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The purpose of this study was to examine the relationship between self-care responses and variables concerning health status, disease and
treatment, socioeconomic resources, demographic characteristics, and health beliefs in a heterogeneous sample of 227 cancer patients
referred to home care. Data were collected prior to discharge from the hospital using the OARS Functional Assessment Questionnaire,
the Kamofsky Performance Status, the Multidimensional Health Locus of Control Scale, and the Preference for Participation in Care
Tool. The resuits indicated that the variables related to health status, disease and treatment were highly correlated with self-care behavior
(SCB), and to a lower extent to self-care preference (SCP). Karnofsky performance status, cancer-related impairments, perceived physical
health, and stage of disease were identified as significant predictors of SCB explaining 57% of the variance. Age, gender, education, live-in
resources, and perceived mental health were dominant predictors of SCP explaining only 17% of the variance. Further research endeavors

should investigate other models that might prove to be better predictors of SCP.
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The assessment of patient’s self-care ability in response to
illness has become an important concern in the organiza-
tion and delivery of health care services. Due to the
continuous reduction of hospital beds in acute care units,
patients are being discharged with high levels of depen-
dency (1). The shift of treatment from inpatient settings to
outpatient or home-based settings has raised high demands
on patient’s self-care capabilities. Patients and families
have taken increasing responsibility for the physical and
emotional care at home (2). Due to financial and economic
pressure, lay involvement in health care is expected to
grow. In recent years, social scientists and health profes-
sionals have shown an increasing research interest in self-
care response to illness (3-6).

Definition of self-care

Self-care is defined as *““...unorganized health activities and
health related decision making by individuals, families,
neighbours, friends, colleagues at work, etc...” (7). While
some researchers consider self-care and professional care
as contrasting behavior (4, 8), Dean’s concept of self-care
includes the interaction with health professionals (9). With
regard to chronic illnesses, self-care reflects an active par-
ticipation in the recovery process which takes place in
cooperation with health professionals. This concept of
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self-care focuses on aspects of disease management involv-
ing lay care activities as well as professional care (10).

Barofsky (11) distinguishes four types of self-care behav-
ior: a) regulatory self-care (e.g. personal hygiene, sleep-
ing); b) preventive self-care (e.g. exercise, dieting); ¢)
reactive self-care (e.g. self-treatment as a response to
symptoms); and d) restorative self-care (e.g. compliance
with professional care and treatment). The current study
focuses primarily on regulatory self-care (activities of daily
living) and on restorative self-care (medications). Self-care
in the context of cancer management usually continues
after hospitalization with varying amounts of outpatient or
home care assistance from health professionals. The link-
age between self-care and professional care is required, as
both are inter-related components of the health care sys-
tem (10).

Self-care research has been conducted in different areas.
Early studies were related to lay treatment (12-15),
self-medication (16, 17), and preventive health behavior
(18-20). Later studies focused on health beliefs (21),
health economics (22), discrepancies between health pro-
fessionals and patients view of self-care (23), and self-care
responses to chronic illnesses (3, 3, 6, 24).

Self-care constitutes a major component in the treatment
of common diseases. The efficiency of self-care is influ-
enced by a person’s physical health, psychosocial factors,
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and economic resources (24). Previous research identified
physical performance as a significant predictor of self-care
(3, 6, 25). Empirical results regarding sociodemographic
characteristics as correlates of self-care are inconsistent.
Green (25) found a strong relationship between education,
sociceconomic status and self-care. Dodd & Dibble (6)
reported that a higher level of education predicted a
greater ability to engage in self-care. In contrast, Dean et
al. (3) found weak correlations between education, income
and self-care responses to common illnesses. Social support
assumed major importance for self-care response to illness
(24). However, gender and marital status were not related
to self-care behavior.

Several investigators have studied the influence of health
beliefs on health maintenance behavior, self-care and deci-
sion-making (21, 26). According to the results of some
studies, locus of control variables correlated weakly with
preventive health practices such as smoking, alcohol con-
sumption, exercise (21), self-care including self-medication
(10), and the decision to contact health professionals (27).
The findings indicated that self-care behavior is determined
by a person’s health status and perceived seriousness of
symptoms rather than by general health beliefs. Calnan
(21) concluded that the concept of locus of control might
be more successful in explaining individual responses to
illness than preventive health behavior.

