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ABSTRACT 
 

The Chronic Disease Self-Management Program (CDSMP) has been shown to 

enhance participants’ competence in managing their own physical and psychological 

conditions. The underlying mechanisms for psychological and behavioral changes 

during the six-week program and the phenomenon of readiness to change have not 

been full addressed previously. The purposes of the study were two-fold: (1) to 

construct an across-time model to capture the relationships among the different 

psychological (i.e. self-efficacy, social norm and attitude) and behavioral variables 

throughout the six-week Program; and (2) to explore the extent to which participants’ 

readiness to change accounts for their changes in psychological and behavioral 

variables in the 6-week CDSMP. 

This study attempted to build an across-time conceptual model for different 

types of self-management behaviors based on the components of two social cognitive 

models, the Theory of Planned Behavior and the Transtheoretical Model. It included 

self-efficacy, attitude toward behavior, social norm, and readiness to change. It was 

hypothesized that the readiness-to-change variable would act as a predictor for the 

across-time relationships among behavior and social cognitive variables included, and 

self-efficacy would in turn directly influence the behavior via the indirect effect of 

social norm and attitude toward behavior. 



Sixty participants with various chronic diseases were recruited to attend the 

CDSMP. There were 48 women and 12 men with a mean age of 51.0 (standard 

deviation = 10.7) and an average disease duration as 9.83 years (standard deviation 

= .71). They were requested to complete a set of questionnaires at the first, fourth and 

sixth weeks in the CDSMP. The questionnaires administered were: Self-management 

Behaviors Questionnaire (SMBQ) (including exercise engagement (EE), cognitive 

symptom management (CSM), tangible help-seeking (TH) and communication with 

professionals (COM)), Self-efficacy Questionnaire (SEQ), Attitude toward Behavior 

Questionnaire (ATBQ), Social Norm Questionnaire (SNQ) and Chinese version of the 

University of Rhode Island Change Assessment (C-URICA) scale. 

Ward’s method of Hierarchical cluster analysis revealed that, in this sample 

had two stage-of-change profiles, which were also high in contemplation and action 

subscores of C-URICA. Besides, latent growth curve modeling showed a good model 

fit for the exercise engagement (RMSEAEE=.001), cognitive symptom management 

(RESEACSM =.029) and tangible help-seeking (RMSEATH=.031) and a moderate 

model fit for the communication with professionals (RMSEACOM=.073). The 

cross-time modeling discovered different change mechanisms in four 

self-management behaviors. Self-efficacy was found to be the key parameter to 

predict exercise engagement (r=.381) whereas social influence did not (p>.05). 



Although attitude and social norm only exerted indirect effect onto cognitive 

symptom management behavior through self-efficacy, the change of these two 

parameters exerted direct effect onto the behavior. The change of the behavior in turns 

imposed a positive influence onto the change of the self-efficacy. Furthermore, for 

communication with professionals, it was the change of self-efficacy along with that 

of social influence that exerted direct effect onto that of the behavior. A different 

change mechanism was found for tangible help-seeking behavior. Help-seeking 

self-efficacy exerted both direct and indirect influences (via social norm and attitude) 

on the behavior itself. The Stage-of-change construct which is constituted by 

precontemplation, contemplation, action and maintenance, was found to be a better 

predictive for change of psychological parameters rather than behaviors. 

The present study had constructed across-time models for various 

self-management behaviors. The models amalgamated the parameters from both the 

Theory of Planned Behavior and the Transtheoretical Model. The models revealed the 

significance of social norm and attitude toward behavior, apart from the commonly 

focused variable of self-efficacy. Also, the finding suggested the relevance of 

assessing participants’ readiness to change at the beginning of the structured program. 

It was also found that the relationships among variables appeared to be different for 

different self-management behaviors. 
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CHAPTER ONE 

INTRODUCTION 

 

The first chapter provides an overview of the study. The purposes and 

hypotheses of the study are stated together with the background of the chronic 

disease self-management program applied overseas and in Hong Kong. This is 

followed by the rationale for conducting the current study and the knowledge gap 

existing in the literature. The chapter ends with an introduction to the organization 

of the thesis. 

 

Statement of Purpose 

This study has two stages: a pilot study and the main study. The purpose of 

the pilot study was to validate the Chinese version of University of Rhode Island 

Change Assessment (C-URICA) which was one of the main instruments used in the 

main study. The validation included collecting evidence on the content- and 

structural-related validity (Chan et al., 2007). The main study was designed to (1) 

investigate the change in the relationships among the health, stage-of-change and 

behavioral related variables across the six-week period of the chronic disease 

self-management program among a group of participants who had chronic diseases; 
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(2) examine in particular the stage-of-change construct and its relevance to 

psychological and behavioral variables. This involved the administration of various 

instruments that tapped in different health, stage-of-change and behavioral variables 

across time. 

 

Background and Justification 

Chronic disease self-management program (CDSMP) was developed in the 

Stanford Patient Education Center by Lorig and colleagues (1999b & 2001b). The 

CDSMP was designed to enable people with chronic diseases to learn the skills 

required for managing their own health and diseases. Prior studies on evaluating the 

effectiveness of CDSMP have reported different types and level of benefits brought to 

its participants (Lorig et al., 1999b, & 2001a & b). As the CDSMP was designed by 

researchers in the United States, recent studies carried out by our research group have 

indicated that the CDSMP appeared to be equally effective for initiating 

self-management strategies and health behaviors among the participants in Hong 

Kong (Chan et al., 2005; Siu et al., 2007) and Mainland China (Dongbo et al., 2006; 

Fu et al., 2006). 

While various studies have shown favorable results from engaging in CDSMP, 

it is important to ask why did CDSMP improve its participants’ self-management 
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behaviors and the related self-efficacy? What caused to the changes in participants’ 

psychological and behavioral characteristics? As CDSMP is a six-week program, 

another meaningful question is whether the stage of change model can be used to 

offer a plausible explanation for the observable changes among the participants. 

It was attempted to look for a model of social cognition which gives a 

theoretical framework for this study. The transtheoretical model (TTM) (Prochaska, 

1992a) described the processes through which an individual would experience 

changes throughout life. The characteristics of these changes are purposefully 

categorized into five stages: precontemplation, contemplation, preparation, action and 

maintenance stages. However, Prochaska et al.’s model has been criticized by others 

for its inability to predict an individuals moving between the different stages. Other 

common models on health-related behaviors are theory of planned behavior (Ajzen, 

2001, Connor et al., 1998), health belief model (Becker, 1974; Janz & Becker, 1984), 

and health action process approach (Schwarzer, 1992). There are three common 

elements which can be found in these models (Armitage, 2006; De Vries et al., 1998a 

& b). The first element is the belief about the perceived advantages and disadvantages 

of a certain behavior. The second element is the social influence which surrounds an 

individual. The third element is the confidence or self-efficacy to perform a behavior. 

In the study, we incorporated both the stage of change and the three common 
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cognitive elements as the “building blocks” to construct a hypothesized model for 

testing the possible changes brought by the six-week CDSMP. A 

predictors-and-sequalae model of change by Duncan et al., (1999) was used to 

construct the prediction model. The stage-of-change construct was the “predictor” 

whereas the self-management behavior was the “sequalae”, i.e. the behavioral 

outcome. The three cognitive variables were the proposed underlying constructs 

mediating the changes. In the health psychology literature, these mediating constructs 

are sometimes named as “proximal cognitive factors” (De Vries et al., 1998a & b; 

Nierkens et al., 2006). The latent growth curve modeling was applied to relate the 

changes of psychological and behavioral variables in the conceptual model over time. 

This would help understand the dynamic among different social factors across 

six-week time. 

 

Hypotheses 

In this study, it was hypothesized that, while one executes a certain type of 

self-management behavior, the stage-of-change would act as a precipitating or 

“predictor” for both psychological factors, which in turn affects the behavioral 

“outcome”. Accord to the Theory of Planned Behavior (TPB) (Ajzen, 1991), both 

social norm and attitude toward the particular self-management behavior would serve 
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as parameters exerting a direct effect onto the construct of self-efficacy. Self-efficacy 

would in turn have direct influence onto the behavioral itself. The diagrammatic 

presentation of the hypothesized model is shown in Figure 2 in Chapter Two – 

Literature Review. 

 

Organization of Chapters 

This thesis is composed of five other chapters in addition to the Introduction. 

Chapter Two with literature review provides the details on literature related to the 

current study. The rationale for building the conceptual model is presented in more 

detail here. Chapter Three focuses on Method and it contains the study design, 

procedures for data collection for the pilot study – validation of C-URICA as well as 

the main study. Chapter Four presents the results of the validation study on C-URICA 

and the main study. Chapter Five is the discussion of the findings. The last chapter, 

Chapter Six, offers the conclusion of this study which includes limitations and 

suggestions for future studies.  
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CHAPTER TWO 

LITERATURE REVIEW 

 

Chronic Diseases in Global and Hong Kong Perspectives 

Advance in medical technology not only lengthens people’s life expectancy 

but also increases the number of people living with chronic conditions. According to 

the United States National Center for Health Statistics (http://www.cdc.gov/nchs/), 

chronic disease is a condition that lasts for at least 3 months. Chronic diseases 

generally cannot be prevented by vaccines or cured by medication, and they do not 

just disappear. Chronic disease can also defined as a permanent, non-reversible 

condition that may be expected to require a long period of supervision, observation, or 

care and interferes with an individual’s physical, psychological and social functioning 

(Nodhturft, Schneider, Hebert et al., 2000) and is a social burden. 

Because of the long-term nature of chronic diseases, people with chronic 

conditions often live with physical and psychological distresses They usually interfere 

the functioning of those who live with them, and hence require long-term and 

expensive care of these sufferers (Nordhturft et al., 2000; Stanton et al., 2006). In the 

United States, it was estimated that older people with age 60 and above had more than 

two chronic conditions (Lorig, Sobel, Stewart et al., 1999). Whilst about 70% of the 
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medical expenditures were spent on interventions related to chronic diseases. In Hong 

Kong, as one of the developed cities in Asia, chronic diseases are also becoming 

epidemic. The commonest diseases that resulted in patients’ morbidity were 

cerebrovascular disease, chronic heart diseases, renal failure, chronic lung disease, 

and diabetes mellitus. A recent local survey indicated that the expenditure spent on 

maintaining a person with chronic diseases can be as high as HK$1.8 millions (Hong 

Kong Hospital Authority, 2002). 

 

Introduction of Self-management Programs – A New Trend to Deal with Chronic 

Diseases in the New Millennium 

Conventionally, the care of people with chronic diseases has been under a 

medically model in which physicians and other healthcare professionals play a rather 

dominant role. As a consequence, the people have the tendency of relying. This leads 

to excessive hospital visits and medical consultations. Recent trend in health care 

provision is to reduce excessive use of healthcare by community-based health 

promotion called self-management. Self-management approach targets in enhancing 

people’s efficacy and skills to deal with their long-term health-related problem 

(Bandura, 1986; Barlow et al., 2002). Barlow (2001) defined self-management as 

“individual’s ability to manage the symptoms, treatment, physical and psychological 
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consequences and life style changes inherent in living with a chronic condition. 

Efficacious self-management encompasses ability to monitor one’s condition and to 

affect the cognitive, behavioral and emotional responses necessary to maintain a 

satisfactory quality of life” (p.545). Its concept originates from Bandura’s 

self-efficacy theory (1997). Self-efficacy is defined as “people’s beliefs about their 

capabilities to produce designated levels of performance that exercise influence over 

events that affect their lives” (pp. 79-115). Studies on various self-management 

programs revealed that the concept of self-efficacy has significant effects on 

modifying health-related behaviors (Farrell et al., 2004; Kerse et al., 1999; Lorig et al., 

1999b; Nordhturft et al., 2000). Self-efficacy of the people with chronic diseases was 

previously found to predict their health behavior and outcomes (Connor & Norman, 

1996). The theory stipulated that an individual with high self-efficacy is likely to 

make changes and display new behaviors toward health. Previous studies also 

indicated that an individual’s self-efficacy can be enhanced by learning and practicing 

of self-management skills. Corbin and Strauss (1988) identified three categories of 

self-management tasks, which could be beneficial to people with chronic conditions. 

The first set of tasks concerns the medical management of the chronic condition, such 

as visiting a healthcare professional and adhering to a certain type of medication 

regime. The second set of tasks involves maintaining and creating a new lifestyle. For 
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instance, someone who sustains a chronic heart disease would need to engage in daily 

routine in a different pacing to avoid overexertion, or changing to a special diet. The 

final set of tasks requires a person to deal with emotion as a result of having a chronic 

condition. In various kind of self-management programs, participants were taught 

skills via modeling from group leaders or members, performance mastery, 

reinterpretation of symptoms, social persuasion, and problem-solving, and decision 

making (Barlow et al., 2002; Lorig et al., 2001a & b; Nodhturft, et al., 2000). 

Various disease-specific self-management programs related to chronic 

conditions have been designed for the people with chronic conditions .They include 

arthritis (Keefe et al. , 2000; Lorig1999a; Lorig et al., 1985; Lorig et al., 1993; Lorig, 

Seleznick, Lubeck, et al., 1989; Mulligan et al., 2003), chronic obstructive pulmonary 

disease (Monninkhof et al., 2003), coronary heart disease (Clark et al., 1992), diabetes 

mellitus (Brown, et al., 2000), and fibromyalgic pain (Dijkstra et al., 2001). The 

common thread across all of these disease-specific programs is to base on the concept 

of self-efficacy theory to design protocols for learning of skills mastery, modeling, 

reinterpretation of symptoms, and social persuasion (Bandura, 1997 & 2000). 

 

The Chronic Disease Self-management Program (CDSMP) 

The chronic disease self-management program (CDSMP) was developed at 
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the Stanford Patient Education Center by Lorig and colleagues (1999a). The program 

was originally designed for helping people with a variety of chronic diseases, rather 

than a specific chronic condition, to deal with their health problem. The program 

founders had three principal assumptions when establishing the CDSMP: (1) 

participants with different chronic conditions have similar health-related problems 

and disease related tasks; (2) patients can learn to take responsibility to manage their 

condition on a day-to-day basis; and (3) improvement in health status and reduction of 

health care resources utilization will be resulted from confident and knowledgeable 

practice of self-management (Lorig et al., 1999b). 

Furthermore, five core self-management skills were proposed: (1) problem 

solving, (2) decision making, (3) resource utilization, (4) forming of a patient/health 

care provider partnership, (5) taking action (Barlow et al. 2002; Lorig, 1996; 

Nodhturft, et al., 2000; Stanton et al., 2006). Each skill will be discussed in more 

details in the next paragraph. 

Since self-management education is problem-based so that problem solving is 

a core self-management skill. Participants are taught basic problem solving skills, 

which include problem identification, possible solution generation, solution 

implementation, and evaluation of results D’Zurilla and Goldfried (1971). For 

example, a patient who has chronic obstructive pulmonary disease says that he is not 
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able to take a short walk after dinner. This problem requires more definition. After 

investigation, it is found that he would experience shortness of breath while walking 

for a prolonged period of time. Solutions are then needed for the problem. The patient 

could generate different solutions, such as having frequent breaks, taking analgesic 

before starting the walk, or doing alternative exercises at home. A chronic condition 

requires that decisions must be made on a day-today basis. Decision making is based 

on having enough and appropriate information. A person with osteoporosis, for 

example, would need to know when to stop exercising based on bodily signs, such as 

joint pain or increase in joint temperature. The third self-management skill is to find 

and utilize resources. People with a chronic condition cannot deal with daily problems 

on their own, and they need to learn how to seek other information, such as the 

internet, community resource guides, etc. This includes human resources as well. The 

fourth skill cannot be applied in isolation from healthcare providers. With a condition 

for a long period of time, people need to know how to communicate with their 

healthcare providers in what can best be called a partnership. In other words, the 

relationship is mutual, in which one partner needs to report accurately the trends and 

tempo of the disease, make informed choices about treatment, and discuss these with 

the healthcare providers.  

The final skill is taking action. This involves leaning how to make behavioral 
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changes. After it has been decided to execute a behavior, a short-term plan needs to be 

made and carried out. A short-term plan covers a period of one to two weeks, and the 

actual behavior, time and frequency. The more specific a plan is, the more likely it is 

to be executed. The plan should also be something that the person is fairly confident 

about accomplishing. In the context of the CDSMP, the optimal confidence level 

would be at least 7 in a 10-point confidence scale. Experience shows that a minimal 

7-point confidence level is more likely to lead to the accomplishment of a short-term 

goal. 

The original CDSMP designed by Lorig et al. (1999a) covered a wide range of 

topics, including exercises, cognitive symptom management, diet, fatigue 

management, use of community resources, use of medication, communication with 

other (such as health professionals ad family), dealing with depression and anger. The 

process of the course was based on Self-efficacy Theory (Bandura, 1986) and 

self-efficacy strategies are incorporated in the program. These include weekly action 

plan and feedback. Modeling and group problem-solving are also included. Previous 

studies also illustrated the application of the CDSMP with different chronic diseases. 

A few studies have been conducted on people with mainly physical chronic conditions, 

such as heart disease, lung disease, arthritis and stroke (Lorig et al., 1999b; Lorig et 

al., 2001a & b) 
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 A number of studies have been conducted to investigate the effectiveness of 

the CDSMP. In those conducted by Lorig and colleagues (1999b, 2001b, & 2003), it 

was indicated that the CDSMP could improve participants’ involvement in exercise, 

cognitive symptoms management, communication with health-care professional. 

Besides, CDSMP participants demonstrated improvements in self-efficacy and 

self-reported health status, including fatigue, shortness of breath, pain, role function, 

depression and health distress. It was also shown that the program was useful for 

reducing visits to physicians and hospital stay among these participants (Lorig et al., 

1999b, 2001b, & 2003). A longitudinal study was conducted with a group of 

participants with heart disease, lung disease, stroke, or arthritis. The results showed 

improvement in self-efficacy and elements of health status, and fewer outpatient visits 

over a 2-year follow-up period. The health care cost was in turn reduced (Lorig et al. 

2001a). 

The CDSMP was introduced to Hong Kong in 2000. A pilot study exploring 

its effects was conducted by a research group (Chan et al., 2005). The results of this 

study revealed that the Chinese participants, who were Chinese and were 

conventionally regarded to be collectivistic, benefited from CDSMP. After completing 

the six-week program, the participants showed an increase in their self-efficacy and 

health-related self-management behaviors. They included cognitive symptom 
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management and communication with physicians. Another randomized controlled 

trial conducted by our research team (Siu et al., 2007) further demonstrated the 

positive effects of CDSMP on enhancing the self-efficacy of the participants for 

managing their chronic illnesses by increasing their involvement in cognitive 

symptom management and improving their perception of their level of energy when 

compared with those who engaged in Tai-Chi classes. During the same period, there 

was one randomized control trial study conducted by Fu et al. (2006) and one 

qualitative study conducted by Dongbo et al. (2006) in Shanghai. The results obtained 

from both studies concurred with ours in that the CDSMP equally benefited the 

Chinese participants despite the fact that the program was originally developed in the 

United States. 

Lorig (1996) described the self-management model that differs from the 

conventional health care systems. It helps patients with chronic conditions to gain 

skills, and more importantly, to enhance their confidence to apply those skills in daily 

lives. Lorig (1996, p. 678) also highlighted the three most distinctive features of the 

self-management model: “(a) dealing with the consequences of disease illness, not the 

physiological disease; (b) being concerned with problem solving, decision making, 

and patient confidence, rather than prescription and adherence; and (c) placing 

patients and health professionals in partnership relationships, with the health 
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professional being primarily responsible for the medical management of the disease 

and the patient primarily responsible for the day-to-day management of the illness.” A 

more recent article by Grey et al. (2006) proposed a framework for self- and family 

management of chronic conditions. Five types of risk and protective factors associated 

with self- and family management, including condition, individual, psychosocial, 

family and environment (Grey et al., 2006).  Researchers attempted to explain the 

reasons for improvement in self-management behaviors and efficacy found in 

outcome studies of the CDSMP discussed in the previous paragraphs. One possible 

reason could be that the CDSMP was designed to help patients to identify their own 

individual needs and problems. The program then helps people to work intensively on 

those areas. It was shown that self-efficacy was enhanced through the influence of 

executing self-management behaviors (Lorig et al., 1999b). The behavioral and 

psychological improvements found in effectiveness studies were attributed to the 

effects of leaders, especially peer leaders. They were able to enhance participants’ 

self-efficacy by serving as excellent models (Lorig, et al., 2003). Yet, up to this point, 

these results mainly addressed the behavioral and self-efficacy levels. Yet, the issue of 

the underlying causes that led to these changes has not been fully addressed in the 

literature. It would be beneficial, therefore, to establish a theoretical model for 

CDSMP to better understand the mechanisms that underlying the documented 
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changes. A better understanding of these mechanisms would help to revise the 

program protocol and further enhance program effectiveness 

 

Searching for a Theoretical Model for CDSMP 

Beauchaine et al. (2005) pointed out that, “Once the efficacy of a treatment is 

established, the mechanisms through which ameliorative effects are exerted must be 

elucidated, and factors that alter the efficiency of the intervention within different 

subsamples must be identified (p.371).” Other researchers have also indicated the 

importance of investigating the underlying mechanism of changes (Brestan & Eyberg 

1998; Nock, 2003; Owens et al., 2003). 

 

Social Cognitive Models 

In order to find out the underpinning mechanisms to explain the changes in 

self-efficacy and self-management behaviors of participants engaging in CDSMP, it is 

beneficial to look into the area of social cognitive models (Armitage, & Connor, 

2000). Number of social cognitive models has been proposed by previous researchers. 

Some of the widely applied models includes Health Belief Model (Rosenstock, 1974), 

Theory of Reasoned Action and Theory of Planned Behavior (Ajzen, 1991), 

Transtheoretical Theory (Prochaska, 1992a), Health Promotion Model (Srof, & 
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Velsor-Friedrich, 2006) 

Among different ways of categorization of these conceptual models, one way 

to differentiate them is into stage models and continuum models. One of the 

representative models of the stage model would be Transtheoretical Model by 

Prochaska and DiClemente (1992a) whereas the Theory of Planned Behaviors (Ajzen, 

1991; Connor et al, 1998) is a good example of the continuum model. 

The Transtheoretical Model, is regarded as a stage model provides a strong 

evaluation framework for understanding health-related behaviors. As it has been 

described in the coming sections, this integrative model consists of five stages from 

precontemplation stage to maintenance stage to illustrate intentional change in health 

behaviors. It has been widely applied to many health behaviors (DiClemente, 1993; 

Prochaska et al., 1992a; Velicer et al., 1998). Yet, the current staging algorithm has 

been criticized to lack validity and reliability, and the model stages have been 

commented not to represent a continuum for explaining health-related behaviors 

(Armitage, & Connor, 2002; Brug et al., 2005; West, 2005). Due to these criticisms to 

the Transtheoretical Model, Ajzen’s (1991) theory of planned behavior is chosen since 

it is regarded to be a continuum model that bridges the “gaps” in the stage model. 

An increasing number of studies have suggested that participants with chronic 

diseases respond differently to self-management programs since every person appears 
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to have different levels of motivation or readiness to make health-related changes. The 

Transtheoretical Model (TTM) proposed by Prochaska and his colleagues (1992a) 

attempted to offer explanations for the differential responses observed among those 

who intended to make health-related changes in life. The TTM model hypothesizes 

that individuals go through at least four distinct stages while pursuing a health-related 

behavior. The first stage is “precontemplation” in which an individual has no intention 

to change the target behaviors in the foreseeable future. Individuals in this stage 

typically would not be informed or under-informed on the possible negative 

consequences of their behaviors. The second stage is the “contemplation” stage in 

which an individual is thinking about making a change, but has as yet taken no action 

or made any preparations. They are more aware of the pros of changing but also 

aware of the cons of it. This could lead to ambivalence because of the competition 

between the costs and benefits of committing to a change. It is also common that 

individual can get stuck and can stay in this stage without making progresses for a 

prolonged period of time. The subsequent stage is “action” stage in which an 

individual is actively participating in altering his or her behaviors. This stage is 

characterized by manifesting overt behavioral changes. The final stage of the TTM is 

“maintenance” stage in which an individual attempts to retain the set of new 

behaviors for more that six months. The change in behavior would reach a relatively 
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steady state and the changes, if any, would be less explicit that those in the action 

stage. Also, individuals are less tempted to relapse and are more confident that they 

can continue their change. The TTM also suggested another stage between 

contemplation and action in the context of smoking abstinence and exercise 

engagement (Marcus et al. 1992; Prochaska et al., 1983 & 1992a). The “preparation” 

stage is characterized by an individual making short-term plans to engage in a new 

behavior. Even though this stage involves behavioral manifestations, it is different 

from the “action” stage. In this stage, the individual may be involved in activities that 

prepare him or her to execute the targeted behavior. For instance, a person aiming to 

start an exercising routine would first look for a fitness centre to join. In terms of 

intention, the individual may only experiment with the new behavior instead of 

starting the routine. 

