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During the past 10 years, our citizens , 
have adopted an attitude which leading 

I opinion pollsters describe as the 
! "psychology of entitlement". Entitle­
, ment, in their terms, has replaced 
, expectation. People used to say, "I 

I 
expect to be healthy five years from 
now. I expect to be making $2000 more 

, a year from now . I expect to be taken 
care of in my old age." The attitude 
now is: "I am entitled to good health. I 
am entitled to more reward for what I 
do. I'm entitled to a salary that adjusts 
with the cost of living . Someone else is 
rf_sponsibl~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 ofmy health," peo-

. pie are now saying, "They should take 
care of my health," · · · ·· · · · 

- - . - - -· . • --- --· -. - . ; . -.......................... . 
The emerging issues are what the 

researchers call "me issues" . 



A B S T R A C T 

In this thesis the concepts of Se lfc F. re 2rj of heal th , 

which is the goal of selfc2re, 2re explored in relation 

1 : !_ 

to the selfcare nursing model . It is a be.sic n r e mise of 

the selfca r e model that the client be involved to the full­

est noss ible extent in reg2 ining or develop ing selfc a re 

skills . The propos iti on offered in this tr. eRis is th2t 

individuals differ with respect to their re ac iness for 

such involvement and effort in their cwn health v:ork, a nd 

hence in ability to benefit from the application of the 

model . The s tudy aimed at developing 2 me2ns of identify­

in f 2n d ~redicting the s e differences . 

It was hypothesized that the individual's pe rceptions and 

b eliefs aoout health (He2l th Conc e~t) , his Ettributions 

2bou t the loca ti on of blame for illness (312me for illness), 

2nd the extent to whi ch he perceives himself as having 

control over the contin gencies of his behnviour (Locus of 

Control) would all sys t effie t ically influence his readiness 

to eng2ge in selfc2re (Propensi ty for Selfc2re) . 

A Health Questionnaire designed to obt2 in d2t2 on individ­

ual heal t h related be liefs and pr2ctices was c o~s tructed . 

This w2.s mRiled to a r andomly drawn sample of non-ac ademic 

s taff from one university . A combination of univaria te 

and mul tiva riate analyses of the 86 completed cuestionnaires 

shov·ed the major v a riables as described above to be 

signific~ntly interrelated. The pa ttern of rela tionships 

which emerged between res p onses to other items in the 

oues tionnaire cast further light on the complex determin­

an ts of heal th beha viour. Of particular interest was the 

suggestion th2t the manner of perceiving heal th is a 

crucial factor . 
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Use of the principal axes method of factor analysis 
allowed a shortened version of the original questionnaire 
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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n ;TRODUCTION Al~D OViRVILW 

Over the pas t twenty ye a r s a social revolution in pe rsonal 

health care has t aken nlace . This revolution is evident in 

the social selfcare move ment which has a s it s ethos personal 

re8ponsibility in heal t h c a r e . Th e aim of this mo vemen t is 

ners onal aut ono my and the mean s by which t eaJth is secu red 

is ~ersonal e f fort . The t hree prima ry components of the 

social selfcar e move ment are unive rsal selfcare , involveme nt 

in nersonal and commun ity health-rela ted decision making , 

and hec:.l th deviation self ca re . In s e lf ca re the c 2.r e of the 

s e lf may be a drr. inistered either pe rsonally or by othe rs , 

for example by f a mily , fri ends , or by heaJth professionals 

such as nurses . 

/ 

In Orem ' s (1 971) se l f c2re mod el for n ursing n r ac ti ce t~e nur se 

share s in t he cli ent ' s selfc2 r e res ~ons i h ility 2nd involves 

t he cli en t in heal th care dec i sion ~ak in g un til such time as 

the cli ent can res ume f ull r es~onsibili t y fo r heal t h on his 

own behalf . The nar ame t e r s of t he ~ocial s e lfc2r e model 

v ithin which t he client' s Ee lfcare agen cy can be exercised 

are broade r than those of Orem ' s nursing selfcare model . In 

t e r ms of th e so c ial selfcare model n o t only will the client 

~ake d e c isions abou t personal selfcare but he may also be 

inv olved in he~l t h-related d e cision making at t he.polit ical 

l evel . An essen tia l eleme nt of soci~l selfcare is that of 

l ear n ing about and/or usi ~g resources which can contribute 

not only to the r egaining of health but also to its 

oualitative and quanti t ative advancement. 

The cli en t may not want to selfcare to the extent that is 

imnlicit in either the seJfcarE nursing model or the social 

selfcare model , nor may he fe e l able to cope wi t h demands 

and expec t ations which are ne¼ to him . This raises the 

question of the apnropri~ teness and usefulness of the self­

ca re model of nursing for all clients regardless of t he ir 

perceptions of both sick-role behaviour and o.f nursing 

practice . Smith , Buck , Colligan, Kerndt &nd Sollie (1 980) 
have demonstrated different perceptions 01 nursing care by 

the clients anc the nurses in a geriatric selfcare situ&tion , 



(v·jth the clie~ ts heving 2 be tte r conceTt of selfca r e than 

tI'-e nurses) . Fr om a nur s i n g pers pective it would b e use ful 

to find out i f t ~e r e is some way to assess a cli en t ' s 

re adiness to benefit fr om the sElfcare apr roa ch , either fo r 

his nursing care or f or his p ersonal heal th v,o rk . 

Cromwell , Butterfi eld , Br ayfi eld end Curry (1 977) in t he ir 

discussion on the management of coronary pa tien t s suggest 

that a clinical jud gemen t may be made regardin g the clien t' s 

p ercenti on of afency to ach ieve outcomes . Th is jud geme nt 

is made by di s cussing with the client wha t it is t hat he 

thinks i s in c ontrol of h is life . The nerson who perceives 

that he himself has co ntrol over life outco mes is described 

( u s ing Ro t te r ' s 1966 terms) as being intern a l locus of 

c on trol , or ILC . Such a pe rson wil J tend to blame himsel f 

for failure t o ach ie v e goal directed efforts and will t e nd 

to take ac ti on to achieve a desired goal. On t he other hand 

2 person v:ho i s extern2l on locus of control (i. e ., ELC) 

Derce ives life out comes to be due more t o fate or ctance 

t~an to ner sonal effo rt . Locus of con t~ol can t h en be an 

ind icator of clie nt r ea diness t o exercise selfce r e agency 

and a lso a nursing i ndica t or fo r di f fe rential tre 2 t ment of 

ILC a nd ELC clients . 

It is n roposed t hat Cromwell e t. al .' s s uggest i on t ha t 

selfcar e agency b e assessed by locus of co~ trol orient a ti on 

cc:.::1 be 2.u gmen ted . Lo cus of control and pr eventive h eaJ t h 

b et2viour (i. e ., selfc a r e behavi our) have been found to 

2 

be associ~ ted ( e . g ., Langlie , 1977 ). Therefo r e the current 

selfcar e propensi ty of a particular client could also be an 

indicator of r eadiness for a broader selfcare appro ach to 

heal t h c a r e . Preventive health behaviour is al so a ssocia ted 

with the v a lue that a particular person pl a ces on h is person ­

a l health (Wal ls ton, Wallston , Kaplan and Maides , 1975). 

Furthermore , selfcare pr a ctiees are influenced by the mann er 

in whi ch t he caus e of il lness is perceived (Stone, 1979). 

Th erefore no t only locus of control but also selfc a re 

propensi ty, perce · tiom of health, and the loca tion of 

attributed blame f or illness could be indica tors of rea diness 

for a selfcare apn roach to health care. 



I f thi s is f ound t o b e so t hen it should oe ~os s ible no t cn=y 

t o meesur e t he cl i ent ' s r ead ines s for a seJfca r ~ nur sing 

a pnr oach but also to a s se s s both the ex ten t to which t he 

nurse ca n invol ve t he client in personal decision m3king 
and r esponsibil i ty , a nd t he sp~ed wi t h whi ch such a (self­

car e ) program shoul d be ne gotia ted and conduc t ed . 

The scope of t ht' s nc i aJ se lfca r e mode l is main t enance and 
advancement of heal t h by the i nd ividua l . The goal of 

se l f ca r e nurs ing i s the r ega ining or s u s t ain i ng o f hea l th 

by t he agency of b oth nurse and clien t . The pr obl em is h ow 
healt h , which i s t h e go21 of selfcar e , i s perceived by the 

per son and under wha t c onditi ons t ha t person would be 

likely t o ma~e use of the s elfca r e ori ent a t ion in h is or 
her own heal th work . 

In the f ol l ov:ing chant ers t h e con cept s of selfcRr e 2nd 

hea l t h are outl i ned and t he ind ividua l ' s role a s a sel f ­

car ing hea l t h nr a c t i t joner i s di s cussed . The cons tructi on 

of a ouest i onn 2. ire designed t o el ici t i nfor ma tion rela ting 

t o he2l th bel i e f s and pr a ct ices is described . Da t a derived 

from t he ad mi nis t r a t i on of this ouest i onnai r e we r e used t o 

t es t hypot hes ized r e l a tion s h i ps b e tv:een selec t ed var iables 

des i gnated a s he a l t h rela. ted . Further ana l ys i s of t h e se 

da t a y i elded additional i nforma tion r e gar d i ng the c omplexity 
of i nd ividua l heal th beha vi our . 

7. 
_,I 

In the l ast nhase of the s t udy , some modification of the 
i nitia l aues t ionna i r e was underta ken . This r esulted i n a 

potent i a l l y mor e powerful ins t rument for use in t he assess ­

ment of individual r eadiness fo r a selfcar e a ppr oa ch t o health 

car e . Prac t i cal i mnl ica.tions a.ssoc i a t ed wi t h t he us e of 

t his shorter t ool a r e outl i n ed i n t he concl ud in g s ect i on 
of t he t hes i s . 

To sum up, this present study has a fourfold purpose: 
(i) To provide a des cription of indi vidual health beliefs 

and practices , 
(ii) To investigate relationships between these bel ie·fs 



aHd prac tice s and o ther selected variables, 

(ii i ) To e va luate t he proposi tion t hat selfca re 

propensity, on e of t he ma jor variables, is 
predictable from scores on the other three 

major variabl es (Health concept, Locus of 

Control and Blame for illness), 

and, 
(iv) To r ef i ne the Health Questionnaire used for 

da ta collection in the present study. 

4 
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CHAPTER 0 N E 

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 nroduct of the 1960s 

which was the era of participation and anti - ilitism (Danaher , 

1979) . In the pas t 20 years a revolution has been tak ing 

place in the prac tice of selfcare a nd is no w assuming great 

im1ortance and ca u sing much intere s t in the heal th field . As 

Williamson and Danaher put it, "S elfcare, by virtue of the 

fact t hat it r equi res a considerable change in both behaviour 

and r es~onsib ility,is more ak in to a social movemen t than to 

a heal t h st r a t egy" (Williamson and Danaher , 1978 ; p . 135) . 

This is illus trated by the fact that a literature sc2n under ­

t aken for the Copenhagen Symposium on selfcar e revealed an 

array of nuru oseful educ a tional proerams aimed a t strengthen ­

ing lay health care skills , a nd also many instructional guides 

designed to e nhan ce the l ayperson's f unctioning in primary 

ca re (Lev in, Katz and Holst, 1 976 ). 

APFROACl-IES TO SELF'CARE 

The attempt to define selfca re is no mere semantic exercise 

but a necessary prerequisite for any useful evaluation of 

selfcare outcomes (Fonaroff, 1977). Selfca re has been defined 

as "consumer performance of activities traditionally perform­

ed by providers" (Green, Werlin, Schauffler and Avery, 1977; 

p . 162). Such a definition confines selfcare to activities 

which have been taken over from practitioners and is inade quate 

for describing the range of behaviours which b el ong with in 

the selfcare rubric. 



Other ~r iters co~fine selfcare to "vhat the ind ividual does , 

~jth or without professiona l assistance , i n t he maintenance 
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of his or her own heal th a t the urimary care leve l '' (Egger and 
Cullen , 1978 ; p . 34) . This use corresnonds to Orem 's definit ­
ion of self care as being '' the practice of activi ties that 

individuals personal ly initia te and nerform on t heir own behalf 

in maintaining life , health and wellbeing" Orem , 1971 ; n . 13) . 
Although Orem defines selfcare in this way the definition does 

not enc ompass the full range of behav iours which she actually 

includes within s elfcar e nractice , because not only does she 
distingui sh ' unive rsal ' from 'heal th - deviation ' se l fcare but 

she also includes knowledge - and resource - seeking and utilizat­
ion behaviours within selfca re and says that selfcar e is 

pe rformed when it i s undertaken for one ' s dependents as well 
as for oneself . 

~illiamson a nd Danaher (1 978) extend the definition given by 

Egge r and Cullen to include disease - prevention as nart of 

heal t h maintenance stat ing t hat sel fc a re i s a ' bi - modal nhenom­

enon ' comnrising resnonsible sel f - initia t ed health maintenance 

anc disease nrevention on the one hand and the care of the 

self in illnes t on the other. Levin (1 976 ) de fined oelfcare 

similarly . Ca r e of the self in illnesc corresnonds to Orem ' s 
heal t h- deviation selfcare . 

Danaher (1 979) gives t hr ee connotat i ons t o t he word ' self ' 

saying t hat it can r efe r t o the ind ividual , to significant 
others , and to lay groups . She also says tha t selfcar e is 

associated with ' non - profess i onal ' care but conveys more than 

' lay ' ca r e . I t has , she says , two ouite separ a te s trands , one 

being out side the medical pr ofession ( i . e ., the self he l p gr oup 

movement whi ch r ejects current medical pr actice) and the other 

¼ithin it (i . e ., self medication) . Thi s distinction is no t 

made by other wr i ters . Danaher concentualises selfca re in 

terms of five comnonents (ibid , p . 73) . She retains Williamson 

and Danaher ' s ( 1978) component of health maintenance and disease 

nr even tion as one com~onent , but makes t heir ' care of the self 

in illness ' become two components name l y , use of appropriate 
medica l service and par ticipation in t he organizati on and 

delivery of health ca r e . These two components which address 

the aspects of sel fcare that f ocus on consumer part icipati on , 

(i . e. , the use of the health ser vices ) wer e also delineated 



as be.longing wdhjn se]fcan: by Fry (1973). 

In 1978 levjn enlarged hjs own earJjer defjnit\ an of seJfcare 
("~· i:;, , 0 77) - y~_jch itLr: i scu hec1 Jth prorr. oti ofl and prevention 

£n ~ c is e 2se detection 2nd treatment - tc say t hat selfc~re is 
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und E.f. ir~d risk , s rlf- d i;- ;-r os j~· c=.: ::-.J tn·z:: 1::-:-:er.t o:f' -j'.·,:·_ , c ·· 

w}-,E. re c ,.. ~.r o i ~ i , t( t~Jl E. f ~' e C t j Yl) 2 .n d i:- l 1 .:!_' - r 2· c t P :-' , c · • f' ( () 1 

1 '.) '7 .st : ·, . , '.: · t. ()'. • C 

~ 

not in t~1E: OT'l
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g i· ' rl j .l .,. C~ _.,_ I • Le vin UEE:S t~ 1e 

use ... of resource!.:'" becau re ~.eoical services Brovi c E:- :J b~·' 

ins titutions can h2ve i2tro [E ~ic rs we ll 2s nositive cffcc~s . 

In this revised definiti on t hl inclu s ion of the t~o 2sn ect~, 

~Ee of the services and use of 2n exi~ting know]ed ge b2se , 

-jcks ur, sev e r2l im..., ortru1t roints mc:de by Orem in 197 1 . C r f. ~·~ 

ence - u si~g ~ f L~vio~rs . 

11. ost ::, -'"' -:-\e 2.1:JOY L 2 2 1 t: ch c: l 'l b rc u [;'Lt t ur,etr.er by l!orrir v}K 

cc- ~i'·Je s selfc2.re 2 s " t :--. c f e :- ro es se e s ttat T:, er!Tii t -peoDle 211ci 

f2r.ili e s to t2ke initi~tive 2nd respo n sibili ty ar ~ t o f~nct ­

ion effective ly in developing t hei r ov ·n riotcnti2.l for hE:c·lt r 1
' 

(l\orris , 1q 7~ ; . ~87) . 1-Tt..r defj_nj_ti on i r les2 :-· n .. cise thc=:n 
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thEt of Levin (1 978 ) but thE Ji ~tir[ o ~· 2evcr 2rf i s cf seJ f ­

Cc': rE: t;.,.; Ji c- itly ircJ1.,:.aes yet 2nother uL:crete cc.rr.r·c·:r. E1, t , ri c· t-_ ~. 

s e 1 f he 1 Tl [ r o u ~' I".', c r b er s 1 i r . 

A more recen t 2p~roach t o selfca r e which appeared subse quent 

to t~e design of this nr esent study is presentea by Hattirg2 

Verschure i n r,is boo'v C:12nres in c a rinp; for He:- 1 th, ( 1 <J80 ). 

Selfcare is here E.Trr.l i ed onl, t o c2.re \· l 1i eh 2r indiv idual 

exercises in reh: tion to Lis ov•n }·JePJ t h needs . \:.Leri an i nd iv­

idu2l se e ~s nr ofEssional Pf~is t 2n ce v i t h c a re 2nd applies t te 

advice given thl c~re is c2lJed ''corr:lementary medi cal self­

Cr1 re ". Self c ;-i r ,: ;:md com~lemen t 2.ry medical self c a r e are 

E]sc d istingui s~ed from cove r care. It is in the 



~~e~ cf ccver car~ tt t t E2ttinfa VerEchure ~ek~s one add -

~ ~~ ~~~] con~ribution ~o ~he conceutualis&tio~ of selfcare . 

C: -vE r c~re , which applies t o all kindc of neec.::: and demands, 

is ~rovided by one member of & group to e.11other member of 

~h2t group . Cover car e i s based on a feel i ng of loyalty 

Enc on mutual r eciprocity , and it i s ernotio~2.lly Vl 2rm . 

Cover ca r e i s f urther cornpertmen t al i sed into homogenous 
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cover care and heterogenous cover care . Homogenous cove r 

c2.r e is analogous t o self he l p group activity as pr eviously 

described - al l the group member s share a common need . In 
he terogenous cover care hov.·ever the members have different 

needs which a r e met by mut ual corn~lementarity : some members 

contribute what other s leek anc. receive from other s ~hat 

they t hemselves n eed. One ex2rnnle of this i s the heterog­

enous dyad - two disabled persons each ~ith a different 

functional impai r ment give mutual assistance so t hat to gether 

they star e the attr ibutes of one heal thy individuc.l . 

A further contribution to selfcare conce nt ualisation which 

ttis v::'i ter mah:s is that of programmat ic selfc 2.r e . Th is 

consists of any educative and/or heal t h policy a pproach 

which is de s igned t o increase the selfcare comr etency of a 

:popuJ2tion . 

Hettinga Verschure presents the ideal health care culture in 

terms of a pyramid in which selfcare forms the base and com­

prises the bulk of heal th ca r e , cov er ca r e accounts f or the 

mid - section, and profess i ona l ca r e forms t he tip and compri ses 

t he smallest part of heal th ca r e del ivery . For t he individual 

experiencing sickness or disease the pyramid is r eversed -

health ca re comes primarily through professionals . Health is 

r estor e_~ when h ea.l th ca r e is pr imarily apolied t hrough f:elf 

care agency . 

The componen t s of selfcere u ~ed in t h is present s tudy can b e 

diagr a.mrnaticc.ll y r epr esented as sho-vm on Figure 1 - 1, p. 9 . 

The essence of the selfcare movement is control , respon s ibility , 

freedom , exp~nded options and an impr oved qucl ity of life 

(torris , 1979 ) . Selfca.r e r eouires the so rt of he2lth citi7en­

st i p thF. t ~nnes describes as follows : 
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~eaJtt citi7enstin ie the rer poneitility o ~ the 
ind ivici 1;c=. l to knO\· · r,i1;,self 2nd t o e.};2,. }1ie J j 1 e ­

style so as to maxirise his opt ions for Jiving 
fully , t o uti li?e health Eervices, bo th ne r sonal 

and com~unity with optimum efficiency and economy, 
and t o particina t e constructively i n com1;unity 

heal t h planr. in g , ~rior ity set ting and decision 
making . Ennes , 1968 ; n . 18 12 . 

To sum up , the aims of selfcare have been stateo as consuner 

based knowledge , skill and responsib ility for health ca r e , 

t he appropria te use of health re sources , and interdependence 

in the client-nrofessional r elationshi p (Egger an d Cul len, 

1g7e ) . These aims lea d to autonomy ~hich accordin g to 

Danaher (1 979 ) is the goal of sel fc a re . 

TEE IMP~TLS FOR SElFCnRL 

As 2 soc i al movemen t t he selfcare thrust 2nneared ~t first 

t o be anti - urcfe s sional . It e~erffed wi t h in a new climate of 
thought about heal th and illness as a reac tion to wjd esrr e~d 

di ssa t isfGction ~ith traditiona l medical care and r elated 

nroh i bi t ive costs . The drive t ova rds increased selfca re in 

heal th nc r ~lJels simi l a r movemen t s in consumerism (Illich , 

1976 ) as for exa~nle in educa tion where t here is a lessen i ng 

denendence on nrofes sional tutel are (Lev in , 1976) . It can be 

seen as a nortent of major social change , even though as a 

s ocia l movement the drive has l a cked cohesion . It is ironic 

t hat nrofessionals a re now seeking t o remedy this l a ck c f 

cohesion withi~ the selfca r e movemen t . 

levin (1 976) cites t hree f ac t or s which hav e co~tributed to 

the emergence of se1fcare . 0ne is t he denrofeseionalization 

era \o:hich be,:mn in t he mid 1960s . Abuses in medical ca re \''ere 

being recognised and there wa s a desire for nrimary med ica l 

ca r e to be derr.ystified . Another ,..:as the s liift from acute 

infectious d i seases to chronic illness as the immedia te 

focus for he2lth ca re . The third was the growing cost of 

he2l th ca re . To these three f a ctors 1-evin et a l, ( 1976) add 

tha t of the women ' s movement which focussed attention on the 

au&lity of ca re received by women i n a male dominated medical 
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2J t errct ive he2J tl1 cc r E:: :i.e t too~ . BennE: t t (1 c3n ) 2dds two r:,ore 

f~c tor E, namely the need f or individ~?ls t o be in con troJ of 

t heir health and to asPume re sponsibil ity for meeting their 
nre sent and po t en tial heal th n eeds , a nd th e reduction in 

ava il able profes s i ona l services . Egger and Cul Jen (1978 ) 
sue ·i~ tJy sum up t ~e above when they cite z.s being c on tribut ­

ory t o th e selfca r e movement the four f nc t ors of increas ing 

cos ts of heaJth , chang i ng di sease pat te rns , i a tr ogenes is and 

denendency as an outcome of nrofe s s ional ca r e . The se four 

factor s ea ch deserve some further comment . 

Increas ing cos ts of heal t h 

Eeal th ca r e delive ry is nr ofes s ionally dom ina ted and labour 

intensive . Advan cjn g technolo gy means t ha t c os t s of health 

are escal2ting (De r by , 1977 ) . In New Ze2l 2.nd in 197 6 15% 
of net go ve rnment ex~endi ture \.\a s devoted t o health cos ts, 

and moEt of this \.\2 S accounted for by hos n i t al costs . Preston 

(1 977) proj e cted tha t on then curren t trends t he entire GNP 

v·ould need t o be devoted to heal th delive r y in the yea r 2 025 ! 

Sneak ~ng of t he Ame rican pjtu2 tion , GigJ io, Snea rs , Rumpf and 

Edd y (1 978 ) s t ated t hat ri s in g cos t s ~ere n r t p2r2lJe led by 

any corre sponding improvement in t he popul a tion ' s he2l th. 

They \•.·2rn th2. t " increasing medi cal ex-r>enditures \.\il J no t 

le8 d to impr oved health" (ibid , T) . 757) . The fact is t ha t i n 

the west ern world costs ha v e outstripned benefi ts (Egger and 

Cullen, 1978 ) . Perhaps thi s is becau s e the heal th service, 

r a t her t han r es ~onding to exi s ting health priorities , foster s 

' 'wants' by it's fascination with the so phis tic a t ed technology 

whic h i s increasin gl y becoming available, Another reas on is 

tha t a different ex ·iectation of the health system ur evails 

from former ti rne s . Where once ' survival ' v:as the goal of 

health ca r e , the goal today for many is ' comulete wellbeing ' 

(Williamson 2nd Danaher , 1978) . 

It h~s been a r gued tha t if cos ts are to be contained the 

responsib ility for personal health must be assumed by the 

individual h i mself to a f ar greater ext ent . The nroblem 

here is one of how best to persuade the lay nubli c about the 

need and urgency for personal responsibility in the prevention 

of illheal t h and how to enable them to become effective in 



the i r o~n hePlth care . The economic asnect af hePJth c a r e 

deJivEry is becoming so urrent that 2 nev · 2D · ror:. ch t o hu-1 t:,_ 

delivery is arousing intere st . Thjs new ap~r o2ch focusses on 

providing incentives for heal t h main t en &nce and disince~tives 

for 2vcidable u se of th e se rv ice s , and on i mnrovinf the health 

c omne tence of lay nersons . For example Eg per 2nd Cullen (1 978) 
sugges t 2s an incentive t ha t unuse d si ck l eave c ouJd be c onvert­

ed to recreat i on lea ve and th ; t insurance c ompanies could r ~ve 

a no-claim r eb~te on medical insurance nol i c i es . Stokes (1 079) 
nroposes as a disincentive t ha t consumers b e r eouired to nay 

ann u a l l y the first $500-$ 1000 o f health c2re costs themselves . 

Me rch2n t ( 1976) argues a measure of r eform , namely that illness 

or injur y a ttrib utable t o self in dulgence should not be a cost 

to society . To improve t he health competence of laynersons 

frdell (1 977 ) sugges ts that nersons should be invi t ed to 

particinate in au t horised welln ess programs at gove rnment 

ex,er.se . IJard dat2 are not available about ,,:hetr,e r lay c om'J)et ­

ence is a cost saving strategy , and in fact it may not nrove 

to be so , say levin et al (1 g76) . 

Faced ~ith the health economy si t ua ti on writers such as Ga rtner 

Rnd Riessman (1 976 ) consisten t ly assert that the current lay 

imn tus of selfca r e must be harness ed in order to rescue the 

health c a r e system from t he c onstraints of the economic situat ­

ion . The selfca r e movement arose as a s n ontaneous r ea cti on t o 

t he heal t h care si tuation , and it ' s unioue chara cter derives 

from it ' s focus on individu2l r espon5i b ili t y , au t on omy and 

agency . It ~ou ld be unfort~nate if heal th care p lanners did 

t he ' righ t thing ' - i . e . , foster sel fc a re, - for the wrong 

r ea sons - i . e ., to r eJ i e ve the economic burd~n . Ra t her 

than a ttemp t to exnect great e r individu8 l selfcare agency, 

heal th care delivery would do well to res pond t o, r ather than 

a tteffipt t o t ake over, the e merging selfc a r e for c e ; to learn 

fro m it r a the r than t ry to h a rnes s it for the sa~ e of t he 

economi c situation . The lesson which the system is beginning 

to learn is tha t the system itself n eeds to make far greater 

n r ovision f or health edu c a tion , and tha t profes s ionals within 

the system need to take initiative for transferring r esponsib ­

ility to the c li ent whenever this i s p ossible and anpropriate . 

On this basis th e selfcare t h rust c an mak e a contribution to 

the health ca r e system . 



The social impetus for selfce:re sl-'.ilJ::_, c erives from the r:2., c, :r· 

shi ft from acute infectious dis e a se to chrcnic disease (levin , 
1976) . Since the early ~art of this c entury disease pat terns 

in the western ~orld ( as me&sured by mortaJity) have changed 

from a predomin2nce of dise2ses that a r e acute and infectious 

to those that 2re chronic and degenerative (Po~l es , 1973 ) . 
Gartner an f Riess~an (1 07 6) estjm2te tha t abou t 50% of the 

nonulation now suffers from chronic illnes s and t ha t such dis ­

orders accoun t for 7 0% of all contacts wi t h bealth nrofessionals . 

The main modern medical uroblems ( e . g ., lung cancer, motor 

vehicle accidents , h e2r t disease) have 2n aetiology whi ch 

is related to nersonal behaviour and ljfestyle rather than to 

ex t ernal /environmenta l sources less under t he person ' s control . 

For many persons chron ic illness has become a na rt of ' normal ' 

heal t h and as Brea rley, Gibbons , ~iles, To~liss and ~oods (1 ? 78 ) 

noint ott this leads to a re-definiti on of normal health for 

such p e rso-.-is . 

I'·.edi cal technology is also responsiblefor augmentingthe cate go ry 

of t he chronic sick . Techrology in the last 40 years has add e d 

years to sick , r~ther than to h e althy , Jives 2nd this in turn 

has resulted i n an increase in chronic disease . Gru enberg 

(1 977 ) calls this increase the i ndic2tor of the ' f2ilure of 

our success '. 

The burden nosed by such ne~ probJems on the health ca re syst em 

c ~n be lessened if individuaJs will t a~e mo r e resnons i bility 

for their own heaJth c a re . Pe rsors can do t his either on 

their own or with t he helu of others . I n chronic disease t he 

irnnl icat iors for selfcare are obvious . Organized selfcare 

u ro grarns have nroved es~ecialJy effective amon g sufferers of 

crronic illness (Stokes , 1979 ). Diab e tes is one illne ss in 

which personal selfcare is crucial . The more the chronic 

sufferer undertakes t o manage his own condition , the mo r e will 

he ga in in coping abili ty and social com~etence , and the great ­

er will be his contribution to the relief of the burden being 

placed on t he heal th c a re system . It must not be forgotten 

that selfcare at the urodrornal or p re-pa t h ology stage (as 

well as a t the late r stage) is also a uo tential a r ea for 

2ppJying preven tive and ameliorative kno~ledge and technioues 

( levin e t al, 1976). 



Iatro0en e sis 

~e~ni t e the fac t t het iat r ogenesis is citeo r·F one f e ctor 

vhich has con tribu ted t o the sel f ca r e move ~en t t here is com­

p2r2tively li t t le sua ce gjven t o it b y the ~riters ~-ho refer 

to it in this con t ex t . Egge r and Cullen (1 978) cite ~clamb 

and Huntley (1967) ~ho claim the t UD to one in five re tients 

admitted to a typical reseerc h hos 9 1ital in the United St2te 

of Amer i ca wa s sus~ected of accuiring an i2 trogenic dis~ese . 

~ore recentl y I llich (1976 ) esti ~e ted t ha t 3% - 5% of a l l 

rosni t a l admis s i ors mi ght be d ue to the side eff ~ct s o f drups . 

There does n o t appea r to be any a vai l ab l e f igur es for hospital 

admis sjor s v·hi ch r esuJ t f r om self - urescribed d r ug induced 

ail ments , f r om rea ctions t o medically nrescribed r egimens 

and f r om the overcon~urr.nt i on of both legal and i l lega l drugs . 

I t is no t diff i cul t for nerso n s ~ork i ng in clinicaJ se t tings 

to recall ins t an ces of patien t s bei n g ~.2 r~ed r ather than 

helped by the n r es cr ibed medica l r egimen or intervention . 

Bu t this acnec t of iatrogenesis is a n eglec t ed a r ea of 

rese2rch . 

Deuenaencv as an ou tc ome of n r ofe~~ ion2l c2re 

There has occurred a Fhift a¼ay fr om the cort of heaJth care 

~hich has been n r ovided by nrofessiona l s ~ho have formed a 

" medical Gr is t o cra cy exe r cisinE a nro fe ssional a n d economic 

mono ~o ly '' (Rush , 1g7 1 ) . Th is shif t is due t o the new imnetus 

of selfc 2re wh i ch r un s c ounter to t he b r oad tendenc i es o f 

socie ty t o~·ar d i ncreas ed technolo gical kno~l edge, exnerti s e 

and sTe c ializa t ion ( levin et al, 1976 ) . 

There a r e three broad t r end s whi ch a c count fo r t he reje ct i on 

o f cur re n t me dic a l pra ctice (Danaher, 1979) . One i s tha t 

med i cal practic e i s diseas e , r a t her t han hea lth, oriented. 

( Mathe rs, 1970, comments that as 2 ~edi ca l student he was 

never a llo~ed to di~gnose anyon e a s h e a lthy but was limited 

to t h e tra diti or.al c au tiou s s t atement, ' no appa rent dis ease' . ) 

The s econd trend noted by Danaher is the uerceived stigmat­

i s i ng of women by the medical profes s ion , and th e t h i r d is 

t he med ical profe s sion ' s mono p oly of informa tio r. r ela tin g to 

the t r ea t ment of di s e a se . 



IJ Ji cL i~ l ;1 untJ y outs;ioken 2: "roi; t Uie E 1 fec t s of modern 
;n,:,d j cine . "The medic8 l estE.b l ishrr;en t" lie e2ys " h2s becorr:e 

2 r"F2or t1.re2 t to riea.J t h beceu~e it sron8crs eicv.:r.ees end 

ex~ronrjates the potentia l of per s on s to deal ~ith t he ir 
hurr.2n condition in an autonomous wa y '' (I1 J ich , 1g7e ; p . 263) . 

./ 
1 :: 

The best condit ions for heal th will onJy be found ~hen 8 

socie t y will r edu ce ~r of ess i ora J i nte1·ve~tion to 2 rninimu~ . 
f2hle r a r gues t~a t heal t h can onJy be gained t trough 2 de ­

mys t ification of ffie~ical tech:r.ology ~nd he believes t ha t 

kno~Jedge a nd sk ill should go dovn tte nrofessional t ree fro~ 
d ac t or s t o nur ses t o mo t h ers . " It mal<e s good social , econc:r.ic 
and nr ofess i ona l sens e for countries t o tE ke t he rho i ce of 

in te rvention option s nea r e r t o t he corsumer wheneve r t hey 

ha ve the chanc e" (I'-'iahle r , 1978 ; n. 278) . 

Profe s s i ona l a ttitude to selfc2 r e 

He2l th Drofession2 J s both under es t imate v· h8 t natients 2c t u2..lly 

knov (Kc:sl 2nd Cobb , 1966 ) and als o t heir caT)2city to under­
stand the de t ails of what if wr ong and wha t must be done , 2nd 

this rr.isnerce ~ ti on erec t s bc~rrier s t o commun i cation ( Voss , 

1g73) . By 2nd l 2rge , nr ofeFsioral do~inence devalues l ay 

activ ity in the eetab1 ished domains of nrofeesionaJ exnert ise 

(Freid son , 197n) . Bec2use heal t h intervention ie 2J rrioet ex ­

clusively n r ofesE i one l , s elfca r e has been said to be tre2ted 

v: i th indiffer ence by r,eal t h profe ss ionals (W i ll iamson a nd 

D2naher , 1978) 2nd t o be nerce ived by t he medical profession 

as being both ineffectual and danger ous because it delays 
access t o ' proper ' tre~t men t ( Levin e t aL, 1976) . Ye t in a 

surve y of d oc t ors (Dunne l and Ca rt~right , 1972) half of the 

do ctors s urveyed said t hat a ouarte r of the i r c onsulta ti ons 

we r e for conditions tha t people could have treated themsel ves . 

Danaher (1 979) note s tha t doctors want t o be f reed from 

caring fo r ' tr i via l ' ail ments but C' Gr ad y (1979) warns t hat 

s ome nrofes s ional s will not want t o be denrived of easy 

p i ckinRs from such c 0reultations . Ey contrast Pratt (1973) 
cla ims t hat heal th profess ion als have posi t i ve r eactions to 

pa tient selfca r e a nd the development of formal home ca re 

nr ogr arns . 



ruch of wh2t has been 8aid of the medical -r·ofefEion c~n alsc 

·c:,e said of the nursing T'rofession v rdch histc;:::·:.c;sJJy U,s sh&r\ ', 

the same professional orient~tion to clients . 

Professional identity crisis 

~ith the onset of t he social ffiove~ent of selfcare , ~e2J t h 

professionals are f~cinp 2n identity crisis (~ilson , 1975) . 
By both educ&tion 2nd sociAlisation doctors and nurses 2re 

trained t o tr(at the p2t i en t as 2 nassive recipient of c~r e 

and as one v ho is not m2d e ~,ri vy to dat a v'hich he himself 

sunPlies . He2Jth profe sfion2ls may be exnected to resist the 

sel f care mode if they perceive that their e xpertise and ex­
clusiveness arebeing invaded and t ha t the profess ional -

p~tient relationship is being disrupted . Tv·o vays to ~eet 
ti is T'erceived t hre2t \''ill be for curricula in rrofes:.~ional 

tducc.. tion to reflect nev objectives a:r.d r..ethocs consom:nt "'i tt. 

a ' p~rtnership ' a ttitude in health nr[ctitioners , and to supnJy 
the means for learr.ing the skills needed by the client fo r 

diagnos ti c and treatn.Ln t str ateeies ¼hich are anpronr i ate t o 

selfc2.r e (Levin e t al., 1976) . But to do this will reouire 

tha t heal th nrofessio~als find t~e goals and method ologies of 

selfcare to be b r oadly compatible wi th t heir held values , 2nd 

that they derive role gratification· from nr c:ctis ing as a 

facilit&tor of client autonomy and exnertise (Gartner and 
Reissman , 1ri76) . 

In faciJitating client autonomy a selfca r e educa t ed doc t or 

for example would vie] come pregnancy self tes t ing and "v:ill 

do so unless (he i s ) on a power tri n " (Heff'ord , 1 gso) . 

Wilson (1 g75) notes t hat i t is only recently that doctors have 

begun t o advise businessmen about t he r ole of nreven t i ve health 

behavio 1,;r in t he i r l ifes t yle . The vay i s certainly open for 

heal t h pr ofes s ionals to contribute to ed uc2 tion for health 

and autonomy . Hea Jth education given by t he pr of essional 

should b e focussed on the broad goals of pr even tio1 of future 

disabiJi ty, adop tion of a he2lthy lifestyle , improvement in 

men t al heal th via t he understanding of interper sonal r e l a t ion ­

ships , and the recognition and nr evention of environmen t a l 

ha?ards (Butterfield , 1976) . Such educati on is no t ' p&tient ' 
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edu ce. tion t ,ut ' selfcare ' educ;. tion for it doee not assume 

sicknrss nor if it initieted in r esnonse to a particular dif ­

ease . Instead it fosters indepe ndence , sel!- helning canabi : ­

ities and person2 l agen cy ( Lev in , 1978a) . 

The decis i on t o transfer clinical skills from t l1e heal th 

practitioner to the layperson is not ho~ever the exclusiv e 

decision of the health p r ofesfional - even t hough Pr ofess i on2Js 

shouJd not be rassive abou t this trcnsfer - but one v-hich 

should be shared by the client . Wh&t the health profe ssion2J 

can do is to c Grefully assess est2blished c linica l prsctices 

(from prevention through to rehabilita tion) for their essent ­

ial vorth, and es t ablish technical criteria for the selection 

of clinjcal skills appropriate for transfe r , bearing in mind 

t ha t no transferred nroced ure should be dangerous . This re ­

ouires assessment of t he comnetence of the lay operator of 

the tr~nsfe ~red sv.ill , for there are some skills that could 

be undertaken by certa in persons but not by others . 

Cne notable examnle of profe ssiona l cooper a ti on wi th a self ­

c 2re a ctive client is t h2t which occur red bet¼een N. Cousin s 

and hif' doctor (Cousins , 1976 ) . In this case the client 

f ormul ated his o~n nl2n of c ~r e and was indebted to his doct or 

who wo rked as 2 na rtner to secure the implementation of the 

care n l a n . Cousins writes , " the nrinc i pa l contribut ion 

m2de by my doctor to t he t amin g and nossible conouest of my 

illness v·as that he encouraged me t o bel i eve I was a resnect ­

ed n2r tn e r v.Jith him in the total undertaking" ( ibid , p . 1463) , 

According to Mathe rs (1 970) the treatment of a p erson is a 

health enhancing activity rather than a disease defeating one . 

leading a pe r son back t o heal th means allo~ing him to be an 

agen t inste~d of a patient, with t he heal t h nrofessional being 

a participant observer . Heal t h p rofessionals w~o are inter­

ested in selfcare de v el opment need to mave an objective 

self - appraisal of t hei r n rima ry care nrocedures lest the y 

the mselves contribute t o pa tient denendency . One way to d o 

this is to make use of a client heJd re c ord . Su ch a n r oced ­

ure contribu t es to the demystif icati on of health ca re, to 

client inv9lvement a nd to health maintenance behaviour 

( Giglio et al, 1978 ) . Another way is for the heal th profess­

ional to give the sort of heal th education,outJined by 

Butterfield (1 976) and r e ferred to e a rl ier in the chanter , 



vhich fo sters s ~lf-reJ ~anc e and the use of ~oJunt&ry effort . 

J.._ t:i:rnugh t}ie selfc;::,r ,_ mcve me nt S;Jr2,ng in -:-,, rt from a reciction 

to ~rofessional mystificat ion, the professional through both 

responsiveness and leaders t i n can con tribute muc h t o the pro_ 

gress of the selfcare anproach. These two asnects ~ilJ now 
be discu ssed in more detail. 

Professional responsiv eness to selfcare 

Responsiv eness requires first t r.e t the health profes siona l 

respect and foster the client ' s 2 ttemDts t o assume intelligent 

agen cy in his own health ca r e . To do this the health profess­

ional will need to meet the challenge to t he ~r ofe s sion 

2nd "step outside the medical model of the hea lth/disease 

is s ue a nd t a ke into consideration the value comnonents of 

heel th,,..:ard care as ve rce i ved by the actors thems elves " 

(¼illiamson , 1976; p . 6) . He or she will need aJso t o ;::,pprec­

iate tha t t he client m2y be 2tternting to ' mana 1 e ' him , +~a t 

is , to discuss , as s es s and make use of the consu]tative con ­

tributi on r ather than simply acou ~e sce t o ' orders '. The 

professional may ne ed heJn in this r es ~ect so th~t r 2 t he r 

t h2 n re a ct to thi s n ew mod e of ap ~roech (s )he ca n both res nond 

t o it 2nd derive satisfc.: ction from it . Such a. r esnonse \A'ill 

reco gn ise ths. t a client may be pr a ctising ' informed sel f ­

trea t ment ' - as in the ca se of Cousins cited earlier - which 

is a stra te gy reguiring discussion ~ith, r a ther than tota l 

dene~dence on , the heaJ th professiona l (Danaher, 1979 ) . 

