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ABSTRACT

This study examined changes in adult learning, adaptation, and
anxiety that occurred as the result of the adult cancer education
program fI Can Cope." The study utilized a repeated measures
descriptive design. A volunteer sample of 19 subjects participated in
this study. Changes in each person's pre-mid-post-test scores were
measured against their pre-mid-post-test scores on three instruments:
a) Course Inquiry Test; b) Purpose in Life Test; and c¢) A-State
Anxiety Inventory. A comparison of scores measured whether any short-
term adult learning, adaptation and change in anxiety occurred as a
result of the fI Can COpef Program. The study did demonstrate that an
organized adult patient education program could foster and enhance
adult 1learning and adaptation as well as influence anxiety of

- participants.
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CHAPTER 1

INTRODUCTION

Cancer is a significantly complex chronic disease which has a
profound impact on the 1lifestyle of the indiviaual. The disease
process makes demands on patients and family members because of its
elusive nature and the resultant stresses. This fosters tne
development of new coping strategies to facilitate changes in
lifestyle as patients and families live with and adapt to this chronic
illness. The way in which patients with cancer, their families and/or
significant otners adapt to the disease often will ultimately affect
perceptions of the perceived quality of life. This study explored the
effects of a structured education program designed to facilitate
learning by the participants to specific aspects of the disease and

increase adaptation to selected ramification of the disease.

Delineation of Problem

Prevalence

During 1985, approximately 910,000 persons in the United
States were expected to be newly diagnosed with cancer (American
Cancer Society, 1985). In 1986 the State of Arizona, population
2,962,300 (University of Arizona, 1985), is expected to have
approximately 10,U0U0 newly diagnosed cases of cancer (American Cancer

Society, 198b).
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The survival rates for cancer are improving. This appreciable
improvement of survival rates among cancer patients is attributed to
early detection and bgtter treatment of some of the various forms of
cancer. Tne American Cancer Society reports that one in three persons
will survivé five years after diagnosis and treatment, compared with
one in five in the 193U's, and one in four in the 1940's (Statistical

Bulletin, 1981, p. 11-13).

Economics

The economic realities of cancer are due to direct and
indirect costs. A major cause of distress for the cancer patient and
family is the financial burdens associated with cancer (Baird, 1981).
Baird (1981) reported that numerous studies document the cost of
cancer treatments at $i5 billion annually and that an individual's
cancer treatment cost may vary from $5,000 to $35,000 annually. In
addition to the direct costs are tne indirect costs such as temporary
or permanent loss of income. Tne indirect costs are enormous for
persons with cancer. According to Baird (1961), these indirect costs
are nearly twice as high for cancer as for other chronic diseases.

Nurses can assume an active role in the containment of direct
costs. Nurses also nave an opportunity to be instrumental in the
promotion of cancer prevention, education of the public about the
improved and improving survival rates of cancer, and the adaptation of
people to living with cancer. Nurses could influence the indirect and

direct cost of cancer with tne utilization of all of these activities.
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The scicatific and medical understanding of cancer has
increased significantly in the past decade as well as strides made in
the understanding of tne emotional impact of cancer to enable patients
and their families to cope more effectively. This understanding helps
patients and their significant others refocus their energy to move
from dwelling on internal anxieties to concentrating on opportunities
which could enhance tneir quality of life (American Cancer Society
(1983b).
Redman (1976), Johnson (1979), and Johnson and Green (1981)
contend that the tnreat of illness and its diagnosis precipitates a
series of redefinitions of self. This adjustment of self to changes
in physical health and one's psychosocial being is essential in living
and adapting to 1ife_with cancer. Persons adapt to illness based upon
their psychological nature and social behavior (Roy, 1981) and modify
their benavior to meet the limits imposed upon them by the disease.
The way in which a person adapts to their disease often determines the
difference between optimum recovery or psychological invalidism

(Lipowski, 197u; Johnson, 1979).

