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ABSTRACT 

The purposes of this study were: a) to identify which of four 

competing theories best accounted for self help as a learned outcome of 

chronic illness experience, and b) to generate a Self Help Model that 

could be used to explicate self help as a learned response to chronic 

illness. The concepts of severity of chronic illness, intimate 

dependency reinforcers, self induced dependency reinforcers, cue 

outcome independence reinforcers, enabling skill, self help and life 

quality were specified in a causal format that allowed a competitive 

test of four different theories. The theories tested were instrumental 

passi vi ty theory, self induced dependency theory, an adaptation of 

learned helplessness theory and learned resourcefulness theory. 

The study utilized a causal modeling design to assess a fi ve 

stage model. A judgment sample of 786 individuals having a diagnosis of 

arthritis or an arthritis related condition were mailed questionnaires. 

Two hundred seventy-eight subjects responded, a 36 percent return rate. 

Seven scales using a visual analogue response format indexed the 

theoretical concepts. Reliability and validity estimates were conducted 

to assess psychometric properties of the instruments. Model parameters 

were estimated using multiple regression statistical techniques. 

Residual analysis was conducted to estimate violations of the causal 

model and statistical assumptions. 

xii 
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Factors from one theory, the learned resourcefulness theory, 

emerged as more credible than factors from any single other theory. 

However, the data did evidence factors from other theories that were' 

significant. Self induced sick role .reinforcers and cue outcome 

independence reinforcers were found to slightly reduce perception of 

enabling skill (B=-.3l and B=-.12, respectively; R2=.11). Intimate 

dependency reinforcers and cue outcome independence reinforcers were 

found to slightly reduce perception of self help (B=-.34 and B=-.24, 

respectively; R2=.19). These factors helped to identify environmental 

and intra-person contingencies that led to reduction in self help. The 

learned resourcefulness factor, enabling skill, demonstrated the 

mediating skills that worked to enhance self help (B=.44; R2=.29). The 

Self Help Model generated to explicate self help as a learned response 

to chronic illness explained 50 percent of the variance in perceived 

self help. Self help had a direct positive impact on life quality 

(B=.6l; R2=.46). 

By knowing the factors influencing a patient's self help 

response to chronic illness experience, the nurse is better able to 

plan more effective self help promoting interventions for individuals, 

or groups of patients. Nurses who promote a self help response in those 

having a chronic illness could improve their life quality. 



CHAPTER 1 

INTRODUCTION 

Review of health related research of the past decade reveals an 

increasing quantity of studies addressing chronic illness. Psycho

social impact of chronic illness has been of particular interest. For 

example, Bard's (1970) conclusion that individuals could be technically 

cured of their disease and yet remain incapacitated, helpless, due to 

psychological injury has stimulated researchers to define psychosocial 

injury further. Ware (1984) attributes this trend of increased atten

tion directed to study of chronic disease impact and treatment effect 

on patient outcomes to the realization that there is more to life than 

~ dying. 

While califano (1979) reported that mortality from major 

chronic diseases increased more than 250% between 1900 and 1970, 

chronic disease related morbidity statistics are equally impr:essi ve. In 

excess of thirty million Americans have dysfunction due to a single 

category of chronic illness, arthritis and its related conditions 

(Arthritis Foundation, 1982). Of these thirty plus million, over half 

are limited in capacity to carryon usual life activities; for example, 

ability to work, manage a household or attend school (Rice & Hodgen, 

1978). The facts are clear, for many people, illness is a permanent 

aspect of life (Burckhardt, 1985); one that potentially reduces 

1 



2 

participation in productive endeavors associated with quality of life 

experience. 

When approaching study of chronic illness from a psychosocial 

tradition, it is necessary for outcome measures to encompass more than 

mortality or morbidity statistics (Holland, 1984; Ware, 1984). There is 

also need for conceptual and operational clarity in the theoretical 

framework selected to elucidate chronic illness impact. Several theo

ries exist, directed to the explanation of helplessness following expo

sure to the kinds of unremitting, uncontrollable stresses associated 

with chronic illness. Additionally, several investigators (Dimond, 

1983; Green, Werlin, Schauffler & Avery, 1977; Haug & Lavin, 1983) have 

noted that the increase in chronic illness has been accompanied by a 

rise in a self-help response. 

Haug and Lavin note that individuals having long term experi

ence with a given illness "have learned, often through trial and error 

what works best for them and treat themselves accordingly" (1983, p. 

22). Taylor, Wood and Lichtman (1983) concur with other researchers 

(Silver & Wortman, 1980; Wills, 1982) that most people cope with aver

si ve events themselves and readjust successfully. Rosenbaum (1986 ) 

gives recognition to the resilience of people. He discusses learned 

resourcefulness as a means of understanding how"most individuals cope 

with the situational and cognitive factors that lead to chronic mental 

illness. Given these observations, some aspects of the chronic illness 

experience must work toward a self-help outcome rather than a helpless

ness outcome. 
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Statement of the Problem 

An overview of research directed to the study of psychosocial 

aspects of chronic illness reveals knowledge diffusion brought about by 

a myriad of competing and complimentary theories, persistent conceptual 

and methodological problems and challenges inherent in specifying 

unconfounded psychosocial outcomes of disease impact. An alternative 

theory testing approach to study of a complex phenomenon is one means 

of efficiently building scientific knowledge (popper, 1968; Stinch

combe, 1968) and has been useful when applied to chronic disease 

research for the purpose of empirically defining models. This study was 

undertaken to investigate the relative impact of variables representing 

alternative person and situational context explanations for adaptation 

and to generate an empirical model that better specifies what is 

actually happening. 

purpose of the Study 

The purposes of this study were: a) to identify which of four 

competing theories best account for self help as an outcome of chronic 

illness experience, and b) to generate an empirical model of self help 

that can be used to explicate self help as a learned response to 

chronic illness. 
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Background to the Problem 

Research traditions relative to· the study of chronic illness 

have persisted across specific disease diagnoses. Initial efforts have 

been directed to identification of premorbid personality structure with 

more contemporary efforts being directed to understanding interactions 

of disease state, intra and inter-personal characteristics and 

environmental constraints. 

Psychoanalytic Research 

Historically, the psychosocial aspects of chronic illnesses 

such as rheumatoid arthritis, multiple sclerosis and cancer have been 

considered in terms of antecedent sources of the disease rather than in 

terms of outcome responses to the disease. Epidemiological studies led 

to the identification of populations having a higher prevalence of a 

disease while psychosomatic clinical research supported theories that 

persons having a specific disease shared distinct personality traits. 

The Warthritis persona1ityW was characteristic, most particularly, of 

women who repressed anger and hostility (Cobb, 1959; King, 1955). The 

Wmu1tip1e sclerosis persona1ityW was suggestive of a hysterical person

ality with some authors suggesting that conversion hysteria produced 

organic changes associated with the disease (Inman, 1948; Langworthy, 

1950). Personal loss (Green & Miller, 1958; LeShan, 1959), inhibited 

sexuality (Bacon, Rennaker & Cutler, 1952; Tar1au & Sma1herser, 1951) 

and/or extraversion (Coppen & Metcalfe, 1963) have characterized the 

Wcancer personality". 
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Many of these early investigations have been criticized for 

flawed methodology (Greer, 1983: Sperge1, Ehrlich & Glass, 1978: 

VanderP1ate, 1984). The general conclusion of these critics is that 

there is no compelling evidence to support contention of a typical 

"premorbid personality". While the number of studies advocating 

personality precursors of disease have dwindled, some (Bahnson, 1980, 

1981: Gardiner, 1980) continue to link personality characteristics 

with chronic disease onset. Greer (1983) suggests that neither position 

has been fully justified and that daunting and complex methodology 

problems continue to preclude indisputable conclusions. However, the 

contemporary belief prevails: Psychosocial aspects of chronic illness 

are better conceptualized as outcomes of complex interactions between 

the person and the environment, resulting in wide individual 

differences, rather than defined as the causes of specific disease. 

Adaptation Research 

Consistent with the notion that interactions between the 

environment, the illness and the person result in response patterns 

that can be identified, measured, predicted and eventually controlled, 

investigations of individual ability to withstand severe personal 

tragedy have identified some consistent types of response patterns 

across a variety of situations. Two corrunon1y identified patterns 

represent divergent outcomes. In the face of undesirable events, some 

persons relinquish personal control, feel and act helpless, give up 

participation in usual activities or in some circumstances, die. In the 
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same or similar situations other persons seek to increase control over 

their lives, continue to assume or take new role responsibilities or in 

some circumstances, thrive at a level exceeding their prior state 

(stoner, 1985; Turk, 1979). 

When the undesirable event is a chronic disease, very similar 

response patterns have been identified. Worden and Weisman (1977), and 

Weisman (1979) among others have described both overcoming and 

succumbing reactions to cancer. Lowman, Miller, Lee, Stein, King and 

Heald (l954) , Moos and Solomon (1965), and others have described 

patients diagnosed with rheumatoid arthritis who were adaptable, able 

to rely on rehabilitative measures; were more hopeful, trusting, 

independent, confident; and more easily rehabilitated than a second 

group of patients. Thi.s second group felt hopeless, made no attempt to 

care for themsel ves or to become independent. Similar outcomes have 

been identified in other chronic illnesses (Moos & Solomon, 1964, 

1965). 

Theories that attempt to explain adjustment to threatening 

events have focused efforts on describing the nature of the event in 

terrr~ of I} controllability (Baum, Singer & Baum, 1981; Lazarus & Folk

man, 1984; Rodin, 1976; Taylor, Lichtman & Wood, 1984), 2) contingency 

(oakes & Curtis, 1982; OVermier, Patterson & Wielkiewicz, 1980; Selig

man, 1975; Tennen, Drum, Gillen & Stanton, 1982), 3} transience (Baum, 

Gatchel & Schaeffer, 1983), 4} stability (Weiner, 1972, 1979), 5} 

uncertainty (Mishe1, 1981, 1983), 6} meaning (Taylor, 1983); the nature 

of the individual in terms of 1) ego strength (Weisman & Worden, 1976), 
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2) locus of control (Rotter, 1966), 3) coping effort (Felton & Reven

son, 1984; Lazarus & Launier, 1978), 4) reactance (Brehm, 1966), 5) 

information seeking (Miller & Mangan, 1983), 6) engagement-involvement 

(Singer, 1974), 7) role (Bandura, 1977; Kassebaum & Baumaunt, 1965; 

Wolinsky & Wolinsky, 1981), 8) self-efficacy (Bandura, 1982); and the 

nature of the situation in terms of 1) support (Wortman, 1984), 2) 

reinforcers (Langer & Benevento, 1979), and 3) resources (Donald & 

Ware, 1982). 

While adaptation studies select a variety of concepts as 

important, most reference the constructs; stress, coping or adapting 

and functional outcome. Some theories focus on the stress - coping 

portion, some on the coping - functional outcome portion, while others 

operationalize all three aspects. The role of the situational context 

versus the role of stable personality traits as precursers to coping 

varies among the theories. As theories have been drawn from several 

paradigms; behaviorist, social learning, transactional, attributional; 

the conceptualized role of the individual as a passive reactor versus 

an active processer also varies. Mixed definitions of outcome in terms 

of personal function, life quality, psychological distress, general 

health perceptions, social role functions, self-care, and problems with 

operationalizing such outcomes has made cross study comparison of 

disease impact difficult (Ware, 1984). Such diversity in conceptual

ization and operationalization, while providing a wealth of findings 

also presents great potential for substantive and methodological confu

sion that can interfere with knowledge building efforts. 
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As a specific example of definition problems arising from 

theoretical diversity in adaptation research, the conceptualization of 

chronic illness impact on an individual's psychosocial well-being 

remains an unresolved challenge (Lawton, 1984; Ware, 1984). Spurious

ness resulting from confounding of the independent variables with one 

another and with the dependent variable is becoming a commonly recog

nized problem in psychosocial research (Dohrenwend, Dohrenwend, Dodson, 

& Shrout, 1984; Ware, 1984; Zautra & Hempel, 1984). Conceptualization 

and measurement of functional outcomes of coping with chronic illness 

have often been confounded by conceptualizations of both situation and 

coping variables. 

Theoretical diversity in adaptation research has done more than 

confuse outcome definitions. It has also led to identification of 

independent variables that represent a single idea of how adaptation 

occurs. Most of the literature represents single tests of individual 

theories. However, there has been a recent move toward testing of 

alternative theories with some studies representing cross paradigm 

theory testing. Baltes and Skinner (1983) and oakes and Curtis (1982) 

are examples of testing behaviorist based theories against a cognitive 

process based theory. 

In the past, the usual purpose for alternative theory testing 

has been to challenge the salience of a competing theory. Several 

examples of this approach can be seen in the learned helplessness 

literature: Alloy (1982), Brockner, Gardner, Bierman, Mahan, Thomas, 

Weiss, Winter and Mitchell (1983), Eccles, Adler and Meece (1984), 
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Silver, wortman and Klas, 1982). By contrast, wortman and Weisman 

(1977) tested alternative theories crossing the psychoanalytic approach 

and the individual response to environment approach. Results supported 

the environment/person interactional approach and served to verify 

variables specified as predictors of psychosocial vulnerability. Miller 

(1979) used a similar alternative theory testing approach to discount 

three major theories explaining choice of predictable threat, 

controllability related explanations, and to outline a new hypothesis 

that better accounts for the empirical Gata. These studies demonstrate 

the potential of alternative theory testing for generating empirically 

sound explanations for complex phenomenon, in addition to the usual 

function of establishing the superiority of one theory over another. 

The testing of alternative explanations within the same study can 

result in increased knowledge about adaptation by reducing the number 

of competing theories to those that are repeatedly supported during 

tests and by discovering new theories based on persistent findings of 

complimentary relationship between alternative explanations for a given 

outcome. 

In sununary, major problems identified in adaptation research 

are those that arise from conceptual diversity, e.g., definition of 

outcome variables and those that arise from limited scope investiga

tions, e.g., failure to reduce conceptual complexity by testing 

alternative explanations. 
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Significance of the Study 

The study of the existence of self help as a response to 

chronic illness has important health care implications as well as 

individual and family implications. Gartner and Ries$nan (1977) discuss 

the health ·care system's increased interest in learning more about a 

deficit in self help. This interest is fostered in part by economic 

pressures mandating fewer hospitalizations, shorter hospital stays and 

more efficient staff utilization (Gartner & Riessman, 1977; Pratt, 

1977) • Individuals and families have increased their interest in 

self help due in part to economic burdens from lost income (Meenan, 

Gertman & Mason, 1980) as well as increased costs of rehabilitation 

(Gartner & Reissrnan, 1977). Things that work to reduce helplessness or 

to reinforce self help can facilitate continued productivity in the 

work place, reducing income loss and can limit reliance on the health 

care system, curtailing health care costs. 

The self help health education movement has emerged as part of 

the trend to direct treatment toward retraining psychosocial response 

to chronic illness. Nurses have assumed leadership roles in all phases 

of self help program development. Orem's (1959) self care model demon

strates nursing's involvement with the promotion of self help since the 

earliest conceptual models were developed for nursing. Self help has 

been a basis for expression of the philosophical foundations for 

nursing as well as providing a framework for research (Coley, Dirkson, 

Engalls & Hennrich, 1980). Kate Loring (Loring & Fries, 1980) and 

Carrie Jo Braden (Braden, Brodt-weinberg, Depka, McGlone & Tretter, 



11 

1984) are examples of nurses who have developed nationally distributed 

self help education programs for specific chronic disease populations. 

Review of self help educational programs by Green, et al. 

(1977) suggests that there is a need for researchers to look at 

applicability of self help education for various population groups, to 

determine the limits of self help and to develop standardized evalua

tion measures, behavioral outcomes and cost effectiveness/cost-benefit 

analysis. In order to accomplish these needs the essential nature of 

the dynamics leading to a self help outcome must be determined. Neither 

Orem I s (1959) self care theory nor subsequent research attempting to 

put the theory in practice (Joseph, 1980: Kearney & Fleischer, 1979: 

King, 1980) provide an adequate explanation of self help outcomes 

following experience with chronic illness. Review of psychosocial 

research relative to stress - coping - outcome also fails to provide 

sufficient support for any single model that can be used to test the 

applicability of self help education, to determine the limits of self 

help or to provide a basis for standardized evaluation measures. Nurse 

researchers have the potential to impact significantly on the determin

ation of self help limits and on development of standardized evaluation 

measures through continued effort to identify empirically accurate 

models, specifying variables and linkages essential for a self help 

outcome. 

Any progress made toward improving the effectiVeness of psycho

social treatment of chronic illness for the purpose of increasing self 

help outcomes has potential impact on maintaining productivity in a 
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sizable population. For example, over five million persons in the 

United states have rheumatoid arthritis (Katz, 1977) with associated 

work disability exceeding 50 percent of those affected within five 

years of disease onset (Ye1in, Meenan, Nevitt & Epstein, 1980). Other 

disease categories account for similarly impressive statistics relative 

to t~e impact of chronic illness on participation in productive 

activities associated with a quality life (Dew, Lynch, Ernst, 

Rosenthal, 1983; Trieschmann, 1980). Nurse clinicians who base 

intervention programs on sound research findings relative to chronic 

disease - coping - outcome models can do much to reduce the cost of 

chronic illness to the health care system, to individuals and to their 

families. 

The significance of this study was in its attempt to seek 

information that leads to a greater understanding of the dynamics 

essential for a self help response to chronic illness experience. This 

study generates an empirical model that consolidates outcomes from 

testing the hypotheses of four alternative learning theories and that 

provides a basis for future investigations. with further research this 

model has the potential to inform future self help promoting interven

tions. 

Surranary 

While a wealth of research based findings exist relative to 

outcomes of coping with stress associated with chronic illness, the 

findings have failed to provide a sound enough base to inform c1ini-
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cians who provide self help promoting interventions. This study 

investigated the relative informative power of four alternative 

theories. An empirical model' specifying essential variables and 

linkages was generated from the data. 

The theoretical framework of the study and its literature based 

support are presented in Chapter 2. Chapter 2 also presents specific 

hypotheses. The methodology is described in Chapter 3. 



CHAPTER 2 

THEORETICAL FRAMEWORK 

The first section of this chapter presents the causal format 

used to specify variables and linkages. The format represents a 

combination of a modified Stinchcombe (1968) functional historicist 

model for theory construction and a causal modeling approach based on 

the works of Asher (1986) and Blalock (1964, 1969). Literature based 

support for selection of the causal format and for adaptations that 

facilitate variable selection and linkage specification is included. 

The second section of this chapter presents the four 

alternative causal models. Each model represents theory tied concepts 

and linkages framed by the modified Stinchcombe causal format. 

The third section of this chapter provides the theoretical 

model being tested in this study. The model is depicted in the section 

entitled, wThe Theoretical Model: Self Help.w Conceptual definitions 

are provided for each variable. Literature based support is provided 

from adaptation research for model assumptions and for each variable 

and linkage. Hypotheses concerning specified linkages that are tested 

are presented. 

The last section of this chapter presents a brief discussion of 

the critical test elements of this investigation. This section also 

14 
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discusses the theory generation potential inherent in testing competing 

theoretical models. 

The causal Format 

Selection Criteria 

Because adaptation researrh has failed to clarify the causal 

mechanisms that link physical health to well being, Lawton (1984) and 

zautra and Hempel (1984) suggest it is necessary to test for reciprocal 

relationships rather than assume that well being is the outcome of a 

linear sequence of events. The testing of reciprocal relationships is 

also important in light of the need to improve specification of 

theories that attempt to explain recurrent behavior. Rosenbaum (1983) 

discusses the need for models that increase understanding; not about 

how maladaptive behaviors are acquired in the first place, but how they 

persist. He suggests that while social learning theory (Bandura, 1977) 

argues that a low belief in "self-efficacy" causes persistence of 

maladaptive behavior, the theory does not clearly specify how low self

efficacy works to maintain maladaptation. For example, Lewinsohn, Teri 

and Hoberman's (1983) findings demonstrate that depression-related 

cognitions and reduced rate of eng~gement in pleasant activities arise 

concurrently with a depressive episode rather than precede it as 

predicted by a linear model depiction of social learning theory. Such 

findings demonstrate that the causal models used to guide concept 

specification need to be depicted in nonrecursive models. 
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In addition to the need to test reciprocal relationships, there 

is a need to test specific hypotheses tied to different adaptation 

theories. While scientific knowledge building occurs through testing 

hypotheses that are tied to theoretical explanations, it is a more 

efficient process when the tested hypotheses are representative of 

alternative theoretical explanations (Popper, 1968; Stinchcornbe, 1968). 

However, to accomplish a test of alternative hypotheses, it is 

essential to discover a means of linking multiple divergent hypotheses 

under a single covering law or theoretical framework. 

The four alternative theories providing specific theory tied 

hypotheses explaining a self help response to chronic illness experi

ence are: instrumental passivity theory (Baltes & Skinner, 1983), self

induced dependency theory (Langer & Benevento, 1979), an adaptation of 

Seligman's (1975) learned helplessness theory (Winefield, 1982} , and 

learned resourcefulness theory (Rosenbaum, 1983). Assumptions held in 

common by these four theories are: 

1. Entrance into a chronic illness experience represents entrance 

into a new learning environment. 

2. Learning is a fundamental process underlying adaptation. 

3. Learning or adaptation potentially occurs within a specific 

situational context involving the interaction of intra 

personal, interpersonal and environmental factors. 

Thus, common to all four explanations is the assumption that adaptation 

to change is a learned rather than an instinctive, a bio-chemically 

induced, or a personality trait based response. 
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A causal format used to specify and define variables and 

linkages incorporating the four alternative explanations needs to 1) 

reflect a learning paradigm, 2) allow testing of reciprocal linkages, 

3) guide selection of background variables requiring control, and 4) 

provide a means for testing specific alternative theory tied 

hypotheses. 

Modification Criteria 

Stinchcombe's (1968) functional form of historicist causal 

imagery provides a means of depicting self-replicating process. In 

terms of adaptation, the stinchcombe causal format provides a means for 

identifying variables and relationships that maintain adaptive or mal

adaptive response. The usual form of the Stinchcombe causal structure 

is shown in Figure 1. Stinchcombe's basic model specifies constructs 

and relationships between constructs that can be used to guide concept 

level specification across multiple specific situations. Figure 1 

portrays the construct level specifications and relationships used by 

Stinchcombe and concept level specifications, in parentheses, chosen to 

illustrate how the causal format functions. 

The purpose of the functional model is to allow for the explan

ation of recurring processes, such as events or behaviors that are 

maintained overtime. FUnctional explanations are based on the assump

tion that consequences of s(.-me behavior are also the causes of that 

behavior (Stinchcombe, 1968). For example, in applying the model in 

Figure 1 to a specific situation, given the continuing tension of heat 

in the environment; there is an increase in the homeostatic state, body 
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temperature, that in turn increases the selective maintenance of struc

tures necessary for temperature reduction. Some selective maintenance 

activities might be annual checks on air conditioning equipment, pool 

cleaning, growing shade trees, etc. Selective maintenance activities 

work to increase specific functional alternatives: for example, ability 

to switch on an evaporative cooler, an air conditioner, jump in a pool 

or seek shade. Functional structures work to reduce body temperature 

and are reinforced to the extent the alternative is successful. As long 

as the tension variable, heat, remains in place, the cycle will repeat 

itself indefinitely. 

This Stinchcombe functional format also allows for considera

tion of how historical influence can impact on specific functional 

selection. For example, prior experience with cost and relative effect

iveness of cooling devices may indicate the choice of evaporative 

cooling over refrigeration in environments having low humidity and long 

periods of high temperature and the choice of refrigeration in environ

ments having high humidity and sporadic periods of high temperature. 

The Stinchcombe causal format allows the potential for testing 

the comparative effectiveness of competitive tension, homeostasis, 

selective maintenance and functional alternative variables as explica

tors of phenomena. For example, in application of the causal format 

depicted in Figure 1, it would be possible to specify alternative ways 

to maintain a given functional alternative; e.g., selection of more 

than one type of cooler pad for an evaporative cooler. A competitive 

test could be designed such that the relative effectiveness of 
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different kinds of pads is measured in terms of ability of the 

evaporative cooling unit to reduce body temperature. Such tests are 

possible for any of the model specifications. Alternative sources of 

tension can be tested to determine which more powerfully drives a given 

structure/function system. A number of different functional 

alternatives could be tested to see which impacts more efficiently on a 

given homeostatic variable under controlled tension, maintenance and 

past influence conditions. A variety of historical influence variables 

could be tested for ability to influence a fUnctional alternative. The 

Stinchcombe causal format versatility demonstrates the potential for 

testing alternative theory tied hypotheses. 

The Stinchcombe causal format can 1) allow testing of recipro

cal linkages, 2) guide selection of background variables requiring 

control and 3) provide a means for testing specific alternatives tied 

hypotheses. With some modification, it can also reflect a learning 

paradigm. 

Most learning theories are depicted in terms of stimulus, 

response and reinforcement specifications. The traditional conditioning 

model espoused by Hull (1934), Skinner (1935), and Schlosberg (1937) 

supports a two-factor view of learning, a stimulus-response (S-R) model 

that assumes learning is the result of contiguous stimulus response 

connections. In this tj~ of learning model, reinforcement is depicted 

as strengthening the S-R bonds. Other learning models, such as Staats' 

(1968) social behaviorism model, Bandura's (1977) social learning 

model, and Hamblin's (1985) operant conditioning model include 
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constructs in addition to stimulus and response. Those models that 

specify reinforcement linkages and discriminant stimuli (Sd), the 

conditions under which each reinforcer will work, provide a fuller 

picture of the learning process (Hamblin" 1985). 

Reinforcement formats are essentially Stinchcombe functional 

feedback models involving stimulus, response and reinforcement. The 

Stinchcombe tension variable operates as a stimulus to a homeostatic 

state change resulting in alternative functional structures that work 

to reestablish the homeostasis. The functional model, however, fails to 

specify either a reinforcement construct or a discriminant stimuli 

construct. Figure 2 shows a modified version of the Stinchcombe model 

that contains reinforcement and sd constructs. This modified functional 

model also incorporates Hamblin's (1985) specification of the stimulus 

relating directly to reinforcement rather than to the homeostasis 

construct. This change is a reflection of Homan's (1961) exchange 

theory proposition that the frequency and value of a given reinforcer 

is determined by the characteristics of the stimulus. 

The model in Figure 2 states that as the tension or stimulus 

increases, the exposure to specified reinforcers increases. Reinforcers 

have both direct and indirect positive or negative relationships with 

the functional structure variable. The direct path from the reinforcers 

to the functional structure represent a feedback loop effect. The 

indirect relationships of reinforcers with functional structures is 

mediated by the discriminant stimUlUS. The sd can potentially change 

the direction of reinforcer influence on the functional structure. The 
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sd specifies conditions under which each reinforcer will work. In 

social learning there are conditions that, despite the strength of the 

stimulus and the reinforcers, serve to dilute or interrupt the 

influence of the reinforcer on the functional structure. Human self 

care behavior in response to threat of illness stimulus provides a 

common example of how a discriminant stimulus can interrupt the 

stimulus-reinforcer-behavioral outcome sequence. As Mark Twain 

observed, "The only way to keep your health is to eat what you don't 

want, drink what you don't like and do what you'd druther not" 

(Strauss, 1968, p. 206). In this case, what people would "druther don 

serves as a sd that decreases the strength of the reinforcers promoting 

good health. What people would "druther not do" serves as a Sd that 

increases the strength of the reinforcers promoting good health. The 

outcome relative to health is dependent on which sd actually is in 

operation during the learning sequence. 

In the depicted model, the sd serves either to increase or to 

decrease the functional structure. The functional structure works to 

change the homeostatic variable in either a positive or a negative 

direction. The direction of the change is dependent on how historic

ally learned patterns shape the functional structure and on the direc

tion of change in the homeostatic variable by way of the feedback loop 

from the reinforcers. Generally, if the reinforcers have decreased the 

homeostatic variable the functional structure will work to increase the 

homeostatic variable, reducing the influence of the reinforcers which 
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in turn feeds back to the stimulus, reducing it as an effective 

"trigger" for the model. 

The causal format depicted in Figure 2 fulfills the selection 

criteria discussed as necessary for framing an adaptation phenomenon. 

This format can be used to specify and define variables and linkages 

incorporating four alternative explanations of self help as a learned 

response to chronic illness. The format 1) reflects a learning 

paradigm, 2) allows testing of reciprocal linkages, 3) guides selection 

of background variables requiring control, and 4) provides a means for 

testing specific alternative theory tied hypotheses. 

The Alternative causal Models 

The theoretical model used for this investigation consists of 

four interrelated models. The models have major concepts in common, the 

concepts representing the constructs of tension or stimulus, Sd, 
. 

functional structure, historical influence and homeostatic state. Three 

of the models address different reinforcer concepts with each concept 

representing an alternative explanation for the functional structure 

concept, self help. The fourth model includes all three reinforcer 

concepts but specifies some different patterns of relationships as 

mediated by the sd. This last model represents the fourth alternative 

explanation for the self help response. Each model will first be 

presented separately. In the following section, the models will then be 

combined and presented in the staged format used for testing. This 

staged model will be discussed in depth with conceptual definitions and 

literature based support for specified linkages. 
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Instrumental Passivity Theory Model 

Figure 3 depicts the concepts and relationships specified by 

Baltes' (1982) instrumental passivity theory. This model states that as 

a chronic illness increases in severity there is increased exposure to 

people who reinforce dependency. The reinforcement of dependency 

generally decreases enabling skills as a by-product of instrumental 

conditioning. However, it is also possible to interpret the 

instrumental passivity theory as being unconcerned with the link 

between reinforcement and enabling skills. potentially when dependency 

reinforcers are sufficiently strong, there is no relationship with 

enabling skills. A stringent interpretation of instrumental passivity 

theory leads to the conclusion that enabling skills, as intraperson 

processes, play no part in determination of self help behaviors. A more 

open interpretation of instrumental passivity theory leads to the 

conclusion that enabling skills are reduced as a byproduct of 

instrumental conditioning and that a reduction in enabling skills 

further reduces self help behaviors. Reduced self help leads to 

reduced life quality. 

As the quality of life goes down, there is increased exposure 

to intimate dependency reinforcers which feed back to increase the 

chronic illness severity, to further decrease self-help and life 

quality. In this model, a Skinnerian based explanation, background 

inducements would have no effect on self help. This explanation 

predicts that current environmental reinforcers are what makes the 

difference in self help behaviors. As such, the feedback loop from 
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intimate dependency reinforcers should provide more information about 

self help behaviors than the indirect path through enabling skill. 

Self-Induced Dependency Model 

Figure 4 depicts the concepts and relationships specified by 

Langer and Benevento's (1979) self-induced dependency theory. This 

model evidences only one concept specification difference from the 

Instrumental Passivity model. Three relationship specification 

differences exist between these first two models. In the Self-Induced 

Dependency model, a different reinforcer is specified with the series 

of linkages, both direct and indirect, as being responsible for a 

decrease in self help. As chronic illness severity increases, 

individuals increase their perception of themselves as being sick and 

increasingly interpret environmental cues as reinforcing a sick role. 

As the perceived numbers of sick role reinforcers increase, enabling 

skills decrease in turn reducing self-help and life quality. As before, 

reduced life quality enhances the perception of sick role reinforcers. 

Sick role reinforcers feedback to increase the perception of illness 

severity and to decrease self help and life quality. 

In this model, it is possible for background inducements to 

mediate or even override the influence of sick role reinforcers. 

Background inducements may also enhance the influence of sick role 

reinforcers. For example, sex differences have been hypothesized for 

differential learned achievements due to gender differences in self 

concept, attribution, expectancy and subjective task value (Eccles, 

Adler & Meice, 1984). If such gender differences exist, they provide a 
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background inducement toward self help behaviors for men and away from 

self help behaviors for women. Demographic variables of age, sex, 

education and socioeconomic status reference background induced 

learning patterns. In this model both the direct and indirect path from 

self induced sick role reinforcers and self help would have strength in 

explaining self help, however, the direct link between self induced 

sick role reinforcers and self help would be the stronger relationship. 

Learned Hel~lessness Model 

Figure 5 depicts the concepts and relationships specified by 

Winefield's (1982) adapted version of Seligman's (1975) learned 

helplessness theory. In this model as the severity of the illness 

increases, patients are exposed to greater noncontingency, a lack of 

correspondence between cues in the environment and what finally 

happens. Increased numbers of cue-outcome independence reinforcers 

decrease enabling skills. Reduced enabling skills decrease self-help 

and reduced self-help decreases life quality. A reduction in life 

quality results in increased cue-outcome independence that, by way of 

feedback loops, increases the perception of sever i ty in the chronic 

illness and further decreases self-help and life quality. Background 

inducements directly influence self help. Again, both the direct and 

indirect paths from cue-outcome independence reinforcers to self help 

would have strength in explaining self help, with the direct path being 

the stronger. 
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Learned Resourcefulness Model 

Figure 6 depicts the concepts and relationships specified by 

Rosenbaum's (19B3c) learned resourcefulness theory. As the severity of 

the chronic illness increases , individuals are exposed to greater 

amounts of disruptive reinforcers. Disruptive reinforcers interrupt 

smooth execution of a desired behavior. However, the reinforcers'effect 

is mediated by enabling skills, self regulation of internal events. 

Perception of enabling skills could be increased by the presence of 

disruptive reinforcers. However, it is also possible for the disruptive 

reinforcers to slightly reduce perception of enabling skills. Rosenbaum 

(l9B3c) states that enabling skills may not totally eliminate the 

undesirable interfering effects of disruptive events. The perception of 

enabling skill itself could be reduced by the influence of the 

disruptive reinforcers without eliminating the effectiveness of 

enabling skills as a mediator of outcome behavior. Enabling skills then 

reduce or eliminate the interfering effects of the rei.nforcers on the 

performance of self help. The greater the enabling skill the greater 

the self~help behavior. As self help increases, life quality improves. 

Improved life quality reduces the perception of the undesirable 

reinforcers. As the reinforcers are reduced they feed back to reduce 

the perception of chronic illness severity. This model predicts minimal 

or no feedback from these undesirable reinforcers to self help and life 

quality. As in the previous two models, background inducements directly 

impact on self help. The relationship between enabling skill and self 

help would have the greater strength in explaining self help. 
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The Theoretical Model: Self Help 

The full model tested in this investigation is depicted in 

Figure 7, in a staged causal format. The arrows depict hypothesized 

causal relationships with the signs on the arrows indicating whether a 

relationship is positive or negative (Asher, 1976; Blalock, 1964, 

1969). A delete sign <11 is used to indicate relationships that do not 

exist in a given alternative theory. To facilitate analysis, a staged 

model was formed by combining each of the alternative causal models, by 

specifying variables that exist within the same stage and by depicting 

both the common relationships and the alternative relationships between 

staged variables. Stage I begins with the stimulus or tension variable. 

Seven stages are depicted in the model. Testing of all seven stages 

requires repeated estimates of reinforcer and stimulus variables over 

time (see Stage VI and VII). This study addresses only the first five 

stages, thus Stages I through V are described. 

Theoretical Assumptions Underlying the Self Help Model 

The major assumption$ underlying the self help model are: 

1. Entrance into a chronic illness experience represents entrance 

into a new learning environment. 

2. Learning is a fundamental process underlying adaptation. 

3. Adaptation occurs within a situational context involving a 

stimulus (or stressor), a behavioral response and a reinforcer. 

The major theme of the assumptions underlying the Self-Help 

Model is that adaptation to change is a learned rather than an 
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instinctive response, a neuro-chemical response or a personality trait 

response. A number of theorists support learning as an adaptation 

agent. Pitcher and Hamblin (1982) conclude that learning is the funda-

mental process underlying behavior change. Dimond (1983), Mechanic 

(1977, 1982), and Seeman and Seeman (1983) concur with the view that 

chronic illness results in learned behavioral changes. Mechanic (1977) 

builds a case for viewing chronic illness adaptation from an educa-

tional or learning model rather than from a medical model and contends 

that treatment of chronic illness symptoms without facilitation of 

learning "healthy" behavioral outcomes will result in reduced treatment 

effect and reduced life quality. 

Theoretical Definitions 

conceptual definitions are provided according to Stages I 

through V as depicted in the Self Help Model in Figure 7. 

Construct 

Historical 
Influences 

Stage I 

Stimulus 

Concept 

Background 
Inducements 
(BI) 

Severity of 
Chronic Illness 
(SCI) 

Conceptual Definition 

The degree to which previously 
acquired, relatively unchangeable 
behavior patterns persist as 
influence on current behavior. 

