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ABSTRACT

The purpose of this thesis is to show that older adults can
develop initiative through participétion in a program that teaches the
component ski]is of self-directed learning. The basic premise of the
study was that older adults want and need to be in control of their

lTives, but that many are unable to identifr their needs, access
information or engage the supports they require. A review of the
literature failed to uncover a program that systematically applied fhe
principles of self-directed learning to encourage autonomy and
personal advocacy in older adults. Therefore, a self-directed
advocacy program was developed, field tested, and evaluated.

The thesis begins with the conceptual development 0{‘a program
designed to promote self-directed advocacy. Discussion then moves to
a description of how the program was implemented in cooperation with
the Vancouver Health Department and developed formatively with a group
of 10 seniors at a local seniors’ network. The field development of
the program is recorded in case study narrafiue derived from a
continuous participant observation record. The narrative provides a
history of individual progress and of the development of group
process, and it is used to formulate improvements to the program.

Finally, the summative evaluation focused on internal locus of
control assessed by a personal interview procedure and case study
ﬁnalysis. A gquasi-ctontrol group was compared on th;ee measures of
control from Reid & Ziegler‘s Desired Control Scale ¢(short form)

administered by personal interview. The case study analysis describes

iij



how ® of the 10 seniors identified a goal and successfully completed a
personal cﬁange contract,

Although the experimental data failed to show a significant
difference in locus of control, the case study data suggest that
seniors can develop self—directednéss and motivation to pursue
personal goals through participation in a self-directed group program.
Further refinement of the model and directions for future research are

suggested.
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CHAPTER 1

Introductian

The Need for Self-directed Learning Programs for Older Adults

John Naisbitt 7¢1982) tells us we are in the information age. He
also identifies a trend away from institutional care to self-reliance
in every aspect of our lives. Individuals are expected to access the
information and services required to maintain control of their lives.

While older adults need to be autonomous, many have been
socialized to be passive and dependent and may have neither the skill
nor the motivation to be active in creating their own future., In
response to the pervasive need for autonomy, educational opportunities
are needed to facilitate older adults taking control of their learning
and their lives (Wilson, 1980); adults must be encouraged to be
self-directed in learning (Fellenz, 1982J.

Furthermore, autonomous, self-directed learners need learning
resources and community supports <(Cross, 1978). Seniors have an
active role to play in defining the nature of those support systems
{(Barnes, 1980; Begin, 1984; John, 1981; Leclerc, 1982; Peterson, 1974;
Redford, 1981). It is, therefore, necessary that seniors be able to
act as advocates on their own behalf. This means identifying
personal rights and needs and speaking up for services to assist them
jn addressing those needs. For, unless they can speak up, persuade
and convince; unless they have a say in what goes on, they are not in‘
control of their lives {Stone & Bachner, 1977)., Opportunities are

needed that facilitate the development of personal advocacy.



The Solution: A Program in Self-~directed Advocacy

To aﬁdress the need for autocnomy and personal advocacy, a program
in self-directed advocacy was developed. The purpose of the program
was to give older adults the ski]ls‘and the opportunity‘to be involved
in the planning of programs to meet their needs. The basic assumption
of the program was that if seniors are taught how to speak up for what
they need and if ther are given the opportunity to create their own
resources and define the social support systems that serve them, they
will feel a greater sense of personal power and control over their
lives, I+ this assumption is valid, a self-directed advocacy program
would be expected to increase internal locus of control.

Self-directed advocacy and health promotion. An  area in which

the program was conceived to be of particular relevance wag that ofl
health promotion for seniors. The goal of health promotion is to
promote personal responsibility for wellbeing. The program would
provide educational opportunities for older adults to identify their
needs aﬁd_take personal responsibility for achieving a sense of
wellbeing. |

The development of a support group, which the model includes,
incorporates the benefits of self-care and‘se1+—help networks.,
Provtessionals acting as facilitators and developers could respond with
program development appropriate to the unique needs of individuals in
each group, thus giving seniors direct input into program planning.
fhe involvement of seniors in planning and implementing programs that
address their needs and interests would enhance feelings of cﬁmpetence

and control.



' Whatever the incentives, the participation of elderly people in
the planning and implementation of health services not only makes
use of human resources, but is also therapeutic. It allows older
people to demonstrate to themselves and others that thex can
influence the course of their own lives.

{Redford, 1981, p. 1302,

The Opportunity: Seniors’ Wellness Program Development

In March of 1983, the city of Yancouver announced the funding of
seniors’ wellness coordinators throughout the city for a one-year
period. Their mandate was to develop programs that address the needs
of each unique community of elders. The success of these programs
would depend, to a large extent, upon seniors taking an active role
in the planning of programs to meet their needs; however, many older
adults were believed to lack either skill or motivation to\take an
active role in health promotion. There was, therefore, a need for a
program to initiate the active involvement of seniors in identifving
their own needs and planning their own programs.

The opportunity to implement, evaluate and refine the
self-directed advocacy program came when the.wellness coordinator for
South Health Unit expressed an interest in the program as part of her
pltan for community wellness program development. The program would
serve as both a framework and a mechanism for:

(a) facilitating personal responsibility for health and wellbeing

(b) strengthening groups in the community to function more
éffectiue]y as self-help, support networks and

{c) ennabling joint input into wellness program development by

seniors and professionals in the community.



The rgsearch project. The project that evolved represents
action research in response to the opportunity presented in South
‘ ‘Jancouver. The purpose of the study was two-fold: fa> to outline the
field development of the self-directed advocacy program and (b) to
present empirical evidence for its é++ectiueness in helbing seniors to
take control of their Health and their lives, The working hypothesis
was that a self-directed advocacy program would be effective in
increasing a sense of personal control. To test this hypothesis, the

program was evaluated using both experimental and case study methods.

Summary
This thesis has both developmental and empirical goals:

Developmental. To present a case study of the development of a

self-directed advocacy program at a seniors’ network in Soﬁth
Uancouver.

Empirical, To demonstrate the effectiveness of the program in
increasing ILC, using both experimental and case study analyses.

In the following chapters, both developmental and empirical
components will be presented. Chapter 2 cﬁntains a review of the
literature on educational program development for older adults with
the focus on Eecent developments in the area of health promotion.
Chapter 3 outlines the conceptual development of the original
self-directed advocacy program model. Chapter 4 presents a case study
description of the field development of the program and chapter 3, the
émpirical evaluation of the program. The final chapter summarizes the
study and its contributions to health promotion and educational

program development for the older adult.
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Definition of Terms

lellness., _ This is a term adopted by the health promotion
movement which refers to a positive state of health and weilbeing. It
is distinct from the clinical concepf of health which implies absence
of disease, and is perhaps best déscribed by Green and Anderson’s
{1982, p. 393 definition of health as:
...a vitality, buovancy and abundance of energy that enables
people to do the things they reasonably expect to do, with a

corresponding enjoyment and gratification in living...a level of
well being in which life is found stimulating.

Health Promotion. In both the United States and Canada, Health

Promotion is a service area within the federal healthcare system; it
is an area which is becoming more clearly defined {according to Leeb,
1983). No longer synonymous with prevention, risk reduction, or
health education, the concept of health promotion encompasses
strategies and activities that promote positive health. "This scope
allows for the highest level of health to which a client aspires and
is capable® {Leeb, 1983, p. 4): the end goal is defined by the client.

Modified traditional health drop-in. A traditional health

drop-in program includes an exercise class and the opportunity to
receive blood pressure checkups, foot care treatments, body massage,
etc., followed by a professionally prescribed and delivered health
care topic of the day. The program which served as a gquasi-control
group in this study is described as modified traditional because
éeniors participated as volunteers and were encouraged to suggest

topics of interest,




Selfjdirected learning, This is a process whereby the
individual takes the initiative, with or without the support of
others, in deciding learning needs and goals, identifying human and
material resources, choosing appropriate strategies for learning and
evaluating his or her own progress.‘ {Knowles, 1975,

Aduocacy} This means "pleading in favor of, vindicating or
espousing a cause by argument; active espousal™ (Random House
Dictionary of the English Language, 1749, p. 22). 0One who acts as a
personal advocate speaks out on behalf of his or‘her best interests to
ensure that needs are met.

Internal locus of control. This concept was first defined by

Rotter (1944) as the extent to which people believe they are in
control of their own actions, particularly in pursuit of desirable
outcomes.

Self-directed advocacy program. A program model developed by

the author designed to give older adults the skill and the motivation
to act as personal advocates. The model uses a self-directed learning
paradigm and\teaches the skills of personal advocacy, encouraging
older adults to identify personal needs and.goals and take an active
role in developing resources and social support systems to meet those
needs. The conceptual development of the model, field development of
the program, and the evaluation of its effectiveness are the subjects

of this thesis.



CHAPTER 2

Review of the Literature

A review of the literature was undertaken focusing first on the
state of the art of education for older adultts, then on program

development for seniors within the context of health promotion.

Education for Older Adults: The State of the Art

Adults continue to face developmental challenges to the end of
life, challenges that education can help them face with confidence and
competence. "The case has been well-made for educational programs for
.the older adult" (Bolton, 1974, p. 333). MNevertheless, traditional
education seems to have failed to serve them (Barnes &% Wiles, 1980;
Cross, 1981; Hiemstra, 1974).

Cross ¢(1%81) reports statistics for 1978 that show only 124 of
the adult population of the United States participate in adult
education programs. In a study of the learning activities of 214
adults over the age of 53 f{average age 48.11), Hiemstra (1974 found
that only 17% of older adults took part in organized learning. In an
interview with Shirley Abrams (1982), Chuck Bayley (a prominent
Yancouver zenior and seniors’ advocate) claimed that seniors simply do
not believe that organized education addresses the real 1life prob1ems
of older people. With the growing awareness of the inadequacies of
the formal classroom, there is interest in new models and informal
learning situations {Wilsen, 1980).

In recent years, educational researchers have bequn to show



serious interest in the phenomenon of self-planned learning. Two
studies have been particularly influential in highlighting the
importance of the non-traditional movement. Johnstone & Rivera {1943}
in the United States and Toughs (1%71) in Canada produced overwhelming
evidence that the great majority of adult learners participate in
non-traditional learning experiences. While only 174 of Hiemstra’s
{1974) population of older adults participated in organized education,
407 were involved in non-traditional learning activities.

Given the propensity of adults for non-traditianal learning
experiences, it would seem useful to explore the principles of
effective non-traditional programs in order to develop a comprehensive
model for educational program development and delivery. The objective
is, as Wilson (1980) suqggests, to s¥nthesize ideas into a coherent

framework for provision for the older adult.

The Development of a MNon-traditional Model for Educational Program

Development for Older Adults

The first task, given the need for a non-traditional model, is to
distinguish what is distinctive about non—traditidnal learning. 1In
the traditional system, the institution or professional controls the
coﬁtent and method of learning #Gibbons et al.,, 1980; Knowles, 1575,
The method is generally a lecture format: the educator’s goal is the
transmission of content. While the goal is expressed in terms of what
the learner is expected to do {i.e. learner outcomes’, the learner‘s
interests are not typically represented in a traditional model,

Figure 1 depicts the relationship between the elements of a

traditional learning model.
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The learner’s needs are, however, central to a non-traditional
model. While non-traditional education takes many forms and lacks a
conceptual definition, the Commission on Non-traditional Study (1773,
p. £V has concluded that it is:

...more an attitude than a system...This attitude puts the
student first and the institution second, concentrates more on
the former”s need than the latter“s convenience, encourages
diversity of individual opportunity rather than uniform
prescription.

Since adults have a preference for non-traditional iearning, a model
that places the learner’s needs first and encourages diversity of

opportunity is most appropriate to the learning needs of older aduylts,

Needs of adult learners. A great deal of emphasis has been

placed on polling each adult population to determine what the
potential participant wants. Peterson (1983) points out that it is
difficult to determine what an individual’s needs really are for
stated wants are often transitory and neither reflect underliying needs
nor insure that participation will follow, (Howeuer, despite
individual and group differences in expressed needs and interests, a
fundamental concern that emerges from. the Hiterature is the need for
autonomy.

The need for autonomv. Despite the existence of special

needs or disabilities, the older adult wants to be as independent as
possible and to maintain control over fate (Tappen & Touchy, 1983}.
The drive to master events in the environment is thought to be as
basic as the need for food and shelter. Adults have a deep peed to be
self-directing <(Knowles, 1978>; seniors want to be in charge of their
lives {(Radcliffe, 1982),

When there is a conflict between professionally assessed needs
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and personally identified wants, a compromise is reached and a program
built upon expressed needs that are consistent with the mandate of the
- professional agency (Peterson, 1983), WWith respect to the need for
autonomy, however, there would seem. to be universal agreement.

Older people are constantly engaged in a struggle to maintain
that margin of power (autonomy) they have enjored in earlier years
(McClusky, 1974). MWith the trend away from institutional authority
identified by Naisbitt (1982), personal control and responsibility is
becoming a social imperative, Therefoﬁe, the central fact in old age,
the struggle to remain in control of one’s life, must be a guiding
principle for educational program development for the older aduylt.

Having established that the goal of education for adults must be
learner autonomy, one must define the concept of autonomy so as to
preclude misconceptions. There is a tendency to equate independence
with autonomy and an important distinction must be made.
Independence, so highly valued in western society, is defined as
"unwillingness to be under obligation to others" (Concise Oxford
Dictionary, 1956, p. 604). Autonomy is defined as "freedom of the
will...right of self-government® (p. 178), Autonomy suggests a sense
of personal power or what psychologists refer to as internal locus of
control. Autonomy is not to be confused with independence, for true
autonomy is often achieved through interdependence or mutual support,
and mar also mean dependence by consent. The essence of the concept
of autonomy is freedom of chaoice,

The learning needs of older adults are best served by a
non-traditional model in which the individual“s needs are central.

The model must provide for diversity of opportunity with the central
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goal being the development of learner autonomy. Since self-directed
learning represents the ultimate in learner autonomy (Mocker & Spear,
1982; Smith, 1982), it is proposed that the self-directed process be
incorporated into a comprehesive model for program development.

Self-directed learning. The self-directed learner controls

both the goals and methods of learning «(Knowles, 1978; Mocker & Spear,
1982; Toughs, 1971) The learner sets both longterm and shorterm
goals, seeks out learning and is in control of the learning process,

In self~-directed education, the individual masters all the

activities usually conducted by the teacher: selecting goals,

selecting content, selecting and organizing learning experiences,

managing one‘s time and effort, evaluating progress and

redesigning one’s strategies.

{Gibbons et al, 1980, p. 51-32)

The process of self-directed learning involves a sequence of
component skills:

1) creating a vision

(2) identifying a goal! or personal challenge

(3) developing a plan

{4) identifying resources and supports

{5 taking action that focuses on small steps that guarantee
success

(é) evaluating progress

{7) celebrating and sharing success.

Figure 2 shows the relationship between the elements of a

self-directed learning model.
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Successful mastery of the component skills of the self-directed
learning process, however, does not ensure that the individual will
initiate self-directed action. While traditional educational programs
provide motivation and reinforcement in the way of credits and exams,
the success of a self-directed education program depends on the
individual being intrinsically motivated.

Motivating the individual to be self-directed. How does one

motivate older adults to initiate self-directed action beyond a
supportive learning environment? That was the central guestion
addressed by the author in an earlier paper (Fedorak, 1984), In the
absence of external reinforcement it is a vision of personal success
that provides the initial motivation ¢(Gibbons & Phillips, 1980; Mocker
& Spear, 19823, It is also important to dévelop a support system, to
focus on small manageable steps, and to celebrate each success. But,
in the final analysis, it is the successful self-directed learning
project which leaves the individual with the skill and the motivation
to pursue learning and take control of his or her life in accordance
wi th personal values {(Gibbons & Phillips, 1980>. Although no hard
data could be found to support the effectiveness of these strateqgies,
they have been applied to the development of challenge education
programs for children and would seem to be equally appropriate to
program development for older adults.

Self-directed learning and interdependence. Smith (1982

suggests there are three styles of learning: traditional,
collaborative, and self-directed. While collaborative learning refers
to egalitarian, shared learning experiences, self-directedness refers

to independent learning. However, just as autonomy does not mean
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independence, so too self-directed learning is not, strictly speaking,
independent learning (Brookfield, 1984; Fellenz, 1982; and Knowles,
1978).

This myth of self-directed learning as independent learning is
unfortunately supported by the fact that "self-directed 1ea?ning" in
the research literature is cross-referenced to "independent learning"
and invariably included within the context of "independent learning®.
Self-directed or autonomous learners are never wholly independent,
however, for they always need assistance in determining the range of
choice and in the use of recsources iChene, 1983). Knowles ©1978),
considered to be the author of self-directed learning theory, did not
conceptualize self-directed learning as independent learning:

Self-directed learning does not imply isolation. It usually

takes place in cooperation with various helpers, teachers, and

peers. There is a great deal of mutuality among a group of
self-directed learners,
{Knowies, 1973, p. 187,
Indeed, self-directed learning often involves more interpersonal
contact than traditional méthods of learning {Knowles, 1978; Mocker &
Spear, 1982).

Brookfield (1984) concurs that the social context of
self~directed learning has been largely forgotten. Perhaps, it might
be more appropriate to ask the question ‘independent of what’ to which
the reply might be ‘independent of a traditional learning environment
or a professional educator’. It is independent only from the
egocentric position of a traditional educator. Brookfield cites the
prevalence of informal learning networks and information exchanges,

where Knowledge is transmitted by discussion in informal settings,

reminiscent of the oral tradition which predates the present
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traditional system.

The fourth step of the self-directed process (see figure 2, p.
132 is identifying resources and supports. This might better read
’devélaping“ supports and resources, for the success of a
self-directed program depends largely on the learner‘s ability to
enlist and engage others to provide information, teedback, and
encouragement <Fellenz, 1982; Gibbons & Phillips, 1980; Knowles,
1978), Given the importance of cooperative learning skills and
legrning networks to the self-directed learning paradigm (Brookfield,
1984; Mocker & Spear, 19823, the deue]ppment of supports and resources
is proposed as an important component of a self~directed learning
model.

The self-directed process as both method and content,  The

content of the program consists of the component skillis of the
self-directed learning process. To encourage autonomy, the individual
is actively involved in every aspect of the learning experience. The
ultimate goal of self-directed initiative is achieved by actively
engaging participants in the self-directed process.

1+ students are to learn to think for themselves, solve problems,
and make decisions, they must be allowed to do so. If they are
to learn to regulate their lives in accordance with realistic
aims and goals, they must be involved in goalsetting. If they
are to learn to work effectively with other people, they must
have the opportunity to work with others in cooperative
problem-solving, decisicn-making and goal-setting activities. 1If
they are to develop responsibility, they must be given freedom to
act on their own decisions but be held accountable for and helped
to examine the consequences of their actions. If they are to
develop self-confidence and self-esteem, they must experience
success in self-initiated activity.

{Bell-Dora, D. & Blanchard, L. J., 1979, p. 34),

However, the teaching of process as content may be confusing to

many adults who are familiar with traditional educational pract}ces.
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A program in teaching “how to take control of your life’ may seem
either too grandiose or too vague. Initially, there mar need to be a
more tangible focus. In this regard, McClusky (19740 identifies
healthcare as an important focus for older adults; tvpically, there
may be an expressed interest in nutrition, exercises, arthritis
management, etc. There is always a special need or interest that
brings a group of adults together and this may provide the initial
focus for learning. Any request for information is an opportunity for
thg educator with vision, skill, and careful planning to incorporate
self-directed learning content and method to motivate the older adult

to become self-directed.