 The TTM has been used by many researchers as the theoretical basis for 

explaining self-management behaviors. They include exercise engagement (Marcus et 

al., 1992; Riebe et al., 2005), weight control (Ingledew et al., 1999; Prochaska, et al., 

1992b), and pain management (Dijkstra et al, 2001; Jensen et al., 2000; Keefe et al., 

2000, 1997; Kern et al., 2000). The results from these studies generally support the 

usefulness of using TTM for predicting changes in their self-management behaviors 

throughout the treatment programs. Recent studies have also suggested that TTM is 
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useful for developing a better stage-match between the treatment approaches used in 

the self-management programs and the needs of participants who engaged in these 

programs (Armitage, 2006; National Institute on Drug Abuse, 1999). This matching was 

believed to account for the effectiveness of these self-management programs. Yet, TTM has 

not been applied to model the way behavioral changes during the CDSMP process. 

Although there is increasing evidence on the usefulness of TTM for explaining 

changes in adopting health-related behaviors, it has been criticized for not stipulating 

the underlying processes that enable individuals to move from one stage to another 

(West, 2005; Brug et al., 2004). Previous studies only focused on describing the types 

of covert and overt activities (or behaviors) associated with different stages of change 

(Prochaska et al., 1983; Prochaska et al., 1992a). The authors attempted to relate the 

changes of individuals with key variables in the model, including decision balance (i.e. 

pros and cons towards a behavior), self-efficacy and temptation (Velicer, DiClemente, 

Prochaska et al., 1985; Prochaska, 1994). The findings showed that “pros”-attitude 

and self-efficacy of a healthy behavior increase and as individuals go from 

“precontemplation” stage to “maintenance” stage whereas “cons”-attitude and 

temptation constructs decline. The evidence indicated that stages in the TTM were not 

distinctive. Rather, continuous patterns were revealed in different psychological 

variables, such as self-efficacy and attitude. A more recent study conducted by 
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Armitage & Arden (2002) also found that there was a significant linear trend for some 

variables in the theory of planned behavior (such as self-efficacy and attitude) across 

the TTM stages. It was argued that the transtheoretical model merely represented a 

“pseudo-stage” model of behaviors. 

There is another category of social cognitive models that have been used as 

theoretical frameworks to explain other self-management behaviors. These include the 

health belief model (Becker, 1974; Janz et al., 1984; Rosenstock, 1974), theory of 

planned behavior (Ajzen, 1991), health promotion model (Srof & Velsor-Friedrich, 

2006) and the health action process approach (Schwarzer, 1992). Instead of 

delineating behaviors into different stages according to motivation, these models 

incorporated different psychological and cognitive parameters, named proximal 

cognitive factors, which are conceptualized to be directly or indirectly attributed to 

the target behavior in question (Armitage & Connor, 2000). 

It has been argued, however, that, these models are similar to each other, and 

no consensus have been reached on any one model superior to the others (Norman & 

Connor, 1996). Rather, it has been suggested that these models could be used in an 

eclectic way by using a combination of them for accounting for the complex human 

health behaviors (Maddux, 1995; Maddux et al., 1997). Maddux and DuCharme 

(1997) attempted to suggest the basic building blocks of an individual’s competence 
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for engaging in a certain behavior: (1) attitudes towards the behaviors (the evaluation 

of behaviors); (2) social influence or social norm on behaviors (the influence of 

reactions and behaviors of significant others); (3) self-efficacy (the confidence 

concerning one’s ability to execute the behaviors); (4) intention (the propensity an 

individual plans to perform); and (5) habitual cue-to-action response (the content of 

repeatedly, or habitually, performing a certain behaviors). More recent literature 

suggested three main types of proximal cognitive factors as the determinants or 

“building blocks” to predict targeted behaviors. (De Vries et al., 1998a & b; Nierkens 

et al., 2006). They are attitude, social influence and self-efficacy expectations. These 

are discussed below. 

The first type of proximal cognitive factor is related to an individual’s attitude 

toward a target behavior. Attitudes are seen to develop originally from the beliefs 

people bear about the object of the attitude. An individual’s beliefs formed about an 

object or an event are to associate it with certain attributes, i.e., with other objects, 

characteristics, or events. (Ajzen, 1991). In the context of health behavior, each belief 

links with a certain consequence or the cost resulting from engaging the behavior. The 

attributes linking to the behavior engagement are valued positively or negatively. The 

positive or negative attitudes towards the behaviors emerge spontaneously. In spite of 

different terminology, different social cognitive models have also incorporated with 
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the attitude construct. The theory of planned behavior (TPB) (Figure 2.1, p.25) 

proposed by Ajzen (1988) stipulated the attitude was attributed to one’s belief and 

subjective evaluation of the behavior. The TTM (Prochaska et al., 1992a) discussed 

above also adopted similar constructs called pros (positive attitude) and cons 

(negative attitude) of a behavior. 

The second proximal cognitive factor is related to the influences coming from 

the social systems in which an individual lives. The TPB is the social cognitive model 

that defines this concept well. In the TPB (Ajzen, 1988 & 1991), the term subjective 

norm is adopted. It is determined by the extent to which an individual complies with 

the approval or disapproval of an important referent individual or group in relation to 

engaging in a certain behavior. The TPB further distinguishes two different concepts: 

injunctive norms and descriptive norms. The former refers to the kind of normative 

influences in which the target behavior is approved by significant others whereas the 

latter relates to the normative influences in which a behavior is actually performed by 

others. Some empirical studies found that descriptive norms showed better 

discriminative validity and a unique variance in behavioral intention (Sheeran et al., 

1999; White et al., 1994). 

The third proximal cognitive factor is concerned with the one’s belief about 

ability to perform a certain behavior. Different models also include this key construct 
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but adopt different terms. Originally introduced by Bandura (1986 & 1997), 

self-efficacy beliefs determine how an individual feels, thinks, self-motivates, and 

behaves. When one has greater self-efficacy in doing a behavior, one would more 

likely to engage in it and also maintain it. Building up self-efficacy is thought to be 

through interactions between emotional states, thing / processing information, 

motivation and outcome expectation. There are two major components in Bandura’s 

theory: efficacy expectation (i.e. confidence in ability to engage in the behavior) and 

outcome expectations (i.e. belief that the behavior would result in the desired effect). 

Other models, such as Prochaska (1992a)’s TTM and Schwarzer (1992)’s Health 

Action Process Approach, also incorporate self-efficacy. In Ajzen’s TPB (1991, 2001), 

a similar term called perceived behavioral control was used. It is conceptualized that 

perceived behavioral control refers to an individual’s perceptions of their ability to 

perform a certain behavior. It is determined by control belief, i.e. belief may be based 

in part on past experience with the behavior and the “second-hand” experiences of 

other people, and control power, i.e. the extent an individual perceives the difficulty in 

engaging in a certain behavior. 
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Figure 2.1  The Diagram of the Theory of Planned Behavior 
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the TTM tended to focus on describing the processes with which individuals adopt 

health-related behavior change whereas the TPB has focused on predicting health 
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(the ASE model). These studies attempted to relate three types of proximal cognitive 

factors with different stages in the TTM. Smokers filled in a questionnaire based on 

the ASE model while their motivational status was classified according to the 

definitions of TTM. (De Vries et al., 1998; Nierkens et al., 2006; Prochaska, 1994). 

The results revealed that those in the precontemplation stage tended to have negative 

attitudes, low social influence and self-efficacy. While having similar level of 

self-efficacy, those who were in the contemplation stage appeared to have a much 

higher social influence perception and positive attitude than those in the 

precontemplation stage. Participants who were in the preparation or action stage were 

high in all the cognitive factors. It was concluded that changes in cognitive 

determinants could mediate transitions in motivational phases. Yet, the cross-sectional 

studies were unable to address the change mechanisms. Furthermore, Armitage (2004) 

also attempted to study dietary fat intake amalgamating TPB and TTM. He found that, 

although the TPB parameters were found to relate with behavior in cross-sectional 

studies, they failed to predict transitions between all the stages of change. Bledsoe 

(2005) attempted to bring parameters from the TTM and TPB together using 

structural equation modeling to investigate smoking cessation. She tried to make the 

construct of stage of change a distal variable to the intention construct in the TPB. She 

did so because she realized that, though TTM provides information on when behavior 
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change occurs and how behavior change is implemented, less attention has been given 

to motivational aspects of behavior change in the context of TTM. Blending 

constructs of TPB would help understand and predict smoking cessation behavior. A 

sample of 230 smokers was recruited in the cross-sectional study. This novel 

integration, however, did not support the TPB as a model of motivation for progress 

through the stages of change since perceived behavior control failed to predict the 

intention to smoke. However, without perceived behavior control, moderate model fit 

resulted. The path coefficient from intention to motivation to change appeared to be 

non-significant. Authors suggested further studies to understand perceived behavior 

control in the context of smoke cessation. This study suggested the possibility of 

incorporating the three key cognitive factors with the stage of change construct to 

build a conceptual model for health behaviors. The relationship between these factors 

is yet to be explored. 

To the researcher’s knowledge, no studies have attempted to incorporate the 

ASE model and TTM model to address psychological and behavioral changes in 

participants with chronic diseases. Strating et al.’s (2006) study was perhaps the only 

one applying the theory of planned behavior on self-management of rheumatoid 

arthritis. Groups of participants with rheumatoid arthritis were asked to complete a 

set of questionnaires with the parameters of the Theory of Planned Behavior. The 
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researchers tested the model using applied hierarchical regression and structural 

equation modeling. It has been showed that social support from partner and attitude 

partly explained the variance in intention, which in turn explained partly 

self-management variance. On the other hand, self-efficacy was shown to have a 

positive influence on intention and self-management. The variance, however, only 

ranged from 16% to 31% in hierarchical regression, and structural equation 

modeling resulted in a moderate model fit. This study also showed some support for 

the use of theory of planned behavior on self-management behavior. 

These empirical results reflected that further model enrichment would be 

needed to amalgamate components of ASE and TTM models in the context of 

self-management. Besides, research studies to date have conducted mainly adopted a 

cross-sectional design to investigate various health-related behaviors. Dynamic 

interactions among different social cognitive factors during several-week 

self-management programs are yet to be addressed. As the CDSMP focuses on actions 

and skill learning, the effect of other components such as the attitudinal and 

interpersonal factors have not be well addressed. The inclusion of these factors in 

constructing the conceptual model for the CDSMP would help understand how the 

participants in the program would undergo attitudinal and interpersonal changes 

throughout the six-week program. 
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Hypothesized Conceptual Model of Self-management Program 

We hypothesized that the changes in self-management behaviors involve an internal 

mechanism that would involve interactions among the three proximal social factors, 

i.e. attitude, social norm and self-efficacy, and that their changes would follow the 

different stages as stipulated by the stage-of-change construct. Based on the 

experiences from other researchers, an integrated conceptual model for CDSMP is 

hypothesized in the present study (Figure 2.2, p.29): 

 

 

 

 

 

 

 

Figure 2.2  Hypothesized Conceptual model for acquisition of a 

self-management behavior in CDSMP using predictor-and-sequelae of change 

(Duncan, 1999) 
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As the internal mechanism mainly addresses a cross-section motivation for 

change whilst the external mechanism involves a prospective process of change, the 

predictor-and-sequalae latent growth curve modeling was adopted (Duncan et al., 

1999) as the statistical backbone for operationaling the hypothesized model for this 

study. We further hypothesized that individual’s progress across the different stage of 

change (i.e. in Duncan’s terminology, the predictor) would influence the proximal 

cognitive parameters namely attitudes, social norm and self-efficacy. According to the 

TPB, attitudes and social norm would exert indirect effects on influencing 

self-management behaviors via self-efficacy. However, self-efficacy would also have 

direct influences onto modifying self-management behavior (i.e. in Duncan (1999)’s 

terminology, the sequalae). In other words, we postulated that, in order for an 

individual to execute self-management behaviors, he or she might need to assess the 

attitudes towards those behaviors and evaluate how significant others perceive or 

perform in that particular behavior before establishing their self-efficacy (confidence) 

on the targeted behavior. Furthermore, we also anticipated that one’s level of 

readiness to make behavioral changes would have an impact on all the psychological 

parameters (the solid line) and indirectly onto the behavior (the dotted line).  

The advantage of this hypothesized model is that it could be used to 

investigate not only the cross-sectional relationship among variables but also dynamic 
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relationships among the psychological and behavioral changes. As was mentioned 

before, this characteristic is essential for predicting the behaviors of the participants 

and henceforth the effectiveness of the remediation and therapeutic program such as 

the six-week CDSMP intervention. This will be further elaborated in the Method 

Chapter. 

The two principle objectives of the study were (1) to examine various 

psychological & behavioral changes in participants with chronic conditions in 

different self-management behaviors across a 6-week time period; and (2) to 

determine the associations between readiness to change, rates of change in 

psychological measures (i.e SE, social norm and attitude) and behavioral parameters 

across 6-week time of self-management program. This would allow us to understand 

the change mechanisms leading to the behavioral and self-efficacy changes found in 

previous effectiveness studies conducted overseas and in Chinese communities. In 

addition, it will shed light on further improvements for the program design and 

provide more effectively for the specific needs for people with chronic conditions. 
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CHAPTER THREE 

METHOD 

 

The study is divided into two parts: (1) a validation study of a Chinese version 

of University of Rhode Island Change Assessment (C-URICA) (Chan et al., 2007) 

(Appendix IVd, p.206); and (2) the administration of the instruments with a sample of 

participants in order to investigate the main objectives of the study. Since the original 

URICA was developed in English in a Western cultural context under the western 

culture and in English, it was necessary to develop a Chinese version for use in this 

study. The validation study covered content validity, translation quality, and structural 

and substantive validity. The validated Chinese version was administered to a group 

of CDSMP participants across three assessment occasions to capture changes in the 

psychological and behavioral variables identified in this study.  

 

Pilot Study - Validation of Chinese Version of University of Rhode Island Change 

Assessment (C-URICA) (Chan et al., 2007) (Appendix IVd, p.206) 

Objective 

The validation of C-URICA is regarded as the pilot study to the main study 

reported in this thesis. The objective was to develop and validate a Chinese version of 
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the University of Rhode Island Change Assessment (C-URICA). C-URICA was used 

to measure the participants’ level of readiness to change. The original URICA consists 

of 32 items grouped in four subscales: precontemplation, contemplation, action and 

maintenance (McConnaughy et al., 1983 & 1989). The original URICA was 

developed for assessing people receiving psychotherapy. It has been applied to 

different types of physical or mental health problems, such as mental disorders 

(Dozois et al., 2004; Pantalon et al., 2003), and weight control (Prochaska et al., 

1992b). A modified version of the URICA was also used with people who managed 

fibromyalgic pain (Dijkstra et al., 2001). 

 

Participants and Procedure 

The original URICA was first translated into Chinese by a qualified 

Chinese-English translator. Two separate expert panels composed of six occupational 

therapists were recruited for evaluating relevance and representativeness, and fluency 

and equivalence of the Chinese version in a discussion group format. The other 

inclusion criteria of the panel members were: (1) having worked with people with 

physical or mental chronic diseases for at least two years; working with people with 

different stages of rehabilitation processes; (3) being Chinese-English bilingual. For 

each panel, the members were proved with a set of questionnaires to complete before 
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the panel discussion. In the evaluation of relevance, panel members were asked to 

match each test item to either one stage of change in the TTM. One sample question 

of item #1 is shown as follows: 

 

1. As far as I'm concerned, I don't have any problems that need changing. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 

 

They were asked to comment whenever they were uncertain about matching the item 

with the appropriate stage. When disagreement occurred among panel members, the 

researcher, who led the panel, facilitated discussion among group members in order to 

help them reach agreement. If no agreement could be reached, the majority would 

determine to which stage of change a particular item belonged. Members’ opinions 

were considered for rewording items that received inconsistent comments from panel 

members. Furthermore, as for the representativeness, the members were requested to 

rate how well eight test items represented their corresponding stage of change, based 

on a five-point Likert scale ranging (1) poor, (2) fair, (3) good, (4) very good and (5) 

excellent (Appendix I, p.154). Another panel of experts was requested to rate the 

fluency and equivalence of each test item based on the same five-point scale. Similar 

to the case of evaluation of relevance and representativeness, the panel members were 
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asked to complete a set of questionnaires before a panel discussion group. For each 

test item, they were asked to rate how well the test statement was translated and how 

fluently it was translated in the same five-point scale from poor (1) to excellent (5). 

They were also asked to justify their rating, especially it was fair or poor. This is one 

example: 

2. I think I might be ready for some self-improvement. 
 我想我也許已準備好作出一些自我改善行動。 
 
(i) To what extent the words used in statement 2 of the Chinese version of the URICA 
(Long Form) are equivalent to the corresponding statement in the original version? 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 2 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original 
version? 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 

The panel members’ comments were incorporated into the amendment of the 

instrument. 

The revised version of the C-URICA was administered to participants who 

joined the six-week CDSMP. The participants were self-referred or referred from 
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medical centres or hospitals. The main inclusion criteria were that they needed to have 

at least one chronic disease, such as coronary heart disease, arthritis, stroke or 

depression. But they needed to be free of any psychotic conditions. They were at least 

18 years of age or above, and had not participated in any previous self-management 

classes. The schedule of test administration was the same as in the main study before 

the commencement of the first class, then at the fourth and six (the last) classes. 

 

Statistical Analysis 

The analyses first covered content validity (including both relevance and 

representativeness) and quality of translation (including equivalence and fluency) 

based on the data obtained from two expert panels. In addition, item analysis covered 

item difficulty and discrimination, and internal consistency (Crocker et al., 1986). 

Internal consistency was measured using Cronbach’s alpha. Different factor analyses 

were carried out to provided evidence for the structural validity of C-URICA. This 

included exploratory factor analysis using principle component analysis and Equamax 

rotation with SPSS 11.0 software. In addition, confirmatory factor analysis was 

applied using the EQS 6.1 version (Bentler, 1995). Several fit indices were used to 

indicate the model fit: chi-square-degrees of freedom ratio (χ2/df), Goodness-of-Fit 

Index (GFI), Adjusted Goodness-of-Fit Indix (AGFI), Root Mean Square of Error 
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Approximation (RMSEA), and Comparative Fit Index (CFI). The Legrange Multipler 

(LM) test was also used to enhance the goodness of fit. 

 

Main Study 

Study Design 

A prospective field test design was used for guiding the measurement schedule 

of the study. Throughout the six-week CDSMP, participants who met the inclusion 

criteria were recruited for joining the standardized testing series. This involved them 

in completing a set of questionnaires/tests tapping psychological and 

self-management variables as a baseline (i.e. beginning of the first session), at the 

midpoint (i.e. beginning of fourth session) and at the end (i.e. after the end of the sixth 

session) of the CDSMP. 

  

Participants 

The participants were recruited by means of convenience sampling. 

Seventy-nine participants were recruited from eight CDSMP grouped conducted 

between July 2004 and November 2005. These groups were held at the Community 

Rehabilitation Centers of Hong Kong Society for Rehabilitation. These centres were 

located at Tai Ping Estate (Sheung Shui District), Prince of Wales Hospital (Shatin 
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District), Tuen Mun, Wang Tau Hum (Kwun Tung District), and Li Cheung Uk 

(Shamshuipo District). The participants were self-referred or referred from various 

medical institutions. The most important selection criterion was that participants had 

at least one chronic condition. The common chronic conditions were heart disease, 

renal disease, rheumatoid arthritis, stroke, ankylosing spondylitis, or psychologically 

related diseases such as anxiety and depression. Participants who reported having 

illnesses with psychotic nature, such as schizophrenia, were excluded. Other selection 

criteria were participants’ age was 18 or above, and had not participated in other 

structured educational program with a self-efficacy orientation. No data from the pilot 

study of C-URICA validation was used in the main study. 

 

Data Collection 

The field test was conducted between July 2004 and November 2005. 

Participants who applied to join the CDSMP were contacted by the investigator via 

telephone. During the telephone conversation, purposes of the study and the process 

of the testing were explained to the participants. Verbal consent for voluntary 

participation was also obtained. Those who were willing to participate in the study 

were instructed to arrive at the centre one hour before the commencement of the first 

class of the six-week program. The details of the testing and its schedule were 
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explained to the participants. The participants were then asked give their voluntary 

consent by signing the consent form (Appendix II, p.192).  

The standardized set of tests was composed of five instruments (Appendix IV, 

p.194). The participants were required to complete these five tests before commencing 

the first class. They were asked to arrive at the Community Rehabilitation Network 

centre where the CDSMP took place one hour before the class commenced. Informed 

consent agreements were distributed to each of the participants and the researcher 

explained the testing procedure to them. After they had signed the consent, they were 

then given a set of questionnaires, which covered demographic data and five test 

instruments. The researcher helped them to complete the questionnaires when they 

had any inquiry. The researcher collected the completed questionnaire before the 

commencement of the first class. For a three-point longitudinal design, the same test 

administration procedure was repeated at the beginning of the fourth and sixth classes 

in order to capture the psychological and behavioral changes across six-week time. In 

case a participant was unable to complete the tests before the class, they were asked to 

take the set of questionnaires home. Within three days, the researcher assisted each 

participant over the telephone to complete the questionnaires In this way, it was hoped 

to maintain the consistency of test administration. After they had completed the 

questionnaires, they were asked to bring back them back in the coming sessions, i.e. 
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the second, fifth and seventh week (reunion session), respectively. The reunion 

session was not part of the original standardized design of the CDSMP. Rather, it was 

in an informal format (e.g. a “potluck” party) in which each participant was invited to 

report how they carried out with their health-related action plan. The main purpose of 

the session was to help participants a build social network among themselves. 

 

Descriptions of CDSMP Program 

The CDSMP is a standardized clinical program offered by the Community 

Rehabilitation Network (CRN). The blueprint of the CDSMP followed the clinical 

protocol developed by Lorig and colleagues (1999a). The program was composed of 

six two-and-a-half-hour weekly classes. The content and implementation procedure of 

each workshop is described in the Leaders Manual (Lorig, et al. 1999a). Each class 

was led by two leaders who were trained professionals or lay persons with chronic 

diseases. In the classes, the participants were introduced to different topics designed 

to increase their ability to make changes to their health-related behaviors. These topics 

included exercise, use of cognitive symptom management, nutrition, fatigue and sleep 

management, use of community resources, use of medications, managing emotions of 

fear, anger and depression, community with others including health professionals, 

problem solving and decision making. The table in Appendix III summarizes the 
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contents of the CDSMP (p.193). Each class consisted of lecture, demonstration and 

group discussion. Before the end of the class, participants were asked to make a 

health-related action plan that they would take in the following week. In order to 

increase the likelihood of implementation of their action plan, each participant was 

asked to make a goal with a “70% level of confidence”. Since the role modeling was 

also a component of the CDSMP, the leaders also set goals to change of their own 

health-related behaviors. When the participants returned to the next class, participants 

and leaders reported how the goals were achieved in the past week. In case an 

individual participant did not manage to reach the set goals or implemented the action 

plan, the group would help develop strategies tackling this problem with the 

participant. 

 

Instrumentation (Appendices IV, pp.194 – 215) 

There were five instruments used for the standardized testing. These 

instruments were administered to all participants at the beginning of the first, fourth 

and sixth classes of the CDSMP. 

Self-Management Behaviors Questionnaire (SMBQ). The SMBQ covers a total 

of eight different aspects which measured the extent to which the participants 

mastered self-management tasks throughout the CDSMP (Lorig, Stewart, Ritter et al., 
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1996). The self-management tasks included in SMBQ were exercises, cognitive 

symptom management, mental stress management / relaxation, use of community 

services (three aspects), use of organized exercise programs, and communication with 

physicians. The participants were asked to make responses by checking against the 

options which best describe their behavior in these eight aspects. The Chinese version 

of SMB was constructed by direct translation of its English version by staff at CRN 

with content validation examined.  The “Advance Directives” session of the original 

questionnaire was not included because “living will” is not a common practice in 

Chinese culture. The test administration time was around 15 minutes. 

Self-Efficacy (SE) Questionnaire. The SE Questionnaire covers three main 

aspects: performing self-management behaviors, managing disease in general, and 

achieving health outcomes (Lorig et al., 1996).  Its purpose is to assess to what 

extent the participants were confident in doing various self-management activities.  

The participants were required to assign ratings using a ten-point rating scale with “1” 

indicates not at all confident to “10” indicates totally confident. Similar to the SMB 

questionnaire, the Chinese version of this questionnaire was constructed by direct 

translation of its English version with content validation examined. In a pilot study 

conducted by Siu and colleagues (2007), the internal consistency of the three 

sub-scales was excellent (α = 0.94 - 0.98) whereas the test-retest reliability was good 
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and excellent. The test administration time was around 20 minutes. 