The level of perceived infliction 
due to disease course characteris
tics. 



stage II 

Reinforcers Intimate 

stage III 

Sd 

Stage IV 

Functional 
Structure 

Stage V 

Homeostatic 
State 

Dependency 
Reinforcers 
(IDR) 

Self Induced 
Sick Role 
Reinforcers 
(SISRR) 

Cue-outcome 
Independency 
Reinforcers 
(COIR) 

Enabling Skill 
(ES) 

Self Help (SH) 

Life Quality 
(LQ) 
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The perceived level of reliance on 
others to accomplish daily living 
activities usually accomplished by 
adults alone. 

The perceived degree of patient 
preference for health care provid
ers to make decisions for the 
patient (Krantz, Baum & Wideman, 
1980) • 

The amount of percei ved uncer
tainty offered by insufficient 
environmental cues (Mishel, 1981). 

The degree of perceived ability to 
eliminate the effects of disruptive 
reinforcers on desired outcome 
behaviors (Rosenbaum, 1983c). 

The level of perceived instrumental 
involvement in carrying out adult 
role functions. 

The degree of perceived satisfac
tion with life (Campbell Converse, 
& Rogers, 1976; cantril, 1965). 

The concept representing historically learned patterns is 

placed prior to Stage I of the Self Help Model. This concept, back-

ground inducement, is essentially represented by socio-economic status 

(SES) indicators and provides a mechanism for entering variables 
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requiring control into the model. The SES indicators are predicted to 

impact on the stage IV variable, self help. One alternative explana

tion, Instrumental passivity Theory, specifies no relationship between 

background inducements and self help. 

Description of Theoretical Framework 

Stage I. The Severity of the Chronic Illness (SCI), defined in 

terms of level of perceived infliction due to disease course 

characteristics is identified as the initial concept in the Self Help 

Model. The severity of symptoms is depicted by Wright (1960) as one of 

two means to understand the impact of illness. Work by Forsyth, Delancy 

and Gresham (1984), using a grounded theory meth~ concurs that symptom 

severity is an important indicator of illness impact. They studied 50 

chronically ill patients who presented a wide range of diagnoses; 

multiple sclerosis, arthritis, Parkinson's Disease, chronic obstructive 

pu~nonary disease and various neurological diseases. Four subsets of 

chronic illness experience were identified: 1) progressive illness with 

unknown course~ 2) chronic illness whose course can be controlled by 

surgery medication, diet and/or exercise~ 3) chronic illness for which 

all treatment, medication and procedures have been exhausted or are no 

longer effective, and 4) total disfigurement, disability. They also 

identified critical junctures that were characterized by extension of 

disease symptoms. The subsets emerging from Forsyth, et a1.'s (1984) 

qualitative analysis and their linkage with critical junctures 

characterized by extension of disease symptoms suggest chronic illness 

severity can be conceptualized and measured as the degree of infliction 
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brought about by disease course characteristics. However, all 

discussions of disease severity allude to the factor of controllability 

as an element of the perception of degree of infliction. Disease course 

characteristics influencing degree of infliction are often discussed in 

terms of ability to control disease symptoms. 

Findings from quantitative studies also support the merit of 

conceptualizing chronic illness severity in terms of the patient's 

subjective rating of infliction due to disease characteristics. Bradley 

(1978), Jenkins and Ward (1965), and Langer (1977) found that a 

positive perception of stimulus events, for example, disease symptoms 

enhances the assumption of influence or control over occurrence of 

these events. Bulman and wortman (1977), Langer and Rodin (1976), and 

Rodin and Langer ( 1977) have found that perception of control over 

events in life, i.e., disease symptoms, enhance feeling better. Thus, 

the level of perceived infliction due to the disease course serves as 

an indicator of the individual's perception of chronic illness 

severity. 

Predictions Stage I to Stage II. In the Self Help Model, 

chronic illness severity is predicted to have a direct, positive 

influence on the Stage II variables, intimate dependency reinforcers, 

self-induced sick role reinforcers and cue-outcome independence 

reinforcers. Three predictions are represented by the linkages: 1) the 

greater the perceived severity of illness the greater the amount of 

dependency reinforcers in the environment; 2) the greater the perceived 

severity of illness the greater the degree of self-induced sick role 
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reinforcers, and 3) the greater the perceived severity of illness the 

greater the amount of uncertainty reinforcers. 

Prediction 1. The individual evidencing increased severity of 

chronic illness is placed in the position of enforced social dependence 

(Benoliel, McCorkle & Young, 1980). Benoliel, et ale (1980) state that 

"as the disease progresses, the patient becomes dependent on others for 

intimate functions not ordinarily performed by other people except 

during early childhood" (p. 3). The patient with advanced cancer has 

been characterized as being at the mercy of the social system, 

dependent on others to provide what is necessary for meeting common, 

basic needs. Even those less than severely ill, find it necessary to 

deal with over solicitiousness and over protectiveness of others 

(Mechanic, 1977). 

Baltes (1982), Baltes, Burgess and Steward (1980), Baltes and 

Skinner (1983), and Barton, Baltes and Orzech (1980) argue from an 

Instrumental Passivity Theory view that patients' independent, active 

and obviously control taking behaviors are discouraged, ignored or 

punished while passive, dependent behaviors are attended to, reinforced 

and encouraged. The Instrumental Passivity Theory has previously been 

tested in hospitals and in long term care settings with dependency 

reinforcers being offered by health care providers. However, as the 

chronically ill are most often at home rather than institutiona~ized, 

sources of dependency reinforcers are family and friends (Mechanic, 

1977). Thus, the chronically ill individual is placed in the position 
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of being exposed to dependency promoting reinforcers on a daily basis 

from family and friends. 

Prediction 2. Individuals perceiving greater severity of 

illness can reinforce their own sick role behavior through internalized 

evaluative beliefs (Bandura, 1977; Dimond, 1983; Mechanic, 1971). Coser 

(1962), Tagliacozzo and Mauksch (1972), and Skipper (1964) have 

provided evidence that patients conform to passivity and submission 

expected by doctors and nurses because patients believe this is the 

proper way to act when receiving care. Bandura (1977) states that 

learning occurs in this type of situation when the individual's 

expectations are reinforced by others in the situation. Patients who 

act dependent because they think they should, have their "good patient" 

behaviors reinforced by health care providers (Lorber, 1967). 

From a slightly different perspective, Parson (1951, 1958) and 

Mechanic and Vo1kart (1960, 1961) have discussed how evaluative beliefs 

about how one should react to being i1~ support indulgence in meeting 

needs within certain circumscribed conditions. In other words, the 

patient believes that illness is an entitlement to being cared for or 

to being catered to. This belief guides their interactions with and 

expectations of health care providers. Kassebaum and Baumont (1965) 

point out that the chronic illness situation does not fit the defini

tion of usual circumscribed conditions supporting self-induced sick 

role enactment que to length of time associated with having a Chronic 

illness and with the tendency of social systems to limit tolerance to 

unproductivity. However, Kassebaum and Baumont's (1965) empirical find-
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ings demonstrate that sick role enactment continued to be present among 

individuals having chronic illness. Those who demonstrated greater 

dependence on health care providers had diagnoses representing the most 

severely ill in the population tested (Kassebaum & Baumont, 1965). Even 

in the chronic illness situation, sick role behaviors, as expressed by 

dependency on health care providers, are demonstrated and are found to 

be positively tied to the severity of illness. 

Prediction 3. An increase in perceived illness severity 

increases perceived uncertainty about the illness. Uncertainty due to 

lack of predictable patterns of stimuli or cues presented in symptoms, 

diagnostic findings and treatment success is part and parcel of the 

subjective nature of the chronic illness experience. Mechanic (1977), 

McQueen and Siegrist (1982) and Viney and Westbrook (1984) describe the 

chronic illness experience as one having few patterns in either 

sequence of stimuli or in results of efforts directed to problems 

occurring due to illness. Literature suggests that a major portion of 

the reaction to illness involves uncertainty (Farber, 1978; Mishel, 

1981, 1983; Volicer, 1978; Westbrook & Viney, 1982). 

Stage II. Three independent concepts are depicted in Stage II 

as representing three different learning theory explanations of 

naturally occurring reinforcers in the chronic illness situation that 

influence adaptation outcomes. The represented theories are: Baltes' 

(1982) instrumental passi vi ty theory, Langer and Benevento's (1979 ) 

self-induced dependency theory, and Winefield's (1982) adaptation of 

Seligman's (1975) learned helplessness theory. 
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.!!2B.. Intimate dependency reinforcers represent the level of 

reliance on others to accompl~sh activities usually accomplished by 

adults alone. This concept represents naturally occurring reinforcers 

as discussed by Baltes' (1982) instrumental passivity theory. While 

specific physical disabilities associated with chronic illness, for 

example, muscle weakness, can of themselves seem to necessitate 

increased reliance on others, most rehabilitative resources can 

maintain independence when self initiated effort is made to use such 

resources. For nearly every given problem in accomplishing daily living 

activities in the face of physical weakness or deformity there are 

alternative aids that allow the individual independence from others. 

The wheelchair, for example, can be perceived as a freeing device 

allowing greater mobility without reliance on another person. The level 

of perceived reliance on others, can be considered indicative of the 

existence of dependency reinforcers in the intimate environment. In the 

case of the chronically ill, family and/or friends who insist on doing 

things for the patient or who place obstacles rather than promote 

facilitative resource use are the intimate dependency reinforcers that 

have the potential to reduce self initiated efforts. 

SISRR. Self-induced sick role reinforcers represent naturally 

occurring reinforcers as discussed by Langer and Benevento's (1979) 

self-induced dependency theory. This theory describes patient behaviors 

in terms of sick role expectations. Langer and Benevento (1979) state 

that patients have cognitive expectations about the rules, norms and 

acceptable roles within the health care system. Patients know they are 
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expected to be passive, to follow orders, to rely on health care 

providers in order that they can receive the attention they need. The 

degree to which the patient indicates preference for health care 

providers to make decisions defines the concept of self induced sick 

role reinforcers. 

While Bandura's (1977) social learning theory provides the base 

for Langer and Benevento's self-induced dependence theory, Langer and 

Benevento focus more on the self-induced piece of Bandura's theory than 

on the subsequent reinforcement by health care providers for "good 

patient" performance. This is perhaps due to consistent findings (Cole 

& Lejune, 1972; Feldman, 1974; Glass, 1958; Kassebaum & Baumount, 1965; 

Mechanic, 1977; Reif, 1975) that health care induced sick role reinfor

cers are endemic to the health care system. The potential for variation 

lies only in the degree the patient expects health care providers to 

make decisions not in the willingness of health care providers to make 

such decisions. Health care providers are nearly always willing to 

decide what is best for patients (Szasz, 1960; Wack & Rodin, 1978). 

~. Cue-outcome independence reinforcers represent natural 

reinforcers as discussed by Winefie1d's (1982) adaptation of Seligman's 

(1975) learned helplessness theory. Jardine and Winefie1d (1982) and 

others (Hiroto & Seligman, 1975; Peterson, 1982) assert that the 

phenomenon of learned helplessness, first demonstrated in mongrel dog 

laboratory experiments by OVermier and Seligman (1967), also occurs in 

humans. The learned helplessness theory put forward by Seligman and 
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associates can be summarized in the following propositions (Seligman, 

1975): 

1. The experience of uncontrollable outcomes gives rise to the 

expectation future outcomes are also uncontrollable. 

2. An expectation of future outcome uncontrollability produces two 

kinds of deficits: 

a. cognitive 

b. motivational 

3. When 'the uncontrollable outcomes are aversive, inability to 

control them produces fear and depression. 

A number of difficulties in testing these propositions with 

humans (Cole & Coyne, 1977; Tiggman & Winefie1d, 1978) led to a 

revision of the theory in order to better account for the complexity of 

human behavior (Abramson, Seligman & Teasdale, 1978). Despite the 

reformulation, theoretical difficulties, particularly those relative to 

the definition of uncontro1labi1ity, have made empirical tests of the 

theory inconclusive (Peterson, 1982). 

Winefie1d (1982) suggests that the original definition of 

uncontrollable outcome, response-outcome independence, should be 

changed to cue-outcome independence. He states that cue-outcome 

independence is more reflective of what occurs with humans as they 

experience "uncontrollable" conditioning during human helplessness 

studies (Winefie1d, 1982). The definition of cue-outcome independence 

reinforcers as the amount of uncertainty due to insufficient 

envirorunenta1 cues incorporates the idea of noncontingency, the central 
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component of Seligman's (1975) Learned Helplessness Theory. Mishel 

(1981, 1983, 1984) in a series of studies relative to uncertainty 

experienced in chronic illness, concurs with the need for sufficiently 

clear cues in order to reach comprehensible definitions of what is 

taking place. Uncertainty, inability to anticipate an outcome on the 

basis of provided cues, is an essential ingredient of cue-outcome 

independence presented by the chronic illness experience. 

predictions From Stage II to Stage II, to Stage IV and to Stage 

V. Different relationship patterns between the Stage II, naturally 

occurring reinforcers, and Stage III, enabling skill, between Stage II, 

reinforcers, and Stage IV, self-help, and between Stage II, 

reinforcers, and Stage V, life quality, are predicted dependent on 

which of the competing theories serves as the best explanation of 

self-help outcome. If the theory of learned resourcefulness as 

discussed by Rosenbaum (1983c) is accurate, there is the possibility of 

two different patterns in the relationship between specific Stage II 

reinforcer variables and the Stage III variable, enabling skill. 

Disrupting reinforcers could increase the perception of enabling skill; 

but if the disrupting reinforcers are strong, they could reduce 

enabling skill without eliminating the mediating role of enabling 

skill. Rosenbaum (1983c) postulates that enabling skills reduce or 

eliminate the interfering effect of internal cues (in this case, 

perceptions relative to each of the reinforcers) on performance of 

target behavior (in this case, perception of instrumental participation 

in adult role functions, self help). Thus, the direct relationship 
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between Stage II variables and self help the Stage IV variable will be 

minimal or nonexistent. 

If the instrumental passivity theory is eminent, the 

relationship between dependency reinforcers at Stage II and enabling 

skill at Stage III will be nonexistent or, if evidenced, will be a 

negative and minimally explanative of enabling skill. The relationship 

of dependency reinforcers and self help at Stage IV should be negative 

and strongly explanative of self help. The same is true of the linkage 

between dependency reinforcers and life quality of Stage V. If either 

the self-induced dependency theory or the adapted learned helplessness 

theory are accurate, there should be strong negative relationships of 

sick role reinforcers, cue-outcome independence reinforcers with 

enabling skill, with self help, and with life quality. 

In general, the relationship predicted by the alternative 

theories leads to two different linkage patterns between the Stage II 

and Stage III variables and between the Stage II and Stage IV 

variables. If any of theories represented by the reinforcement 

variables are true, the direct path from relevant Stage II reinforcers 

to Stage IV self help will be stronger than the indirect path through 

the Stage III variable, enabling Skill. If the learned resourcefulness 

theory represented by the sd variable, enabling skill, is true, the 

indirect path from Stage II through Stage III to Stage IV will be 

stronger. 

Empirical support evidenced in the literature for the 

hypothesized relationships is inconsistent. For example, Barton et 
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al.'s (1980) findings support the hypothesis that there is a 

predominance of dependency reinforcers in the environment of nursing 

home residents and that dependency is directly maintained by staff 

reinforcement. However, sequential data obtained through implementation 

of an observational-operant design inferred that resident independent 

behavior was not extinguished by the staff's dependency supportive 

reinforcement. The investigators postulated that either intrinsic 

reinforcers or reinforcing agents other than staff accounted for the 

persistence of independent behaviors. 

Baltes and Skinner (1983) using the instrumental passivity 

theory to explain performance deficits in hospitalized patients con

clude that increased dependency reinforcers present in the hospital 

setting promote dependence behaviors that are detrimental in situations 

requiring initiation as a requisite of effective performance. Thus, the 

greater the amount of dependency promoting reinforcers the less the 

self help behaviors, and as a by-product, the less the enabling skill 

of action initiation. Baltes and Skinner (1983) define the cognitive 

deficits demonstrated among hospitalized patients as characteristic of 

learned helplessness, an absence of self help. As health care personnel 

and others reinforce dependency behavior, it is likely they are rein

forcing depression and motivational passivity as well as a heightened 

focus on illness symptoms. Sources of dependency reinforcers for most 

chronically ill persons on a day-to-day basis are family and friends 

(Mechanic, 1977). The instrumental passivity explanation for perform

ance deficits can also explain instrumental passivity resulting from 



48 

dependency reinforcers offered by friends and family. For example, Reif 

(1975) reported an increase in disability among men recovering from 

myocardial infarction when subject' spouses friends and employers 

persistently engaged in expressions of concern and warnings of caution. 

Langer and Benevento's (1979) findings that a role change based 

on assignment of the label lIassistant" is sufficient to produce a 

decrement in performance, support the theory tied prediction of a 

strong negative relationship between the sick role reinforcers and 

self help. The reduction in performance evidenced in Langer and 

Benevento's (1979) study occurred without intervening experience of 

failure or noncontingency; however, they postulate that the individual 

suffers a perception of inferiority, submissiveness and loss of power. 

Thus, the self-induced dependence theory would predict a negative 

relationship between sick role reinforcers and perceived enabling 

skills. 

Bandura (1977) asserts that one source of cognitive motivation 

is a mechanism operating anticipatorally through the exercise of 

forethought. Forseeable outcomes are represented symbolically with 

future perceived consequences becoming operational at a current time 

frame to reinforce or regulate behavior. Thus assumption of a "good 

patient" role due to the anticipation that this is a correct way to 

behave, becomes the ongoing pattern of behavior when reinforced by 

continuing illness or by others in the environment. Langer and 

Benevento (1979) have demonstrated that a temporary change in one's 

role; for example from a well to sick role, is sufficient to produce 
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decrement in performance in the inunediate time. The chronic illness 

experience provides unremitting sick role expectations and continuing 

reinforcers. Reif's (1975) findings of reduced work role performance of 

patients self labeled as disabled, support the specified sick role 

reinforcer to self-help linkage. The greater the amount of preference 

for reliance on health care provider decisions the less the patient 

demonstrates self help behavior. 

Large numbers of noncontingencies in the environment in the 

form of uncertainties represent the classic situation for development 

of learned helplessness as discussed by Seligman (1975). Raps, Peter

son, Jonas and Seligman's (1982) findings of a significant linear rela

tionship between length of hospitalization and extent of performance 

deficits on cognitive tasks led to their conclusion that learned help

lessness is an accurate representation of behavior in a hospital situa

tion. They attribute their findings to the influence of noncontingency 

present in the hospital setting. Taylor (1979) looked at objective 

contingencies in hospitals and characterized them as settings in which 

honcontingency persistently reduces patients' perceptions of control. 

When exposed to inescapable aversive stimuli in a situation where cues 

and outcomes are independent, subjects demonstrate motivational, cogni

tive and emotional deficits (Hiroto, 1974; OVermier & Seligman, 1967; 

Seligman and Maier, 1967). As previously discussed, the day to day 

environment of the chronically ill, while not an institutional setting, 

does evidence the kinds of noncontingencies that characterize hospital 

settings (Mechanic, 1977). Raps, et al.·s (1982) findings could be 
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restated in terms of length of chronic illness and extent of perform-

ance deficits on cognitive tasks. Findings from a longitudinal study of 

women with gynecological cancer reveal that uncertainty accounts for 

adjustment difficulties in performance of activities usually associated 

with role responsibilities of women (Mishel, 1985) and support the 

proposed negative relationship between cue-outcome independence rein

forcers and self help. Mishel and Ruff (1986) postulated that inability 

to form a schema due to uncertainty about the illness when appraised as 

a danger leads to increased adjustment difficulties. Those who are 

exposed to cue outcome independence reinforcers and who appraise the 

uncertainty as threatening may be perceiving less enabling skill. 

Perception of reduced enabling skill leads to reduced instrumental 

involvement in adult role functioning. 

The Self Help Model also predicts that the three reinforcing 

variables at Stage II impact directly, and negatively on the Stage V 

variable, life quality. Findings from investigation of the impact of 

undesirable life events by McLanahan and Sorenson (1984) provide a 

general support for the linkages between disrupting reinforcers 

occurring naturally in illness situations and reduced life quality. 

Longitudinal data, taken from the Michigan Panel Study of income 

Dynamics were used by McLanahan and Sorensen (1984) to examine the 

effect of specific life events on changes in psychological well-being. 

When the context of the undesirable life event is such that disrupting 

reinforcement is enhanced, e.g., involuntary vs. voluntary residential 
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moves or job changes during the early or middle years, a sense of well 

being is reduced (MCLanahan & Sorensen, 1984). 

other studies support specific relationships specified between 

each reinforcer and life quality. Young ,and Longman (1981, 1985) have 

investigated the effect of social dependency on quality of life and 

discovered that the greater the level of dependency the lower the 

quality of life. Reif (1975) in a study of response to coronary heart 

disease found that patients who defined themselves as disabled despite 

minimal biological impairment ek-perienced reduced life satisfaction 

due, in part, to changes in work roles. Bloom and Monterosso's (1981) 

investigation of hypertension labeling and a sense of well being sup

port the premise that sick role labeling itself results in a reduced 

sense of well being. Their study of 17 normotensive individuals mis

labeled as hypertensive demonstrated that when compared to a normoten

sive nonlabeled sample those who were mislabeled had a decreased per

ception of well being. Bloom and Monterosso (1981) conclude that sick 

role related judgments made by the client and by the health care pro

vider evoke changes in their perceptions of well being, regardless of 

the validity of the judgment. Mishel's (1985) study of women receiving 

treatment of gynecological cancer found that high levels of uncertainty 

resulted in increased adjustment problems reflective of a reduction in 

life quality. 

stage III. one concept, enabling skill, is depicted in stage 

III. This concept operates as the sd specifying under what condition 

each of the three natural reinforcers will work to produce the outcome 
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predicted by each theory. Enabling skill is defined as the degree to 

which the individual perceives ability to eliminate the effects of 

helplessness promoting reinforcers on self-help behaviors. 

In criticism of the focus of most social learning theories on 

negative consequences of exposure to traumatic events, Rosenbaum 

(1983c) raised the question: Why is it most individuals who suffer 

occasionally from depressive moods do not develop a full-blown 

depressive episode? He suggests that throughout an individual's 

lifetime a specific repertory of behaviors, labeled learned 

resourcefulness, is acquired through conditioning and also through 

modeling and instructions. The learned resourcefulness repertory 

constitutes "a compendium of skills by which an individual controls the 

interfering effects certain internal events (such as emotions, pain or 

undesired thoughts) have on a smooth execution of a desired behavior" 

(Rosenbaum, 1983c, p. 57). These enabling skills include use of 

cognitions and self instructions to cope with emotional and 

physiological states, application of problem solving strategies, delay 

of irranediate gratification, and belief in ability to self regulate 

external events. Rosenbaum (l983c) proposes that the enabling skills 

inherent in the learned resourcefulness repertory do not totally 

eliminate the negative perceptions but do, through self-regulation 

skills, minimize the undesirable effects of the perceived events on 

behavior. For example, Rosenbaum (1983c) hypothesized that children 

have a basic behavioral repertory of resourcefulness enabling good 

performance on tests despite anxiety. "It is assumed that for these 
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children early signs of anxiety during a test function as cues to 

employ their resourcefulness, such as taking a deep breath or self 

verbalizing coping statements that reduce the interfering effects of 

their anxiety" (Rosenbaum, 1983c, p. 57). Shalov and Rosenbaum's (1980) 

findings of high correlation of study habits with level of achievement 

and small, although significant, correlation between test anxiety and 

achievement demonstrated that the anxiety generated by the situation 

was not debilitating. Rather, those havi~g an enabling skill repertory 

built on good study habits were able to perform well despite anxiety. 

Rosenbaum and Palmon (1984) and Rosenbaum and Rolnick (1983) 

were able to demonstrate differential outcomes for individuals having 

epilepsy and for individuals who suffer from sea sickness on the basis 

of high resourcefulness and low resourcefulness groupings. The major 

finding of the Rosenbaum and Palmon (1984) study was that in medium and 

low categories of seizure frequency those having high resourcefulness 

were significantly less depressed, less anxious and coped better with 

their disability than low resourcefulness subjects. At high levels of 

seizure activity both highly resourceful and minimally resourceful 

groups showed reduced levels of emotional adjustment; however, the 

highly resourceful group maintained a stronger belief in control over 

health and seizures. The Rosenbaum and Rolnick (1983) study also 

demonstrated that highly resourceful seasick sailors showed less 

performance deficits in a stormy sea than low resourceful seasick 

sailors. Those in the high resourceful group reported use of more 
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extensively specific cognitive methods to control seasickness than low 

resourceful seasick sailors. 

Prediction Stage III to Stage IV. Findings from the Rosenbaum 

and Palmon (1984) and Rosenbaum and Po1nick (1983) studies support the 

proposed positive relationship between enabling skill, the Stage III 

variable, and self help, the Stage IV variable. The Self Help Model 

predicts that the greater the perception of enabling skill, the greater 

the perceived involvement in self help behaviors. Strong support does 

exist in the literature for self care as a common response to illness. 

Dean (1981) in review of a number of investigations; Roghmann and 

Haggerty (1972); and others, state that self care is the preferred 

response to illness. 

Using an experimental paradigm modeled by Hiroto and Seligman 

(1975) to produce cross-modal helplessness in subjects, Rosenbaum and 

Jaffe (1983) determined that those having low enabling skill exhibited 

deficits in solving anagrams following exposure to inescapable noise. 

Rosenbaum and Hadoni (in press) in a test of Bandura's (1982) judgments 

of personal efficacy and outcome expectancies as joint determinants of 

behavior found outcome expectations and beliefs in personal efficacy 

were highly related. Belief in being competent and efficacious led to 

perception of ability to control behavior outcomes. 

However, should Rosenbaum's (1983c) learned resourcefulness 

theory fail to account for variance in self help, or should the instru

mental dependence theory be the strongest predictor of self help, the 

specified linkage between enabling skill and self help will be minimal 
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or nonexistent. The operant paradigm espoused by Baltes (1982), Baltes, 

Burgess and Steward (1980) assumes that dependent behavior is largely 

acquired and maintained by environmental antecedents and consequences. 

Enabling skills as intra individual mechanisms would have little or no 

impact on self help behaviors. Relative to the self induced dependency 

theory, Bandura (1977) maintains that a low belief in self efficacy 

reduces self help by self generated expectancies that traumatic events 

are beyond control. Seligman's (1975) learned helplessness theory 

concurs that noncontingency leads to an expectation that nothing can be 

done about aversive events. In both these theories, self help behaviors 

are reduced when enabling skills dealing with motivation, action initi

ation and the like are reduced. 

Stage IV. As the self help variable represents an outcome vari

able, effort was made to circumvent problems associated with confounded 

outcome measures as reported in adaptation research literature (Dohren

wend, et al., 1984). A variety of solutions has been offered to clarify 

outcome conceptualization. Suggestions range from use of multidimen

sional definitions (Ware, 1984) to use of theoretical formulations that 

specify only the essential dimensions of the concept (Dohrenwend, et 

al., 19B4). Bloom (1984) provides a discussion of criteria that might 

be used to determine when to consider a multidimensional conceptualiza

tion versus a unidimensional conceptualization. She and Barofsky (1984) 

suggest that when the objective of study is to evaluate treatment out

comes or to decide between treatment programs, global conceptualization 

and measurement may be more appropriate. For example, Bloom, Pender-
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grass and Burnell (1984) have found measurement of social role func-

tioning a productive unidimensional index of outcome. Steward, Ware and 

Brook (1978) have also found role functioning useful as an outcome, as 

it reflects both a person's health status and the demands of that 

person's chosen role activity without resorting to a multidimensional 

index. Steward, et al. (1978) have observed considerable discrepancy 

between disease status, personal functioning and role performance. Some 

individuals' role performance is unaffected by the degree of physical 

limitations while others evidence role dysfunction in the absence of 

physical limitations. Thus, differences in outcome can be attributed to 

factors other than actual physical status. Findings from these and 

other previous psychosocial studies indicate that role performance 

could provide a measureable conceptualization of a self help outcome 

following experience with a chronic illness. 

one facet of adaptation following illness is reassumption of 

productive role performance. Given (1984) discusses considerations 

supporting the decision to conceptualize outcome in terms of 

psychosocial dimensions of health status. To avoid confounding the 

conceptualization of self help with the conceptualization of the 

disrupting reinforcers or of enabling skill, attempt was made to 

interpret Given's considerations in terms of social instrumentalities 

associated with adult role performance. 

Given's (1984) interviews with ambulatory patients having 

chronic illness revealed few had stopped doing housework, withdrawn 

from the community or given up jobs. In order to get a true picture of 
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how chronic illness altered lives, it was necessary to determine how 

the illness altered relationships with family or friends, affected 

recreational activities or caused modification of selected aspects of 

job performance and social relationships on the job. Hyman (1975) found 

that patients' conceptions of self, their social relationships and 

their attitudes toward illness accounted for a large proportion of 

variation in disability or perceived inability to maintain usual 

activities unrelated to a.ctua1 medical diagnosis. He termed this 

finding, medical illegitimate disability (Hyman, 1975). Social 

dimensions of health have been shown to influence participation in self 

management of illness (Mechanic, 1979) • Given (1984) proports that 

-patients' social reactions to illness may have important implications 

for understanding, acceptance and participation in the therapeutic 

regimen. 

Role performance conceptualizations do not usually incorporate 

self care practices as part of the dimension of adult role performance. 

However, most adults routinely partiCipate in self care practices 

relating to activities of daily living; dental care, hygiene, proper 

diet, exercise and rest (King, 1980). Dean (1981) reviews a number of 

studies that demonstrate a majority of adults participate in self 

medication, symptom monitoring and use of lay resources for health 

information. Self care can also be conceptualized as a process by which 

individuals examine themselves, monitor their own and other family 

members' health and in many cases provide their own treatment. Levin 

(1976) discusses this process as self triaging activity and builds a 



58 

case for considering self care activities as essential elements of 

adult role behavior. In a needs assessment study of individuals having 

a diagnosis of Systemic Lupus Erythematosis, Braden (1982) identified 

self care concerns associated with self medication, interpretation of 

symptom meaning, nutrition and activity level determination as being 

important elements of these individuals' adult role performance. 

The last consideration supplied by Given (1984) for conceptual-

ization of illness outcome in terms of the social dimension, concerns 

the determination that nursing intervention impact could be appropri

ately assessed using social function measures. He describes the self 

help promoting interventions by nurses as assisting patients to solve 

problems related to care of illness, to cope with irreversible impacts 

of illness and to develop appropriate social 'support resources that 

help in modification of old behaviors and learning of new ones (Given, 

1984). Thus, if patients respond to the nursing intervention there is 

the expectation that they will have stronger social relationships with 

family and friends and capacity to undertake work-related activities. 

They will interact with others at work, and participate in monitoring 

and supplying what is necessary to meet their own health needs. It is 

this operationalization of the self help concept that was selected for 

this study. 

Donald et al. 's (1978) review of measures of social health 

revealed that social health has been measured from one of two perspec-
• 

tives. Dohrenwend, Dohrenwend and Cook (1973) and Bergner, Babbitt, 

carter and Gilson (1981) operationalize social health as the degree of 
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participation or interaction with family, friends, organizations and 

work. paykel, weisman an Prusoff (1971), and Katz and Lyerly (1963) 

operationa1ize social health in terms of withdrawal, dependence, devi

ance and interpersonal conflict. Because these measures have been 

developed on healthy adults or on patients having varying levels of 

severe illness, Given (1984) proposes development of measures based on 

social health states of ambulatory patients having a chronic illness. 

Dimensions reflected in such a measure include: 1) social interaction 

with family and friends, 2) recreational activities, 3) job related 

activities and interactions, and 4) self care activities. 

Prediction stage IV to stage V. In the Self Help Model, self 

help, the Stage IV variable, is predicted to have a direct positive 

influence on the Stage V variable, life quality. This specified linkage 

is congruent with much of the research on subjective well being that is 

based on telic or endpoint theories (Diener, 1984). These theories 

maintain that happiness is gained when some state, such as a need or 

goal, is reached. In the case of the Self Help Model, when individuals 

who have a chronic illness perceive themselves as being instrumentally 

involved in adult role functioning, they experience a sense of well 

being. 

Diener, Larson and Emmons (1985) have found some support for 

the idea that people experience happiness when their particular needs 

are fulfilled. In this case, happiness was based on the idea of person

environment fit. Cheko1a's (1975) work is based on a life plan 

approach, whereby two key related factors; harmonious integration of 
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one's goals and fulfillment of these goals makes happiness possible. 

Palys and Little (1983) hypothesize that individuals' personal projects 

or concerns are integrated into a total project system. A project 

system that incorporates both short term enjoyment and long term 

rewards brings about higher levels of satisfaction with life. Thus, 

life quality is enhanced to the degree that the individual perceives 

involvement in adult role functioning or to the extent the individual 

participates in self-help behavior. campbell et aI's (1976) findings of 

significant positive relationship between individual domain measures 

reflective of satisfaction with adult role activities, e.g., marriage, 

family life, friendships, housework, jobs, etc., and a general sense of 

well-being support the self help to life quality linkage. 

The Self Help Model as a whole is consistent with adaptation 

and happiness as discussed by Brickman, Coates and Janoff-Bulman 

(1978). They suggest that adaptation to events means that when events 

first occur, happiness or unhappiness can occur dependent on whether 

the event is good or bad. OVer time, the events lose their power to 

evoke effect. Findings of Brickman et ale 's (1978) and wortman and 

Silver's (1982) studies concur that people adapt to all events, no 

matter how fortunate or unfortunate. Braden's (1985) findings from a 

deSCriptive correlational study of 47 subjects having a diagnosis of 

Systemic Lupus Erythematosis evidenced that self help explained 48 

percent of the variance in perceived life quality. Thus, the self help 

to life quality linkage is supported in general literature concerning 



61 

the meeting of needs or goals and in specific adaptation to events 

literature. 

Stage V. Life quality, the specified fifth stage variable, has 

a research history of divergent conceptualizations. As such, great care 

needs to be taken in selection of a conceptualization that avoids prob

lems with confounded variables as discussed in adaptation research 

literature. Barofsky (1984) states that there are four major intellec

tual and "research traditions surrounding the term, quality of life: 1) 

the social indicator movement, 2) health status measures, 3) mental 

status measures, and 4) medical efforts at measuring and managing the 

adverse consequences of disease and treatments" (p. 2299). He goes on 

to suggest that the development of social indicators were particularly 

important for the continued growth of quality of life assessment. 

Quality of life assessment is defined as "the quantification of human 

values as expressed :in particular settings and as incorporated into 

decisions about important human events" (Barofsky, 1984, p. 2300). 

Social indicator research made quantification of life quality possible 

through: 1) generation of lists of values, 2) operationalization of 

value terms, and 3) demonstration of how personal values become part of 

public policy formation (Barofsky, 1984). 

In an attempt to combine the technology for assessing 

subjective phenomena with measures of personal values in a health 

context, several efforts have been directed toward measurement of 

health status. The Sickness Impact Profile (Bergner, et al., 1981) and 

the Index of Well Being (Patrick, Bush & Chen, 1973) were developed for 
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determination of whether better roedica1 care led to a healthier 

population. In a sense, the total Self Help Model has the potential to 

address a related issue, demonstration of whether self help promoting 

interventions lead to better health. Because the model in its entirety 

represents operationa1ization of personal values within an illness 

context and because the outcome of the model relative to health status 

is reflected in the self help concept, conceptualization of life 

quality, one aspect of the whole process of personal value 

operationa1ization, needs to reflect the patient's perception of 

current value stage. 

campbell (1976) defines a sense of well being as going beyond 

the need for individual goods and extending to less concrete 

aspects of life. It is these less tangible aspects, for example life 

satisfaction, that serve as a barometer for the quality of life 

(Laborde & Powers, 1985). Campbell, Converse and Rodgers (1976) found 

that an index of well being based on perception of present life 

circumstances differentiated happy people from unhappy people in 

situations of employment versus unemployment. Unemployed people were 

the unhappiest group, even when income differences were controlled. 

These and other findings (Cohn, 1979; Near, Rice, & Hunt,. 1978, 1989; 

Rice, Near, & Hunt, 1979, 1980; Weaver, 1978) demonstrate that job 

satisfaction is related to subjective well being. These findings 

suggest that conceptualization and measurement of life quality as a 
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perception of current well being is an appropriate choice for the Self 

Help Model. 

Cantril (1965) viewed life satisfaction as the fit between 

present life experience and the best and ~he worst possible conditions. 

The best condition is identified in terms of highest aspirations and 

the worst in terms of greatest fears. Thus, life satisfaction 

represents the current balance between aspirations and fears. It is 

this conceptual definition of life quality, the degree of perceived 

satisfaction with life, that best depicts the dynamic nature of a 

homeostatic state as discussed by Stinchcornbe (1968). 

Self-Help Model Based Hypotheses 

Specific hypotheses indicated in the Self Help Model are 

presented relative to each of the four alternative causal model 

predictions. 

Instrumental Passivity Model Predictions 

1. The greater the severity of chronic illness at a given point in 

time, the greater the exposure to intimate dependency rein-

forcers. 

2. a. The greater the exposure to intimate dependency reinforcers 

the less the enabling skill; or 

b. The greater the exposure to intimate dependency reinforcers 

the greater the likelihood of no relationship between intimate 

dependency reinforcers and enabling skills. 
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3. a. If a negative relationship exists between intimate depend-

ence reinforcers and enabling skill, a positive relationship 

will exist between enabling skills and self help; or 

b. If no relationship exists between intimate dependency rein

forcers and enabling skills, then there will be no relationship 

between enabling skills and self help behaviors. 

4. A direct negative relationship between intimate dependency 

reinforcers and self help is a stronger relationship than the 

indirect effect of intimate dependency reinforcers through 

enabling skills. 

5. The potency of historical inducements will have no influence on 

self help behaviors. 

6. The greater the exposure to intimate dependency reinforcers, 

the lower the life quality. 

Self-Induced Dependency Model Predictions 

7. The greater the severity of chronic illness at a given point in 

time, the greater the exposure to self -induced sick role 

reinforcers. 

B. The greater the exposure to self induced sick role reinforcers, 

the less the enabling skill. 

9. A positive relationship exists between enabling skills and 

self help. 

10. The greater the exposure to self induced sick role reinforcers 

the lower the self help. 
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11. The direct negative relationship between sick role reinforcers 

and self help is a stronger relationship than the indirect 

effect of sick role reinforcers through enabling skills. 

12. The greater the potency of historical inducements the greater 

the influence on self help. 

13. The greater the exposure to self induced sick role reinforcers 

the lower the life quality. 

Learned Helplessness Model Predictions 

14. The greater the severity of chronic illness at a given point in 

time, the greater the exposure to cue-outcome independence 

reinforcers. 

15. The greater the exposure to cue-outcome independence rein

forcers, the less the enabling skill. 

16. A positive relationship exists between enabling skills and 

self help (the same as hypothesis 9). 

17. The greater the exposure to cue-outcome independence rein

forcers, the less self help behavior is perceived. 

18. The direct negative relationships between cue-outcome 

independence reinforcers and self help is a stronger relation

ship than the indirect effect of cue-outcome reinforcers 

through enabling skills. 

19. The greater the potency of historical inducements the greater 

the influence on self help (the same as hypothesis 12). 

20. The greater the exposure to cue-outcome independence rein

forcers, the lower the life quality. 
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Learned Resourcefulness Model Predictions 

21. The greater the severity of the chronic illness at a given 

point in time, the greater the exposure to disruptive rein

forcers, e.g., intimate dependency, self-induced sick role or 

cue-outcome independence reinforcers. 

22. a. The greater the exposure to disruptive reinforcers, the 

greater the enabling skill; or 

b. There is minimal though significant negative relationship 

between disruptive reinforcers and enabling skills. 

23. A positive relationship exists between enabling skills and 

self help (the same as hypotheses 9 and 16). 

24. Disruptive reinforcers, i.e., intimate dependency reinforcers" 

self induced sick role or cue-outcome independence reinforcers 

have minimal or no effect on selfhelp. Enabling skill will 

account for greater explanation of self help than direct 

linkages from the disrupting reinforcers to self help. 

25. The greater the potency of historical inducements the greater 

the influence on self help (the same as hypotheses 12 and 19). 

26. Disruptive reinforcers have minimal or no effect on life 

quality; self help will account for greater explanation of life 

quality than feedback linkages from the disruptive reinforcers 

to life quality. 
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Common Prediction All Four Models 

27. A positive direct relationship exists between self-help and 

life quality. 

Theory Generation Potential 

stinchcombe (1968) discusses a crucial test as a description of 

a set of observations which will decide between alternative theories. 

sets of observations are tied to specific theory hypotheses that are 

contradictory, such that data supporting one hypothesis will be 

nonsupportive of the other hypotheses. Of the 27 hypotheses addressed 

in this investigation, hypotheses 7, 14, 21 and 26 represent 

contradictory positions. If the data supports hypotheses 7, 14 and/or 

21, it cannot support hypothesis 26. If hypothesis 26 is supported, the 

theory of learned resourcefulness can be considered more explicati ve 

of learned response to chronic illness than instrumental passivity 

theory, self induced dependency theory or learned helplessness theory. 

In addition to the critical test, this test of competing 

theoretical models provides a mechanism for generating new theory based 

on the uncovering of complimentary relationships or based on empirical 

findings not consistent with theory predictions. It is possible, for 

example, for one or more of the naturally occurring reinforcers to be 

empirically significant in explaining a lack of self help. A new theory 

may also be generated if unpredicted relationships emerge. For example, 

it is possible that cue-outcome independence reinforcers, uncertainty, 

allow some individuals to build positive illusions about the illness 

that reinforce self help in a positive rather than a negative manner. 
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Based on empirical findings, a new Self Help Theoretical Model can be 

generated and after replication in multiple tests, can serve as an 

accurate model of adaptation to chronic illness. 



CHAPTER 3 

METHODOLOGY 

This chapter addresses the research design of the study, the 

population, sample and setting. The instrument section addresses the 

scaling methodology, instruments used to measure variables and the 

reliability and validity assessment of the instruments. This chapter 

also includes the data collection procedure, data analysis plan, 

protection of human subjects, and the limitations of the study. 

Research Design 

This study utilized a correlational design with a causal model

ing methodology. Visual analogue measurement technique was used as the 

major scaling methodology. 

A causal modeling methodology is appropriately used in theoret

ical model testing when cause and effect relationships are investigated 

where experimental designs cannot be implemented due to a lack of 

control over the settings (Hinshaw, 1984). The three conditions of 

causality, time ordering, covariation, and nonspuriousnessi are met in 

causal modeling methodology through theoretical assumptions and control 

principles. Time ordering of variables is satisfied by staging the 

variables in the framework. The condition of covariation is met through 

specification of major variables and their relationships within the 

theoretical framework. The condition of nonspuriousness is met by 
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specifying extraneous variables and controlling for their effect 

through statistical operations and by closing the model through the 

assumption all major variables are included in the theoretical model 

(Asher, 1975: Blalock, 1964: Hinshaw, 1984). Figure 8 outlines the 

causal modeling process in terms of four phases as discussed by Freeman 

(1982). Phase I, Model Formulation, was discussed in the previous 

chapter. The analysis plan relative to Phase II, Parameter Estimation, 

and Phase III, Model Validation, are included in this chapter. Phase IV 

Model Analysis, will be discussed in the following chapters. 

Population, Sample Criteria, and Setting 

The population for this study consisted of individuals having a 

diagnosis of a chronic illness. A list of persons known to the Division 

of Restorative Medicine as having arthritis or arthritis associated 

conditions formed the sampling frame. The entire population was 

sampled. All subjects met the following criteria: 

1. Having a diagnosis of arthritis or an arthritis related condi-

tion. 

2. Adult, age 18 or older. 

3. Willing to participate in the study. 

4. English speaking and reading fluency. 

The demographic data on the subjects were collected in the 

Demographic Form shown in Appendix A. Sample characteristics are 

described in Chapter 4. 
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PHASE I 

Model Formulation 

Literature review 
Theoretical analysis ~ 
Development of alternative 

formulations of the process 
under investigation 

Generation of structural 
equations and path diagrams 

1 
PHASE IV 

Model Analysis 
(Model Interpretation) 

Effect Decomposition of simple 
correlation and regression 
coefficients 

Decomposition of covariances 
Assessment of the relative 

impact and importance of 
various independent vari
ables on specific dependent 
variables 

Comparison of the magnitudes 
of various effects 

Reporting findings and 
implications 

PHASE II 

Parameter Estimation 

Research design 
Data Collection 

71 

Data cleaning and transformation 
(if necessary) 

Checking for and resolving 
identification problems 

Estimation of parameters 

PHASE III 

Model Validation 

Testing the overall goodness of 
fit of different models (i.e., 
chi-square, etc.) 

Testing the significance of 
various parameter estimates 
(i.e., parameter/standard error 
ratios, etc.) 

Making specific model comparisons 
with chi-square tests (a la 
LISREL, EQS) 

Selecting the "Best" model (if 
more than one model has been 
judged to "significantly fit" 
the data) 

Figure 8. The Causal Modeling Process 



72 

Instrumentation 

Seven instruments were used to collect the data for this study. 

All instruments were adapted from existing instruments or were 

developed based on existing qualitative data. All were scaled according 

to a visual analogue methodology. 

Visual Analogue Methodology for Scaling 

The visual analogue scale (VAS), emerging from the graphic 

rating method that originated in the Scott Company Laboratory in 1920, 

provides a format modification of the summated rating scale. Despite 

Scott and Huskisson's (1976) recommendation that VAS should be treated 

as providing ordinal level data, several investigators have determined 

that parametric procedures can appropriately be used to analyze VAS 

data (Maxwell, 1978; Price, McGrath, Rafir & Buckinham, 1983). The VAS 

allows increased sensitivity (Aiken, 1969; Herbert, Johns & Dore, 1976; 

Ohnhaus & Adler, 1976; Scott & Huskinsson, 1976; Sriwatanakul, Keluie, 

Lassgna, Calimlin, Weis & Mehba, 1983). Price, et al. (1983) validated 

VAS sensory intensity and affective magnitude as ratio scale measures 

of both chronic and experimental pain. Their findings indicate that the 

VAS can provide valid and reliable assessments for the affective 

magni tude, as well as for sensation intensity. Just as the magnitude 

estimation measurement technique, a scaling methodology originating in 

the field of psychophysics for constructing ratio level of measurement 

scales, has been adapted to the measurement of subjective phenomena in 

the social sciences (Hamblin, 1971; Lodge, 1981) and in nursing 

(Hinshaw, 1975, 1978; Hinshaw & Field, 1974; Hinshaw & Schepp, 1983; 
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Murdaugh, 1982), VAS has been adapted to the measurement of subjective 

phenomena other than pain experience (Clarke & Spear, 1955; Hinds, 

1985; Padilla, Grant, Rains, & Hanson, 1981). 

Freyd (1923}, Price, et al (1983), Srivatanakus, et al (1983), 

and others (Aitken, 1969) assert that people like to use VAS and that 

it makes the rating task interesting. They have listed the advantages 

of VAS as being: 1) simple and easily grasped, 2) interesting and 

requiring little rater motivation to complete successfully, 3) quickly 

filled out, 4) simply and easily scored, 5) enabling finer discrimina

tion. Sriwatanakul, et al.'s (1983) study of different types of visual 

analogue scales indicated preference for a horizontal scale marked with 

gradations. Revill, Robinson, Rosen and Hogg (1976) and Scott and 

Huskisson (1976) recommend a 10 centimeter (ern) line since scales using 

lines of less than 5 ern or greater than 20 ern have been found less 

reliable than those with 10 ern. 

Price, et al. (1983) used an unmarked horizontal scale whose 

endpoints were designated as "no sensation" and "the most intense 

sensation imaginable" for the sensation scale and "not bad at all" and 

"the most intense bad feeling possible for me" for the affect scale. 

Price, et al. (1983) report that the anchor points on VAS can be 

modified to delineate different dimensions of pain so that although 

subjects use the same type of scale, they could respond differentially 

to multiple dimensions of pain. Joyce, zutski, Hrubes and Mason (1975) 

state that line anchors should correspond to the absolute minimum and 

maximum of the dimension addressed by each item. However, Scott and 
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Huskisson (1976) caution against selection of labels that reflect 

extreme and therefore non-viable responses. The response goal guiding 

endpoint labeling is the same as that for other summative scales, the 

creation of items that allow discrimination between high and low 

scorers and avoidance of persistent mid-range response patterns. 

In light of discussion about the factors influencing VAS reli

ability and measurement capacity, a horizontal unmarked scale having 

endpoints delineating the various dimensions of each subjective phenom

ena being measured was selected as the rating format for each of the 

nine scales used in this study. The standardized line length for the 

research instruments was 10 centimeters (em). The line was subsequently 

divided into 100 equal intervals for scoring purposes. VAS was selected 

as the scaling methodology to underlie instruments adapted for this 

study based on four criteria. The VAS format would allow 1) assignment 

of numbers to individual' s subjective experience, 2) provision for a 

range of responses unrestricted by forced quantitative terms, 3) pro

vision of a means to scale subjective experience, and 4) potential 

provision of the highest possible level of measurement of subjective 

phenomena (Price, et al., 1983). 

The purpose of the VAS instruments adapted for this study was 

to allow numbers to be assigned to patient' s perceptions of chronic 

illness experience in relation to 1) the level of illness severity, 2) 

the amount of intimate dependency reinforcers, 3) the degree to which 

patients expect health care providers to make decision for them, 4) the 
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amount of uncertainty, 5) the degree of self control, 6) the amount of 

self help, and 7) the level of well being. 

Descr iption of the Instnunents 

The seven instruments are shown in Appendix B. A total of 148 

items are included on the instruments. Instructions for responding to 

the VAS instruments is shown in Appendix A. These instructions were 

modeled on those developed by Rice, et al. (1983) to promote rating of 

distinct dimensions relative to each phenomena. 

Disease Course Graphic Scale (DCGS). The DCGS consists of 

twelve items based on Forsyth, Delancy and Gresham's (1984) identified 

subsets of chronic illness experience describing symptom exacerbation. 

Following the statement of condition in each item the subject rates 

illness severity on an unmarked 10 em line having endpoints designated 

as wTrue about me" and "Not true about me". The scale is scored in a 

positive direction for disease course severity. 

Reliance Scale (RS). The Reliance Scale consists of ten items 

adapted from Benoliel, McCorkle and Young (1980) Social Dependence 

Scale and Stirling's (1981) work toward development of a goal 

inventory. Following statements of ability to perform specific daily 

living activities an unmarked 10 em line is provided for the rater's 

response. Activities included are: mobility, dressing, grooming, bowel 

control, bladder control, eating, skin care, use of transportation, use 

of community facilities and economic support. The endpoints of the line 

are "total independence that may involve use of aids but does not 

require assistance from another person" and "require assistance from 
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another person for all (specific activity names)w. The economic status 

item is anchored by wable to achieve total economic independence" and 

wunable to achieve any degree of economic independencew• The scale is 

scored in a positive direction for dependency. 

Krantz Health Opinion Survey Information Subscale (HOSI). The 

HOSI consists of seven items adapted from a scale developed by Krantz, 

Baum, and Wideman (1980) to measure attitudes toward informed treat

ment. The binary agree-disa.gree format has been adapted to the VAS 

format. The 10 em line provided for rater response has designated end

points Wthe greatest level of information possiblew and Wthe least 

level of information possiblew• The scale is scored in a positive 

direction for desire to remain passive in health related decision 

making. 

Mishel Uncertainty in Illness Scale (MUIS). The MUIS is a 28 

item scale developed by Mishel (1981) as the community form of the 

original 34 items scale measuring uncertainty in illness. Items were 

deleted to better fit circumstances of ambulatory rather than 

hospitalized patients. The five point Likert-type format was changed to 

the VAS format. Endpoints of the unmarked 10 em line provided for 

rater's response are Wstrongly disagreeW and Wstrongly agree". The 

scale is scored in the positive direction for uncertainty. 

Self-Control Schedule (SCS). The SCS is comprised of 36 self 

report items developed by Rosenbaum (l983a) as a measure of learned 

resourcefulness. The six-point judgment categories indicating extent to 

which subjects evaluate the item as characteristic of themselves was 
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changed to the VAS format. Endpoints of the unmarked 10 em line 

provided for raters' response are "True about me" and "Not true about 

me". The scale is scored in a positive direction for self-control. 

Inventory of Adult Role Behavior (IARB). The IARB is a 4S item 

scale based on 22 items adapted from Given's (1984) Effect Scale 

measuring social psychological health states of ambulatory chronically 

ill patients and 23 investigator developed items measuring the degree 

to which individuals are instrumentally involved in sex role, leisure 

time roles, social activity roles, family roles, and self care roles. 

Endpoints of the 10 em unmarked response line are "least possible 

level" and "highest possible level". The scale is scored in a positive 

direction for self help. 

Index of Well-Being (IWB). The IWB is a nine item semantic 

differential scale developed by Campbell et ale (1976). The six-point 

rating line format was changed to VAS. The subject rates present life 

according to eight paired adjectives: bored/interesting, enjoyable/ 

miserable, useless/worth; rewarding/disappointing, and doesn't give me 

much chance/brings out the best in me. The last item asks the subject 

to think about life as a whole and respond in terms of completely 

dissatisfied/completely satisfied. The scale is scored in a positive 

direction for wellbeing. 

Single item measures were used to reference background 

inducements. These items were included on the Demographic Form which 

can be seen in Appendix A; age, sex, disability payment, ethnic origin, 

education and gross family income index background inducements. Age, 
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education and income were continuous variables. Sex, disability payment 

and ethnic origin were dichotomous variables with the dwmny coded 

positive category being female, receipt of disability payments and 

nonwhite. 

Figure 9 depicts the five stage Self Help model tested in this 

investigation. Construct, concept and operational levels are presented. 

The predicted relationships are depicted at both concept and 

operational level. The operational level presents each of the seven 

scales as referents of a concept. For example, the Disease Course 

Graphic Scale (DCGS) was the measure of severity of chronic illness. 

The concept, background inducement, was indexed by six single items 

included on the demographic form. 

Reliability Assessment 

Four of the seven instruments in this study: the Health Opinion 

Information Scale, Self Control Schedule, Mishel Uncertainty in Illness 

Scale and the Inventory of Well Being; have reported reliability and 

validity estimates for their original forms. 

published reliability estimates for each 

scales. 

Table 1 provides the 

of these total 

Reliability estimates were calculated for five of the seven 

instruments in a pilot study having 47 subjects with an arthritis 

related disease diagnosis (Braden, 1985). These scales were altered 

from their original form into the VAS form. The VAS forms of each scale 

were used in the pilot test. Cronbach's alpha coefficients were 

calculated for the Disease Course Graphic Scale, Reliance Scale, Health 
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Table 1. Reported Reliability Estimates for Health Opinion Survey 
Information Subscale (HOSI), Self Control Schedule (SCS), 
Mishel Uncertainty in Illness Scale (MUIS), and Inventory 

Total Scale 

Health Opinion Survey 
Information Subscale 
(HOSI) 

Self Control Schedule 
(SCS) 

l-1ishel Uncertainty in 
Illness Scale (MUIS) 

Inventory of Well-Being 
(IWB) 

of Well-Being (IBW) original Forms 

# of 
Subjects 

159 

884 

253 

2000+ 

# of 
Items 

16 

36 

34 

9 

Reported Cronbach's 
Coefficient Alpha Source 

.76 (KR-20) Krantz, et al., 1980 

.82 Redden, Tucker & 
Young, 1983 

.91 Mishel, 1981 

.89 Campbell, et al., 1976 

CD 
o 
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Opinion Survey Information Scale, Mishel Uncertainty in Illness Scale, 

and Inventory of Adult Role Behavior. 

Table 2 presents the pilot test estimates of internal consist

ency for the listed total scales. A standard of .70 (Nunnally, 1978) 

was set as the minimum acceptable estimate of internal consistency 

reliability for instruments to be used in the study. one failed to meet 

this criteria. The Disease Course Graphic Scale (CDGS) reliability 

estimate of .68 evidenced a good first trial on an immature instrument 

having only five items. The DCGS was modified by adding seven items 

addressing symptom exacerbation. Items were based on Forsyth, et al.'s 

(1984) identified critical juncture of symptom of severity. The Inven

tory of Adult Role Behaviors was also modified following the pilot test 

by the addition of nine self care items. 

Of the seven instruments, two were not included in the pilot 

test. The Index of Well-Being was selected after the pilot test results 

indicated the selected measure of life quality in the pilottest had low 

reliability. Literature was reviewed to identify an alternative measure 

of life quality. The Index of Well-Being was selected. Reported 

reliability estimates on the Index of Well-Being, .89, suggest that the 

scale would provide a reliable measure of life quality despite 

alteration to a VAS format. 

The Self Control Schedule (SCS) was added to the stuCiy when 

adjustments were made in the original Self Help Model to incorporate 

the concept of enabling skill. Adjustments were made in the model based 

on pilot test results and on discovery of Rosenbaum's (1983c) learned 



Table 2. Pilot Test Calculated Reliability Estimates, 
Cronbach's Coefficient Alpha for 

Total Scale VAS Forms 
(N=47) 
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# of Unstandardized Standardized 
Total Scale Items Alpha Alpha 

Disease Course Graphic 5 .66 .68 
Scale (OCGS) 

Reliance Scale (RS) 10 .79 .88 

Health Opinion Survey 7 .74 .83 
Information Subscale 
(HOSI) 

Mishel Uncertainty in 28 .92 .92 
Illness Scale (MUIS) 

Inventory Adult Role 34 .93 .93 
Behavior (IARB) 
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resourcefulness theory after the pilot test was completed. The SCS's 

reported Cronbach' s coefficient alpha of .82 provides a satisfactory 

estimate of internal consistency reliability (Nunnally, 1978). The 

response format on the Self Control Schedule was also altered to the 

VAS format. 

Reliability estimates on the Index of Well-Being and the Self 

Control Schedule and the other five scales were recalculated from this 

study's data. Table 3 reports the total scale Cronbach's coefficient 

alpha for each of the seven scale's performance in this study. All 

seven scales evidence internal consistency reliability above the .70 

standard recommended by Nunnally (1978). 

Validity Assessment 

Four of the seven scales have reported validity estimates 

available in the literature. Krantz, Baum and Wideman (1980) report 

support for the Krantz Health Opinion survey's discriminant validity, 

predictive and construct validity. The Health Information Subscale 

(HOSI) was found to be highly correlated with selected criterion 

measures of patient preference for involvement in health related 

decision making (Krantz i et al., 1980). Mishel (1981, 1983, 1984) 

reports construct validity of the Mishel Uncertainty in Illness Scale 

(MUIS) based on the scale's ability to distinguish between populations 

consensually viewed as experiencing different degrees of uncertainty, 

and on multiple studies demonstrating findings consistent with 

theoretical predictions. Rosenbaum (1983a) reviews a number of studies 

that have contributed to the construct validity estimation of the Self 



Table 3. Calculated Reliability Estimates, Cronbach's 
Coefficient Alpha for TOtal Scale VAS Forms 

(N=278) 

84 

# of Unstandardized Standardized 
Total Scale Items Alpha Alpha 

Disease Course Graphic 12 .72 .73 
Scale (DCGS) 

Reliance Scale (RS) 10 .75 .81 

Health Opinion Survey 7 .79 .81 
Information Subscale 
(HOSI) 

Mishel Uncertainty in 28 .84 .84 
Illness Scale (MUIS) 

Self Control Schedule 36 .83 .84 
(SCS) 

Inventory Adult Role 45 .89 .89 
Behavior (IARB) 

Inventory of Well- 9 .93 .93 
Being (IWB) 
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Control Schedule (SCS) and reports that the scale has consistently 

discriminated differential performance outcomes tied to high and low 

scores on the SCS. Convergent and discriminant validity of the SCS, 

reported by Rosenbaum (1980a, 1980c) demonstrate statistically 

significant correlations with selected concurrent measures. The 

Inventory of Well-Being '(IWB) has consistently been reported as having 

construct validity (Campbell, et al., 1976). 

Three scales, the Disease Course Graphic Scale (OCGS), the 

Reliance Scale (RS), and the Inventory of Adult Role Behaviors (IARB) 

had no reported validity support. The OCGS was a new scale developed 

for this study. The RS and IARB were greatly modified from their 

or iginal scale forms developed as Benoliel, et ale IS (1980 ) Social 

Dependency Scale and Given's (1984) Effect Scale. Prior to the pilot 

test, all three scales were submitted to 14 judges, selected as 

representatives of individuals having an arthritis related chronic 

illness diagnosis. A 95% agreement standard criterion was used relative 

to item clarity, understandability and consistency with identified 

scale purpose. Each scale met the initial estimate of content validity 

with item consensus being above the 95% standard for all scales. 

Concurrent validity estimation concerns association with 

established measures of the same concept or association with other 

measures of a similar concept (Ebel, 1972). Criterion validity 

estimation concerns association with an outcome concept measure 

expected to be associated with the concept of concern (Ebel, 1972). 

Concurrent single item measures of number of years ill and number of 
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years since diagnosis were selected from this investigation's 

demographic form to provide for an estimate of concurrent validity. Two 

criterion measures, sometimes referred to as indicative of predictive 

validity (Ebel, 1972), number of other chronic illnesses listed and 

receipt of disability payment, were also selected from the demographic 

form. Table 4 reports estimates of concurrent and criterion validity of 

the three scales, Disease Course Graphic Scale (OCGS), Reliance Scale 

(RS), and the Inventory of Adult Role Behaviors (IARB), based on data 

from this investigation. The magnitude of depicted significant 

relationships can be considered low to moderate as the correlation 

coefficients were r~.40 (Huck, Cormier & Bounds, 1974). The variables 

that were correlated at the statistically significant probability level 

of 25.05 are discussed. 

Results, as seen as Table 4, indicated that the DCGS was 

significantly correlated with neither of the concurrent measures, but 

was significantly correlated with receipt of disability payment and 

with greater numbers of listed chronic illness. This finding was 

consistent with the prediction that those who perceive greater illness 

severity would seek disability compensation and would perceive 

themselves as having more illnesses. However, perceived illness 

severity was not correlated with the concurrent variables of number of 

years ill nor with the number of years since diagnosis. These two 

variables have commonly been used to index illness severity. 

The Reliance Scale (RS) was significantly correlated with both 

concurrent and criterion measures. Length of illness has been used in 



Table 4. Pearson Correlation Coefficients as Estimates of Concurrent and 
Criterion validity of the Disease Course Graphic Scale (DCGS), 

the Reliance Scale (RS), and the Inventory of Adult Role Behaviors (IARB) 

Concurrent Measures 

Number of Years III 

Number of Years 
Since Diagnosis 

Criterion Measures 

Disability payment 

Number of Other Chronic 
Illnesses Listed 

Key: *** p<.OOl 
** p<.Ol 
* p<.05 

Disease Course 
Graphic Scale 

.05 

-.06 

.20*** 

.23*** 

Scales 

Reliance Inventory of Adult 
Scale Role Behaviors 

.19** .02 

.14* .02 

.24*** -.17** 

.19*** -.21*** 

co 
-..J 
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some studies as an index for patient dependency. Those who perceived 

themselves as more dependent on others had procured disability 

payments. They also perceived themselves as having had more illnesses. 

The Inventory of Adult Role Behaviors (IARB) failed to correlate with 

either of the concurrent measures. The IARB was significantly 

correlated with the criterion measures. As predicted, those who 

perceived themselves as being involved in adult role behaviors did not 

receive disability payments. And, predictably, they perceived 

themselves as having few illnesses. 

While the presented correlation patterns represented only a 

beginning estimation of concurrent and criterion or predictive 

validity, they did provide initial support for predictive validity of 

the three scales. Concurrent validity was demonstrated only for the 

Reliance Scale. There remains a need to discover adequate concurrent 

measures for perceived disease severity and perceived involvement in 

adult role performance. 

A oneway ANOVA was calculated to determine if involvement in 

work or school on a full time or part time basis versus no involvement 

in work or school influenced the perception of adult role performance. 

This analysis was used to provide one piece of evidence for the 

construct validity of the Inventory of Adult Role Performance. Results 

that conformed to the prediction that involvement in work/school 

activities was consistent with a perception of involvement in adult 

role behaviors would support the construct validity of the IARB (Zeller 

& Carmines, 1980). 
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Table 5 presents the Analysis of Variance for the lARS by 

Work/School. Post hoc tests, specifically the Scheffe and TUkey, 

revealed significant difference (p<.05) on perception of adult role 

performance between those who work or go. to school part time and those 

who do not work or attend school. Those who worked part time evidenced 

the highest mean performance of the three groups on the lARS. This 

finding, while having provided initial support for construct validity 

due to confirmation of the prediction that involvement in work/school 

matches perceived involvement in adult role behaviors, also provided 

uniqtle support for the validity of adult role performance as a measure 

of self help. 

The finding that those who work or attend school part time have 

the highest mean score on the lARS evidenced enactment of their 

perception of self help involvement despite what was likely to be 

actual rather than perceived illness severity. Those who could work or 

go to school full time were less likely to be those who were actually 

severely taxed by their illness. Their perception of their self help 

behavior likely matched actual capacity. Those who did not participate 

in work/school activities represented those who perceived the least 

level of self help involvement. Their perception of reduced self help 

behavior mayor may not have been accurate in terms of their actual or 

perceived disease severity; however, it was significantly less than 

those who persevered in at least part time employment or school 

attendance. 



Source 

Between Groups 

Within Groups 

Total 

Table 5. Analysis of Variance Inventory of Adult Role Performance 
by work/school Invo1verr~nt 

(N=258) 

D.F. 

2 

254 

256 

S.S. 

4717310.8 

88947904.2 

93665214.9 

M.S. 

2358655.4 

350188.6 

F ratio 

6.7 

F probe 

.001 

1.0 
a 
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Instrumentation Issues 

General issues related to the use of the VAS format included 

missing data due to respondent confusion, choice of endpoint labels, 

possibility of response sets and use of appropriate analysis 

procedures. Dixon and Bird (1981) have reported up to 11 percent loss 

of data due to missing responses on a VAS. Groups of subjects who have 

difficulty responding to '""the VAS include the elderly and infirm. A 

significant portion of the study's sample fell into these categories. 

However, pilot test results from a similar sample, subjects having a 

diagnosis of systemic Lupus Erythematosis, evidenced little missing 

data, less than five percent (Braden, 1985). 

In this investigation, missing data on individual scale items 

ranged from less than one to under ten percent. Missing data on total 

scales ranged from two percent to five percent. OVer all, missing data 

was four percent of the total possible responses on all scales 

combined. 

Missing data was more evident on the demographic items. Four 

demographic items had more than ten percent missing data. These items 

were "time since attended self help class", "number of years ill", 

"income", and "number of years since diagnosis". The amount of missing 

data in the demographic responses in total was eight percent. 

To reduce the possibility of missing data, arrangements were 

made to help subjects who needed additional aid in completing the 

instruments. Of the 278 subjects included in this study three requested 

help in completion of their forms. In addition, each subject received a 
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direction sheet, clearly specifying response designation on a VAS. 

Sample items and responses were included. 

The directions had been reviewed in a pre-pilot study and found 

adequate by 14 respondents who were representative of sample 

characteristics, twelve females, two males, five over the age of 65, 

three aged 18 to 22, four very disabled including one with cognitive 

impairment due to central nervous system disease, and ten moderately to 

minimally affected. These subject judges also served as reviewers of 

the directions and the instruments for content validity. A 95 percent 

agreement criterion was employed for direction. Two aspects of the 

direction sheet were adjusted. 

The choice of endpoint labels for each of the instrument's 

items was guided by Scott and Huskisson (1976). Response to items on 

the pilot test established that endpoints designated in each of the 

tested scales were selectable. Two respondents found labels such as "to 

the greatest extent possible" and "to the least extent possible" 

difficult to attach to negatively worded items, e.g., "I don't read 

about what to do to stay well". These endpoints were restated as "True 

about me" and "Not true about me". 

Bond and Lader (1974) discovered the existence of a social 

desirability response set on their use of VAS. Due to the number of 

items already included in the questionnaire, no instrument for 

assessing social desirabiliity was included on the questionnaire. 

Several methodologists recommend item reversal as one means of reducing 
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response set effects. Each scale used in this study had approximately 

half of the items reversed. 

Aitken (1969) and Joyce, et ale (1975), among others, state 

that item distribution on VAS are typically nonnormal. The analysis 

plan for this study included the use of residual analysis prior to 

confirmatory analysis as discussed by Verran and Ferketich (1984) to 

determine if regression statistic assumptions were violated. Assessment 

of the effect of nonnormal distribution was essential given reported 

VAS item distribution characteristics. Cleaning data and data 

transformation are recommended prior to parameter estimation according 

to Phase II of the causal modeling process depicted in Figure 8 

(Freeman, 1982). Parametric statistics were selected as appropriate for 

analysis based on Maxwell's (1978) findings of little difference in 

results analyzed with both parametric and nonparametric statistics. 

Results on the pilot test (Braden, 1985) revealed slightly 

skewed distributions; however, these distributions were skewed in a 

predictable direction tied to the relati vely low level of disease 

severity evidenced in the 47 respondents. This study's sample size of 

278 facilitated the likelihood of normal distribution. Nonetheless, 

skewed distributions were evident for three scales, the Reliance Scale, 

the Health Opinion Survey Information Subscale (HOSI) and the Inventory 

of Well Being (IWB). Table 6 presents the distribution statistics for 

each of the major variables. Residual analyses revealed that the skewed 

distributions were sufficient to cause violation of normalicy and 

homoscedasicity assumptions. The RS and the HOSI were normalized 



Table 6. Untransformed and Transformed Distribution Statistics 
on Self He1B Model Variables 

N=278) 

Range Mean Median Mode SD Skewness 

Untransformed 

Disease Course Graphics 1168 539.2 534.5 399 218.8 .143 
Scale (DCGS) 

Reliance Scale (RS) 540 92.0 53.5 0 108.8 1.8 

Health Opinion Survey 575 67.5 44.1 0 77.4 3.2 
Information (HOSI) 

Mishe1Uncertainty in 2271 1170.1 1156.5 743 421.9 .2 
Illness Scale (MUIS) 

Self Control Scale (SCS) 2628 2329 2323 2300 458.1 -.3 

Inventory of Adult Role 2919 3012.9 3060 2372 599.6 -.2 
Behaviors (IARB) 

Index of Well Being (IWB) 869 656.5 708.5 900 207.9 -.9 

Transformed 

,(RS 23.2 8 7.3 0 5.3 .6 

.{HOST 24 7.2 6.6 0 4 .9 

IWB2 809039 474025.7 501406.5 810000 237823 -.3 
\0 

"'" 
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through use of root transformation. The negative skew in the IWB was 

reduced through power transformation. ~1e transformed distributions are 

also included in Table 6. 

In surranary, most of instrwnentaj:ion issues connected to spe

cific instruments developed or adapted for use in this study concerned 

the immaturity of the scales as measures of the specified concepts. 

Because it is an assumption of the causal modeling design that concepts 

are measured without error, it was important that concepts be measured 

reliably and with validity. In addition, for the test of alternative 

theories to be equitable, concepts representing each of the four 

theories should have had comparable operationalization. That is, error 

involved in the measurement of each of the concepts; intimate 

dependency reinforcers, self-induced sick role reinforcers, cue-outcome 

independence reinforcers and enabling skills needed to be approximately 

the same or the test could give unfair advantage to one or more 

theories. Thus, the measures themselves were as much on trial as the 

theories represented. As such, this investigation represented the first 

of many studies that will approach continued reliability and validity 

estimation through replication. 

Reported reliability estimates, pilot test results and this 

investigation's reliability estimate results revealed that the seven 

instruments demonstrated relati vely stable internal consistency 

reliability estimates. While the Disease Course Graphic Scale remains 

the least reliable, it did surpass the .70 minimal reliability standard 

discussed by Nunnally (1978). The reliabilities on measures of each of 
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the four variables representing alternative theories were comparable. 

The Reliance Scale (RS) and the Health Opinion survey Information 

Subscale (HOSI) had standardized coefficient alphas of .81, while the 

Mishel Uncertainty in Illness Scale (MUIS) and the Self Control 

Schedule (SCS) have standardized coefficient alphas of .84. 

Four of the seven scales, the Health Opinion Survey Information 

Subscale (HOSI) , Mishel Uncertainty in Illness Scale (MUIS) , Self 

Control Schedule (SCS) , and the Index of Well Being ( IWB) have had 

ongoing series of validity estimating studies that provide a basis for 

the assumption of construct validity. Of these four, the Health Opinion 

Survey Information Subscale (HOSI) had the least literature reported 

supportive construct validity evidence. The three remaining scales; the 

Disease Course Graphic Scale (DCGS), the Reliance Scale (RS), and the 

Inventory of Adult Role Behavior (IARB) had no literature based 

validity support. OVerall, the pre-pilot test work, the pilot test, and 

this present study have provided initial estimates for content 

validity, concurrent validity and criterion or predictive validity. The 

major work of validity assessment still remains ahead. 

The last instrumentation issue concerned the ordering of items 

to avoid response set bias. The pilot test was accomplished by offering 

scales in the order dictated by the causal model. Scales measuring 

variables within the same stage were randomly ordered. Hamblin (1985) 

advocates random mixing of all scale items whenever possible in causal 

modeling designs to allow for the least biased estimate of specified 

causal linkages. Items from the seven scales were randomly ordered for 
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this investigation. Four judges assessed the logical flow of the 

questions and found no difficulty with reading or answering a 

randomized version of the seven scales. Successful randomization of 

multiple scales' items was facilitated by the conunon VAS I'esponse 

format and by the common illness related content focus. Appendix A 

presents sample pages of items from the final questionnaire form. 

Pilot Study 

A pilot study was conducted prior to conduct of this study. A 

sample of 47 subjects having a diagnosis of systemic Lupus Erythemato

sis (SLE) was considered adequate for the pilot study purposes. The 

fllll report of pilot test findings is available for review in Appendix 

C. Adjustments in the study based on findings of the pilot study 

included selection of the causal format for framing the Self Help Theo

retical Model, adjustment of the model to include enabling skill as the 

sd, and the described instrument changes. The purposes of the pilot 

test were to 1) test the instruments for clarity of content, 2) time 

the data collection procedure, 3) identify potential problems that 

could arise in carrying out the full study, 4) provide preliminary 

estimates of instrument reliability, and 5) serve as a test of alterna

tive causal formats for ~raming the Self Help Model. 

Data Collection Procedure 

The large southwestern university College of Medicine, Division 

of Restorative Medicine provided a mailing list of 998 individuals 

having a diagnosis of an arthritis or arthritis related chronic 
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disease. The list provided the sampling frame; however, the entire 

population rather than a randomized sample was used. Ackoff (1953) 

describes this approach as judgment sampling, whereby a subgroup of the 

population, in this case, a list of 998 persons out of the total number 

of persons living in the study area who have a diagnosis of arthritis 

or an arthritis related condition and \'lho have made some help-seeking 

contact with a community agency that provides health education and 

counseling, are judged as representative of the total population. The 

sampling procedure is to take either a complete count or a subsamp1e of 

this group. The choice was made to mail out to the entire list. The 

list was reduced to 947 following return of 51 non-deliverable flyers 

mailed to subjects approximately six weeks prior to mailing the 

questionnaires. This list was further reduced by the return of 161 

non-deliverable questionnaires. The actual number of delivered 

questionnaires was 786. 

Baumgartner and Herberlain's (1984) discussion of research on 

mailed questionnaire response rates was used as a guide to increase the 

return rate of this study. Jones (1979), Jones and Linda (1978), and 

Jones and Lang (1980, 1982) have demonstrated that university 

sponsorship of studies increased response rates six to ten percent over 

sponsorship by a private market research firm. Arrangements were made 

for the Division of Restorative Medicine, College of Medicine, in a 

large southwestern university to serve as a sponsor of the study, in 

addition to the College of Nursing. Sponsorship was established through 

use of official letterhead stationary on the enclosed cover letter from 



99 

the Di vision staff and the investigator, and by use of the Division 

logo on the front cover of the questionnaire. The College of Nursing 

was used as the return address. 

Baumgartner and Herberlain (1978) found that salience had a 

powerful effect on response. Surveys judged to be highly salient to 

respondents obtained up to a 77 percent response rate. The cover letter 

and other material, such as the cover design, were developed to enhance 

a feeling of salience in the respondent. The cover design, cover letter 

and examples of questionnaire items can be seen in Appendix A. 

While follow up contacts have long been recognized as an 

effective way of increasing response rates (Lindsey, 1921), the cost of 

a follow up mailing would have been prohibitive. A three week deadline 

for return was established based on Roberts, McCrory and Forthafer's 

(1978) findings that a three week deadline increased responses to an 

initial mailing. Follow up phone contact was made following the third 

week to those on the list who had local telephone listings and who had 

not yet returned a completed form. Follow up phone contact resulted in 

85 verbal refusals with minimal demographic data collected on 70 of 

these. Sixty-six nonparticipants provided a reason for their non

participation. 

Herber1ein and Baumgartner (1978) report that the effect of 

length of a questionnaire on response rate has been widely studied with 

no consistent findings to explain its effect. Longer questionnaires 

have higher costs to respondents, but likely signal the respondents 

that the study is imPortant (Herber1ein & Baumgartner, 1978). They 
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found that the length as measured by number of pages, number of items, 

or estimated time of completion had no zero-order correlation with the 

final response rate. Childers and Ferrell (1979) discovered that the 

size of pages had a significant negative effect on response rate, but 

the number of pages was not significant. Based on these findings the 

questionnaire was formatted in a booklet form. 

Hornik (1981) discovered that giving a 40 minute time cue in 

the cover letter for time required to complete the questionnaire, 

reduced response rate by half as compared to giving a 20 minute time 

cue. The control group in the Hornik (1981) study, receiving no time 

cue, maintained a response rate less that those who received the 20 

minute cue but more than those who received the 40 minute cue. No time 

cue was included in the cover letter for thcl present study. Information 

concerning the estimated time for completion was included in the 

subject disclaimer narrative. 

The data collection procedure in the present study consisted of 

mailing a questionnaire booklet complete with cover letter, informed 

consent form and directions for completion and return mailing. Follow 

up phone calls were made three weeks later to non-respondents. The 

cover letter and informed consent·form are presented in Appendix A. The 

investigator provided the return postage for the respondents. 

Data Analysis Plan 

The data analysis consisted of analysis to I) describe the 

return rate characteristics, 2) describe the demographic data of those 

who responded as compared to those who did not respond, 3) describe the 
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sample, 4) assess reliability and validity of the instruments, 5) test 

the four alternative theories represented in the Self Help Model, and 

6) generate an alternative model respecifying variables and relation

ships, if indicated by empirical results •. 

Reliability and validity assessment of instruments were 

presented in the instrumentation section of this chapter. Demographic 

data were analyzed using descriptive statistics. Relationships among 

the demographic variables ~ere also examined. Multiple regression was 

used to analyze the model parameters. Forced entry of staged blocked 

variables was used to test the theoretical model as specified in the 

five stage Self Help Model. Stepwise entry of blocked staged variables 

was used to test the empirical model. Results of both tests were then 

compared for congruence with one another and with the specifications 

depicted in the Self Help Model. Tabachnick and Fidell (1983) recommend 

a case-to-variable ratio of 40 to one when stepwise regression 

procedures are used. A minimum of 240 cases was established as 

essential for this investigation. Residual analysis was used to test 

for violation of the causal model assumptions and the statistical 

assumptions underlying the least squares model of the multiple 

regression statistic. 

The regression equations for the theoretical model are shown in 

Figure 10. The theoretical model was tested using the transformed data 

for Intimate Dependency Reinforcers (IDR), Self-Induced Sick Role 

Reinforcers (SISRR), and Life Quality (10) and untransformed data for 

Severity of Chronic Illness (SCI), Cue-outcome Independence Reinforcers 



Background 
Inducements 
(BI) 

stage I 

Structural Equations: 

Stage II Stage III Stage IV 

± 

IDR = (B}SCI + e B = Standardized Regression Coefficient 
SISRR = (B}SCI + e 
OOIR = (B}SCI + e 
ES = (B}IDR + (B}SISRR + (B}COIR + e 
SH = (B}ES + (B)IDR + (B}SISRR + (B)COIR + (B)BI + e 
10 = (B)SH + (B}IDR + (B)SISRR + (B)COIR + e 

Figure 10. Theoretical Model with Regression Equations: Self Help Model 

Stage V 

..... 
o 
l\.) 
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(COIR), Enabling Skill (ES), and self Help (SH). The significance level 

of p<.05 was used for the standardized beta regression coefficients and 

for the adjusted R2s which indicated the amount of explained variance 

for dependent variables. The regression coefficients and R2
S of the 

theoretical and empirical models were compared to determine if the 

theoretical model was supported. Comparison of both theoretical and 

empirical models was used to assess which alternative theory was best 

supported by the data. 

Graphic and statistical residual analysis was conducted for the 

regression to test the three causal model assumptions: 1) all major 

variables were included in the model, 2) links in the model were linear 

and additive, 3) residuals from one equation were not highly correlated 

with residuals from another equation in the model (Ferketich & Verran, 

1984). Statistical assumptions of the regression equations that were 

tested were: 1) the mean of the residuals was zero, 2) residuals were 

not autocorrelated, 3) residuals were normally distributed, 4) the 

variance of the residuals was equal along the dependent variable, 5) 

the independent variables were fixed, and 6) the independent variables 

were measured without error (Verran & Ferketich, 1984). The results of 

the residual analysis are presented in Chapter 4. 

Protection of Human Subjects 

Approval from the Human Subjects Committee of the University of 

Arizona was obtained prior to data collection (Appendix D). The 

informed consent form immediately followed the cover letter that was 

enclosed with the questionnaire booklet. The Subject Disclaimer Form 
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can be reviewed in Appendix A. The consent form assured the rights of 

subjects and confidentiality of the data collected. The names of the 

subjects were destroyed when the data were collected to assure 

anonymity. The raw data were secured in a safe place and reported only 

as group data. 

Limitations of the study 

Study limitations are discussed consistent with Cook and 

Campbell's (1979) criteria for guarding study validity, defined as "the 

best available approximation to the truth or falsity of propositions, 

including propositions about cause" (p. 37). When research is 

undertaken for the purpose of theory testing, as in this investigation, 

construct validity of causes or effects, statistical conclusion 

validity and internal validity issues have priority over external 

validity, issues relative to generalization of the results to other 

populations (Cook & Campbell, 1979). 

Threats to Construct Validity of cause or Effects 

Construct validity of cause or effects has to do with how well 

the study represents theoretical constructs of interest. Decisions 

relative to reducing threats of inadequate specification and definition 

of constructs; mono operation bias, underrepresentation of the 

construct; and mono method bias, failure to disassociate method bias, 

are necessary to guard a study from unnecessary slippage. Controls for 

the inadequate specification include judicious use of previous research 

findings relative to constructs to provide clear, well defined 
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concepts. When existing research relative to concept definition is 

limited, qualitative approaches can be used to facilitate accurate 

definition (Dickoff, James & Weidenbach, 1968). Pre-tests and/or pilot 

tests can reduce specification threats as can seeking estimates of 

content validity. 

To reduce the threat of inadequate specification this study 

utilized existing research to reduce a problemm common to adaptation 

research, that of confounded variables. Because the four alternative 

theories selected for the test were drawn from health related, but not 

nursing literature it was essential to confirm the relevance of the 

selected concepts for nursing. Several qualitative and quantitative 

studies (Braden, 1982, 1983, 1984a, 1984b) validated that the concepts 

and definitions were relevant to patients having a chronic illness. A 

pilot test was used to test alternative causal model formats in order 

to select the one that best framed the test of four competing explana

tions for adaptation to chronic illness. content validity was estimated 

in a pre-test prior to the pilot test. 

Controls for mono operation bias and mono method bias include 

Fiske and Campbell's (1959) multi-trait/multi-method approach for 

estimation of convergent validity, divergent validity and construct 

validity. This study did not employ these controls to reduce threats 

brought about by under-representation of constructs and failure to 

disassociate method bias. Estimation of concurrent and criterion 

validity as discussed by Ebel (1972) were done; however, these were 
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less stringent approaches to validity and could not substitute for the 

multi-trait/multi-method approach. 

Threats to statistical Conclusion Validity 

If the determination of cause criterion, covariation, is to be 

met by a ,study, it is necessary to consider the following issues: 1) Is 

the study sensitive enough to detect covariation of the concepts? 2) If 

sensitive enough, can determination be made that the concepts covary as 

inferred? and 3) If the concepts covary as inferred, what is the 

magnitude 'of covariance? Threats to statistical conclusion validity 

include: 1) increase of Type II error due to insufficient sample size 

or significance level set too low, 2) violations of statistical 

assumptions, 3) increase of Type I error due to "fishing", 4) 

unreliability of measures, 5) unreliability of implementation, 6) 

random irrelevancies in study situation, and 7) random heterogeneity in 

the sample (Cook & Campbell, 1979). 

Controls for reducing Type II error included determination of a 

sample size sufficient to allow analysis with six independent 

variables. While Tabachnick and Fidell (1983) state that a minimum 

variable ratio of four to five to one is possibl~ to allow for adequate 

analysis using the multiple regression statistic, their most stringent 

case-to-variable ratio of 40 to one was used for this study. One 

equation listed in Figure 10 violated the 40 to one requirement. The 

fifth equation depicts five variables; however the B(BI) variable 

I actually represented six background inducements; age, sex, education, 

ethnic origin, income and disability payment. If the 40 to one 
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criterion was consistently employed, this study would need 400 

subjects. A case to variable ratio of 28 to one was actually used in 

computation of the fifth equation. 

To avoid violation of statistical assumptions residual analysis 

was employed prior to confirmatory analysis. Violations to normality 

and homoscedascity were corrected (Table 6) by variable transformation 

prior to initiation of parameter estimation (Verran & Ferketich, 1984). 

To avoid an increase in Type I error due to "fishing", 

probability levels were set relative to outcomes prior to analysis. 

Because this was the first investigation testing the Self Help Model, a 

confidence coefficient of .95 was selected. Future stUdies having 

similar or larger sample sizes could set a more stringent confidence 

level. 

The threat of unreliable measures was reduced through provision 

of reliability estimates on selected instruments. However, internal 

consistency validity estimates were the only estimates provided. It was 

a limitation of this study that scales were not factored, allowing for 

estimation of reliability with the theta coefficient. The Cronbach's 

alpha coefficient is a conservative estimate of reliability based on 

the assumption that each item in a scale is a parallel item measuring 

one concept. The alpha will understate reliability in situations where 

items are measuring more than one concept equally or unequally (Armor, 

1974). Theta overcomes the limitations of alpha by weighting items 

unequally according to their correlations with other items (Zeller & 

Carmines, 1980). It was likely that many items could have been pared 
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from the seven scales to have provided more efficient measures of 

concepts. This type of scale refinement work will need to be done at 

some future point in time. 

Reliability of implementation was increased by providing 

standardized test booklets (Appendix A). Three different coders scored 

items using standardized centimeter measuring sticks. A reliability 

check on randomly selected line scores, one percent of the 26,344 line 

scores, revealed 99% accuracy of scoring. A single coder entered scores 

on coding sheets. The intra-coder reliability was 100%. A single data 

entry coder keypunched the data onto a computer tape. The accuracy of 

this process was estimated as having a .001 percent error rate. 

Random irrelevancies in the study situation were not controlled 

nor was random heterogeneity in the sample controlled beyond the 

specified subject section criteria. The pilot test (Braden, 1985) 

revealed that those who returned mailed questionnaire had higher self 

help scores than those who required a one-to-one contact. It might well 

have been that the sample of this current investigation was biased in 

nonrandom as well as random directions. Inability to control the 

setting and sample was an important limitation of this study. 

Threats to Internal Validity 

Internal validity as discussed by Cook and Campbell (1979) 

deals with the determination of cause criteria, causal order and 

nonspuriousness. Threats to internal validity due to causal order 

include, 1) unclear temporal precedence, 2) potential bidirectional 

ordering, and 3) a study restricted to a Single point in time. This 
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study was restricted to a single point in time as a cross sectional 

study. staging model variables, however, reduced the threat of unclear 

temporal precedence. Specification of feedback linkages in a staged 

format also reduced the potential for bidirectional ordering. The 

strongest directional links were specified for each theory alternative 

(Blalock, 1984: Stinchcombe, 1968). 

Threats to internal validity due to spurious variables include 

effects due to history, maturation, testing, instrumentation, 

selection, mortality, statistical regression toward the mean and 

interaction of selection and testing (Campbell & Stanley, 1963). 

Controls for these threats include random selection of the sample, 

matching or exclusion in the design phase. None of these methods of 

control were used in the design of this study. Rather, statistical 

control in the analysis phase was selected as the method of dealing 

with selected effects as indexed by age, sex, education, ethnic 

origins, income, length of time ill, diagnosis, attendance in self help 

classes, length of time since self help class attendance and number of 

other chronic illnesses. 

Asher's (1983) discussion of causal modeling and the set of 

restrictive conditions that must be present before concluding that a 

causal relationship exists, notes that two of the three conditions 

necessary for inference of a causal relationship are relatively easy to 

meet in causal modeling. He sta.tes tl!clt the conditions of covariation 

and time ordering are not very troublesome as covariation can be 

measured and temporal sequence can be imposed. The third condition, 
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however, elimination of other possible causal factors that may be 

producing observed relationships between A and B, is problematic. Asher 

states, "There is a potentially infinite universe of such variables and 

there is no statistical test or coefficient that can tell us whether we 

have made the correct decision. Yet at some point we must establish 

closure in our model and examine the relationship among a finite set of 

measured variables" (1983, p. 12, 13). The control for dealing with 

spuriousness in a causal modeling design is 1) to include variables 

based on substantive and theoretical insights into the problem under 

investigation, 2) to identify confounding variables and formally 

measure them in the model, and 3) to make the simplifying assumption 

that the effects of unspecified confounding factors are negligible. 

This investigation used each of these three controls to reduce 

threat to internal validity, specifically the threat of spuriousness. 

Sex, age, education, ethnic origin, income and disability payment were 

included in the model as measures of background inducement. The 

variables of marital status, work/school involvement, diagnosis, number 

of years ill, number of years since diagnosis, number of other chronic 

illnesses, self help class attendance and time since class attendance 

were identified as potentially confounding variables not included in 

the model. 

The influence of six background variables in the model was 

tested as a part of the total model test as can be seen in equation 

five of Figure 10. Variables not in the model were tested for their 

spurious influence on self help. One way ANOVAs indicated that neither 
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marital status nor diagnosis category influenced self help scores. One 

way ANOVA of self help by work/school involvement did demonstrate 

difference in mean levels of self help (see Table 5). A t-test was used 

to test the effect of self help class attendance on self help. No 

signifi.cant difference was found. A correlation matrix (See Table 4, 

Inventory of Adult Role Behaviors) was generated to determine 

significant relationships between self help and number of years ill, 

number of years since diagnosis, number of other illnesses listed and 

time since self help class attendance. Only the weak correlation with 

number of other illnesses listed (r=-.2l: p<.OOl) was significant. 

The analysis was planned to include assessment of significant 

differences between respondents and nonrespondents. Any differences 

could add to the threat of selection and the interaction of selection 

on internal consistency. Results of this analysis are reported in 

Chapter 4 and discussed in Chapter 5. 

In summary, the assessed limitations of this study included 

uncontrolled or only partially controlled threats of mono operation 

bias, mono method bias, increased Type II error, imperfect measurement, 

random irrelevancies in study situation, random heterogeneity in 

sample, study focus on single point in time, spurious influence of the 

variables work/school involvement and number of other illnesses, and 

the spurious influence of variables found to be different between 

respondents and nonrespondents. 
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Sununary 

Chapter 3 presented the methodology. The study utilized a 

causal modeling approach. The causal format for framing alternative 

theories was discussed. Seven instruments and a demographic data form 

were used to collect the data. The major scaling methodology used was 

the visual analogue. Results of the reliability and validity assessment 

for the instruments were presented and discussed. The subject criteria 

and data collection protocol and analysis procedures employed in this 

study were also presented in this chapter. The procedures for assuring 

subject protection were presented. The chapter concluded with a 

discussion of study strengths and limitations. 



CHAPTER 4 

RESULTS OF DATA ANALYSIS 

The purposes of this study were to identify which of four com-

peting theories account for self help as an outcome of chronic illness 

experience and to generate an empirical model of self help that can be 

used to explicate self help as a learned response to chronic illness. 

Results of the data analysis to test the theoretical alternatives and 

to generate an empirical model of self help are presented in this chap-

ter. 

Results of the data analysis in testing the theoretical a1ter-

natives are presented in the following format: 1) description of return 

rate characteristics, 2) comparison of demographic characteristics of 

respondents and nonrespondents, 3) description of the sample, 4) test 

of the theoretical alternatives through regression a~a1ysis, 5) 

assessment of construct validity through predicti ve modeling, and 6 ) 

utilization of residual analysis to test for violations of the causal 

modeling assumptions and the statistical assumptions underlying the 

regression analysis. 

Description of Return Rate Characteristics 

Of the 786 delivered questionnaires, 280 completed forms were 

returned for a 36 percent return rate. Of the 506 nonrespondents, 66 or 

13 percent provided a reason for nonparticipation. Some returned 

113 
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uncompleted forms with attached letters or notes, some called the 

number provided and explained why they were unable to participate, 

while others gave their reasons when they were called during the three 

week follow up. Table 7 presents the range of reason categories and 

frequency the reason category was presented. Four potential respondents 

were recently deceased and four indicated they had been placed on the 

mailing list inappropriately. 

The 66 reasons for nonparticipation were organized into nine 

categories on the basis of common content theme. A nearly equal number 

thought themselves either too sick or not sick enough to be in the 

study. Another 12 were in the midst of other types of stress 

situations, ill family members or involved in moving. sixteen were 

either too busy with ongoing concerns or sufficiently uninterested in 

the study itself to take the time to complete the form. Twenty-six were 

involved in some form of stress event. 

seventy nonparticipants, or 14 percent, provided demographic 

information about themselves. Two of the 70 were drawn from the 280 who 

returned completed questionnaires as their missing data exceeded 30 

percent. The remaining 68 non respondents provided minimal demographic 

information during the telephone follow up. Information obtained was 

sex, age, major diagnosis, and location of residence. The Chi square 

statistic was used to determine if differences existed in participants 

and nonparticipants due to sex, major diagnosis and place of residence. 



Table 7. Frequency of Reasons Given for Non-participation 
(n=66) 

Reason Category and 
sample statements 

I'm·not sick enough 
"I have no chronic illness" 
"I'm not disabled" 
"I've been saved and I'm not sick anymore" 

I'm too busy 
"I'm too involved in other activities now" 
"My job keeps me too busy" 
"I've got too much else to do right now 

I'm not interested 
AI don't want to participate" 
"I'm not interested" 
"I don't like to think about my illness" 

others need me too much 
"My neice is very sick" 
"My daughter is ill" 
"My husband just had a stroke" 
"My husband is going into the hospital" 
"I have too many other nonmedical problems K 

I'm too sick 
"having surgery" 
"going to the hospital" 
"just out of the hospital" 
"I'm too depressed" 

I'm too old 

Subject death 

Moving 

I don't belong on your list 

TCYl'AL 

Frequency 

13 

4 

12 

6 

12 

3 
4 

8 

4 

66 

us 
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A t-test was used to determine differences in age between the two 

groups. 

No differences were found due to sex or residence. Significant 

differences were found relative to diagnosis and age. A one-sample chi

square test used to determine whether the frequency of disease diagno

sis categories differed between the two groups resulted in x2=17. 6 f 

df=7, significant at the .01 level. Those who responded to the study 

represented a more complete distribution of disease diagnosis 

categories than those who did not respond. Fifty-four of the 

nonrespondents had either rheumatoid or osteoarthritis. Thus, 78 

percent of the non respondents had one of two diagnosis. Sixty-two 

percent of the respondents listed rheumatoid or osteoarthritis as their 

diagnosis. Twenty-nine percent of the respondents listed lupus as their 

diagnosis while only 14 percent of the non respondents listed lupus. The 

remaining nine percent of the respondents were divided into four 

different disease categories while the remaining eight percent of the 

non respondents were divided into two disease categories. The t-test 

demonstrated significant mean age difference between respondents and 

nonrespondents (t=-3.8, df 331, p<.OOO). Nonrespondents were older than 

respondents. This finding was consistent with pilot test findings 

(Braden, 1985) that those who required extra help in completing the 

questionnaire were older than those who independently mailed returns. 
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Description of the Sample 

The sample for this study consisted of 278 subjects having a 

diagnosis of arthritis or an arthritic related condition. The subjects 

were unhospitalized and received a questionnaire booklet mailed to 

their home address. Completed booklets were returned to the College of 

Nursing by mail. Three subjects requested additional help in completing 

the questionnaire. The investigator made individual home visits to 

these subjects. Reasons given for the need for help were age, vision 

problems and severe hand deformity. Demographic data were obtained on 

all subjects. The data are presented in Appendix E. 

Demographic data on the 278 subjects indicated that the age 

range for subjects was 18 to 88 with a mean age of 57 years (Table 

E-l). Eleven (4%) subjects were under age 30: 28 (10%) were between 30 

and 39: 37 (14%) were between 40 and 49: 60 (22%) were between 50 and 

59: 79 (29%) were between 60 and 69: 50 (19%) were between 70 and 79; 

and 9 (2%) were over age 80. 

Thirty (11%) of the subjects were males. The male to female 

ratio of 1:12 indicated a higher ratio than the 1:8 ratio reflected in 

arthritis morbidity statistics. The distribution of ethnic origin also 

differed from known disease patterns with 234 (89%) White subjects, 18 

(7%) Hispanic subjects, 3(1%) Black subjects, 5 (2%) Native American 

subjects, and 3 (1%) Oriental or west Pacific Island subjects. 

The majority of the sample, 157 (57%), were married: 55 (20%) 

were separated or divorced and 64 (23%) were widowed or single ('I'able 

E-2). As in the pilot study, subjects were well educated with 167 (61%) 
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having had some college. Forty-six (17%) of these had a graduate or 

professional degree. Only 31 (11%) did not have a high school education 

(Table E-3). Income levels ranged from below $10,000 to above $60,000, 

with 57 (24%) below $10,000 and 15 (6%) above $60,000. The mean level 

of income was just under $20,000, with most subjects having income in 

the $10,000 to $19,999 range (Table E-4). Seventy-one (27%) of the 

sample received disability payments. More than half, 78 (68%), of the 

subjects did not work or go to school. Forty-five (17%) were involved 

in school or work on a full time basis and 24 (14%) worked or went to 

school part time. OVer 90 percent (253) of the sample were local 

residents, 16 (6%) resided elsewhere in the state and 10 (4%) lived out 

of state. 

The majority of the subjects (175, 62%), had a diagnosis of 

either rheumatoid or os teo arthritis. While rheumatoid arthritis was 

the most corranon diagnosis with 107 ( 38%) I lupus was the second most 

common with 81 (29%). Five subjects (2%) had a diagnosis of fibrocytis 

and one had a diagnosis of spondylitis. The remaining 16 (6%) listed 

arthritis related diagnoses that were not categorized. Most of these 

described their diagnosis as mixed connective tissue disease (Table 

E-5). The number of years ill ranged from zero to 68 years with a mean 

of 15 years. Five years of illness was the mode (Table E-6). The number 

of years since diagnosis ranged from zero to 51 with a mean of 12.7 

years. Two years since diagnosis was the mode (Table E-7). More than 

half the subjects, 165 (59%), indicated they had other chronic 

illnesses. The number listed ranged from one to nine (Table E-8). Of 
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the 278 subjects, 86 (33%) had attended self help classes. Of these, 60 

(41%) had attended classes more than three years ago. Eight (5%) had 

attended self help classes within the past twelve months. The majority, 

79 (54%) attended self help class less then three years ago but more 

than one year ago. 

In sununary, the average subject profile was a white female, 

between the ages of 50 and 59 years, married, with a diagnosis of 

rheumatoid arthritis, lupus or osteoarthritis. The average subject had 

some college education, did not work, did not receive disability 

payments and had an income between $10,000 and $19,999. The average 

subject was ill for 15 years with number of years since diagnosis being 

13 years, and had not attended self help classes. 

Relationships Among Demographic Variables 

Pearson correlation coefficients were computed to examine 

bivariate relationships among selected demographic variables. The 

correlation matrix is shown in Table 8. Sex, ethnic origin and class 

attendance were dununy coded as dichotomous variables, with female, non 

white and no self help class attendance categorized as positive. 

Selected demographic variables that were correlated with other 

demographic variables at the statistically significant probability 

level of p<.05 to p<.OOl are described. 

Criteria used in this study to evaluate strength of relation

ship were as follows. The magnitude of the relationship was considered 



Table 8. 

Dem:lgr~phic: 

Variables Age 

Age 1.000 

Sex 

Disability 
PayEnt 

Ethnic: 
origin 

Education 

Incaae 

Class 
Attendance 

Time Since 
Attend Class 

Nuniler Years 
III 

Nw1tIer Years 
Since Diagnosis 

tlmDer Other 
Illnesses 

* Significant at p<.05 
•• Significant at p<.01 

•• * Significant at p<.OOl 

Sex 

.0 
(273) 

1.000 

Pearson Correlation Coefficients For Demographic Variables 

Time since NImtler Years 
Disability Ethnic: Class Attend N\lnt)er Since 
payment origin Education Incane Attendance Class Years III Diagnosis 

-.17*** -.12* -.17** -.23** -.10* .23** .23** .25*** 
(262) (273) (270) (236) (253) (144) (232) (236) 

-.21*** ... 03 .04 .05 -.02 -.03 .03 -.00 
(266) (278) (275) (240) (257) (147) (236) (240) 

1.000 .17** -.02 -.15** .00 .03 .01 .00 
(266) (265) (2311 (248) (142) (226) (230) 

1.000 -.09 -.17** .01 .11 -.07 .00 
(275) (240) (257) (147) (236) (240) 

1.000 .26**~ -.11* -.08 -.01 .03 
(239) (2559 (146) (234) (238) 

1.000 -.02 -.24** -.07 -.12* 
(224) (132) (205 \ (207) 

1.00 -.01 .00 -.09 
(147) (226) (228) 

1.00 .06 .16* 
(236) (139) 

1.00 .87*** 
(223) 

1.00 

Nu:liler other 
Illnesses 

.23*** 
(232) 

.03 
(236) 

.01 
(226) 

-.07 
(236) 

-.01 
(234) 

-.07 
(205) 

.00 
(226) 

.06 
(133) 

.16** 
(236) 

.16** 
(240) 

1.00 

I-' 
N 
o 
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weak if the correlation coefficient was r~.40, moderate if the coeffi

cient was r~.40 to r~.65, and strong if the coefficient was r~.65 

(Huck, Cormier & Bounds, 1974). 

The only strong correlation was found between the number of 

years ill and numbers of years since diagnosis (r=.87). While the 

magnitude of the relationship was impressive, the relationship was 

expected and of little substantive interest. All other correlations 

were in the weak magnitude range but provided more substantively 

interesting relationships. Many of these correlations were 

statistically significant at the p<.05 level. 

Receipt of disability payments was statistically significant 

with younger (r=-.17), non white (r=.17), male (r=-.2l) subjects who 

had low income (r=-.17). Self help class attendance was statistically 

significant with older subjects (r=-.lO) having a higher level of 

education (r=-.ll). OVer all, older subjects had statistically 

significant less education (r=-.17), less income (r=-.23), longer time 

ill (r=.23), and greater numbers of other chronic illnesses (r=.23) in 

addition to the major diagnosis. 

In swmnary, one strong relationship and twenty statistically 

significant though weak relationships were found among the demographic 

variables. Several relationships were of sUbstantive interest as they 

provided descriptive information about those who had attended self help 

classes, about those who had received disability payment, and about 

those who were in the older age group. 
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Test of the Alternative Theoretical Models 

The initial purpose of this study was to identify which of four 

competing theories account for self help as an outcome of chronic 

illness experience. The specific aims of this study were to determine 

which set of theory tied hypothesis determined whether: 

1. perceived severity of the chronic illness had direct positive 

impact on intimate dependency reinforcers, self-induced sick 

role reinforcers, and/or cue-outcome independence reinforcers; 

2. perceived intimate dependency reinforcers, self-induced sick 

role reinforcers and/or cue-outcome independence reinforcers 

had a direct negative impact on enabling skill; a direct 

negative impact on self help, an indirect negative impact on 

self help when mediated by a reduction in enabling skill, and a 

direct negative impact on life quality; 

3. background inducements had direct impact on self help; 

4. perceived enabling skills had a direct positive impact on self 

help; and 

5. perceived self help had a direct positive impact on life 

quality. 

Regression analysis was used to test the predicted relationships 

addressed in the theory tied hypotheses. 

Examination for Multicollinearity 

High correlations among independent variables, multicolline

arity, can influence results obtainable by multiple regression analy

sis. The increased shared variance among variables can result. in atten

uated and unreliable regression coefficients between independent and 
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dependent variables. It is also possible that multicollinearity can 

prevent calculation of regression coefficients (Gordon, 1968). 

Correlation matrices demonstrating the relationship among study 

variables were examined for multicollinearity. Table 9 depicts the 

generated correlation matrix comparing major variables. The criterion 

level of r~.65 (Gordon, 1968) was used to determine multicollinearity. 

Variables representing background inducements were included on Table 8 

and discussed in the "Relationship Among Demographic Variables" section 

of this chapter. Table 10 depicts the correlation matrix generated to 

access multicollinearity of the three blocks of variables entering on 

the same Stage IV variable, self help. No independent variables 

entering together at any stage of the Self Help Model demonstrate 

correlation coefficients of r~.65. Multicollinearity was not evidenced 

at any stage in the Self Help Model. 

Multiple Regression Analysis 

The regression coefficient indicates the direction and magni

tude of the direct influence of a variable hypothesized as the cause of 

another variable, the effect variable (Asher, 1976). Because this study 

addressed the relative importance of variables, the standardized 

regression coefficients (B's) were reported. The B provides the same 

scale of measurement for the variables (Pedhazur, 1982). The adjusted 

R2 obtained from the regression analysis was used as the measure of 

explained variance for the effect variables. The adjusted R2 equalizes 

the influence of number of cases and allows for number of independent 

variables in the regression equation. Nie, Hull, Jenkins, Steinbrenner 



Variables SCI 

Severity of 1.00 
Chronic Illness 
(SCI) 

Square Root of 
Intimate Dependency 
Reinforcers (IDR) 

Square Root of Self 
Induced Sick Role 
Reinforcers (SISRR) 

Cue-outcorne 
Independence 
Reinforcers (COIR) 

Enabling Skill 
(ES) 

Self Help 
(SH) 

Square of Life 
Quality (~) 

** Significant at p<.Ol 

Table 9. Pearson Correlation Coefficients Between 
.Variables in the Self Help Model 

(N=278) 

IDR SISRR COIR ES 

.22*** -.02 .63*** -.05 

1.00 .28*** .13** -.19*** 

1.00 .06 -.32*** 

1.00 -.15** 

1.00 

*** Significant at p<.OOl 

SH III 
-.36*** -.37*** 

-.47*** -.34*** 

-.24*** -.13** 

-.34*** -.38*** 

.54*** .42*** 

1.00 .68*** 

1.00 

~ 

N 
~ 



Table 10. Pearson Correlation Coefficients Between Background Inducement Variables 
and stage II and stage III Independent Variables 

Background Inducement Block Variables 

stage II Disability Ethnic 
Block Variables Age Sex Payment Origin Education Income 

Square Root of .08 -.04 .24*** .01 -.09 -.29*** 
Intimate Dependency (273) (278) (266) (278) (275) (240) 
Reinforcers 

Square Root of Self .10* -.05 .02 -.05 -.12* -.08 
Induced Sick Role (273) (278) (266) (278) (275) (240) 
Reinforcers 

Cue~tcome -.16** .03 -.06 -.09 .05 .02 
Independence (273) (278) (266) (278) (275) (240) 
Reinforcers 

Stage III Block 
variable 

Enabling Skill -.04 .14* -.01 .09 .04 .06 
(273) (278) (266) (278) (275) (240) 

* Significant p<.05 
** Significant p<.OI 

*** Significant p<.OOI 

I-' 
tv 
V1 
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and Bend (1975) report the adjusted R2 as a more conservative estimate 

than the R2. The significance criterion level for the regression 

coefficients and explained variance measure was set at p<.05. 

Theoretical and empirical tests of the Self Help Model were 

conducted. The theoretical te~t consisted of determining model 

parameters by forced entry of variables in the order specified by the 

staged model. A stepwise multiple regression technique of regressing 

independent variables on dependent variables was used to generate an 

empirical model. The empirical model represents parameters determined 

by computer selection of which independent variables best explain the 

staged dependent variables. The theoretical model is presented first. 

The results are then interpreted relative to each alternative theory 

model tested in this investigation. Then, the empirical model is 

presented and interpreted relative to each of the four competing 

explanations for self help as a learned response to chronic illness. 

The theoretical and empirical models are compared. 