Conceptual model

Based on previous research, a conceptual model for ex-
plaining self-care was formulated (Fig. 1). This model
suggests that patients’ self-care responses vary depending
on their perception of health status, experience of disease
and treatment, socioeconomic resources, demographic
characteristics, and health beliefs. Physical condition has
been identified as the major determinant of self-care by
several investigators (6, 28). A patient’s health perception
is highly affected by disease and treatment-related factors.
For example, individuals with chronic conditions who
experience a high number of symptoms and impairments
related to cancer will view themselves in poor health and
thus, limit their ability for self-care. On the other hand,
patients who perceive their physical or mental health to be
good, or who experience only mild cancer-related impair-
ments will be able to perform self-care activities indepen-
dently. Variables related to health status (perceived
physical health, perceived mental health, comorbidity
status, physical performance) and disease and treatment
experience (cancer stage, disease related impairments,
medication taken, complexity of care) were thought to be
indicators that might influence both the decision to partic-
ipate in care as well as the actual execution of self-care
tasks.

Socioeconomic resources have been considered as poten-
tial determinants of self-care by several researchers. Bisno
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Fig. 1. Conceptual model of self-care.

and Richardson (29) reported that patients who experi-
enced negative social interactions and financial problems
were dissatisfied with self and vulnerable to depression.
Two variables, live-in resources and income were selected
for the model.

Demographic characteristics were included, because of
the evidence that factors such as gender, education, and
age are associated with health-related behaviors (30, 31).
Gender differences in health status and in illness-related
behavior are evident (24, 32, 33). Women have higher
morbidity rates, higher levels of self-care, and are more
likely to consult health professionals than men (22). White
et al. (34) reported a significant association between low
levels of education and cognitive impairments in the el-
derly. Haug et al. (27) found that the elderly experience
more severe symptoms than younger individuals.

Finally, health beliefs were included in the model as
cognitive determinants of self-care. According to the theo-
retical concept, patients with internal locus of control
orientation are more positive towards self-treatment and
more likely to assume care responsibilities for themselves
than patients with external control orientation (35).

The aim of the study was to describe the predictive value
of variables related to health status, disease and treatment,
socioeconomic resources, demographics, and health beliefs
in determining self-care responses of patients with cancer
after hospital discharge.

MATERIAL AND METHODS

This report is part of a larger study concerning the com-
plexity of home care for a heterogeneous sample of pa-
tients with cancer. Patients were recruited from 10
hospitals within different geographic areas of Los Angeles.
They were eligible for the study if they a) were ready for
discharge with a physician’s referral to home care, b)
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required at least one high technology home care procedure,
¢) spoke English, and d) consented to participate. Data were
collected in the hospital during the discharge period.
Trained research assistants administered a battery of ques-
tionnaires. Information related to disease and treatment
was obtained from patient records.

Measures and variables

The variables analyzed in this study derived from the OARS
Multidimensional Functional Assessment Questionnaire
(OMFAQ) (36); the Karnofsky Performance Status (KPS)
(37); the Multidimensional Health Locus of Control scale
(MHLC) (38); and the Preference for Participation in Care
Tool (PPCT), which was developed by the investigators.
Table 1 represents the measures and operational definition
of the variables used in the study.