Patient Education

Salzer (1975) proposed that persons affected directly or
indirectly by chronic illnesses are entitled to as much information as
they can accept about tne illness in order to adapt to the disease and
care for themselves. Acquired knowledge, attitudes, and behaviors
which influence the maintenance and promotion of health are one goal

of health education (Roberts, 1976). Another goal of health education
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is to provide persons and their significant others with information
that will assist them in adapting to achieving and maintaining an
optimum state of health (Johnson, 1979). Baldonado and Stahl (1982)
contend that a multidisciplinary health care team, client and family
should be involved in a structured health teaching plan. That plan
needs to relate to the disease, the treatment and disabilities that
might ensue from the disease and/or treatment process.

Even with the scientific knowledge and sophisticated equipment
for diagnosis and treatment, nealth care professionals cannot expect
effective resuits without. the help, cooperation, and understanding of
thne patients. Health care would be enhanced if it were supported by
informed, involved persons who realize they have an active role,
responsibility and a unique contribution to make toward their
individual and collective state(s) of well-being. Patient education,
that branch of healtn education designed for those who are affedted by
an illness, is a means of satisfying this educational need (Johnson,
1979).

Patient education is not a new concept in the health care
system. However, in the past decade, the concept of patient education
has changed substantially (Johnson & Green, 198l1). There has been a
shift from basically unplanned, fragmented, incidental and spontaneous
experiences to programs that are purposefully designed, systematically
applied, and comprehensive in scope (Brown, 1976).

Today, patient education is designed for inpatients and

outpatients; implemented on a one-to-one basis or in groups; delivered
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in a variety of settings; and conducted by a multidisciplinary team
which may include physicians, nurses, social workers, and dieticians
(Breckon, 1976). Ulrich (1976) noted that there is one element
central to all patient education programs, which is the necessity of
gearing it to tne specific needs of the persons or the group for whom
it is intended (Jonnson & Green, 1981).

Support and justification for patient education comes from a
variety of sources; e.g., tne Health Maintenance Organization Act of
1973 (Public Law 93-222, 1973) and the Joint Commission on
Accreditation of Hospitals (1979). Other factors supporting patient
education are the emergence and increase of chronic disease (Simonds,
1974; Archer & Fleshman, 1979), and tnhe increased survaa] rate of
cancer patients (American College of Surgeons, 1982).

Patient education has increasingly become a component of
cancer nursing practice. The “Outcome Standards for Cancer Nursing
Practicef: (1979) of the Oncology Nursing Society and the American
Nurses' Association, provide a set of standards and criteria for the
practice of oncology nursing. Patient education is identified as an
outcome criteria for the majority of the 12 standards.

The chronicity of each stage of cancer has significant
ramifications on the lifestyle of individuals with cancer and their
families. Tne question of how an educational program could contribute
to the process of adaptation of a person affected by a chronic disease

was central to this study.




"I Can Cope" Program

"I Can Cope" is an educational program for adult cancer
patients, their families and friends which is co-sponsored by the ACS
and local community facilitators. The American Cancer Society I Can

Cope Facilitators Manual (1983b) states that the goal of the "I Can

Cope" program is to provide an organizea educational program about
cancer for adults with cancer, their families, their friends and/or
significant others wnich will assist the patient et al. to cope more
effectively with all facets and ramifications of the disease. The
effects of this structured educational program were studied to
determine whether the program enhanced learning and adaptive changes

in adult cancer patients and their families and/or significant others.