Self Help Theoretical Model. Six multiple regression equations 

were constructed for the self help theoretical model. Figure 11 depicts 

the parameters specified in the theoretical test. The equations tested 

were: 

IDR = SCI + e 

SISRR = SCI + e 

caIR = SCI + e 

ES = IDR + SISRR + caIR + e 

SH = ES + IDR + SISRR + caIR + EO + E + DP + I + A + S + e 



Stage I Stage II Stage III Stage IV Stage V 

Intimate Dependency: p-ng 

Reinforcers (IDR) B=-,31 

R
2
=.05 \ 

B=NS 

Severity'" B=NS;;. Self Induced Sick R~ B=-,29 .,. Enabling B=,44) S!lf B=,6~ife 
of Chronic Reinforcers (SISRR) Skill (ES) ;} He 1p Quality 

(SCI) ~~ , R2=,50 R2=,48 
Illness R2=NS \ R2= 12 l(SH) (LQ) 

~ ~ , 

Cue-Gutcome Independence p - 4~ 

Reinforcers (COIR) R -.k' 

R2=,39 

Background Inducements 

Ethnic Origin (EO) p-nq ~ 
Education (E) B=.12 
Disability Payment B-NS / 
Income ( I ) B=NS J 

Age (A) B-NS 
Sex (S) B=NS 

B = Standardized Regression 
Coefficient 

NS = Non Significant 

Figure 11. Theoretical Model: Factors Influencing the Learning of a 
Self Help Response to Chronic Illesss (N=278) 

I-' 
IV 
-....J 



Figure 11, continued 

structural Equations: 

11.1 lDR = (.22)SCl + e 
11.2 SlSRR = (NS)SCl + e 
11.3 COlR = (.63)SCl + e 
11.4 ES = (NS)lDR + (-.29)SlSRR + (-.12)COlR + e 
11.5 SH = (.44)ES + (-.31)lDR + (NS)SlSRR + (-.24)OOlR + NS(EO) + (.12)E + (NS)DP + 

(NS)A + (NS)S + e 
11.6 10 = (.61)SH + (NS)lDR + (NS)SlSRR + (-.17)OOlR + e 

~ 
I'V 
co 
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LQ = SH + IDR + SISRR + + COIR + e 

In the first three equations (11.1, 11.2, 11.3) the Stage I 

variable, severity of chronic illness, was regressed on each of the 

Stage II variables; intimate dependency reinforcers, self-induced sick 

role reinforcers and cue-outcome independence reinforcers. The results 

are shown in Figure 11. Two of the three equations met the 

statistically significant criterion level. Equation 11.2, severity of 

chronic illness on self-induced sick role reinforcers indicated the 

lack of direct relationship between the two variables (B=NS; R2=NS). 

Equation 11.1, severity of chronic illness on intimate dependency 

reinforcers, supported a direct, weak positive relationship between the 

two variables (B=.22; R2=.05). Equation 11. 3, severity of chronic 

illness on cue-outcome independence reinforcers, supported a direct, 

2 strong positive relationship between the two variables (B=.63; R =.39). 

The Stage II variables were regressed on the Stage III 

variable, enabling skills, in the fourth equation (11.4). There was no 

significant relationship between intimate dependency reinforcers and 

enabling skill (B=NS; R2=NS). Self-induced sick role reinforcers 

evidenced a weak direct negative relationship (B=-.29) with enabling 

skill; while cue-outcome independence reinforcers evidenced a weak 

direct negative relationship (B=-.12) relationship with enabling skill. 

These two variables accounted for twelve percent of the variance in 

enabling skill (R2=.12). 

The fifth equation (11.5) represents entry of three blocks of 

independent variables on the variable, self help. Enabling skill, the 
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stage III variable, was entered first, evidencing a strong positive 

relationship (B=.44) with self help. The three stage II variables were 

entered second on the Stage IV variable, self help. Self-induced sick 

role reinforcers were not significantly related to self help (B=NS). 

Intimate dependency reinforcers evidenced a weak negative relationship 

(B=-.31) with self help as did cue-outcome independence reinforcers 

(B=-.24). The last block of independent variables entered represent the 

background inducements; ethnic origin (EO), education (E), disability 

payment (DP), income (I), age (A), and sex (S). Of these variables only 

education evidenced a significant relationship with self help. The 

relationship between education and self help was a weak positive 

association (B=.12). Together the variables of enabling skill, intimate 

dependency reinforcers, cue-outcome independent reinforcers and 

education explained 50 percent of the variance in self help (R2=.50). 

Table 11 depicts the contribution of each independent variable on self 

help. 

The sixth equation (11.6) represents entry of two blocks of 

independent variables on the variable, life quality. Self help, the 

Stage IV variable, was entered first, evidencing a strong positive 

relationship (B=.6l). The Stage II variables; intimate dependency rein

forcers, self-induced sick role reinforcers and cue-outcome indepen

dence reinforcers; were entered on life quality in the second step. 

Only cue-outcome independence demonstrated a significant relationship 

with life quality. This relationship between the two was a weak 

negative association (B=-.17). Self help and cue-outcome independence 



Table 11. Relative Contribution of Each independent Variable Entered on Self Help 
in Test of Self Help Theoretical Model 

(N=278) 

Dependent Variables: Self Help (SH) 

Independent variable Mulitple FR2 R2 Adj~sted 
in Order of Entry Beta R Change Change F R 

Enabling Skill (ES) .44*** .54 93*** .29*** 93*** .29*** 

Intimate Dependency -.31*** .65 55.4*** .14*** 85*** .42*** 
Reinforcers (IDR) 

Self Induced Sick .02 .65 .19 .00 57*** .42*** 
Role Reinforcers (SISRR) 

Cue-outcorne Independence -.24*** .69 20.6 .05*** 51.3*** .47*** 
Reinforcers (COIR) 

Ethnic Origin (EO) -.07 .70 6.1** .01** 43.2*** .48*** 

Education (E) .12** .71 7.8** .02** 38.4*** .49*** 

Income (I) .10 .72 3.3 .00 33.7** .50*** 

Age (A) .05 .72 1.5 .00 29.8*** .50*** 

Sex (S) .03 .72 .9 .00 26.5*** .50*** 

Disability payments (DP) -.06 .72 1.5 .00 24.1*** .50*** 
I-' 

** Significant at p<.Ol *** Significant at p<.OOl w 
I-' 
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accounted for 48 percent of the variance in life quality. Table 12 

depicts the contribution of each independent variable on life quality. 

Instrumental Passivity Theory Theoretical Model. The findings 

from the theoretical test of the six. theoretical model equations were 

interpreted relative to each of the alternative theory models tested in 

this investigation. Figure 12 presents findings relative to the 

Instrumental passivity Theory Model. The hypotheses connected with this 

model were: 

1. The greater the severity of chronic illness at a given point in 

time, the greater the exposure to intimate dependency rein

forcers; 

2 a. The greater the exposure to intimate dependency the less the 

enabling skill; or 

b. The greater the exposure to intimate dependency reinforcers, 

the greater the likelihood of no relationship between intimate 

dependency reinforcers and enabling skills; 

3 a. If a negative relationship exists between intimate depend

ency reinforcers and enabling skill, a positive relationship 

will exist between enabling skill and self help; or 

b. If no relationship exists between intimate dependency rein

forcers and enabling skill, there will be no relationship 

between enabling skills and self help behaviors; 

4. The direct negative relationship between intimate dependency 

reinforcers and self help is a stronger relationship than the 



Table 12 • Relative Contribution of Each Independent Variable Entered on 
Life Quality in Test of Self Help Theoretical Model 

(N=278) 

Dependent Variables: Self Help (SH) 

Independent variable Mulitple FR2 R2 
in Order of Entry Beta R Change Change F 

Self Help (SH) .61**: .68 239.8*** .46*** 239.8*** 

Intimate Dependency -.04 .68 .3 .00 119.8*** 
Reinforcers (IDR) 

Self Induced Sick .03 .68 .6 .00 80.*** 
Role Reinforcers (SISRR) 

CUe-outcome Independence -.17*** .70*** 13.1*** .02*** 65.9*** 
Reinforcers (COIR) 

*** Significant at p<.OOl 

Adj~sted 
R 

.46*** 

.46*** 

.46*** 

.48*** 

J-' 
W 
W 
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of Chronic 
Illness 

Reinforcers (IDR) Skill (ES) Help Quality 

(SCI) 
R2=.05 R2=NS (SH) -(LQ) 
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Background Inducements 

Ethnic Origin (EO) B=NS , 
Education (E) B=.12 / 
Disability Payment B-NS ' 
Income (I) B=NS I 

Age (A) B=NS 
Sex (S) B=NS ; 

B = Standard Regression Coefficient 
NS = Non Significant 

Figure 12. Theoretical Model: Instrumental Passivity Theory Factors Influencing 
the Learning of a Self Help Response to Chronic Illnes 

(N=278) 

I-' 
W 
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indirect effect of intimate dependency reinforcers through 

enabling skills; 

5. The potency of historical inducements will have no influence on 

self help behaviors; and 

6. The greater the exposure to intimate dependency reinforcers, 

the lower the life quality. 

Hypothesis one predicted a stropg positive relationship between 

severity of chronic illness and intimate dependency reinforcers. The 

relationship was demonstrated ,in the predicted positive direction; 

however, the association was weak (B="22) with an explained variance in 

intimate dependency reinforcers of five percent (R2=.05). 

Hypothesis two contained two alternative predictions; a) a 

negative relationship between intimate dependency reinforcers and 

enabling skill, or b) no relationship between intimate dependency 

reinforcers and enabling skill. This second alternative was supported. 

No significant relationship was found between the stage II variable, 

intimate dependency reinforcer, and enabling skill (B=NS). 

Hypothesis three had alternative predictions, a) if a negative 

relationship existed between intimate dependency reinforcers and 

enabling skill, a positive relationship would exist between enabling 

skills and self help; or b) if no relationship existed between intimate 

dependency reinforcers and enabling skill there would be no relation

ship between enabling skills and self help behaviors. Neither alterna

tive was supported. No relationship existed between intimate dependency 

reinforcers and enabling skill, therefore alternative 3b should have 
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been evidenced. However, a moderate positive relationship between 

enabling skill and self help was found (B=.44). Table 11 indicates that 

enabling skill contributed 29 percent of the total variance in self 

help (R2 change=.29). 

Hypothesis four predicted a direct negative relationship 

between intimate dependency reinforcers and self help that would be 

stronger than an indirect relationship of intimate dependency 

reinforcers through enabling skill. This hypothesis was not supported. 

Intimate dependency reinforcers did have a moderate negative direct 

relationship (B=-.3l) with self help; however, as seen in Table 11, it 

accounted for less variance in self help (R2=.14) than the variance 

accounted for by enabling skill (R2=.29). 

The fifth hypothesis stated that there will be no relationship 

between background inducement variables and the stage IV variable self 

help. One background inducement variable, education, demonstrated a 

weak positive relationship with self help (B=.12). The variable, 

educatinn, explained two percent of the total variance in self help 

(R2=.02). This was a small but significant (p<.Ol) amount of explained 

variance. Although the relationship between education and self help was 

weak, hypothesis five of the Instrumental Passivity theory was not 

supported. 

The sixth hypothesis, the greater the exposure to intimate 

dependency reinforcers, the lower the life quality, was not supported 

(B=NS) • 
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Self Induced Dependency Theory Theoretical M~. Figure 13 

presents findings relative to the Self Induced Dependency Theory Model. 

The hypotheses connected with this model were: 

7. The greater the severity of chronic illness at a given point in 

time, the greater the exposure to self induced sick role rein

forcers; 

8. The greater the exposure to self induced sick role reinforcers, 

the less the enabling skill; 

9. A positive relationship existed between enabling skill and self 

help: 

10. The greater the exposure to self induced sick role reinforcers, 

the lower the self help: 

11. The direct negative relationship between sick role reinforcers 

and self help is a stronger relationship than the indirect 

effect of sick role reinforcers through enabling skills: 

12. The greater the potency of historical inducements the greater 

the influence on self help: and 

13. The greater the exposure to self induced sick role reinforcers 

the lower the life quality. 

Hypothesis seven predicted a strong positive relationship 

between the Stage I variable, severity of chronic illness and the Stage 

II variable, self induced sick role reinforcers. No relationship was 

found between the Stage I variable and this Stage II variable (B=NS). 

Hypothesis eight, predicting a negative relationship between 

self induced sick role reinforcers and enabling skill, was supported. 



stage I stage II Stage III stage IV stage V 

B=NS r---- -- B=NS --~----1 

I + 
Severity B=NS >- Self Induced Sick Role B=-.29 .... Enabling B=.44> Self B=.61>Life 
of Chronic Reinforcers (SISRR) Skill (ES) Help Quality 
Illness R2=NS R2= 10 (SH) (LQ) 
(SCI) • n 2_ ~, R2=.46 

Background Inducements 

Ethnic Origin (EO) >.rLUJ I 

Education (E) B=.12 
Disability payrnent __ 2B~-~N~S ____________________________ ~ 
Income (I) B NS 
Age (A) B=NS 
Sex (S) B NS 

B = Standard Regression Coefficient 
NS = Non Significant 

Figure 13. Theoretical Model. Self Induced Dependency Theory Factors Influencing 
the Learning of a Self Help Response to Chronic Illness 

(N=278) 
I-' 
W 
co 
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These two var iables evidenced a weak association in the predicted 

negative direction (B=-.29). Self induced sick role reinforcers 

explained ten percent of the variance in enabling skill (R2=.lO). 

Hypothesis nine predicted a positive relationship between 

enabling skill and self help. This prediction was supported (B=.44). As 

seen in Table 11, enabling skill contributed 29 percent of the total 

explained variance in self help (R2=.29). 

Hypothesis ten, predicting a negative relationship between self 

induced sick role reinforcers and self help was not supported (B=NS). 

Hypothesis eleven, predicting that the direct relationship between self 

induced sick role reinforcers and self help would be stronger than the 

indirect effect through enabling skill, was not supported. As seen in 

Table 11, the indirect relationship by way of enabling skill accounted 

for 29 percent of the total variance in self help (R2 change=.29) while 

sick role reinforcers contributed nothing to the explanation of self 

help (R2 change=.OO). 

Hypothesis twelve, predicting association between historical 

inducements and self help, was minimally supported by one weak associa

tion between education and self help (8=.12). Education (Table 11) 

accounted for only two percent of the total variance in self help (R2 

change=.02). 

Hypothesis thirteen, predicting a negative relationship of self 

inducing sick role reinforcers and life quality, was not supported 

(B=NS) • 
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Learned Helpless Theory Theoretical Model. Figure 14 presents 

the findings relative to the Learned Helplessness Theory model. The 

hypotheses connected with this model were: 

14. The greater the severity of chronic illness at a given point in 

time, the greater the exposure to cue-outcome independence 

reinforcers; 

15. The greater the exposure to cue-outcome independence rein

forcers, the less the enabling skill; 

16. A positive relationship exists between enabling skills and self 

help; 

17. The greater the exposure to cue-outcome independence rein

forcers, the less the perception of self help; 

18. 'l'he direct negative relationship between cue-outcorne independ

ence reinforcers and self help is a stronger relationship than 

the indirect effect of cue-outcome reinforcers through enabling 

skills; 

19. The greater the potency of historical inducements, the greater 

the influence on self help; and 

20. The greater the exposure to cue-outcome independence rein

forcers, the lower the life quality. 

Hypothesis fourteen, predicting a strong positive relationship 

between severity of chronic illness and cue-outcome independence, was 

supported. The strong positive relationship (B=.63) accounted for 39 

percent of the variance in cue-outcome independence (R2=.39). 



Stage I Stage II Stage III Stage IV Stage V 

B=-.17 

Severity B=.63 
of Chronic 
Illness 

r-- B;'-. 24 \ 

.. cue-ou~e B=-.12 .. Enabling 8=. 44 ~lf 8=.61 .. Life 
Independence Skill (ES) Help Quality 

(SCI) 
Reinforcers (OOIR) R2- 02 (SH) (LQ) 

R2=.39 -.;' R2=.36 R2=.48 

Background Inducements 

Ethnic Origin (EO) B=NS I 

Education (E) B=.12 
Disability Payment __ ~B~=~N~S~ ______________________________ ~ 
Income (I) B=NS 
Age (A) B=NS 
Sex (S) B=NS 

B = Standard Regression Coefficient 
NS = Non Significant 

Figure 14. Theoretical Model. Learned Helplessness Theory Factors Influencing 
the Learning of a Self Help Response to Chronic Illness 

(N=278) 
t-' 

"'" t-' 
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Hypothesis fifteen, the greater the exposure to cue-outcome 

independence reinforcers, the less the enabling skill, was minimally 

supported by a weak relationship between the stage II variable and 

stage III variable (B=-.12; R2=.02). 

Hypothesis sixteen from the learned helplessness theory was the 

same as hypothesis nine from the self induced dependency theory. The 

relationship of enabling skill and self help was supported (B=.44). 

Hypothesis seventeen, predicting a negative relationship 

between cue-outcome independence reinforcers and self help, was 

supported by a weak association (B=-.24) in the predicted direction. As 

seen in Table 11, cue-outcome independence contributed five percent to 

the explanation of self help (R2 change=.05). 

Hypothesis eighteen was not supported. The direct relationship 

between cue-outcome independence and self help was weaker (B=-.24; R2 

change=.05) than the indirect linkage by way' of enabling skill (B=.44; 

R2 change=.29). 

Hypothesis nineteen from the learned helplessness theory was 

the same as hypothesis twelve from the self-induced dependency theory. 

The relationship between background inducements and self help was 

weakly supported by the relationship of education to self help (B=.12; 

R2 change=.02). 

Hypothesis twenty, predicting a negative relationship between 

cue-outcome independence and life quality was supported by a weak 

relationship in the predicted direction (B=-.17). As can be seen in 
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Table 12, cue-outcome independence accounted for two percent of the 

variance in life quality (R2 change=.02). 

Learned Resourcefulness Theory Theoretical Model. Figure 15 

presents the findings relative to the Learned Resourcefulness Theory 

Model. The hypotheses connected with this model were: 

21. The greater the severity of the chronic illness at a give point 

in time, the greater the exposure to disruptive reinforcers, 

e.g., intimate dependency, self induced sick role and cue

outcome independence reinforcers: 

22 a. The greater the exposure to disruptive reinforcers, the 

greater the enabling Skill: or 

b. There is minimal though significant relationship between 

disruptive reinforcers and enabling skills: 

23. A positive relationship exists between enabling skills and self 

help. 

24. Disruptive reinforcers has minimal or no effect on self help: 

enabling skill would account for greater explanation of self 

help than feedback linkages from the disrupting reinforcers to 

self help: 

25. The greater the potency of historical inducements the greater 

the influence of self help: and 

26. Disruptive reinforcers have minimal or no effect on life 

quality: self help will account for greater explanation of life 

quality than feedback linkages from the disrupting reinforcers 

to life quality. 
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Reinforcers (IDR) B--,31 
2_ \ B=NS 

R -.05 / B=NS \\ \ \ 

/ '\ 
Severity' B=NS)o Self Induced Sick Role B=-.29 > Enabling B=.44,) Self B=.61) Life 
of Chronic Reinforcers (SISRR) Skill (~ES) Help Quality 
Illness R2=NS /R2=.12 ~ ?/SH) (LQ) 

(SCI) """ A / I R2=.50 R2=.48 

Cue-outcome Independence'~ / / / / / I B-- .17 
Reinforcers (COIR) 7 7 7 ~r) 

R2=.39 

Background Inducements 

Ethnic Origin (EO), __ B!=!.=""N""s"---__________ ....J 

Education (E) B=.12 
Disability Payment __ ~B~=~N=S _________________________ ~ 
Income (I) B=NS 
Age (A) B=NS 
Sex (S) B=NS 

B = Standardized Regression 
Coefficient 

NS = Non Significant 

Figure 15. Theoretical model. learned Resourcefulness Theory Factors Influencing 
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Hypothesis twenty-one, predicting that severity of chronic 

illness would have a positive relationship with each of the disruptive 

reinforcers; intimate dependency reinforcers, self induced sick role 

reinforcers and cue-outcome independence reinforcers, was supported in 

two of the three specified relationships. Severity of chronic illness 

was positively associated with intimate dependency reinforcers (B=.22) 

and with cue-outcome independence reinforcers (B=.63). Severity of 

chronic illness was not related to self induced sick role reinforcers 

(B=NS). 

Hypothesis twenty-two had two alternative predictions; either a 

positive relationship between disruptive reinforcers and enabling skill 

or a minimal though statistically significant negative relationship 

would exist. The second alternative was supported by the minimal 

negati ve relationship between self induced sick role reinforcers and 

enabling skill (B=-.29) and cue-outcome independence reinforcers and 

enabling skill (B=-.12). Intimate dependency reinforcers were not 

related to enabling skill (B=NS). The two variables, self induced sick 

role reinforcers and cue-outcome independence reinforcers, together 

accounted for twelve percent of the variance in enabling skill 

2 (R =.12). 

Hypothesis twenty-three was the same as hypothesis nine from 

the self induced dependency theory and hypothesis sixteen from the 

learned helplessness theory. The relationship of enabling skill and 

self help was supported (B=.44). 
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Hypothesis twenty-four, predicting a minimal or no influence of 

disruptive reinforcers on self help and a strong positive relationship 

of enabling skill to self help, was supported. Table 11 demonstrates 

that the disruptive reinforcers of intimate dependency reinforcers 

(B=-e3l) and cue-outcome independence reinforcers (B=-.24) contributed 

19 percent of the variance in self help (R2 change=.14 and .05, 

respectively), while enabling skill (B=.44) contributed 29 percent of 

the total variance (R2 change=.29). 

Hypothesis twenty-five was the same as hypothesis twelve from 

self induced dependency theory and nineteen from learned helpless 

theory. The relationship between background inducements and self help 

was weakly supported by the relationship of education to self help 

(B=.l2; R2 change=.02). 

Hypothesis twenty-six, predicting a minimal or no influence of 

disruptive reinforcers on life quality and a strong positive relation

ship of self help to life quality, was supported. Table 12 demonstrates 

that the disruptive reinforcer of cue-outcome independence (B=- .17) 

contributed two percent of the variance in life quality (R2 change=.02) 

while self help contributed 46 percent of the total variance in life 

quality (R2 change=.46). 

Predictions Held in Common 

Hypothesis twenty-seven, predicting a positive direct relation

ship between self help and life quality, was held in common by all four 

alternative theories. This prediction was supported by a strong 
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positive relationship (B=.63) that contributed 46 percent of the 

explained variance in life quality (R2 change=.46). 

Generation of the Self Help Empirical Model 

An empirical self help model was.generated from the data using 

stepwise multiple regression at each stage of the model. Figure 16 

shows the empirical model. Five structural equations resulted from 

the following operations: 

1. stepwise entry of severity of chronic illness on 

a. intimate dependency reinforcers, 

b. self induced role reinforcers, and 

c. on cue-outcome independence reinforcers: 

2. stepwise entry of intimate dependency reinforcers, self induced 

sick role reinforcers and cue-outcome independence reinforcers 

on enabling skill: 

3. stepwise entry of enabling skill, intimate dependency rein

forcers, self induced sick role reinforcers, cue-outcome 

independence reinforcers and each of the six specified back

ground inducements on self help, and 

4. stepwise entry of self help, intimate dependency reinforcers, 

self induced sick role reinforcers and cue-outcome independence 

reinforcers on life quality. 

The resulting structural equations were: 

lDR = (.22)SCl + e 

OOlR = (.63)SCl + e 

ES = (-.3l)SlSRR + (-.13)COlR + e 
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Figure 16, continued 

structural Equations: 

16.1 IDR = (.22)SCI + e 
16.2 COIR = (.63)SCI + e 
16.3 ES = (-.31)SISRR + (-.13)COIR + e 
16.4 SH = (.44)ES + (-.34)IDR + (-.24)COIR + (.13)E + (-.ll)EO + e 
16.5 10 = (.63)SH + (-.17)COIR + e 
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SH = (.44)ES + (-.34)IDR + (-.24)COIR + (.13)E + (-.ll)EO + e 

10 = (.63)SH + (-.17)COIR + e 

The first equation explained five percent of the variance in 

intimate dependency reinforcers, while the second equation explained 39 

percent of the variance in cue-outcorne independence. The third equation 

explained 11 percent of the variance in enabling skill. Table 13 shows 

the order of entry and relative contribution of each independent 

variable to explanation of self help. The total explained variance 

resulting from the fourth equation was fifty percent. The last equation 

included variables that influenced life quality. Self help entered the 

equation first (B=.63) explaining 46 percent of the variance in life 

quality (R2 change=.46) and cue-outcome independence reinforcers 

entered second (B=-.17) explaining two percent of the variance in life 

quality (R2 change=.02). The two variables together explained 48 

percent of the variance in life quality. 

Generated Alternative Theory Models 

The four specific alternative theory tied models resulting from 

the generation of the self Help Empirical Model were essentially 

unchanged from those discussed in the theory model section. The only 

change of note was the addition of ethnic origin as a significant weak 

predictor (B=-.ll; R2 change=.Ol) of self help in the empirical model. 

Hypotheses test results matched those discussed in each model's 

theoretical test section. 



Table 13. Order of Entry and Relative Contribution of Each Independent 
Variable Entering by stepwise Regression on Self Help 

(N=278) 

Dependent Variables: Self Help (SH) 

Independent variable Mulitp1e FR2 R2 
in Order of Entry Beta R Change Change F 

Enabling Skill (ES) .44*** .54 92.9*** .29*** 92.9*** 

Intimate Dependency -.34*** .65 55.4*** .14*** 85.2*** 
Reinforcers (IDR) 

CUe-0utcome Independence -.24*** .69 20.6*** .05*** 68.6*** 
Reinforcers (COIR) 

Education (E) .13** .70 8.6** .02** 55.5*** 

Ethnic origin (EO) -.11* .71 5.2* .01* 46.1*** 

* Significant at p<.05 
** Significant at p<.Ol 

*** Significant at p<.OOl 

Adj~sted 
R 

.29*** 

.42*** 

.47*** 

.49*** 

.50*** 

f-' 
U1 
t-' 
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stinchcombe (1968) provides a method for comparing the results 

of multiple tests of theories, whereby empirical data is used to 

estimate the credibility of the theory. Table 14 uses Stinchcombe's 

comparative tactic to demonstrate the relative credibility of the four 

theories. The data from the theoretical and empirical tests does not 

support the instrumental passivity theory. Two of seven hypotheses 

(hypotheses 1 and 2b) had support with the support for hypothesis 1 

being weak. 

The self induced dependency theory had three of seven 

hypotheses (hypotheses 8, 9 and 12) supported. Two of these hypotheses 

(8 and 12) were weakly supported. Two of the supported three hypotheses 

(9 and 12) were not unique to the self induced dependency theory. Table 

14 indicates that hypotheses 9, 16 and 23, and hypotheses 12, 19 and 

25, were shared by three of the four theories. The credibility of the 

self induced dependency theory was uniquely supported by only one weak 

finding (hypothesis 8). 

The learned helplessness theory was supported in six of seven 

hypotheses. Four of these hypotheses (15, 17, 19 and 20) were weakly 

supported. One hypothesis (14) was strongly supported. Two of the six 

supported hypotheses were not unique to the learned helplessness 

theory. The learned helplessness theory was uniquely supported by three 

weak findings (hypotheses 15, 17, and 20), and one strong finding 

(hypothesis 14). 
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Learned resourcefulness theory received support for all six 

hypotheses. Two of the hypotheses (21 and 22b) were supported by data 

that demonstrated two of three specified relationships. one hypothesis, 

not unique to the theory, was weakly supported (hypothesis 25) while 

another nonunique hypothesis (hypothesis 23) was supported at the same 

level as two other theories. The critical test indicated by hypotheses 

4, 11, 18, and 24 demonstrated support for the learned resourcefulness 

theory. The theory demonstrating the most credibility was the learned 

resourcefulness theory. 

Match of Theoretical and Empirical Models 

The theoretical and empirical models were matched to determine 

which theory related hypotheses generated the factors that accounted 

for self help as a learned response to chronic illness experience. In 

terms of specific factors, the regression analysis revealed the 

following: 

1. Perceived severity of the chronic illness had direct positive 

impact on intimate dependency reinforcers and cue-outcome 

independence reinforcers; 

2. Perceived self induced sick role reinforcers and cue-outcome 

independence reinforcers had a direct negative impact on 

enabling skill; intimate dependency reinforcers and cue-outcome 

independence reinforcers had a direct negative impact on self 

help with cue-outcome independence reinforcers having both a 

direct negative impact on self help and an indirect negative 

effect when mediated by a reduct~on in enabling skill; cue 
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outcome independence also had a direct negative impact on life 

quality; 

3. The background inducements of education and ethnic origin had 

direct impact on self help; 

4. As predicted, perceived enabling skills had a direct positive 

impact on self help; and 

5. Perceived self help had a direct positive impact on life 

quality. 

The primary purpose of the study, to identify which of four 

competing theories accounted for self help as an outcome of chronic 

illness experience, was met through the regression analyses. Learned 

resourcefulness theory factors best accounted for the self help 

response. 

The second purpose, to generate an empirical model of self help 

that could to be used to explicate self help as a learned response to 

chronic illness, was also met. While factors from one particular 

theory, learned resourcefulness, were found to more credibly account 

for the self help outcome when compared with factors identified by 

other theories, some significant factors from other theories also 

contributed to the explication of self help. The combination of these 

factors into one model provided the parameter estimation of the Self 

Help Model. 

The Self Help Model demonstrated that the greater the 

perception of illness severity the more individuals were exposed to 

dependency reinforcers in their intimate environment and the more they 
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experienced uncertainty about their illness. The more individuals 

assumed a sick role and preferred not to have a great deal of health 

information shared with them, the less they perceived themselves as 

having enabling skills. The more uncertainty experienced in the illness 

the less their perception of enabling skill. Enabling skills did 

increase self help as did education level. Having both dependency 

reinforcers in the intimate environment and uncertainty about the 

illness tended to reduce self help. Nonwhites also had less self help. 

Those who were involved in adult role activities, including self care, 

had higher life quality, however, those who had uncertainty about their 

illness had less life quality. 

construct Validity through Predictive Modeli~ 

The construct validity for the variables was assessed through 

predictive modeling in which the regression coefficients were used to 

determine the existence and direction of relationships between 

variables (Hinshaw, 1978). If relationships between variables were 

found to exist as predicted and if the direction of the relationships 

was as predicted, initial construct validity was established. The 

predicted relationships are shown in Figure 11. Figure 16 depicts the 

relationships that were upheld. 

Initial construct validity for severity of chronic illness, 

intimate dependency reinforcers, cue-outcome independence reinforcers, 

enabling skill, self help and life quality was established based on the 

consistency of empirical support for the predicted relationships. The 

construct of self induced sick role reinforcers was minimally supported 
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by the data. only one relationship of the predicted four relationships 

was supported. It was possible that self induced sick role reinforcers 

as measured by a desire for the least possible level of health related 

information inadequately represented the construct of self induced sick 

role reinforcer. 

Residual Analysis 

Residual analysis is an integral part of the theoretical model 

test using causal modeling (Hinshaw, 1984; Neter and Wasserman, 1974). 

Residual analysis provides an assessment of the power of a theoretical 

framework by estimating the degree to which causal modeling and 

statistical assumptions have been upheld. This study included residual 

analysis to test for violation of causal modeling and statistical 

assumptions underlying multiple regression. 

Causal Modeling Assumptions 

Three assumptions underpin causal modeling: 1) all major 

variables influencing the dependent variable are in the model, 2} the 

relationships in the model are linear and additive, and 3) the 

residuals, error terms, from one equation are uncorrelated with 

residuals from other equations in the model (Asher, 1976; Ferketich & 

Verran, 1984; Hinshaw, 1984). 

The model explained 50 percent of the variance in self help and 

48 percent of the variance in life quality. Assumption one was violated 

to the extent self help and life quality were not explained. one or 

more additional variables were likely left out of the model. The Sd 
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portion of the self help model had only 12 percent of its variance 

explained. It was this portion of the model that most required 

additional variable specification. Neter and Wasserman (1974) note that 

models that can be improved materially by adding one or more indepen

dent variables cannot be said to be "wrong". They go on to say that 

only a few of the factors operating on any dependent variable in rea1-

world situations can be explicitly induced i.n a regression model. 

The second assumption of linear relationships was assessed by 

examining a residual plot generated for each equation. Neter <lnd 

Wasserman (1974) indicate the determination of whether a linear 

regression function is appropriate for the data can be made from 

studying a scatter diagram of the data with the fitted regression 

function plotted on it, or by plotting equation residuals against the 

independent variables. The second approach to the assessment of a 

linear relationship was used in this study. 

curvi1inearity was found in the residual plots. 

No evidence of 

The third assumption, uncorre1ated error terms of model 

equations, was assessed indirectly by examining the data for testing 

multicollinearity (Tables 8, 9 & 10). As none of the independent 

variables entering at the same stage were highly correlated with each 

other, it was assumed their residuals were not highly correlated. 

The major violation of the causal modeling assumption was 

specification of the model at the sd portion. The model may have been 

under specified at Stage IV and Stage V. It was possible, however, that 

methodological effect, rather than mis-specification of the model, was 
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responsible for the findings. Further investigation is required before 

definitive conclusions about the source of error can be reached. 

Multiple Regression statistical Assumptions 

The regression statistic is based on the following assumptions: 

1. The mean of the residuals is zero 
. 

2. The residuals are normally distributed. 

3. The variance evidences homoscedasicity, equal variance of 

residuals at all points of the predicted dependent variables. 

4. The residuals are not correlated; one residual does not 

influence the value of another residual. 

5. The independent variables in the equation are fixed. 

6. The independent variables are measured without error (Asher, 

1976; Verran & Ferketich, 1984). 

The first four assumptions were examined directly through 

residual analysis including graphic analysis of residuals. The assump-

tion of fixed independent variables was investigated indirectly as a 

part of the analysis of independence of the residuals. The sixth 

assumption of no measurement error in the independent variables was 

evaluated on the basis of reliabili~y estimates for the visual analogue 

scales. Reliability estimates (Table 3 in Chapter 3) of internal con-

sistency evidenced measurement error. However, as the scales met the 

minimum criterion level for establishing reliability, the sixth assump-

tion was violated minimally. 

A preliminary residual analysis was done to confirm the effect 

of the three non-normally distributed variables, intimate dependency 
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reinforcers, self induced sick role reinforcers, and life qualit.Yr as 

reported in Chapter 3. Residual analysis confirmed that inclusion of 

the untransformed variables in regression equations resulted in viola

tion of normal distribution of the residuals and of homoscedasticity. 

Subsequently, a root transformation was used to correct the positive 

skew in intimate dependency reinforcers and self induced sick role 

reinforcers. A power transformation was used to correct the negative 

skew in life quality. The following residual analyses represent use of 

the transformed variables. Residual analysis was then conducted only on 

the five equations that resulted in statistically significant 

regression coefficients and explained variance measures. Appendix F 

contains the histogram plots of standardized residuals, the normal 

probability plots and the standardized scatter plots generated for each 

of the five equations. 

The residual analysis demonstrated residual means of zero for 

each of the five equations. The histogram plots and normal probability 

plots demonstrated normality in four of the five equations. Equation 

one [IDR = (.22}DCGS + e] continued to demonstrate a slightly non-normal 

distribution (Figures F-l, F-2). As the standardized scatter plot 

(Figure F-3) for equation one demonstrated equal variance the slight 

positive skew in the residuals represented little threat to statistical 

violation. All scatter plots represented homoscedasticity and lack of 

correlation in the residuals. 

The standardized residuals against predicted life quality 

scatter plot generated from the fifth equation [102 = (.62}SH + 
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(-.17)COIR + e] appeared to demonstrate a violation of the independence 

and the fixed independent variable assumptions (Figure F-15). In order 

to validate independence of the residuals and fixed independent 

variables, a Pearson correlation matrix was generated comparing the 

standardized residuals, residuals and predicted values of the 

independent variables. The (r=.OOO) demonstrated no significant 

relationship. In summary, no significant statistical assumption 

violations were evidenced in the residual analysis. 

sununary 

The initial purpose of this study to determine which of four 

competing theories accounted for self help as an outcome of chronic 

illness experience was accomplished. Learned resourcefulness theory was 

the most credible of the four theories. 

The second purpose, to generate a model of self help that could 

be used to explicate self help as a learned response to chronic 

illness, was also accomplished and reported. The Self Help Model 

demonstrated significant relationships at all five stages. No major 

variables were dropped. The Self Help Model explained 50 percent of the 

variance in self help and 48 percent of the variance in life quality. 

This chapter contained a description of the sample on which the 

theoretical model was tested. The sample of N=278 represented a 36 

percent return rate. Some sources of selection bias were discussed. 

Results of the regression analysis testing both theoretical and 

empirical models were presented. Construct validity for the six major 

variables was assessed through predictive modeling and the findings 



162 

discussed. The theoretical and empirical models matched in their 

predicted relationships. 

The chapter ended with results of the residual analysis 

utilized to test violations of causal modeling and of the statistical 

assumptions. No violations of causal modeling or of statistical 

assumptions were evident. 



