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ABSTRACT
Learming Needs and Perceived Self-Efficacy
of Patients with Chronic Low Back Pain

The purpose of this study was to assess the leaming needs and self-
efficacy of 41 patients with chronic low back pain (CLBP), in an outpatient pain
treatment clinic in St. John's, Newfoundland, and to examine relationships
injury-related factors. Knowles' (1980) adult leaming theory and Bandura's
(1977) self-efficacy theory guided this study. Leaming needs were assessed
using the patient leaming needs scale (PLNS) and self-efficacy was measured
using the self-efficacy scale, developed by Lorig et al. (1989a).

Patients in this study reported having many leaming needs in order to
manage their own care at home. Of most importance to these subjects was
information about and compli ions and enhancing
quality of life. Leaming needs were associated with education level, pain
experienced "most of the time" and distress experienced "most of the time". As
a group, subjects reported low self-efficacy for all three self-efficacy subscales—
pain, function and other symptoms. The lowest scores were reported for pain
self-efficacy. Self-efficacy was associated with education level and distress

ii



experienced by the patient at the time of interview. A statistically significant
inverse relationship was found between leaming needs and self-efficacy. This
relationship was particularly evident between leaming needs and function self-
efficacy with a correlation of -0.70. These findings have implications for nursing
practice and future research.
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CHAPTER 1

Introduction

Self-care by persons with chronic conditions has always been a
component of health care. In recent years however, with the advancement in
technology and the shift in health care from the institution into the community,
self-care has gained emphasis in health care delivery (Davis, Busch, Lowe,
Taniguchi, & Djkowick, 1994; Lorig, 1993; Redman, 1993; Skeiton, Murphy,
Murphy, & Dowd, 1995). As a result of this increased emphasis on self-care,
patients with chronic heaith problems are required to assume a significant role
in the management of their own care. To carry out this role adequately, patients
require an understanding of their chronic condition and a belief in their own
ability to fulfil this task (Lorig, 1992).

Many persons with chronic health problems experience pain. Bonica
(1990) contends that, "Pain is the most frequent cause of suffering and disability
that seriously impairs the quality of life for millions of people throughout the
world" (p. 20). In industrialized countries, fifty percent of people with painful
conditions have acute pain and thirty percent suffer with chronic pain; one half
to two thirds are partialiy or totally disabled for days, months, and even years
(Bonica, 1990). Chronic low back pain (CLBP), in particular, has been identified
as an important focus for because of the high prevalence in the
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general population, the negative impact that effects of pain and disability has on
the individual and his/her family’s quality of life, and the high cost to society of
the long term physical and psychosocial impaimment that often accompanies this
condition (Anderson, Pope, & Frymoyer, 1984; Bonica, 1990; LeFort, 1989;
Pope, 1991).

Traditionally, health education has played a major role in the
management of chronic low back pain. It may not be enough, however, for
people to be taught a variety of cognitive methods or behavioral strategies to
control their pain. Self-efficacy—perceiving oneself as having the ability to
successfully perform the specific tasks required in order to manage his/her own
care-may also be an important factor in pain management. This study focuses
on identifying the perceived leaming needs of patients with chronic low back
pain (CLBP) and assessing their self-efficacy in relation to those leaming needs.

Problem Statement

information to help them assume more responsibility for their own care.
Research studies which explore what content should be included in these
education programs often reveal a pancy b what the pi




and patients believe is most important (Dilorio, Faherty, & Manteuffel, 1993;
Lauer, Murphy, & Powers, 1982; Waters, 1987). Teaching-leaming theory
mandates that the leamer’s needs and priorities be the foundation of any
program established (Redman, 1993). Specifically, a knowledge of the
information needs perceived by patients with CLBP as important, would help
provide a basis for health education programs directed towards meeting these
needs.