Significance

Narrow (1979) proposed that the nurse can be viewed as the
primary health teacher because of the nurse's: a) Knowledge of
matters related to health, b) opportunity to teach, c) ability to
individualize the teaching and make relevant to clients, and d)
liability. Dodd and Mood (1981) demonstrated that subjects have
inadequate knowledge about their disease and treatment. Their study
aid find that subjects having chemotherapy explained to them by a
nurse, after the physician had obtained informed consent, showed
greater accuracy of information recall tnan control subjects and
noninformative visits by the nurse. Due to the significant number of
patients admitted to nospitals, the shortened length of stay, and the

legal responsibility of nurses to provide patient education, cancer
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eaucation by nurses needs to be met in a variety of ways. Nurses at
the bedside need to meet daily teaching needs of the cancer patient
and family. Johnson (1979) demonstrated that post-hospitalization
education taught by nurses in conjunction with other members of the
multidisciplinary health care teaching team was effective in helping
adults to learn and to acquire information, attitudes and behaviors
that will improve tneir ability to adapt to living with a chronic
disease. The major health care goal, by a multidisciplinary staff, is
to intervene with the client and/or significant others in order to
help the cliient et al. to cope and sustain maximum functioning with
living. Spinetta (1972) contended that wnen cancer exists within a
family, tne health care team must firmly believe that the quality of
life 1is enhanced by maximum efforts devoted toward living. Living
with cancer is maintaining a full and normal quality to life as

possible within the physical limitation imposed by the disease.

Purpose of Study

This study was conducted to measure the effects of a
structurea educational program on participants' perceptions of
specific aspects of their disease as measured by changes in adult
learning, adaptation and anxiety. The underlying assumption of this
study was that the process of adaptation could be accelerated by
facilitating the participants' learning, 1i.e., change or
reorganization of insights, knowledge, skills, attitudes, values or
expectation to the latest health care practices in the treatment of

the disease.
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Specifically, the research questions posed for this study

Will adult learning as measured by the Course Inquiry Test
increase over time for participants of the fI Can Copef
program?

Will adaptation as measured by the Purpose in Life Test
increase over time for participants of the fI' Can COpef
program? ‘

Will Anxiety as measured by the State Anxiety Inventory
decrease over time for participants of the fI Can Copef
program?

Is there a positive (+) relationship between the Course
Inquiry Test and the Purpose in Life Test at the end of an fI
Can Cope? program?

Is there a negative (-) relationship between Tne Purpose in
Life Test and A-State Anxiety Sca]e of the end of the ?I Can
Copef program?

What is the relationship between Adult Learning and Anxiety at

the end of an "I Can Cope" program?

Summary

Cancer is a complex chronic disease which has a profound

impact on the 1lifestyle of the individual and/or his significant

others.

Tne disease makes demands on patients and families due to its

elusive nature and resultant stressors. This study explored the

effect of a structured patient education desiygned to foster learning
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of specific aspects of the disease and increase adaptation by the
program participants to selected ramifications of the disease. The
question of how an educational program could contribute to the process

of adaptation of program participants was central to this study.




CHAPTER 2
CONCEPTUAL FRAMEWORK

Tnis chapter presents the conceptual framework for this study
and Figure 1 represents the conceptual model to be used. The concepts
and relationships found in the model are defined and discussed.

A1l of the vertical 1linkages in the conceptual model are
signed positively (+) to indicate"a hierarchical relationship between
the concepts at the higher level and the operational variables at the
lower level. No causal{ny is depicted in the conceptual model, but
rather positive predictive correlations (+), negative predictve
correlations (-), and inconsistent associations (?) are predicted at
the horizontal levels.

First, the construct of patient education is presented
followed by the presentation of cancer patient education at the
concept level and tne operational level is then indexed by the fI Can
Copef Program presentation, The construct of adult 1learning is
presented next followed by the concept of learning about cancer and
the Course Inquiry Test at the operational level. Adaptation is the
third construct discussed followed by meaningfulness in life at the
concept level and was indexed at the operational level by the Purpose
in Life Test.

Next the construct of anxiety is presented followed by the
concept of A-State Anxiety which is indexed at the operational level

10
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by the A-State Anxiety Scale (Form YY) (STAI). Lastly, the

relationships between the constructs are presented and discussed.

Patient Education

Patient education has undergone many changes during the last
decade. To understand the trends specific to adult cancer patient
education, one must first examine patient education and, from that
generalized area of theory and practice, draw what is specific and
useful for adults with cancer.