Self-care responses. Two components of self-care re-
sponses were examined: self-care behavior (SCB) reflecting
the ability to perform daily self-care activities, and self-care
preference (SCP) referring to a patients’s preference for
self-care decisions and actions, rather than relinquish those
to family or friends. SCB was measured using the OMFAQ
subscale activities of daily living (ADL), which contains
two subsets of questions related to a person’s ability to
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to perform self-care. The first set includes 6 physical
care items measuring the ability to eat, dress, care for
appearance, get in and out of bed, bathe, control bladder
and bowel functions. The second set refers to instrumental
care assessing the extent to which patients can indepen-
dently use the telephone, walk, shop, prepare meals, per-
form housework, handle money, take medications, and go
to work. The responses were coded as ‘3’ if patients were
able to perform the self-care tasks independently, ‘2 if they
needed some assistance, and ‘1’ if they were completely
unable to perform care independently. The score ranged
from 1442 with higher scores indicating more indepen-
dence in ADL. The measure for SCP derived from the
PPCT. This instrument was designed to measurc patient
preference for self-care in terms of decision-making and
physical care. The subscale for cognitive control which
measures a person’s decision to take care of him/herself
or have family or relatives do so was used. The scale
consists of four visual analogue items ranging from 0 to
100. Higher scores indicated more decision-making by
family or friends, lower scores indicated more decision-
making by the patient. The internal consistency was 0.71
(Cronbach’s Alpha).

Health status. The assessment of health status relied on
four variables: patient perceived physical health, patient

Table 1

Measures and operational definitions of variables

Variables Instruments Operational definition Range
Self-care responses
Self-care behavior (SCB) OMFAQ Subscale Activities of daily living 14-422
Self-care preference (SCP) PPCT Subscale Cognitive control 0-100°
Health status
Perceived physical health OMFAQ Subscale Physical health 1-10°
Perceived mental health OMFAQ Subscale Mental health 1-10%
Comorbidity status OMFAQ Single item Number of comorbid illnesses 0-14
Physical performance KPS Performance Status 0-100*

Disease and treatment
Cancer stage
Disease-related impairments
Medication taken
Complexity of care

Socioeconomic resources
Economic resources
Social resources

Demographic characteristics
Gender, Age, Education

Health beliefs
Internal control
Powerful others
Chance

Medical Records
OMFAQ Single item
OMFAQ Single item
Nurse Rating

OMFAQ Subscale
OMFAQ Subscale

MHLC Subscale
MHLC Subscale
MHLC Subscale

* higher score means better health or functioning.
® higher score means greater decision-making by the family versus the patient.
¢ higher score means poorer health or functioning.
< higher score means more internal control beliefs.
¢ higher score indicates more external control beliefs.

Metastasis/no metastasis

Number of impairments 0-15
Number of medication taken 0-15
Number of care problems 0-20
Annual income 0-4#
Number of family members 0-9

6-364
6-36°
6-36°



144 E. R. Greimel et al.

perceived mental health, comorbidity status, and physical
performance. The OMFAQ provided subscale scores for
perceived physical and perceived mental health with a
range from I to 10. Higher physical health scores indicated
poorer health (more health problems), whereas higher
mental health scores indicated better emotional function-
ing. The comorbidity score was based on a single OMFAQ
item asking patients about their comorbid conditions expe-
rienced currently and/or in the past six months. The num-
ber of illnesses, as well as the extent of illness interference
with ADL were added to create the comorbidity score.
Scores ranged from 0 to 14 with higher scores indicating a
higher level of comorbidity. Assessment of physical perfor-
mance was based on the widely used KPS scale (37). This
expert rating quantifies a patient’s ability to function on a
scale from zero (lowest functioning) to 100 (highest func-
tioning).

Disease and treatment -related variables. Four variables
measured the disease and treatment status: cancer stage,
disease-related impairments, medication, and complexity
of care. Data concerning diagnosis was obtained from
medical charts. Stage was used as a dichotomous variable.
Clinical staging was based upon the TNM classification
system (39). The sample was divided into patients having
metastatic cancer (high stage) and cancer without metasta-
sis (low stage). The score for disease-related impairments
was based on a single OMFAQ item which reflected the
number of impairments caused by cancer and its treatment
(e.g. colostomy). Scores range from zero to 15. The score
for medication taken was created in the same way (range
0-15). Complexity of care was generated by the number of
general, eliminative, skin, oral, chest, digestive, cardiovas-
cular and neuromuscular problems identified by an oncol-
ogy nurse as requiring care in the home (range 0-20).

Socioeconomic resources and demographics. The measure
of economic resources was based on the total annual
family income with scores ranging from zero (lowest level
of income) to four (highest level of income). The measure
of social resources was based on patients live-in resources
(number of persons living in one household). Gender, age
(actual age in years) and years in education were included
as common sociodemographic characteristics.

