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Nahonal Center for Health Serwces Research
Besearc,h Proceedings Series

_. The Reszarch Proaedmgs Serias is puﬁxshed by the .

. National Center for Health Services Research
(NCHSR)—to extend the availability_of new re-
search.announced at conferences, symposia agd
seminars sponsored or supported-by NCHSR. In
addition to publishing the papers given at key
meetings, this series includes discussions of re-

* sponses whenever possible. The series is intended

. . to help meet the informatjon needs of health serv-

providers and others who require direct access
tdhconcepts aiid ideas’evélving from the exchange

of research results. P)
> 4 .
Abstract )

Consumer self-care in health is a growing move-
ment wherein’lay persons increasingly'fynction for
themselves to prevent, detect, and treat health
problems, and promote good health in a manner,
which s(pplemems or substitutes for professional

services. The movement can be traced to social and-

health legislation of the 1960s, changes in nursing
theory, and the growth of se!f-help groups (also,
the more recent Féminist movement, as well"as the
growth of women’s centers and feminist (herapy-
“collectives haye been irffluential 20 the populariza-
tion of self-care in health). The conferees have
recomménded a broad range of new research on
of a survey of tonsumer and health care
pro¥ider attitudes and practices regarding more
»» consumer involyement in the health care process;
and the demonstration of new self-care théory and
the/ evpluation of existing self-care programs and
~theory in terms of costs, efficiency, and saUsfac-
~tion. The cpnferees also discussed ethical i
regarding research risks, the quality of sel
_and “at-risk” populauons Appended are four pa-
pers describing existing programs, the history and
Jogic of the movement, and inferences concerning
the consumer’s desire for increased self-care.
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’ Weston, Sc.D-™and Robert M. Thorner, Ph.D.,

The con?é'ren(.e was organized bv John D. Gallic-
chm, Research Psychologist of the NCHSR Divi-
sion of Hcallh Services Research and ‘Analysis,
who also prepared this report. Harvgy Duhn Rush:
ing of the Divisiun provided administgauve sup-

port to the cunference. Geurge A Silver, M.D., of .

the Yale University School of Medicine. pas, the
Conference Chairman. Grouup Leaders' were Jerny
of
NCHSR. Rapporteurs were Kathleen Itug, Ph D..

and, James R. Ullom, NCHSR, Lee B. Sechrest.
Ph.D., Florida §tate University. and Eva J. Salber.
M.D., Duke Udfiversity Medical Center..Presenta”
tions were made by Dr. Silver. Gretchen V. Flem-
ing and Ronald M. Andersen, Ph.D.,.both of The
University of Chicago. Lawrence Y. Green, Ph.D.,

The Johns Hopkins University. and Luwell Lewin,
Ed’ D.. Yale University. Early cuncepiual planning
was contributed by Sherman R W illiams. The
johps Hopkms University. ~
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The \ationa{ Center for Health Services Research
(NCHSR) has an innate interest in the quality of
intesaction between the citizen and the Nation's
health resources. Regearch on.innovative health
care historically has focused on the professional
health care provider to the exclusion of significant
lay partidpation in the process of delivering care.
Any complete review of the process must necessar-
ily include the consumer’s sole. The NCHSR re-
search conference on self-care was convened to
formtulate the research issues inherént in the self-
care movement, and to further understandmg of
the Nation’s research needs regarding ‘consumer .
pafticipation in’ the health care process. The at-
tendees responded by posing incisive research
qnesuons as well as by addressing leading etiffcal
issues involving the responsibilities for high quality

“health care and identifying the best interests of the

consumer. Although the group was not large, it

provided representation for pfobleins of nationd .-
"scope and the attendees offered a wide-range di-
* versity of opinion. This confcrence report is an

effort to reflect those opinions‘as fauhfully as

pgsxble ) . .

* Gerald Rosenthal, Ph.D. . .
Director - ’

National Center for Heallh Services Research
August 1977 .
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The National Center for Health Services Re-
search (NCHSR) - regt;larly calls upon consumers,
policymakers, health care providers, and members
of the research community to engage in critical
discussions of research needs and strategy. This
document is an NCHSR staff report ¢on gesearch

issues gnd recommend,gxions of- a conference on
the -gfowing conSum,er self-car¢ movement in
*health.

The conferees were faced with the task of isolat-
_ing research strategies needed to answer impor-
tant questions about the efficacy of consumer
_ self-care activities. Self-care’is very much a social
issue rather than a technologj, and therefore does

not lend itself easxlv to quantifiable research ap- ~

proaches. That state of affairs is reflected in the
report’s emphasis on ethical issues, and in the gen-
erality of its recqmmendations. cThe task 15 to
apply objectivity, internal validity of desngn. and
generalxzablhty to future research’activities on this
issue.

The begmmngs of consumer self-care in health
.may be traced to initiatives such as community ac~
uon started under the Economic Opporrumu Aa
of 1964, and to consumer participation encour-
aged by legislation establishing the Regional Med:-
cal Programs in 1965. The beginnings also may be
traced to the development of changes in nursing
theory encouraging self-care, and the develop-
ment and popularjzation of group dynamics and
programs. utilizing behavior modification tech-
niques addressed to such problems as weight loss
and smoking.!

But other antecedents fre.involved which are

AN not related to legislation, group membership, or,

-ERIC

padent role. The popularity of the, Nader move-
ment,- the questioning of corporate mouves and
products, and revelations in Federal government
are precipitating a phxlosoph) of consm;ner watch-
fulness.and activation. Most changes probably are
occurring 4mong middle income groups, who are
growing aware of options within numerous proc-
esses-that affect them. .

Recent problems with mﬂauon»and energy

_ supplies have fostered a growing attitude that con-

sumers must now attempt to conserve a wide range

-of resources to avert economic and physical de-

5

) Greea. Lawrence W., s ol “Rescarch and Desonstration lm;nm.sdfwc
Q  of the Decline of Meduocentruam™ Scc Appendsx D (March 1576)
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struction, both on personal and national levels.
The feeling bas caused a national aneasiness or
concern regarding the manageakility of resources
and inflationary processes. ‘This concern can ex-
tend to health attitudes and personal health.man-
agement, and may not be related to attitudes to-
ward personal physicians and, the qualny of care
they dgliver to the individual.

During the month of July 1976, Barnes.and No-
ble, New York, noted record sales of pubhmtwns
of the do-it-yourself variety, and health topics
ellars. Author-
physicians such as Sehnert, Vickery and Fries, and
Samuels and Bennett have written consumer
health guides that hate been very well received by
the public. Such sensitivity to the consumer sec-
tor's needs also is beginning to extend into medical

education. For example, the University of Califor-

nia School of Medicine {San Francisco) has a
graduate program in Health Psychology which
aims to adapt the delivery, of health-care to con- -
sumer, heeds and capabilities. Also, a number of
agerfcies in the U.S. Public Health Service are en-
gaged in a cooperau»e program to develop a cur-
riculum_of patient éducatidn skills addressed to
ph)smans in pn’mary care residencies, and espe-

" cially family practices. Among other things, the

program is interested in teaching physicians to as-
sess patient competency to.perform medical tasks

the patient.

n 1975, swaff of thc National Center for
Health Services Research met with a staff member
of the Office of the Assistant Secretary for Plan-
fting and Evaluation/Health to discuss the survey
of a sample of self-care programs, The Office of
the Assistant Secretary was already supporting a
contract to survey health education programs, and
NCHSR suggested provxdmg additional resource’s

Jto increase the survey’s attention to programs
which had a self-care orientation.

The survey revealed programs that were charac-
teristically new, lacked in-depth evaluations, and
addressed a wide variety of health problens *
- These programs were sponsored by umversny ¢en-

A\is(lwell as to consider delegating certain tasks to
)

ters for continuing &ducation, cooperative exten-

tAnbyr D Late” Inc.. A Surary of C Hrlth Ed Prograsu, to
DHEW (Nauoaal Techowal Information Servce, Springfield. VA $ volumes.
order numbery PB 251 778, PB 251 77‘ PB 251 775). 107-156
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sions, regxonal medical progmms heaith mamt.e-
nances orgamzatmns, educdtional centers for

categories of disease such as diabetes, free,stand-

ing clinics; local health departments, mutual aid

groups such as parents groups involved with the

sudden infantfleath syndrome (81DS), and the Os-

tomy Sbciety.”. . o
Examples are as follows:3 .

£

The course for the activated patient at
Georgetown University teaches consumers to use
the health system, understand preventive
medicine, and pérform self-care tasks such as
the taking of blood pressure, use of the stetho-
scope, measuring body temperature, first aud in-
_;ecuon, and diagnosis.

Tﬁe Columbia Medical Plar, Throat Culture

Program in Columbia, Maryland, {eaches par-’

$
ents to obtain throat cultqres from thelr

* dnkiren .

The Free-standing Health Center in Bdston
provides a broad range of self-help edueation to
women ‘on topics such as self-examination“and
gynecology. *

The Group Health Cooperam.e of Puge Sound
addresses self-care of both dlabetes and

hypertensioh. % N

The Regional Self-help Medical Care Trammg
Project (RMP at Salt Lake Cny, Utah) provides
self-care educauou to rural residents on a broad
range of preventive pracirces, simple medical
procedures and dlagnoses .

-

The Reston-Georgetown Medical Center offered

a 10-week course in 1975 to introduce partici-
pants to nmbedical decision-making ihrough the
use of protocols for 65 common complaints.

The University of Afizona's Cooperauve Exten-
sion Service offers self-cate education to rura!
residents, in order to reduce their “risk age”
through bebavior change.

The following list of medical tasks performed by

- tonsumers in these programs 1s limited, but many

task§ .address 2 number of heath ‘problems with
- multiple effects. 4

1. Dlagnosxs of commen conditions
2. Insulin injection
3. Urine testing : . ’
4. Breast self-examination
5. Cervical self-examination
6. F irst ald tasks
7. The takmg of blood pressure
8. Obtaining throat cultures
* ¢ 1bid

9. Hyposensitization injections
10. Ear wax f;rigation

1. ﬁ_’}dney dial;'sis -

12. Physical therapy for arthritis

(Noze that the list includes only tasks that are
nornrally performed by a health care provider and

does not address many preventive and mainte- -

nangg tasks, though they too are’addressed in the
surveyed .programs).’.

-
’

The NCHSR Research™Gonference -on Con-
sumer Self-care in Health was held at the Dulles
Marriott Hotel, Reston, Virginia, on,March 24, 25,
and 26, 1976. The conference was chaired,by.
George . A. Silver, M.D., Yalé Unuer%xty School of
Med:cme Although the group was relatively small,
this conference reportedly, was the first national
level meeting on the topic.™ The conferees-were

* charged with addressing the need for research the

. met in plenary sessjon to compare recommenda-,

-+bers in a group, aid

nature of such research, and the outcomes that
mlght be expected ftom organized self—care
acmmes

* Several papers were present¢ early in the meet-‘

ing (see Appendices):

A. “The ‘Care’ in Self-care,” George A. Sllver,
M.D_ Yale University.

B. “Self—care An Internauonal Perspecuve,

_ Lowell S. Levin, Ed.D., Yale University. )

C. “Health Beliefs of the U.S. Population: Impli-
cations for Self-care,” Gretchien Voorhis Flem-
ing and Roriald Andersen, Ph.D., Th¢ Univer-
suy of Chicago.

D. “Research and Demonstration Issues in Self-
care, Measunng thgyDecline of Medicocen-
trism,” Lawrence W. Green, Dr. P.H,, The
Johns Hopkins University; Stanley H. Werlin

and Helen H. Schauffler, Arthur D. Little, .
Inc., and Charles H. CAvery, ¥ M.D., Umversxty

of Cahfomxm

After the papers, the meeting divided inta two
groups of approximately 15 persons each, for
simultaneous discussion of the topics. During the
last three hours of the conference, the members

during the work sesspon was to reduce the num- -

tiops. The main pugse in dividing the group

controlling discussion,"and
to facilitate individual participation. The groups

vere moderated” by Robert Thorner, Ph.D., and
jerry Weston, Sc.D., of NCHSR.

The structure of the conference was a vehlcle
for addressing the self-care issue, and is_not. re-
flected in the format of this report. This document
is an NCHSR staff report that’ attempts to sum-
marize.the major themes discussed, and is not an
offictal report.of the conferees.

4 In 1975, Switzerhnd and-Copenbisgen wrium of imemnitional meetiags.
. -~ S R .
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Definition

Therprocess of defining consumer self-care re-
vealed that the attendees tended to, view the
American consumer as one who was not receiving

. enough information to attain a level of health con-
sistent with the Nation’s culwural and technological
capacity. Self-care was considered a potenual re-

 * squrce’ for improving the general quality of life,

attention away from ah inefficient health services

delivery system or to shift blame for such inef-

ficiencies from the health care provider totally to
the consumer.

A distinction was made between trgditional
health education and the self-care education
model: self-care focuses on the acuve consumer
and his interaction with the health care system,
while’ tfaditional health educauon appears to be
more professionally oriented. In the former. con-

+ trol of, the nature of consumer interaction with the
health care system and the progression of health
care problems is more in the hands of thccon-

~— sumer. Also, self-care education, 1n 1ts relatively
brief history, has tended to use more non-

“traditional educational methods that differ in con-

tent and/or mode of delivery. It was stated that

self-care education is more life-style oriented than
content oriented. Actually, traditional heakh edu-
cation theorists might argue that the latter distinc-
tion is minimal; cerwainly Irwin Rosenstock puts
considerable empHasis on life style in his “Health
» Belief” model of health behavior. The traditional
theorist mlght concede, though, that the success of

a comprehensive program of consumer self-care

(by whatever measures) is more dependent_upon

certain life-style variables than adherence to a re-

T gimen of care préscribed by heatth ‘educatron

content.

If the conferees showed general agreement in
tone regarding the positive potential of self-care.
there was a subtle polarity of the group regarding
the locus of control of the self-care program. This
revealed itself 2s a slight disagreement over where
the ultimate responsibility for health care activity
regrs with the consumer or with the health care

EKC

wll Toxt Provided by ERIC

but not a process that should: be allowed to shift

professional. Perhaps the quesuon should Be con-
lcen-.ed as research to. determme which control pro- ;
*vides better motivation, more satisfaction ang effi-
ciency, and better health. |
-anary care was considered to be a inajor ta‘tget )
"of self-care processes. But there was some dis-
" agreement as to whether primary care is an area
that the professional health care provider is willirig
to concede to self-care. One member said that the
professnon may not want to give up any of its
“turf,” and a reply was tfiat primary care contains
a large 'number of areas the professxon is perfectly,
willing to give up. Another participant stated that
the profession can be expecfed 1o challenge those
portions of the self-care movement that relate to
specific tasks performed by consymners—yet other
tasks can be predicted to be turned over willingly
. to the movement. There followed some discussion
about the real need to pblarize self-care activists
and the medical profession: the fact is that most
professionals probably proyide some degree of
self-care education for their patients, and that re-
search’s approach to addressing self-care and the

health professnon should be to look at that end of -

the continuum, such as Dr. Donnell Etzwiler ' in
Minneapolis and those who are emphasizing the
activated patient. It was further noted that at an
intcrnational'symposium on the role of the indi-
vidual in primary health care (Copenpagen, Au-
gust 1975), a similar polarity existed. Proponems
occupied positions on a spectrum ranging from

the attitude that there were some health care ac- .

tivities the consumer mighy assume, to the more
extreme lllichian? view ngt\cho’nsumer activities
have more or less sole legitimacy in the care
process.

«<- -~ The.group felt that any. definitiop. of the_self-

8.

£

.

f

care process should address the goal of enhancing
the ability of lay persons'to miake decisions regard-
mg their health care and also to be :able to recog-
nize and exercise options of care. These options

' Dopnell D Ewrwiler, M.D.. Diabeies Education Center: Pediatnaasd, S Louss
Park Medaens Leoter, Minnea Mmancows. He has stodied 2 conurxtoal rels
toaship between the phynguan and hus chent.

*lvan 10xch, Medusl Nemens ‘The Expropration of Heelth (Paotheon, New York,
1976)

8




terms as very nearly identical.

t

~

sbould range from the use olr he tradxuonai medl-
cal care model to.acuw.nes supp;ememmg profes-.
sional care, as well as te activities that substitute
for, professional care. It was gerrerally agreed that
such care should relate also to those who are close
to the subject.

< Discussion also centered around distinctions be-
‘tweeén thé concept, “self-care and the similarly
popular concept of “self-help. Thcre was concern
that the. former term does nét adequately imply
“mutudlity,” or people aiding one another, but
rather emphasnzes strictly personal health care.

Another view was that the term sclf-help was not
quite adequate for the group's use, as it cirried
* connotations of orgamze(k cdnsumers, such as Al-
coholics Anonymmous, with common problems. In
general, no real momentum was built up to drop
the term, “self-care” in favor of “self-help,” but it
was agreed that the conferees would treat the two

+

One of the first moves toward formulating an

* acceptable “orkmg defimtion was a proposal to

JAe

label self-care as “the substitution of activities
normally carried out by a ph\sman The group
generalh felt (htt the defimtion should be consid-
erably broader. with at least an implication of new
kinds of health cage provider,consumer interac-
tions. But other dimensigns also deserved 1o be
addressed by the definition. (a) the degree of ini-
uauve on thé part of the consumer in recognizing
health care needs and taking action, (b) the degree
of utihization of traditional, medical services. (c)
whether care is directed toward the seif or ex-
panded 1n scope to include uthers, and (d) the de-
gree of adfierence to a medical model. It was pro-
posed .that the definition address all health care
consumers ratheg than limit nself to the pauem
Imphcit in this :}f?nced for self*care activities to
address preventive care as well as the maintenance
of chronic and eplsudlc health problems. The lat- -
ter includes crisis health ‘problems

In charactenzmg the knéwledge required and
the activities that the consumer might undertake,
some interesting terminology appeared. The terms .
“substitutionary™, "supplementary”, and "addt-
uonal” addressed the position of self-care activities
in relauun to traditional health services delivery.
Substitution lies at one end of .the spécitum, with
the consumer sfibstituung his ware for that of the
professional’s. Supplementation would 1ie some-

.. where in the middle of the spectrum, with the con-

S RETIEY Y T Py

sumer providing care that.us meant to be suppor-

-
s

s v
~

complete It was recommended that the adopted
definition contain an element of subsutuuon at
- the least ¢
As put fotth the definition i is?

elf«care and self-help are parts of a matrix in
" the healtli care ‘process whereby lay persons can
actively function for themselves and/or others to
(1) prevent, detect, or treat disease, and (2)
promote health so as to supplement or subtitute

" for.other re50urces

The key elements of the definition are that self-
,care deals with the well consumer and the sick pa-.,
tient, and that self-care may occupy a place in a’
spectrum, from the consumer being co-responsible
for a treatment regimen to the prowder\eemg un-.
involved i in that reglmen

Research, strategy ¢

The research needs and methodologies that are
indicated for self-care are not necessarily self- "
evident. It has not been easy to evaluate the effacts
of most forms of medical care, and.the conferees
expect that self-care will prove no easier. ~

The early implementation of a research pro-
gram’is essential, as self-care projects and mate-
rials are being rapidly proliferated..It was sug-
gested by the group that NCHSR support short-
term research on the topic, as opposed to an em-

" phasis on longitudinal studies which feature rela-
tively “f'xed mdependent variables. Since the
self-care moyement is relatively yayng, there is a
lack of established theory and method, and short
term research efforts may provide fi indings which
an assist the movement to achieve 2 maximum ef-
ficiency. The payoffs of longitudinal studies, on
the other hand could be expected {0 be out-
weighed by the time lost in generating findings.
This suggested short-term agenda should address
research which contains an element of substitu-
tion. the lay person providing care whi¢h is tradi-
tionally supplied by professional medical person-
nel. '

§t was.stated that the ultimate ob_)ecuve of a pro-
gram ‘of research should be to assess the effects of
self-care activities upon consumer health and gen-~
eral well-being. But it was suggested that research-
ers take 4 liberal approach to the nature of the ef-
fects in question.”Consumer satisfaction, consumer
effectiveness ‘or competency in illness ituations,
and the containment of health care costs are
examples of outcome measures which should be

uve-of- professional. case 4er- wonrersely.. vhiere A . giyen. stieng. credence ‘Changes in_knowledge of

consumer self-care regimen is supplemented by a
professional’s care as needed). Note that
suppfemem.ary care implies the possibility of in-
complete professwnal care, so designed to ac-
comodate lay input. At the far end of the spectrum
lies that care provided,in addiuon to p,rofesswnal
care. Such care carries implicauons of working in
concért with professional care that is copsidered

L.~
3

P

educational content should be desirable only as in-
termediate outcomes. .

However, the gioup was divided on the recom-
mended approack to supporting research objec-
tives. The question was centered on whether to
emphasize demonstration/project evaluation ef-
forts or baseline data and analysés on the current
extent of self-carg pradtice in the United States.