A composite definition of patient education is a series of
structured or unstructured experiences designed to help patients and
their significant others to cope voluntarily with the immediate crisis
of the diagnosis, with Tong-term adjustment, and with symptoms; gain
needed information about sources of prevention, diagnosis, and care;
and to develop skills, knowledge, and attitudes needed to maintain or
to regain health (Deeds, Herbert, & Wolle, 1979; Green et al., 1980;
. Simonds, 1974; Blumberg et al., 1983).

Patient education accomplishes these goals by working with
patients and tneir families to plan strategies for change; interpret
and integrate the information needed to achieve desired attitudes or
behaviors; and meet patients' specific learning needs, interests, and
capabilities (Rankin & Duffy, 1983). Patient education may be thought
of as a field of practice, as an intervention, and as an evolving body
of theory and concepts. Although still developing, patient education
is widely accepted in most fields of health care and represents a

monumental philosophical shift from a previous era in which patients
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were tola nothing. Patient education is central to tne philosophy of
nursing practice (Redman, 1985).

Patient education is not a new concept in the health care
system, For years, physicians and nurses, in the course of normal
patient contact, nave explained to patients certain aspects of their
illness and their consequences. However, their educational endeavors
were often done sporadically and without consistency (Breckon, 1976).

References to patient education first began to appear in the
1950's. One of the primary factors responsible at that time for
increased attention to patient education was the development of
prepaid health care plans. Prepaid health organizations contended
that prevention and informed self-care could reduce long range patient
care costs (Shapiro, 1960).

In 1964, the American Hospital Association, at a conference on
nealth education, took the position that the Association should act as
the nationwide agency for stimulating the development of patient
education programs. Assumption of this advocacy role served as a
milestone in the recognition of patient education within the healtn
care system. Patient education was recommended as an integral part of
patient care (Johnson, 1979).

In 1955, the Russell Sage Foundation published three

monographs entitled Newer Dimensions of Patient Care. These documents

further added to the acceptance of patient education as a relevant
aspect of patient care and are still being used today as points of

reference.
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Another step in policy making occurred when Congress passed
the Health Maintenance Organization Act of 1973 which required health
maintenance organizations to provide health education for their
members. The government's Medicare Program also has moved to provide
coverage for the cost of patient education as an integral part of
medical services provided to Medicare recipients.

There are several key factors in aadition to policy making
that may be viewed as part of the development of patient education.
The future direction of patient education may be influenced by the
following factors:

1. As the population of elderly persons in this country
increases, so will the number of individuals increase who have
chronic diseases and disabilities. The emergence of chronic
illness as a major health problem has provided stimulus for
the development of patient education services (Simonds, 1974;
Strauss, 1975).

2. The consumer rights' movement also impacts on the development
of patient education. "A Patient's Bill of Riyhts," adopted
by the American Hospital Association (AHA) outlined the
patients' right to know (1973),

3. Medical practice itself is changing. Prepaid hedlth care
plans are on the increase. National health insurance is being
proposed by the federal government. Due to the advent of

diagnostic related groups (DRGs) and similar concepts from
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third party payers, there has been a decrease in the length of
nospital stays.

4, A furtner element that has set the stage for expansion of
patient education has been legal actions and judicial
decisions. The policies of "informed consent" and "informed
discharge" nave altered the health care system. Medical
malpractice suits are on the increase. Improved patient
communication has been shown to reduce malpractice litigation

(Johnson, 1979).

In the past decade the concept of patient education has
changed. There has been a shift from primarily unplanned fragmented,
incidental, and spontaneous experiences to programs that are
purposefully designed, systematically applied, and comprenensive in
scope (Brown, 1976; Johnson, 1979). Today patient education is: a)
Designed for inpatients and outpatients; b) implemented on a one-to-
one basis or in groups; c) delivered in a variety of settings; and d)
conducted by a multidisciplinary team often consisting of physicians,
nurses, social workers, physical and occupational therapists (Breckon,
1976). The one element central to all patient education programs is
the necessity of gearing it to the specific needs of the persons or
group for whom it is intended (Ulrich, 1976).