Health beliefs. The MHLC scale was used to measure a
patient’s perception of control over health or disease states
(38). The MHLC consists of three subscales: Internal
Control, Powerful Others, and Chance. Each scale con-
tains six items scored on a 6-point scale, ranging from
‘strongly agree’ to ‘strongly disagree’. The theoretical con-
cept is based on the assumption that individuals who feel
control over their own health are more likely to carry out
health-related activities, whereas those who believe in pow-
erful others (e.g. health professionals) will be less likely to
participate actively in care (21).

Statistical analysis. Descriptive statistics were used to
analyze the demographic and clinical characteristics of the
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sample. Correlation coefficients were calculated to deter-
mine the strength of relationships among variables. Multi-
ple regression analyses were performed to identify
predictors of self-care. For this procedure, the two self-
care responses (SCB, SCP) were treated as dependent
variables. Variables in the conceptual model (health status,
disease-related variables, socioeconomic resources, demo-
graphics, health beliefs) were used as predictors. The inde-
pendent variables were entered blockwise into the
regression model. This strategy permitted the assessment
of the explanatory power of each set of variables. All
statistical procedures were carried out using the SAS soft-
ware (40).

RESULTS

During the study 359 patients were recruited. In 46 of
these cases hospital staff did not recommend including the
patient into the study, 45 patients did not consent, 25
patients felt too ill to complete the questionnaires, and 16
declined for other reasons. A sample of 227 subjects partic-
ipated in the study. There were no differences regarding

Table 2

Demographic and medical characteristics of the sample (n =227)

n %
Gender
Female 162 72
Male 65 28
Age (mean 59 years; SD 14)
<45 years 33 15
45-65 years 109 48
> 65 years 84 37
Education
High school or less 108 49
College graduate 94 41
Postgraduate 25 10
Social resources {number of family members)
None 34 15
One 129 57
Two 45 20
Three 19 8
Economic resources (annual income in US $)
<$9999 61 30
$10 000-29 999 83 40
$30 000-44 999 21 10
$45000-59 999 19 9
$ > 60 000 23 11
Site of cancer
Breast 77 34
Genito-urinary 59 26
Colo-rectal 44 19
Head and neck 14 ]
Lung 13 6
Hematologic 6 3
Other diagnoses 14 6
Stage
Low (no metastasis) 149 68
High (metastasis) 78 32
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sociodemographic characteristics between patients who
consented and those who were not eligible or refused
consent. However, there were more patients with lung
cancer and less patients with breast cancer among those
who refused. In Table 2 demographic characteristics of the
study participants are shown.

The sample comprised 72% female and 28% male pa-
tients with cancer. The average was 59 years; almost half
of the subjects were between 45 and 65 years of age, more
than one-third were over 65 years of age. Subjects were
equally likely to have college/high school degree or less.
The majority had at least one or more persons living in the
same household. Their annual income ranged from about
$10000 to over $60000. Patients were diagnosed with
various kinds of cancer, of which breast (34%), genito-uri-
nary (26%), and colo-rectal cancer (19%) were the most
common. More than two-thirds of the subjects had no
metastasis (68%), whereas about one-third (32%) were
diagnosed with advanced metastatic disease. Patients were
treated with cytostatic drugs (curative 28%, palliative
25%), radiotherapy (curative 17%, palliative 13%), surgery
(17%) or a combination of therapies.

Relationship between self-care responses and independent
variables

Table 3 shows the relationship between self-care responses
and variables related to health status, disease and treat-
ment, socioeconomic resources, demographic characteris-
tics and health beliefs. The results show that the
independent variables were more strongly related to SCB
than to SCP. Out of 16 variables, 10 were significantly
correlated with SCB, whereas only 7 variables were signifi-
cantly correlated with SCP (p <0.05). The correlation
coefficients for the relationship between SCB and variables
representing patients’ health status (perceived mental
health, perceived physical health, comorbidity, and KPS)
ranged from r =0.21 to r = 0.77. Except for mental health,
all the correlations reached a significance level of
p <0.001.