.
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. Suggesuons were made for demonstratidns of ~

- various models of self-care. These should. be estab-
Kished in semngs such as: prepaid groirp prattices.
family. practices, m‘ulnple spedialty clinics, emer-
gency medical services settings. public schools. *
youth service orgamzauons such as the 4H,,and a°
limited number .of chrgnic care or long-term care
settings. NCHSR _wds warned, to be cautious and
selective in the early- programming of demonstra-
dons, since, for example. disease-specific heakh
care education programs appear to be more
methodbloglcau'v advanced compared to more
comprehensive programs, and NCHSR may be
able to capitalize on knowledge galned in some of
the categorical disease areas:” '’

Many attendees stated that conslderable baseline
survey information is necessary before plausible
- models ‘can be developed which are worthy of

demonstration. However. not-all conferees agreed
that baseline survey efforts.should: péstpone im-
plemennng demonstrations. A number of self-care
education proponents believe thev have isolated
efficacious treatments which need only to be fulls
. proven in the field. But the conferees generally
agreed or the importance'of baseline studies Such
information should be gathered as both an "intel-
ligence network™ of self-care projects and a na-
tional social survey to document the extent of
self-care activities in the Umted States An exam-
ple of the need for such baseline information was
that new health care manpower needs an'd configs
‘‘'urations in self-care will remain undetermined
until we first learn about the health béhavior of
the' population of the United States In gathering
- such data some considered it important to avoud
.national samples because theyv might pose difficul-
-ties in relating the individual to the particular svs-
tem of medical care which he uses. Instead.
community-based or Health Svétems Agency
. (HSA)-based samples were considered preferable.
Others voiced the ppinion that a national sample
: could address individual svstems of care when
properly drawn,hd straufied .
In pushing for resolution, the Chairman stated
. his underftanding that the:group recommends
. that NCHSR support demonstration acuviues. al-
though more national survey data are necessary.
The survey needs are probabl\ the most critical
element of the two, but acceptable evaluatiorr of
existing program models requnres a degree of
demonstration. It was agreed thaf caution is indi-
cated in committing relatively large quanuties
Mf;gmmo_dgmg&sgauon untll nauonal

/

survey findings cam support sound ‘models, for
demonstration. .

Children and the elderly were recommendgd as

+  populations thay may be most 1n need of sélf-care

edycauon, or may be able to show the most gains

within a number of “outcome™ parameters. It was

further suggested that research be carried out on
rhe effects of intreducing self-care coursework

ERIC - .
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nte publu. schépl currlcula~espec|a_lh in the IOV.er
grades. . .

. -
‘It was suggested that a slgmﬁt.ant amount of
.self-care research should be” furmulated to address
the family unit and the school system in order to .
 take advantage of what is currently known about
“mores and human development. The content of ' .
such self-care education was preferted to be cdar.
prehensin'e in nature rather than geared to address
categorical health problems. li.was suggested that
such comprehensive se!f-care;treatmem could .
measured against, for example. hea[th, servic
utihzaton patterns and levels. hospitaiization. s |
ablhu days. mortality, and morbiditv rates.: Pri- .
man care in general was consldered an excellent
subject for research.

, -
The value of consumer education and evaluation
* acuiiies carried out under categorical disease ‘
. programs was not distounted. Pioneering efforts
for assigning consumers participative roles in the
care process have cofne from programs that.have
addressed categories of diseases such as diabetes
and kidnev disease: these program$ have often
produced useful evaluauon méthods and findings
as well. In discussing the value of categorical dis-
_ease programs in contributing to a body of sel%
" care research. it was suggested that relative dif-
ficulues of specific self-care tasks needed to be as- |
sessed and that many categorical programs alreads
have data on tasks consumers can and cannot exe- .
cute safelv. Diabetes was a case in point: in the
process of self-m)ecuon of insulin. the diabeuc has
assumed a task normallV carried out by a profes-
sional. If an assesstent of difficulty could be car-
ried out on a large number of similar tasks. then
“candidate” tasks could be isolated for demonstra-
tion m controlled settings.

\ .

A . .
Finallv, a strong strategy recommendation %as )

- that a portion of self-care research should focus on .
the professional and the changed rolé -he mav as-
sume 1n any.new system of health containing self- .
care ornientation. One way of alteging the profes-
sional’s-"set” in relating to the consumer/patient is_
to introduce curricula early in the former’s proﬁes-
sional training that emphasizes aspects of the :
pauent-professional relationship.: It is believed
that such material is curremtly presented in in-
adequate quantities and too late in the profession-
al's training process to be efféctive. '

Research toplcs and particu!ars

...The ¢anferecs. remmmendanons ne
lish hy potheses about the efﬁcacy,of a defined set
of self-care activities and projects, and to demon-
strate efficacy along economic. care quality, and at-
utudinal parameters. Demonstrations <f models of
self-care programs may be classified for example
by their ¢ distance from the “medicocentric” )poml
as described by Gkeen (see appendix D). Design of .
these models should be based upon assessments

.
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of- consumer and provider a:iuudes and behayior
‘regarding self-care, =~~~ ™

As part of .ZSSCSSlng éfficacy, it was suggested
that a'$omtion of self-care research should aim o
determine the limits of consumer, competency in

performing vatrious medjcal prucedures.” It was, -

suggested that, such competency is a function of
“task dxfﬁdulty ” But task difficulty is only one di-
mension of the problem. The ObJCCUVC 15 to ‘arra)
or generage a taxonomy of all tasks that are amen-
able to self-care, determine whét_population

groups show most success with specdific tasks, and °

. determine what conditions are antécedents of suc-
cess. It was suggested that tasks could then be as-
ed “probabilities” .that they. mlghl be success'
f y performed by spécific categories of consum-
ers. Tasks could be assigned probabilities ranging’
, in difficulty from, for example, care of the feet to
tonometry. Once dlﬂ'culu levels are known, better
. prescription and a. degree of “eliminaung the
middleman” can be achieved. ) ;
According to the onferees, a survey effort 1s re-
quired to generate an array of tasks, relate these
tasks to categories of consumers, and further iso-
* late numerous_conditions under which such tasks
are now bemg cafried out by Americans. Three
. .categonies of data'would be collected 1 such a sufs,
vey. (1) populalion characteristics such as income,’
ethnicity, education level, access to serviges. and
the conﬁguralnon of available services, «2) data re-
garding the sample’y inaidence of health problems,
responses to those protfems, and self-care tasks
commonly undeftaken. and (3) data on consumer
attitudes, perceived needs, and acceptability of
self-care activities. Such a survey should begin to

reveal thé current level of individual self-care .

being carned out by the populauon, as well as the
potential for increasing that level. Essenually, it
would be a large scale”descripuve study of con-
sumer health hehavior. It was generally ‘agreed
that the study could provide a data base for ex-
- perimental intervention. (An issue that may not
have been adequately covered was thé determina-
tion of the real efficacy of self-care behaviors to be
surveyed, as compargd to tradilional medical

- treatments. The ‘need $or a clinical follow-up was

briefly addressed, but not in depth. The relaung
. of difficulty levels to self-care tasks would appar-
ently require some type of validatiop procedure.
Validaimg data coald perhaps be collected either
as part of the survey or duning the process of car-
rying out_experimental .interventions using the
survey as a data base.) .

As stated earlier in this report, a number of con-,
ferees were concerned that a national sample
would be unable to relate individuals to available
systems of care, and they therefore recommended
that the survey (or surveys) be regionally or even

community-based. Others felt that a natuunal sam- -

ple could be appropriate, when prupcrl) drawn
and stratified.
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Related to the wnsumer behavior ‘survey was a -
rocommendauorr“that NCHSR support an exten-
sive survey of self-tare projects, both provnder .
initiated and consumes- .initiated. The study_by
Lawrence Greén, prepared for ,the ConferenCe was .
cited as an excellent example (appendlx D), what is

nuw needed is a broadening of the scope of pro- T
jects to be addresséd. T

It was.recommended that NCHSR collect daq

'-‘ on thg attitudes of physicians and other health

care provxders toward téaching. self-cafe.tech-
niques tc patients. The supvey should include
gathering data on provider behavior, i.e., what the'*
provider actually does about encouragmg
consumer-initiated treatment.

Although the conferaes agreed on the value of
primary data, it was recommended that NCHSR
not overlook data already colleCied from other

‘/s\ydnes, under labels other than self-care. For

example, Mary Ann. Lewis of L"CLA has closely
studied childhood health apd hcalth behavior.
Charles E: Lewis is the principatinvestigdtor of the
. NCHSR:sapported Health Services Research Cen-
“ter at UCLA, which studies problems related’ to the
health and illness behavior of pauenL;,and cone
sumers. Also, the National Institute of Mental
"Health has suppon.ed numerous studigs on coping
behavior ‘and -conflict resoluti Green and
, Becker have done a review of the ?eralure on the
famnl} approach to corhipliance with medical regi-
men, reported in International Journal oj,HmItk )
Education (1975), Lois Prauw has authored “several
pieces on the family and health care, and a review

+ of researchventitled, “The Significance of the Fam-

ily in Medication,” Journal of Compdrative Family
“Studies, 4 (pr:ing 1973). But the conferees’ ¢m-
phasis on reviews of literature was a quahf'ed one.
One fnember stated that he wouid “. . .hate to see .
the Center spend ihexr money lhal way. Anay re-
searcher worth, his salt, before he does a secondax‘y
analysis, will do a review of the literatire. . ." the *
NCHSR might, however, exegute a “small persanal
services contract” with someone who has a good
overview of the literature on behanor .and upat-
tended illness. -
Examples of other potential sources of daia
were. The American Academy of Family Practice,

“the American Atademy. of Pediatri¢s, the Group

Heallh Assocxauon of America, the American As-
sociation of Communny Colleges, and various
Self Hfealing W orkshops in the San Francisco Bay

° area.

Adults who are currently mvol\ed in the health
care system, such as enrollees in health mainte-
nance organizations, were considered prime
fargets for research. Also, loc® health depart-
ments and social service settihgs were considered
yhporiant, to the extent that they_haye active oub .
reach services. In general, highly organized health
cang settings and enrolled or otherwise specified®
populations were recommended partly because of

% . . . .
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hypothesxzed beneﬁl to the consymer and gml)
because of the “cosntrolled enu;onmem the\
employ The school and health, eare orgam;auvn
~"settings allow for controlled introdugtion, of self-
. care treaﬂnem as well as valid measuremem of
. - outcome variables such as cost of caré; quality of
life, and consumeér satisfaction. Further) there was
»_ ‘a general feeling that self-care could be most use-
" ful \\hen émployed in concert with orgamzed
health care delivery systems. The measures of sys--
tem efficency and the data that health care or»
‘ganizations- -colect would be uscful tools in self-
‘care research, aj the ulumate goals of health tare
.+ organizatons should be nearl\ the samre as_con-
sumer self-care.

&

lations, ‘were considered portant but remained
soméwhat unspecified regarding a research plan.
The twoegroups merit-special caution-as. in the
case of rural experimentauion, it was generall\
i agreed that self-care should not be looked upon by/
policy makers as an easy solutiort to the geograph-
ical scarcity of services. In the case of the elderlv.
. their vulderable condition makes 1t essenual, that
. adeq.uale options-for health care be availgble to
‘them.at all times as part of research’ and demon-_
stration uridertaking. This 1s not.1o sav. of course.
that self-care intervention should not be attempted
when no gther options for care are posstble

Ethical co

iderations

’ Early in the conference. the attendees on-

- Self-care research It was’ stated repealedh that
self-care treatment must be used with caution in
-~ addressing the disadvantaged as subjects: the self-
care-concept—as a research 1ssue—mugst be
targeted not only to the disenfranchised. but
should be addressed to the enure spectrum of con-
sumers. It was further suggested that il re-

_search .on the topic should not be carried out on

-

.

* social conditian.”
Thervidw was voiced that self-care must not be
lookéd upon as a “second best” form of medical
care, bt a proper sénse of research objectivity
would dictate that it should be experimentally
tnedamong people’who have available régources
-and optiong.of medical care. 1.¢., middl} and
. upper intome groups, for example These options
should include more :radmonal forms_of medical
care. K .

In general, traditional - forms of medlcal care_
were not disparaged. It ‘'wis stated that self-care
research should .be conducted in the spiritof as-
suming that the current medical system delivers
high quality care. It was also stated that' the self-
. care movement cannot be used as a vehidle to shift

blame to consumers for problems tn the tradmonal

"0 ""h care delivery system. .

ERIC* )
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Rurdl résidents and’ zhe eld‘erlv as speclal' popu- -

strateda sensitivity 1o risks that mas be involvedin |

people considered "expenmenl.al b+ virtue of their

. ' . . $ - ’
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. Othér‘ethical’concerns were offered as a miatter
of recordyeaftd can probably be génerahzed to
many forms of social'research—forms of research

o and ethical (unsiderations which the Deparument

of H.eallh 'Educalfon and Welfare has deale with
for years.® For example, it was suggested that™
NCHSR support research designs whicli ran-
domize subject assignment to treatment only after
the sub}eas acceptance has been obtained. Also,
research risks should be considered. The risk/
henefit ratio of any research. project should be 1.0 -
+ “or less, and in cases where potential risks are un-
" Known, subjects should be so informed. Informed
cunsent procedures for such research should con-
tain an esumate of risk relative to conventional
medical care. ~
Fihally. it was suggested that we not construct a
self-care s"stem thar leads to explonau;on ‘of
women as pracuuoners of self-care
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. Recommendations for research are addressed to mortality ralqs:' For res’eé.rch supported by-
: - the health services research and, the behanoral re- .NCHSR, spedial emphasis should, Jbe pldced on”

. .8 ,,-eearch communities as well as to the Nauonal Cen- valid research desxgns using ObJCCUV.C data, rellable R
y * .+ ter for Health Services Research. In general, the data-gathering instryments and metheds, and
e, recommended research.involves studies contern- provxdmg a hlgh q:?li iy . .
. ing health care providers, copsuimers of health . ' R
. care, and the formuldtion and demonstration of 2. COHSUﬂ‘lef-Oﬂ search : ) .

,o self-care theory,- - . o '_ "(a) A natfonal survey -of‘consumers .S recom-
= L .o e ,miended. The surkey is intended to reveal the

. . _ . . ’ ' currem state ’of the’ populauons health be-

}. The parameters

‘Research is needed on self-care edication thatis -

- predominantly comprehensive' in.nature, and ad-
-+ . - )dresses primary care medical tasks. An-emphasis -,
= .. . \onshort-term research is suggested. Such/tesearch
. ) hould contain.an elemelm of substitution, (see
= N\ ‘definition”. section). )

Dependent vanables for such researc}; should go
beyond merechanges in’consumer kno“ledge but

survey should, at the least, collect data on (1)
- population characteristics, (2) the popula- .
tion’s incidence of health problems and
responses to those problems, and (3) )
S population’s attitudes, perceived needs, and .
general accépuability regardlpg self-carq J
activities. . s

. -, - should address changes in, for example,’ consumer 7
confidence "angd attitudes, health care utihzatjon (b) To supplement the national suney a review
. * pattems, demonslrated health care skills, health ~.of literature on consumer health Behavior is
- care costs, ﬁospuahzanon rates,.and morbidity and recommended. Special emphadis should be |
& - . } . r . . [Y A e
#55 ’ - * v \1 e LS de T
bR “ L4 - -, ' A
. ‘;; Parameters of researc . e R
Ve . . PR B LS . 5 *:‘.\ " i " . s
"1, Comprehensive educahonal content TRl A . ~ o -3l .
- 2 Self-care which subs“trmles for pnmary care A, ) = RN :"1(
- 3. Pependent vanalies address-ng ‘o1 exampie. atttudes, ..onf.dence cons\ames smus oosxs efficiency of services, uuuzatfon pat- ;
: “terns, mortality, hospitalization rates. and morbidity . . o, ; e’
® > . . R ‘ g .
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. given to_findings on consumer “coping,” by

- the National Insmute of Menta,l Health, and

research on”consumer behavior, from the”
- National Institutes of Health categorlcaltils-

(a) Baselme information’ should be collected-
,from existing programs of self-care. Also,
prowder attitudes toward self-care education
and cofsumer initiative should be surveyed,
as well as the current stat provnder be-
havior in encouragmg %;\l‘e

- sumer initiative and self-care.

(b) Based upon surve\ findings, luerature re-
view, and demonstration experience, rer
"’"“search on new heglth care manpower related
to self-care programs will probably be indi-
cated, 'such as manpower needs assessments,

. _training, and field demonstration.

(c) There needs to be experimentation with new
curricula for undergraduaté students in the
health professions. The curricnla should ad-
dress consgmeriprowder ingeraction.

(2) Semngs for demonstrating self-care pracuce
or theory should include health majntenance

. orgamzauans‘d other prepaid’grdup prac-

- tices, family practices, multiple speCIalty
clinics, emergency medical servies settings
(in limitedcases), pubhc schools, chronic care
and long-term care settings, youth serwce or-
—gamzatmhs,‘and industry. *

(b) Populations for research and demonstrauon
should include youth especially in the $chool
setting,'and the elderlyy Outcome variables
for the latter should emphasize immediate
lmprovemem in the quality of life.

(¢). The,rural setting should be addressed
throu’gh demonstration, but not as'a solution
to the scarcity of health care'manpower.and
services. The xmplementatlon of experimen-
are projects should in no way di-

Q di}ional health care services.;, -

RIC. .-
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“The ‘Care* ln Self-Care" . ‘ o .
.by George A. lever, M. D ! : - . i '
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Abstract *; This paper presents the view that n spxte of allthe discussion and debate surrounding the
self-care issue, emphasis must still be placéd on the ‘care” in self-care. There isa responsxbxhty to tare, no
matter what the difficulties.

A slanlmg comparison can be drawn belheen the pampere’d posmon of the clergy i in medieval times and ,
the position of the medical professivn in recent times. Both were considered to be the elite, both the
self-appointed hierarchies of their time. Howes ef, with the adyarfcemeat of printing and the abandonment
of Latin came thuse who challenged the privileges of the clerg\. Similarly taday, public education and'the
media have served to bring medical knuwledge to sast numbegs, and, now there have arisen ‘those who
challenge alt ur part of the exisung medital urder. They view medicine as a self:perpetuating bureaucracy, .
once concerned with alleviating suffering, now a dehumanized mechanism.

Thus, the self-care.movement is nuw seen as the solution to the problems of the cutrent medical order.
Ivis Eﬁught to be an ecunomyy. remedy, a political remedy, and even a sodial remedy Perhaps it should not
be'vidked as a cure-all, but rather as a soeial mégsure to increase current medical services. There is,
theréfore, a need for all the dimensions of self-care to be fully investigated in order for seffcare to be a

-

~
-

In a brilhant essay on thie role of medicine as an
integral factor 1n the helping grufesswns Franus
Peabody made the point that the “secret of the
care of the patient was caring for the patient.”

We are living through very exciting, disturbing,

“unnerving times in every aspect of our lives: social,
political, psychological, and personal. The prgs-
sures and demands are such that the best-
intentioned and most thoughtful 'of us tend to be
caught up in the wave of competing dogmas and

equate belief with effect. In the intensity of that-

*- belief, we may lose sight of our responsxbnlny o

care. I would like this meeting to hold to a stand-
ard of subjective as well as objective concern: at-
tention to the “care” as well as to the “self * It will
be difficult. :

The subjéct we have come together to discuss,
poncﬁr and dissect j§ very much in the center of
popular agitation,today. For‘some i¥is the key to
cost control, for others the key fo equitgble dis-
tribution or respurces, and for some a crusade.

- Self-care cutg across conflicting medical opinions

and lay interest trends, .

Note the contrapuntal use of “medical” and
“lay” in the last sentence. This generation may be
the last one in which the terms “professional” and

R .
* Professor of Public Health, Yale University S¢hool of Mediine
* Sammarued by Jeannc A. Gillis, Nauonal Center for Haalth Sernces Rescarch.

v

* realizable goal. It needs to be completely researched, and its territory minutely mapped.

“lay” may be opposed. The historic nature of this
development should not be overlooked, because in
some ways it,epitomizes the reasoxls for calling this
conference. o

It is interesting to note the parallels with the last
years. of medieval SChOlal‘Shlp, when clerical-and
lay were the opposing terms. The clergy had the *
‘education, sophistication, knowledge, prestige,
and power. The clergy was the elite, second only to
the nobility and royalty; and in some places, sec-
ond to none. The clergy was the beneficiary of ex-
travagant largesse from the nobility and royalty It
was equally the -beneficiary of the pittances

- scraped together by an impoverished and oppress-
ed underclass, ignorant and unlettered, who made
up the mass of mankind. A situation, one might
add, not tow different from that of many of the
millions making up the mass of the third and

fourth worlds today. . _—

We can- recall how powerfully privileged that
uppér class was in the persistence of the term,.
“benefit of clergy.” If you could Tead and write,’
you needn't be tried in ordinary civil courts for
certain crimes, but tould lay claim-to trial in
ecclesiastical courts. In thé civil courts, punish-
ments_meted out included a hand chopped off;

' ears cropped an eye put out, branding, or most -
condign, to be hanged drawn and quartered.
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.Ecclesiastical courts dealt more benignly with of-
fenders. You weré educated, a cleric. and v.ouldbe
dealt with in accord with your dlgmn and status,
hardly evef corporal punishment, perhaps a_few
extra prayers or self-flagellation. ~

Why am I elaboratmg on this theme® Because
medicine, @s a profession; medical pracufo as an
occypation; medical care as a specialty service—
have come to be seen as the heifs 9( the medieval
clergy; and the !ay heirs in.an mcreas)ngl\
populist, consumerist sc€iety, are in revolt. The
privileges and perqunsnes of the. elite are in

_ danger, true; but in addition, very much as in"the

E

results of the protestant rebellion. the Refarma-
tion, ait-The attributes of the clerical elite will be
eliminated alogg with the clergy.

In those times, it was printing that helped
spread the message, that and the growth of
preaching in the popular tongues. Dropping Laun
gave everyone a claim to knowledge which was
pamcular]) important because the protestants had~
dispensed with the priest as a speaal intermediar

with God. Everyone his own priest! Th¢ clerg\ .

was ap unnecessary self-appointed hierarchs. :

The parallel is uncaniny Public education, TV
and radio. the medla.generallv have brought med-
ical knowledge to people. Increasingly. tof infor-
mation has been circulated on the fayjuzes of the
medical pnesthood mistakes. sure. but alsolhur
remedies gnd positive statements don't hold from
one year ;:nthe next. And some of their renfedies
do more ‘harm than _good’ Thelgmss humamty
has been revealed. Thev aren’t redly a hgls .. self-
sacrificing. pa,uent -minded order Thevre )ust hike
the rest of us: some greeds. some laz. some
stupid. some incompetent. some evil—and some all
of these. By Apoll! Thesvire not messengers of the
gods, just fellow human beings' - '

So the new brotherhoodeof zealous medical re-
formers is at work. carrying on as a-new genera-
tion of Luthers. Calvins. Zwinghs. and Huses. But
on a mednc,al substrate. It s clear.that du(l ;1s. the
medical profession. have deliberatel m\suf&ed"
people. hiding the simple knowledge of da%gnus:s
and therapy behind screens of arcane 1dnguage
and sophisticated flummery. It's time to return to
plain tal@ Not only that. it's time to get rid of the
profess:onal cheats altogether and take over re-
sponsibilities ourselves. The most oppressed—
slaves and serfs in the medieval times, blacks and
women today—lead irr the destruction of the old
order, challenging the medical profedsional domi-
nance., This ministry doesn’t require 12 véarg gf
intense application to only marginally relevant
topics—a few weeks or months will do. immergion’s’
in a mystique is self—defeatmg take care of matters
)ourself .

