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ABSTRACT

The purpose of this study was to understand the role of self-directed learning in older adults’
health care. This research employed a descriptive qualitative design that used in-depth and semi-
structured interviews for data collection. The sample of 15 purposefully selected older adults,
ages 65-89, reflected diversity in race, gender, education, professions and health conditions. All
participants lived independently in their own homes or apartments. Six research questions guided
this study: (1) What motivates older adults to take control of their learning regarding health care?
(2) What health care behaviors are controlled by self-directed learners? (3) What contextual
factors are controlled by self-directed learners? (4) What is the process of self-directed learning
of one’s health care? (5) How does self-directed learning affect one’s health care? (6) What
barriers do learners experience in the self-direction of their health care?

Data analysis was guided by the constant comparative method revealing the following
findings: The factors that motivate older adults are age related issues, other people and the
potential benefits associated with controlling health. Self-directed learners control their health by
establishing appropriate physical activity and exercise levels, maintaining a positive
psychological health, managing specific health conditions, and controlling their living

environments. There is a specific process of self-directed learning beginning with a health event,



receiving a diagnosis, acquiring and assessing information, choosing treatment options,
monitoring treatment results, and managing adjustments in life style and treatment. Self-directed
learners perceive that learning reduces threats to their health, raises body awareness, and
increases collaborative management of their health care.

Three conclusions were drawn related to the role of self-directed learning and health: (1)
Older adults are motivated to take control of certain aspects of their health care; (2) The self-
directed learning process specific to health care involves negotiation and socialization; and (3)
Self-directed learning is perceived as positively affecting health care. Practical implications from
this study suggest that adult educators develop collaborative working arrangements with health
professionals to design interventions and/or programs that promote motivation and
empowerment for older adults. Older adults need to be made aware of the potential benefits to

their health by using self-directed learning.
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Quialitative research, Adult education



THE ROLE OF SELF-DIRECTED LEARNING IN OLDER ADULTS’ HEALTH CARE

JANET S. VALENTE
B.S., The University of Georgia, 1984

M.S., The University of Georgia, 1986

A Dissertation Submitted to the Graduate Faculty of The University of Georgia in Partial

Fulfillment of the Requirements for the Degree

DOCTOR OF PHILOSOPHY

ATHENS, GEORGIA

2005



© 2005
Janet S. Valente

All Rights Reserved



THE ROLE OF SELF-DIRECTED LEARNING IN OLDER ADULTS’ HEALTH CARE

JANET S. VALENTE

Major Professor: Sharan B. Merriam

Committee: Brad C. Courtenay
Richard C. Kiely
Nancy P. Kropf

Electronic Version Approved:

Maureen Grasso

Dean of the Graduate School
The University of Georgia
May 2005



ACKNOWLEDGEMENTS

First, I would like to acknowledge Sharan B. Merriam. Thank you for your timely input,
insight, and helpful suggestions for the development of this document. | would also like to thank
the committee members for their interest and input.

Thanks to the Department of Adult Education at the University of Georgia. The faculty
and staff, as well as other students, have contributed to my experience at the University.

Second, | want to acknowledge Harry Burkett for his support, interest, and understanding
throughout this entire process. In addition, Kula Moore, for her support and encouragement.

Third, 1 want to acknowledge the participants in this study. Thank you for taking the time
and effort to be involved in this research. You have demonstrated that self-directed learning has a
significant and positive impact in your lives; and, that self-directed learning can provide benefits

for all older adults.



TABLE OF CONTENTS

Page

ACKNOWLEDGEMENTS ...ttt b e e et e e sie e beesnneenee s v

LIST OF TABLES ...ttt e e bt e b e et e e s re e e beeanne e e vii

LIST OF FIGURES ...ttt bttt e st e et ne e viil
CHAPTER

1 INTRODUCTION ...ttt sttt e sre e bt e aab e e nbeennne e 1

Background of the ProbIem ..o 1

Self-direCted LearniNg ........ccueiieiiiiesieerie ettt st nneas 3

Problem STAtEMENT ........cooiii s 9

PUrPOSE OF the STUAY ......cceeeiiecie e 9

Significance of the StUAY .........ccov e 10

DefiNition OF TEIMS ..o 11

2 REVIEW OF THE LITERATURE ... 12

The U.S. Health Care SYSteM.......cc.cov et 13

SBIF-CANE.....eeeee s 18

Self-direCted Learning.........coeieeiieieiie ettt 31

Self-directed Learning and Older AdUItS ..........ccccoveiieiieie i 47

Chapter SUMMAIY ........cviiiece et e e sre e e eres 53

3 METHODS ...ttt b e r e 55

Design 0f the STUAY .......ooviiece e 56



Vi

SAMPIE SEIECTION ... 58

Data COHBCHION .....c..eitiiiiice e 60

PHOT INTEIVIBWS. ... 62

Data ANAIYSIS ...t ns 63

Validity and Reliability ..........c.oooiiiiiii e 64

Researcher Bias and ASSUMPLIONS ........coiiiiiiiriieriinee e 68

A FINDINGS ...ttt b e et e b e e e e e nne e 70

Part 1: Participant ProfileS..... ... s 70

Part 2: FINAINGS ..ottt e e nneenns 80

Chapter SUMMAIY .......coi et nne s 137

5 CONCLUSIONS, DISCUSSIONS, AND RECOMMENDATIONS ........ccccooviiiee 139

Conclusions and DISCUSSION ..........ciuiiuieiiieieie et 140

IMPIICAtioNS TOr PraCtiCe ........coveiieiiiie e 177

Recommendations for Future ReSearch ..., 183

Chapter SUMMAIY .......ccoviiieie et ste e ee e e sne s 184

REFERENGCES ... .ottt b et et e e e nbe e nr e e b e e e e 187
APPENDICES

A CONSENT FORM AND INTERVIEW GUIDE ........ccocciiiiiiiiiiiies 212



Vil

LIST OF TABLES

Table 1: Participant Profile ... e 72

LI Lo LA 10 To a0 PRSP 81



LIST OF FIGURES

Figure 1: Learning Cycle in Self-directed Health Care (Initial and Ongoing Health Events)

viii



CHAPTER 1
INTRODUCTION
Background of the Problem

The U.S. population is comprised of 35 million adults aged 65 and older. By 2030, the
number of older adults will have doubled to 70 million, or one in every five Americans (National
Center for Chronic Disease Prevention and Health Promotion, 2002). These older adults are the
most frequent users of medical services and their growing numbers are placing increasing
demands on medical and social services in the U.S. Almost one-third of today’s health care costs
in the U.S., or $300 billion each year is for older adults. Chronic diseases exact a heavy health
and economic burden on nearly 40% of the older adult population living within the community
due to associated long-term illness, diminished quality of life, and greatly increased health care
costs (National Center for Chronic Disease Prevention and Health Promotion, 2002). In addition,
older adult’s health is often compounded by multiple health conditions, adjustments to later life
events such as deaths of spouses, partners, friends, and loved ones, loss of homes, financial
challenges of retirement years, and societal changes (Deluca & Enmar, 2001; Neugarten, 1996;
Roberson, 2003). These demands and issues, combined with recent changes in the way health
care is covered by insurance and delivered by medical and social services agencies, has serious
implications for the future direction of health care policies, delivery, costs and availability.

