally salient. Thus, despite its
potential worth, implementation will require that certain
factors be considered. Subsequent sections of the thesis
will explore factors most likely to mediate effective

use of this model. These include the salience of health
to the individual, together with how health, vulnerability
to illness and personal competency to influence such
states, are perceived.




CHAPTER TwO

HEALTH - THE GOAL CF SELFCARE

HEALTH LS THE ORIENTATICN FCR NURSING

Nursing is a professional service which exists to foster or
restore health, or to facilitate 2 dignified death. That is,
the practice of nursing is relsted to the stazte of hezlth or
wellbeing (nzmely its presence or zbsence) of the recipients
of nursing care. Although heezlth hes alweys been the gozl
of nursing it hes not alweys been its focus. The heslth
orientztion which wes exnlicit in the writing of Nightingale
(1859), the founder of modern nursing, vas subsenuently

much influenced by medicel science znd therefore focussed

on diseacse. DMore recently, as exemplified by the writings
of nursing theorists such as Henderson (1955), Rogers (1961),
Crem (1971) and Kinlein (1977), hezlth has zgzin become a
dominant theme in nursing.

Nightingzle in her Notes on Nursing (1859) began by relating

nursing to health before turning to differentizte nursing

from medicine and to discuss nursing's application in disease.
Nursing, said Nightingele, is the means of putting the person
in the best possible condition for nature to restore or
preserve health, heselth being defined as "to be well and

to be able to use every power we have" (Nightingzle, 1859;

p. 26). It vas Nightingale who made it explicit thet the
nurse is concerned with health, whether the client be sick

or well, and that nursing practice must be structured with
an orientation towards health rather than on the basis of
disease.

Henderson preserved Nightingele's contribution of meaking
health a2 first principle when she defined nursing &s
"assisting the individual (sick or well) in the performance
of those activities contributing to health, or its recovery



(or to a peaceful death) that he would perform unaided if

he had the necescary strength, will or knowledge. It is

2lso the unigque contribution of nurcsing to help the individ-
ual to be independent of such assistance as soon a2s poscsible"
(Hermer and Henderson, 1955).

Hezlth also features as a2 first principle in Rogers' (1961)
theory of nursing. She exnressed the object of nursing in
terms of man's movement towsrd meximum heszlth. In Rogers'
terms "nursing aims to assist people in achieving their mex-
imum heslth potential"™ (Rogers, 1970; p.86).

Orem's concept of nursing is also oriented to heslth. She

states that nursing "has as its special concern man's need

for selfcare azction and the provision and management of it

on & continuous basis in order to sustzin life and hezalth,

recover from disease or injury, or cope with their effects"
(Orem, 1971; p.1).

Kinlein (1977) mekes it explicit that the primsry concern of
nursing is with health rether than illness, and that nursing
nroceeds by helping clients to enhance their heeslth. The
health-oriented epproezch to nursing is completely different
from the illnescs-oriented one. In & health apnroach nursing
care is oriented eround the heslthiest condition the client
can enjoy. Kinlein defines nursing ss the assistance of.
the rerson in his selfcare practices in regerd to his state
of health. Rether than nursing care being a part of medicel
cere, Kinlein boldly states that medical cere is a part of
nursing care.

It is important that the nurse have a clear concept of what
constitutes hezlth. This aspect of a nurse's knowledge base
is discussed by Wu who asks, "How can a nurse promote wellness
if she does not recognise its manifestations?" (Wu, 1973;

p. 75). It cen just as well be asked, "How can a nurse pro-
mote health unless (s)he has a clear concept of what health
is?" The nurse needs an anzlytical understanding of the
concept 'health' so that (s)he can identify any disperity
which may occur between the concept and whatever different
concept the client may heve. A nurse who has a good under-
stending of the ways in which health can be described will
be in a good nosition to help the client review a poor
health concept and recognise how health can range from 'low
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level woreseness' to 'high level wellness' (Lrdell, 1977).
Heving 2 clear undercstending of the concent 'heslth' is of
perticular relevence at the present time, 2 time which is
cherecterised by a2 growing recognition of "the necescsity
and obligation of people to assume responsibility for (the)
maintenance and imnrovement of their (own) hezlth" (Hzrdy
end Conwey, 1978; p. 214).

DEFINITICN CF HE&LTH

Health is difficult to define (Chen, 1976; Siegel, 1973).
Dubos (1968) goes so far as to say that it cannot be defined
because different people expect such different things from
life. The origin of the word, health, is said to be an old
high germen word, Laelen - to meke whole - from which is
derived cur modern 'hele' or 'whole'. At the simnlest level
heazlth cen be defined 2s the stazte of being hele or vhole.
But to define hezlth thus immediztely demende thet this
state be given operational precision. The Cxford dictionery
defines 'hezlth' as soundness of body: that condition in
which its functions sre duly and efficiently discharged.
This is a narrow definition because it pertains only to

physicel condition and to functional ability.

Cne vproblem with any definition of heelth is thet validity
depends on the purrnose for which the definition is construct-
ed. Also e definition mey sey more about the definer than
that wvhich is defined. For exzmnle Breesrley et al. (1978)
point out that there is bound to be a2 discrepancy between

ley and medicel definitions of health. In doing so they

cite Baumenn's (1961) study in which it was found thet medic-
al students and clinic petients differed in the emphases

they gave in their definitions of health. 1In general three
criteria have been used for defining hezlth, namely the
absence of disease, statistical normelity, and the vresence
of positive signs or achievements (Herzlich, 1973). These
will now be discussed in turn.




peslth & the ebserce of dim : cp

During the nineteenth century hezlth was describea in tery:
of the sbsence of disease. The corollary v=s & belief thrt
heelth could be schieved through the cure of disezse, &n
exnectation which, as Wilson (1975) points ocut, hss not
been fulfilled. ZFezslth is more thst 'being ssymntoms tic?
for it relstes to "humen roscibilities for resveon: ibility,
shering, celebration znd irterrersonal relstions" (ipid,

p. 90). On a generzl wellbeing sczle (Wen znd livieratos,
1978) it wee found that those vho zre asymrtomztic score
more highly than those who heve symntoms. Pelmore &nd
Luikart (1972) elso found thet self-reted health was the
nredominent verisble influencing life satisfection and was
a com.on reccon given for hazppinecss. They observed that
rercsons vith good objective hezlth mey heve lov life satis-
faction if they are convinced that their heclth is poor

and high 1ife sstisfection if cornvinced thet their hezlth
is good.

Concerning the nmursuit of heslth through the cure of disezce,
Tillich (1961) mekes the zstute comment thset it is rossible
to heve 'unhezlthy health' when healing uncer one dimension
does not teke into consideretion enother dimension in

which heelth is lacking or even is imperilled by the pertic-
uler hezling, (as for example when an enorexic girl who has
zchieved gosal weight is returned to zn unchenged family
situetion).

In resmonse to the search for hezlth through the eliminat-
ion of disease Vaux (1961) writing from a theological
versvective believes that man is possesced with a passion
for the techniczl defeat of disease end death and thet

his yearning for hezalth tempts him to defy man's nzturesl
boundaries which in themselves are blessings. The glory
of humanity, seys Vauwx, is found not in the sbility to
overcome its limitations but to turn flew into strength,
to drav out the purposeful from the absurd and to meet

the Eternzl in the time-bound. According to Illich (1974)
he»Yth even includes the eaccertznce of death 2nd the
ebility to cove with suffering.



Siepel (1071) believes that it is no longer excuszble to
sttempt tc define health 25 the absence cf diguzece. She
eleboretes on this by seying that vntil recently the in-
ebility to define hezslth had caused little uneaeiness, but
that the time is now ripe for a concentuslisztion of heslth
ge a 'univerce' consisting of 211 rossible, or ccnceivably
recesible, hezlth phenomena. In her ovinion such & concernt-
valisetion must rrecede definition. Fenehel and EByszh (1972)
found this to be true when they discovered thet in order

to develop an operatioral definition of health they first
had to develop 2 'functional activities of daily living!'
continuum. This continuum ranged through wellheing, dis-
setisfection, discomfit, diseblement, confirement to the
home, being bedridden, being isolated, being comatosge, end
dezth.

The use of € continuum brings its own rroblems. The first
nroblem ics the cuestion of whether heslth #ng il ines: be-
long on & continuum 2t 211. Belend (1975) end Luckmann

and Sorensen (1974) stzte that health and illness do belong
on a continuum but Netazpoff (1978) zrgues th:=t hes)th zand
illness ere two concents rether than two parte of & e~ntin-
uum, The lstter belief is shazred by Jahodz (1956), Rorers
(1960), Keufman (1963) and Hadley (1964). Lewis (1953),in
seying thet health is 2 single concept end therefore no
breek between hezlth and illher1th cen be assumed, ergued
that & hezlth-illness continuum czn not be used becesuse
such a use viould recuire that the necessary dimensions be
measured.

Dunn (1959) brought some light to the continuum problem
with his seminal proposeal of a health grid having two exes.
The health exis ranges from 'peak wellness' to 'desth' and
is intercsected orthogonzlly by the environmental exis which
renges from 'very fevourable' to 'very unfevoureble'.

The four cuadrants ezch contain a different tyve of health,
nzmely high level wellness, (either existing or emerging),
and poor hezlth, (either protected or unprotected).



Fecaucge it is pocsible to feel vell and yet
T heclth end illness were to be put on & ¢

cvestion would have to be ecked, "Whz t

point between hezlth and illness?" ZRrezrley et al.(1978)

select two determining fectors for identifying the transit-

ion end these are the novelly end suddenness of 2 comrlaint,

end the extent to which it interferes with normsl =zctivities.

Boorse (1975) ves right when he pointed cut the need to
distinguish between disease and illness but his delireztion
is less helpful than the esrlier model of Suchmen. Boorse
seys thet heelth is & value, disesse is a disvalue, and
illness is a disezse which is corsidered undesirzble.
Suchmen (1963) however used the term 'sickness' to describe
egubjective ex-erience, 'illness' to refer to the social

role, eénd 'disezse' to describe 2 medicel entity.

Crne zttemrt 2t sdequate reyresentstion of & heslth-illness

m
r‘[ )

continuum hae been mede by Tvaddle zné HKessler (1977).
However their model does nct give adequate sttertion to
the distinction which cén be made between heelth, illness
end dicesse. Treir model is disgramred ae shown in
Figure 2 - 1.

Perfect
Hezlth Normzl Heealth

My

Illheelth Death

Figure 2 - 1: Relationships between perfect hezlth,
normzl health, illheelth znd deeth.

Twaddle and EHessler, 1977; p. 103.



2 useful solution to the continuum dilemmz is vrecented
by Terris (1975) and is based on distinfuiching tetveen
rezlth, illness, disease, functional level and subjective
experience. Terris szys that heelth and discece are not
mutuzlly exclusive but that heslth and illness are.
Disezse it 2 medicel entity but illness is & subjective
exnerience vhich has implications in the areez of sociel
stztus 2ndéd role. By reference to Figure 2 - 2 it can be
seen thzt disesse - vhich is objective - cén ¢

with both heelth 2nd illneses and that it is negetively
cesocizted with functionel &ability.

H E A L T H I L L N E S S
+4+++ #++ ++ + * ++ +++ ‘++++
e
-~ Feeling well Feeling ill ff”fff
= - : . : - .‘-‘\r\-‘ 3
- — Function
Disease =

Figure 2 - 2: The health-illness continuum. Subjective

end functional aspects and their relation
to disease.

Adapted from Terris, 1975: p. 103S.

Such a model is consistent with the epprosch teken by
Williemson end Danaher who by cualifying the word health
avoid some of the difficulties zttendant upon defining
it. They state



fceenteble hezlth is a stite of rerceived well-

teing vhether or not disesse or disebility ie

present, provided thzt the lztter does not irter-

fere either with the sufferer's normzl 1ife or

vith that of people whom he or she mey affect

through community living. Williamson end Denaher,
1978 p.44,

Terris's model does not include the terminus, 'death'. The
folloving model suvplied by the vresent writer (see Figure

2 - 3) extends Terris's work by &llowing thet dezth cen

occur either et the terminztion of illness, disezse or sick-
ness, or at the 'prime of life' (e.g., desth by accident)

end thet it is possible to be 'well' in the midst of diseece,
sickness and dying. In this model illnese refers to subject-
ive exmerience (c.f. Terris); sickness to funection, (c.f.
Suchmen's socizl role): diseazse to zn objective medicel
entity; and high level wellness to Dunn's (subjective &nd

objective) high level wellness.

NORNGLAL
P P T ———
s 3 TEKNE 88 2 prpn

: N IEVEL  \

e

: -~
= --. L v. R : ¥ ) . : i ﬁ,ﬁ LL /
P B0 D IT'SEASE g
i gL WS =y \.E%Diﬁ./

ILINESS -+

HEALTH

Figure 2 - 3: Relationships between high level wellness,
normel health, sickness, illness, disease
and death.




Beglth &s stetistical neormelity

Lecording to Boorse (1977) hezlth is "stetisticel normel-
ily of biologicael function". Boorse prefers the medicel
conceot of health as being the 'zbsence of diseace' because
being value free it preserves the main elements of biolog-
icel function and statisticel normelity. It elso ¢voids
any commitment to 'positive' heelth beyond the abesence of
disease. The definition Boorse gives avoids the idealism
of the W.H.O. definition but also misses the breadth of

ite scope.

Using statisticel normzlity as the criterion for hezlth
presents several difficulties, Firstly, the decision must

be made zc to whether the stetistics are to be bacsed on

the world population, or on the ropulation of a particular
country, climate or culture. Secendly it is not necessarily
true to say thet vhat is normel is whst is heelthy. The
prevelence of the gene for sickle -cell sneemia among Africen
negroes is normzl but not hezlthy (Dubos, 1965). Thirdly,
as Antonoveky (1973) has pointed out, comnlete health is

in fzet statisticelly devient,

Health as the presence
of pocsitive signs or achievements

Immediately following World Vier 11, three major trends
culminated in the formuletion of & new kind of definition

of hezlth which was set in positive terms. Firstly, medicsl
progress had made it possible to conceive of the eliminat-
ion of disease and bodily afflictions, and secondly, advances
in psychological medicine introduced the temptetion to
believe thet there can be an end to mental illness, The
third trend was that of the 'one world' concept in which
socizl goods are available to everyone (Stone et al., 1979).
The result of these trends was the definition formulated

by the VWorld Health Organizetion at its inception in 1946,
"Hezlth is a state of complete physical, mental and social
vellbeing, and is not merely the absence of disease or
infirmity" (World Health COrganization, 1960).
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Terries (197%) contends that the vord 'complete' in the
%.n.0. definition should be deleted since "hez?th is not

an absolute: there are degrees of health" (ibid, v».1038).
Another critic, Gelfend (1976) argues thet even with
Terris's modificetion a2 universsl definition of heelth is
still implied. Therefore his nreferred vercion is, "Heelth
is 2 relative state of ... wellbeing (etc.)"

The negative definition of health, (i.e., that hezlth is

the zbsence of apperent disezse end infirmity) is vrreferred
by Mechznic (1968) wvho suggzests thet this is more operation-
gl then the W.H.,O0. definition in distinguishing the heslthy
from the sizk. Cocncerning the W.H.O. definition Wu notes
thet in its terms the "absence of disease or infirmity mey
be & necessary, but not sufficient, condition for health"
(Wu,1973: p.78). It is right that the 'absence of disesse'
should not be & sufficient condition for heclth but it is
debeteble whether it should be a necessary conédition., ZFor
examgle, & vereson mey be disease-free but be nsychologically
frzgile: 2bsence of disease in this case does not mean

that such a person is healthy. On the other hand a person
mey be psychologically and physicelly fit yet have &

disezse stete (e.g., dizbetes) under control. 3uch 2

person mey be both healthy and disbetic.

The VW...C. definition oves much to the earlier statement
of Sigerist who held thet hezlth is "something positive,
a joyful esttitude towards life and 2 cheerful escceptence
of the responsibilities thet life puts on the individual"
Sigerist, 1941; p.100). It is unfortunste thet this
emphaeis on 'joie de vivre' and responsibility wae not
included in the W.H.O., definition or mede more use of in
subsequent attempts to define and onerationalise 'health'.
Two writers vwho do include this emrhasis are Dunn and
Jamaan. Dunn (1959) conceptualised high level wellness
as a dynamic state of full end effective living, end
Jemasn (1971) notes that 'joie de vivre' seems for some
to be rooted in their spiritual beliefs and for others

in their capecity to contemplate, end that it ig & part
of hezlth.




Although the W.E.C. cefiniticn is noteble in that it is
nogitive and includes three dimensions of hezlth (i.e.,
physical, mentzl and social wellbeing) it hes been sccused
of being utopian, unrezlistic and perfectionistic (Incel
and Moos, 1974; Jus, 1973; Brearley et al., 1978). In
1959 Dunn argued that the goal of high level wellness
could be achieved 2nd in 1978 Preerley et 2l., vhile say-
ing thet the W.H.O. definition is idealistic, do stecte
thet idezl health is coming to be seen as an 2ttzinzble
goel.

Hezlth 2s objective functional sbility

King (1962) extended the W.H.O. definition when he ctressed
that health is the sttainment of meximum physical, mentel
end social efficiency for the individual, his family and

the community. (Emphasis not in the originel.) This

emphasis on the family end the community ie picked up by
Incel and Moos (1974) who sey thet the word heslth is

only mezningful when it is defined in terms of e given
rerson's functioning in & given physicel ard sociel environ-
ment. In suprort of this they cuote Dubos' propcsal that
the nearest aprrozch to a definition of heelth is thet it

is a "ohysicel and mentel state fairly free of discomfit

end psin vhich permite the merson concerned to function

s effectively end as long s poseible in the environment
where chance or choice have rlaced him" (Dubos, 1965; 1.351).
McGrory (1978) zlso defines health within these broader
parameters when che says that health is both the rrocess

and the function of the person's innate and learned capacit-
ies to maintain maximum wellbeing in 211 systems and

evheres of existence including the essential interplay of
internzl and external environments. However a person's
socizl wellbeing may be secured at & cost to his social
contacts. Therefore the inclusion of Dubos' concent of
effective function, King's suggestion thzt one's heelth

can affect others, and McGrory's attention to the role

of learned capacity are all valuable additions in the

ouest for a satisfactory concentualisetion of hezlth.
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Although arn emphasis on ability to function (Lewis, 1953;
DiCicco and Arnle, 1958; DParsons, 1958) is & move in the
direction of defining health as ability rether than zs lsack
of disebility it does not go far enough on its ovn. A
more flexible view can be adopted. For instence, Pstrick,
Bush and Chen, (1973) describe heslth 2s a composite of

an individuel's level of function #t a poiat in time and
his exvected transition to other levels, more or less
fevoursble, at future times. This definition sharply dis-
tinguishes between the desirebility of the immedizte level
of nhysicel and mentel wellbeing and the nrobability that
the health condition mey deteriorate, remzin constant, or
imrrove over time. It is claimed that the two levels,
(function and prognosis), have traditionzlly been confused
in discussions of health. (Optimum function' is defined
as "cornformity to society's standards of nhysical and
mental wellbeing, including the nerformence of zctivities
usual for & nerson's age snd social role"- Pstrick et =1.,
1973; v.8.) On the other hand Terris (1975) points out
thet the functional aspect of health is objective, and as
such is only one of its two major aspects. The other
gepect is the subjective one which relztes to feeling well,
it is interesting to note that in Bzumann's (1961) study -
in vhich chronicelly ill patients end medical students
were each asked to define heslth - reference to a feeling
of wellbeing was rasrely mentioned by the medicel students.
(See Fipure 6 - 1, n.144.)

Heelth 2 objective wellness behzviour

Kaufmenn (1963) in discussing the contribution of Dunn
(1959) summerised Dunn's conceptualisation of high level
wellness. Wwellness is the dynamic, forwerd-thrusting
meximizetion of one's functional potenticl. In contrast
to health, which can be pussive and static, wellness is
active in thet it advences the individual towzrds complete
wellbeing. Yet heelth and wellness need not be separate
but may support each other in a synergistic relationship.
Moreover, Dunn's concept will 21low that wellness may be
found in the absence of hea2lth and ~hysicel soundness.
This point is also made by Oelbaum (1974) vho developed



en zlphabeticel list of 26 hellmerks of =dult wellness.
some exemnles of Celbaum's 'hellm:rks' :‘re:
L: prerforms Activities of dzily living,

mzintains en Environment conducive to vellbeing,

b L <

meintzins Hygiene,
demonstrates Personality growth,

Ly g

: receives end recognises Sensory irput,
Z: demonstrates a Zeal for living.
Celbzum besed her list on three premices, one of which ves
that 2 rerson mey demonstrete beheviours of wellness 2t
a level eporeciably different from his physicsl capacities.

Wellness then is indicated behaviourzlly. Wu defines well-
nest as "an event experienced by men thet manifests itself
throvgh his behaviouvrs: i.e., individuals experiencing
vellness will exhibit a2 class of behaviours congruent with
the event" (wu, 1973; ».84).

Hezlth as subjective exverience

Vherees wellness is demonstrated objectively, wellbeing

is experienced subjectively. A behavicur cen beccme funct-
ionelly sutonomous (Allport, 1961) so that & verson cen
demonstrezte wvellness behaviours (in Oelbsum's terms) even
et times when he or she is not subjectively exveriercing
vellbeing. Conversely, a merson may exverience s feeling
of vellbeing but not exkibit wellness behaviours, as for
example when ineppropriate behaviour is exhibited by an
euphoric or menic person.

A sense of wellbeing may be claimed as the content, indic-
etor or goal of hezlth but such an experience is difficult
to enalyse or operstionelise. Behavioural indicetors lend
themselves more readily to a definition of health which

is stated in positive terms. Yet Wan end Livierstos'
study (1978) shoved that psychologicsl factors account

for more of the explained veriance in general wellbeing
scores than physicezl variables.



Health 2c resilience

Cne indicetor of wellbeing which bridges both the beheviour-
2l and the nsychological asvects is the 2bility to cone
with the 'slings and arrows of outrageous fortune'. Such
an indicator is labelled 'resilience' by Starfield (1974).
Resilience is the a2bility to cope with adversity arnd the
potentiel to resist & range of possible thrects to heslth.
Audy defines health @ & "continuing proverty (of the
individual) which can potentizlly be mezsured in terms of
ebility to rally from challenges, or to ada»t to (insults)"
(Audy, 1971; p.140). Jahoda (1956) put it this way, hezlth
shows itself in the menrner of hendling conflict situstions.
velvole (1979) believes also thet heelth has to do with
living one's life which includes contending with unavoid-
eble stresses. The &gbility to live with verying crices
cherecterices the heslthy stete of z person. To be un-
eble to adezpt to everyday strescses constitutes a2 stzte of
'i11th' which incluces both illness and illhezlth. "I11lth
is thet state in which one is unable to adezpt to the every-
dey stresces without either disease or dis-esse" (Valpole,
197193 1. 17}

An important indicator of wellness and wellbeing is the
ebility to sdapt psychologically, physiologicelly end
beheviours1ly (Besson, 1967; Dubos, 1965; Perkins, 1938;
Francis, 1960; Beland, 1975). King defines health as

the manrer of "dealing with growth and development stresses
within a cultural pattern to which the individual attempts
to conform" (King, 1971; p.72). Willismson 2nd Danaher
(1978) and Siegel (1973) also ecuate health with adsptive
cepacity. Msthers (1970) seys that & men is not healthy

if he is well adjusted to an unhealthy environment and

Levi (1971) says he is heelthy if he changes a poor envir-
onment. Moos (1979) labels vpeople who do not conform to
their environments and so are not subject to its deleterious
effects as 'environmental resistors' and says that studies
of such people and their coning methods would be particular-
ly informetive for hezlth researchers.



The difficulty of defiring hezlth

N

Cne hes to conclude that despite the cobtvious merits of stete-
ments such as that of the world Health Crgenizetion & fully
edeouvste definition of hezlth is hard to ccme by. Siegel
(1973) lists six difficulties which stznd in the wey of defin-
ing heelth. B8he ~oints out thzt hezlth is both & vzlue
Judzement end a relative concept end is an abstrection which
cenmot be ressured in cbjective terms. Furthermore, health

is a subjective stzte covering a spectrum whose distinction
between hezlth end illness is glmost immerceptible except for
certain acute illnesses. ZFinally, health is culturally deter-
mined. Natapoff (1978) goes further by maintaining that no
adeguate definition of healthr exists. ©She says that & rezd-
ing of the litersture revezls three mejor ressons for the
difficulty of defining health. Firstly since ettributes of
heelth and vellness heve not been determined a definition of
the attributes is imrossible. Then also hezlth is a culturslly
determined concept, hence no universal definition is nossible.
Furthermore health is & velue derived vertly from the individ-
uals's own idess, hence it is difficult to measure.

Cther zvnroéctes to the definition of heslth

Heelth as =2 comwodi}z

Distinet from approaches which define heslth in terms of
absence of disease, statistical normality, or the presence
of vaiued attributes, 2 new trend is emerging. Health is
incressingly becoming viewed as a commodity or investment
(Siegel, 1973). Grossmen (1972,1974) trezts health as a
dureble item which is desired for two ressons. Firstly, it
is a consumption commodity beczuse it allows sbility to
function eand be effective, andéd secondly, it is an invest-
ment commodity beczuse it determines how much time can be
devoted to working for an income. Thus health can well be
cezlled an enabling velue (Fubbard, 1970).

Health as a vhilosophy

Some writers prefer to teke & vhilosophical aprroach to
hezlth and by so doing they expound on hezlth rather than
define it., For exemple Siegel (1973) proposes that health
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is not an ettribute or 2 function, but rcther is an eyistent-
ial concept vhich has to do with resmornciveness to the en-
vironment. Eezlth has been czlled a 'penoreme of life' (Lunn,
1959) and Wilson (1975) provides a wealth of insights vhich
expend on this theme. Wilson believes that health is the
humen and environmental milieu which enables veople individ-
uzlly end socielly to grow tovards fullness of life. Hezlth,
he sc¢ys, ie non-competitive and is "symptomatic of correct
interrersonel relationships." Wilson's philosonhy is #lfo
theological: he asserts that health is a "foretaste of
vholeness to come."

BoYCED TiE DEFINITICONS : NeEW DIRECTICNS

The modern tendency is to move awey from defining health and
to move toverds assessing the ocuality of life as a whole
(Stone, 1°79). Even if it were noscible to define hezlth
gdecuately it should not be exrected thet eny definition
would remein stetic. The definition of health is evolution-
ary (Darby, 1977) &nd chenges over time (Netezvroff, 19782).

At this roint of time it is being se2id thet hezlth is both =
motive (Stone, 1979) end a goal (Twaddle and Fessler, 1977).
It persiste as a motive beceuse it is unattainable (Dubos,
1965) &nd remsins as & goal because it is stazted in terms

of 2 positive ideal.

The concept of hezlth es being a ouslity of life is well
exemplified by Wilson (1975), Lelonde (1974) end the C.n.C.D.
Index (1976). Wilson says that hezlth is not an individuzsl
matter but an interpersonal one and he includes as inter-
personal components such aspects as friendship, joy, celebrat-
ion, creztive exrression, housing, learning, politics, job
satisfaection &nd responsibility. The O.E.C.D. Index is &an
attempt to nrovide a tool by which social vellbeing can be
messured. This index includes indicetors, eesch having e
validity reting, of such operetionally defined areas as
rersonal hea2lth and development, learning, emnloyment,
leisure, economic status, nhysical environment, personzl
safety and the administration of justice. ILalonde provcses

& Health Field Concent comnrising Environment, Human Orgen-



izetion, Human Bioclogy &end 1ifestyle, &ard suggests that

this conceptualisction will contribute to heclth by videning
the persrvectives of health care delivery. It could be said
thzt lountin (1937) was prophetic when he insisted that
people who call themselves health workers should go beyond
diceazse and into the broader fields of humen comfort and
vitaslity.

Yo matter what zspect of heclth is being discussed Wilson
(1975) cen be relied on to stretch one's horizons. Ie ascerts
that we need to reshepe our ideas and to ask ourselves,

"What is heelth for?™ Is it for personal fitness for surviv-
2l end self renewal, for creetive sociel ad justment and self
fulfilment as stated by Hoymen (1967)? If so, then hezlth
educetion should helv us to "establish stronger links with
neture and life .. and with the spiritvsl dimencsions of our-
celves end the universe" (ibid, 1».202). In Hoyman's ternms,
life must have some meaning if heelth ie to have eny instru-
mentel value, for s Frenkl ruts it, "you cen only actualire
yourcself to the extert to wvhich you ere fulfilling the mein-
ing of your life" (Frankl, 1967; ».180). Frenkl =1so sounds
a wvarning vhich is worth notirg: "Cnce a men mekes heclth

his m&in goal, he has elready fellen sick - he hes become &
hypochondriac" (ibid, ».179). It is meradoxical that vhen
one's health is good, one is unawere of it.

-

THE USE CF DEF INITICKS AND DIRECTICNS

The discussion up to this point has introduced several ways
in which health can bte conceptuslised and has shown that zll
make a relevent contribution to our understanding of it.
Ideally, hezlth is freedom from symptometology, plus the
presence of valued attributes, plus 'something more'. That
'something more' will be unicue for each person and will
reflect the way in vhich health is concentualised and for
what rezcsons heslth is wanted. ILeaving aside the definition
of health as being statisticeal normality there are three
broad definitions of hezlth namely, being asymptomatic,
having functional ability and the opvrortunity to exercise
the same, and experiencing wellness. These three emphases,
evident in the writings of Baumann (1961), Herzlich (1973),
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Tvadcéle and Hessler (1977), Wu (1973) and Mecheric (1972)
form & hiersrchy. Dunn (1959) focusses on the vellness
aspect.

A Hiererchy of Healths

Baumenn (1961) found in studying the conceptions of hezlth
eand physical fitness held by two groups of respondents -
clinic patients and medicel students - that resnonses concern-
ing health fell into three categories namely 2 feeling
orientation, an asymptomatic orientztion and a performance
orientation. In 1973 Herzlich published the results of s
study in vhich resvondents were acked tc define health.
Descrirticens fell into three categories, Hezlth-in-a-vacuum,
Reserve of health, end Equilibrium. Heeslth-in-z-vecuum ves
the asymptomatic orientation, Resexrve of hezlth described
robust hezlth and recistence to ettacks, #nd Equilibrium
referred to & state of physicel, emotional &nd sccisl well-
being. On the organic level Ecuilibrium is the stste where
the ebsence of awereness of the body, charzctericstic of
Reserve of hezlth, gives way to the immediete awsreness of
rerfect wellbeing.

Herzlich's recsults perslleled Baumenn's in that Bzumenn's
'feeling stzte' metched Herzlich's Equilibrium construct -
vhere the focues was on 'doing'; Beumenn's 'performance!
orientetion vas anazlogous to Herzlich's Reserve of hezlth -
the focus being on 'heuing' resilience; and Beaumenn's
'asymptometic' orientation wee analogous to Herzlich's
Heelth-in z-vacuum construct where the focus was on 'being'.

Twaddle and Hessler (1977) put the 'feeling' orientation into
& nsychological frame of reference, the 'verformance' orient-
ation into & sociologicel frame, &nd the 'asymptomatic'
orientation into & biological freme of reference. Wu (1973)
£lso puts heelth descrintions into three groups nzmely

hezlth as being the polar opnosite of illness, heclth as

lying on & continuum which ranges from peak wellness to death,
end heslth es being a cuslitatively different state from ill-
hezlth. FMechanic (1972) notes that people seek health so es
to "do tasks, pursue goals and avoid distress" (ibid, p.251).
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Wu's categorisation of health as being a qualitatively differ-
ent state from illhealth and Mechanic's 'goel pursuit' corres-
pond to Baumann's 'feeling' orientation; Vu's categorisation
of health as being the polar opposite of illness and Mechanic's
'avoidance of distress' correspond to Baumann's 'asymptomatic'
orientation; Wu's health as a continuum and Mechanic's 'task
performarce' corresnond to Baumann's 'performance' orientation.
Dunn (1959), as has been mentioned, distinguishes high level
vellness from health. Hezlth, in Dunn's terms, 'maintzins'

but does not 'advance', vhereas high level wellness - which
can be found in the absence of health and physical soundness -
is an open ended and dynamic concept embodying maximization

of notential. EHigh level wellness belongs in the 'feeling'
category because it describes the 'verve' of maximizing one's
potential. The emphases of the six writers referred to above
are summarised in Table 2 - 1.