Chinese Version of University of Rhode Island Change Assessment (C-URICA) 

(Chan, Chan, Siu, & Poon, 2007). The C-URICA is a questionnaire which was 

originally designed by McConnaughy and colleagues (1983 & 1989). The aim of the 

questionnaire is to reflect how a person might feel when starting therapy or 

approaching problems in their lives. For each statement in the questionnaire, the 

participants were requested to indicate the extent to which he / she tended to agree or 

disagree with each statement based on a five-point scale (1 for strongly disagree to 5 

for strongly agree). In each case, the participant was asked to make his or her choice 

in terms of how he or she felt right now, rather than what he or she had felt in the past 

or would like to feel. The scores were added together based on the constructs of four 

stages of readiness to change, namely precontemplation, contemplation, action and 

maintenance, based on the transtheoretical model which was postulated by Prochaska 

and DiClemente (1992a). The questionnaire was translated into Chinese. The content 

validity check and translation quality check was conducted as a pilot study preceding 

the main study being reported here (Chan et al., 2007). The test administration time 

was around 30 minutes. 

Attitude Towards Behaviors Questionnaire (ATBQ). The ATBQ was developed 

based on the guideline titled “Constructing a TpB Questionnaire: Conceptual and 
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Methodological Considerations” (Ajzen, 2001). It is an attitude scale that was 

designed for measuring the attitude of people with chronic illnesses towards a list of 

health behaviors, such as doing strengthening exercise on a regular basis, or doing 

imagery relaxation in case of feeling stressful. A semantic differential is employed. 

Five selected pairs of bipolar adjectives reflect opposite feelings that are in fact with 

evaluative in nature. A typical seven-point scale is adopted with the middle 

representing a neutral position. For each questionnaire item, the participant reflected 

his or her attitude towards a series of health related behaviors by rating on a 

seven-point rating scale between the pair of bipolar adjectives. A content validity was 

evaluated by an expert panel. The test administration time was around 30 minutes 

Social Norm Questionnaire (SNQ). Social Norm Questionnaire was developed 

based on the guideline titled “Constructing a TpB Questionnaire: Conceptual and 

Methodological Considerations” (Ajzen, 2001). The questionnaire measures the social 

influence of the other people, including significant others, CDSMP members, and 

CDSMP leaders. Of the two types social influence stated in the literature (Armitage, 

& Conner, 2001; Ajsen 2001), i.e. injunctive and descriptive norms, only descriptive 

norm was included for the current study. The former indicates the extent others think a 

person should participate in a certain behavior while the latter refers to how much the 

others actually perform a certain behavior. The descriptive norm was chosen because 
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it shows higher variability over time. This characteristic was more appropriate for the 

current study with a longitudinal design. For each behavior, the participant rated the 

descriptive norm based on a seven-point scale (from totally agree to totally disagree). 

The test administration time was around 35 minutes. 

 

Statistical Analyses 

Descriptive statistics were firstly obtained including age, duration of disease(s), 

education level, occupation, and income. Hierarchical cluster analysis was applied to 

identify different stage of change profiles of participants across four constructs at the 

three measurement points. Ward’s method was used since this method was appropriate 

for results with small groups of participants. In the original studies conducted by 

McConnaughy and colleagues (1989 & 1989), there were eight or nine 

stage-of-change profiles based on the URICA scores. Repeated measure ANOVA was 

conducted for testing the differences in scores on the instruments across the three 

assessment occasions, i.e. 1st, 4th and 6th weeks. Four types of self-management 

behaviors included in the Self-management Behaviors Questionnaire focused: (1) 

exercise engagement, (2) cognitive symptom management, (3) help seeking and (4) 

communication with professionals. For variables which were found to violate 

sphericity assumption, the Greenhouse-Geisser correction test was applied. Repeated 
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contrast tests were further conducted for testing differences of specific variables 

across two assessment occasions, i.e. 1st versus 4th, and 4th versus 6th weeks. All 

analyses were conducted using SPSS 11.0. 

Latent growth curve models (LGCMs) were used to explore the theoretical 

construct underlying the changes in self-management behaviors of the participants 

who completed the six-week CDSMP. EQS version 6.1 (Bentler, 1995) was used for 

this part of the analysis. This method enabled us to relate the significant variables 

specified in path models built across different time., This also achieved the purpose of 

using a single model to describe prospective changes in participants’ behaviors. On 

one hand, this process was sensitive to detecting the possible behavioral changes 

among the participants (Speer & Greenbaum, 1995). On the other hand, it also 

prevented inflation of Type I error that is characteristic of repeated measures 

ANOVAs (Hertzog et al., 1985; Vasay et al., 1987). In this study, a level and shape 

(LS) model of the LGCMs was used. (Ardle et al., 2000; Raykov et al., 2000). The LS 

model had two important components for representing latent variables: (1) initial 

ability status at the beginning of the measurement, i.e. the Level factor, and (2) the 

change (either increase or decrease) in ability status at the end of a study, i.e. the 

Shape factor. Thus, each variable was expressed in terms of the Level and Shape 

latent factors (Figure 3.1, p.47). 
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Figure 3.1 Representation of a two-factor unspecified LGCM (Duncan et al., 

1999, p. 24) 

According to the description by McArdle and Hamagami (1991), the LGCM is 

mathematically depicted as  

Y(t, n) = Mi(n) + B(t) Ms(n) + E(t, n) 

where Y(t, n) = observed scores at Time t, Mi(n) = unobserved score for the 

intercept, Ms(n) = unobserved score for the shape, E(t, n) = unobserved error, and B(t) 

= basis coefficient for Time t. Change over time can then be described by the formula  

ΔY(t, n) / Δ B(t) and is determined by the individual slope (or rate) of change. It is 

also directly proportional to the time basis coefficient. In conventional pathway 

structural equation modeling, each observed variable is regressed by a single latent 

variable. Observed scores are determined as a weight sum of two separate latent 
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variables: Mi(n) is a variable representing individual differences across time and it is 

a constant over time. Ms(n) is a shape variable representing individual differences in 

the rate of change over time, and it remains constant for an individual over time. The 

contribution of Ms(n) to Y(t, n) changes as a function of the basis coefficient, B(t). 

Both common factors of Mi(n) and Ms(n) have their means and deviations. Finally, 

E(n) is an unobserved random score, having a mean of zero, and are not correlated 

with any other variable over time. Such errors are supposed to randomly vary over 

time for any individual. 

When building a latent growth curve model, the slope coefficient of the 

developmental curve can both be specified and unspecified (Tisak & Meredith, 1990). 

When the change trajectories are known, the slope coefficients can be specified or 

preset to build the growth curve model, and the model fit indices would determine is 

the model fit. When the trajectory of the change is not known, the data available can 

be used for deriving the rate of the changes. In the present study, the rates of change 

across the three assessment occasions were not known and needed to be derived from 

the data. The trajectories (slope) therefore were regarded as unspecified. As long as 

the slope loading of the first assessment was fixed at 0, the slope loading of the 

second and third assessments could then be estimated.(McArdle & Hamagami, 1991). 

For a good-fit model, the factors loading on the shape factors would indicate the mean 
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change in the observed variables. 

Figure 3.1 illustrates the overall model used for describing changes in the 

self-management behavior of the participants across different assessment occasions 

(p.47). The significance of the across-time model was tested with several statistical 

procedures. The resulting significance levels of repeated measures ANOVA and 

LGCM were used to determine whether a single-latent-factor or a level-slope 

structure was adopted for a particular psychological or behavioral variable: (1) 

repeated measures ANOVA and (2) LGCM. It was expected that the results would be 

consistent from these two analyses. Significant ANOVA results would suggest 

significant changes in the variable across time. Significant model fit shown in the 

LGCM analysis (level-and-slope (LS) structure) would indicate both significant 

changes and affirmation of the LS structure for building the overall model. Five fit 

indices were used to indicate the model fit, including (1) chi-square-degrees of 

freedom ratio (χ2/df), (2) Non-normed fit Index (NNFI); (3) Comparative Fit Index 

(CFI); (4) Goodness-of-Fit Index (GFI), and (5) Root Mean Square of Error 

Approximation (RMSEA). For the variables which did not have significant changes 

over time in both statistical procedures, they would be grouped together in the 

amalgamated model and tested with conventional single-latent-factor structure. 

The data obtained from the first assessment occasion was used for studying the 
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relationships among the different variables. Individual one-latent-factor path or LS 

models would be used to relate participants’ self-management behaviors as shown in 

Figure 3.1. Similarly, the five model fit indices were used to determine the model fit 

(p.47). If the results showed poor model fits, two statistical procedures were 

conducted to further refine the model: (1) trimming insignificant paths and (2) adding 

extra pathways or alter the direction of a path by applying the Lagrange Multiplier 

(LM) test. Insignificant paths with a t-statistics less than an absolute value of 2.0 and 

those with a p-value larger than 0.05 would be eliminated from the overall model. 

Besides, the LM test would suggest adding extra path to the original restricted model. 

The pathway coefficients of the significant paths would indicate the weight and 

direction of the causal relationships among behavioral and psychological variables. 

According to the recommendations of Hu and Bentler (1995), several 

goodness-of-fit indices were selected as mentioned in the earlier section of this 

chapter: (1) chi-square-degrees of freedom ratio (χ2/df), (2) Non-normed fit Index 

(NNFI); (3) Comparative Fit Index (CFI); (4) Goodness-of-Fit Index (GFI), and (5) 

Root Mean Square of Error Approximation (RMSEA). Byrne (1989) suggested that a 

model with a χ2/df ratio of 2 or lower as an acceptable model fit. Since Jöreskog and 

Sörbom (1993) argued that simply χ2/df ratio was not stringent enough to reflect the 

model fit, other indices were also included in the present analysis so as to obtain a 
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better result. Bentler and Bennett (1980) and Bentler (1992) originally suggested a 

value of .90 for normed indices as a minimum for model fit. Cox et al. (1993 & 1996) 

later proposed a value of GFI of at least .85 to reflect good model acceptance. As for 

NNFI and CFI, a value of .90 or more was suggested to indicate good model fit 

(Bentler 1990; Steven, 1996). Finally, a value of RMSEA less than .05 indicate a good 

model fit, a value of .05 indicated a close model fit and a value of .08 represented 

reasonable errors of approximation in a study sample (Browne & Cudeck, 1993). 
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CHAPTER FOUR 

RESULTS 

 

Pilot Study - Validation of C-URICA 

Panel Review 

The expert panel agreed that the translated C-URICA was in general 

satisfactory in terms of relevance and representativeness of the items. The panel 

agreed all items, except #23 “I may be part of the problem, but I don't really think I 

am.” (a Precontemplation subscale item) carried a contemplation connotation (83.5% 

agreement among the panel). Likewise, #15 “I have a problem and I really think I 

should work at it.” & #19 “I wish I had more ideas on how to solve the problem.” (a 

Contemplation subscale items) had implications of preparation and action (33.3% 

agreement). Furthermore, #3 “I am doing something about the problems that had been 

bothering me.” (an Action subscale item) was commented by panel members as not 

having a strong action component. All items in the Maintenance subscale received 

positive comments on their relevance to the subscale (>83.3% agreement). The 

evaluation of representativeness of the items to the subscales was all rated as good to 

excellent 

The translation quality in general was found to be reasonably equivalent 
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between the original and Chinese version of URICA. The panel members 

recommended several minor changes to the translated version before the field test. 

Panel members (>66.6% agreement) rated each of the items good to excellent for the 

accuracy of the translation. The only exception was #7 “I am finally doing some work 

on my problem.” which 50% of the panel members rated as fair. Similarly, the panel 

members rated fluency of the translated items as good to excellent (>66.6% 

agreement) except #28. For #28 “It is frustrating, but I feel I might be having a 

recurrence of a problem I thought I had resolved.”, 83.3% of the panel members rated 

it as poor or fair in the fluency. As a result, #7 and 28 were modified based on the 

panel members’ comments before the field test was launched. 

 

Characteristics of Participants of Field Study on C-URICA 

A total of 101 participants who enrolled in the CDSMP were recruited for the 

field study on C-URICA. The majority of the participants were female (86.4%). 

Almost one-quarter (23.5%) of them were aged between 45 and 54 whereas 33.1% 

were aged 55-64. There were 45% of the participants having a various physical or 

mental chronic diseases for less than ten years. In addition, 37.4% and 17.8% had 

experienced illness for 10 to 20 years and longer than 20 years, respectively. They 

suffered from various physical illnesses, such as arthritis, heart disease, 
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cardiovascular accident, and diabetes mellitus, and mental disorders, such as 

depression and anxiety. As for participants’ occupations, 32.3% of them were 

paid-employment whereas 46.5% were housewives. Each participant was requested to 

complete the C-URICA during the assessment occasion held in 1st, 4th and 6th week of 

the program. For 101 participants, this should have given 303 entries without attrition. 

However, under the influence of Severe Acute Respiratory Syndrome (SARS) (Lo et 

al., 2005), there were significant number of participants who dropped out at the 

second and third data collection points. Except for the first data collection point in the 

first week, in which all 101 participants completed the C-URICA questionnaire, there 

were only 60 and 26 participants who completed the testing in the 4th and 6th week of 

the program, respectively. This provided there were totally 187 entries at the end of 

the testing with an attrition rate of 38.3%. 

 

Structural Validity - Exploratory and Confirmatory Factor Analyses 

Based on the data derived from the 187 test entries, exploratory factor analysis 

was conducted. Principle component analysis and an Equamax rotation revealed that 

there were 9 factors that had eigenvalues exceeded the value of 1.0. The point of 

inflexion on the curve in the scree plot (Figure 4.1, p.55) indicated that a possible 

3-factor or 4-factor structure. Since a 3-factor solution did not yield consistent factor 
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loadings for the precontemplation stage, a four-factor solution was extracted. A 

four-factor solution accounted for 41.13% of the total variance. Kaiser-Meyer-Olkin 

Measure of sampling adequacy and Barlett’s test of sphericity were 0.786 and 1870.41 

(df = 496, p<0.001), respectively, suggesting adequate sampling for factor analysis. 

The latent factor loading structure for four stages of change is shown in Table 4.1 

(p.56). Some items, however, did not load onto their original factors. Item #23 in the 

precontemplation subscale had primary loading on contemplation component. Items 

#2, #4 and #8 in the contemplation subscale, on the other hand, loaded onto the action 

stage. Item #20 loaded on the action component. Finally, two items in the 

maintenance subscale, instead of loading onto its intended factor, loaded onto the 

contemplation stage. 

 

Figure 4.1  Scree Plot of Exploratory Factor Analysis of the C-URICA 
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Table 4.1  Latent Factor Loadings Based on Exploratory Factor Analysis 

Stage Item # Component 

  1 2 3 4 

PC 1 .59 -.069 .36 -.16 

 5 .59 -.22 .088 -.0015 

 11 .71 -.11 -.058 -.064 

 13 .61 -.042 -.26 .029 

 23 .31 .51 -.26 .015 

 26 .41 .11 -.064 .226 

 29 .38 .23 -.140 -.142 

 31 .56 -.10  -.390  .016 

C 2 .021 .036 .68 .105 

 4 -.34 -.018 .56 .218 

 8 -.0026 .27 .34 .122 

 12 -.41 .49 .151 -.10 

 15 -.22 .26 .274 .39 

 19 -.20 .63 .111 .257 

 21 -.13 .61 .316 .231 

 24 -.26 .66 .202  .042 

A 3 -.06 .54 .62 .14 

 7 .02 .41 .38 .16 

 10 -.16 .130 .30 .33 

 14 -.11 .36 .44 -.11 

 17 -.38 .26 .31 .49 

 20 -.17 .54 .19 .48 

 25 -.074 .19 .30 .48 

 30 -.141 .29 .58 -.11 

M 6 -.022   .43 -.025 .12 

 9 -.049 -.15 .082 .63 

 16 .23 -.066 .202 .50 

 18 .12 .14 -.130 .54 

 22 -.21 .36 -.089 .62 

 27 .25 .57 .17 .23 

 28 .15 .29 -.26 .53 

 32 .09 .23 -.44 .33 

 

 

 

 

 

 

 

 

 

Legend: 

PC: Precontemplation; 

C: Contemplation; 

A: Action; 

M: Maintenance 

The BOLD font of the 

figure indicates the 

absolute value of factor 

loading is 3.0 or larger 
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Confirmatory factor analysis was further used to verify the factor structure of 

the C-URICA. The fit indices of a three-factor model were obtained: χ2 (454) = 

1006.43, χ2/df = 2.19, GFI = 0.737, AGFI = 0.697, RMSEA (90% CI) = 0.080 

(0.073-0.087), and CFI = 0.632 whereas those of a fourth model were: χ2 (454) = 

1005.00, χ2/df =2.21, GFI = 0.736, AGFI = 0.694, RMSEA (90% CI) = 0.081 

(0.074-0.087), and CFI = 0.632. The indices suggested an inadequate model fit. The 

LM test was subsequently applied to enhance the model fit, and it suggested six 

additional factor-to-item loading for adding to the preliminary four-factor model. The 

selected fit indices indicated better model fit: χ2 (448) = 894.84, χ2/df =2.00, GFI = 

0.761, AGFI = 0.718, RMSEA (90% CI) = 0.073 (0.066-0.080), and CFI = 0.702. By 

adding six extra factor-to-item loadings, the χ2/df ratio reached to the value of 2.00 

and other GFI, AGFI, RMSEA and CFI indices showed moderate model fit. Table 4.2 

summarizes the change of goodness-of-fit indices for models with different models 

using maximum-likelihood estimate (p.58). Figure 4.2 illustrates the final CFA model 

with standardized factor loading coefficients after the model re-specification based on 

the LM test (p.59). 
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Table 4.2 Summary of goodness-of-fit indices for different models of 32-item 

C-URICA based on the maximum-likelihood confirmatory factor analysis 

 
 Fit Indices 

Model χ2 df χ2/df GFI AGFI 
RMSEA 
(90%CI) 

CFI 

2-factor 1075.85 461 2.33 .461 0.708 
0.085 

(0.078-0.091) 
589 

3-factor 1006.43 458 2.19 0.737 0.697 
0.080 

(0.073-0.087) 
0.632 

4-factor 1005.00 454 2.21 0.736 0.694 
0.081 

(0.074-0.087) 
0.632 

4-factor after 
LM Test * 

894.84 448 2.00 0.761 0.718 
0.073 

(0.066-0.080) 
0.702 

        
Note: LM = Lagrange Multiplier Test; * six extra cross-loadings were incorporated 
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Figure 4.2  Path Diagram and estimated parameter loadings for the four-factor 
model of the C-URICA.  
 

 

Legend: Factors are represented by ellipses and observed variables are illustrated by 

rectangles. The lines leading from the factors to the observed measures represent the 

factor loadings (when squared this value is the percentage of variation in the observed 

measure which can be explained by the factors). The curved reciprocal arrows joining 

each factor represent the covariance between factors. The dotted line represents 

factor-to-item loading after the application of the Lagrange Multiplier (LM) test. 
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Substantive Validity - Item Analysis 

In terms of item difficulty, all items in the Precontemplation subscale (except 

#3) and the Maintenance subscale (except #22) in the C-URICA had mean scores 

distributed around the optimal value of 3.0, suggesting satisfactory item behavior. On 

the contrary, all items of the Contemplation and Action subscales were found to be 

above the optimal value. This suggested that the participants perceived themselves 

more in the Contemplation and Action stages than the Precontemplation and 

Maintenance stages. The item-total correlations were 0.24 to 0.49, 0.34 to 0.58, 0.34 

to 0.53, and 0.20 to 0.56 for the Precontemplation, Contemplation, Action and 

Maintenance subscales respectively. This suggested that items had relatively 

satisfactory discriminative characteristics within the four subscales. Finally, internal 

consistencies reflected by Cronbach’s alpha of Precontemplation, Contemplation, 

Action and Maintenance were 0.67 (standard error of measurement (SEM) (95% CI) 

= .550), 0.73 (SEM (95% CI) = .332, 0.72 (SEM (95% CI) = .392), and 0.65 (SEM 

(95% CI) = .534), respectively. These figures reflected moderate to good consistency 

among the items in each of the four subscales. 
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Conclusion for the Pilot Study 

The results of the pilot study revealed that, in general, the findings are fairly 

consistent with previous psychometric findings of the URICA and suggested the 

newly developed Chinese translation would be applicable to assess the readiness to 

change of Chinese people with various chronic diseases in the main study. 

The internal consistencies obtained in this study (ranging from 0.65 to 0.73) 

fell within the moderate range. Somewhat lower than what has been reported in the 

previous studies (Dozois et al., 2004; McConnaughy et al., 1983 & 1989). At item 

level, although item discrimination performance was satisfactory across all items, the 

item-total correlations of some items tended to be low, implying that some items did 

not converge well towards the respective stage-of-change constructs. 

In terms of structural validity, both exploratory and confirmatory factor 

analyses supported a four-factor structure for stage of change. Yet, it also revealed that 

some test items of C-URICA did not distinctively relate to one stage of change in the 

Transtheoretical Model since some items had significant factor loadings on 

conceptual latent factors to which they did not originally belong. One reason for this 

might be due to the content validity of the instrument based on the panel review as 

some test items bore ambiguous connotations to the readers. The extra loadings in the 

final CFA model also suggested similar phenomenon in the test items. Since a 
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majority of the Chinese participants recruited in this study had disease duration longer 

than 10 years as reflected by the descriptive statistics, by the time they joined in the 

CDSMP, they might already have been managing their health problems for an 

extended period of time. It is possible that they simultaneously think about and do 

something about their health issues (high levels of contemplation and action) while at 

the same time trying to prevent the relapse of the problems (high in maintenance). 

The relatively high associations among different stages of change status would 

contribute toward moderate model fit. Besides, the complex nature of health 

behaviors might be another reason for moderate model fit of C-URICA. On the one 

hand, participants might need to manage their physically-related problems and on the 

other hand might need to deal with their emotional conditions. They could be in 

different stages of change for different behaviors. 

The findings from the pilot study suggested that it would be more appropriate 

to use C-URICA to obtain continuous measures of participant’s readiness of change 

instead of algorithmic measures, i.e. distinctive staging of the participants. In the main 

study in the coming section, the construct of readiness of change measured by 

C-URICA was regarded as one latent factor while the latent growth curve model was 

built for a particular self-management behavior. 
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Main Study 

Seventy-nine participants were originally recruited from the eight CDSMP 

groups for the main study. Nineteen of them dropped out during the six-week program 

giving a 24% attrition rate. Follow-up telephone calls were made to explore the 

reasons of the dropout. The main reasons given were not interested in the course 

contents (n=14) and unstable health conditions (n=5). The final number of participants 

entering the analysis was 60 (Table 4.3, p.63). 

 
Table 4.3  Participants recruited for and completing the six-week CDSMP 
 

Time Period 
Community 

Rehabilitation 
Network Center 

Number 
Recruited 

for CDSMP 

Number 
Completed 
CDSMP 

Accumulated 
Number of 
Participants 

July - September 
2004 

Tai Ping, 
Sheung Shui 

10 3 10 

August - October 
2004 

PWH, Shatin 10 1 20 

Sept.-Nov., 04 Tai Hing, Tuen 
Mun 

6 2 26 

Nov.,04-Jan.,05 Wang Tau Hom 
(1), Kowloon 

10 0 36 

Mar.-Apr.,05 Wang Tau Hom 
(2), Kowloon 

3 4 39 

Apr.-Jun.,05 Lee Cheng Uk, 
Kowloon 

7 3 46 

Aug.-Sept., 05 Kornhill, HK 8 3 54 
Oct.-Nov., 05 Wang Tau Hum 

(3), Kowloon 

6 3 60 
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Demographic Characteristics of Participants 

Table 4.4 summarizes the participants’ demographic characteristics (p.65). 

Among those who completed the CDSMP, 48 of them (80.0%) were female. The 

mean age of the total sample was 51.0 years old (SD=10.7). The mean years of 

disease duration was 9.5 years (SD = 0.7; range = 2 - 39 years). Table 4.4 shows the 

number of chronic conditions acquired by the participants. Generally, there were five 

main categories of chronic condition (p.65). Thirty-nine (65.0%) participants acquired 

one or more types of medical conditions. The commonest conditions included cardiac 

diseases, hypertension, cerebrovascular accident and diabetes. Thirteen (21.67%) had 

musculoskeletal conditions and the common ones were osteoarthritis, low back pain 

and arthralgia. One-tenth (n=6) reported having emotion-related conditions, including 

anxiety, insomnia and depression. Besides, 10 (33.33%) of them had acquired a type 

of cancer, such as brain tumor and breast cancer. About half of the participants (53.3%) 

had obtained secondary education. Thirty-one (51.67%) had household income less 

than HK$10,000 whereas 10 (16.67%) had HK$20,000 or more as household income. 
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Table 4.4  
 
Summary of Main Study Participants’ Demographic Characteristics 
 
Total 
   Male (%) 

 Female (%) 

60 
48 (80.0%) 

Mean Age (SD) 51.0 (10.7) 
Mean Year of Disease Duration (SD) 9.5 (0.7) (range = 2 - 39) 
Types of Conditions 
 Medical conditions 
 Musculoskeletal conditions 
 Systemic conditions 
 Emotional conditions 
 Cancer 

 
39 (65.0%) 
13 (21.7%) 
10 (16.7%) 
6 (10.0%) 
5 (8.3%) 

Education Level  
 Primary or below 
 Secondary 
 Tertiary or above 

 
17 (28.33%) 
32 (53.33%) 
11 (18.33%) 

Household Income 
 <HK$10,000 
 HK$10,000 – 19,999 
 HK$20,000 or more 

 
31 (51.67%) 
19 (31.67%) 
10 (16.67%) 

  
 
Key: SD = Standard Deviation 
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Changes in Across 1st, 4th and 6th Week Assessment 

Table 4.5 shows the results of one-way repeated measures ANOVA for 

exercise engagement (p.69). No significant Occasion main effect was revealed on the 

self-management behavior (SMB) and self-efficacy (SE) suggesting non-significant 

differences in scores on these two test across the three assessment occasions 

(F[2,118]=2.89 and F[2,118]= 2.02 respectively; p>0.050). In contrast, results 

indicated significant Occasion main effect on the attitude (AT) and social norm (SN) 

(F[2,118] = 3.19; F[2,118] = 4.47 respectively; p<0.050). This suggested significant 

differences in scores on the two tests across the assessment occasions. Multiple 

comparisons on the scores indicated significant increases in scores on AT from 1st to 

4th, and 4th to 6th weeks. For the SN, multiple comparisons revealed significant 

increases in scores between the 1st and 4th weeks (p<0.050) but not for 4th and 6th 

weeks.  