CHAPTER 5 

INTERPRETATIONS, IMPLICATIONS AND RECOMMENDATIONS 

Findings from the data presented in the previous chapter are 

discussed relative to limitations, methodological issues, theoretical 

issues, and implications for nursing theory construction and nursing 

practice. Recommendations for further study are presented. 

Interpretation of Limitations 

The limitation section of Chapter 3, Methodology, systematic

ally discussed this study's limitations in terms of Cook and campbell's 

(1979) prioritized validity issues for research undertaken for the 

purpose of theory testing. Threats to construct validity of cause or 

effects, statistical conclusion validity and internal validity were 

assessed. Many validity threats were well controlled; however, threats 

to construct validity of cause or effects due to mono-operation bias 

and mono-method bias; threats to statistical conclusion validity due to 

random irrelevancies in the study situation and random heterogeneity in 

the sample, and threats to internal validity due to selection bias and 

interactions with selection bias, were not fully controlled. 

The influence of selection bias was potentially demonstrated in 

the described characteristics of the sample. Under-representation of 

minority groups, under-representation of males, and over representation 

163 
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of educated subjects relative to known disease morbidity patterns was 

evident. The high non-response rate of 64 percent could be considered 

the cause of the non-representativeness. Erdos (1983) states that "no 

mail survey can be considered reliable unless it has a minimum of 50 

percent response, or unless it demonstrates with some form of 

verification that the non respondents are similar to the respondents" 

(p. 144). 

Demographic 

selected 13 percent 

information was available 

of the non-respondents. 

on a non-randomly 

Comparison between 

respondents and non-respondents on the variables of sex, age, major 

diagnosis and residence indicated significant differences between 

groups on age and major diagnosis. Reason for not completing the 

questionnaire was also available for 13· percent of the non-respondents. 

No specific pattern for not completing the questionnaire was evident; 

however, the finding that 26 (39%) excuses involved stress events; self 

sickness, family sickness or moving; led to the speculation that those 

under stress could have been potentially under-represented. While 

non-respondents were likely more similar than dissimilar to the 

respondents, no definite conclusion about their statistical similarity 

could be assumed. 

Given the potential of biased selection, random irrelevancies 

in the study situation and random heterogeneity in the sample, ques

tions could be raised about drawing misleading conclusions from this 

investigation. The three systematic response bias forms commonly 

associated with failure to control the selection threat are need for 
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approval, yeasaying/naysaying and trait desirability (Gove, 1982). 

While these threats to statistical conclusion validity and internal 

validity were of concern, they did not necessarily compromise achieve

ment of study purposes. 

Gove (1982) reports that sociologists have long been concerned 

about response biased data derived from self reports and that response 

bias is one of the most fundamental issues confronting sociologists. 

Nursing research literature also reflects this concern (Hinsahw, 1981). 

The issue is not whether there are respondent effects in a given data 

collection process, because such "compromise and slippage in a clinical 

nursing research project is a natural consequence of the numerous field 

conditions" (Hinshaw, 1981, p. 109), but whether the respondent effects 

form a systematic pattern distorting relationships between variables. 

The assumption is usually made that respondent effects are not system

atic but rather act as random noise (Gove, 1982). Literature provides 

considerable evidence that a number of factors affect respondent 

response and that many of these factors have the potential to seriously 

distort observed relationships between an independent and a dependent 

variable. Figure 17 illustrates the problem, whereby variables causing 

response bias distort the observed relationship. Variables causing 

response bias can work to either cancel out the effects of response 

bias or to amplify the degree of response bias. 



Variables causing 
Response Bias 

I RBV 
~ , , 

" , , , , , 
" Independent _____________ ....;~~~ Dependent 

Variable Variable 
Xl 

Figure 17. Distortion of the Observed Relationship 
Between an independent and a Dependent Variable 
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Gove (1982) uses the example of the respondent with little 

education tending to under report undesirable factors due to a need for 

approval and to over report relatively desirable factors. Gove (1982) 

states that these two sources of bias will tend to counter balance each 

other while sources of bias that have parallel effects will amplify the 

degree of response bias. One method of estimating the amount of 

response bias is to test for impact of the dependent variable on the 

measure of response bias, the dotted line in Figure 17. An analysis of 

the amount of distortion caused by the response bias variable would be 

overestimated to the extent the dependent variable had an impact on the 

response bias variable. This method of estimating the actual amount of 

distortion caused by response bias variables has led to some rethinking 

of the actual seriousness of response bias. 

In a series of studies investigating response bias in measure

ment of mental health (Dohrenwend, 1966: Phillips & Segal, 1969: Gove & 

TUdor, 1973: Clancy & Gove, 1974: Gove & Geerken, 1977), and measure

ment of crime (Hendelang, 1978), Gove (1982) found that the issue of 

response bias was less serious than had been assumed. Gove and Geerken 

(1977) demonstrated that the three common response biases of need for 

approval, yeasaying/naysaying, and trait desirability were related to 

the mental health outcome variables and to most of the demographic 

variables. Their results further indicated that the response bias vari

ables had very little impact on any of the predicted relationships. 

They concluded that these sources of response bias did not act system

atically to invalidate any of the patterns of observed relationships 
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between various indicators of mental health and common demogt"aphic 

variables (Gove & Geerken, 1977). 

Gove (1982) indicated that age was commonly found to be a 

demographic variable having the strongest relationship with response 

bias variables in studies having mental health as the dependent 

variable. To the extent age was controlled for in the analysis, the 

already small effects of the response bias variables were also 

controlled. Thus, if age was indeed a significant source of difference 

between respondents and non-respondents in this investigation, having 

controlled for the effect of age by including it in the Self Help Model 

should have reduced the response bias effects due to selection threats 

to internal validity. Other similar response bias effects were 

similarly controlled by inclusion of other demographic variables in the 

Self Help Model. Those background variables that did impact on self 

help demonstrated weak relationships and small explanations of 

variance. 

The problem of having a non-representative sample due to a 

large non-response percentage can also be diminished by the recognition 

that the original sampling frame list was somewhat non-representative 

of the general population of individuals having an arthritis or arthri

tis related diagnosis. The list represented individuals who had had 

same self initiated or health care system directed contact with a com

munity based agency offering self help services. Thus, the respondent 

characteristics of male-to-female ratio, ethnicity profile and educa

tion level, while not representative of a general population of 
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individuals diagnosed with arthritis or an arthritis related condition 

were likely representative of those who have had contact with a com

munity based agency providing self help services. This study's results 

were not meant to be generalized to a population outside of that repre

sented in the sampling frame. Due to the extent of the non-response, 

however, results could not be generalized to the sampling frame. 

Results could be generalized to the theory or to the Self Help Model 

only to the extent that they can be replicated. Huck, Cormier and 

Bounds (1974) define Type V error as relying on a single research 

design to sanctify results without replication. To avoid Type V error, 

this investigation's results represented only the first of a series of 

studies that will investigate the specified Self Help Model relation

ships. only after results have been replicated in a variety of situa

tions under different and hopefully more fully controlled situations 

can the results be said to be generalizable to the theory of self help 

as a learned response to chronic illness experience. 

Interpretation of the Findings 

Methodological Issues 

Five modified and two newly developed instruments were used in 

this study. Initial supportive estimates of reliability and validity 

were established for six of these visual analogue scales; the Disease 

Course Graphic Scale, the Reliance Scale, the Mishel uncertainty in 

Illness Scale, the Self Control Schedule, the Inventory of Adult Role 

Behavior, and the Index of Well-Being. The decision to modify scales to 
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a visual analogue format appeared to be supported. The data evidenced a 

wide spread of indi vidual response potential allowing for increa'sed 

sensitivity. 

Construct validity was not supported for the Health Opinion 

Survey Information Subscale (HOSI) due to lack of predicted relation

ships. Cronbach and Meehl (1955) provide three possible interpretations 

for the absence of evidence establishing construct validity of a 

measure. The reasons are: 1) the instrument does not index the intended 

construct: 2) the theoretical model is incorrectly specified, and 3) 

measurement error resulting from the methods used to test theoretically 

derived relationships. The first two interpretations, particularly the 

first, will be discussed in the following theroetical issues section. 

The third interpretation, measurement error, was considered unlikely. 

The reliability estimates for all model variables met criterion 

standards for internal consistency. One moderate relationship did 

emerge as predicted between the var iable indexed by the HOSI and 

enabling skill. Therefore, the amount of measurement error was not 

believed sufficiently great to alter other variables and their 

relationships in the theoretical model. 

One of the strongest methodological contributions of this 

investigation was the demonstration of the efficiency of alternative 

theory testing as a means of eliminating alternative theories and 

generating new theory. Stinchcombe (1968) describes the basic logical 

process of science as one involved in elimination of alternative 

theories by competitive investigation of as many empirical consequences 
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of each theory as is practical. The utility of the crucial experiment 

or critical test was also demonstrated by this study. The crucial 

experiment as described by Stinchcombe (1968) is a description of a set 

of observations that would decide between two or more alternative 

theories, any of which according to present knowledge are quite 

possible explanations. The critical test incorporated in this study 

allowed determination of the learned resourcefulness theory as the most 

credible single theory explicator of the self help response. The 

testing of four different explanations for the self help response 

resulted in generation of a new Self Help Model that based its explica

tion of self help on complimentary factors found significant across the 

four theories. 

Theoretical Issues 

The primary purpose of this study was to identify which of four 

competing theories accounted for self help as an outcome of chronic 

illness experience. The data indicated that the learned resourcefulness 

theory was the most credible of the four theories. However, factors 

specified by the learned helplessness theory also demonstrated credi

bility. The deciding critical test between these two theories was the 

amount of explained variance in self help due to either a direct nega

tive relationship of uncertainty with self help or due to an indirect 

path through reduction in enabling skill. The indirect path demon

strated that enabling skill, while slightly reduced by uncertainty, 

still mediated the negative impact of uncertainty on self help. These 
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findings support Rosenbaum's (1983c) assertion that in certain respects 

learned resourcefulness is the antithesis of learned helplessness. 

Both learned helplessness theory and learned resourcefulness 

theory have focused on the explanation of depression (Seligman, 1975, 

1981: Rosenbaum & Merbaum, In Press). The learned helplessness model 

has sought to identify the environmental contingencies and cognitive or 

attribution styles that lead to depression while the learned 

resourcefulness model has sought to identify behavioral skills that 

interfere with depression development despite situational and cognitive 

variables that might induce depression. 

Both learned helplessness and learned resourcefulnes theories, 

as well as two other theories, were incorporated into the Self Help 

Model to facilitate identification of factors that could explain self 

help as a learned outcome of chronic illness experience. While factors 

from one theory, the learned resourcefulness theory, emerged as more 

credible than factors from any single other theory, the data did 

evidence factors from the other theories that were significant. These 

additional factors worked like those of the learned helplessness model 

to identify environmental and intraperson contingencies that led to a 

reduction in self help while the learned resourcefulness factors 

demonstrated the mediating skills that worked to enhance self help. 

Despite the emergence of a single most credible theory, the 

phenomenon of self help was better understood by incorporating 

complementary relationships depicted in the empirically generated Self 

Help Model (Figure 16). The generation of this model accomplished the 
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second purpose of this study, a Self Help Model that explicates self 

help as a learned response to chronic illness. 

Rosenbaum and Ben-Ari (In Press) have reported on a series of 

studies directed to investigate the role of self control processes in 

learned helplessness studies assessing differential reactions to uncon

trollable outcomes. Their work provides further insights into how the 

Self Help Model functions. The Self Help Model deals with the result of 

day -to-day exposure to uncontrollability or noncontingency between 

disease related cues and response outcomes. For those whose chronic 

illness is in an active phase, the experience could be seen as one of 

uncontrollable failure. For those who are in remission, the experience 

could be seen as one of uncontrollable success. 

Carver and Scheier (1982) noted that exposure to uncontrollable 

outcomes sometimes leads to giving up responses and at other times to 

reassert ion responses. Results from Rosenbaum and Ben-Ari (In Press) 

suggest that following uncontrollable failure, highly resourceful 

subjects will show reassertion responses when tested on a frustrating 

task, but low resourceful subjects, under the same circumstances, 

exhibit giving-up responses. Rosenbaum and Ben-Ari (In Press) 

discovered that in uncontrollable failure conditions, those who had 

high levels of resourcefulness reported having more task oriented 

thoughts dur ing the experience than did those who had low levels of 

resourcefulness. These patterns evidence the influence of learned 

resourcefulness during exposure to noncontingency and in subsequent 

exposure to further failure experience. The influence of learned 
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helplessness was also evidenced by the giving up response following 

exposure to noncontingency. Rosenbaum and Ben-Ari (In Press) conclude 

that the learned resourcefulness model accounted for subjects' self 

reactions during exposure to uncontrollability while the learned 

helplessness model accounted for generalization of helplessness 

following exposure to uncontrollability. The Self Help Model as a 

means of assessing ongoing response to continued uncontrollability 

likely incorporates both self response aspects, the self help and the 

helplessness response. 

In conditions of uncontrollable success low resourceful 

subjects, who had received positive feedback about their performance, 

exhibited reassertive responses on frustrating tasks while the 

performance of highly resourceful subjects was indistinguishable from 

subjects in a non feedback condition (Rosenbaum & Ben-Ari, In Press). 

After being exposed to success experience, low resourceful subjects who 

had received positive feedback about their performance, performed 

insol veable tasks with the same high levels of moti vation and goal 

directed behavior as highly resourceful subjects following failure 

experience. Those who are already highly resourceful may be spurred 

into action when threatened by failure, while those who have low 

resourcefulness may only be spurred into action when provided with high 

rates of positive feedback following success (Roenbaum & Ben-Ari, In 

Press) • 

In terms of the Self Help Model, those who had well developed 

enabling skills and who had experienced remission in their chronic 
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illness represented those in the high resourcefulness uncontrollable 

success category. They would perceive less severity in their illness, 

be less exposed to disruptive reinforcers, but would also not be cued 

to activate their enabling skills. As a result, the explained 

association between disrupting reinforcers and enabling skills was 

minimal or nonexistent for these subjects. 

Those subjects who had few enabling skills and who had 

experienced remission in their chronic illness, uncontrollable success, 

could, only with exposure to positive reinforcers rather than the 

disrupti ve reinforcers represented in the Self Help Model, increase 

enabling skills. As a result, the explained association between 

disruptive reinforcers and enabling skill was minimal or nonexistent 

for this group. The same would be true for those subjects having low 

resourcefulness and uncontrollable failure experience. In their 

circumstance the disruptive reinforcers would be associated with an sd 

that cued helplessness rather than the specified enabling skill that 

cues self help. This investigation's finding of a weak relationship 

between cue-outcome independence reinforcers and enabling skill appears 

to have been a reflection of only those subjects who had high 

resourcefulness and who were experiencing uncontrollable failure or 

exacerbation of disease symptoms. 

For the self help model to more fully account for the factors 

influencing a self help outcome, there is a need to identify what 

positive reinforcers enhance self help behavior in those having low 

resourcefulness. Rosenbaum and Ben-Ari (In Press) suggest that the 
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effects of external positive reinforcement are mediated by subjects' 

learned resourcefulness; those having low resourcefulness benefit more 

and highly resourceful subjects benefit less from external positive 

reinforcement. For example, past research (Simons, Lustman, Wetzel & 

Murphy, 1985) suggests that low resourceful subjects may benefit more 

from treatment programs that focus on control by external agents. 

Mishel's theory of uncertainty in illness suggests that structure 

providers such as physician credibility, social support and education, 

and stimuli frames of symptom pattern, event congruence and event 

familiarity reduce the state of uncertainty (Mishel & Braden, 1986). 

Mishel's work may provide variables that act as external sources of 

positive reinforcement for those having low resourcefulness in 

uncontrollable success situations. These external reinforcers could 

work by giving pattern to symptoms and congruence and familiarity to 

events in the health care system. 

During times of disease activity, when uncontrollable failure 

occurs, individuals already having enabling skills are cued by the 

increased disease severity and disrupting reinforcers to reassert their 

enabling skills, maintaining self help. Those not having a repertory of 

enabling skill are cued by the increased disease severity and 

disrupting reinforcers to display helpless behavior. For the Self Help 

Model to more fully account for the factors influencing a helplessness 

outcome, there is a need to identify what Sd triggers the helplessne'ss. 

The Sd, enabling skill, depicted in the Self Help Model cues self help, 

not helplessness. Rosenbaum and Ben-Ari's (In Press) findings suggest 
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that further challenges by insolveable or frustrating events serve as 

cues for task withdrawal for those having low resourcefulness. The 

research literature on response to multiple stressors may provide 

variables that act as an sd for helplessness in individuals having low 

enabling skills. 

The Self Help Model variables of intimate dependency reinfor

cers and self-induced sick role reinforcers had some significant rela

tionships that could contribute to explication of a self help response 

to chronic illness. The amount of perceived reliance on others 

increased with increased perception of disease severity. And the more 

subjects perceived their reliance on others, the less they perceived 

themselves as being instrumentally involved in adult role activities. 

Reliance on others for transportation and particularly reliance on 

others for financial support contributed the most to a perception of 

being dependent. 

It is of theoretical importance to note that perception of 

reliance was most influenced by circumstances that offered few options 

for utilization of those assistive devices not requiring the presence 

of another person. Individuals who made use of facilitative aids such 

as wheelchairs to increase mobility, did not perceive themselves as 

reliant on others relative to those day-to-day functions or activities 

usually handled by adults alone. 

Perception of dependence can perhaps be better conceptualized 

by researchers interested in the effects of dependency as forced reli

ance on other persons rather than on need to use aids to accomplish 
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daily living tasks. This study's conceptualization of dependency as 

excluding reliance on assistive devices was based on findings from the 

pilot study (Appendix C). The pilot study recommendation for reconcep

tualizing dependency provided this study with a clearer picture of the 

perception of dependency, reducing specification error. 

Self-induced sick role reinforcers had one significant rela

tionship in the Self Help Model. The less the desire for information 

from health care providers, the less the perception of enabling skill: 

however lack of desire for health information was not related to per

ceived self help. Some question existed about the construct validity of 

this variable. It was possible that desire for little information 

should have been specified referencing a concept other than self 

induced sick role; for example, a background inducement trait concept 

of cognitive style as discussed by Miller and Mangan (1983). Recent 

formulations by Miller and Mangan (1983) assert that information 

seeking behavior reference cogntive style. In this circumstance, the 

data would suggest some background influence variable not specified in 

the model could have been referenced by information seeking behavior. 

The background inducement variable of information seeking behavior 

would be specified as having a negative relationship with enabling 

skill. While the Self Help Model interpreted the relationship between 

desire for information and enabling skills in terms of low desire (high 

score on Health Information Subscale) predicting lower perception of 

enabling skill, the reverse interpretation could also have been 
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highlighted. Those who desired information (low score on the Health 

Information Subsca1e) perceived higher enabling skill. 

The Self Help Model has a capacity for testing trait based 

theories that was not utilized in this, investigation. Further work 

needs to be done to explore which trait theories could provide further 

explication of self help response. In addition to Miller and Mangan's 

(1983) work on cognitive style, Rotter's (1966) 'work on internal versus 

external locus of control could provide for theory tied variable 

specification in the background influence portion of the Self Help 

Model. It would also be possible to competitively test the personality 

trait approach with interactionist approaches to determine which would 

contribute more to the explanation of the self help response. Despite 

much contradictory evidence, some researchers (Bahnson, 1980, 1981) 

continue to link personality characteristics with chronic illness 

outcomes. A research program of competitive theory testing could 

eventually resolve the reoccurring hypothesis that personality factors 

lead to physical disease. 

The Self Help Model also has the potential to clarify the 

causal mechanisms that link physical health to well being. The full 

seven stage model depicted in Figure 7 could be tested by use of a 

longitudinal design. The reciprocal relationships specified between 

Stages V and VI and between VI and VII could evidence the influence of 

increased life quality on reduced perception of disruptive reinforcers 

and subsequently reduced perception of disease severity. As stated in 

Chapter 2, the testing of reciprocal relationships is important in 
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light of the need to improve specification of theories that attempt to 

explain recurrent behavior. 

The Self Help Model was sufficiently supported in this initial 

test to provide a basis for further theory testing exploration. 

Interpretation of the findings relative to theoretical issues, while 

requiring caution in making definitive conclusions, generated a wealth 

of theory building material for future research projects. 

Implications for Theory Construction 

The predicted and unpredicted findings from this study are use

ful for further theory development and testing. Several modifications 

of the Self Help Model were proposed in the theoretical issues raised 

by this study. other modifications are expected to emerge as additional 

scientifically based information becomes available on the variables 

investigated by this study and on the chronically ill population 

addressed by this study. Modifications, as proposed, have the potential 

to add to the explained variance in self help and in life quality as 

well as add to nursing knowledge through elimination of noncredible 

theories. Further testing would also generate new aspects of the Self 

Help Model that are particularly relevant for clinical nursing 

practice. 

Implications for Clinical Nursing Practice 

Green, et al. (1977) asserted a need for researchers to look at 

the applicability of self help education for various population groups, 

to determine the limits of self help and to develop standardized evalu-
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ation measures, behavioral outcomes and cost effectiveness/cost benefit 

analysis. Better understanding of the essential nature of self help as 

a response to chronic illness experience is necessary to accomplish 

these needs. 

Existing nursing theory, specifically Orem's self care theory, 

fails to concisely specify variables and relationships that explain the 

phenomenon of recurrent behavior from an interactional rather than a 

trait based perspective. Nurses who are designing self help programs, 

and who are caring for the chronically ilIon an in-patient or 

out-patient basis need research findings that provide them with 

concrete actions. Intervention with trait based phenomena requires long 

term and usually intensive one-to-one therapy. Most nurses do not 

practice in arenas allowing this type of intervention. Research 

findings tied to theories that explicate ongoing interactive processes 

are more fruitful sources of program planning as well as individually 

focused care. 

The finding of learned resourcefulness theory as a credible way 

to explain the self help response as a learned response to chronic 

illness links this study to other studies that have explored clinical 

implications of learned resourcefulness. For example, the Self Control 

Schedule (SCS) has been shown to reliably differentiate those having 

low resourcefulness from those having high resourcefulness in 

populations under treatment for depression and epilepsy (Rosenbaum, 

1983a). Moreover, studies (Rosenbaum, 1983b; Rosenbaum & Ben-AXi, In 

Press; Rosenbaum & Jaffe, 1983; Rosenbaum & Palmon, 1984; Rosenbaum & 
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Rolnick, 1983) have demonstrated differential response to aversive 

stimuli, e.g., pain, of those having low resourcefulness versus those 

having high resourcefulness. 

Some clinical treatment suggestions have been proposed by 

investigators on the basis of research findings. Simons, et al. (1985) 

suggest that learned resourcefulness as assessed by the SCS could be 

used to match the right treatment to the right patient. In their study, 

highly resourceful subjects who were clinically depressed benefitted 

more from cognitive-behavior therapy than did low resourceful patients. 

The reverse was true for use of medications. Those demonstrating low 

resourceful behavior made more gains against depression when treated 

with drugs. Based on findings of a study of helplessness and resource

fulness in coping with epilepsy, Rosenbaum and Palmon (1983) suggest 

further research to determine if epileptics having a low level of 

resourcefulness, whose seizure frequency is low to medium, could 

benefit from training in self control skills in order to reduce the 

adverse consequences of seizures on their adjustment. Their existing 

findings suggest such training would be successful (Rosenbaum & Palmon, 

1983) • 

If the learned resourcefulness theory continues to demonstrate 

credibility in future investigations of the Self Help Model, the cred

ibility of proposed treatment regimens suggested by other discipline 

directed research of learned resourcefulness will increase. Treatment 

approaches established by nurses should not only be based on theory 

tied research, but could also serve as the basis for further testing of 
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theory implications. Such nursing based treatment and research programs 

then contribute to a growing body of knowledge that, while having the 

unique perspecti ve of nursing, also provide useful cross discipline 

information. 

As it continues to develop through future investigations, the 

Self Help Model would provide another source of clinically relevant 

knowledge. This current study, while not to be taken as conclusive 

evidence, did provide some clinically relevant insights that, with 

further study, could provide direction for nursing intervention. For 

example, the distribution of responses on the Reliance Scale, indicated 

that transportation and financial support were the two items that 

contributed most to a perception of being dependent on others. These 

two areas represented situations having few alternatives to being 

dependent on others. Private transportation aids include especially 

equipped vans or cars. The city bus line has few routes utilizing buses 

having wheelchair access. The public subsidized handicapped transport 

service has a reputation for unreliability, long waits and limited 

access. The public streets have few routes providing safe use of 

motorized wheelchairs or three-wheeled motorized carts. 

There were also few alternatives for achieving financial 

independence. Those who received disability payment also perceived 

themselves as relying on others (see Table 10) (r=.24; p<.OOl). Thus, 

receipt of disability income did not appear to be a good alternative 

for reducing perceived reliance on others. Involvement in at least part 

time employment or school appeared as a viable alternative needing 
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further public and private support. Those who had part time involvement 

in either work or school had the highest mean perception of self 

help. However, opportunities for part time employment for those with 

disability are limited. Recent reductions in special education programs 

have also reduced the possibility of school attendance. 

These findings support the need for nurses to be actively 

involved in policy level decisions in order to improve the health 

status of the chronically ill. Those areas of daily living that could 

be independently maintained by use of aids, such as wheelchairs, 

special utensils, grooming aids, etc, demonstrated the positive effects 

of individually oriented assistive devices. However, two areas of daily 

living requiring some corranunity system level aid for maintenance of 

independence demonstrated a gap of service. Nurses need to be involved 

in pushing for corranunity system changes that promote independence as 

well as being involved in pushing the use of assistive devices with 

individual patients or with patient groups. 

It was also further noted that access to public settings did 

not emerge as an item promoting reliance on others. It is possible that 

past corranunity efforts, stimulated by policy decisions to provide 

access to public facilities have worked to reduce a perception of being 

dependent in this particular daily living situation. 

Another clinically relevant insight provided by this study's 

results was the strong positive relationship between self help and life 

( 2_) quality B=.6l, R -.46. The pilot test for this study also 

demonstrated this relationship (B=.71; R2=.5l) despite use of a less 
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reliable measure of life quality. With the shift of assessing disease 

impact-in terms of outcomes other than morbidity and mortality, nurses 

have more potential to demonstrate the effectiveness of their care. 

Life quality has long been an outcome of interest to nurses with many 

of the profession's contemporary standards incorporating improvement of 

life quality as an ir~rtant goal of nursing. 

Self help promoting interventions have also been an 

increasingly more important part of nursing activities. This is 

especially true in times of shortened hospital stays and increased 

focus on home care. Being able to demonstrate that improved self help 

does improve life quality provides clinical nurses with means to 

document the effectiveness of their self help promoting activities. 

Further work in this direction can make it easier for nurses to 

demonstrate to other health care professionals and to the lay public 

what it is nurses do to improve the lives of their patients. The Self 

Help Model itself as it continues to be developed, can aid in 

identification of specific interventions that will increase self help 

and life quality. 

While this study's results are far from meeting the needs 

identified by Green, et ale (1977), the study does offer a beginning 

place for clinical nurses to seek further explication of the self help 

response to chronic illness. 



186 

RecoITU1lendations 

Several recommendations for future research were suggested 

based on the findings of this study. Replication of the study with a 

more representative sample is necessary before results can be 

generalized to the theoretical model. Replication with a larger sample, 

over 400, would allow the use of structural equation analysis, LISREL, 

that would provide a level of significance for comparing competitive 

theories' effectiveness. The use of a longitudinal design would allow 

the testing of all seven stages and provide information about the 

relationship between health status and well being. Such information can 

support nursing's involvement in self help promoting interventions as 

well as provide a basis for improving intervention effectiveness. 

The test of all seven stages of the Self Help Model needs to 

incorporate the use of different types of measures for concepts. Liter

ature supports a relationship between physiological states and emo

tional states. The direction of the relationship is less clearly 

identified; however, it is probable that the relationship is bi

directional. The Self Help Model allows for testing of this possible 

bi-directional relationship if alternative physiological status 

measures are used to index severity of chronic illness. It is also 

possible that differential physiological states are connected with high 

resourcefulness and with low resourcefulness or that different physio

logical states are connected with enabling skill, the sd for self help, 

and the yet to be identified sd for helplessness. Much work remains to 
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investigate the reliability and validity of alternative ways to measure 

model variables, particularly physiological indices. 

Concerted effort needs to be made to reduce mono-method and 

rnono-operation bias. In addition to the·suggested use of physiological 

measures, it might also be possible to investigate Self Help Model 

linkages in an observational-operant designed study. Rosenbaum and 

Ben-Arile (In Press) findings indicate that highly resourceful subjects 

who received negative feedback at training attempted more trials to 

solve insolvable puzzles at a lesser time per trial than did low 

resourceful subjects under the same condition. An observational-operant 

designed study of patient-health care provider interaction about a 

specific health problem and subsequent self care behavior of the 

patient could provide alternatiVe method and operation approaches to 

the study of self help response. 

Other aspects of the Self Help Model need to be investigated. 

Questions such as: What external positive reinforcers facilitate a self 

help response by association with the sd of enabling skill? What 

discriminant stimulus is actually associated with disrupting 

reinforcers to cue helplessness behavior? What personality traits, if 

any, interfere with a self help response? What personality traits, if 

any, promote a self help response? What theory tied background 

inducements influence self help? require both inductive and deductive 

approaches to identify relevant variables and to specify relationships 

within the Self Help Model. 
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The viability of testing multiple theories within a single 

model needs to be further examined. Are there identifiable limits to 

this approach? If so, what are they and how can they be addressed? The 

use of visual analogue as the major response format also needs to be 

investigated. The visual analogue, while relatively easy for adult 

respondents to use required an immense amount of investigator time to 

code. The use of computer sensitive response sheets could reduce coding 

time. 

It would have been useful to increase the efficiency of the 

study by reducing the respondent's time involvement. Much work remains 

to reduce the number of items required for assessment of an 

individual's self help response to chronic illness. Factor analysis 

could facilitate this process and also provide additional construct 

validity support for the model's variables. In addition, the construct 

of self induced dependency reinforcers needs to be studied to correct 

further misspecification. 

Summary 

The primary purpose of this study was to identify which of four 

competing theories best accounted for self help as an outcome of 

chronic illness experience. The theory of learned resourcefulness 

emerged as the most credible theory. The second purpose of this study 

was generation of an empirical model of self help that could be used to 

explicate self help as a learned response to chronic illness. This 

second purpose was accomplished by inclusion of all factors found to 
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have statistically significant impact on self help perception. The 

findings of the study were also interpreted in terms of limitations, 

theoretical issues and methodological issues. Implications were 

presented relative to theory construction and clinical nursing 

practice. Finally, recommendations for further research were suggested 

in relation to theory construction and instrumentation. 
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THE UNIVERSITY OF ARIZONA 
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20" EAST SPEEDWAY 
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COLLIGI 0' "IDII:I'I. 
DI\'IIIO'" O. IUTOIATIYI NIDII:I!tC1 

FebrUAZ"J 21. 1986 

Tou _y have 1:'ecent17 received informatioa about chaDI" ia th. DiY1lloa 
of ae.toutiv. Medicine (Souttll, .. t Arthritu Cct.r). BDvever. OlW thiD! 
hal Dot chanaed. our coatlnued iDter .. t in l ... m1q lIOn about the chronic 
i11n .... experi.~De. and our duire to find bett.r vay. to help ind1vlduale 
thTOl.\lh thi •• xp.1:'lenc.. 'l'b1 •• tudy 1. d.a1ped to proY1de health can 
pt'Of ••• loaala rith kDov1.dl. that c.n 1) iDcr .... their underat.ndlal aDd 
2) h.1p th_ provide .erv1c •• that fit your nee~. 
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C.rri. Jo Braden. RN. PhDC. the iDve.tll.tor cSlrectlna the follov1DI .tudy 
.bout the .elf-h.1p 1:' .. p~. to chrcm1e I1ln .... xperieac •• hu particip.ted 
:I.D •• veral .elf-h.lp prolr ... off.red throuah the CeDter. Sh. coatiDua. to 
keep e108e tia. vlth ue .nd inteada .tudy R.ult. to be uaed fo1:' our eli.ata' 
ba.Ut. We .ncDUnle 10U to rud the to11ov1n1 iAfor.tion .bout the nudy 
.nd to help improve p.tieDt .erv1c .. th1:'OUlh p.nlcip.t1oD in the .tud7. 

Should you vaDt to b. In the atudy but have qUHtlona or D.ed .... lIUDC. 
in coII!p1etiaa the foru. you MY call 325-01.51 b.w.a the houra of 9 •••• 
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the phODe riDa .. the per.oa aDlliveriq i. vh.elcha11:' bound. 

If 70U choose to help UA pl .... ntUnl your c:amp1eted questionnaire la the 
acloNd addr .... d envelop. rithln three vaaks. CArri. will be _kiA, 
follov-up call. after thr .. v.eka to tho •• ¥bo hage Dot y.t r.tUnl~ a 
cOlllPl.ted qua.tlODD&lre. 
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follov1aa lIIoIuriala. . Tou1:' contlD ... d help .. k .. it po.lib1e for ua to 
help othen. 

&~~~ 
Carrie Jo Ir.deD, RN. PhDC 

CIIronic ell" Cicrialricl.o.ronloioo 1t.llabth~lIon 
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self-H.lp A8 A Learned R8.pon •• To Chronic Illn... Experi.nce 

~ou are being a.k.d to participat. in a atudy .xploring the eociological/peycho-

logical 1IIIpact of haYing a chronic i11n.... '!'tI. purpo •• of thie .tudy ie to better 

und.r.tand how people l.arn to have a .. If-help re.pon •• to a chronic illn •••• xperi.nce. 

You ere .. k.d to CGIIIpl.te 154 it ... abo\lt die .... coura., lif ... U.faction, reliance 
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Hit-help. 'ftl1e will tUG! approxiaately 50 ainut ••• 

'ftl.r. an no haurda or coata to you a. a re.ult of participation in thie .tudy. 

Pl.... f .. l free to aat qu .. tion. r89arding the .t\ldy. and Mev that you are able to 

withdraw fraa the atudy at any tu. witho\lt incurring 111 will. 

You ere ast.d to voluntarily participat. in this .tudy by an8Wering the atat ... nt. 

in th.s. qu.stionnair.s. By r •• ponding to th.s. qu •• tionnair •• , you will be cons.nting 

to participate in the .t\ldy, the r •• ulta of which .. y be publi.h.d at a lat.r dat •• 

All qu •• tionnair •• will be tr.ated with anonymity and confid.ntiality. YO\l .. y choose 

not to anev.r some or all of the qu.stions if you so d.sir.. What.ver YO\lr d.cision, 

there is no risk involved. 

SiC)TIed e-·.".t ',:,. r rJo ,!' ~ .. 
Carri. Jo Braden, R.N. 
Doctoral Candidate 
University of Arizona 
College ot Nursing 
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Alt.rn.tive Explan.tion. 
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IIorUnt/Sc:hool Dl.&bl1ity 'ar-enta 
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2. '.rt U __ 
1.lIon. __ _ 

Ethnic: OdV1n 
1 •. White 2. Hi.aponic: I."l~c:k .... tive AMllcan 
5.~1.nt;r- 6.Ot.hu- - -

I hi9h Ichool Vradwate _ 

Gzos. r .. Ur !n~ 
1 '60.000 I above 
2 SO.OOO -St.ttt 
I 40.000 - .,.ttt 
4 10.000 - It.ttt 
5 20.000 - 2t.ttt 
6 10.000 - It.'" 
7 below 10.000 

• tndehudn ... ec:hool _ 
S SQ8I coll .. . 
6 coll.,. i .. a""ate 
7 vndWlt. 01' 

prof ••• ional de9 .... _ 

Attended .. If-H.lp CI ..... 