There is an increasing emphasis in patient education programs on
patient self-management, especially among patients with chronic conditions
(Lorig, 1992). There is some evidence that self-efficacy is important in self-care
management. According to Bandura (1977) and Lorig, Chastain, Ung, Shoor,
and Howman, (1989a), patients who have enhanced self-efficacy in relation to
their condition, believe that they have the knowledge and skills necessary for
their own health care It may be hy ized, then, that level of
self-efficacy would make a difference in the patient's perceived need for
information regarding his/her care. In order to design or revise patient
education programs which will be effective in light of the added responsibilities
being given to patients for their own care, it is important to better understand
the relationship between leaming needs and seif-efficacy, as well as the factors




Several factors have been in relation to perceived leaming
needs and self-efficacy of patients. These factors are of two types: (a) personal
factors, including age, education and gender (Bostrom, Crawford-Swent, Lazar,
& Helmer, 1994; Casey, O'Connell, & Price, 1984; Dodge, 1969; Forsyth,
Delaney, & Gresham, 1984; Pellino, & Oberst, 1992; Richardson, 1990) and (b)
iliness-related factors, indluding duration of iliness, pain and distress (Bowrman,
1991; Bubela, Galloway, McCay, Mckibbon, Nagle, Pringle, Ross, & Shamian,
1990b; Galloway, Bubela, McKibbon, Rebeyka, & Saxe-Braithwaite, 1995;
Headley, 1990). Findings in these studies were inconsistent and no studies
were found which examined the relationship between leaming needs and self-
efficacy among patients with chronic low back pain or any other patient
population.

Signf fthe S
There are several reasons why the leaming needs and self-efficacy of
people with CLBP should be studied. First of all, back injuries have been
identified by researchers as the leading cause of disability and absenteeism in
the working population (Bonica, 1990; Strang, 1992). Up to 80% of the general
population will be affected by back pain at some time in their lives (Bonica,
1990; Strang, 1992). In Canada, 131,772 people are reported as having back
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injuries which required them to lose time from work (Statistics Canada, 1992).
Back pain persists or reoccurs in many instances (Bonica, 1990).

When low back pain becomes chronic, its long-term, persistent nature
affects most areas of an individual's life. Stress levels are often high, exercise
and activity levels may be altered, sexual activity may be affected and family
relationships may be strained (Aronoff, 1992, Bowman, 1991). Patients with
CLBP spend much of their time dealing with the pain and seeking medical help.
When relief of pain cannot be obtained, individuals are often left with feelings of
despair. The presence of CLBP causes patients to feel out of control, with the
pain being in control of their lives, a situation that often leads to feelings of
helplessness (Adams, Ravey, & Bell, 1994; Bowman, 1991; Headley, 1990;
Pellino, & Oberst, 1992). Other psychological factors are also related to CLBP.
Mood disorders, low self-esteem, i anxiety and depression have been
found to be associated with this chronic problem (Adams et al., 1994; Jones,
1993).

Patients with CLBP, like those with other chronic pain problems, must

leam to cope with and care for themselves within the context of their daily lives.
Education can help patients in making the right decisions about adjustments in
their regime and in attaining the y seff-care skills (Lorig et
al., 1989a; Skelton et al., 1995; Taal, Riemsma, Brus, Seydel, Rasker, &
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Wiegman, 1993). Providing knowledge alone may not be the best approach in
patient education programs (Moore, 1990; Spelman, 1984). Patient education
research has demonstrated that people not only need knowledge about their
condition but a belief in their own ability to perform the health behaviours
required to enhance their daily living. The most successful educational
programs (i.e., those affecting health status and behaviour) emphasize the
development of a daily routine of self-management activities and pay attention
to physical exercise, coping, setf-efficacy and problem-solving (Lorig, 1992).

Pumposes of the Study

The purposes of this study were threefold: (a) to describe the leaming
needs of patients with chronic low back pain; (b) to describe pain-related self-
efficacy in patients with chronic low back pain; and, (c) to examine relationships
injury-related factors.

Research Questions
The research questions were:
1. What are the leaming needs of patients with chronic low back pain?
2. Whatis the level of pain-related self-efficacy of patients with chronic low



back pain?

3. Whatis the relationship between pain-related self-efficacy and leaming
needs?

4. Whatis the relationship between selected background variables (gender,
duration of iliness, age, education level, nurmber of injuries, pain and
distress) and leaming needs?

5. Whatis the relationship between selected background variables (gender,
duration of ilness, age, education level, number of injuries, pain and
distress) and pain-related self-efficacy?

Defintion of T

Chronic low back pain (CLBP) is persistent or recurring non-malignant
pain in the lower lumbar region of longer than six (6) months duration (Aronoff,
1992; Intemational Association for the Study of Pain, 1994).

Perceived seif-efficacy is "one's belief that one can perform a specific
behaviour or task in the future. It refers to personal judgement of performance
capabilties in a given domain of activity" (Bandura, 1977, p. 192). The specific
domain being exarmined in this study was pain-related self-efficacy which was
operationally defined as the score on the Perceived Self-efficacy Scale,
developed initially for patients with arthritis (Lorig et al., 1989a).



Perceived leaming need is defined as knowledge or skill identified by
patients with chronic low back pain as necessary in order to manage their
associated health problem and maximize their ability to camry out their activities
of daily living. In this study, leaming need was operationally defined as the
score on the Patient Leaming Needs Scale (PLNS)(Bubela, Galloway, McCay,
McKibbon, Nagle, Pringle, Ross, & Shamian, 1990a).

Patient education is a planned leaming experience using a combination
of methods such as teaching, counselling, and behaviour modification
techniques which influence patients’ knowledge and health behaviour (Bartlett,
1985).

Theoretical Context

Although this study did not aim to test a specific theoretical framework,
Knowles' Theory of Adult Leaming and Bandura's Self-efficacy Theory were
used as guides in selecting the measures of self-efficacy and leaming needs,
and for interpretation of findings.

Health professionals can strengthen their understanding and become
more effective in providing patient education by becoming more familiar with the
ways adults leam and the effective methods of adult teaching. Adult leaming
theory emphasizes the importance of identifying the leamer's perception of
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his’her leaming needs (Knowles, 1986; Knowles, 1980). Knowles provides a
conceptual framework which can help guide health professionals in their
approach to patient education. Health educators are encouraged to assist and
facilitate rather than try to assume the professional responsibility for presenting
important health information to the patient. Adults are viewed as independent
leamers who should take an active role in deciding what will be leamed.
Patients, therefore, should be partners in health education rather than passive
recipients of health information from professionals who assume the "authority"
role. People are motivated to leam when the leaming is relevant to their own
needs and goals. Knowles (1986) viewed teaching as a response to the
leamer’s perceived needs, and only through a leaming needs assessment can
professionals better understand and structure health education to respond to
what the patient views as the problems or tasks he/she must undertake.
Self-efficacy theory focuses on an individual's perceived skills and
abilities to act effectively and competently in a given domain. In tum, these
environments that individuals choose to access, and their persistence in
performing the tasks required of them (Bandura, 1977). Bandura indicated that
self-efficacy theory is based on the principle that cognitive processes can
mediate behaviour, but focusing only on cognitive process does not provide for
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individuals with the knowledge and awareness of the skills and abilities
underlying the execution of the behaviour. However, if individuals do not
believe that they can actually execute the behaviour effectively, the behaviour
will not oocur (Bandura, 1977).

On the basis of these two theories, identifying perceived leaming needs
and self-efficacy are essential steps in the education process if education is to
be patient-focused, patient driven, and not only influence an individual's
knowledge, but his/her health behaviours as well. The conceptual framework
(see Figure 1) indicates selected background variables which may affect the
leaming needs and/or self-efficacy of individuals.
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Figure 1: Conceptual Framework
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CHAPTER 2

Literature Review
The review of the literature is divided into two sections: first, a review of
research studies which have addressed perceived leaming needs of patients,
and second, a discussion of literature addressing the role of self-efficacy in
health behaviours and its possible relationship to leaming needs. A brief
summary of the literature is then presented.

Perceived Leaming !
Patient education has expanded beyond the professional "telling” the
patient what to do. Today, the necessity to move toward more patient-oriented
teaching is recorded in the literature as a means to strengthen the effectiveness

of patient education (Jenny, 1990; Padberg, & Padberg, 1990; Richardson,
1990). One of the first steps toward this mandate is to assess what leaming
needs patients have (Boyd, 1992; Johnson, & Jackson, 1989; Sulivan, 1993;
Volker, 1991). This assessment phase, the initial step of the teachingleaming
process, is considered to be the most important one because all other phases
develop from it (Bile, 1981; Boyd, 1992; Redman, 1993). The leaming needs
assessment identifies what the individual perceives to be important to know and
therefore, what content should be addressed as part of the focus for health
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teaching (Boyd, 1992; Lauer, Murphy, & Powers, 1982; Volker, 1981). In
addition to the patient’s identified leaming needs, the health professional must
also be perceptive to leaming needs not initially recognized by the patient.
These too must be considered when developing health education programs
(Johnson, & Jackson, 1989).

In the past, health care professionals alone often decided what patients
needed to know. However, studies which have compared the perception of
professionals with that of patients have demonstrated that these perceptions are
often incongruent (Dilorio, Faherty, & Manteuffel, 1993; Konkol et al., 1989;
Lauer et al., 1982). Differences in perceptions between patients and
professionals about what is important to leam has been found in patients with
epilepsy (Dilorio et al., 1993), patients with cancer (Lauer et al., 1962) and
patients with spinal cord injuries (Waters, 1987).

To date, there is little substantiated knowledge about the leaming needs
of patients with CLBP. Only one study was found that compared perceptions of
the leaming needs of patients with low back pain and the health professionals
who assist in their care. Skelton et al. (1995), carried out semi-structured
interviews with 52 patients and 10 general practitioners (GPs) to compare the
perceptions of patients and GPs about the management of low back pain (LBP)
as a basis for the future development of patient education for this condition.
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Again, significant differences in perceptions of patients and professionals were
noted. For the GP, patient education meant offering advice to patients about
how to prevent LBP from recurring in the future. Prevention was thought to
comprise three separate but i issues: skills, and
attitudes. GPs regarded patient education as the most important aspect of LBP
management, yet it was failing to have a great impact on patients. The two
reasons GPs gave for patients not following prevention advice were: (a)
patients do not retain the information that is given to them and, (b) patients lack
the motivation required to carry out prevention-related skills/behaviours and are
not prepared to take responsibility for their LBP.

The patient’s perspective, on the other hand, was very different. Over
half (56%) of the patients reported having a disciplined approach to prevention
but many thought that it was not prevention knowledge they required, but
advice about how to apply this knowedge. Patients felt that the information
given to them was theoretical and did not transfer well to real life situations.
The precise interplay between rest, exercise and recovery was rarely made
explicit to them.

The above studies reveal incongruencies between the perceptions of
professionals and patients and reinforce the need to assess the teaching
content desired by the patient. Close (1988) states: "teaching the patient




what he already knows is a waste of time and energy and teaching him
imelevant matter becomes frustrating and confusing” (p.206).

The literature records that patients' perceived leaming needs during
in areas related to knowledge of condition, treatments, medications, managing
activities of daily living and interpersonal communication (Bubela et al., 1990b;
Dodge, 1969; Hentinen, 1986; Nicklin, 1986). Although many research studies
documented the leaming needs of patients, these leaming needs were often
conceptualized differentiy in the various studies, making comparisons of
research findings difficult. In five studies, the researchers—Bubela et al.
(1990b), Bostrom, Crawford-Swent, Lazar, and Helmer (1994), Galloway,
Bubela, McKibbon, McCay, and Ross (1993), Galloway, Bubela, McKibbon,
Rebeyka, and Saxe-Braithwaite (1995) and Galloway, and Graydon (1996),
conceptualized leaming needs in the same way and used the same instrument,
the Patient Leaming Needs Scale. This is a 50-item self-administered
instrument where subjects rated each item, on a scale from 0 "does not apply"
to 5 "extremely important”, according to how important it is to know in order to
manage their care at home.

Bubela et al. (1990b) carried out a study with 301 adult medical and
surgical patients who were within 72 hours of discharge from hospital to
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determine which person and illness-related factors influenced patient’s leaming
needs at the time of discharge from hospital. Patients reported that information
conceming treatments and complications, medications, quality of life issues and
activities of living were most important. Bostrom et al. (1994) expanded on the
work of Bubela et al. (1990b) and surveyed two groups: 76 hospitalized and 89
were ranked similarly in both studies with highest priority being given to the
same three subscales: enhancing quality of life, medications and treatments
and complications.