Although the risk of disease and disability increases with advancing age, poor health is
not an inevitable consequence of aging. Health promoting self-care behavior, which emphasizes

positive lifestyle practices, may improve health for older adults (Acton & Malatham, 2000). To



the extent that health care professionals find ways of harnessing the interest of older adults in
their own care, the health of this population may significantly improve at decreased costs to the
health care system (DeFriese, 1993; Hibbard, Greenlick, Jimison, Kunkel, & Tusler, 1999).
Recent changes in the medical establishment have underscored the need for adults to be
self-directed towards their health care. Managed care provider reimbursement policies have led
to moving patients quickly through the health care system and discharging sicker patients earlier
from medical facilities. Physicians are pressured to limit time for dialogue resulting in less health
education and less interaction with patients during office visits. In addition, prescription drug
reimbursement limitations sometimes force older adults to discontinue prescribed medicines.
Due to these changes in the health care system, there is a growing interest in prevention
and preventive medicine, with an emphasis on patient responsibility (Berman & Iris, 1998;
National Centers for Chronic Disease Prevention & Health Promotion, 2002). Patients are urged
to take charge of their own care with regard to exercise, management of chronic diseases,
smoking reduction, and reducing or eliminating other harmful behaviors. A recent qualitative
study of 50 older adults designed to examine their behavior and attitudes in relation to self health
care, found that older adults thought it important to take care of oneself both at home and in the
doctor’s office by learning about their illness on their own (Berman & lIris, 1998). Some of the
older adults firmly believed that they could do something about their health, and that they could
control many aspects of the aging process if they took charge. Their activities to gain control
included searching for health information and utilizing recommendations from health
professionals for a healthy lifestyle. However, other respondents in the study reported that they
could not do anything about their health and would rely on others, such as physicians, family

members or paid caregivers for advice and care.



Other studies suggest that if what an older adult is learning is perceived to help them gain
a “sense of control,” then they are more likely to exercise positive health promotion behaviors
(Grembowski, et al., 1993; Rodin, 1986; Waller & Bates, 1992). The term health behaviors are
conceptualized as behaviors geared toward health promotion and illness prevention (Padula,
1997). A closer investigation of the role of self-directed learning in older adults’ health care, and
the application of that learning may provide insight into how their learning impacts the quality of
their lives, health care decisions, and their relationships with their health care providers.

Self-directed Learning

Self-directed learning is based on the premise that the learner assumes the primary
responsibility for planning, carrying out, and evaluating learning experiences (Knowles, 1975).
Taking primary responsibility means that individuals assume ownership for their own thoughts
and actions and take control over how to respond to a given situation. Within the context of
learning, it is the ability and/or willingness of individuals to direct their own learning that
determines their potential for self-direction (Brockett & Hiemstra, 1991).

Tremblay (1981) refers to personal autonomy in learning as learning undertaken by an
individual without benefit of either an institution or any other formal educational agent. Chene
(1983) defines the autonomous learner as independent and able to make choices and critical
judgments, while Candy (1991) characterizes autonomous learners as those who have a strong
sense of personal values and beliefs. These values and beliefs provide the learner with a solid
foundation for conceiving goals and plans, making and evaluating choices, accomplishing goals,
exercising self-restraint and self-discipline (Candy, 1991).

Candy uses the term autodidactic to refer to the learner’s autonomy and self-management

when self-directing learning. The autodidactic processes operate around intentions, which take



shape without any prior consideration; the learner is constantly readjusting objectives depending
on personal tastes, wishes and circumstances (Candy, 1991; Danis & Tremblay, 1985).
Additionally, the self-taught adult functions as both the learner and teacher, and learning projects
are organized according to the resources available to them. In practice, the autodidactic adult
learner spontaneously formulates a group of rules and principles to govern learning. They often
try out their competence by considering the tangible results they obtain and by trusting to an
inner feeling that he or she has succeeded (Danis & Tremblay, 1985). Thus, the adult learner’s
sense of control over a learning event, coupled with a successful learning experience, provides a
strong potential foundation for continued self-directed learning activities.

The process orientation of self-directed learning centers on activities of planning,
implementing, and evaluating learning. In the early linear models of Tough (1971) and Knowles
(1975), learners moved through a series of steps to reach their learning goals in a self-directed
manner with many of the elements similar to the traditional teaching process. Tough (1971)
found that adults were involved in about eight different self-directed learning projects a year. He
defined a learning project as a highly deliberate effort to gain and retain certain knowledge and
skill, or to change in some other way through a series of related episodes of seven hours duration
or more. In his study, 66 participants were interviewed about learning projects they completed
during one year. The most significant finding was that the majority (68%) of the learning
projects were primarily planned by the individual learners themselves. In a follow-up study,
Tough’s (1982) research on intentional changes revealed that the self-directed person assumes
about 70% of the responsibility for all the tasks involved in choosing the change, planning the

strategy, and implementing the strategy.



Self-directed learning is a process in which the learner has control over both the means
and goals for learning (Mocker & Spear, 1982). A study conducted by Spear and Mocker (1984)
investigated planning patterns by interviewing 78 adults who had less than a high school
education. The study’s purpose was to determine the extent self-directed learners consciously
pre-plan their learning activities. The findings documented that pre-planning usually did not exist
for this group of self-directed learners. Instead, learning was governed by the available resources
within the environment such as observing others, educational materials, and educational events.