Table 2 - 1: Crientations to Health. Three emphzses as given
by Baumann(1961), Herzlich(197%), Twaddle and
Hessler(1977), Wu(1973), Mechanic(1972),Dunn(1959)

SOURCE ORIENTATIONS
Baumann Performance| Asymptomatic | Feeling
Herzlich Reserve of | Heazlth-in-a | Equilibrium
Hezlth vacuum
(Having) (Being) (Doing)
Twaddle & Sociolog- Biological Psygholog—
Hessler ical ical
Wu Health as Health as Health as a
continuum volar cualitative-
opnosite ly different
of state from
illness illhealth
Mechanic Task Avoidance Goal nursuit
perform- of
ance distress
Dunn High level

wellness
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The three orientations to health are hierarchical yet
inclusive. They are hierarchical in Maslow's (1954) terms:
when the most basic need is satisfied a higher need emerges.
The organization of needs is a hierarchy of vrepotency. As
a verson goes up the hierarchy of prepotency there is a
decreasing percentage of satisfaction with the stage which
has been transcended. OCn the whole most of the average
prerson's need 'to be asymptomatic' is met, much of his need
'for functional ability' is met, but little is met of his
need to 'exverience wellness?., The experience of wellness
is enhanced by being asymptomatic. The immediate goal for
the sick person may be assumed to 'be asymptomatic' and the
goal for the convalescent, 'to have functional ability'.
Cnly when the asymptomatic person is functioning effectively
will the current need 'to exnerience wellness' emerge. A
client can be assisted to consider and even review his own
definition of health, which will then become for him both a
motive and a goal. A client's movement toward health is not

really complete until his hezlth goal is 'to exvrerience
vellness'.

According to Travis (1977) the idea of helpirg people to
ettain vellness and higher levels of wellness is relatively
new. Travis has designed a wellness scale which can both
facilitate a reorientation from health as being non-sickness
to nealth as being a positive state of wellbeing, and also

serve as a guide to health education. His (1980) model is
presented es Figure 2 - 4.

Figure 2 - 4: High level wellness as the terminus of the
health - death continuum. (Travis, 1980)
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Lecording to Ardell (1977) the bessics of wellness are the
five areas of self resnonsibility, nutritioral awareness,
stress menagement, physicel fitness and environmental sen-
sitivity.

It vould be a misteke to think that good hezlth, let zlone
high level wellness, is ecuzlly desired by sll1 pecole.
Brezrley et al. (1978) vpoint out thet for some pecple illness
cen be more attractive than heezlth. There are those vho per-
ceive illness as a 'lLiberator' beceuse it mnrovides 2 socielly
senctioned opvortunity to enjoy time out from role obligations
(Herzlich, 1973). It is suggecsted by Balint (1964) thst
illness can be attrective to people who find it difficult to
cope with life problems.

The Nurse as a Heelth director

The sim of nursing is to help clients use their versonal

end personzlly selected resources to recognise and achieve
their own health potential. The nurse will not cscsess thet
her intervention is complete until she has accuzinted the
client with any further hezlth options vhich are as yet un-
known to, or unsus-ected by, him. One way the client cean be
made aware of further heelth options is through the use of

a wellness inventory or checklist (e.g., Oelbaum, 1974:
Ardell, 1977; Travis, 1977). A copy of Travis's checklist
is included in Flynn (1980, pp. 143-148) as zlso is Ardell's
(1977) wellness-vorseness Heclth Ascsesesment Guide (Flynn,
ibid; pp. 131 - 141).

Celbzum's 26 hellmarks of adult wellness have zlreedy been
mentioned. Trevis's (1977) inventory consists of 104 ocuest-
ions arranged under the headings of productivity, relaxation,
sleep; personal czre and home safety; nutritional awareness;
environmentzl awarness; physical activity; exprescsion of
emotions and feelings; community involvement; creativity and
self exnression; automobile safety; parenting. Ardell's
(1977) checklist consists of 97 cuestions arrsnged under the
ceven headings of self-responsibility; high-risk behaviours;
environmental sensitivity; appropriate use of the medical
system; nutritional awsreness; physical fitness; stress
manzgcement. A client who uses such az checklist is not only



filling in a form but is undergoing en educetional
exnerience. It will probably come as some surprise that
many of the cuestions included in the invertory do belong
within the rubric of health., A client vho recognises and
selects & further hezlth option to work on is making progress
in selfcare swareness and agency.
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CITIZEN: A SELF-CARING HEALTH FRACTITICKER

H
=

FERSCEAL RESPCRSIBILITY FOR EZALTH

A Corernican-lire revolution nov epresrs imminent in kezlth
care delivery. Whereas disesse was once the orgaznizing con-
cern of health delivery, with health professionals holding a
central place, now selfcare for health is becoming the organ-
izing concern, vwith health profescionzls being supnlementzry
to and supvortive of the goal of selfczre for hezlth (Levin,
1977; Hettings Verschure, 1980). The time has come, say
Girdano and Everly (1979) for "hezlth rrofescionals to truly
educate members of our society in the ert of self health and
in the role of self responsibility for gaining and keevning =
high level of vellnese" (ibid, p.xi).

Heving suggested such a revolution - namely the reversel of
whet is rerceived to be centrel arnd to heve pricrity - con-
sistency demends that attention be firet directed to the
citizen as a self-caring agent in heslth. Then the profession-
2l centribution (which such citizen &s a consumer involes

and /or receives as a client of the hezlth care system)cean

be considered. Health professionals, and nurses in particular,
must not lose sight of the fact that the client is first a
citizen vho hes responsibility for his health care and only
secondly a consumer and thus & client of the hezlth care
system. It is only when the citizen seeks professional zss-
istence with his practice of hezlth-related selfcare that the
profescional role becomes visible.

The me jor task that faces health care delivery in all devel-
oned countries (where the costs of hezlth care have grown

more cuickly than the national income) is to develop a better
heeglth culture. Heelth nrofessionals can help in this respect
by encouraging clients to ask what they ss citizens can do

to evoid illness and to enhance wellness. The health prof-
esgional needs to be a hezlth practitioner himself in order



to give & useful answer to the latter part of such recuests
for infcrmation beceause the best vweay to sell vellrness is to
model it.

Inputs from both sources - citizens who are selfcare oriented
and health professionals who are practising a vellness
lifestyle - are recuired if consumers in generzl zare to

make the chenge from dependency to autonomy, from & cure-of-
illness orientetion to & hezlth-culture one, and so

become hezlth prsctitioners themselves. Individuzl resnonsib-
ility is the characteristic recuirement of effective selfcare
for health. A wellness lifestyle which is fuelled by a strong
sense of personel responsibility can be more satisfying than
eny combination of self-gratifying high-risk behaviours,
clzims Ardell (1977). The problem is thst people who want

to achieve such a lifestyle in order to maintain and maximise
their heelth often have to bettle society énd the current
culture in its pursuit. The eesey vey vould be to opt out of
such ettemnts when they fece the stonewzlling of the entrench-
ed culture, but the efforts of the few could eventuslly
procure a chenge in hebits for the many. For example, smokers
ere increesingly encountering saenctions 2gainst their eir-
polluting behaviour from those who ere becoming more hezlth
conscious.

If heelth professionals are going to ccntinue stressing that
peorle must take more responsibility for their own health
then they, the vprofessionals, need to create opportunities
where no such opportunities currently exist

to vrovide educetion both for health and for wellness, end
to model such hezlth and wellness themselves. Also health
professionals should not assume thet clients will invariably
desire to be resvonsible for their own heslth selfcare or

be ecually ready to consider, or benefit from, this sort of
apnroech.

Receéiness for selfcare

The areas in which the citizen can be selfcere active are in
universal selfcere behaviours (where selfcare knowledge is
used in health mzintenance), in hezlth-deviation selfcare
beheviours (where selfcare knowledge is used in the audit
and control of treatment programs), in health-related polit-



ice) cecision meking involvement, and in self-kelp group
involverent. Whet a given individual is a2ble to aclieve

in the wey of selfcare is very much 2 function of his
'reediness'., It is this writer's provosal that a person's
recdiness (or lack thereof) to be a selfcare hezlth practit-
ioner vill be a function of certain individual enebling or
inhibiting fsctors. These fectors sre assumed to be the
personal percention of heelth, the personal propensity for
for selfcare, the perceived locus of control, and tke
perceived locetion of bleme for illness. The Areas of
Selfcare and the Enabling or Inhibiting factors will now be
discuseed in turn.

ARDAS CF S&=ELFCARE

The comoonente of the selfcare model have already been vresent-
ed (see Figure 1 - 1, »n. 9). This model comprises universel
znd heslth-deviation selfcare beheviours and illustrates the
interface betveen care vhich is personslly initiated and care
which is profescsionally assisted. The citizen vho is acting

as & heelth prectitioner will demonstrazte behéviours which
belong in one or more of the comnonents of the model. (See

also Figuvre 3 - 1, 1.78).

Fersonelly initicsted selfcare

Universal selfcere behsviours

Universal selfczre behaviocurs mey be based either on habit

or on knowledge. A particular culture mediztes certain self-
care hebits. In the European culture two examples of selfcare
behaviour learned as part of growing up are tooth brushing

end personal hygiene. The person who engages in such selfcare
hebits mey be cuite unewsre that they are part of hezlth-
related selfcare activity. It is mossible that certezin
ostensible selfcare practices mediated by the culture can
ectually mitigate ageinst health. TFor example in Nuer

society (in the Sudan) people use cow's urine to wash them-
selveg, believing it to be a nurifying substance (Evens-
Pritchard, 1940). In our society the use of the handkerchief
is so commonplsce that its unhealthy potential is easily
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overlooked.

Although selfcare is by definition a deliberzte zctivity,
beraviocurs which are hebitual are included because they are
expressions of purmoseful activity and derive from a know-
ledge becse which is mediated by the culture. Some of the
knovledge mey be non-scientific, unscientific or plain
superstitious. The citizen need not uncriticelly eccept
this treznsmitted krnowledge, even if it purports to be scient-
ific, but will be exercising selfcere behaviovr if he seeks
to test and extend the body of extant knowledge.

The citizen's health meintenance behaviour will include such
things 28 the maintenance of body processes, (e.g., procuring
and using an adequate intake of pure eir, clean weter and
nutritious food), the achievement of regular and zdequate
eliminction of veste products from the body and the practice
of aovpropriate hygiene releted to eliminetion, #nd the
securing of & belance of activity end rest. GSeeling times
of both solitude end socizl interzction, avoiding (znd
nrotecting oneself from) hezerds, end meinteining normslity
ere zlso included 2s hezlth mzintenance belizviours (Orem,

1971).

Althoucgh disease vrevention behaviour ircludes everything
enumercted azbove under health maintenance practices it
snecificelly refers to certein citizen behaviours such as the
ad justment of lifestyle to nrotect oneself egainst such
stztes &s hyvertension, heart attacks and lung cancer, the
menipulztion of one's environment to meke it personally
functional, ezesthetically setisfying and stress protecting,
and the learning of ways to cope with stress, to communicate
functionally and to relate creztively in interpersonsl sit-
uations. Self-monitoring, assessing and dizgnosing recuires
a scientific knovledge bese and an awereness of normal per-
sonal thysiological, biologicel and psychological processes
so that deviations can be recognised wvhen they occur.
Diagnosing is a problem solving and decision making process.
Thé result of this process will be a decision whether or not
to engage in health-deviation selfcare. Having medical,
dental and optical checkups &nd making use of screening
Programs (e.g., mobile chest Xray) together with being
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immunized for infecticus or allergic conditions are examples
of corsumer beheviours.

Hezlth-devietion selfcere behaviours

The citizen vho hes decided that he is exveriencing a deviat-
ion from his heelth state may decide to trezt himself or to
seek help. He may seek help from fzmily or friends, (Freidson
1961 cells this 'lsy referral'), from health mrofessionals

or from a hezlth care service. Consumer beheviour occurs
whenever a citizen mekes use of & health care service, and
when a consumer approaches a heszlth vprofessional for help he
becomes a client. One health care service available to
consumers is the Cold Selfcare Centre, a valk-in setting
where individuals, having confirmed their diagnosis of a
common cold by use of an algorithm, can receive an educat-
ionel leaflet on how to cezre for themselves (Zavke and
Averill, 1979). Selfcere in illness e-isodes or chrenic
conditions will include both vhet the citigen cen do for
hircelf end vhet he as 2 client engages to heve done for him,
A retient who is under cere at the insistence of others, or
out of uncuestioning complience with medicel direction cannot
proverly be described as & health selfecare practitioner,
although he can be treatec @ one. Thet is, elthough the
client's orientation is not initielly a2 selfcere one, the
care he receives can be focussed on involving him as &n
active varticipent in his own heslth care.

Self Nedicetion Cne avenue of heelth-devietion selfcare is
self medication. Wilson (1975) says that part of going

sick healthily is knowing whet to treat, and what to ignore.
A raztional policy of celf treatment reouires an approasch to
self diagnosis which is 2t lezst as rationzl and logical as
that which is associated with normel mediczl practice
(Willizmson and Danaher, 1978). It is immortant that rersons
knov how to treat themselves safely end effectively if they

do kxnow whet to trest. Self medication is not an undesir-
zble a2lternative to orthodox medicel cere according to
Kessel and Shepherd (1965), nor is self medication the
whole content of selfcazre although Danzher (1979) claims
that this is how selfcere is perceived by the medical
profession. Self medication has become a nart of the



everyday behaviour of healthy people (Quzh, 1977). The
2availability of nztent remedies and the inflience of advert-
ising has contrituted to this behaviour. G{uesh feund the
vpractice of self medication to be nrositively correlated with
the persors level of formel education and he gives recommenc-
etions for &an informed celf medication program,

However self medicztion does have its problems, thrree of

vhich are inepororrizte use, misuse and abuse of medication,
end the durstion of a self medicetion regime. Dsrby (1977)
enumerztes the phermacological and toxicological risks of

self medication, (i.e., excessive end nrolonged use, addiction,
antiphlogistic interference, znd interzction with other druss),
ez vell as the otrer risks (misuse, improver use, inapprovrizte
use, and delay in diagnosis).

Kesl and Cobb (1966) note thet the topic of self medication

is generzlly neglected in studies of vtilization of the hezlth
cere system. L study by Danzher (1979) helpe to remedy the
deficiency. This study had s one of ite zims the assessment
of the esdeouscy of self treztment from & medicel viewpoint.

It wee found thet zpproximately 80% of self trectment wes
completely or nertieslly edecucste and orly &% ves hermful.
Denaher suprorts the concert of 'informed self trestment' and
notes that it is the pharmaceutical compenies who are the
rrimery advocetes of recearch into self medication. The
recsults of Denaier's study support the assertions of Kirscht
(1974) and Darby (1977) who maintzin that self medication

is not an elternstive to medical cere but &n integrzal part

of it. Pratt (1973, 1976) is another advoczte of self
medication, in this cese by families. Darby (1977) enumer-
ates a2s advantares of self medication its ready svaeilability,
convenience and lower cost. Also he szys that self medication
keeps the individual functioning zt times when he would other-
wise be unnecessarily indisnosed (e.g., by headache, constipzt-
ion, indigestion) and it relieves the work load on the medicel
service,

Ad justments in selfcare behzviours As was discucssed ezrlier
in Chapter 1 (p. 18) when a selfcezre-oriented citizen seeks
medical or rrofessional assistance he will exrect to interzct
in interderendence with his chosen heelth adviser end to do




vhatever ir vithin his 2bility to audit end control his
treatment regimen. He may need to revise esrects of his
selfcere regime. Exsm-les of such revisions are the adjust-
ment of weyes of meeting universal selfcere reocuirements, the
establishment of new techniocues of selfcare end the revision

of the routine of dzily living (Orem, 1971). Develoning =2

nev lifestyle comratible vwith the effects of the heglth
deviation, rodifying the self image and coping vith the effects
of both the hezlth devistion &nd the treztment regime zre &lso
ereas in which revision can occur.

Involvement in heelth-related political decision making

The citizen who is selfcare active will not only be directly
active on *»is own behelf but indirectly active when he con-
tributes to political decision meking regarding hezlth care
delivery. This asnect of selfcere has elresdy been discussed
in some detail in Charter 1 (p. 237).

Self EBeln group mambership

Self help grouns ere voluntary emell groupr structures organ-
ized by citizens vho ere peers end vho shere 2 comron nroblern.
The grounc meet 2 srecific heelth need and provide services
rot adeocustely supplied by other means. Examples of needs met
by self help groups 2re crisis helv, heln for the stigmetised,
for those trepped in self destructive behaviour, for the bereav-
ed, for perents without partners, for former mental natients.
Cne ureful typology of self help groups is given by Katz and
Eender (1976). The broad categories they supnly are Self
fulfilment and personal growth, Social advocacy, Alternative
lifestyle, and Rock bottom sufferers. Another typology given
by Gertner znd Riessmen (1976) uses the cetegories Rehsbil-
itetion, Behaviour modificetion, Frimery cere, mrevention and
case finding.

The emvhasis of self help groups is self examination and self
knowledge, personzl responsibility, vpeer supnort and face to
face interzction. The effectiveness of such groups derives
from the helper-therany principle, the use of indigenous

help and the implicit demand that the consumer not be passive
(Kush Goldberg, 1979; Riessman, 1976). Self help groups
increase medicel awareness and consumer sophistication, and
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are described zs an 'impressive resource' by Levin (1978 b).

Butterfield (1976) recommends self reln group membership #nd
says thet this is & very effective vay c¢f reinforcing heslth
educetion. The groun exerts influence to conform and this
influence is necessary for nersons vho c¢n their own are unable
to meke the changes that health edvcction wrograms recomrend.
Frobstein, in a letter to the Americen Journal of Fuhlic Health,
(1977) protests that self help grouns need to use nrofession-
als constructively. Gartner and Riessman (1976) itemise =c
dangers of the self help system the threzt of opposition to
expansion of services and the reduction in professional end
system responsibility. They add thzt member satisfection

mey revlazce accountebility for, and eveluastion of, care and
that self help may be coopted by the professionzl establish-
ment.

Henry (1978) in a2 somewhat defernsive zrticle comrlzins that

the resnonsibility for non member sufferers must (still) fzll
on to nrofessionals, end that self help groups don't eccerpt
resmoreibility for sufferers who do not benefit from their
groun ex-erience. Furthermore he tekes issue with any self
help sctivity vkich seeks to chenge tre member by group
pressure or to change the norms of society so that the member's
condition will be vnerceived not to be 'deviant' but simnly
'different'. Fe comrlains that Alcolholics Anonymous in
Britain does not serve zlcoholics but only 3.4% of the 2lcohol-
ie vorulation, end he plaintively asks, "whet hev-ens to the
rest?" Self help groups, he concludes, serve only the prob-
lems of their members and provide a convenient excuse for
evoiding social change.

Rockvell (1976) from particinant observetion of Veightwatchers
Internsetionel in the United Kingdom, United States of America
end Denmark notes the tendency eweay from the perconalised
grassroots 'sharing' apnroech towerds & more burezucratic
professional orgenization. Robinson and Henry (1978) elso
voint to the full fledged management structure wvhich aponrozch-
es an 'iron law of oligarchy' within self help groups. They
also suggest that self help groups are mere provs for a
defective (hezlth care) system.
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Despite the above criticisms the contribution msde by self
heln groups to the hezlth of their members is significent.
Ketz (1970) estimated that over one million wersons in the
USA were involved in self help group membership. However the
contribution of self help groups is overlocked by health
professionals (Zola, 1972) who consider their cleims to be
exzgegereted. If heslth vrofessionals wvere to use the self
help literzture they could learn & grest dezl, sey Bumbslo
and Young (1973) and Dilley (1978). Dilley recomrends the
self help literesture to hezlth vrofessionals because

this material gives encouraging examnles, provides

clecr step by step procedures, furnishes reports of effective
results, suggests ways of confronting self defeating thinking

ené gives meterizl for assignments and change procedures.
Summery

Perscnelly initisted selfcare includes universal and he:1th-
devietion behaviours undertszken on one's ovn behalf, involve-
ment in heelth-releted decision meking undertzken on thre
community's behzlf and the help seeking bekzviocur of self
help group membership. VWher the individusl seeks help not
only for his heelth cere but for illness reclsted mettere he
hes rot stepped out of the selfcere model; help seeking and
resource using are pert of celfcare. The extent to which
assictence is recuired is 2 reverse function of thet person's
own celfcere apency. The grester the person's disability

the grezater vwill be his need for zssistance. This essistence
cen renge from supplantive to supplementery to supportive
asgistance and will decrerse down this range =s cselfcare
agency is regeined. The assistance may be given by family,
friends, or health professionals. A nurse vho works within
the orientztion of selfcare for hezlth ies rractising self-
cere nursing. The primery concern of nursing is essisting
individuals, families and communities to live effectively
vith varying states of heslth. The role of professional
nursing in teaching, guiding and supvorting the public in

the prectice of good selfcare as this applies to health, is
extensive.



Frofessionally assisted selfceare

b

mergence of the Selfcere concept in Fursing Theory

From the time of Florence Nightingale to the present
individual nurses have endeavoured to conceptualise nursing-
that is, to define it and to describe its paremeters. The
selfcare model for nuresing revresents a mejor shift in the
series of nursing models which dates from that time.
Nightirgele, in releting nursing to the knowledge a leyman
should have, enticipated the theme of the selfcare nursing
model which states that the citizen should be his own health
prectitioner. Nightingzle (1859) distinguished between two
types of nursing namely the art of nursing propver (i.e.,
nursing the sick), and health nursing (i.e., the art of
heelth). The art of health is very much the concern of
both the selfcere nursing model and the current selfcere
movement (which ves discussed in Chapter 1). In the art of
nurcing the sick the selfcare nursing model trests the
client as a collezborator in cere gnd not as 2 dependent
petient s the nineteenth and esrly tventieth century
nursing models did. The phrese 'maternity of nursing'
coined by Shew in 1885 illustrates the nineteenth century
dependency orientation. The current views of both nursing
cere and mothering roles have changed since then. The
selfczre model is based on 2 reletionship between client
ard nurse which, being consultative, sllows the pooling

of ebilities and skills of both perties. Hezlth skills
transferred to the client enszble the client to become

more independent of the nurse. Although Harmer in the
early twentieth century continued to cast the patient in

e dependent role (Harmer, 1922) her emphesis on vpatient
educetion foreshedowed the emphasis on petient selfcare
z2gency which began to emerge in subsecuent conceptualisat-
ions of nursing,

The idea of patient egency in pursuit of health and of

ways to promote patient agency is clearly outlined by
Frederick and Northam who steate thet modern nursing is

not limited to the care of the sick but is more far reech-
ing for it includes teaching the petient (and others in

the home and in the community) to "care for themselves and..
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..to use the svailable community resoarces" (Frederick and
Korthem, 1938; p.3). It will be reczlled from the discuss-
ion in Chepter 1 (p. 6f) that both these ssnects are com-
ponents of the selfcare model.

As has been stated earlier in this chepter, the organizing
principle of, and orientation to, client cere should not

be some disease state but rather the client's best rvossible
hezlth state. "The primary responcibility of the nurece" says
Eenderson (1960, p.5) "is helping the patient - vho is the
central figure- with the health related zctivities that he
usually performs without asesistance." The nurse has the
unigue function of serving "as a substitute for what the
ratient lacks to meke him 'comvlete', 'whole', or 'independ-
ent' with respect to physical strength, will or knowledge

to rezch good health" (ibid, p.4). Petient zgency is here
being releted to heslth or to its recovery, (or to a pesce-
ful death).

Inother nursing theorist, Rogers, retains the emphasis on
heelth es being the aim of nursing. Nursing, says Rogers
(1970) eims to (serve people and to) assist them in schiev-
ing their "meximum heelth potentiel". The themes of hezltn
eand of pstient agency to secure the same heve now become
central ir the development of nursing theory. During the
1960s and ezrly 1970s one group of nurses (the Nursing
Development Conference Group, or NDCG) confronted the prob-
lem of structuring nursing knowledge around the conceptual
element of selfcere and concluded that "Orem's (selfcare)
concept of nursing at this stage in the devclopment of
nursing is an adequete concept" (NDCG, 1973; p.72).

According to Mullin (1980) the selfcare orientation to
nursing prectice is the most liberzting and dynamic idea
that hes been introduced into nursing theory in the last
20 yecrs. The concept arises from the recognition and
ecceptance of the ideal thet individuals 'own' their
health and zre resvonsible for it. This concept intro-
duces a chenge in orientation not only to nursing but also
to the patient's and nurse's perceptions of their roles.
In particular the concept revolutionises the approcch to
patient education, meking it an orgenising principle,
rather than some optional fringe benefit, of care.
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{1ticvupl the gclfcere mocdel of nursing poes teyond the
et2dier mocels it en necke use of eny of their denwinant
theres without being restricted by them. The cdominent
tlhieme of the selfcare model for nurecing is that "nursing
ks as its special concern men's need for selfcecre zction
end his provision and menesgement of it on & cortiinucus

#eis" (Crem, 1971; p.1). The condition whicr velidates
the existevrce of & requirement for nursing is the inability
of an zdult on his own bekalf, or of a nzrent or suardian
on belelf of a chiild, to maintain continuously the amount
gnd ouelity of selfcare which is therspeutic in sustzining
life end heeslth, in recovering from disezcse or injury, or
in coping with their effects. The recuirement for nursing
"is modified end eventually eliminiated when there is a
rrogressive, favouraeble chenge in the stete of health of
the (rerson ir ouestion) or where he lesrns to be self

directing in deily selfceare" (Crem, 1959; p.%5).

The nurse as the selfcare assistent

Selfcare is the prectical resvonse of an individual to an
exverienced demend to atiend to himself. This demand mey
originate in the rerson or be perceived by others, and may
be met or ignored. The centrzl assumption of selfcare is
thet the individuesl hes the ability to perform on his own
berelf. One of the five basic essumntions articulated
ebout selfcere by Fonaroff (1977) is that, given the proper
telp, people cen be their own hezlth prectitiorers.

The argument in this present study goes further in that it
ettempts to exnlore the conditions under which people do,
cr do not, exercise their selfcere capability. It is
proposed by this thesis that the ouwality of a person's
selfcare system will be 2 function of the reinforcement
velue of such health as is contingent upon selfcare
prectice (see Figure 3 - 1, v.78). It is suggested further-
more thet the quality of the selfcare system will be
essociated with the percertion of locus of control, per-
cevtion of health, and the location of blame for illness,
(see pp.75 -87).



In Crem's (1971) terms nursing interverticr ie only
eprnrorriate where there is disperity between @ therepeutic
deucnd for selfcare and the gbility or recources to mect
thet demend. The nurse then compensetes for the client's
disability. The character of any interferences in tlre
patient's customary ability to undertzke his selfeczre prac-
tices will indicete the generel dimensions of the rnurse's
responsibility for the patient, the methods that cen be
used in validly assisting the patient, tre probable durat-
icn of the patient's need for assistence, and the petient's
future potential as a selfcare agent.

The nursing contribution to client selfcare. The art of
nursing is concerned with the 2bility of the nurse to assist
mersons who need help with therapeutic selfcere in the
design, provision and menagement of systems of such self-

cere both within their environments of dezily living end in

the hospitzl or eclinic situetion. The focus of selfesre
nursing is helping the individuel to &chieve theransutic
selfcare. If the elient is unetle or unwilling to contrib-
ute to his own therereutic selfcere, or if he is ineffective
in his efforts then the nurse needs to assist in the menece-
ment of his therapeutic selfcare. The nurse's primery
concern is the therepeutic selfcare which the client in his
cvn viev reouires but cennot perform.

It should be noted that the present tendency for people to
take more initiative in selfcare azctivities can pose both
vroblems and opportunities for the nurse. For example
home birth is increasingly becoming an option of choice.
Yet Cameron, Chase znd O'Neal (1979) describe how half

the number of women who plenned to have home deliveries
end vere interviewed reported hostility from health pro-
fessionals. Another client choice is the right to die in
a2 manner acceptable both to the client and to his family.
This mey mean that the death take place at home with the
nurse giving supportive cere (Kobrzycki, 1975). The right
for the petient to decide such & course for himself will
be denied him if he is 'belittled by a consviracy of
silence' concerning his terminal state (Doust, 1977). 1In
terms of the selfcere model 2 patient should be 2lloved

to choose not to have life prolonging procedures - vhich
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Vilson (157%) srys mey be 2 product of miepleced clinicel
entiusissm., The problem is how to decide if such a choice
is suicidel, or is what Cawley (71977) calls 'pascive euthazn-
asia', or is an expression of client meturity. Illich (1974)
cleims that the health profession secures compulsory
gsurvival in a planned end engineered hell. Ey contrzst
Welborn (1980) describes how hospice care, in whick client
beheviour and decision making is fostered, cen nrovide the
onportunity to meintein nersonal control over crne's life
until death. DNcGrory (1978) describes this as the Well
Model Approach to the care of the dying client.

The goal of the nursing srt is to achieve a hezlth result
for individuels (whether they be sick or well) when they

need help. This health result may be the regsining or the
meinterence of health, or the stabilizztion, control and

resulte of nursing are beneficiel to the client if the
cliert's selfcere is sccomplished andé the client is moved
toverds resporesible sction #nd increzsing indevenderce in
selfcere. This mey occur through the client's cwn efforis
or through the efforts of other non-nurse assisterse who
ere becoming increasingly competent in compencsatirg for
the 1imitations of the client's sclfcare agency. Thus the
health goezls of an individuzl in need of help are associat-
ed with thet individual's movement asvey from either a
restriction of humen gctivity or e dissetisfaction with
the current health stetus, towards either normslity or
enhenced wellness,

Client selfcare agency. In order to achieve health gozls
the individuel needs to have a power of selfcere 2gency.
This latter term refers to the ebility or power of zn indiv-
iduel to engage in estimating and performing behaviours
wvhich are relevent to selfcere - i.e., vhich meintain 1ife,
kealth and wellbeing. Selfcare agency is based on know-
ledge, skills, ettitudes, beliefs, values and motivation,
end thus is an eccuired egency. This agency is described
in terms of abilities end dissbilities. Disabilities take
the form of deficits and/or limitations 2nd can occur in
the zreas of consciousness, verception, knowledge, abilitv,




moti.ztion 2nd environmentzl conditions. A selfcere
deficit is 2 quelitative or quentitative insderuecy which
cecurs when an individual cannot sction tlhcir ususl ecelf-
care system. A selfcere limitetion oeccurs when less is
being done in the way of selfcare than could be dore due
to a lack of knowledge, skill or motivation (LDCG, 1973).
An individaul mey have a limited selfcere system, or an
effective end comprehensive selfcere system, ard either
may be reduced by a deficiency ceuced by illness or ctlier
fectors. BRBoth limitaetions or deficiencies in selfcere
egency provide the conditions for, and the cortent of, the

nractice of selfcare nursing.

Nursing zgency. Cn the nurse's pert there is a need for
rursing zgency, namely the pover end effort needed to design,
nrovide and manage for individuals having selfcare limitzt-

ions or deficits the "mazterisl and energy inputs which are
essentiel for the self mainterence, keclth zndé vellbeins
of these others" (KDCG, 1973; 1.91). Nursing spency is
ectivated when an unwell person with selfcere limiteations
or deficits epproaches or allows another to undert:ke
nursing behaviours on his behalf. It is zlso zetiveted
“hen a well verson who practices selfcesre is zware of a
selfcere deficit or limitation and consults a nurse for
Lhelp in improving end/or extending his selfcare system.

The nurse secures informatior znd mekes judgements concern-
ing the client's need of nureing cere in the light of the
ctetus of his selfcare zgency znc the hezlth goal sought.
This will reouire thet data regerding the client's physicel,
emotionsl and socisl state as perceived by himself &nd/or
significent others, end the client's perceptions of - &nd
the chenges thet will be demerded of him by - his altered
stete, be gathered. The nurse who uses a selfcare medel

of nursing will need e base line of the client's customery
selfcare beheviour in order to esteblish exrectstions for
the client as an agent in providing and menaging his own
theraneutic selfcare and in overcoming his current dis-
ebility. When the nurse assesses the base line selfcare
system she will perceive that the person with an already
limited system will be z candidate for a more extencive
educetional effort on the part of the nurse than the
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pcticrt whese selfcare system is custormurily nore

sufficient.