A third study by Galloway et al. (1993) identified the perceived leaming
needs of 40 patients following open thoracotomy surgery for primary lung
cancer and the effect of symptoms on activities after surgery. Subjects were
surveyed prior to discharge and again 8 to 65 days following discharge. The
information related to treatments and complications and quality of life was
considered most important by patients both prior to and following discharge.

Galloway et al. (1995) identified the perceived leaming needs of 38
examined in relation to symptom distress, anxiety, and depression. Patients
were given a thirty-minute interview 48 hours or less before hospital discharge
and 32 subjects who agreed were interviewed again during their follow-up
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medical appointment. Before discharge, the areas of leaming need identified as
most important (in order of ranking) were: treatment and complications, skin
care and enhancing quality of life. After and compli
remained the number one priority; however, enhancing quality of life was
ranked second and skin care post-discharge was ranked third. The lower score
given for leaming needs in relation to skin care post-discharge is consistent with
the healing process when incisional care is no longer a priority for patients.

Afifth study by Galloway and Graydon (1996) was carried out to
determine the relationships between inty, symptom distress and
discharge information needs of individuals (n = 40) after a colon resection for
cancer. Again, highest priority was given to leaming needs in relation to

and ¢ ications and activities of living. Patients who had their
condition longer had an increased level of uncertainty (r = 0.37, p < 0.05) and
more symptom distress (r = 0.48, p < 0.01). An increase in uncertainty was
significantly associated with an increase in leaming needs (r = 0.33, p < 0.05).
A positive but nonsignificant iation was rep leaming needs
and symptom distress.

Although the same leaming needs scale was used in each of these
studies, the findings are difficult to compare for various reasons. First, Bostrom
et al. (1994) collected data within 2 weeks following discharge, Galloway and
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Graydon (1996) collected data 4 weeks post-discharge and Galloway et al.
(1993) surveyed patients 8 to 65 days following discharge. Second, Bostrom et
al. (1994) used a second study group for post discharge data collection, while
Galloway et al. (1993) interviewed the same subjects prior to and following
discharge. Galloway et al. (1995) also interviewed the same subjects prior to
and following discharge, however, the time span between the two interviews
was unspecified.

Despite the imp: placed on ing patient's perceived leaming
needs for the development of education programs, only one study addressed
Norton (1987) surveyed back injured patients in an acute care setting in order to
identify their perceived leaming needs. This study focused on the acute phase
of back injury during which diagnostic tests, surgery, acute pain etc., were the
main focus for patients. Over a 8-month period, 170 questionnaires were
distributed in a United States military hospital, with a response rate of 57%.
This questionnaire was divided into four parts: a) demographic data, b) patient
perception of how important each of a list of topics was on a 5-point Likert
scale, c) perceived knowledge of each of the same topics on a 3-point Likert
scale, d) any questions the patients might have conceming the topics listed in
the questionnaire. The areas identified by the patients as important to know




20
included:  what to expect of your doctors, proper body mechanics, and follow-
up medical care needed after discharge. Under areas of perceived knowledge,
patients reported no knowledge of: the hospital exercise program, home care
needed after discharge, follow-up medical care needed after discharge, and
sexual activity with low-back pain. These findings helped with the development
of teaching modules within that hospital for patients with low back pain as well
as the development of standard nursing care plans. The questionnaire used in
this study was not tested for reliability and also many items could not be
generalized to other back-injured patients, as items were often military related
or hospital specific. Despite these limitations, this study provides useful
information for health professionals to consider when developing education