In an investigation focusing on older adult learning projects, Hiemstra (1975) interviewed
256 older persons with a mean age of 68.1, to determine their involvement in learning projects.
He found that 83.5% reported conducting one or more learning projects each year. Fifty-five
percent of these activities were self-planned. This study established that older adults are active
learners and that the majority of learning activity is reflected through the self-planned learning
projects. A more recent survey of 865 older adults revealed that they are spending 27.86 hours
per month in self-directed learning projects (Lamdin & Fugate, 1997). Twenty-seven percent of
the adults were involved in formal topics, 52% in practical topics, and 21% in intra-self topics.
Varieties of subjects were recounted including spirituality, volunteer work, travel and health-
related issues.

Tough’s (1971) and Knowles’s (1975) linear view of the self-directed learning process
stresses the phases of the learning process itself. These models put emphasis on the individual’s
initiative, with or without the help of others, in diagnosing their learning needs, formulating
learning goals, identifying human and material resources for learning, choosing and

implementing appropriate learning strategies and evaluating learning outcomes.



Unlike the linear models, the interactive models of self-directed learning require an
emphasis on two or more factors, such as opportunities people find in their own environments,
organizing circumstances, personality characteristics of learners, cognitive processes, and the
context of learning (Brockett & Hiemstra, 1991; Cavaliere, 1992; Danis, 1992; Garrison, 1997,
Spear, 1988). These factors work collectively to form an episode of self-directed learning. These
models help to define the elements, which determine how learners approach their self-directed
learning projects. Spear’s model proposes three elements: the individual’s own learning
environment, past or new knowledge, and things happening by chance helping to organize
learning activities. Cavalier describes the stages of learning and cognitive processes that a self-
directed learner may use. Brockett and Hiemstra’s model, The Personal Responsibility
Orientation (PRO), investigates two dimensions of learning: instructional methods and learner
personality characteristics. In the PRO model, individual learners are central to the idea of self-
direction coupled with a consideration of the context in which the learning activity occurs.

Furthermore, Danis’ and Tremblay’s model is grounded in the notions of self-regulated
learning and the learning cycle process and not the internal cognitive aspects. The key
components of this model focus on the strategies, phases, and contextual factors that learners
encounter as they acquire and reflect upon their learning. Finally, Garrison’s (1997)
multidimensional and interactive model of self-directed learning is grounded in a constructivist
perspective. This model has three dimensions: self-management, self-monitoring, and
motivational elements. It provides yet another explanation of self-directed learning by viewing
the process from cognitive and motivational dimensions. The interactive models offer additional
insight into key elements that influence self-directed learning by focusing on the personality

characteristics and cognitive abilities of the learner. The models also increase understanding of



the contextual factors that facilitate, inhibit or modify the acquisition or application of new
knowledge.

In addition to self-directed learning models, there are also self-directed learning
instruments. The primary instrument used to investigate the characteristics of the self-directed
older adult learner is the Self-Directed Learning Readiness Scale (SDLRS). The SDLRS is
designed to determine whether individuals possess skills and attitudes frequently associated with
self-directedness in learning (Guglielmino, 1977). Using the SDLRS, Brockett (1982) found a
link between self-direction and perceived life satisfaction among a sample of 64 older adults,
aged 60+ living in a public housing building. In another self-directed learning study of 103 older
adults living in a retirement village, East (1987) found that self-directedness was related to life
satisfaction, and that acceptance of responsibility for one’s own learning and love of learning
were highly related to that satisfaction. Taken together these studies provide support to the link
between life satisfaction and self-directedness among older adults. Recent development of a new
scale to measure self-directedness, the Personal Responsibility Orientation Self-directed
Learning Scale (PRO-SDLS) may provide yet additional insight into the self-directed learning
process (Stockdale & Brockett, 2003).

Looking beyond the research findings related to the individual characteristics and
processes of self-direction, self-directed learning has also been viewed from a cognitive
perspective. Brookfield (1986) considers the notion of self-directed learning as a cognitive
process grounded in reflection. He suggests that self-directed learners are inner-directed,
individualistic, analytical, socially independent, and possess a strong sense of self-identity. In an
earlier study focusing on self-directed learning and reflection, Brookfield (1981) used semi-

structured interviews with 25 self-directed adults asking questions emphasizing the individual’s



expertise. The themes that emerged revealed that the adult learners tended to view their
involvement as ongoing with no end. They did not feel constrained to limiting their study to
conventional boundaries; rather, they loved to explore new things. They assumed primary
responsibility for planning and carrying out learning activities but did not work in isolation.

It has been demonstrated by earlier studies that the learner who practices self-direction
takes the responsibility to learn, reflects on the action by accessing their options and secures the
necessary resources. Personal characteristics of the learner, such as their attitudes, values,
beliefs, and abilities determine whether self-directed learning will take place in a given learning
situation (Marks & Lutgendorf, 1999). These personal characteristics combined with reflection
practices will influence the choices made by learners in their pursuit of information including
planning, implementing, and evaluating the learning process.

Furthermore, adults are fairly competent when they undertake learning that is pertinent to
something of interest in their own day-to-day life situations (Tough, 1979). Critical to managing
one’s care is learning about health maintenance options, making decisions, and choosing
behaviors that are based on sound health knowledge and healthful attitudes (Keller & Fleury,
2000). In a recent study of older adults (Roberson, 2003), physical health was found to be the
most pervasive topic of discussion. Adjusting physical changes became the impetus or
motivation for self-directed learning (Roberson, 2003). More focused planning and reflection on
the process are likely to enhance the value and effectiveness of self-directed learning
(Guglielmino & Guglielmino, 1991). Although we know the basic processes and personality
characteristics of individuals who are self-directed, we know little about how the older adult,
faced with health decisions, acquires information and implements their learning toward

maintaining control of their health.



Problem Statement

Growing numbers of older adults are placing increasing demands on medical services
systems and subsequently, will affect the future direction of health care policy. In response to the
increasing numbers, costs, and health care needs of older adults, the medical establishment has
changed patient-care policies. For example, managed care provider reimbursement policies have
created incentives to move patients quickly through the health care system and have pressured
physicians to limit office visit time for dialogue and health education. In response to these
changes, health educators have been promoting an active role for the patient in their own health
care (Berman & lIris, 1998; Keller & Fleury, 2000; National Centers for Chronic Disease
Prevention & Health Promotion, 2002).