The one-way repeated measures ANOVAs were further applied to cognitive 

symptom management (Table 4.6, p.70). The F tests showed significant findings on 

all four types of measurements (p<.01). Contrast tests confirmed there were 

significant increases in terms of the behavioral manifestations and the related SE 

between the first and second measurements (p<.01). Non-significant findings for 

SMB and a marginal significance in SE (p<.062) were obtained between the second 
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and third measurements. In terms of attitude, as in exercise engagement, there were 

significant increases across three measurement points (p<.05). A significant finding in 

social influence (p<.05) was found only between the first and second measurements. 

The same statistical methods were also applied to examine the changes in the case of 

seeking tangible help (Table 4.7, p.71). Rather different results were obtained since 

insignificant findings were obtained for the behavior and the related self-efficacy and 

attitude measures (p<.05). A significant result was obtained only for social norm 

(F[2,118]=2.493, p<.05). The contrast test further confirmed that the significant 

finding was between the first and second measurement points. Finally, one-way 

repeated measures ANOVA was applied to the fourth behavior, i.e. communication 

with professionals (Table 4.8, p.72). Significant findings were obtained for the 

behavior itself with the F value of 2,118 (p<.01) and contrast test results across the 

three measurement points (p<.05). Significant F-test findings were obtained for 

self-efficacy (F[2,118]=3.266, p<.05) and social norm (F[2,118]=6.626, p<.01). 

Significant increases were found only between the first and second measurement 

(p<.05 for self-efficacy and p<.01 for social norm). 

One-way repeated measures ANOVA was also applied to compare the 

C-URCIA subscores across the six-week time (Table 4.9, p.73). No significant 

differences were found in any of the constructs of the C-URICA across the six-week 
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period (p<.05). Ward’s method of Hierarchical cluster analysis suggested that 

participants could be grouped under two separate clusters of profiles in 1st week, i.e. 

at the beginning of CDSMP (Table 4.10, p.74). The first cluster appeared to be 

composed of participants who had lower scores on the Precontmeplation subscale but 

higher scores on the Contemplation subscale. However, there were no significant 

differences revealed in the scores on C-URICA throughout the three assessment 

occasions. As a result, the level-slope factor structure cannot be incorporated into the 

latent variable used for building the full model. 
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Table 4.5  
 
One-way repeated measures ANOVA of scores on SMB, SE, AT and SN across 
the three assessment occasions (1st, 4th and 6th weeks) for exercise engagement 
 

Contrast Test Item (range^) 
F values 

M1 M2 M3 
M1 vs M2 M2 vs M3

      
SMB (SD)(hr/wk) 

F[2,118]=2.89 
4.30 

(3.04) 
4.92 

(2.91) 
4.80 

(2.61) 
NS NS 

      
SE (SD)(0-10) 
F[2,118]= 2.02 

6.27 
(2.06) 

6.58 
(1.70) 

6.66 
(1.67) 

NS NS 

      
AT (SD) (1-7) 

F[2,118]= 3.19* 
5.49 

(1.01) 
5.27 
(.96) 

5.52 
(.95) 

* * 

      
SN (SD) (1-7) 

F[2,118]= 4.47* 
3.47 

(1.48) 
3.99 

(1.57) 
3.82 

(1.63) 
** NS 

      

Key: SMB = self-management behavior; SE = self-efficacy; AT = attitude; SN = 

descriptive social norm; M1 = 1st week assessment; M2 = 4th week assessment; M3 = 

6th week assessment; SD = standard deviation 

^ Applicable to instruments with ordinal scale; * p<0.05; ** p<0.01; NS = not 

significant 
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Table 4.6  One-way repeated measures ANOVA of scores on SMB, SE, AT and 
SN across the three assessment occasions (1st, 4th and 6th weeks) for cognitive 
symptom management 
 

Contrast Test Item (range) 
F value 

M1 M2 M3 
M1 vs M2 M2 vs M3

      
SMB (SD) (0-5) 
F[2,118]=19.036** 

1.91 
(.881) 

2.44 
(1.03) 

2.44  
(.95) 

** NS 

      
SE (SD) (0-10) 
F[2,118]=11.576** 

6.00 
(2.01) 

6.50 
(1.97) 

6.76 
(1.82) 

** # 

      
AT (SD) (1-7) 
F[2,118]=8.256** 

4.99  
(.76) 

5.20  
(.99) 

5.39 
(.93) 

* * 

      
SN (SD) (1-7) 
F[2,118]=7.081** 

3.78 
(1.44) 

4.40 
(1.48) 

4.38 
(1.75) 

* NS 

      

Key: SMB = self-management behavior; SE = self-efficacy; AT = attitude; SN = 

descriptive social norm; M1 = 1st week assessment; M2 = 4th week assessment; M3 = 

6th week assessment; SD = standard deviation 

# p<.062 (marginally insignificant); * p<.05; ** p<.01; NS = not significant 
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Table 4.7  One-way repeated measures ANOVA of scores on SMB, SE, AT and 
SN across the three assessment occasions (1st, 4th and 6th weeks) for tangible 
help-seeking 
 

Contrast Test Item (range) 
F value 

M1 M2 M3 
M1 vs M2 M2 vs M3

      
SMB (SD) (0-8) 
F[2,118]=.864 

1.37 
(1.96) 

1.37 
(1.81) 

1.38 
(2.02) 

NS NS 

      
SE (SD) (0-10) 
F[2,118]=2.838 

6.36 
(1.99) 

6.36 
(1.99) 

6.66 
(2.13) 

NS NS 

      
AT (SD) (1-7) 
F[2,118]=.362 

5.57  
(.92) 

5.56 
(1.02) 

5.64  
(.90) 

NS NS 

      
SN (SD) (1-7) 
F[2,118]=2.493* 

3.66 
(1.50) 

4.11 
(1.60) 

4.01 
(1.53) 

* NS 

      

Key: SMB = self-management behavior; SE = self-efficacy; AT = attitude; SN = 

descriptive social norm; M1 = 1st week assessment; M2 = 4th week assessment; M3 = 

6th week assessment; SD = standard deviation 

* p<.05 
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Table 4.8  One-way repeated measures ANOVA of scores on SMB, SE, AT and 
SN across the three assessment occasions (1st, 4th and 6th weeks) for 
communication with professionals 
 

Contrast Test Item (range) 
F value 

M1 M2 M3 
M1 vs M2 M2 vs M3

      
SMB (SD) (0-5) 
F[2,118]=8.089** 

1.98 (.88) 2.21 (.93) 
2.48 

(1.21) 
* * 

      
SE (SD) (0-10) 
F[2,118]=3.266* 

5.77 
(2.06) 

6.27 
(1.85) 

6.19 
(1.87) 

* NS 

      
AT (SD) (1-7) 
F[2,118]=.927 

5.27 (.90) 5.37 (.95) 5.41 (.98) NS NS 

      

SN (SD) (1-7) 
F[2,118]=6.626** 

4.02 
(1.62) 

4.70 
(1.50) 

4.41 
(1.71) 

** NS 

      

Key: SMB = self-management behavior; SE = self-efficacy; AT = attitude; SN = 

descriptive social norm; M1 = 1st week assessment; M2 = 4th week assessment; M3 = 

6th week assessment; SD = standard deviation 

* p<.05; ** p<.01; NS = not significant 
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Table 4.9  Repeated Measure ANOVA of scores on C-URICA across the three 
assessment occasions (1st, 4th and 6th weeks assessment) 
 

Contrast Test 
Item - F value M1 M2 M3 

M1 vs M2 M2 vs M3

      

Pre-contemplation 
F[2,118]=.382 

2.57 (.50) 2.56 (.51) 2.53 (.46) NS NS 

Contemplation 
F[2,118]=.719 

4.04 (.40) 4.08 (.36) 4.07 (.36) NS NS 

Action 
F[2,118]=2.482 

3.85 (.40) 3.91 (.35) 3.94 (.37) NS NS 

Maintenance 
F[2,118]=.262 

3.63 (.39) 3.62 (.40) 3.65 (.38) NS NS 

      

Key: M1 = first measurement; M2 = second measurement; M3 = third measurement; 

NS = not significant; SD = standard deviation 
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Table 4.10  Make also show M2 and M3 clusters 
 
Mean C-URICA domain scores of two clusters at the first measure point using 
the Ward’s method of hierarchical cluster analysis xxx make all three 
measurements 
 

Mean (SD)  

Cluster 1 Cluster 2 

Pre-contemplation 2.87 (.43) 2.22 ( .33) 

Contemplation 3.81 (.28) 4.30 (.35) 

Action 6.40 (.34) 6.67 (.32) 

Maintenance 3.53 (.41) 3.74 (.34) 

SD = standard deviation 
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Building a Latent Growth Curve Model (LGCM) for Individual Variable Factors 

LGCM was developed for each of the variable factors with an aim to test the 

intervariablity in levels and slopes before entering them into the overall LGCM built 

for the study. Tables 4.11 to 4.14 show the maximum likelihood estimates of mean, 

variance of the level and slope of each variable. 

For the exercise engagement variable factor, a good model fit was found for 

the SN parameter. Similar findings were revealed for the AT parameter except for the 

RMSEA (0.092 (90%CI = 0.000 to 0.252)). Since other significant findings were also 

found, i.e. F-values in repeated measures ANOVA for the SN and AT parameters, it 

was decided that level-slope (L-S) dual-factor models were to apply to these two 

parameters when building the full model for the exercise engagement variable factor. 

In contrast, moderate model fit was found in the SMB and SE parameters. Since no 

significant results were revealed from the repeated measures ANOVA for the SMB 

and SE parameters, this warranted only the use of one-factor structure for these two 

parameters when the full model was built. The results of the analysis are shown in 

Table 4.11 (p.77). 

For the cognitive symptom management variable factor, the SMB and SN 

parameters were shown to have a good to moderate model fit, an L-S model would be 

built for these variables (Table 4.12, p.78). Although the SE and SN parameters were 
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not shown to have a good model fit, repeated measures ANOVA reported previously 

showed significant changes across six-week time, an L-S factor structure could be 

adopted for all four parameters (i.e. SMB, SE, AT and SN) in the full LGCM model.  

For the tangible help seeking variable factor (Table 4.13, p.79). Consistent 

with the result of one-way repeated measures ANOVA, only the SN was showed to 

have a good model fit. Despite a moderate model fit was obtained in individual 

LGCM, an L-S factor structure would not be assigned to the SN parameter as no 

significant results were obtained. A one-factor structure was adopted for AT while 

building the full LGCM model. No statistical results were obtained for LGCM of the 

SE parameter as the data failed to support an L-S structure. A single latent factor was 

adopted for the SE parameter while the full model was built. 

Table 4.14 shows the maximum likelihood estimate for LGCM of 

communication with physician / health professional (p.80). A good model fit was 

found for two parameters, i.e. the SMB and AT parameters. On the other hand, a 

moderate model fit was obtained for the SE and SN parameters. Since one-way 

repeated measures ANOVA showed significant difference across 3-point measures, an 

L-S structure could be adopted for all four parameters while building the full model. 
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Table 4.11  Maximum Likelihood (ML) Estimates for Latent Growth Curve 
Models of the Exercise Engagement Variable Factor 
 

Factor M SEM D SED CovMD χ2(5) NNFI CFI GFI 
RMSEA 
(90%CI) 

SMB parameter 
L 
S 

4.299*
-1.117 

.342 

.989 
3.458*
3.458*

.450

.450
.037 

(1.389)
65.450 .876 .899 .921

.170 
(.026,.313) 

SE parameter 
L 
S 

6.265*
-.868 

.220 

.941 
1.430*
1.430*

.180

.180
.248 

(.552) 
77.748 .513 .805 .863

.273 
(.152, .407)

AT parameter 
L 
S 

5.505*
39.619

.116 
69.68 

.404*

.404* 
.044
.044

-7.869
(9.888)

70.123 .906 .962 .953
.092 

(.000, .252)
SN parameter 

L 
S 

3.461*
7.065 

.184 
16.82 

1.001* 
1.001*

.131

.131
4.594 

(8.017)
65.525 .990 1.000 .987

.000 
(.000, .172)

Key: SMB = Self-management behavior (exercise engagement); SE = Self-efficacy; 

AT = Attitude; SN = Social norm; M = Mean; SEM = Standard error of mean; D = 

variance; SED = Standard error of variance; CovMD= Covariance between mean and 

variance; χ2=Chi-square; NNFI = Non-normed Fit Index; CFI = Comparative Fit 

Index; GFI=Goodness-of-Fit Index; RMSEA = Root Mean Square of Error 

Approximation 

* p<0.050 
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Table 4.12  Maximum Likelihood (ML) Estimates for Latent Growth Curve 
Models of the Cognitive Symptom Management Variable Factor 
 

Factor M SEM D SED CovMD χ2(5) NNFI CFI GFI 
RMSEA 
(90%CI) 

SMB parameter 
L 
S 

1.909* 
1.736 

.104 
3.216 

.319 .045
.443 

(.954) 
86.881 .951 .973 .958 

.085 
(.000, ,248)

SE parameter 
L 
S 

5.998* 
-33.96* 

.204 

.000 
1.152 .139

-29.32
(11.73) 

136.92 .789 .796 .754 
.383 

(.262, .512)
AT parameter 

L 
S 

4.979* 
-.513* 

.095 

.297 
.270 .035

-.191 
(.170) 

83.643 .950 .972 .957 
.120 

(.000, .273)
SN parameter 

L 
S 

3.799* 
5.665 

.184 
81.82 

.995* .130
2.943 

(43.60) 
70.735 .777 .911 .926 

.167 
(.017, .311)

Key: SMB = Self-management behavior (cognitive symptom management); SE = 

Self-efficacy; AT = Attitude; SN = Social norm; M = Mean; SEM = Standard error of 

mean; D = variance; SED = Standard error of variance; CovMD= Covariance between 

mean and variance; χ2=Chi-square; NNFI = Non-normed Fit Index; CFI = 

Comparative Fit Index; GFI=Goodness-of-Fit Index; RMSEA = Root Mean Square of 

Error Approximation 

* p<.05 
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Table 4.13  Maximum Likelihood (ML) Estimates for Latent Growth Curve 
Models of the Tangible Help-Seeking Variable Factor 
 

Factor M SEM D SED CovMD χ2(5) NNFI CFI GFI 
RMSEA 
(90%CI) 

SMB parameter 
L 
S 

1.833* 
-.0458* 

.358 
.0401 

3.789* .468
-2.996 
(.634) 

89.842 .151 .321 .644
.536 

(.437, .629)
SE parameter  

L 
S 

–– 
–– 

–– 
–– 

–– –– 
–– 
–– 

–– –– –– –– 
–– 
–– 

AT parameter  
  L 
  S 

5.603* 
 20.57 

.097  
63.19 

.347 .039 -111.98
(47.817)

79.728 .960 .984 .966 .065 
(.000, .236)

SN parameter 
  L 
  S 

3.657* 
.759 

.203 

.572 

1.224* .159 -.218 
(.391) 

33.480 1.000 1.000 .993 .000 
(.000, .105)

Key: SMB = Self-management behavior (tangible help-seeking); SE = Self-efficacy; 

AT = Attitude; SN = Social norm; M = Mean; SEM = Standard error of mean; D = 

variance; SED = Standard error of variance; CovMD= Covariance between mean and 

variance; χ2=Chi-square; NNFI = Non-normed Fit Index; CFI = Comparative Fit 

Index; GFI=Goodness-of-Fit Index; RMSEA = Root Mean Square of Error 

Approximation 

*p<.05 (Note: the SE data failed to support a level-slope latent growth model) 
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Table 4.14  Maximum Likelihood (ML) Estimates for Latent Growth Curve 
Models of the Communication with Professionals Variable Factor 
 

Factor M SEM D SED CovMD χ2(5) NNFI CFI GFI 
RMSEA 
(90%CI) 

SMB parameter 
L 
S 

1.990* 
.450* 

.107 

.181 
.359* .047

.124 
(.120) 

63.366 1.000 1.000 .996
.000 

(.000, .033) 
SE parameter  

L 
S 

5.773* 
-37.90* 

.227 

.001 
1.524 .174

-33.06
(21.66) 

79.294 .767 .907 .912
.183 

(.049, .324) 
AT parameter 

L 
S 

5.267* 
20.724 

.109 
20.89 

.345 .040
16.58*
(.000) 

70.802 .993 .997 .977
.000 

(.000, .195) 
SN parameter  

L 
S 

4.019* 
-33.92 

.198 
27.97 

1.162 .134
-1.987*
(.000) 

63.892 .864 .945 .947
.113 

(.000, .267) 
           

Key: SMB = Self-management behavior (communication with physician / health 

professional); SE = Self-efficacy; AT = Attitude; SN = Social norm; M = Mean; SEM 

= Standard error of mean; D = variance; SED = Standard error of variance; CovMD= 

Covariance between mean and variance; χ2=Chi-square; NNFI = Non-normed Fit 

Index; CFI = Comparative Fit Index; GFI=Goodness-of-Fit Index; RMSEA = Root 

Mean Square of Error Approximation 

*p<.05 
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Building Full Models for Self-management Behaviors 

The final step was to build a full LGCM model so as to incorporate all the 

self-management behavior variable factors and parameters used in the study. Figures 

4.1 to 4.4 show the trimmed LGCMs for each of the four selected self-management 

behaviors. Table 4.15 summarizes the results of goodness-of-fit indices of Full 

LGCMs for the four self-management behaviors (p.92). 

The trimmed full LGCM for the Exercise Engagement (EE) variable factor is 

presented in Figure 4.3 (p.88). There were two links found between the initial level of 

EE (EE_L, in which the “_L” designates the level factor) and its parameters. The first 

was that SE positively regressed on the EE_L (r=.381; p<.05) suggesting the SE 

effects were only on the initial level but not the change of SM. The second was that 

the change of participants’ attitude (AT_S, in which the “_S” designates the slope 

factor) was found regressed on the EE_L but in an opposite direction than the SE 

(r=-.924; p<.05). There were no relationships found among the three Exercise 

Engagement proximal cognitive parameters (SE, AT and SN). The latent factor of 

stage of change (SOC) was found to regress on AT_L and AT_S suggesting its effects 

were on both the initial level and change of the parameter. Besides, the slope 

coefficients from AT_S to the corresponding manisfest variables were determined to 

be 0, 0.129 and -.006 (marginally significant) for first, second and third measurement. 
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As it was described in the Method Chapter, whereas the first coefficient was specified 

to be zero, the other two figures were unspecified beforehand and were determined 

freely by the statistical program. The three figures indicated that the change slope was 

the “steepest” for the second measure in the fourth week and “plateaued” in the sixth 

week. In addition, the covariance coefficient between two latent level and slope 

factors was -0.267. This represented a week association between the two latent 

variables. The negativity of the figure could indicate that one has a higher initial 

scores in attitude (AT_L) would tend to lead to “milder” slope of change (AT_S), and 

vice versa. The variance explained by the full model was 99.9% (R2=0.999). The final 

model for Exercise Engagement was showed to have a satisfactory model fit, χ2/df 

=0.876 (χ2(44) = 38.560), NNFI = 1.000, CFI = 1.000, GFI =0.908, and RMSEA 

(90%CI) =0.000 (0.000, 0.069).  

When compared with the Exercise Engagement variable factor, the 

relationship among the parameters and SOC and Cognitive Symptom Management 

(CSM) were more complex (Table 4.6, p.70 and Figure 4.4, p.89). Since repeated 

measures ANOVA and individual LGCM showed significant changes in all the 

parameters (not including stage of change), an L-S model was constructed for each 

parameter in the model. There were three links found between the CSM_L and its two 

parameters and SOC. The SE_L and SN_L were found to positively regress on 
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CSM_L suggesting that the initial levels of these two parameters had an impact on the 

initial level of CSM (rSE_L = 0.441; rSN_L = 0.425). The SOC was also found to also 

regress positively on CSM_L (r=0.280). It also regressed on the AT_L with a 

regression coefficient of 0.328. Besides, there were also three links between the 

CSM_S and its parameters. Interestingly, SE_S and AT_S were found to regress 

positively on the CSM_S (r=0.521 & r=0.436) but SN_S negatively regressed on 

CSM_S (r=-.864). The coefficient of covariance was found between CSM_L and 

CSM_S to be .561, and this moderate association indicated that those who had a 

higher initial level of cognitive symptoms management were more likely to have 

improvement across the six-week time period. At the parameter level, the AT_L was 

found to exert influences indirectly (r=0.263) onto the SE_L via the effect of the 

SN_L (r=0.556). It is also important to note that all the initial levels and changes of 

each of SE, AT and SN were related to each other. In particular, the relationships 

between SN_L and SN_S were very strong (r=0.844; p<.05) suggesting that the initial 

level of SN would have strong effects limiting its change in the subsequent 

assessments. The R2 values of both level and slope of the final behavioral 

manifestation (CSM_L and CSM_S) was 0.695 and 0.937, respectively. In terms of 

slope coefficients, positive slopes were obtained for the SE_S (r=0.00, 0.074 & 0.090) 

and AT_S (r=0.00, 0.522 & 0.915). It should be noted that the former appeared to be 
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small. Further, the slope coefficient for SN_S was found to be negative (r=0.00, 

-0.418 & -0.613). The model fit indices suggested a good model fit: χ2/df = 1.05 

(χ2(89) = 93.377), NNFI = 0.898, CFI = 0 992, GFI = 0.860 and RMSEA (90%CI) = 

0.029 (0.000, 0.077).  

Furthermore, the “dynamic” among different parameters was obtained to be 

different in case of tangible help-seeking behavior (TH) (Figure 4.5, p.90). Based on 

the finding of repeated measures ANOVA and the individual LGCM discussed in the 

previous section, the L-S factor structure was constructed from SN only, and the rest 

was built with a single latent factor. The SE exerted not only a direct positive force on 

the behavior (r=0.990) but also an indirect force through AT (r=0.882) and SN_S 

(r=-0.979). The he regression coefficient was negative when SE regressed on SN_S. 

Furthermore, AT regressed directly and positively on the TH parameter (r=.0.924) 

whereas SN_L and SN_S regressed directly but negatively on the TH behavior 

(r=-0.874 and r=-0.970, respectively). The SOC also predicted all the variables 

included, except SN_L. The regression coefficients for the TH behavior, SN_S and SE 

were also negative (r=-0.389, r=-0.133 and r=-0.133, respectively) whereas that for 

the AT parameter was obtained to be positive (r=0.425). The covariance coefficient 

between the level and slope latent factors of SN was negative yet strong (r=-.889). 

The slope coefficient of the slope factor of the SN_S was found to be weak and 



 85

negative (r=0.00, r=-0.054, r=-0.070 for first, fourth and sixth week measurements, 

respectively). The value of R2 for the behavior of TH was lower than two behaviors 

previously described, yielding only 0.491. All model fit indices also reached 

satisfactory level, χ2/df = 1.06 (χ2(20) = 21.161), NNFI = 0.995, CFI =0 .998, GFI 

=0 .936, and RMSEA (90%CI) = .031 (0.000, 0.177). 