The correlations between the four measures of health
status and SCB were statistically significant. Good mental
health, a small number of physical problems, a low level of
comorbid conditions, and a high level of physical perfor-
mance were associated with the ability to execute daily
self-care tasks independently. Health status variables were
associated with SCP in the other direction, indicating that
patients with perceived poor mental health, high comorbid
conditions and poor physical performance were less likely
to prefer to make self-care decisions themselves. Instead,
they preferred that family and friends make the decisions
regarding their physical care.

Consistent negative relationships were found between
variables related to disease and SCB, indicating that indi-
viduals with advanced cancer stages, high levels of physical
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Table 3

Correlation between self-care behavior [preference, health status,
disease and treatment related variables, socioeconomic resources,
demographics, and health beliefs (n = 227)

Self-care  Self-care
behavior  preference
Health status
Patient perceived mental health 0.21* —0.22*%
Patient perceived physical health —0.42***  0.05 NS
Comorbidity status —0.24%**  0.12*

Karnofsky Performance Status 0.77*** —0.17*

Disease and treatment related variables

Medication taken —0.30%** 0.12*

Physical impairments —041***  0.06 NS

Cancer stage —0.24***  0.01 NS

Complexity of care —0.40***  0.07 NS
Socioeconomic resources

Social resources —0.18** 0.23**

Economic resources 0.03 NS 0.10 NS
Demographics

Gender 0.19* -0.09 NS

Age —0.05 NS 0.09 NS

Education 0.07 NS —0.21*

Health beliefs

Internal control 0.13 NS —0.09 NS

Powerful others 0.07 NS 0.10 NS
Chance 0.01 NS 0.15*
*p <0.05.
** 5 < 0.01.
*** 0 < 0.001.

NS not significant.

impairment, high complexity of care, and more medica-
tions were less likely to be able to perform daily self-care
activities. Medication taken was positively correlated to
SCP. The more medications an individual took, the lower
the SCP, and the higher the preference for family or
friends to control care decisions.

Live-in resources were negatively correlated to SCB, but
positively to SCP. Patients with fewer live-in resources
were more likely to execute self-care tasks, whereas those
with more social resources preferred greater family in-
volvement in care decisions. '

Among the set of sociodemographic attributes, gender
was significantly correlated with SCB but not with SCP,
indicating that females were more likely to perform self-
care tasks than men. Age was not associated with either
SCB or SCP. A significant inverse relationship was found
between education and SCB, meaning that patients with
less education preferred to rely on the judgment of their
family.

The weakest correlation coefficients were found between
health beliefs and the two measures of self-care. None of
the associations between the three locus of control dimen-
sions and self-care measures were significant, except the
health beliefs dimension ‘chance’. This control orientation
was significantly related to SCP.
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Table 4

Multiple regression analysis for variables

Variable B SEB g B SEB B8
Biock: Health status
Perceived mental health —0.04 0.18 —0.01 0.03 0.18 0.01
Perceived physical health —0.54 0.15 —0.19* —0.43 0.16 —0.15*
Comorbidity status 0.03 0.11 0.01 —0.17 0.13 0.07
Karnofsky Performance Status 0.29 0.02 0.68* 0.26 0.02 0.61*
Block: Discase and treatment related variables
Medication taken —0.11 0.10 —0.06
Physical impairments —0.25 0.13 —-0.10
Cancer stage —0.93 0.54 —0.08
Complexity of care —0.17 0.12 —-0.07
Block: Socioeconomic resources
Social resources
Economic resources
Block: Demographics
Gender
Age
Education
Block: Health beliefs
Internal control
Chance
Powerful other
R-square 0.57 0.60
F-overall 68.77 34.96
Significance (model) p < 0.001 p < 0.001
*p <0.05

Finally, the correlation between SCB and SCP was
r= —0.15, which indicates that the two types of self-care
responses are widely independent constructs (not shown in
table).

