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Health and Responsibility
Self-efficacy, self-care and Self-responsibility

ABSTRACT: Self-care and self-efficacy have been discussed in the

medical, psychological and sociological literature (Bandura, 1977b; EALES CJ, PhD;
Barafsky, 1978; Hickey, 1988; Mahler and Kulik, 1990; Mahler, 1991). STEWART AV, MSc (Medicine)’;
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viour required of a patient with a chronic disease to ensure the best

outcome of medical treatment. The concept of self-responsibility seems to be more appropriate. This article presents
the definitions of self-efficacy, self-care and seIf-resFonsmlllty. An argument why self-responsibility is of importance

In patients who have undergone bypass surgery wil

be presented. Coronary artery disease is a chronic disease, for

which CABG s indicated only in special cases. The surgical intervention is costly and the operative outcome will not
be successful if the patient does not comply with lifestyle and riskfactor modification. In a climate where health costs
are under scrutiny and attempts are being made to make the available funding accessible to a greater percentage of
the population, there is a moral responsibility for patients who have undergone expensive interventions to accept the
responsibility for their rehabilitation to ensure the optimal outcome of these interventions.
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REHABILITATION

e concepts of self-care and self-
efficacy have been documented and

conviction that one can successfully
execute the behaviour required to pro-

discussed in the medical, psychologicalduce the outcomes™ (Bandura, 1977a).

and sociolo?ical literature (Bandura,
1977b; Barofsky, 1978; Hickey, 1988;
Mahler and Kulik, 1990; Mahler, 1991).
However it is the perception of the
authors that neither of these two con-
cepts accurately describe the behaviour
required of a patient with a chronic
disease to ensure the best outcome of
medical treatment. The concept of self-
responsibility seems to be more appro-
priate. The three concepts self-efficacy,
self-care and self-resgonsibility, as well
their definitions will be discussed in the
following article. An argument why self-
responsibility is of imgortance in patients
who have undergone bypass surgery will
be presented.

THE CONICEPT OF SELF-EFFICAC'Y
Self-efficacy has been defined as “the
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This means that patients have to believe
that they can do what is required of
them, to ensure that the outcome of the
medical treatment is successful. Self-
efficacy is regarded by some as the most
important prerequisite for behavioural
change, because it affects how much
effort the patient will invest in a given
task (Ewart et al, 1983). Successful
repetition of simple tasks will enhance
a person’s performance expectancy and
therefore his/her sense of self-efficacy.
By simplifﬁing each step of the required
health behaviour and allowing the
patient to practise each step in isolation
the result will be that the patient builds
a sense of self-efficacy about perform-
ing each step (Glanz et al, 1997). As the
patient gains confidence in accomplish-
Ing each step, the steps can he put
together so that a sense of self-efficacr
for accomplishing the entire task will
ﬁrevail. One of the important goals of
ealth education is to bring the perfor-
mance of health behaviour under the
control of the patient (Glanz et al, 1997).
Self-efficacy has an important role In
self-control because it will affect the
extent to which patients will make an
effort to change their behaviour patterns.
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Definitions of self-efficacy

Bandura (1977h) defined self-efficacy
as “the conviction that one can success-
fully execute the behaviour required to
produce the outcomes”. Self-efficacy is
the most important prerequisite for
behavioural change (Ewart et al, 1983)
and a lack of self-efficacy prevents
ﬁatients from taking a recommended
ealth action (Glanz et al, 1997).

THE CONCEPT OF SELF-CARE.
In the 1970’5 the concept of self-care
caused a controversial discussion amongst
American health care workers (DeFriese
et al, 1994). These health care workers
regarded this as a counter medical mes-
sage that advocated a stronger and more
central role for patients in clinical deci-
sion-making. Health care workers felt
that they were reduced to secondary
status by the concept of self-care and
that, as such, they would be in a submis-
sive and inferior role to the patient,
Investigators in the field of self-care
envisaged self-care as a form of lay
education to improve personal health
functioning that could empower and
protect the individual from “the some-
times negative consequences of profes-
sionalization and medicalization” of
health in our modern society (Barofsky,
1978; Butler et al, 1979).
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Some researchers defined self-care
in @ way that included the active partici-
pation of the patient in a collaborative
partnership with the health care worker.
Such a health interaction would subse-
quently relieve the health care worker
of the total responsibility for health care
decisions that affected patients’ lives
(Stoller et al, 1993).