There is a need for the lay/nrofessio r al interface to involve 

coonera tion and de] efation as the tv ·o a.ctoI·s become inter ­

de~endent . Williamson 2nd Danaher claim that unless such 

interdependence can be a chieved it will be imnos s ible to 

incornor ate fully disease ~reventior and health maintenance 

into selfcare . 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 

rel a tionsh i n from that which is common today ..• and which is 

ouite inappronriate for an autonomous and responsible laity" 

(Williamson and Danaher, 1978 ; p . 186) . 
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Su ch a r enovated dya d ic consultative r el tjcnshir r ~oui r es ~;2t 

the c l i ent b e a l lo wed or en cou raged t o ask oueEtions , and iR 

n ec essB ry i f t he pr ofeEsional approach is oriented t owa r d fof""'..E::'r ­

ing the clien t' s s tren g t hs . The more nersona l r e l ation shi p 

c a n "set pe o ple free from t h e bonds t ha t d iagr:os is an d trea t­

ment have t i ed a r ound t h e m; it c a n crea te a n e Y ider tity f or 

t h e m b y affirmin p t h eir s tren g t h s (Wils on, 197 5 ; ~ - 9~ ) . The 

, r ofe s s j onal c an ...,e rs ona l ly de rive s at isfac t ion f r o;i. an a ppr oach 

i n ~hi ch he l earns wi th the cl i ent (K orn, 1964) who i n 

f ac t ma y ha ve·much to offer t he profe ss i onal. "The ir mee tin g 

p l a c e is more in t h e n a ture o f a da nc e toge the r t han a trad it­

i onal c onsultati on" (v.'i l son , 1975 ; p . 49 ) . 

An o t he r v·ay in Yh ich the n r ofe ss i ona l can b e re snon s ive t o the 

se lfca re momen tum is to reco gnise a nd wh ere possib l e and apnr o ­

pr iate utiliz e sunrortive f amily resources (Ot t o, 1973) . Fra t t 

(1 973) po int s ou t tha t t h e s necialised heal th service ha s supn-. -

l an t ed r a t he r t han s u pple~en ted t he he~l t h c2 r e - giving canacity 

of t he fa ~ily. Althcugh b y h ow mu ch, when, vhere , and how 

pa ti ents and fam i l i e s s hould be encouraged t o a chi eve more 

c ontro l ov e r t he ir situa ti on is n o t agr eed by t h e medica l ~r o ­

f e ss i on, ind i vidual heaJ t h n r a ct i t ione r s ca n s u nnort the se]f­

care ap~roa ch by e n c ou r agin g supnl e me n t a ry or substitution ary 

self ca r e activity v·h ene v ar it oc c urs a nd is apnropria te. 

Pr ofess i onal l eadership in se lfca re 

Leader sh i p in -reven tive a ct i vity i s t he se c ond a r ea in whi ch 

p r of ess i on a l s c a n assist s el f care to b e a useful force . Th e 

he a lth profes s ional , having been trained in the cure and c a re 

of dise ase , is not concentually well eouipned to deal with 

he a lth (Siegel , 1973). Yet Williamson and Danaher (1978) be ­

lieve tha t leadership by doctors is a prerequisite for health 

maintenance even though doctors do n o t at n re sent h a ve a domin­

ant role in t h is area . Education for health should not be 

vi ewed as an optional extra by care g ivers but as having a 

rightful place in whatever care is being given . The profess ­

ional ' s own nersonal preventive health activi ty can be a lesson 

in itself . The cigarette-puffing ~rofessional is no health 

model for the heal th conscious client . On the other hand the 

client's best impre ssion of creative interpersonal com~unicat-

ion may be derived from his experience with his health consultant . 



Epger and Cul len (1 ° 78 ) state tt2 t t he exercise of l e~d ershi ~ 

in devel op ing the selfca r e movemen t " ob v i ousl y devolves on 

heal t h de riar t men t s " because of t hei r c o rr, ~i i tment to prev en ti on 

and the professional resources on hand to deve lop ' p2 ckages ' 

for t he various content se gments. The t ask o f departmen ts is 

to con s tru ct courses, to recruit and tr2 in operators , an d to 

make t he courses available t h r ough genere. l ~r actitoners , the y 

say . They a lso varn that if traditional medic ine and par a ­

medicine f &il to meet t he DUblic dema nd for se l fca r e cour ses 

t he void will r aridly be filled from fringe teaJ t h r esources. 

Othe r ~ays tha t profess ional lea dership can b e e xe r c ised is 

by building com rr,unicat ion links among selfca re uro gr ams, by 

re - design ing or inven ting new mon it oring, diagnostic a nd tre a t ­

men t t echno logy - es n ec ially h a r dwa re - with a view 

t o t~eir selfc 2i re apul ication, and by being available as a 

Drofessional re so~rce in u lan~ ing and tea ching (provid ed t hat 

the heal t h pr ofessional can f unct ion with in an ed u cation2l 

y,hilosonhy v·hi ch is free of m2niuulation a nd mytholo gy - Levi: , 

1 97 6 ) . 

Such contributi ons as the ones sugges ted ca rry the da nge r of 

~rofessi orial domin a tion and co n trol of lay in itiative . Domina t ­

ion need not occur as long as contribut i on s a r e made in an 

" absence of p rofes s ion al chauvinism" (E gge r and Cullen, 1978 ). 

I f h ea lth profes s ionals do not n ick un the chall enge of self­

care and work with r a the r t han on it , a new type of heal th 

worker may emerge ( levin et aL, 197 6 ; Williamson a nd Danaher , 

1978 ; Levin, 1977) , 

Keeping in mind the nroviso tha t selfcare can neither be im­

p osed on a popul a tion nor required of it, the foll0\1'ing comment 

by Levin e t al . ( 1976) sums up the riotential of the self care 

r esource for h ea lth delivery : 

Selfca re is a resource of great n romise . Its contribution 

is not only supplementa ry to and substitutionary of avail­

able health care resources, it is addi tive to society's 

ability to overcome many extant barriers to healthcare 

accessibility, acceptability , quality and accountability. 

In t hi s sense selfcare must be vie ~ed as the first opt ion 

with any alterna tive being supnortive and residual. It has 

always been so . The difference now is that we a re able to 

conce ptualise the selfcare option with more clarity than 



,.· . t . v,E:. ;,£.:Ve c ne v op~ .or .ur;1 :J t :-. (' : · ::, , .. .:: d e r 

1.ov.: to fvrti.er Etrengthen t he Jay contrib ·_, tjc,:n 2rd 2t 

tLE: same time mo:ke mor e pr ecise 2.nd Tc- ·,_, r :··; ~ J t- use 

of the technica l and pr ofessiona l expertise in h a]ti1 . 
Levin e t al, 1976 ; ~ . 79 . 

THE I L;'.:,CE CF THE SSlFCJ..RE CC FCEPT I N THE HEALTH CARE SYSTi~E 

Sneaking abou t t he l~ew Zealand situa tion Jl/cK2y says th2t " it 

is only in compar ative ly modern ti ~es t ha t public r es~onsib i l -

i t y for heal t h has been accepted " (Jv:cKay , 1969 ; n . 17) . In Nev ' 

ZeaJand St 2 t e resnonsibility for personal rr.edica l c2r e began 

its pre sent pa t tern with t he pass i ng in 1938 of t he Socia l 

Security Act . Almost immediately the De partmen t of Health 

began t o organize a wide ran ge of health benefits . Today in 

Ne w 7ea2 and t te direc tion , ~~anning and sunervif~on of HeaJ t h 

Services is t he res nonsibility of t he finister of Esa lth . Ttis 

res ponsib ility for the nat i on 1 s heal th is sh ;_~ red betv·een centr2l 

and l ocal fOvernmen t, pr ivate nr ac titi v~ ers , raramedical wor:k ers , 

charit2b]e and re Jigious orgeniz~t ions and ~riva te citi zens , 

with centr al tovernment assuming the final r espon sibil ity ( ibi d , 

p . 23) . McK2 y does not overlook t hat each citizen must nersonaJJy 

carry his shar e of responsibili ty for his own heal th because 

he concJudes by saying t ha t the real r esnonsibility for t he 

nation 1 s he2.l t h r es t s not prim~rily on the central governmen t 

hut upon every single member of socie ty . As Fuch has indicat ­

ed , "the gr ea t es t "'.") Oten t ial fo r imnroving heal t h lies in .-:hat 

v-·e do and don 1 t do for ourseJ ves 11 (Fuchs , 1975 ; p . 151) . 

Selfcare is a crucial asnect of the health ca r e system (Lev i n , 

1976) and is the bigges t part of it (Williamson and Danaher, 

1978 ). As Fry (1 973 ) has po inted out , without selfcar e any 

system of health ca r e would be swamped . Selfcar e is an aspect 

of the heal thcare sys tem which tends to be overlooked in heal th 
~elivery. The unchallenged a s sumption has been t ha t lthe nro­

fes sional r e source is the un iversal and excJus jve resource in 

~ealth ca re' - the individual and the fam ily as a l ay resource 

have been overlooked (Levin e t ai, 1976). 

Ac cordjng to Darby (1 977 ) t he selfcar e resource reou i res to 

be inte grated into the overall provi s ion of heal th c a re. 



0Lr.or1er (",7<,) teJ jcyt:·~· t:-;~.t ['n ideal mode] :.::f ~-ie;:J th cL!re 

viJ.J be CO:T"CJf.tJ of t,· o f'f-·~· r · tE.. but in t er Jo~·'. ·i rrr T'lc.r tE= , t:t-Je 

rr.Eo·dical c2r e sys tem r1;.r; -:y r:.EcdicaJ profession2~E= c-.nc the :..;i::J:f ­

c~re sys t em . Bot h sides of this teem will need t o know abou t 
and integr a t e eac h others activities . ~i lia a 1 so beJieves t ~2 t 

seJfcare , as en or ganieed comnNni t y based concent , could te ­

cor..e a "model fo r ner sonal heal t h cc1re which wouJd corr::plement 

existing medica l ccire 11 (1'-:ilio , 1977 ; p . 139) . Ther e i s a t tLis 

ti~e a nev nublic inte re s t in considering pur~oseful selfca re 

as an integral component of t he healthca r e system (Levin , 1978) 

even though according to Egr er anc Cullen ( 1978) t here is by 

contras t Jittle initiative being t8ken by hea l t h profesEionals 

for actual l y bringing selfcare into the health car e system . 

Effec t s of s elfca r e i nput on t he hea Jth ca r e s ys t em 

Development of lay selfce r c comnetence wouJ d hav e a nov-.rerful 

rotential for denrofessionaJi7ing the he2J t h ca r e system a~d 

~ould chaJJ en gE the never of hea 1 th ca r ~ ad~inis tr~tion (N or ris , 

1979 ) . WiJJi amson and Danaher ( 1978 ) warn that the medica l 

nr ofession , and mo r e iffiuort2ntly the eEtabJis~ed he2J t h cbre 
deJivery sys t em , v.·il] hc'~ve to rrake concessions to the seJfc2re 

innut if the l atter is to be a uotent force in the health care 

system . Incre2sed selfca r e competence could free t he heaJth 
c&re sys t em t o b e mo r e a r esource t han a crut ch . As has been 

mention ed earlier i n t h is discussion wri t ers consistently ob­

serve that much of ~ha t is brought to the docto r' s attention 

is medicaJ J y trivial (e . g ., ril i o , 1977) or non - medical i n 

nature (e . g ., Br ear ley e t a L, 1978 ) and could be sel f - treat ed 

( e . g ., Wil l i a mso n and Danaher , 1978 ; Chamberla in and Dr u i , 

1975 ) . Such recourse t o the doctor l eads t o a medica l ization 

of life , t o an increasing demand fo r mor e doc t or s and t o 

gr eat er exnec t a ti ons being m~de of t hem (Br earl ey et a L, 1978 ) . 

Levin et al, (1 976 ) beljeve t h2 t 2. i=: t rengthen i ng in seJfcar e 

v;ill r enr esen t a t h ru:::t t ov·ar ds 2 mor e adequate and G. i gn ified 

- a nd p os s i bly mor e effective - mode of use of heal th r e s our ces . 
Usually phys icians are the key dec ision ma kers in the healt h 

service and fill a gatekee per role (Gertman , 1974 ; Yushkin , 

1974 ). Rosenstock (1 974) in a study of how peopl e use t he 
ht al th care sys tem, and of whjch people d o not use it , d i scuss­
ed wa y s of persuading people to ma ke use of the sy s tem . Kn owing 



l1ow to u:e avc:.iJ2Vc r e!"o·orces is a r2:rt of t!',(- fE'Jfc2 re 

conce~ t. 3or~men (1 97: ) notts that some DCC~]~ avoid using 

the system because t~eir nrior exneriences ~jth it have been 
ner ce i ved as being ~nssti5f2cto r y . 

In a Dr ovocative book , Bectl t h is for Peonl~ , Wilson (1975) re ­
~inds us t ha t a hea]th cEre system reflec t s that society ' s 

idea of health and that r..ediccl treatment must not ·oe miFtc:V.en 

for heal t h ca r e . The eft&bJ is1,ed rea ltr! c:i. r e s:ysterL is ft.r:ct ­

ionally ignor an t of ' a lterna tjve ' sources of health core (Zola , 

1972 ) and is ac t ively disapnroving of some of t hem , e . g ., of 

chiropractor s (Reinken, DeLacey and Salmond , 1980) although a 

cha~ge i n a ttitude t o ch i roprac t or s is currently tak i ng ~lace 

i n Net· Zealand . Heal t h practitioners in the health care system 
are scarcely likely t o wel come Nor ris ' s ( 1q79) sugpest ion that 

the acununc t urist , nodia t ris t , hypno t is t and others be velcom­
ed irto the heal t h team . Schof ield (1 g6g, 1979) would also 

include the ~~ychologist in tte team , and 1iqhtirfele (1 070) 

and Lohrisch , Ryan 2nd Rosenbluth (1 q7a ) ~he ~hfr~aci st . 

:Sy contrast e. v·arlling is sounded "'8y JV:;:,rtin v:ho be l ieves that 
the errrho.sis on the sel fcare aE:-nec t of 1.e2J.th care 2nd the 

movement to~ards demed icaliretion c2n cons titut e a risk in tt~t 

t he hea l th car e establishment '' il J prenareci at t liis present 
t i me to get involved ~i t h l aymen i n particiuatjve promotion 

~i ght be temn t ed t o use the (se lfca r e ) evolution as a rretext 

for minjmising its responsibility for making adeguate and 

com-:->rel:e!'ls ive services av~ilcble to the \·/h ole nonulation " 

(I'-'.2.rtin , 1978 ; n . 686) . 

Effec t s of seJ.fca r e input on heal th care de cis i on making 

Change in the heal t h ca r e deJivery sy s tem ha s b een moot ed for 

some time . When health ca r e i nitiatives are shar ed by both 
laypersons and profe ssionals chan ge s ca n he an t icinated i n 

the heal th decision making pr ocess (Levin et a L, 1976 ) . The 

selfcP. re a pproa ch contribute s to de c i sion ma k ing and to polit ­

i cal ac tion in heal th affairs . It was the ~or king hypothesis 

of the Copenhagen Sym~osium on Selfca re (Augu s t , 1975) tha t 

"a vieble preventive a nd t her2 neutic rartne r ship be tv.-een 

ind i vidual s, pat i ents , and t he r r ofess ional h eal t h ca r e wor ker 

i s no t on l y des i rabl e bu t may be e ssen tial t o ach i eve imnroved 



2ccess , e~t8~ced ounlit y of ca re , bct~er 2cco~ntability and 

Jow8r cos t s " (ibid , p . 3) . 
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It v:2s trie contention of l evin et al . th2t vjgorous 1 consum1?r ' 

or i en t ed demands for partici nat j on in (hcaJ t h ca re) decision 
making would unque stionably emerge . Cne of the most important 

socjel changes in rec ent times has been the development of 

collective nov·er amon g con sumers of medical c&re ( JV'echc=rnic , 

1?7? ) . Comrr.uni ty p2 rti c i nFtion i n health care delivery has 

been r ecomffiended (Abrams , 197 1 ) and is t 2king nlace (Christensen 

2nd Werthe i me r , 1976 ; Pecarchic , Ricc i and Nelson , 1976: having 

been fostered by dissatisfaction vith t he heal th ca re sys tem 

and a desire for a vo ice , and the r ealiza t i on tha t ~any health 

c~re decisions do n ot require highl y t echnical medj cal know­

ledp-e but re. ther a knov·l edge of comrr)un i ty v:ants and needs . 

Effects on the heal th care sys t em 
of corsidering consumer needs 

In 1974 I chv0c t er and Schlacter r ei tera~ed that healtt c2 r e 

rroviders need to monitor consu~er needs 2nd oesires , arguing 

that i~ is time that health professio~als s t op trying t o charfe 

the health c2re attitude of t he c onsumer v:i thout p:rea t e r con ­

sider a tion of the underlying ne~d s tructures t hat such 2 t ti t uaes 

renr esent . The creation of health care delivery syste~s ffiUS t 

be mor e r esnons ive t o concumer s ' no tential ne eds . According 

t o ~ush~in (1 974) the maj or goals for heal t h ca re de livery 

from the c onsumer viewnoint are an enlarpeme nt of consumer 

cho i ce , a s trengthenirr, o~ the consumer voice in decision 

mav in f , an imnrovement in the resr.onse of the health car e 

system to the needs of consumers , an imr,rovement in co l lec tive 

d ecision mak ing and an imnrovement in eouity of access to the 

heal th ca r e sys t em . 

A community nroject i n Porirua, New ~eaJ~nd , is described by 

Reinken , Delacey and Salmond (1980) . T~ is nro jec t , ba sed on 

the belief that " community participation is the key to commun ­

ity he2lth 11 (ibid , p . xv) se t out to help people define the ir 

o~n health needs and t o find ~ays of deaJ ing with them . The 

primary a i m of the heal t h s urvey undert aken as part of the 

nroject ~as t o get the informa tion the comffiunity would need 

if i t was to improve its health thro~gh the process of self­

c ~re (Beaglehole, in Re inken et a L, p . x ii) . Reinken et al. 

believe that in time such community projects could build an 



c.Jtern;::tive hE::alth sys t em b2sFd more cL T•r€ventive th2n cur2t­
ive care . This echoes t he dictum of\ ilson (1 G75) that he2ltn 

care "'112nn in g belorgs to society , and tLe l•L'J ie: of Kirscht , 

~eefner , IePe]es and Rosenstock (1 966) that vter~ ~ny nrorosed 
heaJ t h ~rogrPrn recuires voluntary partic inaticn , informaticn 

2bout ~eonle ' s beJiefs concerning t he issues in ouertion is 
essen tial for ~ror,ram rlannin g . hS nrof~ssiorals n2ve difficu}ty 
in ~lan~ing rati onaJly if they a r e unavare of the t otbl context 

of vhich heal t h care is a pa rt (c.f ., ~ilio , 1g76b) such com~un ­
ity inv olversn t is very desirable . He~J th care nlanning needs 

to account for t he contribution that can be made by selfc2re 
when the layperson is vie~ed as a colJaborator (or active con ­

tributor) r ather than a target (or passive recinient) , and it 

r eauires an ordered framevork if solutions are to be realistjc . 

Problems for the health ca r e system 
of consumer n2rticination 

Gartner end Riessmen (1 976) in discus~inf the scJf heln mode 

state tr.2t the involver.en t of the con~vmer in the 'dou:::ile roJe 

of cons:...mer and -r-,roducer ' m2y constrain agejnst r:H:'..rerchicE·J 

and bure&ucratic rr,odes of organi~ation - modes v:hich serve tr.E: 

systen r ather than the consumer . Hochbaum (1 969) al so discuss ­

ed the nroblems v·rd eh might be encountered v:hen e;roups confront 

one anothe r in ' consumer ~articination ' . In brief these ~r ob ­

lems are the derr;and for 2 sha r e i n the decision rn&v ing nrocess 
and the need for cooneration in decieion making . He warned 

that trensJating the concert of consumer ~&rticiration into 

oneration ~ould lead to less adequat e services being available 

because of the danger t hat compr omises between conflicting 

opinions could contribute to a d i lution of standards . Le in i nge r 

(1 97 3) bel ieving tha t consumer involvement is desirable 

offers a modPl for an onen heal th Cbre sys t em ~hich would be 

consonant with such involvement. 

Jonas (1 978 ) gives the f oJlowing guideJines for effec tive 

consumer/comrun ity part ic i pation/control . He says t hat t he 

objec t ives for cr eat ing or s trengthening the consume r input 

mus t be clearly defined and the adreinistrative nrinciple of 

r es~onsibility /au t hority con s onance must not be neglected . 

Furthermore consumers should be pr imar i ly concerned wi th t he 

evalua tion of program results , and not ~ith a dministrative 



nroces ~es , and ne ither the professional nor t~e consumer grou · 

should see the othe r as 'the enemy'. 

Lipsky and Lounds (1 g76) believe that faiJure to a ttra ct 

c onsume r participation in health de]ivery nrograms designed 

to increase such participation is due to stifting demands for 

evaluation of, end acco1,;ntabili ty v' i thin, such urograrr.s . If 

consumers are to be effective t hey must be Yno~l edgee b le . 

Th is me~ns thc t consumers mus t educ2te t hemse]ves and be in ­

voJved in the l oc zl leve] of d2y to day ex nerien c e in uJsce s 

where peonle are both well and sick ( Milio , 1°74) . AJso they 

rr.us t have some no\r>:er and influence (Pac:.p , 1978) to " stimulate 

the sEnsory and action nerves of the ~.01 i tical parties 11 

(Goldsmith , 1973) . 

Paap (1 978) sees t he outlook for t he consumer voice to be not 

prorr.ising beceu Ge he believes that if consumers are to be 

effective they need t o be involved in the larger health c a re 

syste~ in a way that nrovides career imrlicati on s and/or rr. on ­

e t a ry benefits . Thi s runs c ounter t o the v1rrnle ethos of the 

seJfcere 2.p ~roach . 

Examnles c f consumer invo lvemen t 

in health ca re decision mcv ing 

Despite the n r oblems attempts are being made to involve 

consumers. One attemn t to outline a viable method for t a king 

patien t s ' nreferences into ac count in decision makin g in a 

rural urimary heaJ t h c a re deJive ry system was ~ade by Farker 

and Srinivasan (1 976 ) and another has been described by 

H8rrelson and Donovan (1 975) . 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 participan t partners 

of nroviders. Harty (1973) also describes how a gr oup of 

health oriented citizens s nearheaded a drive for comm~nity 

invoJ vement in health c a re and he comr·ents on the strategic 

nosition that they assumed in local health ca re delivery . 

Simson and Bleiweiss (1 974 ) describe a similar attempt and 

isolate the uroblems which were encountered . These were 

rel a ted to matters of organization , membersh ip, methodology, 

goal ach ievement and power distributi on, with what he calls 

'traditions of the nast ' also being a problem . These nroblems 
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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. 

CONCLUSION 

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. 
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CHAPTER T W G 

HEALTH - THE GOAL OF SELFCARE 

HEALTH i1-S THE ORILNTATION FOR NURSD'. G 

Nursing is a professional service which exist s to f os ter or 

res tore he a lth, or to f a cilita t e a dignified death. Tha t is, 

the pr ac tice of nurs ing is r el ated to the s t a t e of health or 

wel lbe i ng (name ly its pre sence or absence) of the recipients 

of nursing care. Although health has alwa ys been the goal 

of nurs in g it has no t alw2ys been i t s f ocus . The heel th 
orient2tion whi ch was exnlicit i n the writing of Nightingale 

( 1859), the found er of mode rn nursing , v·as subsenuen tly 
mu ch influenced by medical science and t he r efore focu ssed 

on disease . More recently , as exemplified by the writings 

of nur sing t heorists s uch as Henderson (1 955) , Ro ge rs (1961), 

Orem (1971) and Ki nl e in (1 977), heal t h has aga in become a 
dominant t heme in nursing. 

Ni ghtinga le in her No t es on Nur s ing (1 859 ) began by rel a ting 

nursing t o heal th before t ur ning to differentia te nur sing 
fr om medicine and to di s cuss nursing ' s appli ca tion in disease. 

Nursing, said Nightingale , i s the means of putting the person 

in the b es t possible condition for na ture to restore or 

preserve health, health being defined as "to be well and 

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

p . 26). It was Nightingale who made it explicit t ha t the 
nurse is concerned with heal th, whether the client be sick 

or well, and that nursing pr&ctice must be structured with 

an orienta tion towards heal th r a ther than on the ba sis of 

disease . 

Henderson preserved Nightingale 's contribution of making 

health a first principle when she defined nursing as 

"assisting the individual (sick or well) in the performance 

of those activities contributing to health, or its recovery 



?9 

(or to a pe a ceful de ath ) t h a t he would perform unaided if 

he ha d the neces sary strength , will or knowled~e . It i s 

al s o the unique contribution of nur ~ing to h e lp the ind i v id ­

ual to be independent of such ass i sta nce as soon as p os c ibl e " 

(Ha rmer and Henderson, 1955). 

Hea l t h als o f ea tures as a first principle in Rogers ' (1 961) 

theory of nureing . She exnr e ssed the object of nur f ing in 

terms of man ' s movemen t towa rd maximum h ea lth . In Ro ge r s ' 

terms "nurE=ing a ims to as e ist people in a chieving their ma x ­

imum heal th noten tial" (Ro gers , 1970 ; p . 86) . 

Orem ' s concept of nursing is also oriented t o heal th. She 

states tha t nur s ing ''has as its s p ec i al c oncern man 's need 

for self c a re 2.ction 2nd t he provision and man ageme n t of it 

on a continuous basis in orde r to sustain life a nd health , 

recover from disea se or injury , or cope with t heir effects" 

(Orem , 1971; p . 1). 

Kinl e in (1 977) makes it e x plicit tha t the prima ry c onc e rn of 

nur s ing is with he a lth r 2 the r than illness , 2n d t ha t nurs in g 

pr oceeds by helping clients to enha nce their h e2 l t h . Th e 

h ealth- oriented appro2 ch to nursing i s compl e t e ly different 

from the illne ss - oriented one . In a heal t h a pn roach nursin g 

care is oriented around t he he a l t h i e st condi ti on the client 

c an enjoy. Kinlein defines nursing as the assi s tance of . 

t he De r son in his selfc 2r e practices in rega rd to h is s t a t e 

of heal th. Ra t he r t ha n nursing c a r e being a part of medical 

c a re, Kinlein boldly state s t h a t me dic a l c a r e is a part of 

nurs ing care . 

It is important tha t t he nurs e ha ve a cl ear concep t of what 

c ons t i tutes health. This aspect of a nurse's knowledge b as e 

is discussed by Wu who asks , "How c a n a nurse promote wellness 

if she does not r e co gn i se its manifestations?" (Wu, 1973; 

p . 75). It ca n just as well be asked , "How can a nurse pro­

mote health unles:s ( s )he has a cle a r conce p t of what health 

is ?" The nurs e needs an analytical unders t anding of the 

concep t 'heal th' so tha t ( s )he c a n identify any disparity 

which may occur between the concept and whatever different 

concep t the client may h ave. A nurse who has a good under­

standing of the ways in which health can be described will 

be in a good position to help the client review a poor 

he al th concept and recognise how health can range from 'low 
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lev e l wor s enes 2 ' t o 'hi gh l e v e l we l lness ' (Ardell, 1977). 
H2 vin g a cle2r unde r Et ending of the conce~t ' he a l th' i s of 

p 2r t i c ular rele van c e a t the pr esent t i ~e , a t ime wh i c h is 

c ha r c ct e rised by a growing reco gnition of "the neces s ity 

2nd oblig?tion of pe ople to assume r es n ons i b i l ity for (the) 

ma in t enan c e 2nd im:rr ov ement of t he ir ( o\<m ) he2 l t h " ( H2. r d y 

and Con,..,2 y , 1978 ; p . 21'1 ). 

DEFil~I TI CN GF HEALTH 

He a lth i s difficult to define (Che n, 1976; S i egel, 1973). 
Dub os (1 968) g oe s s o f2 r as to say th2 t it c a nnot b e de f i ned 

b e c a use diffe r ent pe ople expe ct such diffe rent things from 

l ife . The orig in of the word, health, is s a id to be an old 

h i gh ge r man word , t s elen - t o make whol e - fr om whi ch i s 

derived ou r mod e r n ' h ale' or ' wh a le '. At the sim~l es t l evel 

he a l t h c 2n be define d 2s t h e s t a t e of b e in g he.le or ~ho le . 

Bu t t o d efine he a l t h thus immed iat ely de m~ nd s t h a t t h i s 

s t a t e be g iven opera t ional p r e ci s i on . The Ox f ord d i c ti onar y 

define s ' he 2lth ' a s s oundnes s of body : t h 2. t condi tion i n 

which it s f u nctions a re dul y and e ffici en t l y d i s char ged . 

Th is is a n 2rrow defin it i on b ec a u se it p erta ins onl y to 

nhy s ica l c ondi tion a nd to f uncti onal a bi l ity. 

On e n r oblem with an y defi niti on of h e 2lth i s th2 t validity 

dere nds on t h e purn os e fo r wh i ch t he de f in ition i s c ons truct­

ed . Also a de finiti on may s 2..y mo r e abou t t he d e f i n e r than 

t hat wh ich i s defi n ed. For e xamnle Bre a rley et al. (1978) 
point out tha t there is bound to be a discrepa ncy between 

l a y a n d med ical definitions of health. In doing so they 

cite Baumann's (1961) study in which it wa s found tha t medic­

al students and clinic pa tient s differed in the emphases 

they gave in their definitions of he a lth. In geneTal three 

criteria h ave be en u s ed for defin i ng he alth, namely the 

absence of disease , sta tistical norma lity, a nd the nresence 

of positive signs or achievements (Herzlich, 197~. These 

will now be di s cus s ed in turn. 



Dur in g the nineteenth century he2lth v:2s de ~criteJ in -: err .· 

of the absence of dise 2.s e . The corolla ry i,,:,:s E, be~ j e :' u ,, t 
he21 t h could be 2chieved through the cure of dise2se , 2n 

ex ,ect2tion ~hich , as ¼iJson (1 975) poin ts out , hR2 n ot 

be r n fulfi l led . Ee2l th i s mor e t h, t ' b e ing 2sym~ t o~E- t ic; 

for it r el2tes to " 'lurr. 2n ~,o~:-ib iJiti es for r 0 :,1cn:~t iJ~ty , 

sh2r i ng , ce l ebrr.tion E-·nd ir. t err,e r scr:cl r eL0 ti cm s '' (i Di c.1 , 

p . 90 ) . On a genera l v.e llhE-- ing se e. le (\.' c: n 2nd liv iera t os , 

1978) it wa s found t ha t t ho s e ~ho a r e asymutoma tic s c ore 
mo r e h i ghly t han those ~ho h2ve sym~t oms . Palmor e 2nd 

Luik art (1 972) a lso found t hat se lf-r2ted health w2 s t he 

nr edominent vr riab1e influencing l ife sa tisf2ction 2nd ~a s 

a com ... on r ec: Gon given for happiness . They ob se rved tha t 

rer Eo ns v·ith go od obj ective heal th may h2ve lov· l ife sa ti s ­

f a ction if they a r e c onvinced t h&t t he ir he2l t h is poor 

2nd high life sa tisf2c t ion if c or- vinced that t heir he2l t t 

is good . 

Concerning the ursuit of he ~l t h t hrough the cure of dise, ~2 , 

Til li e~ (1 961) m2kes t he ~stute com~e~ t t hr t i t i s ~o s sib1 e 

t o hrve ' unheel t hy health ' ~he n he al in g unce r one di rrension 

do es not t ake into c ons idera tion another diffiens ion in 

~hi ch herl t h is l 2ck ing or even is imneril led by t he p2 rtic ­

ul2 r he2l i ng , (as for e :xam-ple v:he n an an orexic girl who has 

achieved goal weigh t is r e t urn ed t o an unch2n ged f amily 
s i t v2 ti on ). 

In r es~onse to the search for he2l th t hrough the elimina t­

ion of d isease Va ux (1 961) writing from a t heological 

nerspective believes t ha t man is possessed wi th a pass ion 

for the technica l defeat of disease 2.nd dea th and t h2 t 

his yea rning for heal th tempts him t o defy man ' s na tural 

bound& ries whi ch in the mselves are blessings . The glory 

of human ity , s a.ys Vaux , is found not in the ability to 

overcome its limitations but to turn fl2w into strength , 

to dr2.w out the nurposeful from the absurd and to mee t 

the Eternal in the time - bound. According to Illich (1974) 
heP" t h even include s t he &cce r t Ence of death and the 

2bility to cone with suffering . 
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.::;iepeJ ( 1 ° 71) b el i e ves thcit it is no J.one·er excu~2bJ E t o 

2. t ternnt t o de fine he2J th 2s t:he abs Pnce c f r1 ~:::, :;.:~e . 

elPborate s on this by s2ying t hP t until r e centJy th p in -

2b ility to define health had caused littl e unP2sinesr , bu t 

tha t the time is now ripe for a conc e:_otu2lis2tion of he2l t h 

as a ' universe ' consisting of al l pos s ible, or ccrceiv2b ly 

ross ible, heal th phenomen2 . In he r opinion Eu ch a conc ~~t­

u2l is 2ti on must ~recede de finiti on . Far.shel and Eus h (1 97~ ) 

found t h i s to be true ~ten t hey djscovered t h2t in orde r 

to de velo p an onera tio ~al definition of he 2lth t hey firs t 

h2d t o deve lop a 'functiona l activities of da ily livinf ' 
continuum . Thi s con tinuum r anged through wellbein g , dis ­

s2 tisf2 cti on, d i scomfit, disablement, c onfi rement to the 

home , bei ng bedridden , be ing i sola t ed , being comatose , 2nd 

de 2th . 

Th e use of 2 continuum brings its o~n ~roblems . Th e first 

~r ob l em is t he oueftion of ~he ther he2l t h Phd illnes ~ be ­

long on a con t inuum at all. BP l End (1 975) and Luckrnann 

and Sorens en (1974) state t ha t he a lth and il J ness co belong 

on a contin uum but Na.t apof f ( 1978 ) a r gues t h;, t he e ~ H i c=:nd 

illness are t wo conce u t s r a t he r t han two par t s of 2 c - ~tin ­

uum. The l a tter belief is shared by Ja h oda (1 956 ), Rorers 

(1960), Y. c=: ufman (196 3 ) and Hadley (1 964 ). Lewis (1 953 \in 

say ing t h2 t he a l th i s a single c on cept e nd therefore n o 

bre ak b e t~een heal t h and illhefl th can b e assumed , 2r gued 

tha t 2 hesl th-il l ness con tinuum c 2n not b e us ed bec eus e 

such a use ½ould r eouj r e t ha t the neces sary dimensions be 

measured . 

Dunn (1959) brought some light to t he continuum problem 

with his seminal proposal of a health grid having two axes . 

The heal th 2x is r anges from ' peak wellness ' to ' death' and 

is interE e cted orthogonally by the environmenta l axis which 

r anges fro m 'very f2vourab Je' to 'very unfavour2ble'. 

The four ou2dr ants e2ch cont2in a different type of health, 

n&mely high level wellness , (either existing or emerging ), 
and poor heaJth , (either protected or unprotected). 



?ccsu~e it i s po=sibJE to f ee] veJl 2nd y0t trv~ ~ diecefr , 

i ::' hec}th ;-nd ilJncs:::: v;ere to be 7.iu t on ri c~ ... t2r,uum the 

C'Vtstion v·ould have to b e 2sked , "v.'b2t if' t he tr&n:::j t ion 

point be t ween he21 th and illness ?" ::Erec::rley et al . ( 1 q7g) 

sele ct two determining f a ctors f or i dentify ing the tra nsi t ­

ion 2nd t hese a r e t he novel ty end suddenness of P com,lc1i:r t, 

2nd the exten t t o v~ich it inte rferes ~ith norm~l Ec tivit icf . 

Boorse (1 975 ) v·~s righ t when he pointed out t he nefd t o 

dis t ingu i sh bet~een disease 2nd illness but his deline~tion 

is less helpful th~n t he e:rlier mode] of Suchman . Boorse 

says th2 t he2lth is a value , disease is a disvaJue , 8nd 
ilJnesr i s 2 di~e~2e which is co ~s idered undesir abJe . 

Suc:1r.1c:n (1 963) r,ov:eve r used t he t erm ' sickness ' t o des cribe 

subjective ex·erie::1ce , ' i lJness ' to re f e r t o t he social 

r ole , End ' d i se£se ' to describe e medic2l en t i ty . 

One c=. t te!T', t e t c=:cc qur.te rc;resPn t 2 tion of 2. }.e, l t:1- illnesE 

continuu~ has been ~Pde by Tvadd l e 2~d ~PfFler (1°77) . 

However the ir Thodel does net Rive adc gun te attFr tion to 

t he dis tinction whjch c2n be m2de be t ween heF 1 t h , illness 

and diEease . T~e ir mode l is d i agr amr.ed as sho~n i n 
Figure 2 - 1 . 

Perfect 
Heal th No r mal Hee.Ith 

1 1 l 1 
Il l heelth 

Figure 2 - 1: Re l a t ionshi ps between perfec t heLJ th , 
norma l he nlth , illhe2J t h a nd deF t h . 

T~addle a nd Hessler, 1977 ; p . 103 . 



A useful solution t o the cont i nuum dilPm~2 i s r~e~enttd 

by Terri s ( 1975 ) 2nd is b ased on distinri i Ehin f t~tve e~ 

i' ,E:c":_ lth , illness , disease , f unc t ion 2.l h :ve l 2r:c fi.;bjE:ctivf' 

exner i ence . Te r r i s says tha t he2J t h and dis ~ase are n ot 

mutually ex cl us ive bu t tha t heal t h and illness 2.re . 

Dise2se is 2 medi c a l entity bu t i l lnes s is a s ubjective 

ex1;e rience v'hi eh has i mpl ication s i n the 2.rea of s ocial 

status 2nd role . By referen ce to Figure 2 - 2 it c 2n b e 

seen th2. t dise2se - which i s obj E:' ctive - c2n coex i s t 

wi t h bo t h hec1l t h 2.no i lln esf' and t hat i t is ne g2 tively 

.sssoci2ted wi t h f unction2l ability . 

H E A L T H ILLNESS 

++++ +++ ++ + + ++ + ++ ++++ 

Fe_e ling well Feel ing ill 

-~ --
. . . . . .---:- ·-

Dise2.se -- -~-

--- ~ --~-, 

Figure 2 - 2 : The heal th - il l ness c ont inuum . Subject i ve 

and func tional aspe cts and t heir r ela ti on 

to disease . 

Adapt ed fr om Terris , 1975 : p . 1039 . 

Such a model i s cons i s t ent wi t h t he 2ppro2 ch t aken by 

Wil l i ams on and Danaher wh o by ouali f yin g t he wor d heal th 

avoid some of t he dif f icul tie s a ttendant upon de f i ning 

i t . Th ey s t a te 



~c c e~ t ebl e hee Jth i s a Et Lt e of pe rc ei v e d we ll ­

be in g v·he t he r o r n o t disease or di sabili t y i s 

n r esent , provi de d t h2. t t he le tt e r does not i ~ t e r ­

f ere e i the r with the euf f ere r ' s norm2 l J ife or 

wi t h t ha t of people wh om h e or she may a f f ec t 

throu gh communi t y livin g . Wil l i a ms on 2n d DEnahe r , 

1 978 : }:' . 4j . 

Te r r i s ' s rnoc.e l does n o t in c l ude t he te r minus , ' dea t h '. 'I r..e 

f o l lov·ing mode l s unplied by t he pre s ent writ e r (see Fi gur e 

2 - 3) extends Terri s ' s work b y 2 l lo~i n g the t de2 t h c a n 

occur ei t h e r e t t he t ermin~ti on of illne s s , d i sease or s ic k ­

nesc , o r a t the ' pri me of l ife ' ( e . g ., dea t h by ac ciderit) 

and t h2 t it is pos s ible to b e ' well ' i n the mids t of di sease , 

si ckness a n d dying . In thi s mod el il lness r e f e rs to subj e ct­

ive ex~e rien c e ( c .f. Terri s ); s ickn ess to fun ction , ( c . f . 

Su chmFn ' s social r ole) : d i sease t o 2n ob j e ct ive medic2 l 

entit y ; and high l evel we llness t o ~unn ' s ( subjec t i v e 2nd 

objectiv e ) high lev e l we l J n e s s . 
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Figure 2 - 3: Re lationships between high level wellness, 

normal he al th, sickne s s , il l ness, d i sease 

a nd de a th. 



Heelth as st~tistical n or~~J ity 

.According to Boorse (1g77) hec=,lth is "stco tj f't ic2J norr::Pl ­

ily of biologicc1l function 11
• Boorse prefers the medic2l 

concent of heal th as being the 1 ?bsence of dis e2~e ' be cause 

being value free it preserves the main elements of bjo]cg­

ic2l func tion and s t a tistical normality . It 2Jso ;voids 

any commitment to ' nositivE' he2l t h beyond the 2bsence of 

disease . The defjnition Boorse gives avoid s the id e alism 

of the W. H. O. definition but also misses the breadth of 

its s cope . 