Lastly, Figure 4.6 (p.91) shows the full LGCM for communication with 

professionals (COM), with L-S factor structure for all the parameters according to the 

findings of repeated ANOVA and parameter-level LGCM analyses. The level factor of 

SE (SE_L) and SN (SN_L) directly exerted force on the COM_L (r=0.483 and 

r=0.187). Similarly, the slope of SE (SE_S) and SN (SN_S) had a direct effect on that 

of the behavior (r=-0.358 and r=0.990). However, the stage of change (SOC) 

predicted the slope of SE (SE_S) (r=-0.329) and the level of AT (AT_L) (r=0.432) 

only. The LM test suggested the regression of the initial factor of the AT onto the 

slope factor of SE (SE_S) (r=0.576) and that of the level factor of SN regressed onto 

the level factor of SE (SE_L) (r=0.443). All the covariance coefficients were found to 

be negative: -0.199 for communication behavior, -0.368 for SE, -0.368 for AT and 

-0.407 for SN. This indicated that a higher level of a certain parameter at the 

beginning of the course was likely to result in a lower rate of change (either 

improvement or deterioration) across the six-week time. The slope coefficients for 
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COM_S were found to be negative: r=0.00 (1st week measurement); r=-0.193 (4th 

week measurement), r=-0.415 (6th week measurement). Similar slope coefficient 

magnitudes were found for SE_S and SN_S. For the former, the slope coefficients for 

three-point measurements were 0.00, 0.181 and 0.368, respectively, and those for 

SN_S were 0.00, 0.108 and 0.328, respectively. As for the AT_S, the slope 

coefficients were 0.00 for 1st measurement and -0.001 for 2nd and 3rd measurements. 

In terms of the amount of variance explained, the R2 values for both slope (COM_L) 

and level (COM_S) factors of communication behavior were only .128 and .349, 

respectively. This implied model inadequacy. This model insufficiency was also 

reflected in the model indices, χ2/df = 1.32 (χ2(91) = 119.759), NNFI = .899, CFI 

= .927, GFI = .822, and RMSEA (90%CI) = .073 (.028, .106) as most of the indices 

only reached the moderate model fit level. This suggested that other variables could 

be incorporated into the model. 

As for the construct of SOC, contemplation and action constructs were shown 

to have highest values of coefficient among the four. As might be expected, the 

coefficient between the precontemplation and the latent factor was negative in all four 

full models. In all four full LGCMs, the parameter of SOC mainly predicted the slope 

and level of attitude of the participants. Even in the case of cognitive symptom 

management and tangible help seeking, SOC only predicted the initial level of 
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behavioral manifestation. 
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Figure 4.3   
Trimmed Full Latent Growth Curve Model for All Parameters of Exercise Engagement Variable Factor across the 1st, 4th and 6th Weeks 
of Assessment Occasions 
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Figure 4.4   
Full Latent Growth Curve Model for All the Parameters in the Cognitive Symptom Management Variable Factor across 1st, 4th and 6th 
Weeks of Assessment Occasions. 
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Figure 4.5   
Full Latent Growth Curve Model for All Parameters of Tangible Help Seeking Variable Factor across 1st, 4th and 6th Weeks of 
Assessment Occasions 
 

 
 

SE
.873 

SE3 

AT
.292 

AT3

SN SN
1 1 

1 
0 

SN1 SN2 SN3

-.054 -.070 

-.889 

SOC 

P C A M

TH

-.112 

SM3
.974* .797* .539* 

.990* .924* 
-.874* 

-.970* 

.832* 

-.979* 

-.389* 

-.133* .425* -.133* 
R2=.491 

-.554* 
Legend: 
TH: Tangible help-seeking behavior; SE: 
Self-efficacy; AT: Attitude; SN: Social 
norm; SOC: stage of change; P: 
Precontemplation; C: Contemplation; A: 
Action; M: Maintenance; L: Level factor; 
S: Slope factor; 1: 1st-week measurement; 
2: 4th-week measurement; 3: 6th-week 
measurement  
Note: * p<.05; all coefficients between 
latent variables are standardized whereas 
the rest was unstandardized; all the error 
terms were omitted for simplicity 
purpose. 



 91

Figure 4.6   
Full Latent Growth Curve Model for All Parameters in Communication with Professionals Variable Factor across 1st, 4th and 6th week 
Assessment Occasions. 
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Table 4.15 
Goodness-of-fit Indices of Full Latent Growth Curve Modeling of the Four 
Self-management Behaviors. 
 

 χ2/df NNFI CFI GFI RMSEA (90%CI) 

Exercise Engagement 

Model After LM Test .973 1.000 1.000 .908 
.000 

(.000,.087) 

Trimmed Model .876 1.000 1.000 .903 
.000 

(.000,.069) 
Cognitive Symptom Management 

Model After LM Test 1.10 .976 .894 .866 
.042 

(.000,.085) 

Trimmed Model 1.05 .989 .992 .860 
.029 

(.000,.077) 
Tangible Help Seeking 

Model After LM Test 1.78 .944 .978 .933 
.055 

(.000,.132) 

Trimmed Model 1.06 .995 .998 .936 
.031 

(.000,.117) 
Communication with Professionals 

Model After LM Test 1.36 .890 .926 .831 
.079 

(.036,.111) 

Trimmed Model 1.32 .899 .927 .822 
.073 

(.028, .106) 

Key: LM test = Lagrange multiplier test; χ2=Chi-square; NNFI = Non-normed Fit Index; CFI 

= Comparative Fit Index; GFI = Goodness-of-Fit Index; RMSEA = Root Mean Square of 

Error Approximation 
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CHAPTER FIVE 

DISCUSSION 

 

Introduction 

In this chapter, the findings from the validation of the Chinese version of URICA 

(C-URICA) and the modeling of the changes manifested by the participants in 

self-management behaviors throughout the six-week CDSMP are discussed. The 

contributions of the findings to the field of health psychology and self-management 

intervention are highlighted. 

 

Experience Gained from Validating the C-URICA 

In general, the various sources of evidence established from the validation of 

C-URICA suggested that the instrument was capable of assessing the stages of change of a 

sample of Hong Kong Chinese people with chronic illnesses.   . 

For structural validity, the findings of this study revealed a moderate fit of the items   

for its four subscales of the C-URICA. Results by and large concurred with those reported in 

previous studies which used confirmatory factor analysis and did not yield a good model fit 

(Belding et al.1995; Dozois et al., 2004; Lamb et al., 1995). Belding et al. (1995) 

administered URICA to drug users. Their results suggested high correlations between the 
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Contemplation and Maintenance subscale items which accounted for the less than a 

satisfactory model fit (χ2(51)=111.71, p<0.001; Bentler-Bonett nonnormed fit index = 0.71; 

CFI = 0.74). The researchers subsequently removed the items in the Maintenance subscale 

from the analysis and found that the goodness-of-fit indices improved to an acceptable level 

(χ2 (498) = 1,149.08, p<0.001; Bentler-Bonett nonnormed fit index = 0.90; CFI = 0.93). 

Dozois et al. (2004) also reported a moderate and poor fit of the items to a four-factor 

(subscale) structure with a sub-clinical undergraduate sample and people with anxiety 

disorder samples respectively. Although the authors did not explain why there were 

differences between two samples, they suggested that the four-factor structure of URICA 

might not be equally applicable across different populations.   .  

In this study, the use of specific words in the items may account for the moderate fit 

of the items to the subscale structure of C-URICA. There were a total of seven items (about 

22% of the total items) which did not load appropriately onto the originally stipulated 

subscales. These findings are not consistent with those reported in the original studies 

conducted by McConnaughy (1983 and 1988) who developed URICA. A few items assumed 

to be under the Contemplation subscale loaded onto the Action factor (latent subscale). They 

include Item #2 (“I think I might be ready for some self-improvement.”), #4 (“It might be 

worthwhile to work on my problem.”), and #8 (“I've been thinking that I might want to 

change something about myself.”). According to the comments provided by the expert panel 
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members and our own analyses, the wordings used in these items such as “ready”, “work on” 

and “change” might suggest to participants an action rather than contemplation. This is 

different from Item #15 (“I have a problem and I really think I should work on it.”) which 

originally belonged to the Contemplation subscale but loaded primarily on the Maintenance 

factor. In this item, the term “work on it (the problem” might imply putting an effort to avoid 

the recurrence of health-related problems which is supposed to be dealt with in the 

maintenance stage. The content of several items, i.e. items #6, #20 and #27, originally 

grouped under the Action or Maintenance subscale loaded onto the Contemplation factor. 

Detailed analysis indicated that these items suggested “seeking help” or “anticipation”. In 

Item #20 (“I have started working on my problems but I would like help”), the phrase “would 

like help” could suggest getting help from others. Item #6 (“It worries me that I might slip 

back on a problem I have already changed, so I am here to seek help.”) did not have a clear 

connotation of action; rather, it acknowledged the need for help. Finally, for item #27 (“Even 

though I'm not always successful in changing, I am at least working on my problem.”), even 

though this item was designed for the Maintenance subscale, it seems to have uncertainty 

about whether the action being executed would be successful. It might suggest a balance 

between pros and cons and therefore cause the item to load on the contemplation factor.      

The evidence gathered from confirmatory factor analysis of C-URICA also revealed a 

moderate model fit of the items to the four subscale structure of the C-URICA. Different 
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from its explorative counterpart, confirmatory factor analyses captured the progress of 

participants through the proximal to distal stages of readiness to change. There are six items, 

which appeared to cause problems in the model fit. This prompts us to look into the 

possibility of cross-cultural effects on readiness to change which could have been reflected 

from responses made by the participants on C-URICA. It has been reported that Chinese 

people have a tendency of relying on their own resources (or methods) to cope with their 

health-related problems (either physical or mental) before seeking professional help (Cheung 

et al. 1984). For personal issues, Chinese people tended to handle problems on their own 

before asking help from others (Cheung et al. 1984). If this was their background, it is 

plausible that the participants had found ways to cope with their health problems for an 

extended period of time before they consulted the CDSMP. In this study, the majority of the 

participants reported that they had had the diseases longer than ten years. It is therefore 

plausible that during these ten years or so, the participants could have thought about what 

could be done to their health problems (high level of Contemplation), but at the same time 

engaged in some actions (high level of Action), and attempted to prevent the recurrence of 

the health problems (high level of Maintenance). The problem with overlaps between these 

three constructs can be elaborated with an example. One of the participants had multiple-joint 

arthritis for more than 10 years. She had tried various types of mobilization and 

strengthening exercises (high level of Action and Maintenance). Yet, due to repeated relapse 
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and remission of her chronic condition, she had started contemplating if she should continue 

the exercise routine (high level of Maintenance). The fluctuating condition also queried the 

effectiveness of the exercise program (high level of contemplation). The self-coping 

strategies used by the participants were reflected from the high correlations among the scores 

on the Contemplation, Action and Maintenance subscales (Figure 4.2, p.59), covariance 

ranged from 0.78 to 0.98). When compared with those reported in Dozois et al. (2004) (0.33 

to 0.46), those obtained in the study were much higher (Figure 4.2, p.59). 

One plausible reason for explaining the indistinctiveness of C-URICA across the 

proximal and distal stages could be that living with chronic diseases for a period of time 

leads an individual to manage both of problems with the mental and physical aspect. Some of 

the cognitive management techniques, such as positive thinking, mainly involve mental 

activities without overt behaviors and this would resemble the contemplation construct. For 

example, one of the participants acquired a condition of low back pain. The physical distress 

had also bothered her and this resulted in a depressive condition. She had learned positive 

self-talk technique which she wished would help her think more positively. Since this action 

did not involve observable behaviors, like doing exercises, the “thinking activity” would be 

close to those of the contemplation state used in the C-URICA. This could explain the high 

correlations between the scores on the Contemplation (or “thinking”) and Action subscales. 

But this phenomenon would not just be observed among the Chinese participants. Rather this 
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should be common among participants in general who have chronic health-related problems 

or diseases. 

The results of this validation study indicate that to a large extent C-URICA is useful 

for reflecting the readiness to change and changes across different stages among those who 

participated in this study. This suggests that the instrument is likely to be useful for use with 

other Chinese people with chronic diseases, although there may be some limitations. In view 

of the limitations found in this study such as the ambiguity of wordings in a few of the items 

and possible cross-cultural effects on the distinctiveness of the stage of change, future studies 

on the factor structure of the instrument can be conducted on other participants recruited for 

similar studies. This includes participants with different levels of readiness and/or different 

chronicity of diseases. This study involved a relatively small sample with respect to URICA 

which has 32 items. A larger sample size in a future study would make the results more 

interpretable and provide a more definite conclusion on the application of TTM for people 

with chronic diseases. Evidence on the concurrent and predictive validity of the C-URICA 

can also be investigated in the future. 

 

Main Study 

This study explored the factors and mechanisms which underpin the changes in the 

psychological and behavioral changes of participants who completed a six-week CDSMP in 
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Hong Kong. The two keys findings are: (1) the changes in different self-management 

behaviors as the effect of the CDSMP can in general be modeled by the readiness to change 

construct but modulated by various social cognitive factors (i.e. social norm, attitude and 

self-efficacy) and (2) the readiness to change construct appears to be useful for predicting 

changes in the psychological stages rather than the behaviors of the participants. In this 

section, the findings describing the general change model for each of the different 

self-management behaviors will be overviewed. It will be followed by discussing the unique 

characteristics of each of the change models for individual self-management behaviors. 

 

General Change Model for Health-related Behaviors in CDSMP 

Key findings common to each of the models built for the four health-related 

behaviors are reviewed in this section. The advantages of LGCM are that it not only shows 

relationships among variables at the beginning of the CDSMP but also reveals their 

relationship in different occasions across the six-week time. Interpreting the results of LGCM, 

requires the examining the coefficients among the level factors of variables since the 

information is related to the relationship among variables before the intervention effects. The 

slope factors, on the other hand, reflected the relationship among variables under the 

influenced by CDSMP. Besides, the covariance between both level and slope reflect how the 

two level and slope factors are related. A positive covariance implied that the higher the value 
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of the variable at the beginning would lead to a higher change at the end of the course. On the 

contrary, a negative covariance coefficient meant that those having a lower value of a certain 

parameter would tend to have a larger change at the end of the course.  

At the behavioral level, significant changes were revealed in participants’ cognitive 

symptom management and communication with professionals. As for tangible-help seeking 

and exercise engagement, the level of engagement in these behaviors was rather stable. 

Moreover, self-efficacy was consistently a significant predictor of all four health-related 

behaviors at the beginning of the program (r ranged between 0.381 and 0.990). Social norm, 

which was originally hypothesized as an indirect factor, was found to exert a direct influence 

on the change factors of all self-management behaviors except exercise engagement (r ranged 

between -0.974 and 0.187). As for the attitude variable, its role of exerting direct or indirect 

effect on behaviors appeared to be less distinctive and varied across behaviors. As for 

readiness to change, it tended mainly to exert a direct influence onto the psychological 

variables, such as attitude and self-efficacy.  

To further achieve a model fit, two modifications were carried out one the derived 

LGCM: LM test and trimming based on the t-statistics. The former involved adding new 

pathways to the model whilst the latter eliminated the existing pathways which were 

statistically not significant. The final model henceforth was different from the hypothesized 

model. The advantages of making modifications to the derived model were that these 
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procedures increased the overall model fit for individual health-related behavior and at the 

same time revealed new relationships and even influence the direction and causation among 

the variables under investigation. Nonetheless, the drawbacks were that, due to the relatively 

small sample size, the trimming procedure might have eliminated pathways that failed to 

reach a significant level resulting in under-representation of the model. The new pathways 

added to the model might be based on statistical rather than theoretical justification. The 

subsequent modifications to the model should take these cautions into consideration.  

The final models for both cognitive symptom management and communication with 

professionals (Figures 4.4 and 4.6, pp.87 and 89) had the most similarities to the 

hypothesized model (Figure 2.2, p.29). Some variations were identified. The level factors of 

the attitude and social norm exerted direct effect onto self-efficacy, which in turn exerted 

direct effect onto the behavioral parameter. Both level and slope were found to directly 

influence the behaviors directly. In contrast, the models of the other two self-management 

behaviors were somewhat different. For exercise engagement, the behavior was directly 

influenced not only by the initial factor of self-efficacy but also by the change factor of 

attitude. The main difference was that the social norm factor did not contribute to the overall 

model (Figure 4.3, p.88). As for the behavior of tangible help-seeking, the “causation” among 

self-efficacy, social norm and attitude appeared to be different in the final model. 

Self-efficacy was shown to have a direct influence onto attitude and social norm, which was 
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the opposite of what was proposed in the hypothesized model. The reason for this 

discrepancy is probably related to the significant increases in the engagement level of 

relevant behaviors throughout the six-week intervention. It could be that the 

self-management behavior which showed greater changes tended to be more novel to the 

participants at the start of the intervention. As for the case of cognitive symptom 

management and communication with professionals, the social norm and attitude would 

influence the participants’ self-efficacy. In contrast, as exercise engagement and tangible help 

seeking did not have significant changes over the six week time, it was likely that the 

participants had been engaging in these activities before the commencement of the CDSMP 

and hence they had developed a certain level of self-efficacy in these behaviors. This could 

explain why self-efficacy played such a significant role in the model. For instance, 

self-efficacy was the only positive determining factor for exercise engagement (r=0.831) and 

the level factor of the attitude exerted a direct effect on the behavior (with a negative 

coefficient of -0.924). Moreover, self-efficacy not only had direct influences on tangible 

help-seeking but exerted its influence indirectly through attitude and social norm parameters 

(refer to Figure 4.3, p.88 for details). 

 

Changes in Health-related Behavior - Exercise Engagement  

According to the results from LGCM, exercise engagement was directly influenced 
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by the change factor of attitude (r=-0.924) and the latent factor of self-efficacy (r=0.381). The 

readiness-to-change construct exerted direct effect only on the change factor of the attitude 

(r=-0.924). Unexpectedly, social norm did not contribute to the overall model. It means that, 

although there were no significant changes in exercise engagement, the level of self-efficacy 

and the amount of change in one’s attitude would attribute to the individual level of 

engagement in exercise. By the end of the sixth week, the participants did not show 

significant increases in exercise engagement or its related self-efficacy. This probably is due 

to the fact that a number of participants had engaged in exercise before they had joined the 

program. This is confirmed by the data presented in Table 4.5 (p.69). In the first week, the 

mean time of participants’ engagement in exercises was 4.30 hours/week. In the sixth week, 

the average time only increased to 4.80 hours/week. The high level of engagement in 

exercise in the first week inevitably limited the extent to which the participants showed 

further increases in their engagement in this area across after six weeks. These findings were 

somewhat different from another group of CDSMP participants who were involved in a 

quasi-experimental study conducted by the same team of researchers as this study (Siu et al., 

2007). In their study, the participants showed significant increases in participation in different 

types of physical exercises after the six-week program. This could be due to its large sample 

size which captured individuals with a wider variations of exercise engagement (N=148). 

Their average weekly engagement time went from 3.48 hours at the beginning to 6.23 hours 
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at the end of the program. Despite the differences in the changes in physical exercises, both 

studies revealed that self-efficacy played a significant role in influencing participant’s 

involvement in exercise. The correlation between the scores on the Self Efficacy and 

Exercise Engagement was 0.381 (p<.05). Similar findings were revealed in other studies 

which related self-efficacy for exercise in adult populations with chronic diseases (Shin et al., 

2005; Strating et al., 2006; Suh, 2000; Wu et al., 2002). 

The results of this study did not reveal significant relationships between social 

influence and exercise engagement, which is different from other studies that reported 

significant relationships (e.g. Benjamin et al., 2005; McAuley et al., 2003; Shin et al., 2005). 

The non-significant relationships between social influence and exercise engagement possibly 

help to explain the relatively small and indirect contributions of social influence to the 

overall model for the behavior. What it may mean is that individuals would commit to 

exercise independently from any social influence which they experienced in the program. 

This observation could be explained in two ways. First, as mentioned previously, the 

participants of this study had a relatively high baseline for engaging in exercise at the 

beginning of the CDSMP. This would decrease the variations in the weekly accumulated time 

spent in exercises and hence make the correlations with the ordinal scores on social influence 

less strong. Second, the definition of “social norm” as used in the Social Norm Questionnaire 

in this study is different from that in other studies. In the Social Norm Questionnaire, social 
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norm was defined as “how significant others get involved in health-related behavior”. This 

definition is regarded as taking a rather passive “social norm” which relies on significant 

others to demonstrate the behavior and the participants to observe and be by the behavior. In 

other studies, “social norm” was commonly defined as social influences by significant others 

advocating the participants’ active participation in certain type of health-related behaviors 

(Benjamin et al., 2005; McAuley et al., 2003; Shin et al., 2005). The main difference between 

the two definitions is that the former takes a more passive approach which should have a 

smaller impact on participants’ behavior than the latter. This probably can explain the 

non-significant relationships between social norm and exercise engagement found in this 

study. It is further suggested that the modeling role taken up by the group leaders, other 

group members or significant others as adopted in the CDSMP program might not be as 

effective as be anticipated in influencing participants to engage in exercise. Other means 

which advocate benefits of and needs for exercise such as sharing sessions and accurate 

information on exercise might be more effective ways for enhancing participants’ exercise 

engagement. 

Furthermore, exercise engagement was shown to be directly affected by the change of 

attitude toward the behavior and indirectly affected by readiness to change. This implies that 

the effects of CDSMP would alter participants’ attitudes toward behavior engagement in a 

positive way (scores increased from 5.49 to 5.52 (out of 7.00)), which in turn would lead to 
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engaging in exercise. For readiness-to-change, although the CDSMP did not appear to 

improve participants’ readiness, the changes which the participants attained would maintain 

their engagement in exercise. Our finding was consistent with the study by Shin et al. (2005) 

of which the sample was a group of healthy Korean adults. The main difference between the 

two studies was that Shin et al.’s study had motivation to exercise as a direct factor 

influencing exercise engagement. 

In summary, the CDSMP was found to have a significant effect on improving 

participants’ attitudes toward engagement in exercise. Such an effect could have been due to 

the contents of the program rather than the social influence exerted by group leaders. The 

weekly goal-setting in the CDSMP could also enhance the self-efficacy of exercise 

engagement. However, such effect needs to be further verified by in-depth qualitative studies 

on the processes through which attitude and self-efficacy can be changed. 

 

Changes in Health-related Behavior – Tangible-help Seeking 

To the researcher’s knowledge, no previous study has been conducted to investigate 

the changes of the tangible help-seeking behavior among people with chronic conditions. In 

the overall LGCM model, tangible-help seeking behavior did not show significant changes 

throughout the six-week program. However, at the individual outcome variable level, 

help-seeking behavior itself was found to be significantly influenced by other factors, i.e. 
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readiness to change (r=-0.389), self-efficacy (r=0.990), and attitude (r=0.924) and social 

norm (rlevel =-0.874) and rslope =-0.970). 

Readiness to change was identified not only predicting participants’ psychological 

variables, i.e. social norm, attitude and self-efficacy, but also predicting participants’ seeking 

of tangible help. The relationships between participants’ self-efficacy, social norm and 

attitude were different from the hypothesized model, in which social norm and attitude were 

predictors of self-efficacy. The findings suggest that participants’ self-efficacy directly 

influenced their attitude (r=0.832) and the rate of change of social influence (r=-0.979). 

These relationships were also found to be under the influence of readiness-to-change. Social 

norm was found to have a negative effect on the behavior. Self-efficacy directly influenced 

help-seeking behavior and at the same time influenced the behavior indirectly via the attitude 

and social norm variables. 

Similar to the findings in exercise engagement, self-efficacy was found to be a 

significant factor influencing behavior of tangible help-seeking. It seems reasonable that 

those who have high self-efficacy would tend to seek tangible help. Furthermore, the way in 

which self-efficacy had a direct effect on the attitude (r=0.832) and social influence (r=-0.979) 

of tangible help-seeking was found to be different from the conceptual model hypothesized 

earlier in this study (Figure 2.2, p.29). These results revealed that help-seeking behaviors 

appeared to be different from others self-management behaviors such as cognitive symptom 



 108

management and communication with physicians. First, it is plausible that the participants of 

CDSMP have put their effort to resolve the health-related problems by including seeking 

tangible help from others or from the community before they join the program. Whether they 

succeeded or not, they would have achieved a certain level of self-efficacy in this aspect. As 

a result, the self-efficacy which they already had influence on their attitudes toward 

help-seeking behavior along with social influence throughout CDSMP. In other words, 

self-efficacy is likely to have strong correlation with their attitude (r=0.832) and the change 

factor of social influence (r=-0.979). Second, the course design of the CDSMP could attribute 

to the less favorable behavioral outcomes. The help-seeking skills were covered in the fourth 

session. Due to time constraint, participants did not have the chance to practice on the skills. 

The influences on changing participants’ attitude and social norms could have been less 

effective. The result was that the participants continued to seek help from the community or 

from others. The findings suggest room for further expanding the contents on seeking 

tangible help in the existing CDSMP. The content may include information on obtaining 

resources from community. During the session, group leaders and members can put emphasis 

on sharing on utilizing community resources with which participants can gain self-efficacy of 

seeking tangible help from others. 