Summary

In summary, traditional education has failed to serve the present
population of clder adults. A non~traditional model is needed and a
number of principles have been suggested to guide the development of a
comprehensive non-traditional model for educational program
development for older adults:

1. The needs of the learner must be centrail.

2. A primary need for adults is the need for autonomy, and a
self-directed learning approach is proposed because it represents the
ultimate in learner autonomy.

3. Developing cooperative learning sKills and resources and
networks is an important component of a self-directed learning model.

Self-directedness is both a need and a goal for adults and must,
therefore, be incorporated into a comprehensive model for program

development for older adults. Using this framework programs can be
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designed to-respond to specific requests and needs while addressing
the central goal of education in developing learner autonomy. The
- self~directed learning paradigm provides a framework for developing
cooperative learning skills and learning networks which are so
essential to successful living in the present information age. A
self-directed learning model is particularly appropriate to the needs
of the elderly, and can be used to put older adults in touch with
their potential for learning and creating their individual and social
environments in an age of reduced institutional wealth and authority,
Once adults.believe that the act of learning can be undertaken
without the approval or assistance of professional educaters and
that the locus of control can remain centred in the adult
learner, then a realization is created that adults have the power
to alter their individual and social environment and to create

their own reality.
(Brookfield, 1984, p, 49).

Program Development Within the Context of Health Promotijon

A central need in later vears is to maintain good health,
McClusky (1974) singles out the domain of health for special
attention because achievement of good health-has the highest priority
for persons in later years. Poor health inferferes with the ability
to function independently and healthcare information assists older
adults in maiﬁtaining that "margin of power® f{autonomy) which McClusky
holds to be the primary struggle and, therefore, a prime motivation
for education in later years. The current proliferation of self-care
and self-help networks and the development of both provincially and
federally funded health promotion programs are evidence that this is
an important area for educational program development for the older

adult,
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Health promotion and wellness, The traditional orientation to

health education is diseaze specific, emphasizing compliance with
medical regimes fMeu#e]d, 19843. In contrast, the health promotion
movement goes beyond a risk-prevention, disease-oriented model in
promoting optimal wellbeing. Leeb (1%83) conceptualizes health
promotion as a dynamic process, an ongoing search for health
enhancement and life enrichment. This represents an important
conceptual shift, embracing all that is involved in the qua{ity of
life and placing both the definition of health and the control of
health firmly in-the hands of the individual rather than the health
professional.

The goal of health ﬁromotion is to promote seniors taking
responsibility for personal wellbeing (Pickard & Collins, 1982;
Griffin, personal communications, Movember 1985; Labonte % Penfold,
1981, Furthermore, there is accruing evidence to support an
important relationship between wellness and a sense of personal
control.

The relationship between wellness and internal locus of control.

Schulz and Hapusa (1980 suggest that perceived choice and a sense of
personal control are critical determinants of physical and
psvchological wellbeing in the elderly, They cite two studies, one by
Schulz (19742 and one by Langer and Rodin (1974), which are of
particular importance because they include experimental manipulation.
In Schulz’s (1974) study, institutionalized elderly were randomly
assigned to four conditions that varied in terms of the degree to
which subjects could predict and control the timing and frequency of

visits by undergraduate students. The results supported the
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hypothesis that predictable positive evenfs have a powerful impact
upon wellbeing of the institutionalized aged.

The purpose of Langer and Roain’s study ¢1974) was to encourage
residents to maintain control of their lives. The treatment group of
institutionalized elderly were exposed to a talk by the hospital
administrator emphasizing their respsonsibility for themselves. They
were also given a plant to care for. The control group heard a

communication stressing the staff’s responsibility for them. The

positive impact of increased self-attribution of control on physical

and mental health was confirmed and persisted over time,

Reid and Ziegler <1981) focused on psychological wellbeing,
which is synonymous with the concept of wellness as it has heen
defined by the health promotion literature. They developed a working
hypothesis that a central factor affecting life satisfaction and
happiness is the degree of control over significant events in everyday
life. Results confirmed the importance of an internal sense of
tontrol to subjective wellness in a sample of non-institutionalized
older adults.

A limitation of Reid and 2iegler“s work is that it ic
corretational. Furthermore, Ziegler and Reid {1984} point out that
neither of the two major experimental studies referred to (i.e.
Schulz, 1974,; Langer & Rodin, 1974 actually confirmed that the
consequence of the manipulation was an increase in a sense of personal
control., There is a need for replication which unambiquously
demonstrates that subjects did indeed experience a feeling of greater

control as a result of the experimental maniputations,



Implications for proaram development. The ewvidence suggests

that locus of control is related to health or wellnmess in the older
adult with a higher ILC associated with positive wellbeing and reduced
ILC with ill health. Given these findings, efforts must be directed
toward developing strategies to increase ILC in the‘oldef adult,
To enhance the individual‘s capacity to cope with the world
successfully, one must influence the generalized expectancy for
internal control. We are only beginning to focus on the
investigation of techniques to bring about such influence.
{Phares, 1946, p. 133).

A top priority in health promotion is given to programs that
support older adu]ts'in taking responsibility and control of personal
wellbeing {Labonte & Penfold, 1981), Because many older adults find
taking responsibility for their own health overwhelming, thg
philosaphy of responsibility should be replaced by one that
acknowledges the constraints inhibiting a person’s ability to freely
choose. The focus must be on the process of empowering people to take
control while providing the necessary support. Innovative methods
need to be tested that will effect a change jn personal attributes

inherent in self~directedness in learning f{Leeb, 1983).
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Health Promotion Programs for Senijors

The conceptuaT cshift in the definition of health to include all
that is life enriching (Leeb, 1783, gives the community healthcare
system a strong mandate to provide a variety of edutationa]
experiences for older adults. 1+ health is considered to be the
gearch tor life enrichment, then education of any Kind is conceivably
health promoting. This puts the community healthcare system in the
business of teaching older adults and gives professional educators an
important role to plav in improving educational strategies to meet the
needs of seniors. While on the one hand there has been a gradual
increase in the participation of seniors in traditional education in
general {(Covey, 1983; Cross, 1781), the more innovative developments
appear to be within the context of health promotion.

The goal of health promotion is to encourage the individual to be
responsible for health. The task is to teach the client self-care
principles and to encourage health-promoting behaviors (Butler, 197%9;
Collins & Pickard, 1982; Labonte & Penfold, 1982). Self-care is
detined a; deliberate action on the part of the client to improve
health (Butler et al, 197%9) and this represents a departure from the
traditional practice of medicine. In this respect, the teaching of
celf-care is a non-traditional approach to health. Indeed, health
promotion, by dé}inition, may be considered non-traditional simply
because it represents a departure from the traditional medical model,

In the context of education and for the purpose of this thesis,
however, health promotion includes both traditional and

non-traditional methods of education with the basic difference being
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the locus of control of learning. The traditional method in self-care
emphasizes one-to-one education by a healthcare professional (eg.
nurse or doctor) and consists of content preselected by the
professional with the emphasis on c]ient compliance «Meufeld, 19843,
The client’s need to be well is addressed by the professionél who has
control of both method and content of learning and instructs the
client in how to take care of his or her own health. A
non-traditional method puts the client in control of the learning
process.

In a review of the health promotion literature, a variety of
both traditional and noﬁ-traditiona] programs were discovered and
these are outlined briefly below with respect to methods of learning
and the issue of control. The review does not presume to be exhaustive
for the very nature of non-traditional learning ti.e. often occurring
informally without the assistance of a professional? makes the +ormal
documentation of programs difficult. The programs which are reviewed
here are: (1) self-care and the nurse—educator (2> the health drop-in
(3> the Be Well program {4 the self-help support group «3) the
seniors’ network concept and (é) peer counseling.

1, Self-care and the nurse- educator, The teaching of

self-care procedures is typically the function of a nurse-educator.
One wariation on the traditional approach has been to locate
nurse-educators in seniors’ complexes as reported by Pickard and
Qollins (1982) and Redford (1981). In another maodel, the nurze was
available on request by telephone (Pickard & Collins, 1982).

2, The health drop-in _concept. Another variation of the

traditional approach to health promotion is the health drop-in
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concept. This is a mode of delivery which provides health promoting
activities and self-care information to a larée number of seniors in
the community. Carole Griffin, seniors’ wellness coordinator for the
‘Jancouver Health Department, estimatec there are presently about eight
health drop-ins sponsored by the Vancouver Health Department {perconal
communications, November 1983).

Health drop~ins sponsored by the community\healthcare system
take Place in convenient locations in the community (often either the
community health centre or a seniors’ recreation centred., The heailth
drop-in provides the opportunity for anvone over 55 vears of age to
‘drop in” during speciffed hours one day a weeK to have blood pressure
taken, to participate in exercises, perhaps enjoy a shoulder and neck
massage or footcare treatment, consult with a health professional and
hear a presentation on the healthcare topic of the day. The drop-in
may include collaborative or cooperative group experiences. Seniors
are tvpically involved in registering people, preparing refreshments,
requesting topics of interest, and sometimes presenting the talks.

The degree of professional control and the extent of involvement of
seniors in planning and implementing the drop-in varies considerably
with each group and proqram.

3. The Be Well program model. This program model, developed

by Nancy Nelson (1984), is a variation of the health drop-in concept
which includes collaborative group learning techniques, such as those
outlined by Smith <1981>. In promoting wellneSS, Nelson urged seniors
to

love yourself;

be responsible;
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maintain a sense of purpose;

go for excellence;

be aware;

be involved;

be assertive; and

use the hea]{hcare svstem wisely,

Nelson used cooperative group work, developing the group as a
suppqrt and resource for promoting healthy living principles. The
brogram begins with an emphasis on physical fitness with workshops on
nutrition, exercise and re=laxation techniques., A later emphasis was
on developing assertiueﬁess and community advocacy. The goal was to
promote personal responsibility for health and to facilitate seniors
taking a more active role in health promotion.

4., The self-help support qroup . In a practical guide to

starting and maintaining a self-help group, Karen Hill {(1984) claims
that self-help and mutual aid is growing by leaps and bounds
throughout North America. A self-help group is a cluster of
individuals with the same experience who offer one another mutual aid
and support, and qroups have been formed to address almost every
conceivable need (Butler et al., 1%27%), Organizations such as
Alcoholics Anonymous, the Alzheimers’ support group, stroke clubs,
Emotions Anonymous ¢({a group for those with emotional problems? and
L.I.F.E. (Life is For Evervybody--for widowed and divorced persons) are
gxamples of cself-help support groups. UWhile self-care programs may
be traditional or non-traditional in terms of educational methodology,
self-help groups are characteristically non-traditional and make

maximum use of collaborative learning techniques. Members share
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experience and knowledge and support one another in achieving personal
goals. While professionals are engaged to provide information and
act as a resource to the group, the locus of control of learning
resides in the group.
Self-help groups and professicnals can help each other. In
working together both need to be sure the interests of the
members of the self-help group come first, and that the group as
a whole agrees on the task the professional will carry out.

{Hi1l, 1984, p. F-3)

)

2, The senior’s network concept. &4 recent phenomenon has been

the development of networks which function as a central recource for
needs common to the handicapped and seniors. These groups operate on
the same basic princ:ples as do other self-help support groups.

The purpose of the South Vancouver Seniors’ Network, as outlined
by the program coordinator, Bern Grady (pérsonal communication;
November 29, 1985 is to make it possible for a senior or handicapped
person with a specific need to be connected with the appropriate
resource through one phonecall to the network. A secondary function
ic to identify needs that are not being adequately met and to assist
and cooperate with the appropriate agencies to see that services are
provided. Seniors operate the networkK; professionals are marginally
engaged to prouidé pertinent information at the request of the netwerk
and to assist in the development of services that are needed. The
control of content and the actual dissemination of most information,
however, rests with the autonomous group of seniors;

6. Peer counseling. another innovative development in health

promotion is the peer counseling movement. A model which has been

influential in this area was the peer-advocacy concept formulated by
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Bolton and Dignum-Scott {1979), This was founded on the premise that
...0lder adults are capable of maintaining their independence
and autonomy only when they are capable of coping with the
ever~present changing social conditions of today‘cs America.
Peer-advocacy counseling operates from the idea that persons
having minimal training and adequate perceptual skills, coupled
with an inherent desire to be helpful to others of similar
circumstances, are capable of providing the rudimentary
counseling necessary to aid elderly individuals in maintaining
their ability to cope with and accommodate to present day
pressures and living requirements.
(Bolton & Dignum-Scott, 1979, p. 321)
With variations on the theme <{(eg. Bolton & Dignum-Scott, 1%79;
France & Gallagher, 1%84; France, 1984; Larsen, 1785), seniors who have
been identified as "natural helpers® are trained in "helping skills”,
The group is developed as a support network and senior "helpers” are
connected with needy seniors with whom they develaop “helping
relationships"-- acting as advocates, supporting the client in
decision-making and maintaining control, etc. In Larsen’s approach
{1983 seniors are trained as health educators who are then available,
on a volunteer basis, to teach healthy living principles to other

seniors’ groups.

The issue of control. In all of these prbgrams, the iscue of

control is a pervasive one. With any of the traditional approaches,
there is concern that professional control over the process will
thwart transfer of skills to the client and maintain dependency on the
healthcare system (Levine, 1978; Redford, 1981). There is always the
- threat of "professionalization"” which adapts the client’s needs to
the healthcare system and not the system to the client’s needs
{Neuteld, 1984). The traditional approach does not address the need

for learner autonomy and mar not motivate individuals to take personal
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responsibility for health. Redford (1981) claims the emphasis is
invariably on what the hea]thvprovider can do and not how to assist
the elderly to take a more active rgle in’health promotion. And
traditiconal approaches to health services (eg. health assessment and
blood pressure screening? do littie to promote the health of many
older adults. "...for anv program to be effective...the consumer must
become an active and involved participant in the program". {(Redford,
1981, p. 123).

Self~help groups are ideal in assisting the fndiuidual, through
group support, to take care of personal needs. Professionale are
generally engaged to provide information and act as resource persons
at the request of the group. There are, however, two problems with
respect to control which are identified bv Butler et al., (1979): (1)

how to maintain the active involvement of the individual and (2) how

to define the limits of self-care and the responsibility of the
professional,

A central premise of the peer counseling movement is the
potential of an egalitarian relationship to promote autonomy and
motivation of the client to exercise control and use personal

resources, Just as with~the healthcare professional, however, there

is a critical question of control that must be addressed, for

concerned helpers may tend to "take care" of their peers rather than
motivate them to take care of themselves. By acting as peer advocates,
.peer counselors may create vet another dependency unless the counselor
makes a concerted effort to develop the client as an autonomous
advocate. In Larsen’s ¢1985) model, senior peer educators may be as

traditional in their teaching methods as professionals unless they are
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specifically trained in facilitation skills.

~Melson”s (1984) seniors’ wellness program is exemplary in the
use of collaborative group learning, combining the power of group
support and aroup problem-solving with the expertise of a professional
group leader. Nelson uses homework aﬁd personal change cbntracts in
motivating individuals to take greater responsibility for their own
health. Graduates of Nelson’s original program have since become
active on the Mayor’s committee, promoting wellness programs for
seniors in greater Yancouver, and this supports the effectiveness of
the program in helping senioré take control of wellness.

Nelson’s evaluation included measures of physical and
psychological wellbeing and utilization of healthcare services anq
social resources. She did not, however, attempt to document either a
change in ILC or evidence of an increase in initiative or personal

responsibility for wellness.

What is missing?

The implicit goal of health promotion is to encourage the
individual to take responsibility for weliness; however, program
planning seems to have failed to consider the reality that many clder
adults may lack either the skill or the motivation to take control of
their health. Griffin { 1985) feels there is a need for programs that
emphasize empowering processes to encourage individuals who are
qisaduantaged to take responsibility for their health, programs that
reinforce the competence of seniors and their abiltity to manage their
own lives, Such programs would begin by building self-esteem and

cultivating initiative.
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Oider adults are being asked to define their needs and to take an
active role in the development of resources to meet those needs
{Begin, 1984; Griffin, 1935). Griffin, however, feels that not all
seniors are capable of identifring their own needs and participating
in planning and implementing programs to address those needé. For
many, taking resﬁgnsibility for their own health is just another
overwhelming task. They must'first be encouraged toc identify their
own needs and develop personal initiatipe before thevy can be expected
to define how they would 1ike to be served by health professionals.

Using an interactive approach, the system must be prepared to
adapt to the needs of the individual, not adapt the individual to the
system, This requires creativity and flexibility on the part of
professionals as well as active participation by seniors. The
relationship is a cooperative one of shared responsibility for
promoting optimal wellbeing, but with the emphasis always on
empowering the individual. There is need for a hrogram that focuses on
empowering the individual, while providing a mechanism for shared
responsibility between client and professional {(Butler et al, 1977%;
Gritfin, personal communication, 1%83; Labonte & Penfold, 1%981; and
Neufeld, 1984).

The literature search failed to yield an example of a program
focused on increasing autonomy that systematically applied the
principles of effective education and self-directed learning outlined
in this chapter. Self-directed learning models are used widely with
children and professionals, vet the theory does not appear to have
been explicitly applied to health promotion programs for the elderly.

To develop efficient and effective programs in health promotion,
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Pickard and Collins {1982) suggest a need to design programs using the
principles of effective education. While there may be a variety of
opinions as to what the important princibles are, the recommendations
which they have specifically made are:

1. learner identification of the problem

2. a3 variety ofgieaching techniques with maximum effort to engage
active participation, g

3. wide use of the group method of instruction. Neufeld (1984)
concurs that group work is a key component in developing personal
responsibility for health. Groups may increace motivation in addition
to meeting social needs.

4. active involvement of the learner in all stages of planning,
including evaluation. Durability of change is in direct proportion to
the active involvement of the client. For... |

Unless program planning utilizes the experiences and resources of

the learner’s themselves, the value and effectiveness of the

program will be vastly diminished.
({Pickard & Collins, 1982, p. 371J.
The principles identified by Pickard & Collins, (1982) for health
promotion are those principles of a self-directed learning model
outlined previously in this chapter and the principles promoted
implicitly in Nelson’s (1984) Be Well program.

In summary, older adults need to take responsibility for
personal wellbeing. A review of health pfomotion programs revealed
many innovative strategies for educating older édults about the
principles of self-care and healthy living. Program planning,

however, seems to have failed to consider that many older adults have

been socialized to be dependent and lack either the skill or
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motivation to take increased control of their health and wellbeing.
While Nelsen’s (19847 model incorporated techniques to help seniors
take increased responsibility for wellness, a model was not found that
explicitly teaches the skills of sel+—d%rected learning, providing a
mechanism for shared responsibility and ﬁeasuring Tocus of cbntro].
Such a model would cultivate initiatiye and develop skill to enable
all seniors to taKe increased responsibility for wellness and be able
to work cooperatively with professionals in planning programs to meet
their needs. The purpose of this thesis is to develop a program to

bridge the gap and fill in what is missing.

The Proposal: & Program in Self-directed Advocacy

The need for autonomy is pervasive and the self-directed learning
model proposed in this chapter provides a framework that addresses the
need for autonomy while at the same time incorporating\col]aboratiue
learning strategies to develop the group as a support and resource.
Building on this framework, the following chapters outline the
conceptual development of a self-directed advocacy program for
seniors, the field d;uelopment of the program within the context of
health promotion and the empirical evidence for the effectiveness of
the program in helping adults to take control of their learning and

their lives,
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CHAFTER 3

Conceptual Development. of the Frogram

The Vision and the Goal

The development of the origina] personal advocacy curriculum was
guided by a vision of older aau]ts fully involved in learning,
growing, and maintaining control of the quality of their lives. It
was a vision of older adults actively creating new social systems to
serve their personally defined needs. To this end, a program model
was needed which would develop skills and provide the opportunity for
personal adwvocacy.