Predictors of self-care behavior

Separate multiple regression analyses were conducted us-
ing SCB and SCP as outcome variables. The same set of
independent variables was used for both models. The
variables were entered in blocks. Table 4 shows the result
of the regression model with SCB as the dependent vari-
able. For each block of variables the unstandardized
coefficient (B), the standard error (SE B), the beta coeffi-
cients (f), the explained variance (R-square) and the
F-value are presented. The first block, comprising health
related variables, explained most of the variance (57%).
Perceived physical health and the KPS were significantly
related to the ability to execute self-care tasks. Once health
status was taken into account, the following three blocks
(variables related to disease, socioeconomic resources and
demographics) explained an additional 5% of the variance
in SCB (62%). When, in the next step, health beliefs were
included in the model, the amount of variance explained
dropped from 62% to 60%. The results clearly showed that
most of the variance was explained by variables related to
health status. The KPS emerged as the dominant predictor
for SCB. Eliminating KPS, the amount of variance ex-

plained by the total model decreased to 35% (not shown in
the table). In order to identify the factors that accounted
for the most variance of SCB a stepwise regression was
performed with the same set of predictors (criterion for
entry > 0.15). Four variables, KPS, physical impairments,
perceived physical health, and stage of cancer, were se-
lected by the stepwise procedure, accounting for 57% of
the variance (Table 5).

To explain SCP the same regression analyses was per-
formed. Table 6 shows the result of the regression model
with SCP as the dependent variable. The overall model
explains only a total of 20% of the variance in SCP. Health
status, disease and treatment-related variables were poor
predictors of SCP (7% variance explained). When socio-
economic resources were entered, the model explained 12%

Table §

Stepwise regression analysis for variables predicting self-care be-
havior (n = 227)

Variable B SE B B
Karnofsky Performance Status 0.23  0.02 0.60***
Physical impairments —-030 0.12 0.14*%
Perceived physical health -031 014 —0.12%
Cancer stage —0.03 0.51 —0.10*

R2=0.57 (p <0.001)
All variables in the model are significant at the 0.15 level.
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predicting self-care behavior (n = 227)

B SEB B B SEB § B SEB B
0.09 0.18 0.03 0.09 0.18 0.03 0.14 0.18 0.05
—0.33 0.16 —0.12% —0.36 0.16 —0.13* —0.33 0.16 0.13*
0.15 0.13 0.07 0.24 0.14 0.11 0.19 0.13 0.09

0.24 0.02 0.60* 0.24 0.02 0.60* 0.22 0.02 0.58*
-0.10 010 —006 —0.11 0.19 —-0.06 0.15 0.10 —-0.10
—0.28 0.13  —0.12* —0.25 0.13 —0.11* —-0.27 0.13  —0.13*
—1.37 0.54 —0.13* —-1.17 055 —0.11* —-0.79 0.54 —0.08
—0.13 0.12 —0.06 —0.12 0.12 —0.05 0.02 0.12 0.01
—0.35 030 —0.06 —0.51 032 —0.08 —045 031 -0.08
—0.03 0.12 —0.01 —0.06 013 -0.03 -0.13 0.12 -0.06

0.63 0.60 —0.05 0.060 0.58 0.06
—0.03 0.02 -0.08 —0.01 0.02 —0.04
0.14 0.14 0.05 0.28 0.14 0.11*
0.02 0.05 0.02
0.06 0.04 0.08
—0.01 0.05 -0.01
0.61 0.62 0.60
27.47 21.69 14.89
p < 0.001 p <0.001 p < 0.001

variance. Further, when including demographics the vari-
ance explained increased to 19%. Surprisingly, none of the
three dimensions of health beliefs, entered last, contributed
significantly to the variance explained. The predictive value
of locus of control for SCP is as low as for SCB. Demo-
graphic characteristics accounted for the most variance in
explaining SCP. However, variables related to physical
health had no significant impact. Table 7 shows the result
of the stepwise regression model. The five strongest predic-
tors selected were education, live-in resources, age, per-
ceived mental health, and gender explaining only 17% of
the variance in SCP.