Patient education has been significantly influenced by the
healtn care profession, institutions, foundations, presidential

committees, Congress, private and government reports and conferences.
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Therefore, patient education has been influenced by social, political,
and economic conditions.

Patient education is an important component in wmedical and
nursing care of the chronically il11 persons and their families. It
can help patients and their significant others not only be more
informed about the nature of the chronic illness but also to adapt
behaviors 1in accordance with treatment regimen and their inherent
ramifications (Knudson et al., 1981).

The patient has the right to know about his disease, and an
informed patient is better equipped to deal with the various stages of
the disease process. Issues relating to loss of control and fear of
death, have been related to "the dark cloud of unknowing" (Lane,
198v). Patient anxieties are often alleviated when they have
knowleage about the disease, the disease process, and its treatments

as well as their ramifications.

Cancer Patient Education

Green (1984) noted that, in the broader concept of patient
education, cancer has lagged behind other diseases in the attention
that healtn educators and others have devoted to the subject. Within
the area of cancer education, patient education has been overshadowed
by preventio}l and public education about cancer (Green, 1984).

Cancer patient education has been defined by Rimer et al.
(1985) as a series of structured or unstructured experiences

designed to assist patients to cope voluntarily with the

immediate crisis response to their diagnosis, with long-term
adjustments, and with symptoms, to gain needed information
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about sources of prevention, diagnosis, and care, and to
develop needed skills, knowledge, and attitudes to maintain or
regain their health status" (p. 802)

The National Cancer Institute has identified several issues
that are unique to cancer patient education. Most notably, cancer is
many diseases, each imposing different educational requirements.
Cancer can often result in social isolation and is often associated
with pain and death. Cancer may produce a sense of loss of control,
impose a severe financial strain and its treatment may cause life-
threatening side effects (Rimer et al., 1985).

When cancer is diagnosed, patients may potentially undergo a
variety of psychological and emotional changes that challenge their
previously accepted 1ife-sty1e and self-concept/self-esteem (Blumberg
et al., 1983). Cancer patient education can respond to this complex
changing environment of the cancer patient by providing information,
resources and support in an organizea manner,

Both the National Cancer Institute's patient education goals
and the Oncology Nursing Society's Standards for Cancer Nursing
Practice (Outcome Standards for Cancer Nursing Practice, 1979)
identify a number of tasks for cancer patient education. These
include nelping patients and their families to adjust to the disease,
participate in treatment, carry out regimens, manage stress, recognize
and control side effects, prevent social isolation and to strengthen
relationships with significant others, mobilize and manage resources

and "to adapt to a life of uncertainty" (Rimer et al., 1985, p. 802).
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Patient education has increasingly become a component of
cancer nursing practice. In tne Qutcome Standards for Cancer Nursing
Practice (1979), a set of standards and criteria for the practice of
oncology nursing is outlined. Patient education is identified as an
outcome criteria for the majority of the 12 standards. This
demonstrates that there is a growing interest in providing substantial
services in the area of educational support for people experiencing
cancer. Cancer patients feel a strong concern about their health and
its effect on their future.

Patients who have cancer must deal not only with physical
problems but also with anxiety. One of the best ways to become able
to deal with every aspett of being i11 is through learning. Andragogy
is a self-directed approach to adult education. It is a design for
teaching that aims at providing learners with what they need and value
in relation to an identified need or problem. A belief in Andragogy
is related to a set of beliefs about the learner as tne direct of his
or her own " life. In Andragogy, Knowles (1984) applies four
assumptions to the adult learner. First, a person becomes an adult
when he achieves self-direction. Second, one utilizes his previous
life experiences in learning and third, social needs, or the need to
fill a social role are necessary. Fourth, adults are motivated to
learn subjects or skills that will help them to overcome a perceived
problem (Knowles, 1984).