0' •• _ If yea • ..:mth • ~ of att.ndanc:. 
1110_ 

"'1' of ,. .... 1.11. ___ _ 

'HI' 41A911O'.s ___ _ 

Lilt other c:t\ronic: 1.1111 ••••••. _______________________ _ 
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ruily JleliduC&. 1. local C1\aclOn) ___ ..;'" In lltate (Arbona' ___ ,I.Clut of .ut._ 
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INSTRUCTIONS 

Traininq Se •• iont 

!be following •• ercise has been developed in order to help you .. te judge.ent • 

•• you re.pond to the que.tionnaire it_. Pl •••• r.ad the following and ua. the 

blank .pac •• for your anavers. 
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Introduction. Zach of the itUla you will r •• pond to in this .tudy requ •• ts that you 

provide a judgement about the cSegn. of. the l.v.l of. or the UIOunt of _ faeling. 

some behavior. or some knowl.dg. that you curr.ntly have. !bia traininv .... ion ia to 

h.lp YOIl thi.nk. in t.zu of d89re. of. level of. DIOunt of .. proportion. a10nv a Un •• 

Proportion"l NUlllbera. t.t'. work for awhil. on the _thode by which you will be viving 

your r •• pon.e.. Por th... r •• pons... I would like for you to be thinking in proPol"'" 

tional tenas. Row. thia llivht sound .islpl. and rather .illy. but to be aure ve are to

v.ther in our thinking. ~.t'. praetico with a f_ nUlllber.. Given the nUl!lber 10. I'd 

lit. for you to 9ive a nuaber which 18 
1. 5 t~. a,. large ______ _ 

2. 1/2 a. 1arv. _______ _ 

3. 2 u.. ... larg ______ _ 

,., ·r 5·' ·9 oot ·s .c. 2/3 a. larg. _______ _ 

5. 10 t~. a. 1ar9. _____ _ ,., ·i O~ ·r 5 ·i OS ·1 
6. 3/4 a. larva _______ _ 

7. 1/3/ a. 1arg. ______ _ 

Row. not. that what you' 'ft don. 18 Vive answer. th.t vel'. in proportion to the nl8ber 

10. You .. y "ish to ch.ck your anaven abov.. For eXUlPla. 50 i. five t~1!I .. 1U'C). 

and five ia on.-half a. larg.. '1'bia ia the kind of judg_nt about the cSegr.e of or 

l.vel of _ fe.11nv. beh.vior. belief. knowledge th.t you will be ..JtinV. Re.d the 

following direction. on how to mak. your judgement on the r •• pon •• line. 

DIRECTIONS 

There are .ev.n a.pect. of the chronic i11ne.. experi.nce which I am int.r •• ted in 

.... uring: 1) the degre. to which the i11ne •• i. control1.d by tr.e~nt. 2) your l.v.l 

of aati.f.ction with life. 3) your UIOunt of r.1iance on oth.r •• 4) your lev.l of prefer

.nce for information in .. dica1 •• tting •• 5) your devr •• of uncert.inty about your 111n ••••. 

6) your 1.vel of perceived problem solving .ki11., and 7) your l.vel of .ocial role activi

ty. Each of these •• pect. of the chronic illn~ •• experience i. di.tinct or different fro

another. 

There .re items for ea •• uring e.ch of the a.pect. of chronic i11ne •• experience. It 

i. important that a. you re.pond to •• ch item you judge what you will answer only on the 

ba.i. of the .pecific •• pect being me •• ured. For ex~le, .uppo.e I h.ve be.n a.ked to 

re.pond to the following .t.tement • 



The dellr .. to which I am able to Wld!llrnand ",h.t it '. 11ke to have • chronic 
111ne .. hI 

~e haat The «Jre.te.t 
po .. 1ble 
level of 
u.."1derstand1ng 

__________________________________________ ~ ___ po •• ible 

• level of 
under.tand1nc; 

~)':Ien judc;inIJ I'Il'f an8Ver to thi •• tatUlent, I conaider the d • .;re. to which I re.lly can 

understand wh.t it'. like to have. chronic 111n.... If the length of the lin. repr.

.ente the UlCW\t of und.r.tandinIJ po •• ible and I vi_ 'r/ under.tand1ng •• about one 

t.'lird of all that 11 po •• ibl., f1tY mark on the 11ne will be nearer the left and. See 

t.'le 8XUlple below. 

The l ••• t Th. gr.ate.t 
po .. 1bl,~ po .. ible 
level of lev.l of 
Wlder.t.nding under. tanding 

If I had a chronic illne.. lI)'.e1f, I ai9ht judqe II)' cSeqrH of W\der.tandinIJ a. beinq 

neady 100 percent of all that.18 po •• ible. I would mark the line .,re toward tJie 

dIJht lind. See the uuple belOw. 

The le •• t 
po.dble 
level Clf 
IIDder.tandin9 

'l'he ,nateat 
, po.dbl. 

-----------------------------------------------+,- level of 
under. tanding 

'ftlo ide. was to e.twte the dellne of undentallc!in9 .. it concunec! _ today •. I 

aiIJht have had a different judcJ_nt l •• t week or even y •• terc!ay and I aight have • 

different j\1dCJlllllent in the futun. The •• it .. are dedc;nec! for what you are upedanc

J.aq today. It 18 iIIpol'tant to nad e.ch itae carefully and to be alert to the w.y each 

end of the line ia .teted in order to -.lte your judgement in the right direction. 

REAII '1"HE FOLLClIIIM:i STATEMENTS AND MAJZ A IWIJt oil '1'H! STRAIGHT LINE THAT 
BEST DESCRIBES THE JtJDGDtENT THAT YOU MAE! ABOUT THE QUESTION '1'ODAY. 

(IARB 20) 

BJ.ghe.t 
dllCJree 
po .. ible 

(SCSI') 

True about -

My Ulne .. malt •• I'Il'f job (II)' .chool. hou._rk, volunteer work) difficult to the 

Lowe.t __________________________________________________ degre. 

po .. ible 

Not true 
~ ___________________________________________________________ about -
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(IANlll) I aaJce uae ot a number ot re.ourc •• beside • .y doctor to keep _11 
(tor e.asple. book •• cl ••••••• h.ring with other.) 

Not true '!'ru. about 
about _ lie 

e 
(lARBl5) I don't re.d about what to do to .tay well 

Hot tl'\le '1'1'\18 lIbout about _ _ 

(SCS19) I n.ed out.ide help to get rid ot IIOIMI ot lIlY bad health habit. 

True al:IoIJt Not tI'\Ie 
.. about lie 

(MUIS30) '!'he .ariouane •• of Wl'/ Ulne.. has been detonlinec! 

Strongly Strongly 
di.agr.. .gree 
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(IAIUI19) '!'he deqree that I _ unable to do certain kinds or 8IOunta of work, housework, 
or .chool work since ~ng ill i. the 

Highe.t deqre. 

'---------------------------------------------po •• ible 

SCS22) Fir.t of all I prefer to fini.h a job that I have to do and then .tart doing 
the thing. I really like 

Not tl'\lCl '!'rue about 
ab\)ut _ lie 

(RS5) My ability to -.nage bladdar control i. beat d.acribed aa: 

CApable of . bquire aaaiatance 
independently tro~ another peraon 
managing complete for .11 bl.dder 
bladder control control 
(Hay ule .ida,~----------------------------------------------__ activitiea 
and/or medic.tion 
but without aaaiat
&nee of another per
aon) 

(SCSll) When I teel pain in lIlY body. I try to divert lIlY thoughts fr= it 

'1'rue about 
me 

Not tl'\le 

-------------------------------------------------- about me 



APPENDIX B 

INSTRUMENTS 

Disease Course Graphic Scale (DCGS) 
Reliance Scale (RS) 

Krantz Health Opinion Survey Information Subsea Ie (HOSI) 
Mishel Uncertainty in Illness Scale (MUIS) 

Self Control Survey (SCS) 
Inventory Adult Role Behavior (lARS) 

Index of Well Being (IWB) 
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Subject No. 
Date ---

Disease Course Graphic Scale (DCGS) 

Read the following statements and make a mark on the straight line that 
best describes the truth of the state toqay. 

1. My illness has brought about total disability 

Not true 
about me 

True about 
me 

2. Disease symptoms have extended to previously uninvolved parts of 
my body in the past year. 

True about Not true 
me -------------------------------------------about me 

3. Treatment for my illness is determined by trial and error 

True about ___________________________________________ Not true 
me about me 

4. None of the possible treatments, medications, and procedures for 
my illness work for me any longer. 

Not true 
about me 

True about 
me 

5. Treatment for my illness is effective most of the time. 

Not true ____________________________________ _ 
about me 

True about 
me 

6. Disease symptoms have increased in their severity over the past 
year. 

True about Not true 
me ----------------------------------------about me 



DCGS - continued 

7. I have a progressive illness with an unknown course. 

Not true 
about me 

8. Treatment for my illness is well defined. 

Not true ____________________________________ . ______ _ 
about me 

True about 
me 

True about 
me 
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9. I have a chronic illness whose course can be controlled by 
surgery, medication, diet and/or exercise. 

True about Not true 
me -------------------------------------------about me 

10. Treatments that used to help me don't do much good now. 

True about Not true 
me ------------------------------------- about me 

11. Disease symptoms occur more often than they did a year ago. 

Not true 
about me ---------------------------------------

12. I have a progressive illness with a known course. 

True about 
me 

True about Not true 
me ------------------------------------------ about me 



Subject No. ____ _ Date ___________ _ 

Reliance Scale (RS) 

Read the following statements and make a mark on the straight line that best describes your 
current level of functioning. 

1. My ability to get around is best described as: 

Total independence 
(May use aids such 
as wheelchair, braces, 
etc, but without 
assistance from 
another person 

2. My ability to get dressed is best described as: 

Require assistance 
from another person 
for all dressing 
activities 

Require assistance from 
another person at all 
times to get around 

Total independent dress
ing of self (May use 
aids such as stocking 
holders but without 
assistance from another 
person) 

3. My ability to be well groomed and have good hygiene (combing hair, brushing teeth, washing 
hair, taking a bath) is best described as: 

Totally independent in Require assistance from 
grooming self (May use another person for all 
aids, e.g., bath grab, grooming activities 
lifts, etc, but without 
assistance from another 
person 

N 
o 
I-' 



Reliance Scale (Continued) 

4. My ability to maintain bowel control is best described as: 

Require assistance 
from another person 
for all bowel 

5. My ability to manage bladder control is best described as: 

capable of independetly 
managing complete bowel 
control (may use aids 
and/or medications but 
without assistance from 
another person) 

Capable of independently Require assistance from 
managing complete, another person for all 
bladder control (may use bladder activities 
aids and/or medication 
but without assistance of 
another person) 

6. My eating skills can best be described as: 

Require assistance Totally independent in 
from another person for all eating activities. 
all eating activities May use aids, e.g., 

splints, plate guard, 
etc. but without assist
ance from another person 

N 
o 
N 



Reliance Scale (Continued) 

7. My ability to take care of my skin so it doesn't break down can be be described as: 

capable of carrying out Require assistance from 
an effective skin care another person for all 
routine on all parts of aspects of skin care 
the body (May use aids, 
e.g., sponges on a stick, 
etc, but without assist-
ance from another person 

8. My ability to use transportation is best described as: 

Use of any form of 
transportation 
requires assistance. 
cannot drive a car. 

Able to use all forms of 
transportation (both 
private and public) 
independently without 
assistance from another 
person. 

9. My ability to make use of community facilities (all public places such as stores, banks, 
public washrooms, etc) can best be described as: 

Capable of using all 
community facilities 
independently (May use 
aids, e.g., special 
ramps, wide doors, but 
without assistance 
from another person 

Require assistance from 
another person for use 
of aU community 
facilities 

N 
o 
w 



Reliance Scale (Continued) 

10. My economic status is best described as: 

Unable to achieve any 
degree of economic 
independence (i.e. 
depend on others 
for income) 

Able to achieve total 
economic independence, 
(i.e., maintain self 
at an adequate level on 
own resources. May 
count disability or 
social security payments 
as own resources) 

N 
o 
tI:>o 
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Subject No • __ _ 
Date ------

Krantz Health Opinion Survey Information Subscale (HOSI) 

Read the following statements and make a mark on the straight line that 
best describes your level of desired information relative to the state
ment. 

1. During a medical exam I want doctors or nurses to share 

The greatest The least 
level of level of 
information-------------------------------------------information 
possible possible 

2. In making decisions about my care I prefer doctors or nurses to 
share 

The least The greatest 
level of level of 
inforrnation----------------------------------------- information 
possible possible 

3. I prefer to have 

The greatest The least 
level of _____________________________ level of 
information information 
possible possible 

4. During a medical exam I ask for 

The least The greatest 
level of level of 
information------------------------------------------ information 
possible possible 
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Krantz Health Opinion Survey Information Subscale (Continued) 

5. Having trust in the doctor or nurse means that I have been given 

The greatest The least 
level of level of 
information--------------------------------------------information 
possible possible 

6. When I get the results of a medical exam I want 

The least The greatest 
level of ___________________________ level of 
information- information 
possible possible 

7. My choice about what is best for my health is to have 

The greatest The least 
level of _______________________ level of 
information information 
possible possible 
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Subject No. 
Date ---

Mishel Uncertainty in Illness Scale (MUIS) 

Please read each statement. Take your time and think about what each 
statement says. Then place a mark on the line at the spot that most 
closely measures how you are feeling TODAY. If you agree with the 
statement, then you would place your mark closer to or on the end 
marked Wstrongly Agreew• If you disagree with the statement, then you 
would place your mark closer to or on the end marked WStrongly 
Disagree". Please respond to every statement. 

1. I don't know what is wrong with me. 
strongly ______________________________________ __ 

Disagree 

2. I have a lot of questions without answers. 

strongly 
Agree 

3. I am unsure if my illness is getting better or worse. 

strongly 
Disagree 

4. It is unclear how bad my pain will be. 

strongly 
Agree 

Strongly 
Agree 

strongly 
Disagree 

Strongly 
Agree 

Strongly 
Disagree 

5. The explanations they give about my condition seem hazy to me. 

Strongly 
Disagree -------------------------------------------

6. The purpose of each treatment is clear to me. 

Strongly 
Disagree 

strongly 
Agree 

strongly 
Agree 



Mishel Uncertainty in Illness Scale (Continued) 

7. When I have pain, I know what this means about my condition. 

Strongly 
Agree 

8. My symptoms continue to change unpredictably. 

Strongly ______________________________________ __ 
Disagree 

9. I understand everything explained to me. 

strongly 
Disagree 

Strongly 
Disagree 

Strongly 
Agree 

Strongly 
Agree 

10. The doctors say things to me that could have many meanings. 

strongly 
Disagree 

11. My treatment is too complex to figure out. 

Strongly 
Disagree 

Strongly 
Agree 

Strongly 
Agree 
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12. It is difficult to know if the treatments or medications I am get
ting are helping. 

Strongly ________________________________________ _ 

Agree 
Strongly 
Disagree 

13. Because of the unpredictability of my illness, I cannot plan for 
the future. 

Strongly 
Disagree 

Strongly 
Agree 
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Mishe1 Uncertainty in Illness Scale (continued) 

14. The course of my illness keeps changing. I have good and bad days. 

strongly ________________________________________ __ 
Agree 

Strongly 
Disagree 

15. I have been given many differing opinions about what is wrong with 
me. 

Strongly 
Disagree 

16. It is not clear what is going to happen to me. 

strongly 
Agree 

Strongly 
Agree 

Strongly 
Disagree 

17. I usually know if I am going to have a good or bad day. 

strongly 
Agree 

18. The results of my tests are inconsistent. 

. Strongly 
Disagree 

19. The effectiveness of the treatment is undetermined. 

Strongly 
Disagree 

20. I can generally predict the course of my illness. 

strongly 
Agree 

strongly 
Disagree 

Strongly 
Agree 

Strongly 
Agree 

Strongly 
Disagree 
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Mishel Uncertainty in Illness Scale (Continued) 

21. Because of the treatment, what I can do and cannot do keeps 
changing. 

Strongly 
Disagree 

Strongly 
Agree 

22. I'm certain they will not find anything else wrong with me. 

Strongly 
Agree 

Strongly 
Disagree 

23. The treatment I am receiving has a known probability of success. 

strongly 
Disagree 

24. They have not given me a specific diagnosis. 

strongly 
Disagree 

Strongly 
Agree 

Strongly 
Agree 

25. My physical distress is predictable; I know when it is going to 
get better or worse. 

Strongly 
Agree 

26. My diagnosis is definite and will not change. 

Strongly 
Agree 

27. The seriousness of my illness has been determined. 

Strongly ______________________________________ __ 

Disagree 

Strongly 
Disagree 

Strongly 
Disagree 

Strongly 
Agree 

28. The doctors and nurses use everyday language so I can understand 
what they are saying. 

Strongly 
Agree 

Strongly 
Disagree 
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Subject No. __ _ 
Date ----------------

SELF CONTROL SCHEDULE (SCS) 

Read the following statements and place mark at the point on the line 
that best fits you today. 

1. When I do a boring job, I think about the less boring parts of the 
job and the reward I will receive once I am finished. 

True about ____________________________________________ Not true 
me about me 

2. When I have to do something that is anxiety arousing for me, I try 
to visualize how I will overcome my anxieties while doing it. 

Not true 
about me -------------------------------------------- True about 

me 

3. Often by changing my way of thinking I am able to change my 
feelings about almost anything. 

True about Not true 
me ----------------------------------- about me 

4. I often find it difficult to overcome my feelings of nervousness 
and tension without any outside help. 

Not true 
about me ----------------------------------- True about 

me 

5. When I am feeling depressed I try to think about pleasant events. 

True about _________________________________ Not true 
me abo~me 

6. I cannot avoid thinking about mistakes I have made in the past. 

Not true 
about me 

____________________________________ True about 

me 

7. When I am faced with a difficult problem, I try to approach its 
solution in a systematic way. 

True about ______________________________________ Not true 
me about me 



Self Control Schedule (continued) 

8. I usually do mY duties quicker when somebody is pressuring me. 

Not true 
about me 

___________________________________________ True about 

me 

212 

9. When I am faced with a difficult decision, I prefer to postpone 
making a decision even if all the facts are at my disposal. 

True about Not true -------------------------------------------me about me 

10. When I find that I have difficulties in concentrating on my 
reading, I look for ways to increase my concentration. 

Not true 
about me 

________________________________________ True about 
me 

11. When I plan to work, I ren~ve all the things that are not relevant 
to my work. 

True about ________________________________________ Not true 
me about me 

12. When i try to get rid of a bad habit, I first try to find out all 
the factors that maintain this habit. 

Not true 
about me 

True about 
-------------------------------------------me 

13. When an unpleasnat thought is bothering me, I try to think about 
something pleasant. 

True about ___________________________________________ Not true 
me about me 

14. If I smoked two packages of cagarettes a day, I probably would 
need outside help to stop smoking. 

Not true 
about me 

___________________________________________ True about 
me 

15. When I am in a low mood, I try to act cheerful so my mood will 
change. 

True about ______________________________________ Not true 
me about me 
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Self Control Schedule (continued) 

16. If I had the pills with me, I would take a tranquilizer whenever I 
felt tense and nervous. 

Not true 
about me 

__________________________________________ True about 
me 

17. When I am depressed, I try to keep myself busy with things that I 
like. 

True about ________________________________________ ~Not true 
me about me 

18. I tend to postpone unpleasant duties even if I could perform them 
iImnediately. 

Not true 
about me 

___________________________________________ True about 
me 

19. I need outside help to get rid of some of my bad habits. 

True about Not true 
me ------------------------------------------about me 

20. When I find it difficult to settle down and do a certain job, I 
look for ways to help me settle down. 

Not true 
about me 

___________________________________________ True about 
me 

21. Although it makes me feel bad, I cannot avoid thinking about all 
kinds of possible catastrophies in the future. 

True about __________________________________________ Not true 
me about me 

22. First of all I prefer to finish a job that I have to do and then 
start doing the things I really like. 

Not true 
about me 

__________________________________________ True about 

me 

23. When I feel pain in a certain part of my body, I try not to think 
about it. 

True about ________________________________________ Not true 
me about me 



Self Control Schedule (continued) 

24. My self-esteem increases once I am able to overcome a bad habit. 

Not true 
about me 

_______________________ True about 
me 
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25. In order to overcome bad feelings that accompany failure, I often 
tell myself that it is not so catastrophic and that I can do some
thing about it. 

True about _______________________ Not true 
me about me 

26. When I feel that I am too impulsive, I tell myself stop and think 
before you do anything. 

Not true 
about me ---------------------------True about 

me 

27. Even when I am terribly angry at somebody, I consider my actions 
very carefully. 

True about _______________________ Not true 
me about me 

28. Facing the need to make a decision, I usually find out all the 
possible alternatives instead of deciding quickly and spontane
ously. 

Not true 
about me 

________________________ True about 
me 

29. Usually I first do the things I really like to do even if there 
are more urgent things to do. 

True about. ______________________ Not true 
me about me 

30. When I realize that I cannot help but be late for an important 
meeting, I tell myself to keep calm. 

Not true 
about me 

________________________ True about 
me 

31. When I feel pain in my body, I try to divert my thoughts from it. 

True about Not true 
me -------------------------about me 



Self Control Schedule (continued) 

32. I usually plan my work when faced with a number of things to do. 

Not true 
about me 

__________________________________________ True about 
me 
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330 When I am short of money, I decide to record all my expenses in 
order to plan more carefully in the future. 

True about Not true 
me ---------------------------------about me 

34. If I find it difficult to concentrate on a certain job, I divide 
the job into smaller segments. 

Not true 
about me 

_________________________________ True about 
me 

35. Quite often I cannot overcome unpleasant thoughts that bother me. 

True about ___________________________________ Not true 
me about me 

36. Once I am hungry and unable to eat, I try to divert my thoughts 
away from my stomach or try to imagine that I am satisfied. 

Not true 
about me 

____________________________________ True about 
me 
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Subject No. 
Date ---

Inventory Adult Role Behaviors (IARB) 

Read the following statements and place a mark at the point on the line 
that best fits you today. 

1. Because of my illness I go out to social events as 

Little as ______________________ Much as 
possible possible 

2. Because of my illness I am doing shopping and errands as 

Much as 
possible -------------------------Little as 

possible 

3. I am able to participate in my usual social activities at the 

Lowest 
level 
possible 

__________________________ Highest 
level 
possible 

4. I am doing my usual community activities at the 

Highest 
possible 
level 

Lowest 
---------------------------possible 

level 

5. I am doing my usual recreational activities at the 

Least 
possible 
level 

___________________________________________ Highest 
possible 
level 

6. I stay home as 

Little as 
possible ---------------------------
7. My illness has disrupted my friendships to the 

Much as 
possible 

Highest degree Least degree 
possible __________________________ possible 
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Inventory Adult Role Behaviors (Continued) 

8. Because of my illness I isolate myself from the rest of my family 
to the 

Least degree Highest possible __________________________ ~ _______________ degree 
possible 

9. I act irritable toward family members (for example, snap at them, 
criticize them, pick fights) to the 

Greatest 
extent 
possible 

Least extent ___________________________________________ possible 

10. My illness interferes with the regular daily work around the house 
I usually do (for example, yard work, repairs, cooking, cleaning, 
etc) to the 

Least degree Highest 
possible __________________________________________ ~degree 

possible 

11. I stay away from horne for the 

Shortest 
period 
of time 
possible 

Longest __________________________________________ period of 

time 
possible 

12. My illness interferes with the length of visits with my friends to 
the 

Least 
extent 
possible 

Greatest ____________________________________________ extent 
possible 

13. My illness interfers with the things I usually do for fun to the 

Greatest 
extent 
possible 

Least extent ____________________________________________ possible 

14. I have influence in my family appropriate to my place in the 
family (i.e., as husband, wife, son, daughter, etc) to the 

Most extent Least extent possible ____________________________________________ possible 
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Inventory Adult Role Behaviors (Continued) 

15. I am involved in a variety of rewarding social activities to the 

Least extent Most extent possible __________________________________________ possible 

16. My leisure time is occupied with a variety of rewarding activities 
to the 

Most extent Least extent possible __________________________________________ possible 

17. My physical limitations on sexual activity and ability to satisfy 
partner and self effect me to the 

Greatest 
extent 
possible 

Least extent ____________________________________________ possible 

18. The influence of my illness in causing me to be involved in only 
inactive recreational things (for example, TV, cards, reading) is 

The least The most 
possible ____________________________________________ possible 
influence influence 

19. The degre that I am unable to do certain kinds or amounts of work 
housework, or school work since becoming ill is the 

Least 
degree 
possible 

Highest 
__ ~----------------------------------------degree 

possible 

20. My illness makes my job (my school) difficult to the 

Highest 
degree 
possible 

Lowest ____________________________________________ degree 

possible 

21. Because of my illness doing a different kind of less satisfying 
work was the 

Most Least necessary ____________________________________________ necessary 
thing to do thing to do 
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Inventory Adult Role Behaviors (Continued) 

22. Absenteism from work (or school or housework) because of my 
illness is at the 

Least 
possible 
level 

Greatest ____________________________________________ possible 

level 

23. Doing my job as carefully and as accurately as I can continue to 
be at the 

Lowest 
possible 
level 

Highest ___________________________________________ possible 

level 

24. Because of my illness, maki.ng the extra effort to excel at work 
(school) occurs to the 

Least 
possible 
extent 

Greatest ____________________________________________ possible 

extent 

25. Because of my illness I act irritable toward my work (school) 
associates (for example, snap at them, give short answers, 
criticize easily) to the 

Greatest 
possible 
extent 

Least ____________________________________________ possible 

extent 

26. My illness interferes with my work (school, housework, volunteer 
work) to the 

Lowest Highest 
possible 
level 

___________________________________________ possible 

27. Every day, I do extra things to keep myself well. 

Not true 
about me -------------------------------------------

level 

True about 
me 

28. My doctor provides my only source of help for staying well. 

True about ____________________________________________ Not true 
me about me 



Inventory Adult Role Behaviors (Continued) 

29. I keep track of how well a treatment works for me·. 

True about Not true 
about me --------------------------------------------me 

30. I ignore my health. 

'llrue about ----------------------------------------me 
Not true 
about me 
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31. I follow guidelines for good nutrition and eXercise that are 
suitable for me. 

True about Not true 
about me -------------------------------------------me 
32. I do nothing to keep well. 

True about ___________________________________________ Not true 
me about me 

33. I make use of a nwnber of resources besides my doctor to keep 
myself well (for example, books, classes, sharing with others) 

Not true 
about me 

___________________________________________ True about 
me 

34. I don't pay attention to disease symptoms. 

True about Not true 
me -------------------------------------------about me 
35. I don't read about what to do to stay well. 

Not true 
about me 

___________________________________________ True about 
me 

36. I take medication not prescribed by my doctor. 

True about ___________________________________________ Not true 
me about me 

37. I spend time on everything except trying to stay well 

Not true 
about me 

___________________________________________ True about 

me 
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Inventory Adult Role Behaviors (continued) 

38. I find ways in addition to what my doctor advises to keep 
myself in the best possible health. 

True about ______________________ Not true 
me about me 

39. I seldom attempt to have good nutrition and enough exercise. 

Not true 
about me 

_____________________ True about 
me 

40. I pay attention to how my body feels. 

True about _____________________ Not true 
me about me 

41. I spend time keeping myself well. 

Not true 
about me 

_________________________ True about 
me 

42. I attempt to keep myself well. 

True about _____________________ Not true 
me about me 

43. I determine what my symptoms mean before I call a doctor. 

Not true 
about me 

__________________________ True about 
me 

44. I make my own adjustments in how much medication I take. 

True about ________________________ Not true 
me about me 

45. I keep up to date on ways to stay well. 

True about Not true 
about me --------------------------me 
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Subject No., ____ _ 
Date ______ _ 

INDEX OF WELL BEING (IWB) 

Here are some words and phrases which I would like you to use to 
describe how you feel about your present life. Put a mark on the line 
that best describes how you feel today about your present life. 

1. My present life is 

Boring Interesting 

2. My present life is 

Enjo 
__________________________________________ Miserable 

3. My present life is 

Useless Worthwhile 

4. My present life 

Lonely Friendly 

5. My present life is 

Full Empty 

6. My present life is 

Discouraging 
_________________________________________ Hopeful 

7. My present life is 

Rewarding _________________________________________ ~Disappointing 

8. My present life 

Doesn't give Brings out ___________________________________________ the best in 
me much 
chance me 

9. In thinking about my life as a whole, I am 

Completely Completey 
disatisfied~----------------------------------------satisfied 
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This pilot study (n=47) served as a means of reducing 

specification and measurement error in a Self Help Model prior to 

initiation of a costly causal modeling design investigation involving 

1000+ subjects. The purposes of the pilot study were to: 1) serve as a 

test of alternative causal formats for framing the Self Help Model; 2) 

identify sources of spurious effects arising from the data collection 

procedures and from anticipated sources of extraneous variance; and 3) 

provide preliminary estimates of instrument reliability. A previous 

small scale study (n=14) was undertaken to test the instruments and 

response directions for clarity of content and to time the data 

collection procedure. 

Background on the Self Help Model 

The Self Help Model was developed to frame a particular, 

empirically observed phenomenon, the association of chronic illness 

experience with self help behaviors. Several investigators (Dimond, 

1983; Haug & Lavin, 1983) have noted that the increase in chronic 

illness morbidity has been accompanied by a rise in self help response. 

Several theories exist directed toward explanation of helplessness 

following exposure to the kinds of unremitting, uncontrollable stresses 

associated with chronic illness. However, Taylor, Wood and Lichbnan 

(1983) concur with other researchers (Silver & Wortman, 1980; Wills, 
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1982} that most people cope with aversive events themselves and 

readjust successfully. Given these observations, some aspects of the 

chronic illness experience must work towards a self help outcome rather 

than a helplessness outcome. The Self Help Model was developed to allow 

competitive testing of.four alternative explanations for the self help 

versus helplessness response to chronic illness experience. While 

scientific knowledge building occurs through testing hypotheses that 

are tied to theoretical explanations, it is a more efficient process 

when the tested hypotheses are representative of alternative 

theoretical explanations (Popper, 196B; Stinchcornbe, 196B). The 

alternative theories represented in this study were: instrumental 

passivity theory (Baltes & Skinner, 19B3): self induced dependency 

theory (Langer & Benevento, 1979); reactance theory (Brehm, 1966, 1972; 

Brehm & Brehm, 19B1); Winefield's (l9B2). adaptation of Seligman's 

(1975) learned helplessness theory. 

Instrumental passivity Theory (Baltes & Skinner, 1983) 

Baltes (19G2), Baltes, Burgess and Steward (1980), and Barton, 

Baltes and Orzeck (1980) argue from a Skinnerian based learning theory 

that the health care system offers contingencies that are clear and 

easy to discriminate. Independent, active and obviously control taking 

behaviors are discouraged, ignored or punished; whereas, passive and 

dependent behaviors are attended to, reinforced and encouraged. Baltes 

and Skinner (1983) conclude that the reinforcement of dependence 

behaviors results in detrimental effect in any situation requiring 

individual initiation of effort. That is, patients rely on others in 
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situations where self initiation could lead to independent task 

achievement. 

While specific physical disabilities associated with chronic 

illness; for example, muscle weakness, can of themselves necessitate 

increased reliance on others, most available rehabilitative resources 

can maintain independence when self initiated effort is made to use 

such resources. For nearly every given problem in accomplishing daily 

living activities in the face of physical weakness or deformity there 

are alternative aids that allow the individual independence from 

others. The wheelchair, for example, can be perceived as a freeing 

device allowing increased mobility without reliance on another person. 

The level of perceived reliance on others can be considered indicative 

of the existence of dependency reinforcers in the environment. In the 

case of the chronically ill, family and/or friends who insist on doing 

things for the pa.tient, who make arrangements so others will do things 

for the patient, or who place obstacles rather than promote 

facilitative resource use are the intimate dependency reinforcers that 

have the potential to reduce self initiated efforts. 

Self-Induced Dependency Theory (Langer & Benevento, 1979) 

In contrast, Langer and Benevento (1979) have demonstrated that 

a temporary change in one's role is sufficient to produce a decrement 

in performance due to enactment of sick role behaviors. This explana

tion states that patients have cognitive expectations about the rules, 

norms and acceptable roles within illness related situations. Patients 

know they are expected to be passive, to follow orders, to rely on 
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health care providers in order to receive needed attention. Thus, the 

degree to which the patient indicates a preference for health care 

providers to make decisions defines the concept of self-induced sick 

role reinforcers. 

While Bandura 's (1977) Social Learning Theory provides the 

basis for Langer and Benevento's Self-Induced Dependence Theory, Langer 

and Benevento focus more on the self-induced piece of Bandura's theory 

than on the subsequent health care provider reinforcement of "good 

patient" performance. This is perhaps due to consistent findings (Cole 

& Lejune, 19721 Feldman, 19741 Glass, 19581 Kassebaum & Baumount, 1965; 

Mechanic, 1977; Reif, 1975) that health care induced sick role 

reinforcers are endemic to the health care system. Thus, the potential 

for variation lies only in the degree the patient expects health care 

providers to make decisions and not in the willingness of health care 

providers to make such decisions. Health care providers are nearly 

always willing to decide what is best for patients (Szasz, 1960; Wack & 

Rodin, 1978). Those who have a chronic illness would be helpless to the 

extent circumstances of the illness and of the interaction experience 

with the health care system are sllccessfu1 in specifying the expected 

role of the good patient. 

Reactance Theory (Brehm, 1966, 19721 Brehm & Brehm, 1981) 

Self-induced se1f-efficacy reinforcers represent natural 

reinforcers that enhance motivation and se1f-efficacy as discussed by 

Brehm's (1966, 1972) Reactance Theory. Reactance theory deals with 

behavioral consequences of threats or loss to freedom. Reactance is a 
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state of motivational arousal characterized by belief in one's efficacy 

or ability to restore the loss or to maintain the threatened freedom. 

From this perspective, an individual contracting an illness that 

threatens or reduces physical capabilities would react by continuing to 

perceive self as having a high level of physical efficacy. These 

expectations of person se1f-efficacy stern, in part, from performance 

accomplishments and determine whether coping behavior, moti vationa1 

arousal, will be maintained and row long it will persist. 

Reactance as a response to threatened or lost freedoms has been 

supported by Roth and Bootzin's (1974) findings that subjects who 

received noncontingent reinforcement, indicative of loss of freedom to 

control a particular situation, were more active in subsequent problem 

solving than subjects who received contingent reinforcement. An alter

native explanation for the reactance response following reduced control 

experience has been investigated by Baer, Hinkle, Smith and Fenton 

(1980) as impression management. The impression management interpreta

tion asserts that people are less concerned with actual loss than with 

maintaining the outward appearance of being free (Heilman & Toff1er, 

1976) • Baer, et al.' s (1980) findings that reactance levels remain 

unchanged when participants did not experience public exposure of the 

lost freedom, have been discussed by Wright and Brehm (1982) as perhaps 

accounting for ~ reactance effects as presented by Reactance Theory. 

Wortman and Brehm (1975) have suggested that while reactance 

theory and learned helplessness theory represent somewhat contradictory 

explanations for the uncontrollable events on subsequent problem 
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solving, important similarities exist between the two. Although some 

experience with noncontingent reinforcement will cause motivational 

arousal, self-induced se1f-efficacy and improved performance, 

persistence of noncontingency over a long time, increased certainty of 

an expectation for continued noncontingency, or increased expectation 

of performance or additional tasks will eventually result in motivation 

deficits and poor performance. 

In a chronic illness situation, exposure to noncontingencies 

associated with diagnosis inconsistencies and treabnent reversals 

initially activate self-induced self-efficacy despite physical 

disability. Continued long term exposure to noncontingency: however, 

could result in helplessness (Gannon, Heiser & Knight, 1985: Baum & 

Gatchel, 1981). 

Adaptation of Seligman's (1975) Learned 
Helplessness Theory (Winefield, 1982) 

Jardine and winefield (198l) and others (Hiroto & Seligman, 

1975: Peterson, 1982) assert that the phenomenon of learned helpless

ness, first demonstrated in mongrel dog laboratory experiments by 

O\Termier and Seligmen (1967), also occurs in humans. The Learned 

Helplessness Theory put forward by Seligman and associates can be 

summarized in the following propositions (Seligman, 1975): 

1. The experience of uncontrollable outcomes leads to the 

expectation that future outcomes are also uncontrollable. 

2. An expectation of future outcome uncontrollabi1ity produces two 

kinds of deficits: 
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a. cognitive 

b. motivational 

3. When the uncontrollable outcomes are aversive, inability to 

control them produces fear and depression. 

A number of difficulties in testing these propositions with 

humans (Cole & Coyne, 1977; Tiggman & Winefield, 1978) led to a revi

sion of the theory in order to better explain human behavior (Abramson, 

Seligman & Teasdale, 1978). However, theoretical difficulties, particu

larly those relative to the definition of uncontrollability, have made 

empirical tests of the theory inconclusive (Peterson, 1982). 

Winefield (1982) suggests definition of uncontrollable outcome 

as cue-outcome independence rather than as response-outcome independ

ence. He states that cue-outcome independence, describing the lack of 

relationship between environmental stimuli and behavioral consequences, 

is more reflective of human experience as they participate in Wuncon

trollable w conditioning during human helplessness studies (Winefield, 

1982). Lack of relationship between behavior and outcome (Reinforcer), 

defined as response-outcome independence results in a reduction of 

behavior as explained by traditional behavior models. Thus, there is 

always a contingency between the behavior and the outcome, even if the 

outcome is reduction of behavior due to nonreinforcement. However, true 

noncontingency can exist between the stimuli and the reinforcer, cue

outcome independence, as insuf~icient cues, overly complex cues, ambig

uous cues and/or unpredictable cues present the individual with uncer

tainty or inability to reach a comprehensive definition of what is 
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taking place (Mishe1, 1981, 1983, 1984). In this situation, there are 

no discriminant stimuli that allow one to learn a behavior not 

necessarily connected to or contingent with environmental cues. Such 

behavior has been described as helplessness due to lack of a consistent 

response to motivational cues, a reduction in cognitive abilities and a 

display of depressed affect. 