According to Orem (1971) the client's base line will be
influenced by mental develooment, personal maturity, velues,
skills, knowvledge, social effectiveness and competency in
deliberate zction &s well as by reinforcemert fectors such
s groun and femily membership. The propocsal of this present
study is thet this bese line will also reflect other fact-
ors, nemely the client's perception of heelth, Jocus of
control, and location of 'blame' for illness, as well es

his propensity for eelfcare beheviour, and that these ere
el]l appropriate areas for nursing intervention. Kursing
berevioirrs relating to selfcare limitetion or deficit will
be zddressed to Jjudging the presence, cesuses and dimensions
of the limitation or deficit and to selecting acticn options
for £ltering selfcare agency in the light of the current
thereneutic selfecare demand. It ie Further suggested by
this nresent study thet the zction options selected and
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the timing end durstion of their espovlication vill depend
or the clicnt's readiness for a selfcere apnroach vhich
is elso judged by his percertion of health, locus of con-
trol and locestion of bleme for illness, plus his customery

selfcare remnertoire.

Tynes of nursing cere. Hursing cere can be of three

types, wholly compencsetory, pertly comrensatory and
suprortive~educative. In wholly compensstory care the
client has no active role and the nurce ‘'does for' the
client. The nurse compensates for client inebility by
accomplishing his selfcare and supporting end rrotecting
him. In partly compenszatory care the nurse end the client
each (in verying degrees) perform the necessary care. The
nurse 'does with' the client. The client innut will depend
on his energy, motivation, skill, limitations end deficits,
end psychological readiness, but the client will -erform
scme part of hie care and acceovt assistence with the rest
of it. In supportive-educative care the nurse provides
supnort, guidance, teaching and a developmental environ-
ment to a client who is accomplishing his own selfcare.




An exemple of this cort of care is given by Frandemont
erd Sclafani (1978) who provide a five-step tezching
rrogram in which a pstient progressively tazkes responsib-
ility to self-administer end chart his own medicztion,
heving leezrned the properties of the seme.

£l1l three espects of cere a2re well illustrizted by Bromley
(1980) in her documerted care of zn ostomy client. Bromley's
gccount is perticularly interesting becsuse not cnly dces
she describe care given according to Crem's selfcare nurs-
ing model but also she illustrates that the nurse need nct
alwvays weait for the client's vsychological readiness to
emerge but may induce it by an eprarently vremeture demend
on him to begin his own selfcare.

Although Crem (1971) holds thet nursing prectice is only
velid vhen the nurse's 2bility to manage end mairntein
theraneutic systems of selfcare exceeds thet of & client,
it is the contention of this present writer thst rursing
prectice is glso velid when a person in good health and
vithout selfcare discbility consults a nurse regerding ways
to enhance or extend an elreedy setisfectory heelth ststus.

The nurse as client educator

Fztient educetion hes in the pzst been the Cinderelle of
tr.e nurse's Jjob list. Traditionally it has not been tle
hosnitel nurse's responeibility, yet nurses need to tezke
on a2 tezchirg role as well 2s 2 cering/curing one (Hood
and Fermer, 1974; Conant, Delucz and levin, 1972). Schweer
end Dyzni (1973) protest that tezching & patient should be
ae important a2 pzrt of 2 nurse's deily essignment as any
other treatment, and they clsim thet an immedizte change
to this nerspective is necessary. This is esvecitlly true
becauce meny individuels lack & knowledge of the selfcere
prectices which cen contribute to health (XKinlein, 1977).
Smith (1979) cells for e 'miscionery zezl' on the part of
nurses to develop hezlth educetion strategies. The
emphasis on hezlth will reouire thet the nurse's role
incorporate preventive and educational emrheses and a
different sort of ability - thet of nurturing independence
in th2 client.
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Levin (“978) distinguishes between vpetient educstion end
selfcare educeation seying thet whercaes pztient educztion
focusses on what the professional thinks ie goecd for the
petient, selfcere educetion is determined by what the client
perceives zre his needs and gocals. Selfcere educetion, ur-
like patient education, does not foster derendency or ascune
sickness, 1is anticipatory rather then reactive, and includes
ways of modifying the environment. It relies on existing
skills and autonomous self-healing znd assumes that selfcere
practices are aprropriate.

The aim of selfcere education is to offer sdditional tech-
rology and options within the context of the current health
behaviours to the client or citizen who, according to Levin
et 21.(1976) should heve increasing sccess to high cuality
informetion end technology. This is esrecizlly true at

this time vhen there is a currently pressing need for educet-
ion for hezlth ané for a better informed laity (Reinken et
€l., 1980). EIybus and Thomson (1979) have nointed out thet
for heelth education to be given most effectively it is
necessery to know ebout people's levels of awarenescs chout
health en. #tocvt the things that thresten their health.

To this end innovetive methods heve been used by nurses.
These include riving health teeching in the laundromet
(Eggebroten, 1973), writing a weekly hezlth column for a
deily newsvener (Knollmueller, 1973) snd setting up health
conferences for senior citizens (Anderson znd Andrew (1973).
¥ot to be neglected as recipients of selfcere education

ere 'enchor' ypersons - thet is, significant others such as
femily members and friends (Bromley, 1980).

Selfcare education need not be confined to edults. Children
deserve this sort of educetion end =re good cendidetes for
it whether their stetus is that of & recipient of nursing
care proper, or of health educztion (Butterfield, 1976;
Milio, 1976 &; levin et al., 197€). That children can

be effective 2s selfcere zgents hezs been amply demonstrated
by Lewis (1974) whose aporoach encouraged school children
vhen ill to initiate their own hezlth cere. These children
vere asked to dizgnose their problems and to decide on =2
course of treatment using the school nurse as a source of

information but not as a decision meker. 1In another study



in the s&me situeticrn (Lewis, Lewis and Ifckvunigue, 1978)
vhere the children uced the school nurse as & resovrece a
study was done in which inforred consent for influenrza
vaccination was obtzined from the children s well as being
recuested from their perents. The children were aged from
six to nine years of zge. EHowever of the S4% of children
wvho agreed to perticinzte in the veccination yrogrzm only
1€% hed varents who also gave consent.

Fectezu (1980) recomuends thet the nurse deliver health
teeching to children so thet their selfcere agency can be
increaced. Bellaire (1971) deccribes how the heelth ser-
vice division of Denver Public Schools ren & clinic which
engendered resmonsibility for heelth meintenence among
teenegers. The finel step in this service wes the fermul-
ation of individual health cere plans by and for the teens
themselves. Michael and Sewell (1980) describe the effect-
ive role underteken by & nurse who scted as reelity therspist
for zdolescents who were a2lcchol gbusers. That the cnild
cen be en effective selfcare ggent is th= theme of a hand-
book (Coley, 1978) which not only describes how a child
elileins indemendence in selfcare but also presents en
eecsessment instrument for meezsuring the child's abilities
in activities of deily living apvoropriszte to his develop-
nental status, end outlines the behaviours that nrecede

and affect independence.

Norris (1979) chazllenges nurses to nrovide exciting educat-
ional selfcare material for children in the ssme wey that
they vnrovide suitatle selfczre instruction for adults.
Exemmles of nurse-wrovided selfczre menusls are Goodwin's
(1979) vrogremmed instruction for selfcare following
rulmonary surgery, lazes's (1977) workshops for heszlth
instruction, &nd Manfredi, Cessidy and Moffitt's (1977)
teaching vrogram for dizbetic clients, to name a few.

The nurse as behaviour therapist

It has been claimed (Wallston a2nd Wallston, 1973) thet
health care education programs can mzke use of 'internality
training' - i.e., of & program of assisting the person to
rerceive himself as being an effective agent on his own



behelf, Cne wey of increering a person's irnterrelity on
locus of control is by a counselling tecrnirue developed
by Reimanis and Schaefer (1970). This technicue ¢ i

of challenging or confronting ‘'external' statements wi
'internal' ouestions' (e.g., "They vent me .!}/"What do you
went?™ ), of rewarding 'internal' stztements (suchk as s
intentions to @ct in & constructive nanrer) snd of getting
the client to focus on the contingercies of his beheviour
énd then discusging slternetive and self-effective ways of

kerdling the same situsation.

Attitudes to the use of beheviour modificetion in selfcere
vary. On the one hend Ievin (1976) seid that Yehaviour mod-
ification must be set aside, end on the other hand Giglio

et 21. (1978) commend its use. Green et 21. (1977) note

that the technology of behaviour modification is incress-
ingly being trensferred to the lay »ublic in the form of
(for example) self control manuzls . Behaviour modificat-
ion &t the rrecent time hes become a centrezl strategy in
modifying e lifestyle (Hattings Verschure, 1980). Behaviour
m~éificueticn is nnt selfcare behesvicur unless it is self-
cdministered (as for exesmple in & weight control »rogrem
vhiere the individual self-monitors &r¢ zdninisters his own
chosen rewards or deprivaetions). Kovever it cer be used

ee 2 way of setiing selfcere behaviours in motion (Berni

end Fordyce, 1977; LeBow, 1973) and it is useful for those
vho 2re alresdy selfcezre motivezted (Rosenstock, 1974).

Feheviour modificaticn technicues have been shovn to
intereet vith locus of control in determining the outcomes
of treztments. In & study by Best (1975) and in enother
by Best and Steffy (1975) in which smoking withdrawal
procedurecs were tailored to personality and motivational
differences it was found thet subjects who scored as
internal of locus of control responded better to stimulus
setiation aversion technigue (a vperscnslly exn»erienced
treztment) &nd subjects who scored zs external of locus
of control responded better to a progrsm of situstional
erelysis of the (external) determinants of behreviour. It
is importent to note that the poorest results occurred
vhen 'internal' scorers received the external treatment
end 'external' scorers the experientizl treatment, (i.e.,
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vhere the treatment focues wes contrery to the subject's
locus of ccrntrol). The vriters concluded tnet teiloring
treatnent to the subject'e locus of control nrevents herm
rzther than does good, 2 finding which the nurse will need
to keep in mind.

Fersons who are irtermzl locus of control zre wmcore lilkely
to better their state iren those vho, being exterral locus
of control, have 2 negstive exwectency for success. Dus
(1970) found thet 2 beheviourelly oriented ection rrosrem
wes more effeetive than a cenversstionel re-educetion rro-
grem for increesing subjects' internelity on locus of
cortrol. This has obvious imrlicztions for nurses who
rrovide selfecrre educetion. Giving health information on
ite own without providing opportunities to ection selfcere
skills is not the best way to educate a »mztient; the two

need to go together. The relationship of 'wenting to do
something' to 'trying to do it' is medisted by the 2bility
to effect the sction (KacDonald, 1972). Tnerefore the

rurse will not on "y teaclk the patient how to perf-rm self-
cere skills but will reinforce these skille vhen trkey occur.
Instruction on how to ¢o this is given in the texts of
Berni ard FPordyce (1977) and IeBow (1973). Nursing care
which is aimed at sugmenting the selfcare skills of the
client will contribute to increesing the client's 'internal-
ity' on lccus of control.

The client 2s colleborstor

Not only health educetion but elso nursing practice recuires
to be moulded to the needs of an increaeinrgly participative
clientele. In the century that is speeding to meet us,
writes Scott (1974) the heslth cere focus will require
different skills. For one thing the nurse will need to
consider the client's part in decision meking concerning
his own cere end to provide opportunities for him to be so
involved.

Involvement of the client as & colleborztor in his own

care will occur in 2ll ceses where the client has some role
in such care. Vhere the client has a total restriction of

avareness, and therefore ro role, the nursing cere will be



vholly compensntory. But vhere the rcle is restricted to
comruniceting information, or limited to contributing
judgements, or hindered by deficits in selfcere, vartly
compensatory end/or supportive educetive care will be given.
In this csse both the nurse and the client need to agree
sbout the scone of the nurcing responsibility to and for
the client, ané the dimencsions of both their roles. To-
gether the nurse snd client will zstign priorities for
meeting selfcare disebilities, with the nurse scting zs a
resource in decision meking regerding the client's ability
to engage in purnoseful selfcare. In this cepacity the
nurse will keep in mind the client's characteristic behav-

iour in life situsztions to guide her as she counsels.

Commonly, s shown in & study by Grier (1976), in nursing
decision meking regerding pstient care the entire verspect-
ive cen be the nursing inout, with little suggestion thst
the client should be in zny wey invelved. 3By contrest
Rogers (1279) describes the wey & Yrosritel vpetient ves
encour: ged to make choices in selfcere behaviour. In &
thoughtful discucssion of the u:ze of Crer's celfecere theory
of nursing to vkich reference has zlrecdy been made (p.€€),
Bromley (19380) mentione that during preoperative counsell-
ing the client vas assigned responsibility for assessing
the factors thet were going to influence the performance
of selfcare after the ostomy. This is a good illustration
of vhet lewis (1975) enjoins - namely tket the nurse has
both the pover end the opporturnity to meke decicions with
the patient rether then for him, and that by so doing she
vill actuz2lly contribute to the patient's psychological
health. ILewis (1973) slso warns, in erguing that the
patient has the right to be involved in understending his
hezlth cere, thet if he is not so irvolved he will soon
turn im-patient. Fovever Ulehring and Geach
(197%) believe, on the basis of a vilot study using a
ouestionnaire, thet patients are reluctant to make any
negetive or critical comments about their care. They
conclude that nurses ignore the contribution that the
patient can make to his own care.



Easl end Cobb {1966) in commentins on & study by Coser
(1956) sneculate thest whereas a doctor will rrefer a natiert
to have an instrumental orientetion (i.e., make suggesticns,
be autonomous and look forward to reneved ectivity on dis-
charge) the nurse will nrefer the patient to have z vrimery
orientation (i.e., be submissive, offer no sugrestions and
expect to be passive on discharge). ¥ell mey the nurs

react to this suggestion beczuse as Norris (1279) points
out, nursing wes early zmong the nrofessions to anticipate
an ambuletory client who was fully responsible for much of
his hezlth care end was fully perticipating in all esrects
of his ceare. An example of how a client can be involved

in his cere is given by Hechkt (1970) whe discusses how
clients cen be helped to sdminister their own medication

end to do it accurately.

It is imrortant that nurses wvho use 2 selfcezre model for
nursing wrectice reslize the imreact of their own reinfore-
ing and serctioning behaviours, ané the need to reinforece
succeseive epovroximetions to the desired =elfceare behsviour.
In a stuvdy by Fikulie (1971) in which nurse-client inter-
actions were znelysed in terms cf an operant framsworx, 177
‘ndependent and €69 dependent client behaviours were observed.
Cf the independent behaviours only 25% received positive
reinforcement from the nurse; three percent received s
negative response and for 72% cf the independent behaviours
no reinforcement was given. Hovever 88% of the 69 de-end-
ent believiours vere rositively reinforced. These results
suggest that nurses need to reverse much of their custom-
ary reinforcing behaviour in order to foster client
indenendence and zutonomy. Robinson and Owen (1974) have
noted thet (institutionslized) vetients can become more

apable of meeting their own needs when the nurses become
less directive and over-nrrotective. Nurses need to guard
ageinst the temntation to label &s 'bad patient' those
clients vho do beheve inderpendently end who do voice their
complaints, for Glogow (1973) hes demonstrated that it is
these patients wvho get better more ouickly.



The constraints of the Health Care System
on selfcere nursing.

It is ironical that the implementation of selfcare nursing
can be constrained by the very heslth care system in vhich
it is practiced. DMullin (1980) analyses these constrsints
in terms of the influence they can have both on nursing
proctice and on the client. The constraints znd their
resulis which she identifies ere that the hezlth cere systen
focusses on illness rather then cn individuels; nursing
stetus and practice therefore is dictated by this orientat-
ion, end the client is not treated es a whole self-responsible
rerson. Also the health cere system focusses on tasks to
be cone for the client rather than on a resvonce to the
identified needs of that client. Nursing oractice is seen
in terms of task performence rather than of client suprort
so thatl the client becomes a psssive recipient of more care
then is needed and of cere which is merely physical in
neture. In zdcitiorn te this itle 1ez)th care system bothr
deterrines who tle caregiver will be on the besis of thre
taske that need doing and sets priorities for these tascks
rather than beeing decisions on the level of vrofessiorsl
exnertise appropriate to the needs of the client. XNursing
gutcrnomy is undermined and the client can be denied educat-
ional oprmortunity and continuity of cere. Finally, the
health cere system structures the nurse's role with the

result thet nursing accountability is misperceived and the

client can be deprived of the op-ortunity to decide between
alternetives for cere. This lstter voint is illustrated

by the case of Tuma (1977), a nurse vho had her licence
suspended for telling 2 terminally ill patient and his
femily - at their request - zbout alternative methods of
treztrent for cencer. GShe asks,"™If the nurse is responsible
for not oroperly informing the patient, can she also have
the suthority to be responsible for giving information?”

The effects of the constrzints as described by Mullin (1980)
can be modified if the nurse, rather than acting as a
'system revresentative' will adovt 2 'client advocate' role
and assist the client to negotiate the health care system.
This sort of role is commended by Jenny (1979) who justifies
it by reference to the patient's rights.



oclfeare nureing within 2 selfeare culiure

The selfcare model for nursing ~ractice is very aprropriste
not only in its own right but also because it is consistent
with the culture of the current selfcere movement. It is
not enough to make neople knowledgezble ebout health promot-
ing choices without vroviding ready zccess to hezlth vpromot-
ing options (Milio, 1976 2). & client who no longer needs
the cere of 2 nurse has 2t his disposzl & weslth of resources
which he cen use in his continuing work of hezlth prectice.
Wellness clinics and self help health care courses (such

es were designed by the Australian Commonwezlth Denzrtment
of Heelth, and the Griffith University of Queensland's
School of Environmentzl Studies' Health Services Resesrch
teem) are exnected to become increasingly available. The
media also devote 2 certzin amount of time and space to

the rresentetion of hezlth relzted materiel.

Jones (1979) seys thet the potentizl of health educetion
via the media hes received little attention and re believes
that heclth educstors have unreslistic ex»ectztions zbout
what contribution the media cen meke to heslth education.
This epparently vescimistic note cen be balanced with the
more optimistic belief of Willismson and Dznsher (1979,

. 169) to the effect that "most hezlth educition flounders
on the fact thet there is no incentive for the people to
vhom it is a2imed". (Some economic incentives were discussed
on n. 12 of this present study.) Williamson and Dznaher
say that the problems faced by heslth educztors are that
scarcely anyone seems to believe in heelth education, thet
peonle know what the health hezerds zre but still continue
their detrimental hzbits, and thkat health educzation is not
necescarily supnorted by doctors (ibid, p.140). If the
citizen hes been a2 client of a selfcare oriented nurse it
can be exrected thzt for such a client these nroblems will
be reduced because the nurse, being in 2 position to give
health teaching, will have fostered selfcare behzviour in
its varied forms at the 'teachable moment'.

Reference to the components of the selfczre model (p. 9 of
this present study) will make it clear that there is no
comronent of selfcare which can not be 2 legitimate focus
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of teaching, or resource appropriation, or skill transfer,
for the nurse who uses the selfcare nursing model. The
nurse, whose self-image is that of a professional who has
the role of facilitating the client's progress towards
fully responsible selfcare, will contribute to the dyadic
consultative relationship which is so necessary in self-
care nursing. Acting as a client advocate she will also
have helped the client to participate effectively in the
health care system.

Thus the use of the selfcare nursing model prepares the
client to explore and use the resources of the selfcare
culture. This individual will then transfer from being
a client in a nursing context to be a citigzen in a life-
context which is informed by the same philosophy - the
culture of selfcare for health.

ENABLING OR INHIBITING FACTORS

It will be recalled (see p. 52) that the client's readiness
to engage in selfcare 1is expected to be influencedby four
particular factors. These will now be discussed in turn.

Perception of Health

From the discussion of Bealth (Chapter 2 of this present
study) it will be remembered that health may be defined
in negative, in positive, or in neutral terms. Baumann
(1961) found that clinic patients used their own health
status as a referent for defining health and that medical
students were influenced by their perceptual set. Herzlich
(1973) described two types of positive wellness, Reserve
of Health, and Equilibrium. The latter state (cf. p.45)
consists of an experience of wellbeing which in turn has
been found to be associated with a perception of Locus of
Control as 'internal' (Hersch and Scheibe, 1967).

Herzlich (1973) has suggested that for some people health
behaviours correspond to preferences. But when necessity
imposes a health behaviour then what arises is not a pref-
erence but a health discipline because the measures have
become part of a body of rules. Where this is the case
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the individuel may derive satisfectior consecuent upon
'obediernice', or reescsurance from doing something effect-
ive, but vill not get the nleasure from his practices that

he would get if they were personal preferences.

It is pronosed that a person's perception of health will be
associated with his perception of Locus of Control and his
Selfcare vpromensity, and that these will in turn influence
his percertion of health.

Propensity for selfcsre

"If (health professionals) believe that people must assume
responsibility for their own health end selfcare zctivities
then it is incumbent on (them) to use hezlth education
epproaches .. to accomplish this. Health beheviour models
ere) useful in this task" (Hardy and Conway, 1978; p.216).
Two cetegories of models will be mentioned. One it the

N

Velue Exvectancy category and the other is thet of Beheviour
Vodificetion. Three Value Exnectancy models ere the Heeltl
Belief Model (Hochbzum, 1958; Rosenstock, 1966), Rotter's
Socigl Iezrning Theory (1966), end Jsccerd's Sociszl Psyel-
ologiczl Model (1975). The Heelth Belief Model is based

on the belief that beheviour is dependent on thke velue thet
en individual pleces on & given outcome and his estimate
thet 2 perticuler action will secure that perticular outcome.
This model is concerred primerily with care-seeking behav-
iour. It proposes thet the verceived seriousness, vrerceived
suscevtibility, efficacy of treatment, »recence of cues

and absence of berriers to action, are importent in deter-
mining specific heslth relceted beheviours. The Health
Belief model is supvorted by studies which illustrate
svecific cere-seeking behaviour rzther than such generel
selfcare behaviours as have been described earlier in this
chapter.

Rotter's Sociezl Leerning Theory proposes that people devel-
op expectancies concerning the zmount of control that they
believe they heve over the reinforcements they encounter
from day to day. Hardy and Conwey say that "in 211 probeb-
ility, belief in personal control will find its niche as
one of several predictors of health related beheviour"
(Hardy and Conwey, 1978; ».222). Jaccard's model holds
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(in part) that 2 heelth relected behaviour is determined

by en individuel's beliefs zbout the consecuerces of per-

forming a particuler behaviour and the value to him of the
consequences. This model ascribes a major role to the in-
fluence of supvort systems.

In the Behaviour Modification model certain behzviours are
tergets for chenge. This chenge is effected by systematic-
€lly altering the belaviour consecuence contingency.

The model which the present writer precents (Figure 3 - 1,
p. 78) is not a 'why get help?' model like the Hezlth Belief
lModel but 2 'why get health?' model. There is a need for

2 mocel which will describe why and how persons both become
selfcere practitioners and advence beyond heslth to high
level wellness. In this model selfcare practices are

besed on knowledge and subdivided into hermful, helpful,

and hzrnessed behaviours. ('Hermful' selfcare is not 2
misnomer. Crem (1971, 1.20) seys that gelfcere .. though
wvell intentioned mey not be therapeutic.) In the model tre
universal and hezlth-deviation cetegory has two divieions,
one of which adds eself help group membercship end rolitiecsl
heelth-related activities to urniversel end heslth-deviatior
selfczre activities. The tripartite arrangement progressec
from minimum to moderate to maximum selfcare ectivity. Ezch
of the three subdivieions is linked to & different health
level,

Minimum selfcare mey be besed on either rational or irret-
ional 'knowledge' and can be either helpful or harmful.
Although it is purnoseful it is labelled as habitual, and
described as being outside awareness. It can contribute
either to health reduction, health restoration or health
meintenance.

Moderzte selfcare includes a2ll four arees of selfcare
discussed ezrlier in this chapter (p. 52ff). These self-
care prectices are delibereste and contribute to health

restoretion or meintenence. This subdivision is labelled
volitional. In line with Rotter's theory this behaviour
vill, through its positive conseguences, contribute to a
belief in personzl control in hezlth matters. This percept-
ion of control will in turn contribute to health itself
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being rerceived as a reinforcing ccrtingency. This is
consistent with Jzccerd's theory that the beliefs concern-
ing heelth and the value of consecuences will be z determin-
ant of hezlth related behaviour. It is &lso consistent vith
behaviour modification theory in that the behaviour conse-
quence (improved health), having become the reinforcer, will
contribute to ean incresse in health behaviour. Cnce the
consecuences for health of selfcere behaviours become a
reinforcing contingency a shift from moderate to meximum
selfcere can occur. Girdeno and Everly (1979) illustreste
this in relation to the use of the relaxstion technicue.
They say thet a person's motivation-for-health level can
change from level 2 to level 3 (i.e., motivation to enjoy
heelthy behaviour as opnosed to motivation merely to prevent
illhealth) as a person becomes gratified by relaxation and
the techniocue is rereated because it has become rewarding

in dtself.

Maximum selfcezre 1is selfcezre harnessed to secure high

level wellness. In this subdivision the nerron designs his
ovn heelth program in order to enhence his heelth. This
rrogram vill fezture the five bzsics presented by Ardell
(1977) nemely self resnoneibility, nutritional swareness,
stress menesgement, physicel fitness and environmental sen-

gsitivity, end they vill be employed in Ardell's terms.

It is proposed that & person's selfcere propensity will
develop from minimum to moderate ac his needs to be

esymntomatic and to have functional egbility zre met. A
need to exverience wellbeing will begin to be met vhen

the person moves into the maximum selfcare area.

Perception of ILocus of Control

The construct of Locus of Control (Rotter, 1966) is a
theory thet versons who see themselves as being responsible
for the outcomes of their encounters with the world behave
in a feshion observably different from that of persons who
see themselves as creatures of circumstance. Persons with
high levels of perceived internsl control tend to see them-
selves &s being able to determine the outcomes of their
encounters with the world, in contrast to those with low
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lz2vels who tend to believe thet random circumstantizl
events determine their actions.

Internel control is associeted with such concenis es
eutonomy (Erikson, 1959; Havinghurst, 1963), competence
(Wvhite, 1959; Neugerten, 1963), taking socizl =zction (Gore
znd Rotter, 1963), achievement motivation (Atkinson and
Feather, 1966; DNcClelland, Atkinson, Clark and Lowell, 195%),
and coping with stress (Fisher end Strantz, 1974). It is
negetively associcted with hopelessness and powerlessness
Seeman, 1959). Palmore and ILuikart (1972) found self-
reted health, organizational activity and internal control,
in thzt order, to be the most important veriables in life
setisfaection. M"Internals" - persons vho see themselves as
being eble to determine the outcomes of their encounters
with the world - in contrast to "externals" have been found
to show & grecter tendency to seek information (Wezllstonm,
Feides and Wallston, 1976), &nd to nrocess it, znd zlso to
over their environement (Lefcourt, 1966; Fhares, 1976;
Fines, 1973; Stricklend, 1977). Hersch end Scheibe (1967)
found internsl locus of control to be essociated with the
exverience of wellbeing and with positive self descriptions.
In their study subjecte described themselves as active,

striving, poverful, achieving, indernendent end effective.

edopt berevioural petterns which fecilitate persconsl control

Gochmazn (1971 b) held it to be likely that the degree to
which a person sees himself as able to control verious
aspects of his world should bear some relationship to his
beliefs ebout heslth and illness. In his 1971a study
Gochman used children as subjects and investigated the
relationship of heelth problem expectency and locus of
control. He found perceived internel control to be in-
versely related to hezlth problem exnectencies and directly
related to uncertainties within these expectencies. In

his 1971b study, with children a2gein being the subjects,

he investigezted the relationship between perceived vulner-
ability and locus of control, and found perceived wvulnerab-
ility to health problems to be inversely related to
'potential hez2lth behaviour' in persons with high perceived
interral control and directly related to 'potential hezlth
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behzviour' in nersons for vhom heslth was salient.

Kirscht has nointed out that although many different behav-
iours have been examined in relation to the concent of

locus of control, health beliefs and beheviours have failed
to receive much attention. Since "many heslth zctions

derend on voluntary behsviours and meny hezlth programres

are predicated on an assumption of controllability, people's
exnectencies concerning control seem & notentially worth-
viile area of investigstion" (Kirscht, 1972; p.225). Kirscht
exrvected that beliefs in controllapility would be associat-
ed with beliefs that health problems can be overcome, with
preventive health behaviours and with interest in informat-
ion a2bout nrevertive health behaviour, but found little
suprort for the assumption that control of health would be

an zspect of general control of events. Fowever vhen he
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m

2rzted his control items into 'exrectancy' end 'motivet-

ion' classes he found 'exrpectency for control' to be
rocitively related to educ:i tion level and strongly aescsociest-
ed vith the belief thet general he«~lth is protectable, e&nd
"motivation for control' tc be related to '"percentions of
reduction in vulnerebility to specific diseeces via nerson-
el sction' and to 'reported hezlth practices'. From these
findings Kirscht concluded that "until we can better spec-~
ify the important dimensions (of heclth 2nd illness) it

may not be possible to escsess the role of belief zbout
control in relztion to specific heelth relevant content”
(ibid, p.235).

The question as to whether a generalized expectency for
control is relsted to & hezlth exnectency of control has
been nosed by Hunter, Swezin and Allen (1978). Expectancy
for control, they szy, has implicetions for preventive
hezlth behsviours as well &s for comnliance with medical
regimens.

In a2 1977 study deeling with preventive health behaviours
(PEBs) lLenglie defined two types of beheviours namely
Indirect Risk PHB (which includes seat belt use, immunizat-
ions, nutrition and exercise behaviour, medical checkups,
dental care and screening examinstions) and Direct Risk
PHB (which includes driving and pedestrian behsviour,
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personal hygiene and smoking behzviour). She found
ep~roprieste indirect risk PHB to be relited to nerceiving
thet one hes some control over one's hezlth status.and thet
benefits of nreventive zction ere high #nd/or costs are

low, and to belonging to a social network characterised by
high socio-economic status and freouent intercction between
non-kin. Appropriate direct rick FHE was found to be strong-
ly essociated with older sge =nd femele sex. Persons who
consistently and ap-roprietely engaged in both tynes of

IHB8 tended to have & high socio-economic stitus, to inter-
ect frecuently, to heve a nositive attitude towesrds providers
of care, 2nd to be older, femsle, and 'internal' on locus

of control. Those who did noorly on both types of PrB hed

en opprosite set of cheracteristics. 1Isnglie comments that
research hes virtuszlly ignored the incentives end disincent-
ives to engage in PHB that zre provided by the health cere
system,

Kezrney and Fleischer (1979) found 2 rositive correl:tion
between self-esteem and selfcere zgency. Fercsons who scored
Ligher on selfcere zgency were self confident, achievement
oriented, outgoing and essertive. These are charscteristics

vhich ere associcted vith 'internslity' on locus of control.

Janis and Rodin (1979) in discussing nerceived control
emphasize that control processes are immortent in dezling
with the choice of, and commitment to, health relevent
beheviour in generesl. Exercicing contrcl and teking person-
2l responsibility has beneficiel effects for those persons
vho do not feel over stressed by such a course. Adherence
to preverntive hezlth measures, they say, might be (enhenced
through) increszsing vnerceived control by encouraging veople
to be more active in meking choices and implementing decis-
ions. Feelings of rersonzl responsibility are importznt
for sustaining behaviour change.

Ievin (1976) in discussing the reseerch challenges of
selfcere suggests that observetions of selfcare-practicing
clients' self confidence vis & vis their physiciens, using
the concept of locus of control, would be of signal relev-
ance in assessing the mutuelity or dominence in the
trofessional-client relationship. It would seem by
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implicetion that clients need to be 'internzl' on locus
of control to be effective selfcare —rectitioners.

Kush Goldberg (1979) on the basis of vork done by Stricklanc
(1977) - vho suggested that those having high internality

on locus of control would be more likely to display behcv-
iour which vould promote health meintenance then those wvho
vere 'externel' - expected to find that self helv group
members would score more highly on 'internality' then users
of treditional services. Contrary to expectation she fourd
self help members to be more 'external' on locus of control
than users of the traditional services.