Some of the clergy join in the unmaskmg lang
uncomfortable with the elaborate rituals of cap-

@' ient and separation from their patients. They
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want to bring things together. Needless to say.
they .aren’tmlways .mweleomed in the ranks of the
heretics. In,a revolutionary situation. all the old
urder must go! Asin The French Revolution, &hen
-Lavoisier was executed because as a wealthysland-
owner he wag.a sinner against the people, this rev-
olution also has no-need of ‘stientists. So that's one
scenario for development of a self-care program.
_ Medicine is nine-tenths a professionally per-
Petuated mystery. self-aggrandizement of a sect, a
bureapcrac" like most bureaucracies interested
primarily inits own survival. not the welfare of its
clientele. Its original goal mav have been to help
suffering humanity. todav 1ts goal is self-
ptesertation and that at an increasinghy luxurious
level.. In the logical conclusion to this analogy. 1
“would have to see not only the death of the clergy
but atheism and the death of God. In our times.
that would mean that sickness and suffering would
cease to have any social ministration. People would
fend for themselves,We won't go that far.

The self-care thesis at its most extra\agaml\
militant preaches total divorce from professional
considerations. disestablishment of the medical
church. and elimination of any traditional medical
. pamicipation 1n patient care. No matter how smalk
a constituency this extreme position mas have. it is
important to keep it in mind. for a number of
reasons .

I'n the first place. while it is true that the over-

. whelming majority of the “self«care” enthusiasts
are moderates. hike all of us here, with an appro-
pridte-perspectine, who see this ds a necessary and

logical step to the improvement of medical care-

overall. not evervene 1s interested 1n that end.
Sexme see 1t as an economic remedy—cost sparing.
others as a political remedv—a substitute for an

. expensive national health service. and sull others
as a social remedv—statys fe\ellmg through
manpower redistribution. These are unstable al-
liances, since the confederates hope to attain
mutvally exclusive goals. With the extreme anu-
professionals as a leadership cadre. the health of
the people must suffer.

That was my chief.reason for mmatmg this dis-
cussion from an historical perspective. I see the
need for self-care as a_social measure to augment
effective medical services. After all, I am a ph\sn-
;uan with experience 1n medical practice and in
medical care organization. I see a need for more
and bettes knowledg’e orthe workings of the
hursan body 16 be more widely disseminated. of
the need for the nature of disease, its manifesta”

tions, andits prevention, for health promotion ac- -

tnmcs and simple treatment to be more widely
hnown. This knuwledge 1s necessary for everyone,
not just to save money by avoiding too many ex-
pensive contacts with costly professionals. overus-
ing machinery and equipment. Not just to avoid
produang added professionals to serve in_.under-
s(_:ne;i isolaled and unpleasant places. or to take
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. care of people with whom the px:ofessfonals are

. culturally incompatible. Nor is it that if people get

to know these things you won't need a medical es-
tablishment aj all. That knowledge is necessary so
that peoplé can make intelligent choices, because
knowledge is the key to freedom of action. What

- democracy is in the political arena, that's what in-

formed consent' is i the medical arena. - .
In essence, we are here because the NCHSR

" wants to know what the interfaces are’between

self-care and medicine; “whit needs to be studied
and investigated in the professional field that wilk

make;self-care a realizable goal. We're looking for -

researchable questions,.not polemical ones. We
need to establish the boundaries, map the terrain,
determine the relatjons between social knowledge
and medical knowledge; the channels from profes-
sional to lay understanding: the congruence of
biomedical and biosocial research: the methodol-
ogy@f leartiing and the methodolog\ of teaching
these thmgs .

There is much to learn about the dimensions of
self-care. Trite, there are alreadv pioneers who
have written dramaticdlly of the possnbxhues The
pioneers have made their reconnaissance: where

shall the next reconnoitering take placer Is there a”

time now. and a place for pillt programs? Future
planning? .

My own,motto in life has been drawn from
Leonhard Euler, the German mathematician who
ﬁ, “Invert and proceed.” Or vou may prefer

'id Riesman's formulation. "Look at-all*the
statements which seem true and question thém.”

Either will serve for our deliberations. .
’
) .
)
- & . ’ ¢
—v - - ) ’.
. -
= A
' - ¥
. . .
S. -
: .
y. " '

£



- _Appendix B ‘ - o . )
"+ - “Self-Carer An international Perspective” : - o
*"" by Lowell 5. Levin* : . I
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. Abstract®: Two intérnational meetings held in 1975 have focused attention on the self-care movements *

- and concept. The first was held in Switzérland in Magch, and featured some of the theoriesof Ivan Hlich,
including his thesis on fpedicine as an institution of social control. Discussion also centered on the limits of

. medicine, and a reexammation of the role gf medicine within the framework of the totaf social resource in

. health was encouraged. This was accomplished by focusigggon the concept of limitatiog with the profes-
sional healtlr resource. ’ . . :

The second, held in Copenhagen five months later, was the first international symposium on the role of
the individual n primary health care. The goals of this meeting were to explore the lay resdurce in pri-
mary care, to clarify assumptions of role and function, to draw attention to relevant issues surrounding the
self-care movement, and to identify areas where research is needed. . . -

The discussions that evolved as a result of this second meeting were divided into thre¢ main categories
In the first, “Self-care: What 1s all the shouting about?” the question was reviewed of why self-care had »
emerged both as a concept and as a movement. Many contributing factors were discussed, but no, satisfac-
tory explafiation found. Also, much variety in the level and expression of the self-care movement was
reflected in the countries represented at this'meeting: In the sécond, “Issues Relating to Self-care- its
present and potenual,” the various issues and questions thiat have arisen with the emergence of th'? self-
care movement were discussed. ‘These issues covered seven different areas: philosophical-political
professional-lay relationships, economic-organizatignal-adminsitrative, ethical, legal, ‘quality assurance a;ré
cost-effecuveness, 4and policy and procedural i;m%’s. In the third and final category, “Research Needs in
Self-care,” data available on self-care were shown to be lacking. This led to the suggestion that reseasch be

: concentrated and conducted in the following areas. historical-social studiesyclinical implications of self-
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care, economic-administrative, and educational research.? ,
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Two international meetings relevant to self-care
were. held in Europe n.1975. The first, entitled
“The Limuts of Medicine” place in Switzers
land in March,-1975, and ured the conceptual
shock waves of Ivan Illich- whose thesis concerning

. medicine as an institution of social control needs
no resatiemem for this group. Illich’s reductionist
views fed dne participant to ask the obvious qués-
tion: “If the profession of medicane is to be aban-
doned or radically reduced, who or what shall take
its place?” “Self-care,” Illich responded. People.
can learn to take care of themselves and their
families, Some left Davos feeling traumatized, yta-
lated, or “took™. Others sensed that the real sig-
nificance of the Illich prescription and the debate
it promulgated was its lack of a substantial rebutal *

' based on (1) data‘documenting the contribution of

%

medical care to the, health of society, and on (2) .
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dat{denying the potential of self-care:as a”

purpose-built alternative to professional medical
care. In other words, partigipants who felt they,
were witness (o a crime against logic were unable
to muster ruch more than nal disbelief and
discomfort to back theft claim of absurdity On the -

* other hand, proponents of the reductionist theory

could refer to McKeown's analysis of British data
which show very late and rather modest contribu-

_tions of medicdl intervention in’the contfol of

many of the infectious diseases ofthe last several
centuries. Further, they.could produce gome star-
tling data which, in fact, demonstrate an already
impressive contribution of self-care and at the

¥same tjme some of the Kazards of professional

medical care in terms of clinical as well as social”
iatrogenisis. : )

The contribution of the Swiss conferénce on the
limits of medicine, it seems to me, was that it fo-
cused sharply on the concept of limitation in the
effectiveness and- appropriateness of the profes- |
sional health résource. In effect, the result was to
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" encourage a perspective on the role of medicine in
the context of the total social resousce in healih,
forcing a fresh examination of assumpuons upun

. which the social charter of medicine rests.

Five months after the conference, the Juint Cen-
ter for Studies of Health Programs (UCLA-

. University of Copenhagen) convened the first
international symposium on the role of the indi
vidual in primary health care. Twenty-nine schol-

_ ars from four European countries, ISrael, and the

United States, met in. Copenhagen for.a week to
explore the lay resource in primary care, clarify
assumptions of role and function, draw attenuon
to relevant technical, logistical, ecynomic and so-
dial issues, and identify priority research needs.’

. Parucipants included admiaistrators, health
practitioners, and behavioral scientists. The meet-
ing was grepared for and organized in such a way
asilo reduce onceptual and semanuc confusivn as
miuch as possible and to faulitate interdisciphnary
communication. But there was nu doubt that the
assue of lay mmtiatives in primary ware drew out
strong personal and professional values which did

not always make consensus pussible. Nevertheless, .

the issues were sharply etched as were require-

. - » - - -
ments for research on self-care. It 1s my intention .

now to give you sume feeling for the substance of
. these discussions in highly. summarized form.

.

Seif-care: what Is all the shouting about?

The question of why self-care has emerged as a
snlxbject of’special interést at t'his time d._ominated a
good portion of early discussions and, indeed, was
never satisfactorily answered. There appeared to
* be for some the nagging concern that self-care was
being- promulgated by a relatively small but stri-
dent minority of groups and individuals who were
seeking redress for grievances sustained at the
/ hands of the professional care system: or were in
" some way denied access to dequate professional
care: or were attempting & challenge to the social
control of medicine as part of a more diffuse polit-
ical strategy. Others believed. that interest in self-
care was a reflection of larger and more profound
areas of social discontent with the quality of dife
generally, e.g., loss of personal control, reaction
‘against authority, antitechnology sentiment, etc.
. It was argued that,perhaps all of the abbve in
various combinations and to varying degrees were
present in the apparent rise in popular intesest in
-self-cdre. But certainly, it was noted. we fnyst take
into atcount the shift in patterns of disease toward
chromic illness * which, on practical logistical

grou,fg:, demand incredsed patient participation

* in gement and rehabilitation. i

equacies in the health care system, particu-’
larly the matters of increased costs and maldis-

tribution of perdonal resources, may in fact be
"‘ - " A
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more immediate causes of an apparent surge of
interest in-self-care. Indeed, some of the solutions
tu inequities in professional services could be con-
sidered as cuntributing, unwittingly, to the demys-
tification of the professional resource. Functional
redistribugion of the physician’s responsibilities,
for example, could have made more apparent the
availability of medical technology through rela-
tively mudest educational investments. Professor
Maurice Badkett of the University of Nottingham
stated his view that self-care was the logical'exten-
sion of the medical auxiliary. And, of course,
greater understanding on the, role of life-style in
disease prevention, with its cuncomitant emphasis’
vn in;i?i’i al decisivn-making and iptervention,
are keysigne concepts in‘the construct, of holistic
and prosgective medicine.

It was dear that there is a wide variation in both
the level Emd expression of the so-called self-care
movemerjt in the countries represented at the
Cupeg)ha en symposium. The United States, and
w a derably lesser extent, Britajn, appeared
at more ¢r less one end of the continuum, with the
Scandingvian countries at the opposite end. This
fact led quite naturally to speculation that intergst
re as an accelerated resource may be
more iinked to the nature of the available health
nization and medical economics than to

care
atrribyites of disease patterns or demand for more
" . personal control over technology or authority. The

apparent level of self-care practice extant was
viewed as comparable among the six countries. In-
deed, a recent study reported by Pederson of
Denmark found that nearly 90 percent of all cases
reported to a general practitioner had been rel-
evantly self-treated prior. to the medical contact.
Fry reported on the Elliott-Binns gudy (1973) as
showing “that some attempts at Yelf-care and ad-
vice from otfers had been carried out by moge
than 95 pereent of patients coming :to- see him.”
And on the basis of other British surveys, Fry con-g
cludes that only 20.percent of all symptom experi-
ences result in a medical contact. .

But it was cléar that the fhatter of self-care as a

.
*

concept, as a discrete component in the health care. =
. delivery system, as a focal interest in society and in

the professions, was, with the exception of Britain,
at a relativefy low order of perception, Indeed
some of the Eurepean participants seen':}%s:ome‘
what indifferent (at least initially) to the Illich pre-
scription and_rather surprised at the very lively
interest -thefr’American colleagues displayed .in
self-care. However, when self-care was defined in
terins of 1ts functional potential as supplementary,
substitutionary, and: additive to professional serv-
ices, the European participants ‘were certainly

heard from! On the whole, they. appeared to be = |

less interested in the emotive issues surrounding
self-care,’ e.g., self-care ad part of a consumer
movemenffand s a factor of deprofessionalization,
demystification,’and dependency control, and

-
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more interested in the eﬁﬁcacy of self-care ir more
classical terms of health dutcomes. . ‘
From the standpoint ef a Eumpean perspecme
on self-care, I think the Copenhagen symposium
offers a useful reference point for establishing a

,broad agenda of issues and research challenges”

"less parochially geared to the U.S. experience.
There 1s, however, good reason to believe that the
U.S. and Britain,will very likely sbe the source of
immediate international research_initiatives in
self-care, given their present levels of popular and
professional interest;, theoreucal formulations,
fragmentary but suggeftive research, and already
on-the-ground demonstrauons of purposeful self-
care education. There was cdearly an interest on
the part of our European colleagues to cooperate
. in international research en self-care and a plea
that immediate and top priority be given to estab-
lishing an ipternauvnal scheme for the dstribution
_of self-care materials, conceptual, research, and
demonstration. The Joinj Center for Studies of
Health Programs (Copenhagen) has agreed tu
undertake this responsibility. John Williamsoun at
Guy's Hospital School of Medicine (London) has
since suggested 2 taxonomy and dlassification fus-
mat for dse by the. Joint Center to ensure im-
proved communication across cultures. A draft of
the classification system apparentls is neg being
circulated for review and comment.

I do not want to leave this discussion of Europe’s
interest 1n self-care without emphasizing that there
are at least three.academic centersepf health. care
research which have expressed strong interest in
‘self-carey, The Unnersity of Copenhagen Insutute
of Socél Medicine (Joint Center). The University
of Notungham, Department of Confmunity
Medicine): and Guy's Hospual Medical Schoal,
Department of General Pracuce. In addition, there

. 1s at least one informed group of scholars and
medical practuucners 1n Britain that has looked
thoughtfully at self-care practice and potenual
(chaired by Dr. John Fry, a general 'pracutioner
and member of the British Medical Council). And
more recently, { understand that Professor Mar-
garet Stacey’s group at Essex also is undertaking
work on self-care. The point 1s that there are es-
tablished anchor points i Europe for couperative
international research. .

.

Issues relating to self-care: l
its present arid potential

_ Its difficult to present the issues raised in any-
thing more than a cursory manner.-My hope is
that I can transmit the range of these issues, and
the thrust of their underlying concerns. And al-
though little concensys. was achieved, and the in-
fluence of the AmeriGan participants was signifi-
. capt, several issues received sustained and rather
. umversal interest. They can be assembled in the
owing categories:

EKC .

uiToxt .mmnm

¢

&

(1) Philosophical-political issues. Recognizing
the popular base of self-care, is it possible that ghe

integrity of its contribution may be compromised .

through a new erstwhile partnership with the pro-
fessivnal sector? The threat of professional domi-
nance’is at issue here. Further, with increases in
lay technical competence in primary medical care,
can vne predict the emergence of a skill hierarch
which could convert the lay, resource into a new
professional category? Q

The acceleration of self-caré competence among
laypersons could result irt fundamental-challe
tu the perceived efficacy of the professional hz
care system thereby causing a weakening of public

support for expansion or improvement of the sys-

tem. Are we prepared to’ accept this eventuality
and acknowledge the poter.!t{al social benefits?
Will increased self-care competence diminish or
enhance public participation in concerted social ac>
uvn to achieve individual and community protec-
ton? Can the concept of self-care be cast in terms

sufficiently broad to include the political skills of -

consumertsm without politicizing self-care to the
point of jeopardjzing its universality?

(2) Professional-lay relationship issues, Self
care is a concept with deep roots in the popuilist
values of self-control and self-determinism. Its de-
velopmens surely will.tesult in demystifying pro-
fessional functions and may cause a "re-wnnng of
medicine’s social charter. What are the implica-
tions of this with regard to currently assumed “es-
senual” fanctions of medicine s a vis legitimiza-

tion of illness and the provision-of patient support.

(dependency) tHPbugh transfer of responsibility
(faith in medicine’s rﬁ\suque)f

Given that self-care is a civil right of laypersons
with relatively few de_;un; const?ints; and given
that there is a continuation of lay, interest in ex-
panding self-care; what are the criteriz which
might define the effective limits of sei-care and its
corollary, the gffective fimits of profess:onal medi-
cal carer

A selftire competent population by definition
would influence more than .the re-distribution of
iay- professional technisa! functiohs. We can also
anticipate lay impact on many pre'n'ously “unchal-

~ lenged deﬁnmons of nprmal, tolerable, prevent-

able. curable, and ethical. What are the possible
implications for the medical education of the pub-
lic and the public education of medicine?
¢3) Economic, organizational, administrative is-
sues, One could theorize that a self-care compe-
tent society would impact heavnly on medical-
economic monopohes But it js also°reasonable to
b.ilse the issue of how the economic benefits would
re-distributed ¢f, indeed, contribute further
economic benefitg, $o certain cgmponents of the
medlcal nndustrqu-complex
“Self-caré as it exists today is organized around
traditional family and cultygal-sécial values It is
.indigenous and very likely more acquired than
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cognative. This has been the source of its integrity
and durability. At the same time, family structure
and patterns of social organization are in rapid
flux. What are_the implications of these trends for
self-care developmem?

A key admlmstratxve issue was raised with re’
gard to incentives'to “bribe” the health and educa
tional systems toward postures and programs more
responsive to self-care development. There may
well have to be leverage available to encourage
promonon of self-care practices—given the suspi-
cion that proof of betier outcomes may not be suf-
fident in and of nself

(4) Ethical issues. Many of the ethical issues

surroundmg the concept of self-care are con-
sequent to its primary effect. the sharing of puwer
- through the redistribution of technidal skills and
the strengthening of lay initiatives in decision-
making. The issues were expressed as cuncerns.
What about danrage? The doctors get away with
murder—but can the family? What are the risks of
false positives and false negatives? What are the
risks of potentiation of medicines and what are the
risks of unnecessary misery? (One device not avail-
able in self-care is malpracuce insurance’!) How
" much avoidable damage is society prepared to
tfade off against the health, social, and economic
benefits of self-carez + =

Then there was the concern for “imposing™
self-care on society as a whole. Perhaps there are
those who ‘prefer to remain passive and depend-
ent. Maybe self-care should be moure speu!'cally
geared to high risk groups (including inappro-
priate over-users of profess:ona] services)..

On the other side of the coin is the question of
induced patfent dependency and the ethics “of de-
pying patients the opportunity for achieving
greater self-control. This includes the matter of
the ethical obligation to infozm patients of their
diagnosis, treatment options, ahd prognosis and to
shate the medical record whhThe patient as a civil
right as well as a sound medical pragtice. What, in
effect, are the justifiable grounds for not maximiz-
ing patient self-contrgl and bow cad society assure
that their ¢riteria of access to information are
being applied? Is the level of patient self-care

competence a factor in the control of clinical and,

<

social i mtrogemsxs ‘- :
(5) Legal issues. Self-care is by and large unac-
knmvlcdged in the legal literature. Statutes cover
the practice of medicine, surgery, nursing, den.
tistty, _pharmacy, etc., from the standpoint of the
pcrformancc of.those acts for compensation, gain

"' or reward, received or expected. This appeared to

be the case for the countriescrepresented at the
Copenhagen symposium. But there are, of course,
a good number of de facto prohibitions which, al
thaugh they do not possess the force of law
nevertheless may impact on the public's interest
and willingness to undertake to learn and apply
certain procedures. One can anucipate, huweveé

. -- -
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the possibility of couirt test {as occurred in Califor-
nia recently re 2 woman charged with the medici-
nal application of Yogurt to, another woman).
Those who engage in self-care education must be
made cognizant of this potential, however margi-
nal it xmght be. The more immediate and substan-
ual issue ns the possxbxlmy of professionals assum-
ing de jurie cunstraints causing chem to limit their
educauonal efforts mlh_la.)person.s to health pro-
cedures. which do not cross over into areas of tradi-
tional medical functions. +
(6) Quality assyrance and cost effectiveness,
Self-care as it is now practiced is subject to empiri- .
cal testing, albeit the criteria of effect may fot al-
way#be in agreement with professional criteria.
Views of the efficacy of self-care practices now run
the gamut from charges of “rampant empiricism,”
dangerous and ineffectual, to the view that they |
are overwhelmingly harmless, usually appropriate
and, indeed, are what makes it possible to save any
health care system from being swamped. The re-
search of Poul Pedersen of Denmark and Ann
Cartwright and John Fry of Britain support the
latter view. Most of the illness most commonly
experienced is self-limiting and rarely life
threatening. "
However, purposeful self-care education is pro-
posed that goes considerably beyond the folk sys-
tem and, as a consequence, has an obligation to
test the efficacy and safety of primary medical
procedures to be self’administered, without pro-

fessional supervision, and without an gstablished

organizational framework for peer review and
continuing education. Like other aspects of public
education, once the skills are introduced they be-
come, by definition, the!pablic domain. Bus health
care skills, unlike reaamg skills, denfand periodic
review for validity, improvement through new
technology, and for some procedures, frequent
use to maintain the skill. Also, situations change,
thereby limiting the use of protocols and al-
gorithms to those not requiring sophisticated
symptoms analysis be)ond th&,capablhty of the
self-care educated. A poirt also was emphasized by
a British mvesugator that the evaluation of-self-
care must take into account psychologlcal sociaf,
and philosophical variables which are unique out-
comes of self-care (in contrast to professional med-
ical care outcomes). ,

The Copenhagen symposium did not go beyond
raising the issue of quality control in self-care edu-
cation. There were no solutions offered. On the
other hand, several discussants ook the view that
we can at least make sure that the primary care
techniques suggested for transfer to the lay do-
main meet, in themselves, a standard of efficacy. It
was noted that many established primary care pro-
cedures used by professionals probably wotrdd fail
the test of efficacy regardless of who applies them!