The importance of understanding factors contributing to health maintenance is especially
relevant for older adults, as it is this segment of the population who are most at risk. Those older
adults who have taken control of their health care are self-directing their own learning. However,
little is known about how older adults are using self-directed learning to gain access to health
information and how this information is affecting their health care.

Purpose of the Study

The purpose of this study was to understand the role of self-directed learning in older
adults’ health care. The research questions that guide this study are as follows:

1. What motivates older adults to take control of their learning regarding health care?

2. What health care behaviors are controlled by self-directed learners?

3. What contextual factors are controlled by self-directed learners?

4. What is the process of self-directed learning of one’s health care?

5. How does self-directed learning affect one’s health care?
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6. What barriers do learners experience in the self-direction of their health care?
Significance of the Study

By looking at the process of self-directed learning among older adults in relation to their
health care, this study provides a number of theoretical and practical contributions. First, the
study contributes to the self-directed learning literature. Theoretically, the study contributes to
the limited amount of adult education literature, which focuses on the older adult self-directed
learning process. Out of the voluminous amount of literature on self-directed learning, only a
handful of studies deal with older adults. Secondly, the study contributes to the health care and
older adult literatures. The context of health is especially ripe for investigation due to changes in
the medical care system and the new emphasis on health prevention policies, which encourage
older adults to become more involved and self-directed. Specifically, this study provides new
insight into the process used by older adults as they manage their care through self-direction and
the impact this process has on their health care.

This study offers practical significance by providing insight into the process that older
self-directed learners use when learning about their health care. This information is relevant to
gerontologists, adult educators, and health care workers in designing training programs and
materials. Gerontologists will find clues that lead to the factors that motivate self-directed older
adults. This in turn is helpful in assessing and designing appropriate learning environments and
educational materials. Adult educators and health care workers use this information to better
structure their activities to enhance and promote self-direction with older adult learners.

Finally, a deeper understanding of the self-directed learning process is essential in the
changing world of medical care. This study provides introspection into a new dimension of

health care, one in which the informed and involved self-directed older adult patient takes a more
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aggressive, proactive posture with respect to their health. This information plays a critical role,
allowing for the utilization of self-directed health care options that promote a personalized and
cost effective approach that current health care policy makers are demanding. As we move into
an era of increasing health care needs and limited resources to support health care, the
opportunity for self-directed and self-managed care becomes essential to maintenance of one’s
health.
Definition of Terms

The following terms are defined for purposes of clarity in this study:
Chronic Condition — A chronic condition is a health-related state lasting one to three months or
longer which limits a person’s activities and may require ongoing medical care.
Health Behaviors - Activities that people do geared toward staying healthy and preventing
illness.
Older Adults - Individuals who are 65 years of age and older.
Self-directed Learning - The process built on the notion that the learner assumes the primary
responsibility for planning, carrying out, and evaluating learning experiences.
Self-care - A concept of health care wherein individuals can manage many of their own health
problems when given sufficient instruction and appropriate medications (U.S. Department of

Health and Human Services, 1986).
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CHAPTER 2
REVIEW OF THE LITERATURE

The purpose of this study was to understand the role of self-directed learning in older
adults’ health care. The central questions guiding this study are: (1) What motivates older adults
to take control of their learning regarding health care? (2) What health care behaviors are
controlled by self-directed learners? (3) What contextual factors are controlled by self-directed
learners? (4) What is the process of self-directed learning of one’s health care? (5) How does
self-directed learning affect one’s health care? (6) What barriers do learners experience in the
self-direction of their health care?

According to Rossman and Rallis (2003), “use of the literature establishes what the study
is about by reviewing both theoretical and empirical research in an attempt to define the
boundaries of the study” (p. 123). The four major sections of this study’s literature review
include the U.S. health care system, self-care, self-directed learning, and self-directed learning
related to older adults. The literature related to the health care system will set the stage for this
study by identifying the key issues within the system that contribute to the older adult taking
control of their health care. A review of self-care as a health care option for older adults provides
a philosophical foundation from which to build a relationship between health, education, self-
directed learning and older adults. The review of self-directed learning literature will ground the
study in the field of adult education.

Several documents and reports related to health care policy and older adults were

accessed in support of the first section on the U.S. Health Care System. These documents were
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secured online through a variety of sites: Center for Disease Control and Prevention (CDC),
Public Policy Institute of the American Association of Retired Persons (AARP), the
Gerontological Society of America, and the National Center for Health Statistics and the
National Research Council. The literature contributing to the current knowledge of self-care
comes primarily from gerontology, health psychology, sociology, social work, health promotion,
and wellness education. Self-directed learning literature was gathered primarily from the field of
Adult Education. Online searches via GALILEO at the University of Georgia were conducted.

ERIC, Dissertation Abstracts, and EBSCO were the primary databases searched. VVarious

descriptors and combinations of descriptors were used, including: aged, alternative medicine
health care, health status, older adults, preventative care, self-care, self-management, quality of
life, and self-directed learning.
The U.S. Health Care System

The U.S. health care system is undergoing rapid changes. Competition has emerged as a
powerful force in the health sector. A key part of this competitive approach is to activate
consumers to make health care choices (Hibbard & Jewett, 1996) within the framework of
managed care. In addition, reimbursement policies of managed care providers have created
incentives to move patients quickly through the health care system by discharging patients from
medical facilities, at times, before they are able to care for themselves and their health care
needs. Managed care also pressures physicians to limit the amount for dialogue and interaction
with patients during office visits. Older adults who desire more control of their health must
access additional health related information to increase their self-advocacy knowledge and skills

to better participant in decision-making related to their care.
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Health care for older adults is different from that provided other age groups. There are
“greater resource demands, intertwining of professional health services with social services,
ethical issues, higher prevalence of physical and mental disabilities and less scientific evidence
for use in determining effective preventive and medical interventions” (National Research
Council, 2001, p. 203). These factors create potential challenges for the adult learner in accessing
valid information and making informed treatment option choices. Coupled with the changes in
the medical care system, is the reality of an increased older adult population needing care.
Health Care and Aging Populations

One of the most dramatic changes occurring in the U.S. that is directly affecting the
health care system is the aging of the population. Increasing numbers of older people present
enormous opportunities and challenges to all components of our society, especially the health
care system. Today, the life expectancy for males is 74.1 years and for females 79.5 (Vierck &
Hodges, 2003). Currently, 12.4 percent of the U.S. population is over age 65 (Bureau of the
Census, 2001). This proportion of the population is expected to increase by more than 20 percent
by the year 2030 (Lamdin & Fugate, 1997). A number of factors, such as the eradication of
childhood diseases, advances in medical care, and a decline in fertility rates following the
postwar baby boom, have converged to create the statistical aging of the population (Manheimer,
Snodgrass, & Moskow-McKenzie, 1995). Moreover, because today people seldom die
prematurely, they need more medical care to help cope with the chronic diseases of senescence
(Cassel & Neugarten, 1996).