Towards the end of the 1980’s the
concept of self-care was formally
accepted in the literature and within
the practice of medicine (Hickey, 1988;
Dean, 1986). According to DeFriese
et al (1994) findings from many studies
of self-care educational programmes
showed that patients were being
instructed on certain skills that were
low risk and easily taught to the lay
public, that would enhance health.

Haug et al %991) describes self-care
as a response behaviour to a perceived
si/]mpt(_)m without the involvement of
physicians. It has been suggested that
the decision not to accept medical care
in certain situations could also be classi-
fied as self-care (Stoller et al, 1993). In
contrast to the two above statements, the
WHO describes self-care as an inter-
action hbetween the patient and the
physician implying that the patient
would take positive action for his/her
own health (DeFriese et al, 1994).

The following is a summary of the
significant points of the WHQO'’s defini-
tion (WHO, 1983):

L It states that self-care is intentional,
with the aim of making a positive
contribution to health through certain
actions that will prevent disease,
limit illness and restore health. It also
implies that the individual will make
a positive effort to improve the exist-
ing state of health which may be a
chronic condition.

2. To implement these strategies the
individual would have to have tech-
nical knowledge and skills. This
means the knowledge of the required
health behaviour and the knowledge
to implement these and in this way
effect changes in lifestyle.

3. This definition implies participative
collaboration between the individual
seeking medical assistance and the
health-care worker, with the purpose

of enhancing diagnosis and therapy
as well as the maintenance of optimum
levels of health.

The definition given by the WHO
implies that the patient will act in a
responsible manner and for their defi-
nition the term “self-responsibility”
could be considered more appropriate
than “self-care”. Because of the free
interpretation of self-care in the litera-
ture, it is not considered an appropriate
term to describe the required action of
patients to ensure the optimal outcome
of a medical intervention.

The definition of self-care

The definition of self-care as suggested
from the literature is then that the
patient will act in a responsible manner
with regard to the maintenance of opti-
mal health and that the patient will take
positive action.

THE CONCEPT OF SELF-RESPONSIBILITY

In the Oxford Dictionary (1992) respon-
sibility is defined as being morallr
accountable for actions. Therefore selr-
responsibility means that an individual
can be held morally accountable for
his/her or her actions regarding the self.
This can be in a physical sense, a
psychological (attitudinal? sense or an
educational sense. “Moral” is described
in the Oxford Dictionary (1992) as
“being concerned with the accepted rules
and standards of human behaviour (of
rights and duties)”. Self-responsibility
implies the moral dut% of the patient to
successfuII?/ execute the reﬂuired health
behaviour Tor improved health,

If a patient makes a decision not to
have any treatment when treatment that
has been known to have value is avail-
able, and this behaviour is identified as a
part of the definition of self-care (Dean,
1986; Stoller et al, 1993), then self-care
cannot possibly have the same meaning
as self-responsibility. Haug et al (1991)
defined self-care as a response beha-
viour to a perceived symptom without
the involvement of physicians. Such a
definition would imply that there is a
difference between self-care and self-
responsibility. Self-responsibility implies
knowing the correct action to take and
also taking the correct action.

Self-efficacy is the subject’s appraisal
of hisfher ability to cope with a specific
situation. It is the patient’s perception
of his/her control over the disease
(Cunningham et al, 1991). Self-efficacy
may be an aspect of self-responsibility
but self-responsibility is more than the
belief in the ability to control a situation,
it implies a responsibility for control of
the situation.

Definition of self-responsibility
Self-responsibility is the necessary action
for an optimal health outcome and can
be defined as the moral duty of the patient
to successfully execute the required
health behaviour for improved health,