DISCUSSION

After hospitalization, cancer patients undertake a number
of self-care activities to attain independence in daily living.
This paper investigated the determinants of self-care be-
havior and preference of cancer patients in the home
setting. The results demonstrate strong correlations be-
tween variables related to physical heaith, physical perfor-
mance, disease related variables and behavioral aspects of
self-care. These associations were further analyzed and
supported in the regression models, where physical factors
emerged as the dominant predictors of self-care behavior.
Factors associated with physical health apparently deter-
mine the broad range of patients’ functioning and well-be-
ing after discharge from hospital. The patient rating of

physical health as well as the KPS, rated by the inter-
viewer, had the highest impact within the model. The KPS
was identified by others as a significant predictor of self-
care (6). In contrast to Dodd & Dibble (6) who found that
patients with low KPS scores performed more self-care
activities, this study revealed a positive relationship be-
tween the two factors. Similar to others, stage of cancer
was found to be a significant predictor that affects pa-
tients’ ability to engage in self care (41).

Health status and disease-related variables in this study
were better correlates of behavioral self-care than of deci-
sion-making aspects of self-care. None of the variables
representing physical health and disease experience were
related to a person’s SCP.

Social resources were identified as the most important
predictor of SCP. This result indicated that patients with
more live-in resources preferred to rely on the judgments
of their family rather than on their own decisions about
self-care. In this study, a significant negative relationship
between live-in resources and SCB was found, indicating
that patients with fewer live-in resources were more likely
to perform self-care tasks. As Dodd & Dibble (6) con-
cluded, lower levels of support necessarily mobilize more
self-care activities.

Demographic variables were more important for SCP
than for SCB. Education, for example, had a major impact
on decision-making regarding physical care. Patients with
high levels of education preferred to make decisions by
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Table 6

Multiple regression model for variables predicting

Variable B SEB § B SEB 8
Block: Health status
Perceived mental health —2.47 095 —0.21* —224 —1.0t —0.19*
Perceived physical health —0.04 079 —0.11 —1.18 —-090 -—0.12
Comorbidity status 0.59 0.59 0.07 —0.57 0.70 0.07
Karnofsky Performance Status —0.21 0.11 —-0.14 —0.17 0.12 —0.12

Block: Discase and treatment related variables
Medication taken
Physical impairments
Cancer stage
Complexity of care
Block: Socioeconomic resources
Social resources
Economic resources
Block: Demographics
Gender
Age
Education
Block: Health beliefs
Internal control
Chance
Powerful other

R-square
F-overall
Significance (model)

*(p < 0.05)

themselves than to have others make the decisions related
to self-care. Corresponding with this result, Segal &
Goldstein (10) found that a high level of formal education
was directly related to the tendency to self-treatment in
common symptoms of illnesses. Age and gender were not
correlated to SCB and not highly correlated to SCP al-
though both were selected as significant predictors in the
stepwise regression for SCP. The relationship between
demographic variables and self-care needs further investi-
gation.

Finally, health locus of control was thought to be an
indicator of the person’s preference for decision-making in
terms of physical care. However, the assumption that

Table 7

Stepwise regression model for variables predicting patients self-care
preference (n = 227)

Variable B SE B B
Perceived mental health —1.70 0.84 0.15*
Social resources 5.65 1.65 0.27***
Gender —4.32 291 —0.11
Age 0.27 0.10 —0.2]1%*
Education —1.53 0.72 —0.16*

R2=0.17 (p <0.001)
All variables in the model except gender are significant at the 0.15
level.

0.26 0.55 0.04
0.12 0.76 0.01
—0.05 3.0  —0.00
—0.06 0.67 0.01

0.07 0.07
3.69 1.48
p <0.05 p<0.05

health beliefs are related to self-care was not supported.
This is consistent with the results of a large community
survey conducted by Calnan (21), who found weak rela-
tionships between internal locus of control and three dif-
ferent types of health-related behavior. Health beliefs, as
measured by the MHLC scale, apparently have very lim-
ited influence on health behavior, health-related decision
making (24) as well as on self-care responses as shown in
this study.

Further research endeavors should investigate other
models that might prove to be better predictors of SCP.
Perhaps, studies of self-efficacy might prove to be produc-
tive.
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