Health expectancy is more an important issue for older adults than life expectancy.
Adults who reach the age of 65 are likely to live into their 80’s. Of these remaining seventeen

years of life after 65, twelve of those years are expected to be healthy years (National Center for
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Health Statistics, 1990). Health expectancy, or “number of healthy years depends to a great
extent on the older adult making decisions about maintaining their health through physical
activity, nutritional intake, social support networks, accessing good medical care, and health
education” (Haber, 1994, p. 12).

The numbers of Americans with one or more chronic conditions is expected to increase
from 125 million in 2000 to 157 million by 2020 (Gillespie & Mollica, 2003). Among adults age
65 and older, 62% have two or more chronic conditions that consume 78% of all health care
spending in the U.S. (Gillespie & Mollica, 2003). These growing numbers of older adults will
affect the future of the country’s economic and social conditions, especially an increased need
for health care education.

The U.S. spends a far higher percentage of its gross national product (GNP) on health
care then does any other country. Ironically, maintaining or promoting health itself has not been
a high priority for health care dollars. At present, only 3% of the nation’s health care
expenditures support health promotion and disease prevention activities (Haber, 1994; Panico,
2003). Although there has been undeniable financial neglect by the federal government, there has
been an increased attention on health promotion and disease prevention since the publication of
Healthy People: The Surgeon General’s Report (U.S. Department of Health & Human Services,
1980). This landmark document advocated the idea that major gains in health and independence
can be attributed to personal life-style changes (Haber, 1994). In 1990, the U.S. Public Health
Service initiated Healthy People 2000 in an effort to reduce preventable death and disability of
Americans. These Healthy People initiatives establish a set of goals and objectives for the entire
population and are used to monitor the progress of improving the nations’ health within each

decade.
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Healthy People 2000 was the first official federal plan that focused on health promotion
and disease prevention orientations rather than a disease orientation. This plan recognized the
complexity of the socioeconomic, lifestyle, and other non-medical influences that impact our
ability to attain and maintain health (Haber, 1994). Recognizing that the U.S. population was
aging and the increasing medical needs of this population, more than 25% of the 300 national
objectives focused on or were related to the health of older adults. The Healthy People 2000
initiative funded a major public education campaign that was facilitated in part by the American
Association of Retired Persons (AARP). Educational materials and many articles on health
promotion and disease prevention were distributed and a surge of articles emerged in
professional journals, newsletters, and popular magazines. This first major national effort
focusing on senior health from a holistic approach brought the issues of health education, injury
prevention, health maintenance, and self-responsibility to the forefront of the medical enterprise.

Prior to Healthy People 2000, the medical community and insurance companies did not
give emphasis to the impacts of preventative health activities for older adults. Instead, their
primary focus was on treatment of disease rather than the promotion of health. Most importantly,
Healthy People 2000 exposed the older adult to new approaches to health care that promoted
self-responsibility for maintenance of one’s health. Based on this prevention model and the
positive outcomes from the program, the U.S. Department of Health developed another health
plan with goal accomplishments targeted for 2010. Currently, the Healthy People 2010 plan
continues to place emphasis on preventative health goals for older adults.

Education is a major determinant of health (Rudd, Moeykens, & Colton 2000; UNESCO
Institute for Education, 1999). Managed health care, which emphasizes outpatient procedures,

shorter hospital stays, and complex health consumer decisions, increases the patient
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responsibility for understanding medical instructions, following procedures, and interpreting
health-related information and forms (Fisher, 1999). Characteristics of a health-literate person
include health related critical thinking and problem solving, responsible citizenship, self-directed
learning, self-advocacy and communication skills (U.S. Department of Health & Human
Services, 2000).

However, “the medical definition of aging is primarily pathology-based, focusing on
people who are ill or in decline in the latter part of life. Until recently, this medical model was
the whole focus of basic biomedical and clinical research and health services delivery for the
elderly” (Lamdin & Fugate, 1997, p. 16). “To look at aging solely as decay is to deny a
fundamental property of life, namely the capacity of self-repair (Bortz, 1991, p. 7). Quality of
life issues become more important as one becomes older. Bortz (1991) suggests that
“physiological aging, while ultimately inevitable, can be slowed, or even for a time halted, by
participation in positive psychosocial environments” (p. 7).

Many health professionals subscribe to the notion that health is more than the absence of
illness. According to Haber 1994,

Good health includes a feeling of empowerment, loving relationships, a zest for living, a

strong support network, and a sense of meaning in life or a certain level of

independence. These psychosocial and functional dimensions of health are integral
components of good health. The definition of health, among older adults, should not be
linked with disease or its absence, as the medical model suggests, but with independence,

the ability to accomplish one’s goals and the existence of satisfying relationships. (p. 9)
Persons consider themselves in ill health primarily when an illness or impairment interferes with

their activities of daily living. Daily living is defined as the tasks related to personal care and to
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maintenance of the home environment (Cassel & Neugarten, 1996). Finding ways to deal with
and adjust to changes in health require an older adult to look at a variety of options to control
and/or manage their health. The use of self-care may bridge the gap between the health care
system and older adults (Metter & Kemper, 1993).

Self-Care

Self-care in health refers to a broad range of behaviors undertaken by individuals with the
intention of maintaining or promoting health and functional independence (DeFriese, Konrad,
Woomert, Norburn, & Bernard, 1994; Ory & DeFriese, 1998). The World Health Organization
(1983) further defines self-care as “activities that individuals, families and communities
undertake with the intention of enhancing health, preventing disease, limiting illness, and
restoring health” (p. 2). These activities are derived from knowledge and skills from a pool of
both professionals and lay experience (Dill & Brown, 1995). The critical component of self-care
practices is that they are lay-initiated and reflect a self-determined decision-making process
(Royer, 1995; Segall & Goldstein, 1989).