Responsibility for health
The issue of who is responsible for the
health or illness of an individual is one
which has not yet produced an answer
but has elicited many opinions (Wallston
and Wallston, 1982%. As stated before,
many patients and indeed most physi-
cians regard doctors as the ones who
are Frimaril reslponsible. A" medical
problem is atter all for the doctor to rec-
tify. There are however people who
believe that the ultimate responsibility
for health lies with the individual and If
it does not, it should. Ginzberg as far
back as 1977, stated that improvement
in any health care system would not be
effective unless the citizen became
responsible for his/her own well-being.
Most people are not concerned about
their health until they lose it. In many
cases preventing disease means that the
individual must give up certain habits,
of which smoking is a good example, or
do things which require an effort such
as exercising regularly. The freedom of
the individual to make his/her own
decisions regarding his/her health puts
tremendous pressure on government
resources for health care. This results
in an increase in taxes so that “one
man’s freedom in health is another
man’s shackle in taxes and insurance
premiums” (Knowles, 1977). Eventually
this becomes a national and not an
individual responsibility. Knowles 1977
argues that the “right” to health should
be replaced by a moral obligation to
preserve one’s health. The individual
then would have the “right” to:
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+ Better and more information

» Accessible services of good quality

« Minimal financial barriers to these
Services

More doctors and more exh)ensive
hospitals will not improve healtn. Indi-
viduals who are willing to take respon-
sibiliti/ for themselves and follow rea-
sonable rules for healthy living can
F_ossmly extend their productive working
ife by avoiding disease and disability.

I this is the case for the healthy indi-
vidual, then the individual who has had
costly intervention because of disease
processes should be resPonsibIe enough
to follow the prescribed lifestyle changes
to maintain his health.

If a human Ferson is “a life lived
according to a plan” then it seems logical
that the person should take responsibi-
lity for that plan especially when chronic
disease interferes with lifestyle. This
sense of self-responsibility in chronic
disease is probably the best predictor of
reduction of disability and handicap
(Oldridge, 1986).

It is important to bear in mind that
persons with chronic disease are often
more reliant on family members and
health professionals for care (Wallston
and Wallston, 1982). In order to success-
fully become responsible the patient and
the family members should be considered
members of the medical team and be
provided with information about the
disease, the treatment of the disease and
the rehabilitation process.

In conclusion it can be said that self-
responsibility is the successful execution
of the required behaviour. Most outcomes
flow from actions (Bandura, 1986).
Being proactive means recognising the
responsibility to make things happen.
A proactive patient will be responsible
for his own life.

Relevance of the concept of self-responsibility
in patients who have undergone CABG surgery
In 1986, Neil Oldridge reflected on the
goals of cardiac rehabilitation and
suggested that cardiac rehabilitation
should not only focus on issues such as
improved quality of life but also on the
issue of the accei)tance of self-responsi-
bility for rehabilitation. He also drew
attention to the commonly accepted

definition of cardiac rehabilitation that
reinforced the concept that the surviving
cardiac patient should be “restored to,
and maintained at” optimal clinical, psy-
chological, vocational and social status.
This definition implied that the health-
care worker would do this for the patient.
The definition of the World Health
Organisation (1964) on the other hand
suggested that patients take some
responsibility for their rehabilitation so
that ther can re%ain as normal as possi-
ble a place in the community and lead
an active, productive life. To be consis-
tent with the WHO concept of rehabili-
tation patients should be encouraged to
become increasingly self-responsible
for their own active and productive life
(Pashkow et al, 1988). This means that
ther essentially have to become respon-
sible for improving their own quality of
life (Oldridge, 1986).

Important concepts from the literature on
health behaviour that may influence self-
responsibility
The importance of behavioural and psy-
chological factors in the cause and treat-
ment of disease is becoming clear. In
addition there is a growing feeling that
patients should become more involved
with their own care (Mahler, 1991).
Two methods by which patients can
become involved in their own treatment
were identified by Krantz et al, in 1980.
Patients may seek “information involve-
ment” by learning everything about the
condition such as the diagnosis, progno-
sis, treatment plan and medication. The
second waf/ in which patients may
desire involvement is by “behavioural
involvement™ and this is manifested by
getting involved in self treatment when-
ever possible, requesting specific medi-
cations and delaying seeking treatment
by a health care worker,
Information-seeking copers are gener-
ally believed to be more distressed than
patients who seek behavioural involve-
ment, especially when there has not been
adequate preparation of the patient prior
to the medical treatment. In contrast,
patients who seek behavioural involve-
ment before surgery have been shown to
start walking (ambulat? sooner after the
operation and are also discharged sooner
(Mahler and Kulik, 1990).
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The bulk of the research investigatin(];
information involvementand behavioura
involvement is in the acute care setting.
The only study examining these two
Eatterns in a chronic setting that could
e identified in the literature was one by
Mahler and Kulik (1991). They stated
that as chronic diseases place greater
responsibility on patients, it is most
desirable that these patients become
involved in their own treatment. They
studied 83 male patients admitted for
non-emergency CABG surgery using
the Health Opinion Survey (HOS). The
HOS was administered to patients pre-
operatively, and at one month, four
months and 13 months Fostoperativel .
The significant results trom this study
were that patients with high behavioural
involvement had less ambulation dys-
function at one month postoperatively
(p=0.006); fewer social Interaction pro-
blems at four months postoperatively
(p=0.01); and had consulted a doctor
significantly less often in connection with
“heart problems” at 13 months (p=0.02).
They concluded that patients who
desired behavioural involvement with
their treatment were “motivated by a
basic desire to exert some control over
the situation” whereas patients who have
a desire for information involvement
reflected a “desire to reduce uncertainty
and arousal rather than control disease
per se” (Mahler, 1991).