In addition, the negative regression coefficient between self-efficacy and the change 

of social norm suggested that individuals with high self-efficacy for seeking tangible help 



 109

would be less likely to aware how much the others engage in the same behavior. This seems 

reasonable since those who already developed confidence in knowing how to obtain help 

from others or the community may not need to make reference to what others would be doing 

before seeking help. Furthermore, there was a strong negative coefficient leading from the 

slope factor of social norm to help-seeking behavior. This suggests that, for the participants 

in CDSMP, that the higher their awareness of other’s tangible help-seeking behavior is, the 

less likely it is that they would seek tangible help. The regression coefficient between 

readiness-to-change and self-efficacy was found to be very low, i.e. -0.133. Its negative sign 

indicated that a higher tendency to change in the seeking of tangible help behavior might lead 

to a lowering in self-efficacy. Freyer et al. (2005), with an alcohol management group, also 

showed that low self-efficacy was found to account for low tendency to engage in the 

changing behavior but, at the same time, high tendency to seek help. This is interesting since 

it may suggest that motivation to make health-related changes indicates less need to seek help 

from others. This phenomenon is consistent the characteristics of Chinese people who have 

been found to be used to attempting to solve their own problems before seeking help from 

others (Cheung, 1985). 

From the CDSMP perspective, these findings suggest that it might be more effective 

to promote “seeking tangible help” as a self-management strategy to participants who are less 

self-efficacious. For those who have a high level self-efficacy, it would be more appropriate 
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to coach them to try to handle problems rather than seeking tangible help. In practice, it 

might be more beneficial if group leaders know the participants’ self-efficacy and previous 

experiences on help-seeking before they introduce the help-seeking technique. Those who 

have the skills and tendency to deal with their own daily problems are less likely to adopt 

help-seeking strategies. Furthermore, it was reported that readiness for seeking tangible help 

would very much depend on the severity of the health problems (Freyer et al., 2005). In this 

study, the relation between the severity of the participants’ chronic condition and the extent 

of seeking tangible help has not been addressed, but this would be an interesting and 

important issue for future study to address this. Besides, the particularly low value of R2 

indicated that the existing amalgamated model could not depict the whole phenomenon of 

help-seeking behavior. Other variables, such as availability of services, barrier to obtaining 

resources, could be considered in the future studies. 

 

Changes in Health-related Behavior - Cognitive Symptom Management and 

Communication with Professionals 

As the results from the LGCM were by and large similar between cognitive symptom 

management and communication with professionals, they are discussed together in this 

section. Unlike exercise engagement and tangible-help seeking, the LGCMs of cognitive 

symptom management and communication with professionals appeared to be more complex 
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at both the level and slope factors. For the level factor, the cognitive symptom management 

was found directly influenced by its self-efficacy (r = 0.441) and social norm (r = 0.425) at 

the initial measurement. Self-efficacy of cognitive symptom management was also indirectly 

influenced by its attitude (r=0.263) with social norm as the mediator (r=0.556). 

Readiness-to-change was found to significantly predict the behavior and attitude of cognitive 

symptom management. For slope latent factors, social norm (r=-0.864) and attitude (r=0.436) 

were found to have a direct influence on the cognitive symptom management behavior, 

which, at the same time, had direct influence on the self-efficacy (r=0.521). For the level 

factor, readiness-to-change exerted a direct influence onto the level factor of attitude (r=0.432) 

and slope factor of self-efficacy (r=-0.329). Both self-efficacy (r=0.483) and social norm 

(r=0.187) were shown to have a direct influence on the communication with professionals 

behavior. The level factor of attitude and that of social norm had a direct influence on the 

level and slope factors of self-efficacy, respectively. As for the relationship among the slope 

latent factors, social norm also exerted a direct influence on its behavior of communication 

with professionals (r=0.990). Similar to cognitive symptom management, a significant 

pathway was also found between the slope factor of self-efficacy and behavior of 

communication with professionals with a direction from the former to the latter. This 

indicated that, probably due to previous experiences with communicating with professionals, 

a certain level of self-efficacy had been established at the beginning of the CDSMP, and it 
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directly influenced the behavior of communication with professionals. 

 

Comparison of LGCM Change Model among Self-management Health-related 

Behaviors 

In general, the ways in which different variables contributed to the change model for 

the cognitive symptom management and communication with professional behaviors are 

somewhat different from those for exercise engagement and help-seeking behavior. In the 

change model for the cognitive symptoms management and communication with professional, 

the attitude and social norm variables appeared to exert indirect influence on the 

health-related behaviors via the self-efficacy variable. Yet, the self-efficacy variable exerted a 

significant and direct effect on influencing these two health-related behaviors. These findings 

were consistent with the priori theoretical model hypothesized in this study (Figure 2.2, p.29) 

The hypothesized model extended the Theory of Planned Behavior, which emphasizes the 

link between self-efficacy and health-related behavior by adding the indirect influence of 

attitude and social norm on individual’s self-efficacy, and hence influencing the 

health-related behaviors. However, this pattern of relationship was not identified in the 

behaviors of exercise engagement and tangible help-seeking. For exercise engagement, there 

were no direct influences between self-efficacy, social norm and attitude towards the 

behavior, and social norm was revealed to have no significant influence on engagement in 

exercise. For tangible help-seeking, it was self-efficacy that influenced on both social norm 
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and attitude towards the behavior, and social norm and attitude in turn were found to have 

direct influence on the seeking tangible help behavior. 

The results showed that, at the baseline, self-efficacy was the key factor influencing 

the individual’s extent of involvement in the cognitive symptom management and 

communication with professional behavior. The social norm variable was found to be a 

significant factor (either positive or negative) for influencing these target behaviors. What it 

suggests is that participants who had higher scores on self-efficacy and social norm were 

likely to have had better cognitive symptom management and communication with 

professionals before the commencement of the CDSMP. These findings agree with those 

revealed in Strating et al. (2006)’s cross-sectional study which revealed social support to be 

the only mediating factor of communication. In our study, the slope factors of the change 

model for both target behaviors were also found to have direct influences onto the 

development of the behaviors. These indicated that the effects of self-efficacy and social 

norm appear to be sustained across the six-week time period and facilitated the behavioral 

changes 

  The main difference between the two behaviors of cognitive symptom management 

and communication with professionals is changes in social norm. It can be seen that the slope 

factor of social norm exerted a strong yet negative direct influence on cognitive symptom 

management but not communication with professional behavior (r=-0.864; p<.05). Our 
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findings were consistent with a previous study which reported a non-beneficial effect from 

participation of significant others in the context of pain or arthritis management (Keefe et al., 

1996; Radojevic et al., 1992; Strating et al., 2006). It was suggested that excessive social 

support may lead to dependency or inactivity (Hyman, 1977). Timing and matching were 

also suggested as important elements when considering social support in intervention 

(Cutrona & Russell, 1990; Revenson, 1993). The implications for the design of CDSMP are 

that cautions are needed when involving significant others in a self-management group. In 

the current CDSMP program design, significant others were allowed to attend classes with 

the participants as needed. No screening and educational classes were provided for them. The 

constructive way to design the program could be to offer educational classes on how they 

could contribute as an active agent in enhancing positive changes without a stringent 

procedure to screen for strategy characteristics. Further enhancement of self-management 

group effectiveness may include conveying proper techniques to significant others on how to 

assist participants applying cognitive symptom management in order to enhance a more 

beneficial social influence behavior. 

One interesting finding from the change model is that the changes in behavioral 

variable could exert a “reverse” influence on the self-efficacy underlying these behaviors 

(Figure 4.4, p.89). Although cautions should be given due to a small sample size, the 

“reversed causation” of attained behavior to self-efficacy suggested that the experiences 
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gained from practicing cognitive management technique, such as positive self-talk and music 

appreciation might be needed for building up self-efficacy on such behavior. The results of 

two studies s conducted by Chan et al (2005) and Siu et al. (2007) on a Chinese sample 

indicated that those who had a low baseline on cognitive symptom management behaviors 

(1.91 out of 5.0) would show significant increases in engagement in such behaviors. Our 

findings help explain this phenomenon in that the participants could have lacked the 

knowledge and practice of cognitive symptom management, and exposure to the techniques 

taught in CDSMP would improve their self-efficacy on the behaviors which further enhance 

the engagement in the behaviors themselves. With this, it is further suggested that group 

leaders of CDSMP may consider obtaining information on participants’ previous experience 

with different types of cognitive symptom management and encourage them to practice the 

techniques so as to gain the related self-efficacy on the target behavior. 

The role of change in social norm in facilitating communication with professionals is 

different from the role of cognitive symptom management, findings from the change model 

indicated that social influence (both the initial and course of change) was found to have a 

direct and positive influence on the communication with professional behavior (Figure 4.6, 

p.91). These results agree with those identified in the study by Courneya et al. (2000) for 

people with chronic diseases. Strating and colleagues (2006) also found that the social 

support had a weak yet positive effect (r=0.21) on the intention variable as in the Theory of 
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Planned Behavior, which exerted positive influences on improving overall self-management 

behavior (r=0.39). However, as Strating et al (2006)’s study used a cross-sectional design, the 

comparison between our study, which used a longitudinal design, and theirs should be made 

with caution. For the development of communication with professionals behavior, it would 

be important to encourage the involvement of significant others and group members who 

would provide a good role model for facilitating positive changes among the participants. In 

this regard, it would be important to provide the group leaders and the significant others 

sufficient training on these skills as they could be important change agent of these behaviors. 

Another point of interest is that only the initial level of attitude was found to exert a direct 

influence on the change in the self-efficacy of communication with the professional behavior 

throughout the CDSMP program. First, enhancing positive attitudes toward communication 

with professional would be a key for facilitating effective communication between the 

participants and the professionals. Second, if the significant effects were confined to the 

initial stage (i.e. significant only at the initial level), the introduction of communication with 

professionals techniques which was taught in the second half of the class, i.e. the fourth week, 

would be less likely to exert its influence on facilitating such changes. However, it should be 

noted that our findings supporting this observation is only marginal, i.e. model fit only 

reached moderate level (RMSEA = 0.073 with 90%CI) and R2 for level and slope construct 

of behavior was relatively small (R2 = 0.349 and 0.128).  
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Role of Self-efficacy in the Change Model 

Self-efficacy was consistently found to be an important positive variable contributing 

to participants’ changes in self-management behaviors. For instance, the influences of 

self-efficacy on the different self-management behaviors at particular stage (1st, 4th and 6th) 

were moderate to excellent. Previous studies have reported the important role of self-efficacy 

in exercise engagement of people with chronic conditions and old-age (Shin et al., 2005; 

Strating et al., 2006; Suh, 2000; Wu et al., 2002). Strating and colleagues (2006) identified 

that self-efficacy positively affected communication and cognitive symptom management 

behaviors. It is noteworthy that the substantial contributions of self-efficacy and seeking 

tangible help have seldom been explored, and the exceedingly high contribution (r = 0.990) 

warrants future studies.  

Nevertheless, the change in self-efficacy was found to have relatively less influence 

on the gains in self-management behavior across the six-week program. In particular, the 

changes in self-efficacy did not directly influence gains in cognitive symptom management 

behaviors whereas it exerted significantly negative influences on the communication with 

professional’s behaviors. For cognitive symptom management behaviors, self-efficacy was 

shown to have influenced the behavior. The increase in self-efficacy might have been due to 

the increase in participants’ engagement in cognitive symptom management behaviors as the 
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techniques covered in CDSMP were relatively novice to the participants (refer to Table 4.6, 

p.70). In other words, the gains in experiences in cognitive symptom management might lead 

to building up of the related self-efficacy. These findings suggest that, although self-efficacy 

has all along been regarded as the factor leading to a behavioral outcome, it might be an 

outcome of the clinical intervention especially when the participants did not have the skills 

and experience at the beginning of such an intervention. In case of communication with 

professionals, the results indicate that the higher the participants’ self-efficacy, the lower was 

the tendency for them to change and gain in the communication with professionals. 

Self-efficacy relationships with attitude and social norm were also found to be 

noteworthy. Different behavioral outcomes were found to be influenced differently by 

self-efficacy. For instance, the seeking for tangible help was found to be influenced by 

self-efficacy via the social norm and attitude variables (Figure 4.5, p.90). Because 

participants with chronic diseases would have already sought tangible help from others in the 

course of their disease, a significant increase in seeking help behavior among groups across 

time was not expected. Rather, the self-efficacy of seeking tangible help would exert its 

influence only on social norm attitude toward seeking tangible help behavior during the 

six-week time. For other self-management behaviors, the participants did not have a high 

level of knowledge and skills, such as cognitive symptom management (Table 4.6, p.70) and 

communication with professionals (Table 4.8, p.72), the increase in self-efficacy of the 
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behaviors was found to be the key factor to lead to changes in behavior and be under the 

influence of attitude and social norm. 

 

Role of Attitude toward the Behaviors in the Change Model 

The level (initial) and slope (change) factors of the attitude construct behaved 

differently across four self-management behaviors in focus. The level of attitude toward the 

behavior or the baseline tended to relate to the readiness-to-change construct for all four 

behaviors as the latter exerted direct influence on the former (Figure 4.3 to 4.6, pp. 88 – 91). 

These findings are logical in that readiness-to-change would explain the motivation behind 

the participants on a certain health-related behavior. The participants’ attitude toward the 

behaviors at the baseline also influenced the psychological variables, such as social norm for 

cognitive symptom management (Figure 4.4, p.89) and the self-efficacy for communication 

with professionals (Figure 4.6, p.91). Furthermore, in contrast, the change in attitudes toward 

behaviors was found to influence the participants’ behaviors. For example, the changes in 

attitudes exerted a direct influence on increasing exercise engagement and cognitive 

symptom management behaviors. This further suggested that the contents of CDSMP were 

probably effective in changing individuals’ attitudes toward the behaviors, which in turn 

increased participants’ gain in the behaviors. Nevertheless, the reasons the changes in 

attitudes of participants did not have significant influences on promoting the changes in 
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communication with professionals behavior and had negative influences on engagement in 

exercise still requires further exploration. 

 

Role of Social Norm in the Change Model 

The role of the social norm factor was revealed to have a rather substantial role in 

changes of various self-management behaviors, except engagement in exercise (Figure 4.3, 

p.88). It was explained previously that engagement in exercise may have been influenced by 

participants’ participation in exercises prior to their joining the CDSMP groups (Table 4.5, 

p.69). As a result, the participants might not have benefited from receiving more social 

modeling in order to obtain further increases in engagement in exercises. Courneya et al. 

(2000) conducted a large scale telephone survey on healthy adults and found that social 

support was in fact more important than social norm in influencing intention for exercise. 

Subjective norm, which had a similar connotation as the social norm used, refers to how 

much others think a person should engage in a certain behavior. Support, on the other hand, 

refers to the encouragement of the significant others for an individual in engaging in 

exercises. 

Nevertheless, in this study, the levels and changes of the social norms were found to 

exert influences on the other types of self-management behaviors. It further substantiates the 

effects of CDSMP on increasing self-management behaviors probably due to attribution by 
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the group leaders (either professional or lay) and significant others. The design of the study 

unfortunately could not differentiate the differences in effects among these leaders and 

significant others. Further studies in this area are warranted. It is noteworthy that changes in 

social norm could have hindrance effects on changes in self-management behaviors. This was 

indicated in its negative relationships with cognitive symptom management (r=-0.864) 

(Figure 4.6, p.91) and tangible help-seeking (r=-0.970) (Figure 4.5, p.90). The findings 

concurs with those reported in other studies (Keefe et al., 1996; Radojevic et al., 1992; 

Strating et al., 2006) that too much help offered by others would lead to one’s dependence to 

deal with daily problems and help-seeking behavior could be subsequently reduced. On the 

contrary, the social norm effects were facilitative in the communication with professionals. 

This would be consistent with the nature of communication as a more supportive social 

environment that would provide a more positive context for communication with 

professionals. 

 

The Relevance of Stage of Change Model to Modification of Self-Management Behavior 

The present study also investigated the relevance of incorporating readiness to change 

when conceptualizing the outcomes of the six-week CDSMP. We found that the statistical 

change model based on the readiness-to-change theory was applicable to describe the 

changes observed in three of the four self-management behaviors. Several studies have 
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attempted to incorporate the construct of readiness to change explaining social cognitive 

phenomena. Carpenter et al. (2002) tried to place the construct of motivation to change (i.e. 

readiness to change) as a mediating factor in a model studying cocaine and alcohol use. The 

results did not support the notion that motivation to change was a mediating factor. In another 

study by Bledsoe (2005) tested readiness to change for explaining smoking cessation. The 

results also did not give support for the relevance of the model. 

The main difference between this study and these two studies is that readiness to 

change was used as the model for describing the change in the behaviors in substance abuse 

and smoking cessation whilst our study used readiness to change as a predictor of 

self-management behaviors as a result of engaging in an intervention. It seems a logical that 

readiness to change can be conceptualized as the underlying motivational mechanism that 

underpins behavioral change and that it requires more complicated mediating factors such as 

attitude, social norm and self-efficacy. 

Following this line of thinking, C-URICA was used to measure the strength of this 

predictor, i.e. readiness to change. The findings perhaps could shed light on why these have 

been controversial results in the predictive validity of URICA. For instance, Edens et al. 

(2000), Henderson et al. (2004) and Project Match Group (1997) supported the predictive 

validity of URICA, but Blanchard et al. (2003), Ledgerwood et al. (2005), Pantalon et al. 

(2002), Willoughby et al. (1996) and Wilson et al. (1997) did not. In summary, the change 
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model was found to significantly predict the initial level of participants’ cognitive symptom 

management behaviors. It could also predict the attitude toward the behaviors at the initial 

level for all the four self-management behaviors. The change model was also found to predict 

self-efficacy of communication with professionals. Perhaps two reasons could explain the 

inconsistent predictive validity of C-URICA. First, the test items in the C-URICA are related 

to general readiness to change, such as items #9 “我已成功處理我的問題，但我不肯定能否

獨力堅持下去。” and item #15 “我有一個問題，我真的想為它做一點事情。”, rather than 

a specific self-management behavior. The predictive validity obtained based on our CDSMP 

participants could have weakened the findings. Second, the intervention effects of CDSMP 

could also have “masked” the predictive ability of readiness-to-change construct as the group 

was originally designed for promoting behaviors and their related self-efficacy. 

Nevertheless, the results revealed that the change model is capable of predicting other 

variables, such as participants’ attitude toward behavior and self-efficacy of the 

self-management behaviors. This may suggest that the readiness-to-change construct could 

have a stronger predictive validity for psychological rather than behavioral parameters. If 

readiness to change is largely concerned with the motivations underlying the change, the 

attitudes and self-efficacy of the behaviors could have a much stronger relationships than 

with the behaviors.  

It was also found that readiness to change as reflected in the newly developed 
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C-URICA (Chan et al., 2007) did not change significantly across the six-week period (Table 

7). This finding would not be surprising as the CDSMP groups had a heavy component of 

skills demonstration and expected behaviors and hence reduced its focus on enhancing 

readiness to change. For example, the CDSMP did not have a session which addressed 

individual’s problem with engaging or needs for making changes. Another reason for 

non-significant changes in the readiness-to-change level across a six-week time is that the 

participants were regarded as reaching the decision-making and preparation stages (i.e. 

relatively high in both contemplation & action subscales) (McConnaughy et al., 1983 & 1989) 

at the beginning of the program. There was little motivation from CDSMP for further 

changes. Future research studies should look into these two areas by exploring the benefits of 

incorporating coaching sessions for further enhancing readiness to change and the differences 

in effects of CDSMP on high versus low readiness to change. 

Would the change model be appropriate for conceptualizing changes in 

self-management behaviors such as those brought by CDSMP? In spite of the small sample 

size involved in this study, the model fits seems to be consistent with the theoretical construct 

for explaining and predicting self-management behaviors. Its relationship with different 

psychological and behavioral parameters is found useful for enhancing the understanding of 

the change in self-management behaviors and explaining the effectiveness of the CDSMP. 

For example, as the initial level of attitude toward the behavior could lead to positive changes 
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in self-efficacy and hence improving participants’ communication with professional, group 

leaders of CDSMP could work closely with individual participants on communication right at 

the beginning of the program. The modeling also showed that techniques such as 

demonstration and modeling, which exert their influence based on the social norm 

perspective, could be effective for the final behavioral changes.  

 

The Change Model as New Knowledge in Health Psychology & Self-management 

The present study attempted to integrate social cognitive and Transtheoretical Models 

for explaining the changes in participants who went through a six-week self-management 

program for chronic diseases. This integration bridges gap in the transtheoretical model 

which has been criticized for lacking continuity when individuals are classified as within a 

certain stage of change in a health-related behavior (Armitage, 2006). The theoretical 

constructs used to bridge this gap are self-efficacy, attitudes towards the behaviors and social 

norm (theory of planned behavior) (Ajzen, 1991). The results of the study indicated that the 

combined model was capable of predicting the participants’ change in four self-management 

behaviors. In particular, the findings further suggested that under the theory of planned 

behavior (Ajzen, 1988 & 1991), self-efficacy largely exerted direct influences on the 

self-management behavior whereas social norm and attitude toward the behavior in contrast 

exerted indirect influences on the health outcome. The only exception to this pattern of 
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relationship is found on the gain in seeking tangible help behaviors, in which self-efficacy 

exerted its indirect influences via the participants’ attitude toward the behavior and social 

norm. These further suggest that the combined model is a fluid one for which the underlying 

processes and the capacity to predict would depend on the nature of the outcome behavior. 

The present study is one of the very few studies using latent change growth modeling 

to explore the dynamic relationship among social cognition variables across a six-week 

period in the context of changes in self-management behaviors. This modeling technique has 

the advantages of examining the relationships among the psychological and 

readiness-to-change variables within cross-sectional and across-time domains. Latent growth 

curve modeling has potential to be applied in other future health-related studies.  

 

Study Limitations & Future Studies 

The limitation of the pilot study validation process is that all the members of the 

review panel were occupational therapists. This would limit the perspective on reviewing the 

content of the test items since occupational therapists could not represent the perspectives of 

other professional disciplines such as medical officers, nurses, physiotherapist, social 

workers and clinical psychologists. Further, the study should include different disciplines, 

which have experiences working with people living with chronic diseases. This would also 

enhance the validity of the review results. 
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There are several limitations in the main study. First, the main shortcoming is the 

relatively small sample size and high attrition rate. This would attenuate the power of the 

data analyses used in the study, particular for LGCM model. Hence, interpretation of the 

results should be with caution. Second, there could be potential selection biases against the 

participants of this study. The biases are that the participants tended to score highest on the 

contemplation and action stages of change, suggesting high on readiness of change at the 

baseline. This probably explains the relatively restricted range in participants’ C-URICA 

profile. The results are that any significant changes in participants’ readiness of change 

throughout the six weeks could have been confounded. Further studies should use random 

sampling and participants in different stages of change. Third, the case-mix of participants 

with different physical and psychological chronic conditions had not been well-controlled. 

This might confound the results in terms of inconsistency in the relationship established 

between social influence and attitudes variables of the theoretical model. One way to achieve 

better consistency of the model is to have balanced number of participants with physical and 

psychological chronic conditions. Fourth, other psychological variables, such as injunctive 

norm and intention stipulated the Theory of Planned Behavior (Ajzen, 1991) and perceived 

barriers to action from Health Promotion Model (Srof et al., 2006) could have been 

incorporated into the hypothesized models in the study. Social norms with respect to  

CDSMP leaders, group members and significant others could be incorporated, which 



 128

further enrich the interpersonal influence from different people and have more 

comprehensive model to be tested in the study. 
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CHAPTER SIX 

CONCLUSION AND PRACTICAL IMPLICATIONS 

 

Introduction 

This chapter concludes the main findings of the present study based on the two 

objectives: (1) identifying the underlying mechanisms of behavioral and psychological 

changes across six- week period among Chinese CDSMP participants; and (2) investigating 

how the stage-of-change construct was associated with psychological and behavioral 

changes. 

This study revealed the mechanism underlying the changes in health-related 

self-management behaviors manifested by a group of participants who attended a six-week 

CDSMP. The results suggest that the hypothesized model presented at the beginning of this 

thesis (Figures 1 and 2) can by and large represent the conceptual model for describing the 

psychological and behavioral dynamics of the participants. The predictors-and-sequalae of 

change (Duncan et al., 1999) has offered the opportunity for exploring the validity of 

combining the stage-of-change construct into the Theory of Planned Behavior. The stage of 

change construct, as was theorized, could describe the ways which changes in the 

psychological aspect occur within the CDSMP participants. These changes in turn would lead 

to the subsequent behavioral change among the participants, i.e. the sequalae.  
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Change Mechanisms of Different Self-management Behaviors 

Among the four behavioral outcomes of self-management, self-efficacy has been 

demonstrated to be the key variable that can predict individuals’ behaviors both 

cross-sectionally and across time even though the mechanisms underlying these changes 

could have varied. Individuals’ engagement in exercise was found to have the simplest model 

when social norm did not play a significant role in influencing the behavioral changes. The 

social influences which were expected to arise from the professional and lay leaders were 

revealed to be less important role in the process. Individuals also appeared to differ in their 

preferences for the nature and intensity of the exercises.  

Cognitive symptom management and tangible help-seeking are shown to share a 

similar change mechanism right at the very beginning of the CDSMP process. In contrast 

with exercise engagement, self-efficacy exerted a direct influence on the outcomes of the two 

health-related behaviors. Individuals’ attitude and social norm were found to exert an indirect 

influence via self-efficacy on the behavioral outcomes. Furthermore, the changes in the social 

norm appeared to have a direct influence on the behaviors.  