According to Ory and DeFriese (1998), self-care practices used by older adults fall into
three general self-care categories. The first category is described as steps taken by individuals to
compensate or adjust for functional limitations affecting routine activities of daily living. The
second category of self-care practice suggests that self-care activities are actions taken to either
prevent disease or promote general health status through health promotion or other life style
modification efforts. The third category of self-care practice is for the diagnosis or treatment of
minor symptoms of ill health or self-management of a chronic health conditions.

The process of using any or all of the self-care strategies in order to manage health is a

dynamic process. The older adult must access and respond to the illness symptoms they
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experience in an effort to manage their changes in health. The way in which they respond to the
symptoms is influenced by personal and cultural orientations, and the social interactions that
develop around illness (Berman & Iris, 1998; Dill, Brown, Ciambrone, & Rakowski, 1995).
Response to an illness is frequently conceptualized as an individual behavior, yet self-care is
embedded in family, community, and institutional frameworks (Backett & Davison, 1995;
Royer, 1995; World Health Organization, 1983). Thus, the social contexts in which self-care
practices occur often include informal support networks, environmental factors, and situational
context that help to facilitate the likelihood of self-care (Ory & DeFriese, 1998; Segall &
Goldstein, 1989). Taking a closer look at the patterns, dynamics and processes of self-care
behaviors practiced by older adults requires an understanding of a key component of illness
behavior, symptom interpretation.
Symptom Interpretation

Recognition and evaluation of symptoms is a fundamental aspect of self-care (Dean,
1986). The “interpretations of the symptoms are multidimensional, including attributions of
cause and assessments of pain and discomfort, disruption of desired activities, and perceived
seriousness” (Stoller, 1998, p. 25). According to Kleinman (1988), the initial response to a new
symptom is often to normalize the symptom by attributing it to some cause other than disease.
Stoller (1993a) structured an interview and health diary study of 667 older people living in four
New York counties. The respondents overwhelming (89%) reported a cause outside a disease
framework for at least one of their symptoms, and over 16% attributed all of their symptoms to
exclusively non-medical causes. The most frequently non-medical interpretation was weather or

season of year, cited by 60% as a cause for at least one symptom. However, older people also
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attribute their symptoms to the aging process itself (Leventhal, Leventhal & Schaefer, 1992;
Stoller, 1993a).

The available research on self-care has “focused more attention on the interpretation of
symptoms than on lay theories of disease--the beliefs and perceptions that underlie self-care
practices” (Stoller, 1998, p. 28). Only a minority of these studies utilize samples of elderly
people (Strain, 1996), although differences in knowledge, attitudes, and beliefs about diseases
reflect the lifetime experiences of individuals in a given age cohort (Haug, Wykle, & Namizi,
1989). As a result, we know very little about how elderly people’s lay theories of illness and
disease-specific understandings influence self-care practices (Stoller, 1998). We therefore rely on
the available literature that focuses on symptom interpretation.

Studies that focus on symptom interpretation also provide a foundation for gaining
insight into the complexity of self-care decisions. Research reveals that the nature of the
symptoms experienced by an older adult influences their interpretations of an illness. Symptoms
that are severe and have a rapid onset are more likely to be interpreted as signs of illness
(Leventhal, Leventhal & Schaefer, 1992; Prohaska, Keller, Leventhal & Leventhal, 1987). In
contrast, symptoms that are intermittent, nonspecific, relatively mild, and of slow onset are more
likely to be normalized outside a disease framework (Leventhal et al., 1992; Prohaska et al.,
1987). Symptoms that are painful, that persist beyond an expected period of time, that defy
explanations, and disrupt normal routines are more likely than other symptoms to raise
considerations of possible seriousness (Dean, 1986). And, according to Stoller (1998),

Multiple chronic conditions can also sensitize people to the potential import of new

symptoms. Older people do not confront symptoms in isolation. Rather, symptoms are

interpreted within a context of health and illness experienced over a lifetime. People
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experiencing multiple health problems are likely to interpret each new symptom as an

assault on their already precarious condition.(p. 29)

Elderly people who believe their health is good have more confidence in their own
resilience and are less likely to interpret any particular symptoms as potentially threatening
(Haug et al., 1989). Conversely, when symptoms occur within a context of poor health, older
people interpret the specific symptoms more negatively (Stoller, 1993a). In a study of elderly
adults with arthritis and heart/circulatory problems, Strain (1996) found that poorer self-rated
health was associated with anticipation of further deterioration. These studies suggest that older
people who are experiencing health-related problems are more likely to interpret additional
symptoms as further evidence of their declining health.

Other factors influencing symptom interpretation relate to characteristics of older adults
themselves. According to Dean (1986), perceptions of serious rather than benign symptoms are
associated with living alone, having low income, being widowed or divorced, experiencing
stressful problems, low satisfaction with social support, low internal locus of control, inability to
find ways to relax, and belief in the efficacy of medical care. Evaluation of symptoms is also a
function of situational factors:

Different roles and different social settings vary in the degree to which older adults

accommodate manifestations of illness. For the older person, the primary concern is

containing signs and symptoms of disease in such a way that role compromise is
minimized. Individuals must not only cope with multiple health-related problems, but
must manage them across multiple situations. Interpretation of any particular problem,

therefore, varies with the demands and tolerance of the situation. (p. 276)



22

Stoller (1993a) also found that both prior and current health experiences predicted
interpretation of symptoms. This finding may suggest that people with more life activities they
deem important are more likely to be frustrated by the presence of symptoms that limit their
ability to pursue these activities. A complementary explanation suggests that people who
experience few symptoms and who assess their health positively are more likely to normalize
and minimize the potential import of new and unfamiliar symptoms (Stoller, 1993a). Symptoms
of an illness, the interpretation of the symptoms, and health status help determine the type of
self-care strategies that older adults will conduct. Among the more common self-care options is
lay consultation.

Lay Consultation Patterns

Many people experiencing an illness discuss their condition with a lay consultant
(DeFriese & Woomert, 1983; Verbrugge, 1987). This discussion often occurs prior to or after
consulting with a health care professional. However, some older adults may elect to use the
advice of a lay consultant exclusively. Symptom-related discussions are part of the self-care
information gathering that often accompanies coping (Leventhal et al., 1992). The older adult
most frequently consults with family members (Glasser, Prohaska, & Roska, 1992). Spouses are
the primary lay consultants among old people who are married, and men are more likely then
women to rely exclusively on their spouses for advice about symptoms (Stoller, 1993b). Married
women draw advice from other women, including both relatives and friends (Chappell, 1989;
Stoller, 1993b). However, this gender difference disappears with a serious health condition
(Chappell, 1989). When married people consult someone other than their spouse, they are more

likely to consult women than men (Stoller, 1993b). Widowed older adults, especially men, are
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less likely than married older adults to discuss their symptoms with lay consultants (Stoller,
1993b).