Perceived leaming needs have been studied in relation to several
demographic and injury-related variables. These variables include gender, age,
education, duration of condition, recurrence of injury, pain and distress.
Research studies have demonstrated inconsistent resus in each category.
Gender. While some studies found that males did not differ significantly
from females in their perceived leaming needs (Galloway, & Graydon, 1996;
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Galloway et al., 1993; Lauer et al., 1982), Bubela et al. (1990b) found that
fernales had significantly higher leaming need scores than males. The
subscales concemed with information relating to activities of living and quality of
life issues, were scored highest by females and contributed to the overall higher
mean scores. Dodge (1969) also found that leaming needs were associated
with gender. Males and females expressed equal desire to receive certain
basic information about the nature and cause of their condition. Males,
however, were more concemed with receiving information that would help them
to make a realistic assessment of the extent to which their condition and need
for health care would affect their ability to work. Females desired information
about chances of recurrence, meaning of their symptoms and effects of
medication. The time frame for this study must be considered in relation to
these findings as gender roles may have changed since that time. In a study
by Galloway et al. (1995) the eight women reported more leaming needs than
the thirty men in the study. The comparison must be interpreted with caution
however, given the small and unequal numbers of subjects.

Age. Dodge (1969) found that priority given to specific leaming needs
varied depending on the subject's age. Older patients were less concemed with
the total recovery time involved with their condition and were more interested in
the details of their care. Younger patients, however, were concemed with the
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day to day progress they were making and were eager to retum to their daily
routine. This association between age and leaming needs was not found in
other studies (Galloway, 1993; Galloway et al., 1995; Lauer et al., 1982).

Education. Bubela et al. (1990b) found that leaming needs were
associated with the patient's educational background. Higher levels of
education were associated with lower leaming need scores. On the other hand,
Galloway and Graydon (1996) and Galloway et al. (1993, 1995) found no
difference in the overall mean scores on the basis of education.

hospital and the patient's total perceived leaming needs score. Patients with
longer hospital admissions reported a greater leaming need for information in
the following areas: medications, activities of fiving, quality of lfe and

community and follow-up. In this study, medical patients required significantly
more information than surgical patients. Mediical patients were generally the

patients with longer hospital admissions and were more
as well. These findings may refiect the severity of the patient's condition rather
than the actual nature of their iliness, as there was no significant difference

between the total leaming needs scores of patients with chronic disease and
those of patients with acute iliness.
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Pain and distress. When examined in relation to information needs, pain

was identified as one of the symptoms which most affected the subjects' ability
to complete their usual activities prior to and following discharge (Galloway et
al., 1993). Pain was positively comelated with total leaming needs (r = 0.35, p
=0.03), particularly regarding such topics as medications, feelings related to
condition, treatments and complications and quality of life. Galloway et al.
(1995) examined the distressing effects of pain and other symptoms in relation

to total leaming needs. In this study, however, no significant relationships were
found between these variables. Galloway and Graydon (1996) also examined
leaming needs in relation to the symptom distress caused by pain. Although
there was a positive association, it was not statistically significant, perhaps due
to the small sample size (n = 40).

Selfeff Patient Educati
In addition to identifying the patient's perceived leaming needs and which
factors may affect them, it is also important to promote self-care among
patients. This is especially true for patients with chronic conditions, as they will
be required to manage their own care on a daily basis. However, providing
patients with knowledge alone may not be enough to achieve the goal of self-
care management. According to Meritt (1989), patients also require a belief in
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their own ability to carry out the specific behaviours necessary for the self-care
of their condition; this is called self-efficacy. Redman (1985) also agrees that
self-efficacy is an important component of the patient education process.
According to Redman, there are five essential steps for patient education to be
effective:

The patient must believe the action will work.

The patient must leam how to perform the action.

The patient must believe they are capable of performing the
necessary activities (self-efficacy).

The desired outcomes should be attributed to the patient's action.
Thepmalmst\)ﬂdmmeajcm’essﬁaetﬁy maintain the

ok W

Redman suggests that much patient education fails to be effective because it
only addresses step two.

Self-efficacy, as described by Bandura (1977), is one's belief that one
can perform a specific behaviour or task in the future. It refers to personal
judgements of performance capabilities in a given dormain of activity. Although
it is related to other psychological concepts, such as locus of control, leamed
helplessness and seif-esteem, it is different in that self-efficacy is behaviour
specific. For le, a patient with diabetes may have high saif-
efficacy with regard to testing his/her own blood sugar, but when it comes to
self-administering insulin, he/she may feel incapable (low self-efficacy).