Finally, several symposmm partidipants agrged
with the view that the issue of quality control and

’
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cost effectiveneg in self-care should not be limited
to clinical trials or outcomes studies, but should in-
clude large measures of effect in terms of sodial
change, impact on the professional care system,
and net economic ‘effects.

(7) Policy and procedural issues. Scholarly and
professional attention to the potential of self-care
is at a very early stage. Our Euorpean colleagies
agreed that the natural forces of social change and
the requirements of chronic disease management
will most likely continue to place self-care in a

“strategic position. Purposeful development of
self-care as a recognized component in“the care
system will require policy makers, administrators,
behavioral scientists, and medical practitioners to

 Ye-think some of the basic assumptions upon which
our present approach to health development rests.
Conferences and seminars on self-care are useful
now to stimulate interest, but the crucial need n

. the immediate future is a data base, preferably on
an international scale. Secondly, we must make
some decisions with regard to research prionties,
again with technologies amendable to international
comparisons. .

This will mean challenging national research
policies in health care to shift a substantial propor-
tion of their research and demonstration support

away from the present nearly exclusive emphasis

on manipulations of the professional sector, e.g.,
‘ professional manpower incentives, vrganizativnal
reform, professional education, practice mod-
alities, etc., to the lay #esource, e.g., determination

¢ of self-care competency levels, self-care needs as-

sessments, development strategies, etc. 'No .one
should underestimate the.difficulties of such a pol-
icy shift, given the awesome professional con-
sutuancaes supporting the present arrangement.

Consumer grqups interested 1n self:care are alonie
no match for the professional lobby.

-

Research needs in seif-care
A. Preface.

From the-cutset of the Copenhagen discussions,

it was clear that there were relatively little data on

+ . self-care practice, the needs it addresses or prob-

lems 1t may cause, or the nature of its interaction
with social, poliucal, technical, and organizational
factors. All that could be established was that self-
care was ubiguitous among cultures, that us spe-
cific effects were unclear, and-that efforts to
strengthen primary health care require that we ac-

count for all components in the delivery system,

including the contribution of the individual and
family. It was agreed that studies of the lay re-
spurce in primary care was an almost totally ne-
glected area of research any rarely considered in
he?lth planning. .

A commitment to self-care research should en-
sure that it is free of prejudgmem\ﬂThis caution

Q cted the Copenhagen participan}s’ awareness

b33
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that self-care research and demonstration must
address such sensitive issues as efficacy of existing
primary care technology, substitutionary potentials
of self-care, lay skills in controlling the health
transaction, and self-care implications for reduc-
ing iatrogenic effects.

A major block to self-care research—or a factor

whieh may effect its ultimate usefulness in
planning™~cdld be the lack of a theoretical
framework. One approach to this may be to
examine self-care within the dassical categories of
health maintenance hehavior, illness behavior, sick
role behavior (prior to contact with professionat
health care), sick role behasior (post medical care
contacty, - rehabilitation behasios, and chronic care
behasior. This could at least provide a descriptive
display in which we could identify gaps and incon-
gruities in theory and research relevant to self-
care. Further, and perhaps most important, such
an analysis may reveal assumptive Biases which ve-
sult in failures to test the full implications of be-
haviors in terms of positive benefits (examples.
delay and compliance). s,
" Before proceeding to specific research recom-
mendations, one other issue raised in Copenhagen
must be mentioned. 1t was believed by several at
the symposium that self-care research should be
approached on a broad front. What is needed is a
researth strategy which recognizes that the nature
of self-care behavior demands.observations at sev-
eral levels involving case analyses, critical inci-
dents, and self-qbservation/as well as survey re-
search_and large population studies.

Lay involvement in self-care research was given
special auention. Self-case, by definition, lies be-
yond the purview of the professional component
of the health case systém. As such, self-care be-

“haviorg have not been defined  codifred;orormerma—————— —

of efficacy determined. Self-care practices exist for
reasons and purposes assumed but not tested; the
demand for 'modifications. or additions to self-care
are not necessarily predictable on the basis of pro-
fessional judgment of needs or appropriateness.
Criteria of use, effectiveness, and demand may
not, in effect, conform to usual professional
calibrations—in all or even most respects. It is
necessary, therefore, to pursue a research strategy
involving lay contributions to self-care theory
building (including rationale and benefits), iden-
tification of variables affecting.self-care practices,
framing of hypotheses, and setting of outcome
criteria,

*

£
-B. Specific research recommendations

1. Hustgnical-social studies

Description and specification of the present var-
ieties of self-care in their historical development,
as well as in their specific current manifestations,
is required as the first phase in descriptive re-
search. This would include the impact of culture,

. R2 - .
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polmcal and mhgxous 1dcologxes, popular, bclxelf'sf

and attitudes on health in general and self-cafe
health in particular. Historical and socal perspec-
tives are likewise essenual to an informed view of
curren; manifestations of self-care.

A related question of historical and social impor

. tance 1s the role of the interest groups. Who ist

promonng self-care and why? Is it a “social move-
ment™? This would call for a bruad cross-national
study of social forces supporting and upposing the
present thrusts toward self-care, a specification of
their intensity and significance in pqlitical-social
terms, their probable i impacts upun health sysiems

and professionals, points of conflict, etc. Sach.a |

study als¢ must seek to evaluate the contributions
of political and economic factors, morbidity pat-
terns, and attitudinal factors (anti-authority senu
ments, etc.) to self-care. :

2. Chnical zmplwa!wns of se!f care

These ‘studies would haye to do with the issues
of the efficacy and appropriateness of self-cire
practices. We know something about the intensity
of self-care, little about its quality. Further, the in-.
troduction “of new self-care techniques can and
should be subject to clinical trial as in the case of
other health practice innovationssrecognizing the
special problems noted earlier. This still leaves
open the issue of selecung new self-care opuons
i.e., the issue of appropriateness, what criteria
would pertain and how are they to be arrived at.

(Hopefully our discussions here will focus on this

matter.)

3. Economic, admitstrative studies .

Some specific recommendauons emerged.
s \‘\r hat are the present costs of self-care, which
groups bear them and _which on

benefit ffom them? (input-output modgl)

¢ Which areas and processes of self-care can be
disu'nguished on the basis of outcomes in terms of
health impacts, net costs and democratic values?
(outcome’ acceunting mattices)

¢ What incentive devices can be designed to.
support efforts to increase self-care activities

- judged effective and prudens (pohcy explorauon

research) -

e Is there a relauonshxp between the charac-
teristics of the primary health care delivery system
and the level of involvement of the individual in
self-care? (in terms of payment system; multiple

© versus sing!e source system, fee-or-free basis, solo

or team primary care, level of work load of prac-
titioner, extent of professxonal autonomy, mtegra-,
tion of social servide intd primary health care serv-
ices. (These would studies of behavxor—not
outcomes) b N

4, Educabon'al research ‘

Self-cére education research and development
was viewed by the symposium paruc:pams as hav-

\
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ing two distinct thrusts. The first was work on test-

.ing techniques of disease: or situation: spccxﬁc

self-care mtenemwns These hould mdude vari-
qus devices to improse lay capabxluy in prevenuve
procedures (monitoring), minor therapeutic inter-
ventions {what to do until the doctor comes), and

routine maintenance skills (insulin taking). Here'

the design and testing of _protocols, algorithms,
and patient instruétion matéridls wotild be under-
taken. A second thrust was that of designing, im-
plementing, and evaluating léng range self-care
education programs where objectives could in-

ude skills'in diagnosis and decisjon-making and a

variety of medical care mt.ervenuon} mc.ludlng

those that are frankly substitutionary o,f prof -
o

ol

sional functions. This could take the form of a
quential edacational program f{or schog:
over a 10 to 1-2’ year period with outcomes 6b-

served over an’additional 10 to 15 years. A lon- |

gitudinal design would allow testing a range of
ouwcomes of special relevance to the concept of

self-care, e.g., self-care skill maintenance levels,
.personal and social health Heasxon-makmg be-

havior, use of professional sen«lcez control of din-
ical and sodial iatrogenesis, and’
havfor, as examples.

Finally, there 15 the 1mp6rtam matter of profes-

" sional education with regard to self-care, Unfortu-

nately there was not suffident opportunity for the

symposium participants to do much more than’

express their concern that education of health
professionals must be undertaken (at an early
stage) to let them ‘understand their advisory role jn
self-care. It might be mteresung to expenm
with educational modalities which give the h

professmna.l student an opportunity to learn frdn
laypersons regarding self-care practices and their

rofessi gl’

medication be-

cate in health is truly supplementary to self-care

whith accounts for the overwhelmmg proportion _

of continuous health care provxded on a day to day
basis. .

In closing: Fry offers an important caveat re-

gardxeg self-care research: X

Self-care annot be studied in isofation.. The
whole process of primary care, that involves
self-care and first contact medical care, .. . must
be studied in order that the roles of t\he publlc
and the medical, nursing and social work profes-
sions can be best defined and applied.®

L] LY

¢ John Fry. “Self-care: Irs Place in the Tota) Heakh Cire Sysem.” report by an
wotking party (September, 1978).
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‘Implications of Self-care’ ! . ‘ . .

by Gretchen V. Fleming
and Ronald Andersen, Ph.D.2

. . .
Summary *: Fleming and Andersen address the potential for the self-care movemeny’s growth in the
United States by examining the available Kerature and ‘determining whegher it supports assumptions
which are made by the movement. Such assumptions are. that medical care should not be given preemi-
nence in-our society, that peuple are not getting what they want from the existing medical care system, that
consumer independence is a growing value, and that some primary care tasks can and should be under-
taken by consumers. P : C s )

. The authors, review existing research to deterthine the extent to which the assafn_pﬁoﬁs of the movement
might be supported by beliefs and attitudes of the population. The cited survey findings address, e g., the
value of health to Americans, satsfaction with medical services, the value of individual independence on
health matters, and its complement, consumer dependence upon’ the medical model; and the level of
health knowledge of the U.S. population. ‘ J g . :

In.general, the authors conclude that the potential for successful growth of the movement has shown |
some jmprovement in fecent years, The trends, they say, hint thas, people value medicine and are not
particularly disappointed by their own doctoss, but there is some growth in consumer self-confidence
regarding health mauers, and-a growing critiusm of professional motivation and the guality of health care
I-'uq.her, the movement stresses reform instead of revolution, so it cou)d be considered a candidate for
su . But, unfortunately, those who would benefit.most could be the least-likely followers of the move-
men\, as preliminary studies indicate those who would be interested are young, white, suburban, educated, ~
and ncially secure. . . ’ : " ’

The authors proscribe needed additional research, and offer caveats regarding the findings they cite

_ For example, an assumpuon of the aughors is that expressed dissatisfaction with medical services indicates
the mouvation to seek alternative forms of care. Also, it is possible that expressed scepticism toward medi- _
~ &t services Ay justindicate a-*fatalism™ toward health. - e
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$ Perspectrves Series, Center for Halth Adminmstiation Studies, Unrversity of
Chicago (64 pp.). - . *
* Cener for Heakh Ad Seadses, 1 u1y of Chixago (NOTE. Thus paper was publisthed by the Center for Hrakh Administrision
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‘Research.and Demonstration Issues in Co

Self-Care: Measuring the Decline of : .

h

by Lawrence W. Green, Dr.P.H.,** . ¢t * .

Stanley H. Werlin, M.B.A.,*** .
Helen 'H. Schauffler, B.A.#*# . R
and Chax_’fcs'H. Avery, M.D.**# . : , ’ . . b
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Summary: The origins of the current emergence of consumet health education in self-care is a reflection
of two converging trends. the increased popularity - of pautent education programs,.and the growing
awareness o the part of consumers that they are indeed capable of rational, sophisticated self-help..Such
factoTs as the movement twward consumer parjidpation in government programs and communily de-
velopment, lhe self -directed behasisr and behaviur mudification movement, the evolutian of nursmg
theory and practice frum “helping the help}ess toward facilitating self-care, and the evolution of group
dynamics and gelf-help groups have all contributed o this trend. The medical self-care programs inspired
by these social currents iacludé “such diverse subject matter as self-throat culture, arthrius, gynecological
preventitn, hypertension, and other wwndition-spedific topics, as well as more comprehensive self-caré
programs covering a wide span of acuviues. Must of these projects has; not existed for sufficient time to

have conducted and reporzed an e€valuauon of their impact on participants’ behavior and health status.

Such evaluations are dearls needed befure medical self-care programs are encouraged tp proliferate as
many other “unproven? social programs have. Where possible, such evaluations should be designed on a
prospective basis and built into the educativnal program, rather than imposed retrospectively. This can
ayoid difficulties with inadeyuate or unavailable baseline data, inability to identify control and experimien-
tal groups, and non-comparable or non-uniform data across study groups.

The relatively unevaluated field of medical self-care programs suggests a number of i unpon.am research
and demonstration issues. These indude measirements of attitudinal change, behavioral outcome, man-
power implications, cust-benefit trade-offs, the techmical limits of self-care, the applicability of self-care
edueation to varivus pupulation groups, and the uulu) of consumer algorithms. A major,need in the field *
is the development of standardized measures of program input and output to fadilitate comparison of .
results across studies. A federal prugram of replicauve studies on these research and dcmonsuauan issues,
would offer the pussibility uf pruyiding both substantive knowledge gains in the self-tare field and results
potentially generalizable to the larger field of health educatjon’ program evaluanon - .

‘Introduction | / . ' . oL

+

.Medicocentricity, like ethno and egocentnicity, cians’ assistants, nurse practitioners and even am-

takes many forms. The allied health manpower
movement has succeeded in eroding une form, the

yirtual monopoly of diagnosuc functons and the |
' concentration of therapeutic functions in the

“hands of the physician. Once. some of these func
tions had been wrested from the medical profes-
sion, the veil lifted from a variety of medical pro-
cedures. It was found that these could be spelled
out in fail-safe protocols for the training of physi-

s

W h:dmOrdc'&o-’ﬁl”waﬂlhe‘iw&ﬂn(anhh
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bulance drivers.glhe next logical step_ in the

decline of medicocentrism proceeded rapidly |

theredfter. it soon became much easier to transfer
more of these functions 10 the congumer or patient .
himself. This has led to,a sudden expansion in re-
cent years of a class of health education activities
now called self-care_programs. The conceptual
basis of these consumer self-care programs did not
in fact oniginate in the medical care system itself.
Rathlr, as this analysis will show, self-care con-
cepts and related forms of consumér participation
in assessing and solving problems has long been an
inte part of the research and practice in many
of the other hclpmg pmfcssxons ) - *

-

Purpose and scope

Thxs paper will examine some of the problcms
and prospects for demonstration and evaluation of

-2
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- self-w.re in medicine and health. For Lhe purposes

of dns'pa{)er, self-care will be'defined as censumer
performance of activities traditionally performed
. by providers 'Recognizing ‘the relative paucity of
" experience with patient activation * in médicine,
. many of the prupositions developed here will draw
,upon more extensive. but parall-‘d experience with
activated consumers or clients in education, be
havioral and clinical psychology, public health,
marketing, socidl work,‘community development
and similar fields.
paper is alsd based. on data colleaed either
by site visit or through documents and telephone
interviews with fifteen self-case programs in which
selfcafe was defined as the performance by con-
sumers of actions traditionally carried out by
hezlth care providers. The self-care grograms sur-
veyed included programs in which consumers were
performing on their own behalf what professionals
had previously-done “for them. A sixteenth pro-
gram will be described in more detail a a, case
study. The range of activities found in the sixieen’
programs studied is described belowl

Six of the sixteen programs can be described as
comprehmsn/ self-care prograts. the Reston-
Georgetown (Virginia) program: Regional
Self-help program sponsored by mountain
Regional Medical Program (Salt Lake City), the
North Carolina Memorial Hospital Program
{Chapel Hill), the Peter Bent Bagham Hospitat -
Program (Boston), the University of Arizona
Self-provider Project, and the Georgetown Acti-
vated Patient program. Seven programs addressed
chronic diseases: The Diabetes Education Center

" (Minnesota), Central New York RMP (Diabetes
prpgra‘n and Hothe Dialysis program), Group
'Health ‘Cooperative of Pugfet Sound (two
programs—dxabexes apd hypertension), the Inter-
mountain RMPs arthritis profram, and the Johns
ﬁopkms asthma pl’O_)CC[ One program, the Free-
standing Women's.Health Center in Boston. ad-
'dressed pre\enme care in gynecology.

Fmally, two other programs are-described: the
Home Throat Culture program of the Columbia
Medical P¥in in Maryland and the Mpnroe €ounty

* (New York) gonorrhea self-screening program.
Most programs rely on small group or one-to-one
educational contact; the North Carolina Memorial
Hospital relies primarily op programmed
instruction. .

-

ci;n'ceptual origins of self-care

With the efmerghig array of current activity in
medical self-care, much of it without precedent in
the medical literature per se, it is imperative that
the research experience with self-help program-
mmg in other spheres of human service be re- -
1 the seTmenciogy of (be hnul;ocuzom fed
A~~~ yean so indicate enhancement of patent igvolzement 1 personal bealth

hrw‘kmehw‘d.dfmuﬂs(paymbwdpnnopiﬂoipfmm 26
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viewed. Such a review should ‘help to.ayoid the.

. .repetition of costly historical erors and t sugges\

hypotheses and methodologles to be lused in
evaluating se‘lf-care in the medical sphere .
The consumer pa.mcxpauon movement: "This \

secfion will not attempt to review the history of the
volumary health and welfare movement, or the

. community development movemernt. Both of these

are pertinent to the self-care movement but both
have been extensively reviewed in the past and
summarized in recent reviews.of community par-
tapation in health services.! 15 The two aspects of *
these movements that are most germane to the
emerging self-care. movement and in need of
closer inspection here are. (1) the attempts to
‘measure citizen. participation and its effects on
hedlth care, and (2) the effects of legislating re-
quirements for citizen pamapauon

- Silver has already noted. the 'need for “evidence
-of the value—or Tack of it—in consumer articipas.
uon and control.” * A few methodologxcalP gdvances
and empirical studies were developing at the time._
of his review and are now available for adaptation._
to self-care evaluation. ¢! The case,study method
was preéommanf, but recent develapmems combin-
ing content analysis of discussions at meetmgs of
consumers and providers with formal interviews -
have offered ways of assessing consumer sophistica-
uon wms-g-umis the health care system.'**! This ap:.
proach fo measuring consumer autondimy might be
extended to include affective, as well as cognitive
dimensions. If the concept of the ‘activated pa-
uent, for example, includes the tamerity of the pa-’
ueng 1n quesnomng his physician, then a measure of
asseruveness * would be a legitimate cmenoh of
success in self-care programs.

Silver also noted that the problem of evaluation
in consumer participafon wauld be as much a con-
ceptual problem 7 technigal one.! Some as-
sessments Of Cofisumer participatjon within the
framework of fiealth’ education have provided a
degree of cohceptual darlﬁcauon pestinent to-
.evaluation of self-care programs. 226 Wang et al,
“for example, hdve delineated program cgmpo-
nents, intermediate objectives and long-term ob-
jectives in a2 program designe.gi to involve inner city
youth smore actively in the extended activities of
the community pedlamc center. 2 Galiher, ¢t al,
* have attenfpted to define consumerisfp in rélation
to health yg—w delineate various levels at which °

. consumers can participate in health decision. mak-

‘ ing, 2% and Green has offered a vanety of hypoth-
eses on measurable benefits of “constructive con-
sumerism” in health cané systems, 24 27

The second aspect of the cansumer participatioss .

* movement which must donsern those who woufﬁl

expect consumers to embrace the self-care move:,
ment is the legal aspect.: ‘"The Community Acuon
Programs (CAP) established under Title I of the
Economic Opportunity Act of 1964 moved con-
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sumer participation from a matter. of voluntary ac.. -

“the poor. 28 “Maximum fi
- further legislated in P.L. 89-749 in, 1965 (authoriz-
- ing the establishment of Regional:Me&iLal Pro-

- et iy - -
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tion to a matier of public policy. Community ac-
tion was suddenly defined in legal terms which
. carried both opportunities and new obligations for
ible participation” was

grams) and in the Model Cities Demonstration Act
‘of 1966. . -,

“For all of the good intentions behind the con-
.sumer participation movement, its legislated im-
plementation was misunderstood or mistrusted by
many_professionals and consumers. The
“Maximum Feasible Misundcrstan'ding" created by

" the law.is summarized by Moynikan.”

...'in thaking its way through the maze of the -

. Executive Office Building it had acquired a
managerial gloss that—while never fully, or even
partially, intended by, its original sponséors—

nonetheless proved decisive in its adoption by
—~

the mandarins of the Budget Bureau Commu-
nity action was originally seen as a2 means of

shaping unorganized and even disorganizéd_tity/\

dwellers into a colterent and-self-conscious

group, if necessary by techniques of protest and o
opposition to established authority Somehow,

however, the higher ciyil service came to see it as |

a means.for coordinajing at the community level -

the array of conflicting and overlapping de-

partmental programs that proceeded.from -

W;éshiggton .5 (p. 11)31
The co-optation of consumer participants in
managerial functions undermined the intent of the
legislation and left many volunteer participants
feeling exploited and suspicious ef governmental
purposes: If the self-care movement becomes.simi-
larly enmeshed in governmental relations with
- health care providers and agendies, it is likely to
take a different form, or at least a different flavor
for the”spnsumer, than iy now takes in the pro-
-grams under study today. This leads us to caution
against extrapolating from evaluations of current
self-care activities 1o resuits that could be expected

generally under a universgkprogram sponsored by .,

the government. This caution is not merely a

standard caveat on generalizability, but has special _
N\Jeaning in refation to activities in which voluntary

participation of consumers becomes qualitatively a
. 4 . .. S .. >
different variabl€ when it is required by law.

The lesson from governmental implementation

- of “aximum feasible participation” laws is not

necessarily that governmental support should not
be offered to selfscare programs, but it should be
offered with carefully designed safeguards fox the

- voluntary-character of the programs.

2 .

. Self-directed behavior and behavior modifica-’
_ tion: Whereas the citizen participation movemeént

in healthp care is a pervasive but virtually un-

evaluatgd precedent for self-care, the behavior .
- - - - - ) -
modlficat.gm movement is a limited but rigorously
R ‘. <4 -
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. ‘gvvg_luated‘érecgdem. The early applications of be-

haviot modification techniques to health”habits
were tightly controlled éxperiments in whijch the
subjects were voluntary participants but the re-
wards were designed and allotted by the experi-
menter. Increasingly, operant rewards have been
designed for ‘control by the subject (e.g., self-
monitoring charts), to the”point that the technol-
ogy of behavior modification has been transferred

to the lay public in the form of “self-contrpl,”

“self-determination,” and “biofeedback”
manuals, 32-34~ S Y ¢

The training, of, professionals to use behavior”
modification teghniques increasingly -emphasizes |
. the ap@jﬁ of reinforcers that patients, cliénts

or subjécts can use in their own home environ-
.ment. 35 The ear]y work of Kanfer and associates
on the conditioning of self-reinforcing responses,
based on, gn analogue to self-confidente train-
ing, 3637 led 1o the clinical teaching of techniques,
for- self-regulation (called “ins%igation'ther-
-apy™. 3839 This.and related techniques applying

rinciples of operant conditioning were, sub-

sequently developed to enable indi iduals to.

employ them at home with a2 minfmum of profes-
sional supervision. The most niotable applications
have .been with eating behaviar and obesity
controk 404 and smoking cessation#4>47
Nursing leadership jo self.care: The discrepan-

cies between pati%m and physician expectations

.under traditional systems of medical care suggest
two, other precedents for the self-care moyement
which deserves at least acknowledgenfent ée;:)} a
thorough review. One is the long-term but @nﬂy
formalized shift in nursing theory and practice

. away from the Nightingale model of helping the

@ the current themes of self-care as for-
Nursing Development Cohference
“transition spans a century and is
trated by the series of charts re-

graphically i

* prodiced Below, contrasting the definitions and

concepts of nursing from Nightingale49 through
Shaw, 50 Harmer, ' Frederick and Northam, %2
Henderson, 3 and Orem. % - ~

Another departure from. the physiciawr as the
point of reference in self-care is the literature on

.. self-help groups.

Group dynamics and gélf-help groups: Rather
than relying on health professionals for support
and guidance in matters of prevention, treatment
and rehabilitation, ‘many consumers dnd patients

have found greater credibility or conipatability .

with others who shared the problem or concérn
The early-precedents for “this aspect of the. self.

movement provide an instructive documenta- "

tion of the efficacy of self-care.

Commonality of physical condition ‘oti health
problems tends to give gioups a cohesivengss if not
an initial attractiveness. 55 Such grouping has been
found éffective in educational approaches to
changing health béhavior among aleoholics, 3¢
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‘obese patiehts,3? neighbors meeting on accident

prevention, 38 ampulatory hypértensive patients, *°
parents of childréft with rheumatic fever, *° ulcer
pauems 61 adult cardiacs, 52 parents in child health
conferences,® and most frequently, diabetics.**
‘The effectiveness of bringing together individuals
who share common health problems appears to be
based not only in the tendency to trust and con-
form to the judgment of others who have the same
problem (which was experimentally demonstsated

among orthopedically handicapped sub_;ects),“‘

but also in the quality of pertinent and under-
standable discussion and mutual reinforcement
that occurs among participants in such groups. If
such groups of patients can also be organized with
some socioeconomic homogerieity, the discussion
of solutions to common problems is also made
more relevant‘"cgﬁﬁlble and apphcable to-the indi-
viduals farucnpaung

The relative effectiveness of the group
discussion-decision method over more didactic
‘methods of education and behaviordl influence has
been well’ known to health educators since the
early expeniments of Kurt Lewin on changing fuud
habits during the war years, % and the later, mote
extensive experiments qof Betty Bond comparing
_ group discussions with lectures to encourage
s breast examinauons. Bond conducted 42 discus-

# sion meetings and 33 lectures with 933 women.

ol ~

ar

+
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RIC

Aruitoxt provided by Eic:

Women exposed to the dgusswn -deusion mgthod
subsequently had a higheF rate of physician visits
for breast examinatons, a larger proportion estab-
ished the habit of breast self-examinativon, and a
greater percentage reported to a physician to
demonstrate their technique of breast selft

examination. 67 , .

Survey ef current programs

Program d&scriptio'ns. As noted on page one,
15 self-care projects were Contacted and or site vis-
ited as part of this research. six of them com-
prehensive in their orientation to health probfems,
seven focused onachronic .diseases, and three on
preventive or screening activities. In each site,
consumers are taught to become providers of care
for. themselves.

e six “comprehensive”, self-care programs dif-
fer somewhat in scope and appruach but all have
fn common self-care for a wide variety of problems
or conditions, and all feature a combination of (1)

_presentation of information about prevention for_

a number 6f conditions, and (2) instruction to con-
sumers in performing on their pwn behalf what
health providers had traditionally performed The

most widely publicized of these programs is the

Activated Patient Program of the Georgetown
University Center for Continuing Health Educa-
tion, The Georgetown program | mdu.des presenta-
tions in the following areas. prevention of ar-
Q osclerosns, motor vehicle accident, cirrhosis,

an

corporates cardiopulmonary resuscit

i
P ~

stroke, breast cincer, uterine cancer, and’ﬁrl';eufna-
tic 'heart disease, compliance with medical regi-
mens, hypertension; nutrition; growth and
development‘ comimon childhood illnesses; con-
traception, family planning, and venereal disease;
medlcauOns, alcoholism, mentat health and faxml)
relatiuns, yoga, automation in health care, and in-
novation in health care, Many of the presentations

. are mformauonal in nature, alerting consurpers to

causes, watning signs, and sensiple personal health
behavior. With respect to teaching patients to per-
form precedures on their own behalf the course
teaches self-administered blood pressure, ear wax
irrigation, hyposensitization shots, and emphasues
first aid (bites, artificial gesuscnauon serious
" bleeding, heart attack, shock, sprains, brusies,
etc.). The most interesting aspegt of the course s
its use of checklists for self-care of common child-
hood diseases. . The checklists include sections on
general information, important points to re-
member in treatment, and when-to call a

physician, -

The Regional Self—Help. Medical Care Tralmng’

Project sponsored by the Intermountain Regional
Medical Program was ‘patterned after the Acti-
vated Patient project. This program uses much of
the course content of the Activated Patignt pro—
gram with an emphasis on first aid and emergéncy
aid. The ¢course includes basic first aid znd also in-
ion and

23

emergency childbirth. The empl}asls of the pro-

gram on first aid and emergency care derives from
the distances of the rural populauons from medi-
cal facilities, -

.The Reston- ‘George{own program uses a some-
what different format for its self-care’ education.

‘Thl‘s program relies heavily on the use of

decision-making protocols or algorithms for 65 -

common comniplaints or. problems in fourteen
categories. emergencies,
poisons, upper respiratory problems,” common
skin disorders, childhood rashes with fever; ar-

_thritis, back pain.and” musculo-skeletal problems;

nervousness and neurologic problems, chest pain
and shoriness of breath, eye problems, digestive
tract, urinary tract, gynecological problems, and
sexual problems.- The algorithms are visual flow-
charts designed to assist consumers in determining
when it is appropriate to see a physician and when
to apply a well-8efined (in the protocol) home

-treatment. The algorithnis have attempted 1o iden-

tify possible emergent conditions early and to con-
centrate on confjtions affecting a majority of pa-
tients. After a brief introduction to each condition,
each protocol defines appropriate” home treat-
ment, what to expect in a physician's office, and
presents its visual flow chart. The Reston-
Georgetown program also includes an educational
component on how to use the health care system.

The North Carolina Memorial Hospital program
is similar to the Reston-Georgetown progigam in

28 . L :
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terms of its focx. The dlsungmshmg feature of this
. sprogram js its use of programmed instruc
* rather than patient algorithms. “ %

Both the University of Arizona Sejf-Provider
Project and the Peter Bent Brigham Hbspital pro-
gram are less comprehensive than the foregoing
four programs, although they are still rpultiple
focus programs. The Self-Provider Project is
“aimed primarily at identification of risk factors for
certain diseases and their effect on ht:algh status.
After an initial individual health hazard screening,

/ the program concentrates on providing education ,
on risk factors associ?®ed with, and control of:
heart disease, hypertension, lung diseases, depres-
sion, and cancer of the breast, cervix, colom, .and
rectum. The Peter Bent Brigham program is simi-
'lar to the other four programs in featuring educa-
tion on bodily functjon; the prevention and tgeat-
ment of common -adult illnesses; prevention
treatment of common childhood diseases, adoles
cent problems; prescriptions, drugs, and over-
the-counter medications, growth and develop-
ment; and patient rights.

The remaining nine programs are all disease-
specific programs relating to” diabetes (3), hyper-
tension (1), arthritis (1), kidney disease (1),
gynecological prevention (1), self throat culture
(1), and self screening for gonorrhea (1). Each of
the fifteeN projects is described in a recently com-
pleted report to the Office of the Assistant Secre-
tary for Planning and Evaluation'Health, DHEW.*

_The definition of self-care as “the performance
for oneself of actions normally performed by
health care providers” restricts the scope of self-
care activities to physical activities, foyge most
part. Acquisition of knowledge about appropriate .
diet for diabetes, for example, is not within the
realm of self-care according to this definition of '
the term. The performance of the process of diag-
nosing oneself when one formerly relied on a
physician to .do so is probably the only non-
physical activity that qualifies under this definition

_ of self-care. Listed below are the activities from the

fifteen surveyed programs which we believe fall

_ under ‘the rubric of self-care defined as the as-

sumption by consumers of traditional provider ac-
tivities. In our opinion, this list is a reasonable def-
inition of the state of the art of sglf-care according
to this definition. It does not include basic preven-
.tion activities which consumers may and should
take which providers have not themselves tradi-
tionally provided or controlled.

| Self-care activities:

" e Diagnosis of common symptoms or conditions
which occur frequemly but need not lead to a
physician visit (included in most of the com-
prehensive self-care programs, notably in the

E CDLV
* Altbiur D, Little, Inc., £ Survey of Hu&;\ﬂm?rppm(]wwy

1976). o
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patient algorithms used in the Reston-

Georgetown program) .

® Insulin injection (diabetes education pro-
grams) R

® Urine testing (diabetes education programs,
and the North Carolina Memarial Hospual)

® Breast selfrexamination (Freestanding
Women's Health Center and North Carolina
“Memorial Hospital) v
® Cervical self-examination (Freestandmg
Women’s Health Center) ) -
¢ First aid for conimon m_;urtes (comprehenswe
self-care programs)
® Emergency care - .
—scardiopulmonary resuscitation (Intermoun-
tain RMP Regional Self-Help Program)-
—emergency childbirth (Intermountain RMP
Regional Self-Help Program)
—other emergencies (comprehenswe self-care
programs) _ .
e Taking blood pressure (North Carolma

Memorial Hospital, Activated Patient, Group
Health Cooperative, IRMP Self—Help Pro-

gram) i
¢ Throat culture (Columbla Medical Plan Pro-

gram)
¢ Hyposensitization mjecuons (Acuvateé Pa-
tient) ) w0 -~ .

® Ear Wax irrigation (Activated Patient)
\-
® Kidney dialysis (Central New York RMP)

® Physical therapy for arthnus (IRMP Arthritis
Project) ,

# Self-medication for asthmatics who had pre-
viously depended on an emergency room
. (John Hopkins). ‘

Evaluation in projects surveyed: In the ﬁfteen
programs surveyed, relatively-little impact evalua-
tion has been’ conducted so far, although a few
programs plan more rigorous evaluation. The
evaliiation of the asthma project will be described
in the section of the report entitled “A Case
Study ” For many programs, conducting ‘evalua-
tion of the program's impact on patient ‘health
status would require additional

-" budgeting to an extent that wpdld jeopardize’the

program itself. Others have pot existed for a suffi-

cient time to permit the fi fmulatian of an impact, -

study. Most programs have either ¢conducted-
short-term evaluations of program. effectiveness
which do not address the issue of long-term sus-
tained impact, or process evaluations which have

, measured patient satisfaction with the educational
" program or patient perception of how to improve
materials, lectures, etc. It would be particularly in-"

teresting to evaluate the results of comprchensxvc
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B - _surveyed is described below:

, » <nterventions, since these programs
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selﬁwe programs ¥1th emphaszs pn utilization of
health services before and after such educational

range of self-carv issues. .
The state of evaluation.in the self-care programs

¢

~ @ Both the Monroe County gcmpzrhea screening | -

program- and the amnbxa Medical Plan
Throat Culture\ program; ‘have carefully

. évaluated their results., Se}f-screening for
gonorrhea has encountered some difficulties,
while throat cultures have been shown rea-
sonably reliable, = -

® The Group Health Coopérative. of Puget
Sound diabetes program hopes to implement a
long«term expenmentil impact gyaluation de-
sign to follow patients for up.to one year after
participation in the 'educational program. To
date, the 'program has cqnducted measure-
ment of knowledge and skills via pre-test and

== immediate post-test, together with subjective
process evaluation by parucrpams .

® The Group, Health Cooperauve of Puget
Sound hypertension program conducts subjec-
tive process evaluatién, and haye proposed the

" use of along-term expenmentaledes:gn using a
pre-test and periodic post-fests to measure pa-
tient attitudes, knowledge and skill levels.

® The Georgetown Center for Continuing Edu-
-cation Activated Patient program for collected

anecdotal evidence of program impact. More

s  rigorous impact evaluation was being planned.

e The Intermouhtain RMP Reglonal Self-Help
.program had collected sel{ reported post-
course data on patient behavior in the first

. year, but neither pre-test data nor control

- groups were available for comparison, Sys-
tematic evalyation was planned for the second
year of the project.

,® The North Carplina Memorial Hospltal pro-
gram measures post-Burse patient knowledge

. unmedlately with a questionnaire. Long-term
impact evaluation had ndt béen planned.

-, ® The University of Arizona Self-Provider proj-
ect was in the process of planning a formal

. evaluation of its efforts.- The evaluation will
include patient rescreening at stated intervals
following educational intervention to measure
changes in risks factors, and a pre-post ques-
tionnaire to measure changes in attitudes,
knowledge, and behavigr ovér an extended
(time-period. - . . .

¢ The Di
short-terd basis, patiens knowledge level and
_health status. The program 3lso measures pa-
' tient satisfaction with the educational process.
No long-term evaluation is conducted.

*
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ess a wide

tes Educatlon Center measures, ona ., .
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® The Reston-Georggtov-n program is currently
planning an impact evaluation design. The
program js located mithin a health mainte-
nance organization with a well-defined, essen-
tially captive population, a highly_desirable
“laboratory” for impact evaluation studies. ,

® The Freestanding Women’s Health Center
measures patlent satisfaction with the eare and
educational process.

o Peter Bent Brigham Hospital’s prograni con-
ducts a process evaluation aimed primarily at
monitoring patient satisfaction.

® The Intermountain Arthritis Project has pre-
sumably conducted an evaluation, since it is
required to do so by RMP. No data on their
evaluation was available to ADL. Similar con-
siderations apply to Central New York RMP

programs. -
Snmmary of major observations: From the sur-

vey of self-care programs we not e recent
, emergence of comprehensive (many tdpics, many
weducational sessions) self-care pro . Six of

these programs were described in the accompany-

.ing text, and’ we are aware of three other RMP-

_based pro as'well. The development of these
_programs, most of which are still in their infancy,
signals a new trend in consumer health education
programs toward multiple fociss, self-diggnosis/
self- helplself-care ‘programming. We ha@® noted
even in the few programs we identified, the ex-
pansion and popularization of this type of pro-
gram both in professional circles and in the health
educational literature.

A second major fi ndlng is that consumers are
being educated more thag ever before to assume
responsibility for tasks previously conducted by
health providers. The actiyities we identified were
hsted in the text of this chapter previously, and
- erfcompass self-dlagnosns, self-screening and self-

N treatment, tasks.

Third, the emergence of the patient algorlthm
or checklist for medical decision-making, uséd in

the Reston- GeorgetOwn program and the Acti- -

vated Patient program, is a new technology of po-
1ent1ally major significance. The application of a
written, preasely defined protocol for diagnosing
and treating minor complalnts (and for knowing
when they are more serious) is a method which, if
proven effective, can be used in a wide-spread
Inanner with important implications for reducing
the pressure on the .ambulatory care delivery sys-
tem and its manpower.

Finally, we have found that evaluation efforts
have been limited in.this field primarily to meas-
_urement of patient knowledge, attitudes, skill and
“behavior over very short time periods, and to
‘Process evaluation of patient satisfaction with edu-
cational programs and/or patient perception of
educational materials and mcthods to improve

.30
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them. Furthermore, this level of evaluation was
not always reached iri the comprehensive self-care
programs. No long-térm impact evaluations were
identified in the programs we surveyed, Oh a

»

more hopeful note, however, many of the pro- |

- grams described here were planning to,design and

ﬁlement long-term impact evaluations. Such

uations are to be encouraged if we hope to as-
certain thé’ effec;ivehe;s,of self-care programs.

Y

Research~and demonstratlon Lssues

Mmunng ‘attitudinal change. An area of ex-
tensive prior experience and research related to

or attitudinal construct called ipternal control of
reinforcement; introduced by Rotter in 1954, now
“generally, called locus of control. The prodigous
flow of research on this subject now exceeds 1200’
documents. % The bnbhography of Throop and
MacDonald ** and the review by joe 7° provide the
most comprehgnsive outlines of ‘the literature in
this aspect of beliekin one’s ability to control ex-
ternal forces or be controlled by them.

The indications that locus of control can be
-shifted from external to internal on belief scales
through “interrality training” in areas such as
rehabilitation 7172 makes this variable most rel-
* evant to the potential evaluation of self-care

programs. ’

-Specific instrumentssto measure some aspect of
internality or to place ‘individuals on a scale of,
internal vs. external locys of control have been de-
veloped and widely stgndardized. 7% The I-E
scale developed by Roter 82 has been the most ex-
tensively employe these measurés with over
eighty publishe appllcguons of his oniginal in-
dex.® The several variants for application with
.children, 73-8! youth, 87-88 and addicts 87 give
greater sensitivity to the measurement of locus of

« contrdl in these groups. A scale has been recently
developed to measure locus of comrol specifically

.in relation 1o health. 9!

The uddity of the Health Locu’ of Control Scale
J(HLC) in evaluanng self-care programs is that it
provides an intermediate measure ‘of program
outcome that is known’to have predicuve validity
“for health béhavior. 9! It also has coastruct validity
insofar as the purpose of self-caze programs is to
increase self-care behavior through a process of
increasing the self-confidence of patients or con-
sumers in controlling the forees that mfluen,u;
their own health, 92.93

Strickland noted eleven studies in which positive
relauonshxps were found.Between internal locus of
control scores on the more general scale and
.health behavior.* Instances of negative find-
ings, 9% % have been attributed to the use of the
* generalized I-E scale rather than the more specific
HLC scale,¥ and the failure of investigators to
treat the value placed on health as a separate varig

*

—
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self-care is the psychological study of a personality .

. =\

. able.%” When ‘high valuation of health relanve o

. other valltes % is taken into account, the predlctmn
of health actions Trom internal locus of control is

- greatly increased. 91.99.100

. THus, it will not be sufficidnt for self-care pro-
grams to increase internality of control in patients

- or consumers unless they already place a high
value on the health goal or practice advocated. But
if they value the health goal or practice, their
internal control of reinforcement becomes crucial - -~
to their adoption of self-care practice. Measure-
ment .of these two predisposing variables (HLG
and value placed on self-care) is therefore as im- -
portant as measuring health knowledge.