Johnson stated "tne literature is clear, teaching people about

various aspects of their conditions in an organized systematic manner,
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is an effective method for improving quality of care" (Johnson, 1980,
p. 63). Persons affected by cancer need to be taught how to modify
and adapt their behavior to adjust to the ramifications of cancer, as
well as the treatment modalities of the disease (Marino, 1981).
Cancer patients are saying that tney want to make decisions about
their lives. In order to make appropriate decisions they need
information. Cancer patients are saying they want some control
(Johnson & Flaherty, 1980). Information which allows patients to make
decisions in turn provides them that control. Oncology patients and
their significant others view educational programs as a commitment on
the part of the professional, to them. This commitment, to help
persons to live with cancer and its treatment allows self-respect
(Jonnson & Flaherty, 1980). Thus patient educational programs are
designed to foster patient and family learning of specific aspects of
tne disease and treatments and increase adaptation to specific

ramifications of the disease.

fI Can.Copef Program

The fI Can Copef Program is a structured patient education
course of the American Cancer Society about living with cancer. Topic
content of the course was developed from interviews of cancer clients
and their family members and a variety of professional persons
residing in Minneapolis-St. Paul, Minnesota (Johnson, 1979). Johnson
(1979) stated tnat: a) Tnere was a need for an education program for
persons with cancer to assist them in adapting to cancer; and b) a

formal educational program did not exist for persons with a chronic
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illness, except for the diabetic person. In response Johnson (1979)
designed a course with classes taught by multidisciplinary cancer
educators, Individuals who know more about their disease can make
informed decisions and become partners in the treatment team. The fI
Can Cope" Program is designed to clarify facts and myths for people
living with cancer. It helps patients and their families cope with
the problems of living with tne chronic disease of cancer (American
Cancer Society, 1983b).

"I Can Cope" 1is an educational program for adult cancer
patients, their families and friends which is co-sponsored by the
American Cancer Society and local community facilitators. It is a
structured program that meets for eight weekly two hour sessions.

The course starts with specific information about normal
anatomy and physiology, and progresses to explain a variety of facts
about cancer. Tne information is designed to clarify misinformation
and decrease anxiety (American Cancer Society, 1983b). The curriculum
then explains the psycnosocial aspects of cancer. The emotional
impact of the disease on the patient and family, enhancing self-
esteem, using community resources, improving physical fitness, and
working for increased control over uncontrollable situations are
discussed,

The American Cancer Society "I Can Cope" Facilitators Manual

(1983b) states that the goal of the "I Can Cope" Program is to provide
an organized educational program about cancer for adults with cancer,

tneir families, their friends, and/or significant others which will
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assist the patients et al. to cope more effectively with all facets of

the disease.

The "I Can Copef Program has the following objectives:

To provide the opportunity to learn about cancer, its cause,
diagnosis, treatment and rehabilitation.

To understana the meaical problems that may arise from the
disease or its treatment, and to teach the individual ways of
dealing with these problems.

To learn the importance of communicating effectively with
health care professionals, family and friends.

To provide a better understanding of the psychosocial aspects
of cancer and how to cope with them,

To recognize the importance of maintaining physical fitness
during treatment.

To identify and use physical, social, psychological,
rehabilitation, financial, 1legal, spiritual, and other
resources within the community.

To provide a climate of understanding with others by sharing
common needs and experiences.

To provide an opportunity for interaction between health care

professionals and cancer patients.

The "I Can Cope" Program does not:

l.
2.

Interfere with the physician/patient relationship.