The changes in individuals’ self-efficacy by the CDSMP can predict their changes in 

communicating with professionals. This was found to be opposite to that for cognitive 

symptom management in that the changes in the behaviors predicted individuals’ level of 

self-efficacy on that behavior.  
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Role of Stage of Change in CDSMP 

The stage of change construct was found to be useful for predicting the psychological 

changes in the CDSMP participants in particularly the tangible help-seeking and cognitive 

symptom management behaviors. Nevertheless, this study revealed that the prediction was 

more sensitive for psychological rather than behavioral factors. The findings suggest that the 

best way to use the stage of change measure is to predict individual’s potential for change at 

the beginning of CDSMP based on their attitude. The results suggest that stage-specific 

interventions can be provided in addition to CDSMP for enhancing such changes.  

 

Implications for Implementation of CDSMP 

The findings of the present study revealed a few shortfalls of the existing CDSMP for 

exercise engagement, cognitive symptom management, tangible help-seeking and 

communication with professionals. Changes can be made to different components of the 

program so as to further enhance its effectiveness. 

For exercise engagement, as self-efficacy was found to significantly predict 

self-management behavior (r=0.381), it is important for the program to continue emphasizing 

self-efficacy in its course contents. For instance, when setting goals for doing exercises, 

group leaders should continue to guide participant to set realistic goals. In contrast, since 

social influence was found not significantly related to exercise engagement, the role 
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modeling strategy employed by CDSMP from group leaders, group members or significant 

others may not as effective as one would expect.. It could be that the people with chronic 

conditions engaging in exercises would rely on their own preference or physical limitations 

rather than making references to what others had done. The results also reveal that changes of 

the attitudes relate significantly (r=0.924) to participants’ engagement in exercises. It is 

beneficial to incorporate discussion among the participants during which viewpoints toward 

exercise engagement can be exchanged. This would enhance the development of positive 

attitude toward the behavior. 

The implications on the cognitive symptom management of CDSMP are that there are 

fundamental differences in the format and nature between cognitive-based versus exercise 

based components. The findings of the study indicate that the relationship among the 

variables fro cognitive symptom management were different from those revealed for other 

types of self-management behavior. For instance, change of cognitive symptom management 

behavior was found to have direct but “reversed” influence on the self-efficacy (r=0.234). In 

other words, the participants tended to learn and employ mental techniques such as positive 

self-talk and mental imagery before they established the self-efficacy throughout the course 

of the CDSMP. In order to realign the effect of self-efficacy on changing the behaviors, it 

would be beneficial to emphasize the purposes of different. This would provide ample 

opportunity for practice under supervision before the actual practice by the participants 



 133

without supervision. This is believed to enable the participants to develop the appropriate 

level of self-efficacy before the actual implementation of the technique, and hence lower 

potential negative experiences in the future. The findings also reveal negative impact of the 

social influence on cognitive symptom management (r=-0.864). It is suggested that detailed 

guidelines be developed and incorporated into the existing protocol on how significant others 

could involve in facilitating support to the participants on pursuing cognitive symptom 

management. 

The findings from the LGCM suggest that participants with low self-efficacy in 

seeking tangible help would have high awareness of other’s engagement in the same 

behaviors, or vice versa. This is a very good piece of information to help CDSMP group 

leaders to differentiate participants with high / low self-efficacy in seeking tangible help. It is 

suggested that group leaders could review participants’ prior help-seeking style and 

self-efficacy level of each participant at the beginning of the CDSMP. Those who have 

already show high self-efficacy are likely to readily handle their own health-related problems, 

and they might not be benefited from receiving further information or training on this aspect. 

In contrast, too much information or training for this group could lead to negative attitudes 

towards seeking tangible help. For those who have not had prior experience on seeking 

tangible help, more opportunity should be given to enhance them to develop this self-efficacy 

and skills. The findings also suggest that the training should include more sharing of values 
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and methods in addition to the learning of specific skills among the group leaders and 

members. 

Contrast to tangible help-seeking and cognitive symptom management, social 

influence was revealed to have a positive effect on the behavior of communication with 

professionals (r=0.990). To further strengthen the effect of social influence in the CDSMP, 

group leaders should demonstrate and role model communication techniques to the and 

encourage rehearsal of the skills learned during the class with their significant others. The 

exchanges of the positive experiences of communicating with professionals should also be 

encouraged among the group members. 

As readiness to change was found significantly predict different self-management 

behaviors, i.e. tangible-help seeking and cognitive symptom management), it is 

recommended the inclusion of C-URICA as an assessment tool in the CDSMP. The test 

results of C-URICA would enable the group leaders to obtain a general profile on each 

participant’s readiness of learning and employing self-management skills during the six-week 

period. 

 
 

Practical Implications for Other Self-management Programs 
 

The current study reveals both changes of behavioral and psychological states of the 

participants after completing CDSMP. Particularly, psychological state include attitude, 
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self-efficacy and interpersonal contexts. The conceptual models established for each of the 

self-management behaviors (a total of 4) suggest the uniqueness of each behavior. This 

further prompts us to realign the importance of using different approaches and techniques for 

facilitating an individual to learn and adopt different self-management behaviors. At an 

individual level, the results support the notion that different individual would have different 

readiness strengths and weaknesses on learning and adopting the skills. This reflects a need 

to design more individual component in addition to the group-based program. We believe that 

the increase in uniqueness and individualized component could further improve the 

effectiveness of self-management programs for people with chronic diseases, which could 

help attenuating the burden of chronic diseases on the society. 
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Appendix Ia - Questionnaire for Evaluation of relevance and representativeness of the 
C-URICA 
 
Section A: Relevance 
 
Please circle the most appropriate stage of change in each item below in the URICA (Long 
Form). Please provide your comments when you are uncertain about matching the item with 
the appropriate stage. 
 
1. As far as I'm concerned, I don't have any problems that need changing. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
2. I think I might be ready for some self-improvement. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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3. I am doing something about the problems that had been bothering me. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
4. It might be worthwhile to work on my problem. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
5. I'm not the problem one. It doesn't make much sense for me to be here. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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6. It worries me that I might slip back on a problem I have already changed, so I am here to 
seek help. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
7. I am finally doing some work on my problem. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
8. I've been thinking that I might want to change something about myself. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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9. I have been successful in working on my problem but I'm not sure I can keep up the effort 
on my own. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
10. At times my problem is difficult, but I'm working on it. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
11. Being here is pretty much a waste of time for me because the problem doesn't have to do 
with me. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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12. I'm hoping that this place will help me to better understand myself. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
13. I guess I have faults, but there's nothing that I really need to change. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
14. I am really working hard to change. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 



 159

15. I have a problem and I really think I should work at it. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
16. I'm not following through with what I had already changed as well as I had hoped, and 
I'm here to prevent a relapse of the problem. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
17. Even though I'm not always successful in changing, I am at least working on my problem. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
18. I thought once I had resolved my problem I would be free of it, but sometimes I still find 
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myself struggling with it. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
19. I wish I had more ideas on how to solve the problem. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
20. I have started working on my problems but I would like help. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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21. Maybe this place will be able to help me. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
22. I may need a boost right now to help me maintain the changes I've already made. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
23. I may be part of the problem, but I don't really think I am. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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24. I hope that someone here will have some good advice for me. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
25. Anyone can talk about changing; I'm actually doing something about it. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
26. All this talk about psychology is boring. Why can't people just forget about their 
problems? 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 



 163

27. I'm here to prevent myself from having a relapse of my problem. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
28. It is frustrating, but I feel I might be having a recurrence of a problem I thought I had 
resolved. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
29. I have worries but so does the next guy. Why spend time thinking about them? 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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30. I am actively working on my problem. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
31. I would rather cope with my faults than try to change them. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
32. After all I had done to try to change my problem, every now and again it comes back to 
haunt me. 
 
Which stage of change does this questionnaire item represent? 
 
 PC C P A M 
 1 2 3 4 5 
 
Please comment whenever you are uncertain about matching the item with the appropriate 
stage. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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Section B: Representativeness 
 
Please circle the most appropriate rating that reflect how a set of questionnaire items in the 
URICA (Long Form) represent a particular stage of change, based on a five-point scale 
ranging from (1) poor to (5) excellent. Please provide your comments, justification, or 
suggestion under the open-ended portion of each item. 
 
A. How well do the following statements fully represent the precontemplation stage of 
change? 
 
1. As far as I'm concerned, I don't have any problems that need changing. 
 
5. I'm not the problem one. It doesn't make much sense for me to be here. 
 
11. Being here is pretty much a waste of time for me because the problem doesn't have to do 

with me. 
 
13. I guess I have faults, but there's nothing that I really need to change. 
 
23. I may be part of the problem, but I don't really think I am. 
 
26. All this talk about psychology is boring. Why can't people just forget about their 

problems? 
 
29. I have worries but so does the next guy. Why spend time thinking about them? 
 
31. I would rather cope with my faults than try to change them. 
 
 
Rating: 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify your choice when fair (1) or poor (2) is selected. 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
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B. How well do the following statements fully represent the contemplation stage of change? 
 
2. I think I might be ready for some self-improvement. 
 
4. It might be worthwhile to work on my problem. 
 
8. I've been thinking that I might want to change something about myself. 
 
12. I'm hoping that this place will help me to better understand myself. 
 
15. I have a problem and I really think I should work at it. 
 
19. I wish I had more ideas on how to solve the problem. 
 
21. Maybe this place will be able to help me. 
 
24. I hope that someone here will have some good advice for me. 
 
 
Rating: 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify your choice when fair (1) or poor (2) is selected. 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
 



 167

C. How well do the following statements fully represent the action stage of change? 
 
3. I am doing something about the problems that had been bothering me. 
 
7. I am finally doing some work on my problem. 
 
10. At times my problem is difficult, but I'm working on it. 
 
14. I am really working hard to change. 
 
17. Even though I'm not always successful in changing, I am at least working on my problem. 
 
20. I have started working on my problems but I would like help. 
 
25. Anyone can talk about changing; I'm actually doing something about it. 
 
30. I am actively working on my problem. 
 
 
Rating: 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify your choice when fair (1) or poor (2) is selected. 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
 



 168

D. How well do the following statements fully represent the maintenance stage of change? 
 
6. It worries me that I might slip back on a problem I have already changed, so I am here to 

seek help. 
 
9. I have been successful in working on my problem but I'm not sure I can keep up the effort 

on my own. 
 
16. I'm not following through with what I had already changed as well as I had hoped, and 

I'm here to prevent a relapse of the problem. 
 
18. I thought once I had resolved my problem I would be free of it, but sometimes I still find 

myself struggling with it. 
 
22. I may need a boost right now to help me maintain the changes I've already made. 
 
27. I'm here to prevent myself from having a relapse of my problem. 
 
28. It is frustrating, but I feel I might be having a recurrence of a problem I thought I had 

resolved. 
 
32. After all I had done to try to change my problem, every now and again it comes back to 

haunt me. 
 
 
Rating: 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify your choice when fair (1) or poor (2) is selected. 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
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Appendix Ib - Questionnaire for Evaluation of Equivalence and Fluency of the 
C-URICA 
 
Please circle the most appropriate rating in each item below in the questionnaire. Please 
justify for comments when your rating is poor (1) or fair (2). 
 
1. As far as I'm concerned, I don't have any problems that need changing. 
 就我所知，我沒有任何問題足以令我需要作出改變。 
 
(i) To what extent the words used in statement 1 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 1 of the Chinese version of the URICA (Long 
Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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2. I think I might be ready for some self-improvement. 
 我想我也許已準備好作出一些自我改善行動。 
 
(i) To what extent the words used in statement 2 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 2 of the Chinese version of the URICA (Long 
Form) are presented as fluently as the corresponding statement in the original version? 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
3. I am doing something about the problems that had been bothering me. 
 我現正為一向困擾我的難題做點事情。 
 
(i) To what extent the words used in statement 3 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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(ii) To what extent the words used in statement 3 of the Chinese version of the URICA (Long 
Form) are presented as fluently as the corresponding statement in the original version? 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
4. It might be worthwhile to work on my problem. 
 為我自己的問題而下一翻功夫，也許是值得的。 
 
(i) To what extent the words used in statement 4 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 4 of the Chinese version of the URICA (Long 
Form) are presented as fluently as the corresponding statement in the original version? 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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5. I'm not the problem one. It doesn't make much sense for me to be here. 
 我不是問題所在，我沒有多大理由來到這裡。 
 
(i) To what extent the words used in statement 5 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 5 of the Chinese version of the URICA (Long 
Form) are presented as fluently as the corresponding statement in the original version? 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
6. It worries me that I might slip back on a problem I have already changed, so I 

am here to seek help. 
 因為我擔心我的問題或許會重現，所以我在這裡尋求協助。 
 
(i) To what extent the words used in statement 6 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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(ii) To what extent the words used in statement 6 of the Chinese version of the URICA (Long 
Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
7. I am finally doing some work on my problem. 
 最終，我正在我的問題上下一翻功夫。 
 
(i) To what extent the words used in statement 7 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 7 of the Chinese version of the URICA (Long 
Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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8. I've been thinking that I might want to change something about myself. 
 我一直想，也許我希望改變一下自己。 
 
(i) To what extent the words used in statement 8 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 8 of the Chinese version of the URICA (Long 
Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
  
9. I have been successful in working on my problem but I'm not sure I can keep 

up the effort on my own. 
 我已成功處理我的問題，但我不清楚能否獨力堅持下去。 
 
(i) To what extent the words used in statement 9 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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(ii) To what extent the words used in statement 9 of the Chinese version of the URICA (Long 
Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
10. At times my problem is difficult, but I'm working on it. 
 縱使很多時候我的問題不易解決，但我仍努力去下一翻功夫。 
 
(i) To what extent the words used in statement 10 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 10 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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11. Being here is pretty much a waste of time for me because the problem doesn't 

have to do with me. 
 因為問題並不是由我而出，所以我覺得處身於這裡是浪費我的時間。 
 
(i) To what extent the words used in statement 11 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 11 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
12. I'm hoping that this place will help me to better understand myself. 
 我希望到這裡能可使我更加了解我自己。 
 
(i) To what extent the words used in statement 12 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
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Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 12 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
13. I guess I have faults, but there's nothing that I really need to change. 
 我猜想我會犯錯，不過我認為沒有改變的必要。 
 
(i) To what extent the words used in statement 13 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 13 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
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Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
14. I am really working hard to change. 
 我真的非常努力地作出改變。 
 
(i) To what extent the words used in statement 14 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 14 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
15. I have a problem and I really think I should work at it. 
 我有一個問題，我真的認為應該為它下一翻功夫。 
 
(i) To what extent the words used in statement 15 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
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_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 15 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
16. I'm not following through with what I had already changed as well as I had 

hoped, and I'm here to prevent a relapse of the problem. 
 並沒有為我所改變的或所期望的堅持下去，而我到這裡是為了避免重蹈複

徹。 
 
(i) To what extent the words used in statement 16 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 16 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
17. Even though I'm not always successful in changing, I am at least working on 
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my problem. 
 縱使我並不是經常成功地改變，但是至少正在為問題下一翻功夫。 
 
(i) To what extent the words used in statement 17 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 17 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 



 181

 
18. I thought once I had resolved my problem I would be free of it, but sometimes I 

still find myself struggling with it. 
 我曾經認為我一旦解決了我的問題，就會無後顧之憂，但有時我仍覺得自己

為它掙扎著。 
 
(i) To what extent the words used in statement 18 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 18 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
19. I wish I had more ideas on how to solve the problem. 
 我希望我有多些解決問題的頭緒。 
 
(i) To what extent the words used in statement 19 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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(ii) To what extent the words used in statement 19 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
20. I have started working on my problems but I would like help. 
 雖然我已開始為自己的問題下一些功夫，但我希望得到幫助。 
 
(i) To what extent the words used in statement 20 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 20 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
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Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
21. Maybe this place will be able to help me. 
 或許我會在這裡得到幫助。 
 
(i) To what extent the words used in statement 21 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 21 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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22. I may need a boost right now to help me maintain the changes I've already 

made. 
 或許我需要一股推動力來幫我維持我已作出的改變。 
 
(i) To what extent the words used in statement 22 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 22 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
23. I may be part of the problem, but I don't really think I am. 
 或許我自己是問題的一部份，但我並不這樣認為。 
 
(i) To what extent the words used in statement 23 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
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Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 23 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
24. I hope that someone here will have some good advice for me. 
 我希望這裡會有人給我一些有用的建議。 
 
(i) To what extent the words used in statement 24 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 24 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
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Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
25. Anyone can talk about changing; I'm actually doing something about it. 
 任何人都可談及求變，我實際上正在做著同樣的事情。 
 
(i) To what extent the words used in statement 25 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 25 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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26. All this talk about psychology is boring. Why can't people just forget about 

their problems? 
 所有與心理有關的討論都是沉悶的，為何人們不能忘記他們的問題？ 
 
(i) To what extent the words used in statement 26 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 26 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
27. I'm here to prevent myself from having a relapse of my problem. 
 我到這裡是為了避免故態復萌的情況。 
 
(i) To what extent the words used in statement 27 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 



 188

Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 27 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
28. It is frustrating, but I feel I might be having a recurrence of a problem I 

thought I had resolved. 
 我感到挫敗，而我覺得一個我以為已解決的問題，可能會再次發生。 
 
(i) To what extent the words used in statement 28 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 28 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
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Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
29. I have worries but so does the next guy. Why spend time thinking about them? 
 我有憂慮，其他過來人亦有。為何花時間去想呢？ 
 
(i) To what extent the words used in statement 29 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 29 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
30. I am actively working on my problem. 
 我正積極處理我的問題。 
 
(i) To what extent the words used in statement 30 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 



 190

_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 30 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
31. I would rather cope with my faults than try to change them. 
 我寧願去忍受我的缺點，也不會嘗試把它改變。 
 
(i) To what extent the words used in statement 31 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 31 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
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Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
32. After all I had done to try to change my problem, every now and again it comes 

back to haunt me. 
 經過我盡力去嘗試改變問題後，它仍不時纏擾著我。 
 
(i) To what extent the words used in statement 32 of the Chinese version of the URICA (Long 
Form) are equivalent to the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
(ii) To what extent the words used in statement 32 of the Chinese version of the URICA 
(Long Form) are presented as fluently as the corresponding statement in the original version? 
 
 Poor Fair Good Very Good Excellent 
 1 2 3 4 5 
 
Please justify for your choice. 
_____________________________________________________________________ 
_____________________________________________________________________ 
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APPENDIX II - Informed Consent (Chinese) 
 

「身心力行」課程參加者心理轉變研究 
參與研究同意書 

研究題目 
「身心力行」課程對參加者之心理轉變因素研究 
 
研究員 
社區復康網絡成員：陳潔儀姑娘、 劉秀瓊姑娘 
理工大學成員：陳子頌先生、陳智軒博士、蕭敏康博士 
 
研究目的 
香港復康會社區復康網絡及香港理工大學康復治療科學系正合作舉行一項「身心力行」

課程研究項目，其目的是更深入了解患有長期病患的參加者，在完成「身心力行」課程

時的心理及行為方面的轉變。你的參與可以令課程日後得以進一步的改善，令其他患有

慢性健康問題的人士受益。 
 
研究內容 
當你參加「身心力行」課程研究後，你分別需要在第一、四及六堂中，完成三次的問卷

調查。為免影響課堂的進度，請你在第一、四及六堂開始前半小時到達課堂舉行的地點，

以便填寫問卷。屆時將會有研究員在場解答你的問題。請你盡量在半小時填寫問卷，若

未能完成，請你把問卷帶回家填寫。在隨後的一周裡，研究員會以電話的方式，協助你

完成整份問卷。於下一堂開始前，參加者將完成的問卷交給研究員 / 課程組長。所有

願意接受課程評估的參加者，除不用繳付$100 費用，更能獲贈「身心力行」課程的參

考書「實踐健康生活」及「調養時刻」鬆弛練習 CD 各一套。 
 
同意聲明 
本人 ________________ 已透過研究員解釋是項研究的目的，並願意參與。本人明白有

權於任何時候退出參與研究而不會被受到處罰或歧視，而本人亦明白是項研究並不存有

危害性。此外，我明白本人個人資料將不會向本研究以外之人士公開，並且我的姓名或

照片將不會出現於任何研究報告內。所有資料將會於研究完成後銷毀。 
 
本人可分別致電 9745     向研究員陳子頌先，或致電 2772     劉秀瓊小姐查詢本研

究事項。 
 
參加者簽署：____________________ 日期：____________________ 
 
見證人簽署：____________________ 日期：____________________ 
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Appendix III – Contents of the CDSMP 
 
 Week 1 Week 2 Week 3 Week 4 Week 5 Week 6 

Self-management and Chronic Disease       

Action Plan       
Relaxation / Cognitive Symptom 

Management Technique 

      

Feedback / Problem Solving       
Anger / Fear / Frustration       

Exercise       

Breathing Technique       

Fatigue       

Nutrition       

Use of Community Resources       

Communication       

Use of medications       

Decision Making       

Depression       

Communication with Health Professionals       

Cooperation with Health Professionals       

Future Plan       
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APPENDIX IVa – Questionnaire on Demographic Data (Chinese) 
 
第一部分 : 個人資料 
 
這問卷是希望了解你在處理日常生活事項時的方法及感受。你們填寫的資料只會用作本

研究用途，內容絕對保密，請你們放心填寫。 
 
姓名 : ________________   日期 : ________________ 
 
1. 年齡 □ 1.  9-15  □ 5.  45-54 
  □ 2.  16-24  □ 6.  55-64 
  □ 3.  25-34  □ 7.  65 歲或以上 
  □ 4.  35-44 
 
2. 性別 □ 1.男 □ 2.女 
    
3. 婚姻狀況 □ 1.未婚 □ 2.已婚 □ 3.分居／離婚 

  □ 4.喪偶 □ 5.其他  __________________ 
 
4. 教育程度 □ 1.小學程度或以下 
  □ 2.小學畢業 
  □ 3.中學程度 
  □ 4.中學畢業 
  □ 5.預科 
  □ 6.大專／大學或以上 
 
5. 就業情況 

□ 1. 失業／沒有工作 
□ 2. 兼職工作，你的工作是_________________ 

□ 3. 全職工作，你的工作是_________________ 
□ 4. 學生 
□ 5. 家庭主婦 
□ 6. 退休 

 
6.  每月家庭收入（包括：薪金、傷殘津貼、退休金、家人和朋友供給及其他福利） 
 □ 1. 少於 $10,000 

□ 2. $10,000 - $19,999 
□ 3. $20,000 - $29,999 
□ 4. $30,000 - $39,999 
□ 5. $40,000 - $49,999 
□ 6. $50,000 - $59,999 
□ 7. $60,000 - $69,999 
□ 8. 超 過 $70,000 
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7. 家庭同住人數 :  ________________人 (包括你本人在內) 
 
 
有 關 病 況 的 資 料 
 
8. 你患病有多久？_________________年     
 
9. 現時你有沒有去定期覆診（西醫）？ 
 □ 1. 沒有 
 □ 2. 有，請問你現時在那裡覆診？請圈出覆診地點：醫院／專科診所／私家醫生 
 
10. 你是否病人自助組織的會員？ 
    □ 1. 是 
    □ 2. 否 
 
 
11. 在過去一個月內，平均來說，你有幾唔舒服呢？（請圈出正確答案） 
      
完全沒

有 
               差到難以想像 

 1 2 3 4 5 6 7 8 9 1
0 

1
1 

1
2 

1
3 

1
4 

1
5 

1
6 

1
7 

1
8 

1
9 

2
0 

 
 
12. 在過去一個月內，你最唔舒服的情況有幾嚴重呢？（請圈出正確答案）                 
      
完全沒

有 
               差到難以想像 

 1 2 3 4 5 6 7 8 9 1
0 

1
1 

1
2 

1
3 

1
4 

1
5 

1
6 

1
7 

1
8 

1
9 

2
0 

 
 
13. 在過去一個月內，你的唔舒服或痛楚感覺有幾經常出現？（只圈出一個答案） 
      

完全沒有…………………. 0 
一或兩次…………………. 1 
數次………………………. 2 
頗為經常…………………. 3 
十分經常…………………. 4 
每一天或幾乎每一天……. 5 

 
 
14. 在過去一個月內，一般來說，你有幾唔舒服 ？（只圈出一個答案） 
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完全沒有…………………. 0 
十分輕微…………………. 1 
輕微………………………. 2 
普通………………………. 3 
嚴重………………………. 4 
非常嚴重…………………. 5 

 
15. 在過去一個月內，當你有唔舒服時，會維持多久？（只圈出一個答案） 
 

完全沒有…………………. 0 
幾分鐘……………………. 1 
數分鐘至一小時………… 2 
數小時……………………. 3 
一或兩日…………………. 4 
超過兩日…………………. 5 

 
 