Research and demonstration efforts in Self-mre
should also include monitoring of the anuapated
by-products of the decline of medlcocenmsm,
namely the attitudes of patients and consumers
toward providers and medical care services. A
least five measures of patient attitudes toward doc- *
tors and medical care appear to have been pub-
lished on the basis of standard methods of scale
conistruction. 10! Zyzanski et al, have provided a°
Thurston scale of patient attitudes toward the
competence and personal qualifies of physi-
cians. 19219 Franklin and McLemore also used
Thurston methods to develo dex of attitudes
toward student health services. A)mdersen 105 and’
Suchman 1% used Gutiman scalixg criteria to de<
velop measures of attitudes toward health seryices
and quality of care. Suchman focused on doubts of
ethnic groups about the claims of Professional

_ medicine and desires to check on doctors and their
behavior, but his findings were not replicated by
Berkanovic and Reeder 197 or by Geertsen et al, 198’
in popula,nons with different self-care and popular
.medical orientations than Suchman’s New York
‘sample. Ware and Snyder have used f: actor analysw
to 1dennfy more detailed dimensions underlying
patient satisfaction with doctors and medical
care. 103

The teason for urgmg study of this variable in
futire evaluations of self-caré programs is to pro-’
vide for a response to the concerns of the medical
community over disruption of doctor-patiént rela-
tionships and eroding of patient conftdence in
medical treatment. The trend in self-care away
from the traditional docfor-patient relauonshlp’ is
probably inescapable, ''® but whether this neces-
sarily jeopardizes qtrahty of care and compliance
with. prescribed regimens is a debatable question
desérving of research as self-care programs
progress. . . ’

. It is an error for the medical commumty to as-
sume that the “traditional” doctor-patient, relation-
ship was one_of congruent expectations. Several
mvesugatxons in the 1950s revealed majcr dis-
crepancies between Tay expectzuons and profes-
sionals’ views of their role in health care. U113
Sﬁbsequem studies showed that even the patients
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of higher socio-economic status, who tend 10 be
more congruent with professionals in their expec:
_ tations, do not have their expectations fulfilled by
S]rovxders D416 Furthermore, 1t is not necessarily

e case that failure to meet patient expectations
leads to non-compliance."!? It is sometimes the
case that patients have no firmly established expec-
tations, especially with regard to spedalized care,
118 which would be the rule rather than the excep-
tior in a system which encougaged self-care. Fi-
nally, the few precedents in which health plans en-
courage a degree of self-care afd _emphasize con-
sumer education indicate that consumer behavior
and expectations for uuh@uon of health services
become highly congruent with the expectauUns of
providers, 119124

It is notable that these few p,recedems are of re- .

cent vintage. In a review of 450 articles describing
pre-1970 padent education programs, the Ameri-
can Ho3pital Association.found that “No program
described endeavored to fink educational services
with illness recurrence or readmission
_ problems.” 126

"Measuring behavioral outcomes: Standardized
measures of behavioral outcomes are better-de-*
veloped than measures of the antecedent and
process variables discussed above, but agreement
on methods and proceduTes for collgcting, anal)z
ing and -interpreting behavioral methods is far
from unanimous. The most extensive methodolog-
ical work has been with indices ¢f health service
utilization. 27 Recent reviews of the literature,
however, reveal wide discrepancies on ‘criteria of
**adequate” or “appropriate” utilization in terms of
delay, 128129 and the frequency or duration of re-
turn appointments. 30-136 )

Larger discrepancies are found in the measure-
ment of-preventive health pracuces, '*” '4? in com-
pliance with medical regimens, '*' 43 and in nsk-
reduction behavior (screening tests, smoking,
weight control, diet, etc.). 142 145 The overlap
among these behavioral categdries is part of the
problem but the lack of agreement on measures of
behavior within categories is more than a classifica-
tion problem."

‘Behavioral outcomes can be measured against
previous behav:or as well as absolute standards:
Impyovement can thus be a success measure; the
stafidard becomes the level of improvement
specified. .

Measuring manpower implications: A major
evaluation issue relates to the manpower implica-
tions of self-care programs. Self-caye programs
have as a principal objective the assumption of
provider functions by consumers. Elsewhere in
this paper we have listed such functions as ceryical
examnation, throat culture, hyposensitization in-
jecuons, and blood pressure reading as examples
of traditional provider acuvities which consumers
s-~ being-taught to perferm for themselves. An

. care programs is that of co

thus be.
comes, can subsutuuUn of consumer foy provider

important question for such progra

manpower occur in a manner significany enough
to demonstrate reduced provider magypower

. needs? What types of providers are most likely to

be “replaced” by activated consumers—physicians,
nurses, paramedics, lab technicians, or others?
How do the pruvider manpower reductions that -
constitute one theoretical benefit of self-care pro-
grams balance against the educational manpower
needed to teach consumers effective self-care?
How much provider time previously used in the
treatment of conditions nov-/{realed by en-
lightened, self-caring consumers will be applied in
the care of those whose problems or conditions
demand the exercise of professional judgment and
skills? .

Cost-benefit analysis: An issue closely related to
evaluation”of the manpower lications of self-
nefit,evaluation.
On the most visible level, one can readily estimate
the cost of an educational program on a total or

. per participznt basis, incorporating direct pro-

gram costs and the opportunity costs of the partic-
ipants’ time. The comparison of such costs to dol-
lar estimates of program benefits, however, is
somewhat more complicated. One must first be
able to measure program benefits accurately. The
benefit most educatioral programs aim.for is an
appropriate improvement in participant health
Status, or alternatively, the prevention of further
deterioration {j.e., stabilization). How one meas-
ures pattent health-status is a key issue here, as is
the period of time over which it is measured. Fur-
thermore, one needs to be able to link appropriate
health status changes with measures of the pa-
tient's social productivity in order to derive esti-
mates of the economic benefit gained from im-
proved health status. If an educational program
leads to better health for a patient through im-
proved health behavior, which in turn leads to
fewer sick days off from work per year and two
additional years of life in which the patient warks
instead of retiring for health reasons, one can
begin to measure the economic bexfit of the pro-
gram in terms of (1) sick days “saved,” (2) years of

work gdined, and (8) reduced burdén on social

support programs for the elderly, Such measures
need to be further augmented by estimates of the
value of provider ime freed for other purposes by
patient self-care. -~

Needless to say, the identification,’ measure-
ment, and quantfication of programmauc benefits
in selfccare is extremely difficult in itself, and
needs to focus ‘on both the patient and the pro-
vider. Macing an ¢conomic value on program

.benefits is equally difficult,"involving issues of val-

uation (social discount rates, future dollars, spedi-
fication of a “stream” of benefits over time, etc)

 that often became very complicated. It is not our
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aintention to discuss such methodologic issues here.

_ *They have, in fact, been extensively treated
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elsewhere, id the growing literature on cost-benefit
analysis for public programs. Rather, we hope by
this discussion 2o stimulate thinking on the aeed in
this area, as in other _program areas, for careful
evaluauon of progfam benefits against, progra.m
€osts.’ ’

- Measuring the limits of self-care: Another re-

search issue in self-care is investigation of the ex-
tent to which self-care can r
We know), for example, that diabetic patients have
*- for years self-administered their insulin injections,
-and that this type of self>care has become; in fact,

N accepted “patient care. At the other extreme, we

can probably not ever expect a consumer to per-
form an appendectomy or any other surgery on
members of his family. Somewhere in between the
uncomplicated chronic care functions and the per-
formgnce of major surgery lies the upper limits of
patient self-care. Which elinical functions can con-
sg;gejﬁeally perform. for themselves? How reli-
. able will consumers be relative to trained profes-
sionals? Ten years ago, cervical self-examination

~ would propably have been considered a health-

endangering practice; today, its rehablluy is being
tested by such groups as the women’s community
health center described elsewhere in this paper.

The extent to which consumers can truly becomek/ A case study

“their own physicians has not yet been determined.
Can consumers be trained to decide systematically,
and in non-trivial situations, when to seek profes-

sional attention and when to care for themselves?

The state of the art of self-care is continually ex-
panduig‘. research is now needed to probe its ulti-

y be undertaken.

mate Jimits. . Q.

Measuring the utility of consumer ,algomhms

A tngre concrete research issue involves evaluation |

of the utility of patient decsion checklists or al-
gorithms in self-care. Can such checklists be reli-
ably written by providers and uniformly applied by
consumers in-their own care? Answers to this ques-
.tion will help determine whether simplified medi-
cal “textbooks” and decision trees for patients can
successfully be integrated into the nation’s health
care system.

Measuriug the apphublhty of self-care educa-
tion to various population .groups: A legmmate
research question to address is the comparative
success of self-care education in different.popula-
tion groups. Can technical information on 3elf-
care be transferred to or absorbed by all popula-
tion groups with the same ease? Some programs,
for example, have been aimed primarily at middle
class, sophisticated, educated population groups.
'Can they be equally well applied to lower
socioeconomic groups, or in rural areas? A need
exists for demonstration of self-care programs
under vaqous population circumstances, and for
. comparative eva]uauon of program resuhs

¢ sess the cost
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The need for standardxzed evaluation meas-

ures: The major obstacle to advancing the scien-
ufic base of health educagion pracuce in self-care

_programs is clearly the paucity of standardized

measures of both input and outcome variables,
This precludes the comparison of findings be-
tween studies and limits the generalizability of re-
sults. The scientific and professxonal literature re-
lated to health education is mushroommg in both
the behavioral science and the health science jbur-"

" nals, but it lacks the cumulative quality essential to
the codification of knowledge and the develop- -
. ment of policy that will have a coherent thepretical

base. These observatiofis lead toa ma_]o recom-

“teplicative studies; Most gran(s and contracts have

been for isolated, ad hoc studies, rather than for
evaluative tesearch pro in which' the same
* educational strategies afe retested in different set-
tings, or with carefu "controlled variations to as-
ectiveness of different mer.hods or
combinations of methods.

.
=
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Studies reviewed earlier have estabhshed ﬁle ef-
ficacy of group discussiorr as a powerful educa-
uonal method to improve preventive health prac-
tices ard to mprove pauent compliance with med-
ical regimens. The following case study is pre-
sented* as an example of the potential of seif-care
education, to improve appropriate uulx;guon of
health services and facilities.'?? Specifically, it illus-
trates the efficacy of group discussion as an educa-
tiomal strdtegy, with chronic, but ambulatory as-
thmatic patients, to reduce their’ dependence on

. emergency department facities by mcreasxng
. their self-confidence, ability and commitment to

.cope with mild  symptoms.

Rationale for the asthma education program:
The design of the educational approach to asthma-

tics for this pilot study was based on four be« {

haviural assumptions or propositions denved from
experience with asthmatics:

1. Many asthmatics are frightened by their dis-
ease. The fear of not being able to breathe
during the onset of asthmatic symptoms in-
creases the severity of the auack and compels
the patient to seelg rehef at the nearest emer-
gency room. ~T

2. The asthmatic, assumes, probably correctly;
that others who have the same disease carr
most fully understand this fear and thie prob-
lems of coping with symptoms. -~

3. Theyre, in order both to prevent the anx-

=
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Jcty associated wnh asthma symptoms and to
increase the asthmatic’s confidence in coping’
with the symptoms of an attack, asthmatics
would benefit most fromk tatking with each)
other under controlled circumstances. '

4. The limits of conirol exercised by the profes-+
“sional in the group discussions among as-
thmatics should be: .

-

- - o & - :
{a) to prevent them from arriving at a con-

clusion that asthma is unmanageable,

(b) .to provide desired technical information,
upon request, about the best methods of
managing symptoms, and -

»  {c) to support-or encourage expressions of

confidence in correct self-management of.
asthma.

It should be emphasized that an educational
dogram based on this approach need not
icitly discourage the use of the hospital emer-
gency department.. The focus is on preveptive
measures and the management of early symptoms.
Study population: Patients were selected for this

study who had come to the Johns, Hopkins Hospi- .

tal Emergency Room between May 28 and June 29,
1971, were between 15 and 45 years of age, and
lived in either the hospital postal zone or ope of
the four surrounding postal zones. They had pre-
sented as asthematics in distress, as determined by
the physician who entered the diagnosis of asthma
or bronchial asthma, and who recorded adminis-
tering medication to the patient while in the emer-
gency room. The patients did not have hing
tumors, chronic bronchitis, tuberculosis, or heart
failute, as determined by review of emergency

'room patient records, and confirmed by ‘patient

interview. Patients meeting these criteria were
selected from the emergency room billing records
and randomly distributed between two patient
groups, experimental and control, 29 in each
group. :

Letters of explanation were sent to those
selected for'the study, and all were visited at their
homes to gain their cooperation and to distribute
diaries for recording symptom levels. The contsol
group was asked to fill out the symptom diary each
day, so the investigators could study asthma by ob-
semng how they were feeling, whether they were
using medicines, and if they had to use medical,

. services. The experimental group was asked to fill

out the diary for the same reasons, and was also
asked to attend one evening group megting with
other neighborhood asthmatics to discuiss and 10

. learn from each other about the management of

asthma. Patients in neither group knew lhe) were
being,compared with other patients.

Educational program: In five group meetings,

with four to six different patients (each pa-

nt attending one meeting), a medical studegt

g lucted group discussions with emphasis on fac
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tors contributing to asthma which can he altered
by patient behavior. Four areas were considered.
one, life style, with attention to smoking, obesity,
interpersonal relations, tension, emotional stress,
and fatigue, two, allérgens in the environment,

. and measures which can be taken to elimina.te

them; three, general health measures, xncludmg
maintenance of good physical condition, avoidance
of colds and resplratory infections as well as
prompt attention to incipient colds, avoidance of
climatic extremes, proper dress, and rest; and
four, use of drugs, prophylactically and in an at-
tack. Appropriate patient behavior in relation to
these areas was expeeted to decfease the seveTity
of symptoms and the necessny of resorting to the
hospnal cmergency room’ irr response 'to symp-
toms.

In the group m , the dlscusnon l&der, al
third-year medical stud t, provided a comforta-
ble setting, tried te miaintain 2 nonthreatenin

" group climate, and provided minimal but essentfal

difection as the group members addressed their
most pressing concerns, anxieties and’ quesnons
about their asthma and its management. Effort
was madf by the discussion leader to initiate a
group-decision process in which the group would °
agree on particularly effective means to manage

asthma. Empbhasis was placed on the early recogni-

tion of an attack, and the importance of rest and
prompt médication t5 ameliorate it. The conse-
quences of running out of medicine were also
stressed. The five meetings, one for each group of
406 c-xpenmental subjects and lastmg between
75 and 90 minutes, took place in the evening in
classrooms of the Johns Hopkins, Umversny School
of Hygiene and Public Health

Evaluation of the pauent education progr.uﬂ
To evaluate the effectiveness of the. group discus-
sion sessions, three sources of data were used:
symptom dianes, interviews and hospital records.
The patients in the group discussions (expenmen-
tal group) maintained daily symptom diaries which
culd be compared with identical symptom diaries
kept by the patients in the control group. Al pa-
uents rated the severity of various symptoms, in-
cluding chest tightness and breathlessness, wheez-
mg, cough, and quantity and color of sputund. The
$ymptom diary had the advantage of having been
used previously to evaluate a new drug for asthma
in a recenily published study. !” Patients were also
asked.to record for five geeks their use of
medicsne and visits for care of asthma to the

emergency room, to their local physician, or any_

other source of care. The symptom diaries were
collected at jntervals of one to ofie one-half
weeks, With the majority of study participants hav-
ing one to two weeks of practice filling in the
diaries befure they bcgan keeping diaries used for
evaluation. During visits to pick up the diaries, the
investuigator interviewed paucms in both groups to

L +
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determine age, past sources of care, duration of
asthma, years-of schooling, and use of Medicaid.
Emergency room utilization was monitored for
four months (July 19 to November 189, 1971) after
the educational sessions by checking the daily
" -emergency room billing records for visits for as-
thm&tic_tréaument by pauems in both study
groups. .
Resplts: Of the 58 patients randomly allocated

to the experimental and control groups, data were
collected from 26 in the experimental group (two

d incorrect addresses lifted and could not be lo-

cated; one could not be centacted 'more than one-

:g;ime)'and 26 in the control group (one moved
without a forwarding address; one could not be

contacted after several initial visits; one was elimi- |

nated because she was the mother of another
woman in the experimental group). In the ex-
perimental group (n = 26) there were eight black
men, seventeen black women, no white men, and
one white woman. In the control group (n = 26)
there were nine black men, fifteen black women,
bne white man, and one white woman. There were
no significan differences in the ages, educational
levels or duration of asthma between the experi-

_- mental and control groups. Approximately two-

thirds of both groups were eligible for and used

. Medicaid. Only two patients in each group indi-

*x

~<cated upon questioning that they had used other
than Johns Hopkins Hospital emergency room for
treatment of an asthma attack | Jin the previous year.

Symptom levels: The symptom diaries yielded
internally consistent data, although a few patients
had some diffi culty learning how to fill in their di-
ary. In all cases, a non-judgmental clarification or
explanatmn overcame the difficulties. Diaries were
‘scored for symptom levels according fo the
methods of Chen and Associates. 146

The symptom-level data for both the experimen-
tal and control groups during the three weeks
after the educational sessions (July 19 to August 9,
1971) are presented elsewhere. 123 The control
group mean symptom levels for chest rightness
and breathlessness and wheezing (38.8 and 35.5),
were higher than the cqrresponding means for the
experimental group (31.9 and 26.8). The control
group, however, had lower me2n symptom levels
for cough and sputum color and sputum amount
(74.4) than the experimental group (84.7). When
all the symptom level data-were totalled, the mean
for'the experimental group (143.5) was lower than
that of the controkF group (150.2). Nene thtse
differences, however, was sufficient to achieve

“statistical significarce at a probabxhty of .05-or

lower.

Emergency room utilization: Cumulauve statis-
tics on the emergency room utilization by the éx-
perimental and control groups dunng the four
months after the group discussion sessions (July 19

to November 19,197 1) are prescnted in ‘Figures 1

~

-

—

and 2. These data are based an hospital records
rather than verbal reports of the subjects. s
Figure 1 illustrates the cumulative number of
different asthmatic "patients returning to the
emergency room for treatment of their asthma. In
the first five weeks, nine different patients in the
control group went to the emergency room for
treatment, while two different patients in the ex-
perimeiital group visited the emergency room.
This djfference is statistically significant:at p < .05
(X? = 4.15). During ‘the subsequent twelve and.
one-half weeks this tgpnd continued, with more
dxferem individuals in the control group than i in

3
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the experimental group treated for asthma in the
emergency room.

Figure 2 illustrites the cumulative total number
of visits to the emergency room for asthma treat-
ment by the experimental and control group from
July 19 to November 19, 1971. The cumulative
total for the control group was at least two times
that of the experimental group at all but one of
seventeen weekly intervals, with the absolute dif-
ference in the number of visits between the ex-
perimental and control groups increasing from 13
visits at five weeks, to 36 visits at ten weeks, to 47

- visits at fifteen weeks, and to 55 visits at nearly 18

.. tributed to the effs
sion technigue;“then the value of mutual teaching

weeks.

At the end of four months this reduced/é/mer- .

gency room utilization, assuming a cost of $20 per
emergency room visit, represents a $37100 reduc-
tion in the cost of care for the expe

Discussaon If the sxgm nt differences be-
tween experimental and«®ntrol groups can be at-
eness of the group discus-

by asthmatics of each other, of shared insights and
feelings, and the value of group consensus regard—

- ing the importance of various means of managing

asthma, are confirmed as important educational
variables. These w&re distinctive features of the
group dlscu§510ns conducted with the expenmen-
tal group. A coriscious attempt was made not to in-
fluence attitudes or behavior during other phases
‘of the study. Duripg visits to collect diaries, the in-
vestigator was friendly with both groups, but at-
tempted to provide no educational information,
except to answer occasional questions as briefly as
possnble In large part, the patients who asked
* questions received confirmation DY théir present
practices from the investigator. It is not likely that
answering questions biased results in favor of the
educated group, for the majority of time discus-

sing problems was spent with patients in the con- -

trol group.

The important result of this study is the de-
creased emergency rgom utilization by the group
discussion participanis as contrasted with the con-
trol group. Without specifically discoutaging.the
use of theé emergency room, significantly smaller
numbers of asthmatics in the experimental group
were treated in the emergency room for at least
five weeks after the educational session. At the end
of the four months, 16 of 26 control group mem-
bers had been treated in the emergency room,
compared with only 9 to 26 patents in the experi-
mental group. One would expect on the basis of
the previous experience of these asthmatigs, that at
the end of an extended period of time a high
proportion of both groups would have returned to
the emergency room. A difference, however, per-
sists for the four-maath period of this study. The
potenual of periodic educational sessions to main
mr\ a dxspanty for a longer period of 'ume should

\

be considered. Of greater concern from a cost-

benelit standpoint is the effect'not on number of,

patients but on the cumulative tutal number of 1s-

its to the emergency room for asthma treatment. .

The (ontro}, group du,nng the four months of this
study had at least twice as many visits as the ex-
perimiental group at all but the seventh week when
the ratio was ogly slightly less than 2 to 1. The ab-
solute difference in the number of visits betw
the expenmemal and control groups increased
froms. 13 visits at 5 weeks, to 55 visits at 4 months.

The mbst conservative assumpuon one might
make in extrapolating from these results would be
that the difference (the reduction in emergency
room visits) disappears after four months. In fact,
the lines in Figure 2 appear to be dnergmg tather
than converging, but a- minimal estimate of impact
is possnble without making assumptions beyond the
existing data. Taking the reduction of 55 visits for

26 patients, or approximately 2 visits per patient,.

as the most that should be expected of a single
educational program, and 5 patients as the optimal
number for each group discussion, some specific
cost-benefit ratios can be derived and generalized.

An emergency room visit at the time cost $20.
Whether this amount was charged to the patient,
/ to Medicaid, orto another insurance carrier, each

pauent visit to the hospital emergency room costs

the medical care system an' average of approxi-
mately $20. The educational program, consnstmg
of one group discussion-decision meeting for at
least five patients, results in at least ten visits fewer
than would be_expected of the same asthmatic pa-
tients receiving the standard emergency-room
treatment of minimal education. Thus a savings of
$200 in return visits accrues for each educational
session.’ At a maximum cost of $40 per discussion
session, the costbénefit ratio would be at least
1:3. .

All'f the above assumptions, however, are con-
servative. It is likely that the impact of the pro-
gram on the continued reduction of emergency
room visits does not disappear after four months.
It appears. in fact, that the early success of ex-
perimental patients in coping with‘their symptoms
reinforces their confidence and further reduces
their need to depend on the hospital emergency
room for help. The number of patients that can be
adequately educated in a dlS(. ion session may be
as many as ten or fifteen rather than only five. Lay
volunteers with mlmmal training may be as effec.
tive as a professiohal in leading the discussion
groups, thus reducing the cost component. The
$20 savings per emergency visit prevented does
not take ifito account the associated savings to the
patient of transportation to the hospital, time lost
from work, and .the general benefits of security
and comfort in being able to cope with symptoms

and to avoid severe attacks.
[~

31

EKC

wll Toxt Provided by ERIC

36




-

4,‘

32

~

i!‘ ‘

Rqﬁrences for appendlx D
Bartow;_] C., “Volunteer Services,” Hospitals.

j A

48, 181-185 (1974).

. Brieland, D., “Commpnity Advisory Boards

and Maximum Feasible Participation.” Ameri-
can Journal of ' Public ‘Health 61, 292-296
(1971).

. “Commumty Pa}tmpauon for Equity and

Excellence in Health Care.” Bulletin of the
New York Academy of Medicine 46, whole issue
{(December 1970).

. Dumont, M.P., “Self—Help Treatmem Pro-

grams.” An_;em;&n Joutrnal of Psychiatry 131,

~ 631-635 (1974).

8.

10.

11,

12.
13.
14.

_15.

. Levin, L.S.,

., Navarro, V

Kerri, _].N “Anthropological Studie¢ of Vol-
untary Associations and Volumary Action: A
Review.” Journal of Voluntary Action Research
3, 10-25 (1974).

. Kurtz, R.A., H.P. Chalfant, and K. Kaplan,

“Inner City Residents and Health Decision-
Makers: Percepnons of Health Problems and
Solutions.” Americen ]ournal of Public Health
64, 612-613 (1974).

“Bulldm# Toward the Future:
Imphcanonﬁr Health Education.” American
Journal of Public Health 59, 19831991 (1968).
Moynihan, D.P., Maxtimum Feasible Misun-
- derstanding. Community Action in the War on
Poverty (The Free Press, New York, 1969).

., “The City and the Region.”
American Behaviorai Sczenlxst 14, 865-892
(1971).

Notkin, H., M.S. Notkin, “Commumty Par-
ticipation in Health Services,” Medical Care
Review 27, 1178-1201 (1970).

Petersen, H.M., G. D’Elia, M.]. Schussele, et
al, “An Approach tg; Citizen Involvement in
Education and Health Care Delivery,” jour-
nal of Medical Education 49, 189 (1974).

18

19.

20.

21.

" 99,

Ruiz, P. and M. Behrens, “Community Con-

trol of Mental Health: How Far Can it Go?”
Psychiatry Quarterly 47, 317-324 {(1973).
Schwartz, J.L., “Early Histories of Selected
Neighborhood Health Centers.” Inquiry 7,
3-16 (1970).

Silver, A.G., “Community- Parucrpauon and
Health Resource_Allocation,” Intematwnal
Journal ‘of Health Services 3, 117-131-41978).
Sparer, G., G.B. Diries, and-D. Smith, “Con-
sumer Participation m}EO Assisted

" Neighborhood: Health Cénkers.” American

16.

17.

Journal of Public Health 60, 1091~ 1102 (1970).

Tomeh, AK., “Formal Voluntary Organiza-
tions: Participation, Correlates and Interrela-
tionships.”. Sociat Inquiry 43, 89-122 (1973).

23.

24.

25,

26.

28.

29.

_ Public Health Rep
27.

30.

81

Traunstein, D.M. and R. Steinman, “Volun-

tary Self-Help Organizations: An Explora-

7

37

tory Study.” Journal of Voluntary Action Re-

search 2, 230-239 (1973). .

Metsch, J.M~aad J.E. Veney, “Measunng

Outcomes of Consumer Participation.” Jour-
nal of Health and Social Behavior 14, 368-374

(1973). .

Partridge, K. B. and P.E. White, “Community.
and Professional Participation in Decision

Making at a Health Center. A Methodology
for Analysis.” Health Services Réports 87
336-342 (1972). o

Partridge, K.B:, “Commumty and Profes-
sional ParncxanOn in Decision Making at 2
Health Center.” Health Services Reports 88
527-534 (1973). .

Metsch, }.M., A. Berson, and M. Weitzner,
“The Impact of Training on Consymer Par-
ticipation in the Delivery of ealth"Services.”
Health Education Mondgraphg 8, 251-261 (Fall
1975).
"Galassi, J.P. and M.D. Galjssi, “Validity of a
Measure of Assertiveness.”] Journal of Counsel-
ing Psychology 21, 248-250 (1974).
Galiher, C.B., J. Needleman, and A_J. Rolfe,
“Consumer Participatign.” HSMHA Health
Reports 86, 99-106 (1971).

Green, L.W., “Toward Cost-Benefit Evalua-
tions of Health Ed
Methods,.and Examples.” Health Education
Monographs 2 (Supp), 34-64 (1974). .
Hochbaum, G.M., [‘Consumer - Participation
in Health Planm g: Toward Conceptual
Clarification.” American Journal of Public
Health 59, 1698-17D5 (1969). =
Wang, V.L., H. Rejter, G.A. Lentz, and G.C.
Whaples, “An Approach to Consumer Pa-
tient Activation in Health Maintenance.”
90, 449-454, (1975).
Green, L.W., “Cénstructive Consumerism
and Health Economics.” Paper presented at
the National Health Cguncil, Orlando
(March (17, 1975):

e, Commmee on Labor and Public

-~

tunity Act of 1964. A Consideration of Mate-

rials Relevant to S. 2642, Select Sub--

mmittee on Poverty.” (U.S. Government
Printing Office, Washington, 1964).

rosser, C.G.," New Directions in Community
rganization: From Enabling to Adyocacy
eger Publishers, New York, 1973).
Moffett, T., The Participation Put-On: Reflec-
tions of a Disenchanted Washingtons Youth Expert
(Dcll.,Bubhshmg Company, New York, 1971).
Moymhan, D.P., (Ed.), On Understanding Pov-
erty: Perspectives from the Social Sciences (Basic
Books, Inc., New York, 1969). -

-

s -

tion. Some Concepts, . .

.~

—
.
N -




*)

-&

- °
.
A -

5 ° 32. Brown, %B ,New Mind, New Body, Biofeed-

back: New Directions for the Mmd*ggarper and

“.'«" " Row, New York, 1974). *-

' 83. Mahoney, M.]J. and C.E. Thoresen, Self Con-
trol: Power to the Person (Brooks-Cole, Mon-

_ ‘terey, California, 1974).

34. Watson, D.L. and R.G. Tharp, Self-Directed
Behavior: Self-Modification for Personal Adjust-
ment (Brooks-Cole, Monterey, California,

O 1979). . {

85. Kazdin, A.E., Behavior Modification in Applied
Settings. (The Dorsey Press; Homewood, 1l-
linois, 1975). ;

36. Kanfer, F.H. and A.R. Marston, “Condition-

’ ing of Self-Reinforcing Responses. An
Analogue to Self-Cosfidence Training.”
" ~Psychological Reports 13, 63-70 (1963).

37. Kanfer, F.H. and A.R. Marston, “Determin-
ants of Self-Reinforcement in Human Learn-
ing.” Journal of Experimental Psychology 66,
245-254 {(1963).

~-38. Kanfer, F.H.-&nd ].S. Phillips, “Behavior

Fancy?” Archives of General Psychology 15,
114-128 {1966).

39. Kanfer, FH and J.S. Phillips, Learning
Foundations of Behavior Therapy (John Wiley,
New York, 1970).

40. § R.B., “Behavioral Control of Overeat-
ing.” Behavior Research and Therapy 5. 357-
365 (1967).

41. Stuart, R.B., “Situational Versus Self Control
of Problematic Behaviors.” In Advances in Be-
havior Therapy, 1970, R.D. Rubin, Ed. (Aca-
demtic Press, New York, I'971).

42. Harris, M.B_, “A Self-Directed Program for

Weight Control: A Pilot Study.” Journal of.

Abnormal Psychology 74, 263-270 (1969).

43.. Hall, S.M. and R.G. Hall, “Outcome and
Methodological Considerations in Behav:oral
“Treatment of Obesity.” Behavigral Therapy 5
gm press 1974).

44. Tdoley, J.T. and S. Pratt, “An Experimental

- Procedure for the Extinction of $moking Be-
havior.” Psychology Rétord 17, 209-218
(1967).

45. Nolan, J.D., “Seif-Control Proccdures in the
Modification of Smoking Behavior.” Journal
o Consulting and Clinical Ps)chalogy 32, 92-93
'(1968)

46. Hall, V.R., ¢t al, “Use of Self-Imposed Con-
tingencies to Reduce the Frequency of Smok-
ing Behavior.” Association for the Advance-
ment of Behavior Therapy, Washington,
D.C. (September 5-6, 1971)._

47. Green, L.W. and P.F. Green, “Imcrvemng in
Social Systems to Make Smoking Education

Q

-~
'

&

Therapy: A Panacea for All Ills or a Passing ~

-

48.

49,

. Stunkard, A’._l.,

v

Third ‘World Conference on Smoking and
Health, New York €City (June 1975).

The Nursing Development Conference
Group, Concept Formalization in Nursing:
Procéss and Product. (Little, Brown, and
.Company, Boston, 1973). ~ .
Nightingale, F., “Sick Nursing and Health
Nursing® In Nursmg of the Sick, 1893, 1.
Hampton, ¢t al, Eds. (McGraw-Hill Book Co., N
Inc., New York, 1949).

. Shaw, C.S.W., 4 Textbook of Nursing (D Ap-

pleton and Co., New York 1885 and 1902
(3rd editions).

. Harmer, B., Text-Book of the Principles and a4

Practice of Nurs:ng (Macmillan Co., New ,
York, 1922).

Frederick, H.K. and E. Northam, A Textbook
of Nursing Practice, 2nd ed. (Macmillan Co.,
New York, 1938).

. Henderson, V., ICN Basic Principles of Nurs-

tng Care (International Council of Nurses

House, London, 1960). -
. Orem, D.E., Nursing: Concepts of Practice.

(McGraw-Hill Book Co., New York, 1971). °

“The Success of TOPS: A |
Self-Help Group.” Past-gmduatz Medicine 51,

143-147 (1972).

60.

61.

62.

63.

65.

. Mann, M., New Primer on Akohohsm, (Hoh)

Rinehart a.nd Winston, ’\‘ew York, 1958).

. Cornacchia, A., “A Layxnan s View of Group

Therapy in Weight Control.” Canadian Jour-
nal of Public Health 58, 505-507 (1967).

. Ingraham, N.R., et al, A Litile Group Can Do

It: The Philadelphia Research Demimstration in
Accident Control Through Small Group Discus-
stpn (Department of Public Health, Philadel-
phia, 1964).

. Ivanova, LN., Method of Collective. Pyophylatic

Consultation for Hypertensive Patients. (Institute
for Health Education, Moscow, 1855).

R)bakova, L.A., "Combat;’mg Rheumatic
Fever in Child : Health Edu-

cation 1, 140-1 3{1938) ¢ -
Zabolotskaia,¥.P., “Experience of an Educa-
tional Program with Patients Sick with Ulcer

of the Stomach or the Pancreas.” Rev
Sovietskai Meditsina 6 (1973).

Elliott, F.C., “Classes for People with Heart -
Disease.” Nursing Outlook 9, 177-178 (1961).
Wishick, 8.M., “Parents’ Group Discussion in
a Child Health Conference.” American Jour-

P

‘nal of Public Health 43, 888-895 (1958). . -
. Goodman, J.J., E.D. Schartz, and L. Frankel,

“Group Therapy of Obese Diabetic Patients.”
Digbetes 2, 280283 (1953).

Linde, T.F. and C.H. Patterson, “Influence

More Effective.” Paper presented at the _ 3 8 of Orthopedic Disability on Conformity Be- ’

. x

‘w

- -t~

/




67.

68.

-69.

70.

71.

72.

73.

76.

78.

66) Lewin, K

. Couch, AS,,

5. Div

. Jessor,.R., T.D. Graves,

/

havidr,” Journal of Abnormal Social' Psychology
68, 115-118 (1964).

e -» “Group Decision and Socxal
Change.” Readings in Social Psychology, 330-
334 (Henry Holt, and Co., New York, 1947).

- .

Bond, B.W.,.Group Dzscu.sszon-Decmon An

Appm:sal afIts Use in Health Education (Min-
nesota Department of Health, Minneapolis,
1956)."

Thornhill, M.A., AJ. Thornhill, and M.B.
Yo:ungman, “A Computerized and
Caregonzed Bibliography on Locus of Con-
trol.” Psychology. Reports 36, 505-506, (1975).
Throop, W.F. and A.P. MacDonald, Jr.,
“Internal-External Locus of Control. A Bib-
liography.” Psychology Reports 28, 175-190
(1971). ,

Joe, V.CX_“Reyiew of the Internal-External
Control Construct as a Personality Variable.”
Psychology Reports 28, 619-640 (1971).
MacDonald, A.P., “Internal-External Locus
of Control Techniques.” Rehablitanon Luera-
ture 33, 44-47 (1972).

Wallston, B.S. and K.A. Wallston, “Heallh

80.

s -

- 4 ‘
Liverant, S. and A. Scodel, “Internal znd Ex-

. ternal Contrgl .as Determinants of

81.

82.

“83.

Care Educauon Pragrams. Training Patierit .

Internality.” Paper presented at the Amen-
can Public Health Association, San Frandsco
(November 1973).

Battle, E.S. and J.B. Rotter, - Chxldren s Feel-
ings of P Control as Related 10 Soqal
Class and Ethnic Group.” Journal of Personal.
ity 31, 482-490 (1963). y
“Psychology Determinants of
Interpersonal Behavior.” Unpublished doc.
toral rtation (Haxyard University, Cam-
bridg¢, 1960).

of ‘Need-Oriented Communications on At-
titude Change.” Journal of Abnormal and Se-
cial Psychology 16,1311-315 (1970). :
Fitch, G., “Effects ‘'of Self-Esteem, Perceived
Performance and Choice on Causal Attribu-
tions.” Journal of Personality and Social
Psychology 16, $11-315 (1970). .

. Gurin, P., G. Gurin, R.C. Lao, and M. Beat- -

tie, “Internal-External Control in the Mouva-
tional Dynamics of Negro Youth.” Journal of
Social Issues 25, 29-53 (1969).

James, W.H.,_“Inzemal vs. External Co

of Reinforcemients as a Basic Variable in
Learning Theory.” Unpublished doctoral
dissertation (Ohio State University, Colum-
bus, 1957).

R.C. Hanson, and
S.L. Jessor, Society, Personality, and Deviant
Behavior. A Study of Tri-Ethnic Community
(Holt, Rmchar’t and Winston, New Yotk,

" 1960.
r-(

84.

86.

Dedision-Making Under Conditidns of Risk.”
Psychological Reports 7, 59-67 (1960).

\hl!gr J.O., “The Children’s Locus of Evalu-
auon and Control Scale.” In Abstracts of Pea-
bady Studies in Mental Retardation, Vol. 3, H.C.
Haywood.and R.W. Woodcock, Eds. (George
Peabody College, Nashville, 1965).

Rotter, J.B., “Generalized Ex cies for

Internal Versus External Control of Rein- -

forcement.” Psychological Monographs 80, 1,
whole no. 609 (1966).

Schwartz, S.H., “Words Deeds, and the Per-
cepuon of Responsxbxhty in Action Situa-
tions.” Journal of Personality and Social
Psychology 10, 232~242 ¢1968).

Shaw, M.E. and ]J.C. Sulzer, “Am Empirical
Test of Heider’s Levels of Auribution of Re-

sponsibility.” Journal of Abnormal and Social |

Psychology 69, 3946 (1964).

Seeman, J., “Personality Integration in Col-
lege Women.” Journal of Personality and Social
Psychology 4, 91-93 (1966).

Strodtbeck, F.L., “Family Interaction, Values
and Achievements.” In Talent and Society,

" D.C. McClelland, et a!, Eds. (Van Nostrand,

87.

B8.

-

F.J. and J.C. Merwin, The Effects‘

.

39

88.

90.

91

92.

93.

Princeton, 195
Schneider, J.M “Sklll Versus Chance Activ-
ity Preferente and Locus of Control.” Journal
of Consulting and Clinical Psychology 32, 333-
337 (1968). .
Washburn, W.C., “Patterns of Self-
Conceptualization in High Schoof’and Col-
lege Students.” Journal of Edkcational
Psydwlo 52, 123-131 (1961).
Ne S., Jr. and M.P. Duke, “A Locus of
Control Scale for Non-College as W@l
lege Adults.” Journal of Personality Assessment
38, 136-137, (1974). ",
Chun, K., S. Cobb, and J.R.P. French, Meas-
ures of Psychological Assessment (Survey Re-
search Center, Unnersny of Michigan, Ann
Arbor, 1975).
Wallston, B.S., K.A. Wallston, G.D. Kaplan,
and S.A.»Maides, “Development and Valida-
tion of the Health Locus of Control (HLC)
Scale.” Unpublised manuscript
University, 1975).
Green, L.W., D.M. Levine, and S.G. Deeds,
“Clinical Trials of Health Education for
,Hypertensive Outpatients. Design and
" Baseline Data.” Preventive Medicine 4 (in'press
' 1975).  °
Green, L.W., D.M. chmc, JM. Wo[le, and
S.G. Deeds, “Development, of Patient Educa-
tion Strategies for Hypertensive Outpauems
from a Diagnostic-Baseline §urvcy Paper

(Y}']dﬂbﬂt .

s

-

£




presented at the American Public Health As.
sociation, Chicago (Noyember 19, 1975)..

, 94. Surickland, B., “Locus of Control: Where

have We Been and Where are We Going?”

nted at the American Psychologi-

ion, Montreal (1973). .

n, M.V., “Compliance with Medical

A Review of the Literature.”
Nursitig Research 19, 312-323 (1970)..

96. O’Bryan, G.G., “The Relationship Between
an Individual’s I-E Orientation and
Information-Seeking, Learning, and Use of
Weight Control Relevant Information.” Dis-

* sertation Abtracls International 33 (1-B), 447

©(1972). -
97. Rottcr,j.B “Some Problems and Misébncep-

" tiowns Related to the Construct of Internal

versus External Control of Reinforcement.”
Journal of Consulting and Clinical Psydwlogy 43,

56-67 (1975). ~
98. Rokeach, M., The Nature af Human Values
(The Free Press, ; York, 1978).

99. Kaplan, G.D., “Externally and Internally

Obese: The Application of Locus of Control

. fo the Treatment of Obesity.” Unpublished

»  manuscript (Vanderbilt University, 1974y

100. Maid€s,>S.A.,+*Factors Influencing Health-

Related Informaticni Seeking.” ¢ npublished

¥ manuscript (Vanderbilt University, May
~  1974). )

1})1. Ware, J.E., W.R. Wright, M.K. Snyder, and

\  G.C. Chu, Consumer Perceptions of Health Care

Services: Implzaztwm for the Academic Medical o
C (American Heart Association, New
York, 1975).

* 102. Hulka, B.S., S.J. Zyzanski, J.C. Cassel, and
S.J. Thofnpson, “Seale for Measurement of
Attitudes toward Physiciahs and,Primary
Health Care.” Medical Care 8, 429-436
(1970).°

103. Zyzanski, S.J., B.S. Julka, and J.C. Cassel,

" “Scale for the Measurement of *Satisfaction’

* with Medical Care: Modifications in Content,

¢ Format and Scoring.” Medical Cars 12, 611~

620 (1974). :

104. Franklin, B.J. and S.D. McLemore, “A Scale
for Measuring Attitudes toward Student
Health Sepvices.” Journal of Psychology 66,

. 143-147 (1967).

105:"Andersen, R., A Behavioral Model of Families'
Use of Health Services (University of Chicago

~ Center for Health Administration Studies,
Clncago, Research Series No. 25, 1968).

106. Suchman, E.A., “Socxomcdrcal Variations
Among Ethnic Groups
Sociology 70, 319-331 (1964).

107. Reeder, 1.G. and E. Berkanovic, “Sociologi-

~ cal Concomitants of Health Oriengations. A

* -~
L7
Pt

American Journal of

Partial Replication of Suchman.” Journal of
Health and Social Behavior 1-¥, 134-143 (1973).

108. Geertsen, R., M K. K!aubcr, M. Rindflesh,
R.L. Kane, and R Gray, “A Reexamination

of Suchman's Views of Social Factors in . -

Health Care Utilization.” fournal of Health
zand Socigl Behavior 16, 226-237 (1975).  °
° 109. Ware, J.E. and M.K. Snyder, ‘Dimensions of
Patient Attitudes Regardmg Doctors and
Medical Care Serv:ces " Medical Care 13,
669-682 (1975).

110. Lebor, J.L, “Consumer A;sessmems of the
Quality of Medlcal Care.” Medical Care 12,
328-337 (1974).

111. Hollingshead, A.B and F.C. Redlich, Soaal
Class and Mental Ilness: A Community Study

(john Wiley, New York, 1958)/ A
112. Koos, E.L., Fhe Health of Regionville (Colum-
biz Pniversity Press, New York, 1954), _

113. Reader, G.C., L. Pratt, and M.C. Mudd,
" “What do Pauet;s Expect from Their Doc-

\ t6rs?” Modern Hospital 89, 88-94 (1957).

114. Davis, M,S., “Vanauons in .Patients’ Com-

pliance with Doctors’ Advice: Empxncal .

Analysis of Patterns of Communication.”
 Ameruan Journal of Public Health 38 274—288

(1968). .~ -

115. Davis, M.S. and.R. Von Der'Llppe, “Dis- .

charge. Against Medical” Advice: & Study of
Reciprocity in the Doctor-Patient Relation-

' ¢ ship.” Social Science and Medicine 1, 336-

%44 (1968).

" 116. Korsch, B.M., E.K. Gozzi, and V. Francxs,

“Gaps in Doctor-Patient Communicatiop 1.
Doctor-Patient I'nteraction and Patient Satis-
faction.” Pediatrics 42,855-871 (1968).’