Friends and neighbors also serve as lay consultants. Older adults often seek out friends
within their peer group for advice because these individuals may also be experiencing or have
experienced similar symptoms. This allows the older adult to share and compare information
about their conditions (Strain, 1990). Gender differences are seen in the consultations that occur
with friends and neighbors. Women tend to have more health related conversations with friends
than men do. These findings are consistent with most research on social relationships. Men are
less likely than women to discuss intimate and emotional issues, including health issues with
others (Stoller, 1998). Other research suggests that when the network of people is larger there is
a broader range of sources and diversity of information. However, when the network of people
consulted is smaller and more closely knit, there is a stronger impact on the individual’s self-care
decisions (Strain, 1990).

Lay consultations have multiple consequences for the older adult’s self-care process.
According to Furstenbery and Davis (1984), the process of telling and retelling the story of one’s
illness can assist in information processing. Discussions with peers can provide reference points
from which older people can assess their own health (Strain, 1990). Other research suggests that
lay consultants can teach and reinforce patterns of self-care, validate or contradict people’s
interpretations of their symptoms, encourage or discourage professional consultation (Stoller,
1998). Suggestions of lay consultants can also provide reassurance or provide a sounding board
for listening to complaints and other concerns. These benefits help to affirm the person’s
importance and support self-esteem of the older adult faced with symptoms (Dean, 1986;

Furstenberg & Davis, 1984). Given the opportunity to express symptoms with others, the older



24

adult is able to gain access to information about a variety of different options one might use to
treat their symptoms.
Lay Treatment Strategies

According to Stoller (1998) the majority of research on self-care has emphasized use of
medications, both over-the-counter and those prescribed by physicians, during prior
consultations. Despite this emphasis on medications, Dean (1992) argues that self-treatment also
involves other responses, including appliances (e.g. thermometers, enemas, heating pads),
homemade preparations (e.g., herb teas, baths, salves), and various forms of home concoctions.
Dean recommends that self-treatment be defined to include changes in activity, exercise level,
avoidance behaviors and changes in diet. Others suggest that self-care also includes social non-
medical responses to symptoms such as spending time with family and friends (Chappell, 1989;
Freer, 1980).

When looking more closely at self-treatment, researchers have identified a number of
factors about the specific systems that influence how older adults utilize self-care strategies.
These factors include the properties of symptoms themselves, the seriousness of the illness,
perceptions of health, and gender of the older adult. Those individuals whose symptoms caused
much pain and discomfort or interfered a great deal with desired activities usually treated their
symptoms with medications (Stoller, Forster, & Portugal, 1993). The more a symptom is
perceived as being serious, the more likely a person would be to consult a physician and not
manage their symptoms on their own (Leventhal & Prohaska,1986; Stoller & Forster, 1994).

The perception an older adult has about their health at the onset of a symptom may also
influence self-treatment decisions. Leventhal and Prohaska (1986) report that people who

attribute symptoms to aging are more likely to say they would cope by using self-care treatments
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rather than seeking medical attention. Other researchers suggest that whether older adults ignore
or treat symptoms appears to have less to do with their familiarity and causal attribution than
whether the symptoms cause them pain or discomfort, interfere with desired activities, or are an
indicative of a serious condition (Stoller, Forster, & Portugal, 1993).

Self-care in old age is more often palliative than curative (Dean, 1992) because of the
increased prevalence of chronic conditions in late life. Chronic conditions produce symptoms
continuously or episodically over time (Ford, 1986). The basic task involved in managing
chronic illness is containment, which extends beyond alleviating symptoms to the level of
coordination and managing medical care (Anderson & Horvath, 2002; Gillespie & Mollica,
2003). This means that older adults must be educated (Anderson & Horvath, 2002) in utilizing
self-care and self-management strategies in order to continue carrying on daily activities as
normally as possible. Older persons who have lived with a chronic disease often become very
knowledgeable about the condition, including the medications and procedures that work best for
them in enhancing mobility and comfort (Haug, 1986). This knowledge is synthesized from past
experiences, the media, discussion with acquaintances, and previous consultation with lay and
health professionals (Segall & Goldstein, 1989), thus allowing the person to utilize self-care
techniques to manage their health.

Self-care, Self-care Beliefs, and Quality of Life Issues

Mastering self-care strategies for chronic disease and other illnesses, and learning to
function despite disability, can reinforce old adults feeling of mastery and competence
(Leventhal & Prohaska, 1986). By developing self-care abilities, the older adult is able to reduce
dependence on the formal health care provider while providing a sense of self-sufficiency

(DeFriese & Konrad, 1993) and life satisfaction (Haug, (1986). Although there has been debate
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in the literature about the capacity of older persons using self-care to respond appropriately to
symptoms, experts have concluded that available studies suggest that self-care utilization and
education is a safe and effective way to reduce health care utilization (Stoller, 1998).

Self-care beliefs. Health promoting self-care behavior appears to improve the health and
quality of life. Acton’s and Malathum’s (2000) study of 84 older adults living within the
community investigated the relationships among basic need satisfaction, health promoting self-
care behavior and selected demographic variables. Using Maslow’s basic needs hierarchy,
findings suggested that adults who felt they had reached a level of self-actualization were most
likely to participate in health promoting self-care behavior. Further, findings revealed a
correlation between physical need satisfaction and the prediction of engagement in health
promoting self-care behaviors in adults. In summary, the findings suggested that as the hierarchy
of human needs was met, especially the higher ones, more attention was given to social goals
such as health promoting self-care behavior and healthier lifestyles.

The values elderly individuals hold regarding health matters and their perceptions of
control over their health affect their health outcomes (Keller & Fleury, 2000). McDonald-
Miszczak, Wister and Gutman (2001) found that the type and duration of an illness, and specific
beliefs about the illness predict self-care behavior in people with arthritis. A sample of 794 older
adults with a mean age of 69.3, who had been diagnosed with arthritis, heart problems, or
hypertension, were surveyed by telephone. The survey asked the respondents about both
objective and subjective aspects of their illness and their general well being. The subjective
factors were defined as both use of health care services and indicators of health status. Health
care use was measured by: (a) number of visits to one’s physician, (b) nights in the hospital, and

(c) prescribed medications. Number of illnesses, duration of the illness and reported disability
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was used as measure of health status. Subjective health factors were several belief-laden
variables such as perceived seriousness or the illness and perceived benefits of their actions. The
effects of age, gender, and education level were also taken into consideration in this study.