Using sta tis tical norm2l ity as t he criterion for heal t h 

presents several difficulties . Firs t l~ the decision must 

be made as to whether the statistics are to be based on 

the world popula tion , or on t he population of a particular 

country , clima te or culture . Secondly, it is n ot n e cessarily 

true t o s ay th2t ~hat is normal is vh2t i s he2J thy . Tje 

nrev2lence of the g~ne for sic~l ~ -cell 2~2emi~ 2.rr.or. g Africe~ 

negroes is normal but not herlthy (Dubos , 1965) . T~irdly , 

as Antonovsky (1973) has pointed out , com-;- il e te he2J th i s 

in f~c t sta tistical ly deviant . 

Heal t h as the presence 

of pos itive signs or achievements 

I mmediately following World ¼2r 11 , t hree major trends 
culminated in the formula tion of a new kind of definition 

of heal t h wh ich was se t in positive t erms . Firstly, rnedic2l 

pr ogres s had made it possible t o conceive of t he eliminat­

ion of diseRse and bodily afflictions , and second ly , advances 

in psychological medicin~ introduced t he temntation to 

believe th2t there can be an end to men t al illness . The 

t hird trend was t hat of the ' one world I con ce -p t in which 

social goods a r e available t o everyone ( ~tone e t al ., 1979) . 
The result of t hese trends was t he defini t ion formul ated 

by t he World Hea lth Organization a t its i nception in 1946 , 
"Heal th is a sta te of compl e t e physical , ment al and socia l 

\o:el lbe ing , and is not merely the absence of dise2~se or 

infirmity" ( \\'or l d Heal t h Organizat ion , 1960 ) . 



Terris (1 975 ) contends that the \•:ord. 'co:rin]ete ' in the 
v . • ~ .• C. definition shouJd be de] eted since "her-, t h is not 

an 2bsolute : there ere degrees of heal t h '' (ibid , u .1 038) . 
Another critic , Gelfand (1976) argues tha t even with 

Tcrris ' s modification a universal defin iti on of he2lth is 

still irnnlied . Therefore his nr eferred verFion is, " He~lth 

is a rel,. tive ste.te of .. . v-:ellbeing (etc . ) 11 

The neg2tive definition of health , (i.e ., thz-t te2.ltr: is 

the abser.ce of app~rent discese end infirmity) is nreferrcd 

by ~echen ic (1 968) vho rugres ts the t this is more onerAtion­
al than the W. E .O. definition in distin gui shing the heal thy 

from the sick . Conce rn ing the W. H.O. definition Wu notes 

t hat in i t s terms the "absence of disease or infirmi t y may 
be E: necessary , but not suff icient , condition for heal th11 

(v,·u :1973: u . 78) . It is right t hat the ' absence of d i sease ' 

sr.ou]d not be 2 sufficient condition for he,Jth but it is 

de"b2t2ble \•·hcther it should be a necessary conci tion . Fc,r 

ex2m5Je , a rcrron mey be disease-fr ee but be nsychologicFlly 

fr~file : abse rce of disease in t his case does not mean 
t hat such a Derson is he2}thy . Cn the other hand a per~on 

m~y be nsychologicelJy 2nd rhysicElJy fit yet h~ve 2 

dic~cse st2te (e . g ., diabetes) under contra] . ~vch 2 

-pe1·Ecn m2y be both healthy and di2tetic . 

The v: .:: . C. definition O\··es much to the ea r lier s tatement 

of Sigerist \·!ho held thc=: t heelth is " somethin g posi tive , 

a joy~ul ettitude towards life and a cheerful acceptance 
of the responsibilities that life y,uts on the individual" 

Sigerist , 1941; p . 100 ) . It is unfortunate that this 

emphasis on ' joie de vivre' and r esponsibility ~as not 

included in the W. H.O , definition or made more use of in 

sub seouen t a ttempts to define and o-;;erationalise ' health '. 

Two writers who do include this emrhasis are Dunn and 

Jamaan . Dunn (1 959 ) conceptualised high level wellness 

as a dynamic s t a t e of fulJ end effective living , end 

J2ma2n (1971) notes tha t ' joie de vivre ' seems for some 
to b e root ed in their spiritual bel iefs and for others 

in their cap2c ity to contemplate , and that it is a part 

of health. 



Although the W. H. C. de finit ion i s n ot 2b l e jn t hat it is 

~os itive and includes t hr ee diffiensi ons of hs2l t h ( i . e ., 

physical , ment e l and soc i al wellbeing ) it h~s be~n accused 

of being uto~ian , unrealis tic and ~erfectionis tic (Insel 

and Moos , 1974; Jus , 1973 ; Brearley et al . , 1978 ) . In 

1959 Dunn a rgued tha t t he goal of hi gh level wel lness 

could be achie ved and in 1978 Fre2rley et a l ., ~hile s a y­

ing t he t the t . H. O. de finition is i deAlis tic , do st£ t e 

th8t ideel heal th is coming t o b e seen as an attcinGtle 

go2l . 

Health as objec tive f unc t ional s bility 

King (1 962) ex t ended the vl .H.O. definition when he r tressed 
t hat he a lth is the atta inment of maximum phys ical , ITenta l 

and social efficiency for the individual , his famil y and 

the community . (Emphas is not in t he originel . ) Ttis 
emphasis on the fa~ily and t he comrr.unity is picked up by 

In s el and Moos (1 974 ) who say t hE t the ½Or d heEl t h is 
only meaningful ~hen i t is defined in ter~E of a [iVEn 

rerson ' s function ing in 2 given physicel aLd sociel Envircn ­

~ent . In sup~ort of th is t ~ey cuo t e Dubos ' propcs2l t h2 t 

the ne a re s t an~r oach to a definit i on of he2. lth i s that it 

is a 11 Dhysic2l and ment2.l s t 2 t e f2.irly fre e of discomfit 

&nd nF in v·hich ne r mi t s the ner son conce rned to func tion 

as effectively Fnd as long 2s ~ossible in the environment 

where chance or c~,o ice have r, l aced him" (:Jubos , 1965 ; -p . 351) . 
~cGrory (1 978 ) also defines heal th within t hese b r oade r 
~arame t ers ~hen she says tha t heal th is both t he nrocess 

and the func ti on of the per son ' s innate and learned ca~ac it­

ies to maintain maximum wellbeing in all sys t ems a nd 

s~heres of existence includiPg the essential interplay of 

interna l and exte r nal envi ronment s . However a person ' s 
social wellbei ng may be secured a t a cost t o his s ocial 

con t acts . Therefore the inclusion of Dubos ' concent of 

effective function , King ' s suggestion th~t one ' s heal t h 

can affect ot hers , and McGrory ' s attention to t he role 
of learned capacity a.re all valuable additions i n the 

quest for a satis f a ctory concentualisation of he alth. 
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Although a~ e~nhasis on ability to function (Le~is , 1953 ; 
DiCicco ~nd A:nle , 1958; Parsons , 1958) i s a move in t he 

direction of dE: fining health as ability r 2tr.er tru:m es 1~.ck 

of disebility it does not go far enough on itf' ov·n . A 
more flexible view can be adopted . For inst2nce , P2trick , 

Bush end Chen, (1973) describe he2l th 8S a comnosite of 

an incividu2l ' ~ level of function Et a poi~t in time and 

l is exnected transition to other levels , more or less 

f2vourEble , P. t future times . ~his de f inition sh2rply dis ­

tinguishes between the desirability of the immediate leve l 

of uhys ical and ment2l wellbeing and the nr obability that 
t he hea l t h condition rney deterior&te , remain constant , or 

i~rrove over time . I t is claimed that the t wo levels, 

(function and nrogno s is) , have traditionally been confused 

in dis cussions of health . (Optimum function ' is defined 

as " conformity to society ' s standards of I'hysical and 

~ental wellbeing , incJuding the nerformznce of activities 

usual fer 2. T)E'rson ' s age 2nd soc i a l r ole 11 
- P2 trick et 2.l :. , 

1973; ~ . 8 . ) On the other hand Terris (1975) points out 

that the fun c tional aspect of health is objective , and as 

svch is onJ y one of its tv·o major 2spects . The other 

aspec t is the subjective one which rela tes to fe e l ing well . 

It is intererting t o note t ha t jn EEumann ' s (1961) study -
in \··hich chronicelJy ill pc=: tier: t s end medical studen ts 

were each askef to define health - reference to a feeJing 

of wellbeing w2s r arely mentioned by the ~edjcsl s t udents . 
(S ee ?ifure 6 - 1, ~ .144. ) 

He2lth as objec t ive wellness behaviour 

Kaufma nn ( 1963 ) in discussing the contribution of Dunn 

(1959) summ2rised Dunn ' s conceptualisation of high level 

wellness . ¼ellness is the dynamic , forward - thrusting 

maximization of one ' s f unctional po ten t ial . In contrast 

to he alth , v.1hich can be pc.:.ssi ve and static , wellness i s 

active in that it advances the individual towards complete 
wellbeing . Yet heelth and we l lness need not be separ ate 

but ma y s upport each other in a syner gistic relati on ship . 

Mor eover , Dunn ' s concep t will allow t hat wellness may be 

found i n t he absence of health and ~hys i cal soundness . 

This point i s a l so made by Oe lbaum (1 974) who developed 



rP 2lptabeti c ~l li~t of ?6 h2ll~2rk~ of Fd u l t welJness . 
~o~e ex~mnlee of Cclb2um ' s ' hEllm: r ks ' r re : 

A: rc rforms Activities of c2.ily Jiv j ~~, 
E : mai~ t~in s en Env i r onmen t conduciv~ ~c vellbe ing , 

R : m&ir. t ~ ins .!iy gi ene , 

P : cemons t r2 t es f e r sonali ty growt h, 
S : r eceives end recogni ses ~ensor y 5~put, 
Z : demonstrates a [eal for Jivi ng . 

Ce Jb2urn b 2.sed her l i s t on t hr ee r,r emises , one of wtich v·es 

t hat a terson me y demons tr2 t e behavi our s of weJJness a t 
a level 2.pnreciabJy different f r om his phys ica l capac it ies . 

Wellnes s t hen is i nd ica t ed behaviourally . Wu defines well­

nesf as " an event e xperi enced by man tl:2t manifests i t se l f 

t hr ovgh his b ehavio~r s : i. e . , i ndividuals experi enc i ng 

~ellnes s wil l exhibit a class of b eh2vio~rs congr uent with 
t he even t " (viu , 1973; n .84). 

He;-J t h as subjective exne rience 

~herea s we l lness is dernonstr~t ed objective Jy , wellb~ing 

i s eYperienced sub j e c t ively . A beh2vicur c2n bec o~e fun ct­

i on2lJ y eutonomous (All port , 1961) so t h~t a ~~rson can 

de rnons tr2 t e ~ellness behav iours (in Oelb2urn ' s t er~s) even 

a t times when he or she i s not subjec t ively exneri e~ cing 

we l ]being. Conve r se l y , a ne r s on may exrerie n ce a feel i ng 

of ~ellbeing bu t no t extib i t wellness behav iour s , as for 
example when inopriropricte behaviour is exh i b ited by an 
euphori c or m2nic person . 

A sense of wellbe ing may b e claimed as t he content , indic­

a t or or goal of heal t h but such an experience i s dif ficult 

to analyse or opera tionalise . Behaviour a l indico t or s l end 

themse l ves more r eadily to a de finiti on of heal t h which 

is s t a t ed in nos i tive t e r ms . Ye t ~an 2nd Livier e t os ' 

s t udy ( 1978 ) s hm,ed tha t psycho} ogica l f a ctors account 

for more of the expl a ined variance in genera l wellbeing 
s cor es than phys i ca l va riables . 



P.e?l t h as r es ili ence 

One i nd i c~tor of wellbeing which bridges both the behaviour­
a l and t he psychol ogical asnec ts is the a bil ity t o co~e 

with the ' sl ings and arrows of outrageous fortune '. Such 

an i ndica t or i s l abelled 'resilience ' by St arfie ld (1 g74). 

Res i l i en ce is the abili ty t o cope wi th adversjty and the 

pot ent ial to r esis t a r2n Re of possib]e t hrec; ts to heeJ t h . 
J..udy de fines health a E a ''con tinuing pr operty (of the 

individua l) ~hich ca n poten tiell y be mea sur ed in t er ms of 

2bility to rally fr om challenges , or t o ada ""' t to (insults)" 
( .Audy , 1971; p . 14 0 ) . Jahoda ( 1956 ) put it t his way , he 2lth 

shows itself in the rnanrer of h2ndling conflic t si tua ti ons . 

tal nole ( 1g79 ) believes also tha t heal th has to do with 

living one ' s life which inc l udes c on t end ing with una v oid­

able stresses . The abili ty t o live ~ith v2rying cri s es 

ctFr ccterises the he 2J t hy s t 2te of 2 ue rson . To be ur. -

2ble to 2d2rt to everyday stresfes consti t ut es 2 st2te of 

' illth ' v:hich i ncluc es both ilJnes s 2nd illhe;, lth . "I llt}", 

i s th2t s t 2t e in which one i s unable to 2dfpt to the every­

cay s tresses without either dis ec·ise or dis - CE.f-e " (\'.'al pole , 
1979; p .17 ) . 

An imuor t a n t indic a t or of wellness and wellbeing is the 
abili ty t o adapt psychol ogica l ly , physiologically and 
beh2viour2lly (Besson , 1967 ; Dubas , 196 5; Perkins , 1938 ; 

Francis , 1960 ; Bel&nd , 1975) . King def ines heal t h as 

t he man:r:er of "dealirg v:i t h grov:t h and developmen t stresses 

v:i t h i n a cul tural pa ttern t o which the individua l a ttempt s 

to c onfor m" (King , 1971; p .72 ) . v:illi2.mson and Danaher 

(1978) and Siege l (1 97 3) a l so eouate health wi th adapt i ve 

capacity . ~a t her s ( 1970 ) says t ha t a man i s no t healthy 

i f he is well adjusted to an unheal t hy environmen t and 

Levi (1 971) says he is heal thy if he changes a poor envir­
onrnen t . Moos ( 1979) l abels -peopl e who do not con f orrn to 

their environments and so a r e no t subJect to its deleterious 
effects a s ' environmen t a l resis t ors ' and says tha t studies 

of such people and t heir c o~ing methods would be particular­
ly inform2t ive for health re searchers . 
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The diffi culty of de f irir e he8l th 

C::-ie :,2.~ to conclude tha t de s pite t he o"bvious me:r·i ts of st2te ­

rne~ts sv..ch 2s tha t of the ¼orld Health 01·ganiz2ti on 2 fully 
ede0v2tc definit i on of health is hard t o come by . Siegel 

(1973) lists six difficulties which st2n~ in the w2y of defi n­

i~g te2 lth . She -o ints out t hrt he2l t~ is both 2 value 

jvd~e~en t 2nd 2 r e l at ive concent and i s an 2bstr2ction wh i ch 

c2nnot be re~sured in objec t ive ter:ns . Furthermore , heal t h 

is a subjective Etate covering a spectrum whose aiEtinction 

be t ~een heal t h and illness is almos t i muerceptible excep t for 

certain acute illnesse s . Finally , heaJth is culturally deter­

mined . Nata poff (1 978) goes furthe r by mai ntainin[ t ha t no 

adequate de~initio~ of hea l t t exists . She says tha t a r ead ­

ing of the li t e r a t ure r evea ls t hree major r ~as ons for the 

difficulty of defining health . Firs t ly since cttributes of 

heal t h and Yellness heve not been determined a defini tion of 

tte attributes is imnossibJe . Then also h eaJ t h is a cultur2lJy 

de t e r ~ined conce~t , hence no universal definition is nos~ibJt . 
Fv..rther:nore he 2. l tt is 2 v21 ue derived p,, rtly frorr, t:r,c ind i vid ­

uals ' sown icePs , hence it i s difficul t to ~e2eure . 

Ctr.er 2.nnroc:c:.es t o the ciefir}i t i o"! cf ne?! th 

He2l t h as 2. coma.oc i ty 

Dist inct f r om 2.pproache s which define heal t h in t erms of 

absence of cl i sease , sta tistical nor mali ty , or t h e pre sence 
of v2l uE:d 2. ttri bu tes , 2. new trend is eri:e r ging . Heal th is 

i ncr eaeingly becoming viewed as a commo~ity or inves t men t 

(Si egel , 1973 ) . Gross~an (1 972 ,1 974 ) tre&t s heal th as a 
durable item which is des i red for two r easons . Firstl~ i t 

is a consumption comrr!odi ty be ce use it al l ov·s abil i ty t o 

f unc ti on and be effective , a nd secondly , it is an invest ­

ment commodity be ca u se it determines ho~ much time can b e 

devoted t o working for an income . Thus heal th ca n well be 

ca lled an enabling v2lue (Hubbard , 1970) . 

Hea lth as a uhilosophy 

Some \\Ti t e rs pr e f e r t o t ake a uhilosophical apT'r o2ch t o 

heal t h and by so doin g t h ey exnound on he2lth rather than 

de f ine i t. For ex2m~le Si ege l (1973 ) proposes tha t health 
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is !':! ot 2..n 2ttribute or 2 f ur cti on , bu t r z.tr., r is 2n PY iE. tcr t ­

i &l con cep t vh i ch h as t o do with r esno~rive~PSP t o t he E~ ­

vironment . Ee21 t h has been c2ll e:d a ' nrn orr..rr P of 1 i fo ' (.)ur_n , 

1959) a nd Wilson ( 1975) provid es a we a lth of i nsight s \· ·hi c h 

exn;:,nd on t his t heme . Wil son b elieves t ha t liea::!. th is the 

huma n and envir onmen t al mili eu which e nabl e s neopl e i ~div i d ­

ual ] y ~nd soc i ally to gr ow tov a r ds f ullness of 1 i{e . ~Eol t t , 

he s[ ys , i s non- compe t i t ive c.nd is " symptom.:-,Uc of correc t 

inte- r rerfcna l r elc t i onsr. i ps . '' v,ilson ' s phi loso~t.y i'' c lFo 

t heol ogi c2l : he asser t s t h& t heal t h i s a " f or e t &s ts of 

v·holenes s to come ." 

B:C::C1'.D TEE ~EF n: I TI GNS : :KEW DI R'r..CT ICK.3 

The modern t endency i s t o move away from definin g heal t h and 

t o move t ovPr ds a s sesfin g the oual ity of l ife as a whole 

(St one , 1979 ) . Even i f it we r e ~ose i ble t o de fi ne he2J t h 

sdecua t ely it should no t be exrect ed t h2 t 2.ny de f initio~ 

wou!d r ernP in s t ~t i c . The de f ini t i on of heal t h is e voJu~ion­

ary (D2 r by , ' 97 7 ) c:.nd ch2nres over ti·r.e (1:2 t c~off , 1972) . 

At this roint of t i~e it i s be i ng se i d t ha t te2l t h is bet~ a 

moti ve (Stone , 197 9 ) 2nd a goa.l (Tv:a.ddle anc Ees~ler , 1°77) . 

It pers i s t s as a motive be cause it is una tta i na ble (Dubos , 

1965) a nd rerra ins a.s a goal bec8us e it i s s t a t ed in t e r ~s 

of a posi tive id eal . 

The conce~ t of heal t h as be i ng a oua]ity of life i s well 

exemplified by Wi l son (1 975), La l onde (1 974) a nd t he C. ~ .C.D. 

I ndex (1 976) . Wilson says tha t he a l th i s not an ind ividual 

matte r bu t an i n t e r personal one a nd he i ncludes as int er­

pe r sona l component s such aspe c t s as f r iendsh i p , j oy , ce lebra t­

i on, cr e2.. t ive ex nr e s s ion, hous ing , lea r n i ng , pol itics , job 

s atisfac t ion and responsib il i t y. The O.E . C.D. Index i s an 

a t tempt t o -:.r ovide a t ool by v:h ich soci a l v·ell being can be 
rre?sured . T~is index include s indic? tors , e2 ch having a 

validity r a ting , of su ch oper 2t i onal ly def ined ar eas as 

~er sona l h eal t h and de velopment , lear n ing , e m~l oyment , 

leisure , economic sta tus, ~hysica l environment , per ron2l 

s a f e ty and the administra tion of j ustice. Lalonde prouoses 

a Health Field Conc ent comnris in g Environment, Ruman Or g2n-



iz2tion , Human Bio logy End li fes tyle, &rd suggeGts tha t 

t his concep tualisrt i on will contribute t o he ~ltt by v·i dening 

the uersr e ctives of health ca re delivery . It coul d be said 

t h2. t Lountin (1 9'37) wa s prophe tic when :he i n sisted t :hat 
people ~ho c a ll themselves health workers should go beyond 

disea s e and into the broade r fi elds 8f hum2n co mfort and 

vitali t y . 

fo ma t ter w~at asne ct of he &l t h is being discus s ed Wilson 

(1 975 ) c2n be r elied on t o s tre tch one ' s hori7ons . Ee as [ ert s 

t ha t v:e need to resh2 pe our i deas and t o ask ours e lves , 

"What i s heal th for?" Is it for pe r sonal fitn ess for surviv­
a l and self r ene~al, for cre2t ive social ad jus t men t and se lf 

fulfilmen t as st&t ed by Hoyman (1 967)? If so , then health 

educ2 tion should tElD us to "es t ablish s tr onge r l inks with 

n2ture :=:.nd life .. and with the s piritual d i rr.eneions of our·­

eelves and t he unive r se " (ibid , n . 202) . In Hoyman ' s terms , 

life must ha.v e some meaning if he a.l t h i s to have cny instru-· 

men t 2l vc:..lue , f or 2s Frankl ;1u t s i t, "you c2n only a ctuali!?e 

you r se lf to the ex t er.,t t o whi eh you are fulfillin g t:h e rr,e , ..n ­

ing of your 1 ife " (Frec nkl , 1 967; '"'I . 180) . Fr2nk:l 2 l so sounds 
a v:c",rning \-:hich is 'v·or t h noti r g : "Cnc e a m.s n m2.Y.es herl t h 

t i s ma in goal , he has alreody fallen s ick - he h2s become a 

hypochondria c" (ibid , n . 17 9 ). It is nar adox ical t:h a t v.hen 

one' s hea1 th is good , one i s un awa.re of it . 

TH:2: USE CF DLFI1dT I CNS AND DIE:I::CTIC1NS 

The discussion up to this po int has introduced several ways 

in which health can be conce ptualised and has shown tha t all 

make a relevant contribution to our understanding of it . 

Ideally , health is freedom from symptoma tology, plus the 

pr esence of valued attributes , plus ' something more '. That 
' some thing more' will be unioue for ea ch person and will 

reflect the ~ay in which heal th is conceptualised and for 

what reasons he a lth is wanted . Le aving aside the definition 
of health as being statistical normality there are three 

broad definitions of heal t h namely, being asymptomatic, 

having functional ability and the opportuni ty t o exercise 

the same , and experiencing wellness. These three emphases , 

eviden t in the writings of Baumann (1961), Herzlich (1 973) , 



'.i:'v·adC:le 2nd HeEsler ( 1077) , Wu (1 973) and J\ech,·r:ic ( 1 g72) 
form a hier2rrhy . ~unn (1959) focusses on the vellness 

aspec t. 
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Baum£nn (1961) found in studying the conce ptions of te2l th 

2nd physical fitness held by t~o groups of respond en ts -

clinic pntient s and medic2.l stude~ts - that r es~onses cor.cern­

ing ~eal t h fell into t hree c8 t ego r ies namely a feeling 

orien t a t ion , a n asympt omatic orientation 2nd a nerforrance 
orien t ation . I n 1973 Eerzlich published the results of s 
s t udy in v·hich res:pondents ":ere asked to define health . 

Jescrir t icns fel l int o t hree cate&ories , He2Jth- in- a - vacuum, 

Reserve of heal th , end Equilibrium . Health- in- a - vacuum ~£s 

the asymnto~at ic orientation , Res e rve of he~lth described 

robust health and reristan ce to attacks , rnd Equilibrium 

referred to a stPte of physica l , E-rr,otion2.l r.nd social v.·ell ­

being . On the organic level Ecuilibrium is the stfte v~e~e 

the absence of awareness of the body , characteristic of 

Reserve of he2J t h , g ives way to the im~edi2te a~sreness of 

nerfcc t wellbcing . 

5erzlich ' s results n2r2lleled Baum2nn ' s in that Baum2nn ' s 

' feeling state ' matched Eerzl ich ' s Eauilibriu~ con s truct -

v~ere t he fo cus was on ' doing '; B2um2nn ' s ' performance ' 

orient2tion \·as an2.lo£ous to Her.?lich ' s Reserve of heaJ. t t -

t~e focus bei~g on ' ha~ing ' r ccilience ; and Beum2.nr. ' s 
' asymptomatic ' orientation ~Fs aneJogous to Her~lich ' s 

Heal th - ins - vacuum construct where t he focus was on ' b e i ng '. 

Twaddl e and Hessler (1977) put the ' fe eling ' orienta tion into 
a nsychological frame of reference , the ' uerformance ' orient­

ati on into a sociological fra me, a nd the ' asymntomatic ' 
orient a ti on in to a biological frame of r efe r ence . Wu (1973) 
F.lso rut s heelth descrintion s into t hree groups namely 

heoJ th as being the polar opnosite of illness , health as 

lying on a continuum which r anges from peak wellness to death , 

2nd health as being a cual ita t ively different s t a te from ill­

he2l th . Vechanic (1972) notes t ha t people seek health so as 

to "do t asks , pursue goals and av oid distress" ( i bid, p . 25 1) . 
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Wu's categorisation of health as being a qualitatively differ­

ent state from illhealth and Mech2.nic ' s ' go2l pursuit ' corres ­

pond to Baumann ' s 'feeling ' orientation; Wu's c2tegorisation 

of health as being the polar oppos i t e of illnes s 2nd ~echanic ' s 

'avoidance of d i stress ' correspond t o Baumann's ' asymptomatic ' 

orientation; Wu ' s health as a c on tinuum and ~echanic's 'task 

nerform2r.ce ' correspond to naumann ' s ' nerforw.ance' orien t a tion. 

Dunn (1 959) , as has been mentioned , distinguishes high level 

wellness f r om health . Heal th, in Dunn ' s terms , ' maintains' 

but does not ' 2dvanc e ', ~hereas high le vel wellness - which 

can be found in the absence of health and physi cal soundness -
is an open ended and dynamic concept embodying maximization 

of ~otential . High level wellness belongs in the ' feeling ' 
category because it describes the ' v erve ' of maximiz i ng one ' s 

potential . The emphases of the six writers referred to above 

a r e summa rised in Table 2 - 1 . 

Table ? - 1 : Orien t a tions to Health . Three emrh2ses as given 

SOURCE 

Baum2.nn 

Herzlich 

Twaddle & 
Hessler 

Wu 

Me chanic 

Dunn 

by Baumann(1 961) , Herz lich (1 973 ), Tv·addle and 

Hessler (1 977) , Wu (1 973 ), Mechanic (1 972 ),Dunn(1 959) 

0 R I EN TAT I 0 N S 

Performance As ymp t o m2, tic Feel i ng 

Reserve of Heal th-in-a Ea uilibrium 
He 2.l th vacuum 

(Having ) (Being) (Doing) 

Sociolog- Biological Psycho log-
ica l icz.l 

Health as HeaJ th as Eeal th as 2 

continuum nolar rua li t 2. ti ve -
opnosite ly different 
of sta te from 
illness i llhea1 th 

Task Avoidance Goal '1Ursuit 
perform- of 
ance dist res s 

High level 
wellness 
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The three orienta tions to h ealth ere hierarchical yet 

inclusive. They are hierarchical in Maslow ' s (1954) t e rms : 

when the most bas ic need is satisfied a higher need e merges . 

The organization of needs is a hierarchy of ~repotency . As 

a person goes u p the hiera rchy of prepotency there is a 

decreasing percentage of satisfa ction wi th the stage which 

has b een transce nded. On the whole mos t of the ave rage 

pe r son' s n e ed ' to be a symptoma tic' is me t, much of hi s need 

' for f un c tiona l a bi l ity' is met, but littl e is ~e t of his 

need to ' e x nerie n ce welln e ss~. Th e experie nce of we llnes s 

is enha nced by b e i n g asymp tomatic . The irn~ediate goal for 

the sick person may be assumed to ' be asymptomatic ' a nd the 

goal for the convalescent, ' to have functional ability '. 

Only when the asymptomatic per s on is functi oning e ffe c tive ly 

will the current need ' to exnerience wellness ' emerge . A 

client ca n be 2ssisted to consider and even review his own 

definition of health , which will then become for him both a 

motive and a goal . A clie nt ' s mo vement t o~a rd health i s n o t 

r eally comple t e un til h i s h e2l th goal i s ' t o ex~erienc e 

vellness'. 

Accord i ng to Tr 2. v is (1 9 77) the idea of hel~irg pe op l e to 

at t 2in ~el l ness a nd h i ghe r l evel s of wellness is rel a tively 

n e w. Tra vi s has desi gned a wellne ss s ca le which c a n both 

f a cilitate a reorienta tion from he a lth as b e ing non - s ickne s s 

to health a s being a positive s tate of we llbe i n g , a nd a lso 

s erve as a guide to health e d uca tion . P.is (1 980) mod e l is 

pr esented 2s Figure 2 - 4 . 

Figure 2 - 4: High level wellness as t he terminus of the 

heal th - death continuum. (Travis, 1980 ) 



According t o Arde l l (1977) the ba sic s of well ness are t he 

f ive areas of s e l f r esnons ibility, nutritia~al aw8 r eness , 

s t ress manageMent, physi cal fitn e s s and environment a l sen ­

sitivity . 

It ~ould be a mi s t ake t o t hink t ha t good heal t h , le t a l one 

high level wellness , i s eouall y desi r ed by all ~eonle . 

Brearl ey e t al. (1 978 ) po i n t ou t t h&t for some people il lne ss 

can b e mo r e attr8ct i ve t han heal th . The r e a r e t hos e v'ho pe r ­

ceive i llnes s a s a 'Lib er o t or' b e c2use it nr ov ides a so cially 

s2nc t ion ed opportunity to enjoy t ime out fr om r ole oblig~t ions 

(Herzlich, 1973) . It i s sugge s t ed by Balint (1964 ) t ha t 

illness can be a t t r a ctive to peopl e who find it difficul t t o 

cone wi th l ife ur obJems . 

The Nurs e a s a Health dire ctor 

ThP. a i m of nursin g is t o heln cl i en t s use t heir nersonal 

and personal l y sele cted r esovrces t o re cognise and achieve 

t hei r o~n heal t h pot en t ial. The nurse ~i ll n ot ~sse ss t h2 t 

her i nte r ven t ion is comple t e un t il she tas accuain t ed t he 

clien t ~i th any fu r the r he al th op t ions ~hich ar e as ye t un ­

known t o , or unsus ~ected by , h i m. On e ~ay the client can be 

made a wa r e of f u r the r hea lth options is t hrough t he use of 

a ,,:e l l ness inve ntory or che ckli s t (e. g ., Oe l baum, 1974: 
Ardel l, 1977; Travis , 1977). A co py of Trav i s ' s che ckl is t 

i s i ncluded i n Fl ynn (1 980 , pp . 143- 148) a s ? l so is Ardell ' s 
( 1977) we llness - v:orseness He2 l t h .As.ses smen t Gu i de (Flynn, 

ib id ; p p . 131 - 141) . 

Oelbaum's 26 ha llmarks of 2.dult wellness have alre2 dy been 

mentioned . Travi s ' s (1977) i nventory consists of 104 oues t­

ions arra nged unde r the headings of produ ctivity, relaxation , 

sleep ; pe r sonal care and ho me s a fety; nutrition a l awar eness; 

environmental a~arne s s; phys ica l a ctivity; ex pr es s ion of 

e motions and feelings ; community involvement; cre2 tivity and 

self expression; automobile saf e ty; par enting . Ardell ' s 
(1977) checklist consists of 97 ques tions arranged under the 

seven headings of self-responsibili ty; high-risk behaviours; 

enyironmental sensi tivity; appropriate use of the medical 

system; nutritional awa.reness; phy si.c2.l fi t ness ; stress 

management. A client who uses such a che cklist is not only 



fil l ing in a fo r m but is undergoin g a n ed uc2 t i onal 

e x ~Erience . It wil l proba bly c ome as sorre s urprise t ha t 

ma ny of the ques tions i ncluded in t Le i nver. t or y do b e l ong 

v:i t hin t he rubric of heal t h . A clien t v·ho r e c ogni s es a nd 

s e l ects a f urth e r heal t h opt ion t o wo rk on i s making progr e s s 

in selfca r e a warenes e and a ge ncy . 
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CHAPTER T E R b .t 

'.i]-:E CITizEJ\ : A SELF- CARING HEALTH J'1tJ_CTITICFER 

FERSCrAL FGSPOl'~S IB ILITY FOR }~Al TH 

.A Co-:;ernican - 1 il'e revolution no,11 2pnecrs imr.-.inen t in r:eaJ t h 

care delivery . Whereas disease vas once t he org2nizing con ­
cern of hea lth de livery, with health professionals holding a 

centrsl place , now selfcare for health is becoming the organ ­

izing concern , ¼ith health profess ion2ls being supnlement2ry 
t o 2nd sup~ortive of t he goal of seJfce.re for he2lth (Levin , 

1977; Hatting& Verschure, 1980 ) . The time has come , say 

Girdano 2nd Everly (1979) for 11 he2lth rrofessionals to truly 

educate menbers of our society in the 2rt of se lf health and 
in the r ole of self responsibility for gaining 2nd keering r 

high le vel of v·ellness '1 ( ibid , p . xi) . 

H2vin[ sugge~ted such a r evolution - narrely the revers2l o f 

wh2t is ~erceivEd to be cen tr2l ~~d t o h~ve rricrity - co~ ­

sistency demands that attention be first direc t ed to t~e 

citi7en 2s a self- caring agen t in he ~l th. Then tte pr ofe ssicn­
al ccntribution c~hich such citizen as a consumer invo~es 

~nd /or recei~es as a client of the health care system)can 

be considered . Heal t h professiona l s , and nurses in particular , 
must not lose sight of the fac t that the client is first a 
citizen ~ho has responsibility for his health ca re and only 

secondly a consumer and t hus a client of t he heal t h ca r e 

system . It is only v:hen t he citizen· seeks professional 2ss­

ist£nce ~i t h his prac tice of heal th-related selfcare t hat t he 
professional role bec omes visible . 

The major t ask t hat f 2ces heal t h cere delivery in al l devel­

oued countries (where the cos t s of hea lth care have gr o~n 

more quickly than t he na ti onal inc ome ) is t o develop a better 

health culture . He2..l t h nr ofessional s can help in this r espect 

by encouraging clients to ask what they as citizens can do 

t o avoid illness and to enhance wellness . The heal th prof­

essional needs to be a he~lt h pr act i ti oner himself in order 



to rive~ useful answer t o the latter part of euch r eoues ts 

for i~fcrmPtion beceuse the bes t ~ay t o sell vell~es9 i s to 
model it . 

Inputs from b oth sources - citizens who a r e selfc~re ori en t ed 

and heal t h pr ofe ssionals who 2r e pr a ctising a v·e l lnes s 

lifestyle - are r ecuired if consumers in gene r a l are to 

make the ch2nge f rom dependency t o autonomy , from a cur e - of ­
illness orientEtion t o a heclth- cultur e one , and so 

become heal t h proc t i t ioners therr.sel ves . Individual resnonsib­

ili ty i s the characteristic recuiremen t of e f fec tive selfcare 

for heelth . A wellness lifestyle which is fuelled by a s trong 

sense of per son2 l responsib ility can be rr.o r e satisfying t han 

any combination of self - grat ifyin g tigh- risk behaviour s , 

clairr.s Ardell (1 977) . The problem i s t ha t people who wa n t 

to ac~ieve such a lifes t yle in orde r t o maintain and maximise 

t ~eir ~e2l t h oft en have t o battle society ;nd the curren t 
culture in its T'Ursui t . The e8 sy \·:2. y v,oul d be t o opt out of 

such a ttemrts ~hen t hey face tte s t one~al]ing of the en trenrt­

ed c~lture , but the eff orts of the fe w could even t ually 
procure~ ch,n[e in hebi t s for t he many . For examrle , s~o~ers 

2re incrc~sin[ly encouDtering Scnctions 2gains t t ~eir air ­

polluting beh2.vi our from t hose v·ho a r e becoming mor e teal t h 

conscious . 

If heal th prof ess i onals a r e going to continue s tresring that 

peorl e mus t t ake more r esponsib ility for t hei r own heal th 
then t ~ey , the urofess i onals , need t o create op~ortunities 
~tere no such oppoitunities currently exis t 

to ~r ovide educa tion both f or health and for we l lness , and 

t o model such heal th and ~ellness t hemsel ves . Also health 

nr ofess i onals should not assume tha t clien ts will invariably 

desire t o be r esuonsible for their own heaJ t h sel f ca re or 

be ecually r e2dy t o consider, or benefit from , this sort of 

ap""'ro2ch . 

Re ac ines s for selfcare 

The areas in ~h ich the citizen can be sel fc a r e active are i n 

universal selfcere behaviou r s (where selfc a r e knowledge is 

used in heal t h ma intenance) , in hea lth- deviation s elfcare 

behaviours (wher e selfcare knowledge is used in the audit 

and cont rol of t rea t ment programs ), in heal t h- related poli t -



jcE] cecision mak ing involvement , 2nd in seJf - telp ~r oun 
irvolv~se~ t . ~hat a given individual i s ab] e t o a c~ieve 

:? 

in t he wc.y of selfc a r e is very much a function of his 
' r eediness '. It is t h is writer ' s proposal tha t a person ' s 

re~diness (or l a ck thereof) to be a selfcare hea lth pr actit ­

ioner v·ill be a function of certain indivi dual en2bling or 

inhibiting factors . These f2ctors 2r e assumed to b e the 

personal percenti on of he2J th , t he ,er sonal propensity f or 

for selfca r e , t he perceived locus of control , and t he 

perceived loc2tion of bl2me for i llness . The Are8S of 
Selfcare and t he Enabling or Inhibiting factors will n ow be 

discussed in t urn. 

AR.LAS CF S:2LFCARE 

The comnonen te of the selfc a r e model have alread y been ~r esen t­

ed (see Figure 1 - 1, n . 9). This model comprises universal 

2nd heo.l th-d evia ti on se J f ca r e behFvi ours and ill us trc.. tes the 

i nterface bet~een care ~h j ch is pers onally initiated and care 

~hich is pro ~essionally ass isted . The citizen v·ho is ~cting 
es a teel th ~r i ct i tione r ~·ilJ de~orft r ~te bct~v iours ~hich 

belong in one or more of t he comT'one:r.ts of t~ .e mod el . (See 

also Fig~re 3 - 1, n .78 ) . 

Pe r s onally initir-ted selfcer e 

Unive r sal selfc&r e beh~viours 

Un iversal selfcare behaviour s may be based either on habi t 

or on knowledge . A part icul a r culture media tes cert a in self­

care habits . In the European culture two ex8mples of selfcare 

behaviour l earned as part of growing up are tooth brushing 
end personal hygiene . The pereon who engages in such selfcare 

habits me y b e ouite unawa re t ha t they are part of health­
rela ted selfca re activity. It is ~oss ible t hat certain 

ostensible selfcare r,rt'lctices mediated by the culture can 

a ctually mitigate against health . For example in Nuer 
society (in the Sudan) people use cow ' s urine to v.ash them­

selves, believing it to be a nurifying s ubstan ce (Evans­

Pritch~rd , 1940) . In our society the use of the handkerchief 

is so commonpla ce tha t its unhealthy potential is easily 



overlooked . 

Alt~ough sclfca r e i s by defini t ion a delibera te fc t ivit y , 

ber.aviour s v•hich 2.r e habitua l are incl -ud ed becFJu se t hey 2.r e 

ex~r essions of puruoseful activi ty and derive from a know­

l edge b2ee which i s medi a ted by t he cul t ur e . Some of the 

kno~lecge may be non- scientific , unscientific or nlain 

suuersti t ious . The ci ti zen need no t ur.critic2lly accept 

t h i s transmitted knowled ge , even if it purports to be scient­

ific, but will be exe r cising selfcare behaviour if he seevs 

t o t es t ano ex tend t he body of ex t an t Jrnov:1 ed ge . 

The cit ize n ' s heal th m2. i ntenance berrnv iour ,,·il l include such 

things es t he main tenance of body processes , (e . g ., pr ocur ing 

and using an ade quat e intake of pur e air , clean w&ter and 
nutrit ious food) , t he achi evemen t of r egular and 2dequa t e 

elimin~ tion of v2s t e nroduc t~ from the body a nd the prac tice 

of a~!)ro:ririate l1ygiene r elc:-ted to eli:nination , F'!:C the 

se cur ir.g of 2.. b212.nce of activity 2nd r f st . Sec:· ing times 
.&' b t'r, l • t d ~ d • l i ~ t r t • r • ' • Y1 ( r l O.i. 0 -· SO_l U e en SOClc?~ ~-' erc.C lOTI , c-.VOlQl. f enc 

~rotecting ones~lf from) h?~Erds , 2nd maint2inirf normality 

Ere 2lso ircludPd as he2ltrJ mc=-intcr.ance be~.c:viours (Orem , 

1971 ) . 

Al thoL[h dise2se nr e ven t ion beh~viour includes everything 

enumer2 t ed above under heal t h main t enance nr actices it 

sneci~ic~lly r efers to certrin citizen behaviours such as t he 
adjust~en t of l ifes tyle t o ~ro t ec t oneself agains t such 

s tates as hypertension , heart a ttacks and lung cancer , the 

manipulation of one ' s environmen t t o make it per sonally 

f un ct ional, aesthe tica lJy setis fyin g and s tress pr o t ecting , 

and the learning of ways t o cope with s tress , to communica t e 
f unc t ionally and to relate creat i vely in in t ernersonal s it­
uations . Self-mon itoring , as sessing and diagnosing reouir es 

a scien tific knov·lede;e base and an awareness of normal per­

sonal r hysiological , biologiccl a nd psychological processes 

so th2. t devi2.tions can be recognised v,:hen they occur . 
Diagnosing is a problem solving and decision making process . 