117. Frandis, V., B.M. Korsch, and NJ:" Morris,
“Gaps in Doctor-Patient Communication. Pa-
tients’ Response to Medical Advice." New
England Journal of Medicine 280 535-540
(1969).

P

118. Lipton, H.L.and B.L. Svarstad, “Parental

Expectations of a Multi-Disciplipary Clinic

for Childrén with Devclopmentafr Dtsabxl- )

itigs.” Journal of Health and Social Behqvwr 15,
157—-155 (1974) '

119. _]ackson J.O. and M:R.“Greenlick “Thc
Worried-Well Revisited.” Medical Care 12,
659-667 (1974).

120. Kalmer, H., Maizber‘Proﬁ.manalAgrzemen: Re-
latedloUseqfaP “Ambulatory Care Set-
. ting: An Analysis of Some Related Fuctors
(American Public -Health Association,
- Chicdgo, Novémber 19,-1975).

121. Etzwiler, D.D. and J. R. Robb “Evaluation of

Programmed Education Kmong\juvemle
Diabetics and Thejr. Fanuhcs ” ]aumal of

40 PRTAt

, . Y

. "’“;-»

[




Ammcan Dzabetes As:oczatzon 21, 967—-971
(1972) )

7 122 Katz, H, P and. RR. CIancy, “Accuracy! of

L - Home\ﬂroat Culture Program: A Study of

L ’Parent.Parnc:panon in Health Care.” Pediat-

Ea ; ’j “ries 53, 687-691 (May 1974). kg

- 123. Avery, C.H., L.w, Green, ‘and S. Krieder,

- , “Reéducing Emergen’cy Visits of Asthmatics:
T T v TAn Expenment in Patien; Education.” Pre-
e T . dent s*Committee on Health Edugauon,

S . Emsburgh (1972)

, 124, Miller, L. d]J. ‘Goldstein, “More Efficient
Gare of betic Patients in a County:
Hospital Settmg " New England Journal of

+ Medicine 286, 1388-1391 (1972)

ok ¥ *Better Care for Heart Patients.” HSMHA
.- Health Reports 86, 793—802 (1971).
126, American Hospital Association, Readings in
*  Health Education {American Hospital Assoaq-
- *tion, Chungo, 1969).

. 127. Aday, L.A. and R. Eichorn, The Utzlzzanon of
+Health Services—Indices and Correlates: A He-
search Bibliography, (HSM) 73-3003 (National

, Center for Health Services Research, U.S.

- : . Department of Health; EdumuQn and Wel-

' fare, 1972).

3 128. Antonovsky, A..and H. Hartman, “Delay in
§ . the De‘;ectio'n of Cancer: A Review of the Lit-
' erature.” Health Educatjon Monog-ra[:h: 2,
98-128 (4974).

128, Greén,

®

.
x

ure on Why Women Delay in
Care for Breast Symptoms.”
ion Monographs 2, 129-177

S . “Effects of Health Education
F - Lot Methods on Appointment Breaking.” Public
SRS . Health Repoits 8:5 441-450 (1970).

- "' 181. Greenh;k," D.K. Freeborn, T.]. Col-
L " ombo, et al, “Comparing the [% of Medical
Care Setvices by a Medically 1 igent and a

) pr,ehenswe Prepaxd Group Practice Pro-
" gram.” Medical Cars. 10, 187-200 (1972)..
- Hurtddo, A. V., M.R, Greenlick, and T.J.
. ~ _ _" Colombo, “Determman f Medical Care
. -~ Dyilization: Failure to Kee}), Appointments.”
5 -, Medical Care 11, Y89-19&(1973) !
&l['Sdng, 0.C, C. Chuaqu}, C. Jimenez, et al,
““Broken-, Apeomtments at a2 Comprehensive

. g Clitiic for.Children.” Médical Care 6,332-339"
L - Tof O’ﬂ)’ 1968)
) 1347 Sussman;- fz*x Caplan, M.R. Hagg, e
. _ al, The Wallnng Patient: A Study in Outpatient

™" Care (The Press of
'srty, Clcveland ~1967)

tern R.cservc Univer-

"% sented as testimony at hearings of the Presi-’

= 125. Rosenberg, S.G., “Patient Edumuoﬁ Leads to ,'

.W. and B.]. Roberts, “The Re-

General Membership Population in a Com-.

e - 2

! ( s -
_185. Caldwell, J F., 8. Cobb, M.D. Dowhng, etal .
“The Drqpout Problem in Antihypertensive
Treatment.” Journal of Chromc Dzseases 22, ,
579-592 (1970). .
Finnerty, F.A,, Jr., E.C. Mame, and F.A, -
Finnerty, Illg “Hypertensxon in the Inner
City. 1. Analysis of Clinic Dropouts » C"’cula-
tion 47, 713-75 (1978).
Williams, A.F. and H. Wechsler; “Interrela-
tionships of Preventive Actions in Health and
) Other Areas.” Health Servwes Repoﬂs 87,
969-976 (1972). .

138 Green, L.W., Status Idmttty and Prevmtwe

136.

137.

" Health Behavzor, Pacific Health Education . -

Reports No. 1 (Umverslty of California, Ber- .
keley, 1970). -

139. Steele, J. and W.H. McBroom, “Conceptual
-and Empirical Dimensions of Héalth Be-
. "havior.” Journal of Health and Social Behavior
13, 382-392 (1972)

140." Rosenstock, LM,,“The Health Behef Model
andﬁPrevenuve Health Behavior,” Health. .
Education Monographs 2, 354—386 (Wmter
1974).

141. Becker, M.H., “The Health Bchef Moacl and
Sick Role Behavoir.” Health Educahon "Mono-

f graph 2, 409-419 (1974)

42, Kasl, S.V., “The
Behavior Related to @hronic Illness™
*Education Monographs 2, 433454 (1974)

143. Mitchell, §.H., “Compliance.with Medical )
Regimens:' An Annotated Bibliography.”

' Health Education Moriographs 2, 75487 (1974).
144, Green, L.W., “Site- and Symptom-Related
Factors in t}le Secondary Prevention of
Cancer.” In Applying Behavioral Sciencesto,
Cancer Control, B. Fox, Ed. (Natiohal Cancer
Institute, Bethesda, 1975). o -
145, Euelow,l and J.B. Henderson, Eds., Apply-
ing Behavioral Sciences to Cardiovascular Risk
(Ameriéan Heart Association, New York
. 1975). - \
.. 146. Chen, J.L., N. Moore,PS ,,elal

L4

“Di-Sodium Cromoglycatk: A' New-Com-

~ +pound for the Prevention of Exacerbations-

. 4 AT

e

Beilef Model and %

.1 of Asthma.” Journal of Allergy 43, 89-100 £ '

e (1969)) _ .
- ) TEY . .
3 = A
B
s - 4
. -
’ s I
14 . -
L4
* ® ) }‘
W
B
’ -~z v,
o * oL F
s . " e~ ».
41 - T
4‘1\ g ‘,: ¥ - <
. P} . . AR L4
B et .
iy 4 a T Lo = . - =

-




[N

_7‘& -

) -

P
- 3

-
«

conference partlclpente .

Dr Gerald Rosenthal
Dlrector, Nanonal Center for Health Scmces Re-
I-IR.AIDHEW’ -

Dl‘ George A. Silver

- Yale University School of Medlcuie ..

Dr: Lawrence W. Green
School of Hygiene and Public Health
_The Johns Hopkins Univessity

Dr. ‘Michael Samuels N
Bohnas, California . .
Dr. Mary Arin Lewis - . . .
Center for Health ', )
University of California, Los Angeles
Dr. Keith Sehnert

+ Georgefown University

Dr. Ronald M. Andersen
- Center for Health Admmxstrauon Studies
.. University of Chicage

Ms. Gretchien'V. Fleming
"Cénter for Health Administration Studies

University of Chicago
Dr/g. va J. Salber

Department of Community Health S¢i

T

-CCS

e -
"1..73
Vat »
. .
’
.-
b Y
s .
" ’ .
N .
- Mr. Edyard Roccella = -

The University of Micligan Medical School
Ann Arbor, Michigan

Mr. Mayrice Glatzer
Bureau of Health Education, CDC, DHEW

Mrs Mona Mxtmck

i

Evalu ealth .
DHEW . ,
Mr. Ed Roy Ross * -

DHEW, Reglpn X . -
Seattle, Washmgton e .

%

Mr. Sherman R. Williams -~ °
~Health Services Research and Dcvelopment Center
The Johns Hopkins University

Mr: Dohn Rushing
Social Analysis Branch

Division of Health Services Rcsearch and Analysxs,
NCHSR - .

" Dr. Jerry Weston SN
Assistant to the Direttor .
DHSRA, NCHSR T e -
Mr. William Lohr N .

Health Services Researcb Methods Branch

DHSRA, NCHSR:

t

_ ' Duke University Medical Center  *

Dr. Alfred Katz
School of Public Health
. University of California -

s Ms. Shllie Adams -

Ps

-
T w
¢

United States Senate Sta% .

Washington, D:C.
Dr. Lowell Levin
Ya]e University School of Medxcme

Dt Lee Sechrest y
Department of Psychology

. Florida State University - ..
Professor, Reginald Wells .
SUNY at Sfoneybrook - .

.Dr. Jan Howard
Department of Anthropology/SoaoIogy
szu_ua monwealth Umvemty .

42

Mr. John Gallicchio
Social Analysis Branch . Tl
DHSRA, NCHSR -

Mr. Archer Copley -
Acting Director »
_DHSRA, NCHSR

"Mr. Fraoklin B. Caffee .
_Acting Chief, Social Analysls Branch
"DHSRA, NCHSR

Mr. Gerald Sparer

Acting Director

Division of Health Systems Design and Develop-
ment and Evaluation, NCHSR .

Dr. Robert Thorner ’
Division of Health Systems Desxgn and Dcvclop-
ment, NCHSR .

*
B g * kY v
. 2 -

-




£ - - T h P - . - * .
* ~ - . ”~

L - 7. Ms. Elmdr Walker ' .

- -

i

. -

- - B .

T .

-

ol -

- .

.~ ¢ University of Michigan

DHSDD NCHSR- .

"Mr. James R. Ullom
-DHSDD, NCHSR .

Mrs. Edith G. Robins
Dnnsmn of Lorig Term Care, NCHSR R

Dr. Kathleen, Itdg
Staff Assistant for Consumer Affairs, NCHSR

°« Mrs, Bertha D. Atelsek .
“Director, Dmsxon of Health Services Evaluation,
; NCHSR ° .o
Dr. Betty Lockett *: :

- Bureau of Health Manpower, HRA

Ms. Patricia Shonubi -
Bureau of Health Manpower, HRA

4

Mr. Lionel Fernandez
Chief, Program Development Branch
Office of Health Resources Opportumty, HRA

Imnted but unable to attend:

Mr. Rudy Salinas
Community Health Foundauon
Los Angeles, California

Dr. Vincente Navarro

- .School of Hyglene and Public Health

The Johns Hopkins University

Dr. Howard Kalmer
Health Services Research and Development Center
The Johns Hopkins Umvc:rﬁty

Dr. John Clark
Deputy Director
DHSRA, NCHSR

Mrs. Bernice Harper

Director T
Division of Long Term Care, NCHSR o/
"Mr. Daniel Zwick, Director \_/

Office of Program Evaluation and Leg15!auon"
-Health Resources Administration, USPHS

Ms. Wilma Dean Henry
_ Bureau of Health Education -
Center for Disease Control, USPHS
_ Dr. David Kindig, Deputy Director
Bureau of Health Manpower, HRA, USPHS
Dr. Sidney Wolfe, Director
Washington Health Research Group

Dr. Irwin-M. Rosenstock
School of Public Health

-




Current NCHSR publications -

. ~: -

4‘ . ——

" The following National Center for'Health Serv-
ices Research publications ‘are of interest ¢o.the
health commiunity. Copies are available on request

" fo NCHSR, Office of Scientific and Technical In-
formation, 3700 East—Wesi Highway, Room 7-44,
Hyattswlle, MD 20782 (tel 301/436-8970). Mail

10

requests will be facilitated by enclosure, .of a self-

.

Y -

adhesive mailing label. Note: numbers in par-
emheses are order numbers for the National
Technical Information Semce, Springfield, VA
-22161, (tel.: §03/557-4650)." )

Reésearch Management

v

o The Research. Managem'en't Series describes i)ro-

©~ grammatic rather than technical aspects of the
NCHSR research effort. Information is preseirted
on the NCHSR- goajs, research objectives, and
priorities, in addition, this series con“fams adminis-
trative information on funding, lists of:
_contracts, and special prograrhs. Pub Icauons in
this series are intended to bnng basrcmformauon
on NCHSR and its programs tb researc‘hq.)lanners,
administrators, and others who are_involved mth

the allocation of research resources. * % .3
" (HRA) 76-3138 The Program in Health Serviced B
vised 9/76), - ViR 7

kg
mnm 77-3158 Summary of Grants a‘!:onpads
77-3167 Em i
GA ergency mcas Serviqes Szystemsr Re-

eds(Acbveasof 30, 1976) (PB 264 407)
ggwwmfs Research on the Priority Issues of the Nationaf
Contracts Ac-
tive on June 30, 187

arch (Re-

a.hma

for Bealth Serviees Research Grants and

search, CY 197

-

nts and,

¢

-

-

-

Fepeata)

Raseajch E’ngests

The ch Digest Series. provides overviews, of
significant research. supported by NCHSR. The
series describes either ongoing or completed proj-
ects directed toward high priority health services
problems. Digests are prepared by the prmcxpal
investigators performing the research, in collab-
oration with NCHSR staff. The series is intended
for an interdiscipli audience of health services
planners, administrators, legislators, 4nd others
who make decisions on research applications. ‘
(HRA) 76-3144- Evaluation of 2 Medical information Systemina -
Community Hospital (PB 264 353)

%{2’?’ 76-3145_Computer-Stored Ambulatory Regord (COS-
(RRA) 77-3,160 Program Analysis of Physician Extender Al
gorithm Projects

t‘mRA; 77-3161 i the Costs of Treatment of Seieaed

08368, 1951-1964—1971 {HRP 0014598)

of State Gemﬁcata-ot-ﬂeed Laws on
Utikzation (PB 352)

. (HRA)774164AnEvahaﬂoo PhysidanAssistantshDiag
noaﬁcRadiology(

ngA) 77-3177 Automation of the Problem-Oriented Med&;a!

%RA} 77-3183 Smnmary of Recem Studies in Health
(in preparatien) ,

Pollcy Research

»

”

.

g

T

~ " for policy issues of the moment. These

,’[Kc_, e

The Polu) Research Series describes. ﬁndmgs

from the research program of major significance

apers are

prepared by members of the staff of NCHSR or by-

"independent investigators.* The series is intended
- spedfically t6 inform’ thosc«-in the public and pri-
vate sectors who must ;:onsxdqr, design, and im-

. plement ‘policies affecung thc del:very of health -

-services.
HaA 77-3182 COnlroI!ng the Cost of Heahh Care

L

4.

286 507)

HRX) 77-3166 Foreign Medical Graduatas A Compamuve
gwdy of State Ucensure Policles (PB 265 233) .

(HRA) 77-3169 Cost Data Repnmng System for Nursing
Homes (in preparation)

%_HRA) 77-3173 Nurse Pracuﬂoner and Physiclan Asslstam
and Deployment

+

(HRA)N-%171 Ami»yago: Physician Pnceandompmoea-

¥
(HRA) 77-3172 Sysfems of Relmbummem for Long-Term
Care (in preparation)

(HRA) 77-3187 Measurement ‘Standards for Nursipg Cere (In
preparation) :

’H I 77-3f90 Dealiveri
octs in Two States of Fol

Health Care to’ Children. The Ef-
Years of Foderaj Poncy

4
2

.
.
*

A

-

Reuarch Reporu . '

‘he Reseavch Report "Series provides slgmf' icant re-
search reports in’ their entirety upon the complg-
tion of the project. Research Reports are de-
velppcd by the pnnapal mvesugators who con-

.

se
<y

-




»

EKC .

“ducted the research, and are directed to selected
uscrsofhealﬂlsef'vxcesrcs&rchaspanofacon«
~qginuing NCHSR effort to expedite the dissemina-
~ tion of new knowledge resnlnng from its pro_;ect
support.

43 -BasedPah Mo
2’66508} Ccmwter et mlonngSymams

_(HRA} 77-3152 How Lawyars Handle Medical Malpractice
.Cases (HRP0014313)

(HRA 77-3159 M%

-77-3f6§ Statutory Provisions
a-w.) Madical Malpractice Cases (PB 264 409)

. § RA) 77-3184 1980 and 1970 prank: Population of the
by coumy

(HRA 77-3188 Demonstration and

the Southern California Arbitra-
June 1975 (HRP 0012466)

Bmkb:tranonol

Evah:atonoiaTotaIHospi-
lormation System (in preparation)

(HRA) 77-3189 Covera under National Health Insur-
ance’?he oﬁcy%:gons e

{HRA) 77-3191 Diffusion of Technological Innovation in Hospi-
}«CasesmdyolﬂudearMedidne(’mM

. Research Prooe-c-d!ngs

The Research Proceedmgs Series extends the avail-
"ability of rlew research announced at conferences,
_“symposia and seminars sponsored or supported by
NCHSR: In addition to the papers presemed at
kcy meetmgs, publications in this series include

ions-and responses whenever possible. The
séries helps meet the information needs of health
services ptoviders and, others who require direct
_access to concepts and ideas evolving from the ex-
" change of research results. N

(HRA) 773135 Women and Their Health: Ressarch Implica- ~
ﬁonsor‘titgaf Efa (PB 264 359)

/
gzim 78-31%0-Intermountain Medical Malpmcﬂce (PB 268

(HRA) 77-3154 Advances in Health Survey Research Methods
(HRA) 77-3186 Intemational Conference: on Drug and Phar-
macsutical Services Reimbursement

LI

Research Summaries -

The Research Summary Smes provides rapid access

to slgmﬁcant results of - NCHSR-sugportcd re-

search projects. The series presents executive
G . * :

+1
.

[V

summaries prepared by the invesugators near the -

completion of the project. Specific findings are
highlighted in a more concise form than in the

final report. The series is intended for health sexrv- .

ices administrators, planners, and other research

users who require recent ﬁndmgs relevant to im-

mediate problems in health services. c

sg )ﬂmsz&xnmydﬂecemsmdeshﬂaams“ﬁm
m(PBz&sm)

. (HRA)ﬂ%i?BQmﬂydMedwCaremmUsumOw
come Measures (in preparation)
(HRA) 77-3178 Algorithms to Train, Support, and Evaluate
Paramedics (iri preparation) ) .

NCHSR Program Solicitations
!HRA) 77-3180 NCHSR Grant Solicitation. Heaith Services Pol-

vl

wl




TBIBLIOGRAPHIC DATA 1. Report No. . ¥ 2. i 3 Recipient’s Accession No.
L {sHEET NCHSR 77-154 J -

2. Title and Subtitle ‘ . { ' 5. Report Date
- | CONSUMER SELF-CARE N HEALTH; CONFERENCE HELD /AT DULLES AIRPORT{ August 1977
_|MARRIOTT, FAIRFAX COUNTY; VIRGINIA, MARCH 24-26, 1976; NCHSR 6.

Research Proceedings Series )

8. Pesforming Organszauon Rept.

60?;;{1“5(; )Gal licchio ’ . . . - No. " ...
9. Performing Oxganizazio;: Name 2pd Address : 10. Project/Task/%ork Unnt No.
) National Center for Health Serviges Research, HRA, DHEW et .
13700 East-West Highway, Room 74{% (STI) . 11. Contract/Grant No.
Hyattsville, MD 20782 ) CLA In-house A -
12. Sponsoring Organization Name and Address 13. Type of Repornt & Périod

|DHEW, PHS, HRA, National Center for Health Services Research H(&:;ugér;éee?;;gs
3700 East-West Highway, Room 7-44 (STI) arch =%,

Hyattsville, HD 20782 . © [

(Tel.: 301/436-8970)

15, Supplementary Notes

~ |DHEW Pub. No. (HRA) 77-3181.

T6. Abstacts Consumer self-care in health is a growing movement wherein lay persons in-
creasingly function for themselves to prevent, detect, and treat health problems, and -
promote good health in a manner which supplements or substitutes for professional ser-
vices. The movement can be fraced to sociaT”and health legislation of the 1960s,
changes in nursing theory, and the growth of self-help groups (also the more recent
Feminist movement, and the growth of women's health centers and feminist therapy col-
lectives have been influential in the popularization of self-care in health). Confer-
ees have recommended a broad range of new research on the topic: a survey of consumer
-and-health care provider attitudes and practices regarding more consumer involvement in
the health care process; and the demonstration of new sel f-care theory and the evalua-
tion of existing self-care programs and theory .in terms of Costs, efficiency, and-satis-
factieri. The conferees also discussed ethical issues regarding research risks, the
quality of self-care, and "at-risk" popuiations. Appended are four papers describing
existing programs. the history and logic of the movemenf, and inferences concerning

117. Eff'ﬁméf:m"ammcmm~4?¢.:9ﬁfnmm No. 16.. Abstract (cont.) .

consumer's desire for increased self-care.

ﬂ-—___ .

[

Ho

\ S

176, ldenzli:ets.’OpentEaded Terrs

Health services research :

Self-Care conferencé

Consumer self-care

‘ ~
"17¢. COSATI Field Group . R \

18. Avsilabdity Statement - ’ 49. Securuty Class (This 21. No. of Pages
elegsable to the public. Available from National * | "B ,cqipiep Est. 40
-Cic.. Ra]] Information 'SEI‘V“_CE, Springf‘}e] ¢, VA 20. §Pccumy Class (This 22, Price .

ERIC: §3/557-4650) 22161 AR L ASSIFIED . |

Full Tt Provided by ERIC.

HTys 35 (REV. 3070 ENDORSED BY _ANS! AND UNESCO. THIS FORM MAY BE REPRODUCED USCOMM. OC sus—