Briefly, the task was to:

{a) outline the requisite skills for personal advocacy and

(b) incorporate the process of self-directed iearning.
The challenge was to use the most effective teaching strategies to
assist older adults to speak up for what they need to maintain control

of their lives,

Selecting and Organizing Content

In planning curriculum content it was necessary to: (1) consider
the concept of advocacy and develop a specific statement of cbjectives
{2) define the necessary skKille to achieve personal advocacy and
-{3) develop an organizing principle to guide the sequence of content,

1. Advocacy. The purpose of the program was to encourage older

adults to act as personal advocates. "Advocacy", as defined by the

Random House Dictionary of he English Language (194%, p. 22), means
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"...pleading in favour of, vindicating a cause by araument; active
espousal”, The major objective was that the individual will be able
to identify a need or concern and choose the most effective way of
expressing that need in order to achieve a personally defined goal.

2. Skills ¢content? . Identifying a personal need involves:

(a) Knowing one”s rights (b) recognizing feelings and ¢{c) developing
an awareness of dissonance. The awareness of need may be facilitated
by assertiveness training. Once a need is identified, there are
basically two ways of communicating: speaking and writing.
Identifving a personal need, a goal and a plan to express personal
advocacy is a self~directed activity. Therefore, content should
include all of the components of a self-directed learning program:

visualizationg

goal-setting;

planning;

management strategies, use of resources;
action;

self-evaluation; and

celebration.

3. Organizing principle -~ a heurjstic process, Awareness of a

need was considered to be the starting point, followed by a logical
development of skills necessary to express and ultimately satisty that
need. Visualization was considered by the author to be a useful
technique for developing awarenesc of needs and goals <although no
data could be found to support its effectiveness), and visualiza{ion

became the subject of the first learning unit.

The content of the original personal advocacy program included
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the following units:
bnit I: Creative visualization
Unit 1I: Assertiveness training

Unit II1I1: Effective speaking

Unit IV: Effective letter writing

Unit ¥: The process of self-directed learning.
The component sKills of the self-directed ]earninQMprocess were
implicit in the first four units {j,e. practiced throughout); however,
the content of the final unit was explicitly the component skills of
the self~directed process outlined above, beginning with visualization

and ending with the celebration of personal success.

Selecting and Organizing Learning Activities

The ten principles of good learning activities outlined by
Gibbone and Common <1985} have particular relevance for older adulis.

1, Capacities of learners are important . Given that many

seniors lack formal education, the facilitator-leader of each group
will want to obtain information about the particular educational
background, level of independence, assertiveness, ability to speak
out, written skills and community activities of individuals in the
group.

2. Motivation is a first priority. Since many seniors have not

experienced success in learning, the facilitator will want to generate
enthusiasm, perhaps bv sharing an exciting personal vision, then
guiding the individual in creating his or her perscnal vision of

excellence.
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3. Learning is facilitated by a reward svstem; intrinsic reward

is preferable to extrinsic. To ensure success, the facilitator

should instruct participants to +focus on small manageable steps
that guarantee success and encourage self-evaluation and self-reward.
Each small success must have recognition and celebration.

4. Tolerance for failure is best tauqht through providing a

backlog of success. Seniors have a vast amount of experience from
which to draw. The facilitator will want toﬁemphasize strengths and
past accomplishments. The focus on small steps that guarantee
success in group work then serves to build a repertoire of success.

3. Personal history may hamper or enhance abilities. The

facilitator will encourage self-knowledge of strategies and use of
‘what works for you’. The individual builds on strengths and develops
a plan for overcoming deficits,

6. Active participation is preferable. Wherever possible, the

individual will practice essential skills of self-directed learning,
visualization, assertive behavior, effective speaking and writing.

7. Meaninqful tasks are learned more readily . This is a very

important principle to consider for learning in later life. To ensure
that tasks are meaningful, every opportunity should be taken to draw
on the personal experiences of the group and to prepare learning
activities that reflect meaningful experiences.

8. There is no substitute for practice. fs much opportunity as

possible needs to be given for individuals to practice the skills,

9. Information about the nature of a good performance. Leaders

will both model and demonstrate a good performance. Individuals will

be given opportunity to formulate for themselves what constitutes a
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good performance and to determine ‘what is success for me”.

10, Transfer of training. This is perhaps the most important

principle., 'If educators are to make an important difference in the
lives of seniors, empowering them to speak out for the things they
need, particular emphasis must be placed on activities that will
facilitate trans+ef. Teach broad princigles.w¥8rainstorm ways the
skills could be used. Encourage personal homéwork. Use an action
contract. Elicit commitment. Celebrate success.

Using these important gﬁidelines, the self-directed learning
process, and a strong commitment to create the best possible learning

opportunities for older adults, the original personal advocacy program

was produced.

Summary: The Original Program

The purpose of the program was to motivate adults to act as
self-directed advocates. Through the development of assertiveness,
speaking and writing skills, group sharing and probliem-solving of
needs and concerns, and finally, the completion of action contracts;
it was expected that older adults would develop the confidence and
competence to be active in creating their own futures.

The content of the program consisted of the component skills of
personal advocacy; the method was active practice of the content
skills. The five units were visualization, assertiveness, effective
speaking, effective letterwriting, and self-directed learning. Figure
3 is a model for developing personal advocacy, showing the
relationship between the educator, method, content, and goal of the

program.
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Figure 3. Developing personal advocacy: A model that incorporates

self-directed learning. -
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The Challenge

The original program {see appendix A was intended as a guide.
It represented the author’s recommendations for the best le;rning
experiences to accomplish the central objective of motivating seniors
to be self~-directed. The challenge to group leaders was to adapt
fhese experiences to match their 03} personal styles and skills and
~the unigque characteristics of each group in order to have the greatest
impact. The challenge for the author was to find the opportunity to
implement, evaluate and refine the program model.

The big guestion was, would it work? The principltes of
self-directed learning have been applied to the development of
"challenge education" programs for children {Gibbons et al., 19807,
but they have not been explicitly applied to the development of
programs for seniors. Would older adults, perhaps in their 80°s and
90“s, actually find the visualization process and the sel+-directed

action contract helpful in taking control of their lives?
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CHAPTER 4

Field Development of the Program

Introduction

In March of 1983, the City of Vancouver anncunced the funding of
seniors’ wellness coordinators throughout the city for a one-vear
period. The mandate was to deveﬁ%p programs that address the needs of
each unique community of elders. The success of these programs
depends, to a large extent, upon seniors being able to articulate
their needs and taking an active role in planning health promotion
programs to meet those needs. However, many older adults have been
socialized to be passive and dependent, often relying upon
institutional authority. They cannot be expected to identify their
own needs and express themselves effectively. Th}s was a perspeciive
shared by both the developer of a personal advocacy program for
seniors’ and the seniors’ wellness program coordinator at South Health
Unit.

The wellness coordinator’s task was to develop a community
wellness program in cooperation with seniors residiné in South and
East Vancouver. In general, seniors in that community have a blue
collar work history and few have graduated from high school. In her
experience with these people, the coordinator found the seniors to be
more comfortable allowing health professionals to determine what they
needed and to prescribe solutions. Ewven when directly questioned,
they were unable to suggest ways they would like to be served by the

health department. They had little expectation that their




self-perceived peeds would be considered, let alone met.

There appeared to be a gap between the health department’s
expectations that seniors would be actively involved in conceiving,
planning, and implementing wellness programs and the apparent
expectations of the seniors to be passiﬁe recipients of healthcare
services. Therefore, the wellness coordinator felt that an advocacy
program was needed to bridge the gap and she expressed an interest in
the personal advocacy program model conceived by the author in a
graduate studies program at Simon Frasengyniversity.

Following discussion and in cooperation with South Yancouver
Health unit, a decision was made to implement the program model in
conjunction with the development of health drop-in programs in South
and East Yancouver. Shortly thereafter three professionals ‘a
wellness coordinator, the author, and a social work consultanté came
together as a group who shared a common interest in helping seniors
take increased control and responsibility for persoﬁal wellbeing. To
this end, they agreed to work cooperatively as facilitators,
developers, and evaluatore 0% the program., For the remainder of this
thesis they will be referred to collectively as."the group leaders”,

A case study approach was used to document the development of the
program in South Qancouver. The narrative description of what
happened focuses aon a number of specific issues which will be outlined
in this chapter; improvements to the program mode! are based on the
narrative.
| The focus of the summative evaluation was on the effect of the
program in altering perceived locus of control in a more internal

direction. It was felt that personal responsibility and control would



be reflected by the ILC construct. In addition to the case study
analysis, a quasé-coﬁtrol Qroup was énlisted and compared on dependent
measures of control derived from a personal interview procedure. A
compiete description of the empirical evaluation procedures and the
results is documented in chapter 3,

Introduction to the case study method. The case study approach

has a long history in educational research (Borg & Gall, 1983) and is
beginning to assume greater importance as a wiable approach to
understanding educational phenomenon. Smith (1979 refers to it as an
emerging ‘genre of research’ which is still relatively imprecise.

In attempting to provide a more specific definition, Kenny and
Grotelueschen (1984, p. 37) suggest case studies are "intensive
investigations of single cases which serve both to identify and
describe basic phenomena, as well as provide the basis for subsequent
theory development". A case study may have the following
characteristics:

...data are qualitative, data are not manipulated, studies focus
on single cases, ambiguity in observation and report is
tolerated, multiple perspectives are solicited, holism is
advocated, humanism is encouraged and common and or nontechnical
language is used.

{Kenny & Grotelueschen, 1984, p.

387 .

Using naturalistic observation procedures, the researcher chooses the
most coherent and relevant information and attends to the more
_important aspects, emphasizing the uniqueness of the group. Through

vicarious experience of the context in which the research was

gathered, the reader is able to go beyond the data.




Program Implementation

Developing the plan. The group leaders proposed to adapt the

original program to their personal needs and the particular needs and
interests of the group. Ther proposed to meet for a planning seszion
once a week beginning a month prior to iﬁplementation of thevprogram
and to be jointly involved in pfanning, facilitating, and evaluating
each workshop session, The purpose of the presession meetings was:

{a) to become familiar with the original program mode]

{b) to share experience and knowﬁedge

{c) to share personal values and goa]éé'

{(d> to outline a joint vision, overall goals, qoals for each
session and the best way to achieve them, and evaluation procedures.

{e) to get to know each other’s style of working and interacting

{f) to recognize personal strengths and weaknesses and to learn
from each other, to develop personal excellence

{g) to Keep a positive attitude and encourage and support each
other.

In the presescion meetings, a number of conclusions were reached
with respect to needs, vision, goals, and plans for implementing the
program. First, a number of individual needs were identified. The
seniors’ network, which was a co-sponsor of the program, wanted input
into future programs and activities for their members. The
coordinator of the network indicated interest in a group advocacy
. project. The wellness coordinator was looking for information about
needs that could be incorporated into future wellness programs and she
wanted to develop some personal skills in group facilitation. The

social work consultant expressed an interest in developing personal




co-facilitation skills and developing group process. The researcher i
expressed her need to have detailed pians and to be rigorous and }
systematic in the development and evaluation of the advocacy program.
Prior to establishing objectives, the leaders felt it was
important to share a common vision, Thef shared a vision of a
community in which seniors are clearly included, not just
marginally--where seniors are fully politicized and use their numbers
to make a real difference, resulting in a commuhity that is more
sensitive to seniors, willing to accept seniors as valued and
respected members--where the wisdom and experience of senior citizens
is both treasured and utilized in creating the“best possible future
for all.,

Guided by this vision, the leaders established that the goal of
the advocacy program was to help seniors recognize that they haué the
power to make positive changes in themselves and in their communities.
Specifically, the program objectives were:

1. to increase personal control and responsibility for wellness
2. to develop a supportive, cohesive group

3. to involve seniors in planning programs

4. to develop a group goal,

In order to acﬁieue the objectives, the group leaders planned to
focus on two processes throughout the program: {a) developing
individual autonomy through the use of the self-directed learning
process and (b) developing a cohesive support group. The development
éf Qroup process was considered to be an effective strategy for
encouraging individuals to achieve personal goals. A cohesive group

was also considered to be essential to the formulation of a group goal



or project.

During the presession meetings,‘a number of issues were
identified. The personal advocacy program model contained a series of
unite on visualization, assertiveness, speaking, writing, and the
process of self-directed learning within‘which learning activities
were organized heuristically. The conceptual program, however,
contained no recommendations about implementation strategies {(eq.
daily and weekly agendas, number of leaders, optimal agroup size,

etc.y. -

There were decisions to be made about:

I. How to work together to plan each sessfon.

2. How to collect data.

3. What should be the core content of the program.

4, What should be the daily agenda.

3. How to use paper and pencil activities,

6. How to select the best learning activities.

7. How to use visualization to the best advantage.

8. How to develop a cohesive support group.

9. How to deal with the isshe of control.

10, What is the optimal group size.

11. What to c§11 the program.

With respect to these issues, the following strategies were
agreed upon:

1. Program planning. The leaders proposed to meet each week
éeuera] days prior to the session to

{a) focus on the goals of the session

{b) develop the best sequence of activities to accomplish those



objectives

tc) divide activities so as to utilize their skills in the best

way. Some quidelines were established for "inflight adaptations®.

The intent was to make the interactions between leaders and
participants as.spontaneous_as possible but with consideration for the
researcher’s need to follow the program plan. The leaders agreed:

(a) to feel free to add anvthing at any time and to make any
suggestions that would improve the clarity of the process

(b) to respond to individual needs to be heard and to receive
clarification @

{c) to Keep a positive attitude and support eaéh other

{d> to encourage humor

{e) to assist in dealing with anyone who might be disruptive or
monopolizing group time and to ensure that everyone has the
opportunity to be heard.

Finally, the leaders proposed to arrange for a suitable
celebration when the program was comp}eted.

2. Program evaluation. The summative evaluation procedures form
the basis for the empirical study designed by thé researcher and will
be described in chapter 3. To evaluate the program formatively, the
leaders would encoﬁrage participants to speak out, engage them in a
brief verbal evaluation at the end of each session, and hold a
debriefing session immediately following each workshop. (See appendix
B for an outline of the questions addressed in these two informal
éva]uation procedures), A continuous participant observation record

would be Kept to provide data from which to make recommendations for

future programs. The plan was to tape each session and to analyse



data related to the issues and the program goals (i.e. problems,
needs, plans, group support, evaluation, success, and control’.

_3. Content. Yisvalization, assertiveness, speaking, writing, and
the self-directed process skKills were considered by the author to be
essential content to a persoha] advocacy program. However, the group
leaders decided that, within a 4-week timeframe, they would focus on
the component skills of the self-directed process. They felt their
best contribution could be made through promoting individual
initiative and control. It was, therefore, decided to make the
process of self-directed learning the core content¥of the program
(i.e. visualization, goal~setting, planning, identifying supports and
resources, self-evaluation and celebration). The program would begin
with a positive affirmation, visualizing a past success, followed by a
unit on assertiveness to get people focused on their needs and rights.
Speaking and writing skills would be practiced throughout,
Yisualization was considered by the leaders to be an effective
technique in motivating positive action and would be practiced each
session as part of a relaxation exercise,

4. Agenda. The original model did not have a daily or weekly
égenda. The proposed daily agenda included an informal opening, a
relaxation exercise, a skill development session and a closure with a
brief informal evaluation.

5. Materials. There was some question about the effectiveness of
baper and pencil activities. The preferred method of learning was
felt to be the process of verbal discussion and group problem-solving
promoted by Freire {{974), Older adults with visual or fine motor

problems may find paper and pencil tasks a frustration and a deterrent
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to learning. The plan was to use individual file foliders introducing
paper and pencil tasks throughout thé program so people could chart
their own progress.

4. Learning activities. The quidelines outlined by Gibbons and
Common (1983 and the program gquide were‘used in selecting ahd
organizing learning activities, It was considered important to
maximize the use of the particular skills of the group leaders.
Carole (the wellness coordinator) had experience with visualization,
stress management, and relaxation exercises. Lep (the social work
consultant) had experience in peer counseling and in working with
support groups. Sandra (thé author) had experience with assertiveness
training and the self-directed learning process.

7. Visualization. The leaders were not sure how the seniors
would respond to visualization. It was important to solicit feedback
and to experiment with guided visualization relaxation exercises,
which were a particular area of interest for Carole.

B. Group process. What are the strategies for developing
effective support groups? Based on his experience with peer
counseling and the development of group process, Len suggested the
following strategies:

{a) provide opportunity for drad sharing and group
problem-solving

(b) always seat participants in a closed circle with the group
leaders interspersed with participants
- (c) have the agroup leaders fully participating as equal members
ot the group

{d) use an informal opening to encourage people to sar how they
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feel and an informal group closure when participants are encouraged to
share honestly héw they felt about the dav’s session.

{e) have group Jeaders model acceptance of each individual member
of the group

{f) finally, and most importantly, ﬁaue the leaders model
teamwork and support for each other,

?. Control. This was an important issue and one that was dealt
with on many levels. The central goal was to motivate seniors to take
control. This means not “giving” control-but rather “allowing” that
sense of control to emerge. The ques%ion raised was invariably “who
controls what?’ It seemed useful to deal with the control issue
through a consideration for personal choice and responsibility, The
leaders began by taking ;ome responsibility for creating a positive
environment for learning. Initially, participants were given chbices
about coffee breaks and group business. It was important for the
lgaders to model self-direction and control of their own learning and
development. The leaders planned to encourage members but never
coerce, advise, or control.

10. Size. This was arbitrarily set at 13, 4The original plan was
to run the group with 2 facilitators but when a third became available
who was not only very skilled in group process but also a male, the
team became 3.

11. Name. While the program was originaliy called Personal
" Advocacy , the leaders felt that advocacy was a term generally
;ssociated with the lTaw and not always easily understood. Initially,

however, it was necessary to avoid a name that described what the

program was about and thus contaminate program evaluation data,




The program was therefore advertised through the network as "an
informal discussion grdup"

The program implemented in South Yancouyer. The program

consisted of a series of & workshops held at a seniors’ network
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meeting room on é consecutive Wednesdays. Thirteen independent-living

seniors, members of the network and relatively mobile, committed

themselves to the program. The facilitators met each Monday to draw up

an outline of activities for the weekly sessions.
The weekly outline was: g;
Week 1: Introductions and affirmations
Week 2: Assertiveness
Week 3: Malues clarification
Week 4: Goal-setting and planning X

WeeK 5: Management: resources and strategies

Week &: Evaluation and celebration.

The daily agenda consisted of an informal opening, introduction,

a statement of workshop rules, guided visualization relaxation

exercise, skill development, evaluation, and closure.

Ultimately, the goal was toc coach each individual in the group

through the self-directed learning process to help them:
visualize themselves having a success;
identify a personal challenge;
develop a plan;
identify resources and support each other;
take action, focusing on small manageable steps;

evaluate progress; and
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celebrate a personal success.

‘Data collection procedures. While the original intent was to

tape the sessions, this seemed inadvisable, as will become evident
from the narrative. Therefore, the researcher elected to Keep a
continous observation record of each session. This involved recording
all dialogue and observations relative to the issues identified by the
leaders and the program goals {eg. problems, concerns, goals,
planning, resources, group support, action, evaluation, success,
ascertiveness, etc.). Debriefing sessions were held by the leaders
immediately following each session and a written record of these
sessions was also Kept. Matfrial from both sources was integrated
into a case study narrative which:
{a) describes the experiences of individuals throughout the
4-week program
¢{b) provides evidence of the potential of the program for:
1. helping seniors take responsibility for personal wellness
2. developing a cohesive support network
3. ennabling participation by both senjors and professionals
in program planning
4, promoting a group project.