According to self-efficacy theory (Bandura, 1977) self-efficacy influences
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an individual's choices of activities. If an individual judges hinvherself as
capable of performing an activity he/she is more likely to undertake and perform
it. Activities that individuals believe exceed their capabilities tend to be avoided.
Therefore, it is not surprising that studies which have examined seif-efficacy and
health behaviours have revealed positive relationships (Gillis, 1993; Stretcher,
DeVellis, Becker, & Rosenstock, 1986). Positive performance experiences
enhance one's self-efficacy, which then has a positive effect on one's health
(O'Leary, 1985). For example, if individuals use relaxation therapy to help them
lower their blood pressure and blood pressure readings decrease, their self-
efficacy related to this specific behaviour s likely to increase. As a resuit, there
is a positive effect on the individual's overall health. But is one's level of self-
efficacy related in any way to the leaming needs identified by patients regarding
their health? In other words, does self-efficacy affect which leaming needs
patients pursue further or does self-efficacy only impact on health behaviours or
outcomes in the education process? According to Meritt (1989), "self-efficacy
influences both the initiation and persistence of leaming activities" (p. 69).

Identifying the patient's perceived leaming needs provides the teaching
content for the development of education programs. No studies were found
however which examined the refationship between self-efficacy and leaming
needs. As patient education focuses on enhancing knowledge and health
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behaviours, studies that looked at seif-efficacy in relation to these two topics
were reviewed.

There is some evidence that patient education affects both knowledge
and self-efficacy. Davis, Busch, Lowe, Taniguchi, and Dikowich (1994)
evaluated the effects of an education program on the knowledge and self-
efficacy of 51 patients with rheumatoid arthritis. Using a one-group repeated
measures research design, they found that at the completion of the program,
both knowledge and self-efficacy were significantly improved. These findings
were maintained at the three month follow-up assessment. There was no
correlation between knowledge and self-efficacy at baseline or follow-up,
suggesting that these variables improved independently of each other. No
and self-efficacy.

Lorig and Holman (1989b), camied out a study to evaluate the Arthritis
Self-Management Course. They found a weak association between changes in
behaviour and changes in health outcomes. However, in a second study by
Lorig et al. (198%a) that further ined this self- o progr
efficacy was found to be positively comelated with health outcomes. Salazar
(1991), supports these findings and suggests that behavioral change is
ultimately the resuit of changes in one's beliefs, and that people will perform

self-
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behaviour if they think they should perform it. This is consistent with Bandura's
theory that suggests that self-efficacy strongly influences these choices and
decisions, determines the amount of effort made, and the persistence of the
effort in p ing self- ivities (Bandura, 1986).

Gillis (1993) reviewed the research literature published between 1983
and 1991 that focused on the determinants of health-promoting lifestyles.
Twenty-three studies were reviewed in total, 17 of which focused on the adult.
Resuilts from these studies identified seif-efficacy as the strongest predictor of a
health-promoting lifestyle, followed by social support, perceived benefits, self-
concept, perceived bariers and health definition. Lorig, Konkol and Gonzalez
(1987) reviewed 41 studies from the arthritis patient education literature and
found that the most successful education programs, in terms of health status
and behaviour, emphasized the development of a daily routine of self-
management activities and paid attention to physical exercise, coping, self-
efficacy and problem-solving.