16. 在過去一個月內，你有幾多時間係 ….（請在每條問題後圈出最貼切的答案） 
 

 完

全

沒

有 

很

少

時

間 

有

時 
都

幾

多 

很

多 
全

部

時

間 
1. 感到筋疲力盡  0 1 2 3 4 5 
2. 充滿能量 0 1 2 3 4 5 
3. 感到疲累 0 1 2 3 4 5 
4. 有精神做你想做的事情 0 1 2 3 4 5 
5. 感到精力充沛                          0 1 2 3 4 5 

 
         
17. 一般來說，你認為自己的健康狀況是 …..（只圈出一個答案） 
 

極佳……………………….. 1 
非常好…………………….. 2 
好………………………….. 3 
普通……………………….. 4 
惡劣……………………….. 5 

 
18. 在過去六個月內，你有冇去睇醫生（精神科醫生除外）？（留院期間見醫生不計） 
 

【 】1. 沒有     【 】2. 有，   總共多少次  ____________ 
 

19. 在過去六個月內，你有冇見過下列的醫療專業人士？（留院期間次數不計） 
 

     1.精神科醫生  【 】1.沒有 【 】2.有，總共多少次__________ 
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     2.心理學家或心理輔導員【 】2.沒有 【 】2.有，總共多少次_________ 
 
 
20. 過去六個月內，你有冇見過下列醫療專業人士？（留院期間次數不計） 
            
 1. 社康護士     【 】1.沒有 【 】2.有，總共多少次__________ 
 2. 物理／職業治療師   【 】1.沒有 【 】2.有，總共多少次__________ 
 
21. 在過去六個月內，你有冇去過急症室嗎？ 
 

【 】1.沒有  【 】2.有，總共多少次：________________ 
往急症室的原因：________________ 

 
22. 在過去六個月內，你總共留院（有過夜的）多少次？共多少晚？ 
 

【 】1.沒有  【 】2.有，總共多少次：______＿＿＿＿__ 

總共多少晚： _______________＿＿ 
留院原因： _________________＿＿ 
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APPENDIX IVb – Self-management Behavior Questionnaire (SMBQ) 
 

第二部分 : 自我管理行為測量表 
 
1. 在過去一星期，你總共用了多少時間（整個星期計）進行以下活動？ (請於每一項

圈出一個答案 ) 
 完

全

沒

有

進 
行 

一

星

期

少

於

三

十

分

鐘 

一

星

期

三

十

至

六

十

分

鐘 

一

星

期

一

至

三

小

時 

一

星

期

多

於

三

小

時 

1.1 伸展或肌肉鍛練運動  0 1 2 3 4 
1.2 步行運動 0 1 2 3 4 
1.3 游泳或水中運動 0 1 2 3 4 
1.4 騎單車（包括健身單車） 0 1 2 3 4 
1.5 使用運動器材進行運動（例如: 啞鈴、踏步機、划艇機） 0 1 2 3 4 
1.6 其他帶氧運動 (例如，跑步、打波、游水)， 

請註明：_______________ 
0 1 2 3 4 
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2. 當你感到沮喪、痛楚、或不開心時，你會有幾常做以下的事情呢？(請於每一項圈出

一個答案 ) 
 

  永

遠

不

會 

幾

乎

不

會 

有

時

會 

頗

為

常

會 

時

常

會 

時

刻

都

會 

2.1 嘗試不理會唔舒服的感覺，當它不屬於身體的一部分   0 1 2 3 4 5 
2.2 當這些是普通感覺，如：熱、凍、痺等  0 1 2 3 4 5 
2.3 玩遊戲或唱歌，令自己唔去想唔舒服的感覺 0 1 2 3 4 5 
2.4 進行肌肉鬆弛練習 (有系統地收緊、放鬆肌肉) 0 1 2 3 4 5 
2.5 進行意像鬆弛練習 (例如：想像自己去一個舒適的地方) 0 1 2 3 4 5 
2.6 對自己說一些積極及正面的說話 0 1 2 3 4 5 

 
 
3. 在過去一星期，你總共花了多少時間進行鬆弛或紓緩壓力活動 (例如：進行意像鬆

弛或肌肉鬆弛練習？（請在【 】內加上 號） 
 
  【 】1. 完全沒有     
  【 】2. 有， 進行了多少時間 ？ ˍˍˍˍˍ (分鐘) 
       進行那種鬆弛活動？ ˍˍˍˍˍˍˍˍˍˍˍˍˍˍˍˍˍˍˍˍˍ 
 
 
4. 在過去六個月內，你有冇搵其他資源 (家人及朋友除外) 幫你做以下的事呢？（請於

每一項圈出一個答案 ) 
  是 否 
4.1 家居清潔 １ ２ 
4.2 打理盆栽 １ ２ 
4.3 家居維修 １ ２ 
4.4 準備飯餐 １ ２ 
4.5 個人衛生 １ ２ 
4.6 雜務處理(例如去銀行、交水費) １ ２ 
4.7 護送或接送 １ ２ 
4.8 情緒支援或輔導 １ ２ 

 
5. 除了本課程外，在過去六個月內，你有冇參加一些與你的健康問題有關的課程、講

座或互助小組？（請在【  】內加上  號） 
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【 】1.完全沒有 【 】2.有  如果「有」，在過去六個月內，

你 
共參加了多少時間？ ˍˍˍ 

小時 
 
6. 在過去六個月內，你有冇參加任何有系統的運動練習班 ？（請在【 】內加上  號） 
 （例如: 步行班、健康舞班，或者水療練習班） 
 

【 】1.完全沒有 【 】2.有  如果「有」，在過去六個月內，

你 
共參加了多少時間？ ˍˍˍ 

小時 
 
7. 當你見醫生時，你會有幾常做以下的事情呢？（請於每一項圈出一個答案 ) 
 

  永

遠

不

會 

幾

乎

不

會 

有

時

會 

頗

為

常

會 

時

常

會 

時

刻

都

會 
7.1 預先把要提出的問題列成清單？  0 1 2 3 4 5 
7.2 對療程上不明白或你想知的方面向醫生查詢？ 0 1 2 3 4 5 
7.3 與醫生商討與你病情有關的的私人問題？ 0 1 2 3 4 5 

 



 201

APPENDIX IVc –Self-Efficacy (SE) Questionnaire (Chinese) 
 

第三部分 : 自我控制病情功效 

1. 如果要你去做以下的事情，你會有幾大信心去做呢？就每一條問題，請按你現時對

於能夠定期做這些活動的信心程度，填上分數。 
 
你感到有多少信心 …… 
1.1 每星期進行三至四次伸展或肌肉鍛練運動?（例如: 柔軟體操，使用啞玲的練力運動

等） 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
1.2 每星期進行三至四次帶有氧運動？(例如: 步行、游泳或騎單車) 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
1.3 在去做運動後不會令病情惡化？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
1.4 從社區獲取你所患疾病的資料？ 

 
完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
1.5 在有需要時，從家人及朋友處獲得幫助？（例如: 一般家務如購物、煮食或接送等） 

 
完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
1.6 從家庭及朋友處得到情緒支援？（例如: 聆聽和傾訴問題） 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
1.7 如有需要，從朋友及家人以外得到情緒支援？ 
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完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
1.8. 如有需要，從朋友及家人以外得到協助，進行一般雜務？（例如 : 家居打掃、園

務、 
膳食安排或個人衛生清理） 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
1.9 向醫生詢問你關心的病情的問題？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
1.10 與醫生討論任何與病情有關的個人問題？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
1.11 與你的醫生一起處理彼此間出現的分歧？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
2. 如果你要去做以下的事情，你會有幾大信心去做呢？就每一條問題，請按你現時對

於能夠定期做這些活動的信心程度，填上分數。 
                 
你感到有多少信心 ….. 
2.1. 在患病期間，你會定期做一些事情或參與一些活動藉以控制病情？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
2.2. 判斷在病情出現變化時，何時需找醫生診治？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 
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2.3. 做不同的事情或活動以控制病情，從而減低看醫生的需要？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
2.4. 減輕因病情而產生的情緒困擾，以致它不會影響你的日常生活？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
2.5. 除服藥外，同時用其他方法，減低病情對日常生活的影響？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3. 如果你要去做以下的事情，你會有幾大信心去做呢？就每一條問題，請按你現時對

於能夠定期做這些活動的信心程度，填上分數。 
 
你感到有多少信心 ….. 
 
3.1 就算健康有問題，仍能完成家務？ (例如: 吸塵及打掃) 

 
完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.2. 就算健康有問題，仍能完成一切雜務？ 

 
完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.3. 就算健康有問題，仍能出外購物？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.4. 繼續自己的嗜好及娛樂？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.5. 繼續與朋友及家人做你喜愛的活動？（例如: 探訪及康樂活動） 
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完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.6. 減少身體上不適或痛楚感覺？ 

 
完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.7 不被病情引致的疲乏，妨礙你去做想做的事情？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.8 不被唔舒服或痛楚妨礙你去做想做的事情？ 

 
完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.9 不被其他症狀或健康問題，妨礙你去做想做的事情？ 

 
完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.10 控制症狀或其他健康問題，而不會妨礙你去做想做的事情？ 

 
完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.11 避免讓氣促情況，妨礙你去做想做的事情？ 

 
完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.12 當無論做些什麼也沒有分別，不會感到灰心？ 

 
完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.12 避免在情緒低落時感到傷悲或氣餒？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 
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3.14 避免讓自己感到孤獨？ 
 

完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.15 當感到孤獨時，會嘗試做一些事情讓自己感覺好些？ 

 
完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.16 當感到灰心時，會嘗試做一些事情讓自己感覺好些？ 

 
完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 

 
3.17 當感到傷悲或情緒低落時，會嘗試做一些事情讓自己感覺好些？ 

 
完全沒有信心 1 2 3 4 5 6 7 8 9 10 絕對有信心 
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APPENDIX IVd –Chinese and English Versions of University of Rhode Island Change 
Assessment (C-URICA) 
 
第四部份：改變意向問卷  
 
這問卷的目的是希望了解你作出改變行動的意向。以下每一項會問及你對接受治療及解

決生活上問題的看法。請在以下每一項中以剔號（ ）選出最適當的答案來指出對該項

的同意程度。以下問卷中的「這裡」是指本課程。此外，當中的「問題」是指你的長期

病患所帶來的切身的問題。 
長期病患所帶來的切身的問題是：______________________________________________ 
 非

常
不
同
意 

不
同
意 

不
確
定 

同
意 

非
常
同
意 

1. 就我所知，我沒有任何問題足以令我需要作出

改變。 
     

2. 我想我已準備好作出一些自我改善行動。 
 

     

3. 我現正處理一向困擾我的問題。 
 

     

4. 為我自己的問題而做一點事情，也許是值得的。     
5. 我沒有問題，我沒有多大理由來到這裡。 
 

     

6. 因為我擔心已改變的問題或許會重現，所以我

在這裡尋求協助。 
     

7. 我最終在我的問題上下一番功夫。 
 

     

8. 我一直想，也許我希望改變一下自己。 
 

     

9. 我已成功處理我的問題，但我不肯定能否獨力

堅持下去。 
     

10. 很多時候我的問題不易解決，但我正在努力去

下一番功夫。 
     

11. 因為我沒有問題，所以我來到這裡是浪費時間

的。 
     

12. 我希望到這裡能使我更了解自己。 
 

     

13. 我猜想我有犯錯，不過我真的沒有改變的必要。     
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14. 我真的非常努力地作出改變。 
 

     

15. 我有一個問題，我真的想為它做一點事情。 
 

     

16. 我並沒有為我已作出的及預期的改變堅持下

去，所以我到這裡是為了避免問題再次發生。

     

17. 縱使我並不是經常成功地作出改變，但是我至

少正在為問題下一番功夫。 
     

18. 我曾經認為我的問題一旦解決了就會無後顧之

憂，但有時我覺得自己仍為它掙扎著。 
     

19. 我希望我有多些解決問題的頭緒。 
 

     

20. 雖然我已開始為自己的問題下一番功夫，但我

希望得到幫助。 
     

21. 或許我會在這裡得到幫助。 
 

     

22. 或許我需要一股推動力來幫我維持已作出的改

變。 
     

23. 或許我是問題的一部份，但我真的認為不是這

樣。 
     

24. 我希望這裡會有人給我一些好的建議。 
 

     

25. 任何人都說改變，而我實際上正做著一些事情。     
26. 所有談及有關心理的話題都是沉悶的，為何人

們不能不理會他們的問題？ 
     

27. 我到這裡是為了避免問題再次發生的情況。 
 

     

28. 雖然這是令人沮喪的，但我得承認一個我以為

已解決的問題會再次發生。 
     

29. 我有憂慮，其他人亦有。為何花時間去想呢？      
30. 我正積極處理我的問題。 
 

     

31. 我寧願去忍受我的缺點，也不會嘗試把它改變。     
32. 經過我盡力去嘗試處理問題後，它仍不時纏擾

著我。 
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This questionnaire is to help us improve services. Each statement describes how a person 
might feel when starting therapy or approaching problems in their lives. Please indicate the 
extent to which you tend to agree or disagree with each statement. In each case, make your 
choice in terms of how you feel right now, not what you have felt in the past or would like to 
feel. "Here" refers to the place of treatment or the program. 

 

 
Strongly 

D
isagree 

D
isagree 

U
ndecided 

A
gree 

Strongly 

A
gree 

1. As far as I'm concerned, I don't have any 
problems that need changing. 

P      

2. I think I might be ready for some 
self-improvement. 

C      

3. I am doing something about the problems that 
had been bothering me. 

A      

4. It might be worthwhile to work on my problem. C      

5. I'm not the problem one. It doesn't make much 
sense for me to be here. 

P      

6. It worries me that I might slip back on a 
problem I have already changed, so I am here to 
seek help. 

M      

7. I am finally doing some work on my problem. A      

8. I've been thinking that I might want to change 
something about myself. 

C      

9. I have been successful in working on my 
problem but I'm not sure I can keep up the effort 
on my own. 

M      

10. At times my problem is difficult, but I'm 
working on it. 

A      

11. Being here is pretty much a waste of time for 
me because the problem doesn't have to do with 
me. 

P      

12. I'm hoping that this place will help me to better 
understand myself. 

C      

13. I guess I have faults, but there's nothing that I 
really need to change. 

P      

14. I am really working hard to change. A      



 209

15. I have a problem and I really think I should 
work at it. 

C      

16. I'm not following through with what I had 
already changed as well as I had hoped, and I'm 
here to prevent a relapse of the problem. 

M      

17. Even though I'm not always successful in 
changing, I am at least working on my problem.

A      

18. I thought once I had resolved my problem I 
would be free of it, but sometimes I still find 
myself struggling with it. 

M      

19. I wish I had more ideas on how to solve the 
problem. 

C      

20. I have started working on my problems but I 
would like help. 

A      

21. Maybe this place will be able to help me. C      

22. I may need a boost right now to help me 
maintain the changes I've already made. 

M      

23. I may be part of the problem, but I don't really 
think I am. 

P      

24. I hope that someone here will have some good 
advice for me. 

C      

25. Anyone can talk about changing; I'm actually 
doing something about it. 

A      

26. All this talk about psychology is boring. Why 
can't people just forget about their problems? 

P      

27. I'm here to prevent myself from having a relapse 
of my problem. 

M      

28. It is frustrating, but I feel I might be having a 
recurrence of a problem I thought I had 
resolved. 

M      

29. I have worries but so does the next guy. Why 
spend time thinking about them? 

P      

30. I am actively working on my problem. A      

31. I would rather cope with my faults than try to 
change them. 

P      

32. After all I had done to try to change my 
problem, every now and again it comes back to 
haunt me. 

M      
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APPENDIX IVe – Attitude Towards Behaviors Questionnaire (ATBQ) (Chinese) 

第五部份：行為態度問卷 

你對以下每項活動有什麼的看法呢？就以下每一項的活動，請你在每一對的形容詞之間

圈出（○）你現時對該項活動的態度。例如：在「有害的」及「有益的」的一對形容詞

中，“1” 代表該活動是有害的，而 “7” 代表活動是有益的，“4”代表你的態度中立。如

此類推。 
 
1. 當你感到沮喪、痛楚、或不開心時，玩遊戲或唱歌，令自己唔去想唔舒服的感覺 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
2. 定期作適量的肌肉鍛練運動 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
3. 當你見醫生時，預先把要提出的問題列成清單 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 
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4. 參加任何有系統的運動練習班 （例如: 步行班、健康舞班，或者水療練習班） 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
5. 定期作適量的有氧運動 (例如，跑步、打波、游水) 請註明：_______________ 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
6. 定期作適量的使用運動器材進行運動（例如: 啞鈴、踏步機、划艇機） 
請註明：_______________ 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
7. 定期作適量的游泳或水中運動 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 
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8. 當你感到沮喪、痛楚、或不開心時，嘗試不理會唔舒服的感覺，當它不屬於身體的

一部分   

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
9. 定期作適量的騎單車（包括健身單車） 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
10. 當你見醫生時，與醫生商討與你病情有關的的私人問題 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
11. 當你感到沮喪、痛楚、或不開心時，進行肌肉鬆弛練習 (有系統地收緊、放鬆肌肉) 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 
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12. 定期作適量的步行運動 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
13. 當你感到沮喪、痛楚、或不開心時，當這些是普通感覺，如：熱、凍、痺等 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
14. 定期作適量的伸展運動 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
15. 當你感到沮喪、痛楚、或不開心時，進行意像鬆弛練習 (例如：想像自己去一個舒

適的地方) 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 
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16. 參加一些與自己的健康問題有關的課程、講座或互助小組 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
17. 當你感到沮喪、痛楚、或不開心時，對自己說一些積極及正面的說話 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
18. 當你見醫生時，對療程上不明白或你想知的方面向醫生查詢 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 

 
19. 當處理家務（如家居清潔、打理盆栽、家居維修、準備飯餐、個人衛生、雜務處理、

護送或接送、情緒支援或輔導）有困難時，搵其他資源 (家人及朋友除外) 幫你 

有害的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有益的 

沒有價值的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 有價值的 

舒適的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不舒適的 

有趣味的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 無趣味的 

好的 1 ——— 2 ——— 3 ——— 4 ——— 5 ——— 6 ——— 7 不好的 
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APPENDIX IVf –Social Norm Questionnaire (SNQ) (Chinese) 
(Note that the items concerning social norms from group leaders or members were excluded 
in the first administration.) 
 
你認識的人進行以下的活動的情況如何？就每一個項目，請你剔出（ ）一個最適合反

映你認識不同的人現時進行以下的活動的情況。“1”代表「完全不做」，“7”代表「經常

會做」。 
 
活動一：定期作適量的游泳或水中運動 

 完全不做    經常會做 
1. 對我重要的人進行活動一 1  2  3  4  5  6  7   
2. 課程組員進行活動一 1  2  3  4  5  6  7   
3. 課程組長進行活動一 1  2  3  4  5  6  7   
 
活動二：參加任何有系統的運動練習班 （例如: 步行班、健康舞班，或者水療練習班） 

 完全不做    經常會做 
1. 對我重要的人進行活動二 1  2  3  4  5  6  7   
2. 課程組員進行活動二 1  2  3  4  5  6  7   
3. 課程組長進行活動二 1  2  3  4  5  6  7   
 
活動三：定期作適量的步行運動 

 完全不做    經常會做 
1. 對我重要的人進行活動三 1  2  3  4  5  6  7   
2. 課程組員進行活動三 1  2  3  4  5  6  7   
3. 課程組長進行活動三 1  2  3  4  5  6  7   
 
活動四：定期作適量的有氧運動 (例如，跑步、打波、游水) 請註明：_______________ 

 完全不做    經常會做 
1. 對我重要的人進行活動四 1  2  3  4  5  6  7   
2. 課程組員進行活動四 1  2  3  4  5  6  7   
3. 課程組長進行活動四 1  2  3  4  5  6  7   
活動五：當你感到沮喪、痛楚、或不開心時，對自己說一些積極及正面的說話 

 完全不做    經常會做 
1. 對我重要的人進行活動五 1  2  3  4  5  6  7   
2. 課程組員進行活動五 1  2  3  4  5  6  7   
3. 課程組長進行活動五 1  2  3  4  5  6  7   
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活動六：定期作適量的使用運動器材進行運動（例如: 啞鈴、踏步機）請註明：

___________ 
 完全不做    經常會做 

1. 對我重要的人進行活動六 1  2  3  4  5  6  7   
2. 課程組員進行活動六 1  2  3  4  5  6  7   
3. 課程組長進行活動六 1  2  3  4  5  6  7   
 
活動七：當你感到沮喪、痛楚、或不開心時，玩遊戲或唱歌，令自己唔去想唔舒服的感

覺 
 完全不做    經常會做 

1. 對我重要的人進行活動七 1  2  3  4  5  6  7   
2. 課程組員進行活動七 1  2  3  4  5  6  7   
3. 課程組長進行活動七 1  2  3  4  5  6  7   
 
活動八：當你感到沮喪、痛楚、或不開心時，當這些是普通感覺，如：熱、凍、痺等  

 完全不做    經常會做 
1. 對我重要的人進行活動八 1  2  3  4  5  6  7   
2. 課程組員進行活動八 1  2  3  4  5  6  7   
3. 課程組長進行活動八 1  2  3  4  5  6  7   
 
活動九：當你感到沮喪、痛楚、或不開心時，進行意像鬆弛練習 (例如：想像自己去一

個舒適的地方)  
 完全不做    經常會做 

1. 對我重要的人進行活動九 1  2  3  4  5  6  7   
2. 課程組員進行活動九 1  2  3  4  5  6  7   
3. 課程組長進行活動九 1  2  3  4  5  6  7   
 
活動十：當你感到沮喪、痛楚、或不開心時，嘗試不理會唔舒服的感覺，當它不屬於身

體的一部分 
 完全不做    經常會做 

1. 對我重要的人進行活動十 1  2  3  4  5  6  7   
2. 課程組員進行活動十 1  2  3  4  5  6  7   
3. 課程組長進行活動十 1  2  3  4  5  6  7   
 



 217

活動十一：當你見醫生時，預先把要提出的問題列成清單 
 完全不做    經常會做 

1. 對我重要的人進行活動十一 1 2  3  4  5  6  7   
2. 課程組員進行活動十一 1 2  3  4  5  6  7   
3. 課程組長進行活動十一 1 2  3  4  5  6  7   
 
活動十二：當你感到沮喪、痛楚、或不開心時，進行肌肉鬆弛練習 (有系統地收緊、放

鬆肌肉) 
 完全不做    經常會做 

1. 對我重要的人進行活動十二 1 2  3  4  5  6  7   
2. 課程組員進行活動十二 1 2  3  4  5  6  7   
3. 課程組長進行活動十二 1 2  3  4  5  6  7   
 
活動十三：定期作適量的有氧運動 (例如，跑步、打波、游水) 請註明：_______________ 

 完全不做    經常會做 
1. 對我重要的人進行活動十三 1 2  3  4  5  6  7   
2. 課程組員進行活動十三 1 2  3  4  5  6  7   
3. 課程組長進行活動十三 1 2  3  4  5  6  7   
 
活動十四：參加一些與自己的健康問題有關的課程、講座或互助小組 

 完全不做    經常會做 
1. 對我重要的人進行活動十四 1 2  3  4  5  6  7   
2. 課程組員進行活動十四 1 2  3  4  5  6  7   
3. 課程組長進行活動十四 1 2  3  4  5  6  7   
 
活動十五：當處理家務（如家居清潔、打理盆栽、家居維修、準備飯餐、個人衛生、雜

務處理、護送或接送、情緒支援或輔導）有困難時，搵其他資源 (家人及朋友除外) 幫

你 
 完全不做    經常會做 

1. 對我重要的人進行活動十五 1 2  3  4  5  6  7   
2. 課程組員進行活動十五 1 2  3  4  5  6  7   
3. 課程組長進行活動十五 1 2  3  4  5  6  7   
 
活動十六：當你見醫生時，對療程上不明白或你想知的方面向醫生查詢 

 完全不做    經常會做 
1. 對我重要的人進行活動十六 1 2  3  4  5  6  7   
2. 課程組員進行活動十六 1 2  3  4  5  6  7   
3. 課程組長進行活動十六 1 2  3  4  5  6  7   
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活動十七：當你見醫生時，與醫生商討與你病情有關的的私人問題 

 完全不做    經常會做 
1. 對我重要的人進行活動十七 1 2  3  4  5  6  7   
2. 課程組員進行活動十七 1 2  3  4  5  6  7   
3. 課程組長進行活動十七 1 2  3  4  5  6  7   
 
活動十八：定期作適量的伸展運動 

 完全不做    經常會做 
1. 對我重要的人進行活動十八 1 2  3  4  5  6  7   
2. 課程組員進行活動十八 1 2  3  4  5  6  7   
3. 課程組長進行活動十八 1 2  3  4  5  6  7   
 
活動十九：定期作適量的肌肉鍛練運動 

 完全不做    經常會做 
1. 對我重要的人進行活動十九 1 2  3  4  5  6  7   
2. 課程組員進行活動十九 1 2  3  4  5  6  7   
3. 課程組長進行活動十九 1 2  3  4  5  6  7   
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