The result of this proces s v:ill be a decis i on whether or not 

to engage in health-deviation sel fcare . Having med ical , 

dental and optica l checkups ond making use of s creening 

progra~s (e . g ., mobile ches t Xray) t ogether with being 
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im~u~iz e d for infectious or allergic cond itions are examples 

o f consume r b e haviours . 

Ee2l th- dev i 2 ti on selfc2re behaviours 

The citizen who hes decided that he is exueriencing a deviat ­

i on from his health state may dicid~ to trea t himself or to 

seek teln . Be may s eek help from family or fri end s , (Fre i dson 

196 1 c2lls t h is 'lay r e ferral '), from health profes s i onals 

or from a heal th ca r e s ervice . Consume r beh2viour occurs 

whenever a citizen makes use of a health cere se rvice, and 

when a consumer approach es a hea lth professional for help he 

becomes a client. One health care service evailable to 

c on~umers is the Cold Selfcare Centre , a ~a lk-in setting 

where ind i viduals, having confi rmed t~eir diagn osis of a 

common cold by use of an algori t hm , can receive an educat ­

i onal l eaflet on how t o c e re for t hemselves (Z2pka and 

Averill , 1g7 9 ) . Selfc2re in illness e-isodes or chrcni c 

conditions \·:ill incl ude both v-h 2 t t he citize n Ccn do for 

h i ~se lf 2nd v·tat he as 2 cli en t en gages to hav e don e for h im . 

A ne ti en t who is unde r care a t t he insisterce of others , or 

ou t of uncu e~ tioning complie~ce wi t h medicEl direction canno t 

uro t erly be des crib d as a he a J th se lfcare prectitione r , 

although he c a n b e tre a te d 2E one . That is, al t h ough the 

client ' s orien t a tion i s not initiel ly a selfc2re one , t he 

ca r e he rec e ives can be focussed on involving h im as an 

a ctive p2 rticipr nt in h is own h e El th c a re . 

~elf redicrtion One a venue of he 2lth- devi2tion selfca re is 

sel f medi cat ion. Wilson (1 975) s ays tha t part of going 

sick health ily is knov:ing what to tre2.t, and what to ignore. 

A r2.tional policy of self treatment reouires an approach to 

self diagnosis which is at le2s t as rational and logical as 

that which is associated with normal medical practice 

(Williamson and Danaher, 1978). It is irnnorta nt that re rsons 

kno~ how to tre a t t hemselves safely and effectively if they 

do know wh2t to tre a t. Self medi cat ion is not an undesir­

abl e alternative to orthodox medical care ac cording to 

Kessel and Shepherd (1965), nor is self medication the 

whole conten t of selfcare although Danaher (1979) _claims 

that this is how selfcare is perceived by the medical 

profe ssion. Se lf medication has become a nart of the 



everyday bclic.vj our of healthy peonle (Qu 2h , 1q77) . The 
2vailabiJ i ty of -rc= t erJ t remedies 2nd the iri:fJ 1,fl"!c·e o: 2,dvcrt ­

ising has c cntri~u t cd to this behaviour . ~uPh fcvnd t he 

T'ractice of self !T'ed j cation to be T"OSi tively con·el2ted v.i th 

the nerson s J evel of formal educ& t i on and he gi ',:er r ecom:e~,c -

2t ions for an infor~ed [elf medica t ion ~rogram . 

Ho~eve r self medi ca tion does have its problems , t ~ree of 

v·hich 2r e ine pDI'OT-ri .::. t e use , misuse and abuse of :rcdic, t i on , 

2nd the dur-ti on of a se lf medi.cc=·tion r eg ime . D,rhy (1977) 

enumer 2 t es the nt Frmacologic~l ~nd toxic ologica l ris~s of 

self medica t ion , (i.e ., excessive E.n d ~r oJonged use , add ict icm , 
antinhlogi s t ic interference , end int~r2ction ~i t h other drucs; , 

af v0lJ as t~e ot~er risks (misuse , im~rouer use , inepnro ~r i~te 

use , and delay in diagnosis) . 

Kesl ard Cobb (1966 ) note the t t he t onic of self medic&t ion 

i ~ generally neglec t ed in studies of u t ilization of t he he&ltt 

c2re sys t em . L study by Danahe r (1g7g) hel~E to rs~edy the 
deficiency . This s t udy h2d as one of itr ai~s the asscssT.ent 

of the ede0ua cy of self treF trnent from a medi cal vievpoin t . 

It ~~E found t tFt 2pproxi m2tel y 80% o~ self trc;t~en t ~as 

completely or ~2rti2lly 2deru2te and or Jy 5% vas ~£rmful . 

D2n2hcr sup~orts the conce;t of ' informed self tr€2tment ' and 

~otes t ha t it is the phar rn~ceutical comp~nies who a r e t he 

rrim2ry advocates of r esearch into s e lf medic~ t ion . The 

re8ults of Danai er ' s study support the assertions of Kirscht 

(19 74) and Darby (1977 ) who maintain that self med ica t ion 
i E not 8n 2J t ern2 tive to meci cal c2 r e b~t 2-n inteeral part 
of i t . PrRt t ( 1973 , 1976 ) is anot her advocate of self 

medica tion , in this case by families . Darby (1 977 ) enumer­

a t es as advan t afes of se l f medi c&t ion its r eedy z va ilebility , 

convenience a nd l ower cost . Also he seys t ha t seJf med ic~tion 
keeps the ind ividual func t ioning c: t t imes when he wouJd ot her­
v·ise be unnecessarily ind i snosed (e . g ., by headache , cons t ip2 t ­

ion , indiges t ion) and i t relieves the work load on t he medical 

serv ice . 

.Ad j us t ment s in sel f ca r e behaviour s As was dis cussed ear l i er 

in Chapt e r 1 ( p . 18 ) whe n a selfca r e - orient ed cit i zen seeks 

medical or nr ofessional ass i s t ance he will exnec t t o inter2ct 

i n i nter derendence with h i s chosen healt h adviser and t o do 



vhatever i~, i thin hie ability t o Audi t 2nd co~trol his 
trea t ment rEri mc n. He may need to r evise es~ec t s of tis 

selfcpre regime . Ey;:~-les of su ch r evi ei ons a re the ad jus t ­

men t of w2ys of meeting universal selfc~re r eoui remen t s , t he 
es t ablis hmen t of nev, technioues of selfccire :;.nd the r evision 

of t he r outine of daiJy living (Orem , 1971). De velo~ing 8 

ne"; lifestyle com!1a tibJ e v i t h t he effects of t he r,eal th 

dcvi ;:, t ion , r.od ifyin e the self i r:.8p-e 2,nd coping y·i t h the effec t s 

of bo t h the heal th devia t ion ~nd the trea t ment r egime ~r e elso 

z r eas in which r evisi on can occur . 

Involvement in he2lth- rela t ed ~oJitica l deci s ion makiPg 

The citizen who is s e l fcar e active ~ill no t only be directly 

ect ive on ~- i s o~n behal f but indirectl y act i ve ~hen he con­

t r ibutes t o nolitica l de cision m2v. ing r egarding heal t h ca re 

delive ry . This 2s~ec t of selfc2re has 2lre2dy be en diEcussed 

ir. sor.ie Jc tail in C:ia~ter 1 (p . 2.3f) . 

Self EEl~ Frouu ~e~~erstin 

Sel f helu [rou~s are voluntar y srr,cll group s t ruc t ures org,_n­

ized by citi ~·ens v·ho arP -;-ieers 2r.d v·ho share 2 com:ron nroblrr. . 

The e;r oUT)S r.:,:e t e. s,ecif ic he2J th ne ed a.nd provide serv ices 

Pot adeouctely supplied by ot her me~ns . Exam,les of r.eeds r.ct 

by self help gr ouns 2re crisis he 1n , tel p for the s t igm2 tised , 

for t tose tr2~ped in self destruc t ive betaviour , for t he bereav­

ed , for rzren t s without part ners , for former men t a l ne ti ent s . 
Cne u~efuJ t ynology of self he1n grou~s i s given by Katz a nd 
Bender (1 976) . The broad cat egories t hey sup~l y are Self 

fulfilmen t and personal growt h , Social advocacy , Alterna t i ve 

lifes tyle , and Rock bott om suffere r s . Another typology g iven 

by Gartner ond Rie ssman (1976 ) U$es the c2t egories Rehabil ­

i t a tion , Beh&viour mod i fic&tion , Frimary ca r e , ~revention and 

ca se findi ng . 

The emnhas is of self help groups i s self examination and self 

knowledge , personal re sponsibility , peer sup~or t and f ace to 

f a ce interaction . The effect ivene ss of s uch groups der ives 

f r om t he helper-thera~y principle , t he u se of i ndigenous 

help and t he i mplici t demand t h8 t t he consumer no t be passive 

(Kush Goldberg, 1979 ; Ri essman , 1976). Self hel p groups 

increase medical awar eness and consumer sophistica t ion , and 



are described ~s ~n ' impr essive reb ource ' by Levin (1 978 b) . 

3utterfieJd (1 976) recomrends self tPln f roup membership 2nd 

says th2t t his is 2 very effective vay cf reinforcing heaJtt 

educs t ion . The grou~ exert s i nfluence to conform and this 

influence i s necessary f or ner sons ~ho en t heir o~·n e r e un2bl8 

to m2Y.e the changes t hat health edvcvtion -rogr8~S r ecom:end . 

Frobs tein , in a letter to the J.mericen Journal of FuhJic He 2J th , 

(1g77) pro t es tE that self help grouns need to use nrofesEion-

2ls ccnftruc t jvely . Gar t ner and Riessm~n (1976) itcrise 2~ 

cc.n[;( r::: of t:r•e ~elf he l p system the t hre2 t of op~osi tion t o 
expansion of se r vices and the reduction in professional and 

syste~ responsibili t y . They add t h~t membe r sat isfac t ion 

may re~l &ce accountabili t y for , and evalu2 t ion of , ca r e and 

t ha t self help rr,2.y be coor, t ed by the professional establish­

ment . 

Eenry (1q7s ) in 2 some~hat defensive article co~rl~ins t hat 

the r es~ons ibili t y for non member sufferers must (still) f2ll 

on t o ~rofes sicnals , and t het se lf help groups don 't a cce nt 

res~orsihili ty for suff erers who do not benefi t from their 

grouT' ex-·e r ierice . Furtr-cerr.:ore he t2 v.es issue v:i t h any self 
hel D 2.cti vi ty v·}-_ i eh see"ks to cr2nfe tre nembe r by gro up 

pressltle O!' t o cr.2nge the norms of socifty so t hc:t tr1e merr.ber ' s 

condition v•ill b e ~erceiv8d not to be ' devi2.n t ' but sirnnly 

' different '. Ee corn~lains t ha t Alc otoJi cs J.nonyrnous i n 

Britain does not serve alcoholics but only 3 . 4% of the a l cohol ­
ic :=io"'."ul a tion, 2nd he plc:.intively asks , 11 v;b2 t h2:9 ·~ens t o t he 
r es t?" Self ~ie l p groups , te conc l udes , serve only the prob­

l ems of t heir member s and pr ovide a conven i en t excuse f or 

a voiding social change . 

Rockv:el l ( 1976 ) from part ici nan t observ&ti on of v:e ight wa tc r..e r s 

Intern2 tional in t he United Ki ngd om, United St ates of Ame r i ca 
and Denmark notes the t endency 2v.:ay f rom t he per8 onalised 

gr assr oo t s ' shering ' apnr oecb t owa r ds a more burea ucra tic 

urofessiona l orgf. nizati on. Robinson and P.enr y (1 978 ) a l so 

:point t o the f ul l fl edged managemen t s tructur e v:hic h apur oach­

es a n ' iron law of oligar chy ' ~ithin self help gr oups . The y 

a lso s uggest t hat self help groups a re mere props f or a 

de f ect i ve (health care) s ys t em. 
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Desnite the above criticisms t he contribution made by self 
heln groups to the heaJ th of t heir members is signific?n t . 

K~tz (1 g70 ) estimated t hat over one milli on nersons in t he 

USA we r e involved in s el f help group meffibersh ip. H0wever the 
con tr ibution of self help groups i s overlo oked by heel t h 

pro~e s sionals (Zola , 1972) ~ho consider t heir claims to be 

exaggerated . If heal t h pr of essionals were to use the self 

helr, 1iter2ture they could le2.rn 2.. gre;:: t CEa l , s2y Bumb2Jo 

2nd Young (1 g73) ~nd Dil Jey (1 978) . Dilley rec omr-ends t he 

self help lit er2 t ur e t o he2l t h ur ofes s ionals because 

thi s material gives encouraging examnles , provides 
cle~r s t ep by s tep procedures, f urn ishes r eports of e f fective 

resul t s , sugfests v•ays of confron t ing self defeat ing t hinki ng 

and f ives mate r iel fo r assignments and cha nge procedtires . 

Sumr-ery 

Pcrscn2lly initi8ted selfcare i ncludes universe. l a nd he; lth­

devi~tion be baviours und ert2ken on one ' s o~n be hal f , involve ­
me:r.t in he2 l t h - relc.,ted decision m2l< ing undertc::,ken on t :,,.e 

com~uni ty ' s b e h~lf rnd t he hel p seekin~ be~2viour of self 
r: e l:r group rr:embersh ip . \'. he:r. thr ind iv id u2 l :::: ee:V.s help not 
or.ly for :!'lis he2l t h c2re but for illness rclzted m2 tte r!" he 

h2s ~ot s tepped out of the s elfc2re reodel ; help seeking and 

re so~rce using a re part of selfcare . The extent t o which 
assist ~nce i ~ reGuired i s a reverse function of t ha t person ' s 

own Fe lfcare aRency . The greater t he person' s disab ility 
t he gre2.ter v·ill be his ne ed for 8.Es i s t 2nce . This essis t r:nce 

can r ange from s uppl antive to suppJement ary to s upportive 

aesi e t a nce and will decre rse do~n this range as se l fcare 
agency i s r eg&ined. The a ss istance may be given by f amily , 

fri ends , or heal th pr ofessional s . A nur se v·ho works \dthin 

t he orienta tion of sel fc ar e for health i~ rr5c tising s el f ­
c2.re nursing . The pr imary concern of nursing is ess i s t i ng 

indivi dua2s , f amilies and c ommuni tie s to live e f fectively 
v ith va r ying s t a te s of heal th. The r ole of pr of ess i ona l 
nursing in t eaching , guiding and supporting the public in 

the pr a ctice of good s elfcare as this applies to health, is 
extensive . 
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ProfessionE.lly assisted selfc a re 

Emergen c e of the S e lfc2re c onc eut in rurE i ng ~heory 

From the time of Florence Nightingale t6 the pre s ent 

individual nurses have endeavoured to conceptualise nursing­

that is, to de fine it and to descr5be its parameters . The 

selfcare model f or nursing re ~resents a ma jor shift in the 

seri es of nursing models wh ich dates from that time . 

Yi [htingale, in relating nursing t o the knowledge a layman 

should have, anticipated the t heme of the selfcare nursing 

model whi ch s tates tha t the citizen should be his own he a lth 

prac titioner. Nightinga le (1859) distinguished between tw o 

types of nursing namely the art of nursing prope r (i.e., 

nursing the sick) , and he a lth nursing (i . e ., the art of 

heal th). The a rt of health is very much the concern of 

both t he selfcare nursing mod el and t h e current s e lfca re 

movem e n t (whic h v'a s di s cusse d in Chapter 1). In the ar t of 

nurE ing the sick the selfcare nurEing mode l tre a ts t he 

client as a c oll2bor a tor in c 2 r e 2nd no t a s 8 denendent 

patien t as the nine t eenth and e2rly t~entieth century 

n~rsing models did . The phr a se ' maternity of nursi ng ' 

c oined by Shew in 1885 illuEtrates the nineteenth cen tury 

dependenc y orienta tion. The current views of both nursing 

care 2nd mothering roles have chan ged since then . The 

selfca re model is b as ed on a r el~tionshi p betwe en client 

a~d nurse wh i ch, being consulta tive , ellows the pooling 

of abili ties and skills of both parties . He E. lth skills 

transferred to the client enable the client to become 

more inde pendent of the nurse . Although Harmer in the 

early twentieth century continued to cast the patient in 

a de p endent role (Harmer, 1922) her emphasis on uat ient 

education foresha dowed the emphasis on pat ient selfcare 

2 gency which bega.n to emerge in subseouent conceptualisat­

ion s of nursing . 

The idea of patient agency in pursuit of health and of 

ways to promote patient agency is clea rly outlined by 

Frederick and Northam who state that modern nursing is 

not limited to the c are of the sick but is more far reach­

ing for it includes teaching the patient ( and others in 

the home and in the community) to "ca re for themselves and .. 
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. . to use t he 2vail2ble communi ty res o..irces" (Frederick and 

Northam , 1938 ; p . 3) . It will be r ecalled from t he discuss ­

ion in Chapter 1 ( p . 6f) t ha t both these Fs-ects a r e com­

ponents of the selfcare model . 

As has be en stated earlier in this chepter , the organizing 

princ iple of , and orient ation to , client c2re should no t 

be some disease sta te but rather the client ' s bes t possible 
he2 l th s t a te . "The prima ry res-ponsib ili t y of the nur~e " seys 

Eenderson (1960 , p , 5) " is helping the patient - v:ho is the 

c~n tra l figure - with the health related activities that he 

usually performs without assistance . " The nur:::e ha s t he 

unique function of serving "as a subs t i t u te for what t he 

na tient lacks t o make him ' com~l e te ', ' whole ', or ' independ ­
ent ' v,ith res pe ct to r hysical s trength , v.rill or knowledge 

to r each good he a l t h '' ( ibid , p . 4) . Patient agency is here 

be i ng rel2ted to he al th or to its recovery , (or to a peece ­

ful de a th) . 

hnother nu~sing t heo rist , Ro ge r s , reta ins th e emphasis on 

heal t h as being the aim of nursing . Kursing , says Rogers 
(1 q7 a ) aims to (serve people a nd to) assist them in achiev­

ing t:1eir " rnaxirnu:ra hez;lth poter ti2l " . The themes of h ez-, lth 

and of patient agency to secure the s2me h 2ve no½ become 
central in the development of nur8ing t heory . During the 

1960s and early 1970s one group of nurse s (the Nur sing 

Development Conference Group , or l\'DCG) con f ronted the -prob ­
l em of structuring nursi ng knowl edge aro und the conceptual 

element of self ca r e and concluded that 11 0rem ' s (self ca re ) 

concept of nursing a t t h is stage i n t he dev 0 1oprnent of 

nursin g is an adequa t e c oncep t " (11nCG , 1973 ; p . 72) . 

According to Mul l i n (1 980 ) the selfcare orientation to 

nurs ing pr actice i s the most liber~ting and dynami c idea 

that has been i ntroduced i nto nurs ing t heo ry in the l a s t 

20 ye~r s . The concept ar i ses from the recognition and 

accept ance of the ideal t hat ind i v i duals ' own ' t heir 

heal t h and a r e r esnons i ble for i t . This conc~pt intro­

duces a change in orientati on no t only t o nurs i ng bu t also 

to t he patient ' s and nurse ' s per ceptions of t he ir ro l es . 

In part icular t he concept r evolution i ses t he appro~ch t o 

pa tien t educ2.t ion , me.king it an or gz.ni sing pr incipl e , 

r a t he r t han some outional fringe benefit , of car e . 
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-:.: ' r t s v i tLov t being re s tr j ctea by trerr. . Tl.e ct or.. i rn rt 
tl1f'me of t he selfcare model for nurrin,g is t he t 11 nur2ing 
t ·o as its specia l concern men ' s need for Eelfcrre 8c tion 
2~d tjs ~rovieion and mpn2eemen t of jt on~ co-~inuous 

b;:-.-is " ( C.n.m , 1971 ; p . 1 ) . The co:r,,,~ ti on wl'dt.:'\.. vclids.tee 

tl:e ex is t E. "'C'€ of c r equirement f o.r nurr i nf i E t~.f in;:; b iJ.:. t.y 

of 2l: cduJ ~ on :.ic ov:n bcr.alf , or of 2 :•,.rer. t or uc:irc..i2n 

on bc~.c:-lf of a c:,ild , to ma i ntc:.in cortim..:ously t:r~e 2mou.r. t 

2nd rurlity of eelfcare ~hich is therapeutic i n Fustaining 

life 2nd he2l t h , in r ecovering f r om dise2.se or injury , or 

in coning with t heir e f fec t s . The recuirernent for nursir.r 

" is nooified and even t uall y elimin iated when there is a 

rrogressive , fa7our2ble c~pnge in the st~t e of heal t h of 

t te ( rerson ir nuE.r tion) or where he le2rns to be self 

cdrec"tir:f in c .. iJy selfc,rc" ( C're:-r; , 1()5g ; p . 5) . 

Tht. r...,.1·se 2s t~:.e Eelfc;:,~e 8Ssist2r.t 

Selfccre is tte pr 2c tic~l r esnonse of an individua l t o a~ 
ex::E.rier:ced dei.;£r:d t o 2ttend t o hi~1self . Ttis derr.and m2y 

or.:.t:;inate in the r,erson or be perceived by others , and r.ic:y 

le ~et or ienored . The centr a l assumuti on of selfca r e is 
tr.2t the individual ha s the abil ity t o perform on hi s own 

te~alf . One of tte five basic aseurnptions articul a t ed 

~bout relfc2re by Fcn2roff ( 1977) is th2t , give~ the prope r 

teJ~ , people cen be t hei r own health pr2c titio~ers . 

The 2.rgumcnt in this prerent study goes further in th2-t it 

ettempts to exnl ore the conditions under which people do , 

: r do not, exercise their selfc2re capabili ty . It is 

proposed by thi s thesis t hat the ou2li t y of a person ' s 

selfcare system wil l be a function of the r einforcement 
vc:.lue of ·such health as is contingent u-pon s elf care 

pr a ctice (see Figure 3 - 1 , n .7S ) . It is sugge s t ed further­

~or e thet t he quaJi ty of the s e lfca re system will b e 

Eseocia ted with t he perce~tion of locus of control , per ­

cention of health , and the loc8 tion of bla me for illness , 

(see pp . 75 - 8 7 ) • 



I :1 Crf'.'" 1 !.> (1971) t~rme nun:ing jn~E::I' '/•:" ·t,j ,v lS r:ml ) 

?~)71'0}.I· ::.r: te v-' rJe re t he re is dis"J,·rity b~tv-(~c n 3 tlc. ::·;-,r~·..,,1tjc­

dc: .. ~ r.c :·or se lfc2.re a:r..d the 2bili ty or n- ::-,,•.,rces to ~:.c.·c t 

t h? t demznd . The nurse then compens2tes for t he cliEnt 's 
disability . The charecter of any interfe r ences in tle 

patient ' s customary ab ility to undertake his ~elfcare pr a c ­

tic es will indicate tte gene r 2l dimens ior:s of the ~urse ' s 

r espor:fibility for t he p2.tient , t he rrietl"iod s thFJt c c:n be 

~sed in v&lidly assisting the patient , t r~ nr obable dur at­

i c~ of the patient ' s need for as s istance , and the pft ient ' s 

future po tential a s a selfcare a £en t . 

The nursing con tributi on to client selfcare . The 2rt of 

~ursing is concerned with t he ability of the nurse to assis t 

re rsons who need help wi th therapeutic selfc2r e in t he 

design , provi s i on and manage ~ent of systeLls of such self­

c2 r e both within their env iron~en t s of d~ily living 2nd in 
tte hos pital or clinic situ2ticr . The focus of ~clfc,re 

~ursi nr is heJpine the i ndividu2l to 2chiev e ~her2-F ~t ic 

selfcere . If the client is un;::bJe or unwjlJing t o cc~tr i b ­

ute to his o~n t hera-euti c se l f c2 r e , or if he is ine ffec t ive 

in his efforts t hen the nur ee need s t o ass ist in the ~2~2~0 -

~en t of his therapeutic se lfcare . The nurse ' s pr1~2ry 

concern is the therapeutic selfcare which the client in 1is 
cv·n vi ev r eouires but c2nnot nerform . 

It should be no ted that the ur esent t endency for people to 

~ake rror e initi a t i ve in selfcare ac tivities can pose both 

nroblems and opportunities for the nurse . For example 

home birth is increasingly becoming an option of cho ice. 

Yet Cameron , Chase and O' Neal (1 979) describe how tAlf 

the number of women who pl 2.nned t o have home deliveries 

a nd were interviewed re ported hostility from heal th pro ­

fessionals . Another client choice is t he right to d ie in 

a manner accept a8le both to the client and to his f amily . 

This may mean that the death t 2~e pl ace a t home ~ith the 

nurse giving supportive care (Kobrzycki , 1975) . Tte right 

for the pat i ent to dec i de such a course for h i msel f will 

be cenied him if he is ' belitt1ed by a consni r a cy of 

silence ' concerning his terminal s t a te (Doust , 1977) . I n 

t erffis of the selfcare model 2 patient should be a llowed 

to cho ~fe not t o have life prolonging procedur es - ~hich 



\. i lsot: (1J7:) Ll~YE me. y be· ,_. prod uct c:f :-ni~r,l ;.ced cl i n ica l 

u 1t 1.ur.i.2sm. '.i1he pr obl ern is ~1ow to dec i de if such a choice 

i a s ui cida l , or is wha t Ca~Jey (~977) calls ' pas~ive eut han­

as ia ' , or is an exnression of client maturi t y . I1Jich (1 97~) 
cl2i ms t h& t t he health profession s ec ur es c ompulsory 

s urviva l in a pl a nned and engine ered hell . Ey c on tras t 

~a Jborn (1 980) describes ho~ hos pice ca r e , i n ~h i ct clien t 

beh2 viour a nd decis i on ma~ i ng is fo s t er ed , c2n nrovide the 

O?portuni t y t o m2LLt~i~ nerronal con trol ove r cne ' s J ife 

un til dea th . ~cGrory (1 978 ) describes t his as the ~ell 
Model Appr oach t o the ca r e of t he dying clie~ t . 

The goal of the nur s ing art i s to a chieve a he~lth r esul t 

f or ind ividuals (whether they b e sick or we l l ) when t hey 

need help . Thjs health r esult may be t he r e gaining or t he 

mainten~nce of heal th , or t he stabiliz2ti on , con trol and 

mi~,in,i?21:i on of t he e ffec t s of ch r oni c roor hec=,J t}: or dis -

2bili t y (in cluding t:he il l effec t s of tre2t1r.er. t). The 

results of nurFing a r e benefic i el to the cJi~nt i~ ~he 

clieLt ' r sel f c2re is 2c com~lished 2~d the cli~n t is ~oveci 

t ovErds resnonsible ac ti on F~d incre2sing inderen~E~ce in 

selfc[ r e . This may occur ttrough t~e c lient ' s c~~ e f for~E 

or t hr ough the e f for t s of ot her n on- nurse ass i s t 2n~E wh o 

2re becoming increani ngly competert i n compensati~g for 

t h~ li~~ta t ions of t he c l ient ' s sc lfcare age ncy . Thus t he 

health eo2ls of a n individua l in n eed of hel p a r e associRt ­
ed \·: i. t h t r.2 t irici i v i dual ' s r.,c,vement 2v-2y f r om e ither a 

r eEtriction of tum2n zc t ivi ty or 2 dissa tisfac t ion v·ith 

t he current heal th st2 t us , towa r ds ei t her narma J i ty or 
enhon ced wellness . 

Cl i ent self care agency . In order to achieve health goals 

the i ndividual needs to have a po~er of se l f c2r e agency . 

Thi s l a tter term refers t o t he a b ility or powe r of an indiv­

idual to engage in es timating and performing b ehav i ours 

which a re relevan t to eelfc~r e - i . e ., ~h i ch ma intain life , 

tea lth and wellbei n g . Se lfc~re a gency is based on kno~­

ledee , skills , 2 ttitudes , be~ iefs , values and motivati on , 

a~d thus is an acouired a gency . This agency is described 

in t erms of abj }ities a nd disabili ties . Disab ilities t a v.e 

t he f orm of deficits and/or limita tions end can occur in 
t he areas ui' consc"i ousn es-s , !}eroept i <m , Jrnowledge , abil ity , 
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no ti 2tion 2nd environmentcl conditioys . A se l f~~re 

deficit is a qu~lit2tive or auantitati~e j~~~0ruecy which 

occurs ~hen an individual cannot action tl~~r usua l celf­

care system . A selfcare limitation occurs ~ten lEss is 
being done in t he way of selfcare t han could be done due 

to a l [-t Ck of kno\·:J.edge , skill or motivation (l:DCG , 1973 ) . 

J...n i ndivia;:;ul mey bc:..ve a limited E;elfcz,re sys t em , or a , 

effective and compre~ensi ve selfcFre syste~ , ~rd either 

may be r educed by a deficiency cc?used by illness or ct',E:'r 

fectors . Bo th limit~tions or deficiencies in selfcarE 

egency provide the cond itions for , and the co~tent of , t~e 
~rac tice of selfcar e nursing . 

Nursing 2gency . On the nurse ' s uert there is a ne ed fo r 

nursing agency, namely the pover 2nd effort needed t o design , 

nrovide and manage for indivi duals having selfcar e l imitat­

ions or defici t s the ":;;a teri2l and en ergy inputs v:Lich 2re 
essentiE.l for t:!'~e [0 elf r:ainter.;once , :!'.e:.l t:h a:!'lc.:. v;e l E;E::i;1.~ 

of t~e se others " (L.DC'...r , 1973; r , C:1 ) . J;ur-sinf are 1 .. cy is 

2ctiv2ted v:r.en an um-·e ll per2or. \·ith scl:c2 r e Jimitc·ti o1.s 
or deficits 2:pproaches or al J ov. s 2.no ther to u;1ci ert· ,ke 

nursi "lg bet2-vio:1rs on his be:Lalf. It is 2lso <"Ctiv,,tc.i 

··J.en a well person whn practice s sclfcare is 2.ware of a 

selfc2 r e deficit or ]imitation a~d consults a nurse for 

he lp in improving and/or extending his selfcare system . 

Tbe nurse secures informatim· and rr.2kes j~dgements concern ­

ing the client ' s nEE'd of nurEinc c2re in tl1e ligh t of the 

stetus of his selfc~re agency 2nd the heal th goel sought . 

This will reouire that data reg2rdinr the client ' s physicel , 

emotional and social state as rerceived by himself and/or 

sign ifican t others , &nd the client ' s percepti ons of - 2nd 

the ch2nees tha t will be demarded of him by - his alt~ r ed 

stEte , be gather ed . The nurse ~ho uses a selfcar e model 

of nursing will need 2 base line of t he client ' s customary 

selfcare behaviour in order to est£bJish ex~ec t ftions for 

the client as an a[ent in providing and managing his own 

theraDeut ic selfca r e and in overc oming his current dis ­

abili t y . When the nur se assesses the base line selfca re 

system she will perceive t hat t he per son with an alr eady 

limi ted system will be a candida t e for a mor e ex tensive 
educational effort on the part of the nurse t han t he 



FU., r t whcs e sc•lfcc:. r e sys t e1:-i is cust or:-;;__rily 1:,0:::'e 

suf:~ic i ent. 

Accor d ing t o Orem (1 971) the client ' s ba s e line vi l J be 

influenced by mental develoumen t, pereon al ma turity , ve l uee , 

sk ills , kno~ledge , social effec t ivenes s and compe t en cy in 

de 1 i be r 2 te 2 cti on EJ s well 8 s by r e inf orcemer, t fE · et or s s u c}1 

2s grouu 2nd f 2mily membe rsh i p . The proposal of t his pr ese~t 

study is t ha t this b2se line will a l so refl ec t other f8ct ­

ors , n2mely t he c lient ' s perception o f he2l t h , locus of 

con t ro l , and location of ' blame ' for i llness, as well 2s 

his propensity for se lfca r e behavi our , and t ha t thes e 2re 

21] appro priate a r eas f or nursing i n tervention . Kurs ir. g 

beh2vi0 Lrs re l ating to s elfcare limi t~tion or deficit ~ i ll 

be 2dd r essed to judgi ng the pre sence , c2use s and di mensions 

of the limi t ation or deficit and t o s elect ing ac ti on options 

for al t erin g se l fc a r e a ge~ cy i n the ljght of t he current 

ther2 ~e u tic se lfc a re demand . It i ~ f urthe r sugges t ed by 

this ~r ese~ t stud y t h2 t t ~e cc tion OJ tions selected and 

t he t iming and dura ti on Df t he ir a pplicat i on ~ill de pend 

on t~e cli en t ' s r eadines s for a s e lfc2r e apnr oa ch ~hi ch 

i s also judged by his pe rc er t ion of hea l t h , locus o f con­

trol and loca ti on of bla me for il lne ss , plus his customary 

selfc~re renertoire . 

Tyne s of nursing c a r e . Nurs i ng c2re can be of t hree 

t yres , who l ly c ompens2tory , p2rtly con~Ens a t or y and 

s u-::.,- or tive - educ;:,. tive . In wholly co rr.:1ensa t ory ca r e t he 

clie~t has no a ctive r ole an d t he nur se ' d oes for ' the 

client . The nurse compensates for client inab ility by 

a cc omulish i ng his selfcare and suppor t ing and nr otecting 

hi~ . In partly compensatory c a r e t he nurse and the client 

e 2ch (in v2r yinf degrees ) pe rform the neces s~ ry care . The 

nurse ' doe s wi t h ' the client. The clien t i nnut will de pend 

on ~is energy , motivat ion , skill , limita tions 2nd deficits , 

and psychologi ca l r ead iness , but the client wil l ~erform 

some part of his c are and accep t ass ista nce wi t h t he r est 

of i t. In supnortive-educ~tive care t he nurse provides 

sup~ort , guidance , t eaching and a developmental environ­
ment to a client wh o is accomplishing h is own selfcare . 



An exEffi~Je of thjs sc rt of c2re ie give~ by Franci~mant 

a:r:d SclPfar . .:! (1 972) \.-.ho provide a five- ·tcr te,:cl.irg 

~rogr am in which a pFtient progres~ively takEs responsib­

ility to self - administer end cha rt his o~n medicetion , 

hE ving l earned t he properties of tte s2me . 

P.11 t hre e e srects of c2re 2r e ,-:E: lJ ilJ us trL ted by 3ro:.1ley 

( 1980 ) i n 'Le r do curnCl! ted ce r f. of 2n os"comy cl icnt . 31·omley ' :, 

a ccount is uart icularly interest~~g bec~use not sr!y dces 

ste desc r i be ca re given accord i ng t o Crem ' s sclfc~re ~krs ­

i ng model but also she illus t ra tes t hat t he nurse need net 

al~ays ~ai t for tte client ' s usy ctologjcal r ~adiness to 

eGe r ge but may induce it by an ap~a r ently nr e~e ture demand 
on him to begin ~.is o,-.n self car e . 

Although Crern (1 971) holds t hat nursin~ pr ectice is only 

val id ~hen the nurse ' s ab i lity t o manage 2nd ma i nt&in 

ttera:c~tic systems of selfca re exceeds t~~ t of 2 clie~t , 

i t is the cortention of this presen t ~riter th2t rurei~g 

pr ec t i c e is also v~lid when a Lerson i n good health ard 

~ithou t sclfc2r e diszbility consults a nurse r egarding ~a ys 

t o c~~~nce or exte~d an alr eedy s2tisf2ctor y heelt~ stetus . 

The nurse as client educator 

Fa tient education h2s in the ~Fst been the CindLreJJa of 

t le nur8e ' s job li9t . Tracitionally it ha 5 r.ot bcEn tle 

hos~it~J n~rs e ' s resnor.sibi lity , yet nur~es need t o t s~e 

o~ a te~chjrg role as well as a cFring/cur ing one (Hood 

a~d F2rmer , 1974 ; Conant , De l uca and Levin , 197?) . Schwe er 
and Dya~i (1 973) protest t ha t t e~ching a patient should be 

as irn'!')ortr,n t 2. '!'12.rt of a nurse ' s d2.ily as s i gnment &s any 

other tre2.. t rrent , and they cloi m t h2 t an irn!r,edi2.te change 

to this '!')e rspecti ve is necessa ry . This is esr,ec it lly true 

becauce many individuals lack a kn owledge o f t he selfc, re 

pr~ctices wh ich c2n contribute to health (Kinlein , 1977) . 
Smith (1979 ) ca l ] s for a ' rnis~i on&ry ze~l ' on the nart of 

nurses t o de velop health educ2tion str ategies . The 

emphasis on he alth will r eouire tha t the nur se ' s role 

incor por ate preventive and educa tional emphases and a 

different sort of ability - the t of nur turing independence 

in t!' "' cli ent. 
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Levin (~q73 ) dis tingu i shes between n2tien t educrtion 2nd 

se lfca re educ 2 tion s2y ing tha t whereas p2tient educ~tion 

focusses on what t he professional t~ink s is g o od for the 

p2tient, se lfc a r e ed ucat ion is deterffiined by wh2t the cJi cn t 

perceives are h is needs and goals . Selfcare educa tion , ~~ ­

like patient educE..tion, does not foster deJ:e nd ency or asECv:-:,e 

sicknes s, is antic i pa tory r 2 t he r t h2n r eac tive, a~d incl udes 

ways of modifying the environment. It reli e s on existing 

skills and autonomous self- healing and assumes t ta t selfcar~ 

prac t ices are ap~ropri a te . 

The aim of selfc a r e education is to offer additional tech­

nology and options within t he context of the current health 

behaviours to the client or citizen ~ho , according to Levin 

et a l . (1 976 ) should have increasin g 2ccess t o hi gh quali ty 

i nforma tion 2nd t e chnolo gy . This is especially true a t 

this time ~he n there is a currently pres s in g need for educ2t ­

ion for he al th and for a better i nformed laity (Reinken et 

al ., 1980) . Fybus and Thomson (1 979 ) have pointed out th2t 

for heal th educ2tion t o be given most e f fec t ively it is 

nec ess2 ry to Ynow 2b ou t people ' s l evels of a~arenes~ ~b ou t 

health 2n~ rtc~ t t h ~ things that t hre2t~n t heir he& 1 th . 

~o this end inn ova tive methods have been used by nurs~s . 

These include r ivin g beaJ t h t ea chin r i n t ht l aund ro~2 t 

(E ggeb roten , 1973), writing a we ekly health column for a 

d2ily newsp2 ~er (Knoll mue ller , 1973) and setting up healt~ 

c onfe rences fo r senior citi2ens (An d erson and Andrew (1973) . 
Not to b e neglected as r e cinients of selfcare ed u c ~tion 

c'-.re ' anchor ' r:ersons - the.t is , significe.n t others such as 

family memb er s and friends (Bromley , 1980 ) . 

Selfcare educ &tion need no t be con fined to adults . Children 

d8serve this sor t of educft i on 2nd p r e good c and ida tes for 

it whethe r their st2tus is tha t of a recipient of nursing 

care p r oper, or of heal th educ2t ion (Butterfield, 1976; 
Milio, 1976 a; Levin e t a l ., 1976 ). That childre n can 

be effective as selfca r e agen t s has been amply demonstra t ed 

by Le wis (1 974 ) whose appro a ch encourage d school children 

whe n ill t o initiat e their own health c 2.. re . The se children 

v:ere asked to d i agnose thei r p robl ems and to decide on a 

c ours e of treatment using the schoo l nurse as a source of 

information but not as a. decision make r. In ano ther study 
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in U1e ;:;t."<:- s~ t u,:.ticr (le,,is , Le,,:is c11:d 1-"c.b:un i e;u e , 1978) 

v.here the cr.ildren u::.ed t he sc11ool nurse as c r esource a 

s t ud y v. as done in v•hicb i~i:f'0r::1ed consent for infl uenza 

vaccination ,,.·as ob t ~·-ined f:::o m t he children ss we l l 2.s being 
reouested f rom the ir parents . The children were aged fr om 

six t o nine years of 2 ge . Eowever of the 54% of chi.ldren 

v.ho ae;rE::ed to p2 rtic i ~1c·te in the v2. cc inat ion Tro6r2m only 
15% h2d n2 re~ts who a l so [&Ve consen t . 

F~cteau (1980 ) recom~ends t hat t he nurse deliver healt~ 

t eaching to children so t hat t heir selfc2re agency can be 

increaced . Eellaire (1 971) de~cribes how the he21th ser­

vice divi sion of Denver 1ublic Schools r 2n a clinic which 

engender ed resnonsibility for heel th ~2in tenance affiong 

t eEn2gers . The fin2l s t ep in t h is service WPS t he fcrmul ­

a tion of individual heal t h care pl ans by and fo r the t eens 

t:-ierr:selves . fl-'.ich&el 2..nd Sev:211 (1 980 ) ch:scrjhe tLe effe ct­

ive r ole u~1c rt2~En bye nurs0 ~ho 2cte~ as re2l ity ther2pist 
: or 2dolesce~ts v:ho v.1e :-c 21 cor,ol abusers . TLst t he c11i:d 

c2n be c;11 effective selfcare aeent .:s ~1:- therre of a hand ­
b~ok (C oley , 1978) v:hich not only describes hov; a cr,ild 

2tt2ins i~aenE::nde ~ce in selfcsre but als o pr esen t s an 

2ssessr~er. t inctrument for me2suring the eh ild ' G 2,bili t iet> 

in activities of d2ily living apnroprict~ to his develop­

nental stbtue , and ou t lines tte behavjours that ~recede 

and affec t independence . 

:;orris (1 9 79 ) ch2:llEn ge s nurses to nr ovide exc iting educ2t ­

ional selfcRr e ma t er ial for ch ildren in the same wa y tha t 

they nrovide suitable selfc2r e i ns tructi on for a dul ts . 

Ex2 mnles of nurse - ~rovided selfcare ffienua ls are Go odwin ' s 

( 1979) nr ogr 2mrned ins truc ti on for self care f ol ] ow i ng 

rulmona ry surgery , Lazes ' s (1977 ) workshops f or hea lth 

i~struction , and ~anfr edi , Cass idy and Vof~itt ' s (1 977) 
t eaching Tirogr8m f or diabe t i c clients , to name a f ew . 

The nurse as behaviour t her anis t 

It has been cla imed (Wa l lston and Wallston , 1973) tha t 

heal t h care educ2tion programs ca n make use of 'inte rnali ty 

training ' - i.e. , of a pr ogram of as sjsting the pe r son to 

1erceive himself as being an effective agent on his own 



b~11cJf . One v:2y of ir,c rEE:fing a perEe,n ' f: ir.tc.r!;:-J ity on 

Jocus of control i s by a counse Jling t ec:tn i rue d ':' vElopcd 

by Reiman is Bnd Schae fer (1 970 ), This ted!:J ici;E.'. consis t s 

of cha l lenging or co~fronting ' external ' statr~en ts v:i t h 

' internal ' ouesti ons ' (e . g ., " They v·2nt me . ~1
/

11 \i,:., a t do you 

v·2 n t?" ), of r eV\·a rding ' internal ' stc_ternen t s ( 3ucrj as st2ted 

i ntentions to ;:, e t in a c orn':' tructive 1:.anr.er) a~d of ge tt ing 

t te client to focus on t he con t inger cies of his behaviour 

2nd tten discussing al t ern2t ive 2nd se lf - effective v:2ys of 

b2ndling t h e same s ituati on . 

Attitudes to t he use of beh2viour modif ica tion in se lfc2re 

vary . On the one hand Levin (1976 ) said tha t behaviour mod ­

i fication must be se t aside , ·and on the other hand Giglio 

e t e.l. (1 978 ) c_omrr,end its use . Green e t e.l . (1 97 7) note 

t he.t the t echnology of behaviour modificat i on is increas ­

ingly b eing tr2ns ferred t o the lay :,ublic in t-:::e form of 

(for example) self con t ro l ~anua ls E~h2viour ToJificat-

i on at t he ~res~n t t ime h2s become a centr 2l strategy in 

~o~ifying 2 lifestyle (Hattinga Ve r schure , 19sn) , Behaviour 

~-~ificutie,n is nnt selfca r e behavic~r unl ess it is self -

2d~ini s t ertd ( as for ex2mnle in 2 \·rig~t contra] ~ro pr am 

v. he r e t he i nd i vidual se lf- moni t ors E.:·c c:drr.ir.istc:rs hi s ov:11 

chosen r ewards or de privations ) . Eo\eve r i t cEn be used 

as 2 v:Ry of se tt ing selfca re beha viours in rrotion (3e rni 

2nd Ford yce , 1977 ; LeB ow , 1973 ) and it is useful fo r th ose 

¼ho are al r e2dy selfce r e mot ive ted (Rosens tock , 1974) , 

Eehe.v i our mod i fi ca t i on t e chn ioues heve been s hovn t o 

intera ct with locus of co~tro l in de t e rminin g t he outcome s 

of t rea tments . In a study by Bes t (1 975 ) and in 2notr.er 

by Bes t and St effy (1975) in which s moking withd r awal 

procedur2s were t a ilored t o personality and motivational 

differen ces it waE found t ha t subjects ~ho scored as 

i nte r nal of locus of con trol r esponded be tter to stimulus 

s~tia tion aversion t echn ique (a uersonally ex ~e rien ced 

tre a t me nt) and subjec t s who scored as ex t erna l of locus 

of con trol r espond ed better to a pro gr sm of situa tional 

ana l ys is of the (external) determinants of be~a viour. It 

is important to note that the poorest results occurred 

vhen 'internal ' scorers received the external trea t me~t 

and ' external ' scorers the ex neriential treatment , (i.e., 



\·.:.r ~-c U;e treo trr,en t :foe Jr.: v·as contrery t o t r:c sub ject ' s 

locJs of cc1 t-roJ ) . TLE: \· rj te rs concluded t."12t t2iJ orinf 

treatrrent to the subjl ct'f locus of coLtroJ ~r Pv~~ t s h2r3 
r2. t he r t han d oes good , 2 f i ndi rig ,~·hi eh t :--1e nurse \·:i l l need 

to 1<e ep in rr.ind . 

Fersons v:ho are i r_ t er:!1 2.l locus of contr ol 2r e ~r.o rE- J i1'-ely 

to better the ir s t2te t ran thos~ vho , be i n~ EXtE rral J ocus 

of con t r ol , have 2 neg2 t ive ex~e c t 2n cy for suc ce ~s . Dua 

(1 970 ) found th~t 2 bet2 viourally oriented ecti on r r o~r ~m 

v:ss more e f fe c t i ve t han a converE , ti0112 l r e - educ~. ti o!1 , ro­

gr~rn f or increasing subjects ' interneJity on locus of 
cortrol . This h;:;s obvious irr:r,lic~, tions f or nurees who 

¥rovide selfcrre educ~t i on . Giving health information on 

itE o~n vi t hou t nr ov iding opportuniti es to ac t ion selfcar e 

sk ilJs ie not t he best ~ay to educa te a natien t; the two 

neE:-d t o go t oge t :"er . Tl:e reJ 2 ti onsh i:p of ' wc:n t ing to do 

sor::e t :1ing ' t o ' tryin8 to do i t ' i s medi&teci by the E·bility 

t o effec t t}ic 2ction (r:c::.cDo nald , 1972) . :;:1herefore the 

Y-'J rse v:ill not on,y teFi c!". ~ ~-c u2tien t how to :_o e r f '"' rrr. sel f­

c2re s1<i]ls bu t wil l rei~force the se s ~i ll~ vher ttey occur . 

!Letruction on ho~ to ~o t his is given i~ tt~ text s of 

3erni 2rd Fordyce (1 977) a nd l eBow (1 973) . Nursing car e 
which i s ai~ed a t 2ugrne~ting the se]fcare s~ills of th~ 

client v·ill contribute t o increas jng the cl i en t ' s ' internel­

ity ' on l ocus of cortr~l . 

The client 2s coll2bor2tor 

No t onl y health educEti on bu t 2l s o nur sing pract i ce r eo uires 

t o be moulded t o the needs of an incr easingJy par tic i pa tive 

clientele . I n t he century t ha t is spe eding t o mee t us , 

~rites Scot t (1 974 ) the heal t h c2r e focus will requ i r e 

diffe r ent skills . For one thing t he nurEe will need to 
cons i der t he client ' s part i n dec i s i on mek i ng conce r n ing 

his own car e end to pr ovide opportunities f or him t o be so 

i nvol ved . 

Involvement of the client es a collebora tor in his ovm 

care will occur in all ces es wher e the cl ient ha s s ome r ole 

in such ca re . Whe r e the client has a total restric tion of 

a~areness , a nd t heref ore no role , t he nur s ing c2r e will be 



,·};oJ J y corr1:, t:TJc;-:t c. ry . :i3ut ,. h( re t:i.e J'i J '·· is re:st~icted to 

cam1.unic~tJ~ ~ in~nrmaticn , or Jimitr~ to co~tributing 

judee~ents , or hjnde r ed by deficits in f t ] fc2re , uartly 

cornnens2tory 2nd/or supportive educ2tivc ca re ~ill be given . 
In this case both t he nurse and the client need t o agr ee 

about the sco~e of the nursing r es ponfibili t y to and for 

the client , a nc t he dirrensions of both t~eir r oles . To­

gether the nun;c a.'ld client v: il 1 a~, :..: j ~n priorj ties fo r 

~eGti~g sclfcorc ~is2bilitie ~, ~ith the nurs e 2c ting as e 

resource in decision maiing reg~rding the client' s ability 

to engage in pur noseful sel fc a re . In this capaci ty the 

nurse v.ill keep in mind the cl ient ' s characteristi c behav­

iour in life situations to guide her as she counsel s . 

Comrwnly , 2s s~rnwn i n a study by Grier (1 976), in nursing 

decision making r egardir g pat i ent care the entir e ue rspect ­

ive cEn be the nurs i ng innut , wi t h little suggestion t hat 

the cliert stou1 d be i n ~~y ~2y invc lv0d . 3y contr2st 

Ro eers (1 °7°) de:scribe s thE ~ey a t os - it2l nEtient t 2 S 

enc our2 fed to ma~e chojcts in eelfccre teh?viour . In ~ 

thou£:i.tful discuFs i on of the u~e of (~c~ 1 s se~fcere theory 

of r;:-1:·· f-ine t o v !'".ich rcfE:rE:nce tac 2lre2dy b een mc:de (p . EE: ;, 

Brorr.ley ( 1930 ) me1 tions tr,at during nreorer a tj ve counsell ­

i ng t he client vas assigned responsibili ty for assessine 

t he !Actors t12 t were gojng to 

of selfcar e after the ostomy . 

of vl1£C- t Lewi::; (1 975) enjoins -

influence the performance 
This is a good illustr2tion 

n2 meJy tt2 t t he nurse has 

toth t~e pov e r E~d the opporturjty to ~E~e deciEions with 

t he })a tien t r2ther t L2.n for him , ant. that by so doin g she 

~ill ac t ually contribute t o the pa tient ' s psyctological 

heaJth . Lewi s (1 973) 2leo ~arns , i n srguing thet t he 

patien t has t he right to be inv ol ved in undcrst~nding his 

he2 l th c2re , t h2t if he i.s not so involved he will soon 

turn irn- patient . Ho~ever rehring and Geach 

(1 973 ) believe , on the baPis of a nilot study us ing a 

question~ai r e , t he t pat i ent s a r e reluc t ant to make any 

negetive or critical comn,en ts about the ir care. They 

conclude that nurses ignore the contribution tha t the 

patient can make to his own care . 
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L:sl 2nd Cobb C 1 g66) in comn.en tin _c on 2 f' t udy by Cos e r 

(1 956) ST)E:cul a te tha t v:hereas a doc t or vilJ :- r efer a np, tiE' · t 

to have an instrumental orientetion ( j . P ., ~ake sugGesticnE , 

be autonomous and look forward t o renev ed Fctivity on dis ­
charge) the nurse will ~refer the patient t o have a primary 

ori ent a ti on (i . e ., be submissive, offer no sugr~s t io~s R~d 
expec t t o be passive on d i s char ge ). ~ell m2y the n~rse 

r ea ct t o ttis sugges ti on because as Norris (1 ~7q ) poin t s 

out, nureine v:2.s early 2.mong trJe ~iro fe ssians to 2.r:tici nFte 

an a~bul etory clien t vho was fully r esponsibJe for nJch of 

tis heal t h ca r e end ~as ful l y particinating in all asrects 

of his c~re . An ex2mrle of ho~ a client can be involved 

in his c2re is given by Hecht (1 970) who discusses h o~ 
cJ ients cE-n be he l ped t o administe r their O¼'Yl medicc.-. ti on 

snd t o do it accurAtely . 

It i s iffiror tan t that nurEes v~o use 2 selfc2 r e model for 

n~rsirE nr2c tice r e2J i1e the i~rrct of tteir c~n r einfc rc ­

i~g an~ E2~c t ioning beh2vlours , e~d the ~eed to r ei~~c~ce 

succesfive &t1DTOY.irri2tions to tl.e desirer, :=-c}fc2re be:1<' viour . 

In a study by f ikulic (1 97 1) in ~t~ch nurEe - client inter­
ac ti ons v·e re analysed in t e r ~s c~ an operant fr2~2w0r~ , 1 7 ~ 

~ndepcnde~t a~G 69 dependen t cli~n t behaviours were obse rved . 

Cf t he independent behaviour s only 25¾ received pos i tive 

r ~inforceme~ t from tte nurse; t hree pe r cent received a 

nege tive r esponse ano for 72% c f t he i ndependent beh2viours 

no r einforcen;en t "'·as given . Eov·ever 88% of t he 69 de~end ­

en t behaviour s v·ere n0sitively reinfo~ced . These resillts 

sugges t t h2 t nurs es need to r everse much of thei r custom-

2ry reinforcing behaviour in order to fo s t er client 

indenendence a nd au t onomy . Robinson and Ov·en ( 1974) h2ve 

noted tha t (institutionali1ed) n2 tients can be come ~ore 

ca pable of e1e€ting the ir ovm needs v-·hen the nur ses become 

less directj ve and over- ~rote ctive . rurses need to guard 

a gainst t he t em~t a ti on t o label 2s ' bad patient ' those 

clients vho do beh2ve independently and who do voice their 

compl~ints , for Glogo~ (1 973) has demons trated tha t it is 

these patients who get be t ter more ouickly . 
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Tl1c co:n str ain h ; of t he He ,.l th Ca re System 
nn sclfc~ r e nursing . 

I t is i r onical t h~ t t he imnlemen t a ti on of seJfca r e nur s i ng 

can b e cons tra i ned b y t he very heal t h ca r e S)stem j n v·hich 

i t i s nr a cticed . ¥.u l lin ( 1980 ) analyse s t hese con s tra i n t s 
i n terms of t he i nfJ vence t hey can have bot h on nur s i ng 

r.r ~ctice 2nd on the clien t . The cons tra i n t s and t he ir 

,./ 

r esuJts ~~i ch she ident ifies e r e t ha t the he2l t / cer e syst~~ 

f oc~sses on il Jness r ather t tan en individua l s ; nurs i ng 

s t ~tus and pr acti ce t he r efore i s dictated by t his ori en t a t ­

i on , and t he clien t i s n ot t rea t ed as a whole self- r esponsible 
PerEon . Also t he healt h ca r e s ys t em foc usse s on t asks t o 

be ~one for t he clien t r a the r t han on a res;ont e t o t he 

id er. tified needs of t ha t clien t . Nu r s i ng nr&c t i ce i s s een 

i n terss of taEk ~erfor mance r a t he r t han of client s uprort 

so tta t t~e client beco~es a pa s s ive rec i ui ent of mor e care 
t h2n i s needed and of care ~hich is rne r E]; ~hys i cal i n 

r,a t ' 1.:::'e . In F.c..ci."t ior: tc "~_:s -i~:.e ic-=:: th car e system b ot~-­

deter:rines v.·ho t ~ e caregive r v:ill bE- on t he bz.sis of t}·,e 

t asks t ha t need do ing and sets priorities for these t 2rk s 

ratter t ~an b2Eing decifions on the Jeve l of r ro fessior a l 

ex~e r t ise ap~r opria t e to the needs of t he cl i en t . Nursin r 

autono:--:iy i s underni ned and t he c lien t can be de!1ied educat ­
i onal o?~ortuni t y and con tinuity of care . FinaJ~y , t he 

he 2l t h c2re syEtem s t ruc t ur es t he nur se ' s r ole with the 

r esul t thEt nursin g accoun t ab ilj t y i s misnerceived and t he 

c l ient can be deprived of t he op~ort unity t o decid e be tween 

alterna t i ves for care . Th is l a tter noi n t is i llus t r a ted 

by t he cas e of Tuma (1977) , a nurse ~ho had her J i cence 

s us pended for t el ling 2 t e r mina l l y i l l pa tie nt and h i s 

f ami ly - a t t heir r eque s t - about al t e r na t i ve me t hods of 

trea t ~ent for cance r . She asks , ~r ~ t he nurse is respons i b le 

for not pr o~erly i n f or ming t h e pa t ien t, can s he a l so have 

t h e aut hori t y t o be r es uonsibl e f or g iving i nforma ti on ?~ 

The effec t s of the constr a i n ts a s de s c r ibed by Mul Jin ( 1980 ) 

can be modi fi ed i f the nur se , r a t her t han acting a s a 

' s ys t em r epr esentative ' will adopt a ' client advoca t e ' rol e 

and a ssis t t he client to nego t iat e t he heal th care sys t e m. 

This sort of r ole i s commended b y Jenny (1 979) who justif i es 

i t by r e f e r enc e t o t he pa tient ' s r ights . 



SrJ f cart ~0rsing wit~ i n a se]fc~ r t cul ture 

The selfc~re model f or nur sing ~ractice is vrry apnr opri ate 

no t on]y i ~ its own r ight bu t a l s o b ecnuse it is consistent 

wi t h t he cul ture of the curren t s el f c2r e movement. It is 
not eno1,;.gh t o make "'."eople knov1ledge2ble 2 bou t heP] t h pr omo t -
i ng choices without pr oviding r eady e ccess t o he el t h nr omo t -
ing options (Milio , 1976 a ) . A client \\'I'.O no l onge r needs 
the c2r e of a nur se has a t hi s d i sposal a v•ep l th of r esourc es 
which he c&n use in h i s continu i ng wor k of heal t h pr sc tice . 
Wellnes s clinics a nd s e l f he l p hea l t h ca re courses ( s uch 

a s wer e de s igned by t he Aus tralian Commonwealth De~2rtment 
of Hea lth , a nd t he Griff i t h Univer f i t y of Queensland ' s 

School of Environmen t a l St ud i es ' Heal t h Se r v i ces Rese 2r ch 
tea m) a r e ex~ec t ed t o beco me inc r eas i ngly ava i lable . The 

media al s o devot e a cert2 i n amoun t of time and s pa ce t o 

t he r r esen t a t ion of heal t h r e l ~t ed ma t e r ie l . 

Jones ( 1g79 ) s&ys t t2 t t he poten tia l of hc~l t h educ~tior 

via t he ~edia has r eceiv ed l i t t l e 2ttent ion and ~e believes 

t ha t heaJ t h e~ucc t or s have unrePlis tic ex~ec t a ti ons abou t 

wha t con t ribut i on t he med i a c2n rr2ke to h~~l t h educ~t i on . 

Th i s apry~ r en tly nesEimi s t i c not e CFn be balanced v·ith t he 

mor e op t i mist i c belief of ~illiamson and Danahe r (1 979 , 

n . 169 ) t o t he e f f e c t t h Pt "mos t he2.l t h educ,. tion flounde r s 
on t he f act thr- t t her e i s no i n ce n t ive for t he peopl e to 

wh om it is a i med'' · (Some economic incen t i ves we r e d iscusse d 
on n . 12 of t h i s nr esen t s t udy . ) ~illiams on a nd Danaher 

say tha t t he pr oblems f a ced by t e2l t h educc t or s a r e t hat 

s c2rcel y anyon e seems to be liev e in heal t h educa t i on , t ha t 

pe ople know wha t t he hea l t h hezar ds a r e but still con t inue 

t heir de t rimenta l habi t s , and t ha t healt h educa tion is no t 

ne ces ~ar ily sup~orted by do ctors (ibid, p . 140 ). I f the 

citi zen ha s been a clien t of a s elfcare oriented nur se it 

ca n be ex~ected th2t for such a client these pr oblems will 

be reduced b e ca use the nurse , being in a position t o g ive 

health t ea ching , will have fo s t er ed selfca r e behaviour i n 

i t s va ried forms a t the 'teachable moment '. 

Ref erence to t h e components of the selfcare mod el ( ~ . 9 of 
t his pr e s ent s tudy) will make it clea r that the r e i s no 

com~onent of self ca r e which can not be a l egitimat e f ocus 
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of tea ching, or resource appropriation, or skill transfer, 
for the nurse who uses the selfcare nursing model. The 
nurse, whose self-irr;age is that of a pr ofessional 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 advoca te s he will also 
have helped the client to participate effectively in the 
health care system. 

Thus the use of the selfcare nursing model prepa res 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 citizen in a life­
context which is informed by the same philosophy - the 
culture of selfcare for health. 

ENABLING OR INHIBITING FACTORS 

It will be r eca l l ed (see p . 52) that the client's readiness 
to engage in selfcar e is expected to be influencedby four 
particular factors. These will now be discussed in turn. 

Perception of Heal th 

From the discussion of Health (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 pa tients used their own health 
status as a referent foe 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 bu·t a health discipline because the measures have 
become part of a body of rules. Where this is the case 



the individu2 l may derive sat i sf2 cti o~ consecuen t u pon 

' obed ien ce ', or re2s s urance fr om doing something e ffe ct­

ive , but vill not ge t the nl easure fr om his p r ac t ices t hat 

he would ge t if t hey we r e persona l pr eferences . 
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It is pronose d tha t a pe rson's pe rce ption of heaJ th will be 

asso ciated wi t h his perception of Locus of Con trol and h is 

Selfce r e pronensi t y , and that t hese will in turn infl uen c e 

his pe rce r, tion of heal t h . 

Propensi ty f or selfcare 

11 If (heal t h p r of escione.ls) b elie v e tha t people mus t a.scume 

responsibil ity for their own heal t h and sel fc a r e &ctivities 

then it is incumbent on (them ) to use health educat i on 

2pproa c ~es .. to accomplish t his . Heal t h b ehB viour models 

(2re) useful in t his t ask " (Hflrd y and Conway , 1978; p . 216). 

Two c a t egories of models will be mention ed. On e iE t he 

V2lue Exnectancy c ategory and t he o t he r ic t hc t of Beh~vi our 

~od ificrti on . Thre e Value Ex pP cta ncy models 2 r e the E~E~ t t 

Belie f ~odel (Hochb~um , 1958; Rosenstock , 1g66) , Rotte r' s 

Sociai learning The ory (1 966) , 2nd J2cc2rc ' s Social Psyct ­

olog ic 2 l r-:ode l ( 1975) . The He2l t h Belief r,:odel is br;sed 

on t he b el ief tha t beh2viour is dependent on t te value that 

an ind ividual pl a c es on a given outcome and his estimat e 

t ha t a p~ rticular a ction will secure t ha t p2r t i cular outc ome . 

This mode l is concerned prima rily wi t h c a re- seeking behav­

iour. It p roposes tha t t he perceived seriousness , ~erc e ived 

stis ce p t ibility , efficacy of trea tment, Jresence of cues 

and ab sen ce o f barriers to action , a re import~nt in deter­

mining spec ific health rel2 t e d beh&viours . The Health 

Bel•ief model is supn orted by studies which illustra te 

snecific c2re-se ek ing beha viour rather t han such general 

sel fc a r e b ehaviours as have b een described earlier in this 

chapter. 

Rotter's Socia l Le a rning Theory proposes tha t pe ople devel­

op expe cta ncies concerning t he amount of control tha t they 

be l ieve they h a ve over the reinforcements they encounter 

from d a y to day. Hardy and Conway say that "in all probab­

ility, belief in personal control will find its niche as 

one of several predic tors of health r e l a ted beha viour" 

(Hardy a nd Conway, 1978; p .222 ). Jaccard ' s mo del holds 
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(in ~~rt) t ha t a he2 lth r elcted behBvi our i s detErmined 

by 2n ind ividu2l' s b e l ie f s &bout the cons eoue11ces of ne r­

f or min g a p2rticul 2r beh2viour a nd the va lue to him of t he 

consequences. This mo de l as cribes a major r o1e t o t he in­
fluence of supnort systems . 

In the Behaviour Modifi ca ti on mode l certain behrviour s a r e 

t 2r ge ts for ch2nge . This ch2nge i s effect ed by sys t emat ic ­

a lly altering the be haviour consequen ce con t ingen cy . 

The model which the pr esen t writ er pr eEents (Figur e 3 - 1, 

p . 78) is not a ' why get he l p ? ' model like the Health Belie f 

Nodel but a ' why get he alth?' model. There is a n eed f or 

a mod el wh ich \.\· ill describe V'hy 2nd how pe r s ons b ot h be c o .. ~e 

s el:c cr e nr actitione r s 2nd ad v&nc e beyond heal t h t o high 

leve l we llness . In this model selfca.re pr a cti ces are 

b2sed on knowl edge a nd subdivided i n to harmful, helpful , 

2.nd r-.c: r nessed ber:2 viou r s . (' H2 r mful' se lfc&r e i s not 2. 

n i snomer. Or em (1 971, p . 20 ) says t ta t se lfcc r e .. t hough 

we l l in t en ti oned ~a y not be t he r apeu t i c.) I n t he mode l t ~e 

un i ve r sal and he2l t h - de v ia t ion ca t egor y has t wo divi s i on s , 

one of which 2dc.s se lf hel 'P gr oup rr.emben::;-,.i::_; 2nd rol i t i cal 

he2l t h-rel2 t ed ac t i v i ties t o unive r sal and he2l t h - deviP t i0r 

s elfc2r e a ctivi ti e s . The tri partite 2rra ngemen t pr ogr esses 

fr om minimum to modera t e to max imum se l f ca re a ctivity . Ef ch 

of the three subdivisions is l inked to a diffe r ent h ealth 

l evel. 

!-'.inimurn se l f c2r e m2.y b e bE.sed on eithe r r a tional or irra t­

iona l ' knowl edge ' and can b e either helpful or har mful . 

Al t hough it i s purnoseful it is la.belled as habitual, and 

descr i bed as being outside awarenes s . It ca n contribute 

either to he a lth reduction,hea lth r es tora tion or h ea lth 

ma.intenance. 

Modera te selfc are includes all four areas of selfcare 

discussed e arlier in this chapter (r. 52ff). These self­

ca re pr a ct i ces are delibera te and con tribute to health 

~estoration or maintenance . This subdivision is labelled 

volitional. In line with Rotter's theory this behaviour 

will, through its positive consequences, contribute to a 

belief in personal control in health matters . This percept­

ion of control will in turn contribute to heaJ th itself 
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being pe rc eived as a r einforcing c o~ tin gen cy. This i s 

c onsisten t ~i th Jacc2rd's theory t ha t the bel i efs c oncern­

ing heal th and the v a lue of con sequen ces will be 2 determin ­

ant of he al th r e l ated be haviour. It i s also consi s t ent v'ith 

behaviour modification t he ory in t hat t he behav iour c onse ­

quence (improved he a lth), h aving b e c ome the r ein forcer, will 

c ontribute to e..n incr ease in heal th beha viour . Once the 

c onseouences for heatth of se lfc a re behnviours become a 

r einforcing c ontingency a s h ift from moderate t o rr,ax imum 

selfc 8 r e c a n occur . Gird2 no and Eve rly (1 97 9 ) illus tra te 

t his in rel a tion t o t he use of the r e laxa.ti on techni que. 

They say th2 t a ~e rson' s motiva t ion-for-heal th level can 

ch2nge fro m level 2 to leve l 3 (i. e ., mo t iva ti on to enjoy 

he2Jthy behaviour as op~osed t o motiva t ion merely to pre v e n t 

il lheal th} as a person bec omes gra tified by relaxa tion and 

t he t echnioue i s r erea t ed because it ha s be come r eward ing 

in itself . 

Vax imum selfccre is selfcare ha rnes sed t o secure high 

l eve l wellnese . In t his subdivision the perFon designs his 

own health progr2m in order to enh2nce his health . This 

progr am ~ilJ feature t he five basic s presented by Ardell 

(1 977 ) nEffiely se lf r esponsib ility, nutritional a wareness , 

stress management, physi cal fitness and environmen t al sen ­

sitivity , and they wi ll b e e mp loyed in Ardell ' s terms . 

It is pr oposed t ha t a pe rson ' s selfcare p r opensi t y will 

develop from minimum t o moderate as his needs to be 

asym, t oma tic and t o have fun ctional ab i l ity a r e me t. A 

ne ed to exneri en ce wellbeing will be gin to be me t ~hen 

t he -pe rson moves into t he maximum selfc a re a r ea . 

Perception of Locus of Control 

The construct of Locus of Control (Ro tter, 1966) is a 

theory tha t nersons who see themselves as being responsible 

for the outcomes of their encounters with the world beha ve 

in a fashion observably differen t from that of persons ¼ho 

see themselves as creatur es of circumsta nce. Persons with 

high levels of perceived internal control tend to see them­

selves as being able to determine t he outcomes of their 

encounters with the world, in co n tras t to t h os e with low 
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l eve ls ~h o t end t o b e l i e v e t ha t r a ndom circumE t an t ial 

e v ent s dete r ~ine t ~ei r a ct ions . 

I nte rn a l con trol i s ass o c i 2 t ed wi t h su ch c on ce~t s a s 

2u t onomy (Erik s on, 1959; Havin ghurs t, 1963 ), c ompe t ence 

(Whi t e , 195q ; Ne ug2.rten, 1963), t aking so c iel 2c t ion (Gor e 

2nd Rotter , 1963 ), a c h i evemen t motiva tion (Atk in son 2nd 

Fe a t her , 1g66 ; rc Cle l l a nd , Atk inson, Cl a rk an d Lowe l l , 1953 ), 

and c op ing with s tres e (Fist er 2nd Stran t z , 1974 ). I t is 

nega tive ly as s oci2 t e d wi t h h ope l essness a nd p owerl essn e s s 

(Seema n , 1959 ). Palmor e and Luik2rt (1 972 ) f ound se l f-

r 2 t e d heal t h , orga n izati onal a c t i vi t y and in t e rna l con t rol, 

in tha t or der, t o b e t he mos t i rr.po r t &n t va r iables in l ife 

sa ti s f c- ct ion. "In t ernals 11 - pers ons v:ho s e e t hemselve s a s 

b e i n g a ble to de t e r mine the outc ome s of t heir enc oun t e r s 

wi t h t he wor ld - i n c ontra s t t o II externals " ha v e b e cm f ound 

t o s~ o~ a c r e~ t e r t en~en c y t n seek i n f or ma t ion (W2ll s t on , 

~a i des a nd Wa l l s ton , 197 6 ), and t o ~ro cess i t , and 2le o t o 

ad op t b e~a v i our a l p2 ttern s which f Ecilit~ t e pe r son2 l c on t rol 

ov e r t hei r environe me~t ( Le fco u r t, 1966 ; Fh 2r es , 1g76 ; 

F~nes , 1g73 ; S t r i c k l 2nd , 1g77) . He r s ch 2nd Sc h e i b e (1 967) 

f ound inte rn2.l l ocus of c on tro l t o be asso c i a t e d wi t h t he 

ex n e r i e nc e of we l lbe in g a nd wi t h p o s it ive se lf descri p t i on s . 

I n t hei r s t udy sub jec t s desc r jbed t hemse l ves as ac t i ve , 

s t rivi n g , uov·e r ful , a ch i evi ng , inde ~ende n t 2nd e f f e ct i v e . 

Gochm2n (1 971 b) held it t o b e like ly t ha t the d e gr ee t o 

whic h a Tie r son s e es h i msel f a s able t o con t r ol v a r iou s 

a s ue cts of h i s wor l d s h ou l d b ear s ome r e l a ti onsh i p t o his 

b e liefs a bout he 2lth a nd il l nes s . In his 1971a study 

Go chman used ch i ldren as sub je cts and i nves tigat ed t h e 

r elati on ehip. of h e a l th p r ob lem e xpect~n cy and l ocus of 

c ontrol. He f ound perc e i ved i n t erna l control t o b e in­

v e r se ly relat e d t o heal th p r obl em ex~e ctan c ie s and directly 

r elated t o uncerta i n tie s wi t h in t h e s e exp e ctan cies . In 

his 1971b study , with children aga in being the subjects, 

h e inves tiga t e d t he rela tionship between perceived vulner­

ability and locus of control, and found perce i ved vulnerab­

ility to hea lth problems to be inversely related to 

'potential hea lth beha viour' in persons with high perceived 

internal control a nd directly rela ted to ' p otentia l h e alth 
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be!lc:viour ' in rier~ons f or v:horn he2J t h v:as salient. 

Kirscht h2s ~ojn t ed out t ha t al t hough m2ny di fferent behav ­

iours have be en examined in re l a ti on to the concent of 

l ocus of con t rol , health beliefs 2nd beh2viours h2ve f ailed 

t o r ece ive much a.ttenti on. Since "many heaJth act i on s 

de,end on volunta ry beh8viours end many heal t r progr2 mr.e s 

a r e nredicDted on an assumpti on of controlJ 2b ili t y , people ' s 

ey-ne ctc:r.c j e s ccncerY' in g c0n t r0l seem a rotenti2.l l y v- orth-

v:}, i l e a r ea of investigation" (Ki rsch t, 197?; p . 225) . Kirscht 

e~~ec t ed tha t beliefs in controlleoility would be associat­

ed wi t h bel i e f s that hea lth ~roblems can be overcome , with 

;-r even tive health behavi ours and wi t h interest i n in f ormat ­

i on 2bout n r ever tive heal th behaviour , but found little 

sup·ort for the assumption t ha t control of heal t h would be 

an 2spe c t of gener al contr ol of events . However v~en he 
se ?ar a t ed h i s c~ntr ol items into ' exr ec t 8ncy ' ~nd ' rotiva t­

i on ' classes he found ' cxre ct2n cy for contr ol ' to be 

poEi tively related t o educE t ion lev~l 2nd strongly 2s~oci& t ­

ed v·i t h t 1e be 1 ief t hE t gene r Pl hef lth is ~rotec t eble , 2nd 

' motivat ion f oY control ' t c be r el2ted t o ' perce ~t ions of 

reduc t ion in vulnsra b i lity t o specif i c dise2 se s via ~erson­

al s c t ion ' 2nd to ' report~d heal th nr ac t i ces '. From t hese 

finoi ngs Ki r s cht conclud ed tha t "until we can be tter spec-· 

ify the importen t dimensions (of he~lth 2nd il l ne s s ) it 

may not be rossible to c.sEess the role of belie f about 
cor.tro l in r e l r tion t o specific he21 th relev,i:r. t content " 

(ibid , ~. ?35 ) . 

The que stion as t o whe t he r a generalized expect2ncy f or 

control is r ela t ed t o a heal th ex~e ctancy of control has 

be en posed by Hunter , Swain a nd Al len (1 978 ) . Expectancy 

for cont rol, they s2y, has implica tions f or ~r eventive 

heeJ th behaviours as well a s f or comnliance with medica l 

r eeimens . 

In a 1977 study dealing wi t h nr e ventive health behaviours 

(Pli:Bs ) Langlie defined tv.'o types of behaviours namely 

Indirect Risk PHB (which includes sea t belt use , imrr:unizat­

ions , nutrition and exercise b ehaviour , medical che cY-ups , 

den t a l care an d screening examina tions ) and Direct Risk 

PHB (which includes driving and pedestr ian b eh8viour , 
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pe rsonal hy g i e ne and smok i ng b eh8vi () VT). She f ound 

2-p~ ropri 2 te ind ire et risk PHB t o b e r e l,. t ed to -::i erce i ving 

t ha t one h2s some control over on e ' s hcsl th s t 2 tus.and t h? t 

benefits of nr eventive a ction ar e high fnd/or cos ts are 

low, and to belonging to a social net~ork chara cterised by 

high socio - e conomic status and frequent i n ter~c t ion between 

non - k in. Appropriate dire ct ri Ek }HE w2s f ound t o be stron g­

ly as s ocia ted wi t h olde r age and f effiE l e sex . Pe r~ons who 

consistently and ap..,... r opri 2 t el y enga;ed in b oth ty:ies of 

1Hi3 t en ded t o ha ve a hi gh socio - e conomic s t ~tus , t o i nt e r ­

ac t frequen tly , t o have a positive a ttitude t o~ ~rds pr ov i ders 

of c2. re , a.nd to be older, femEle , and ' internal' on locus 

of control . Those who did poorly on both types of PEB h2.d 

an oppo s ite set of chc: r a cteri s tic s . L8ngl ie comrnen ts tha t 

r e s earch has v i r tually ignored the incentives and dis incent­

ives to engage in PHB tha t a r e pro v i ded by the heal t h c2re 

s ystem. 

Ke2rn e y and Fl e ischer (1979) found a r os itive cor rel ~tion 

b e t ~e en se lf - e steem 2nd selfc2r e agen cy . FerEons ~ho bC J r ed 

h ighe r on se lfc2r e 2gency we r e se lf confid 2n t, achievement 

ori ented , outgoing 2nd a ssertive . These a re cha r 2cteri s ti cf 

wh ich 2re RSf oci ~t ed ~i th ' intern2l ity 1 on l0 cus of control . 

J an i s and Rodin ( 1979 ) in di s cuss in g ~erce ived control 

emphasize t h~t control processe s are imr. ortc1: t in dea ling 

wi th the choice of, and commitmen t to , heal t h r eleva n t 

b ehaviour in gener2l. Exerci s ing control ~nd t ~king person­

al res pon s i bility has b eneficial e ffe cts f or t hose persons 

who do no t f ee l over stressed by s uch a course . Adherence 

t o nr e ven tive health measures, t hey say, mi ght be (enhanced 

t hrough) incre2sing uerceived control by encouraging pe ople 

to b e more a ctive in making choices and impl emen ting decis­

i ons . Feelings of uer sona l r esponsibili ty a r e important 

for sus t ain ing behaviour change . 

Levin (1976 ) in discussing the rese2rch challenges of 

selfc2re suggests t hat observotions of selfcare-pr acticing 

clients ' self confidence vis a vis their physicians , using 

the concep t of locus of control , would be of signal relev­

ance in as sessing the mutua lity or domin2.nce in the 

~rofes s ional - client relationship . It would seem by 
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of control to be effe ct i ve selfca r e ~rEctiti oners . 
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Kus h Goldberg (1 979 ) on the basis of work done by Strick] 2.sYJ c 

(1 977) - who sugges ted tha t those having high internality 

on locus of control would be more likely to display behs v­

iour ~hi ch v·ould promo t e health maintenance than those who 

were ' ex t ern2l ' - expected t o find that self hel~ group 

members would score more highly on 'internality' than Uf' e rs 

of tr?ditional servi ces . Contr ary to expectation she f our.d 

self helu members to be more ' ex t erna l' on locus of controJ 

than users of the trad itional services . 

Perceived loc2tion of 
Blame for illness 

Twaddle 2nd Hessler (1977) in discuss ing a ssumptions of 
c~u~ality sa y thc t dise a se or illness may be s e en as be ing 

'volunta r y ' (:pe r sonal carele s sness or f ault ; , t :Le r-e.-::ul t of 
1 n 2tura l causes' (pereonal bad luck), or due to ' sin ' (one ' s 

due de s erts for pers onal f 2ul t). 'Vol un t s ry' ilJ hea.l th 

con s i s ts of thos e types of illhe2lth which t he s ufferer 

could h a ve 2v oi ced 2nc ' nEtur2lly ' ce. uce d illh fE lth is 

pr esumed to be b eyond the sufferer' s control . 

~u (1 973; p .1 8ff) ca talo gues t heories of ceus a tion of ill­

ness ~s Primi tive , Mecical , Ecolo gic, Eouilibrium and S0ci2l . 

In the Primitive model a n autonomous external force or 

be i ng , e ither metaphysic Bl (luck , God , demons) or scient­

ific (germs , botanical p~thogens) brings illness toe 

p&~sive and/or · ' punished ' victim . The ed ica l model des ­

cribes illness as a personal condition consisting of an 

aberr&t ion, ei ther genetic or acquired , of norma l body 

s tructure or function . In the Ecologic model il l nes s is 

the r e sult of an environmental ineult upon a susceptible 

nerson . The construct for this ~ode l is a n interaction 

be tv.e en agent, h ost and environment . The Eqµilibrium model 

des cr i bes illness as a maladap t ation by the pe rson to some 

stressor . In the Social model illness is a sta tus in 

v>"hi ch there is a d isturb2nce in one or more spheres of the 

individual ' s cgpacity to meet minimum physical , psycholog­

ica.l or sociological reouirements for functioning which 

are appropriate to that person 's sex and developmental 
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l Pvel . T~E So cial model , pr onerly sneaY i ng , is no t a model 

of illnece c2ueati on but of illness r e sult . To summarise, 

the redica l , Equilibr i um and Socia l models focus on t he 

s t a t e of t he per so n, t he Primitive model on some t hing ex t e r ­

nal to the pereon, and the Ecol ogic mode l on the inter 2ction 

betveen the pe r son and s ome t hing in the environmen t . 

l Emy (1 964) in dis tinguish in g t h ree t a r ee t s ~he r e bl ame for 

illnese can be locc-ted re fl e cts t h e t hr ee areas des cr ibed 

by Wu . The t hre e ~r eas a r e pe r sona l s t a te, environmen t a l 

in sul t, a nd i nterac tion bet~een t hese t~o . Some examDles 

of causes or conditions bel onging in each of the se t hree 

areas a re pr esented below . 

Ty~e s of ca use of illness 

Per sona l f 2c t ors. Sour ces or conditions ~hich con t ribut e 

t o illhec- l th a r e age , sex snd socio - e c onomi c s t a tu s (Moss . 

1q7o), m~ri t a l s t a t us (S yme , 1974), marita l incompa tibil -

ity (Hochetim , 1968 ). De f e ctive body 31;:r t s or i n:"eri t ed. 

condi ti ons or f ai lure in gro~ t h 2nd deveJonmen t 2re cited 

by I~ ckma nn 2nd Sorensen (1 g74) . Furthe r ffctors 2re poor 

nutri ti on (Grat.am , 10, 7,1 ) , i sol2 tion (In e l and Moos , 1974) 
2nd s t 2tus ch2 nge . Behaviour pa tte rns ( i . e ., lifes t yle -

Re inken et e l ., 1980 ; Gair , 1980 ) incl ude drug abuse 

(Jamaa n, 1971), life chan ge (Rahe , Biersner, Rym2n and 

Arthur, 1972) , l a ck of exercise (Pr a tt, 1973), l a ck of 

re s t and poor hygien e , smok i ng (Me chanic, 1972), l ack or 

misuse of r e crea ti on , and driving b ehaviour (Lalonde , 197,1.) . 
Personality f a ctors includ e limits of coping ability (Cohen , 

1979), t he ~ode of co gnitive apnr a isal (Moos, 1979), the 

mode of informa ti on processing (Totman, 1979) , emoti onal 

a r ousal of anger 2nd aggr ess ion (Hoka nson and Burges s , 1962 ), 
ho ~e l es s ness (Kowal, 1955 ), discon t ent (~o l do fsk y and Ches ter, 

1970 ), c:.nd fru s trc: tion , IT1ot i vc ti on and volitional f a ctors 

such as achievement drive (Wardwell, Bahnso n end Caron, 

1963), lack of li f e goals (Jama&n , 1971), lack of com rr, itment 

to ic.esls (Totman, 1979), le a r n ing history and maladaptive 

responsiveness (Moss , 1973). Stone (1 979) says that the 
effect of the mind on the b ody i s only now beginning to 

make an imuact on the understanding of illhe2lth. 

Environmental factors which contribute to illhealth (Cas sel, 



1g74; :-i:C'v.r_olm , 1977) 2c t as s treE:' ors (Sely€ , 1959 ; 

Fr€en~n , 1960) . These c2n de rive e itt~ r f r om t he socia l 

or the physic2J enviro~~ent . Stresso~s i den t ified in tte 

rhysica l environment in clude architecturel design and the 

a rrangement of spa ce (Moos , 1979 ) , aes the tic 2spe c t s (In se l 
a nc: fl)oos , 197 4) , crowding enc t he perce r: tion of SE.me 

(Hemburg , 1971; W2r dve l l , 1~n4 ; rcGr2t h , 1970) , city 

living ( C2.rles t cm , 1971 ) , germs (TY2ddle end Hcs~Jer , 1977 ; 

King , 1962) , housing (Hinkl2 and Loring , 1977) , noise (l€vi , 

1971 ) , infr2.sound ( r.~oss , 1973) , poll u t ion ( Le vi , 1971 ) , t:he 
\•'orkpl a ce , Fnd the v:eather (Moss , 197 9 ) . Stressors in tr_e 

sociaJ. envj r onment ( Myage r , 1971; Lubor sl<y , Todd and Ke tc::1e r , 

1973) include be r eave~en t (Cohen, 1979) , lack of sociEl 
su:;:mort (1€:v i , 1° 7 1 ) , s t E tus incons i s t ency ( J a ckson and 

Burke , 1965 ) , soc i al un pred ictab ility (Moss , 1979 ) , social 
ct~nce (Groon , 1971 ) , s timulus ove rload (Inse l 2nd Moos , 
197,1) , i nformc. ti on overload (r.:oss , 197g ), in congruity 

(2orson , 197 1) a nd inconsistency (f~cGr a th , 1970 ) . 

r-'.uJtic8USE.l conditions . The era of ' germ t he ory ' (i. e . , t h2 t 

a snec ific unicausel f ac t or is r esnonsibl e f or ilJ heal t h) 

i s [iving ¼2Y t o t he social ecie~ ti f ic era in ~hich t he 

rnulticausali t y of illhetl th is increasi~gly being r ecognis -
ed (Tv·addle and Hessler , 1977) . floos (1 979 ) rronoses a 

synergi s tic r ole for environmen t a l s timul i, ne r son2 l fRctor s 

and socio- demogr aphic char2cteri s tic s . In his viFw s tte~pt s 

t o understand health s t a tus mus t focus on t he env i r onme nt , 

t he ~ers ona l b 2ckground , ner ~onal coping f e ctors a nd cog­

nitive appr a i sa l , e nd t he interrelationships be t ween t hese 

f e ctors , as ~ell a s on t he exter nal a gent. Examul es of 

multica usaJit y a r e trans ition s t a t es (Rioch, 1971) , tra vel 

stress (Moss , 1979 ), job dissa tisfa ction (Insel and Moos , 

1974) and exnosure to an ex treme environment (Clemedson , 

1971). In t erms of the Ecol ogic model every ilJheal th 
condition c an b e said t o be due t o a combina t i on of factors . 

A hezvy ches t cold , f or example , could be a ttributed to 
being insuffi c ien tly clothed and ' r un down ' a t a time v.·hen 

there was a sudden unex~e c ted cha nge in the weathe r and in 

a situation where shelt er could no t be se cured . 
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of bl2me , 2nd se lfc2re. 
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Health and he a ling pr s ctices a r e inex tri c ~bly linYed to 

2ttribution of causation of illness . All s uch a ttributions 

have the result of pl a cing informa tion in a ca use and effect 

conteY t (Jan is 2nd Rodin , 1979). For ex2mnJe , as !ong as 

4000 yeu.rs Ee;o the Egyptia.ns 11 2.ttributec m2ny illne sse s to 

invasiors by wo r ms 8nd t herefore pr ac t iced hygien ic me2sures 

of cle~nlines s t ha t m2y or may not have had re cognis abJ e 

rel2 t ionsn i ps t o t he pr ev ention of such inv2-s iors I! (S t one, 

1979 ; n . 3 ) . Likevis e where illne ss was a ttributed to the 

ange r of t he gods , or t o demons , ma gic or exorcism we r e t he 

trea t men t s of choi ce . f'l: ore recertly 10,,·2 f a rmers v-·e re 

f ound t o prefe r ch iropractors to nhysicicns because of 

t he ir t enden cy to a ttribute symp t oms t o injury or phys ica l 

s tr2in r 2t he r t han to (extern2l ) germs or (pe rsonal) inter­

n2.l dysfunction (r~cCorkle , 196 1) . 

I n a review of s t udies ab ou t t he e f fec t of beliefs on 

hec l t h behn. v iour i t i s suggeftE:d th2 t "b el i efs &bou t t he 

e ticl og~r of dis e2~e 2.re r el2 t ed t o group membe r shi p , 

(e . g ., so cio - economi c s tatus , ethnicity , peer s , f2 mily ) .. 

(C oulton , 1978 ; n . 306) . A s t udy by Kabry (1964) illus tr2 t es 

t his point . Vabr y compa red t he attributions of ca us e f or 

' fr ecuent heavy ches t colds ' made by rur2l and ur~an resid­

ents r esne ctively, and f ound t ha t at tributior·s t o situati on­

al f2ct ors ( e . g . , pl a ce of work) were se l dom mad e by the 

rure.l subject s but v e r e quite c ommonly mad e by t he urban 

s ubjects , and tha t a ttributions to ' germs ', ' viruses ' and 

' being run dov-m ' wer e more comrr on among rural dv·ellers 

than am ong urb an dwellers . Using five illness c onditions 

as stimuli to elicit attributional r esponse s , he found 

tha t i n general r ural dwellers more of ten t han urban dwell ­

ers v.·e r e unable to make any a ttr i buti on of cause at a ll , 

and t hE t over2.ll males were l ess able than ferna.l es to make 

attribu tions of ca use . Also rura l r espondents se l dom con­

sidered tha t physical and emotional symptoms were attribut­

able to interpersonal relationsLips . Although attribution 

was mainly ma de to etiologic or personal f a ctors some 

resuondents did heve a rudimentary concept of mul tiple 

causation . 
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Peo:rle a r e esr,ecir. lly motiv a ted tc :TJA'.'e ca us2 l a ttr ibut­

i ons in cond iti ons of high unc ert£in ty (Ge r2rd and R2bbie, 

1961) . In cond i tions of high uncert2 i nty F.: ttributi ons can 

be erroneous &nd can be the rea s on for in ap··r opriate he Elth 

seeking action . Ability to identify (ri ghtly or wrongly) 

a caus e for illne s s decre2se s anx i e ty, a po int which is 

2ntly illus tr2t ed by t he cartoon , r esented as Fi eur e 3 - ? . 

r -~IANUTG · 

I THOUGHT r WAS 
REAW{ 60!NG TO 

BE SICK_, 

/0-:1.0 

BUT NOLJ, ALL OF A 
SUDDEN, I FEa 

BETTER! 

JUST A LITTLE TOUCH 
. OF THE TEN MINUTE FLU 

Figure 3 - 2 : Snoopy loc2tes t he bl2me for illness . 

(" ?eanut s " : }' . Z .Dominion, 9 / 2 /80 , 
used wi t h rermisE ion .) 

As Se l ye nut s i t, 11 1rnov·ing wha t r:ur ts yo'J. has an inherent 

cura tive v alu e" (Se lye, 1957; p . 260). Also , every cure 
d e~a~ds a reason , and even giving a reason c 2n be cura t ive . 

Attr i bution e rrors can occur v·hen people f a il to r e co gnise 

Dhysiologic changes . For example some overweight pe ople 

attribute ove r eating to gluttony , f a ~ily quarrels, or 

depression when in f ac t it is due to rhysiological priming 

caus ed by gr eater basal levels of insulin (Rodin, 1977; 
Horton, Danforth , Sims and Salans , 1g75), Also, some older 

people a ttribute physica l ch2nges to sge ing rathEr than 

t o situational or social factors, 2nd t hus fail to perceive 

tha t remedial s t eps c2n be t ake n. 

Attribution i s said to be mod ified by t he person's perceived 

locus of control. Jani s and Rodin (1977) in considering 

how patients reec t ~hen they are 'victimised ' by acute or 

chronic illness suggest that if the environmental factors 

are believed to be within the victim' s own control the 

victim will blame himself for his own sufferin ~ and only 
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r 2rely 0 ttr i bute the suffering to chsnce . 

To sum up , the ue rceived loc a tion of a ttributed bl~me for 

il l n ess , which i s believed t o be r eleted t o lo cus of c on trol , 

is importan t in relation to appropria te c a r e seeking and 

se lfc2re behaviour. It is proposed t h~t the pe rceived 

loc~tion of bl&me for illness v·ill be rel a t ed to the ne r­

c eived locus for the ca use of r e i nforcer1en t (2s t his is 

und e r s t ood in Rotter ' s t erms) . That i s , an individu2 l ~ho 

is ' in t e rnal ' on locus of control ( i . e ., ~ho perceives 

tha t e v en ts a r e c on tingent u pon his own b ehaviou r or 

a ttribute s ) i s t herefore exnected t o 2 t tribute blame for 

illness to personal ( or self - rel2ted) , r 2 tber than to 

environmental , fac t or s . 
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C O N C L U S I O N T 0 P A R T 0 NE 

SYNTHESIS OF CCNCEPTS 

As shown in the foregoing r evie~ t here h2s a risen wi thin 

t he p2s t dec2 d e en emphas is on the sel fc a re approach to 

health care , an emphasis which is b 2sed on the belief tha t 

peo ple c 2n take increasing responsib ility for their O¼~ 

health work . The goal of selfcare 2ctivity is the restor­

ation , m2intena~ce and enhancement of health . But ' health' 

i s v arious ly perceive d by different persons so tha t its 

reinforce ment value differs from one person to another . 

The impetus to selfc2 r e is an inte r es t in health and the 

r einforc e~en t value of he2l th, plus a sense of personal 

c ompetence in the man agement of one ' s own heal t h - tha t 

i s , 'internali ty' on locus of control . v.'he t is known 2,s 

locus of control is the generalized expect2ncy that to a 

greate r or l esser extent a pe rs on hes control over the 

reinforcers t hat occur r e l 2 tive to his bet2. viou r (Rotter , 

1966 ) . Tho se who are 'internal ' f ee l t h2t t hey are effec t­

ive agents in de termining the occurrence of v·ha t, for 

them , is reinforc ing or t h2 t contingencies 2re relevant to 

t he ir own a ttributes . The nractice of selfca re is believed 

to be influenced by a pe rson ' s perceptions r egard ing 

he a lth , locus of control and the location of attributed 

blame for illness (i.e., whether illness is thought to 

be due to self-related , or environmentally related, factors 

or to an intera ction of these two factors) and the salience 

to the person of hea lth as a reinforcer . Whether an 

individual believes tha t the prevention of illness is 

under his control may influence ~hat health rel a ted behav­

iours are undertaken ( Hardy and Conway , 1978) and may be a 

function of the sorts of attributions that are made concern­

ing the location of attributed blame for illness . 

The emerging interest in selfcere may be an indication 

that consumers a re 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 mus t be 
kept in mind that individuals will vary in their desire 
for, or readiness to benefit from, such an apuroach. 

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-rela ted and/or non-

environmentally rela ted Blame for illness. 

Hypothesis 2 proposes that systematic re lationships 
will pertain between scores for: 

(i) Health Concept and Selfcare 
(ii) Selfcare and Self-rela ted and/or 

non-environmentally related Blame for illness 
(ii i ) Health Concept and Self-related and/or 

non-environmentally related Blame for illness. 

Diagrammatically the associa tions can be represented 
as shown in Figure 3 - 3, p. 91. 
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?1 I -J 1 Selfc2re 

14 
Locus 2 Health " of 6 

Concept J 5 Control 

1 Loca t ion 
3 

> 
of Blame 

lsel f - rel c ted I 
non 

Environment -
2lly- rel c: t ed 

Fi gure 3 - 3 : Expected positive reletionships be t ~een 

the four major va ri2bles . The arrows 

1, 2 , 3 r e l 2t e to Hypothesis 1 and 

4 , 5 , 6 to Hynothesis 2 . 
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C H A P T E R F O U R 

METHODOLOGY 

PREPARATION OF DA TA GATHERIN G IN STRUr~N T 

Rea sons for using a Questionnaire approach 

Data were ob t ained by using a non-interview questionnair e . 

This procedure is less co s tly than an interview in terms of 

t ime and money for the researcher , and general ly more conven ­
ient for the resnondent. According to Erdos (1 970 ) other 

advantages of a mailed auestionnaire over an interview are 

absence cf interviewer b i as , less distribution bias , and a 

better chance of a truthful and thoughtful renly. The same 

author lists as criteria for good aues t ionnaire construction: 

brevity and ease of compl etion , rejection of questions which 

could b i as answers , and the inclusion of ques tions which are 

des igned to elici t clear and ~recise answers. He recommends 

t hat the auesti onnaire should have a professional look and 
not be Drin ted on coloured paper, a nd tha t it shoul d make 

the res~onden t feel tha t he is contribut i ng to an important 

2nd useful project . As a general rule clos ed r esnonse ques t­

ions are preferable to open-ended questions. The firs t page 

of the questionnaire should look easy, and the last page 

should not appear daunting nor overfull , nor should it bear 
a high number . 
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The Ques tionnaire which was devis ed was called Health Quest­

ionnaire (see Appendix A). It was small in size , being 8"x1 0'', 

and it had no illustrations. It was profes sionally 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 questions (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 auestionnaire. Ques tion 10 of the Health Question­

naire was deliber2tely open-ended and was, ana rt from ouestion 
12 which required a choice and ranking of three out of 11 

given options, the only ques tion which was not a closed 

response question . The subauestions of the final auestions, 

numbers 17 and 18, were g iven al phabetical codes so t ha t the 
l as t ques tion number would be 18 rather than fifty-five. 

Content and forma t of Questions 

Questions were designed to measure the four major variables, 

Perce pti on of Health, Propensity for Selfca re, Perce p tion 
of Locus of Control, Location of Attributed Blame for Illne ss . 
For the descriptive study some further questions were included 

to obtain biographical details and information about personal 
beliefs. 

Perception of Heal t h 

Question s 5 - 9 in the Heal th Questionna ire relate to percept­

ion of health. Brearley et al (1 978 ) say that far too little 

evidence is ava i labl e at present concerning lay definitions 

of health . Natapoff (1 978 ) notes tha t only a few investigat­

ors have asked res nondents to define health . Baumann (1 96 1) 
found t ha t res ponses concerning health fell into three categor­

ies (for which see p .45 f of this present study) and Herzlich 

(1 973 ), Wu (1 973) and ~echan ic (1 972) give categories which 
a r e consistent with Baumann 's. 

Question 6 was designed to reflect these three categories. 
The question asked, "In your opinion which of these three 

statements best describes health?" and three options were 

provided from which one response was to be chosen. The 

three options were: 

'Having a feeling of real wellbeing' 
(labelled FUN hereafter) 

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

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

The inclusion of the words 'fee l ing', 'anything wrong' 

and 'work' respectively in the three response options 

connected each ontion to the relevant descrintive category. 
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Baumann a nd Herzl ich in their studies used open-·ended quest­

ions to secure a definition of health; the u s e of given opti on f· 

in the present study wa s 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 

pres ented to a non-random sample of Palmerston North shopuers 

(N=46) in June 1980, and yielded results which are s ho~n on 

TabJ e 4 - 1. Results from another non-random s ample (N=98) 

of visitors to a local Health Fair (1980), and 

from Pybus and Thoms on ' s (1 979 ) r a ndom sample of pa rents 

(N=444) who were asked to de s cribe health a re also shown on 

T2ble 4 - 1. 

Tabl e 4 - 1: I ercentage of respondents choosing each of 
the thre e health orientations . 

Heal th Orien tation 

s t udy Fee l ing Asympt omatic Per fo rmance 

Baumann (1 96 1) 
CJinic patients 
Medical students 

* Pybus a nd Thomson 
( 197 9 ) 

Heal th Fair (1 980 ) 
(non-rand om) 

Shopper s (1 98 0 ) 
(n on-random) 

* Rounded to 100% 
because in this 

31% 
20¾ 

21% 

44% 

35% 

28% 

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

31% 
43% 

10% 

5% 

17% 

13% 

38% 
37% 

45% 

51% 

48% 

59% 

Question 5 in the HeaJth 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 



three given ontions from which a re ply could be chosen were 

essentially the same as for the health definition auestion, 

but were worded differently. The three options were: 
'For the exhilaration and opportunity it affords' 

(feeling orientation, labelled FUN hereafter) 

'To avoid the distres s of being ill' 
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(asymptomatic 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 ouestions 5 and 6, (i.e., to 

de s cribe health and for wanting heaJth) , and that this would 

confirm that health is consistently perceived in one particular 
way. 

In Question 7 the perc eption of health was assessed by the use 

of the semantic differential technique (Snider and Osgood,1969). 

In this technique certain adjective pairs have been found to 

fall consistently into clusters r egardless of the concent to 

which all the adjec tive pairs refer. These clusters are call­

ed 'factors' and the three factors which maintain the most 

stability are called major factors and are label led Evaluation, 

Activity and Potency res pectively. Schwirian and Kisker (1977) 

used Snider and Osgood's technioue to distinguish shifts in 

h ealth percention by nurses who had undergone nursing train­

ing. Following training shifts towards a more positive 

con cept 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 invited 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 · o~~ health 

status as a referent for defining health . 

Questi6n 9 asked how desirable wa s first -rate he a lth . From 

ouestions 8 and 9 a health discrepancy eco re 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 

whereas one who is discrepant would J ike to have better health. 

Hood and Farmer (1 974 ) using Osgood, Suci and Tannenbaum 's 

(1 957 ) semantic differential technique found that high users 

of the health ca re system were more consistent than low users 

in their ratings of six conc epts provided in their (1 974) 

s tudy. Two of these concepts were 'heal th' and ' my health '. 

High users of the health care system perceived their own 

health as being importan t yet evaluated it nega tively. Such 

a resuonse in the terms of this nresen t s tudy would be 

" discre pant" . It was presumed tha t there would be some rel a t­

ionship between t he discrepancy rating and being a user of 

the health ca re system,and between the discre ~ancy rating 

and the selfcare score (for which see below). 

Pronensity for Se lfca re 

Ques tions 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 apnlication. The ouestions 18m (watch 

health programs on TV), 17u (read health-related articles) and 

17t (use of health reference book) relate to knowledge seeking; 

17g (no ticketed driving offence), 17d (sleep on firm mattresc) 
and 18a (use of seat belt) refer to knowledge apnlication. 

Langlie (1977) found associations between both social network 

and driving behaviour with nreventive health behaviour- thus 

the inclusion of 17q. 

Health ~aintenance. Health behaviour is individual, vo luntary 

preventive action (Green, 1971; Wu, 1973). Items rel a ting to 

health maintenance were either furnished or suggested by 

Williams and Wechsler (197 2 ), Langlie (197 9 ), Orem (1971) and 

St eele and McBroom (1 972 ). 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 res ponses to health maintenance ouestions 

would accurately reflect the actual health behaviour of the 

respondent. Health maintenance ouestions are 18c (adequate 

sleep), 18f (balanced diet), 18i, 18j, 18k (exercise), 181 

(s ober driving), 17x (wei ght), and 17b,17c,17f (recre~tion 

and social contact). 

Disease nrevention; Moni t oring, Assessing, Diagnosing. Quest­

ions relati~g to these areas were also fu r nished or suggested 

by Williams and Wechsler (1972), Langlie (1979), Orem (1971) 

and Steele and McBroom (1972). Question 17j 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 chan ge an entire way of life. 

Disease prevention questions are 17i and 17h (immunization), 

17j (use of iodised salt), 17p (medical checkup), 17v (non­

srnoker), 18b (dental care), 18d and 18e (moderation in 

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

Question 17g (making life change) related to health assess­
ment, and 17w (keeping a check on weight) to health monitoring. 
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Self - helu group. QueFt ion 17e (membership in a heal th-rel at~ c 

groun ) pertained to this componen t of seJfcare . 

Resource seeking . On the b2sis of Kessel and Shepperd's 

(1 96 5) study a "consumer" in this present study is one who 

has consulted a health professional within t he previous two 

years . The criterion used for consumer/non-c onsume r in Kessel 

and Shepherd's study was not two, but 8 - 10 years and the 

assessment done in their study w~s based on objective records 

rather than subjective memory recall. In t his ~re sent s tudy 

the crtterion of t wo years was chosen becaus e this was judged 

to be t he maximum which could b e used when it was necessary 

to r el y u uon personal memory . Question 17a is not score d 

within the selfcare va riable but is entered in the descrint­

ion of th e respondent ; the variable name being "consumer". 

However it is discussed here in order to give a complete cover­

age of comment for the section comnrising aue s tions 14 - 18 

inclusive . 

Resource using , and Spe cifying one ' s own heal t h n eeds . Strauss 

(1 976 ) used "willingness (by the c l ient) to pay professional 

fees " as an indicator of consumerism , a nd Levin et a l.-'(1 976) 

sneculate abou t h ow much cost the individual will take u pon 

himself in his own health care. Questions 17m a nd 17k ( going 

to chiropractor and dentist) answered in t he affirmative 

sugr est tha t the res ponden t will seek treatment for wh i ch he 

has to pay a ( quite substantial) professional fee . 

The pharmacis t is an acc redited advise r (Darby , 1977 ; Sharpe , 

1979; Danahe r, 1979 ) to whom many reque sts are made for infor­

mation about health matters (Linn and Lawrence, 1978) and who, 

in the opinion of other health workers, should have even more 

direct involvement with c l ients (La mbert, Wertheimer, Dobbert 

and Church, 1977). Williamson and Danaher (1 978 ) see the 

pharmacist as having a role in encouraging awa reness of self­

care options among his customers. Ques tion 17c is included 

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

One selfcare prece p t is that the individual has the right to 

snecify his own health needs and care requtrements. From 

personal communications and from news items it is known that 

( probably the majority of) persons who attend a ch iro~ractor 

either would not divulge this information to their medical 
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practitioner or if they did would find him to be disan nrov­
ing of this mode of care (c.f. Reinken et al , 1q80 : p .137). 

The items relating to specification of persona} health needs 

and care requirements (17m,17n,17o - 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 health'?" 

(Siegel, 1973: p .286). Levin (1976) writes that the benefit 

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

t hat people who are selfcare active may be more likely to 

prefer taking some risk to having over-regimented safety. 

Glogow (1973) states that compliant patient:; do not recover 

ffiore ouickly than non-compliant patients, and Levin (1 976) 

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 nrevail among selfcare active nersons . 

Question 15 is designed to assess whe ther the res nondent would 

prefer taking some risk when it seems apnropriate for his own 
purposes and does not endanger others. 

Audit and control of treatment program. The essence of the 

se1fca re movement is control, responsibility, freedom, expand­

ed options and an improved auality 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 nersonal 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

popning" 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, point out the need for a 
change from the expectation that the professional be seen as 

MASSEY UNIVERSITY 
LIBRARY 



100 

an active heal er with the client being a ~a ~sive rec ipient, t o 

a des ire fo r client-urofessional consuJt2tion . This is what 

Levin (1 976 ) calls an "integrated practice module " and Wilso!l 

(1975) calls the "consultative dyadic r e lationship". Question 

16 (client collaborat ion in treatment decision making ) gauges 

whether the client desires to be ac tive, conforming or passive . 

Particination in health-related pol itical decision mak ing. Qu ~s t ­

ion 17r ( pressure group activity i n heal th related ma tte r s ) 

deals with an actual behaviour, a nd 17s (at tending pubJ i c 

health-relate d meeting) relates to an attitude of in terest. 

Percent ion of Locus of Control 

As has been mentione d (p. 79 f) locus of c ontrol is a ne rsonal ­

i ty va riable which ind ica tes whether an individual is primari ly 

orien ted to perc eive the outcome of event s as being a re sul t 

o f his own control as op nosed to a ttributing them to fate or 

to contra] by other indivi duals or to external circumsta nce s . 

In h is 1 972 study Kirsch t found that t he relationship between 

beliefs about control over t he environment and over health 

ve re co mulica ted. He obtained a we a k positive relati onship 

between a measure of general control of even ts and a measure 

of cont r ol of health. On the basis of r esul ts derived fr om 

two 6-item ouestionnaires, one for Mot iva tion for control 

(which ner t a ined t o percep tions of vulnerab ility to disease) 

and one for Expectancy for control (wh i ch pertained to a 

general belief t ha t health can be determined by personal 

actions), he diffe rentiated between these two dimensions. 

Wallston et al~(1976b) have pointed out t ha t according to 

social l earning theory, locus of control is an expectancy, as 

opposed to a motivationa~ con struct and it should be measured 

by exnectancy, rather than by motivational, items. 

Question 13. The Locus of control instrument used in the 

questionnaire 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 wo rded items from Kirscht, and the politically 
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worded items ~ere chosen because involvement in decision 

mak ing a t loca l and nati onal level is one as r ect ofthe self­

ca re conce pt. Other items in Rotter's inventory ~hich mention ­

ed 'luck' 'fate' or 'inevitability ' were excluded because th ey 

¼ere too similar in wording to the four Kirscht items that 

were used. Rotter's items which rel a ted to student status 

and to leadership were also excluded . 

In the locus of control ouestion all items are nre sented on 

a 1 - 5 scale . Items from the two sources (Kirscht, 1972 and 

Rotter, 1966) have been mixed. ExternalJy and internally 

worded items are equally re nr esented and externally worded 

items have the scoring s cal e reversed . The maximum score is 

60 and re nre sen ts the up~e r limit of the ''internal" end of 

the internal-externa l dimension of perception of control. 

location of attributed Blame for Il l ness. 

-
Questions 10 -1 2 in t he Hea lth Questionnaire r el a te to percept-

ion of loca tion of blame for illness . They are de s i gned to 

ascertain whether the res pondent nerce ives h i mse lf to be the 

source or cause of illness, the environment t o be the source 

or cause of illness , or ~he t he r illness is pe rceived to be 

due to an interaction of self-rela ted and environmental 

f a ctors. 

Percention of cause of illness is saJ. ient to health behaviour. 

Mabry is one of many writers who comment tha t "conce ptions 

of why illness and symntoms occur often influence what is done 

about them" (Mabry, 1964: p.371 ). The matter of intere s t in 

this present study, of which one asnect is the investigation 

of association between perception of locus of control and 

location of perceived cause of illness, is the extent to 

which a respondent will select factors from any particular 

on e of the three main areas , (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 comw.only 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.) Other 

results were 'being unable to adjust to life conditions' and 

'a combination of being under nar and getting something' 

(both interactional) 47¾ and 41% respectively. 

Question 10 in the Health Questionnaire was a nrojective 

stimulus question, "If you got the follO\dng conditions, what 

would be the most likely cause or causes rt" This question \\'as 

based on that used by Mabry (19 64 ) who used five 'standa rd' 

symptoms (i.e., those most likely to be within the exnerience 

of most individuals) derived from answers to the Cornell 

Medical Index. Mabry found no significant differences between 

symptom exnlanations for tho s e who had had the symptom compar­

ed with those who had not. 

Question 12 provided 11 options (five being 'self-related ', 

five being ' environmental ' an d one being 'inte ractional') fro m 

which three cause s could be selected and r anked . 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 is rel a ted to ouestions 10 and 12 in that it 

gauges the perception of personal responsibility for prevent­

ing illness . "It is not obvious wheth er the occurrence of any 

disease is (perceived) purely as a chance matter or purely 

(as) a matter of the person not taking proper actions" (Ki rscht 

1972: p.226) . Janis and Rodin (1 979 ) poin t out tha t 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 v.1as no significant difference between symptom explanat­

ion by those who had had a symptom and those who had not, it 

was exnected 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 



biographical details . 

Socioeconomic status. The posit i ve relationship bet~een 

urevent ive heal t h behaviour and socio - economi c status is 
ireouently nen tioned in the literature . 1 

rjnkler (1 978) in a s t udy of 755 older persons found that 

socio - economic s t a t us had an effect on health ~nowledge , 

10 3 

health attitudes and health practices . Socio - economic st,, tus 

has been found to be r elated to the ~erception of susceptibil ­

ity to illness and to a belief in the effi cacy of nreventive 

and diagnostic a ctions (Kirsch t et al , 1966; Hochbaum , 1958) . 

It has also been found to correlate moderately and tos itively 

with d ~ntal checkuus (Coburn and Pone , 1973 : Steele and McBroom, 

1972 ; Kasl and Cobb , 1966) , with poliomyelitis vaccinations 

(Coburn and Pope , 1973) , with physical checkups (Ros s , 1962 ; 
Williams and Wechsler , 1972) and vi th prevent ive health 

visits (Ros enstock , 1974) . A study by LangJie (1 977) f ound 
th~t neople who practice ureventive health beh~viour are of 

higher socio - economic s t atus , older , feffiale, and have a 
perceived internal locus of control . She also found that 

socio - economic status is inversely related t o Direct risl 
nreventive health behaviour . 

~any explanations f or t he relationshi p between socio- economic 

status and preventive health behaviour have been offered , 

(e . g ., Green , 1971; Rosenstock , 1969 ; \Hlson , 1970) . 

Bullough ( 1972) found thPt socio - economic status was related 

to a feeling of po~erlessness which in turn was related to 

health behav iour . It is a frequen t contention that lower 

socio- economic groups experience gene r aliz ed feelings of 

nower lessness , which in turn is said t o be associated with 

apathy and inactivity and the lower l ikelihood of preventive 

health behaviour (e.g ., Coburn and Pope , 1974 ). Powerl essness 

is the reverse of exnec t ancy f or contr ol which is associated 

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

Nikias, 1968 ; Kasl and Cobb , 1966 ; Rosens tock, 1964 ,1 969 ; 

Kegeles , 1963 ; Rosenfeld and Donabe dian, 1958 ; Yankauer , 1961. 
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with the belief th~t general health is nrotectable (Kirscht, 

1972) . Lowe r clas ses a re more likely to attribute life occurr­
ence r to 'luck ' (Brearley et al , 1978) . Coburn and Pone (1 97d) 

in seeking to understand the socio - economic/preventive health 
behaviour link observed that education , age and income - in 

tha t order - provided the most narsimonious set for predic t ing 

nreventive h ealth behaviour and for explaining about 50% of 

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

fcKinlay and Dutton (1 974) in discussing the relationship of 

salience of health to different social groups catalogues sever ­
al studies which deal with the contention that lower social 
class persons are less 'concerned ' about t heir health and its 
maintenance . They cite Koos (1 954 ) and Zborowski (1958) who 

reported that health is more salient t o the upper socio ­

economic classes . However ~cKin1ay 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 lo~er classes now than it was 20 years ago . 

CouJton (1 978 ) in a discussion of studies dealing with socio­

cultural cha r a cteristics of individuals comments on the 

c onsistent relationship found between socio - economic status 

and preventive health behaviour and concludes that socio ­

cultural f a ctors infl uence heal t h beliefs of indivi du~ls , 

and trat this i n turn affects health behaviours . 

Some studies (e . g . rilio , 1975 ; Strauss , 1962 ) have shown that 

the time pers~ec tive of the lower classes is confined t o the 

uresent rather than to future uoss ibilities, and that as the 

upuer stratum t akes rr:ore account of what might hapnen in the 
f u ture its members a r e mor e likely to take prevative health 
measur es . 2 

2 See also Coburn and Pope , 1974; Rosenstock , 1966 ; 
Simmons, 1958 ; Green , 197 1. 
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~ot only is socio- economic status r elct~d to nr eventive he2lth 

behaviour but it is also related to health sta tus (Dennis on , 

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 ; C2rtv.-ri gh t and O' Brien , 

1978 ; Tuckett and Kaufert , 1978) . 

In the present study socio- economic status was based on the 
res nonden t ' s occupational c2tegory . 

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

be related to heal th (Syme , 1974 ; Twaddle and Hessler , 1977) . 
Being married is associated with having good health. Age and 

sex have be en found to be related to a perce ption of suscept­

ibility to illness (Kirscht et al, 1966 ; Steele and McBroom , 
1972 ) . Reinken et al (t980) note that women report poorer health 

than men . Questions relating to marit~l status , age and s ex 
~·ere therefore incJuded in the Health Questionnaire . 

Variable List 

The list of the 19 variables ( see TabJe 4 - 2) includes 13 
v2riables wh ich relate to the descrintive study and six which 

are used for the testing of the hynotheses . Three of these 

six variables are major variabJes and the other t hree contrib ­

ute to the fourth major va riable . The four ma jor variables 

are Health Concept (variable 9) , Locus of Control (variable 
18) , Selfcar e (variable 19) and location of attributed blame 
for illness . This latter variab,e takes two forms , self­

rel ated attribution (varia ble 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 scor ed 

or coded . A copy of the HeaJ th Questionnaire on which the 

scores and codes have been entered gives a clear demonstration 

of the convention and is entitled "Scoring Code " See 

Aprendix C • 



Table 4 - 2: Variable list. 

Questionnaire 
Question 
Number 

1 Age of resnondent 

2 Sex of respondent 

Variable 

Description 

3 Marital status of respondent 

4 Socio-economic status,respondent 

17c Whether health professional has 
been consulted within the 
previous two years 

5 Why do people want health? 

6 How is health best described? 

5/6 Matching (or otherwise) of options 
chosen for questions 5 and 6 

7 "Intensity" of health conce pt 
(Se mantic differential) 

8 Personal heal th, subjective 
assessment 

8/9 Discre pancy between own health 
and desired heal th 

9 Desir~bility of first rate health 

10 Location of blame for illness 
(projective response) 

10/12 Location of blame for illness 
(self-related). Composite score 
from que s tions 10 and 12 

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

12 Locat ion of blame for illness 
(environmental) 

11 Perception of chance v. personal 
res nonsibility in semi-preventable 
illness 

13 Percention of locus of control 

14-18 Propensity for self care 
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Variable 

Name Number 

Age 1 

Sex 2 

Marital 3 

SES 4 

Consumer 5 

Want H-th 6 

Describe 7 
Health 

Coincidence 8 

Health 9 
Concept 

Own 10 
Health 

Discrepancy 11 

Salience 12 

Inout 13 

Self 14 

Synergic 15 

Environment 16 

Prevent 

Locus 

Selfcare 

17 

18 

19 
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Al)l'<IN ISTR.l, TION OF QUESTIONNAIRE 

Pilot Study 

The fir st draft of the questionnaire differed in many respects 

from the final form of the Heal th Questionnaire. A nilo t 

study was run using the first draft of t he questionnaire with 

a non- random sample of student vo lun t eers , N=36. The nurpose 

of the pilot study was to test the cla r i ty and validity of the 

auestions. Two non-p r ojec tive questions pertaining to percept­

i on of cause of illnes s as self-related or as envir onmental Jy 

related were found to b e clums y and were discarded and a new 

format was devised . Questions designed to ascertain socio­

economic status were discarded, and only occupa tion was asked 

for in the final form on the basis of the work of Irving and 

Elley (1 977 ) and Elley and Irvin g (1 976) who pr ovide a socio­

economic index for different occupation s f or mal e s and females 

in the New Zealand labour force . Thus as a result of the 

pilot study the questionnaire was revised and its layout was 

imnroved. 

Da t a analysis of the pilot ques ti onnaire results revealed tha t 

(i) the variable I nou t ( self-related a t tribut i on of cause of 

il lness ) correlated with 

a/ the variabJe Selfcare , Pearson correlation coefficient 

r = . 288 , p = . 05 , N = 36; 
b/ the variable Locus of Control 

r = . 475 , p < .005 N = 36 . 

(ii) the variable Inout was predictive of the variabl e 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 , 
2 X = 4 . 398 , p <. 05 , df = 1 . 

The study proper was then conducted with the revised Health 

Questionnaire (for which see Apnendix A) . 
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Subjects 

One hundrednon- academic university 3taff members were apnroach ­

ed by mail and invited to compl ete and return the Health 

Questionnaire which was included in the posting . See Apnendix 

Di for the covering letter. The sample which consisted 

entirely of employed persons was rand om and inde uendent. A 

random and independent sample is one in which the choice of 

any one subject has no influence on the choice of any other 

subj e ct. That is , all subjects h a ve the same chanc e of being 

included in the sample . The names of non-academic staff mem ­

bers were obtained by deleting na mes of academic staff members 

from the univ ~rsity telephone directory's sta ff listing. 

( St a ff wh o have no phone are included in the tele nhone list­

ing under a contact phone number.) The names of non-acade mic 

staff members were t hen numbered from OOO to 607, (N = 608) . 

Using the Fi sher a nd Ya t es (1 938 ) random number t abl e which 

gives 2-digit nu ~bers from 00 to 99 one hundred a nd t h irty 

3 - digit numbers were drawn and li sted . One h undred and thirty 

numbers were drawn to allow f or duplication of random numbers 

and for the possibility t ha t an addit ion to the sample might 

be reouired if any subjects declined to participa te within 

the fir c t week of the study . 

The procedure used for dra wing the numbers was tha t two 

numbers in one column and one number adjacent in the n ex t 

column were taken tomake up a 3-digit number. The first 

nl.mber drawn wa s selected by u sing 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. Subjects 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 auestionnaire (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 subjec t s re ~lied that they 

did not wish to participate. Therefore a further six subjects 

were tak en from the random number listing and ap~roached,to 

restore the N to 100, (true N = 106). 

As can be seen by reference to Figure 4 - 1 fifty-nine comnleted 

oue s tionnaires were r e turn ed in the first week. The first 

re minder letter (se e Apnendix D ii) was sent to non-re spondents 

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 c ompleted questionnair es . The final 

return r a te was 86. This was 86% of the effective samnle 

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

A note of ap nreciation to respondents ap~eared in the Se p tem­

ber 28 t h is s ue of the university weekly newsletter, Mr · 
(See Appendix .D iii .) 

STATISTICAL PROCEDURES 

To examine the hypotheses various univariate nrocedures were 

initia l ly used. To check more complex r ela t ionships 

multivariate pro cedures were used . A brief discussion of 

the se univariate and multivariate procedures now follows. 

Univaria te procedures 

~eans and standa rd deviations of variables having interval 

data were computed. This allowed the calculation of cut-off 

noints for high and low categories of these variabJes . The 

high ca tegory consisted of thos e scores whi ch furnished a Z 

score of 7 . 5 and the low category consisted of those scores 

which furnis hed 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 

va riable wh i ch had no scores of Z ~ -.5. In this case the 

low category was ad j usted 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 points which would a llow 

c ompa r ab l e percentag es in the high and low c ~t egories o f each 

v a ria b ] e than that which was used . The ne rc en t a ges of s cor es 

in the hi gh and low categories respectively were: En vironmen t, 

25% and 29%, Synergic , 41% and 45%, Prevent, 34% an d 31% . 

Contingen cy Ta bles analysis. A crosstabul a ti on was made to 

examine t he joint fr e ou ency d i s tribution of cases acco rding 

to t ~ o cl ass ifica t ory varia b l es . A c ontingency t ables ana lysie 

(3PSS Program Crosstabs, Ni e , Hull, Jenkins, Steinbre~ner a n d 

Bent 1970) wa s p e r formed on all 19 variables. For conveni e n ce 

the following convention has been ado p ted for X2 t a bl e s: 

Ejs for 2 x 2 t ab les, a nd goodn e ss of fit t a b l e, a r e shown 

i n t he top right h a nd corner of the cel l . 

The E j for pairwise X2 is shown between the relevant cells . 

The Ej for 1 x 3 c omparisons is shown i n the left margin 

of the t abl e. 

Th e Ch i So u a re t es t ( X 2 ) v;as u sed f or sta t is t i cal analys i s 

of t h e afo r ementi on ed c ontingen cy t ab les. Th is t e s t de t e r mi nes 

whe t he r or no t t wo v a riab] e s a r e s t a ti stically i nde nendent or 

whethe r a sys te ma t i c re la ti onshi p ex i s t s be twe e n t hem . Th e 

high and low ca t egorie s o f t h e continuous a n d ordina l v a riables 

(a s desc r i bed ab ove) were u s ed for the calcul a tion of X 2 . 

The criteria for the X2 test (Roscoe, 1969 ) a re a s fo llows: 

'X.2 goodne s s of f i t: This i s u sed where t he re is one samnle, 

where da t a i s no mina l or h i gher order, whe r e there a re more 

t h an t wo mutual l y exclusive and collectively exhaustive categor­

ies, where a freoency can be predicted and where Ejs are 7 5 . 

X2 contingency: This is used where there is more than one 

sample, where the data is nominal or higher order , where 

there a re independent observa tions, where the Ejs of at least 

80% of the cells are 7 5 , and wh ere a theoretical di s tribut-

ion of category values can be calculated. 

Calculation of X2 : X2= lf(Oij - Eij) 2 

Eij 

where Oj 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 reJationship betwe en two variabJes. 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 

as s ociation between a pair of v a riables it urovides a means 

of comparing the strength of relationship between one pair 

of variab l es and a different pair of variables. 

~ultivariate urocedures 

A Multiple steuwise regression analysis was used as a des­

crintive tool to enable the examination of the best linear 

prediction equation of one continuous variable from other 

continuous variables. It is a statistical technique 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 anal ysis was 

used for its data r educing capab ilities. It allowed the 

examination of the underlying pa ttern of relationships exist­

ing he tween 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 ~ 1 (Gorsuch, 1974). This is the 

appropriate me thod 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 samnle should be less than N = 100 (Gorsuch, 1974). In 

the present study this minimum was not obtained. A similar 

problem with a small s ample 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, respe ctively. 
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C H A P T E R F I V E 

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 
in alphabetical order. 
the variables refer to 

these variables which are listed 
(For a fuller description of 

Chapter 4, p. 93 - 105. The 
interval and crosstabulation data files are presented as 
Appendices Gi and Gii respectiv6ly.) 

HYPOTHESIS 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: 

Locus 
of 

Control 

p 

N 

Pearson Product Moment correlation 
coefficients obtained between the 
four major variables. 