{c) suqqests improvements to the original program model.
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Case Study Marrative

The continous participant observation record was used tq prepare
a narrative description of what happened in each of the workshop
sessions. In the following description, material deriving from the
workshops is identified as "observations®: the debriefing sessions
provided the material for “reflections". Group leaders Len, Carole,
and Sandra (the author) are identified by name throughout the
g

narrative. The names of the senior participants have been changed to

protect their anonymity,

Session |

Observations. Thirteen seniors met with the 3 group leaders at

a seniors’ network meeting room. As the leaders prepared to begin,
Len noted several people outside the circle and immediately made it a
closed circle. O0One of the participants, who is training as a fitness
leader, was asked to lead a short exefcise session before we began,

Sandra requested that the group permit her to tape the sessions.
Everyone agreed, with one exception (Gertrude: "You can go ahead and
tape; I just won’t say anything") and therefore the decision was made
to Keep a continuous written record in view of Gertrude’s discomfort
. with taping.

In setting the climate for learning, Sandra precsented the
worKshop rules (courtesy, anonymity, and personal responsibility) and
considerable discussion followed about courtesy,

Carole led a deep-muscle relaxation exercise.
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Len conducted the introductions. Participants first recorded
their names and purpose in coming on individual cards for their files.
(These files were Kept for the personal use of participants and cards
were gathered at the end of each sescion and stored in a locked’
cupboard in the network office.) Participants were next asked to
introduce themselves to a neighbour and share their purpose in coming.
Participants were then asked to introduce each other to the group.

Len recorded names and purpose in coming on the blackboard. Reasons
for coming were:

- to be more assertive, more in%control of myseld

- to learn, to help others (2 people’

- to learn about my aown needs

- to be aware of a better potential for the future {(this by an 87 vear
old lady?

- to tearn how much control I really have, and how to deal with
difficult people

- to speak in such a way that people will listen to me.

- to find solutions to my problems

- to develop group ckills

- to develop more control over the future,.

- to develop more control over my life

- to speak up diplomatically (2 people).

The purpose of the next exercise was to visualize a personal
success. Carole conducted this exercise and participants were asked
to share a past success. People were reluctant therefore she
volunteered to go first. Nine people then shared personal experiences

of success. Sally talked about a prize for flower arrangements, at



54

which point she said she just had to speak up and tell us that the
bouguet on the table was a prime example of a very bad arrangement.
With encouragement from the group, Sally then proceeded to show her
skill by rearranging the bouguet.

For homework, participants were given a personal assesshent zheet
and asked to take it home and be prepared next week to identify an
area of their life they would like to imprave.

In response to the ewvaluation questions at the end of the
session, participants said they had learned that their needs were very
much the same as others and that <t was important to learn to have
more control of their lives. What they said they enjorved most was the
social aspects and discussioﬁ.

Reflections. The leaders felt generally positive about the

first session and impressed with the enthusiasm of the group. The
researcher was impressed with the naturalygroup skille of the other
group leaders, and aware of her own difficulty in trying to work as
facilitator and participant, as well as Keeping the continuous
participant observation record of what happened jn the sessiaons.

Several people seemed uncomfortable with the relaxation and
visualization procedures. An introduction and explanation were
obviously needed. Everyone was comfortable with keeping a file and
writing things down, with the exception of Charles.

Ruth is a concern. She is a very solitary individual who spends
her days riding the buses and visiting libraries, neighbourhood
houses, and free lectures all over the city. She carries four huge
plastic bags with her at all times and has been often identified by

health department personnel as "the bag lady". The group leaders were
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initially concerned that her antisocial behaviour would have a

wn

negative effect on the group by making people uncomfortable. She i
very disruptive and anxious. It was decided to have a group leader
sit next to her at all times and to place a hand on her to calm her
down when she is disruptive. The general plan is to allow the group
to be assertive and to develop skill in responding to her.
Participants have already said thev want to learn to deal with
difficult people and here is a natural oppor tunity,

Flora expressed privately to one of the leaders that she might not

@ -

continue because she is uncomfortable with a lot of personal
discussion. She is a very private person, very active at 87 and
doesn’t like to analyze feelings. The leaders were aware that some
people had shared very personal feelings and may feel they had
disclosed too much too soon. This will be discussed at the beginning
of next session.

In the future sessions, the leaders will attempt to build on past
success and encourage the fdea that each person has something to offer
the others., For next time, Rose will be encouraged to offer exercises
again at the beginning, and Sally will be provided with more flowers

to arrange.

Session 2

Observations. Six new people arrived and Jjoined the circle and

the leaders were at a loss as to what to do. These people were health
drop-in people who had not been intervieswed.
Sandra began with a round robin on “how is everybody’ to which

Alex twho would not commit himself to the group) said “lousy’ and a
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‘number of others followed with negative comments.

Carole led us through an autcgenic relaxation exercise and
everyone appeared to participate.

With regard to the homewaork assignment {instructions to identify
an area of vour life vou would like to improve and a geoal for
vourselfs, Char]esisaid he had filled out a personal assessment and
had changed the wording to describe how his 1ife was , because his
life is almost over and he lives a day at a time. Charles also
commented on one of our goals: to get to know each other better. He
said there are some people Yoigsimply don“t want to get to Know
better!

Hilda’s goal was “to be more assertive to my Kids so they will
Keep in touch with me’. A new member talked for some time about her
struggles to get her driver‘s licence and the ageism she encountered.
Another new member talked at great length about how he took a
policeman to court when his licence was suspended.

Mabel wants to take a plane trip. She can fly for +ree,
compliments of one of her children, but is afraid of flving. There
was lots of advice about what she should do and many offers to go
along with her., Mabel talked a 1ot and paced up and down because of
pain in her back that prevented her from sitting and this seemed quite
disturbing to some of the group members.

When asked how the group might best proceed for next week, the
§eniors were unable to offer suggestions. Since a number of people
had expressed goals that included an assertive component, the leaders
contracted to do some assertiveness exercises but input from the

group. Participants were asked to take the assertiveness handouts home

;
|
I
:;
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band to come back with a particular situation they would liKe to
roleplay.
. There was no time for evaluyations,

After the meeting, Ethel came to one of the leaders privately and
protested, "You weren’t very assertive; you should have told the new
people that they couldn’t stay because they hadn’t been interviewed".

Retlections . The first concern was what to do about a lot of
negative comments. How can the group keep a positive attitude with a
lot of complaining? Cahole stressed the need for people to have
their negative feelings heard and validated. False cheerfulness is to

be avoided. Honest expression of thoughts and feelings is a component

of assertive behavior and therefore negative thoughts and feelinags

must be heard. | i |

What about people who saf?they have no goals because they are too
old? This also needs to be heard,

Sandra expressed the feeling that this was not a good session.
The session consisted of a lot of grumbling and complaining but
without the development of any strategies or progress. Also, with the
addition of & new people and Len’s absence, there was a feeling of a
ltack of control over the workshop. Ethel’s comment that the 1eadgrs
had not been assertive is an important cne. Leaders must model
control of themselves and the group. How much control do leaders have
and how much rests with the group? This is an ongoing issue.

There was no time for evaluations or a proper group closure and
this left Sandra with an incomplete feeling. The challenge was to take

greater responsibility for the climate for learning next week and to

create specific scenarios for assertive roleplaying that addresses
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speciftic problems that had been raised in the group.

Segsion 3

Observations. In reviewing last week’s session, Sandra

mentioned the difficulty the group leaders had in dealing with new
members and the decision to inciude them. It seems the people who had
turned up unexpectedly had made a mistake and were in the wrong place
but decided to stay because it looked interesting. (G0f the & people
who dropped in, 1 continued to attend reqularly and 1 attended 3 out
of the & cessions; they were, of course, not included in the case
study analysis?, Discussion followed about the need to express
negative feelings and that it was oKay. However, dwelling on the
negative often meéns not-qgetting on with making positive changes.
Participants were told that this was both a support group and an
action group. There is a time to listen and a time to get on with the
action. This weelk was time for an emphasis on action.
Hilda - I am already becoming more assertive. [ took it upon myself
to phone my daughter-in-law who is separateg from my son. As a resuylt
my grandaughter is coming over this weekend to visit.
Gertrude - 1 think I am being more assertive with my grandchildren who
are now living with me.

Len led us in a visualization exercise, visualizing “vour special
place’.

The goal of the session was to develop assertiveness., Sandra
opened with a discuséion of the differences between aggression,
assertiveness, and passivity. Carole and Len then put on a lively

roleplay of Dr. Wise and Mrs. Sick, simulating doctor-patient
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relationships which fall into the three categories., This stimulated
some livel¥ discussion of personal experiences with doctors.

The aroup then broKe up intoc three smaller groups to actively
practice roleplay situations, The roleplay scenarios created by the
leaders addressed specific issues raised by participants in previous
sessions. Wherever possible, an attempt was made by the leaders to
place individuals in roleplay situations that were personaliy
relevant,

In the evaluation, participants said they had learned they all
needed to be more assertive. One person expressed a need for patience
and another that she worried too much about hurting other people.

They enjoved most the roleplay of the scenes with the doctor. To
improve small group work in the +ut&re, it was suggested that groups
be placed further apart to avoid distractions and stay better focused.

Len concluded with a quick round robin closure which incliuded
the following comments:

Rose - I feel good. I got some of my feelings out.

Mabel - I can talk here in this group and I can“t at home. I can’t
communicate there because everyvone is smarter than I am.

Alex - It went better than last week.

After the group broke up Alex said, "The bag lady is real
interesting. 11 wonder what she has in those bags. ©She is real smart
you Know. Wouldn‘t it be interesting if she wrote down all she saw in
her travels around the city?"”

Reflections. The leaders felt that today had been a 1ot of fun

with everyone participating.

Individuals who need special attention:
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Ethel - appears to be living with a violent husband and may be a
battered wife <{Len and Carole will follow up on this in their roles
as community health professicnals.).
James - is very long-winded. His philosophical dissertations are far
too lengthy. Once again the plan is to let the group deal with it.
Hilda - has a real problem communicating with her son, She finds it
impossible to be assertive and slips back into passive behav%or but
she is beginning to be aware of this.
" Mabel - has obviously suffered from being treated as the dumb one in
the family and needs & chance to develop confidence.

In general, the feeling was that the group is becoming very
honest and open. The climate has been set to move into individual

contracts next week and give pegple support to achieve some goals.

Session 4

Observations. Alex’ first comment was “where is the bag lady’?

Rose - The roleplay last week really helped me. I went home and had a
talk with my son and we were able to communicate. I feel I have
really achieved something important. #Also, I confronted someone in
one of my e#ercise classes who has been upsetting me. I tookK her
aside and told her what had been bothering me. She took it well and’
changed her routine.

Rose led the group in some gentle exercises and this was followed
by a2 discussion on the merits of different Kinds of exercises.

In the skill development demonstration, Len wrote out Carole’s
goal and her contract on the blackboard. Participants then broke into

3 groups of 4 and each person was assisted in developing a personal
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goal and contract by members of their small group. Len’s group was
quite task oriented, Carole’s group became somewhat like a therapy
session complete with hugs. In Sandra‘s group Ruth proceeded to give
Alex a back massage and a dissertation on smokKing.

When the large group reconvened eacﬁ person, with the exception
of Charles, had a goal and a contract to be completed for the
following week. These were:

Nelson ~ I procrastinate, mismanage my time. I need to set time aside
to accomplish things. Specifically, 1 am going to make time to
complete a painting I have been putting off for 2 vears.

Edna - I want to be open to new experiences and’also more organized.
Specifically, 1 am going to make time each day for exercises first
thing in the morning.

Ethel - I have a global goal to run my owp life and not be
manipulated. Specifically, when people ask me to do things with them
1 want to be able to say ves or no and really do what I want to do.
Rose - I‘m going to Keep communication lines open with my son and set
specitic goals to change things at home.

Mabel - When someone wants to do something nice for me or pay me a
compliment, I“m going to accept it.

Sally - I want to catch up on my¥ correspondence, specifically to write
one letter that I have been putting off.

Gertrude - I want to make a dress. I have had the material for a vear
now.

Ruth - I want to move, but 1 have been trying for & years with no
Tuck, 1 Know it‘s hopeless. @A more manageable goal will be to arrive

here on time for the next two weeks.
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Alex S. - 1 would like to quit smoking. 1711 try to cut down to 3 a
day.

Len - 1 am going to enrol my dog in obedience school

Sandra - 1 am going to do my exercises every morning.

Reflections. Rose is really blossoming and becoming more

confident. Her volunteer work, teaching exercise classes at the
strokKe club, seems to have given her new sKills and a sense of
purpose. As a result of the very persconal nature of today’s
discussion, the leaders felt empathy for the very difficult situations
in which some of these people live and we also gained added respect
for their ability to cope and survive. This discussion prompted the
leaders to share their personal problems. They discussed personal
sources of strength, what has pulled them through very difficult

times., In so doing, they gained an additional measure of respect for

&

each other and the ability to‘survive and strive for humanistic
values. As Mabel had said “I think we are a very special group”’.

In summary, it was felt this had been an excellent session. The
original objective had been accomplished with each person formulating
a goal and a contract by the end of the session. It had taken four
weeks to get to this point, but the consensus was that it was waluable
to alliow people time to get to Know each other and to explore their
needs., With only two weeks left in the program, the task was to
ensure that these people complete their contracts and celebrate a

measure of success.
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Session 5

Observations. During the cpening review of the week:

Edna - 1 had success. 1 did my exercises on the rebounder each
moerning.

Nelson - I went to Art class last night ;nd 1 am working on my
painting and 1 feel really good about it, This group is really
workKing for me.

Gertrude - Well, I didn’t do what I caid but 1 accomplished other
things. Lena phoned me during the week and we taiked it over and I
got support,

Carole led us through a gquided wisualization exercise, imagining
ourselves at the beach. Reactione were very positive. Discussion of
visualization followed.

In the skill development demonstration, Carole went over wﬁat
happened for her during the week with her contract. She did not
achieve her goal, wfi;h was to have a 15 min. quiet time each day. The
group was very helpful and supportive:

Len - Carole, I think you have been putting your needs secqnd. fou
have to take time to be good to yourself, |
Ethel - I used to be like that but now I am more assertive,
Nelson - 1 have a suggestion. Why not take 15 minutes right when you
first get to work.

Participants broke up into small groups and each person gave a
progress report and received encouragement and support and
suggestions.,

For next week, everyone was asked to be prepared to share their

success with the group and to evaluate the program. Sandra suggested
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that the group invite guests to a celebration and the response was “I
don’t think they would understand what we are doing and what has
happened in this group.’ Someone offered to bake a cake. For
homework, people were asked to fi1l out the gquestionnaire on interests
to be explored for future programs.

Some very positive comments were made during the informal group
closure.
Nelson - This has been so worthwhile, It really got me thinking and
doing things and I have been making great progress. |
Sally - 1 have regained some confidence through getting to know people
here.
Gertrude - I feel a 1ot better than when I came.
Rose - I feel good.’
Hilda - I feel very comfortable with everyone here.
Ethel - 1 feel good. Coe
Alex - I wasn’t going to come but I°m glad I did.
Agnes - 1 feel comfortable in coming even though I have missed some

sessions,

Reflections. The visualization is worKing surprisingly wetil.

Carole is very skilled and comfortable with this technique and this
accounts for much of the success with this group.

It is exciting to hear of the very concrete results people are
having. The small groups work well for giving individuals feedback
and support.

It seems apparent that Charles, at 88 years of age, is reluctant
to plan for the future. What is the value of a group such as this for

people 1ike Charles who may say “I live one day at a time.,..I have no
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goals’? 1Is it possible these people will change and become more
self-directed and purposeful in time? It will be important to see
what Charles perceives to be his success in the group.

The group is really developing a closeness. It is unfortunate
some of the positive expressions have not been captured on t#pe. It
would be particularly gratifying to compare how far some have come
from being shy and cautious to being open, supportive, and accepting
of each other. On the other hand, the presence of a tape recorder may
have inhibited the openess of the group. It is interesting that the
group is treasuring a special closeness and not wanting to invite
guests to the last session. The group was, in fact, very assertive
and refused to allow the leaders to persuade them to invite guests,
despite Sandra‘s wish to inuite academics to hear the success stories.
This is evidence of a group strength and cohesiveness that is
beginning to develop in just five weeks.

It is important to note that individuals in the group are
increasingly offering advice and support to the leaders, People are

taking increased initiative and control as individuals and as a group.

Secsion_ 6

Qbservations. In the opening minutes, Sally said she felt good

about walking all the way from 49th Avenue. Len talked about his
broken finger and Alex went into a long dissertation on the history of
a finger he broke about forty vyears ago, which somehow got onto a
discussion of honesty and how dishonesty burvs peace with one‘s spouse.
Gertrude followed with a long story about her grandaughter.

In sharing personal successes:
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Sally - I have lost some of mv tfmidity, thanks to this group. 1 feei
now that I can stand up and be more assertive.

Ethel - I set out to have more control over my life. I“ve had some
small successes. They are a start. The aroup support and the
literature has helped me to see where I‘m at and that hés been
helpful. My greatest success has come from the realization that I
must “accept the things 1 cannot change and change the things I can’,
Just like it savs in the serenity praver.

Hilda - I have appreciated being with all vou nice people. I‘uve been
made aware of a number of aspects about myself. And I have become
more determined. I‘m maKing notes to myself in the evening and
getting things done. I felt sad when I was coming today and realized
we wouldn’t be meeting again.

Alex - That doesn’t have to be the case. Why don“t we meet regqularly?
Gertrude - I‘ve learned quite a bit. 1‘ve always been one to make up
my mind and just go ahead and do things. The planning and taking
things step by step maKes %} easier. The goal I set was unrealistic.
It was just not possible to get that drgss'made with the confusion in
my house but I did do something else. I also enjoved everyone’s
company. I1’m 1jKe Hilda. I need people.

Alex followed with a rambling recount of the breadlines during the
war.

Sally - I enjoy my privacy too and my view from my window. But my
yiew of the mountains is being cut off by new buildings. (This was
followed by some general discussion of how the new buildings are
ruining the view of the mountains).

Mabel - Well, my success was that I let somebody treat me for a
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change. I have learned to be good to myself here. This group has

really helped me.

Melson - 1 haue‘Erought my painting to show vou. This is a very

gnusual group aﬁd I have really enjoyved the friendship and support.
Finally, a graduation ceremony Qas held. Len played his tape

‘Pomp and Circumstance" and Carole formally presented certificates to

each person.

Edna cut the cake and Gertrude served the coffee.

Reflections, It is noteworthy that of 13 people who were

interyiewed originally, 10 were here today: | dropped out after the
first session, | had to babysit and | has gone to Europe. If has been
the authgr’s experience with seniors’ groups that attrition may be as
high as 50% over a é-week period and a 3:13 attrition rate suggests a
strong commitment to the group. \

The leaders had decided to let this session be somewhat
freewheeling and to qive up control and responsibility for what
happened. The results were interesting.‘éﬁuch of the discussion seemed
to be disconnected. Many mentioned personal problems and a lot of
group problem-solving was initiated. Some o% the common concerns
touched on were: honesty, not taking proper care of yourself, the
obstruction of the mountains, need fof people, need for privacy,
loneliness., Len explained that this was common with the breaking up
of a group. 1t seemed liKe a last cry for help=--‘just when I need vou
to help me with all my problems, vou are deserting me. Help!~’.