Provide a support group or professional care setting.
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3. Attempt to be an ultimate authority on all aspects of cancer
information.
4, Replace the individual's ability to seek other sources of
cancer information.
The American Cancer Society provides patient education as one of its
basic Service and Rehabilitation Programs. Tne fI Can Cope" Program
was adopted in 1979 as a National Service and Rehabilitation
structurea patient education program,

Thus, the underlying assumption of the fI Can Copef course is
tnat with a structured educational course, the person affected
directly or indirectly by cancer can adapt to chronic illness and the
ramifications of that illness. Aaaptation is facilitated by the
clients' learning about the: a) Disease, b) current treatment of the

disease, and c) living with cancer (American Cancer Society, 1983b).

Adult Learning

Learning is an fenduring changef (Bigge, 1982, p. 274) in an
individual in which genetic inneritance is not a predisposing factor.
It may be considered a change in finsights, behavior, perception, or
motivation, or a combination of these" (Bigge, 1982, p. 274). Thus,
learning is a change or freorganization of 1insights, knowledge,
skills, attitudes, values, or expectations and may or may not be
closely related to some change in overt behavior" (Bigge, 1982, p.
274).

A learning theory can be defined as a
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systematically integrated concept of process whereby people
relate to their environments in such a way as to enhance their
ability to use both themselves and their environments more
effectively (Bigge, 1982, p. 3).

Learning theory which has been particularly useful in adult education
has emerged frum several differing points of view,

One viewpoint of scholars in the field of adult education is
to adapt childhood instructional theories to the adult. Houle (1974)
noted that the components of the educational process remain the same
for all ages and tne basic design for learning is identical--this is
the basis for the pedagogical model of learning (Knowles, 1984).

A second viewpoint of adult learning is that of andragogy
which was first popularized by Knowles. Andragogy is a theory of
adult learning that takes into account experience and research about
the unique characteristics of adult learners.

The Andragogical model is based on several assumptions that
are different from those of the pedagogical model (Knowles, 1984).
The assumptions of this theory are that, as people mature:

1. There is a need to know. Adults need to know why they
need to learn something before applying oneself to learn it. Tough
(1971) found that wnen adults commit to learn something on their own
tney will 1invest considerable energy in understanding the benefits
they will gain from learning. As a result of this, one of the first
tasks of the facilitator is to help the "learners become aware of the
need to knowf (Knowles, 1984, p. 55). Adults learn when shown that

they will be able to apply the learning to real Tife.
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2. They have a self-concept of being responsible. According
to Knowles (1984), adults have a self-concept of being responsible for
tiieir own decisions, for their own lives. O0Once they have arrived at
that self-concept they develop a deep psychological need to be seen
and. to be treated by others as being capable of self-direction.

3. They acquire and retain a variety of experiences. Adults
come into an educational activity with both a great volume and a
different kind of experience from youths (Kuowles, 1984), This
quantity and quality of experience has several consequences for adult
education.

In any group of adults there will be a wider range of
individual differences than 1is the case with a group of youths.
Knowles (1984) noted that any group of adults will be more
fheterogeneous--in terms’ of background, learning style, motivation,
needs, interests and goa]sf (Knowles, 1984, p. 57).

For many kinds of learning the richest resources for learning
reside in the adult learners themselves. Hence, the greater emphasis
in adult education on experimental techniques.

But in fact the greater experience also has some potentially
negative effects. As we accumulate experience, we tend to develop
fmenta] nabits, biases, and presuppositions that tend to cause us to
close our minds to new ideas, fresh perceptions, and alternative ways
of thinkingf (Knowles, 1984, p. 58).

4, There is readiness to learn. Adults become ready to learn

those things they need to know and be able to do in order to cope more
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effectively with their real-l1i¢fe situations. An especially "rich
source for readiness to learn is the developmental task associated
with moving from one developmental stage to the nextf (Knowles, 1984,
p. 58). Tne critical implication of this assumption is the importance
of timing learning experiences to coincide with those developmental
tasks (Knowles, 1984).

5. Their orientation to learning changes. Adults are life-
centered (task-centered or problem-centered) in their orientation to
learning. Adults devote energy to learn something to the extent they
perceive that it will nelp them per