Self-efficacy has been found to be negatively comelated to reported pain.
Individuals with higher self-efficacy report less pain and better functioning as
measured by minutes tolerated in sitting and standing positions (Kores, Murphy,
Rosenthal, Elias, & North, 1990). Kores et al., examined the relationship of
perceived pain-related self-efficacy to treatment outcome of individuals with
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chronic, intractable, non-malignant pain. Many of the subjects in this study
suffered from chronic back pain. The study sample (n = 62) was divided into
two equal groups for two studies. Resuits of the first study revealed that
subjects with a high level of seif-efficacy in refation to their pain were able to sit
for longer periods of time (p = 0.03). Although not statistically significant,
subjects with high self-efficacy could also tolerate standing for longer periods of
time by the end of the program than subjects with low self-efficacy. Subjects
with high self-efficacy in this study also reported substantially, but not
significantly, better scores for walking distance, percent reduction of pain and
reduced resting time required. The second study utilized the University of
Alabama at Birmingham (UAB) Pain Behaviour Scale to
outcome on all patients at follow-up. Those with high pain-related self-efficacy
scores after treatment had lower scores on the pain behaviour scale, indicating
more adequate functioning. The results of the latter study support the
hypothesis that measurement of pain-related self-efficacy could be used to
predict treatment outcome in patients with chronic pain. Furthermore, if
individuals with higher levels of pain-related self-efficacy are functioning better
than those with lower self-efficacy, their perceived need for information to help
them improve their functioning at home may also be reduced.

Three groups of researchers have examined pain-related self-efficacy in
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relation to short term conditions. Klepae, Dowling, and Hauge (1982) focused
on self-efficacy as one means to help patients during dental procedures to
lessen their reaction to pain. Genest (1981) examined self-efficacy and the
ability to tolerate pain during childbirth. Holroyd, Pensien, and Hershey (1984)
analyzed self-efficacy in relation to tension headaches. Perceived self-efficacy
to tolerate pain was positively correlated with both pain threshold and tolerance
in each of these studies. Each of these three studies invoived short term
conditions which may not require the same coping ability as that required of

Self-efficacy does appear to be related to the use of coping strategies.
Jensen, Tumer, Romano, & Karoly (1991) carried out a study of 118 patients
with chronic pain. The majority (46%) of these subjects suffered from chronic
low back pain (CLBP) and the remainder suffered from a variety of other
chronic pain syndromes. All subjects were interviewed by telephone, using
questionnaires and rating scales to assess four content areas: pain severity,
control appraisals (how the subject perceived their abilty to control their pain),
pain coping efforts, and adjustments. Findings indicated that control appraisals
and the practice of ignoring pain, using coping self-statements, and increasing
ctivities were positively related to psy jical functioning. Control appraisals
and the practice of diverting attention, ignoring pain, and using coping self-
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statements were also positively related to activity level, but only for patients
reporting relatively low levels of pain severity. Although items used to measure
control appraisals in this study did not directly reflect the construct of self-
efficacy, these resilts are consistent with Bandura's social leaming theory in
that a strong belief in control over pain led subjects in the Jensen et al. study to
initiate and persist in the use of adaptive coping strategies.

Buescher et al. (1991) examined the effects of self-efficacy on the pain
behaviours exhibited by patients with rheumatoid arthritis. Seventy-two patients
with arthritis were using a i ping procedure for
rating specific pain behaviours such as limps, facial grimaces, and guarded
and depression. Higher self-efficacy was found to be related to fewer pain
behaviours and better functioning (r = -0.33, p = 0.04).

Dolce, Crocker and Doleys (1986) examined exercise quotas,
anticipatory concem and self-efficacy expectations in patients with chronic pain
and observed that both self-efficacy regarding ability to engage in exercise and
actual exercise performance increased over the course of treatment in a
behavioral chronic pain treatment program. A composite study looked at self-
efficacy in relation to exercise, work, and ability to function while remaining
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work status and ise level, and negatively iated with post:
medication use (Dolce et al., 1986). Finally, Council, Ahem, Follick, and Kiine
(1988) found that the ratings that patients with CLBP gave of their ability to
of the movements and inversely with pain behaviours observed during the

Researchers have also studied the association of self-efficacy with
do not differ in their global seif-efficacy measurements (Schuster, Wright, &
Tomich, 1995). No studies were identified that examined self-efficacy in relation
to age, however, in one study, more highly educated patients (n = 40) believed
that they had more control over their pain (Pellino, & Oberst, 1992). It was
believed by the authors that higher educational achievement may indicate that
the subjects had better problem solving ability or a higher level of seif-efficacy in
dealing with their chronic pain.

In relation to injury-related variables no research findings were identified
that addressed associations between self-efficacy and duration of condition.
Lazarus and Folkman (1984) suggest however, that through coping, one may
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