Perceived locetion of
Blame for illness

Twaddle and Hessler (1977) in discussing assumptions of
causality say thet disesse or illness may be seen as being
'voluntary' (personal carelessness or fault), tre rascult of
'natursl causes' (personzl bad luck), or due to 'sin' (one's
due cdeserts for personazl feult). 'Voluntary' illhezlth
consists of those types of illheslth which the sufferer
could have esvoiced end 'neturelly ' cezuced illheelth is

presumed to be beyond the sufferer's control.

vu (1973%; p.18ff) catzlogues theories of czusation of ill-
ness g Primitive, Medical, Ecologic, Eocuilibrium and Socizl.
In the Primitive model zn cutonomous external force or
being, either metaphysiczl (luck, God, demons) or scient-
ific (germs, botanical pathogens) brings illness to &
peesive and/or 'vpunished' victim. The Medical model des-
cribes illness &s a personal condition consisting of an
eberretion, either genetic or acouired, of normal body
structure or function. In the Ecoclogic model illness is
the result of zn environmentel insult upon a susceptible
person., The construct for this model is an interectiorn
betveen agent, host and environment. The Eguilibrium model
describes illness &s 2 maladsptation by the person to some
stressor. In the Social model illness is a stetus in
wvhich there is a disturbence in one or more spheres of the
individuel's c&pacity to meet minimum physical, psycholog-
icel or sociologicel recuirements for functioning which
2re appropriste to that person's sex and developmentezl
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level. The Social model, prorerly svnesking, is not a model
of illness ceusation but of illness result. To summarise,
the Medicsl, Equilibrium and Social models focus on the
state of the person, the Primitive model on scomething exter-
nal to the person, and the Ecologic model on the interection

betwveen the person end something in the environment.

Iemy (1964) in distinguishing three targets where blame for
illness can be located rerlects the three areas described
by Wu. The three eress sre personal stete, envircnmental
insult, &nd interaction betwveen these tvo. Some examvles
of ceuses or conditions belonging in eech of these three

erees are presented below.

Types of cause of illness

Fersonal fzsctors. Sources or conditions vhich contribute

to illhezlth ere ege, sex and socio-economic status (Moss,
1872), meritel stetus (Syme, 1974), meritel incompstibil-
ity (Hochetim, 1968). Defective body nirts or inlierited
concitions or failure in growth end develomment zre cited

by Iuckmenn end Sorensen (1974). Further fzctors are poor
nutrition (Gratam, 1974), isolztion (Insel znd Moos, 1974)
end stetus chenge. Behaviour vatterns (i.e., lifestyle -
Reinken et 1., 1980; Geir, 1980) include drug =buse
(Jemeen, 1971), life chenge (Rehe, Biersner, Rymen and
Arthur, 1972), lack of exercise (Prztt, 1973), leck of

rest and poor hyvgiene, smoking (Mechanic, 1972), lack or
misuse of recreztion, znd driving behaviour (IL=londe, 1974).
FPersonality fesctors include limits of coping ability (Cohen,
1979), the mode of cognitive apnraissl (Moos, 1979), the
mode of information processing (Totmen, 1979), emotionzl
arousal of anger znd aggression (Hokznson end Burgess, 1962),
honelessness (Kowal, 1955), discontent (NMoldofsky and Chester,
1970), &nd frustrection, motivetion end volitional factors
such as achievement drive (Wardwell, Bashnson end Caron,
1963), lack of life gozls (Jamaan, 1971), lack of commitment
to idesls (Totman, 1979), learning history and meladaptive
responsiveness (Moss, 1973). Stone (1979) says that the
effect of the mind on the body is only now beginning to

make an immect on the understanding of illheelth.

Environmental factors which contribute to illheslth (Cassel,




1974; Zckholm, 1977) =zct as strescors (Selye, 1959;
Freeman, 1960). These czn derive eitrer from the socisal
or the physicel environment. Stressors identified in tre
rhysical environment include architecturzl design end the
arrangement of space (lioos, 1979), zesthetic espects {Insel
and Moos, 1974), crowding and the percention of seme
(Hemburg, 1971; Werdwell, 1974; MeGrath, 1970), city
living (Cerlestem, 1971), germs (Tveddle and Heseler, 1977;
King, 1962), housing (Hinkle and Loring, 1977), noise (levi,
1971), infresound (Moss, 1973), pollution (ILevi, 1971), thre
workplace, &nd the weather (Moss, 1979). Stressors in tre
social environment (Myeger, 1971; Iuborsky, Todd and Ketcler,
1973) include bereaverment (Cohen, 1979), lack of socicl
supnort (Levi, 1971), ststus inconsistency (Jackson and
Burke, 1965), social unpredictebility (Moss, 1979), socisl
change (Groon, 1971), stimulus overload (Insel and Moos,
1974), informztion overload (Moss, 1979), incorgruity
Corson, 1971) and inconsistency (licGrath, 1970).

Yulticauszl conditions. The eraof 'germ theory' (i.e., thet

2 svecific unicesusal factor is resvonsible for illheslth)

is giving wey to the social scientific erz in wvhich the
multiczuselity of illheclth is increasingly being recognis-
ed (Tveddle and Hessler, 1977). MNoos (1979) rronoses 2
synergistic role for environmental stimuli, nerconel factors
and socio-demogrsphic cherzcteristics. In his view zttempts
to understend heslth stztus must focus on the environment,
the rersonal background, nersonel coping factors and cog-
nitive eppraisel, end the interreletionships between these
fectors, zs vell as on the external agent. Examnles of
multicauselity are trensition states (Rioch, 1971), travel
stress (Moss, 1979), job dissatisfaction (Insel and Moos,
1974) and exnosure to an extreme environment (Clemedson,
1971). In terms of the Ecologic model every illhealth
condition cen be said to be due to & combination of fectors.
A hezvy chest cold, for exemple, could be attributed to
being insufficiently clothed and 'run down' 2zt a2 time when
there was 2 sudden unexnpected change in the weather and in
2 situation where shelter could not be secured.



Reletiontchip between perception
of bleme, &nd selfcere.

liealth end heeling vprecctices are inextricsbly linked to
egttribution of causation of illness. Al1 such attributions
have the result of placing informetion in a ceuse and effect
context (Janis end Rodin, 1979). For excmnle, as long as
4000 years ego the Egyptiens "attributed many illnesses to
invesiens by worms &nd therefore precticed hygienic meesures
of cleenliness thezt mey or may not have hed recognisable
reletionships to the prevention of such invasiors" (Stone,
1979; n.3%). Likevise where illness was sttributed to the
anger of the gods, or to demons, msgic or exorciesm were the
treatments of choice. More recertly lowe farmers were

found to prefer chiroprzctors to vhysicicns beczuse of

their tendency to zttribute symptoms to injury or physicel
strein rether than to (externel) germs or (personal) inter-
nzl dysfunction (McCorkle, 19€1).

In a review of studies about the effect of beliefs on
heglth bhehaviour it is suggecsted thet "beliefs zbout the
eticlogy of diseczce .. 2re related to group membershiyp,
(e.g., socio-economic stetus, ethnicity, peers, femily) ..
(Coulton, 1978; ».306). A study by Mebry (1964) illustretes
this point. DMebry compsred the attributions of cause for
'frecuent heavy chect colds' mazde by rurcl and urban resid-
ents resypectively, end found thet attributiors to situation-
al fectors (e.g., place of work) were seldom mzde by the
rural subjects but vere quite commonly made by the urban
subjects, eand that ettributions to 'germs', 'viruses' znd
'being run down' were more comron among rural dwellers

than among urben dwellers. Using five illness conditions
as stimuli to elicit attributionel responses, he found

that in generzl rural dwellers more often than urben dwell-
ers vere uneble to make any ettribution of cause at all,
and thet overell males were less able than females to meke
attributions of ceuse. Also rurzsl respondents seldom con-
sidered that physical and emotionzl symptoms were attribut-
eble to interpersonal relationships. Although zttribution
was mainly mede to etiologic or personel factors some
respondents did heve & rudimentary concept of multinle
causation.



Feople are especislly motivated tc mele causel ettribut-
ions in conditions of high uncertecinty (Gersrd znd Rebbdie,
1961). In conditions of high uncerteinty attributions can
be erroneous end can be the reacson for inap-ropriate hezlth
seeking action. Ability to identify (rightly or wrongly)

a cause for illness decrecces anxiety, & point which is

aptly illustreted by the certoon nresented es Figure 3 - 2.
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Figure 3 - 2: Snoopy locetes the blezme for illness.

("Feanuts": ¥.Z.Dominion, 9/2/80,
used with permission.)

As 3elye pute it, "knowing what hurts you hee an inherent
curative valve" (Selye, 1957; p.260). Also, every cure
derands 2 rezson, and even giving & reason cen be curetive.
Attribution errors can occur vhen people fail to recognise
rhysiologic changes. TFor exsemple some overweight peovle
zttribute overeating to gluttony, family cuarrels, or
depression when in fact it is due to vhysiological priming
ceused by gzrezter basal levels of insulin (Rodin, 1977;
Horton, Danforth, Sims and Salens, 1975). Also, some older
people zttribute physicel chenges to zgeing rather than
to situational or sociel fectors, end thus feil to perceive
thet remedizl steps can be tzken.

tttribution is said to be modified by the person's perceived
locus of control. Janis and Rodin (1977) in considering
how patients rezct when they ere 'victimised' by acute or
chronic illness suggest that if the environmental factors
are believed to be within the victim's own control the
vietim will blame himself for his own suffering end only
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rarely =ttribute the suffering to chance.

To sum up, the verceived location of 2ttributed bleme for
illness, which is believed to be related to locus of control,
is important in relation to aprroprizte cere seeking &nd
selfcezre behaviour. It is proposed that the perceived
locetion of blame for illness will be related to the ner-
ceived locus for the cause of reinforcenent (zs this is
understood in Rotter's terms). That is, an individusl vho
is '"internal' on locus of control (i.e., who perceives
that events &re contingent upon his own behaviour or
attributes) is therefore exnected to ettribute bleme for
illness to personzl (or self-relzted), rether than to
environmentesl, fesctors.
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CONCLUSION * B PART ONE

SYNTHESIS CF CCNCEPTS

2s shown in the foregoing review there has arisen within
the pest decede en emphasis on the selfcare spprosch to
health care, an emphasis which is besed on the belief thet
peonle can teke increasing responsibility for their own
health work. The goal of selfcare activity is the restor-
ation, meintenance and enhancement of health. But 'health'
is variously perceived by different persons so thet its
reinforcement value differs from one person to enother.

The impetus to selfcere is an interest in heslth 2nd the
reinforcement velue of heelth, plus & sense of personzl
competence in the mansgement of one's own heeslth - thet

is, 'internaslity' on locus of control. VWhet is known =s
locus of control is the generalized expectency that to =
greater or lescser extent 2 person hes control over the
reinforcers that occur relestive to his belkaviour (Rotter,
1966). Those who egre 'internzl' feel that they are effect-
ive agents in determining the occurrerce of vhat, for

them, is reinforcing or that contingencies a2re relevent to
their own attributes. The practice of selfcare is believed
to be influenced by a person's perceptions regarding
heelth, locus of control and the locetion of attributed
blame for illness (i.e., whether illness is thought to

be due to self-related, or environmentelly related, factors
or to an interaction of these two factors) and the szlience
to the person of hezlth as a reinforcer. Whether an
individuel believes that the prevention of illness is

under his control may influence vhat he2lth related behav-
iours are undertaken (Herdy and Conwey, 1978) and may be e
function of the sorts of ettributions that ere made concern-
ing the location of sttributed blame for illness.

The emerging interest in selfcere mey be e2n indication
that consumers are seeking to regain their eroded autonomy.
In the attempt to encourage the practice of selfcare it
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should not be assumed that all consumers will be
comfortable with, or desirous of, the degree of autonomy
inherent in and required by the selfcare approach. If
selfcare is to be the aim of health education it must be
kept in mind that individuals will vary in their desire
for, or readiness to benefit from, such an approach.

STATEMENT OF HYPOTHESES

Hypothesis 1 proposes that scores for Locus of
Control will be associated with:
(i) scores for Selfcare propensity
(ii) scores for Health Concept
(iii) scores for Self-related and/or non-
environmentally related Blame for illness.

Hypothesis 2 proposes that systematic relationships

will pertain between scores for:
(i) Health Concept and Selfcare
(ii) Selfcare and Self-related and/or
non-environmentally related Blame for illness
(iii) Health Concept and Self-related and/or
non-environmentally related Blame for illness.

Diagrammatically the associations can be represented
as shown in Figure 3 - 3, p. 91.
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CHAZDTER FOUR

METHODOLOGY

PREPARATION OF DATA GATHERING INSTRUMENT

Reasons for using a Questionnaire approach

Data were obtained by using a non-interview cquestionnaire.
This procedure is less costly than an interview in terms of
time and money for the researcher, and generally more conven-
ient for the respondent. According to Erdos (1970) other
advantages of a mailed cuestionnaire over an interview are
absence cf interviewer bias, less distribution bias, and a
better chance of a truthful and thoughtful renly. The same
author lists as criteria for good ocuestionnaire construction:
brevity and ease of completion, rejection of questions which
could bias answers, and the inclusion of questions which are
designed to elicit clear and precise answers. He recommends
that the ouestionnaire should have a professional look and
not be printed on coloured paper, and that it should make

the respondent feel that he is contributing to an important
end useful project. As a general rule closed resnonse quest-
ions are preferable to open-ended questions. The first page
of the gquestionnaire should look easy, and the last page
should not appear daunting nor overfull, nor should it bear
a high number.

The Questionnaire which was devised was called Health Quest-
ionnaire (see Appendix A). It was small in size, being 8"x10",
and it had no illustrations. It was professionally printed

on white, medium weight paper and its space was fully utilized
but not crowded, the contents being well laid out and section-
alized. Difficult ouestions (i.e., questions 7,10,12) were
positioned between easy material in the first half of the
Questionnaire. These questions were found on pages 2 - 4 of
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the 9-page cuestionnaire. Question 10 of the Health Question-
naire was deliberately open-ended and was, anart from cuestion
12 which required a choice and ranking of three out of 11
given options, the only cuestion which was not a closed
response ouestion. The subguestions of the final ouestions,
numbers 17 and 18, were given alphabetical codes so that the
last cuestion number would be 18 rather than fifty-five.

Content and format of Questions

Questions were designed to measure the four major variables,
Perception of Health, Propensity for Selfcare, Perception
of Locus of Control, Iocation of Attributed Blame for Illness.
For the descriptive study some further guestions were included

to obtain biographical.details and information about personal
beliefs.

Percevtion of Health

Questions 5 - 9 in the Health Questionnaire relate to percept-
ion of health. Brearley et al (1978) say that far too little
evidence is available at present concerning lay definitions

of health. Natapoff (1978) notes that only a few investigat-
ors have asked resvondents to define health. Baumann (1961)
found that responses concerning health fell into three categor-
ies (for which see p.45 f of this present study) and Herzlich
(1973), Wu (1973) and Mechanic (1972) give categories which

are consistent with Baumann's.

Question 6 was designed to reflect these three categories.
The cuestion asked, "In your opinion which of these three
statements best describes heclth?" and three options were

provided from which one response was to be chosen. The
three options were:

'Having a feeling of real wellbeing'
(1abelled FUN hereafter)

'Not having anything wrong with you'
(1abelled AVOID DISTRESS, or XD)

'Feeling "balanced" enough to work and do things'
(labelled WORK hereafter)

The inclusion of the words 'feeling', ‘'anything wrong'
and 'work' respectively in the three response options
connected each option to the relevant descrintive category.
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Baumann and Herzlich in their studies used open-ended quest-
ions to secure a definition of health; the use of given option:
in the present study was considered to be a more efficient
way of securing the respondent's preferred definition.

A similar question to item 6 in the Health Questionnaire was
presented to a2 non-random sample of Palmerston North shopners
(N=46) in June 1980, and yielded results which are shown on
Table 4 - 1. Results from another non-random sample (N=98)
of visitors to a local Health Fair (1980), and

from Pybus and Thomson's (1979) random sample of parents
(N=444) who were asked to describe health are also shown on
Tzble 4 - 1,

Table 4 - 1: Tercentage of respondents choosing each of
the three health orientations.

Health Orientation

Study Feeling |Asymptomatic |Performance

Baumann (1961)

Clinic patients 31% 31% 38%
Medical students 20% 43% 3T%
Pybus and Thomson*
(1979) 21% 10% 45%
Health Fair (1980)
(non-random) 44% 5% 51%
Shoppers (1980)
(non-random) 35% 17% 48%
*
Rounded to 100% 28% 13% 59%

because in this

study other categories
accounted for the remaining
24% of the responses. |

Question 5 in the Health Questionnaire was closely related to
the health definition question and asked, "In your opinion
what is the main reason why people want good health? The
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three given ontions from which a renly could be chosen were
essentially the same as for the health definition question,
but were worded differently. The three options were:

'For the exhilaration and opportunity it affords’

(feeling orientation, labelled FUN hereafter)

'To avoid the distress of being ill'

(zsymptomatic orientation, labelled AVOID DISTRESS, or XD)

'To be able to work and look after themselves'

(performance orientation, labelled WORK hereafter)
It was expected that the respondent would choose the same
category of option for both cuestions 5 and 6, (i.e., to
describe health and for wanting health), and that this would
confirm that health is consistently perceived in one particular
way.

In Question 7 the perception of health was assessed by the use
of the semantic differential technicue (3nider and Osgood,1969).

In this technicue certain adjective pairs have been found to

fall consistently into clusters regardless of the concent to
which all the adjective pairs refer. These clusters are call-
ed 'factors' and the three factors which maintain the most
stability are called major factors and are labelled Evaluation,
Activity and Potency respectively. Schwirian and Kisker (1977)
used Snider and Osgood's technicue to distinguish shifts in
health perceotion by nurses who had undergone nursing train-
ing. Following training shifts towards a more positive

concept of health occurred on all three major factors, the
shifts in Potency and Activity being statistically significant.
Thirteen of the 15 scales used by Schwirian and Kisker are

used in question 7 to provide an index of "intensity" of
health concept. The components 2,6,8 of question seven form
the Evaluation factor, 7,9,13 the Potency factor, and 3,10,

11 the Activity factor. The remaining components, 1,4,5 and
12, belong to minor factors. The health concept result deriv-
ed from question 7 being a continuous variable can be tested
for association with the other three (major) variables -

Locus of control, Propensity for selfcare, Location of
attributed blame for illness.
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Question 8 1invited a subjective health rating. In a recent
survey of health behaviour and opinions in the Wanganui region
it was found that most respondents defined their health posit-

ively (Asher, Fordham and Pitcher, 1979). Similar results
were obtained by Dunnel and Cartwright (1972). In Baumann's

(1961) study clinic patients tended to use their own health
status as a referent for defining health.

Question 9 asked how desirable was first-rate hezlth. From
ouestions 8 and 9 a health discrepancy score was derived.

"Discrepancy" refers to the extent to which a person's exper-
ienced health differs from that person's desired health. A
person who is non-discrepant is satisfied with his health
vhereas one who is discrepant would like to have better health.
Hood and Farmer (1974) using Osgood, Suci and Tannenbaum's
(1957) semantic differential technique found that high users
of the health care system were more consistent than low users
in their ratings of six concepts provided in their (1974)
study. Two of these concepts were 'health' and 'my health'.
High users of the health care system perceived their own
health as being important yet evaluated it negatively. Such

a resnvonse in the terms of this present study would be
"discrepant". It was presumed that there would be some relat-
ionship between the discrepancy rating and being a user of

the health care system,and between the discrerancy rating

and the selfcare score (for which see below).

Propensity for Selfcare

Questions 14-18 in the Health Questionnaire relate to self-
care status. These questions were designed to gauge the

extent to which the respondent was actually or attitudinally
disposed towards selfcare practices. The score derived from
answers to these questions was expected to reflect the respond-
ent's selfcare propensity. Reference to Figure 1 - 1 on

p. 9 will recall the components of selfcare. Each of these
components is the subject of one or more questions.
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Knowledge seeking and application. The cuestions 18m (watch
health programs on TV), 17u (read health-related articles) and
17t (use of health reference book) relate to knovledge seeking;
170 (no ticketed driving offence), 17d (sleep on firm mattresc)
and 18a (use of seat belt) refer to knowledge apvolication.
Langlie (1977) found associations between both social network
and driving behaviour with preventive health behaviour- thus
the inclusion of 17q.

Health Maintenance. Health behaviour is individual, voluntary
preventive action (Green, 1971; Wu, 1973). Items relating to
health maintenance were either furnished or suggested by
Williams and Wechsler (1972), Langlie (1979), Orem (1971) and
Steele and McBroom (1972). Minkler (1978) in studying the
elderly found a significant gap between health knowledge and
health behaviour, but Pearman, using a non-specific sample,

found remarkable consistency between health intentions and
actual health behaviours. Pearman also found higher rates of
preventive action among those who had annual medical checkups.
Itvas expected that responses to health maintenance ouestions
would accurately reflect the actual health behaviour of the
respondent. Health maintenence cuestions are 18c (adequate
sleep), 18f (balanced diet), 18i, 18j, 18k (exercise), 181
(sober driving), 17x (weight), and 17b,17c,17f (recreation

and social contact).

Disease vrevention; Monitoring, Assessing, Diagnosing. Quest-

ions relating to these areas were also furnished or suggested
by Williams and Wechsler (1972), Langlie (1979), Orem (1971)
and Steele and McBroom (1972). Question 17 was suggested

by a reading of Englefield and class (1980) and 17g by
Siegel's comment (1973) that the attainment of better health
may entail willingness to change an entire way of life.
Disease prevention guestions are 17i and 17h (immunization),
17j (use of iodised salt), 17p (medical checkup), 17v (non-
smoker), 18b (dental care), 18d and 18e (moderation in

eating and in alcohol consumption), 18g and 18h (hygiens).

Question 17g (meking life change) related to health assess-
ment, and 17w (keeping a check on weight) to health monitoring.
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Self-help group. Question 17e (membership in a2 health-relst:ec

group) pertained to this component of selfcare.

Resource seeking. On the basis of Kessel and Shepherd's
(1965) study a "consumer" in this present study is one who
has consulted a health oprofessional within the previous two

years. The criterion used for consumer/non-consumer in Kessel
and Shepherd's study wes not two, but 8 - 10 years and the
assessment done in their study was based on objective records
rather than subjective memory recall. In this present study
the criterion of two years was chosen because this was judged
to be the maximum which could be used when it was necessary

to rely uvon personal memory. Question 17a is not scored
within the selfcare variable but is entered in the descrint-
ion of the respondent; the variable name being "consumer".
However it is discussed here in order to give a complete cover-
age of comment for the section comprising cuestions 14 - 18
inclusive.

Resource using, and Specifying one's own health needs. Strauss

(1976) used "willingness (by the client) to pay professional
fees" as an indicator of consumerism, and Levin et al, (1976)
sveculate about how much cost the individual will take upon
himself in his own health care. Questions 17m and 17k (going
to chiroprzctor and dentist) answered in the affirmative
sugrest that the respondent will seek treatment for which he
has to pay 2 (quite substantial) professional fee.

The pharmacist is an accredited adviser (Darby, 1977; Sharpe,
1979; Danzher, 1979) to whom many requests are made for infor-
mation about health matters (Linn and Lawrence, 1978) and who,
in the ovpinion of other health workers, should have even more
direct involvement with clients (Lambert, Wertheimer, Dobbert
and Church, 1977). Williamson and Danaher (1978) see the
pharmacist as having a role in encouraging awareness of self-
care options among his customers. Question 17c is included

to see if the pharmacist's advice is sought by the respondent.

One selfcare precent is that the individual has the right to
specify his own health needs and care requirements. From
personal communications and from news items it is known that
(probably the majority of) persons who attend a chiropractor
either would not divulge this information to their medical
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practitioner or if they did would find him to be disapvrov-
ing of this mode of care (c.f. Reinken et al, 19203 p.137).
The items relating to specification of personal health needs
and care requirements (17m,17n,170 - recourse to chiropractor

and chemist) reflect two avenues of self-initiated resource
seeking.

Care of the self in illness. Siegel asks, "Is the avoidance

of risk a sign of health, or is taking a risk a sign of heelth™"
(Siegel, 1973: p.286). Levin (1976) writes that the benefit

of selfcare is determining one's own "risk mix". This suggests

that people who are selfcare active may be more likely to
prefer taking some risk to having over-regimented safety.
Glogow (1973) states that compliant patients do not recover
rore ouickly than non-compliant patients, and Levin (1976)
takes up this noint and says that it is often detrimental to
health to relate passively to care providers, and that such
behaviour should not vprevail among selfcare active vpersons.
Question 15 is designed to assess whether the respondent would
prefer taking some risk when it seems apuvropriate for his own
purposes and does not endanger others.

Audit and control of treatment program. The essence of the

selfcare movement is control, responsibility, freedom, expand-
ed options and an improved cuality of life (Norris, 1979).

The selfcare concept "recognises and emphasizes the inherent
human attribute of individual domain over one's actions" (Kinlein,
1977: p.598). Selfcare is a matter of personzl agency in health
care &nd is the opnosite of the passive approach which is often
characterised by the expectation that there is an easy "pill-
popping" solution to every problem. Question 14 (obesity
treatment) is included as a measure of personal agency: it

also serves as a measure of dependency on the professional and
is relevant also to the next section.

Lay-professional collaboration. Selfcare is based on the pre-
mise that the individual will take personal responsibility
for his health care (Mullin, 1980; Bennett, 1980; Joseph,
1980). These, and other writers, voint out the need for a
change from the expectation'that the professional be seen as

MASSEY UNIVERSITY
LIBRARY
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an active healer with the client being a2 parsive recipient, to
a2 desire for client-professional consultetion. This is what
levin (1976) calls an "integrated practice module" and Wilson
(1975) calls the "consultative dyadic relationship". Question
16 (client collaboration in treatment decision making) gauges

whether the client desires to be active, conforming or passive.

Participation in health-related political decision making. Quest-
ion 17r (pressure group activity in health related matters)

deals with an actual behaviour, and 17s (attending public
health-related meeting) relates to an attitude of interest.

Percention of Locus of Control

As has been mentioned (p.79 f) locus of control is & personal-
ity varieble which indicates whether an individual is primarily
oriented to perceive the outcome of events as being a result
of his own control as oprosed to attributing them to fate or
to control by other individuals or to external circumstances.
In his 1972 study Kirscht found that the relationship between
beliefs a2bout control over the environment and over health
vere compliceted. He obtained a weak positive relationship
between a measure of general control of events and & measure
of control of health. On the basis of results derived from
two 6-item ouestionnaires, one for Motivation for control
(which pertained to perceptions of vulnerability to disease)
and one for Expectancy for control (which pertained to a
general belief that health can be determined by personal
actions), he differentiated between these two dimensione.

Wallston et a19(1976b) have pointed out that according to
social learning theory, locus of control is an expectancy, as
opposed to a motivational, construct and it should be measured
by exvectancy, rather than by motivational, items.

Question 13. The Locus of control instrument used in the
guestionnaire for this present study consists of four of
Kirscht's (1972) expectancy for control items, two of Rotter's
(1966) filler items and eight of Rotter's (1966) I-E items,
namely 4a,b, 7a,b, (social); 12a,b, and 22a,b, (political).
The socially worded items were chosen as a balance to the
personally worded items from Kirscht, and the politically
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worded items were chosen because involvement in decision

making at local and national level is one asrect ofthe self-
care concept. Other items in Rotter's inventory which mention-
ed 'luck' 'fate' or 'inevitability' were excluded because they
were too similar in wording to the four Kirscht items that

were used. Rotter's items which related to student status

and to leadership were also excluded.

In the locus of control cuestion all items are vresented on
a 1 -5 scale. Items from the two sources (Kirscht, 1972 and
Rotter, 1966) have been mixed. Externally and internally
worded items are ecually renresented and externally worded
items have the scoring scale reversed. The maximum score is
60 and revrresents the upner limit of the "internal" end of
the internal-external dimension of perception of control.

locetion of eattributed Blame for illness.

Questions 10-12 in the Fealth Questionnaire relate to percépt—
ion of location of blame for illness. They are designed to
ascertain whether the respondent verceives himself to be the
source or cause of illness, the environment to be the source
or cause of illness, or whether illness is perceived to be

due to an interaction of self-related and environmental
factors.

Percention of cause of illness is salient to health behaviour.
Mabry is one of many writers who comment that "conceptions

of why illness and symptoms occur often influence what is done
about them" (Mabry, 1964: p.371). The matter of interest in
this present study, of which one aspect is the investigation
of association between perception of locus of control and
location of perceived cause of illness, is the extent to

which a resvondent will select factors from any particular

one of the three main arees, (self-related, environmental

or interactional), when asked to identify what causes illness.

In a non-random survey of Palemrston North shoppers (N=46)
respondents were asked to select, from a list of eight given
causes, the three most important causes of illness. The
causes most commonly chosen were 'body part not working
properly' (i.e., self-related) 86%, 'germs' (i.e., environ-

mental) 78%. (These percentage figures indicate the percentage
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of respondents who selected the narticular item.) Cther
results were 'being unable to adjust to life conditions' and
'a combination of being under par and getting something'
(both interactional) 47% and 41% respectively.

Question 10 in the Health Questionnaire was a vnrojective
stimulus gquestion, "If you got the follovwing conditions, what
would be the most likely cause or causes®™ This cuestion was
based on that used by Mabry (1964 ) who used five 'standard'
symptoms (i.e., those most likely to be within the exverience
of most individuals) derived from answers to the Cornell

Medical Index. Mabry found no significant differences between
symptom exvlanations for those who had had the symptom compar-
ed with those who had not.

Question 12 provided 11 options (five being 'self-related',
five being 'environmental' and cne being 'interactional') from
vhich three causes could be selected and ranked. Responses

to both ouestions, 10 and 12, were not scored on the criterion
of right/wrong but on percention of cause as deriving from
self-related, environmental or interactional factors.

Question 11 1is releted to ocuections 10 and 12 in that it

gauges the percention of personal responsibility for prevent-
ing illness. "It is not obvious whether the occurrence of any
disease is (perceived) purely as a chance matter or purely
(as) 2 matter of the person not taking proper actions" (Kirscht
1972: p.226). Janis and Rodin (1979) point out that if a
sufferer believes he can control the environment he will

blame himself for his (illness) condition. Question 11 asks
"When people get the following conditions would it be due to
chance or to failure to have taken precautions? Five ill-
ness conditions were then listed. As Mabry (1964) found that
there was no significant difference between symptom explanat-
ion by those who had had a symptom and those who had not, it
was exvected that there would be no difference in attributing
'blame' between those who had had, and not had, the illness
listed.

Description of Respondent.

Questions 1 - 4 in the Health Questionnaire relate to



103

biogravhical details.

Socioeconomic status. The positive relationship between
vreventive health behaviour and socio-economic status is
y ; g 1

freouently nentioned in the literature.

Minkler (1978) in a study of 755 older persons found that
socio-economic status had an effect on health knowledge,
health attitudes and health practices. Socio-economic st:tus
has been found to be related to the nerception of suscertibil-
ity to illness and to a belief in the efficacy of oreventive
and diagnostic actions (Kirscht et al, 1966; Hochbaum, 1958).
It has also been found to correlate moderately and rositively
with dental checkuvns (Coburn and Pone, 1973; Steele and McBroom,
1972; Kasl and Cobb, 1966), with poliomyelitis vaccinations
(Coburn and Pope, 1973%), with physical checkups (Ross, 1962;
Williams and Wechsler, 1972) and vith preventive health

visits (Roscnstock, 1974). A study by langlie (1977) found
thet neople who practicte vpreventive health behaviour are of
higher socio-economic status, older, female, and have s
perceived internal locus of control. She also found that
socio-economic status is inversely relsted to Direct risk
vpreventive health behaviour.

Fany explanations for the relationship between socio-economic
status and preventive health behaviour have been offered,
(e.g., Green, 1971; Rosenstock, 1969; Wilson, 1970).

Bullough (1972) found th»t socio-economic status was related
to a feeling of powerlessness which in turn was related to
health behaviour. It is a freaquent contention that lower
socio-economic groups experience generalized feelings of
powerlessness, which in turn is said to be associated with
apathy and inactivity and the lower likelihood of preventive
health behaviour (e.g., Coburn and Pope, 1974). Powerlessness
is the reverse of exnectancy for control which is associated

1 see Hochbaum, 1958; Haefner, 1967; Mechanic, 1968;

Nikias, 1968; Kasl and Cobb, 1966; Rosenstock, 1964,1969;
Kegeles, 1963%; Rosenfeld and Donabedian, 1958; Yankauer, 1961.
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with the belief that peneral health is vrotectable (Kirscht,
1972). Lower classes are more likely to attribute life occurr-
ence: to 'luck' (Brearley et 21, 1978). Coburn and FPope (1974)
in seeking to understand the socio-economic/preventive health
behaviour link observed that education, age and income - in
that order - provided the most parsimonious set for vnredicting
nreventive health behaviour and for explaining about 50% of

the variance of socio-economic status on preventive health
behaviour.

McKinlay and Dutton (1974) in discussing the relationship of
calience of health to different social groups catalogues sever-
al studies which deal with the contention that lower social
class persons are less 'concerned' about their health and its
maintenance. They cite Koos (1954) and Zborowski (1958) who
Teported that health is more salient to the upper socio-
€conomic classes. FHowever VMcKinlay and Dutton say that this
view is challenged by more recent evidence. Perhaps health
education programs have contributed to health being more
salient for the lower classes now than it was 20 years ago.