It was noteworthy that so many had mentioned how the group had

helped them. Even Ruth, who lives a solitary life on the streets, was

able to develop a feeling for the group that had accepted her.
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The leaders were somewhat disappointed when no group project
emerged at the end of & weeks, The conclusion was that this may have
‘been an agenda held by the leaders which was not shared by the aroup.
It was important at this point for the leaders to resist any urge to
control or coerce and to see what p]gns emerge from the seniors
themselves following the program. The leaders felt the & weeks had
been very personal and very intense for these people and they needed
time and space to digest what had happened. It was now up to Carole
and Bern within their.ﬁespectiue professional roles as wellness and
networkK coordinators to be prepared to respond and to assist in
whatever way is requested.

The group leaders found it difficult to relax and celebrate with
o much on the agenda in the final session. They, therefore, made a
date to celebrate over lTunch the following week and to devé]op a plan
to share the success of this project with the larger professional
community.

A Summary of the Effectiveness of the Program in Meeting the

Objectives

The program was intended to serve as a frameworkK and a mechanism
for: (1) helping seniors take responsibility for their own wellness
{2y developing a cohesive support group (3} providing input from
seniors into program development, and %4) initiating a group project.
The following evidence for the effectiveness of the program in meeting

these objectives was derived from the case study narrative.
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1. Personal responsibility . The continous participant

observation record documented how ? out of 10 seniors had identified
specific goals, developed self-directed initiative and demonstrated
both observable behavior and expressed feelings indicative of personal
initiative and success. This suggesfs the potential of the program to
motivate seniors to take increased control of wellbeing.

2, The development of aqroup process. The leaders felt that the

support and the encouragement of the group plaved a big part in
motivating individuals to take.self-directed action. Initially, the
participants had directed a1l guestions and inquiries to the group
leaders, a common occurence when groups are first formed. As the
group progressed, the participants became intimate with other members
of the group and were more comfortable in expressing #ee]ings and
thoughts. Dyads changed to triads. Participants became mofe active
in offering advice and extending support to leaders and others. and,
finally, increased references were made to “the group® and the
helpfulness of the group as a co]lectiué?ﬁ This change toward greater
intimacy and evidence of identification with a group in such a short
period of time suggested the potential of thss program for developing
a cohesive support network,

3. Seniors involvement in program planning . Increased

participation by seniors was noted in three ways. Seniors became more
actively involved in the health drop-in, they requecsted another
advocacy program, and their recommendations were used to formulate

improvements to the program model.



4. A group project. Mo group project emerged at the end of

the é-week program. The leaders decided they needed to be patient
and to ailow the seniors time to absorb what had been a fairly
intencsive & weekKs. The wellness coordinator and the seniors’ network
coordinator were prepared to respond to Eequests from the seniors and
to continue to be nondirective, a]]owing control and ownership of any

emerging group project to come from the seniors.

Addendum

Two months after the group closed, the wellness coordinator
prepared to shut down the health drop-in in South VYancouver for the
summer vacation. Graduates of the advocacy group lobbied to Keep the
drop-in open in the absence of the wellness coordinator and proposed
to take full responsibility for running it. This was, in fact, a
aroup advocacy project unanticipated by the group leaders,
demonstrating seniors taking self-directed group action. UWhile there
are conceivably many other contributing factors, it was felt that the
advocacy program plared a considerable role in empowering this group

to take increased responsibility for their own wellness programs.
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Recommendations for Improvements to the Model

Based on the program implemented in South Yancouver, the
following recommendations were made for the development of community

advocacy programs for seniors.

1. Program planning . The three leaders became a cohesive

professional support team. Thev learned from each other and worked
well together. WYalues were shared and mutual support was given. #&s a
resuit, it is recommended that grohp leaders take time to share values
and to use the self-directed process to develop both a unigque program
and their personal skills. Leaders will also want to be fully engaged
as participants in the program so as to create an egalitarian
atmosphere of shared control and a sense of partnership in the
learning experience.

%
2. Program evaluation. Evidence from the case studyv narrative

suggests the program was effective in helping participants to take
control of their lives. The seniors were able to use the
self-directed action contract and the support and encouragement of the
group to help them achieve personally identified‘goals. Whether there
was, in fact, empirical evidence of increased ILC is the subject of
chapter 3. The formative evaluation procedures served to elicit
ongoing feedback from the group to guide thé development of the
program., Since self-evaluation is a component skill of the
self-directed process, evaluation of both program and self are
essential components of the program. A continous participant
observation record was found useful for both formative and summative

evaluation purposes with a small group. While audio and visual
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recordings of gach session might seem to be ideal, it is extremely
important that dzta collection methods be unobtrusive and not
interfere with the spontaneity of the group.

3. Content. The original personal advocacy program model was
used as a guide. In this project, the‘decision was made to make the
content of the program the component skills of self~directed learning
with the addition of a session on assertiveness to get people focused
on needs and rights., WVisualization was used as a technique and
practiced during relaxation training sessions. SpeakKing and writing
skills were practiced but not included as explicit content.

1+ the purpose of the program is "health-~actualization®"--
motivating seniors to take responsibility for wellbeing-- then a
program priority is to facilitate the process of taking control and to
motivate seniors to initiate at??on in response to personal gﬁals.
Having identified personal needs and goals and having experienced
success, participants may then wish to pursue further skill
development, such as improving speaking and writing skills. However,
it is recommended that all additional content, such as requests for
resource information, skill development, etc.,lmust emerge from the
expressed needs and interests of the group.

While, ideally, professionals might wish all groups to be active
as seniors’ advocates, just as Nelson‘s Be Well graduates were, the
process begins with developing self-esteem and initiative and allowing
the seniors to define their own personal and group politics if they so
choose. It is therefore recommended that, if the focus is activation
of seniors, the content consist of the component skills of the

self-directed process and that all additional content proceed from the



expressed needs'and interests of each unique group of seniors.
4. Agenda. A dailr agenda is recommended. This should be
prepared in consultation with the group. It is important to par

particular attention to time; to start and finish on schedule.

3., Materials., Cards and file folders were used to record

individual progress and most of the seniors participated.

Facilitators will want to ascertain from the group whether written
work will constitute added stress or be an aid to learning. Dealing
with the files was an extra task for the leaders. Since the purpose
of the files is the encourage participants to write down ideas, goals,
and plans in order to have a personal record of progress, it was felt
that the use of a personal journal would be more appropriate and less
work for the leaders. “

6. Learning activities. Based on the principles outlined by

Gibbons and Common {1983), the leaders attempted to match learning
activities to the attributes of the group. This requires sensitivity
and constant evaluation.

7. Yisualization, This is an effective technique for

developing motivation and should be introduced Qradually and practiced
at each session as part of a relaxation exercise. It is advised that
leaders begin with exercises that are fairly concrete and familiar
{eg. breathing, deep-muscle relaxation) and worK up to the more
esoteric varieties of experience. It was felt that the success with
visualization in this group was partly due to the particular skill of

the wellness coordinator in using this technique.
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8. Control. There must be a shared agenrda. The individuals in
the group are gradually given choice and control. Initially, leaders
must be prepared to exercise control over the climate for learning.

To set the climate for personal responsibi]ity and mutual respect,
‘workshop rules” were introduced in the first session and réin+orced
each week., These were: {a) courtesy and respect (b2 anonymity and (c?
personal responsibility for participation and learning. Leaders will
occasionally want to temper behavior of individuals who are disruptive
or monopolizing time, but with sensitivity to the need of each
individual to be heard. Wherever possible the group should be
encouraged to deal with members who are disruptive. It is important
to be explicit about the nature of a shared agenda and the
responsibilities of 1ead;%§ and participants. This attitude of shared
responsibility models the ideal partnership between seniors and
community healthcare professionals in promoting optimal wellbeing.

2. Group process, Because cooperative learning skills are so

essential to lifelong learning in an information society, the
development of group strength and cohesiveness js considered to be of
central importance to the development of educational programs for
seniors. Participants must make a commitment to attend each week and
no curious observers or qguests should be invited. Respect for the
privacy of the group facilitates both individual control and the
development of group control and cohesiveness. While the leaders used
strategies based on personal experience, there has been research on
effective group interventions, such as the work of Lago and Hoffman
{1978), and resources should be consulted in order to develop the best

strategies for creating group cohesiveness.



75

10. Sizeﬂ Originally, 13 seniors were recruited; the final
numbers were 10 seniors and 3 leadefs, a situation the group leaders
found to be ideal. A group zize of 10 - 15 is recommended in order to
individualize the program, thus allowing each member opportunity tc be
heard and to have his or her needs met. ‘It is unrealistic tb expect 3
skilled leaders to be available for 10 seniors and, therefore, the
recommendation is made that 2 skilled leaders be available per group.
This permits one leader to attend to content while the other offers
support and attends to group process. The modeling of mutual support
and cooperation between leaders was felt to be essential to the
success of the program,

11, Name of the program. The program was originally called

Personal Advocacy. The research program was eventually referred to

as the Agsertiveness Program by the participants. It has also been

recently advertised by the Wancouver Health Department as:

Rediscovering Personal Power. Douglas College has provided the

following title:r It's Your Life: SpeaKing Up and Taking Control.

For the purpose of this project, since the goal is to facilitate
self-direction and personal advocacy, the basic framework that
underlies all these programs and which has evolved as a result of this

study is a self-directed advocacy model.
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Summary

This chapter has used a case study method to describe the field
development of the advocacy program model in South Yancouver. The
case study narrative of the program documented the effectiveness ot
the program in helping seniors 17 fake responsibility for wellness
{2) develop a cohesive support network (37 contribute to program
planning and <4) initiate a group project. On the basis of the Scuth
Yancouver experience, recommendations were made for improvements to
the program. The next chapter deals specifically with summative
evaluation, It outlines the empirical evidence of the effectiveness

of the program in helping seniors develop increased initiative and

control.
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CHAPTER S

Empirical Evaluation of the Proaram

Introduction

The purpose of the summative evaluation procedures was to obtain
eyidence of the effectiveness of the program in assisting clder
adulte to take control of their lives. The ILLC construct was
perceived to reflect a sense of perconal efficacy and control, and the
working hrypothesis was that a self-directed advocacy program would be
effective in increasing ILC in a group of older adults. To test this
hvpothesis, personal interviews, final written s2valuations, and
participant observation procedures were used to gather empirical
evidence from participants in the self-directed advocacy program of

.

change in locus of control. For comparison purposes, the personal

1

interyiew procedure was also carried out with a quasi-control group of
seniors participating in a modified traditional health drop-in.

This chapter provides 3 detajled description of the subjectz, the
methods used in collecting the data, and the results of the summative

evaluation.
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Method

Recruitment, Seniors attending two community-based wellness

.programs participated in a discussion of weliness initiated by¥ the
program coordinator and the researcher. The researcher then.made the
following reguest:

At the present time in greater Yancouver there is great
opportunity for community program development for older adults.
To assist the professionals in providing programs that meet your
needs, we are asking for your help. *ou can assist us by

attending the program regularly and agreeing to ftake part in a

short personal interview this week and at the end of a é-week

period.
Thirteen older adults were initially recruited as participants in

a é-week advocacy program which became group 1 (Gl); 12 seniors
participating in a modified health drop-in were engaged as the control
group (G2). Subjects in both groups were encouraged to attend §
sessions over a period of & weeks: a minimum of 3 weeks was required
in order for an individual to be included in the studv., 0Of the 7
subjects who were not included in the final analvsis, 5 did not attend
the required number of sessions, ! dropped out after the first session
to take on fulltime babysitting duties and 1| decided she would not be
comfortable with a personal discussion group.

Subjects, Subjects in this study were seniors Tiving in the
community who were voluntary participants in two communitv-baced
wellness programs, one offered in South and the other in East
‘Jancouver. Ten subjects participated in a &-weel self-directed
advocacy program (Gl) and 8 subjects attended a modified traditional

health drop-in during the same &-week period of time ¢(G2). Table 1

gives a sociodemographic profile of participants in the two aroups.



Table 1

Snociodemographic Characteristics of Subjects in Two Treatment Groups

Gl - SDA G2 - HDI
n =10 n=2a
Age
{in vears) range : 58-88 41-78
mean é8.0 46.8
Sex
female 8 8
male 2 ]
Marital status
married ; q &
divorced or separated 2 1
widowed q 1
Education
high school graduate 1 3
some high school 7 3
less than grade 8§ 2 2
Occupaticnal history
housewife 7 3
skilled labour 3 3
Pensionsg
‘0AP ? 3
GIS ' 3 2
GAIN 3 2
Housing
house 8 &
apartment 1 2
senijors’ housing 1 1]
Health
excellent 1 1
good 3 &
fair 3 1
poor 1 0
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As shown in table 1, the mean ages of the two groups were 8.0
and 46.8 years. In both groups, a majority of participants were
female, had not‘comp}eted high school education, and were receiving
the 01d Age Pencion <0APY. Primary work history was twvpically
housework or a blue collar occupatidn. Health was generally rated
“good” with the most common concerns being heart disease, hiagh blood
pressure and arthitis. There appeared to be no important differences
between groups on anvy of the independent variables. Ihere
appropriate, statistical analvsis was applied and no significant
differences were found (age: t=.41; educatioh: t=-,463; health: t=-.49

at p> .03,

Data collegtion,

ta) Experimental procedures, The design was a 2X2
quasi-experimental non-equivalent control group design +or‘sma11
samples of convenience (Campbell & Stanley, 1%264). Subjects in both
treatment groups were interviewed prior to and at the end of the
é~week program.

The inventory (see appendix D), which was administered during the
personal interview, consisted of three sections labelled A, B, and C.
Section Al part I elicited sociodemographic information and part I
contained open-ended questions concerning program expectations.

Section B contained Reid and Ziegler’s Desired Control Measure
{short formJ), Reid and Ziegler“s Desired Control Scale f{short form
measures the extent to which individual‘s perceive themselves as in
control of desirable outcomes. It is "essentiallv a unidimensional
index of generalized expectancies of control over a range of desirable

gputcomes” (Reid & 2ieqgler, 1981, p. 149:.
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This scale consists of 14 pairs of items, one mémber ot each pair
indicating the extent to which a particular event ic desired and
the other member the extent to which an individual has control
nver the occurrence of the euent. Both desire and control are
assessed on a S-pt. scale, with the total score for this measure
consisting of the sum of the cross-products of the desire and
expectation rating for each pair. :

i1Ziegler & Reid, 1984, p. 7.

Reid and Ziegler’s scale was developed from a survey of 143 older
persons in Metropolitan Toronto, 78 institutionalized and &5 living in
their own homes (Reid & Ziegler, 1981). The qﬁestionnaire probed the
personal control beliefs of older adults. The original inventory was
a 2-part questionnaire containing 70 items: 33 items in the first part
measuring the extent to which an individual desires a particular
reinforcer and 35 parallel items in the second part measuring the
extent to which the individual can obtain these specific reinforcers,
Internal consistency was in the high 80°s and 90°s (Cronbach’s alpha
coetficient) in four separate studies. Of particular relevance to
this study is the finding that results had high concurrent and
predictive validity to measures of subjective wellbeing, The original
measure was, however, found to have only moderate to low test-retest
reliability.

Because the compliete questionnaire took over an hour to
administer, a short form was developed with a systematically selected
Asample of 87 females and 48 males. «Reid & Ziegler, 19812, It was
found to have an internal consistency of .73. A reanalysis of 449
cases using the long form and selecting those items contained in the
short form for analvsis, showed that internal consistency remained

high. Reliability on the short form is given as .73 on Cronbach’s

alpha (Ziegler & Reid, 1984,
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Becau;e of its development with a ltarge population of
representative Canadian seniors and its correlation with measures of
wellbeing, Reid and Ziegler“s control scale was deemed to be the
standard measure most appropriate to this study. The short +form was
chocen because of its high internaf consistency and, most
particularly, the short time required to gather the data.

Section C, part I, of the interview schedule contained 20
questions deweloped by the author which were designed to reflect
specific content of the self-directed aduécacy program. In developing
the questions in part I, an attempf was made to:

{1y balance positive and negative statements

{2} avoid ambiguity, i.e. be clear and parsimonious

{3} cover the range of program chbjectives

(4> zolicit a maximum spread of scores and

{32 reflect both behavioral and attitude change.

Part Il contained +ive questions related to general program
gbjectives, to be rated on a 3-pt. Likert scale. The questions
concerned perceived level of 11) speaking out, {2} assertiveness, (3
group participation, {(4) helping behauior,.and 13) sense of controil,

Interviews were conducted by two females in their early 40”“s and
one 36 vear old male. 1In order to ensure standard procedures, a
training session was held. Interviewers were given an interview
protocol sheet {see appendix E) containing a description of the
inverntory and the iﬁecific instructions to be given werbally to the
subjects {see underlined material). All questions were to be read aﬁd
scored by the interviewer. The protocol and the inventory were

reviewed for clarity.
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tby Additional data collection procedures. The primary
dependent measure was Reid and 2Zieqgler’s Deszired Cdntrol Scale ishort
form) administered to both groups during the personal interview.
However, three additional data collection methods were used with Gl in
attempting to ascertain the e++ecti§eness of the self-directed
advocacy program.

1. Open-ended questions from the interview. As part of the
interview schedule, subjects in Gl were asked four open-ended
questions: two, on the pretest, were to determine their expectations
and two, on the postest, to describe what thev had gained from the
program,

2. Written final evaluation. Participants in group 1 were given
a final written evaluation questionnaire {see appendix C».

3. Participant observation record. & continucus Pecofd was Kept
which emphasized content relating to personal problems and concerns,
individual and group control. The descriptive narrative, derived from
the continuous participant observation record, was used in chapter 4
to provide a basis for making improvements to the program model. In
this chapter it provides data for a case 5tﬁdy analyvsis {cee appendix
F) which presents evidence of behavior suggestive of an increase in

ILC,

Results

Statistical analvsis of selected measures of control from the

interview data (Gl and G2), In presenting the results of the study,

analvsis of selected measures of control from the interview data will

be discussed first. Four measures of control derived from the



interview schedule were analvzed.
1. Desired control ¢BI> represented the extent to which

individuals desired control in different areas of their lives (family,

health, etc.?. @& mean score was obtained from 14 questions from the
Reid and Ziegler Scale each scored dn a S5-pt. Likert scale. These
questions are contained in part I of section BE of the gquestionnaire
{see appendixz D).

2. Ekpected control (BII) was calculated from the 14 parallel

questions from the Reid and Ziegler Scale measuring gxpected control

in the various areas. Thece are contained in part Il of section B of
the guestionnaire.

3. Locus of control (L) represented the sum of the cross
products of BI ¥ BII,

4. Sense of control {(CIIS) derives from responses méde on a
Z-pt. scale, anchored by the terms "very high® and "uvery low*, to the
guestion *what is vour lewel of control over yoﬁr life?", This
question was asked in part 1I, section C of the questionnaire.

Subjects in Gl showed a =zmall increase in scores on expected
control (BII3, locus of control <L) and senée of contral (CII3)
between the pre and post tests, but a small decreace in deéired
control (BIJ, Subjects in GZ showed a slight increase in expected
control {BII), and locus of control <L), with small reductions in
desired control (Bl and sense of control (CIIS). Table Z shows
pretest and postest scores on each of these measures and figure 4

compares pretest and postest scores on 3 measures for subjects in two

treatment groups.