Health Self' Blame for illness 
Concept care Self Envir/t 

.280 .201 .174 -.173 

, .005 .03 .06 .06 

84 86 83 85 
, 

11 :, 

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. 11S). This is 
sumrr~rized below. 

Locus of Control and Selfcare. The association between 
ILC (i.e., a 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 
2 

likely to be ILC, X = 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 
ILC 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, 
X2

= 6.352, df=1, p ~.02. 



Locus of Control and Location of Blame for illness. 
Results for locating Blame for illness were organized 
into three parts: 
Blame attributed to self-related factors, (variable:Self1 ), 
Blame attributed to envir onmentally- 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: 
Locus of Control (ILC-ELC) and Self 
itive relationship again failed to 

2 X = 3.238, df=1, p=.08. 

In the case of 
(high-low) the pos-

rea ch significance, 

(ii) Environmentally-related Blame for illness: When 
considering the results for the variable Environnmnt it 
is pointed out that a low Environment score is analogous 
to a 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. 



Thus persons who are ILC are likely to not 
attribute blame for illness to the environmemit 

2 
'X, = 4 . OOO, df = 1 , p "" . 05 , 
and persons who do not attribute blame for illness 
to the environment are likely to be ILC 

x2=4.ooo, df=1, P ,.05. 

An extension to Hypothesis 1 was the finding tha t not 
Selfcare as conjectured but Locus of Control scores 
could be predicted from scores for the other three 
major 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 )= 4.043, p~.05: 

Beta weights, .242, F{ 3 , 79 )= 5.252, p ,.01, 

.183, F{ 3 ,?g)= 3.010, p ~.05, 

.166, F{ 3 ,?g)= 2.490, p~.10 

respectively. 

Hypothesis 2 
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which predicted systematic rela tionships between scores 
for Health Concept, Selfcare and Blame for illness, was 
not supported. No two variabl es correlated at a signif­
icant level. 



T2ble 5-1: ContinRency t abl e for Locus of controJ 
2nd Selfca r e scores . 

Lo cus of controJ 

ILC ElC 

High 17 
111.5 I 

Selfcare 
Low 10 

Table 5-2: Contingency tab l e for Health conce p t 
and Locus of control scores 

6 

9 

Locus of control 

ILC ELC 

High 
110. 3 ~ 

Health 14 5 

Conce pt Low 
I s. 1 17. 3 

5 11 

19 16 

118 

23 

19 

16 

35 

Tabl e 5-3: Contingecy table for Environment and ILC scores. 

Non-Environment 

High low 

Locus IILC 12 
L8_1 

4 of rs1 
Contro~ELC l...:::J 

4 7 

16 

16 

Table 5-4: Contingency table for Locus of control scores 
and donsurner counts. 

- Locus of control 

ILC ELC 

Yes 32 
124. 5 I 

17 Consumer 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 variabl es2 

(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 ILC. 

Thus persons who have consulted a doctor or 
professional nurse within the previous two 
years are likely to be ILC, 'X 2=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 d isparity 
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, X2= 3.930, df=1, p ,.05. 

Locus of Control and Coincidence. The nominal variable 
Coincidence is considered in terms of two categories, 
coincident and non-coincident. Of the 34 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 2 X, = 7. 529, df :::1, p ~. 01 and = 5. OOO, df=1, p"' • 03 

- respectively. 

2 Continuous variables are considered in terms of 
high and low categories as described on p. 110. 
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T2~ J e 5- ~ : Cont : n g ency table for Locus of control scores 
and Socio-economic counts. 

Locus of control 

ILC ELC 

Socio- i 3 
,·21. 5 j 

- 28 15 
economic 

4 - 6 6 6 status 

Table 5-o: Contingency table for Coincidence and 
ILC, ELC scores . 

Coincidence 

No I Yes 

J 17 I 
Locus ILC 25 I 9 
of I 1 o I 

control ELC 
I 

5 I 15 

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

Salience 

1 2 3 

Locus ILC: Ej=11.3 11 19 4 
of 

112. 5 control 
ELC Ej=7 10 6 5 

25 

43 

34 

20 

34 

21 

TabJe 5-8: Contingency table for Selfcare scores and 
Own health counts. 

Selfcare 

Hi!!h Low 
Own Excellent-Very good 

(ie, better than good) -- 26 16 

Health Fair-Poor 13 

(ie, less than good) ~ o,ns 8 

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 mar ked 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) 
X2

= 9.662, df=2, p ~.01, and those who make this 
claim are likely to be ILC, X2= 6.760, df=1, p "" -.01. 

(ii) 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 persona 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 report that they have better than good health, 
-2 

X = 26. OOO, df =1, p """. 001, and t hose who report less 
than good health are likely to score l ow for 
Selfcare, X 2= 8.000, df=1, p ~ .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 dis satisfied 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, 
x2

= 14.222, df=1, P ,.001. 

(iii) Location 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 



TabJe 5-9 : Cont inge ncy tab1 e for Di s c re pan cy count s 
a nd Sel f care sc ore s. 

Di s crepan cy 

No Ye s 

Selfcare Low 9 6 

High 17 
LU 

1 I jg 

Table 5-1 0 : Contingen cy t abJ e for Pr e vent and Syner g i c 
scores . 

I 
Pr event 

Hi gh Low 

ho. 3 ho. 7 
Syner g ic Hi gh 14 7 21 

112 . 7 I 13. 3 
Low 9 17 26 . 1---

23 24 47 

Ta ble 5-11: Con tingenc y t abl e f o r Syner gic scores and 
Age coun ts . 

Syne rgic 

High Low 

11 8 . 2 11 9 . 8 
35 & ove r 12 26 

Age 11 6. 8 11 8 . 2 
34 & und e r 23 12 

35 38 

Table 5-1 2 : Cont ingenc y t able f or Sa l i ence c oun t s 
a nd Se lfca re score s. 

Salience 

1 2 

Self !High 10 13 
Low: Ej=11.3 16 13 

Tabl e 5~13: Contingency table for Self scores and 
Coincident counts. 

Self 

High Low 

3 

No 
116. 7 123. 7 

21 14 
Coincidence 

114. 3 120. 3 
Yes 10 20 

31 44 

8 

5 

38 

35 
73 

34 

35 

30 
65 

12 2 



f a ilure 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 

· 2 causes, N = 4.716, df=1, p ~.04. 
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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, p. 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, 
~-2 
~ = 8.454, df=1, p ~.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, 
x2= 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 Coincidant 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, ~ 2= 6.375, df=1, p ~.02. 

(iv)Major variables and Salience 

A bivariate regression analysis of each of the variables SeiFc.a~, 
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 wh ich is better than 80od, 
~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 
2 their own health, X = 16.333, df=1, p ,.001. 

Own Health and Discrepancy. Of 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 



Tabl e 5-14: RelAtionship between health state and 
Mari t a l status. 

Own Health 

125 

Better Less 
than good good than goo-' 

M Not married 13 10 4 a r. 
lt Married:Ej=17.3 35 14 3 

al 
Bereft 4 1 1 

Table 5-15: Contingency t able for Marital sta tus and 
Discrepancy counts. 

Discrepancy 

No Yes 

fvi Not n;arried 6 7 
a I I.) . ?I r . 

lt tv'!arried 24 3 
81 Bereft 2 1 

Table 5-16: Relationship between Own hea l th and 
Disc r epancy counts. 

Discrepancy 

No Yes 

Own Ex .- V.G.,i e 12 1 . 8 l__LZ__ 
Health be tter than G. 26 0 

F2.ir-Poor,ie l 4. 2 I o .s less than G. 0 s 
26 5 

27 

26 

s 

I 
31 

52 

Tab l e 5-17: Relationship between Own health and Salience. 

Salience 

1 2 3 

Own Ex. -V. G. , ie 126 . 9 11 g . 1 16. g 
better than G. 29 20 4 53 

Health Fair-Poor,ie I 4. 1 ~ 11 • O 
less than G. ?- - 2 4 8 

31 22 8 61 
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who report less than good health are dissatisfied 
with their health status, X 2= 31. 259, df=1, p , • 001. 

Own Health and Salience. 

~hen the ordinal variable Salience is considered in terms 

of three categories and the variable Own Hea+th 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, 'X 2 ... 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. Al though the first t~10 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, X2 (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, X2: 19.899, and 16.aoo respectively, (df=2, 
p ~.001). 

Want Health and Coincidence. When the variable Coincidence 
is considered in terms of two categories, non-coi ncident 
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, 

2 ~-2 ~ = 4.900, df=1, p ~.03 and ~ = 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 ~ive 
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 : Contingency table for Own health and 
Want health counts. 

0 w n h e a l 
Ex- Very good-

cellent ood 

wa WORK 
H nt ch0sen by 4 7 .1 % 

1 37 e 
al FUN 

th chosen by 35 . 3% 

AVOID DISTRESS 1.1 
chosen by 17 . 6% 0 1 1 

6 71 

129 

t h 
Fair 
oor 

2 40 
2 . 8 

30 

4 15 

8 85 

Table 5-19:Contingency t able f or Own health and Want 
heal th counts. 

0 w n h e a 1 
Better Good 

than 
good 

wa WORK . Ej=13.3 25 13 . 
H 

nt 
FUN . Ej =10 20 8 . e a · 

lt AVOID . Ej=5 7 4 h DISTRESS . 

Tabl e 5- 20: Contingency table for Coincident and 
Want heal th counts. 

Coincident 
No Yes 

w WORK IT 13 a 27 

H 
nt LJ2-1 

ea FUN 8 22 
lt 

h 

t h 

Less 
than 
good 

2 

2 

4 

40 

30 

40 

3J 

15 
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Table 5-21: Contingency table for Discrepancy and 
Want health counts . 

No 

w FUN 
a 
nt 1 1 

H 
ea 

lt WORK 14 h 

AVOID DISTRESS 6 

Table 5-22: Contingency t able for Selfcare scores and 
Wan t health (to Avoid Distress) counts . 

Want 
Health AVOID DISTRESS 

Selfcare 

Hi 

2 9 

13 

19 

10 

11 

Table 5-23 : Contingency table f or Locus of control scores 
and Describe heal th (Fun ) counts . 

Locus of control 

ILC ELC 

Describe L1§J 
health FUN 25 1 1 

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 11 4 
health Ej:r16 

-· - · -- - ---·- ----

36 



the exhilaration and opportunity it affords, or 
because it allows one to work and look after him­
self are likely to be satisfied with t heir own 

~. 2 ~- 2 health, N = 6.230, df=1, p ~.02 and ~ = 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. 
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Thus those who say that people want health to avoid 
the distress of being ill are likely to score low 

2 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 2= 5.444, df=1, p ~.02. 

- - ------ ----· - ·-
Describe Health and Own Health. Of 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. 
Thue 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, 1. 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 7, 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 rota tion, Principal 

Factor Analysis. (Factor loadings of items 
used in MiniQ are underlined .) 

Items belonging to 
Health concept variable. Factor 1 Fa ctor 2 

1. Following/leading . 13 .53 
2 . Pleasurable/painful .84 . 02 
3 . Pas s ive/active .49 .44 
4. Open/closed .26 .70 
5. Colourful/colourless .56 .51 
6. Good/bad .73 .07 
1. Small/large . 16 .J.1 
8. Beautiful/ugly .67 .33 
9. Cowardly/brave . 16 .10 
10. Hot/cold . 01 .52 
1 1 . Calm/excitable . 20 .24 
1 2 . 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 t~o 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 construction 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 f"actoring procedure yielded f"our 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 p.ro'cedure yielded six 
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 m·inus • 37. Item 35 was excluded 
because its wording was so similar to item 36 which was 

(text continued on p. 136 ••• 



Table 5-25: Factor loadings of Locus of control iterrs 

obtained by Varimax rota tion, Princinal 

Factor Analysis. (Factor loadings of items 

used in MiniQ are underlined.) 
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Items belonging to Factor Factor Factor Factor 
Locus of control 1 2 3 4 variabJe 

1 • Getting respect .14 . 11 . 55 - . 01 

2 . Effort permits health . 06 .7 5 .41 -.15 

3 . Control of noliticians .56 . 00 -.03 -. 00 

4 . Overcoming bad luck .03 .33 -.07 - . 02 

5. Internersonal - . 10 .02 . 27 .06 

6. Overcoming events .13 .00 .06 - . 10 

7 . Overcoming corruption . 55 . 23 . 02 -.03 

8 . Personal r ec ognition . 05 . 15 . 33 . 16 

9 . Powerful controllers . 65 -.02 . 18 . 02 

10.Inte r personal . 01 -. 01 . 10 .7 9 

11.Good heal th is luck .06 .56 . 14 . 07 

12.Political control .70 -. 0 1 . 13 . 00 

Given Factor name Politics Personal 
Health Social 
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* Table 5-26: Factor loadings of Selfcare items obtained by 

Factor 
number 

Factor 
name 

Que s tion n-
aire Self-
care item 
number 

2 . ( Q15) 

3. (Q16) 
4. (Q17b 
8. (Q17f 
9. (Q17g 
10. (Q17h 
1 3. (Q17k 
14. (Q171 
16. (Q17n 
20. (Q17r 
21 . (Q17s 

24. (Q17v 

25. (Q17w 

27. (Q18a 
28. (Q18b 

30. (Q18d 

31. (Q18e 

35. (Q18i 
36. (Q18j 

38. (Q181 

Varimax rotation, Principal Factor Analysis. 

Factor loadings of items used in ~iniQ, underlin ed. 

Questionnaire and MiniQ item numbers also shown. 

1 2 3 4 5 6 
Play- Agency Health Club Consult Weight 
safe 

J\'iniQ 
Selfca r e 
item 
number 

.- . 11 -.26 - .17 -.07 -.18 .30 
.02 - . 15 .04 . 31 .02 .12 
.05 - . 12 . 10 -.47 -.04 . 2 5 1 • 
. 48 . 03 . 09 -.09 -.09 .00 2 . 
.61 .00 . 21 • 07 .04 -.11 3. 
.55 . 10 . 03 • 13 -.03 . 1 4 4 . 
.oo -.05 .37 . 06 -.04 -.01 5 . 

-.oo -.31 -.06 .oo - . 13 . 23 
.03 ~.06 -.03 .05 .64 .10 7. 
. 11 . 06 - . 10 .31 . 11 -.09 
.07 . 4 3 . 0 1 . 23 . 11 . 06 8 . 
. 1 1 -. 36 -.03 . 29 - . 10 -.04 
.69 .oo . 08 -.04 . 04 . 07 9 . 
. 2 1 . 21 .34 • 15 . 08 - . 13 

~.06 .49 .07 - • 13 - . 11 -.09 i 
~.01 . 10 -.11 -.06 . 11 .76 ii 
.... 06 -.09 . 21 .48 -.08 . 03 6. 

. 26 . 1 1 .45 .07 -.07 -.01 

. 01 .04 .60 -.11 -.16 .08 .iii 
.... 04 .07 . 19 .58 .05 -.03 iv 

* Only items having factor loading of .30 or over are cited 
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included. The items included ~ere 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 
4 - club membership 
9 - altered lifestyle 
13- been to dentist 
25- weight monitoring 
30- overeating 
36- daily walk 

variable item number -
8 - health group membership 
10- been immunized 
21- political health activity 
28- tooth brushing 
31- overuse of alcohol 
38- drinking and driving 

16- consulting medically disapproved health practitioner. 

Summary 

The MiniQ included four Health 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 Location 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 

. 3. 
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 
unlihe 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. 15 1 , a Pearson Product 
Moment correlation analysis and a multiple stepwise regress­
ion analysis were performed on the MiniQ data for the four 
major 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: 

F ( 1 , 79 ) = 4. 4 96, p , • 05; 

Beta weight= .232, F{ 1, 79 )= 4.496, p"' .05. 

This prediction can be improved by adding Health Concept: 

F ( 2 , 78 y= 3. 915, p" • 05; 

Beta weights: Locus of Control= .200, F{ 2 , 78 )= 3.337,p , .05, 

Health Concept= .196, F( 2 , 78 )= 3.208, p~.05; 

but not improved by adding (i) Environment 

F{ 3 , 77 )= 2.811, P"'° .05; 

Beta weights: Locus of Control= .188, F( 3 , 77 )= 2.903, p , .05, 

Health Concept= .192, F( 3 , 77 )= 3.072, p,.05, 

Environment= -.086, F(3, 77 )= .641, NS; 

or (ii) Self 

F{ 3 , 75 )= 2.608, pt.10; 

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. 



Ta ble 5-27: Correlation matrix for the four major 
+ 

variables , MiniQ data. 

Health Locus Cause Self Cause Cause 
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concept cont'l (Envt) care (Self) (Synerg .) 

Health 
concept 

Locus 
control .164 

Ca u se t 
(Envir ) -.063 - .137 

Self 
* * care .2 29 . 2 32 -.125 

Cause 
(Self) . 139 . 006 -. 012 -. 028 

Cause 
** (Syner g . ) -.278 -.095 . 097 . 034 -. 020 

* 
p -;: .05 

** 
p ~ . 01 

+ N v a ries from 81 to 85 

Beta weights: Locus of Control= .199, F(
3

, 75 )=3.187,p~.05. 

Health Concept= .204, F( 3 , 75 )= 3.293, p~.05, 

Self= -.057, F( 3 , 75 )= 0.268, NS. 

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

I 



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 BETw~EN THE FOUR MAJOR VARIABLES 
USED IN THE HYPOTHESES 

Locus of Control and Selfcare 

139 

In this present study 40% 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 obtained low means. 
Items havinga mean of Jess 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 
~~lated 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 ILC 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. Persons 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 blame 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 oeen 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 
Conc ept woul d 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 2= 3.502, df=1, p=.07) a positive rela tionship 
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 ~ay be that they do not perceive blame 
for illness unicausally. 

Selfcare and Self-related Blame for illness 

Because health behaviours which relate 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-rela ted blame for illness. 

Summary 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 MiniQ 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 report 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). 
Where ILC and health behavi our 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 Wallston 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 practic·e 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 t hey 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 asses s the value 
placed on health, relative to other values, but one quest­
ion ( Q.9) asked, "How desirable is first-rate heal th 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 'neither 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 sugges ted tha t if good health is perceived to be 'very 

desirable ' it is likely that health will be valued highly 
relative to other values and t hat t h is being the case the 
value on health has contributed to the association which 
was found between locus of control and selfcare scores. 

Resnondent profi l es 

Selfcare 

The person in the present study who scores high on selfcare 
blames illness on to self-related causes and is categorised 
as ILC. (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 health 
in order to avoid the distress of being ill. 
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Locus of Control 

The person who is ca tegorised 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 tha~ 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 perceive s the cause of illness 
to be due to environmental factors. 

Synergic: combi national 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 ELC) 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). 

MrnIQ: 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. 135 -
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 ~iniQ 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 boxe9. 

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 

Health concept 82 17.9 5.3 

Locus of control 85 7.6 2.3 

Selfcare 86 7.8 1.8 

* 7 : greater than, or equal to 
~ : less than, or equal to 

MiniQ Scoring Guide 

1t" 

Range 
High ~w 

7 21 ~ 15 

7 9 ~ 6 

7 9 ~ 7 

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. 

(ii) 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., ELC) 
on locus of control. The arrow from ' avoid distress• 
to ELC indicates this addition. 

(iii)Because the continuous variables Selfcare and Locus of 
control are positively correlated it i s 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 indica tes this addition. 

(iv) The continuous variable Health conc ept 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 Hea lth concept also. The 

arrow from Want Hea lth (avoid distress) to low Health 
Concept indica t e s this addition. 

The Discrepancy variable (i.e., being satisfied/dissatisfied 
with one's own health) is not inc l uded as a que s tion in the 
MiniQ but is retained in the form for its predictive inter­
est. 

Reference to Figure 6 - 2, p . 151, shows that 

(i) the person who chooses •avoid distress' for Want Health 
is likely to score low on Health concept, Selfcare, 
and Locus of control (i.e., be ELC), and may be some­
one with poor health; 

(ii) 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. 
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The Health Grid 

Having established these associa tions 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 interpreta tion of a 
completed scoring guide. In this particular case the resp­
ondent chose •to avoid distress' as the reas on that people 
want health. As predicted he scored as KLC 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 r a ted his 
health as good but was not satisfied with it. Although t he 
respondent chose as the reason people want health the option 
'avoid distress' he cho se 'ability to work' in describing 
health. Thus the Want Health/Describe Health options va ried -
the respondent was non-coincident. His Loca tion 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. 
Figure 6 - 4, are reproduced 
Grid shown as Figure 6 - 5, 

These results, set out on 
as a profile on the Health 

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' 
ontion 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 choos.e the 'fun' option for both the 
Want Health a nd the Describe Health variables. The Health 
Grid also illustrates the concept of •readiness' for a 

selfcare approa ch to personal health care. 
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USE OF THE MINIQ AND HEALTH GRID 

IN NURSING PRACTICE 
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Quizzes ostensibly 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 

quiz 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 required. 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 implica tion 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.1365). 

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 heaJ th concern. 
Scores on the variab)es Environment, Locus 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 
(Wallston 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. 



The contribution of nursing care to advancement 
of client selfcare on the basis of orientation 

on Locus of Control 

159 

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) - cf. p.69 of this present study - or by reinforc­
ing those inde pendent 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 op~ortunity client­
actioned selfcare behaviours be taught and reinforced as 
they recur. Once the cycle of increased internality -4 
greater selfcare agency~ increased sense of competency 
--4- 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 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 ~iniQ 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 unquestiona}ly 
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 (seep. 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 AN D C O N C L U S I O N 

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 initia t ed 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 associa ted Health Grid used in this 
study illustr~te 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), a 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 ca t egories (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 interpreta~ion of the 
results and for the tailoring of selfcare guidance to 
the individual client's requirements. 
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APPENDIX A 

HEALTH QUESTIONNAIRE 



HEALTH 

~UESTI ONNAIRE 

MASSEY 

U' N .I V E R S I T Y 

N U R S I N G S T U D I E S U N I T 1980 



It is .most important that you respond to 

ALL questions, 

I 1 AGE Under I 20-341 35-49 I 50-64 I 65 and I 20 over 

2 SEX I Male I Female I 
3 MARITAL 

STATUS Never Married Widowed , or 
Married or Divorced, or 

De Facto Separated,or 
Solo Parent 

Tick ONB box only 

4 OCCUPATION 

Please enter here 
and include a brief des-
cription of your work, 

5 In your opinion what is the MAIN reason why people want good health ? 

To be able For the To avoid the 
to work&: exhilaration distress of 
look after and being ill 
themselves opportunity 

it affords 

Tick ONE box only 

6 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 
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2. 

The following is a list of pairs of words, (eg, Following .•.•• Leading). 

These are words which might be applied to "HEALTH" 

For each pair put a tick (t/) 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 -

Easy 1 _ 1· i_ 1 _ 1 _ 1 _ 1 _ 1 _ 1 Hard 

Record your first reaction regardless of how unrelated the word HEAm'H and 

the other words appear. There are no right or wrong answers. Work fast. 

Do not struggle over particular items. 

HEALTH is: 

Following 1 1 1 1 1 1 1 1 Leading 

Pleasurable 1 1 1 1 1 1 1 1 Painful 

Passive 1 - 1 - 1 1 _,1_1_1_1 Active 
( -

Open 1 1 1 1 1 1 1 .... 1 Closed 

Colourful 1 1 1 1 1 1 1 1 Colourless 

Good 1 1 1 1 1 1 1 1 Bad 

Small 1 - 1 1 1 1 1 _ 1 .,_ 1 Large - - - -
Beautiful 1 1 1 1 1 1 1 1 Ugly 

Cowardly 1 1 1 1 1 1 1 1 Brave 

Hot 1 1 1 1 1 1 1 1 Cold 

Calm 1 1 1 1 1 1 1 1 Excitable 

Boring 1 1 1 1 1 1 1 1 Interesting 

Strong 1 1 1 1 1 1 1 1 Weak 
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8 How do you rate your own health? 

Excl.\llent Very Good Fair to Fair Poor Ver:, 
Good Middling Poor 

Tick ONE box only 

9 How desirable is first-rate health for you ? 

Extremely Mo st Fairly Neither Fairly Most Extremely 
Desirable De sir- Desirable Desirable Undesir- Una.esir- Undesir-

able nor un- able able able 
de sirable 

Tick ONE box only 

• 
10 If you had each of the condi tions l i sted below, what do you think would be 

the most likely cause, or causes ? 

ENI'ER ONE OR MORE CAUSES FOR EACH CONDITION. 

A heavy chest col d 

A severe headache 

'Nervy' or depressed 

Heart racing/pounding 

A stomach upset 

11 When IJeople get the conditions listed below, do you think it is due to CHANCE 
or to FAILURE to take proper precautions? 

Tick the box which indicates your answer. CHANCE 
FAILURE to taka 
precaution 

Tuberculosis. (Tl3) 

A bad cold 

Poliomyelitis.(Infantile paralysis 

Tetanus. (Lockjaw.) 

Heart Disease 

Diphtheria 
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4 

Here is a list of possibl e r easons for illness. 

A virus or genn ( 

Something you are born with ( 

Not looking after yo=self ( 

Bad luck ( 

Jrnvironrnental Pollution ( 

Part of the body not 
working properly ( 

Modern lifestyle ( 

Feeling frustrated or depressed 
about trying to cope ( 

Not enough re st and exercise ( 

Poor living conditions ( 

Some of the above reasons 
in combination 

Firstly: Underline t he 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 i~rortance of your 
3 choices. 

(1 =.nost im1ortant,) 



5 

13 
BESIDE EACH OF THE STATEMENTS BELOW, 

Em'ER A TICK IN THE APPROPRIATE PLACE 

TO SHOW HOW MUCH YOU AGREE OR DISAGREE. 
_<z, 

.(r<z, <z,<z, 

?14, :<;. ~ .,.<u. <z,<z, ~ 
o~e• ·~,/~ 'Y <b x, ~ e:,'lf 

e;,x.. '°~ '°(j <z,>y ~o-v ~e,, "v"y 

In the long run, one gets the respect that one 
de ;:;erves 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 t hings that politicians do. 

IPeople can overcome bad luck if they try. 

!People who can ' t get others to like t hem don 't 
!Understand how t o get along with people . 

It i s usually best to hide one's mistakes , 

Events usually take thei r own course , no 
matter what you do. 

Heredity has t he major role in determining 
one ' s personality. 

With enough effort we can wipe out political 
corruption. 

iA person ' s worth often passes unnoticed, no 
~tter how hard he tries . 

!This world is run by a few people in power, and 
It her e 's not much the little guy can do about it. 

!No matter how hard you try, some people just 
ldon 't like you. 

!Good healt h is mor e a matter of luck than what 
la person does atout r.is health, 

trhe average citizen can have an influence on 
government decis ion- making, 

' 
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15 

16 

6 

If you were very overweight which of the following three 'treatments ' 

would you prefer to adopt? 

Take a slimming Join 

pill before meals. Weightwatchers. 

Tick ONE box only 

Plan and follow my 

own diet and exer­

cise prtgramme. 

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 

Doctor's 

recommendation 

~ cut down 

. 1lespite the 

Doctor's 

recommendation 

continue some 

activities so favourite activit-

as to maintain ies at a reduced 

the best possible level, accepting 

condition. the risk. 

Tick ONE box only 

Cut right down 

on all activities 

so as to be really 

sa.l'e. 

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. 

Tick ONE box only 

Be given the 

opportunity to 

discuss and under­

stand the Doctor's 

orders. 
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17 Which of the following statements 

are true for you? 

TICK ONE BOX ONLY FOR EACH SPATEMENT 
Nor Nor 

TRUE TRUE SURE 

~;have consulted a Doctor or Public Health Nurse 
within the past 2 years. 

~ belong to at least one Social or Recreational 
rganization or Club. 

belon to at least one Community or Church " 'service" l½ r oup. fEg, Meals on Wheels, Rotary, Jaycees, etc.) 

7r sleep on a firm non-sag mattress. 

~ach week I spend some time doing something I enjoy. 

1)1 have belonged to a health-related group. (Eg, Keep Fit, 
Weightwatchers, Sto~ Smoking, Plunket Mothers, etc.) 

IJ':r 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.) 

V.r 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, 

v1 cook with, or eat food cooked with, iodised salt, 

7r have been to the dentist within the past 12 months. 

1/;f I cut my finger with a cut about ¼" (5mm) deep and 
" (25mm) long, I would rather treat it myself than 

go to the Doctor, 

li'!r 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, 

l;1: have asked a Chemist for advice on a health matter 
recently , 

~ have had a Medical checkup in the past year. 
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Continued. 
Nor Nor 

TRUE: TRUE SURE 
17 

yr have been ticketed for a driving, (not parking), offence. 

~ 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~ Faulty 
sewage disposal, Water fluoridation, etc. 

1/r sometimes consult Health reference books. 

[Yr like reading health-related articles. 

l1/r do not smoke tobacco. 

IYr keep a check on my weight. ( ie, weigh myself at interval s .) 

Iii'! keep my weight in check. (ie, r keep within the limits 
recommended for my height and build.) 

Indicate by a tick in the 
MO&r SOME 18 appropriate box the extent i!LWAYS TIMES TIMES SELDOM NEVER 

to which this applies for you. 

I•• a driver or fr=t seat passen.,.r 
I use the seat belt when travelling. 

l)I I brush my teeth after meals/snacks. 

l1 I get as much sleep as I need. 

y I eat too much. 

1 I drink too much alcohol. 

1/ J eat a ~alanced diet which 
includes vegetables and protein. 

y r wash my hands after going to 
the toilet. 

1/ I wash 'IY hands before preparing food. 
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MOST SOME Continued 
ALWAYS TIMES TIMES SELDOM NEVER 

I i/ For short trips I walk, · jog, or 
/ cycle rather t han use a motor vehicle, 

. j A have a 15 minute walk, ( or bicycle 
/ ;ide) outside each day. 

I k/2 use the stairs in preference to I/ ~ing the lif't. 

IY I drive when I have been drinking alcohol . 

l When TV shows a health program, I w3tch it. 

PLEASE CHECK BACK TO 

SEE TBAT YOU BAVE N<Yr MISSED 

our ANSWERING ANYTHING. 

ALL ANSWERS ARE OP VALUE 

T H A N K Y O U 
************************** 



APPENDIX B 

SCORING 

CONVENTION 

For Va r i able li st a nd que stion numbers see Table 1-'2. 5p ,106. 

Variables which yielded nominal data were: Sex, rarital, 

Consumer, Want health, Describe health and Co incidence 

(i.e., variab l es 2,3,5,6,7,8). The variables Age, SES, 

Own heal th and Discre pancy (i.e., 1,4,10,11) had ordinal 

data. All the other variab l es (i.e., 9, 12-19) had inter­

val d a ta. The variab l es were scored as fol l ows. 

Major Va riab l es 

He alth conce n t 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. 
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Selfcare Questions 14-16 scored 0-2 de ~ending on the 

o n tion chosen; auestions 17-18 scored 0 -3. (See Ap~endix 

C, scoring guide.) For question 17, attitude and universal 

selfcare responses scored 1 and beha vioural re snonses scored 

3. In one cas e (17s) where the attitude was about engag­

ing in a political selfcare behaviour the score was 2 . For 

question 18 a score of 2 or 1 was possible for each item. 

For the nurnoses of factor analysis all the 39 items which 

made up the selfcare variable were scored as 0-1-2 because 

a factor analysis re quires that all items in one variable 

h a ve the samerraximum value. 

Locus of Control Of the 14 items which mad e u p this var­

iab l e items numbered 6 and 8 were not scored because they 

were fil l er items. Possible scores on the other 12 items 

were 1-5 with 3 (the centre of the scale ind i ca ting 'neith ­

er') being omitted from the calcul a tions . Scores were 

reversed on items 3,7,10,12,13. The higher the s core the 

mo re 'internal' was locus of contro l . 

Location of blame for illness . 

(i) Inout The score was constructed by allocating one 

point for every phrase or word which expressed an 

idea either 0£ a nersonal (self-related) source or 

cause of illness, or of an environmental source or 

cause, or of personal and environmental causes in 

interaction. (See Ap pendix E.) One point was also 

allocated for 'dont know' or omitted responses. The 

percentage of personal responses to the total resnonse 

score was used as the score for the variable, Inout. 



APPENDIX B (cont'd) 

(The percentage of interactional res oonses furnishes 

a nart of the score for the variable, Synergic. Both 

the Inout and the Synergi c 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. 

(ii) Self This was a composite score for self-related 

location of blame for illness. The variable, Self, 

made use of the Inout score of auestion 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 question 12. Of the 11 options provided, 

five related to the self, five to the environment and 

one to interaction al factors. (S ee Appendix C, Quest­

ion 12.) Three options were chosen and ranked, 

1 sc ores being allocated as follows: 

1 • It was not until the data analysis had been completed 
that it was realized that the rank-scoring co nvention 
for the varia b l es 'Self', 'Synergic' and 'Environment' 
could have been improved to give a more even coverage 
of scores from 100 to 10. See Ap nendix F. 
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Number Type Ranks Score 
of of of 

option s options options 

3 1 , 2, 3 100 
Self-

2 1 , 2 90 
related 

2 1 , 3 80 
(i.e, 

2 personal 2,3 70 

1 or p. ) 1 30 

1 2 20 

1 3 10 

(iii) Synergic If the one interactional-cause option 

was chosen in auestion 12 it was given a score of 
1 • 

30 for rank 1, 20 for 2 and 10 for rank 3 . The 

final synergic score was constructed thus: Take 

the interactional score from the Inout variable, 

(see above), multiply by 4 , add the intera ctional 

score of auestion 12 and divide by 10 . 

(iv) Environment The 'environmental' options of quest-
1. 

ion 12 were scored in the same way as were the 

self-related options (see above Tab l e.) 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, urevious page. 
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Sunplementary Variables 

Health 

Want Health 

Describe Health 

Coincidence 

) 
One of the three options from 'Fun', 

'Work', 'Avoid distres s ' was recorded. 

If the same ca tegory of option was 

chosen for both que s tions, 5 and 6, the respondent was 

coded 'coincident'. A res nondent could be coincident for 

'Fun', ' Work' or 'Avoid distress'. If the options chosen 

d id not be l ong in the same category the r espondent was 

coded as 'non-coincident.' 

Own health was s core d over a range from excel l ent to po or. 

Sa l ie nce The desirability of first rate health was scored 

over a r a n ge from 'extre mely de sirabl e' to 'extre mely 

un de sirab l e'. 

Di s cre nancy Th e discre ~ancy b etween exnerienced a nd de sir­

ed h eal th was as s essed as follows: Both aues ti ons 8 a nd 

9 were scored from 1-7 with 7 being at the mo s t positive 

end of the scale (i.e., exce e d i ngly desirable for question 

9 a nd excel l ent for question 8). The discrepancy between 

these two scores nrovided the discrepancy index within 

wh ich 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'. 



APPENDIX B (cont'd) 

Descrintion of resnondent 

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 I~ving (1976) indexes for the 

New Zealand female and male labour forces, resuectively. 

Consumer Th ose who had consulted a health professional 

within the nrevious two years were coded as 'c onsumer' and 

those who had not, as 'non consumer'. 

Prevent Perception of nersonal responsibility in the 

o revention of semi-preventable illnesses was scored by 

giving one noint for every citation of 'failure' (rather 

than 'chance'). The maximum score was 6. 



APPENDIX G 

QUESTIONNAIRE SCORING 

CODE 



HEALTH 

G1 U EST I O N"N A IRE 

MASSEY 

U' N ) V E R S I T Y 

N U R S I N G S T U D I E S U N I T 1980 



1 

2 

3 

4 

5 

6 

5/b 

It is most important that you respond to 

ALL questions , 

I 20-34 1 I I f 
AGE 

Under I 35-49 50-64 65 and 
20 over 

·7 "l ~ 'I- ') .. "'v 

SEX 

l I Female 

' 
Male 

L, L 
MARIT.A:L 
STATUS Never Married Widowed, or 

Married or Divorced, or 
De Facto Separated,or - Solo Parent 

Tick ONE box only 
C ' ... 

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? 

In your 

r 
~ 

To be able For the To avoid the 
to work &: exhilaration distress of 
look after a.nd being ill 
themselves opportunity 

it affords , 

~ I I 

' 
Tick ONE box only 

opini~ w)licl\_of these three st'91~ments BEST describes 

_\!: - - (5) - Q)J 
L-Having a 

f eeling of 
real 

wellbeing 

Tick 

0 

Not havi.Ifg 
anything 

wrong with 
you 

ONE 

1 
r 
'-' 

box only 

Feeling 
'balanced ' 
enough to 
work and 
do things. 

·) -

what Health is, 

Non co 1c.. ,de,1r 

C{. In ( 1d'<.J1f f = lA)c.'/.:.
1 

2 = /-1,1,1
1 

3= f}-ucdD,strr5.j 
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2 

The following is a li st of pai rs of words, (eg , Following ....• Leading) o 

These are words which might be applied to "HEALTH" 

For each pair put a tick (./) in one of t he spaces on the scale to show how 
close one word of the pair comes in describing Health. 

A tick placed in the middle of t he scale indicates t hat neither word in that 
pair is applicable in describ i ng Healt h. A word that is 'spot on' for 
describing Health will have a t i ck put r i ght beside that word - ie, at one 
end of the scale. 

For example; Say the word to be descri bed was Arithmetic, and the pair of 
words provided was Easy ••••• Hard. If you thought Arithmetic 
was fairly easy you would put your tick here -

Easy 1 _ 1 ·-/. 1 _ 1 _ 1 _ 1 _ 1 _ 1 Hard 

Record your first r eaction regardless of how unrel ated the word HEALTH and 

the other words appear. There are no right or wrong answers. Work fast. 

Do not struggle over particular items. 

Following 

Pleasurable 

Passive 

Open 

HE A L T H is: 

1 i 1 ] 1 ! 1 1 ~ 1 ~ 1 ! 1 

1 ~ 1 ~ 1 ,:?1_1 } 1 1 1 .:. 1 

1 / l 21 3 1 l S-1 t: l 7 l ,- - - _ , - - -
1 7 1 C 1 S 1 1 3 1 .'. 1 1 1 -------

Leading 

Painful 

Active 

Closed 

Colourful 1 :: l i l ;: l 
-;, J 

l ~ l = l ! l Colourless 

Good 

Small 

Beautiful 

Cowardly 

Hot 

Calm 

Bori ng 

Strong 

1 7 1 t: 1 ..:- 1 1 3 1 .2. 1 / 1 -------
1 I 1 2. 1 3 1 1 5 1 6 1 7 1 ------~ 
1 7 l b l 5 1 1 s 1 ,::... 1 / 1 -------
1 I 1 2-1 ~ 1 1 .s-1 ~ 1 7 1 -------
l 7 l C 1 5'1 1 S 1 ~ 1 / l -------

, /°? ~t-7 
1 1 - 1 ---=> 1 1 ..J 1 o l l -------
1 ( l -2..1 3 l 1 ::_,-l b l 7 l -------
1 7 1 ~ l ':;i:' l 1 3 1 ~ 1 / 1 -------

Bad 

Large 

Ugly 

Brave 

Cold 

Excitable 

Interesting 

Weak 
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_,' 
?::(f 

9 

10 

11 

3 

How do you rate your own health? 

ExceJ.lent Very Good Fair to Fair Poor Very 
Good Middling Poor 

I 
/ .. :.;, (. 

Tick ONE box only 

,( /;_~/)~,, .... ->(, I. t .) 'f I 
1';' > r..: :-~,,. -

How desirable is first-rate health for you? 

Extremely Mo st Fairly Neither Fairly Most Extremely 
Desirable De s ir- De sirable Desirable Unde si~ Unclesi~ Undesir-

able nor un- able able able 
desir ab le 

/ I (:. 7 .J 

Tick ONE box only 

' If you had each of the conditions listed below, what do you think would be 

the most likely cause, or causes? 

ENI'ER ONE OR MORE CAUSES FOR EACR CONDITION, 

A heavy chest cold 

A severe headache 

'Nervy' or depressed 

Heart racing/pounding 

A stomach upset 

When ~eople get the conditions listed below, 
or to FAILURE to take proper precautions? 

Tick the box which indicates your answer. 

Tuberculosis. (TB) 

A bad cold 

Poliomyelitis.(Infantile paralysis 

Tetanus. (Lockjaw,) 

Heart Disease 

Diphtheria 

do you think it is 

CHANCE 

due to CHANCE 

FAILURE to taks 
precaution 

Cuu. 7f 1 fv ,.- f 
ec?ch he k. 
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f 

£ 

E 

p . 

E 

f 

p 

E 

S,,1 

4 

Here is a list of pos cible r easons for i llness . 

A v irus or germ 

Something you are born with 

Not looking .aft er yourself 

Bad luck 

llnvironment al Pollution 

Part of the body not 
working properly 

Ifodern lifest yle 

Feeling frustrated or depre ssed 
about trying to cope 

Not enough rest and exercise 

Poor l iving condit i ons 

Some of the above reasons 
i n combination 

Firstly: Underline t he 3 which 
in your opinion are the 
most important r easons . 

Secondly: For the three you have 
underlined, put a 
number, (1 , 2 or3) , in 
the bracke t provided 
to indicate the order 
of i ~rorta nce of your 
3 choices . 

(1 =most im;·ortant. ) 
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13 BESIDE EACH OF THE STATEMENTS BELOW, 

ENI'ER A TICK IN THE APPROPRIATE PLACE 

TO SHO'.'I HOW MUCH YOU AGREE OR DISAGREE, 

_q, 
(jq, q,'l, 

-;-.,4> ~ ~ 'l, 'l,~ 

~ :S, · "' 'l, ~ 
0~ ••• . 4 ,., ~ 'Y ,z,,,., Qy C:,((J, 

0"" ~(j ~(j ~,z,",, ~o-v ~"" ~",, 

In the long run, one gets the respect that one c:;- I ~ I 
de ~erves in this world , 

If you work at it you can stay in good health. - ) 
,j 

It is difficult for people t o have much control 
' over the t hings that politi cians do, .., 

!People - I can over come bad luck if they try. ") ) 

People who can ' t get others to like them don ' t l. . understand how to get along with reople . 