Mishel (1981, 1983, 1984) in a series of studies relative to 

uncertainty experienced in a variety of chronic illnesses, concurs with 

the need for sufficiently clear cues in order to define the situation 

and to define the situation and to determine appropriate response. 

Cue-outcome independence, inability to anticipate an outcome on the 

basis of provided signals, is an inherent aspect of the chronic illness 

experience. The more the chronic illness presents the uncertain cues 

the greater the reinforcement of helplessness as an outcome of the 

experience. These four theories have in common the following 

assumptions: 

1. Entrance into a chronic illness experience represents entrance 

into a new learning environment. 

2. Learning is a fundamental process underlying adaptation. 

3. Learning or adaptation potentially occurs within a specific 

situational context involving the interaction of intrapersonal, 

interpersonal and environmental factors. 

Because each of the four explanations is based on the assumption that 

adaptation to change is a learned rather than an instinctive, a 

biochemical, or a personality trait based response, social learning 
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paradigms were reviewed to find a causal format that could be used to 

link alternative explanations for self-help under a single covering 

law. Two different causal formats were identified as feasible for 

framing the four theories such that it would be possible to determine 

cause relative to multiple hypotheses. 

A reinforcement model proposed by Hamblin (1985) incorporates 

elements of classical operant conditioning models with Homan's (1961) 

exchange theory proposition that the stimulus determines the frequency 

and value of the reinforcers. Figure C-l depicts Hamblin's (1985) 

operant conditioning model as the causal format for a self-help model. 

This model states that is perceived severity of the chronic illness 

increases there is increased exposure to the naturally occurring 

reinforcers: intimate-dependency reinforcers, specified by instrumental 

passivity theory (Baltes & Skinner, 1983): self-induced sick role 

reinforcers, specified by self-induced dependency theory (Langer & 

Benevento, 1979): self-induced self-efficacy reinforcers, specified by 

reactance theory (Brehm, 1966, 1972): and cue-outcome independence 

reinforcers, specified by Winefield's (1982) adaptation of Seligman's 

(1975) learned helplessness theory. Exposure to these reinforcers 

reduce self responsibility assumption, the relevant cue or discriminant 

(Sd) for engaging in self-help behavior. As this cue is reduced, 

self-help behaviors are reduced. Reinforcers also directly impact on 

self-help behaviors in a negative direction. Self-help behaviors can 

also be enhanced or reduced further due to impact of histor ically 

learned patterns of behavior that are not amenable to change. Self-help 
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behavior is positively related to life quality. Life quality is 

negatively related to the reinforcers and the reinforcers feedback in a 

positive direction to perceived chronic illness severity. 

The second causal format possibility is based on an adaptation 

of Stinchcombe's (1968) functional form of historicist causal imagery. 

Figure C-2 depicts a functional model as the causal format for a self 

help model. This model states that as perception of chronic illness 

severity increases, 1ife-qua1ity decreases. A decrease in life quality 

increases exposure to the four naturally occurring reinforcers and 

decreases self responsibility assumption, the maintenance structure for 

self-help behavior. As exposure to the reinforcers increase, 1ife

quality decreases due to a reciprocal feedback linkage and self 

responsibility also decreases. As self responsibility decreases, self

help behavior decreases. Self-help is also influenced in either a 

positive or negative linkage with historically learned behavior 

patterns that are not amenable to change. Self-help and life-quality 

have a positive relationship. Life-quality feeds back in a negative 

relationship to severity of chronic illness. 

While the variables in each model are specified in the same way 

(see Table C-l for concept definitions) when each of these models is 

placed in a causal modeling staged format, there are differences in the 

time ordering sequence of the linkages specified by each model. Figure 

C-3 compares the staged versions of the causal formats. Stages I 

through V in each model can be tested without resorting to a 

longitudinal design to look at the effect of feedback loops over time. 



Historically 
Learned 
Pattern 

Self-Responsibility 
Assumption (SRA) 

~ 

~ 
~ Self-Help + 
- Behavior >-

(SH) 

Severity 
of Chronic 
Illness (SCI) 

__________ Naturallyocurrring 
reinforcers (as 
specified by four 
alternative theories) 

Figure C-2. Functional (Stinchcombe, 1968) Based Self Help Model 

{

IDR 
SISRR 
SISER 
caIR 

N 
W 
(J1 



236 

Table C-l. Definitions of Self Help Model Concepts 

Variable 

Severity of Chronic 
Illness (SCI) 

Life Quality (LQ) 

Intimate Dependency 
Reinforcers (IDR) 

Self-Induced Sick Role 
Reinforcers (SISRR) 

Self-Induced Self 
Efficacy Reinforcers 
(SISER) 

Cue-Outcome Independence 
Reinforcers (COIR) 

Self Responsibility 
Assumption (SRA) 

Self-Help (SH) 

Definition 

The degree of perceived control over 
disease course provided by the treatment 
regimen. 

The degree of perceived satisfaction with 
life. 

The level of perceived reliance on others 
to accomplish daily living activities 
usually accomplished by adults alone. 

The degree of perceived patient preference 
for health care providers to make deci
sions for the patient. 

The degree of perceived competence in 
performing tasks involving the use of 
physical competence. 

The amount 
offered by 
signals. 

of perceived uncertainty 
insufficient environmental 

The level of perceived self accountability 
for solving illness related problems. 

The perceived extent to which individuals 
are instrumentally involved in carrying 
out adult role functions. 
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In each model it was possible to find literature to support specified 

concepts and linkages. However, it was more difficult to find 

literature supporting the Stage II variable, life-quality, linkage with 

Stage III variables, intimate dependency, self-induced sick role, 

self-induced self-efficacy, an cue-outcome independence reinforcers as 

depicted in the functional model causal format, than it was to find 

support for the operant conditioning model's stage I, severity of 

chronic illness to stage II linkages. 

Use of Pilot Study to Reduce Specification/ 
Measurement Error 

Scientific explanation is concerned with the existence of 1) a 

covering law, 2) empirically observed regularity of association, and 3) 

if there is interest in determining the cause of the regularity, 

compliance with criteria of temporal order, nonspuriousness and 

covar iation (Cook & campbell, 1979). However, many well designed 

studies relative to meeting these causation criteria do not substantive 

add to a knowledge store due to problems with concept and relationship 

specification, definition and operationalization (Dohrenwend, 

Dohrenwend, Dodson, & Shrout, 1984: Holland, 1984). 

A causal modeling design meets the conditions of causality; 

time ordering, nonspuriousness and covariation through theoretical 

assumptions and control principles. Time ordering of variables is 

satisfied by staging the variables in the framework. The condition of 

nonspuriousness is met by specifying extraneous variables and by 

controlling for their effects through statistical operations and by 



239 

closing the model through the assumption that all major variables are 

included in the theoretical model (Asher, 1975; Blalock, 1964; Hinshaw, 

1984). 

Specification error threats to construct validity of cause and 

effect can arise from failure to include all major variables in the 

model, from inadequate or inaccurate explication of constructs and/or 

their relationships (Hinshaw, 1981). The chosen causal format used as a 

guide to identify and to frame model concepts and relationships can 

work to decrease specification error. The finding of substantial 

supportive literature can increase confidence in causal format choice 

as can empirical support gained through actual testing of the model. 

Statistical conclusion validity is compromised when spur ious 

variables serve as sources of extraneous variance. In causal modeling 

an attempt is made to anticipate and statistically control these 

sources of extraneous variance. If previously learned functional alter

natives serving the individual during other times of similar tension 

are not self-help in nature, the sign on the specified historically 

learned pattern to self-help linkage may be negative resulting in 

further reduction in life-quality by way of reduced self-help behav

iors. For example, sex differences have been hypothesized for differen

tial learned achievements due to gender differences in self concept, 

attribution, expectancy and subjective task value (Eccles, Adler & 

Meice, 1984). If such gender differences exist, they provide a histor

ical influence on the selected functional alternative, self-help, 

presented in the self-help model. Demographic variables of age, sex, 
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education and socio-economic status, anticipated sources of extraneous 

variables, were selected to reference historical learning patterns. 

Unanticipated sources of extraneous variance'may rise from the 

data collection procedures themselves. There is a need to monitor the 

study in its initial stages to determine setting variables which could 

add to the error variance (Cook & campbell, 1979). 

Instrumentation issues connected with operationalization of the 

concepts center on the causal modeling regression statistic assumption 

that concepts are measured without error and on the need to reduce 

threat to statistical conclusion validity. For model testing to be 

equitable, particularly when the model incorporates concepts represent

ing competing theories, concepts should have comparable operationaliza

tion. That is, error involved in the measurement of each of the 

concepts; intimate dependency reinforcers, self-induced sick role 

reinforcers, self-induced self-efficacy reinforcers and cue-outcome 

independence reinforcers; needs to be approximately the same or the 

test could give unfair advantage to one or more theories. Thus, the 

measures themselves are as much on trial as the alternative theories 

represented. 

Statistical conclusion validity is also compromised when 

measures are unreliable. Measures of low reliability cannot be depended 

upon to register true changes as unreliability inflates standard errors 

of estimates. It is these standard errors that playa critical role in 

inferring differences between statistics (Cook & Qu~ll, 1979). 
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Nunnally (1978) suggests a minimum criteria of .70 reliabilities in 

early stages of research on hypothesized measures of a construct. 

Prior to initiating a full scale study to test Self-Help Model 

hypotheses, effective use of a pilot study can reduce threats to 

internal validity as discussed. by Cook and Campbell (1979) by 1) 

testing the alternative causal formats specifying different temporal 

ordering of concepts; 2) determining if extraneous variables were 

sufficiently specified, and 3) estimating measurement error threat due 

to unreliability of instruments. Cook and campbell (1979) suggest that 

careful pre-experimental explication of constructs and relationships is 

essential to reduce threat to construct validity of cause and effect 

brought about due to specification error. They also support the need to 

reduce threat to statistical conclusion validity by reducing 

irrelevancies in chosen data collection procedures and by meeting 

minimum standards in estimates of measure reliability. 

Consistent with these suggested uses of pilot studies the 

following questions were addressed by this pilot test: 

1. Which causal format specification of Self-Help Model linkages 

has more complete empirical support? 

2. Are the background variables identified in the Self-Help Model 

sufficiently specified? 

3. Do the instruments used to measure Self-Help model concepts 

demonstrate reliabilities equal to or greater than the .70 

criteria? 
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Method 

Subjects and Procedure 

Forty-seven subjects, seven men and 40 women, having a 

diagnosis of Systemic LUpus Erythematos~s (SLE) participated in the 

study. Inclusion criteria were 1) an official diagnosis of SLE, 2) age 

18 or above, 3) English speaking and reading. Subjects were recruited 

for the study through the local Lupus Society. A newsletter article 

provided times and places for group data collection sessions. Those 

unable to attend group session could make arrangements for individual 

interviews. It was also possible for subjects desiring to participate 

in the study to have questionnaires and directions mailed to them. The 

Lupus Society paid for the return postage. 

Nineteen subjects participated in group data collection 

sessions. Two groups of six and one group of seven met at different 

sites and times with the investigator. In the group settings the 

questionnaires were passed out, the investigator read out loud the 

directions for the competing the forms and was available to answer 

questions. Eight subjects were seen individually by the investigator at 

times and places convenient to the subject. All of these subjects were 

seen in their homes. The investigator read the directions for 

completion while each subject completed the forms. The investigator was 

available to answer questions. Twenty subjects received questionnaires 

through the mail, read the directions for response themselves, 

completed the forms without investigator assistance and returned the 

questionnaires in a pres tamped addressed envelope. All subjects in all 
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groups read the Subject Disclaimer Form prior to receiving directions 

for completion of items. A copy of this form follows this report of the 

pilot study. The letter of exemption status from Human Subjects 

Committee is also attached. 

Measures 

Eight instruments and a Demographic Data Form were used in the 

pilot study. A total of 116 items were included on the instruments. 

Instructions for responding to the instruments were modeling on those 

developed by Price, McGrath, Rafii and Buckingham (1983) to promote 

rating of distinct dimensions relative to each concept. The sequence of 

scale completion followed the fUnctional version of the Self-Help Model 

stages. Measures of variables from the same stage were presented in 

random order. 

Disease Course Graphic Scale (DCGS). The DCGS consisted of five 

items based on Forsyth, Delancy and Gresham (1984) identified subsets 

of chronic illness experience describing controllability provided by 

treatment. Following the statement of condition in each item the sub

ject rated controllability on an unmarked 10 centimeter (em) line whose 

endpoints were designated as "True about mew and "Not true about meR. 

The scale was scored in a positive direction for uncontro11abi1ity. 

satisfaction with Life Scale (SLS). The SLS consisted of four 

items based on cantril's (1965) Self-Anchoring striving Scale. Fo11ow-

ing statement of conditions to be rated an unmarked 10 em line was 

provided for the rater's response. The endpoints were R10west possible 
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level of satisfaction" and "highest possible level of satisfaction". 

The scale was scored in a positive direction for satisfaction. 

Reliance Scale (RS). The RS consisted of ten items items 

adapted from Benoliel, Benoliel, and Young's (1980) SOcial Dependency 

Scale and from Stirling's (1981) work in developing a Goal Inventory 

for use with disabled patients. Following statements of ability to 

perform specific daily living activities an unmarked 10 em line was 

provided for the rater's response. Activities included were: mobility, 

dressing,g rooming, bowel control, bladder control, eating, skin care, 

use of transportation, use of community facilities, and economic 

support. Then endpoints of the line are "Total independence without use 

of aids and without assistance from another person" and "Require 

assistance from another person for all (specific activity names"). The 

economic status item was anchored by "Able to achieve total economic 

independence" and "Unable to achieve any degree of economic 

independence". The scale was scored in a positive direction for 

dependency. 

Krantz Health Opinion Survey Information Subscale (HOSI). The 

HOSI consisted of seven items adapted from a scale developed by Krantz, 

Saum, and Wideman (1980) to measure attitudes toward informed 

treatment. The binary agree-disagree format was adapted to the Visual 

Analogue Scale (VAS) format. The 10 em line provided for rater response 

has designated endpoints "the greatest level of information possible". 

The scale was scored in a positive direction for desire to remain 

passive in health related decision making. 
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Physical Self-Efficacy Scale (PSES). The PSES consisted of 17 

items adapted from Rykman, Robbins, and Cantrell (1982) measure of 

perceived physical self-efficacy. The six point Likert-type format was 

changed to the VAS format. Endpoints of the unmarked 10 em line pro

vided for rater's response were "the worst possible physical capacity 

to do things" and "the best possible physical capacity to do things". 

The scale was scored in the positive direction for physical self

efficacy. 

Mishel Uncertainty in Illness Scale (MUIS). The MUIS was a 31 

item scale developed by Mishe1 (1981) as the corrununity form of the 

original 34 item scale measuring uncertainty in illness. Items were 

deleted to better fit circumstances of ambulatory rather than 

hospitalized patients. The five point Likert-type format was changed to 

the VAS format. Endpoints of the unmarked 10 em line provided for 

rater's response were "strongly disagree" and "strongly agree". The 

scale was scored in the positive direction for uncertainty. 

Perceived ReSponsibility (PR). The PR was an eight item scale 

whose items were based on Brickman, Rabinowitz, Karuza, Coates, Cohen 

and Kidder's (1982) specification of responsibility attributions for 

illness related problems and solutions. Following statements specifying 

the conditions to be rated an unmarked 10 em line was provided for the 

rater's response. The endpoints of the response line were "the lowest 

possible level of responsibility for solving illness related problems" 

and "the highest possible level of responsibility for solving illness 
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related problems". The scale was scored in a positive direction for 

high responsibility seeking solutions. 

Inventory of Adult Role Behaviors (lARB). The lARB was a 34 

item scale based on 22 items adapted from Given's (1984) Effect Scale 

measuring social psychological health states of ambulatory chronically 

ill patients and 12 investigator developed items measuring the degree 

to which indi viduals were instrumentally involved in sexual role, 

leisure time roles, social activity roles, family roles, and self-care 

roles. Endpoints of the 10 em unmarked response line were II to the 

greatest extent possible" and "to the least extent possible". The scale 

was scored in a positive direction for self-help. 

Analysis 

To answer the question: Which causal format specification of 

Self-help Model linkages has more complete empirical support?, 

regression analysis was used to determine direction and magnitude of 

specified linkages and explained variance at each model stage for each 

form of the model. Due to the small n of 47 the LlSREL statistic could 

not be used to provide a determination of significant difference 

between the two models. Determination of which model was more 

completely supported by the data was made on the basis of which model 

was able to explain a greater portion of the variance in self-help. 

To answer the question: Are the background variables identified 

in the Self-Help Model sufficiently specified?, descriptive statistics 

were used to determine if differences existed in the characteristics of 

subjects from group data collection, from mailed data collection and 
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from individual data collection procedures. T-Tests were used to 

determine if there was significant difference in response patterns on 

each model variable. Historically learned patterns as measured by age, 

income, and education were entered .into a regression equation 

explaining self-help to determine if they provided for significant 

explained variance. A t-test was done to determine if males versus 

females responded significantly different on the self-help variable. 

To answer the question: Do the instruments used to measure 

Self-Help Model concepts demonstrate reliabilities equal to or greater 

than the .70 criteria?, Cronbach's coefficient alpha was calculated for 

each scale as an estimate of internal consistency. 

Results 

Characteristics of the sample 

The sample consisted of 40 females and seven males, a pattern 

consistent with patterns of disease morbidity associated with Systemic 

Lupus Erythematosis (SLE). More than half, 64 percent, were married. 

The mean age of the sample was 46.7 years with ages ranging from 18 to 

77 years. Most subjects, 69 percent, had some college education or were 

college graduates. Nine percent of these had a professional degree or 

graduate level education. The mean level of education was trade school/ 

some college. Income levels ranged from above $60,000 to $10,000 or 

less with the mean income in the $20,000 to $40,000 range. 
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Comparison of Alternative causal Formats 

Figure C-4 depicts the results of the regression analysis rela

tive to each version of the staged models. In the operant conditioning 

causal format, seriousness of chronic illness was entered in four 

different regressions to explain variance in intimate-dependency 

reinforcers, self-induced sick role reinforcers, self-induced self

efficacy reinforcers and cue-outcome independence reinforcers 

respectively. These four variables were then entered 1) in stepwise 

fashion to explain self responsibility assumption, 2) in stepwise 

fashion with self responsibility assumption to explain self-help, and 

3) in stepwise fashion with self-help to explain li fe-quali ty • This 

model tested seven regression equations. 

Two of the four predicted Stage I to Stage II linkages were 

significant. As predicted, severity of chronic illness was positively 

related to intimate dependency reinforcers and cue-outcome independence 

reinforcers. None of the Stage II to Stage III linkages were supported 

and only one of the four Stage II to stage IV linkages was significant. 

Intimate dependency reinforcers explained 30 percent of the variance in 

self-help. The linkage was significant in the predicted negative direc

tion. The Stage III variable linkage to self-help was not upheld. Of 

the five predicted linkages to life-quality, two were supported. The 

Stage IV, self-help to Stage V, life-quality, and the Stage II, intim

ate dependency reinforcers to Stage V, life quality linkages were sig

nificant in the predicted directions. These two variables accounted for 
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Figure C-4, continued 

Results of Equations Tested 

Operant-Condition Based Model FUnctional Based Model 

1. IDR = (.66)SCI + e 1. LQ = (-.47)SCI + e 

2. SISRR = (NS)SCI + e 2. IDR = (=.48)LQ + e 

3. SISER = (NS)SCI + e 3. SISRR = (NS(LQ + e 

4. COIR = (.44)SCI + e 4. SISER = (NS)LQ + e 

5. SRA = (NS)IDR + (NS)SISRR + (NS)SISER + 5. COIR = (NS)LQ + e 
(NS}COIR + e 

6. SRA = (NS)LQ + (NS)IDR + (NS)SISRR 
6. SH = (-.55)IDR + e + (NS)SISER + (NS)COIR + e 

7. LQ = (.7l)SH + (-.l9)SISRR + e 7. SH = (NS)SRA + e 

tv 
lJ1 
o 



251 

51 percent of the variance in life-quality. Of the 18 linkages depicted 

in the operant conditioning model, five were upheld by empirical data. 

Seven regression equations were also tested in the functional 

format model. In the functional causal format model severity of the 

chronic illness was entered in a regression equation to explain 

life-quality. Life-quality was entered in four separate equations to 

explain intimate-dependency reinforcers, self-induced sick role 

reinforcers, self-induced self-efficacy reinforcers, and cue-outcome 

independence reinforcers, respectively. These four variables were then 

entered in stepwise fashion with life-quality to explain self 

responsibility assumption. Self responsibility assumption was entered 

in an equation to explain self-help. Severity of chronic illness 

significantly explained 22 percent of the variance in life-quality. The 

beta of -.47 demonstrated this linkage was consistent with predicted 

negative relationship. Life-quality significantly explained variance in 

only one of the four Stage III variables, intimate dependence 

reinforcers (R2=.23). The linkage matched the predicted direction on 

the relationship. Of the eleven linkages depicted in the functional 

causal format model, only two were upheld by empirical data. 

Specification of Background Variables 

The three types of data collection procedure groups were 

compared for differences on demographic variables of age, education and 

income. Groups were also compared on number of chronic illnesses listed 

and on performance on each of the variables. Table C-2 presents the 

mean age, education level, income, and number of chronic diseases for 
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Table C-2. Comparison of Subject Characteristics from 
Three Different Data Collection Procedures 

Mean Mean # 
Mean Education Mean Chronic 

Subject category Age Level Income Diagnosis 

Group Data Collection 43.4 4.7 4.9 1.1 
(n=19) 

Mailed Data Collection 41. 7 4.7 4.2 1 
(n=20) 

Individual Data 56.3 4.8 4.5 3 
Collection (n=8) 
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subjects in each of the three data collection procedures. Results 

indicated that the subjects in the group-collected data category and 

the subjects in the mailed-data category were very similar. Those 

subjects in the individual-data colle~tion category differed from 

subjects in the other two groups in being older and in being sicker. 

Because age and nwnber of chronic diseases could confound variable 

performance of those who participated in individual data collection 

procedures, t-tests were used to compare variable performance on only 

the group data and the mailed data subject categories. 

Table C-3 presents the results of t-tests. The groups were 

significantly different on five of the eight variables. Those who par

ticipated in group data collection sessions perceived greater severity 

in their chronic illness, greater amount of intimate dependency rein

forcers and cue-outcome independence reinforcers, a lower level of 

self-help and of life-quality than subjects who participated in the 

mailed data collection procedure. 

The background variables; age, income, education, the 

anticipated sources of extraneous variance in self-help, were entered 

in a regression equation explaining self help. None of these variables 

accounted for significant difference in self help. A t-test was done to 

determine if there was significant difference between males and females 

on self help scores. No significant difference was found in men and 

women's self help scores. 



Tab1eC-J.t-Test Comparison of Data Collection Procedure Groups on 
Major Variables in Self-Help Model 

Group Data 
Collection Mai1Gd Data Collection 

(n=19) (n=20) 
m s.d. df T P m s.d. 

Severity Chronic 246.8 101.4 37 4.3 .000* 120.2 80 
Illness (SCI) 

Intimate Dependency 155.4 132 37 4.3 .000* 26.8 30 
Reinforcers (lOR) 

Self-Induced Sick 41.4 42 37 -.50 .62 48.9 52 
Role Reinforcers 
(SISRR) 

Self-Induced Self 908.1 362 37 -1.6 .1 1093.3 382.3 
Efficacy Reinforcers 
(SISER) 

CUe-Qutcome 1696.9 261.4 37 4.6 .000* 985.5 623.3 
Independence 
Reinforcers (COIR) 

Self-Responsibility 555.1 017.7 37 1.5 .14 485.7 170 
Assumption (SRA) 

Self-Help (SH) 1838.9 481.6 37 -3.4 .002* 2447.8 621.9 

Life Quality (LQ) 274.5 62.7 37 -2.3 .03* 319.1 56 N 
U1 
~ 
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Table C-4 presents the unstandardized and standardized 

coefficient alpha for each of the eight instruments used in this study. 

Two scales, the DOGS and SLS were below the .70 criterion. 

Discussion 

The operant conditioning social learning causal format provided 

a staging of self-help model variables such that 30 percent of the 

variance in self-help was explained. Five of the 18 predicted linkages 

were significantly supported. The fUnctional causal format staging of 

self-help model variables ~rovided no significant explanation of 

variance in self-help. only two of the predicted eleven linkages were 

significantly supported. Despite the inability to test for significant 

difference in the two models, it is clear that the Self-Help model 

framed according to the operant conditioning causal format provided a 

richer explanatory potential relati ve to the self-help response to 

chronic illness. 

The depicted self-help to life-quality linkage has particular 

facility for characterizing the clinical observation that those having 

a chronic illness who, despite progressive disability, remain actively 

involved in day-to-day life roles also present themselves as being 

happier, more satisfied people. The capacity to depict this positive 

relationship along with the potential negative impact of reinforcers 

that support dependency is a s~rength of this form of the self-help 

model. 

The specification of anticipated sources of extraneous variance 

in self-help was valuable as no significant relationship was found 



Table C -4. Coefficient Alpha's for Disease Course Graphic Scale, 
Satisfaction with Life Scale, Reliance Scale, Health 
Opinion Information Subscale, Physical Self-Efficacy 
Scale, Mishel uncertainty in Illness Scale, Perceived 

Responsibility Scale, Inventory of Adult Role Behaviors 
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Number Unstandardized 
Total Scale of Items alpha 

Standardized 
alpha 

Disease Course Graphic 
Scale (OCGS) 

Satisfaction with Life 
Scale (SLS) 

Reliance Scale 
(RS) 

Health Opinion Survey 
Information Subscale 
(HOSI) 

Physical Self-Efficacy 
Scale (PSES) 

Mishel Uncertainty in 
Illness Scale (MUIS) 

Perceived Responsibility 
Scale (PRS) 

Inventory Adult Role 
Behavior (IARB) 

5 .66 .68 

4 .59 .59 

10 .79 .88 

7 .74 .83 

17 .96 .96 

31 .92 .92 

8 .86 .86 

35 .93 .93 
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between age, education and income relative to the self-help response. 

Neither was there a difference between males and females in their 

self-help response. The ability to specify historically learned 

patterns was useful relative to demonstrating nonspuriousness. 

However, the method of data collection proved to be an 

unexpected source of extraneous variance in several of the model's 

variables. Generally speaking, those who self selected the mailed data 

collection process perceived themselves as having less severe illness, 

were less reinforced by intimate dependency and cue-outcome 

independence reinforcers, were more involved in self-help and more 

satisfied with their lives than those who participated in group data 

collection. This finding provided a foreshadowing of potential bias 

emerging in the proposed full study that will rely on response to 

mailed questionnaires. It is highly likely that those who chose to 

respond will be those who were less influenced by their chronic 

illness. A planned follow up program to elicit response from 

nonrespondents will be essential to redllce this source of bias. 

In addition, the finding that those who self selected 

individual data collection were older and had a greater number of 

chronic disease diagnoses led to the conclusion that some subjects who 

want to participate in the study will require assistance to complete 

the questionnaires. such information aided in planning for support 

services; for example, a number to call should help be desired, someone 

available to answer the phone and the willingness of the investigator 

to make individual arrangements for data collection. The cover letter 
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to be sent with the questionnaire will need to clearly present the 

information that subjects can ask for and receive aid. 

With the exception of two scales, reliability estimates met the 

~.70 criterion of acceptance. In addition, the reliabilities on each of 

the alternative theory representing measures; Reliance Scale (RS), 

Health Opinion Survey Information Subscale (HOSI), Physical Self

Efficacy (PSE) , and Mishel Uncertainty In Illness Scale (MUIS) were 

comparable. Reliabilities ranged from .83 to .96 with the shortest 

scale, the HOSI, having the lowest estimate. The PSE having a 

reliability of .96 not only evidenced redundancy as discussed by 

Nunnally (1978) but also evidenced little variance in response. Such 

response consistency indicates the scale failed to discriminate 

different levels of physical self-efficacy. 

The two scales demonstrating reliability estimates below the 

.70 criterion of acceptance were the Disease Course Graphic Scale 

(DCGS) and the satisfaction with life Scale (SLS). As the reliability 

on the DCGS was based on only five items and was .02 points away from 

an acceptable level, the decision was made to retain it as the measure 

of severity of chronic illness, but to increase the number of items to 

more fully represent the dimension. As the reliability of the SLS was 

.11 points below an acceptable level, another measure of life-quality 

having high reported reliability estimates was sought for use in the 

full study. 

Another measurement error issue, beyond that addressed by the 

reliability of the scales, emerged from the pilot study. The operation-
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alization of intimate dependency reinforcers was discovered to have a 

flaw in logic relative to selection of the low end line anchor. The 

chosen anchor, "Total independence without use of aids and without the 

assistance of another person" is consistent with Senoliel et al.' s 

(1980) format; however it is not logically consistent with the Self

Help model's discussion of the variable, intimate dependency reinfor

cers. Reliance on other people evidenc~s dependency but reliance on use 

of aids could evidence self initiative and independency. For the RS to 

more closely operationalize intimate dependency reinforcers the low end 

anchor should be "Total independence, may use aids such s (list aids 

appropriate for activity in item such as, wheelchair for ability to get 

around, button hooks for ability to get dressed) but without assistance 

from another person". 

In addition to the specification and measurement error 

discoveries and adjustment discussed, the pilot study demonstrated that 

one concept may have been mispecified entirely. Self responsibility 

assumption selected as a kind of discriminant stimulus to cue self-help 

behavior proved to be unrelated to any other variables in the model. 

Its operationalization through the Perceived Responsibility Scale (PRS) 

was reliable (a=.86) and responses varied, but failed to demonstrate a 

significant relationship pattern within the Self-Help Model. It was 

likely that the perception of responsibility for solving illness 

related problems did not serve as a relevant cue for self-help. Rather, 

the perception of actual problem solving capacity could better specify. 

the sd construct. In support of this specification, Rosenbaum (1983c) 
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discusses enabling skill, including problem-solving ability, as a 

mediator of the interfering effects of certain internal events (such as 

emotions, pains or undesired thoughts) on the smooth execution of a 

desired behavior. Thus, perceived problem solving skill could be called 

into play, serving as a cue for a self-help response, by perceptions of 

intimate dependency reinforcers, sick role reinforcers, and/or 

cue-outcome reinforcers. The role of self efficacy reinforcers as 

antecedents of enabling skill is less clear. While Brehm's (1966) 

reactance theory suggests that expectation for self efficacy would be 

necessary before newly acquired enabling skills could be applied as 
'b 

protection against a valued loss, Rosenbaum (1983) reports clinical 

encounters with clients who have appropriate skills and who are doing 

things they initially felt incapable of doing relative to changing 

their response to stressful situations. It may be that having 

resourceful skills leads to increased belief in self-efficacy rather 

than increased self efficacy leading to increasing enabling skill. 

Rosenbaum (1983c) discusses enabling skill within the context 

of learned resourcefulness theory. This theory appears to provide a 

better way of accounting for variables that mediate the influence of 

dependency, sick role and cue-outcome independence reinforcers. It also 

replaces the reactance theory based concept of self-induced self effi-

cacy and removes the necessity of seeking an alternative operational-

ization of physical self efficacy that would provide for increased 

discrimination. Rosenbaum (1983c) has developed a measure of enabling 

skill, -the Self Control Schedule (SCS), whose psychometric properties 
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have been found adequate for a new measure (Redden, TUcker & Young, 

1983) and whose ability to discriminate high resourceful subjects from 

low resourceful subjects has been validated (Rosenbaum & Palrnon, 1984). 

Given, 1) the findings of inadequacy of self responsibility 

assumption as the specified sd: 2) the inadequacy of the Physical Self 

Efficacy Scale as an operationa1ization of self-induced se1f-efficacy 

reinforcers, and 3) the potential of Rosenbaum's (1983c) learned 

resourcefulness theory to replace self-induced self-efficacy 

reinforcers' positive role in the Self-Help Model as well as provide a 

more adequate sd for self-help, the Self-Help Model was adjusted. 

Figure C-5 presents the final version of the Self-Help Model to be 

tested in the full study. 

In summary, the pilot study fulfilled its purpose as a means to 

reduce specification and measurement error in the Self-Help Model prior 

to initiation of a large scale study. Model and instrument changes as 

well as plans to reduce procedure related error sources should improve 

the quality of findings in further studies. 
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Figure C-.5. Self-help Model to be Tested in Full Study 
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Table E-1. Demographic Data on the Sample: Age 
(N=274) 

Years of Age 

Under 30 

30 - 39 

40 - 49 

50 - 59 

60 - 69 

70 - 79 

80 or above 

TOTAL 

Mean = 57.3 
S.D. = 14.3 
Median = 59.6 
Mode = 62.0 

N 

11 

28 

37 

60 

79 

50 

9 

274 

266 

% of 
Sample 

4 

10 

14 

22 

29 

19 

2 

200 



TableE-4 Demographic Data on the Sample: Marital status 
(N=276) 

% of 
Marital status N Sample 

Married 157 57 

Separated 4 1 

Divorced 51 19 

Widowed 42 15 

Single 22 8 

TOTOAT .. 276 100 

267 



Table E-J. Demographic Data on the Sample: Education 
(N=276) 

Highest Level % of 
of Education N sample 

8th grade or less 7 2 

Some high school 24 9 

High school graduate 50 18 

Trade/Business school 28 10 

Some college 78 28 

College graduate 43 16 

College graduate 46 17 

Graduate or professional degree 46 17 

TOrAL 276 100 
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Table E-4. Demographic data on the sample: Income 
(N=241) 

% of 
Gross Family Income N SCL'TIp1e 

$60,00 and above 15 6 

$50,000 - $59,999 7 3 

$40,000 - $49,999 19 8 

$30,000 - $39,999 32 13 

$20,000 - $29,999 50 21 

$10,000 - $19,999 61 25 

Below $10,000 57 24 
--

TOTAL 241 100 
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Table E-.,5. Demographic Data on the Sample: Diagnosis 
(N=278) 

% of 
Diagnosis N Sample 

Rheumatoid arthritis 107 38 

Osteoarthritis 68 24 

Spondylitis 1 1 

Reiters 

Lupus 81 29 

Fibrocytis 5 2 

Other 16 6 

TCYl'AL 278 100 
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Table E-~ Demographic Data on the Sample: 

Number of Years III 

Under 5 years 

5 - 10 years 

11 - 20 years 

21 - 30 years 

31 - 40 years 

41 - 50 years 

Above 50 years 

roI'AL 

Mean = 15 
S.D. = 12 
Median = 12.4 
Mode = 5 

Number Years III 
(N=236) 

N 

44 

63 

73 

29 

18 

8 

1 

236 

271 

% of 
sample 

19 

27 

30 

12 

8 

3 

1 

100 



Table E-7. Demographic Data on the Sample: 

Number of Years 
Since Diagnosis 

Under 5 years 

5 - 10 years 

11 - 20 years 

21 - 30 years 

31 - 40 years 

41 - 50 years 

OVer 50 years 

TOl'AL 

Mean = 12.7 
S.D. = 11.2 
Median = 9.6 
Mode = 2 

Number of Years Since Diagnosis 
(N=241) 

N 

64 

65 

61 

29 

12 

9 

1 

241 

272 

% of 
Sample 

27 

27 

25 

12 

5 

4 

0 

100 



Table E-a Demographic Data on the Sample: 
Number of Other Chronic Diseases Listed 

(N=278) 

Number of Other 
Chronic Diseases Listed 

0 

1 

2 

3 

4 

5 

6 

7 

8 

9 

TOTAL 

Mean = 1.3 
S.D. = 1.6 
Median = .9 
Mode = 0 

N 

113 

70 

49 

19 

10 

9 

5 

1 

1 

1 

278 

273 

% of 
Sample 

41 

25 

18 

7 

4 

3 

2 

0 

0 

0 

100 
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FIGURE F-l. Histogram of Standardized Residuals (N=278): 
Severity of Chronic Illness on Intimate 
Dependency Reinforcers (Equation l6.l) 
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Figure F-7. Histogram of Standardized Residuals (N=278): 
Self Induced Sick Role Reinforcers and Cue-outcome 

Independence Reinforcers on Enabling Skill (Equation 16.3) 
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