Mean Scores on Four Measures of Contrbl

For Subjects in Two Treatment Groups

Measures of contrnol

Decsired control (BI:

Expected control

Locus of control

Sense of control

'
s

sd

(CII3
X
sd

Gi - SDa G2 - HDI

n = n=2
pre post pre post
4.23 4.16 4,49 4,33
0.42 L 0.45 0.24 L 0.31
3.351 3.72 3.82 1\ 3.%8
0.48 /T §.43 B.18 0.40
14.70 5.83 14,823 727
2,84 T 2.09 1.33 T 2.83
3.40 3.40 .63 l{ 3.90
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Because of the small sample size and the inabilitv to obtain
either a random or a matched sample, a multiple analvsis of variance
was the statistical procedure considered to be most appropriate. The
MANOVA showed no initial difference between groups on 3 measures of
control (FBII=3.01, FL=2.70, FCII5=1.14; p>.05). <(The fourth
measure, desired control, showed a very minimal reduction in both
groups and was not included in the analysis.? MNo difference in
control was found as a result of participation in-either of the
programs (FBII=4,95, FL=2,21, FCII5=.14; p >.05) and no difference was
found between groups on the postest (FBII=.04, FL=.27, FCII3=1.14;
p>».03).

The measures of genefa] program effect {which were designed by
the author and contained in parts CI and CII of the inventory) were
also analyzed using a muitiple ana1y§is of variance. For
completeness, item CIIS {(self-perceived level of control) is included
in the analysis of program effect scores, The MANOVA showed no
difference between groups on initial level of advocacy (FCI=.00,
FCITi=2.97, FCII12=.94, FCI13=.53, FCII4=.02, FC115=.05: p >.03). Mo
difference was found on the é program effect scores as a result of
participation in either of the groups (FCI=.1%9, FCII1=2.,08, FCIi2=.00,
FCII3=.18, FCI14=.,44, FCII5=.42; p> .05) or between groups on the
postest (FCI=.19, FCII1=2,07, FCII2=.00, FCII3=.18, FCII4=.44,
FCI19=.62; p ».05). Table 3 shows mean advocacy scores {program

effect) on é items for subjects in two treatment groups.



Table 3

Mean Advocacy Scores iProgram Effect) for Subjects

in Two Treatment Groups

Measures of advocacy

General program effect (CI)
=d
Speaking out <CII!)

-

Accertiveness (CII22
b
zd

Group participafion (CII3:
e ‘

sd
Helping others (ClI4)

X

sd
Control <CII13:

X

sd

Gl - SDhA G2 - HDI

n =10 n =28
pre post pre post
48.5 AN 49.8 9.5 ) 43.8
13.9% l ?.? 12.8 \L 8.1
2.9 4 3.4 2.6 4 2.8
1.0 T\ 0.5 1.1 r Q.50
3.2 3.2 2.9 2.7
1.0 —> 0.8 1.1 —> 0.4
3.6 3.8 3.5 > 3.5
0.7 4\ 0.4 1.1 0.5
3.8 3.7 3.6 3.8
1.1 \L 1.0 0.7 1\ 0.7
3.4 /r 3.4 3.6 3.9
1.0 0.2 1.3 .& 1.20 -
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Empirical evidence from the additional procedures <Gl oniwv},

1. Analysiz of open-ended guestions from the inventorv. Analveic
of the pretest data indicated that subjects” reasons for participating
in the program were relatively nonspecific. Among the reasans
mentioned were: curiosity, to learn, to be aware, or simpfy to pass
the time. The responses to the question asking them to describe what
they had gained from attending the program were more specific. One
individual said: "I expected someone would be giving lectures rather
than us doing all the participating. I thought vou would be the
experts but you let us do all the work." Other comments were:

- 1 did something for myzelf

- more aware of seld

~ more éelf—assurance.

These responses suggest an increase in self-awareness and a more
active involvement in learning--outcomes that apparentlv were not
anticipated by the participants.

2. Analysis of written evaluations. In response to the guestion
“Do vou feel this program helped you tp feel more in control of your
life?", 9 out of 10 indicated “ves”. In response to the question
“What have you learned from this program?", 3 indicated they had
learned to speak up for their rights and 4 felt that sharing problems
with‘others was helpful,

3. Case study analrsis, There was evidence from the
participant observation record that individuals had identified
important areas; had initiated self-directed action, and were feeling
good about themselves. The case study narrative describes how ¢

participants developed a contract and achieved a personal success
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guring the course of the &-week advocacy program. Ther had, according
~to Rotter”s (19443 definition, taken control of their actions in
pursuit of desirable outcomes.

The following case studies are a composite of data from the
personal interviews, written final evaluations, and continuous
participant observation record {sge appendix F for the format of cace
study analyses). Four individuals have been arbitraril? selected to
represent the group. They provide evidence that self-directed action
was taken in response to personally identified needs., In addition,

they provide that richness of context to which Stake (1783} alludes.

Hilda:

Hilda was a 63 vear old lady living alone in her own home. She
had recently been widowed, had received whiplash injuries in a car
accident and appeared to be frequently on the verge of tears during
the first few sessions. She spoke of wanting more contact with her
two sons who were both separated from their wives and Tiving at a
distance +from her.

Her purpose in coming was "to learn something new..., to Tearn
about my bwn needs". Her goal was "to be more assertive to my Kids so
they will Keep in touch with me",

During the third session, the leaders arranged for Hilda to
roleplay her concern, using a telephone to simulate actual
conversations with her sons. As a resuylt of her roleplay experience,
she realized she could not be assertive with her sons. However, she
was able to call her estranged daughter-in-law and invite her

grandaughter to wvisit for a weekend,
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In response to what she had gained from the program, she szid "I
learned that by sharing we can help each ather. I feel more in

control Knowing I am not alone...others have problems too. 1 can mak

hd

the effort to be more positive in my thinking and follow through with
being a whole person., I enjoved mbst the friendliness of our group,
the willingness to share experiences and also the helpful advice
given",

During the é-week period, an improvehent was observed in Hilda's
health. On the last day of class, she announced that she was off to
the Yolunteer Grandparent Association to register as a foster
grandparent, something she had been thinkKing of doing for some time.
The leaders felt that Hilda had, as she intendeq, fearned what her
needs were and had discovered a need to be needed and valued as a
family member. It was interesting that her solution was ﬁot to pursue
contact with her sons or grandchildren, but to substitute involvement

with another family in the community.

Charles:

Charles was an 88 year old former mar&ne engineer, recently
widowed and living alone in his own home. Charles stated that he had
no expectations in coming to the program, but "l want to learn and to
help others”. He was the only participant who refused to develop a
goal or a contract. He insisted that all his goals were in the past.
ﬂembers of the group insisted that Charles should have goals and
should not live in the past. But he was firm. "At my age, I live one
day at a time",.

MNewertheless, Charles did experience success in the program. "I
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confirmed here some of the things I have done in my life". Charles’
major goal in life was to make a good life for his children and he was
proud that he had achieved that goal. It was apparent that Charles
had used the seif-directed procesz as a method of life-review,

His activities and his Sociabiiity suégested that Charles 1lived
very much in the present. In a private converzation with one of the
leaders, Charles said he was a very lonely man. The leaders felt he
had used the group to meet his need for contact with peoplie. He never
failed to have a cheery comment and his gratitude for the good in his
life added an optimistic tone to the group. "If you look out todav,
vou just have to be glad vou're alive on such a beautiful dav as
this",

Six months after the program had ended, Charles said he was
planning a trip to England to visit his relatives and he ﬁrdered
copies of the picture taken with Len, the group leader, to take to his
family in Britain. Our final assessment was that he was, in fact, an

88 vear old gentleman definitely planning for the future.

Welson:

Melson was a 44 vear old retired building maintenance man, living
with his wi%é who also attended the advocacy program. His purpose in
coming was "to help others., I am fortunate...whatever I can do, I
want to do. What I get out of this program is up to you. You are the
experts®, <He was in for a shocki}
| Melson contracted "to finish a painting I started two vears ago®.
His success was in finishing his painting and bringing it for the

class to admire. The program did not meet WNelson’s expectations. "I
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expected someone would be giving lectures rather than us deing all the
~participating. 1 thought vou would be the experts but vou let us do
all the work",

The leaders observed changes in Melson. fhen he first came to
the group, he was very talkative, very much a cheerleader, encouraging
evervone else and complimenting them, alwaye trving to be helpful. As
the weeks wore on, Nelson became more thoughtful and he listened to
others. The leaders felt it was important for him to focus on a goal
for himself and to produce something of which to be proud. It was as
if permission had been given for him to be selfish. And, in addition,

the group discovered that Nelson was a very talented artist.

Ruth:

Ruth was a 38 vear old female divorcee, living in a subsidized
housing unit on GIS & GAIN supplements. Ruth lives essentially on the
street. She spoke of spending her davs riding the buses, viciting
libraries and health drop-ins, and attending free lectures all over
the citr. ©She said she had been to ewery health drop-in in the city,
Ruth became known as the "bag lady" because she carried four huge
plastic bags with her at all times, full of what seemed to be
newspapers and health drop-in handouts and programs.

Her stated purpose in coming was “to pass the time... someplace
to go’ although she also stated that she had big problems she couldn’t
solve. "I want to find solutions to my problems. I feel like the
mouse against the lion". She felt her problems really couldn’t be
solved and she refused to make any attempt to either define what those

problems were or consider that solutions might be possible. WWhen she
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was prompted‘to’choose a small manageable goal, she contracted on her
own initiative to attend each week dn time and to Jjoin ih the group
cir;le. tDuring the first two sessions, she wandered in late and
gtaved on the periphery of thé circled,

ihen asked in the final session to‘share a success, she said "I'm
not prepared to talk. 1 still have my problems” but she did offer
that she had “enjored the friendly people’ and that ‘this was the best
drop-in in the city’. And she had managed to attend four sessions on
time. She was, in fact, often the first to.abriue.

The leaders observed profound changes in Ruth. When she first
came she was very anxious and disruptive. She insisted on sitting
outside the circle. She seemed to have a need to be heard but had
great difficulty relating to people. As time went on, she relaxed and
became an accepted member of the group. Rather than feeling i;ritated
by her, people became interested ...and particularly curious about the
contents of her bags!

In summary, these case studies show individuals expressing needs,
moving te identify specific goals, taking self-directed initiative and
demonstrating both observable behawior and expréssed feelings

indicative of personal success and improved wellbeing.

Discussion
There were a number of problems with this studr that made it
difficult to demonstrate the effectiveness of the program.

Subject attrition, = The sample size was small in both groups.

The attrition rate was 7 out of 25; 3 dropped out of the adwocacy

program and 4 dropped out of the control group. In regard to the
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control group, it should be noted that a health drop-in is typically
-not a committed activity, however, participants in the drop-in program
who were interviewed as part of the control group were asked to commit
themcelves to coming for a é-week pericd. While other participants
tended to drop in irregularly, those who were interviewed were more

regular in attendance.

sampling procedure. It was not possible to randomly celect and

assign subjects to the two treatment groups nor to match them on
initial level of control. Differences on initial 1eu€1 of control (the
Kev wariable) were, however, not statistically significant. An
analvsis of sociodemographic variables also indicated the groups were
comparable.

Ceiling effect., Scores on the pretest were high f{eq. the mean

for Gl on Bl was 4.23 out of a possible 5 which left little room for
increase in scores. This indicates that participants in both groups
were initially high on ILC which is consistent with Leeh’s (1983)
findings that those who engage in health promoting activities are more
self-directed. Given the trends in the data, one might expect to find
a more important change with a group initially low on
se]f—directedness,

Time factor, Six weeks is a short period in which to make

fundamental changes in one’s belief system, particularly when those
belief systems have been forming for some 80 vears! While the
experimental data failed to vield a significant change in ILC over a
é~week period, the case study analvsis provided considerable evidence
for increased ILC. Furthermore, the evidence was in the form of

observable behavior which some researchers suggest {eq. Fullan, 1785



precedes change in attitude and belief. Change in a global belief
system might be expected to sccur over a longer period of time
following change in behaviour. i

It is unfortunate that time and 1agi5tics did not permit the
collection of data from observation of fhe seniors in GZ. 1In the
final analr¥sis, however, the most definitive evidence of the
effectiveness of the program was the participation rate in both
programs & months after thev were initially implemented. The modified
health drop-in program closed down for the summer due to insufficient
attendance, whereas graduates of the advocacy program lobbied the
health unit to Keep the health drop-in cpen during the summer months.
The health drop-in in South continued without the supervicion of the
wellness coordinator during the months of August with an average
attendance of approximately 25 seniore per session., In additfon, the
seniore in South requested another é-week advocacy program which was
scheduled to begin in January. The general observation is that the
graduates of the advocacy program have developed initiative and taken
greater responsibility for health and their own health promotiaon
programs, in comparison with the control group fwho appear to have
lost interest),

Group support etfect. One of the program cbjectives in Gl was

to develop the group as a support network and to increase the sense of
group control. Encouragement and support from the group was an
important factor in an individuals achieving personal goale. MWith the
aissolution of the group on the final day, there were expressions of
sadness and a ‘what will I do without the group’ phenomenon. The

anticipated loss of the support and resources of the group may have
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had the effect of reducing subjects’ general feeling of personal

control.,

Problems with the ztandard locus of control instrument. WWhile -

ILC is perhaps the most well-researched psychological cdnstruct, it
iz a very complex construct which presents many measurement problems
“Palenzuela, 1984), There are many spheres of influence included in
the inventory (e.g. control of family, friends, health, activities),
In this study individuals in G! made gains in control related to a
specific area of concern {eg. taking control of an activity,
initiating communication with family), However, there was little
evidence of an increace in a global sense of control that includes
other spheres of influence,

Reid and Ziegler“s balance of dimensions feg. fami]v,‘activity,
etc.? represents a balance of spheres of influence common to a general
population of older aduits residing in metropolitan Toronto. There
are gross individual differences, however, in an elderiy population
{Ziegler & Reid, 1984). Furthermore, results from the cacze study
analysis suggest that a sense of competencé and wellbeinog follows
alteration ofvcontrol in one area of specific importance to the
individual, If we examine scores on specific items for each subject,
there is some support for the importance of minor fluctuations in
control., Table 4 chows Qesired and expected control ratings on
_speci{ic items from Reid and Ziegler‘s scale related to purposes and
goals that were identified by individuals. <5ally, Mabel, Ethel, and
Gertrude stated purposes that were not cleariy related to specific

items and were, therefore, not included in the table.’



Table 4. Desired and Expected Control Rating on Items from the

and Zieqler Desired Control Scale Related to Purposes

or Goals Identified by Individuals in the Program.

Reid

control rating
desired expected
subject purpose; goal jtem # pre post pre post
S1. Rose to be assertive; 8 4 3 2 4
communicate with son 13 3 3 2 2
15 3 3 1 2
82. Hilda to tearn what my needs are; 8 3 3 2 4
to be assertive to family 13 3 =} 3 4
13 3 4 4 2
33. Charles to help others 1 4 4 4 4
no stated goals 3 4 3 4 4
(social goals determined {0 3 35 4 4
in private conversation) 11 g 3 q 4
13 4 4 2 2
15 4 3 4 4
54, Melson to help others; 1 3 g 3 3
complete a painting 3 3 3 3 4
10 3 4 4 4
i1 3 4 2 3
13 3 3 4 4
15 4 3 4 4
§5. Edna to be assertive; 2 5 4 3 3
do exercises every day 7 5 4 4 4
Sé. Ruth someplace to qoj 4 5 3 4 4
; to arrive on time & 4 4 2 4
9 4 3 3 3
1t 3 3 3 3

28
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Hilda, for example, (ref. tahle 4, p. 98) had spent a lifetime as
wife and mother and at age 63 che found hercself without a husband and
having little contact with children and grandchiidren. Of interest,
on both pretest and postest, Hilda rated “5* on desired control
with respect to family on the inventory and, following the program,
her self-rating on expected control in the area of familv¥ increased
on two dimensions from 2 to 4 and 3 to 4. On the third item, desired
control rating went from 3 to 4 and expected control from 4 to 2,
reflecting a loss of both desired and expected control, which may
suggest acceptance and positive adjustment.

The question, of course, is whether Hilda would have had the same
feeling of wellbeing if the program she attended had been primarily
designed to improve her level of health and fitness. The experience
with this group, which is supported (though somewhat tenuousiv¥) by an
item analysis of desired and expected control measures, suggests the

achievement of a reasonable, meaningful goal identified by the

individual may be a critical determinant of wellbeing.

Results from this study suggest the importance of each individual
identifying a specific area of cogncern and achieving a small success
in that area. The control of friendly visits may be an important goal
for institutionalized elderiy; control of physical activity may be
important to a retired professional athlete. However, Reid and
-Ziegler‘s locus of control instrument may simply not be sensitive to a
change in centrol in one small area of importance to the
individual--particularly if success énd increased control in one area

results in reductions in desired or expected control in other areas.
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Limitations of the case study analysis. In comparison to the

experimental data, the case study data would appear to provide the
more valid and reliable empirical evidence of a change in ILC., For,
not only did Reid and Zieqler (1981) report only moderate retest
reliability, they stated they anticipated change; in contrbl on
retest 4 months later in the absence of aﬁy intervention strategies.
However, the method of participant observation also has its problems
with reliability.

Despite experimental rigour, the participant observer loses a
measure of objectivity by virtue of belief and commitment to the
effectiveness of the program; and full participation in the program is
inhibited by the business of recording. Two of the group leaders
collaborated on the case study analysis, which enhances reliability;
however both were strong in their belief in the effectiveness of the
program and this not only adds bias to the results but is also a
factor contributing to the suﬁcess of the program. These two problems,
observer bias and instructor bias, can only be alleviated by a larger
gtudy using unbiased, nonparticipant observers and uncommitted
professionals acting as group leaders. This, of course, presents a
conflict of intergst since commitment to the process is important to
the effectiveness of the group leaders and nonparticipant obserwvation
techniques may interfere with the development of group process. (It
must be noted that the thrée group leaders were also involved as
professionals in the modified health drop-in, which would rule out the
effect of personalities on the relative success of the two programs in

the longterm.?
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Summary

This chapter has outlined the empirical evaluation of the program
using both experimental and cacse study methods. The case study
analysis supported the effectiveness of the progfam in helping seniors
take increased initiative and control of wellbeing. While the
experimental analysis failed to support the effectiveness of the
program in increasing general ILC, an item analysis of Reid and
Ziegler’s scale suggested the importance of a minor shift in control

to subjective wellbeing in the older adult.
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CHAPTER 4

Conclusions

Adults are required to maintain responsibility for the gquality of
their lives in later vears. In response to the pervasive need for
autonomy and personal advocacy, a self-directed advocacy program wWas
conceived, implemented and evaluated using both experimental and case
study methodologies. The case study method outlined the
implementation and formative development of a 4-week program; the case
study analysis clearly described how 9 out of 10 seniors developed
initiative and achieved a personal success. The experimental
analysis, while inconclusive, served to enhance understanding of the
issue of control in a group of 10 seniors living independently in
South Vancouver; and there are a number of implicaticns for health
promotion and educational program development for older adults.

Relative contributions of the experimental analysis and the case

study analysis to the understanding of control in the elderly.

Despite the failure of the experimental procedures to demonstrate the
effectiveness of the program, the standard measures are interesting as
an adjunct to the less formal procedures. The low test-retest
reliability of Reid and Ziegler’s Desired Control scale instrument may
render it inappropriate for measuring intervention effects, however,
it does not diminish the value of the instrument as a measure of
psychological adjustment. Reid and Ziegler’s (1981) findings that
correlations with measures of wellbeing remain high on retest adds

further support to the importance of the relationship between ILC and
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wellbeing which is critical to this study.