At this stage one should ﬁrobably
also consider the theory that the focus
of attention influences health care out-
comes. Focusing attention on objective,
concrete aspects of an experience will
be more beneficial than focusing on the
emotional or affective aspects especially
in terms of long-term outcome (Suls and
Fletcher, 1985).

In a study by King et al (1992) two
groups of patients were identified who
thought that the surgery was worth it,
One group believed it was worth it
because they experienced improved
function and the other because it saved
them from death or myocardial infarc-
tion. In these two groups, patients who
reported improved functional capacity
had more positive scores on life satisfac-
tion and mood states. Those who believed
they were saved from death or a more
serious illness scored the same on life



satisfaction and mood states as the
patients who reported no benefit from
the surgery. The following questions
come to mind:

* Are self-responsible patients more
focused on objective and concrete
aspects of medical care?

» What is the relationship between
focus of attention and involvement
preferences?

In conclusion one can therefore say
that self-responsibility is the successful
execution of the required health beha-
viour to bring about improved health.
The concept includes aspects of self-care
and self-efficacy but extends beyond
both concepts. It implies that the indi-
vidual is morally accountable for his/her
actions regarding his/her health.

The patient’s acceptance of self-
responsibility for his/her medical care
will impact on the social behaviour of
the patient and will have an effect on all
who come in contact with the patient.
For this reason the spouse should be
included when doing a survey on self-
responsibility.

If the ﬁatient acceﬁts the responsi-
bility for his/her health care when suf-
fering from a chronic disease, then the
focus of the health care team should be
on the patient playing the most active
role and the health care worker becom-
ing more passive but always remaining
supportive.

BEHAVIOUR AND BEHAVIOUR CHANGE

In 1996 McGinnis stated that certain
behaviours that lead to a decline in the
WeII-bein? of individuals, communities
and populations, aIthoth most disturb-
ing, were fundamental to civilisation
(McGinnis, 1997). He goes on to say
that poor individual behavioural choices
have been documented as the source of
perhaps half of all premature deaths that
oceur (McGinnis, 1997).

The evidence is overwhelming that
CAD isnota conse(iuence of old age but
is a chronic lifestyle disease. It is also
evident that the tempo of the atheros-
clerotic process can be changed even in
the presence of significant disease if
attention is given to risk factor manage-
ment (Smith, 1997). In order to success-

fully rehabilitate patients with coronary
atherosclerotic heart disease, certain
behaviours that are detrimental to
health, have to be changed. This requires
knowledge, skills and the active parti-
cipation of the individual involved.
What makes this process difficult is that
patients are generally resistant towards
attending special programmes which
assist in changing unhealthy lifestyle
behaviours. What makes it even more
difficult is that behavioural intervention
does not result in immediate gratifica-
tion; change comes slowly and some-
times it seems that very little is beinﬁ
achieved (National Centre for Healt
Statistics, 1987).

Preventative and health ﬁromoting
behaviours aim at achieving the mainte-
nance of good cardiac health, a reduction
in the likelihood of developing CAD,
and favourabI}/ intervening in the rate of
progression of the existing CAD.