Coulton (1978) in a discussion of studies dealing with socio-
cultural characteristics of individuals comments on the
consistent relationship found between socio-economic status
and preventive health behaviour and concludes that socio-
cultural factors influence health beliefs of individuesls,

and that this in turn affects health behaviours.

Some studies (e.g. VMilio, 1975; Strauss,1962) have shown that
the time persnective of the lower classes is confined to the
present rather than to future possibilities, and that as the
upver stratum takes more account of what might hapven in the
future its members are more likely to take prevetive health

measures. e

2 See also Coburn and Pope, 1974; Rosenstock, 1966;

Simmons, 1958; Green, 1971.
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Not only is socio-economic status relected to preventive health
behaviour but it is also related to hezlth status (Dennison,
1972; Grossman, 1972; Renne, 1974; Susser and Watson, 1971;
Ciocco, Densen and Horvitz, 1953) and to the use of the health
care system (Bergner and Yerby, 1968; Cartwright and O'Brien,
1978; Tuckett and Kaufert, 1978).

In the present study socio-economic status was based on the
resnondent's occupational category.

Marital status, Age, Sex. Marital status has been found to

be related to heelth (Syme, 1974; Twaddle and Hessler, 1977).
Being married is associated with having good health. Age and
sex have been found to be related to a percention of suscept-
ibility to illness (Kirscht et al, 1966; Steele and McBroom,
1972). Reinken et al (1980) note that women report poorer health

than men. Questions relating to marital status, age and sex
vere therefore included in the Hezlth Questionnaire.

Varisble List

The list of the 19 variasbles (see Table 4 - 2) includes 13
variables which relate to the descrintive study and six which
are used for the testing of the hypotheses. Three of these
six variables are major variables and the other three contrib-
ute to the fourth major variable. The four major variables
are Health Concept (variable 9), Locus of Control (variable
18), Selfcare (variable 19) and Iocation of attributed blame
for illness. This latter variab e takes two forms, self-
related attribution (variable 14, Self, which also makes use
of scores from variable 13) and environmentally-related
attribution (variable 16, Environment).

Scoring of Questionnaire

The scoring convention which is presented as Appendix B
consists of descrintions of how the 19 variables were scored
or coded. A copy of the Health Questionnaire on which the
scores and codes have been entered gives a clear demonstration
of the convention and is entitled "Scoring code ". See
Appendix C .
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Questionnaire Variable
Question
Number Description

Variable

Name Number

1
2

10/12

10/12

12

b

13

14-18

Age of respondent

Sex of respondent

Marital status of respondent
Socio-economic status,respondent
Whether health professional has
been consulted within the

previous two years

Why do veople want health?

How is health best described?
Matching (or otherwise) of options

chosen for aquestions 5 and 6

"Intensity" of health concent
(Semantic differential)

Personal health, subjective
assessment

Discrevancy between own health
and desired health

Desirability of first rate health

Location of blame for illness
(projective response)

Location of blame for illness
(self-related). Comvosite score
from ouestions 10 and 12

Location of blame for illness
(multicausal). Composite score
from cuestions 10 and 12.

Location of blame for illness
(environmental)

Perception of chance v. personal
resovonsibility in semi-preventable
illness

Percention of locus of control

Propensity for self care

Age
Sex
Marital
SES

Consumer

Want H-th

Describe
Health

Coincidence
Health
Concept

Own
Health
Discrepancy

Salience

Inout

Self

Synergic

Environment

Prevent

Locus

Selfcare

S R . L

10

11

12
13

14

15

16

17

18

19
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ADMINISTR&TION OF QUESTIONNAIRE

Pilot Study

The first draft of the cuestionnaire differed in many respects
from the final form of the Fealth Questionnaire. A nilot
study was run using the first draft of the cuestionnaire with
a non-random sample of student volunteers, N=36. The nurpose
of the pilot study was to test the clarity and validity of the
cuestions. Two non-projective gquestions pertaining to percept-
ion of cause of illnese as self-related or as environmentally
related were found to be clumsy and were discarded and a new
format was devised. Questions designed to ascertain socio-
economic status were discarded, and only occupation was asked
for in the final form on the basis of the work of Irving and
Elley (1977) and Elley and Irving (1976) who provide a socio-
economic index for different occupations for males and females
in the New Zealand labour force. Thus as a result of the
pilot study the cquestionraire was revised and its layout was
improved.

Data analysis of the pilot cuestionnaire results revealed that

(i) the variable Inout (self-related attribution of cause of
illness) correlated with
a/ the variable Selfcare, Pearson correlaztion coefficient
P =288, 1 = <08, N = 36;
b/ the variable Locus of Control
r = 475, p %005 N = 36.

(ii) the variable Inout was predictive of the variable Locus
of Control,
F(1,34) = 9.915, p < .01: Beta weight = .475.

(iii) Females attributed the cause of illness more to environ-
mentally related factors than did males,
X* = 4.398, p .05, df = 1.

The study proper was then conducted with the revised Health
Questionnaire (for which see Apvendix A).
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Subjects

One hundrednon-academic university cstaff members were approazch-
ed by mail and invited to complete and return the Health
Questionnaire which was included in the posting. See pApvendix
D i for the covering letter. The sample which consisted
entirely of employed persons was random and indevendent. A
random and independent sample is one in which the choice of
any one subject has no influence on the choice of any other
subject. That is, all subjects have the same chance of being
included in the sample. The names of non-academic staff mem-
bers were obtained by deleting names of academic staff members
from the university telephone directory's staff listing.
(Staff who have no phone are included in the televhone list-
ing under a contact phone number.) The names of non-academic
staff members were then numbered from 000 to 607, (N = 608).
Using the Fisher and Yates (193%8) random number table which
gives 2-digit numbers from 00 to 99 one hundred and thirty
3-digit numbers were drawn and listed. One hundred and thirty
numbers were drawn to allow for duplication of random numbers
and for the possibility that an addition to the sample might
be recuired if any subjects declined to participate within

the first week of the study.

The procedure used for drawing the numbers was that two
numbers in one column and one number adjacent in the next
column were taken tomake up a 3-digit number. The first
number drawn was selected by using the writer's age: the
first number of this was used as the column number and the
second number became the row number. Numbers were read from
top to bottom and columns from left to right. The first
number drawn was 460. Nine random numbers were duplications
and were discarded. Suhjects in the random sample were
coded from 001 to 100.

Distribution of Questionnaires. The Health Questionnaire,

the covering letter, and an addressed envelope for the return
of the cuestionnaire (by internal mail, so no postage cost
was entailed) were sent by internal mail to the 100 subjects
on 25/8/80. The covering letter had the subject's name
handwritten in and carried a handwritten signature.
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Return of the Questionnaires

Within three days of mailing six subjects replied that they
did not wish to participate. Therefore a further six subjects
were taken from the random number listing and apnroached, to
restore the N to 100, (true N = 106).

As can be seen by reference to Figure 4 - 1 fifty-nine comnleted
couestionnaires were returned in the first week. The first
reminder letter (see Appendix D ii) was sent to non-respondents
on 4,9/80, 10 days after the first mailing, and the second
reminder was nhoned on 11/9/80 by which time a total of 80
subjects had returned completed ocuestionnaires. The final
return rate was 86. This was 86% of the effective samnle

(N = 100) and 81% of the true sample (N = 106).

A note of aprnreciation to respondents appeared in the Septem-
ber 28th issue of the university weekly newsletter, Mf'
(See Appendix D iii.)

STATISTICAL PROCEDURES

To examine the hypotheses various univariate procedures were
initially used. To check more complex relationships
multiveriate procedures were used. A brief discussion of

these univariate and multivariate procedures now follows.

Univeriate procedures

Veans and standard deviations of variables having interval
data were computed. This allowed the calculation of cut-off
points for high and low categories of these variables. The
high category consisted of those scores which furnished a 2

score of 5 .5 and the low category consisted of those scores
which furnished a Z score of £ -.5. On this basis 31% of
normally distributed scores can be exnected to be in each of
the high and low categories. One exception was the Selfcare
variable which had no scores of Z s -.5. 1In this case the
low category was adjusted to Z  -.45 and thus included 35%
of the selfcare scores. Cut-off points for high and low
categories of the variables Environment, Synergic and
Prevent were determined on the basis of the distribution of
scores. The distributions of these three variables permitted
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no other manipulation of cut-off vpoints which would allow
comparable percentages in the high and low c-tegories of each
variable than that which was used. The vpercentages of scores
in the high and low categories resvectively were: Environment,
25% and 29%, Synergic, 41% and 45%, Prevent, 34% and 31%.

Contingency Tebles analysis. A crosstabulation was made to
examine the joint freocuency distribution of cases according
to two classificatory variables. A contingency tables analysis
(3PSS Program Crosstabs, Nie, Hull, Jenkins, Steinbrenner and
Bent 1970) was performed on all 19 variables. For convenience
the following convention has been adopted for thables:

Ejs for 2 x 2 tables, and goodness of fit table, are shown

in the top right hand corner of the cell.

The Ej for pairwise xzis shown between the relevant cells.

The Ej for 1 x 3 comparisons is shown in the left margin
of the table.,

The Chi Souare test (:KQ) was used for statistical analysis
of the zforementioned contingency tables. This test determines

whether or not two variables are statistically indevendent or
whether a systematic relationship exists between them. The
high and low categories of the continuous and ordinal variebles
(as described zbove) were used for the calculation of ){2.

The criteria for the Xz test (Roscoe, 1969) are as follows:

Xz goodness of fit: This is used where there is one samvle,
where data is nominal or higher order, where there are more

than two mutually exclusive and collectively exhaustive categor-
ies, where a freoency can be predicted and where Ejs are s 5.

XQ contingency: This is used where there is more than one
sample, where the data is nominal or higher order, where

there are independent observations, where the Ejs of at least
80% of the cells are 3 5, and where a theoretical distribut-

ion of category values can be calculated.

Caleulation of X°: X°= £Z(0ij - Eij)?

Eij
where OJj is the observed value of the cell ij and Ej is the
expected value for the cell ij. The df = (r-1)(c-1).
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A Bivariate correlation performed between continuous variables
provides a single number - the correlation coefficient - which
summarises the relationship between two variables. A correl-
ation coefficient indicates the degree to which a variation

or change in one variable is related to a variation or change
in another variable. As well as summarizing the strength of
association between a pair of variables it oprovides a means

of comparing the strength of relationship between one pair

of variables and a different pair of variables.

Multivariate orocedures

A Multiple stevowise regression analysis was used as a des-
criptive tool to enable the examination of the best linear
prediction ecuation of one continuous variable from other
continuous variables. It is a statistical technigue which
permits the analysis of the relationship between a dependent
variable and a set of independent (predictor) variables.

Factor analysis. In the present study factor analysis was

used for its data reducing capabilities. It allowed the
examination of the underlying pattern of relationships exist-
ing between the items which made up three of the major variables,
and the reduction of the content of the variables to a smaller
set of items. The three smaller sets can be taken to be the

source variables which account for the observed interrelations
in the data.

The method used in the present study is Principal factoring
with iteration followed by varimax rotation of those factors
which had eigenvalues of s 1 (Gorsuch, 1974). This is the
appropriate method where factors are inferred - i.e., when
it is assumed that the correlations between the items which
make up the variables result from an underlying regularity
in the data. Use of factor analysis reauires, as a rule of
thumb, that the number of subjects be at least five times
greater than the number (in this case) of items, and that

no sample should be less than N = 100 (Gorsuch, 1974). 1In

the present study this minimum was not obtained. A similar
problem with a small sample was encountered by Baade, Ellert-
sen, Johnsen and Ursin (1978) who nevertheless performed a
principal factor analysis with varimax rotation on data from
their samples of 72, 28 and 44 subjects, respectively.
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CHAPTER FIV

=

RESULTS

The results will be presented in two sections, Hypothesis
results and Descriptive results. The Descriptive results
will be arranged in four parts:

Further Questionnaire results- major variables and other
variables;

Profile derived from Core variables;

Factor Analysis results from which the MiniQ was construct-
ed; and,

MiniQ results.

Figure 5 - 1 (p. 114) displays the associations found
between the Questionnaire variables. On the page facing
this figure is presented for the reader's convenience

a brief description of these variables which are listed
in alphabetical order. (For a fuller description of

the variables refer to Chapter 4, p. 93 - 105. The
interval and crosstabulation data files are presented as
Appendices Gi and Gii respectively.)

HYPOTHES IS RESULTS

Hypothesis 1

which predicted that scores for Locus of Control would

be associated with those for Selfcare, Health Concept

and Location of Blame for illness found qualified support.
As shown on Table 5a the Pearson Product Moment correl-
ations for two predicted relationships were significant
at greater than the .05 level and the third reached a
level of .06 for both subsections of the variable.
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Table 5a: Pearson Product Moment correlation
coefficients obtained between the
four major variables.

| Health Self Blame for illness
Concept| care Self Envir/t
Locus
Control
P < 005 .03 .06 .06
N 84 86 83 85

However when only the extremes of the distributions
(i.e., high and low scores calculated according to the
procedure described on p. 110) were examined a somewhat
different pattern emerged, as can be seen from the con-

tingency tables 5 - 1 to 5 - 3, (p. 118). This is
summarized below.

Locus of Control and Selfcare. The association between
ILC (i.e., 2 high score on Locus of Control) and Selfcare
scores persisted. However of the high selfcare scores
17 were ILC and six were ELC. As shown on Table 5 - 1
this disparity did not apply with low selfcare scores.
Thus persons with high selfcare scores are
likely to be IIC, % 5.261, df=1, p ~.03.

Locus of Control and Health Concept. The association
between ILC and Health Concept persisted. Of those
who scored high on Health Concept 14 were ILC and five
were ELC. Low Health Concept scores numbered five for
IIC and 11 for ELC. See Table 5 - 2.

Thus persons scoring high or low on one variable

are likely to score similarly on the other,

X°= 6.352, df=1, p v.02.
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Locus of Control and ILocation of Blame for illness.

Resul ts for locating Blame for illness were organized

into three parts:

Blame attributed to self-related factors, (variab1e=Se1f1),
Blame attributed to environmentally- related factors,
(variable=Environment), and

Blame attributed to an interaction of self- and
environmentally- related factors, (variable=Synergic).

The relevant variables for hypothesis testing were Self
and Environment.

The relationship between ILC and Blame for illness
persisted.

(i) Self-related Blame for illness: In the case of
Locus of Control (ILC-ELC) and Self (high-low) the pos-
itive relationship again failed to reach significance,
X°- 3,238, df=1, p=.08.

(ii) Environmentally-related Blame for illness: When
considering the results for the variable Environmant it
is pointed out that a low Environment score is analogous
to a2 high Self score and that the matter of interest in
this hypothesis is the relationships between high scores
on the major variables. Therefore for the purpose of
this particular comparison the variable Environment is
re-labelled 'non-environment'; High Environment scores
have been recorded as 'non-environment:low' and low
environment scores as 'non-environment:high'. See

Table 5 - 3 and cf. figure 3 - 3 (p. 91).

Of the 16 ILC scores 12 were high non-environment and of
the 16 high non-environment scores 12 were ILC. See
Table 5 - 3.

1 The variable Inout contributed to the construction
of the variable Self and correlated positively with it,
Pearson Product Moment coefficient r=.451, p <.005,
N=83. See Figure 5 - 1, p. 114.
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Thus persons who are ILC are likely to not
attribute blame for illness to the environmemt
%2-4.000, df=1, p .05,

and persons who do not attribute blame for illness
to the environment are likely to be ILC

X2=4.000, df=1, p <.05.

An extension to Hypothesis 1 was the finding that not
Selfcare as conjectured but Locus of Control scores
could be predicted from scores for the other three

ma jor variables (Health Concept, Selfcare and Self).
Multiple regression analysis of these four continuous
variables, with Locus of Control being the dependent
variable, gave the following results:

F(3,79)" 4043, P T.05:
Beta weights, .242, F(3 79)= S.252, pN.01,
’
+ 1835, F(3’79)= 2010, P =05,
.166, F(3,79)= 2-490, pT.1O

respectively.

Hypothesis 2

which predicted systematic relationships between scores
for Health Concept, Selfcare and Blame for illness, was
not supported. No two variables correlated at a signif-
icant level.



Teble 5-1: Contingency table for locus of control

2nd Selfcare scores.

Locus of control

118

I1.C EI1C
11.5
High 17 I 6 23
Selfcare :
low 10 9
Table 5-2: Contingency table for Health concept
and Locus of control scores
Locus of control
I1LC ELC
1055 | 8.7
Health 14 5 19
Concepnt Low 8.7 ‘7'3
o 5 11 16
19 16 35

Table 5-%: Contingecy table for Environment and ILC scores.

16

[ Non-Environment
High Low
Locus |ILC Lfij
of . A2 4
8[
ControlELC Hdl 4 7
16

Table 5-4: Contingency table for Locus of control scores

and Consumer counts.

Locus of control

TIC | ELC

| Yes
Consumen

[23.5]

32

17

49

No

2

4
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DESCRIPTIVE RESULTS

In relation to one of the major aims of this present
study, namely to provide a description of health beliefs

and practices (cf. p. 3 ), the following relationships
are presented.

Further Questionnaire results: Major variables?

(i) Locus of Control and other variables.

Locus of Control and Consumer. Thirty-two of those who

were consumers were ILC and 17 were ELC. See Table
5 -4, p. 118. As shown on the table consumers score
disproportionately as IIC.
Thus persons who have consulted a doctor or
professional nurse within the previous two
years are likely to be ILC,?KZ=4.592, df=1, p <.04.

Locus of Control and Socio-economic status. Twenty-
eight persons in Elley and Irving's socio-economic brack-
ets 2 and 3 (bracket 1 having no entries) scored ILC and
15 scored ELC. See Table 5 - 5 p. 120. This disparity
did not apply for the lower division (brackets 4 - 6).
Thus persons who are in Elley and Irving's
socio-economic division which comprises brackets
2 and 3 are likely to be ILC, ¥°= 3.930, df=1, p <.05.

Locus of Control and Coincidence. The nominal wvariable

Coincidence is considered in terms of two categories,
coincident and non-coincident. Of the %4 ILC scores 25
were non-coincident and of the 20 ELC scores 15 were
coincident. See Table 5 - 6 p. 120.
Persons who score as ILC are likely to choose diff=-
erent categories of option for the two variables,
Describe Health and Want Health, and those who score
ELC are likely to choose the same category of option,

%2= 7.529, df=1, p <.01 and 2= 5.000, df=1, p< .03
respectively.

e Continuous variables are considered in terms of

high and low categories as described on p. 110.
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Tavle 5-f: Contingency table for Locus of control scores
end Socio-economic counts.

Locus of control
11.C ELC
121.5
Socio- i - 3| 28 L“~_~J15 43
economic
status 4 -6 6 6

Teble 5-6: Contingency table for Coincidence and
ILC, ELC scores.

Coincidence
No Yes

[17 |
Locus I11.C 25 9 34

of ]10|
control ! ELC 5 ' 15 20

Teble 5-7: Contingency table for Salience counts and
ILC,ELC scores.

Salience
1 2 5
Locus IIC: Ej=11.3| 11 19 4 |34
congiol ‘12'5-
ELCc Ej=T7 10 6 5 21
25

Teble 5-8: Contingency table for Selfcare scores and
Own hezalth counts.

Selfcare
High Low
Own Excellent-Very good
(ie, better than good) T 26 16
Health |Fair-Poor 12 0 8 8
(ie, less than good) (&3

26
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Locus of Control and Salience. The ordinal variable
Salience is divided into three categories. As shown on
Table 5 - 7 p. 120 the ELC scorers showed no marked dev-
iation from the expected value for any one category of
salience.
Persons who are ILC are likely to say that having
first-rate health is most desirable (Salience-2)
%%= 9.662, df=2, p <.01, and those who make this
claim are likely to be ILC, X2= 6,760, df=1, p ~.01,

(1i) Selfcare and other variables.

Selfcare and Own Health. All 26 persons who scored high
for Selfcare claimed very good to excellent health, and
all eight persons who claimed fair to poor health scored
low for Selfcare. See Table 5 - 8, p. 120.
Thus persons who score high for Selfcare are likely
to repert that they have better than good hezlth,
X°= 26.000, df=1, p $.001, end those who report less
than good health are likely to score low for
Selfcare, X °= 8.000, df=1, p S.01.

Selfcare and Discrepancy. Of those who were non-discrepant
(i.e., were satisfied with their own health) 17 scored
high and nine low for Selfcare. On the other hand of
the seven who were dissatisfied with their own health
(i.e., were discrepant) six scored low on Selfcare and
one scored high. See Table 5 - 9, p. 122.

Thus those who score high on Selfcare are likely

to be satisfied with their own health,

%= 14.222, df=1, p <.001.

(iii) Iocation of Blame for illness and other variables.

Synergic and Prevent. When these two continuous variables
are each considered in terms of two categories, high and
low, they are found to be positively associated. Four-
teen scores were high for both variables and 17 were low
for both. See Table 5 - 10, p. 122.

Thus persons who perceive illness to be due to

an interaction of causes are likely to strongly
believe that if they should suffer certain semi-
preventable illnesses it would be due more to a



Table 5-9:

and Selfcare scores.

12

Contingency table for Discrepancy counts

Discrevancy
No Yes

Selfcare Low £l (9] 6
High 17 | 1

18

Table 5-10: Contingency table for Prevent and Synergic

scores.

I

Prevent
High Low
_ 10.3 10.7
Synergic B0 14 M2.7 ! 13.3 i
Low 9 — 117 26
23 24 47

Table 5-11: Contingency table for Synergic scores and

Age counts.

Synergic
High Low
]18.2 |19.8
) 35 & over 12 26 238
Age 6.8 18.7
%34 & under |23 12 35
25 38 T3
Table 5-12: Contingency teble for Salience counts
and S8elfcare scores.
Salience
1 2 3
Self High 10 15 8
Low: Ej=11.3 |16 13 | 5| 34
Table 5-13: Contingency table for Self scores and
Coincident counts.
Self |
High | Low
he.7] [23.7
bt No 21 14 %5
oincidence
14.3] [20.3
Yes 10 20 30
21 44 65
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failure to take precautions than to chance, and
persons who believe the illness is due to chance
(i.e., score low on Prevent) are likely to not
perceive the cause of illness as being due to an
interaction of self-related and environmental
causes,3}2= 4.716, 4f=1, p =.04.

Synergic and Age. When both these variables are consid-
ered in terms of two categories, high and low for Synergic
and 35 and over and 34 and under for years of age, it was
found that 26 persons aged 35 and over scored low on
Synergic and 12 scored high, whereas 12 persons under 35
scored low on Synergic and 23 scored high. See Table
5 = 11, ps 122,
Thus persons who are aged 35 and over are not likely
to perceive the cause of illness in terms of an inter-
action of self-related and environmental causes
whereas persons aged under 35 are likely to do so,
%%= 8.454, df=1, p T.01.

Self and Salience. The continuous variable, Self, consid-
ered in terms of two categories, high and low, is compared
across the three divisions of the ordinal variable,
Salience. Of those who scored low for Self (i.e., did
not blame self-related factors as causing illness) 16
were Salient-1, 13 were Salient-2 and five were Salient-3.
See Table 5 - 12, p. 122. No deviance from expected
frequency occurred across the Salience categories for
high Self scorers.

Persons who do not attribute the blame for illness

to self-related causes are likely to say that hav-

ing first-rate health is extremely desirable,

%%= 10.423, df=2, p ¥.01.

Self and Coincidence. When Self scores are considered

in terms of two categories, high and low, and the nominal
variable, Coincidence, is considered in terms of two
categories, coincident and non-coincident, it was found
that of the 35 non-coincident scorers 21 scored high and
14 scored low for Self. On the other hand 20of the 30
who scored as Coincident scored low for Self. See Table
5 - 13, p.122.
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Thus persons who blame self-related factors for
illness are likely to choose different options for
the two variables Want Health and Describe Health.
On the other hand persons who choose the same option
are not likely to perceive the cause of illness to
be self-related, i 6.375, df=1, p <.02.

(iv)Major variables and Salience

A bivariate regression analysis of each of the variables Selfare,
Locus of Control, Health Concept and the three parts of

the Blame for illness variable (i.e., Self, Environment

and Synergic) with the variable Salience showed that none

of the major variables could be predicted from the degree

of desirability of first rate health.

Further Questionnaire results: Other variables

Marital and Own Health. Of the 52 married respondents

35 reported better than good health, 14 reported good,
and three less than good health. This disparity did not
occur with the non-married or the bereft. See Table
5 - 14, p. 125.

Persons who are married are likely to report

having health which is better than good,

2= 30.559, df=2, p <.001.

Marital and Discrepancy. The nominal variable Discrepancy

was considered in terms of two categories, non-discrepant
and discrepant. Twenty-four of the 27 married respondents
were non-discrepant and three were discrepant. This dis-
parity did not occur in the other two categories of marital
status. See Table 5 - 15, p. 125.

Married persons are likely to be satisfied with

their own health, %% 16.333, df=1, p <.001.

Own Health and Discrepancy. 0Of the 26 respondents who
reported better than good health, all were non-discrepant
whereas all five of those who claimed less than good
health were discrepant. See Table 5 - 16, p. 125.

Thus persons who report better than good health

are satisfied with their health status and persons
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Teble 5-14: Relationship between health state and

Marital stat

us-

He

Own Hezalth
Better Less
than good good than good
Mar Not married 13 10 4
ita Married:Ej=17.3 35 14 3
1 Berert 7 7 7

Table 5-15: Contingency table for Marital status and

Discrepancy counts.
Discrepancy
[ No Yes
N Not married 6 T
a 122
i e
lta Varried | 24 AL 3 27
! Bereft 2 1
Table 5-16: Relationship between Own health and
Discrepancy counts.
Discrepancy
No Yes
Own Ex.- V.G.,ie 21 L.2 |
better than G. 26 0 26
Hesdah Fair-Poor, ie l4 5 0.8
less than G. 0 B
26 31

Table 5-17:

Relationship between Own health and Salience.

Salience
1 2 3

0 Ex.-V.G., ie [26.9] 3.1 6.9
w better than G. 29 20 4 53

Health Fair-Poor, ie [4.1 [2.9 [0
less than G. 5 2 l 4 8

_ \

31 22 8 61
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who report less than good health are dissatisfied
with their health status, X %= 31.259, df=1, p <.001.

Own Health and Salience.

When the ordinal variable Salience is considered in terms
of three categories and the variable Own Health in terms
of two categories (better than good and less than good)
it was found that 29 respondents who claimed better than
good health were Salient-1, 20 were Salient-2 and four
were Salient-3. On the other hand of those who claimed
less than good health two were Salient-1, two were Salient-
2 and four were Salient-3. See Table 5 - 17, p. 125.

Thus persons who report better than good health

are likely to say that having first-rate health

is extremely desirable whereas those who report

less than good health are likely to say that it

is fairly desirable, % %a 11.780, df=2, p~.01.

Profile derived from Core variables.

In addition to the results presented above it was found
that two particular variables emerged as 'organizing'
variables around which a profile could be constructed.
These two variables are Describe Health and Want Health.
See Figure 5 - 2, p. 127. Although the first two of
the results presented below are not claimed to be stat-
istically reliable (Ejs being less than 5) they are
included because they are relevant to the present study
and are believed to be informative.

(i) want Health.

Want Health and Own Health. Of the respondents who
claimed excellent health one wanted health for the ability
to work (option=Work), and five wanted it for the exhil-
aration it affords (option=Fun). Of those who claimed
fair to poor health four chose 'to avoid the distress of
being ill' (option=Avoid distress) and two chose each of
the other two options. See Table 5 - 18, p. 129.

Those who claim excellent health may be assumed

to choose the option Fun for the variable Want

Health, and those whose health is fair to poor
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the option Avoid distress,f?@2 (goodness of fit) =
6.262, df=2, p <.05 and 5.909, df=2, p <.06
respectively.

When the variable Own Health is considered in terms of
three categories, better than good, good, and less than
good, itwas found that disproportionately more respond-
ents who chose the Want Health options, Work and Fun,
reported having better than good health. No such dispro-
portion was evident among those who chose the option
Avoid distress. See Table 5 - 19, p. 129.

Persons who choose the Work and Fun options as

their assessment of why people want good health

are likely to have better than good health them-

selves, AL 19.899, and 16.800 respectively, (df=2,

P N.001)s

¥ant Health and Coincidence. When the variable Coincidence
is considered in terms of two categories, non-coincident
and coincident, it was found that of the 40 respondents
who chose the option Work for the variable Want Health 27
were non-coincident and 13 were coincident. Also eight
who chose the option Fun were non-coincident whereas 22
were coincident. See Table 5 - 20, p. 129.

Thus those who say that people want health to be

able to work are likely not to choose the same

option for describing health, and those who choose

the option Fun for why people want health are also

likely to choose that option to describe health,

’%= 4.900, df=1, p<.03 and %2= 6.533, df=1, p <.02

respectively.

Want Health and Discrepancy. When the nominal variable
Discrepancy is considered in terms of two categories,
discrepant and non-discrepant, it was found that of those
who chose the option Fun for the variable Want Health 11
were non-discrepant and two were discrepant. Of those
who chose the option Work 14 were non-discrepant and five
were discrepant, and of those who chose the option Avoid
distress six were non-discrepant and four were discrepant.
See Table 5 - 21, p. 130.

Thus persons who say that health is wanted for




Table 5-18: Contingercy table for Own health and

Want health counts.

129

Own heal+th
Ex- 1Very good- | Fair -
cellent good poor
W, WORK ’ ,2.8 3.8
n chosen by 47.1
Heat 1 37 2 40
lt FUN I2.1 |2.8
h chosen by 3%5.3%% 5 oz 5 30
AVOID DISTRESS 0| l1.4
chosen by 17.6% 0 11 4 15
6 71 8 85
Table 5-19:Contingency table for Own health and Want
health counts.
Cwn health
Better Good Less
than than
good good
W WORK : Ej=13.3 25 13 2 40
n
B, FUN : E§=10 20 8 2 LS
a
4, | avod | Ej= 7 4 s |15
DISTRESS *

Table 5-20: Contingency table for Coincident and

Want hezlth counts.

40

Coincident
No Yes
| 20]
W WORK 27 13
an
5 Tt [2]
aq FUN 8 22
Ty

30
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Table 5-21: Contingency table for Discrepancy and
Want health counts.

Discrepancy
No I Yes
W, FUN 6.5
gt | 11 2 |13
ealt WORK ER
h 14 5 19
EN
AVOID DISTRESS 6 4 |10

Table 5-22: Contingency table for Selfcare scores and
Want health (to Avoid Distress) counts.

Selfcare
High Low
Want 5.5
HeB bk AVOID DISTRESS | 2 g 11

Table 5-23%: Contingency table for Locus of control scores
and Describe nealth (Fun) counts.

Locus of control
I1C ELC

Describe 18
health FUN 25 11| 36

Table 5-23a: Contingency table for Own Health and
Describe Health (Fun) counts.

Own Health
Better Good Less than
than good good
Describe FUN 33 49 4
l health Ej=16
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the exhilaration and opportunity it affords, or
because it allows one to work and look after him-
self are likely to be satisfied with their own
health, X °= 6.230, df=1, p <.02 and X 2= 4.263,
df=1, p <.05 respectively.

Want Health and Selfcare. Of the 11 respondents who
chose the option Avoid distress for the variable Want
Health nine scored low, and two high, for Selfcare.
See Table 5 - 22, p. 130.
Thus those who say that people want health to avoid
the distress of being 111 are likely to score low
on Selfcare, X % 4.455, df=1, p <.04.

(ii) Describe Health.

Describe Health and Locus of Control.” Of the 36 respond-
ents who described health in terms of the option Fun, 25
scored as internal locus of control and 11 as external.
See Table 5 - 23, p. 130. .

Thus persons who describe health in terms of the

exhilaration and opportunity it affords are likely

to be ILC, X °= 5.444, df=1, p <.02.

Describe Health and Own Health. O0f the 48 respondents
who described health in terms of the option Fun, 33
claimed a health state that was better than good, 11
claimed good health and 4 less than good health. See
Table 5 - 23a, p. 130.

Thus persons who describe health in terms of

the exhilaration and opportunity it affords

are likely to claim a health state which is

better than good, X 2= 28.625, df=2, p <.001.