- By examining specific itéms on the scale, additional information
can be obtained about beliefs, attitudes, and areas of concern to the
individual. For example, distrepancies between desired and expected
measures of control on a single item may suggest a specific area of
concern and a potential source of anxiety for the individual. Reid
and Ziegler’s scale may be more useful as an "ipsative’ rather than a
"normative” instrument, providing information about the relative
values on each item--the unique pattern of the numbers for each
individual.

By using both case studry data and the Desired Control Scale, the
researcher or developer is able to supplement and compare the
behaviour that was observed with the self-report measures of
attitudes and beliefs ot the individual. In this way, a greater
understanding is gained of the issue of control! in a selected sample
of older adults.

The relationship between locus of control and wellness

reconsidered., The leaders of this particular program felt that the

exercise of control in a specific area of interest {eq. completing a
painting, completing a Knitting project, improving communication with
a family member) gave participants a feeling of competence and
improyed wellbeing, Schulz and Hanusa <1980, p. 37) suggest that
perhaps "wellbeing (which is the central focus for wellness program
development?) is more likely the result of relative changes occurring
over a short period of time than absolute levels of control®. And
the comparison of case study data and standard measures in this study

provides support for this position.
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It may have been naive to expect that a significant change in
‘general locus of control belief could be demonstrated with a small
group over a short duration of time. However, a change in a global
measure of control might be exhected to occur over the long term.
Given the importance of ILC to wellbeing and the social imperative for
personal responsibility and control, a change in locus of control
should continue to be a program objective, particularly in the area of
health education and promotion. A much larger sample over a longer
period of time may be required in order to demonstrate a significant
treatment effect; however, results from this study suggest Reid and
Ziegler’s scale may not be suitable to measure intervention effects on
generalized ILC,

With respect to the manipulation of control, however, there is an
ethical consideration that has been noted by Langer and Rodin (1974).
The anxiety that accompanies loss of contrel and support systems has
great potential for morbidity and mortality. In a followup study to
their control manipulation, Schulz and Hanusa (1978) documented
evidence for increased mortality occurring for the group that received
greater control and predictability, which was subsequently withdrawn.
The implication is that older adults may be better served by leaving
~them in a passive dependent situation than by giving them a temporary
experience of increased control.

Professionals who provide the opportunity for the development of
a sense of control and an increased expectation of control, have a
moral obligation to ensure that the resources are available for
support and control to continue, Given the difficulty in doing this,

it is not surprising that since Schulz and Hanusa’study (1978}, there
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have been few others manipulating control belief in the,e]der]y.

In view of the cultural imperative for autonomy, however, the
issue of control should not be abandoned. There must be a continued
effort to discover new ways to‘encourage older adults to exercise
personal initiative and control; and professionals must be active
advocates for educational programs for the elderly that incorporate
advocacy skills, such as this program does. Once older adults are
given the opportunity to identif¥ their own needs and to be involved
in planning strategies to meet them, they can then act as personal
advocates and, regardless of their level of need for support, they can
then maintain an active role in making deciions that affect the
quality of their lives.

Internal locus of control and self-directedness. Increased ILC

is logically consistent with increased responsibility for health and
wellbeing. However, given the difficulty of conducting an
experimental study that is ethically defensible and of sufficient
duration and size to demonstrate a significant change in ILC, a more
expedient focus might be on self-directedness.

If wellbeing is associated with the development of competence over
a short period of time, the construct of self-directedness, its
measurement and manipulation deserves important consideration in the
development and evaluation of health promotion programs.
Self-directedness may, in the final analysis, be a construct which is
more appropriate than ILC to both the goal of health promotion and the

socio-political climate of the 807s.
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The mandate for health promotion and the role of education. 1

wellness in its broadest context encompasses all that gives life
meaning, there are fundamental implications for the role of health
promotion and education for older adults. The community healthcare
svstem has been given a strong mandate for the development of a wide
range of educational programs for older adults and strategies for
teaching the expanding population of elderly have become a priority
for educational gerontology. There is a need to define the limits of
health promotion and to develop the role of the health professional as
facilitator and resource, connecting the older adult with other
resources for education in the community. The public healthcare
system cannot be expected to provide the full range of educational
opportunities for the elderly.

The contribution of education to seniors’” wellness can be made
through refining the methods that facilitate older adults takKing
control of their health and becoming active in creating their own
futures. Once seniors realize their personal power and control over
wellbeing, it is important that health professionals be comfortable in
an interactive role that focuses on reinforcing the initiatives of
the client. Efforts to make use of Knowledge and experience of the
elderly will require attitudinal change on behalf of both older adults
and health professionals {(Redford, 1981). Many professionals will
require training in facilitation skills (MNeufeld, 1984) so that the
partnership between the professional and the elderly client iz
egalitarian, reflecting a shared responsibility for health and the
quality of life,

Education’s particular contribution must be in the refinement of
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process and facilitation skills, developing new ways to motivate the
older adult to become self-directed, and contributing to the
understanding of the dynamic between educator and learner that
facilitates mutual growth and understanding. Continued wobk needs to
be done in developing cooperative learning technigues and the
potential of both learning partnerships and collaborative group work
in creating a society of autonomous lifelong learners, The task is to
focus on what Cross (1978), Fellenz 19822, Jensen (1970), and Kidd
(1939) maintain is, after all, the true purposevﬁf adult education:

developing self-direction.

Future Directions in Program Development and Research

Program development. The program implemented in South

Vancouver was different from the original model, both as a result of
the implementation procedurec and formative evaluations. Because the
original model was conceptual, there were no formal procedures to
indicate that the program implemented in South Yancouver was, indeed,
an improvement; development was based largely on shared consensus of
the group leaders. The group leaders felt that it was superior
because 3 experienced professionals had been jointly involved in
program planning. They felt it was an improvement because it
incorporated the unique needs and skills of both groupvleaders andg
participants., The program was better because it involved only the
explicit teaching of the self-directed process, with no preconceptions
by the leaders about the need for speaking or writing skills, HNeeds
for information, practice, and skill development in particular areas

were detined by the seniors themselves and addressed by the leaders
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to the best of their abilities.

The case studv narrative indicated the proaram was effective in
motivating individuals to be self-directed and ultimately to act as
program advocates, and it is, therefore, considered to be an important
component of a comprehensive community-based wellness program. The
next step is continued refinement and application in a variety of
contexts and settings. Each unit requires systematic evaluation with
respect to specific learning objectives in order to create the best
possible learning experiences and an improved program model.

Plans are underway to implement four new programs in 1984,
Improvements to the model include:

1. the development of a more expedient preassessment procedure in
the form of a written questionnaire.

2. the addition of a unit to identify a group “charter of rights"
in order to improve group cohesiveness and promote a group advocacy
project.

3. the use of a personal journal to help participants chart and
evaluate their own progress

4, specific objectives and evaluation criteria for each session,
“The goal is to create a model that can be easily adapted to a variety
of groups, needs, and goals——a model that will be useful in
instructing professionals, as well as for institutionalized elderly.

Research., Future directions for research in education and
health promotion for seniors suggested by this study are:

1, Use of larger samples over a longer period of time to
ascertain possible changes in locus of control, with the postest

administered 4 weells following the final session in order to avoid a
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possible letdown effect immediately following the loss of the group.

- 2. Wider use of naturalistic observation procedures and the case .
study methéd of analrsis in program evaluation and research. Frograms
in health promotion focused on helping seniors take increased controtl
of wellness are a relatively new phenomenon in the field 6+
healthcare. 1f a program is designed to teach participants how to
take injtiative and control, then evaluation should document that
process, rather than only or primarily quantitative measures of health
status and the absence of disease.

3. Exploration of the re]ationshiﬁ between ILC and
self-directedness with particular emphasis on measures of
self-directedness.

4.'Imp]ementation of the program with groups identified as low on
self~directedness.

3. Development of training programs for professionals using the
se]f—directed learning modei proposed in this paper. The ideal
training program would include seniors and professionals as
participants and equal partners in learning.

In conclusion, an important contribution toward improving the
quality of life for older adults can be made through efforts to
identify populations low on self-direction and motivation to learn
and, using an adaptation of the self-directed advocacy model proposea
in this study, to bring those who have been poorly served by
traditional education into the world of lifelong learning. The goal
is to motivate oclder adults to be self-directed and thus function

effectively as full participants in the information age of the 80°s.
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Introducticon

Maisbitt (19827 tells wuz we are in the information age. This
means that every member of the learning society must be able to access
information. He also identifies a major trend awéy from institutional
authority to self-reliance in every aspect of our lives. This means
that every individual must able to access the information needed to
maintain control ot life. The goal of education for the older adult
must be learner autonomy, its purpose to empower adults to make
choices in harmony with self-realization {Chene, 1983},

What do we mean by autonomy? Autonomy is often esquated with
independence and an important distinction must be made. Independence,
so highly valued by western society means "unwiilingness to be under
obligation to others" {(Concise Oxford Dictionary, 1754, p. 40432,
Autonomy, on the other hand, means "freedom of will...right of
self-government” {p. 178). Autonomy does not impl¥ independence or
self-reliance, for it is often achieved through interdependence or
mutual support. The important aspect is the element of choice. OQlder
adults need opportunities to make choices in accordance with a
personal value s¥stem.

There is a need for Iearhing opportunities for older adults that
facilitate the development of learner autonomy, The individual must
be given the skill and practice in defining goals, choosing and
adapting the learning environment, and selecting content and method of
learning. Older adulte must become self-directed in learning

{Fellenz, 1982).



insert figure. & zelf-directed Tearning model.

Furthermore, autcnomous, self-directed learners need learning
resources and community supports if they are to maintain control of
life. And seniors have a role to plav in defining the nature of those
support systems. It is, therefore, necessaary that seniors be able to
act as advocates in their own behalt to ensure that educational! and
community supports meet their needs. This meang identifving personal
rights and needs and speakKing up to be sure that social and political
systems do, indeed, address those needs. For uniess we can speak up,
persuade and convincej unless we have a sar¥ in what goes on we are not
in control of our lives <(S5tone & Bachner, 1977),

The National Advisory Council on Aging is prepared to iisten
{Begin, 1984}, Seniors across Canada are being askKed to speak out
about their feelings on self-respect, independence, interdependence,
and autonomy. The purpose is to discover how seniors can fit in as
functioning members of society. Education Has a vital role to play in
facilitating the development of personal advocacy skillz so that
seniors can take full advantage of this opportunity to speak up
effectively about their fundamental needs and concerns in order to
shape the future of their lives,

Furthermore, Caplan (1984) tells us medical ethics dictates that
even the frail institutionalized elderly must be autonomous, must be
permitted choices in harmony with a personal value svstem. He

advocates the use of surrogates for the incompetent eideriv. Howewer,
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one wonders how many healthy seniors, and indeed adults of any age,
are truly autonomous or have ever acted as personal advocates.

An advocate ie "one who pleads in favor of, windicates or
espouses a cause by argument" {Random House Dictionary of the English
Language, 1947). Advocacy is “active espousal®, not just selection of
information and supports, and this can be practiced in essentially two
ways:

{1) by writing effective letters to the most influential people

{2) by speaking out in the most strategically effective way aon
matters of personal concern.

The challenge for educat}onal gercntology is how to help seniors
choose the information they need and to develop the necessary supports
and resources in ofder to maintain control of their lives {(Fedorak,
1984), The development of the self-directed advocacy program is an
attempt to respond to this challenge. The focus iz on practice of the
requisite skills of the self-directed learning process and the skills
essential to speaking up in the most effective way. Through aroup

process, individuals will learn how to speak up for what they need to

maintain control of their lives.



Developing Personal fdvocacy: Selected Learning Activities,

This curriculum is a guide. 1t is a qguide that representz the
author’z current recommendations for the best learning experiences to
accomplish the objectives. The challenge for each agroup leader i3 to
adapt these experiences to match personal styvle and skill and the
unique characteristics of each group of adults in order to have the
areatest impact.

e would urge vou to dewelop not only your program but vour own
personal power and ekill. For, in the final analwvsis, rour most
effective teaching tool is rvourself as a model of both self-directed
learning and perscnal advocacy. You are about to embark on an
exciting personal journey toward excellence as an educator who can

really make a difference in the learning lives of older adults.

V]
L
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UNIT I

Yisuzalization

Manv seniors have not experienced success in a learning
environment and may not be highly motivated to participate. It mav be
necessary to inject some enthuciasm through the process of
vigualization and gquided imagery. For, in the absence of exiernal
reinforcement it ic a vision of exciting possibilities that motivates.

Therefore, the facilitator will want to beqgin by creating vision...

Objective (1) To appreciate the power of the visualization process.
fa) To identifr a variety of "famous" visions
Suggested activity:
(i) Teacher-directed
1. Einstein’s vision
2. Simonton’s experiments with cancer patients (see
appendix}
{ii) Brainstorm
Any vizions vou Know about, eg. from the Bible, when peonle
were guided by a vision of what was possible,
(b} To experience the powerful influence of guided imagery

Suggested activity:

Active practice ~ guided imagery exercises {see appendixi.

Objective {2} To be comfortable with the process of visualization
Suggested activities:

©i) shared feelings bout discomfort with the experience?



tii) discussion of right and left brain theory
viitiy dizscussion of similarities between
meditation
praver
davdreaming
mental practice
wisualization

{iv) Regular practice.

Obiective (3 To demonstrate the use of visualization to guide
personal development

Suggested activities:

{13 shared experience: Think of a time in vour life when »ou were
guided in vour efforts by a vision of what was possible in-the future
~ eg. a vision of marriage, family, etc.

(ii) active practice: Remember a time in vour life when vou had a
great personal success, when you really felt good about wour
accomplishment.

WISUALIZE THE EXPERIENCE.

HOW DO YOU FEEL?

WHAT ARE OTHERS DOING? SAYING?

ENJOY THE WONDERFUL FEELING OF YOUR SPECIAL SUCCESS.

Dvad sharing - share your vision and vour feelings with a partner

Group sharing - anyone want to share their success?

{iii) There is always a first: A visualization of the future.
Think of zomething vou would really Tike to do...

perhapes next month



maybe tomorrow
mavbe next vear...
mavbhe it's 3 trip
mavbe it ic making peace with a member of your familv...
Just make sure it is something of importance ta you
MO, . .CLGSE YOUR EYES AND 5SEE YOURSELF DOING IT
HOW DO Y0OU FEEL?
WHAT ARE OTHERS DOING? SAYING?
EMNJOY YOUR SPECIAL EXPERIENCE OF THE FUTURE.
IV TO IDENTIFY & PERSOMAL CHALLENGE:
Consider: What could vou do to make that vision a reality?
To get an idea of an area for personal improvement: Fill out
the self-assessment questionnaire {see appendix).
{y) {optional? Record vour wision and your progress toward making

that vision a reality in a personal journal or notebook,
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UNIT 11

Azsertiveness

The time has come for the aged to take control of their lives and
destinies. Brawny bureaucratic repossessors may be quick to
reclaim furniture of a dignified life and shutter the windows of
an old person‘s self-esteem. Incomes

decrease, medical bills increase, pensions are often meager...
The elderty are frequently easw prey to muggers, greedr landiord,
conmen, politicians, patronizing social worKers and the
relentless change of inflation. There is no longer a need to
accept these impsaing factors with & hand on the heart and a foot
in the grave. <f{seniors) can learn to stand up for-themselves,
Just as young personc have done, after successfully completing
acgsertiveness training programs.

Objective (17 To understand the meaning of assertiveness

{a) To understand the difference between assertion,

i)
[a]
)

3

1)

(U]

n

Q

>3

and non-ascertiocn.
Suggested activities:
{iJ) brainstorm:
What is acsertiveness? aggressiveness? non-assertiveness?
(ii} Teacher directed:
Digscuse definitions from the dictionary:
1. assertivenesz - insisting upon one’s rights,
affirming, making a positive statement.
2. aggressiveness ~ readiness for attack.
3. nonassertivness - passivity, being acted upon,
submissiveness.]
{iii» Group work:
Form groups of 3 and imagine these sjituations {(see
appendix)., Share with the larger group. Discuss differences.

(by To clarify the meaning of assertiveness



Suggested activities:
{i) Teacher directed:

“ssertiveness ic..."Behavior which enables a perszon to
act in his own best interests, to stand up for himeel+ without undue
anxiety, to expresss his honest feelings comfortably, or to exercise
his own rights without denying the rights of other" (Alberti & Emmons,
1924, p. 271,

{ii» Discuse werbal and nonverbal components fsee appendix).

Objective ©2y To become aware of one‘s rights.

Suggested activities:

{a} Brainstorm: What are your basic rights and freedome?
Assertiveness is situation specific. 'Nhat are some of your ro]es and
the corresponding rights?
eq. patient

consumer

wife

citizen

senior
What happens to vou personally when vour rights are transgressed?
How can you stand up for your rights?

(b3 Groupwork:

In groups of 3, draw up a charter of rights for zeniors.

Suggest as many wavs as possible to stand up for those rights.

Objective ¢3) To evaluate vour own assertiveness in & variety of

situations.
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Take the assertiveness inventory (see appendix).

we

Objective 742 To practice assertiveness skill
{a) To express thoughts and f=elings in & direct and honest way.

Suggested activities: Get in pairs and roleplay the folliowing
situatinns:

(i) Your husband or lover has given you a new dress for your
birthday and vou hate the color and Know vou will never wear it? idhat
do vou do and say?

£ii) You have been wined and dined by a wealthy widower who
has just proposed to vou and vou dont want to be more than just good
friends.

{iyy Your new daughter-in-law has just made curried shrimp
for Sunday dinner and vou are allergic to shellfish.

Sl 5 T === L. -1
W3 10 generate ait

ernatives that will free the individual to
choose how to behave.
{i2> To identify a real life problem area.

Suggested activity:

Identify a particular person, relationship, situation or
problem that is causing you discomfort or concer, making vou angry,
hostile, or resentful? Recreate the scene in your mind. Take a
couple of minutes to write it down clearly. Write down how you
usually behave. |

{iiy To generate alternatives.
1. Individual: Begin to make a list. Can you ke more

assertive? How might you change?

2. Working with a partner. Describe wyour problem area
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and gather suggestions from vour partner. Keep a list of all possible
alternatives. Don‘t rule any out.

3. Share with the group. Ask for more suggestions about
vour particular dilemma.

4, Homework: Select the alternative that is best for
vou, put it into practice and record the results in a notebook or

Journal to share with the group at a future sescion.

Objective (55 To create a personal development plan for increasing
assertive behavior.

Suggested activity:

{a) Visualization: Consdeer a real life problem that vou have
with assertiveness, perhaps it is a relationship in which vour
. self-estee suffers, perhaps it is a difficulty you have in saving "no"
to friends who impose upon you, Visualize vourself in that
situation, standing up for vour rights, expressing vour feelings and
thoughts in a direct and honest way, being recognized by others as a
person of worth, and really feeling good about wvourself,

{b’ Goal and challenge: What can vou do to make that vision a
reality?

{c) Formulate a plan. Who can help vou?

{d)> Put vour plan into action. Take risks. Be assertive and
observe what happens.

{ey How can vou evaluate vour progress toward becoming a more
assertive person? How will vou Know it is happening?

{f3 How will vou celebrate success?

{g) Make out a contract and share vour plan with another person.