The problem of regimen adherence
is well documented in the medical lite-
rature and it has not changed much
in the past twenty years. Up to 80% of
patients will not follow the prescribed
treatment programme sufficiently to
attain therapeutic benefit (Dunbar-Jacob
et al, 1995). This problem extends over
different age groups, diaﬁnoses, s0Cio-
economic strata as well as different
treatment regimes. All patients may be
at risk for non-adherence to the thera-
peutic regimen prescribed and the prac-
titioner needs to advise patients in a way
that will support adherence.

DeBusk (1996) states that mani
physicians are not comfortable with ris
factors modification hased on beha-
vioural principles. He feels that they
lack the competency required for suc-
cessful risk factor modification and also
because the results of risk factor modi-
fication can not be as easily observed as
the results of an acute intervention.
When making these statements he rein-
forces the statement by Mumford et al
(1982) that “The elaborate services pro-
vided in the surgical recovery room or
the coronary care unit leave little to
chance. They contrast markedly with
the minimal attention systematically
provided to educate patient and family
for recuperation following hospitali-
sation. In an action-oriented society,

reports of modest interventions may
command less attention than reports of
the modest effects of more flamboyant
interventions”.

A review of the literature on CABG
surgery, risk factor modification, quality
of life and self-responsibility would
thus not be complete without a brief
commentary on aspects of behaviour
modifications. According to Ockene and
Ockene (1992) there are four important
theories to consider when hoping to
achieve behavioural change in patients
with CAD. These four theories are: The
Consumer Information  Processing
Theory, Social Cognitive Theory, The
Health Belief Model, and the Stages of
Change Model.

The following is a summary of these
theories as explained by Ockene and
Ockene (1992) with the addition of one
more model, The Theory of Reasoned
Action, regarded by Glanz et al (1997)
as important.

THE CONSUMER INFORMATION

PROCESSING THEORY

This theor% explains the factors that
influence the processing of knowledge
and the effect of knowledge on health
behaviour. In order to make rational
decisions, knowledge is essential.
Knowledge also has an important influ-
ence on human behaviour. Although
knowledge is very important, it alone
Is not sufficient to ensure health-enhanc-
ing behaviours (Rudd and Glanz, 1990).
To illustrate this point, Schucker et al
(1987) reported that although many
adults believe that cholesterol reduction
would have a favourable effect on CAD,
they continue to eat high fat diets. There
are a number of essential conditions nec-
essary for a patient to make use of avail-
able information. These are: the infor-
mation must be available; the patient
must want the information and believe
it; the patient must have the time, the
energy and ability to comprehend this
information; and 1t must not be confus-
in(f;. Once the patient has the necessary
information thez may still lack the
motivation, the skills, the support or the
resources to act on the information. The
factors that will enable them to do so are
explained by the social learning theory
and the health belief model.
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THE SOCIAL LEARNING THEORY

(SOCIAL COGNITIVE THEORY)

This theory emphasises that as most
behaviours are learned, they can also be
unlearned or changed (Perry et al, 1990).
It states that a person is able to self-
manage behaviour and that active partic-
ipation is needed in learning and the
application of behaviour-changing skills.
Health is constantly interacting with -
and being influenced b{ - many different
determinants. No single factor is suffi-
cient to totally influence behaviour.
These multiple determinants are:
personal characteristics of the patient
écognitive factors, personality and
emographic factors); environmental
influences (social, cultural and economic
factors); other associated behaviours
e.i. a patient trying to stop smoking and
taking alcohol instead. Physiological
and/or pharmacological factors such as
drug addiction or other addictive pat-
terns such as smoking, over-gating and
alcohol abuse may also be associated
factors (Bandura, 19_77b?.

Co%nmve factors include knowledge,
thougi ts, attitudes and skills. The
social learning theory states that when
attaching thoughts or feelings to
certain behaviours, these behaviours can
become habits. Therefore thoughts or
feelings can trigger behavioural
responses. To illustrate this point,
consider individuals who eat when
becoming anxious because they have
experienced in the past that eating allays
anxiety. Eventually the urge to eat may
appear so rapidly that they no longer
realise that there is an association with
anxiety (Ockene and Ockene, 1992).
These patients need to be helped so they
can identify triﬁgers and reinforcements
of behaviour. Not only do they need to
identifr them but must learn how to
control them and find reinforcements for
appropriate preventative behaviours.