It is usually best to hide one ' s mistakes , 

Events usually t ake t heir own course , no I ., 
~ !matter what you do. 

Heredity has the major 
one ' s personality. 

r ole in determining 

lwit h enough effort . 
,f we can wipe out political . 

J ~ 

corruption, 

~ person ' s wort h often passes unnoticed, no I } f bllatter how hard he tries , 

~his wor ld i s run by a f ew people in power , and I I 4- '· -there ' s not much the lit t l e guy can do about it. 

~o mat ter how hard you try, some people j ust I -; q r 
kion ' t like you. - -.J 

Good healt h is more a mat ter of luck than what 
a pers on does arQut Lis healt h. 

I 2- 4- C 
~ 

~he average citizen have influence on - 4- 2.. can an ') I government decision- making. 
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15 

16 

6 

If you were very overweight which of t he following three 'treatments' 

would you prefer to adopt? 

Take a slimming Join 

pill before meals. Weightwatchers. 

0 i 
Tick ONE box only 

Plan and f ollow my 

own diet and exer­

cise programme. 

z 

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 

Doctor's 

r ecommendation 

ant\ cut down 

activities so 

as to maintain 

the best possible 

condition. 

I 

De spite the 

Doctor's 

recommendation 

continue some 

favourite activit­

ies at a reduced 

level, accepting 

the risk. 

2-

Tick ONE box only 

Cut right down 

on all activities 

so as to be r eally 

sate. 

u 

If you were ill, how much 1 say 1 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. 

2 0 I 
Tick ONE box only 
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7 

Which of the following statements 

are true for you? 

TICK ONE BOX ONLY FOR EACH Sl'ATEMENT 

I a/4 have consulted a Doctor or Public Health Nurse 
V ~ithin the past 2 years. 

i 
0
/r belong to at least one Social or Recreational 

/ organization or Club. 

cfi_ belon~ to at least one Community or Church " 'service" 
/ Group. (Eg, Meals on Wheels, Rotary, Jaycees, etc.) 

/I sleep on a firm non- sag mattress. 

~ach week I spend some time doing somethi ng I enjoy. 

l~/2: have belonged to a health-related group. (Eg, Keep Fit, 
V Weightwatchers, Sto~ Smoking, Plunket Mothers , etc.) 

:g/I have made a change in my l i fe st yle i n 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.) 

; h/r have been immunized for at least 2 of the following: 
V Tetanus(Lockjaw), Diphtheria, Whooping Cough, Measles, 

Smallpox, Poliomyelitis. 

~/r have taken a cold vaccine or been immunized for 'Flu 
,/ in the past 3 months. 

J/2: / cook with, or eat food cooked with, iodised salt. 

71 have been to the dentist within the past 12 months . 

.L flf I cut my finger with a cut about ¼" ( 5mm) deep and 
/ 1" (25mm) long, I would rather treat it myself than 

go to the Doctor. 

mfrf I had a bad back I would be just as likely to go to 
/; Chiropractor as to a Doctor. 

n/rf my Doctor disapproved of Chiropractors I would still 
/ go to one if I wanted to. 

1°/2 have asked a Chemist for advice on a health matter 
V ~ecently. 

~ have had a Medical checkup in the past year. 

NOT NOT 
TRUE TRUE SURE 

C, 

I 

I 

J 

I 

) -
.. 

) 

I 

? 

I 

I 

I 

I 
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-

Continued. 
NCJI' NCJI' 

TRUC TRUE SURS 
17 

yr have been ticketed for a dr iving, (not parking), offence. I 

~ tend to get involved in Pressure Group/Pol itical 
activity where Health matters are concerned. 3 
~ would want to attend a local meet ing arranged to 2 discuss some important health matter. (Eg~ Faulty 

sewage disposal , Water fluoridat ion , etc . 

yr sometimes consult Healt h r e ference books. i 
[Yr like reading health-related articles . I 

l1/r do not smoke tobacco . ~ 

Yr keep a check on my weight. (ie, weigh myself at int erval s ,) J 

[i,/,r keep my weight in check. (ie , I keep within the limits 
3 recormnended for my height and bui ld,) 

Indicate by a tick in the 
MOSI' SOME 18 appropriate box the extent ~LWAYS TIMES TIMES SELDOM NEVER 

t o which this applies for you. 

(A, a dxiv,r or front ,,at p,,,.,,..,r -7 I ._ 
I use the seat belt when travelling. 

l>' I brush my teeth after meals/snacks. 7 I -
v' I get as much sleep as I need. 7 I -
l1/ I eat too much. I 2-

1 I drink too much alcohol. i 2-

1/ J eat a ~alanced diet whic~ ·, I 
includes vegetables and protein. -

v' I wash my hands after going to ? I 
the toilet. -

1/ I wash my hands before preparing food. ') j -
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9 

Continued ALWAYS 

I i / For short trips I walk, · jog, or 
V cycle rather than use a motor vehicle, 

j h have a 15 minute walk, (or bicycle 
/ ;ide) outside each day. 

k/2 use the s t a irs in preference to 
/ ~ing the lift . 

[YI drive when I have been drinking alcohol . 

1 When TV shows a health program, I w~tch i t. 

PLEASE CHECK BACK TO 

-
-

--
-; -

-

SEE THAT YOU HAVE NOi' MISSED 

our ANSV.'S:RING ANYTHING. 

ALL ANSWERS ARE OF VALUE 

T H A N K Y O U 
************************** 

MOST SOME 
TIMES TIMES SELDOM NEVER 

I 

I 

i 
I 



APPENDIX D ( i) 

COVERING LETTER 

YoWt name. ha1.i be.en M . .te.c;te.c!. in o. 11.andom .oat:1p.le. 06 Alao1.>e.y .6.ta.uu. 
I am wrvi.,t,i.ng to invde. you ;to pcvd,i.upcde. in a 1.>tudy a.bout heaLt.h. 

whlc.h I am undeJL-tak,i_ng a.6 pa.11.t 06 my AIM.:teJtate. the..6i.6 in NUMing 

Smd.i.e..6 . I n. 011.dv1. to c.o nduc.t my 1.>tudy I ne.e.d ,the. unique. 

c.on.ttubution that you. c.cm ma.ke. . En.cl.01.>e.cl i.6 a Que..6.ti.onnr,uJte 

wtuc.h I would be. m0.6t f;,'tcde.nu.l :to have. ljOU. ,&i.l.l in. 1:t may be. 

11.e,tuJtne.d in :the. e.nc.1.0.6 e.d envelope. via. :the. ii'!XVtn.a.l mcul. 16 
you ane. quite. unable. at :thi.6 time. :to c.omple.te. :the. Qu.e..6:U.onna.-<.11.e. 

would you p.le.a1.ie. 11.e.twm il :to me., anyi1.lay. Howe.veJt, I do hope. you 

w,i,U Dill d i n cv.i youJL help in. :thi.6 mcdteJt i.6 veJty impoMan:t 6011. 

t.h e. .6 :tu.dl} • Th. e. e.cv-..1.y 11.Ullll.n o {i t.he. Q_ u. e..6 tio nMilt e. 1/Jil,l be. muc.h 

a.pp11.e.uate.d . 

With t.hank.6 in anticJ.pa,t,i.on, 

Euzabe.th Ne.va;t;t , 

MM t.eJtate. .6tude.n:t, 

NU11.,6fng St.udle..6 Una. 



Dear 

APPENDIX D (ii) 

RE~INTIER LETTER 

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 ffiail, pl e ase overlook 

this reminder and acce pt my a ppreciation of your h e lp.) 

So far there has been nearly a 70% response 

wh ich is very encourag ing. However I am hoping for a 

100% resnonse rate ! If you would now complete the 

oues tionnaire 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. 
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APPENDIX :E 

RESPONSES TO 

QUESTION 1 O. 

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 ~hysical 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-rela ted whereas "eating j unk food" and"being frightened" 

are classified as self-related . If the res Donse attributes 

t he blame for illness to an interaction of causes it is 

clas s ed as multicausal. 

Res ponses repeated in subsequent sections of the auestion 

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 condi tions 



APPENDIX E (cont'd) 

(tem~erature and climate), room not ventilated, unhealthy 

atmos~here, got wet, overworked. 

Multicausal 

Not enough warm clothes on a wet or cold day, caught in rain 

when jogging , caught infection when run down. 

Severe headache 

Self-related (personal) 

Migraine, sinus, tension, worry, nerves, anxiety, de nression, 

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 read ing, not wearing 

glasses. 

Non self-related (environmental ) 

Poor lighting, close work, room too hot, stress, loud noise, 

bright light, (other people 's) ciga rette smoke, environment­

al condi tions~ 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, sniritual 

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 disposition, not getting enough social 

contact. 

Non self-related (environmental ) 

Circumstances, bad news, marital problems , money matters, 

social problems , work problems, chemical circumstances, 

physical circumstances, social pressure, exams, upsetting 

situations, pressures (work or home), continuous strain, 

atmospheric nressure, u psets, things not going well, your 

questionnaire, bereavement, l a ck of understanding from 

associates, im~ending confrontation. 

Multicausal 

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, ~eing lati forgot an apuointrnent, state of mind, 

exhaustion, too many cigarettes, overuse of broncho­

dilator, exnectation 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. 

Mu1ticausal 

Exercise when unfit. 

Stomach upset 

Self-related (personal) 

Too much booze/rich food,too much wrong food, not eating 



APPENDIX E (cont .' d) 

nroperly, worry, 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, tra~ell­

ing long distance, acidy food, nrecooked food, chance. 



APPENDIX F 

IMPROVED SCORING FORr,'!.AT FOR RANKS 

* Location of attributed blame for illness: 3 variables 

Self-related I Non self~related Multicausal 
SELF ENVIRONMENT SYNERGIC 

Rank Score Rank Score Rank Score 

1, 2, 3 100 1, 2, 3 100 

1 , 2 90 1,2 90 

1 ' 3 80 1 , 3 80 

2,3 70 2,3 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 90 

2,3 70 1 90 

1 ' 3 80 2 80 

1 , 2 90 3 70 

2,3 70 1 90 

1 ' 3 80 2 80 

1,2 90 3 70 

* 
Question 12 in Questionnaire 



APPENDIX G (i) 

QUESTIONNAIRE INTERVAL DATA FILE 

Column identifiers: 

1. Health 

2. Inout 

3. Synergic 

4. Self 

*' 

5. Environment 9. Selfca re(Q14-17) 

6. Locus of control 

7. Selfcare 10. Selfcare(Q.18) 

8. Selfcare(Q14- 1 6) 

Subject* Column 
code identifiers number, _________________ _ 

1 2 3 '+ 5 6 7 8 9 10 

:L :[ 1) 

1 :~(_) 
.l j·'.) 

1 ·lO 

.L ,:> 0 
l /1.) 

l i:J {) 
l S.>O 
::.::oo 
'.~ l .:) 
220 
'") -·· -. ,_..:.,\J 

240 
250 
260 
270 
280 
290 
300 
310 
320 
330 
340 
350 
360 
3?0 
380 
390 
400 
410 

i).61 1)(;. C•() 2·/'.' 

':.) •:.) ~5 --~ (_) .:) :I. >' 

; 1 ~J ,:J ~5 0 3 .I. ') 
5 ..3 •.i ·_:.:-· ',' 1 ) L '._._j 

6.3 j3 ,)I. "!..') 
44 '..)7 GD 24 
81 40 1) :I. l / 
6 2 25 02 .lJ 
65 50 1.0 :=:~ 
60 3(3 02 '"l' ) 

"77 "7 13 04 26 
47 60 02 1.,S 
74 65 00 :1.7 
52 6r; 02 24 
20 83 00 25 
68 }:'5 1), :20 
J? ff3 ()rJ '.~!'..:i 
49 60 00 24 
61 }3 ()J 1.8 
:54 6 7 ,:)r) :.~:.::i 
45 BO 00 27 
:52 SfJ •'.)3 :20 
69 ,:; ? 1)0 :2.-s 

420 72 63 0 0 23 
430 45 64 03 17 
440 I 42 ;s oo 10 
450 57 83 00 ~8 

'·/ ,.a -:.'.J (, !. ·7 

. : ::; l ·7 -..J 1 () 
·l l tO ,!; JI. 

/ ·' ,_:· . .... 

l? ·)<l 

1.) . _,,_ ., JO 

,') -1 :l ,'l-() 

;2 3 1 33 
I:;° .. _,. "1 . ....,, ( 
._) ~).:.. .. )i.i 

4 :~3 jj 
3 29 3:l 
3 ~!~.:i 29 
3 :~2 T.:i 
J i:i B :. i '1 
,:2 1. 7 :~/\ 
"i! 4() J i. 
~) :.u ··\·~) 

·:_i ~ '{ l 
'") ,14 3 ~, 

L .I/; ·l-3 
3 j() ::-1;3 
? U3 3/, 
i ' ") .. • ..... .... > . .-_ .·~, .. ) •.,..' 

-4 :·~1. !:) 

.,-., i I 

.,i ) 15 I -·, 

1 :~ .L q 

··1 ~~ 1.-~r .J .·:; 

'.5 2 ,i i.,, 
-') I q 

'i '")D 1 ., 
J ::_>3 1 0 

6 ?4 ? 
4 :~4 ? 
:-:s :~o ') 
1::- , .. , ('.') 
.. ) "·· \ } / 

··r '") I. . ) ,'. '·-' ,··, 

·'l -~-~. 
.q 2·.:~· 

C . 

•• I 

,:·· 
,.I 

4 ·-,n I:-,: 

1::; ·_·,::;, :1··; 
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(cont'd ..• 
With the exception of the early entries the order 
of subjects is not the same from one da ta file to 
another. 



APPENDIX ~ (i) cont'd. 

Subject Column identifier 
code 
number 1 2 3 4 5 6 7 8 9 10 
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APPENDIX C (ii) 

QUESTIONNAIRE CROSSTABULATION DATA FILE 

Column identifiers 

1. Age 11. Salience 

2. Sex 12. Inout 

3. Marital (MAR) 13. Prevent (CHFAIL) 

4. SES 14. Synergic (SYN) 

5. ~ant health (WANTH) 15. Self ( GCAUSE) 

6. Describe health (DESH) 16. Environment (EXT) 

7. Coincidence (COCID) 17. Locus of control 

8. Health concept (HSTR) 18. Consumer 

9. Own health (OWNH) 19. Self care 

10. Discrepancy (DISCY) 

1...'r~RIABLE LIST 

(Labels) 

VALUE LABELS 

MISSING VALUES 

AGE,SEX,MAR, SES ,WANTH,DE SH, 
HCOC r D, HSTI~, OWNH Y 

HDI SCY, :3AL ILNCE Y INOLJT Y Cl IF 1~ I L , 
SYN, GCAUSE, EXT, I...O C U '..:; , 
CONSUMER,SELFCARE 

AGE (1)19 AND UND (2)20-3 4 (3)35-49 
rn 50-··64 < 5) 65 AND CJVEFU 
SEX < 0 ) MA L E < l ) FEM/ MA I~ ( 0 ) NEV 
(l)MAR (2>BEREFT/ SES (l)TOP <2 >UPR 
(3)UM (4)M (5)LM (6)L/ 
WANTH (O)WORK <l>FUN (2)XD/ --DESH (O)FUN (l)XD <2)WORK/ 
HCOCI D < 0 > NON < 1) CO WORK < 2) COWELL < 3 > COXD/ 
HSTR (0)0-48 (1)49-65 (2)66-100/ 
~ (1)EX (2)VG (3)G (4)F-M (5)F/ 
SALIENCE (1)1 (2)2 <3)3/ 
HDISCY (O)REV-NIL (1)1 (2)2-3/ 
INOUT (0)0-54 (1)55-73 (2)74-100/ 
CHFAIL (0)0- 3 (1)4 (2>5-6/ 
SYN <O>O (1)1 (2)2-30/ 
GCAUSE (0)0-19 (1)20-22 (2)23-30/ 

~T C0>0-1 (1)2-3 (2)4-7/ 
LOCUS <0>0-27 (1)28-35 (2)36-50/ 

CONSUMER <O>NO (1)CON/ 
SELFCARE ~ <O>l-31 (1)32-35 (2)36-50 

WANTH(3)/DESH(3)/HCOCID(4)/ 
HSTR<7)/INOUT(5)/SYNC7)/ 
GCAUSE(5)/EXTC8)/SELFCARE(5) 



APPENDIX G (ii) cont'd. 

QUESTIONNAIRE CROSSTABULATION DATA FILE 

Column 
identifier 

Subject 123456789 12 15 16 
code 
number 10 

1
13 16 19 

11 14 17 
110 3013220020200210110 
120 3024021221110012010 
130 3014110110210020210 
140 4113102221100011212 
150 4023000221120111212 
160 4113000221121021211 
170 2103200132102200111 
180 2113102210112201112 
190 :2103021231220020112 
200 3114000220220201212 
210 3113102121100002212 
220 4002000221202020212 
2 30 1 3113120110101101102 
240 i3114000020211220210 
250 i4023021221100101002 
260 21131021211°01202111 
270 20032001 20201210200 
2 80 
290 
300 
310 
320 
330 
340 
350 
360 
370 
380 
390 
400 
410 
420 
430 
440 
450 
460 
470 
480 
490 
500 
510 
520 
530 

21032002211~1210212 
1104010221121221111 
3113000020212202112 
2013000220211002011 
20132001202~2221100 
4113102021120021010 
1103102231220111011 

I 

3113200031 ~22021211 
2114021130310021001 
1103021131211201200 
2113000120210021211 

I 

4016102010122020012 
31230101322Q1211211 
21230002101~ 1020212 
30141202211:12021-1 H :-
2003102020jl2201012 
3013010031122002010 

I 

40160001202~0020212 
4012213741350758010 
210310212oj12101212 
2103213021110202000 
3114102121312102112 
2113213020311220111 
3113000131212201211 
3114102131~10101012 
2003021232t21111211 

Column 
identifier 

Subject ~23456789 12 15 18 
code 
number 10 13 16 19 

11 1 14 17 
540 1 2103102131i22120212 
550 2013102231222211112 
560 3003120142120012110 
570 12013102221111101210 
580 1110302 1232111002112 
590 2003000121110012210 
600 1103220130310220212 
610 3012213020202002110 
620 2113021121101010112 
630 4026220241311021110 
640 3104000120201021111 
650 3012102220211212212 
660 3112110110201002112 
670 3113102020210101010 
680 2003000141312020000 
690 4013021231222220110 
700 4013102221121111110 
710 2103010032121202010 I 
720 4016000230311021211 
730 3013120231211021212 
740 2112000121122211210 
750 3012000020202002112 
760 2116000030310202010 
770 4113021020221201110 
780 2112000031222210212 
790 3013010220201002212 
800 3013220032120021111 
810 4013021021122220011 
820 3113000742251051210 
830 2003220252312220110 
840 3113102221101201011 
850 4113010121112000112 
860 1103110230310021112 
870 12104102142100002110 
880 2123334120200220012 
890 2103010121101220212 
900 3012102231200011210 
910 1103021021112201011 
920 2013120030300201212 
930 4015102221120002110 
940 , 3114200042252250210 
950 2003031121101220112 
960 ' 2104102021~20002012 

I 



Column identifiers 

APPENDIX G (iii) 

FACTOR ANALYSIS DATA FILE 

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 
code I Columns 1-13 Columns 14-25 
number 

110 2660663750500 441442021254 
12 0 6766770760677 201122121121 
130 0770770700667 545400424244 
140 5777776763167 424454424224 . 
150 0777777773777 45245 22 42244 
160 0777777777111 452442224254 
170 0773770360037 154020014254 
180 5666677760766 044402044250 
190 5777775657665 452402440144 
200 6677775770277 442444242244 
210 6675070700357 414024225255 
220 0777677775177 454454422454 
230 3670677760076 0420222 42442 
240 0630575606676 424204040440 
250 0660570600266 444044044044 
260 5776677777177 004422422250 
270 0776770700777 022244422244 
280 5766570750377 441444222254 
290 5667676705076 440444444054 
300 7677677750567 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 (cont'd •..• 



APPENDIX G (iii) cont I d . 

FACTOR ANALYSIS DATA FILE .•.. 

Subject 

I 
code Columns 1-13 Columns 14-25 
number 

390 0670670770167 442454144042 
400 2707671700107 042442201041 
410 0500070700307 044445524244 
420 6677577700077 404454444254 
430 6665776750266 142522540254 
440 7677770665 077 542410142151 
450 066 0560603355 202024024002 
460 5550570500055 022 404044 02 4 
470 06 765 07 676 266 454542 22 1151 
480 07077707002 77 555040555255 
490 066 0070600067 00400022 4204 
500 3755570600555 444004404044 
510 0600070000000 452 000000250 
520 0550060000000 440444040240 
530 5565570755355 042444424244 
540 77777777 00007 002442000402 
550 7777773775277 551142152451 
560 6760570500367 444400444244 
570 6665576556766 044004242244 
580 056 5505553177 42224 24414 21 
590 6766665666656 442442544244 
600 0766773555565 551042142242 
610 0765675750257 040505044554 
620 3777676600056 454400425244 
630 5560370600200 424044204204 
640 0777770770107 242440224442 
650 7666665566267 44:!q.a420405.i 
660 0770070770077 242002444444 
670 6666666766667 442404442044 
680 0760660650565 452444043040 
690 0650670600076 041004200040 
700 67765706 00050 242040422051 
710 7776767776715 241252121251 
720 0777777770077 442022024444 
730 0000000000000 520240022200 
740 6676560765267 545442525444 (cont'd •.• 



Subject 
code ' 
number 

750 

760 

770 
780 

790 
800 

810 
820 

830 
840 
8 50 
860 

870 
880 

890 
I 900 
I 910 I 

920 

930 

940 

\. 
950 
960 

Columns 1-13 

7777777770777 
0670670700656 
0665550500260 

076067 0500266 

0560560700065 
7075500660066 

6777677777177 
3600050500305 

5050055565335 
0000000000000 

2776777775576 
7775775750377 
2775677700266 
7665675760676 
077077 0600677 
0655670605566 

077 067 0750576 
6777776660675 
0140000000502 

0760070000267 

7777777777777 
0000000000000 

APPENDIX G (iii) cont'd 

FACTOR ANALYSIS DATA FILE ... 

Columns 14-25 

444540444244 
452444424252 
241240242252 

002200000200 

02524441225 4 

454424404254 
441444242244 
422244242202 

441 000514204 

444400424244 
441242411142 
001240110242 

402444000254 
44224100224 4 
24 4442225240 
042110140100 

252454412151 

444444440045 
040240004244 

442444541244 
441452121241 
000000000000 

(cont'd •..• 



Subject 
code 
number Q14-

16 

110 210 

120 222 

130 210 

140 222 

150 212 

160 211 

170 112 

180 112 

190 211 

200 112 

210 222 

220 222 

230 211 

240 1 1 1 

I 250 211 I 

I 260 211 
I 270 2 21 

I 28 0 121 
I 
I 

290 112 I 
I 

I 300 1 1 1 
: 310 211 ' I 
I 320 222 

330 211 

! 340 1 1 1 
I 350 122 I 

I 
360 111 I 
370 212 

380 112 

APPENDIX G (iii) cont'd 

FACTOR ANALYSIS DATA FILE ••• 

Columns 26-64 

Q17 Q18 

2222022022 0000200000220 1011112220100 

20220020202020000000200 0100101200000 

2222 0000020000000000000 1210012201100 

22222220222020000002222 2011212200201 

00220222220000200202222 1 2120222222020 

20222220200222200022222 i 2110112200101 
I 

00222220220000220202020 1 22201221c2200 

2 022 022022222022 0 022222 j 111112100022 2 

22222220222022220022222 ! 2 0 10212012220 
l 

2022222022022202 0022222 j 211011221 0220 

0022202 02 2222202 0 202022 
I I 201002221 0220 

2222222 0222000220022022 2111222210101 

2222222 02 02000020002222 0 110222222220 

2 022222 022 0 222220222222 2111122 0211 0 0 

2 0222 0202200 00020022022 212 0 1122 00021 

2C220220222220020022220 j 2220012222202 

2 022 002 022 022 02 20 020202 i 20212222 00020 

202202202 0000002 0 022220 ! 10101121211 00 

2022222002 002 002 0 222222 ! 211012222200 1 

2222222 002 0222020022020 2000122122102 

202222202 00220220022222 201012221002 1 

20220020222000220000222 ' 1 21 011 2 2111 00 

00220220220220000020222 2110111110100 

00222220220020020022020 2210002200122 

20220220222020020022222 1110121111100 

0022222022 0022020222220 2010212200020 

00220220220200020000202 · 2200212210022 

20220220220220000022222 2101011110000 

(cont'd •••• 



Subject 
code I 

number Q14-
1,,; 

390 211 

400 211 

410 1 1 1 

420 122 

430 2 12 

440 221 

450 222 

460 212 

4 70 1 1 1 

480 211 

4 90 1 1 1 

500 22 1 

510 2 12 

520 122 

530 1 1 1 

540 121 

550 2 12 

560 212 

570 1 1 1 

580 021 

590 222 

600 211 

610 221 

620 211 

630 · 222 

640 212 

650 222 

660 1 1 1 

670 211 

680 211 

690 211 

700 212 

APPENDIX C- (iii) Cont'd 

FACTOR ANALYSIS DATA FILE ••. 

Columns 26 -64 
Q17 Q18 

122222220202022000022222 0000012200200 

120220220222022020022222 2021220122222 

;2020002022 20202 200202 22 2 111 21200002 0 

120222220220020020022222 2011011000000 

002222202200022202222 20 2220122221122 

22220220020220200000022 2 210122200201 

20220220220022220020222 I 200 0221201100 

2022002222002022 0000220 i 21001122 101 0 0 
I 

1222 2 00202 002 2022020202 2 2222122212202 

b 222 0 22c222002020202220 2111222211220 
I 

!02220220000002000002202 211 02 12200020 

12 2220220220002220222220 I 2110112200120 

2222222022 20002 000002 22 2110012 2111 00 

222222202 2 000022 0022220 2020022202000 

222222202202 2022000202 2 2010112210101 

222222202 ~022022022 2222 2221122220220 

2002022 0 2 0 022222022222 0 I 2 2 1 001 2 2111 00 

20220220220000220222022 I 2210 1222 11120 

20222220220020020022222 I 2111112 212 002 

0 0020220202000200000222 0002022200000 

222200202202 20000200220 20 11122100101 

22222220220022020002220 2110212212200 

20022020222020000000022 1111012112000 

20222220022220020022220 2010222111121 

20220020202000000022222 211 011221 02 00 

20222220220000200002222 2100222210120 

20220000200220000200000 0011110102000 

20222220222000200022222 2111221010100 

22222220220220220022222 0111112200122 

20222220220000220002222 2221222 2011 01 

20220020200000020222222 1210012200000 

0022002022002002000022 2 2110122210100 

(cont'd •..• 



Subject 
code I 

I 

number Q14-
16 

710 110 

720 212 

730 210 

740 211 

750 211 

760 1 1 1 

770 211 

780 2 11 

790 2 11 

800 11 2 

810 112 

820 212 

830 2 10 

8 40 22 1 

8 50 0 11 

860 21 1 

870 2 12 

880 211 

8 9 0 1 1 1 

900 222 

9 1 0 112 

920 221 

9 30 211 

9 40 1 1 1 

9 50 · 201 

960 221 

APPENDIX _C- (iii) cont'd 

FACTOR ANALYSIS DATA FILE • 
. .. 

Columns 26-64 

Q17 Q18 

2 02200202200002 20000020 1110100001 OOO 

22220000222000020002200 211 02111 0002 1 

20020220220002220020220 211021221 0 100 

222202202220022 002002 22 201 0012200000 

22222220220220200202022 222212222 0001 

20222220202000000020022 211011 2 200101 

20220220220220220222222 2110111222221 

002 2022022002 20200002 20 20102222 10020 

222200202 000200200002 22 100 12112 00020 

002222202 00022222222222 211 02 2 2 21 002 1 

0222022022222202 02 22222 2010222211121 

0202022 0 2200202200222 22 0110222000020 

20220220220000200002222 2220012211020 

202222 20 2 0 2002 2 000002 20 111 0 11 2 21 0000 

22 2222202200022 00022020 201 02 1 2 2 11 OOO 

202222 20200222 22 00002 22 02 1002220020 1 

202 2222 0 22 00202 20022220 2 11 0222 122200 

002202 20220 20222 0022 0 22 212 0 112222121 

002 20002 22222222 002 0220 11 00 11 2 2102 00 

222 202 20222002220002222 200 11111 2 2120 

202222 20220022 2 000222 22 2 0000122 1020 1 

20220200220020200022220 211 0 11 2 20000 1 

202202 2022 00 00020022222 2110101122101 

20222220222222200220022 21111112 00020 

2 0 2 00220200222200220020 212 0 12221 0001 

00200020202020020000200 2 0200121202 00 



Column identifiers 

1. Health concept 4. Selfcare 
2. Locus of control 5. Self 
3. Environment 

Subject 

6. Synergic 

Column 
identifier 

code 1 2 3 4 5 6 
number 

100 151108062021 
200 140410052000 
300 211005042400 
400 240810092000 
500 241013082201 
600 281113072700 
700 141105081703 
800 200707101702 
900 260902102700 

1000 / 181004091903 
1100 131206081500 
1200 261106092300 
1300 211009091601 
1400 230805112408 
1500 130803071701 
1600 280708091302 
1700 141016062210 
1000 · 141105052202 
1900 240906102604 
2000 200904081602 
2100 160812071700 
2200 
2300 
2400 
2500 
2600 
2700 
2800 
2900 
3000 
3100 
3200 
3300 
3400 
3500 
3600 
3700 
3800 1 
3900 I 
4000 
4100 I 
4200 l 
4300 

250411072402 
241006062500 
140805082001 
180406092500 
141005082400 
200706051803 
241005082700 
130605062500 
150503102003 
121099092600 
201103082300 
191104091703 
180707071900 
150206072800 
120612069999 
190702071901 
999999031602 
141206111601 
130612042508 
140813081802 
130710091901 
110605072001 

I 
' 

APPENDIX G (iv) 

MINIQ DATA FILE 

Subject 

Column 
identifier 

code 1 2 3 4 5 6 
number I __ ~ _ ,......, 

4400f 171006072801 
45001 210606102002 
46001 221005082000 
470 0 141001091901 
4800 251004101900 
4900 130710052000 
5000 241006072603 
5100 221011091600 
5200 191411102000 
5300 201004102300 
5400 120614052300 
5500 141210082006 
5600 230907051600 
5700 141203091801 
5800 240810092600 
5900 130414092905 
6000 130408052001 
6100 140604051903 
6200 260801062500 
6300 211205052400 
6400 990208062002 
6500 171205071700 
6600 2 11006101702 
6700 130904071903 
6800 110913102003 
6900 130205061600 
7000 111104062SOO 
7100 9911030828 0 2 
7200 281014099900 
7300 110406072308 
7400 150610081403 
7500 991099071900 
7600 260704072400 
7700 190810071500 
7800 211104092302 
7900 181006072402 
8000 140615052200 
8100 180105091714 
8200 140706071603 
8300 200908061900 
8400 011007079909 
8500 141008122407 
8600 , 280709081900 



APPENDIX H (i) 

COMPARISON TABLE 1 

Table showing results of comnarisons, Questionnairevariables 

Comnarison x2 

Selfcare (high) x ILC-ELC 5.261 

Health conce p t (high/low) x ILC-ELC 6.352 

ILC r. X-Environmen t (high/low) 4. OOO 

X- ~nviron/t (h i gij x ILC-ElC 4.000 

Consumer x IlC-ELC 4.592 

Socio - economic status (1-3)xILC-ElC 3.930 

ILC x Coincidence (no/yes) 

ELC x Coincidence (no/yes) 

Salience (2) x IlC - ELC 

Selfcare (h igh) x Own health 
(better than good / less than good) 

Own he 2lth (less than good) x 
Selfcare (high/low) 

Selfcare (high) x Discrepancy 
(no/yes) 

Prevent (high/low) x Synergic 
(high/low) 

Age (34 & under/35 & over) x 
Synergic (high/low) 

Self (low) x Salience (1/2/3) 

Self (high/low) x Coincidence 
(no/yes) 

Ma rital (married) x Own health 
(better than good/good/less 
than good ) 

Marital (married) x Discrepancy 
(no/yes) 

Discrepancy (no/yes) x Own health 
(better than good/less than good) 

Salience (1/2/3) x Own health 
(better than good/less than good ) 

* . p ~ . 05-

** p ~ . 01 

*** p ,r;;;;: . 001 

7.529 

5.000 

6 . 760 

26 . OOO 

8 . 0 00 

14.222 

4.716 

8.454 
10. 4 2 3 

6.375 

30. 559 

16. 3 33 

31 . 2 5 9 

11. 780 

df 

1 

1 

1 

1 

1 

1 
1 

1 

1 

1 

1 

1 

1 

1 

2 

1 

2 

1 

1 

2 

p 

* 
* 
* 
* 
* 
* 

Table 
number 

5-1 

5-2 

5-3 

5-3 

5-4 

5-5 

** 5-6 

* 5-6 

** 5-7 

*** 5-8 

** 5-8 

*** 5-9 

* 5-10 

** 5-11 
** 5-12 

* 5-13 

*** 5-14 

*** 5-15 

*** 5-16 

** 5-17 



APPENDIX H (ii) 

COMPARISON TABIE 2 

Table showing results of comparisons, Profile va riables. 

Compa rison 

Own health (excellent) x 
Want health (Work/ Fun/XD) 

Own health (fa ir-poor) x 
Want health (Work/Fun/XD) 

Want health (Work) x Own health 
(better than good/good / less 
than good) 

Want heal th (Fun) x Own health 
(bet ter t han good/good/less 
than good) 

Wan t heal th (Work) x Coincid -
ence (no/yes) 

Want health (Fun) x Coincid-
ence (no/yes) 

Want h ealth (Fun) x Dis cre p -
a ncy (no/yes) 

Want health (\fork) x Discrep-
an cy (no/yes) 

Want health (Avoid distress) x 
Selfcare (high/low) 

Describe health (Fun) x ILC-ELC 
Describe health (Fun)x Ownhealth 

* 
** 
*** 

p ~ .05 
p ~ • 01 

p ~ • 001 

x2 
Table 

df p number 

6.262 2 * 5-18 

5.909 2 <.06 5-18 

19.899 2 *** 5-19 

16.800 2 *** 5-19 

4. 900 1 * 5-20 

6.533 1 * 5-20 

6. 230 1 * 5- 21 

4.263 1 * 5-21 

4.455 1 * 5-22 

5.444 1 * 5-23 
28.625 2 *** 5-23a 



APPEND IX .1 ( i ) 

MINIQ 



MINIQ 

In you:r opinion what is the KAIN reason why people want good health? 

To be able 
to work & 
look after 
themselves 

Fo:r the 
exhilaration 

a.net 
opportunity 
it affords 

Tick ONE box only 

To avoid the 
distress of 
being ill 

In your opinion which of these three statements BEST describes what Health is. 

Having a 
feeling of 

real 
wellbeing 

Not having 
anything 

wrong with 
you 

Tick ONE box only 

Feeling 
'balanced' 
enough to 
work and 
do things. 

The following is a list of pairs of words, (eg, Following ••.•• Leading). 

'l'hese 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 de scribing Health. 

A· tick placed in the middle of the scale indicates t hat 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, a t one 
end of the scale. 

For exam~le; 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 -

Easy 1 _ 1 · i. 1 _ 1 _ 1 _ 1 _ 1 _ 1 Hard 

Record your first reaction regardless of how unrelated the word HEALTH and 

the other words appear. There are no right or wrong answers. Work fast. 

Do not struggle over particular items. 

H E k. LTH isa 

Hot 1 1 l 1 1 1 1 1 Cold 

Pleasurable 1 1 l 1 l l 1 l Painful 

Good 1 1 l 1 l l l l Bad 

Small 1 l 1 1 1 _1_1..,1 Large - - - -



BESIDE EACH OF THE Sl'ATD,icllTS BELOW, 

E}ITER A TICK IN THE AFPROPRIATE PLACE 

TO SHOW HOW ?..'UCH YOU AGREE OR DISAGREE. 

' o matter how hard you try, some people just 
on't like you. 

/Good health is more a matter of luck than what 
la person does ac~ut r:.is health. 

he average citizen can have an influence on 
government decision-making. 

Indicate by a tick in the 

appropriate box the extent 

to which this applies for you. 

l! I brush ury teeth after meals/ snacks. 

1 I eat too much. 

~ have a 15 minute walk, (or bicycle 
ide) outside each day. 

[1 I drive when I have been drinking alcohol. 

How do you rate your own health? 
' 

• Very l Good Fair to Rxciulent Good Middling 

Tick ONE box only 

MINIQ. 

MO~ SOYE 
IHWAYS TillES TIMES SELDOM NEVER 

Fair Poor 
Very I Poor 



MINIQ 

Which of the following statements ' 
' 

are true for you? I 

TICK ONE BOX ONLY FOR EACH STATEMENT I 
I 

I 
I nar NGT 
I TRUE TRUE SURE 
I 

1/o; belong to at least one Social or Recreational 
rganization or Club. 

~. have belonged to a -health-related group. (Eg-, Keep :Fit, 
Weightwatchers, Stop Smoking, Plunket Mothera, etc.) 

r~ 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.) 

r. I have been immunized for at least 2 of the following: 
Tetanus(Lockjaw), Diphtheria, Whooping Cough, Measles, 

Smallpox, Poli~myeli t is. 

[1/:i have been to the dentist within the 
-

past 12 months. 

7 I drink too much alcohol. 

-
[:%;f my Doctor disapproved of Chiropractors I would still 

to one if I wanted to. 

1/ I would want to attend a local meeting arranged to 
discuss some important health matter. (Eg~ Faulty 
sewage disposal, Water fluoridation, etc. 

y, .. 

J (ie, weigh myself at intervals.) I keep a check on my weight. 

If I get sick it is probably because 
------- .-----~ ... - . ... ·-·-

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 

Tick ONE ONLY of the above three options 



APPENDIX 1 (ii) 

MIN IQ SCOR ING CODE -



I 

APPENDIX Iii: 

MINIQ SCORING CODE 

WANT HEALTH 

DESCRIBE HEALTH 

HEALTH 
CONCEPT 

Work Fun Avoid 
: Distress I 
I 

Fun !Avoid ~ 
pistres Work 

HEALTH isi 

Bot 1 L 1~ 1~ 1 _ l ,:' l ~l ! 1 

Pleasurable 1~1~1§1 1~1~1:!_1 

Good 111§1~1 l~l~l~l 

Small 1l1Z.1~1 1S1b111 ------~ 

D 
LJ 

Cold 

I 
Painful 

Bad 

Large 

TOTAL• n 
!Locus OF CONTROL' 

-
tNo matter how hard you try, some 
don't like you. 

people just I 2 4 '5 

Good health is more a matter of luck than what , 2. 4- 5 
a person does a~~ut r ' B health. 

The average citizen can have an influence on 5 4 2 1 government decision-making. 

TOTAL 

loWN HEALTH! 

Very Fair to Very 
Excallent 

Good Good Middling Fair Poor Poor 

D 
I 



MINIQ SCORING CODE 

SELFCARE 

I•/ V I brush my teeth after meals/snacks. 1 1 
I/ I eat too much. 1 1 
I 111A ha·,re a 15 minute walk, (or bicycle V ;ide) outside each day. 

! YI drive when I have been drinking alcohol. 

t/r belong to at least one Social ·or Recreational 
/o~ganization or Club • ... 

1 1 

J 

~A have belonged to a -health-relat~d group. (Eg~ · Keep Fit, l 
1/weightwatchera, Sto~ Smoking, Plunket Mothers, etc.) 

3./ I have made a change in my lifestyle in the interests of 
/ b~ing more healthy. (Eg, Stopped smoking, started 

taking more exercise, cut right down on alcohol intake, l 
decided not to bear grudges, adjusted food intake, etc.) 

14/r have been immunized for at least 2 of the followingi 
V Tetanus(Lockjaw), Diphtheria, Whooping Cough, Measles, 1 

Smallpox, Poliomyelitis. 

/I have been to the dentist within the past 12 months. 

h/ I/ I drink t oo much ~lcohol 

7/rr my Doctor disapproved of Chiropractors I would still 
/go to one if I wanted to. 

1/.r would want to attend a local meeting arranged to 
discuss some important health matter. (Eg( Faulty 
sewage disposal, Water fluoridation, etc.J 

1 

1 

1 

1 

1 

,.1/,...__r_k_e_e_p_a_c_he_c_k_on_m_y_w_e_igh_t_._(_i_e_,_"_e_i_gh_my_s,.e•l•f-at_-in_·_t_e_rv_a,..l•s ... )..J"-1--J..-.;J. __ J 

·o TOTAL 

BLAME FOR ILLNESS l 
I didn't take there weTe g~ 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 ILLNESS VARIABLE = D 



APPENDIX J 

HEALTH lOCUS OF CO NTROL SCALE WALISTON et. al., 1976. 

1 • 

2. 

3. 

4 . 

5. 

6. 

7. 

8. 

9. 

10. 

11 • 

* 

Item * Direction 

If I take care of ~yself, 
I can avoid illness. 

Whenever I get sick it is because of 
something I have done or not done. 

Good health is largely a matter of 
good fortune. 

No matter what I do , if I am going to 
get sick I will ge t s ick. 

Most Deople do not realize the extent 
to which their illnesses are controlled 
by a ccidental happenings. 

I can only do what my Doctor tells me to. 

There are so many strange diseases around 
tha t you ca n never know how or when you 
might pick one up. 

When I feel ill I know it is because I 
have not been getting the pro ne r exercise 
or eating right. 

People who never get sick are just 
plain lucky. 

People's ill health results from their 
own carelessness. 

I am directly res nonsible for my health. 

I. 

I. 

E. 

E. 

E. 

E. 

E. 

I. 

E. 

I. 

I. 

I= Internally worded 

E = 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. 