The findings suggested that self-efficacy and general well being are better predictors of
self-care for individuals with heart problems and hypertension groups. Individuals with arthritis
who report higher numbers of physician visits also engage in a greater number of self-care
behaviors. The older adult’s perceived seriousness of their condition and poorer self-rated health
status were also associated with participation in self-care behaviors. There was also evidence that
older adults use multidimensional approaches when making self-care decisions including contact
with formal health care system, perception of one’s illness and treatment, and perception of one’s
self.

Perceived health competence and personality factors differently predict health behaviors
in older adults. Marks and Lutgendorf (1999) examined the extent to which facets of personality,
perceived health competence and health status predicted health behaviors. Ninety-seven older
adults, aged 64 and older, responded to questionnaires designed to assess health status,
personality, and perceived health. The perceived health competency and Likert-type scaled
inventories, health status checklist and personal lifestyle questionnaires were used to collect data.
The constructs used in the study included: conscientiousness, neuroticism, extraversion,
agreeableness, and open mindedness. Perceived health competence was found to be the best
predictor for older adults to participate in health behaviors. Conscientiousness and neuroticism
have limited influence on use of specific health behaviors in older adults. These data also suggest
that for exercise behaviors, impaired health status may override the influences of

conscientiousness and neuroticism.
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Older people draw from different personal social or cultural resources in forming their
beliefs about self-care (Berman & Iris, 1998). Berman and Iris conducted a 2%2-year study
interviewing 256 adults, ages 55-91, living in Chicago. Participants represented several different
ethic groups: Hispanic, African American, Korean, and Caucasian. The interview questions
elicited information about respondent beliefs regarding health and self-care behaviors. The
primary goals of this study were to generate a comprehensive description of how people perceive
growing older and how this affects their health beliefs, philosophies of aging and the potential
for using self-care. The findings revealed insight into the dynamic nature of the processes used
by older adults as they attempt to make meaning of their lives as they age. These meanings were
derived from multiple cultural points of view, the perceptions of the severity or duration of
current and past illness symptoms, and any disability that may have resulted.

Three overall approaches or ways to take care of oneself emerged from these rich
narratives: thinking and doing for oneself, letting others take care of one, and not paying much
attention to oneself (Berman & Iris, 1998). The doing and thinking for oneself involves taking
charge of one’s health care and well being. Participants who exhibited this approach to self-care
mentioned a number of motivations, including controlling pain and discomfort, improving
energy levels, staying active, and staving off the onset of old age or frailty in hopes of
maintaining independence. The respondents who took this as their primary approach firmly
believed that they could do something about their health and could control many aspects of the
aging process. Other participants discussed their inability to do anything about their own health
and talked more extensively about how others take care of them. They relied on others, such as
the physician, family member, or paid caregiver for advice or actual care. Such individuals did

not initiate questions or talk to their doctors about their health. A third approach to caring for
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themselves, reported by respondents, was by doing very little, ignoring symptoms, and accepting
the health changes as part of the aging process. Interestingly, among these participants regardless
of their actual health status, the study’s respondents did not feel they had any significant health
problems (Berman & lIris, 1998).

The social context of care emerged as an important indicator as to whether individuals
saw themselves engaged in self-care. References were made to the setting in which care
occurred, including interactions with health care professionals, friends and family members
indicating that the research participants did not limit their care to only one strategy. Instead, they
explained caring for themselves by referencing both past and current health experiences. In
summary, the findings from this study suggest that

The social setting within which self-care occurs influences the approaches taken by older

adults. Self-care beliefs are formed within multiple cultural contexts, including beliefs

and practices of ethnic, alternative or biomedical worldviews. Older people draw from
different personal, social or cultural resources in forming their beliefs about self-care.

Moreover, most importantly, the meaning of health, personal philosophies of aging and

living, as derived from multiple cultural points of view, is the most salient domain for

talk about self-care. (Berman & Iris, 1998, p. 235)

Demographic Indicators of Self-care Behavior

Indicators of socioeconomic status, particularly education and income, are among the
strongest correlates to both health and life satisfaction (Meeks & Murrel, 2001). Education
appears to “confer a lifelong advantage for healthy aging” (Meeks & Murrel, 2001, p. 92).
Literature suggests that the more education older adults have, the more likely they are to practice

self-care behaviors (Acton & Malathum, 2000; Segall & Goldstein, 1989; Weerdt, Visser, &
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Kok, van der Veen, 1990), rank themselves as healthy (Simonsick, 1995), and have better health
and life satisfaction (Meeks & Murrel, 2001). A recent study conducted by Meeks and Murrel
tested a hypothetical model representing the relationships among education, negative affect, and
health and life satisfaction. Education represented a lifelong resource while negative affect was
viewed as a personality trait in this study. A sample of 1,177 older adults, with a mean age of
67.4, participated in the study. Data was collected using the Health Status Questionnaire, Life
Satisfaction Index, and Affect Balance Scale. The findings predicted that education did have
direct effects on negative affect, trait health, and trait life satisfaction with “education appearing
to be an enduring resource for the successful aging of older adults” (Meeks & Murrel, 2001, p.
112). Furthermore, it was suggested through these findings that the higher educational
attainment, the better health and greater life satisfaction in late life. Because of higher
educational attainment, there is greater potential for achieving an increased social status within
the community and a higher income. Researchers have documented that there is also an
increased use of self-care strategies by older adults with higher social status (Dean, 1989; Weerdt
et al., 1990) and higher income levels (Ahijevych & Bernhard, 1994).

The perceptions adults have about their health has also been found to correlate with
educational level. Older adults with at least a high school education consistently rate their health
as better than those who did not complete high school (Simonsick, 1995). Berkman, et al. (1993)
report that among older adults, 91% of low functioning older adults had less than 12 years of
education while the high functioning adults (78%) had 12 or more years of education. These
findings suggest that there is a strong association with education, perception of health and

functioning as older adults.
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Summary

Self-care provides scaffolding for investigating the process of managing one’s health
car