THE HEALTH BELIEF MODEL

According to Rosenstock (1990) an
appreciation of the knowledge and the
attitude of a patient will facilitate the
understanding of the patient’s motiva-
tion and the likelihood that the patient
will adhere to a specific health behaviour
chan%]e. This model emphasises that
beliefs held by an individual form the

basis of that person’s decisions regard-
ing health care. In the health belief
model several factors are suggested that
ma¥ influence the likelihood that a patient
will comply with preventative action,
Patients are more likely to take action if
they believe that they are personally
vulnerable to a given condition such as
CAD. They will also take action if they
believe that there will be serious conse-
quences if they do not take action. They
will take action if they believe that bK
doing so they will decrease their ris

and that the cost of the action will be
outweighed by the benefits (Rosenstock,
1990).

These concepts helﬂ to explain why
individuals who have had a myocardial
infarct are more likely to stop smoking
or change their eating habits than
patients who still have no symptoms
of any illness. By providing a patient
with information on the atherosclerotic
process and explaining the personal
relevance to him, a health behaviour
change may be induced if the patient
understands the personal risk involved.

THE STAGES OF CHANGE MODEL

This model emphasises that behaviour
change is an extended process and
occurs in stages. Using smoking as an
example: it can often take a patient
five to ten years to successfully break
the habit of smoking and there may
be a number of attempts before the
patient finally succeeds (Prochaska and
DiClemente, 1983).The stages of beha-
viour change include precontemplation,
contemplation, preparation, action and
maintenance of the altered behaviour.
Maintenance of the altered behaviour is
usually regarded as successful if the
patient can maintain the altered health
behaviour for a period of at least six
months. These stages are cyclical rather
than linear and so if a patient relapses
into his/her old behaviour it is common
to cycle back to the precontemplation or
contemplation phases.

This model is important because the
health worker’s intervention and encour-
agement in the various stages may spur
the patient on to taking action. It s also
important that health workers realise that
this is a process so that they do not alien-
ate the embarrassed relapser. The smoker
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who has managed to quit smokin% for
three months and then resumes the habit
should not be regarded as a failure but
rather as someone who is learning and
does not find the process easy.

THE THEORY OF REASONED ACTION
From the above behavioural models it
is clear that in order for a patient to
modify their health behaviour they have
to have the knowledge to do so but
knowledge alone is not enough and does
not guarantee behaviour modification.
The Theory of Reasoned Action is
concerned with the relations between
beliefs, attitudes, intentions and beha-
viour (Glanz et al, 1997). According to
this theory the most important deter-
minant of behaviour is the person’s
behavioural intention. The behavioural
intention is determined by the person’s
attitude and his subjective norm.
Attitude is determined by an indivi-
dual’s beliefs about the outcome of
performing a certain behaviour and the
Importance they attach to that outcome.
The subjective norm of a patient is
determined by his/her normative beliefs
(whether people he regards as important
would approve or disapprove of the
behaviour) and motivation to compl?]/
(whether he is motivated to comply wit
the wishes of those referents).
Behavioural beliefs and normative
beliefs are linked to behavioural inten-
tion which in turn would lead to a
specific behaviour (Montano et al,
1997). This may be the reason why
patients respond favourably to recom-
mendations made by their physicians.

SUMMARY

From this literature review one can
conclude that CAD s a chronic disease,
for which CABG is indicated only in
special cases. The operative outcome
will not be successful if the patient does
not comply with lifestyle and risk factor
modification. The surgical intervention
is costly and in a climate where health
costs are under scrutinK and attempts are
being made to make tne available fund-
ing accessible to a greater percentage
of the population, there is a moral
responsibility for patients who have
undergone expensive interventions to
accept the responsibility for their reha-



bilitation to ensure the optimal outcome
of these interventions.

It is obvious that the barriers to the
assumption of self-responsibilit?/ for
one’s own health are lack of knowledge,
lack of sufficient interest in what is
preventable, and a culture which progres-
sively erodes the idea of individual
responsibility while stressing individual
rights. Patients have to overcome these
barriers and become self-responsible in
order to experience an improved quality
of life (Knowles, 1977). The hypothesis
can thus be made that for CFatients with
chronic diseases to be considered success-
fully rehabilitated, they should accept
responsibility for their own rehabilitation
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