Results of all the above comparisons are presented
as Tables 1 and 2, Appendix H.
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Factor Analysis and Construction of MiniQ

As was stated earlier (p. 3 ) one of the aims of this
present study was to produce a refined version of the
Health Questionnaire. In order to prepare this refined
version (entitled MiniQ, see Appendix I) a principal axes
factor analysis followed by varimax rotation was per-
formed on each of the following variables:

Health Concept, which was made up of 13 items,

Locus of Control, made up of 12 items, and

Selfcare, made up of 39 items.

(See Health Questionnaire, Appendix A, questions T+ 13

14-18 respectively.) The factor analysis data file is
presented as Appendix G iii.

Table 5-24: Factor loadings of Health concept items
obtained by Varimax rotation, Principal
Factor Analysis. (Factor loadings of items
used in MiniQ are underlined.)

Items belonging to

Health concept variable. Factor 1 |Factor 2

1. Following/leading 13 «53

2. Pleasurable/painful .84 .02

3. Passive/active .49 .44

4. Open/closed .26 .70

5. Colourful/colourless .56 +59

6. Good/bad .13 .07

7. Small/large .16 .T1

8. Beautiful/ugly BT «33

9. Cowardly/brave .16 .70

10. Hot/cold +O1 02

11. Calm/excitable .20 .24

12. Boring/interesting .54 .31

13. Strong/weak .58 .23

Given Factor name. Evaluative Activity-
Potency
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Health Concept

The abovementioned procedure yielded two health concept
factors from the 13 items. See Table 5 - 24, p. 132.
These two factors were labelled, on the basis of the con-
tent of unambiguous factor loadings, Evaluative and
Activity-Potency. The two factors had eigenvalues of 4.9
and 1.9 respectively, and accounted for 52.7% of the
variance. Two Evaluative items (good/bad, pleasurable/
painful ) and two Activity-Potency items (hot/cold, large/
small) were retained for the cornstruction of the MiniQ
Health Concept variable. Although three items had factor
loadings of .70 on Factor 2, hot/cold which loaded .52
was selected because it loaded so close to zero on factor 1.

Locus of Control

The abovementioned factoring procedure yielded four Locus
of Control factors which for the present purposes are
called Politics, Health, Personal and Social, on the basis
of the content of the unambiguous factor loadings. See
Table 5 - 25, p. 134. These factors had eigenvalues of
2.5, 1.7, 1.2 and 1.0 respectively, and accounted for
53.8% of the variance. Three items were retained for

the construction of the MiniQ Locus of Control variable.
They were item 12 (.70 on factor 1), item 11 (.56 on
factor 2) and item 10 (.79 on factor 3).

Selfcare

The abovementioned factoring rrocedure yielded 8ix
selfcare factors which for the present purposes are named
Playsafe, Agency, Health, Club, Consult and Weight on the
basis of the content of the unambiguous factor loadings.
These factors had eigenvalues of 4.0, 2.5, 2.3, 2.2, 2.1
and 1.9 respectively and they accounted for 38.1% of the
variance. Thirteen items were retained for the construct-
ion of the MiniQ selfcare variable. These 13 items were
selected on the basis of a factor loading of equal to,

or greater than, plus or minus ,.37. Item 35 was excluded
because its wording was so similar to item 36 which was

(text continued on p. 136...
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Table 5-25: Factor loadings of Locus of control items

obtained by Varimax rotation, Princinal
Factor Analysis. (Factor loadings of items
used in MiniQ are underlined.)

Items belonging to Factor|Factor|Factor Factor]
Locgs of control 1 o 3 4
variable
1. Getting respect .14 <11 55 -.01
2. Effort permits health .06 - 15 .41 -.15
%. Control of voliticians +5b .00 -.03 -.00
4. Overcoming bad luck .03 i -.07 -.02
5. Interpersonal -.10 .02 Vel .06
6. Overcoming events 13 .00 .06 -.10
7. Overcoming corruntion 55 .23 .02 -.03
8. Personal recognition .05 15 « 33 o0
9. Powerful controllers + 65 -.02 .18 .02
10.Interpersonal .01 -.01 .10 =19
11.Good health is luck .06 <56 .14 .07
12.Political control =70 -.01 o1 .00
Given Factor name Politics Personal
Health Social
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Table 5-26: Factor 1oading;‘of Selfcare items obtained by
Varimax rotation, Principal Factor Analysis.

Factor loadings of items used in MiniQ, underlined.
Questionnaire and MiniQ item numbers also shown.

Factor

number 1 2 3 4 5 6

Factor Play- |Agency| Health| Club | Consult Veight

name safe

Questionn- MiniQ
aire Self- Selfcare
care item item
number number
2. (Q15) }.11 -.26 |=-.17 -.07 | -.18 .30

3. (Q16) | «02 }=.15 .04 » 31 .02 712

4. (Q17b | .05 -.12 i -.47 -.04 .25 1.
8. (Q17f | .48 .03 .09 -.09 | -.09 .00 2.
9. (Q17g | .61 .00 .21 «O7 04 |-.11 e JP
10. (Q17h | .55 .10 .03 135 | =03 .14 4.
13. (Q17x | .00 |-.05 37 .06 | -.04 |-.01 Sa
14. (Q171 .00 (-.31 |-.06 .00 | -.13 .23

16. (Q17n | .03 |[~.06 |-.03 .05 .64 .10 s
20. (Q17r | .11 .06 -.10 <31 .11 -.09

21. (Q17s | .07 43 .01 .23 .11 .06 8.
24. (Q17v | .11 -.% |-.03 .29 | -.10 |-.04

25. {Q17w | .69 .00 .08 -.04 .04 JO7 9.
27. {Q18a | .21 .21 .54 +15 .08 -.13

28. (Q18b |-.06 .49 .07 -.13 | -.11 |-.09 i
30. (Q18d |-.01 .10 [-.11 -.06 +¥1 =76 ii
31. (Q18e [.06 |-.09 .21 .48 | -.08 .03 6.
35. (Q181 | .26 A .45 0T | =07 =201

36. (Q185 | .01 .04 =60 -.11 | -.16 .08 i3
38. (Q181 [.04 -0 .19 .58 .05 |-.03 iv

* Only items having factor loading of .30 or over are cited
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included. The items included were the Health Questionn-
aire Selfcare variable items 4,8,9,10,13,16,21,25, 28, 30,
31,36 and 38, Their factor loadings are shown on Table

5 - 26, p. 135.

The contents of the 13 items selected for the MiniQ
selfcare variable are supplied below:
Questionnaire Selfcare variable item number -

4 - club membership 8 - health group membership

9 - altered lifestyle 10- been immunized

13- been to dentist 21- political health activity
25- weight monitoring 28~ tooth brushing

30- overeating 31- overuse of alcohol

36- daily walk 38~ drinking and driving

16- consulting medically disapproved health practitioner.

Summary

The MiniQ included four Heazlth Concept items, three
Locus of Control items and 13 Selfcare items.

MiniQ (refined Questionnaire) results

Relevant data from the 86 questionnaires were transcribed
to the MiniQ thus giving N=86 MiniQ results. (For the
MiniQ data file see Appendix Giv. This data file includes
the Iocation of Blame scores from the questionnaires, i.e.,
the scores for the variables Self, Synergic and Environ-
ment. However a revised Environment score was used for
the MiniQ data file; this was derived from an improved
scoring procedure for that variable.” The Environment
score used in the MiniQ data file is a better measure of
that variable than the Environment score used in the
Questionnaire (interval) data file, Appendix Gii, because
unlike the original Environment score it took into

account the non self-related data from Question 10. The
variable Self had similarly taken into account the self-
related data from Question 10. See also Scoring Convention
for Self and Environment, Appendix C.)

3. The revised Environment score was, like the Self score,

constructed from responses to both Q.10 and Q.12. The

(cont'd p. 137 ..
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In order to discover if Selfcare scores would be predict-
able from scores on the other three major variables, (this
being one aim of the present study, cf. p. 4 ), and to
augment the model (shown as Figure 5 - 2 on p. 127) to

that shown as Figure 6 - 2 on p. 151 , a Pearson Product
Moment correlation analysis and a multiple stepwise regress-
ion analysis were performed on the MiniQ data for the four
ma jor variables.

Results of the Pearson Product Moment correlation analysis
are as follows:
Relationships between the variables
Health Concept and Selfcare (N=82), r= .229, p <.025;
Locus of Control and Selfcare (N=85), r= .232, p <.025.

Results of the multiple stepwise regression analysis shows
that Selfcare can be predicted from Locus of Control:

Beta weight = .23%2, F(1 79)= 4.496, p~.05.

This prediction can be improved by adding Health Concept:

Beta weights: Locus of Control = .200, F(Q 78)" 3.337, p<.05,
)
Health Concept = .196, F(2 78)= 3.208, pT.,05;
]

but not improved by adding (i) Environment

Beta weights: Locus of Control= .188, F(3 )= 2.903, p<.05,
Health Concept = .192, F(3 77)= %:.072, p~N.05,
Environment = -,086, F(3 17)= .641, NS;

or (ii) Self

Note 3, Cont'd.

construction of the Environment score used the following
procedure: Subtract Inout score (Q.10) from 100 and to
the result add the Environment score of Q. 12.
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Tazble 5-27: Correlation matrix for the four ma jor
+
variables, MiniQ data.

(ﬁealth Locus |[Cause |Self (Cause {Cause
concept [cont'l |[(Envt)|care |(Self)|(Synerg)
Health
concept
Locus
control .164
Cause t
(Envir”) -.06% -.137
|
Self * *
Cause
(Self) o159 . 006 -.012|-.028
Cause *%
(Synerg.) | -.278 -.095| .097 .034(-.020
* P = .05
%% p = .01
+ N varies from 81 to 8%

Beta weights: Locus of Control = .199, F(3 75)=3.187,p<;05.
’
Health Concept = ,204, F(3’75)= 9=293, PY.05,
381f = --057’ F(3 75)- 0.268' Ns.

Pearson Product Moment correlations of these variables
are shown above on Table 5 - 27.
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CHAPTER S IX

DISCUSSION

The discussion of the results will be presented
in the following order:

Associations between the four major variables
used in the hypotheses,

Prediction of Selfcare,
Interpretation of Descriptive findings,

Construction and proposed use of MiniQ.

ASSOCIATIONS BETWEEN THE FOUR MAJOR VARIABIES
USED IN THE HYPOTHESES

Locus of Control and Selfcare

In this present study 40X of the sample emerged as intern-
al locus of control (ILC) whereas only 25% were external,
(ELC). The higher proportion of ILC scorers may be a
function of the sample type which in this case consisted
entirely of employed persons. Because these persons are
receiving monetary reimbursement for their work the poss-
ibility has to be considered that they will perceive
themselves as having control over this particular conting-
ent reinforcement and that this feeling of control may
generalize to other areas.

The positive association which obtained between locus of
control scores and selfcare scores is consistent with
the findings of Langlie (1977), Green et al. (1977) and
Strickland (1977) who obtained positive relationships
between locus of control scores and measures of health
behaviour.

The maximum possible score for each of the 39 selfcare
items (as scored for factor analysis, see Appendix B
Selfcare) was 2 (see Appendix Giii). An examination

of the means of the 39 items which made up the selfcare
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variable disclosed that certain items obtazined low means.
Items havinga mean of less than, or equal to .6 and a stand-

ard deviation of less than or equal to .9 were deemed low.
Items which rated low pertained to obtaining immunization

for flu/colds, to involvement in political action concern-
ing health related matters, to membership in a 'service'
group and to having a daily walk. For the item 'overcon-
sumption of alcohol' where the scoring was reversed a

high mean (i.e., more than, or equal to, .6 with the
standard deviation being less than, or equal to, .9) in-
dicated a low rating. This item also rated low indicating
that moderation in alcohol intake, together with the other
four items already mentioned suggest themselves as targets
for health education. One of these four items, 'involve-
ment in political decision making concerning health
related matters' drew a response which reflected an
attitude orientation rather than an action one. Whereas
only 27% of the total sample rated this high by saying
they would want to attend a local meeting about a health

problem, 60% of high selfcare scorers rated this item as
high.

Locus of Control and Health Concept

The finding that locus of control scores correlated pos-
itively with Health Concept scores (Health concept having
been measured in terms of potency, activity and evaluat-
ion) supports the hypothesized relationship between
Health concept and Locus of control scores. This finding
is consistent with the research findings which are pre-
sented on p. 79f of this present study and which pertain
to associations between locus of control and competency,
autonomy, wellbeing and health beliefs.

Locus of Control and Location of Blame for illness

Locus of control comprises two dimensions, ILC and ELC,
each having its particular 'world view'. Persons who

are IIC believe that the locus for causality of reinforce-
ment is internal (or self-related) whereas ELC persons
believe it is external (or environmentally related).

The hypothesis that the Blame for illness related to
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ILC (i.e. to self-related locus of causality for reinforce-
ment) would be self-related and/or non-environmentally
related was supported. DPersons who believe that locus of
causality of reinforcement is external (i.e. non self-
related) tend also to believe that the cause of illness

is external to them -i.e. is environmentally related.

Janis and Rodin's (1979) statement that ILC persons will
perceive the cause of illness to be self-related was also
supported by the results.

As described earlier (p. 100) the locus of control scale
used in the present study was a composite of items used
by Rotter (1966) and Kirscht (1972). There is a specific
Health locus of control scale (Wallston, Wallston, Kaplan
and Maides, 1976b, see Appendix J) which has similarities
to the scale used in the present study. This Health
locus of control scale was not available to the author

at the time when data was collected for this present
study. Since the Wallston scale is one which has been
validated it would be interesting to replicate the pres-
ent study using this alternative measure.

Hardy and Conway have observed that locus of control is
"an enticing variable for professionals working in an
applied area®™ (Hardy and Conway, 1978; p.222). The find-
ing of this present study, namely that locus of control
scores could be predicted from scores on the variables
Health concept, Selfcare and Location of bleme for ill-
ness to the Self, is an important one. Cromwell et al.
(1977) suggest that selfcare agency be assessed by
locus of control orientation. As ILC can be predicted
from the above mentioned variables their suggestion
attracts more implications.

Selfcare and Health Concept

The literature relevant to the social selfcare movement
indicates that this movement had its roots in a general
dissatisfaction with a health care system that was be-
lieved to induce dependency and to erode personal autonomy.
The pioneers of the social movement of selfcare included
groups of women who sought for greater autonomy and for
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recognition of personal competence in health matters.
As has been mentioned the Health concept variable was
measured in terms of activity, potency (and evaluation).
It was expected that persons having a propensity for self-
care practices would be both health conscious and health
assertive, and that this would show up on the health con-
cept measure. The expected direct relationship between
the Selfcare and the Health concept variables, both assum-
ed to be characterised by activity and potency, although
falling just short of statistical significance, is indic-
ative of the expected trend.

It will be remembered that scores on these two variables,
Selfcare and Health concept, did reliably predict scores
on Locus of control.

Health Concept and Self-related Blame for illness

It was expected that those who scored highly on Health
Concept would be persons who evaluated health positively
and in terms of activity and potency. It was predicted,
and found to be the case, that such persons would be cat-
egorised as ILC. It was also predicted that such persons
would attribute the blame for illness to self-related
factors. This latter prediction was not supported. However
although it did not quite reach the 5% level of signif-
icance (X,zn 3,502, df=1, p=.07) a positive relationship
between Health concept scores and Synergic scores (i.e.,
blame for illness being attributed to an interaction of
self-related and environmental factors) was identified.
Thus persons who score highly on Health concept are likely
to be ILC and it way be that they do not perceive blame
for illness unicausally.

Selfcare and Self-related Blame for illness

Because health behaviours which relazte to the care of the
self in illness are inextricably linked to the way in which
the cause of illness is perceived (Stone, 1979) it was
hypothesized that selfcare behaviours (in general) would

be associated with the manner in which blame was located
for illness. In this present study the scores for self-
care (which was a composite variable made up from a
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variety of health behaviours) were not found to be
associated with scores for self-relzted blame for illness.

Sumrary of major variable results

One aim of this research was to provide an instrument
which would predict selfcare scores, and indicate readiness
for a selfcare approach to health care. It has been ment-
ioned that ILC scorers do not locate the blame for illness
in the environment, that the variables Self-related Blame
for illness, Health concept, and Selfcare are predictive

of the variable Locus of control, and that locating the
blame for illness to an interaction of factors is positive-
ly associated with Health concept but at a level which

just fails to reach significance.

PREDICTION OF SELFCARE

Another aim of this present study was to discover if
selfcare could be predicted from the other three major
variables. Selfcare could not be so predicted from the
Health Questionnaire results but could be predicted on

the Mini{ results from Locus of control and Health Concept.

Thus the MiniQ is claimed to be a useful tool for predict-
ing selfcare agency.

INTERPRETATION OF DESCRIPTIVE FINDINGS

Who defines health as what?

In the present study variations in conceptions of health
were not related to socio-economic factors, which is con-
sistent with the comment of Brearley et al. (1978) who
say that "it is quite possible that when data (on lay
definitions of health) are collected, explanations for
variations in lay conceptions will not be found in

simple social class positions"™ (ibid, p.16). The variat-
ions in definition appear to be determined more by the
influence of the subjectively experienced health state,
and the perceptual set of the definer. As is shown in
Figure 6 - 1 (p. 144) the three options for describing
health were chosen unevenly across groups. (It is to
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be noted that three groups represented on Figure 6 - 1

are not random samples: the results are included however
because they illustrate this present discussion.) In the
present study 57% of respondents described health in terms
of feeling well, 26% in terms of functional ability and only
17% described it as an asymptomatic state. By comparison
with the latter result of 17%, 31%¥ of patients and 43¥ of
medical students in Baumann's (1961) study described health
as being asymptomatic. Patients and medical students are

assumed therefore to have a perceptual set which is symptom-
oriented.

That employed persons chose the category of feeling well
the most often of all randomly sampled groups is an import-
ant finding. It is suggested that respondents will not
choose functional ability (option, Work) for describing
health if they are already employed. This finding supports
the proposal of a hierarchy of healths (for which see Chap-
ter 2, p. 45f). This hierarchy proposes that those who

are sick will describe health in terms of being asymptomat-
ic, and that those who are either working or are not
functionally impaired will describe it in terms of feeling
well (option, Fun). Wilson was perceptive when he asked,
"For what are we healthy? Just for the fun of it!"
(Wilson, 1975; p. 119).

Who has what sort of health?

The present study found a positive relationship between a
health state subjectively perceived as better than good and
high scores on Selfcare, as did Langlie (1977). There was
also a statistically significant relationship between upper
socio-economic status and internality on locus of control,
which in the light of the earlier discussion could suggest
that the person who belongs in the socio-economic groups

2 and 3 (Elley and Irving, 1976 and Irving and Elley, 1977)
- i.,e., the upper of the two divisions in the terms of

this present study - could be expected to be better dispos-
ed to selfcare behaviours than the person in the lower
socio-economic division.

The data showed also that persons who are married report
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having better health than persons who are not and that those
of higher socio-economic status repurt better health than
those of lower socio-economic status. These findings are
consistent with the survey results described on p.105 of
this present study.

Behaviours of the person who wants better health

Hood and Farmer (1974) suggested the liklihood that relation-
ships would occur between being a consumer of the health

care system and being dissatisfied with personal health,

and between a person's selfcare practice and his satisfact-
ion or dissatisfaction with his own health. In the present
study there was no relationship in either case.

Effects of the value placed on health
upon other perceptions and behaviours

Use of Rotter's (1966) I - E locus of control scale has pro-
duced findings which show a positive relationship between
ILC and health behaviour (Langlie, 1977; Strickland, 1977).
W¥here ILC and health behaviour have not been found to be
associated the failure has been attributed to the use of
the generalised I - E scale in a situation where the invest-
igators have failed to treat, as a separate variable, the
value placed on health. Green et al. (1977) point out
that the wWallston et al. (1976b) Health locus of control
scale has predictive validity for health behaviour (which
is a part of selfcare) and that the prediction of selfcare
from ILC can be expected to increase when health is valued
highly relative to other values. They go on to say that

it will not be sufficient for selfcare programs to

increase internality of control (in clients) unless

(the clients) already place a high value on the health

goal or practice advocated. But if (the clients)

value the health goal or practice their internal

control of reinforcement becomes a crucial factor

in their selfcare practice. Measurement of (health)

locus of control and the value placed on health is

therefore as important as measuring health know-

ledge. Green et al. 1977, p.171.
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Green et al. are speaking here of health locus of control

as measured by Wallston et al.'s (1976b) scale but the

point they make concerning the value placed on health (i.e.,
the salience of health) is important. The Health Questionn-
aire did not include a question designed to assess the value
placed on health, relative to other values, but one quest-
ion ( Q.9) asked, "How desirable is first-rate health for
you?" All responses fell within the three positive categor-
ies of the 7-point scale. These three categories were:
Exceedinly desirable/most desirable/fairly desirable. (The
fourth category was 'meither desirable nor undesirable.)

Regression analyses showed that for none of the major var-
iables (Selfcare, Health concept, Locus of control, Location
of Blame for illness) could high scores be predicted from

a response (on the health desirability question) of 'exceed-
ingly desirable'. However persons who scored as internal

on locus of control were likely to choose 'most desirable’,
and persons who did not attribute the cause of illness to
self-related factors were likely to choose 'extremely desir-
able' to describe the desirability of first-rate health.

It is suggested that if good health is perceived to be 'very
desirable! it is likely that health will be valued highly
relative to other values and that this being the case the
value on health has contributed to the association which

was found between locus of control and selfcare scores.

Respondent profiles

Selfcare

The person in the present study who scores high on selfcare
blames illness on to self-related causes and is categorised
as IIC. (S)he has better than good health and is satisfied
with it, and describes health in terms of exhilaration and
opportunity. The person who scores low on selfcare is dis-
satisfied with his health which he reports as being less
than good. He probably will say that people want healih

in order to avoid the distress of being ill.
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Locus of Control

The person who is categorised as ILC is of upper or middle
socio-economic status but is not of any particular marital
status or age group. (S)he describes health in terms of a
feeling of wellbeing (option, Fun) but believes that people
want health either to be able to do things (option, Work)
or for the exhilaration it affords (option, Fun). The
option, Avoid distress, (being asymptomatic) is chosen less
frequently by ILC scorers (13.2%) than by the whole sample
(17.2%). The ILC person's concept of health is that health
is good, active and potent. The implication that clients
need to be ILC to be effective selfcare (or health) practit-
ioners appears to be supported. The ILC scorer scores high
on selfcare and on health concept and perceives the cause
of illness as not being due to environmental factors.

On the other hand the person who scores as ELC scores low
on health concept, says people want health to avoid the
distress of being ill, and perceives the cause of illness
to be due to environmental factors.

Synergic: combinational cause of illness

The person who perceives that illness is due to an interact-
ion of self-related and environmentally-related factors is
likely to be aged 34 or under and to perceive that by the
exercise of personal responsibility certain semi-preventable
illnesses can be avoided. (S)he may also perceive health

as being active, potent and good.

Avoid distress: reason for wanting health

The person who chooses 'to avoid distress' as the reason
that people want health scores as ELC, and scores low on
Health concept and on Selfcare. Although only four persons
chose 'to avoid distress' both for describing health and
as the reason that people want health it is enlightening
to examine these respondents' scores for other variables.
It can be seen that all four scored low for Health concept
and all scored mid-range (i.e., neither ILC nor EIC) on
Locus of control. All scored very low on Self (i.e., they
did not blame self-related factors for illness). The
highest Z score obtained for the variable Self from these
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four respondents was Z = -1,79. On Selfcare three scored
low and the fourth did not score highly. The relevance of
this will be demonstrated below (see Health Grid).

MINIQ: THE REFINED QUESTIONNAIRE

The MiniQ is a refined version of the Health Questionnaire,
(see Appendix Ii). The Questionnaire was designed to furnish
results which would give an indication of readiness for
selfcare. One advantage of the refined version is that its
length is more appropriate for use with unwell persons.

The MiniQ consists of the items already mentioned (p. 133-
136), the two questions relating to perception of health
(i.e., Want Health and Describe Health, questions 5 and 6

in the Health Questionnaire) and the health self-report

item (question 8 in the Health Questionnaire). It has al-
ready been mentioned that the two health perception questions
emerged as core variables (see Figure 5 - 2, p. 127).

For the final version of the MiniQ the original Location
of Blame questions, which were demanding of the respondent
and which required a complicated scoring procedure, are
replaced with a forced-choice item having three options.
This is shown below as Table 6 - 1.

Table 6 - 1: Forced choice options for the Location of
Blame question, MiniQ.

Not taking care Germs and/or "Getting" some-

of oneself and/ environmental thing when one

or Part of the hazards is "run down."

body not working

properly.

Variable=Self Variable= Variable=Synergic

Environment

Self-related Environmentally Interaction of

blame related blame Self- and Environ-
mentally related
blame
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The 28 item MiniQ is presented as an assessment instrument.
Responses are scored using the scoring code shown in Append-
ix Iii and the results are entered on the form shown as
Figure 6 - 2 by marking the appropriate boxes.

Criteria for high and low categories, Major variables

Table 6 - 2 sets out the cut-off points which define high
and low categories for the three MiniQ variables, Health
concept, Locus of control and Selfcare. The criterion used
to establish such a cut-off point is a Z score of greater

than, or equal to .5 and -.5 for the high and low categories
respectively.

Table 6 - 2: Sample size, means and standard deviations,
and score range for high and low categories
for the three MiniQ major variables.

Variable N | Mean | SD Range*
High Low

Health concept 82 117.9] 5.3 21| % 15
Locus of control| 85 | 7.6| 2.3 7 9| 6
Selfcare 86 | 7.8 1.8 > 915 7

* 5 : greater than, or equal to
c : less than, or equal to

MiniQ Scoring Guide

The results of the MiniQ data analysis are consistent

with the results of the Questionnaire presented as Figures

5 -1 and 5 - 2, pages 114 and 127. Figure 5 - 2 can be
augmented from the MiniQ results. The additions, for

which see Figure 6 - 2, p.151, dotted lines, are as follows:

(i) High selfcare scores can be predicted from ILC
therefore the arrow from ILC to high selfcare
has been added.

(1i) The continuous variables Selfcare and Locus of
control are positively correlated, therefore it is
assumed that the person who chooses 'avoid distress'
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for Want Health and thus is likely to score low on
selfcare will also be likely to score low (i.e., EIC)
on locus of control. The arrow from 'avoid distress'
to ELC indicates this addition.

(iii)Because the continuous variables Selfcare and locus of

(iv)

control are positively correlated it is also assumed
that the person who chooses 'Fun' for Describe Health
and is thus likely to be ILC will also be likely to
score high on selfcare. The arrow from Describe Health
(Fun) to high selfcare indicates this addition.

The continuous variable Health concept can be predicted
from the continuous variable Selfcare, therefore the
person who chooses 'avoid distress' for Want Health

and thus is likely to score low on selfcare may be
assumed to score low on Health concept also. The

arrow from Want Health (avoid distress) to low Health
Concept indicates this addition.

The Discrepancy variable (i.e., being satisfied/dissatisfied

with

one's own health) is not included as a gquestion in the

MiniQ but is retained in the form for its predictive inter-

est.

Reference to Figure 6 - 2, p. 151, shows that

(1)

(i1)

the person who chooses 'avoid distress' for Want Health
is 1ikely to score low on Health concept, Selfcare,

and Locus of control (i.e., be ELC), and may be some-
one with poor health;

the person who chooses 'work' for Want Health has
better than good health and is satisfied with it.
Because (s)he chooses a different option than 'work'
for describing health (s)he will probably choose 'fun'.
Fifty-one percent of those who chose 'work' for Want
Health chose 'fun' to describe health, but only 18%
chose 'avoid distress';

(iii)the person who chooses 'fun' for Want Health has better

than good health, and may have excellent health. (S)he
is satisfied with this health status and is likely to
choose 'fun' to describe health. The person who chooses
"fun' to describe health is likely to be ILC and to

score high on Selfcare. (S)he will probably not

perceive the cause of illness as environmentally related,



18

e a5
31 =

34

o )

QeTIB2A aI0) usanlaq sdiuysuor)y

._-}E

L]
e

aI1¥d HITVIH

roor
*Own Health

Fun

1f|' OI‘]’(

Avoid Avoid
Distress B |

uhanky, DBESTLRS

Core Variables

W ELLNE S ¢

Locus

@&oveﬂ\* 2180 VeI
11C High
ELC Low

6&und mﬂ [15&und ef

LEV RS |

ey et guee ome eSS .

9&over

Hi nh]

i

T&under

Health Coun.

Ma jor

Variables

i e

- N i 30—'_\
.J(wllC(!IOgmaﬁc*)& e;"((‘!ﬁ‘

Blame

—




154

The Health Grid

Having established these associations it is now possible
also to conceptualize a 'Health Grid'. This Health Grid,
for which see Figure 6 - 3, p.153, portrays all that is
shown on Figure 6 - 2 (p. 151) in a way that better demon-
strates the relevance and usefulness of the model.

A Scoring guide filled in from data from a randomly selected
questionnaire (code number 87) is presented as Figure 6 - 4
(p. 155) in order to illustrate the interpretation of a
completed scoring guide. In this particular case the resp-
ondent chose 'to avoid distress' as the reason that people
want health. As predicted he scored as ELC on Locus of
control, and low on Health concept. His Selfcare score was
slightly higher than predicted but not high enough to be
classified in the high category. This respondent rated his
health as good but was not satisfied with it. Although the
respondent chose as the reason people want health the option
'avoid distress' he chose 'ability to work' in describing
health. Thus the Want Health/Describe Health options varied -
the respondent was non-coincident. His Location of Blame
for illness result is entered for interest. It was not
Environment as predicted but neither was it the reverse.

He scored 'No' for Synergic. These results, set out on
Figure 6 - 4, are reproduced as a profile on the Health

Grid shown as Figure 6 - 5, p. 156.

The Health Grid illustrates the concept of a hierarchy of

of healths (cf. p. 45). The options chosen for the variables
Want Health and Describe Health are associated with predict-
ed results both for the variable Own Health and for the

four major variables. Thus a person who is ill or whose
health is poor may be expected to choose the 'avoid distress'
option as the reason that people want health, and to describe
health similarly. A person who is convalescing may be ex-
pected to choose 'ability to work' as the reason that

people want health, and to describe health similarly, and

a person who is employed and/or has no functional limitat-
ion may be expected to choose the 'fun' option for both the
Want Health and the Describe Health variables. The Health
Grid also illustrates the concept of 'readiness' for a

selfcare approach to personal health care.
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USE OF THE MINIQ AND HEALTH GRID
IN NURSING PRACTICE

Quizzes pstensibly designed to allow respondents to know
more about themselves appear in magazines with a frequency
that attests to their popularity. Thus the MiniQ, a short
gquiz offered for use by nurses with clients, is expected
to arouse the clients interest.

Results derived from the MiniQ furnish a descriptive pro-
file of the client's perception of health, locus of control,
selfcare propensity and location of blame for illness.

The results also give a predictive tool for assessing

client readiness to benefit from a selfcare nursing approach,
and a measurement tool by which profile changes can be
demonstrated over time.

The nurse scores the MiniQ which the client has completed
and fills in the profile derived from the results on the
Health Grid. The presentation of the result to the client
provides an opportunity to discuss the ways in which both
health and location of blame for illness can be perceived.
A simple statement to the client that the trend illustrated
by the profile gives the nurse an indication of the ways

in which she can best be of assistance to the client is all
that will be regquired. The nurse however will focus on

the results shown for selfcare and for locus of control

on the Health Grid. If both are high the client will have
Minimal Difficulty (Redman, 1978) in collaborating in a
selfcare nursing approach. If both these variables are
scored low the client may have Intermediate Difficulty
with, or Delayed Readiness for, the selfcare mode of health
care.

Readiness for a selfcare approach to health care

Redman (1978) in discussing patient education says that
giving health information is insufficient on its own:
patient education occurs when the client is helped to put
the information to use - i.e., to enact it. However
patient education programs have failed to differentiate
the various categories of difficulty experienced by the
client. An estimation of amenability to educational
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therapy for selfcare can be made on the basis of the

class of difficulty presented by the client. Redman says
that the categories range from Profound Difficulty (where
the client is judged not to be amenable to educational
therapy) through Maximal, Intermediate, and Minimal Diff-
iculty to Delayed Readiness (where the client's motivation
is inadequate for the task of learning). "In categorizing
classes of difficulty the implication is that patients
falling in different categories need different instruction-
al tracks in terms of time, kinds of teaching materials
and assistance with motivation" (Redman, 1978; p.13%65).

Motivation for a selfcare approach to health

Another sort of differentiation can be assessed from the
Health Grid profile. Becker, Drachman and Kirscht (1974)
and Becker and Green (1975) describe the concept of health
motivation as having four components, three of which are

the perception of physical threat, the perception of person-
al control over health matters, and a general health concern.
Scores on the variables Environment, lLocus of Control and
Health Concept can be expected to reflect to some extent a
client's motivation to engage in selfcare for health.

Hardy and Conway (1978) also believe that perception of
control will emerge as one of several indicators of health-
related behaviour and therefore will reflect motivation.
Motivation to seek health-related information has been
demonstrated to be a joint function of a person's locus of
control beliefs and the value that is placed on health
(Wwallston et al., 1976).

Client motivation for selfcare will also be associated
with the value which is placed on health, relative to
other values. When a high value is placed on the health
goal sought any program aimed to increase internality of
locus of control and selfcare agency can be expected to
be effective.
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The contribution of nursing care to advancement
of client selfcare on the basis of orientation
on Locus of Control

The client who is internal on locus of control is more
likely than his external counterpart to better his own
health, The relationship between internality and self-
care agency is an interactive one. If internality on
locus of control is increased the client will be more
likely to augment his selfcare repertoire, and when a
selfcare repertoire is enlarged the client will be likely
to increase on internality because of his greater compet-
ence and autonomy. Internality can be fostered either by
using the counselling technique of Reimanis and Shaefer
(1970) - c¢f. p.69 of this present study - or by reinforc-
ing those independent selfcare behaviours which are
already being undertaken. In addition to the the verbal
identification of those behaviours which the client is
currently exercising will contribute to the client's
recognition of personal agency in selfcare.

On the basis of the study done by Best and Steffy (1975)-
referred to earlier in this present study on p. 69 -

it is suggested that the nurse be guided by the client's
locus of control orientation when she attempts to foster
selfcare competency. A client who is external may respond
better to situational cues and reinforcers whereas the
internal client may be best served by the provision of
appropriate information. The internal person differs from
the external person not only inthe extent to which he

will seek and use information (DuCette and Wolk, 1973)

but also in his cognitive activity (Seeman, 1963). The
external person is more likely to comply with the influence
attempts of the nurse especially if the source of that
influence is perceived to be a person of high status
(Biondo and MacDonald, 1971). Seeman (1971) points out
that people who feel powerless (i.e., externals) do not
believe that knowledge which is relevant to the exercise
of control can be put to any use.

Dua (1970) found that a behaviourally oriented action
program was more effective than a conversational re-
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education one for increasing internality. The implication
of this for nursing is that at every oprortunity client-
actioned selfcare behaviours be taught and reinforced as
they recur. Once the cycle of increased internality ——
greater selfcare agency —> increased sense of competency
——» increased internality is set in motion an improvement
in health, leading to an experience in wellbeing, may be
expected. This in turn should act as a health reinforcer
to selfcare practice thus providing the condition for
self-perpetuating selfcare to be harnessed (as discussed
earlier, p.77f) in the pursuit of high level wellness.

A

A nurse who is guided by the client's orientation on

locus of control in her attempts to foster selfcare auton-
omy will be doing what Redman (1978) enjoins. In respond-
ing to client variables she will use different instructional
tracks, different kinds of teaching material, and different
levels of assistance with motivation for internal .and
external locus of control clients. By using the MiniQ

and the profile derived from it, it is expected that the
nurse will be able to assess client readiness for a
selfcare nursing approach and to tailor her selfcare
nursing intervention to the control orientation of the
client. If the MiniQ is administered prior to the client's
discharge it is expected that a change toward a higher
profile will be evident. This change can not be expected
to be very great for the variable Selfcare because there
are only five of the 13 items which would unquestionabkly
allow a changed response. In particular it is expected
that results for the variables Want Health and Describe
Health will have moved up on the profile. The concept of
a hierarchy of healths (see p. 45f of this present study)
would thus receive support, given that the client's health
just prior to discharge had improved from his health
status at the commencement of treatment.
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SUMMARY AND CONCLUSION

This thesis has considered selfcare as a model for health
care, health as the goal of selfcare, and the citizen as

a selfcaring health practitioner. Evidence has been ad-
vanced to support the claim that a person's readiness to
engage in personally initiated selfcare, or to collaborate
in professionaly assisted selfcare, will be a function of
the relationships between the four major variables, Locus
of Control, Health Concept, Selfcare and Location of Blame
for illness. It is further claimed that the MiniQ Health
Questionnaire and associated Health Grid used in this
study illustrzte the hierarchy of healths and have
descriptive, predictive and measurement capabilities.

The tool is offered for use in clinical practice.

The recommended MiniQ Package would include, in addition
to the MiniQ itself (see Appendix Ii), & copy of the
MiniQ Scoring Code (see Appendix Iii), a set of instruct-
ions for the administration of the MiniQ, a copy of the
Scoring Guide (Figure 6 - 2, p. 151) accompanied by the
criteria for high and low categories (from Table 6 - 2,
p. 150), and a copy of the Health Grid (Figure 6 - 3,

p. 153) on which the profile derived from the scores is
to be entered. The MiniQ Package would also include
guidelines to the nurse for the interpretation of the
results and for the tailoring of selfcare guidance to
the individual client's requirements.
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It is most important that you respond to

ALL questions.

G
Ak Under | 20-34) 35-49 | 5064 | 65 and
20 over
SEX
Male Female
MARITAL
AT Never Married Widowed, or
Married or Divorced, or
De Facto Separated,or
Solo Parent
Tick ONE box only
OCCUPATION

Please enter here
and include a brief des-
cription of your work.

In your opinion what is the MAIN reason why people want good health 7

To be able For the To avoid the
to work & exhilaration distress of
look after and being i1l
themselves opportunity

it affords

Tick ONE box only

In your opinion which of these three statements BEST describes what Health is.

Having a Not having | Feeling
feeling of anything "balanced'
real wrong with enough to

wellbeing you work and
do things.

Tick ONE box only



The following is a list of pairs of words, (eg, Following.. ...Lea.ding}.

These are words which might be applied to "HEALTE"

For each pair put a tick (J) in one of the spaces on the scale to show how
close one word of the pair comes in describing Health.

A tick placed in the middle of the scale -indicates that neither word in that
pair is applicable in describing Health. A word that is 'spot on' for
describing Health will have a tick put right beside that word - ie, at one
end of the scale.

For example; Say the word to be described was Arithmetic, and the pair of
words provided was Easy.....Hard. If you thought Arithmetic
was fairly easy you would put your tick here -

Basy 1 _1¥1_1_1_1_1_1 Hard

Record your first reaction regardless of how unrelated the word HEAITH and

the gther words appear. There are no right or wrong answers. Work fast.

Do not struggle over particular jtems.

HEA

is:

Following .11 . Leading
Pleasurable < S | 1. Painful
Passive 1.3 1 s A Active
Open s A I 1 3 Closed
Colourful 7 I MO | s Colourless
Good 1.3 g Bad
Small S P A | T _ Large
Beautiful s (O T | i Ugly
Cowardly 2 R (= 3 Brave
Hot 5 Pk Y | x [ Cold
Calm s R N | 2 B Excitable
Boring 2 ERL R o Interesting
Strong B a P Weak




8 How do you rate your own health 7
Very Fair to F Very
Excellent Good Good Middling air Poor Psor
Tick ONE box only
9 How desirable is first-rate health for you 7
Extremely | Most Fairly Neither Fairly Most Extremely
Desirable | Desir- Desirable | Desirable Undesir— | Undesir- | Undesir-
able nor un- able able able
desirable
Tick ONE box only
10 If you had each of the conditions listed below, what do you think would be
the most likely cause, or causes 7
ENTER ONE OR MORE CAUSES FOR EACE CONDITION.
A heavy chest cold
A severe headache
"Nervy' or depressed
Heart racing/pounding
A stomach upset i
11 When people get the conditions listed below, do you think it is due to CHANCE I

or to FAILURE to take proper precautions ?
Tick the box which indicates your answer.

CHANCE

FAILURE to take
Pprecaution

E

uberculosis.

(TB)

A bad cold

Poliomyelitis.(Infantile paralysis)

Tetanus.

(Lockjaw.)

Heart Disease

=

Diphtheria
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Here is a list of possible reasons for illness.

A virus or germ

Something you are born with

Not looking after yourself

Bad luck

Bnvironmental Pollution

Part of the body not
working properly

Modern lifestyle

Feeling frustrated or depressed
about trying to cope

Not enough rest and exercise

Poor living conditions

Some of the above reasons
in combination

Firstly:

Underline the 3 which
in your opinion are the
most important reasons.

Secondly:

For the three you have
underlined, put a
number, (1,2 or3), in
the bracket provided
to indicate the order
of imrortance of your
3 choices.

(1 =most important. )
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BESIDE EACH OF THE STATEMENTS BELOW,
ENTER A TICK IN THE APPROFRIATE PILACE

TO SHOW HOW MUCH YOU AGREE OR DISAGREE.

In the long run, one gets the respect that one
deserves in this world.

If you work at it you can stay in good health.

It is difficult for people to have much control
over the things that politicians do.

[People can overcome bad luck if they try.

[People who can't get others to like them don't
lunderstand how to get along with people.

It is usually best to hide one's mistakes.

Events usually take their own course, no
imatter what you do.

[Heredity has the major role in determining
one's personality.

[With enough effort we can wipe out political
corruption.

A rerson's worth often passes unnoticed, no
Imatter how hard he tries.

This world is run by a few people in power, and
‘there's not much the little guy can do about it.

No matter how hard you try, some people just
don't like you.

Good health is more a matter of luck than what
la person does about hLis health.

[The average citizen can have an influence on
government decision-making.




e
14 If you were very overweight which of the following three 'treatments'
would you prefer to adopt 7
Take a slimming Join Plan and follow my
pill before meals., |Weightwatchers. own diet and exer-
cise pregramme.
Tick ONE box only
15 If you had a weak heart and were advised by your Doctor to cut down
on certain activities, which of the following options would you be
most likely to choose ?
- Follow the JDespite the Cut right down
Doctor's Doctor's on all activities
recommendation recommendation so as to be really
and cut down continue some safe.
activities so favourite activit-
as to maintain ies at a reduced
the best possible | level, accepting
condition. the risk.
Tick ONE box only
16 If you were ill, how much

"say' would you want to have concerning

your care or treatment ?

Be informed, and
take a share in
making the final
decision about

the care.

Do exactly
as the

Doctor says.

Be given the
opportunity to
discuss and under—
stand the Doctor's

orders.

Tick ONE box only
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VWhich of the following statements
are true for you 7
TICK ONE BOX ONLY FOR EACH STATEMENT

NOT
TRUE

NoT

/1 have consulted a Doctor or Public Health Nurse
within the past 2 years.

2 I belong to at least one Social or Recreational
Organization or Club.

c
belong to at least one Community or Church ™service"
Group. (Eg, Meals on Wheels, Rotary, Jaycees, etc.)

d
//,1 sleep on a firm non-sag mattress.

;?ﬁach week I spend some time doing something I enjoy.

/I have belonged to a health-related group. (BEg, Keep Fit,

Weightwatchers, Stop Smoking, FPiunket Mothers, etc.)

;9,1 have made a change in my lifestyle in the interests of
being more healthy. (Eg, Stopped smoking, started
taking more exerrise, cut right down on alcohol intake,
decided not to bear grudges, =adjusted food intake, etc.)

n

///i have been immunized for at least 2 of the following:
Tetanus(Lockjaw), Diphtheria, Whooping Cough, Measles,

Smallpox, Poliomyelitis.

have taken a cold vaccine or been immunized for 'Flu
in the past 3 months.

j/f cook with, or eat food cooked with, iodised salt.

.4
//& have been to the dentist within the past 12 months.

“Ae T out my finger with a cut about 4" (5mm) deep and
1" (25mm) long, I would rather treat it myself than

go to the Doctor.

yrr I had a bad back I would be just as likely to go to
a Chiropractor as to a Doctor.

f my Doctor disapproved of Chiropractors I would still
go to one if I wanted to.

o
h/’& have asked a Chemist for advice on a health matter
recently.

:}’; have had a Medical checkup in the past year.




to which this applies for you.

Continued.
NoT ROT
TRUE| TRUE ] SURE
17

}/I have been ticketed for a driving, (not parking), offence.
T/ tend to get involved in Pressure Group/Political

activity where Health matters are concerned.
% would want to attend a local meeting arranged to

discuss some important health matter. (Eg, PFaulty

sewage disposal, Water fluoridation, etc.j
t I sometimes consult Health reference books.
YW I like reading health-related articles.
v

I do not smoke tobacco.

I keep a check on my weight. (ie, weigh myself at intervals)
x
/I keep my weight in check. (ie, I keep within the limits

recommended for my height and build.)

R Y
P Indicate by a tick in the lMOSl‘ SOME
appropriate box the extent ALWAYS |TIMES | TIMES|ELDOM | NEVER

As a driver or front seat passenger
I use the seat belt when travelling.

N

I brush my teeth after meals/snacks.

I get as much sleep as I need.

I eat too much.

I drink too much alcohol.

I eat a balanced diet which
includes vegetables and protein.

I wash my hands after going to
the toilet.

I wash my hands before preparing food.

SN
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Continued

MOST | SOME

ALWAYS| TIMES| TIMES |SELDOM

For short trips I walk," jog, or
cycle rather than use a motor vehicle.

o

I have a 15 minute walk, (or bicycle
ride) outside each day.

5,

use the stairs in preference to
ing the lift.

I drive when I have been drinking alcohol.

When TV shows a health program, I watch it.

NN

PLEASE CHECK BACK TO
SEE THAT YOU HAVE NOT MISSED
OUT ANSWERING ANYTHING.

ALL ANSWERS ARE OF VALUE

THANK Y 0U

BRI AR N




APPENDIX B

SCORING

CONVENTION

For Variable list and cuestion numbers see Table 4-2,p.106.

Variables which yielded nominal data were: Sex, Marital,
Consumer, Want health, Describe health and Coincidence
(i.e., variables 2,3,5,6,7,8). The variables Age, SES,
Own health and Discrepancy (i.e., 1,4,10,11) had ordinal
data. All the other variables (i.e., 9, 12-19) had inter-

val data. The variables were scored as follows.

Ma jor Variables

Health concent The "intensity" of health concept was
measured by use of the semantic differential. The score
for each of the 13 dimensions (see Question 7) ranged from
1-7 with the score of 4 (being central in the scale, and
indicating 'neither') being omitted from the calculations.
Scores for dimension numbers 2,4,5,6,8,10,13 were reversed.

The higher the score the more 'intense' the health concept.



APPENDIX B (cont'd)

Selfcare Questions 14-16 scored 0-2 devending on the
ontion chosen; ocuestions 17-18 scored 0-3. (See Apvendix

¢, scoring guide.) For aquestion 17, attitude and universal
selfcare responses scored 1 and behavioural resnonses scored
3. In one case (17s) where the attitude was about engag-
ing in a political selfcare behaviour the score was 2. For
cuestion 18 a score of 2 or 1 was poscible for each item.
For the nurvoses of factor analysis all the 39 items which
made up the selfcare variable were scored as 0-1-2 because
a factor analysis requires that all items in one variable
have the samemaximum value.

Locus of Control Of the 14 items which made up this var-

iable items numhered 6 and 8 were not scored because they
were filler items. Possible scores on the other 12 items
were 1-5 with 3 (the centre of the scale indicating 'neith-
er') being omitted from the calculations. Scores were
reversed on items 3,7,10,12,13. The higher the score the
more 'internal' was locus of control.

Location of blame for illness.

(i) Inout The score was constructed by allocating one
point for every ohrase or word which expressed an
idea either of a personal (self-related) source or
cause of illness, or of an environmental source or
cause, or of personal and environmental causes in
interaction. (See Aprendix E.) One point was also
allocated for 'dont know' or omitted responses. The
percentage of personal resvonses to the total resvonse

score was used as the score for the variable, Inout.



(ii)

APPENDIX B (cont'd)

(The percentage of interactional resnonses furnishes
a pvart of the score for the variable, Synergic. Both
the Inout and the Synergic scores were also used in
scoring question 12 - see below.) The higher the
Inout score the more self-related was the location of
blame for illness.

Self This was a composite score for self-related
location of blame for illness. The variable, Self,
made use of the Inout score of question 10. The Self
score was constructed thus: Take Inout score, add
100, add score for question 12 (for which see below),
divide by 10 and round to nearest number.

Scoring aquestion 12. Of the 11 options provided,
five related to the self, five to the environment and
one to interactional factors. (See Appendix C, Quest-
ion 12.) Three options were chosen and ranked,

scores1 being allocated as follows:

1.

It was not until the data analysis had been completed
that it was realized that the rank-scoring convention
for the variasbles 'Self', 'Synergic' and 'Environment'
could have been improved to give a more even coverage
of scores from 100 to 10. See Apvendix F.



APPENDIX B (cont'd)

Number Type Ranks Score
of of of
options options options
3 g P 100
Self-
2 1,2 90
related
2 1. 3 80
(i.e,
& personal 22 70
1 or P.) 1 30
1 2 20
1 3 10

(iii) Synergic If the one interactional-cause option

(iv)

was chosen in aquestion 12 it was given a score of
30 for rank 1, 20 for 2 and 10 for rank 3.1° The
final synergic score was constructed thus: Take
the interactional score from the Inout variable,
(see above), multiply by 4, add the interactional

score of question 12 and divide by 10.

Environment The 'environmental' options of quest-

1.
ion 12 were scored in the same way as were the

self-related options (see above Table.) The result-
ing interval score was then coded as ordinal thus:
100 coded as 7, 90 as 6, 80 as 5, 70 as 4, 30 as 3,
20 as 2 and 10 as 1.

1

* See footnote, vrevious page.
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Supplementary Variables

Health

Want Health One of the three options from 'Fun’',
Describe Health '"Work', 'Avoid distress' was recorded.
Coincidence If the same category of option was

chosen for both ocuestions, 5 and 6, the respondent was
coded 'coincident'. A resvondent could be coincident for
'"Fun', 'Work' or 'Avoid distress'. If the options chosen
did not belong in the same category the respondent was
coded as 'non-coincident.'

Own health was scored over a range from excellent to poor.

Salience The desirability of first rate health was scored
over a range from 'extremely desirable' to 'extremely
undesirable’'.

Discrevancy The discrevancy between exverienced and desir-

ed health was assessed as follows: Both cuestions 8 and

9 were scored from 1-7 with 7 being at the most positive
end of the scale (i.e., exceedingly desirable for question
9 and excellent for cuestion 8). The discrepancy between
these two scores vprovided the discrepancy index within
which scores could range from 1-6. If for example there
were four noints between Own health and Desired health
with the latter being the greater the code was 6 but if
there were no discrepancy the code was 2. Where the health
desirability rating was less than the subjective health
rating the code was 1 and was referred to as 'reverse

discrepancy’'.
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Description of resvondent

Age, Sex and Marital status were coded as indicated in

Appendix C.

Socio-economic status was scored by using the Irving and

Elley (1977) and Elley and Irving (1976) indexes for the
New Zealand female and male labour forces, resvectively.
Consumer Those who had consulted a health professional
within the nrevious two years were coded as 'consumer' and
those who had not, as 'non consumer’.

Prevent Perception of versonal responsibility in the
orevention of semi-preventable illnesses was scored by
giving one voint for every citation of 'failure' (rather

than 'chance'). The maximum score was 6.
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It is most important that you respond to

ALL questions.

Please enter here

and include a brief des-
cription of your work,

=
AGE
= Under 20-34 35=49 50-64 65 and
20 over
SEX
Male Femzle
MARITAL
SIATIR. Never Married Widowed, or
Married or Divorced, or
De Facto Separated,or
- Solo Parent
Tick ONE box only
OCCUPATION

To be able For the To avoid the
to work & exhilaration distress of
look after and being ill
themselves opportunity
it affords
N A /

', Tick ONE box only

In your opinion what is the MAIN reason why people want good health %

In your opiniqn\qhich‘of these thre

_\..‘:‘ : o o k“s /-. = :-\"r_/'; )
“Having a Not having " Feeling
feeling of anything "balanced'
real wrong with enough to
wellbeing you work and
do things.

Tick ONE box only

e statements BEST describes what Health is.

,F’}L (22,4 4 C':)'*f;‘;":



(eg, Following.....Leading).
"HEALTH"

The following is a list of pairs of words,
These are words which might be applied to

For each pair put a tick (u’) in one of the spaces on the scale to show how
close one word of the pair comes in describing Health.

A tick placed in the middle of the scale indicates that neither word in that
pair is applicable in describing Health. A word that is 'spot on' for
describing Health will have a tick put right beside that word - ie, at one

end of the scale.

For example;

words provided was
was fairly easy you would put your tick here -

_1_1 Bard

Easy 1 _1¥1_1_

Easy.....Hard.

L

Say the word to be described was Arithmetic,

and the pair of

If you thought Arithmetic

Record your first reaction regardless of how unrelated the word HEAILTH and

the ether words appear. There are no right or wrong answers. Work fast.
Do not struggle over particular items.
HEALTH is:
Following 1.1 -1 *1_121%1 71 Leading
Pleasurable 1 1°151_13121/1 Painful
Passive 1{_-’1__-1 31_121£171 notive
Open 171 5121_13121/1 Closed
Colourful 1 _1-1_-°1_ _;’1_-_1_1 Colourless
Good 171 °1°51_1317%1/1 Baa
small 1012131_1216171 Large
Beautiful 1715121 _13121/1 vay
Cowardly 1.1 7121_151€171 Brave
Hot 171€121_13121/1 coa
Calm 11 31_1519171 Excitavle
Boring 1112131 _1516171 Interesting
Strong 1/151%1_121%21/1 Weak




8 How do you rate your own health ?
Very Fair to ; Very
F.
Excellent Good Good Middling air Poor Base
Tick ONE box only
9 How desirable is first-rate health for you ?
Extremely | Most Fairly Neither Fairly Most Extremely
Desirable | Desir- Desirable [ Desirable Undesir- | Undesir- | Undesir-
able nor un-— able able able
desirable
Tick ONE box only
10 If you had each of the conditions listed below, what do you think would be
the most likely cause, or causes !
ENTER ONE OR MORE CAUSES FCR EACH CONDITION.
A heavy chest cold
A severe headache
'Nervy' or depressed
Heart racing/pounding
A stomach upset
=
11 When people get the conditions listed below, do you think it is due to CHANCE
FAILURE to take
precaution

or to PATLURE +to take proper precautions ?

Tick the box which indicates your answer.

CHANCE

Tuberculosis.

(TB)

A bad cold

Poliomyelitis.(Infantile paralysis)

Tetanus.

(Lockjaw.)

Heart Disease

|

Diphtheria
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Ty

Ty

Here is a list of poscible reasons for illnmess.

A wvirus or germ

Something you are born with

Not looking after yourself

Bad luck

Bnvironmental Pollution

Part of the body not
working properly

Modern lifestyle

Feeling frustrated or depressed
about trying to cope

Not enough rest and exercise

Poor living conditions

Some of the above reasons
in combination

Firstly:

Underline the 3 which
in your opinion are the
most important reasons.

Secondly:

For the three you have
underlined, put a
number, (1,2 or3), in
the bracket provided
to indicate the order
of imrortance of your
3 choices.

(4=most importznt.)




BESIDE EACH OF THE STATEMENTS BELOW,
ENTER A TICK IN THE APPROFRIATE PLACE

TO SHOW HOW MUCH YOU AGREE OR DISAGREE.

In the long run, one gets the respect that one
deserves in this world.

If you work at it you can stay in good health.

It is difficult for people to have much control
over the things that politicians do,

[Peorle can overcome bad luck if they try.

People who can't get others to like them don't

understand how to get along with people.

It is usually best to hide one's mistakes.

Bvents usually take their own course, no
Imatter what you do.

Heredity has the major role in determining
one's personality.

hwith enough effort we can wipe out political
corruption.

A person's worth often passes unnoticed, no
fnatter how hard he tries.

This world is run by a few people in power, and
there's not much the little guy can do about it.

o matter how hard you try, some people just
on't like you.

ood health is more a matter of luck than what
person does about his health.

he average citizen can have an influence on
government decision-making.

Wt )

Y




14 If you were very overweight which of the following three ‘'treatments'
would you prefer to adopt 7
Take a slimming Join Plan and follow my
pill before meals. |Weightwatchers. ovn diet and exer-
cise pregramme.
T —
= /
Tick ONE box only
15 If you had a weak heart and were advised by your Doctor to cut down
on certain activities, which of the following options would you be
most likely to choose 7
Follow the Despite the Cut right down
Doctor's Doctor's on all activities
recommendation recommendation so as to be really
ant cut down continue some safe.
activities so favourite activit-
as to maintain ies at a reduced
the best possible level, accepting
condition. the riske.
I - £
Tick ONE box only
16 If you were ill, how much 'say' would you want to have concerning

your care or treatment ?

Be informed, and Do exactly Be given the
take a share in as the opportunity to
making the final Doctor says. discuss and under-
decision about stand the Doctor's
the care. orders.

) O /

Tick ONE box only




17

Which of the following statements
are true for you ?
TICK ONE BOX ONLY FOR EACH STATEMENT

NoT
TRUE

NOT
SURE

I have consulted a Dector or Public Health Nurse
within the past 2 years.

b
belong to at least one Socizl or Recreational
Organization or Club.

c
belong to at least one Community or Church "service"
Group. (BEg, Meals on Wheels, Rotary, Jaycees, etec.)

d
//,I sleep on a firm non-sag mattress.

e
//éach week I spend some time doing something I enjoy.

have belonged to a health-related group. (Eg, Keep Fit,
Weightwatchers, Stop Smoking, FPiunket Mothers, etc.

;?/I have made a change in my lifestyle in the interests of
being more healthy. (Eg, Stopped smoking, started
taking more exerrise, cut right down on alcohol intake,
decided not to bear grudges, adjusted food intake, etc.)

n

/I have been immunized for at least 2 of the following:
Tetanus(Lockjaw), Diphtheria, Whooping Cough, Measles,

Smallpox, Poliomyelitis.

have taken a cold vaccine or been immunized for 'Flu
in the past 3 months.

% cook with, or eat food cooked with, iodised salt.

:;fi have been to the dentist within the past 12 months.

;/&f I cut my finger with a cut about 4" (5mm) deep and
1" (25mm) long, I would rather treat it myself than
go to the Doctor.

m
//éf I had a bad back I would be just as likely to go to
a Chiropractor as to a Doctor.

f my Doctor disapproved of Chiropractors I would still
go to one if I wanted to.

o
’//& have asked a Chemist for advice on a health matter
recently.

% have had a Medical checkup in the past year.




17

Continued.

NoT
TRUC} TRUE

NOT

SURE

% have been ticketed for a driving, (not parking), offence.

%1 tend to get involved in FPressure Group/Political
activity where Health matters are concerned.

%f would want to attend a local meeting arranged to
discuss some important health matter. (Eg, Faulty
sewage disposal, Water fluoridation, etc.i

t I sometimes consult Health reference books.

YT like reading health-related articles.

v/
I do not smoke tobacco.

I keep a check on my weight. (ie, weigh myself at intervals)

x
/I keep my weight in check. (ie, I keep within the limits
recomended for my height and build.)

18

Indicate by a tick in the MOST
appropriate box the extent ALWAYS |TIMES
to which this applies for you.

SOME
TIMESESELDOM

As a driver or front seat passenger
I use the seat belt when travelling.

<

I brush my teeth after meals/snacks. 2 J

I get as much sleep as I need. -~ f

I eat too much.

I drink too much alcohol.

I eat a balanced diet which -
includes vegetables and protein.

I wash my hands after going to
the toilet.

I wash my hands before preparing food. 3 ]

ASERARERE




Continued ALWAYS

MOST
TIMES

SOME
TIMES

SELDOM

1/ For short trips I walk, jog, or

eycle rather than use a motor vehicle.

J /1 have a 15 minute walk, (or bicycle
ride) outside each day. -

k I use the stairs in preference to

using the 1lift.

I drive when I have been drinking aleohol.

When TV shows a health program, I watch it.

PLEASE CHECK BACK TO
SEE THAT YOU HAVE NOT MISSED

OUT ANSVERING ANYTHING.

ALL ANSWERS ARE OF VALUE

T HANK Y 0 U

3 A e




APPENDIX D(i)

COVERING LETTER

Augusi, 1960.

Your name has been selected in a random sariple of Massey staff.

I am wuiling Lo 4nvide you to parnticipate Lin a study about health
which T am undertaking as part of my Masierate thesis in Nurnsing
Studies. 1In onden to conduct my study 1 need the unique
contribution that you can make. Enclosed 48 a Questionnaire
which T would be most grateful to have you §i€L in. 1t may be
netuned in the enclosed envelope via the internal mail. 1§

you are quite unable at this time to complete the Juestionnaire
would you please netwwn 4£ to me, anyway. However, 1 do hope you
WLl (ARL AL 4n as your hedp 4in this matter is very Limportant {on
the study. The eanky return of the Questionnaine will be much
appheciated.

With thanks in anticipation,

ELizabeth Nevatt,
Mastenate student,
Nuwwsing Studies Unii.



APPENDIX D (ii)

REMINDER LETTER

Dear

I hope you have received the Health
Questionnaire I sent you not so long ago. I am taking
the liberty of writing to jog your memory if you have not
found time to complete it. (If this letter and your return-
ed questionnaire have crossed in the mail, please overlook

this reminder and accept my appreciation of your help.)

So far there has been nearly a 70% response
which is very encouraging. However I am hoping for a
100% response rate ! If you would now complete the
aquestionnaire you will make the effort of the 70% of the
respondents usable. (If you have mislaid the Questionn-
aire and would like another copy, you can phone a message

through to me c/o the Nursing Studies Office.)

With many thanks for your cooperation,

Elizabeth Nevatt,
Masterate Student,

Nursing Studies Department.



APPENDIX D (iii)

APPRECIATION NOTE.

| | A NEWS BULLETIN FOR THE CAMPUS
4 L ! AND RESEARCH COMMUNITY
“ ‘ Week Ending 28th September 1980

CAMPUS NEWS




APPENDIX R

RESPONSES TO
QUESTION 10.

Self-related responses include those which refer to the
person himself either physically, emotionally or conatively.
If the response indicates that the resnondent did something
that he recognised to be unwise, or avoidable, the response
is classified as self-related (i.e., personal). If the res-
ponse locates the cause of illness in the environment - be
it ophysical or social - it is classified as non self-related
(i.e., environmental). For example, the response "eating
contaminated food", "getting a fright" is classified as non
self-related whereas "eating junk food" and"being frightened"
are classified as self-related. If the resronse attributes
the blame for illness to an interaction of causes it is
classed as multicausal.

Responses repeated in subsequent sections of the cuestion

may be omitted from the subsequent list(s).

Heavy chest cold

Self-related (personal)

Weak chest, bronchitis, asthma, poor health, chilled body,
insufficient clothing, not taking something, wrong food, poor
diet, not taking vitamin C, smoking, late nights, insuffic-
ient sleep, not looking after myself, low resistance, run
down.

Non self-related (environmental)

Virus, infection, draft, cold conditions, change of conditions



APPENDIX E (cont'd)

(temperature and climate), room not ventilated, unhealthy
atmosvhere, got wet, overworked.

Multicausal

Not enough warm clothes on a wet or cold day, caught in rain

when Jjogging, caught infection when run down.

Severe headache

Self-related (personal)

Migraine, sinus, tension, worry, nerves, anxiety, devression,
fatigue, eyestrain, strain, overworking, tumour, period due,
high BP, too much booze, getting sick, side effect of flu,
dehydration, circulation, constipation, blood quality,
hormone imbalance, too much smoking, being out of routine,
having high temperature, too much reading, not wearing
glasses.

Non self-related (environmental)

Poor lighting, close work, room too hot, stress, loud noise,
bright light, (other people's) cigarette smoke, environment-
al conditions, pressure at work, not enough fresh air.

Multicausal

Reading in poor light, tension due to work conditions.

Nervy, denressed

Self-related (personal)

Worry, fear, lonely, unhappy, not enough proper food, emot-
ional tension, pre-menstrual tension, overtired, lack of
pyridoxine, living, highly strung, frustration, wrong food,
uncertainty, failure, too much tea or coffee, sviritual
matter, anger, scared, feeling ill, allowing minor things
to become major in one's mind, emotions, tinnitus, psychol-

ogical problems, personal dissapointment, inadequacy, low



APPENDIX E (cont'd)

biorhythm, natural disvosition, not getting enough social
contact.

Non self-related (environmental)

Circumstances, bad news, marital oproblems, money matters,
social problems, work oproblems, chemical circumstances,
physical circumstances, social pressure, exams, upsetting
situations, pressures (work or home), continuous strain,
atmospheric nressure, uprsets, things not going well, your
cuestionnaire, bereavement, lack of understanding from
associates, imrending confrontation.

Mul ticausal

No holiday during winter, bad weather when feeling off-

colour.

Heart racing/pounding

Self-related (personal)

Overproduction of adrenalin, excitement, exercise, stress
on heart, heart condition, overweight, unfit, nervous,
fearful, being latg forgot an apvointment, state of mind,
exhaustion, too many cigarettes, overuse of broncho-
dilator, expectation of event, high temperature, menopause.

Non self-related (environmental)

Frightening circumstances, got a fright, good news, sport,

stressful situation, infections disease, see person you
love/hate.

Multicausal

Exercise when unfit.

Stomach upset

Self-related (personal)

Too much booze/rich food,too much wrong food, not eating



APPENDIX E (cont'd)

properly, worTy, indigestion, overworking, pregnant, nerves,
menstrual, gastroenteritis, eating too fast, stomach ulcer,
gluttony, fear, tension.

Non self-related (environmental)

Bacterial infection, something eaten, food not agreeing with
me, ate something bad/gone off, drank something bad, had
something that disagreed, food poisoning, tummy bug, bad
food, food not properly cooked, contaminated food, travell-

ing long distance, acidy food, v»recooked food, chance.



APPENDIX F

IMPROVED SCORING FORMAT FOR RANKS

Location of attributed blame for illness: 3 variables*
Self-related l Non self-related Multicausal
SELF ENVIRONMENT SYNERGIC
Rank Score Rank Score Rank Score

1523 100 10293 100
Yy 2 90 142 90
1, 3 80 1, 3 80
@93 70 235 70

1 60 2 50 3 70

1 60 3 40 2 80

2 50 1 60 3 70

3 40 1 60 2 80

3 40 2 50 1 90

2 50 3 40 1 S0

2:3 70 1 90

1, 2 80 2 80

1,2 90 3 70

243 70 1 90

1, 3 80 2 80

1,2 90 3 70

Question 12 in Questionnaire



APPENDIX ¢ (i)

QUESTIONNAIRE INTERVAL DATA FIIE

Column identifiers:

1. Health 5.
2. Inout 6.
3. Synergic T
4. Self 8.

Environment

Locus of control

Selfcare

9. Selfcare(Q14-17)

10. Selfcare(Q.18)

Selfcare(Ql4-16)

code
number

Subject *

Column
identifiers

4 5 6 7

210
220
230
240
250
260
270
280
290
300
310
320
330
340
350
350
370
380
390
400
410
420
430
440
450

&y
K54
49
61
g4
A5
ST
&9
72
45
40

a7

4

~y ks
A nd

S50
33
78
&0
&
a?
83
i)
83
40
73
a7
30
20

-t St
I
L8 )

&3
&4
75

33

Q1
g2
10
02
04
02
a0
Q2
a0
':\ Fl

a0
Qo
a3
{') (9]
Q20
03
20
a0
23
30

20

) i at
0 4 50 .22
1 { 5 12
Ve % L0
152 3 4D 40
ar f 40 355
biF 1 25 A3
| 7 3 29 B8
aar (R £ A % |
L2 wog0 33

L5 T
4 L 47 A9
Ly LI T T
24 O 386 30
|7 N

153 TN I
Aot o 3 24
22 Yy Al Ad
26 2 .31 &3

18 5 .32 34

1:#

o
b 4 :
24 3 29 31
25 B3 25 29
20 3 22 35
D 3 3 54
24 2 17 34
18 2 40 3}
h"*j _'_l b ¢ ! T
27 1 2y 41
20 2 44 33
26 L 34 43
23 3 30 33
172 2 18 34
12 A& 24 390

Ja  Q anh 35N

s '
¢ ] 2
& 0
& Al
b}

.

"

]

1

iy 4
A 20
< IR
A
a9 24
4 29
F 23
4 27
6 24
4 24
3 20
I:J‘ D
. W 1)
o o 1
i 23
4 &
.{; >

1 ™
oy

} e
[ oy
=4 JAFR
H T
l:‘i i
-y 4

)
1 "%
l.\

(cont'd...

With the exception of the early entries the order
of subjects is not the same from one data file to

another.



APPENDIX G (i) cont'd.

Subject Column identifier
code
numbed 1 2 3 4 5 6 7 8 9 10
460 o 09 9n 99« T 1 b5
474 |51 53 oL 19 . ot g e
AB0 | 38 54 02 146 27 2 U5 }
490 | 53 450 21 146 T
500 14 &0 08 25 5 EE OB
gLy | 63 &7 PF 1LY § T 3
S &3 &0 01 LY i o =4
G530 |80 78 oL 20 3 85 pH P
e |t 95 0 IR 37 [
AR I S O 30 38 £ %
pT WS 2N Wy N AR 25
3 i L2 X a3 3t =
A7 MG 1w 5 32 57 11
o2 v 0 BN i " {a'_\ '_-' ¥y >
&0 % 26 L 38 37 R |
14 g 00 14 0 30 3 y 02§
EOOE 020 0 34T 5 27 40
G R Y 5 1 i 0 R T 5 19 i
LD 00 23 3 34 3% 1 27 8
B 71 0% 0 4 ZaH A0 4 FL 9
Gih | 52 29 Hh L4 X3 5 4 27 i
e AR N o) 1& 3 1% 2 @ W :
Pl ! S R {1 B S ol
& BO H3 af 289 o 28 15 < s I i
T SO 80 @ § 38 2 ¥ 13 ;
L0 | QG YO HF 1Y : S 5 R %, ey 4
o) S GF B 3h 2 sEE 35 i LSS 5
dad ad 0l 24 2 dF ) G Aty i
JLy B o S0 § 2 g R ONe 3
30 50 20 17 45 3 2 1o a 20 12
: | % & 10 4 27 Q
PO e 2 28 4 19 7
ALY X | 42 4 1 L1
20 5 42 4 3L 11
3y 3 g N 2P 7
G110 ) 33003 23 10
et 6 % oy 05 2 LT
) Q) 29 22 &
A0 i ¥4 4 3
RO | &2 &7 90 19 1 e 3 59 11
99 | &7 21 Q0 24 % 0 40 4 27 13
G0 |58 50 S0 19 P 35 30 3Z o3 7
] S8 02 FF O 1Y F L IO b4
DAL g2 29 9 385 35 i 29 7
Bah i i@ g4 RO B ax 2
LL &3 94 |7 2 2% 39 . (N
A a8 s 1& 2 42 3h 22 o
B34 50 Q0 19 & B 3D 3F 21 g
POOOR 0P 99 0L 42 30 3 22 8
B 44 07 24 00 28 39 33 @
Fad) Lg% Qi ¢ AR 18 38 9528 8
L




APPENDIX ¢ (ii)

QUESTIONNAIRE CROSSTABULATION DATA FIIE

Column identifiers

1. Age 11. Salience
2. Sex 12. Inout
3, Marital (MAR) 1%. Prevent (CHFAIL)
4. SES 14. Synergic (SYN)
5. Wwant health (WANTH) 15. Self (GCAUSE)
6. Describe health (DESH) 16. Environment (EXT)
7. Coincidence (CCCID) 17. Locus of control
8. Health concept (HSTR) 18. Consumer
9. Own health (OWNH) 19. Selfcare
10. Discrepancy (DISCY)
VARIABLE LIST AGE y SEXy MAR s BSES s WANTHyESH »
HEDC LDy HSTR y OWUNH y
(Labels) HOTSCY » SALIENCE » INOUT yCHFAIL
SYNyGCAUSE s EXAT «LLOCUS »
CONSUMERy SELFCARE
VALUE LAEBELS AGE (1)1%9 AND UND (2)20-34 (3)35-439%

(3)50-64 (5)465 AND QVER/

SEX (O0)MALE (1)FEM/ MAR (0)NEV

(1)MAR (2)REREFT/ SES (1)TOF (2)UFR

(3XUM (4)M (S)LM (&)L/

WANTH (O)WORK (1)FUN (2)XD/

DESH (O)FUN (1)XD (2)WORK/

HCOCID (O)NON (1)COWORK (2)COWELL (3)COXD/

HSTR (0)0-48 (1)49-65 (2)66-100/

QWNH (1)EX (2)VG (3)G (4)F-M (S)F/

SALIENCE (1)1 (2)2 (3)3/

HBiscT‘ (O)REV-NIL (1)1 (2)2-3/

INQUT (0)0~54 (1)55-73 (2)74-100/

CHFAIL (0)0-3 (1)4 (2)5-4/

SYN (0)0 (1)1 (2)2-30/

GCAUSE (0)0-19 (1)20-22 (2)23-30/
EXT (0)0-1 (1)2-3 (2)4-7/

LOCUS (0)0-27 (1)28-35 (2)36-50/
CONSUMER (0)NO (1)CON/

SELFCARE=(0)1-31 (1)32-35 (2)36-50

MISSING VALUES WANTH(3) /DESH(3) /HCOCINDC(4)/
' HSTR(7)/INOUT(S)/SYN(7)/
GCAUSE(S) /EXT(B) /SELFCARE(S



APPENDIX G (ii) cont'd.

QUESTIONNAIRE CROSSTABULATION DATA FIIE

Column Column
identifier identifier
: | ’ -
iggge"t 123456789 12 15 18 3“339“ 123456789 12 15 18
10, (13 16 19 | 202 . | 10 13 16 19
number | number | |
111 14 17 | 11" 14 17
11013013220020200210110 540! 2103102131222120212
120(3024021221110012010 550| 2013102231222211112
130(3014110110210020210 9460 3003120142120012110
140(4113102221100011212 57012013102221111101210
150 '4023000221120111212 5801 1103021232111002112
140 4113000221121021211 590, 2003000121110012210
170 2103200132102200111 60011103220130310220212
180 2113102210112201112 610|3012213020202002110
190 2103021231220020112 620(2113021121101010112
200 3114000220220201212 6301 4026220241311021110
210 - 3113102121100002212 40| 3104000120201021111
220 4002000221202020212 650 3012102220211212212
' 230 3113120110101101102 660|13112110110201002112
' 240 ,3114000020211220210 6701 3113102020210101010
; 250 4023021221100101002 680| 2003000141312020000 |
} 260 2113102121101202111 620|4013021231222220110 ?
| 270|2003200120201210200 70014013102221121111110 |
28012103200221101210212 710(2103010032121202010
i 290]|1104010221121221111 72014016000230311021211
[ 300|3113000020212202112 730 3013120231211021212
' 310|2013000220211002011 7401 2112000121122211210
320]2013200120212221100 750 3012000020202002112
330(14113102021120021010 760(2116000030310202010 |
340 1103102231220111011 770/4113021020221201110
350|3113200031222021211 780(2112000031222210212
360|2114021130310021001 7901 3013010220201002212
370(1103021131211201200 800|3013220032120021111
38012113000120210021211 810(4013021021122220011
320|4016102010122020012 820 3113000742251051210
4001 3123010132221211211 830 2003220252312220110
410|2123000210111020212 840(3113102221101201011
420%3014120221112021111- 850/4113010121112000112
430 2003102020$12201012 8460'1103110230310021112
440)3013010031222002010 870(2104102142100002110
450 4016000120220020212 38012123334120200220012
A40) 4012213741350758010 890,2103010121101220212
470| 2103102120312101212 ?00{3012102231200011210
4801 2103213021110202000 910.1103021021112201011
490] 3114102121312102112 220(2013120030300201212
500 2113213020311220111 ?30/4015102221120002110
510 3113000131212201211 240, 3114200042252250210
5201 3114102131210101012 95012003031121101220112
5301 2003021232121111211 960'210410202112000201%_J




APPENDIX & (iii)

FACTOR ANALYSIS DATA FIIE

(cont'd....

Column identifiers

Columns 1 - 13 Health concept items (c.f. Q.7: N=13)
Columns 14- 25 Locus of control items (c.f.Q.12: N=12)
Columns 26- 64 Selfcare items (c.f. Qs.14-18: N=39)
Subject | E
code | Columns 1-13% Columns 14-25
number

110 2660663750500 441442021254
120 6766770760677 201122121121
130 0770770700667 545400424244
140 | STTTTT76763167 | 424454424224
150 QTITETIT 3T 452452242244
160 OTT7777T777111 452442224254
170 0773770360037 154020014254
180 5666677760766 044402044250
190 5TTT775657665 452402440144
200 6677775770277 442444242244
210 6675070700357 414024225255
220 OTTT6TTTT75177 454454422454
230 3670677760076 042022242442
240 0630575606676 424204040440
250 0660570600266 444044044044
260 S5T766T7TTT7177 004422422250
270 0776770700777 022244422244
280 5766570750377 441444222254
290 5667676705076 440444444054
300 T6TT76T7750567 440242042450
310 5550060555065 242444022242
320 6675677655266 424421002040
330 0650675606056 402452002244
340 7000070700007 221122142251
350 5666666660267 040422204004
360 | 0760070700066 222444424244
370 2326565626303 040400202050
380 5750675705266 444044244244




APPENDIX G (iii) cont'd

FACTOR ANALYSIS DATA FIIE....

Sub ject

code Columns 1-13| Columns 14-25
number

390 0670670770167 442454144042
400 2707671700107 042442201041
410 0500070700307 044445524244
420 6677577700077 404454444254
430 6665776750266 142522540254
440 7677770665077 542410142151
450 066C560603355 202024024002
460 5550570500055 022404044024
470 0676507676266 454542221151
480 0707770700277 555040555255
490 0660070600067 004000224204
500 3755570600555 444004404044
510 £600070000000 452000000250
520 0550060000000 440444040240
530 5565570755355 042444424244
540 1777777700007 002442000402
550 1777773775277 551142152451
560 6760570500367 444400444244
570 6665576556766 044004242244
580 0565505553177 422242441421
590 6766665666656 442442544244
600 0766773555565 551042142242
610 0765675750257 040505044554
620 3777676600056 | 454400425244
630 5560370600200 424044204204
640 0777770770107 242440224442
650 7666665566267 442404204054
660 0770070770077 242002444444
670 6666666766667 442404442044
680 0760660650565 452444043040
690 0650670600076 041004200040
700 6776570600050 242040422051
710 7776767776715 241252121251
720 OT7T7777770077 442022024444
730 0000000000000 520240022200
740 6676560765267 545442525444

(cont'd...



APPENDIX G (iii) cont'd

FACTOR ANALYSIS DATA FIIE ...

Subject

code Columns 1-13 [Columns 14-25
number

750 TTT7T777770777 444540444244
760 0670670700656 452444424252
770 0665550500260 241240242252
780 0760670500266 002200000200
790 0560560700065 025244412254
800 7075500660066 454424404254
810 67T7TT6TTTTTITT 1 441444242244
820 3600050500305 | 422244242202
830 5050055565335 441000514204
840 0000000000000 444400424244
850 2776777775576 441242411142
860 1775775750377 001240110242
870 2775677700266 402444000254
880 7665675760676 442241002244
890 0770770600677 244442225240
900 0655670605566 042110140100
910 Q770670750576 252454412151
920 6777776660675 444444440045
930 0140000000502 040240004244
940 0760070000267 442444541244
950 TITTTTITIAONT 441452121241
960 0000000000000 000000000000

(cont'd....



APPENDIX G (iii) cont'd

FACTOR ANALYSIS DATA FIIE...

e Columns 26-64
rhinmuber Q]g- Q17 | Q18
110 210 [22220220220000200000220 | 1011112220100
120 222 |(20220020202020000000200 | 0100101200000
130 210 | 22220000020000000000000 | 1210012201100
140 222 |22222220222020000002222 | 2011212200201
150 212 | 00220222220000200202222 l2120222222020
160 211 | 20222220200222200022222 | 2110112200101
170 112 | 00222220220000220202020 12220122102200
| 180 112 | 20220220222220220022222 i1111121000222
i 190 211 | 22222220222022220022222 1 2010212012220
200 112 | 20222220220222020022222 i2110112210220
210 222 | 00222020222222020202022 i2010022210220
220 222 | 22222220222000220022022 | 2111222210101
230 211 | 22222220202000020002222 | 0110222222220
240 111 | 20222220220222220222222 | 2111122021100
1 250 211 | 20222020220000020022022 | 2120112200021
% 260 211 | 2C220220222220020022220 i2220012222202
t 270 221 | 20220020220220220020202 | 2021222200020
E 280 121 | 20220220200000020022220 11010112121100
; 290 112 | 20222220020020020222222 |, 2110122222001
| 300 111 | 22222220020222020022020 | 2000122122102
i 310 211 | 20222220200220220022222 | 2010122210021
| 320 222 | 20220020222000220000222 | 12101122111C0
‘ 330 211 | 00220220220220000020222 | 2110111110100
| 340 111 | 00222220220020020022020 | 2210002200122
! 350 122 | 20220220222020020022222 | 1110121111100
i 360 111 | 00222220220022020222220 | 2010212200020
!370 212 | 00220220220200020000202 | 2200212210022
\380 112 1 20220220220220000022222 | 2101011110000

(cont'd....




APPENDIX G (iii) Cont'd

FACTOR ANALYSIS DATA FIIE

Sub ject

code _ Columns 26-64

number Qlé' Q17 Q18

390 211 22222220202022000022222 | 0000012200200
400 211 120220220222022020022222 | 2021220122222
410 111 120200020222020220020222 | 2111212000020
420 122 220222220220020020022222 2€11011000000
430 212 |00222220220002220222220 | 2220122221122
440 221 [22220220020220200000022 | 2210122200201
450 222 |20220220220022220020222 | 2000221201100
460 212 120220022220020220000220l 2100112210100
470 111 122220020200220220202022 | 2222122212202
480 211 :22220220222002020202220 2111222211220
490 119 i02220220000002000002202 2110212200020
500 221 122220220220002220222220 | 2110112200120
510 1212 22222220222000200000222& 2110012211100
520 122 22222220220000220022220 | 2020022202000
530 111 [22222220220220220002022 | 2010112210101
540 121 122222220270220220222222 | 2221122220220
550 212 20020220200222220222220 | 2210012211100
560 212 |20220220220000220222022 | 2210122211120
570 111 [20222220220020020022222 | 2111112212002
580 021 [00020220202000200000222 | 0002022200000
590 222 122220020220220000200220 | 2011122100101
600 211 |22222220220022020002220 | 2110212212200
610 221 |20022020222020000000022 | 1111012112000
620 211 [20222220022220020022220 | 2010222111121
630 222 |20220020202000000022222 | 2110112210200
640 212 [20222220220000200002222 | 2100222210120
650 222 120220000200220000200000 [ 0011110102000
660 111 |20222220222000200022222 | 2111221010100
670 211 |22222220220220220022222 | 0111112200122
680 211 [20222220220000220002222 | 2221222201101
690 211 [20220020200000020222222 | 1210012200000
700 212 |00220020220020020000222 | 2110122210100

(cont’d....




APPENDIX & (iii) cont'd

FACTOR ANALYSIS DATA FIIE.

| Subject Columns 26-64
code |
number Q}g' Q17 Q18
710 110 [20220020220000220000020 | 1110100001000
720 212 |22220000222000020002200 | 2110211100021
730 210 |20020220220002220020220 | 2110212210100
740 211 |(22220220222002200200222 | 2010012200000
750 211 |22222220220220200202022 | 2222122220001
760 111 120222220202000000020022 | 2110112200101
770 211 [20220220220220220222222 | 2110111222221
780 211 |00220220220022020000220 | 2010222210020
790 211 |22220020200020020000222 | 1001211200020
800 112 | 00222220200022222222222 | 2110222210021
810 112 | 02220220222222020222222 | 2010222211121
820 212 [02020220220020220022222 | 0110222000020
! 830 210 |20220220220000200002222 | 2220012211020
840 221 |20222220202002200000220 | 1110112210000
850 011 [22222220220002200022020 | 2010212211000
860 211 [20222220200222220000222 | 0210022200201
870 212 |20222220220020220022220 | 2110222122200
| 880 211 [0C220220220202220022022 | 2120112222121
! 890 111 [00220002222222220020220 | 1100112210200
900 222 (22220220222002220002222 | 2001111122120
910 112 |20222220220022200022222 | 2000012210201
920 221 |20220200220020200022220 | 2110112200001
930 211 [20220220220000020022222 | 2110101122101
940 111 (20222220222222200220022 | 2111111200020
950 201 |20200220200222200220020 | 2120122210001
%60 221 {00200020202020020000200 | 2020012120200




APPENDIX G (iv)

MINIQ DATA FIIE
Column identifiers
1. Health concept 4. Selfcare
2. Locus of control 5. Self
3. Environment 6. Synergic
Column Column
identifier identifier
Subject Sub ject |
code 123456 code 112 3456
number number |
; L\ s N TN L5 iy o N N O
e nO" 4400, 171006072801
Ly ;;3;22335353 4500| 210606102002
200! 211005042400 446001 221005082000
400 240810092000 47001 141001091901
codl 541013089201 4800( 251004101900
400 281113072700 4900 130710052000
200/ 141105081703 5000| 241006072603
800 200707101702 5100 221011091600
900 260902102700 22001 171441102000
1000/ 181004091903 S3001 201004102300
1100 131206081500 5400| 120614052300
1200] 241106092300 5500| 141210082006
1300 211009091601 5600| 2309207051600
1300| 530805112408 5700| 141203091801
1500| 130803071701 5800| 240810092600
1600 | 280708091302 5900| 130414092905
1700 141016062210 4000| 130408052001
1800 141105052202 4100 140604051903
1900[“40906102604 6200 260801062500
2000';00904081602 6300| 211205052400
2100 160817071700 6400 9920208062002
2200 95041;072409 465001 171205071700
2300 | 241006062500 6600 211006101702
2400 140805095001 467001 130204071903
2500 | 180406092500 4800 110213102003
2600 | 141005082400 46900 13050506if00
2700 | 200706051803 7000 11110406‘f00
28001 241005082700 7100| 291103082602
2900 | 130605062500 7200| 281014099900
3000 | 150503102003 7300| 110406072308
3100 | 121099092600 74001 150610081403
3200 | 201103082300 7500| 2910992071200
; 7600 260704072400
3300 191104091703
3400 | 180707071900 7700( 1920810071500
3500 | 1502056072800 7800 211104092302
3400 120612069999 7900( 181006072402
3700 | 190702071901 8000) 140615052200
3800 999999031602 8100( 180105091714
3900 | 141206111601 8200 140706071603
2000 | 130612042508 8300| 200908061900
4100 140813081802 Q400 911007977907
4200 | 130710091901 8500| 141008122407
4300 ! 110605072001 8600! 280709081200




APPENDIX H (i)

COMPARISON TABLE 1

Table showing results of comparisons, Questionnairevariables

o Table

Comvarison X daf P number
Selfcare (high) x IIC-EIC 5.261 1 * 5-1
Health concept (high/low) x ILC-EIC 6.352 | 1 * 5-2
IIC x ¥Environment (high/low) 4.000 | 1 * 5-3
A-sEnviron/t (high x ILC-ELIC 4.000 | 1 * 5-3
Consumer x IIC-ELC 4.592 1 * 5-4
Socio-economic status (1-3)xIILC-EIC 3.930 | 1 * 5-5
IIC x Coincidence (no/yes) 7.529 | 1 X% | 5-6
B1C x Coincidence (no/yes) 5.000 | 1 * 5-6
Salience (2) x ILC-EIC 6.760 1 ** | 5-7
Selfcare (high) x Own health

(better than good/less than good) [26.000 | 1 *xx | 5.8
Own hers1th (less than good) x
Selfcare (high/low) 8.000 | 1 *% 5-8
Selfcare (high) x Discrevancy

(no/yes) 14.222 1 **% | 59
Prevent (high/low) x Synergic

(high/low) 4.716 | 1 * 5=10
Age (34 & under/35 & over) x
Synergic (high/low) 8.454 | 1 |51
Self (low) x Salience (1/2/3) 10.423% | 2 ** [ 5-12
Self (high/low) x Coincidence

(no/yes) 6.575 | % * 5-13
Marital (married) x Own health

(better than good/good/less

than good) 30.559 | 2 *x% | 514
Marital (married) x Discrevancy

(no/yes) 16:3%% | 1 *#% | 5-15
Discrepancy (no/yes) x Own health

(better than good/less than good) [31.259 | 1 *%% | 5-16
Salience (1/2/3) x Own health

(better than good/less than good) [11.780 | 2 ** | 5217

* p ; o05'
*% P < .01
HHK p < .001



APPENDIX H (ii)

COMPARISCN TABIE 2

Table showing results of comparisons, Profile variables.

o Table

| Comparison X df p number
Own health (excellent) x _

Want health (Work/Fun/XD) 6.262 | 2 | * 5-18
Own health (fair-poor) x

Want health (Work/Fun/XD) 5.909 2 |1<.06 |5-18
Want health (Work) x Own health

(better than good/good/less

than good) 19,899 2 *¥* |5-19

Want health (Fun) x Own health

(better than good/good/less

than good) 16.800 | 2 **x [5-19
Want health (Work) x Coincid-

ence (no/yes) 4.900 | 1 * 5-20
Want health (Fun) x Coincid-

ence (no/yes) €.533 | 1 * 5-20
Want health (Fun) x Discrep-

ancy (no/yes) 0.2%50 | 1 * 5-21
Want health (Work) x Discrep-

ancy (no/yes) 4.26% 1 * 5-21
Want health (Avoid distress) x

Selfcare (high/low) 4.455 1 * 5=-22
Describe health (Fun) x ILC-ELC | 5.444 | 1 * 5-23
Describe health (Fun)x Ownhealth | 28.625 2 x*x% |5-2%a

* P < .05
%% P < .01
p— p N .001




APPENDIX I (i)

MINIQ



In your opinion what

is the MAIN reason why people want good health 7

To be able For the To avoid the
to work & exhilaration distress of
look after and being 111
themselves | opportunity

it affords

Tick ONE box only

In your opinion which of these three statements BEST describes what Health is.

“Having a Not having Feeling
feeling of anything '"balanced'
real wrong with enough to

wellbeing you work and
do things.

Tick ONE box only

The following is a list of pairs of words, (ég, Following....-. Leading) .
These are words which might be applied to "HEALTH"

For each pair put a tick (/) in one of the spaces on the scale to show how
close one word of the pair comes in describing Health.

A tick placed in the middle of the scale indicates that neither word in that
pair is applicable in describing Health. A word that is 'spot on' for

describing Health will have a tick put right beside that word - ie, at one
end of the scale.

For example; Say the word to be described was Arithmetic, and the pair of

words provided was Easy.....Hard. If you thought Arithmetic
wag fairly easy you would put your tick here -

Basy 1 _1¥1_1_1_1_1_1 Hard

Record your first reaction regardless of how unrelated the word HEAITH and

the gther words appear. There are no right or wrong answers. Work fast.
Do not struggle over particular items.
HEALTH iss
Hot 1_1__1_1_1_1_1-_1 Cold
Pleasurable 1 _ 1 _1_1_1_1_1_1 Painful ‘

Good 1_1_1_1_1_1_1_1

Bad

Small 1_1_1_1_1_1_1_1 large




MINIQ

BZSIDE EACH OF THE STATZLENTS BELOW, ’
ENTER A TICK IN THE AFPROFRIATE PLACE

TO SHOW HOW MNUCH YOU AGREE OR DISAGREE,

No matter how hard you try, some people just
don't like you.

od health is more a matter of luck than what |
a person does about lis health.

The average citizen can have an influence on
government decision-making.

Indicate by a tick in the vosr I souE
appropriate box the extent LWAYS JTIMES |} TIMNES BELDOM JNEVER

to which this applies for you. J

I brush my teeth after meals/snacks. l

I eat too much.

/I have a 15 minute walk, (or bicycle
ride) outside each day.

"

I drive when I have been drinking alcohol.

How do you rate your own health 7

I

Very Fair to F
Excallent Good Good Middling iz

Yery

Poor Poor

Tick ONE box only




¥Which of the following statements
are true for you 7 .
TICK ONE BOX ONLY FOR EACH STATEMENT

e

AT
it

NCT
SURE

' /1 belong to at least one Social or Recreational
Organization or Club.

;-,2 have belonged to a health-related group. (Eg, Eeep Fit,
Weightwatchers, Stop Smoking, Plunket Mothers, etc.)

3, I have made a change in my lifestyle in the interests of

being more healthy. (Eg, Stopped smoking, started
taking more exercise, cut right down on alcohol intake,
decided not to bear grudges, adjusted food intake, etc.)

/ have been immunized for at least 2 of the following:
Tetanus(Lockjaw), Diphtheria, Whooping Cough, Measles,
Smallpox, Poligmyelitis.

yl have been to the dentist within the past 12 months.

(=3
/FI drink too much alcohol.

T/1f my Doctor disapproved of Chiropractors I would still
go to one if I wanted to.

yI would want to attend a local meeting arranged to
discuss some important health matter. (Eg, Faulty
sewage disposal, Water fluoridation, etc.s

I keep a check on my weight. (ie, weigh myself at intewals.)

If T get sick it is probably because

and/or and/or

part of my body there were
was not working environmental
properly hazards

I didn' t take there were germs -i"“gofﬂ soﬁe—-
care of myself around thing when I
was "run down"

Tick ONE ONLY of the above three options




APPENDIX I (ii)

MINIQ SCORING COLE




APPENDIX Tii:
MINIQ SCORING CODE

Avoid
WANT HEALTH Work ; Fun Distresa
1 -
Avoid |
DESCRIBE HEALTH Fun Distresﬁ Work ’ ;
|
HEALTH HEALTEH iss
CONCEPT
Bt 1716151 _ 121211, ¢,
Pleasurable 111§1§1_1§1%111anu'
Good 1716191 1312111 Baa
small 1112131 _1516371 laree

TOTAL = | ‘

LOCUS OF CONTROL

‘o matter how hard you try, some people just
don't like you.

Good health is more a matter of luck than what
a person does about l.is health.

he average citizen can have an influence on
government decision-making.

TOTAL =
OWN HEALTH
Very Fair to Very
Excellent Good Good ¥iddling Fair Poor Poox

|



—

MINIQ SCORING CODE

SELFCARE

I brush my teeth after meals/snackas, 1

I eat too much.

=
-y

iy

ride) outside each day.

I have a 15 minute walk, (or bicycle l i 1

‘
' I drive when I have been drinking alcohol. E
i

t/1 belong to at least one Social or Recreational
Organization or Club.
@ -

|'-2 have belonged to a health-related group. (Eg, Keep Fit,
Weightwatchers, Stop Smoking, Plunket Mothers, etec.)

3
/ 1 have made a change in my lifestyle in the interests of
being more healthy. (Eg, Stopped smoking, started
taking more exerrise, cut right down on alcohol intake,

decided not to bear grudges, adjusted food intake, ete.)

71 have been immunized for at least 2 of the followings:
Tetanus(Lockjaw), Diphtheria, Whooping Cough, Measles,
Smallpox, Poliomyelitis.

5/1 have been to the dentist within the past 12 months.

&
/ I drink too much aleohol

7/1¢ my Doctor disapproved of Chiropractors I would still
go to one if I wanted to.

VI would want to attend a local meeting arranged to
discuss some important health matter. (Eg, Faulty
sewage disposal, Water fluoridation, etc.5

I keep a check on my weight. (ie, weigh myself at intervals.) 1

TOTAL =
BLAME FOR ILLNESS
I didn't take there were germs I "got" some-
care of myself around thing when I
and/or and/or was "run down"
part of my body there were
was not working environmental
properly hazards
SELF ENVIRONMENT SYNERGIC

BLAME FOR ILINESS VARIABIE =

|




APPENDIX J

HEALTH IOCUS OF CONTROL SCAIE : WALISTON et. al., 1976.

Item Direction*

14 If I take care of myself,
I can avoid illness. j

2. Whenever I get sick it is because of
something I have done or not done. s

3. Good health is largely a matter of
good fortune. E.

4, No matter what I do, if I am going to
get sick I will get sick. E.

Se Most veople do not realize the extent
to which their illnesses are controlled
by accidental happenings. E.

6. I can only do what my Doctor tells me to. E.
Te There are so many strange diseases around
that you can never know how or when you

might pick one up. E.

8. When I feel il1l I know it is because I
have not been getting the prover exercise

or eating right. s
9. People who never get sick are just

plain lucky. E.
10. Peovle's ill health results from their

own carelessness. 1.
: & IR I am directly resvonsible for my health. |-

*

I
E

Internally worded

I

Externally worded

The scale is scored in the external direction, with each
item scored from 1 (strongly disagree) to 6 (strongly
agree) for the externally worded items, and reverse
scored for internally worded items.