~ basic assertiveness training course has been shown by Hudson

{19837 to be effective in increasing morale and internal locus of

131

control, A program such as this one leaves seniors with an increased

n

sence of personal power and celf-esteem. Howewer, assertiveness

m

only a beginning, an awakening of potential. It is necessary to b
able to express thoughts and feelings in a direct and honest way in
order to exercise adwocacy but it is not sufficient. Having

identified one’s feelings and rights and having achieved & sense of

perconal power, it then becomes necessary to develop skill in both

written and verbal expression of those thoughts, feelings and rights.



UNIT 111

Effective Speaking

The purpose of this unit is to explore the principles of
effective speaking and to practice the zkills essential to speaking

out onn matters of personal importance.

Objective (1) To identify the principles of an effective address or
dissertation.
Suggested activities:
{a) Personal observations
(i) outside class - eg. lectures, T.Y,
{ii) in class video of effective Speecﬁ
{iii> group leader gives short talk demonstrating skill.
Each person is asKed to record what makes a talk memorable.
{b) Broup sharing
Get into groups of 3 people and record important components
of effective speaking. Each group shares with the larger group. Get
a concensus on the basic principies.
{c) Teacher directed {optional’: Supplement the list from the

experts {see appendix).

While the facilitator will want to plan activites which cover the
full range of principles which each particular group has identified,
there are two important principles that are included here. Suggested

activities are given to (1) control anxiety and ¢(2) develop content.
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Objective ¢2) To reduce anxiety
" ta) To recognize and demystify anxiety.

(i) To recognize vour own anxiety and to realize that
speaking to 20 {or for that matter 1002 is no different than speaking
to 1.

Suggested activity: How do you Know when you are anxious?
What happens to vour body? How do you feel?...Sitting informally in a
circle, the group leader asks individuals to get in pairs and share
with someone else how vou feel when vou are anxious. Then, each
individual is asked to address the group, to aliow 3 minutes to
describe 3 signs that indicate vou are anxious. Discuss: what was
different about the two activities? WWere wvou more anxious speaking to
the group and why?

{ii) To identify some comforting facts that can be used as

vl
1 1]
—
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Suggested activity: Group sharipg of facts to Keep in mind
that help to reduce anxiety? Facilitator supplements from the experts
{see appendixy,

{b) To explore zome wavs of controlling anxiety.

Suggested activities:

{iy Broup sharing: Each person picks 2 important facts from above
that vou can use to give yourself encouragement.

7ii) Relaxation exercise: Facilitator leads the group in a
relaxation exercise of choice {(see appendix for suggestions?.,

{iii» Braincstorm ways to control anxiety. Encourage individuals
to draw from perconal experience and, if possible, to instruct the

group in a personal method,



{iy) Facilitator issues a chailenge: Attend to vour own anxietw.
1t is one of the most important things rou can do for vour own health
and persconal deueTopment, Find a method that workse for vou and usze it
whenever anxiety threatens to interfere with your 2njorment of Tife.
Use it at the dentist’s office, the doctor’s, the bustop, in
bed...don’t let anxiety interfere with vour ability to speak up.
Objective (3) To develop effective content.

Suggested activities:

{ay Get a group conzensus re content: Reviewing the principles
discussed in 1) get a group consensus on the organization of content.

{h) Active practice:

Take about 10 minutes to write a short talk on something of
importance to vou. Maybe it is something vou want to say to vour
huzband; marbe wvou have an audience with the mavor. Make your message
clear and to the point; cover 2 or 3 important items.

Find a partner - comeone in the gqroup vou feel comfortable
with.

Read them what vou want to sayr.

Ask them to give vou feedback on the content of vour message.

Now tell them EXACTLY WHAT IT IS YOU WANT TO SAY. HIT THEM
BETWEEN THE EYES WITH IT.

Discuss: How can 1 improve the effectivenese of my content?

Objective (4) To plan a personal development program to improve

speaking effectiveness.,

Suggested activity: Facilitator issues a challenge. We have

i
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discussed some of the principles of effective zpeaking., I want you to

m

<

i

vicualize vourself some time in the future making an important addr
to an individual or a group on a matter that is of fundamental concern
to vou. Building on vour strengths angd the opportunities available to
vau, how could vou improve your speaking skKill in order to make that
vision a reality? Idhat supports would vou need? How could vou
evaluate vour progress? How would vou celebrate success? [raw up a

plan of action and share it with zomeone.

oy
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UNIT 1V

Effective Letter Writing

There are many opportunities for senioré both individually and
“callectively to express their needs and concerns by writing letters to
influential persons. It mav be very rewarding to receive a reply from
an official or to see your letter in print. Hoewewer, not all older
adults are able to use thic process to advantage, particularly i+ thevw
have not had a formal education in this countrv. The purpose of this
unit is to identify the principles of a good letter, to practice the
gkills and to encourage the older adult to exercise advwocacy by

writing effective letiers,

Objective (1) To identify the principles of an effective letter.
Suggested activities:
{a) Personal observation
(i) outside class - check the letters to the editor, to
fénn Landers,etc,
{ii3 Facilitator provides a sample letter,
Each person is asked to record what makes a letter
effective.
{b) Group sharing - In groups of 3, get a consensus on basic
principles, share with the larger group and supplement from the

experts {(see appendix).

Objective <2y To plan a personal development program to improve

vourself as an effective letter writer,

it



Suggested activities:

{a) Yizualize vourself in the future writing a powerful
Tetter, maybe having it publiched in the paper, mavbe being
congratulated by vour friends.

{b> Identify a challenge: Knowing vour strengths and the
principles of an effective letter, what can you do to make that vision
a reality? Do vou want to improve vour spelling? English? vour
contidence?

{cy Dewvelop supportz. Find a partner who can help w¥ou
achieve vour goals,

{d) Practice. Take riskz. Keep that perncil and paper
handy!

{e) Evaluate vour progress, #Are you becoming more sKillad?

{f) Celebrate. Reward vourself for wvour productive

ettorts,

Objective {3) To develop a personal list of addresses for influential
people in your community that vou can write to:
Suggested activities:
{a) Group sharing of addreszses from personal experiences in
the group.

{b) Facilitator supplements {(see appendix:.
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The Process of Self-directed Learning

Advocacy means ztanding up for vour personal rights, speaking out
or writing to the most influential people about 5umethingvo+
importance to you., 1t means developing the best strategr to guarantee
vou get what vou Qant.

Throughout the development of this program, the facilitator will
have sequenced learning activities which gi;e the individual practice
in requisite skills and will have refn{orced guery success, Howewver,
this is not to ensure that the individual isn”t going to “die on the
vine" once outside the supportive social network created within the

group.

The Formula for Success

How can we be sure that self-directed advocacy
will orrcur beyond the learning envvironement: It ic
necessary to guide the individual through each stage of a
self-directed learning project and to celebrate
each success. Finally the facilitator will want to leave the
individual with a sense of personal power and challenge to use the
skills that have been practiced in an important way that really makes

a difference.

Objective (1) To demonstrate application of self-directed learning to
a personal challenge.

Suggested activity: The facilitator engages the individual in



drawing up a contract to demonstrate a personal advocacr project,

guides him through each ztep and reinforces success,

Objective {2 To leave the indiwidual with the desire and the
initiative to be active as a personal advocate in the futﬁre.

Suggested activitiss:

{ay To develop a zense of personal power through
connectedness to others - through participation in Metworking
vigsualization exercicze (see appendix’,

b} To develop a readiness for future challenge - the
facilitator issues a challenge:

My challenge to vou all is to take every dpportunity to speak up
in the most effective way on matters of fundamental concern to you.
In this way vyou will not only maintain control of wour own life, but
make a valuable contribution to vour community. #&s senior citizens,
vou have a ltifetime of varied exﬁerience that the rest of us need to
hear about! By speaking up for vourself, wvou are performing a
valuable service, taking an active role in defining the future of
political and social support services. In speaking up vou become part
of a growing network of individuals who are expressing their

fundamental beliefs and dreams to create a better world.
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Summary

e ars in the information age with the emphasis on
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in every aspect of our lives. OQur institutions are felling us “vou
must maintain control of vour own lives’. Our community support

systems are saving “tell us what it is we can provide so that vou can

in

remain in control of vour future’. The medical profession is saring
‘we will respect vour right to make choices in harmony with a personal
walue system to the end of vour life’,

However, it makes little sense to expect people, many who have
been socialized to be passive and dependent and who have come to rely
on institutional authority, to be zuddenly capable of identifring
their own needs and expressing themselves effectively. They need to
know how to go about it. The challenge for professionals is to take
gvery opportunity to help seniors identify a personal chalienge,
create a vision of success and with skill and careful planning to take

control of their learning and their lives,

i
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HPPEMDIX B

Formative evaluation procedures

Questions for Discussion by the Participants at the End of Each
Session

1. What did vou learn today?

2. What did vou enjor about todav’c session?

3. How could it be improved?

{questionz to be considered by participants - discussion optional?
4, How did vou contribute to todar’s seszion?

3. Did vou speak up?

4. Were you heard?

7. Did you licten to what others had to sav?

~

8. How can vou improve vour contribution for next week?

fluestions for Debriefing Sessions by the Leaders

1. How did vou feel generally about todar’s session?

2. What worked?

2. What didn’t work?

4, Individuals who have special needs: individuals who have special
gkills that might be acknowledged and used in the group?

5. How did vou feel about vour participation?

4. What would you do differently next time?

-

7. How could we improve our effectiveness as a team?



APPENDIX C

Summative evaluation: Written Questionnaire for Participants

To help us in planning future programs, please answer the following

questions,

1. What did vou learn from this program?

2. What did vou enjoy most?

3. How could we improve the program?

4, How did vou contribute to the group?

5. Has this program helped vou to develop plans for the future?
Yes no .

m— " e———

14 ves leaze explain...
' p

4. Has thic program helped vou to feel more in control of vour life?
¥es no .

1 ves, please explain...

Thank you for vour participation and vour help.



APPENDIX D

Dear Participant:

My thanks to you for agreeing to take part

in this interview. I hope that, through our discussion
you personally will be stimulated to consider your
needs and new ways to meet them.
By taking time to share your ideas and experience, you
are performing a valuable service to the commﬁnity. Results of
our discussions will be available to you by the end of August.
Based on our findings, provisions will be made for community-based
wellness program development in the future.
For more information, please contact Carole Griffin,
Wellness Coordinator
Soutﬁ/East Health Unit
Phone: 321-6151.

Thank you for your support and your help.



Consent Form

During our conversation you will be asked questions about:
life in general
your beliefs

your activities.

Discussion will be informal and since you? participation

is entifely voluntary, please note:
1., You may choose not to answer a particular question.
2. You may choose to stop the interview at any time.

3. The information is in strict confidence.

I understand the above and agree to participate.

(nane) | " (aate)

THIS QUESTIONNAIRE IS
1) pretest 2) advocacy program
2)postest drop-in
l.. control group

" , if 3



SECTION A_
Part I | Sociodemographic Information
1) age: 2) sex:

3) Marital status: married widowed divorced or separated

never married .
4) accommodation: house_  apartment_ seniors' apt. complex
5) number of people in your household: .
6) first language: english___ other___ (please specify).
7) education: up to grade 8_
some high school
high school graduation__

v

other(please specify)

145

8) primary life occupation: (eg. housewife, clerketc.)

9) Do you now get: Old Age Pension yes no
Guaranteed Income Supplement; yes no
G.A.I.N, yes no .
10) Do you belong to any groups or organizations? yes no .

(if yes, please specify)

11) Self-perceived health status: excellent

good

fair
poor
very poor

12) Personal health concerns (please specify)
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FOR PROGRAM PARTICIPANTS:

PRETEST ONLY: 13) a. Why did you enroll in this program?

b. What do you expect to get out of the program?

POSTEST ONLY: 14) a. What did you get out of the program?

b. Did it meet your expectations? yes no

Please explain




SECTICN 3 “Z
— - hle

Part I y%*b

Rating scale: ‘A

4t Aes'

N

) ;;e ,
e Je"‘d“ ,&"‘s
‘/z"l

S :
] . How desirable 1s it to you thau neople ask you for advice and suggestions?

\"“

5 0 3 2 1
2. How important is it to you that you maintain your health?
5 0 3 2 1
;5. Is bteing able to get along with people you meei important to you?
5 & 3 2 1
. Is being able to arrange for outings important to you?
5 & 3 2 1
£ 1Is being able to contact your family whenever you wish important to you?:
5 4 3 2 1
¢g. How imvortant is being able to spend your time doing whatever you want?
5 & 3 2 1
'7. How important is it that you do the chores yourself without any help?

5 4 3 2 1

Q;. Is having your friends and family visit when you invite them
important to you? 5 4 3 2 1

9 . How desirable is it to you that you can be active whenever you wish?
5 4 3 2 1

Jo. How impbrtant is it that you find people who are interested in
hearing what you have to say? 5 &4 3 2 1

/s« How desirable is it to you to get away from the house?

5 & 3 2 1

How desirable to you is having your family visit you? 5 &% 3 2 1

A 3=

/. How desirable is it to you to be able tc help others?

5 & 3 2 1
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/4. How important is it to you that you can have your friends over whenever
you want? 5 4 3 2 1

/L".. Is keeping in contact with interesting ideas desirable to you?
5 L 3 2 1

£, 1s being able to find privacy important to you?

5 4 3 2 1.

. ! LE I t’\ 4 . 5
A | ‘L

2 \’\ ‘ b" C" 0\‘/})

Rating scale: A\ v * A\ '

k‘o R Up' -
5 A7 V L
Z a by

s v 1
LQ&) /. People tend to ignore my advice and suggestions.

5 4 3 2 1
2. Maintaining my level of health strongiy depends on.my own efforts.
5 4 3 2 1.
QV)B' It is difficult for me to get to know people.
5 4 3 2 1
4. I can usually arrange to go on outings that I'm interested in.
5 4 3 2 1. |
({J)ST The situation in which I live prevents me from contacting my family
as much as I wish, |
5 &4 3 2 1
é:. I spend my time usually doing what I want to do.
5 4 3 2 1,
. 7 . Although it is sometimes strenuous, I try to do the chores by myself.
5 4 3 2 1. )
g . I find that if I ask my family (or friends) to visit me, they come.

5 4 3 2 1.




149

I have quite a bit of influence on the degree to which I can be
in?olved in activities, 5 4 3 2 1

I can rarely find people who will listen closely to me.

5 4 3 2 1.

My getting away from the house generally depends on someone

else making the decisions. 5 b 3 2 1.

Visits from my family or friends seem to be up to their own decisions
and not to my influence,

5 4 3 2 1

kAO [3. People generally do not allow me to help them.

5 4 3 2 1

/#+ I can entertain friends when I want.

5 4 3 2 1

/5. Keeping in contact with interesting ideas is easy for me to do.

5 4 3 2 1.

/. Iam able to find privacy when I want it.

5 4 3 2 1,



SECTION C

. A%
\ A \
[ " ]
N 3 \
‘Part I N\ & & \““
\,\ ) " v Li - \
N < N "\ &
Rating scales |/J*\ B R & G
\ o~ \ R ~
& S AN W C\’ (7’\
4 (% A .
‘, —+ T + 4**‘
5 4 32 A !

Pil.
N 2.
'N)3.
(NG,
(N} 5.
(NJ6.
(P)7.
{ Pl 8.
(Pls.

/

s

(~N 11,

(P)12.

(N,) 13.
(P) 14,
(V) 15.
(I°) 16.

(N) 27,

(_P) 18, When I have a problem, I develop a plan of action.

(D).
(P) 2o0.

o

I

I

feel in control of my life. 5 &4 3 2 1
feel my life has no real purpose. 5 4 3 2 1

have difficulty expressing my feelings. 5 "4 3 2 1
wish I were doing more worthwhile things. 5 4 3 2 1
5 4 3 2 1

5 4

have a lot of time on my hands.
am nervous when speaking in a group.
am good at figuring out how to get things done. 5 4 3 2 1
feel good about myself. 5 &4 3 2 1

like to help others. 5 & 3 2 1

(Nﬁlo, It is a waste of time to set goals at my age. 5 &4 3 2 1

I look after myself and-expect others to do likewise. 5 4 3 2
When I feel strongly about something I take the time to speak or
write to an influential person. 5 4 3 2 1

I have difficulty expressing myself clearly. 5 4 3 2 1
5 4

I am assertive in my daily affairs, 3 2 1

There is litfle I can do to change social services for seniors. 5
I don't hesitate to ask for help when I have a problem. 5 4 3
5 4 3 2 1

5 & 3 2

5 4 3 2 1

I don't have much energy these days.

I know what I want to learn and do.

Other people count on me to help them in time of need, 5 4 3

1
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Part II .

. X - N
Rating scale: A B \CJ
< by v ‘ N
~ 'Y J V]
\U:\\ N S \\f 45
[ ] 1 | | L 'Y
¥ ’ s L] e

At the present time how would you describe your level of:
1. speaking out in a group
2. assertiveness
3. group participation
4, helping others

5. control of your life o
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APPENDIX E

Interview protocol

Description of the inventory and instructions to the

interviewer

Before attending to the inventory, 1t is
appropriate»to converse informally in order to
establish rapport and a comfortable climate. To begin,
page | introducing the project is to be read and given
to the interviewee to keep. The caonsent form {(page 2)
is then read and a signature of consent is solicited.

The inventory is composed of three sections: A, B,
and €. Section A contains questions on
spociodemographics and program expectations. Section B
contains Reid and Ziegler®s 5cale and Section C is a
questionnaire relating to self-directed advocacy
program content. Verbal instructions to be given by the
interviewer are underlined here. All guestions are to

be read and scored by the interviewee

Section A

Fart 1. A personal data sheet designed to
get a profile of participants. The questiéns are
straightforward and require little explanation. The

interviewee is instructed: To begin I’m going to

ask you a3 _few guestions about voursel+f. Flease do not

hesitate to ask for clarification if a guestioen is not




clear to vou.

Fart II. I would like to get an idea about

vour eupectations for the program (read guestions page

- -

3)

Section B

This section contains Reid and Ziegler’®s Desired
Control Scale f{short form). {The numbering of the

questions in the long form is retained here). The

interviewee is informed that: [ _am going to ask vou

a number of questions to determine vour attitudes and

beliefs on matters pertaining to evervday living.

FPart I: Desire of Cutcomes. In part I vou will

be asked to rate how desirable different events are to

vou. (The interviewee is then given a paper on which

the response scale is clearly marked). You mav

respond: very desirable, desirable, undecided,

undesirable, very undesirable. Please avoid an

undecided response whenever possible. The

interviewer then reads each question slowly and clearly

and circles the score which corresponds to the

response.

Fart TI1I. Beliefs and attitudes. In part II vou

are asked to ratre vour level of agreement that the

statements are true for vou. You may respond: strongly

aqree, agree, undecided, dicagree, strongly

disagree. (The interviewee is then given a paper on
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which the appropriate scale 1s clearly marked). The

notation (N) before specific guestions is for the

purpose of data analysis anly.

Section C

This section consists of questions developed by
the author related more specifically to program
objectives. In part I the interviewee is given the

instruction: Please tell me the extent to which vou

agree or _diagree with the following statements.

{The interviewee is given the sheet with the scale used
in gsection B: part II).
FPart II: The interviewee is instructed: Please

rate vour level of abilitv on a scale of 1-5. A S

would mean very high, 4=high, 3=average, 2=low, l=very

low.
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APFENDIY F

Data for Case Study Analysis

Anecdotal evidence for increased internal locus of control from three
spurces;

1. Interview schedule - sociodemographic data and open-ended
questions

2. Written questionnaire

3. Participant observation record.
Brief description of the subject:
Purpose in coming:
Goal conmtracted:

Success:

Observations by the leaders:





