
        

University of Bath

PHD

An examination of British Chinese health care practice and beliefs: investigating the
theory of planned behaviour, health-related 'Quality of Life', and Chinese medicine
treatment for psoriasis

Lee, Chuanfang

Award date:
2001

Awarding institution:
University of Bath

Link to publication

Alternative formats
If you require this document in an alternative format, please contact:
openaccess@bath.ac.uk

Copyright of this thesis rests with the author. Access is subject to the above licence, if given. If no licence is specified above,
original content in this thesis is licensed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs 4.0
International (CC BY-NC-ND 4.0) Licence (https://creativecommons.org/licenses/by-nc-nd/4.0/). Any third-party copyright
material present remains the property of its respective owner(s) and is licensed under its existing terms.

Take down policy
If you consider content within Bath's Research Portal to be in breach of UK law, please contact: openaccess@bath.ac.uk with the details.
Your claim will be investigated and, where appropriate, the item will be removed from public view as soon as possible.

Download date: 04. Aug. 2025

https://researchportal.bath.ac.uk/en/studentTheses/1020cd42-114a-42b8-918e-99dbdbca7b8b


University of Bath

PHD

An examination of British Chinese health care practice and beliefs: investigating the
theory of planned behaviour, health-related 'Quality of Life', and Chinese medicine
treatment for psoriasis

Lee, Chuanfang

Award date:
2001

Awarding institution:
University of Bath

Link to publication

Alternative formats
If you require this document in an alternative format, please contact:
openaccess@bath.ac.uk

Copyright of this thesis rests with the author. Access is subject to the above licence, if given. If no licence is specified above,
original content in this thesis is licensed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs 4.0
International (CC BY-NC-ND 4.0) Licence (https://creativecommons.org/licenses/by-nc-nd/4.0/). Any third-party copyright
material present remains the property of its respective owner(s) and is licensed under its existing terms.

Take down policy
If you consider content within Bath's Research Portal to be in breach of UK law, please contact: openaccess@bath.ac.uk with the details.
Your claim will be investigated and, where appropriate, the item will be removed from public view as soon as possible.

Download date: 22. Oct. 2024

https://researchportal.bath.ac.uk/en/studentTheses/1020cd42-114a-42b8-918e-99dbdbca7b8b


An examination of British Chinese health care practice and beliefs:

investigating the theory of planned behaviour,

health-related Quality of Life,

and Chinese medicine treatment for psoriasis

submitted by Chuanfang Lee

for the degree of Ph.D. of the University of Bath

July 2001

COPYRIGHT

Attention is drawn to the fact that copyright of this thesis rests with its author.

This copy of the thesis has been supplied on condition that anyone who consults

it is understood to recognise that its copyright rests with its author and that no

quotation from the thesis and no information derived from it may be published

without the prior written consent of the author.

This thesis may be made available for consultation within

the University library and may be photocopied or lent to other libraries

for the purpose of consultation.



CONTENTS

CHAPTER 1 CHINESE PEOPLE IN BRITAIN AND CHINESE MEDICINE.... I

1.1 Introdvctwn ........................................................................................................... 1

1.1.1 THE CHINESE PEOPLE IN BRITAIN...............................................................4

1 .1.1 Historical Background.......................................................................................4

I. I. I .2 Language barriers ..............................................................................................6

1.1.1.3 Health needs ......................................................................................................8

1.1,2 CI-IINESE MEDICiNE.........................................................................................8

1 .1.2.1 The history and philosophy of Chinese medicine ...........................................10

• 1 .2.2 Diagnosis and Treatment.................................................................................12

1 .1 .2.3 Is Chinese medicine effective? An evidence-based perspective .....................12

• 1.2.4 A balanced view of Chinese medicine ............................................................16

1 .2 Objectives .............................................................................................................21

CHAPTER 2 SOCIAL COG N1TJON MODELS AND THE THEORY OF
PLANNEDBEHAVIOUR ............................................................................... 23

2.1 Introduction ......................................................................................................... 23

2.1.1 THE HEALTI-I BELIEF MODEL (HBM) .........................................................25

2.1.2 THE PROTECTION MOTIVATION THEORY (PMT)....................................27

2.1.3 THE THEORY OF PLANNED BEHAVIOUR (TPB).......................................30

2.2 Applications of social cognition models in pharmacy ...................................... 34

CHAPTER 3 USING THE TPB TO PREDICT THE INTENTION OF CHINESE
PEOPLE TO USE CHINESE AND WESTERN MEDICINE ........................... 39

3 .1 Introduction .........................................................................................................39

3.2 Method.................................................................................................................. 41



3.2.1 SAMPLE DETAILS, STUDY DESIGN, AND PROCEDURE.........................41

3.2.1.1 Interview phase (Pre-pilot) ..............................................................................41

32.1.2 Pilot phase........................................................................................................45

3.2.1.3 Postal survey phase..........................................................................................49

3.2.2 MEASURES.......................................................................................................50

3.2.2.1 The use of Chinese medicine........................................................................... 50

3.2.2.2 The use of Western medicine........................................................................... 53

3.2.3 DATA SCREEN[NG - NORMALITY AND MULTICOLLINEARITY.......... 56

3.2.4 DATA ANALYSIS ............................................................................................. 58

3.2.4.1 Descriptive data............................................................................................... 58

3.2.4.2 Regression analysis.......................................................................................... 58

3.3 Results ................................................................................................................... 59

3.3.1 DESCRIPTIVE DATA ....................................................................................... 59

3.3.2 RELIABILITY, MEANS, STANDARD DEVIATION OF THE MEASURES

ANDANSWERS FROM OPEN QUESTIONS .........................................................62

3.3.3 RELATIONSHIPS BETWEEN THE TPB VARIABLES..................................67

3.3.3.1 Correlations between the TPB for the use of Chinese medicine.....................67

3.3.3.2 Correlations between the TPB for the use of Western medicine.....................70

3.3.4 PREDICTORS OF INTENTION.......................................................................73

3.3.4.1 Path model of the TPB components in the use of Chinese medicine..............75

3.3.4.2 Path model of the TPB components in the use of Western medicine..............77

3.4 Discussion ............................................................................................................. 81

3.5 Conclusions ........................................................................................................... 86

CHAPTER 4 HEALTH-RELATED QUALITY OF LIFE AND THE SF-36 IN

HEALTHCARE .............................................................................................87

4 .1 Introduction .........................................................................................................87

4.2 Defining QOL ....................................................................................................... 89



4.2.1 HEALTH-RELATED QUALITY OF LIFE .......................................................91

4.2. 1. 1 Generic instruments.........................................................................................92

4.2.1 .2 Disease-specific instruments ...........................................................................93

4.2.1 .3 Preference—based measures .............................................................................93

4.2.1.4 Problems of HRQOL scales ............................................................................94

4.3 Concerns in using cross-cultural scales ............................................................. 96

4.3.1 TI-IE SF-36..........................................................................................................98

4.3.2 TI-IE CHINESE SF-36......................................................................................100

4.4 Conclusions ......................................................................................................... 102

CHAPTER 5 THE HEALTH-RELATED QUALITY OF LIFE OF THE

CHINESEPEOPLE LIVING IN BRITAIN....................................................103

5 .1 Introduction .......................................................................................................103

5.2 Method................................................................................................................106

5.3 Results .................................................................................................................108

5.4 Discussion ...........................................................................................................121

5.5 Conclusions .........................................................................................................126

CHAPTER 6 EVIDENCE BASED MEDICINE AND SYSTEMATIC REVIEW:

AN INTRODUCTION AND BASIC METHODOLOGIES .............................128

6 .1 Introduction .......................................................................................................128

6.1.1 WHAT IS EVIDENCE BASED MEDICINE (EBM) ......................................130

6.1.2 THE ADVANTAGES OF PRACTICING EBM..............................................131

6.1.3 WHAT IS A SYSTEMATIC REVIEW............................................................132

6.1.3.1 The differences between systematic and narrative reviews...........................133

6.1.3.2 Meta-analysis in systematic reviews .............................................................134

6.2 Methods of systematic review...........................................................................135

6.2.1 IDENTIFICATION OF THE NEED FOR THE REVIEW..............................136



6.2.2 IDENTIFYING ELIGIBLE CLINICAL TRIALS...........................................136

6.2.2 APPRAISING STUDIES FOR SYSTEMATIC REVIEWS............................138

6.3 Electronic databases ..........................................................................................138

6.3.1 ENGLISH DATABASES .................................................................................139

6.3.2 CHINESE DATABASES .................................................................................140

6.4 Conclusions ......................................................................................................... 142

CHAPTER 7 SYSTEMATIC REVIEW OF THE EFFECTIVENESS OF
CHINESE MEDICINE AND THE IMPACT OF PSORIASIS ON QOL .........143

7.1 Introduction ....................................................................................................... 143

7 .2 Method ................................................................................................................ 147

7.2.1 SEARCH STRATEGY FOR THE IDENTIFICATION OF CHINESE
MEDICINESTUDIES ..............................................................................................147

7.2.2 DATA COLLECTION AND ANALYSIS........................................................148

7 .3 Results ................................................................................................................. 150

7.3.1 THE IMPACT OF PSORIASIS ON QOL........................................................150

7.3.2 THE EFFECTIVENESS OF CHINESE MEDICINE FOR PSORIASIS ........161

7.4 Discussion ........................................................................................................... 167

7.4.1 THE IMPACT OF PSOJUASIS ON PATIENTS' QUALITY OF LIFE..........168

7.4.2 THE EFFECTIVENESS OF CHINESE MEDICINE ON PSORIASIS ..........171

7 .5 Conclusions ......................................................................................................... 173

CHAPTER 8 SUMMARY, CONCLUSIONS AND FUTURE RESEARCH
DIRECTIONS .............................................................................................. 175

8.1 Introduction ....................................................................................................... 175

8.2 Summary of the main findings ......................................................................... 176

8.2.1 BELIEFS OF CHINESE PEOPLE ABOUT THE USE OF CHINESE AND
WESTERNMEDICINE............................................................................................176



8.2.2 USING THE THEORY OF PLANNED BEHAVIOUR TO PREDICT THE
INTENTION OF CHINESE PEOPLE TO USE CHINESE AND WESTERN
MEDICINE................................................................................................................176

8.2.3 THE HEALTH-RELATED QUALITY OF LIFE OF THE CHINESE PEOPLE
LIVINGIN BRITAIN ...............................................................................................176

8.2.4 SYSTEMATIC REVIEWS OF THE EFFECTIVENESS OF CHINESE
HERBALTREATMENTS FOR PSORIASIS ..........................................................177

8.3 implications ........................................................................................................ 177

8.3.1 IMPLICATIONS OF THE THEORY OF PLANNED BEHAVIOUIRAL
MODEL [N THE USE OF CHINESE AND WESTERN MEDICINE ....................177

8.3.2 IMPLICATIONS FOR HEALTH CARE PROVIDERS AND POLICY
MAKERS...................................................................................................................178

8.3.3 IMPLICATIONS FOR CHINESE SF-36 USERS............................................179

8.3.4 IMPLICATIONS FOR CHINESE MEDICINE USERS..................................179

8.3.5 IMPLICATIONS FOR CHINESE MEDICINE RESEARCHERS..................179

8.4 The problems of methodologies in social cognition models and quality of life
...............................................................................................................180

8.4.1 CRITIQUE OF SOCIAL COGNITION MODELS .........................................180

8.4.2 REIN VESTIGATING THE METHODOLOGIES AND ASSUMPTIONS .... 183

8.5 Recommendations for future research ............................................................ 188

8.5.1 THE USE OF THE TPB...................................................................................188

8.5.2 THE CHINESE SF-36......................................................................................189

8.5.3 THE SYSTEMATIC REVIEW OF CHINESE MEDICINE FOR PSORIASIS
................................................................................................................189

8.6 Limitations of the study .................................................................................... 190

APPENDIX .................................................................................................. 19i

AppendixA Semi-structure interview.......................................................................191

AppendixB Covering letter for postal questionnaire................................................198

AppendixC SF-36 Questionnaire..............................................................................i99



Appendix D questionnaire: the use of medicines by Chinese people living in Britain

..................................................................................................................207

AppendixE SF-36 scales...........................................................................................216

AppendixF Items of SF-36 .......................................................................................217

AppendixG Chinese studies about psoriasis.............................................................219

Appendix H The SF-36 health survey (SF-36) user agreement, Hong Kong Chinese

TestVersion ...............................................................................................................228

Appendix I Botanical and Chinese names of the herbals in this review ...................231

Appendix J The locations of Chinese communities in Britain..................................236

AppendixK Scoring Algorithms of SF-36................................................................237

GLOSSARY ................................................................................................. 240

BIBLIOGRAPHY ......................................................................................... 245



TABLES

Table 1.1 Conditions appropriate for acupuncture therapy .........................................14

Table 2.1 Applications of the social cognition models in pharmacy...........................38

Table3.1 Summary of interview data (N=2 1).............................................................42

Table 3.2 The reliability coefficients in the first pilot study (Nz=30)...........................47

Table 3.3 The reliability coefficients in the second pilot study (N=10) ......................48

Table 3.4 Characteristics of the Chinese participants (N=144)...................................60

Table 3.5 Reliabilities, means and standard deviations of the model constructs

(N=144) .......................................................................................................................63

Table 3.6 Attitudes towards and beliefs about the use of CM and WM (open

questions).....................................................................................................................64

Table3.7 What kind of situation will you use CM .................................................... 65

Table 3.8 What form of CM (if necessary) are you likely to use7...............................66

Table 3.9 How many times did you visit the Chinese doctors last year9....................66

Table 3.10 How likely is it that you will use Chinese medicine if Western medicine is

ineffectivein treating your disease?............................................................................67

Table 3.11 Correlations among the TPB components for the use of CM in treating

chronicdiseases...........................................................................................................68

Table 3.12 Correlations among the TPB components for the use of Chinese over-the-

counter(OTC) medicine in treating acute diseases.....................................................68

Table 3.13 Correlations among the TPB components for the use of acupuncture in

treatingdiseases...........................................................................................................69

Table 3.14 Correlations among the TPB components for the use of CM for regulating

healthstatus .................................................................................................................70

Table 3.15 Correlations among the TPB components for overall attitudes to CM .....70

Table 3.16 Correlations among the TPB components for severe diseases..................71

Table 3.17 Correlations among the TPB components for chronic diseases ................72

Table 3.18 Correlations among the TPB components for acute diseases....................72

Table 3.19 Correlations among the TPB components for overall attitudes to WM .... 73



Table 3.20 Prediction of intention from attitude toward the behaviour (ATT),

subjective norm (SN), sums of multiplying normative beliefs by motivation to comply

(NBMC) and perceived behavioural control (PBC)....................................................80

Table 3.21 Adjusted R square, F value, and P-value in the use of CM and WM........81

Table4.1 Examples of reliability estimates for SF-36 ................................................99

Table 5.1 The characteristics of Chinese participants (N=286).................................109

Table 5.2 The Chinese British, Hong Kong norm, and the U.S. norm mean scores and

standarddeviations for each scale .............................................................................110

Table 5.3 Means for the SF-36 items for the Chinese and American U.S. populations

................................................................................................................111

Table 5.4 Internal reliability coefficient (Cronbach's a) and interscale correlations 113

Table 5.5 Pearson item-scale correlations .................................................................113

Table 5.6 Correlations between the number of diseases diagnosed (ND) and the SF-36

scales..........................................................................................................................115

Table 5.7 The PCS and MCS of Chinese people.......................................................115

Table 5.8 The relationships between the use of Chinese medicine and SF-36 scale

scores.........................................................................................................................116

Table 6.1 Differences between Narrative Reviews and Systematic Reviews ...........134

Table 7.1. The articles that have been published at least four times .........................149

Table 7.2 The articles about the psoriasis and patient's QOL ...................................150

Table7.3. The impact of psoriasis on quality of life .................................................153

Table7.4 A summary of Chinese articles..................................................................161

Table 7.5 A summary of sample size, treatment, outcome measure and results in

nineteenarticles.........................................................................................................162



FIGURES

Figure 1.1 Chinese seamen unloading tea in London in the nineteenth century...........5

Figure1.2 The practice of acupuncture.......................................................................13

Figure2.1 Basics of the health belief model ...............................................................26

Figure2.2 A schematic representation of the PMT.....................................................28

Figure2.3 The theory of planned behaviour...............................................................31

Figure3.1 Outline of chapter 3....................................................................................40

Figure 3.2 The age distribution of the Chinese people (N=144).................................61

Figure 3.3 The origins of the Chinese people in Britain (N144)...............................62

Figure 3.4 Significant variables to predict the intention to use CM for chronic diseases

....................................................................................................................75

Figure 3.5 Significant variables to predict the intention to use CM for acute diseases.

....................................................................................................................76

Figure 3.6 Significant variables to predict the intention to use CM to regulate health

status............................................................................................................................76

Figure 3.7 Significant variables to predict the intention to use acupuncture..............77

Figure 3.8 Significant variables to predict the overall intention to use CM................77

Figure 3.9 Significant variables to predict the intention to use WM for chronic

diseases........................................................................................................................78

Figure 3.10 Significant variables to predict the intention to use WM in acute diseases.

....................................................................................................................79

Figure 3.11 Significant variables to predict the intention to use WM in severe

diseases........................................................................................................................79

Figure 3.12 Significant variables to predict the overall intention to use WM.............80

Figure5.1 Outline of this study.................................................................................106

Figure5.2 The sample detail of the Chinese SF-36 survey.......................................108

Fig. 5.3 The health profile for the Britain Chinese, the U.S. and Hong Kong norm data

.................................................................................................................111

Figure 5.4 The health profile for the first sample and second sample.......................116



Figure 5.5 The relationship between the numbers using Chinese medicine in the past

yearand physical functioning scores.........................................................................118

Figure 5.6 The relationship between the numbers using Chinese medicine in the past

yearand the role physical scores...............................................................................119

Figure 5.7 The relationship between the numbers using Chinese medicine in the past

yearand the pain index scores...................................................................................119

Figure 5.8 The relationship between the number using Chinese medicine in the past

yearand the general health scores .............................................................................119

Figure 5.9 The relationship between the number of use Chinese medicine in the past

yearand the vitality scores........................................................................................120

Figure6.1 Factors that effect clinical decisions ........................................................129

Figure6.2 Methodology for a systematic review......................................................136

Figure7.1 Outline of chapter 7..................................................................................146

Figure 7.2 The impact of psoriasis on patients' quality of life..................................158

Figure 7.3 The SF-36 health profiles for the general population and for patients with

psoriasis.....................................................................................................................160



Abstract

The main aim of this thesis is to understand health-related issues of Chinese

medicine and Chinese people living in Britain. There are three studies in this thesis.

Firstly, a survey including the theory of planned behaviour (TPB) (Ajzen, 1991) is

conducted to understand Chinese people' attitudes, beliefs and intention to use

Chinese and Western medicine. Secondly, the Chinese SF-36 (Lam, 1998) is used to

understand the health-related quality of life (HRQOL) of the Chinese people. The

relationship between the TPB components and the SF-36 is also explored. Finally,

since Chinese medicine is widely used to treat skin diseases in Britain, both the

effectiveness of Chinese medicine for the treatment of psoriasis and the impacts of

psoriasis on quality of life are reviewed.

Chapter 1 provides an overview of the situation of the Chinese people in

Britain and the philosophy of Chinese medicine. It includes the historical background,

language barriers and health needs of Chinese people living in Britain. Chapter 2

introduces the health behaviour models (such as the health belief model, protection

motivation model and theory of planned behaviour). The application of social

cognition models in pharmacy is also briefly reviewed. Chapter 3 reports on a

cross-sectional study testing the sufficiency of the TPR in explaining the intention to

use Chinese and Western medicine. The results suggest that the TPB is successful in

predicting intention to use Chinese medicine. Variables in the TPB explained 42% to

68% of the variance in the intention to use CM and explained 23% to 37% of the

variance in intention to use WM. Answers from open questions show that Chinese

people believe Western medicine works quicker than Chinese medicine; Western

medicine has more drug side effects than Chinese medicine; Chinese medicine is

proper for regulating health status; Western medicine is more scientific-based than

Chinese medicine; and Chinese medicine is more effective in treating chronic diseases.



Chapter 4 provides an overview of health-related quality of life and the SF-36

instrument. It includes generic and disease-specific instruments, the problems of

quality of life scales and their application in health care research. A health survey of

the Chinese people is reported in Chapter 5. It found that compared with the American

population norm, Chinese people living in Britain have poorer mental health but

similar physical health. The aggregated scores of PCS and MCS are 49.3 1 and 45.29.

A further examination found that perceived behavioural control is correlated with five

sub-scales of the SF-36. Chapter 6 introduces the methodology of evidence-based

medicine and includes the benefit of evidence-based medicine (Sackett, 1991, 1998),

the principle of identifying and appraising clinical trials in a review and two new

medical databases in Chinese language. In Chapter 7 the two Chinese databases are

combined to assess the effectiveness of Chinese medicine for the treatment of

psoriasis. The impact of psoriasis on quality of life is also reviewed.

The methodologies applied in this thesis mainly consist of social cognition

models, health-related quality of life and evidence-based medicine. These

methodologies hold different perspectives in conducting research and the

discrepancies between them forced the author to rethink the attributes of the different

methodologies. Therefore as well as surnmarising findings, implications and

recommendations in Chapter 8, at the end of the thesis personal opinions are proposed

to understand the attributes and limitations in terms of measuring latent variables (such

as beliefs and intentions) and the value of health-related quality of life. This is to

stimulate debate and to determine differences as well as similarities.

In summary, based on the Chinese people and Chinese medicine, this thesis

applied different methodologies to examine the use of generic and disease-specific

health-related quality of life instruments as well as testing the applicability of the TPB

in the use of medicine. The following Figure gives an outline of this thesis.
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Chapter 1 Chinese people in Britain and Chinese medicine

1.1 INTRODUCTION

Over the last decade there has been increasing interest in how notions of using

medicines are constructed by different communities of people and in how they

perceive their health and quality of life (Walker and Rosser, Eds, 1993; Spilker Ed,

1996; Baldwin et aT (Eds.), 1992). Despite the dominance of the biomedical model in

the Western world (e.g. blood pressure and glucose levels) there is much evidence that

a variety of modes of health knowledge and practices co-exist in any society

(Kleinman, 1980). Attention to this variety is crucial to improve the quality of care

and quality of life, and to challenge patterns of communication between providers and

users of health services (Smith and Wertheimer, Eds., 1996). Recognising that issues

of health and illness are grounded in cultural frameworks enables us to understand

how peoplc use, make sense of and comply with health care (Kleinman, 1980).

Although Chinese people constitute one of the largest ethnic groups in Britain

and have been part of the British demographic landscape for more than one hundred

years, very little is known about this community (Yo, 1 996). Surveys mainly focus on

the Indian, Pakistani, Bangladeshi and African-Caribbean populations (Skellington,

1996). Language barriers and cultural discrepancies have challenged policy makers

and health workers to understand the health status and health needs of the Chinese

population (House of Commons, 1984/5; Li and Logan, 1999). So far research on

Chinese people has been scarce and lefl largely to the initiative and resources of local

community groups. However recent changes in the global political environment,

specifically with the hand-over of Hong Kong to the People's Republic of China,

suggest that the structure of the Chinese community in Britain is likely to change.

1



The process of seeking medical treatment is complex involving experiences of

a particular illness, self-medication, consultation of pharmacists and family doctors

and friend or relative referrals (Sharma, 1996; Vincent and Furnham, 1998). Furnham

and Smith (1988) compared two groups of patients, those attending a general

practitioner's (G.P.'s) surgery and those consulting a medically qualified homeopath.

The results suggest that when other factors are controlled people choosing alternative

medicines may do so from disenchantment with, and bad experiences of conventional

medical practitioners rather than believing that conventional medicine is itself

ineffective. In another study Vincent and Furnham (1996) concluded that reasons for

having complementary treatment include: its own value, ineffective orthodox

medicine, poor doctor communication, adverse effects of orthodox medicine and

better availability of complementary medicine. In the use of medicine Sharma (1 996)

emphasises that we should be cautious of assumptions about new cultural ideas of the

body, health, healing and being. In this respect it is believed that Chinese people have

fewer barriers than western people do to the cultural dissimilation of the use of

complementary medicine.

Social cognition models have been widely used to predict health behaviour

(Bandura 1991; Ajzen, 1991; Schwarzer, 1992). These models suggest that the link

between knowledge, attitudes and behaviour is direct and that once proper

information is given the desired behavioural change will occur. They have been

applied to test the use of medicine on several other occasions (Cook eta!, 1980; Lacy,

1981) but there is no information about whether or not these social cognition models

can explain how Chinese people think and act in relation to health and illness. A

survey based on a psychological approach will provide valuable information about

how Chinese people value Chinese and Western medicines and the role of social

cognition models in this process.

There is also little knowledge of the health-related quality of life (HRQOL) of

Chinese people in Britain. Most of the relevant studies are small-scale with small

2



sample sizes like the 1991 National Census where a sample of only 214 was achieved

(Tariq et al, 1997). The SF-36, a health-related quality of life measure, has been found

to be a valid and sensitive scale in health surveying and has been applied in hundreds

of studies (Ware et al, 1994; Ware, 1997). A survey of the Chinese population would

provide better understanding of their health status. Moreover studies also showed that

psychological factors determine HRQOL (Takemasa, 1998; Moyer et al, 2000; Rose

and Fliege, 2000). The relationships between variables in a social cognition model

and the SF-36 can be explored to find ways of improving health-related quality of life.

Chinese medicine is one of many complementary therapies but in recent years

its increasing popularity around the world has influenced more Western people to use

it (Cassidy. 1 998). It has also gained its fame for the treatment of skin diseases in

Britain. Many patients nowadays go to London's "China town" to visit Chinese

medical doctors in the hope of curing skin problems such as psoriasis and eczema

(Thomas ci al, 1991). It is widely accepted that Chinese medicine is used to enhance

the well being of patients and therefore aims by definition to improve quality of life.

Some studies have claimed that Chinese herbs are effective for eczema (Kirby and

Schmidt, 1997; Xu et al, 1997) however there has been no review to assess the

effectiveness of Chinese medicine in the treatment of psoriasis. A systematic review

based on methodologies of evidence-based medicine could provide information about

the impact of Chinese medicine on both psoriatic patients' quality of life and

traditional clinical assessments.

In this thesis three main aims will be addressed. Firstly, the theory of planned

behaviour (Ajzen, 1991), a social cognition model, will be applied to understand

Chinese people's use of Chinese and Western medicine as well as their attitudes and

beliefs about Chinese and Western medicine. Secondly, the Chinese version of the SF-

36 (Ren et al, 1998) will be used to understand the health-related quality of life of

Chinese people living in Britain. Finally, based on the methodologies of evidence-
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based medicine (Sackett, 1996), the effectiveness of Chinese medicine for psoriasis

treatment and the impact of psoriasis on health-related quality of life will be reviewed.

1.1.1 THE CHINESE PEOPLE IN BRITAIN

According to a national survey the Chinese are the third largest ethnic

minority in Britain (Skellington, 1996) however there have been few studies to

address their health issues. This has been partly due to language barriers and cultural

differences (Gervais and Jovchelovitch, 1998). Researchers have been unable to reach

Chinese people as easily as they can access the native population. Chinese people

have little contact with native British society and make few requests of social services

or other forms of assistance. It may have been thought that they have fewer problems

with their health but studies have shown that they actually face difficulties with the

health care system (Furnham and Li, 1993; House of Commons, 1984/5; Greater

Glasgow Health Board, 1994).

1.1.1.1 Historical Background

Although there have been several phases in the migration of Chinese people to

Britain the first arrivals were actually seamen employed on British merchant ships in

the first half of the 19th century and they formed the first Chinese communities in

Britain (Figure 1.1). By the end of the 19th century there were Chinese settlements in

most of the main ports (London, Liverpool, Bristol and Cardiff). Within the next three

decades the Chinese established a moderate society. In order not only to retain their

own identity but also to remain relatively invisible to the native community they

satisfied most of their own needs including food, laundry and lodgings for the

seamen. In addition to providing services for the seamen they also began to get

involved in other economic activities such as the restaurant trade (Yo, 1996).
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Figure 1.1 Chinese seamen unloading tea in London in the nineteenth century.

(picture provided by the Commission for Racial Equality)

The number of Chinese people in Britain remained small, only about 400, until

1900 (Y o, 1996). Until the 1950s Chinese immigrants tended to be professional

people, students and nurses from different parts of the world, although a few Chinese

seamen did remain in Britain after the Second World War. Few of these immigrants

spoke Cantonese or Hakka like the ones who came from Hong Kong.

In 1949 the Communist victory in China caused a large number of Chinese to

escape over the border to the New Territories in Hong Kong, resulting in enormous

overcrowding in Hong Kong. Some found it difficult to acquire new skills and those

who were wealthy were quite happy to sublet their farms while others sought

employment elsewhere. At about the same time the rising fashion of eating out in

Britain meant there were many opportunities for Chinese people to open restaurants.

During that time it was relatively easy for Chinese inhabitants of the New Territories

to prove their birthright and obtain a British passport. For these people emigration was

a simple process and they took advantage of their new passport to begin a new life.

Larger numbers of Chinese people arrived in Britain in the late 1 950s and 1 960s and

those who came included Hakka and Cantonese speakers. In the beginning only the
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men came, leaving their wives and families behind, as they intended to return to Hong

Kong later. Two factors seem to have influenced the timing of the arrival of their

wives and families. The emergence in the late 1 960s of the Chinese takeaway

provided both an outlet for family labour and money for accommodation for families.

The other factor was the increasingly restrictive immigration legislation which

convinced them to bring their families from Hong Kong before it became more

difficult. Chinese people from rural areas of the New Territories constitute the largest

proportion (75-80%) of the current Chinese community in Britain (Yo, 1996).

It is generally agreed that the Chinese community in Britain is fairly

conservative in nature, often remaining well within its own socio-economic group

(Yo, 1996). It is still primarily family-oriented and many of the traditional Chinese

values are still held such as hard work and self-reliance. It seems that they ask for

very little from the native community and their traditional values have led to a degree

of timidity and contribute to making the Chinese a peaceful and rather unseen group

of people in Britain.

In 1984/85 it was estimated that there were around 100,000 Chinese people in

Britain (Home Affairs Committee, 1984/5). Six years later the 1991 Census showed

that there were less Chinese residents (just over 157,000) than Asians originating

from the Indian subcontinent or people of Afro-Caribbean origins (Skellington, 1996).

Before Hong Kong went back to being part of China in 1997 vast numbers of Chinese

people had applied to immigrate to Britain and there are now increasing numbers of

computer hardware investments in Britain from Taiwan. The population of Chinese

people in Britain is likely to increase yet further.

1.1.1.2 Language barriers

The greatest problem for the Chinese community in Britain is language,

especially for the first generation of recent migrants (Li and Logan, 1999). Language
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difficulties hinder the integration of the Chinese community into British society and

limit Chinese people's access to social and health services. A study in Hull found that

57% of Chinese people reported that it is necessary to use an interpreter for either

some or all of their GP consultations (Watt et al, 1993). It is not uncommon to find

Chinese people who have been in Britain for more than thirty years and can still

hardly speak English.

There are at least three possible explanations as to why these people have not

acquired better English skills. Firstly, long and anti-social working hours restrict the

time and energy available for attending English classes. Secondly, the majority of the

Chinese workforce is engaged in Chinese catering where most communications can

be conducted in Cantonese and English is therefore not essential. Thirdly, many of the

first Chinese immigrants came from rural areas of Hong Kong and did not have good

educational backgrounds, learning a new language might be more difficult for them.

Their lack of English restricts their use of the British health care system. Liao

and Mcllwaine (1995) stated that the main barrier to effective use of present health

care services and benefits from health promotion and education programmes is the

language problem. Their study also found that Chinese people in Britain underused

health services and that unmet health needs exist in their community.

The language problem does not only arise when they see GPs, but is also a

problem when they have to know how to apply drugs or medicines prescribed for

themselves or their dependants, or when they have to understand postal notifications

(e.g. bring their children in for immunisation etc). Poor English may also mean that

they are not aware of what services are available and how they can use them. Even

with an interpreter non-Chinese doctors may find it hard to make a diagnosis. In an

interview with the members of the Bath Chinese Club, where they knew the author

was a pharmacist, several members brought their medications to inquire as to their

proper use.
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1.1.1.3 Health needs

There are few studies or surveys about the health issues of Chinese people in

Britain and most are local surveys with relatively small sample sizes. According to a

government report there are indications that the Chinese in Britain make less than

average use of the National Health Service (NHS) (House of Commons, 1984/85). It

wasn't until after nearly a decade that another large survey gave quantitative and more

precise data about the health service for Chinese people. The General Household

Survey collected data from 1984 to 199 1/92. In this survey Smaje and Grand (1997)

found that the use of health care services by minority ethnic groups was generally as

high or higher than by the White populations except for the Chinese who were found

to be the principle exception, displaying a remarkable pattern of low utilisation. This

study showed that compared with that of White people the Chinese utilisation was

nearly 70 % lower than expected for out-patient services, 40% lower for GP services,

and 30% lower for in-patient services (Smaje and Grand, 1997).

Watt et al (1993) also found that White respondents indicated a greater use of

other possible sources of help such as pharmacists and nurses. Of eighty surveyed

Chinese people only two reported that they would consult a Chinese medical

practitioner. This study concluded that the Chinese make sub-optimal use of health

services. The main reasons included language difficulties and low awareness of

available services. Other factors such as Chinese culture and health beliefs are also

thought to be important (Watt et al, 1993).

1.1.2 CHINESE MEDICINE

Complementary or alternative therapies are a broad spectrum of practices and

beliefs and thus are difficult to define (Spencer and Jacobs, 1999). They include the
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following disciplines: folk medicine, herbal medicine, homeopathy, faith healing,

chiropractics, acupuncture, naturopathy, massage and music therapy (Fugh-Berman,

1997). As Murray and Rubel (1992) stated "many are well known, others are exotic or

mysterious and some are dangerous." From a sociological standpoint alternative

therapy refers to medical practices that are not in compliance with the standards of the

medical community. Eisenberg et al (1993) defined unconventional therapies as

"medical interventions not taught widely at U.S. medical school or generally available

at U.S. hospitals" but this is not a satisfactory definition either. Nowadays many

medical schools teach alternative medicine, hospitals and health organisations offer it

and several countries have incorporated it into mainstream health services.

Acupuncture is now very much part of mainstream medicine. Both Western-trained

and traditional medicine doctors undergo an extensive and largely parallel training at

Harvard, Stanford, Columbia and Yale. Many other medical schools around the U.S.

have also added alternative medicine courses to their curriculum (Molony, 1998; The

Richard and Linda Rosenthal Research Centre, 2001). In Germany a passing grade in

a "natural healing procedures" course has been required of all M.D. candidates since

1992 (Fugh-Berman, 1997). In Canada medical societies have offered official

recognition to alternative treatments such as acupuncture and traditional Chinese

medicine (Fugh-Berman, 1997).

The decision to use complementary medicine is a complex process. In Britain

many studies have explored the patients' knowledge, attitudes and beliefs with regard

to using complementary medicine (Kronenfeld and Wasner, 1982; Furnham and

Smith, 1988; Thomas et al, 1991; Furnham and Bhagrath, 1993; Murray and

Shepherd, 1993; Fumham and Forey, 1994; Vincent and Furnham, 1996, 1998). In

general most patients who used complementary medicine were female and attending

with muscular-skeletal problems (Vincent and Furnham, 1996). The people who

choose alternative medicine may do so because of bad experiences with traditional

medical practitioners, as well as believing that traditional medicine is ineffective
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(Vincent and Furnham, 1996). These patients also had strong beliefs about an

emphasis on treating the whole person. However all of these studies focused on the

patients who visited complementary clinics, there has been little research focused on

the Chinese people and their beliefs about Chinese medicine.

Chinese medicine is categorized as complementary medicine and is far from

being as homogeneous as Western medicine. It includes meditation, dietary therapy,

healing methods, lifestyle counselling, acupuncture, massage, physical exercise (e.g.

tai chi chuan and Qigong) and herbal medicine. Acupuncture and herbal medicine are

extensively known and have been used widely in the western world. Chinese

medicine is very different from Western medicine in several ways and to understand

more about it the next section deals with the history, philosophy, diagnosis and

treatment, and effectiveness of Chinese medicine.

1.1.2.1 The history and philosophy of Chinese medicine

Chinese medicine has been practised for more than four thousand years. The

most important and earliest existing work on Chinese herbal medicine- the Huang Ti

Nei Ching	 The Yellow Emperor's Classic of Internal Medicine) is

believed to have been originally "written" almost five thousand years ago (Molony,

1998).

The Yin-Yang principle is the foundation of the Chinese medical philosophy.

Any symptom of disease is considered a sign of imbalance between the Yin (ft) and

Yang () forces within the body. Health and illness are not treated as static and

isolated conditions distinct from other aspects of a person's life (Cho, 1996). They are

vibrant states specific to an individual and reflective of the person's whole body, mind

and spirit. Chinese practitioners are trained to assume that any illness in one part of

the body is connected to a vulnerability or weakness in another part. Once the

practitioner diagnoses the disease the patient is encouraged to follow the balancing

10



process. Yin and Yang are complementary in functions and lack of one side or another

means imbalances of Qi (), Blood (flfl), Jirig (), Shen () and/or Organs !iijJX)

leading to disease.

In Chinese medicine almost all illness is caused by internal and external

conditions. Internal causes are "emotional" or "psychological" in origin and include

anger, grief, fear, sadness and joy. External causes are "nature" or "climate" in origins

and include wind, cold, heat, dampness, fire and dryness. It is believed that a long-

ten-n internal weakness such as extreme emotions can damage Organs and Qi and

eventually lead to chronic physical problems as well as making an individual more

vulnerable to the external causes of illness. Each illness can also be classified as a

different combination of factors. For example, fire is Yang in nature and characterises

very extreme conditions of external or internal heat especially when they are

accompanied by severe emotional excesses, called "inner-fire" symptoms. In Chinese

medicine "inner-fire" particularly affects the Stomach, Lungs and Liver. The Ying-

Yang concept is the fundamental theory for prescribing herbal medicine. Yang herbs

such as jen shin	tonics or hypertensives) are used to treat the person suffering

from Yin conditions such as low blood pressure or debility. Yin herbs such as ta huang

(k ' a laxative and hypotensive) are used for people suffering from Yang

conditions such as high blood pressure or chronic constipation.

One noteworthy aspect is that the "Blood" and the "Organs" mentioned in

Chinese medicine are not exactly the same as in Western medicine as they provide far

more functions. In Chinese medicine Blood is the physical manifestation of Qi energy

itself Blood carries nourishment to all the Organs, vessels, tissues and muscles of the

body and these are both the manufacturers and the storehouses of all the body's vital

energies, fluids and biological functions. Chinese medicine identifies twelve major

Organs in the body, each of which has a fundamentally Yin or Yang nature. Instead of

the lungs, heart, liver, large intestine, bladder and so forth which can be seen in

Western medicine the Triple Warmer (a Yang Organ) has no anatomical equivalence.
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In Chinese medicine the Triple Warmer enhances the process of ingesting,

metabolising and eliminating nutrients and wastes, and thus it helps to move Qi

energies through the body and regulates the function of other Organs.

1.1.2.2 Diagnosis and Treatment

The basic disease diagnosis of Chinese medicine includes observing, listening,

smelling, interviewing and touching the patient. Observation includes body type and

movement, hair condition, eyes, tongue, lips and skin. Listening and smelling include

coughs, wheezes and breathing. Some practitioners can assess a patient's condition by

smelling the patient's breath, body odour, sputum, urine and faeces. The questions in

the interview usually include: the preference for cold or hot weather; the bowel and

bladder habits; the discomforts in the nose, throat, chest etc; sex; emotions; and

lifestyle factors.

Pulse taking is the main way of touching by traditional Chinese practitioners.

The skilful practitioners can detect different wrist pulses and distinguish over thirteen

pulse qualities such as strength, speed, depth and rhythm. By pulse taking the

practitioner can identify both current organ disharmonies and past imbalance.

The approach to health and illness in Chinese medicine is in contrast to the

perspective and treatment methods of Western medicine. In the West people

frequently are identified only by their diseases or by a collection of isolated

symptoms. In Chinese medicine people are identified as a "whole" and complicated

system of complementary properties (positive and negative). Treatment relies on the

herbals ability to regulate the body's Qi and balance it, however in many Chinese

medical clinics advanced medical equipment has also been widely applied.

1.1.2.3 Is Chinese medicine effective? An evidence-based perspective
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Nowadays the main concern about the use of Chinese medicine is whether it is

effective. To assess its effectiveness it is necessary to categorise Chinese medicine

into different treatments. Chinese medicine mainly includes acupuncture, herbal

medicine, dietary therapy and Qigong. In this section the focus is on the use of

acupuncture and Chinese herbs.

Acupuncture is an ancient technique in which a skilled practitioner inserts

hair-thin needles into specific points on the body to prevent or treat illness (see Figure

1.2). Acupuncture's recent popularity in the West dates from the 1970s when

President Nixon visited China. In spite of a great deal of research designed to evaluate

its effectiveness there are currently no clear and simple answers. There are, however,

a variety of theories that attempt to explain the mechanism of acupuncture. For pain

treatment the Gate Theory states that there are some specific nerve fibres that transmit

pain to the spinal cord whilst the input of other nerve fibres inhibits the transmission

of pain (Stannard and Booth, 1998). Endorphin theory proposes that morphine-like

substances, recently discovered in the central nervous system, are very effective in

blocking pain (Stannard and Booth, 1998). Endorphins are released into the nervous

system by the action of acupuncture, however the mechanism of pain perception and

transmission has not been clearly and completely defined (McQuay and Moore,

1998). Current levels of knowledge about the basic mechanisms of pain are too low to

adequately explain the effects of acupuncture on pain.

:1

Figure 1 .2 The practice of acupuncture
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With regard to pain treatments, there are studies showing relief of pain with

acupuncture on diverse pain conditions such as tennis elbow and fibromyalgia

(Molsberger and Hille, 1994; Berman et al, 1999). This suggests that acupuncture

may have a more general effect on pain. High quality systematic reviews have also

found acupuncture to be effective for pain and nausea but not for helping smokers to

quit (Vickers, 1996; Ernst and Pittler, 1998; Melchart et al, 1999). In the United

Kingdom guidelines from the Royal College of General Practitioners recommend

physiotherapy, chiropractic treatment or osteopathy within six weeks of the onset of

persistent uncomplicated back pain (Vickers and Zollman', 1999). For other

treatments the National Institute of Health in the U.S.A. concludes that there is clear

evidence that needle acupuncture is efficacious for adult postoperative and

chemotherapy nausea and vomiting and probably for the nausea of pregnancy

(Acupuncture, 1997). However there is criticism and scepticism that the conclusions

from the American panellists were not based on the scientific validity and that the

panellists were not properly assigned (Barrett, 2000).

It is worth noting that although the effectiveness of acupuncture has not been

critically reviewed, the World Health Organisation (WHO) lists more than 40

conditions for which acupuncture may be used (WHO, 1979) and these are listed in

Table 1.1. However these suggestions have not provided scientific evidence and we

have little idea what can be defined as "appropriate for Acupuncture Therapy."

Table 1 .1 Conditions appropriate for acupuncture therapy

Digestive	 Emotional
Abdominal pain	 Anxiety
Constipation	 Depression
Diarrhoea	 Insomnia
Hyperacidity	 Nervousness
Indigestion	 Neurosis

Eye-Ear-Nose-Throat	 Gynaecological
Cataracts	 Infertility
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Gingivitis	 Menopausal symptoms

Poor vision	 Pre-menstrual syndrome

Tinnitis

Toothache______________________________________

Musculoskeletal	 Neurological

Arthritis	 Headaches

Back pain	 Migraines

Muscle cramping	 Neurogenic bladder dysfunction

Muscle painlweakness	 Parkinson's disease

Neck pain	 Postoperative pain

Sciatica	 Stroke

Respiratory	 Miscellaneous

Asthma	 Addiction control

Bronchitis	 Athletic performance

Common cold	 Blood pressure

Sinusitis	 Chronic fatigue

Smoking cessation	 Immune system tonification

Tonsillitis	 Stress reduction
World Health Organisation, United Nations. "Viewpoint on Acupuncture."

1979 (revised).

Chinese herbalism is the most prevalent of the ancient herbal traditions

currently practised in Britain (Vickers and Zollman 2 1999). Chinese medicine uses

plant extracts in combination and not as single agents. Thus the main problem of

evaluating the effectiveness is that there is little consistency in preparation, original

resources or combination of herbs (Sander et al, 1995). This inconsistency causes

biases when conducting a systematic review. However extracts of Gingko biloba have

been used in the treatment of peripheral vascular disease and 'cerebral insufficiency'

and this over-the-counter (OTC) product has been in high street markets for decades.

It is thought to have several potential mechanisms of action including increasing

blood flow, platelet activating factor antagonism and prevention of membrane damage

caused by free radicals. Several studies have provided positive results (Bekerecioglu
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et al, 1998; Wettstein, 2000) however a recent review in The Cochrane Library

concluded that the question as to whether people with age-related macular

degeneration should take Ginkgo biloba extract to prevent progression of the disease

has not yet been answered (Cochrane, 2001).

There is also growing use of Chinese medicine for dermatitis although most of

the information is in clinical reports, research data being limited (Frost, 1994).

Chinese herbal medicine use on skin diseases is not entirely positive. The best

scientific evidence in this area of Chinese medicine use may come from the study of

Chinese herbal formulation used to treat atopic eczema. Various herbs offer relief for

eczema (Frost, 1994; Sheehan and Atherton, 1994). One formulation contained a

blend of 10 herbs and had proved beneficial in open studies. However a systematic

review concluded that "at present it is unclear whether Chinese herbal treatments of

eczema do more good than harm" (Armstrong and Ernst, 1999).

Finally The Cochrarie Library, which undertakes systematic review work in

Britain, has been reviewing the effectiveness of medical interventions. They have

used scientific criteria to assess the quality of clinical trials and draw conclusions

about the treatments (more see Chapter 6). They have published at least four reviews

about the effectiveness of Chinese medicine. Three are acupuncture reviews and one

is for Ginkgo. Unfortunately all the reviews indicated that it is not yet possible to

make recommendations of these therapies (Cochrane Library, 2000). For other

Chinese medicine treatment, Fugh-Berman provide a balanced view and scientific

evidences have been collected to extrapolate the effectiveness of using alternative

medicine (Fugh-Berman, 1997).

1.1.2.4 A balanced view of Chinese medicine

Although many randomised controlled trials of traditional Chinese medicine

have been published, most are small and methodologically weak (Tang et al, 1999). In
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recent years the potential market has been driving researchers to understand Chinese

medicine and it is probable that more and more people will use alternative therapies.

In 1998 it was reported that in America people spent twenty-seven billion dollars on

alternative therapies including Chinese medicine and massage (United News ',2000).

The market of herbal products has reached 4.4 billion today compared with 2.5 billion

in 1995. This trend urged the National Institute of Health to allocate sixty-eight

million for research into complementary and alternative therapies in 1999, compared

with just two million in 1992 (United News 2 2000). In terms of the effectiveness of

Chinese medicine it raises several issues which both health professionals and the lay

population are interested in, including diagnosis methods and quality control in

Chinese medicine.

Diagnosis methods in Chinese medicine are basically different from Western

medicine. Pulse taking, the colour of the tongue and "Qi" cannot be detected or are

senseless for Western standards. Sometimes the disease definition, diagnosis and

outcome assessments are also different. Even if the clinical trial of Chinese medicine

is well designed there will be criticism unless these discrepancies between Chinese

and Western medicine are resolved.

In Western medicine standard operation procedures and guidelines have been

established to examine the quality of practice and make the discussion of medical

intervention more meaningful. The same should apply to Chinese medicine however it

does not lend itself easily to an explainable and quantifiable standard of quality

assessment. Modern Chinese medicine must therefore apply more precise and

scientific methods in order to assess its effectiveness.

The quality of Chinese herbal products is of great concern. Chinese medicine

uses large amounts of herbals to treat patients. It is reasonable to assume that the

freshness, production places and seasons all influence the quality of herbals as well as

their effectiveness. This variability definitely has an impact in assessing the

effectiveness of Chinese medicine. In Western medicine pure compounds with a
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specific dosage can be easily quantified and the pharmacological effects of a drug can

be assessed precisely. Information about the formulations of Chinese medicine seems

more qualitative than quantitative. This is even more obvious when a single herbal

can contain hundreds of different chemical compounds making the assessment of

effectiveness even more complicated.

Adulteration or heavy metals such as Mercury or Arsenic in alternative

medicine have been widely criticised (Morice, 1987; Ko, 1998). Other criticisms

include acupuncture-related fainting, pneumothorax, local infection, hepatitis B,

bacterial endocarditis and nerve damage (Barrett, 2000). These problems are a feature

of the variation in quality of practising Chinese medicine and a similar situation

occurs in Western medicine. We should never overlook the damage caused by

malpractice, medical errors, fraud and drug-related problems in Western medicine

(Jesilow et al, 1993; Podell and Proctor, 1996). A report estimated that the incidence

of lethal Adverse-Drug-Reaction (ADR) ranged from a low of 76,000 to a high of

137,000 for hospitalised patients (Lazarou et al, 1998). It was estimated that in the

U.S.A some 2.2 million serious ADRs occurred in 1994 with 106,000 of them being

fatal. Another study estimated that ADRs cost 76.6 billion in 1995 while the total

medication expenditure was 73 billions (Johnson and Bootman, 1995). The

Australia Bureau of Statistics also indicated that 12,000 people died in 1997 in public

hospitals due to drug-related problems. This data calls for greater consideration as to

whether openness of mind is a quality the medical profession should have. Criticism

of Chinese medicine has not helped to clarify whether it really works or not.

Furthermore since there are countless patients being treated simultaneously with both

Western and Chinese medicine and it is quite common for a patient to take herbal

treatments while taking several prescription medications, safety has become another

issue. Herbal-to-drug and herbal-to-herbal interactions, either pharmacokinetic (see

Glossary) or pharmacodynamic (see Glossary) effects, will lead to unwanted side

effects and/or interactions.

18



When we look back at the issues mentioned we could assume it may be

because of a lack of common language between Western and Chinese medicine. A

common language means the same or at least similar diagnosis methods, outcome

measures, and definitions of diseases. The reality is that even when people with open

minds would like to understand more about Chinese medicine there is still a lack of

common language for them to communicate with each other. For instance, when a

patient asks a Chinese medical doctor about the treatment for arthritis does the doctor

actually understand and are they able to clearly explain the disease to patients? If the

patient is currently taking corticosteroid or immune suppressive agents what are the

effects of concurrent use of Chinese medicine? The lack of a common language also

applies to outcome measures. If there is no scientific standard to guide them, even if a

treatment has been proved to be effective, most practitioners who are familiar with

Chinese medicine diagnostic methods may not know when to apply it.

Western medicine has already established comprehensive and rigorous models

from animal experiments, biological experiments and clinical trials in order to prove

its effectiveness. However Chinese medicine, which is more philosophically and

metaphysically based, still needs to establish a set of objective evaluations. Once the

evaluation system is able to provide a scientific approach without secrets and

ambiguities Chinese medicine can be scientifically examined.

Although scientific evidence has not yet proved the effectiveness of Chinese

medicine it is still popular. In Taiwan on 31St January 2000 the Chinese medicine

committee in the Department of Health launched a large-scale study to assess the

effectiveness of Chinese medicine on hepatitis (Chinatimes, 2000). Thirteen

traditional Chinese formulations generally used for hepatitis were selected and vitro

experiments will be applied to scientifically assess their efficacy. In addition, to

discover potential herbals for the pharmaceutical market, in the next five years

Taiwan is going to invest nearly £100 million to study Chinese herbs for the treatment

of arthritis, hepatitis, asthma, anti-ageing and immune diseases.
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The discovery of new drugs from Chinese medicine seems promising as well.

Recently a multi-ingredient Chinese medicine PG2 ( ' Hwuan Chi)

polysaccharide, sponsored by the U.S.A.'s Pharmagenesis, France's Orchid, and

China's Ler Jan Tarn (1T), has successfully passed the phase II clinical trial (see

Glossary). It was found that in the phase II clinical trial the P02 formulation is better

than G-CSF in promoting immune function and has greater effect in relieving the side

effects of chemotherapy and radiotherapy. It is said that it originated from a

description in an ancient book that Hwuan Chi () has effects in nourishing Qi

(United News 2 2000). Also Padma 28 (a herb from Tibet), found accidentally by an

Israel physician Sallon while she was in India for a sanitary promotion campaign, is

already on the market (Tomorrow times 2 2000). Today it is used in Switzerland and

by the investment of the Padma pharmaceutical company there it has also been

applied to treat alcoholics, intermittent claudication in Israel (Tomorrow times 2

2000). A five-herb extract (Genie) has been proved to totally inhibit the duplication of

HIV within a 4-day treatment with fewer side effects than traditional triple therapy.

With the help of the inventor of the triple therapy, it has passed the animal test and in-

vitro human lymph test in the German HIV centre and will enter clinical trials in

February 2001 (Tomorrow times , 2000).

From the reports on PG2 and Genic (Tomorrow times 2 2000; United News 2

2000) a question can be put forward, "Does Chinese medicine work better for long-

term health improvements instead of a short-term cure?" The use of alternative

medicine may be like the old proverb "an apple a day keeps the doctor away." The

function of Chinese medicine may be the same. Until now the FDA has not permitted

any Chinese medicine for clinical use. However, we must still consider whether those

who seek Chinese medicine may seek better long-term health, or improvements to

health-related quality of life but not quick—fix cures. In the foreword in Fugh-

Berman's book "Alternative medicine: what works" (1997) Pincus stated "acute care

Western medicine is unmatched in saving lives ... the treatment of the chronic
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diseases, however, is where alternative therapies have found their place." Perhaps if

we cannot find a sound clinical trial which meets the criteria (such as randomisation,

double blinded and control group) to prove tobacco is bad for health then it may be

too early to criticise the effectiveness of Chinese medicine. In the U.S.A. where

Western medicine is the mainstream health care, people still express high satisfaction

with Chinese medicine care (Cassidy, 1998). Scientists acknowledge that the outcome

measures of medical interventions no longer rely on pure clinical indicators but also

the involvement of patient assessment instruments and it is interesting for future study

to examine whether Chinese medicine may perform better in improving health-related

quality of life.

1.2 OBJECTIVES

In multi-cultural societies where different ethnic minorities live together with

the cultural system of the native society, traditional cultures emerge as key factors in

the planning of health-care delivery. Awareness and sensitivity to cultural diversity

produce medium and long-term gains at the level of both costs and quality of health

care. This thesis seeks to add to the understanding of health-related issues of Chinese

medicine and Chinese people living in Britain.

At the Thirtieth World Health Assembly in 1977 the World Health

Organisation (WHO) officially recognised the importance of integrating traditional

medicine into health care systems. This policy change was based on the understanding

that traditional medical knowledge can work as an added resource for health care

delivery (WHO, 1979). This thesis has the following main objectives:

1. To test the applicability of the theory of planned behaviour (TPB) in the use of

medicine to further the understanding of attitudes and beliefs of Chinese people in

using Chinese and Western medicine. The findings can be applied to medical
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education and will help medical and pharmacy students understand more about what

Chinese people think about Chinese and Western medicine.

2. To measure the health-related quality of life of Chinese people living in Britain and

understand the relationships between the TPB constructs and SF-36 scores. According

to the HRQOL information, government and policy makers concerned with the

welfare of eti-mic minority groups can focus on a specific domain and improve their

quality of life.

3. To review the effectiveness of three different Chinese herbal treatments on psoriasis

and the impacts of psoriasis on quality of life. Two electronic Chinese databases

which have not previously been applied in a systematic review will also be explored.
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Chapter 2 Social cognition models and the theory of planned
behaviour

2.1 INTRODUCTION

Research in health behaviour has grown rapidly over the past two decades.

Behavioural factors particularly in tobacco use, diet, activity patterns, sexual

behaviour and alcohol consumption are among the most prominent contributors to

mortality (McGinnis and Foege, 1993). Infectious diseases such as HIV and AIDS are

also largely influenced by human behaviours (Schiltz and Sandfort, 2000). McGinnis

and Lee (1995) argued that over 50% percent of chronic disease is potentially

preventable as it is attributable to such lifestyle factors as smoking, lack of physical

activity, poor diet and failure to obtain regular screening tests. Substantial suffering

and medical costs can be avoided by positive change in the behaviour of the

individual.

In order to change behaviours and promote quality of life, many theories have

been devised to understand health behaviours. Among them the social cognition

approach addresses both the psychological domains influencing health behaviour and

the methods of promoting behavioural change (Conner and Norman, Eds., 1996). The

applications of social cognition models in health behaviours have been increased

because less and less people believe the individual is the only focus of intervention

and analysis.

The study of behaviour in the social cognition approach is based on two

assumptions. Firstly that the cause of death is due to behavioural styles incorporating

social impacts and secondly that these behaviours are changeable (Stroebe and

Stroebe, 1995). In this chapter social cognition models (SCM) are introduced. Their

applications in pharmacy and general criticisms of SCM are also addressed.
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The development of social cognition theory has a long history. In 1941 Miller

and Dollard introduced what they called social learning theory to explain the imitation

of behaviour among animals and humans (Baranowski et a!, 1997). The theory

emphasised that a person learns behaviour to which other people apply reinforcements

and these reinforcements increase the likelihood of the behaviours occurring again.

The concept explains why certain kinds of behaviours are more likely to occur than

others by considering internal states called drives not cognitions. It was believed that

psychological processes motivate behaviour (for example hunger motivates the search

for food) and emphasises that environment is important. In the 1950s Edwards (1954)

proposed the subjective expected-utility theory which assumed that individuals

generally aim to maximise utility and so prefer behaviours which are associated with

the highest expected utility. It is assumed that these subjective assessments are

combined in a rational and consistent way. All of these theories resulted in the

development of social cognition theory.

Social cognition theory addresses both the psychological dynamics influencing

health behaviour and the methods of promoting behaviour change. It emphasises that

a person's behaviour and cognition affects will influence their future behaviour. In

social cognition theory human behaviour is dynamic. An individual's behaviour is

uniquely determined by these interactions. In other words social cognition theory

suggests that not only cognition factors, parental models, peer influences and culture

but also social factors determine whether or not an individual practices health

behaviour. Conner and Norman (1996) stated that social cognition models "started

from this assumption that social behaviour is best understood as a function of an

objective description of the stimulus environment." The core social cognitive factors

include beliefs, attitudes and knowledge. These factors have been important to a

number of social cognition models as the determinants of health behaviours. In

addition social cognition models emphasise the rationality of human behaviour.
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Health behaviours are considered to be the result of a rational thinking process based

upon available information.

This approach has become dominant in social psychology in recent years.

I-Iealth educators and behavioural scientists have widely used social cognition models

to investigate health behaviours (e.g. safe sex and the use of alcohol) and thereby

increase the likelihood of behaviour change. Social cognition models have been

applied to various health behaviours including health-enhancing behaviours, health

protective behaviours and sick-role behaviours (Conner and Norman, 1996). There are

three main social cognition models for health behaviours: the health belief model

(HBM), the protection motivation theory (PMT) and the theory of planned behaviour

(TPB) (Rosenstock, 1966; Rogers, 1983; Ajzen, 1991). These three most commonly

used social cognition models are now outlined in more detail.

2.1.1 THE HEALTH BELIEF MODEL (HBM)

The health belief model is probably the oldest social cognition model (Sheeran

and Abraham, 1996). It was initially developed in an effort to explain the failure of

people to take part in programs to prevent or to detect tuberculosis (X-ray screening).

(Rosenstock, 1966; Gochman, Ed., 1997). Rosenstock (1966) states that the health

belief model was originally developed to explain preventive health behaviour and

identify factors for health education programmes.

The health belief model is based on two aspects of an individual's

representations of health and health behaviours: threat perception and behavioural

evaluation. Threat perception includes perceived susceptibility to illness and

anticipated severity of the consequences. Behavioural evaluation consists of the

perceived benefit of a recommended health behaviour and the perceived cost of or

barrier to performing the behaviour. In addition this model anticipated that "cues to

action" could promote health behaviour when certain beliefs are held.

25



Action

Cues to
action

Perceived
usceptibilit

PerceIved
severIty

Health
motivation

PerceIved
benefit

PerceIved
barriers

DEMOGRAPHIC
VARIABLES

class, gender, age,
etc

PSYCHOLOGICAL
CHARACTERISTICS

personality, peer
group pressure, etc

Figure 2.1 Basics of the health belief model

The detailed definitions of the HBM components (see Figure 2.1) are:

Perceived susceptibility

One's individual perception of the risk of getting an illness - e.g. "my chances of

getting breast cancer are great." (Champion, 1984).

Perceived severity

Feelings concerning the seriousness of getting an illness or leaving it untreated. It

includes the clinical and social consequences - e.g. "the thought of breast cancer

scares me".

Perceived benefits

The individual will perceive potentially effective benefits if performing a specific

behaviour. It could include health-related benefits or non-health-related benefits - e.g.

'doing self breast exams will prevent future problems for me".

Perceived barriers

The potential barriers to undertaking a health action to prevent an illness - e.g. "it's

embarrassing for me to do monthly breast exams".



Cues to action

Internal or external factors which promote the implementation of specific behaviours -

e.g. "information about the symptoms and treatments of breast cancer".

The health belief model has been applied to a wide range of health behaviours

including decisions on influenza vaccination (Nexoe et al, 1999), HIV risk behaviour

(Neff and Crawford, 1998), clinic appointment-keeping (Mirotznik et al, 1998),

condom use (Lollis et al, 1997), use of accident and emergency services (Walsh,

1995) and attendance at screenings for gastric cancer (Tsubono et al, 1993). Janz and

Becker (1984) conducted a vote count review and the summary results provided

empirical support for the HBM. It was found that susceptibility was significant in

81% of studies, severity in 65%, benefits in 78% and barriers in 89%. For preventive

behaviours "perceived barriers" proved to be the most powerful of the HBM

dimensions across the various study designs and behaviours. Harrison et al (1992)

performed a meta-analytical review of the HBM and suggested that it failed to

measure all components or provide psychometric tests of measures. In another review

Sheeran and Abraham (1996) concluded that all the HBM variables correlated only

weakly with behaviour. They suggested that the weak predictive validity of the HBM

was due to poor definition of the constructs, lack of combinational rules and no

evidence for discriminant validity between the HBM components and variables from

other models.

2.1.2 THE PROTECTION MOTIVATION THEORY (PMT)

The protection motivation theory is an extension of the IIBM (Rogers, 1975).

Unlike the HBM it attempts to arouse the individual's fear through threatening

messages (Rogers, 1975). It was first developed to provide conceptual clarity to the

understanding of fear appeals (Boer and Seydel, 1996). This model has been revised

several times so that self-efficacy has been incorporated (Rogers, 1983). Further
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revisions to the model have incorporated internal/external rewards and cost of the

current behaviour and perceived cost of the revised behaviour (Rippetoe and Rogers,

1987). Figure 2.2 is a schematic representation of the PMT adapted from Boer and

Seydel (1996). Figure 2.2 shows the components of the model that are used in most

studies (adapted from Boer and Seydel, 1996).

Response
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Advantages of
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behaviour

-	
-- Threat appraisal

Vulnerability

Protection
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Response efficacy	

Costs of adaptive
behaviour

	

Self-efficacy	

-	 ng appraisal

Behaviour

Figure 2.2 A schematic representation of the PMT

This model describes that threat appraisal and coping appraisal influence

behaviours. Threat appraisal is based on perception of the severity of the illness and
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vulnerability to the illness. Coping appraisal is based on the process of evaluating the

behaviours that might decrease the threat. Coping appraisal components include self-

efficacy and costs of adaptive behaviour. Together coping appraisal and threat

appraisal result in the motivation to perform adaptive or maladaptive behaviour.

According to this model, adaptive motivation is enhanced by the beliefs that the

behaviour is effective in reducing the threat (response efficacy) and by the expectation

that an individual can execute the adaptive behaviour (self-efficacy). The costs of

adaptive behaviour reduce the motivation to execute behaviour.

Severity has already been defined in the HBM section. The definitions of the

other components in the PMT are:

Self-efficacy

The beliefs that one can perform a specific behaviour - e.g. "I can consistently eat

foods that are good for me and avoid foods that are not" (Hofstetter et al, 1990).

Ajzen (1991) stated that self-efficacy is similar to the "perceived behavioural control"

which will be introduced in the theory of planned behaviour.

Vulnerability

Similar to "perceived susceptibility" in the HBM, one's individual perception of the

risk of getting an illness - e.g. "my chances of getting breast cancer are great"

(Champion, 1984).

Protection motivation

The result of threat appraisal and coping appraisal - e.g. "Am I intending to perform

the recommended behaviour". (Boer and Seydel, 1996) This component is similar to

"intention" which will also be introduced in the theory of planned behaviour.

The protection motivation theory has frequently been used as a framework for

health education (Boer and Seydel, 1996) and has been applied to enhance healthy

lifestyles and diagnostic health behaviours, and prevent disease (Boer and Seydel,
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1996). After 1996 new studies included the compliance with sports injury

rehabilitation (Taylor and May, 1996), hearing protection device use (Melamed et a!,

1996), adherence to treatment for diabetes (Palardy et al, 1998), cervical screening

tests (Orbell and Sheeran, 1998) and intentions to drink and drive (Greening and

Stoppelbein, 2000). In a meta-analytic review Mime (1997) concluded that the PMT

was useful in predicting concurrent behaviour but had less utility in predicting future

behaviour. In addition the coping-appraisal component of the model was found to

have greater predictive validity than the threat-appraisal component.

2.1.3 THE THEORY OF PLANNED BEHAVIOUR (TPB)

The theory of planned behaviour is an extension of the theory of reasoned

action (TRA), previously named "the Fishbein and Ajzen's behavioural intentions

model" (Fishbein and Ajzen 1975, Ajzen and Fishbein 1980). The TRA assumes that

individuals are rational actors and its primary purpose is to explain behavioural

intention (Montaño et a!, 1997)

According to the TRA the most important determinant of behaviour is the

person's behavioural intention which is determined by the individual's attitude toward

the behaviour and the social normative influence of people who are significant in

his/her life. Attitude towards the behaviour is determined by values of the specific

beliefs weighted by the values that the person attaches to those outcomes. Social norm

is composed of the perception of social norms and pressure to perform a behaviour.
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Figure 2.3 The theory of planned behaviour

The theory of planned behaviour differs from the theory of reasoned action by

the addition of perceived behavioural control, in an effort to account for factors

outside the individual's control that may affect his intention and behaviour (Ajzen,

1991; see Figure 2.3). Ajzen argues that a person will expend more effort to perform a

behaviour when his perception of behavioural control is high. Ajzen's construct of

perceived behavioural control is very similar to Bandura's construct of self-efficacy,

an individual's judgement of how well he can perform a behaviour under various

inhibiting and facilitating conditions (Aj zen, 1991; Bandura, 1991).

The definitions of variables in the TPB are:

Behavioural intention

A person's motivation, her/his conscious plan or decision to exert effort to perform

the behaviour - e.g. "I intend to floss all of my teeth once a day or more until my next

visit to the dentist: likely -unlikely"(Tedesco et al, 1991).
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Attitude

The overall evaluations of the behaviours by the individual - e.g. "flossing all of my

teeth once a day or more is: healthy-unhealthy". According to the theory it is

measured by multiplying the evaluation of each of the behavioural consequences by

the strength of the belief that performing the behaviour will lead to that consequence

and then summing the products. It can be expressed as:

An =bix e

ArT is attitude toward the behaviour.

b, is the behavioural belief that performing the behaviour, B, leads to some consequence i.

e, is the evaluation of consequence i.

I is the number of salient consequences.

Both strength of beliefs and consequence evaluations can be scored on an

ordinal scale such as a seven-point scale of "strongly agree" to "strongly disagree"

and a seven-point scale with "extremely certain" to "not at all certain". Ajzen and

Fishbein (1972) concluded that a direct measure of attitude toward the act would be

useful as a summated model of the cross-products of beliefs and attitudes.

Subjective norms

A person's beliefs about whether what others think about whether he or she should

engage in the behaviour is important - e.g. "most people who are important to me

think I should floss all of my teeth once a day or more: agree-disagree." It is measured

by an equation similar to that used for assessing attitude.

32



SN >nbj x mci

SN is the subject norm

nb is the normative belief

mc is the motivation to comply with referentj

m is the number of salient referents

Perceived behavioural control (PB C)

A person's perception of the ease or difficulty of performing the behaviour of interest

- e.g. "I will be able to floss all of my teeth at least once a day".

k =n

PBC = ck X

Ck is the perceived frequency or likelihood of occurrence of factor k

Pk is the perceived facilitating or inhibiting power of the factor k.

n is the number of control factors

In general choosing which relevant outcome to include for the measurement of

attitude, subjective norm and behavioural control is decided after in-depth interviews

with a sample who are representative of the study population. Content analysis is then

conducted to produce a list of the above three types of information. Similar items are

combined and uncommon items are deleted. Also to shorten the questionnaire and

reduce the burden of the respondents direct measurement of core variables is applied

(Ajzen and Fishbein, 1972; Conner and Sparks, 1996; Montaflo et al, 1997).

The theory of planned behaviour (TPB, Ajzen, 1991) and the theory of

reasoned action (TRA, Fishbein and Ajzen 1975) have been applied to the prediction

of a number of different behaviours. Examples include food choice, dietary changes,

alcohol consumption, sexual behaviours and exercise (Conner and Sparks, 1996). In a
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meta-analytic review Godin and Kok (1996) concluded that the TPB performs an

averaged R2 of 0.41 in behavioural intentions and 0.34 in behaviours. Attitude toward

the behaviour and perceived behavioural control were most often the significant

variables responsible for this explained variation in intention. In addition the study

concluded that intention remained the most important predictor of actual behaviour.

Coimer and Sparks (1996) have performed a detailed review of health behaviour

models' developments and applications including smoking, alcohol consumption and

sexual behaviours. Shepperd et al (1988) reviewed 87 studies and found that the

correlation of intention with attitudes and subjective norms is 0.66. Van der Putte

(1993) reviewed 113 studies and found that the correlation of intention with attitudes

and subjective norms is 0.68. Ajzen (1991) reviewed 16 studies and found that the

nuiltiple correlation between intentions and attitudes, subjective norms and perceived

behavioural control to be 0.71. The mean correlation between intentions and

behaviour is reported to be 0.45 and 0.62 (Shepperd et al, 1988; Van der Putte, 1993;

Randall and Wolff, 1994).

2.2 APPLICATIONS OF SOCIAL COGNITION MODELS IN

PHARMACY

As mentioned earlier the biomedical model has been well criticised for its

limited scope and the need for a socio-environmental approach to health care is now

widely acknowledged. In pharmacy the new concept of "pharmacy practice" has

emerged to apply the basic theories and concepts of medical sociology to assess

pharmacy-related issues (Harding et al, 1990; Smith and Wertheimer, Eds., 1996;

Wilson, 1997). This branch has been applying methodologies and theories derived

from the social and behavioural sciences to explore the role in the delivery of a wide
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range of pharmaceutical services such as patient health beliefs, satisfaction of health

care, medication adherence and patient counselling.

In the U.S.A. there has also been a trend for people in pharmacy to explore the

applications of health behaviour models in pharmacy practice. For instance Denise et

al (1993) interviewed 50 children and gave parents a self-administered questionnaire

to assess the dimensions of the HBM and self-efficacy in the adherence of diabetes

regimens. The objective was to identify factors predictive of good adherence to

therapy. It was found that the best predictors to greater adherence were greater child

self-efficacy and more highly—educated parents.

The theory of reasoned action (TRA) and the theory of plaimed behaviour

(TPB) have also been applied to a wide range of studies in pharmacy. Fisher and

Pathak (1980) applied the TRA as a conceptual framework to explain 405 physicians'

use of pharmacists as drug information consultants. The questionnaire explored the

effects of situational variables physician's attitudes and their normative beliefs on the

use of pharmacists. Regression analysis showed that the principle determinant of a

physician's intention to use drug information consultants was the presence of a

situational adverse drug reaction. Physicians looked for drug information consultants

services to benefit their practice and attitudinal variables were found to be the most

important in this investigation.

Cook et al (1980) examined the applicability of the TRA in the use of drugs by

349 undergraduates. Results provided strong support for the applicability of the model

in the use of marijuana, amphetamine, minor tranquillisers and beer with multiple R's

of 0.69, 0.66, 0.51 and 0.70 respectively. Attitude toward the act was the best

predictor of marijuana and beer use. The subjective norms variable added

significantly to the prediction of these two drugs. Use of amphetamine and minor

tranquillisers was best predicted by the subjective norms variable. In all but one case

(minor tranquillisers) both the measure of attitude toward the act and the measure of

subjective norm were significant predictors of frequency of use. An additional
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measured "attitude toward outcome of use" did not significantly increase the

predictability of any of the drugs studied.

Lacy (1981) investigated the relationship between attitudes about the

consequences of drug use and drug use pattern of current friends and behavioural

intentions for future drug use. Participants (N=2510) were recruited from a general

population who were 20-30 years old in 1974. The drugs assessed in this study

included: alcohol, cocaine, heroin, marijuana, opiates, psychedelics, sedatives and

stimulants. The results showed that there was a significant positive relationship

between both attitudes and intentions. These two components were independent and

significant predictors of behavioural intentions to use each drug. In addition when

controlling for self-report past drug behaviour the predictors of behavioural intention

remain relatively unchanged.

Mason (1983) examined the applicability of the central components of the

TRA to the medication counselling activities of 40 community pharmacists.

Counselling behaviours included verbal instruction, written instruction, interviewing

and interaction time. The findings provided support for the TRA. Both attitude and

subjective norm measures were significant predictors of behaviour for verbal

instruction and the length of encounter time. The attitude variable generally carried

greater weight than the subjective norm for predicting behaviour. The addition of

background variables to the regression equations added little explanatory power.

Kirking (1984) applied the TRA to evaluate the explanatory value of

pharmacists' patient counselling activities. Postal questionnaires were distributed to a

random sample of 689 community pharmacists and the net response rate was 76.8%

(506 usable questionnaires). The design of the questionnaire was based on twelve

interviews. Multiple regression showed that attitude toward counselling and

subjective norms had modest explanatory value (R = 0.34 and 0.37). Although

situations and demographic variables added significantly to the model (R = 0.55 and
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0.55) attitude toward counselling remained the major explanatory variable in all

instances.

Draugalis et al (1989) assessed the attitudes and awareness level of pharmacy

undergraduates with regard to graduate educational pursuits in pharmacy. A videotape

intervention was tested for its function. The questionnaire assessed three measures:

intention to pursue graduate education, personal attitudes toward this pursuit and

student preferences toward discipline options. The results indicated that the

intervention was able to change intention, attitudes and awareness levels with regard

to education and research activities. First year students had higher intentions of

obtaining graduate education than third year students.

Tedesco et al (1991) tested the usefulness of self-efficacy and the TRA to

compliance with brushing and flossing behaviour among 39 patients. Participants

were mailed study instruments and returned envelopes 3 to 4 weeks after their

screening visit. Hierarchical regression analysis was used to examine the nature of the

correlations among the TRA dimensions for predicting preventive oral behaviour. It

showed the basic usefulness of the TRA for oral health behaviour reports. The

addition of self-efficacy variables to the TRA significantly increased the explained

variance of brushing and flossing behaviour reports.

These findings have helped people in pharmacy to understand how people

perceive the pharmacy profession, its services, their expectations and patient

compliance. All the studies supported the TRA. A summary is shown in Table 2.1.
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Table 2.1 Applications of the social cognition models in pharmacy
Authors	Focal behaviour	Sample details	Model	Main findings

Fisher, D.J.	physicians' use of	405	 TRA	attitudinal variables
and Pathak,	pharmacists as drug physicians	 were found to be the
D.S. (1980)	information	 most crucial.

______________ consultants	_______________ _____________ ______________________
Cook, M.P.,	use of drugs	349	 TRA	attitudes and
Lounsbury,	 undergraduate	 subjective norm were
J. W. and	 students	 significant.
Fontenel le,
G.A. (1980) _________________ _____________ ___________ ___________________
Lacy, W.B.	drug use pattern	2510	 TRA	positive relationship
(1981)	 young general	 between both attitudes

population	 and friends' use and
intentions

Mason, H.L.	medication	40	 TRA	attitude and subjective
(1983)	counselling	community	 norm measures were

activities	 pharmacists	 significant predictors
______________ ___________________ _______________ _____________ of behaviour.
Kirking,	pharmacists'	506	 TRA	attitude and subjective
D.M. (1984)	patient counselling community	 norms had modest

activities	 pharmacists	_____________ explanatory value
Draugalis, J.,	graduate	 557	 TRA and 21	intervention able to
Bootman,	educational	pharmacy	minutes	change intention,
J.L.,	 pursuits in	undergraduates	video	attitudes and
McGhan, W.	pharmacy	 intervention awareness level. First
and Larson,	 year students had
L.N. (1989)	 higher intentions of

obtaining graduate
education than third

___________________ __________________________ _____________________ _________________ yearstudents
Tedesco,	compliance with	39 patients	self-efficacy both the TRA and self-
L.A., Keffer,	brushing and	 and TRA	efficacy were
M.A. and	flossing behaviour	 significant in
Fleck-	 predicting flossing and
Kandath, C.	 brushing behaviours.
(1991)	___________________ _______________ ____________ _____________________
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Chapter 3 Using the TPB to predict the intention of Chinese
people to use Chinese and Western medicine

All science is concerned with is the relationship of cause and effect. Each scientific

discovery increases man's ability to predict the consequences of his actions and thus

his ability to control future events.

-- Lawrence J. Peter

3.1 INTRODUCTION

The study reported in this chapter will address the TPB model in the

prediction of the intention of Chinese people to use Chinese and Western medicine, as

well as what Chinese peoples' beliefs and attitudes about Chinese and Western

medicine are. Qualitative findings about attitudes and beliefs of use of medicine will

be summarised. The utility of the TPB variables within the use of medicine will be

tested.

The study concerns the ability of the TPB to predict the intention to use

Chinese and Western medicine as well as Chinese attitudes and beliefs towards

Chinese and Western medicine. The following aims will be addressed:

1. To explore the Chinese peoples' beliefs and attitudes about the use of Chinese

and Western medicine in Britain by quantitative analysis.

2. To discover to what extent the TPB components, both individually and

collectively, predict the intention to use Chinese and Western medicine.

Hypothesis: All the TPB variables should predict intention to use medicine.
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3.2 METHOD

3.2.1 SAMPLE DETAILS, STUDY DESIGN, AND PROCEDURE

3.2.1.1 Interview phase (Pre-pilot)

Face-to-face interviews were conducted to gain an in-depth understanding of

the participant's perceptions, beliefs, attitudes and experiences about Chinese and

Western medicines. The semi-structured questionnaire is included in Appendix A. As

can be seen in Figure 3.1, the study initially aimed to target a wider range of people

who can represent the Chinese people living in Britain, however from the first four

interviews it was found that many Chinese people in Britain cannot speak either

Mandarin or English but only Cantonese. Cantonese is a local language popular in

Hong Kong which the author is not familiar with. During the first three interviews the

interviewer had to invite an interpreter to translate the dialogue. The interviews were

very difficult to conduct and little useful information was obtained. In the subsequent

interviews it was necessary to recruit Chinese people who could speak Mandarin.

All of the seventeen subsequent interviews were conducted in London. In this

phase the aim was to understand what they think about health, the use of Chinese and

Western medicine, life style and the NHS. Content analysis was applied to analyse the

transcriptions. The summary of interviews is shown at Table 3.1.
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Table 3.1 Summary of interview data (N =21)	 _______ _______
_________________________________ Yes	No

Chinesemedicine	 _______ _______
works slowly	 11	________
with less drug side effects	 9	________
cures the root of diseases	 3	________
short of scientific evidence	 3	________
difficult to prepare	 I	________
the taste is not good	 I	________
suitable for chronic diseases	 4
not easily accessible in Britain	 4	________
expensive in Britain	 9	1

do no harm to human body	 6
useful for specific (minor) diseases	 10	_______

trust Chinese medicine	 3	3
useless	 1
for regulation of health status	 2	________

The use of Chinese Medicine	 _______ ________

have used Chinese medicine in Britain	 9	9
asked friends to send Chinese medicine from Taiwan	6	4
have been treated with acupuncture in Britain	 10	4
don't want to use Chinese medicine	 12	________
doubt the quality of medicine or Chinese doctors in	7
Britain________ ________
use Chinese OTC	 7	1

Westernmedicine	 ________ ________
relieve symptom	 4	_______
more scientific	 4
works quicker	 5	________
with more drug side effects	 4	________
for acute (severe) diseases	 4	________

Language_______ _______

with problems	 9	8

TheNHS	 _____ _____
free and near where they live	 11
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prefer the health care system in Taiwan	 5	________
need to queue, long waiting list	 11	________
the doctors in Taiwan are better than the doctors in	2	2
Britain.	 ________ ________
E.R. service is better than G.P.	 4	________
good4	_______
want to use NHS	 3	________
prefer to use private health insurance	 6	________
do not like seeing doctors	 3	________

G.P.	 _____ _____
trust the G.P.	 2	_______
only ask me to rest when I am iii	 4	_______
don't trust the quality of the G.P.	 3	________

Aware of drug-drug interaction	 1	________

Social network support	 _______ _______
belong to any club (Chinese community, society)	17	4

close friends or relatives ask you to see Chinese doctors	5	4
with long term diseases now	 8	3
live alone	 3	________

Dietary therapy (for regulation of health status)	3	________
Factors to influence health	 ________ ________
family4	_______
work pressure	 7	________
enough rest	 2
Chinese health better than the White	 ________	2
food is the main reason	 11	________
smoking1	_______

From the interviews it was found that Chinese people tended to believe that

Chinese medicine works slowly (N=1l) and Western medicine works quickly (N5).

Chinese medicine was believed to have less side effects (N=9) and Western medicine

to have more side effects (N=4). It is worth noting that six interviewees believed

Chinese medicine does no harm to the human body. However Chinese medicine was

regarded as short of scientific evidence (N3) while Western medicine was more
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scientific-based (N=4). Chinese medicine was believed to cure the root of diseases

(N3) while Western medicine cured only the symptoms (N=4). Ten participants

reported that Chinese medicine is useful for specific or minor diseases compared with

just one who reported that it is useless. Four participants reported that Chinese

medicine is more suitable for chronic diseases and four reported that Western

medicine is more suitable for acute or severe diseases. With regard to the use of

Chinese medicine, nine participants reported they had used Chinese medicine and

another nine reported they had not used Chinese medicine. Twelve participants replied

that they don't want to use Chinese medicine. Seven reported that they don't trust the

quality of Chinese medicine in Britain. Seven said they used over-the-counter Chinese

medicine. Five participants reported that their close friends or relatives asked them to

see Chinese doctors. Ten participants replied that they had used acupuncture in Britain

and four participants said they had not used it. Four participants reported that Chinese

medicine is not easily accessible. In contrast to nine interviewees who replied that it is

expensive to use Chinese medicine in Britain only one replied it is not expensive.

Eleven participants reported that the NHS is free and near where they live. Seventeen

out of twenty-one participants reported that they belong to some clubs or societies.

When asked about the cost of using Chinese medicine eight participants replied that it

cost around £20 per hour for consultation.

The interviews in this study showed that the use of medicine by Chinese

people was influenced by both friends' and relatives' opinions and by individual's

attitudes. Vincent and Furnham (1998) and Williams and Calnan (Eds., 1996) also

concluded that recommendations of family, friends and doctors play a major part in

the initial decision to consult a complementary practitioner.

Culture affects the way we cope with disease and illness. Determinants of

healthcare-seeking behaviour are based on illness beliefs, course, type of sickness,

past family experiences with healthcare and other factors such as the support of

family members. In Taiwan and other Chinese societies patients rarely complain of
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anxiety, depression or other psychological problems (Kleinman, 1980). Kleinman

(1980) found that 70% of Chinese patients with documented psychological disorders

complained of physical symptoms. Kleinman argued that the major discrepancy in the

phenomenology of depression in American and Chinese population must be explained

by the cultural patterning of this illness. The illness is markedly different but the

disease would be the same in both populations. Similarly it is assumed that the use of

medicine by Chinese people in Britain is decided not only by the individual but also

by communication and social interaction. Social identity, group norms and cultural

traditions are believed to play a major role in shaping their health beliefs and

practices. Due to concerns about the unique cultural construction, closed social

interaction and the feature of the use of medicines, in the next step the TPB was

applied to explore the relationships between the model components.

3.2.1.2 Pilot phase

The development of the questionnaire was based on the TPB. The statements

of the questions were according to the examples provided by Conner and Sparks

(1 996). The selection of chronic diseases, acute diseases, acupuncture and regulation

of health status were based on the interviews and literature reviews (Sharma, 1996

Chi ci al, 1997; Molony, 1998). Sharma (1996) concluded that people consult

complementary medicine primarily for chronic problems and there is little reason to

think that people frequently rely upon complementary medicine for the treatment of

acute or life-threatening conditions. Molony (1998) found that acupuncture is widely

used for specific diseases. The use of acupuncture and the regulation of health status

can be seen at Table 3.1.

It is quite reasonable that different Chinese Medicine treatments for different

diseases could result from different cognitions and responses. Among the range of

Chinese Medicines acupuncture and herbalism are two primary treatments which an

still very popular among the Chinese community nowadays (Molony, 1998). In
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addition, according to the preliminary interviews, the Chinese people tend to think

Chinese Medicine is more effective than Western Medicine in treating chronic

diseases (see Table 3.1). They also tend to use Western Medicine in severe and acute

diseases. Chi et al (1997) found that 46.8 /o of Chinese participants considered

Chinese Medicine to be as effective in the treatment of chronic diseases, whereas they

view Western medicine as more effective with acute diseases. Furthermore, it was

found that Chinese people use Chinese over-the-counter medication to treat acute

diseases such as diarrhoea. The regulation of health status was also included because

Chinese people believe that Western Medicine is concerned mainly with isolable

disease categories or agents of diseases. They use Chinese Medicine for regulation of

health in many different ways. As discussed in section 1.1.2.2, for Chinese people

health and illness are not treated as static and isolated conditions distinct from other

aspects of a person's life. They believe Chinese Medicine directs its attention to the

whole individual (Cai, 1987; Unschuld, 1987).

Acupuncture was included in the questionnaire for several reasons. Firstly it is

one of the most important Chinese treatments used widely in Britain (Thomas et al,

1991). In a survey 74% of the public were found to favour complementary therapies

(including acupuncture) being made available on the NHS (The Times, 1989).

Another survey in Britain indicated that the acupuncture group gave significantly

higher efficacy rating than the general practice for homeopathy and osteopathy

(Thomas et al, 1991). It indicated a degree of loyalty to their specific therapy.

Secondly acupuncture was also mentioned in the interview phase and 10 out of 21

interviewees had used acupuncture in Britain. Thus the design of the questionnaire

included acupuncture, Chinese Medicine for chronic diseases, regulation of health

status and over-the-counter (OTC) medications for acute diseases in the measurement

of attitudes. WM included severe diseases, chronic diseases, and acute diseases.

Overall attitudes toward Chinese and Western Medicine were also included in the

questionnaire to understand Chinese people's general appraisals of them. Meanwhile
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some open questions were encouraged to explore Chinese peoples' attitudes toward

Chinese and Western Medicine.

The questionnaire was originally designed in English. It was then translated

into Chinese by the author and checked by staff on a translating/interpreting course at

the University of Bath.

Because of the scarcity of Chinese participants, the pilot phase was tested on

Chinese participants recruited from the University of Bath. Two pilot studies were

performed to understand the reliability of the TPB variables in the self-reported

measurements. Thirty Chinese students and members of staff iii the University of

Bath participated in the first pilot study and ten participants in the second test.

In the first pilot study thirty Chinese staff and students from Taiwan, China

and Hong Kong were surveyed by hand-delivered questionnaires. J\4ost of them

(N =26) were aged between 25 and 44. Nineteen participants were male and eleven

were female. They reported that it took around 40 minutes to complete the

questionnaire. The reliability coefficients are shown at Table 3.2.

Table 3.2 The reliability coefficients in the first pilot study (N=30)	___________

Item	 Reliability

If! am ill, the use of Chinese medicine is (3 items)	 0.82

If! am ill, the use of Chinese herbal is	(3 items)	 0.70

If! am ill, the use of acupuncture is ...(3 items)	 0.84

Using Chinese herbal to regulate health status is ... (3 items)	 0.83

In general, the use of Chinese medicine is ... (3 items)	 0.14

For severe diseases the use of Western medicine is ... (3 items)	 0.71

For minor diseases the use of Western medicine is . . . (3 items)	 0.70

For chronic diseases the use of Western medicine is ... (3 items)	 0.75

In general the use of Western medicine is ...(3 items)	 0.60

If! am ill, I am confident I can use Chinese medicine. (3 items)	 0.76

If I am ill, I am confident I can use Western medicine. (3 items)	 0.81

Reliability: a value
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The reliabilities were not low in the first test, except for the question "in

general, the use of Chinese medicine is ..." (a = 0.14). Therefore more items were

added and some were revised to be more specific and easier to understand. In

addition, the participants replied that some questions were not easy to answer. After

the revision of the questions a second pilot study was performed with another ten

Chinese participants at the University of Bath. The ages ranged between 25 and 44,

similar to the first sampling. Seven participants were male and three were female. The

reliability coefficients in each variable are shown at Table 3.3.

Table 3.3 The reliability coefficients in the second pilot study (N=10)	____________

Item	 Reliability

The use of Chinese OTC if I have an acute disease would be . . (3 items)	 0.39

The use of Chinese medicine if I have a chronic disease would be... (3 items)	 0.84

The use of acupuncture if I have some specific diseases would be . . _(3 items)	 0.84

The use of Chinese medicine to regulate my health status would be.. (3 items)	 0.80

General speaking, I think the Chinese medicine would be... (3 items)	 0.79

I intend to use Chinese medicine if I have a chronic illness. (3 items)	 -0.06

I intend to use Chinese OTC medicine if I have an acute illness. (3 items)	 -0.12

I am confident that I can use Chinese medicine in the next year if I want to. (3 items)	0.88

The use of Western medicine for severe diseases would be..,(3 items)	 0.69

The use of Western medicine for acute diseases would be... (3 items)	 -0.19

The use of Western medicine for chronic diseases would be.. (3 items)	 0.74

General speaking, I think the Western medicine is .. . (3 items)	 0.79

In the next year I am confident that I can use Western medicine if I want to. (3 items)	0.85

I intend to use Western medicine if I have acute diseases. (2 items)	 0.83

I intend to use Western medicine if I have chronic diseases. (2 items)	 0.62

Surprisingly, low reliabilities were observed in the questions "I intend to use

Chinese medicine if I have a chronic illness (3 items)", "I intend to use Chinese

medicine if I have an acute illness" and "the use of Western Medicine for acute

diseases would be ...". A further examination found that one of the items for "I intend
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to use Chinese medicine if I have a chronic illness" was wrongly worded as "severe".

When this item was removed the reliability coefficient became 0.73. Low reliability in

the item "I don't intend to use Chinese medicine if I have an acute illness" may be

due to the negative Likert scale scoring and the negative statement in one of the three

items. There was also a low reliability coefficient in the item "the use of Western

Medicine for acute diseases would be .. ." and this may be due to the low sample size,

only two items or simply personal errors. It was assumed that the problem could be

solved in the real survey.

3.2.1.3 Postal survey phase

Recruiting a representative Chinese population was a problem in this study. A

literature search revealed that this would be the first study to recruit Chinese people in

Britain by postal questionnaire. All of the previous studies were locally conducted

with sn?all sample sizes. Most of the data was collected by face-to-face interviews.

The problem is probably partly because Chinese people are not easy to recruit and

have negative attitudes to strangers. The same problems were experienced in this

study. There is no official Chinese list available. At the beginning, several Chinese

communities and societies had been contacted by letters or phone calls. None of them

were willing to participate. Due to the failure to access the Chinese people, the

Chinese Embassy and Taiwan Representative Office in London were contacted,

however they also replied that there is no Chinese member list available. They

explained that this could be due to diplomatic matters between China and Taiwan.

Eventually, with the help of a member in the Chi-Ji Buddhism Society, the director of

the Dr. Sun Yat-Sen Chinese Society agreed to release their member list. According to

the limited information from the Chinese residents, the Dr. Sun Yat-Sen Chinese

Society is the largest Chinese community in Britain with 486 Chinese members. The

president of the community, Mrs. Lin Way, said that most of the Chinese members in

the community run businesses in computer hardware, international business,
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accountancy or tourism. Since there was no other resource available, the 486 members

of the Dr. Sun Yat-Sen Chinese Society were invited to take part in the study.

Questionnaires were distributed by post with a freepost return envelope.

3.2.2 MEASURES

The measures used in this investigation were designed according to well-

established protocols from the theory of planned behaviour (Ajzen, 1991; Conner and

Sparks, 1996). In this model the dimensions include: intention, attitudes, subjective

norms, behavioural beliefs and outcome expectations, and normative beliefs and

motivation to comply. Items on scales followed a specific format for the way the

questions are generally asked and the response options are provided (Conner and

Sparks, 1996). A full questionnaire can be seen in Appendix D.

3.2.2.1 The use of Chinese medicine

Behavioural intention

1. Intention to use Chinese Medicine for chronic diseases

This measurement was assessed by three items: "I intend to use Chinese

medicine if I have a chronic illness" (item 1), "I am likely to use Chinese medicine if I

have chronic illness" (20) and "I do not intend to use Chinese medicine if I have

chronic illness" (26) and these were rated on a 7-point Likert scale ranging from

Disagree (1) to Agree (7).

2. Intention to use over-the-counter (OTC) Chinese Medicine for acute diseases

This measure was assessed by three items: "I am likely to use Chinese OTC if

I have an acute illness"(3), "I intend to use Chinese OTC if I have an acute illness" (9)
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and "I do not intend to use Chinese OTC if I have an acute illness" (13) and these

were rated on a 7-point Likert scale ranging from Disagree (1) to Agree (7).

Attitudes

This measure was assessed by fifteen questions with five measures. Each

situation contained three questions.

1. Chinese OTC medicine for acute diseases

This measure was assessed by three items: "The use of Chinese OTC if I have

an acute disease would be .. ." (4), "The use of Chinese OTC if I have an acute

disease would be .. ." (15), (27) and rated on a 7-point Likert scale of Undesirable (1)

to Desirable (7), Harmful (1) to Beneficial (7), Unimportant (1) to Important (7).

2. Chinese medicine for chronic diseases

This measure was assessed by three items. "The use of Chinese medicine if I

have a chronic disease would be..." (5), (16), (28) and rated on a seven-point Likert

scale of Undesirable (1) to Desirable (7), Harmful (1) to Beneficial (7), Unimportant

(I) to Important (7).

3. Acupuncture for specific diseases

This measure was assessed by three items. "The use of acupuncture if I have

some specific diseases would be .. ." (6), (17), (29) and rated on a seven-point Likert

scale of Undesirable (1) to Desirable (7), Harmful (1) to Beneficial (7), Unimportant

(1) to Important (7).

4. Chinese medicine for regulating health status

This measure was assessed by three items. " The use of Chinese medicine to

regulate my health status would be..." (7), (18), (30) and rated on a seven-point Likert

scale of Undesirable (I) to Desirable (7), Harmful (I) to Beneficial (7), Unimportant

(1) to Important (7).
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5. Overall attitude about the CM

This measure was assessed by three items. " General speaking, I think the

Chinese medicine would be..." (8), (19), (31) and rated on seven-point Likert scale

for Undesirable (1) to Desirable (7), Harmful (1) to Beneficial (7), Unimportant (1) to

Important (7).

Normative beliefs

This measure was assessed by three different questions: "members of my

family think I should use Chinese medicine if I am ill"(ll), "my important friends

think I should not use Chinese medicine if I am ill"( 12) and "my health experts think I

should not use Chinese medicine if I am iIl"(14) and was rated on a 7-point scale

ranging from Disagree (-3) to Agree (+3).

Motivation to comply

This measure was assessed by three different questions. " With regard to my

health, I always do what my family think I should do"(22), " With regard to my

health, I never do what my friends think I should do"(23), " With regard to my health,

I always do what my health experts think I should do" (24) and rated on a 7-point

scale ranging from Disagree (1) to Agree (7).

Subjective norms

This measure was assessed by one question. "People who are important to me

think I should use Chinese medicine as part of my medical treatment."(lO) and rated

on a 7-point scale ranging from Disagree (1) to Agree (7).
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Perceived behavioural control

This measure was assessed by three items. " I am confident that I can use

Chinese medicine in the next year if I want to."(2), " It would be easy for me to use

Chinese medicine in the next year if I want to."(21), " I am able to use Chinese

medicine in the next year if I want to."(25) and rated on a 7-point scale ranging from

Disagree (1) to Agree(7).

It is worth noting that the after a further examination it was suggested that the

low reliabilities of intentions, -0.06 and -0.12, were due to the incorrect wording in

two questions in its Chinese version. No reasons could be found for the low

reliabilities in some questions - it could simply be the participant's ignorance.

Therefore it was assumed that this wouldn't be a problem in the main study.

3.2.2.2 The use of Western medicine

Behavioural intention

1. Intention to use WM for acute diseases

This measure was assessed by two questions. " I am likely to use the NHS if I

have acute diseases."(7), " I intend to use the NHS if I have acute diseases."(15) and

rated on a 7-point scale ranging from Disagree (1) to Agree (7).

2. Intention to use WM for chronic diseases

This measure was assessed by two questions. "I am likely to use the NHS if I

have chronic diseases."(8), " I intend to use the NI-IS if I have chronic diseases."(16)

and rated on a 7-point scale ranging from Disagree (1) to Agree (7).

53



Attitudes

1. WM for severe diseases

This measure was assessed by three items. " The use of Western medicine for

severe diseases would be.. ."(l)," Using Western medicine for severe diseases if I am

ill would be..."(ll), (25) and rated on a seven-point Likert scale of Unimportant (1)

to Important (7), Harmful (1) to Beneficial (7), Undesirable (I) to Desirable (7).

2. WM for acute diseases

This measure was assessed by three items. " The use of Western medicine for

acute diseases such as diarrhoea or headache would be... "(2), " Using Western

medicine for acute diseases such as diarrhoea or headache would be.. ."(12), " Using

Western medicine for acute diseases would be. . . "(26) and rated on a seven-point

Likert scale of Unimportant (1) to Important (7), Harmful (1) to Beneficial (7),

Undesirable (1) to Desirable (7).

3. WM for chronic diseases

This measure was assessed by three items. " The use of Western medicine for

chronic diseases would be. . . "(3), " Using Western medicine for chronic diseases

would be.. ."(13), (27) and rated on a seven-point Likert scale of Unimportant (1) to

Important (7), Harmful (1) to Beneficial (7), Undesirable (1) to Desirable (7).

4. Overall attitude about the WM

This measure was assessed by three items. " General speaking, I think the

Western medicine is . . ."(4), (14), (28) and rated on a seven-point Likert scale of

Unimportant (1) to Important (7), Harmful (1) to Beneficial (7), Undesirable (1) to

Desirable (7).
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Normative beliefs

This measure was assessed by three different questions. " Members of my

family think I should use Western medicine if I am ill."(6), " My important friends

think I should use Western medicine if I am ill."(8), "My health experts think I should

use Western medicine if I am ilI."(9) and rated on a 7-point scale ranging from

Disagree (1) to Agree(7).

Subjective norms

This measure was assessed by one question. "People who are important to me

think I should use Western medicine as my medical treatment."(5) and rated on a 7-

point scale ranging from Disagree (1) to Agree (7).

Perceived behavioural control

This measure was assessed by three items. "In the next year I am confident

that I can use Western medicine if I want to."(lO), " It would be easy for me to use

Western medicine if I want to in the next year."(16), " I am able to use Western

medicine if I want to in the next year."(24) and rated on a 7-point scale ranging from

Disagree (1) to Agree (7).

All responses were made on seven-point scales. The use of unipolar or bipolar

scales in final scoring was based on the suggestions made by Ajzen and Fishbein

(1980), Conner and Norman (Eds., 1996), and Montaño et al (1997). Ajzeri suggests

that scales such as intention, attitude, subjective norm, perceived behavioural control

use bipolar scale (-3 to +3) in final scoring, motivation to comply scale uses unipolar

scale (ito 7) (Conner and Sparks, 1996; Montaño et al, 1997).

There were some open questions at the end of the questions about the use of

medicine. To understand their beliefs about medicine participants were encouraged to
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share their beliefs about the use of CM and WM. In addition to the constructs of the

TPB, demographic data and items concerning previous healthcare behaviours were

included. The full questionnaire is shown in Appendix D.

In the cover letter each participant was promised confidentiality and invited to

receive a summary of research in order to encourage participation. The questionnaires

were distributed to their home addresses before the coming of Chinese lunar year. It is

believed that most of them would be at home and therefore respond to the

questionnaire.

3.2.3 DATA SCREENING - NORMALITY AND MULTICOLLINEARITY

From the questionnaires returned the data was entered and checked for

accuracy and whether it met the basic assumptions of multivariate analysis (Bowling,

1997). A random sample of 29 questionnaires were checked by comparing the file

data and the original data (Bowling, 1997). Descriptive data was obtained to check the

out-of-range values. Original item scores were recoded and summed. Categorical

variables such as religion, nationality, and educational level were assigned dummy

variables before performing calculation (Lin, 1991; Montaflo and Taplin, 1991;

Nunnally and Bernstein, 1994). The missing data of the TPB components was

replaced by mean substitution (Tabachnick and Fidell, 1996).

The following section examines whether the data obtained met the

requirement for performing a multiple regression analysis (Tabachnick and Fidell,

1996; Noruis, 1998). Even though, some researchers believe it's not necessary to

perform these tests before performing the regression analysis (Tabachnick and Fidell,

1996).
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Normality

The normality tests in normal Q-Q plots showed that the TPB variables were

normally distributed (Noruis, 1998). The skewness and kurtosis tests were also

performed. The purpose is to test whether the mean value in each variable is larger or

smaller than twice the standard deviation (Altman and Bland, 1996). It indicated the

data obtained is all lower than 1.96 and normally distributed (Howitt and Cramer,

1997, SPSS guide, 1998).

Multi-collinearity

Multi-collinearity and linearity between all dependent variables are not

problems in this study because the tolerances obtained were all above 0.1 and the

correlations among dependent variables are all lower than 0.9 (Tabachnick and Fidell,

1996; Noruis, 1998; see Glossary).

Assigning dummy variables

Several discrete variables such as education level, religion, generation,

nationality, and original country were used in the regression model. Multivariate

analysis can be used with either continuous or dichotomous independent variables

(Tabachnick and Fidell, 1996) and a discrete variable with more than two categories

can have an arbitrary relationship of any shape with another variable if assignment of

number to categories is changed. Therefore discrete variables in this study were

assigned to be dummy variables before performing regression. The way to assign

dummy variables is using k-i rule (Daniel, 1999). When the discrete variable has k

categories, K-i dummy variables were assigned for all the categories and properly

coded with is and Os.
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Furthermore ordinal variables, such as income, years staying in Britain and

age, used a range instead of a blank space to avoid low response by the participants.

To meet the assumptions in a multiple regression the mean of the range in each

category was used to transform these scales to ratio scales that can be used in multiple

regression. For instance the income range £10,000-20,000 was coded as 15,000. This

gave the coded value numerical meanings.

3.2.4 DATA ANALYSIS

The computer statistic program SPSS 8.0 was used to perform analysis in the

data. The analysis procedure was based upon the general rules used in the analysis of

the TPB (Conner and Sparks, 1996). The intention variable in the overall attitudes to

use CM and WM are the summed score of intentions in acute and chronic diseases.

Answers from open questions are summarised by calculating the numbers of mentions

in the questionnaires. Each questionnaire was looked at in turn and the number of

times recorded.

3.2.4.1 Descriptive data

Descriptive data was obtained to examine participants' characteristics.

Answers from open questions were summarised by content analysis.

3.2.4.2 Regression analysis

Hierarchical regression was used to enter data in an order specified according

to theoretical considerations (Howitt and Cramer, 1997, Tabachnick and Fidell, 1996).

The cx value was all set as 0.05 in all the correlation and regression analysis. The TPB

components of attitudes, subjective norm and perceived behavioural control were first

entered into the regression equation, then the sum of multiplying the scores of
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normative beliefs by the scores of motivation to comply was entered in the second

block. The demographic characteristics were entered in the third block. This method

allows SPSS to process each block of independent variables. In other word the SPSS

forces the variables in block 1 to be treated with higher priority than variables in other

blocks.

In the first regression, the significant level of variables greater than 0.05 were

removed. A second regression was undertaken and the non-significant variables were

removed again. The remaining variables were treated as predictors to explain the

intention for each measure.

3.3 RESULTS

3.3.1 DESCRIPTIVE DATA

157 questionnaires were returned. Due to large amount of missing data,

thirteen returned questionnaires were discarded. 144 respondents completed the

questionnaire properly, a net usable response rate of 29.6 % (144/486) was achieved.

One questionnaire was returned after the data analysis and so it was not included in

the analysis.

Table 3.4 shows the demographic characteristics of Chinese people in this

study. Of the 144 participants, 60.7 % were female and 39.3% were male. The

education level shows that nearly 85% respondents had a college or university degree

or above. 63% of participants were Buddhists or Romanist (Christians). Nearly 76%

of respondents reported that their spouses are also Chinese. 36.1% participants have

being staying in Britain for over twenty years. 28.5% reported that have being staying

in Britain for less than five years and 92.6 % participants reported that they were the

first generation living in Britain.
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Table 3.4 Characteristics of the Chinese participants (N144)
Characteristics	 No (%)
Sex
Female	 82 (60.7)
Male	 53(39.3)

ge (yr.)
25-34
35-44
45-54
5 5-64
65-74

Over 75
Education
Elementary school
High school
College or University
Graduate school or above

on
Buddhist
Romanist or Christian
Muslim
Others
No religion

iona lity of S9USC
Chinese
Others
No spouse
Qggait
Mainland China
Hong Kong
Taiwan
Others
Years being in Britain
0-5 years
5-10 years
10-15 years
15-20 years
Over 20 years
Generation
First generation
Second generation
Third generation
Annual income
Under £ 5,000
£ 5,000-10,000
£ 10,000-15,000
£ 15,000-20,000
£ 20,000-30,000
£ 30,000-40,000
£ 400,00-50,000
£ 500,00-60,000
£ Over 60,000

Average	52.7
3(2.1)

24 (16.7)
32 (22.2)
46(31.9)
21(15.3)
17(11.8)

2(1.4)
20(13.9)
84 (58,3)
38(26.4)

52 (36.4)
38(26.6)

1 (0.7)
5(3.5)

47 (32.9)

110 (76.4)
20 (13.9)
14 (9.7)

11(7.7)
30(21.0)
94 (65.7)
8(5.6)

41(28.5)
23 (16.0)
17(11.8)
11(7.6)
52(36.1)

126 (92.6)
8(5.9)
2(1.5)

1(0.8)
11(8.7)
13(10.2)
17 (13.4)
27(21.3)
21(16.5)
9(7.1)

12 (9.4)
16 (12.6)
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Figure 3.2 The age distribution of the Chinese people (N144)

The age distribution is shown in Figure 3.2. Most of the Chinese participants

ranged from thirty five to seventy four years old (120/144). Only three respondents

were under 35.

The place where the Chinese people were originally from is shown in Figure

3.3. It is worth noting that 65% respondents are from Taiwan and only 21% are from

Hong Kong. This finding is different from the literature review in chapter one.

According to Yo (1996), 75 to 80% of the present Chinese population in Britain were

from Hong Kong.

61



Hong Ko
21%

Mainlan
China

8%
a wan
65%

Other places
6%

Figure 3.3 The origins of the Chinese people in Britain (N=144)

3.3.2 RELIABILITY, MEANS, STANDARD DEVIATION OF THE

MEASURES AND ANSWERS FROM OPEN QUESTIONS

The reliability coefficients, means and standard deviation of the model

constructs are displayed at Table 3.5. It shows that all the reliability coefficients in

model constructs were found to form reliable scales with alphas ranging between 0.63

and 0.93. Since reliability coefficients with value 0.7 or more can be considered

acceptable, each variable measured in this study was viewed as demonstrating

satisfactory reliability (Nunnally and Bernstein, 1994; Tabachnick and Fidell, 1996).
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3	.72

3	.77

2	.63*

2	.89*

3	.90

3	.75

	1-7 	2.54

	

1-7	4.84

	

1-7	5.78

	

1-7	5.29

	

1-7	4.14

	

1-7	5.81

1.32

1.45

1.16

1.44

1.86

1.04

Table 3.5 Reliabilities, means and standard deviations of the model constructs (N144)

Measures	 No. of Cronbach's Range Mean	SD

Items	Alpha

Attitude

CM, chronic diseases

CM, acute diseases

CM, acupuncture

CM, regulation of health status

CM, overall

WM, severe diseases

WM, chronic diseases

WM, acute diseases

WM, overall

Intention

CM, acute diseases

CM, chronic diseases

WM, acute diseases

WM, chronic diseases

Perceived behavioural control

CM

WM

Subjective norms

CM

WM

3	.91
	

1-7
	

4.63
	

1.85

3	.79
	

1-7
	

4.52
	

1.85

3	.92
	

1-7
	

4.66
	

1.90

3	.93
	

1-7
	

4.93
	

1.77

3	.91
	

1-7
	

4.71
	

1.32

3	.89
	

1-7
	

5.62
	

1.63

3	.86
	

1-7
	

4.07
	

1.63

3	.86
	

1-7
	

5.53
	

1.66

3	.91
	

1-7
	

5.14
	

1.72

1	-	1-7	3.82	1.77

1	-	1-7	5.08	1.47

* These constructs were assessed by two items, therefore correlations are reported rather than alphas.

As can be seen in Table 3.5 the means for the TPB dimensions were all in a

positive direction or above the scale midpoint (4) except "intention to use CM for

acute diseases" (2.54) and "subjective norm in CM" (3.82). The low score (2.54)

suggests the participants believe that CM is not suitable for acute diseases. The low

score in subjective norms (CM) suggests that important friends of Chinese

participants had low beliefs towards CM.
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Other mean responses can be described as indicating fairly high intention to

use WM. Table 3.5 shows that Chinese people reported positive attitudes to both CM

and WM, however compared with other uses of Western medicine, they reported less

positive attitudes to using WM for chronic diseases.

The variable subjective norms with a higher mean scores in WM showed that

Chinese people think that important people in their lives (e.g. friends or family) think

they should engage more in the use of WM (5.08) than CM (3.82).

The summary of answers from open questions are shown in Table 3.6:

Table 3.6 Attitudes towards and beliefs about the use of CM and WM (open questions)

Statement	 Nuin. of

mentions

WM works quicker than CM.	 50

The use of WM has more drug side effects than CM.	 36

CM is proper for the use in regulating body health status.	 36

WM is more scientific-based than CM.	 26

CM is more effective in treating chronic diseases than WM.	 21

WM is more easily accessible than CM.	 18

Acupuncture is effective in treating disease.	 9

The quality of CM is not consistent.	 7

Had successful experiences of using CM.	 6

Will use WM when surgical operations are necessary.	 5

CM is more natural than WM.	 5

CM cure the root of diseases, WM only cure the symptoms.	 4

The decision of using CM depends on the quality of Chinese practitioners.	 4

WM will be used in treating severe diseases, CM for minor diseases.	 4

The use of CM is very expensive in Britain.	 3

Will use dietary therapy ifwant to use CM.	 2

The NHS is free of charge.	 2

CM is more suitable for Chinese people.

Trusts nothing but his own immune system.	 I

CM is not easy to prepare.	 I
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This shows that the strongest beliefs about WM and CM is that participants

believe WM works quicker than CM which was mentioned 50 times in the open

questions. They mentioned 36 times that the use of WM has more drug side effects

than CM as well as CM is proper for the use in regulating body health status. The

fourth most mentioned was that they believed that WM is more scientific-based than

CM which it was mentioned 26 times. Other attitudes and beliefs included "CM is

more effective for chronic diseases than WM (21 times)", "WM is more easily

accessible than CM (18 times)", "Acupuncture is effective in treating diseases (9

times)" and "The quality of CM is not consistent (7 times)".

As can be seen in Table 3.7 when asking "What kind of situation will you use

CM?" 27 respondents replied the use of CM is for regulation of health status. The

number of answers for chronic diseases and for minor diseases were 23 and 14

respectively. The fourth situation in which to use CM was when WM is ineffective.

Four participants reported that they would use CM for neuromuscular diseases. Two

reported that they would use CM with good prescriptions and valid indications. One

mentioned he/she would use CM for weight lost and another one for female illness.

Table 3.7 What kind of situation will you use CM?

Situation	 Number of
________________________________________	mentions
Regulation of health status	 27

Chronic diseases	 23

Minor diseases	 14

When WM is ineffective	 7 _______

Neuromuscular diseases	 4

Good prescription, valid indications	 2

Loss weight safely	 1
Female illness	 _____	1
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are you likely to use?

Number of mentions
35
22
8
2

As can be seen in Table 3.8, when asking" What form of CM (if necessary) are

you likely to use?" 35 participants reported they would use acupuncture, 22 Chinese

herbs, and the others mentioned were chiropractics (muscular diseases) and

acupressure.

Table 3.8 What form of CM (if nece

Chinese medicine
Acupuncture
Chinese medicine (herbalism)
Chiropractic, muscular diseases

nt m

As shown in Table 3.9, nearly 74% of participants reported that they did not

visit Chinese doctors last year, while 20% visited one to four times. One participant

reported she visited a Chinese medical doctor more than fifteen times during the past

year

Table 3.9 How mai
Number of times

Never
1-4

5-10
11-15

Above 15

times did you visit the Chinese doctors last
Freuencv	 P

96

26
5

2

73.8
20.0
3.8
1.5

0.8

When asking "How likely is it that you will use Chinese medicine if Western

medicine is ineffective in treating your disease" with a 7 points Likert scale, 9%

reported they are least likely to use CM, 3 8.9% of participants reported that they are

most likely to use CM (see Table 3.10).
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Table 3.10 How likely is it that you will use Chinese medicine if Western medicine is
ineffective in treating your disease?

Likeliho.. Percentage (%)
Likely	 38.9

9.2
3.1
4,6

I	 17.6
+	 13.0

Unlikely	 13.7

3.3.3 RELATIONSHIPS BETWEEN THE TPB VARIABLES

In general, the testing of the theory starts from the assessment of the

correlations among model components (Conner and Norman, Eds., 1996). The first

task is to examine the relationship between the TPB components and to examine their

correlations. Pearson correlation coefficients among the various model components

are presented in Table 3.11 to Table 3.19.

3.3.3.1 Correlations between the TPB for the use of Chinese medicine

Bivariate correlations were obtained between all variables. The Pearson

correlations ranged from 0.29 to 0.80 (P < 0.01) and is displayed in Table 3.11 to

Table 3.15. As can be seen in the first row of each Table, there are significant positive

relationships between these variables.

Table 3.11 shows the correlation coefficients between intention and attitude,

subjective norm, perceived behavioural control and the sum score of normative beliefs

and motivation to comply were 0.80, 0.57, 0.67 and 0.50 respectively (P < 0.01). In
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0.51** 0.78	O.39**
0 . 57** O.53**

0.40**

O.29** 0.48" 0.38"
0.57" O.53**

0.40"

Table 3.11 the positive relationships between ATT, SN, PBC, and NBMC can also be

found.

Table 3.11 Correlations among the TPB components for the use of CM in treating

chronic diseases

ATT SN PBC NBMC
Behavioural intentions (BI)	 0.80** Q 5 7 ** 0 . 67** 0.50**
Attitudes (ATT)
Subjective norms (SN)
Perceived behavioural control (PBC)

Normative beliefs X Motivation to comply
(NBMC)

** p <0.01 (2-tailed)

In the use of Chinese over-the-counter (OTC) medicine for acute diseases

there were significant positive relationships between the TPB variables (Table 3. 12).

Participants with higher attitude, subjective norms, perceived behavioural control and

the sum score of NBMC had higher intention to use CM. The correlation coefficients

were 0.59, 0.30, 0.36, and 0.50 respectively (P < 0.01). Positive relationships also can

be found between ATT, SN, PBC and NBMC (P < 0.01).

Table 3.12 Correlations among the TPB components for the use of Chinese over-the-

counter (OTC) medicine in treating acute diseases

ATT SN PBC NBMC
Behavioural intentions (BI)	 0.59** 0 . 30** 0 . 36** 0.50

Attitudes (ATT)
Subjective norms (SN)
Perceived behavioural control (PBC)
Normative beliefs X Motivation to comply
(NBMC)
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** P < 0.01 (2-tailed)

In the use of acupuncture there were significant positive relationships between

the TPB variables. Participants with higher attitude, subjective norms, perceived

behavioural control and the sum score of NBMC had higher intention to use

acupuncture (Table 3,13). The correlation coefficients between intention and attitudes,

subjective norms, perceived behavioural control, and NBMC were 0.45, 0.55, 0.67,

and 0.63, respectively (P < 0.01). Positive relationships also can be found between

ATT, SN, PBC and NBMC (P < 0.01).

Table 3.13 Correlations among the TPB components for the use of acupuncture in

treating diseases

ATT SN PBC NBMC
0.45** 0 . 55** 0 . 67** 0.63**

0 . 40** 0 . 70** 0.25**

0 . 60** 0.53**

0.40**

Behavioural intentions (BI)
Attitudes (ATT)
Subjective norms (SN)
Perceived behavioural control (PB C)
Normative beliefs X Motivation to comply
(NBMC)

** P < 0.01 (2-tailed)

In the use of CM for regulating health status, there were significant positive

relationships between the TPB variables (Table 3.14). Participants with higher

attitude, subjective norms, perceived behavioural control and NBMC had higher

intention to use acupuncture. The correlation coefficients were 0.69, 0.55, 0.67, and

0.63 respectively (P < 0.01). Positive relationships also can be found between ATT,

SN, PBC and NBMC (P <0.01).
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Table 3.14 Correlations among the TPB components for the use of CM for regulating

health status

ATT SN PBC NBMC
Behavioural intentions (BI)	 0.69** 0 . 55** 0 . 67** 0.63**

Attitudes (ATT)	 0.47** 0 . 72** 0.32**
Subjective norms (SN)	 0.60** 0.53**

Perceived behavioural control (PBC)	 0.40**
Normative beliefs X Motivation to comply
(NBMC)

** P < 0.01 (2-tailed)

In the overall evaluation of using CM there were significant positive

relationships between the TPB variables (Table 3.15). Participants with higher

attitude, subjective norms, perceived behavioural control and the sum score of NBMC

had higher intention to use CM. The correlation coefficients were 0.63, 0.55, 0.67,

and 0.63 respectively (P < 0.01). Positive relationships also can be found between

ATT, SN, PBC and NBMC (P < 0.01).

Table 3.15 Correlations among the TPB components for overall attitudes to CM

ATT SN PBC NBMC
Behavioural intentions (BI)	 0.63** 0.55	0 . 67** 0.63**

Attitudes (ATT)	 0.52** 0 . 78** 0.47**

Subjective norms (SN)	 0.60** 0.53**

Perceived behavioural control (PBC)	 0.40**

Normative beliefs X Motivation to comply
(NBMC)

** P <0.01(2-tailed)

3.3.3.2 Correlations between the TPB for the use of Western medicine

70



Table 3.16 to Table 3.19 list the correlations between the model components in

four situations of using WM. Attitudes, subjective norm, perceived behaviour control

and NBMC were significantly associated with intention (P <0.01). The only exception

in significance level was acute diseases, the correlation between perceived

behavioural control and NBMC was 0.23 (P <0.05), others were all at 0.01 level.

In the use of WM for severe diseases, there were significant positive

relationships between the TPB variables (Table 3.16). Participants with higher

attitude, subjective norms, perceived behavioural control and the sum score of NBMC

had higher intention to use WM. The correlation coefficients were 0.41, 0.32, 0.59,

and 0.26 respectively (P < 0.01). Positive relationships also can be found between

ATT, SN, PBC and NBMC (P < 0.01). The only exception was the relationship

between NBMC and PBC (r 0.23, P < 0.05).

Table 3.16 Correlations among the TPB components for severe diseases

________	___ ATT SN PBC NBMC
Behavioural intentions (BI)	 0.41** 0 . 32** 0 . 59** 0.26**

Attitudes (ATT)	 0.38** 0 . 44** 0.51**

Subjective norms (SN)	 0.30** 0.59**

Perceived behavioural control (PBC)	 0.23*

Normative beliefs X Motivation to comply
(NBMC)

* P < 0.05, ** P < 0.01 (2-tailed)

In the use of WM for chronic diseases, there were significant positive

relationships between the TPB variables (Table 3.17). Participants with higher

attitude, subjective norms, perceived behavioural control and the sum score of NBMC

had higher intention to use WM. The correlation coefficients were 0.43, 0.23, 0.41,

and 0.13 respectively (P < 0.01). Positive relationships also can be found between
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ATT, SN, PBC, and NBMC (P < 0.01). The only exception was the relationship

between ATT and NBMC (r = 0.22, P <0.05).

Table 3.17 Correlations among the TPB components for chronic diseases

ATT SN PBC NBMC
Behavioural intentions (BI)	 0.43** 0 . 23** 0 . 41** 0.13**
Attitudes (ATT)	 0.24** 0 . 34** 0.22*
Subjective norms (SN)	 0.30** 0.59**
Perceived behavioural control (PBC)	 0.23**
Normative beliefs X Motivation to comply
(NBMC)

* P < 0.05, ** P < 0.01 (2-tailed)

In the use of WM for acute diseases there were significant positive

relationships between the TPJ3 variables (Table 3.18). Participants with higher

attitude, subjective norms, perceived behavioural control and the sum score of NBMC

had higher intention to use WM. The correlation coefficients were 0.27, 0.32, 0.53,

and 0.32, respectively (P < 0.01). Positive relationships also can be found between

ATT, SN, PBC, and NBMC (P < 0.01). The only exception was the relationship

between NBMC and PBC (r = 0.23, P < 0.05).

Table 3.18 Correlations among the TPB components for acute diseases

ATT SN PBC__NBMC
Behavioural intentions (BI)	 0.27** 0 . 32** 0 . 53** 0.32**

Attitudes (ATT)	 0.27** 0 . 33** 0.51**

Subjective norms (SN)	 0.30** 0.59**
Perceived behavioural control (PBC)	 0.23*

Normative beliefs X Motivation to comply
(NBMC)

* P < 0.05, ** P < 0.01 (2-tailed)
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In the overall evaluation for the use of WM there were also significant positive

relationships between the TPB variables (Table 3.19). Participants with higher

attitude, subjective norms, perceived behavioural control and NBMC had higher

intention to use WM. The correlation coefficients were 0.41, 0.32, 0.59, and 0.26

respectively (P < 0.01). Positive relationships also can be found between ATT, SN,

PBC, and NBMC (P < 0.01).

Table 3.19 Correlations among the TPB components for overall attitudes to WM

ATT SN PBC NBMC
Behavioural intentions (BI)	 0.41** 0 . 32** Q59** 0.26**

Attitudes (ATT)
	 0.34** 0 . 46** 0.44**

Subjective norms (SN)	 0.30** 0.59**

Perceived behavioural control (PBC)	 0.23**

Normative beliefs X Motivation to comply
(NBMC)

** P <0.01(2-tailed)

The main purpose of the study is to examine to what extent the TPB

components, both individually and collectively, explain the intention to use Chinese

and Western medicine. Therefore the analysis in the next stage concentrates on

multiple regressions.

3.3.4 PREDICTORS OF INTENTION

In the previous section, the correlations between the TPB variables were

examined. The next step was to conduct a hierarchical regression analysis to establish

the impacts of the variables on intention to use medicine. The manipulation of

hierarchical analysis has been introduced in section 3.2.4.2. In addition, there are
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several ways of reporting the results of a hierarchical multiple regression analysis

(Howitt and Cramer, 1997).

In summary, the hierarchical analysis shows that for the use of CM in chronic

diseases, attitudes and perceived behavioural control were found to predict the

intention (beta=0.63, 0.26; Adjusted R square=0.68). Attitudes and NBMC were

found to predict the intention to use CM for acute diseases (beta=0.42, 0.29,

respectively; Adjusted R square=0.42). Attitudes, perceived behavioural control and

NBMC were found to predict the intention to use CM for the regulation of health

status (beta=0.46, 0.42, respectively; Adjusted R square =0.60). In the use of

acupuncture, perceived behavioural control and NBMC were found to predict

intention (betaO.49, 0.43, respectively; Adjusted R squareO.59). For the overall use

of CM, perceived behavioural control and NBMC were found to predict the intention

(beta0.49, 0.43, respectively; Adjusted R squareo.59). In conclusion, variables in

the TPB and demographic characteristics explained 42% to 68% of the variance in the

intention. The TPB has the best prediction of the intention to use CM for chronic

diseases (68%). In acute diseases the TPB has the poorest prediction of intention

(42%).

In the use of WM for chronic diseases, attitudes and perceived behavioural

control were found to explain the variance of intention (beta=0.29 and 0.3 1

respectively; Adjusted R square =0.23). For acute diseases, attitudes and perceived

behavioural control were found to predict intention (beta0.21 and 0.46 respectively;

Adjusted R square0.3 1). For severe diseases, attitudes and perceived behavioural

control were found to predict intention (beta=0.20 and 0.50 respectively; Adjusted R

squareo.37). For overall use of WM, subjective norm and perceived behavioural

control were found to explain the variance in intention (beta=0.15 and 0.54

respectively; Adjusted P. squareo.35). Finally, this study showed that the variables

explained 23% to 37% of the variance in intention to use WM.
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3.3.4.1 Path model of the TPB components in the use of Chinese medicine

1. Chronic diseases (Adjusted R square: 0.68)

In the use of CM for chronic diseases, attitudes and perceived behavioural

control were found to be significant to intention. They explain 68% of the variance in

intention. The beta values of attitude and perceived behavioural control are 0.63 and

0.26 respectively (P <0.001; Figure 3.4). It suggests that variable attitude has more

influence than perceived behavioural control on the intention to use CM.

Attitude
	 13=0.63

'<0.001

Subjective norm
	

Intention

Perceived
	

13=0.26
behavioural control
	

P<0.001

Figure 3.4 Significant variables to predict the intention to use CM for chronic diseases

2. Acute diseases (Adjusted Rsquare: 0.42)

In the use of CM for acute diseases, attitudes and MBMC were found to be

significant to intention. They explain 42 % of the variance in intention. The beta

values of attitudes and NBMC are 0.42 and 0.29 respectively (P <0.001; Figure 3.5).

Attitude
	 13=0.42

'<0.001

NBMC	
130.29
	 Intention

P<0.001

Perceived
havioural control
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Figure 3.5 Significant variables to predict the intention to use CM for acute diseases.

3. Regulation of health status (Adjusted R square: 0.60)

In the use of CM for regulation of health status, attitudes and perceived

behavioural control were found to be significant to intention. They explain 60% of the

variance in intention. The beta values of attitude and perceived behavioural control

are 0.46 and 0.42 respectively (P < 0.001; Figure 3.6).

Attitude	I	p30.46
--P<0.001

Subjective norm	 Intention

Perceived
behavioural control r	P<0.0O1

Figure 3.6 Significant variables to predict the intention to use CMto regulate health

status.

4. Acupuncture (Adjusted R square: 0.59)

In the use of Acupuncture, perceived behavioural control and NBMC were

found to be significant to intention. They explain 59% of the variance in intention.

The beta values in these variables are 0.49 (P < 0.001) and 0.43 (P < 0.001)

respectively (Figure 3.7).
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L
Attitude	

1
=0.43

P<0.001
	NBMC

	
Intention

Perceived
	

3=0.49
behavioural control
	

P<0.001

Figure 3.7 Significant variables to predict the intention to use acupuncture.

5. Overall attitudes (Adjusted R square: 0.59)

In overall use of CM, perceived behavioural control and NBMC were found to be

significant to intention. They explain 59% of the variance in intention. The beta

values of NBMC and perceived behavioural control are 0.43 (P < 0.00 1) and 0.49 (P

<0.001) respectively (Figure 3.8).

rAttitude

3=0.43
P<0 .001

NBMC
	

Intention

Perceived
	

3=0.49
behavioural control
	

P<0.001

Figure 3.8 Significant variables to predict the overall intention to use CM.

3.3.4.2 Path model of the TPB components in the use of Western medicine

1. Chronic diseases (Adjusted R square: 0.23)

77



In the use of WM for chronic diseases, attitudes and perceived behavioural

control were found to be significant to intention. They explain 23% of the variance in

intention. The beta values of attitude and perceived behavioural control are 0.29 (P <

0.005) and 0.31 respectively (P <0.001; Figure 3.9).

p=0.29Aftitude	

IntentionSubjective norm

Perceived	-j30.31
behavioural control i	P<0.O01

Figure 3.9 Significant variables to predict the intention to use WM for chronic

diseases.

2. Acute diseases (Adjusted R square: 0.31)

In the use of WM for acute diseases, attitudes and perceived behavioural

control were found to be significant to intention. They explain 31% of the variance in

intention. The beta values of attitude and perceived behavioural control are 0.21 (P <

0.001) and 0.46 (P < 0.001) respectively (Figure 3.10).

Attitude	p0.21
_0.001 _

Subjective norm	 lntention

Perceived	-i0.46
behavioural control I	P<0.001
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Figure 3.10 Significant variables to predict the intention to use WM in acute diseases.

3. Severe diseases (Adjusted R square: 0.37)

In the use of WM for severe diseases, attitudes and perceived behavioural

control were found to be significant to intention. They explain 37% of the variance in

intention. The beta values of attitude and perceived behavioural control are 0.20 (P <

0.05) and 0.50 (P < 0.001) respectively (Figure 3.11).

L Athtude
	 13=0.20

Subjective norm	 -	Intention

Perceived
behavioural control r	P<0.001

Figure 3.11 Significant variables to predict the intention to use WM in severe diseases.

4. Overall attitude (Adjusted R square: 0.35)

In the overall use of WM, subjective norm and perceived behavioural control

were found to be significant to intention. They explain 35% of the variance in

intention. The beta values of subjective norm and perceived behavioural control are

0.15 (P <0.001) and 0.54 (P < 0.001) respectively (Figure 3.12).
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Attitude

13=0.15
P<0 .001

Subjective norm	 Intention

Perceived
	

1=0.54
behavioural control
	

P<0 .001

Figure 3.12 Significant variables to predict the overall intention to use WM.

A summary of correlations and regression coefficients is shown in Table 3.20.

Table 3.20 Prediction of intention from attitude toward the behaviour (ATT),

subjective norm (SN), sums of multiplying normative beliefs by motivation to comply

ançperceived behavioural control

Measures	 Correlations	 Regression coefficients

ATT SN PBC NBMC ATT SN PBC NBMC Adjusted

R square

chinese medicine

Chronic diseases	0.80	0.57	0.67	0.50	0.63	 0.26	 0.6

Acute disease--0.59	-0.30	---- -0.50	0.42

Acupuncture	-04- 055	---- -03 --0.49	--43

Regulation of health -0.52	-0.55	-----0.63 - 0.46	 -0.42

Overall	 0.63	0.55	0.67	0.63	 0.49	0.43	0.59

Wter'n mëdicin

Chd	04-0.23	-----0.13	0.29	 -0.31

Acute diseases	0.27	0.32	0.53	0.32	0.21	 0.46

Severe diseases	0.41	0.32	0.59	0.26	0.20	 0.50

Overall	 0.41	0.32	059	0.26	 0.15	0.54

Correlations: Correlations: all significant at P < 0.01

Regression: all significant at P < .05
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The detailed data such as adjusted R squares and significant level in the

analysis are shown in Table 3.21. It provides a clearer view of the results.

Table 3.21 Adjusted R square, F value, and P-value in the use of CM and WM.

_________________ Adjusted R	square	Model F value	P-value
Chinesemedicine ________________ _____ ______	______ _______
Chronic diseases	 0.68	 140.27	 0.001
Acute diseases	 0.42	 35.18	 0.001
Apuncture	 0.59	 93.32	 0.001
Regulation	 0.60	 98.08	 0.001
Overall attitudes	 0.59	_____ 93.32	 0.001
Westernmedicine ___________________ ____________________ ______ _________
Chronic diseases	 0.23	 20.28 ____	0.00 1
Acute diseases	____ 0.31	 30.82	 0.001
Severe diseases	 0.37	 38.87	 0.001
Overall attitudes	 0.35	 35.36	 0.001

3.4 DISCUSSION

As can be seen in Table 3.20 perceived behavioural control is a significant

factor to predict the intention to use both CM and WM where the beta coefficients are

between 0.26 and 0.54. Compared with the 0.20 to 0.29 of attitudes in the use of WM,

perceived behavioural control in CM was found to be more significant in all four

measures of the use of WM. It is understandable that under the National Health

Service, the use of WM is perceived as the main health service system. , The variable

attitude plays a more important role in the intention to use CM. It is especially

influential in chronic diseases where the beta coefficient is 0.63 in the attitudes and

the PBC is relatively low (only 0.26). The discrepancies in values of perceived

behavioural control between the findings for using CM and WM have important

implications.
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Firstly, a number of observations from open questions were found to link to

the variables in the TPB. The responses from open questions shows the concern of

accessibility to the use of CM has turned up for eighteen times. This finding is similar

to the variable in the Anderson's Behavioural Model, which has been used to

understand an individual's use of health services (Kang et al, 1994). Anderson's

Behavioural Model suggests that people who wish to take advantage of alternative

services must be located in an area where such services are available, preferably on a

regular basis. Cummings et al (1980) suggested that accessibility to health care

services was a factor to influence health behaviours. It is obvious that in this study

accessibility is an important factor on use of CM. Ajzen (1991) stated that "the

context of opportunity" factors is important in human behaviour. Bhopal (1986) also

found that the absence of local Asian healers is considerable compared to the National

Health Service.

Secondly, the relationship between perceived behavioural control and cost is

another factor that needs to be addressed. Compared with the free-service WM, it is

very probable that the cost factor plays an important role in the prediction of

intention. When asking "As far as you know, what's the fee if you want to see a

Chinese medical doctor in Britain?" According to the participants the average cost of

using CM was about £20-30 per consultation (hour). Nine out of ten interviewees

reported that CM is expensive in Britain (Table 3.1), only one replied that CM is not

expensive. It is important to note that the cost factor is also included in Anderson's

Behavioural model. Although income was not found to be a significant influence on

the intention to use CM in this study, the importance of cost must not be ignored. As

can be seen, in open questions three participants reported that the use of CM is very

expensive in Britain, the other two reported that the NHS is free of charge. The pilot

interview also found that 9 out of2l interviewees specified that CM is very expensive

in Britain and 11 out of 21 reported the NHS is free and easy to access. This finding

also reflects that the NHS widely dominates the health care system in Britain. Table
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3.9 showed that 73.8% of participants never used Chinese medicine over the past year.

Nearly 94% participants used it 0-4 times last year.

Chi et al (1997) found that health insurance had a strong positive impact on

outpatient visits, it is safe to assume therefore that health insurance coverage plays an

important role in the use of medicine, no matter what the impact is on intention or

directly on behaviour. Similarly, to understand the impact of cost on the intention to

use medicine, we cannot ignore the relationship between perceived behavioural

control and cost. According to the definition of perceived behavioural control, it is

refers to people's perception of the ease or difficulty of performing the behaviour of

interest. Not only in WM, the results showed that variable P13C is a significant factor

in four out of five measure of CM (Table 3.20). As mentioned in Section 2.1.1.1, Janz

and Becker (1984) found that perceived barrier " proved to be the most powerful of

the HBM dimensions across the various study designs. To clarify this, future study

may examine the relationships between PBC and factors such as cost and

accessibility.

Although this study covers most of the major concerns of previous findings,

chronic diseases, acute diseases and acupuncture are a simple classification of disease

conditions or kinds of CM without providing the exact operational definitions of each

condition. This reason is because during the interview stage occasionally the

participants tended to avoid direct answers to the questions about the efficacy of CM.

Although most participants gave positive evaluations of CM, the simple taxonomy

might make the Chinese participant unable to give valid answers in the postal

questionnaire phase because of different beliefs or attitudes towards different diseases.

The ambiguity of using languages was also found in this study. For instance it was

found that the beta coefficient of overall attitudes to use CM and WM were both

insignificant. Researchers in the study of language have argued that the use of

language is in general not precise (Cliomsky, 2000). In order to reduce the potential

bias in questionnaire design, it is suggested that a more specific taxonomy and targets
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is necessary in the future. The findings in Table 3.6, such as the first six most

important beliefs can be used as a framework of beliefs to replace the variable

attitudes. This information can provide a complete test about the TPB model. This

study has shown that the NBMC is a better predictor than the single item subjective

norm. Theoretically the variable subjective norm is equal to the variable NBMC

which was measured by six items, but it was not found to be significant in both CM

and WM. Conversely NBMC, the sums for three referents, was found to be significant

in three of five measures of the use of CM. Sharma (1996) has found that a

characteristic of decisions to consult a complementary practitioner seems to be that

they are mediated by the opinions of friends, relatives or neighbours.

In the study there are positive relationships between attitudes and the

subjective norm. Sutton (2000) suggests that there are three possibilities: the

subjective norm may influence attitude, attitude may influence the subjective norm, or

another variable or variables may influence both attitude and the subjective norm. My

argument is that subjective norm may be too abstract and may not be able to be

measured correctly by participants themselves. If we want to measure the subjective

norm it is therefore better to ask the participants' important friends directly and not

the respondents who may not know them well.

The strong correlation coefficients among the TPB variables is an interesting

finding. The correlation coefficient between attitudes and PBC in the use of CM for

chronic diseases is 0.78 (P <0.01). The correlation coefficient between PBC and SN is

0.57 (P <0.01). The high correlations among attitude, the subjective norm, and

perceived behavioural control can also be seen in other studies (Mason, 1983;

Montaño and Taplin, 1991). Ajzen (1991) also listed sixteen studies with similar

findings. It seems common when the TPB is applied and it seems little has been

discussed. The possible explanation may be that the pure psychological variables in

the TPB make it difficult to distinguish these independent variables precisely by a

questionnaire. Hierarchical multiple regression was used to test the applicability of the
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TPB. It is known that hierarchical multiple regression is usually applied when testing

a model (Conner and Norman, Eds., 1996; Tabachnick and Fidell, 1996), but some

researchers believe that a multiple regression has its limitations (Vallerand et al,

1992). Multivariable analysis with latent variables (see Glossary) is employed to

simultaneously estimate the parameters of a causal model and a measurement model.

The causal model specifies linear influences hypothesised to be present in a group of

latent constructs or factors. These latent variables are not measured directly, but are

inferred from the measured variables. The measurement model denotes the linear

relationships of these latent factors to the obtained observed variables (Bentler and

Speckart, 1979). This ambiguity may be because the attributes of latent variables can

not be observed and therefore are not easy to interpret.

This study suggests the TPB is more useful in the prediction of intention for

the use of CM. To predict the applicability of the TPB in the use of medicine, it is

suggested that future studies extend the measurement to actual behaviour. However, it

is worth noting that the response rate of face-to-face interview for Chinese

participants may be as low as 50% (Chi et al, 1997). Future studies can also use the

health beliefs of CM and WM obtained in this study to test the TPB.

There were several limitations in this study. Firstly with regard to the

demographic data, previous reports showed that most of Chinese people are originally

from Hong Kong (House of Commons, 1984/85; Yo, 1996). It was surprising that

65.7% of the participants in this study were originally from Taiwan, therefore the

findings can only apply to this group of Chinese and can not be generalised to the

whole Chinese population in Britain. Another consideration is the low response rate,

which influence the interpretation of results (potential bias due to non-response). The

low response rate was also observed in other studies that where ethnic minority

participants were targeted (Ren and Chang, 1998; Chi et a1, 1997).

85



3.5 CONCLUSIONS

This study showed that although in general Chinese people in Britain have

positive attitudes towards Chinese medicine, most of them do not use Chinese

medicine when they are ill. From the open questions, the main five attitudes and

beliefs of Chinese people in using medicine are:

1. WM works quicker than CM.

2. The use of WM has more drug side effects than CM.

3. CM is proper for use in regulating health status.

4. WM is more scientific-based than CM.

5. CM is more effective in treating chronic diseases than WM.

Compared with the use of WM, the present study suggests that the TPB is a

better model to understand behaviours of using CM. Compared with the use of WM,

we found that NBMC is an important factor in the use of CM. The complete TPB

model with other facilitating and inhibiting factors may be used to predict behaviours.

Future studies may examine the relationship between PBC and the factors of cost and

accessibility. To reduce the potential bias in questionnaire design, a more specific

taxonomy and targets may be necessary. Future work may expand the measures of the

TPB components and consider other elements. It would also be interesting to compare

the impact of the TPB constructs under different health care systems.

Part of this study was presented in poster sections at the 14 conference of

the European Health Psychology Society (EHPS) -- 16 - 19 August 2000, Leiden,

The Netherlands under the title "Using TPB to predict the intention of Ghinese

people to use Chinese and Western medicine." (Model of Offering/Using Health

Care)
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Chapter 4 Health-related quality of life and the SF-36 in
health care

4.1 INTRODUCTION

The second aim of this thesis is to measure the heath-related quality of life

(HRQOL) of the Chinese people in Britain. This chapter gives a brief introduction to

the applications of health-related quality of life scales in health care and the SF-36

which was used in our study (Ware, 1997).

Traditionally the approach to evaluating health has emphasised the structure

and process involved in the clinical outcome in medical care delivery (Andersen et al,

1994; Spilker, 1996). Types of measurement include increases in life expectancy,

reductions in mortality and improvement in clinical indicators (e.g. blood pressure

and body temperature). For example clinical parameters used by health professionals

have been simple measures of biological and clinical indicators such as blood glucose,

serum drug level, blood pressure monitoring. Health professionals have adopted these

measures because they are commonly used in medical communities. Many are

actually the results of medical processes, such as reducing blood pressure; controlling

glucose level for diabetics. All of these are valid measures, however these objective

parameters are not fully satisfactory and are no longer sufficient to assess the effect of

illness and the outcome of treatment. The main reason for this is that the pattern of

illness in our society has moved from acute diseases to chronic diseases (Coons and

Johnson, 1996). The diseases are more likely to lead to malfunction and decreased

well being instead of depriving one's life. Patients have more autonomy in choosing

their preference in the medical intervention that they think best for them.

In recent years, health professionals have become more interested in

measuring overall health-related quality of health care from the patient's perspective,
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for example accessing primary care, health indicators (e.g. infant mortality and life

expectancy) and public satisfaction in relation to costs, etc (Revicki, 1 996). In

pharmacy more and more people are paying closer attention to the development of

these instruments (Coons and Johnson, 1996; Bentley et al, 1998). Pharmaceutical

companies have also emphasised the importance of HRQOL data early in phase TI

clinical trials (Spilker, 1991) while trying to put new drugs on the market. This trend

has led to many outcome measure scales being developed and tested (Spilker, Ed.,

1996). These scales have been widely applied to many aspects such as general health

surveys, outcome measures of medical treatments, pharmacoeconomics evaluations,

and impact of medical interventions (Wagner et al, 1995; Paterson, 1996; Jackson,

1996; Coons and Johnson, 1996; Spilker, 1996; 1996; Basskin, 1998; Sarafino, 1998;

Shrnueli, 1998; Stadnyk et al, 1998).

Emphasis on HRQOL has its benefits. Croog et al (1986) compared the

influence of anti-hypertensive drugs such as captopril, methyldopa, and propanolol on

quality of life. These agents were equally effective in controlling blood pressure but

were significantly different in their impact on patient's quality of life such as work

performance, visual memory and social participation. HRQOL data can help patients

to choose the drug that they believe is best for them. Benefits are demonstrated in

other aspects - the sophistication of new technologies and medical progress makes

managing symptoms and maintaining functions the primary objective of medical care.

The trade-offs between the change of health-related quality of life (HRQOL) and the

cost of medical service has become crucial. Better information about the HRQOL

impacts of diseases and treatments will allow the patient to be a partner with the

physician in making decision regarding treatment, rehabilitation, and care at the end

of life.

The study of HRQOL has another benefit. In most countries there is a

dramatic rise in medical costs (Kanavos and Mossialos, 1999; Di Matteo, 2000), The

results show an urgent need to maximise the net health benefit from the limited health
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care resources. All of this suggests a new future in which the value of health care is

measured by combining the patient's perspective in terms of how service make a

difference. The research in HRQOL has become an important indicator for the

individual, clinician, government, and policy makers.

It is obvious that different disciplines focus on different perspective and it is

impossible to cover all of them. This chapter is concerned with the application of

HRQOL research in health care and will provide a summary of the HRQOL in health

assessment. The roles of outcome measures and HRQOL will be discussed. Three

main outcome measure instruments (diseases-specific instruments, generic

instruments and preference-based instruments) will be introduced and the SF-36 scale

will also be highlighted.

4.2 DEFINING QOL

Before we introduced the health-related quality of life measures, it is

necessary to understand the concept of quality of life. Over the past two decades the

term "quality of life" (QOL) has become an expected outcome measure of success in

many clinical trials (Spilker, 1991; Schipper et a!, 1996). Quality of life scales have

been used widely in the health care system and criticism has arisen because of misuse

of the term (Hunt, 1997).

Quality of life, like other aspects of the human experiences, is not easy to

define. Environment, economic, social, spiritual and political factors often affect most

health care interventions (Spilker, 1996). This may be because QOL is changing and

diverse within different contexts. To simplify the questions authors would like to

answer, inevitably they have to ignore some components of QOL which are regarded

as important by other researchers. Also, a single definition would likely yield an
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inflexible situation that could not reflect the diversity in this field (Schipper et al,

1996).

Some of authors have tried to provide definitions. An excellent definition of

QOL was that "The quality of life can only be described in individual terms, and

depends on present lifestyle, past experience, hopes for the future, dreams and

ambition. Quality of life must include all areas of life and experience and take into

account the impact of illness and treatment. A good quality of life can be said to be

present when the hopes of an individual are matched and fulfilled by experience.

Quality of life changes with time and . . . measures the difference, at a particular

moment in time, between the hopes and expectations of the individual and that

individual's present experience." (Calman, 1984). This is especially for the people

who have stayed in different countries experiencing different living standards and

lifestyles. This definition by Calman is a general one but Schron and Shumaker

(1992) define QOL more specifically as "a multidimensional concept referring to a

person's total well-being including his or her psychological, social, and physical

health status". Patric and Erickson (1993) propose that the QOL is "the value assigned

to duration of life as modified by the impairment functional states, perceptions, and

social opportunities that are influenced by diseases, injury, treatment, or policy."

Although these definitions are different in some aspects but share similar

characteristics.

Although QOL is broader than health, the terms Quality of life and health

status are often used interchangeably (Guyatt et al, 1996; Fries and Singh, 1996). As

we can consider that these two definitions are similar to the definition of health

proposed by World Health Organisation (2000) "Health is a state of complete

physical, mental and social well-being and not merely the absence of disease or

infirmity". However, all these definitions do not cover most non-health type domains

of quality of life such as environment, air and water and they emphasised the health-

related domains. Coons and Johnson (1996) suggest that QOL includes:
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1. Physical domain

2. Emotional domain

3. Social and role functioning

4. Perception of general well-being

5. Diseases- and br treatment-related symptomatology

4.2.1 HEALTH-RELATED QUALITY OF LIFE

Health-Related Quality Of Life (HRQOL) is a more precise term and it is

regarded as a division of overall quality of life. HRQOL represents those parts of

QOL that "directly" relate to an individual's health and this term is better to represent

the relationship between QOL and health. There are many different definitions of

HRQOL. One definition accepted by the author is from Naughton et al (1996), who

define HRQOL as " Those attributes valued by patients, including: their resultant

comfort or sense of well-being; the extent to which they were able to maintain

reasonable physical, emotional, and intellectual function; and the degree to which

they retain their ability to participate in valued activities within the family, in the

workplace and in the community". In this definition, HRQOL is focused on the

patient's perspective.

The emphasis for HRQOL has its advantage in health care system. Since

HRQOL is more specific than QOL, it can be used to distinguish from job

satisfaction, environment, economic, and other factors that also perceived as quality

of life. For health care providers, since HRQOL is increasingly being viewed as a

therapeutic goal, the specificity of definition can help to develop more specific and

concise scales to measure the medical outcomes. One example of this will be

discussed in detail in Chapter 7.
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Numerous HRQOL measurement systems have evolved during the last thirty

years. Hundreds of HRQOL instruments have been developed and are used in

different aspects (Spilker, Ed., 1996). A complete review of these instruments is

beyond the scope of this chapter. Attention will be focused on the relationships

between HRQOL scales and medical intervention that have been developed for

general population, specific diseases, and other specific populations.

A simple taxonomy of HRQOL measures is as follows:

1.	Generic instruments

2. Disease-specific instruments

3. Preference-based instruments

4.2.1.1 Generic instruments

Generic measures are broad health status assessments that are applicable

across different disease states, medical treatments, demographics and cultural

subgroups. The users of generic instruments believe that all conditions have a general

effect on QOL and the aim of HRQOL should not only be to identify clinical

information relevant to a disease but also to decide the impact of the condition on

overall function and well-being. Examples of generic instruments include the SF-36,

EuroQoL, and the Sickness Impact Profile (Anderson et al, 1996; Damiano, 1996;

Ware, 1997). The advantage of generic instruments are that they provide the

possibility of comparing the burden of diseases, costs and effects of treatment in

different populations with different health conditions. The disadvantage of generic

scales is that they are not able to provide an overall assessment of effectiveness and

efficiency, and quite often cannot distinguish discrepancies before and after a medical

intervention (Brazier et al, 1998). In other words, generic scales are at times not

sensitive enough to detect clinical significance, however they are usually used as a

92



gold standard to test the validity of other disease-specific scales. Chapter 5 provides

more discussion of generic scales.

4.2.1.2 Disease-specific instruments

Disease-specific instruments as specific outcome measures are associated with

single diseases or their treatment. A further distinction of these specific instruments is

diseases specific (e.g. stroke, asthma and psoriasis), population specific (e.g. the

elderly and children), function specific (e.g. sexual functioning) and condition or

problem specific (e.g. pain)(Guyatt et al, 1993). Examples of diseases—specific

instruments include the Psoriasis Disability Index, the asthma Quality of Life

Questionnaire, the Diabetes Quality of life Generic instruments, the Quality of life in

Epilepsy and Dermatology Life Quality Index (Finlay and Kelly, 1987; Finlay and

Khan, 1994; Cramer, 1996). The benefit of these scales is that they are able to provide

specific information for a particular illness or disease which generic scales are not

able to. The main criticism for disease-specific instruments is that if they focus too

specifically on the disease and that the general impact is overlooked.

4.2.1.3 Preference—based measures

Preference—based measures are extensively applied in economic analysis.

These instruments incorporate the measurement of specific patient health states with

an adjustment for the preferences for health care. The preferences are measured by a

variety of procedures such as rating scales (category scaling or visual analogue scale),

the standard gamble, the time trade-off, quality-adjusted life years, and willingness to

pay and Health Utility Index (Coons and Johnson, 1996; Bennett and Torrance, 1996;

Drummond et al, 1997; McQuay and Moore, 1998; see Glossary). The simplest way

to measure preference is to ask the respondent first to rank health outcome from most

preferred to least preferred and then ask the respondent to put the outcome on a scale
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corresponding to the differences in preference. The scales can have numbers (e.g. 0 to

100), categories (e.g. 0-10), or consist of a line of 10cm in length on a page (visual

analogue scale). The visual analogue scales are widely used in the measurement of

acute pain (McQuay and Moore, 1998).

In general, generic measures are useful because they provide a common

denominator by which to judge health status and health intervention outcomes across

different populations. Disease-specific measures tend to be more narrowly focused

and less generalisable beyond a certain condition or specific measure. In real practice

there can be overlap and concurrent use of these two approaches.

The generic instrument SF-36 has been used to derive a preference-based

single index (Brazier et al, 1998). The single index is very useful to apply the new

scale for health economic research. The author acknowledges that it is a preliminary

study and there is space to improve its applicability.

4.2.1.4 Problems of HRQOL scales

Although J-IRQOL has been increasingly regarded as an indicator of health,

there are some problems with it. The main criticism is that HRQOL scales are

difficult to quantify and explain an important or meaningful difference in HRQOL

scores (Spilker, 1991; Cleary, 1996). A reduction or change in mortality is easy to

explain but HRQOL data is subjective, time-changing and therefore its interpretation

becomes complicated. It is believed that these arguments need more accumulation of

experiences and acknowledgement from other disciplines about the definition of

health before they can be widely applied. In other words, since quality of life is an

abstract concept, the HRQOL scores are also abstractions. Using a numerical answer

or ratio to measure HRQOL needs more research to validate its efficacy. As many

medical guidelines, the meanings of HRQOL scores are understood through our

experiences and therefore more experience is needed to interpret it. A common
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example is the treatment of hypertension with a therapeutic outcome of a diastolic

blood pressure less than 90 mm Hg. Hypertension is detected by measuring blood

pressure. However, if we do not define the hypertension blood pressure as equal to or

greater than 90, then the measurement provides little meaning to us. Similarly, the

measurement of J-IRQOL is supposed to rely on something well established such as a

standard baseline and this baseline is similar as the control group in a clinical trial.

For high blood pressure we can say 90 mm Hg is based on a biological end point with

hard evidence. However, until now the HRQOL scales still lack sufficient information

to build a "guideline." HRQOL scales are being used to provide descriptive

information and this descriptive information can not demonstrate their clinical

significance. It may be for this reason that there is confusion and a considerable

amount of scepticism about the use of HRQOL scales among the medical care

community. For better understanding and use of these scales it is believed that the

accumulation of more information such as HRQOL norm population scores, the

impacts of diseases, medications, and surgical operations will be needed in the future.

Sloan and Symonds (2000) have proposed an approach to link the scores of HRQOL

and clinical significance. In a recent ISOQOL conference, they suggest that 0.5 S.D.

can be used as a minimally required shift for clinical significance on any domain or

individual item, rather than the traditional judgement of statistical significance by P

value but they acknowledged that it is not an exact science.

From health professionals' perspective, an ideal HRQOL scale is supposed to

be able to provide a positive correlation between clinical end points from patient's

perspective (Ashcroft et al, 1999). In addition, ideally this scale is supposed to have

high sensitivity to detect clinical significance with minimum floor and ceiling effects.

However, it is believed that no completely satisfactory answer will be obtained as

HRQOL scales are subjective and clinical indicators are relatively objective. Further

discussions will be presented in Section 8.4.2.
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4.3 CONCERNS IN USING CROSS-CULTURAL SCALES

European and American researchers have developed most of the HRQOL

scales with European and American norm population. These instruments have

embedded the Western cultural orientations both in the language used and in the

domains measured. Inevitably the use of cross-cultural instruments needs to address

the cross-cultural equivalence. This is especially important when two cultures are very

different.

The developments of many cross-cultural scales mainly rely on translation.

The International Quality of Life Assessment (IQOLA) Project has established a

standard procedure of translating a language into another with regard to its

psychometric properties (Bullinger et a!, 1998; Gandek and Ware, 1998; Ware et al,

1998). The evaluations of whether a translated measure can be used cross-culturally

concern the intended use of the measure, the population, country, study design, and

goal of the project. This method includes an assessment of the level of measurement

equivalence that has been achieved supporting cross-culturally use. Acquadro et al

(1996) stated there are four levels of equivalence that influence the reliability and

validity across a culturally adapted version of an instrument: (a) conceptual

equivalence, (b) operational equivalence, (c) scale equivalence and (d) metric

equivalence (see Glossary). When translating a scale into a different language

operational equivalence and scales equivalence are fairly easy to control. The main

criticism of using different language versions of HRQOL scales is that there is no

standard guide to calibrate scores of metric equivalence. For instance, generic

HRQOL scales such as the Nottingham Health Profile (Prieto et al, 1996), the Chinese

SF-36 (Lam et al, 1998) and the Sickness Impact Profile (Badia and Alonso, 1995)

used translation method to develop different language versions. These questionnaires

take place in two principal stages: translation (forward and backward) and evaluation

of its psychometric properties. Though the translators were to place emphasis on
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conceptual rather the literal equivalence (Bullinger et al, 1998), this process still

largely ignored the cultural discrepancies between different countries about the

HRQOL when the items of the scales do not concern much the cultural discrepancies.

Therefore, the extent to which the conceptual equivalence between different cultures

and scale scores is not clear. Such a problem is more obvious when huge cultural

differences exist between the original version and the new version. For instance, the

Chinese SF-36 has not established Chinese norm data and needs to the use the mean,

standard deviation and factor score coefficients from the U.S. norm data (Wang et a!,

2001). It may be a naive and inaccurate assumption to adapt an existing instrument in

some small modifications of vocabulary and language while the content of items and

domains remain essentially unchanged and expect adequate results. However, it is

worth noting that similar situations can be observed in clinical guidelines as well. In

Taiwan the definition of high blood pressure is 140/90 and is widely used nationally

was suggested by Western research. In other words, it is inevitable that the use of

HRQOL has to ignore the impacts of ethnic factor and this guideline can therefore be

applied in Taiwan. Few researchers have criticised the legitimacy of this medical

guideline being used internationally.

To compensate for the drawbacks of direct translation, there is another model

for developing cross-national measures in HRQOL research called simultaneous

development (Bullinger et al, 1996). This intends to build in cultural diversity in

content for various HRQOL dimensions across national versions and is a relatively

new approach currently in use by the World Health Organisation (Skevington et al,

1997; The WHOQOL Group, 1998). The item content and question format are

allowed to differ across language versions according to cultural and normative

experiences of each country. This approach is more flexible where sharp differences

between way of life and cultures are expected, such as between Western European and

Asia.
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The state of cross-cultural aspects of HRQOL is still in its early stages.

Currently direct translation of existing HRQOL instruments is the predominant

procedure and many users of such scales are concerned more with its applicability in

health interventions (Ware and Gandek, 1998). There has been little work undertaken

about the cultural impact on health valuation of these scales.

4.3.1 THE SF-36

The full name of the SF-36 is the "MOS 36-Item Short-Form Health Survey."

It is also known as "RAND 36-Item Health Survey 1.0" because the development of

items was firstly summarised by the Rand Corporation. The SF-36 is a generic scale

with 36 items that became very popular in medical outcome research in recent years.

According to the SF-36 web site, the SF-36 has been used in more than 2000 studies

The content of items in the SF-36 is an accumulation of experiences (Ware,

1997). Some items have been used for more than 20 years (Ware, 1997; Ware et al,

1998). The Medical Outcome Study (MOS) assessed 40 physical and mental health

concepts and eventually the SF-36 Health Survey was developed to represent eight of

the most important health concepts such as general health perception and general

mental health (Ware, 1997). The eight dimensions include Physical Functioning (PF),

Role Physical (RP), Bodily Pain (BP), General Health (G1-1), Vitality (VT), Social

Functioning (SF), Role Emotional (RE) and Mental Health (MH). It assesses health

concepts that represent basic human values that are relevant to individual's functional

status and well being. The items and response choice of the SF-36 are outlined in

Appendix F (Ware, 1997).

The main advantage of the SF-36 is that it is short with high reliability and

validity in various studies (Brazier et al, 1992; Garratt et al, 1993; Jenkinson et al,

I http://www.sf-36.com/, last accessed, 30/05/2001
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1993; Lam et al, 1998). Examples of studies are shown in Table 4.1. This table shows

that the SF-36 has high reliability coefficients across studies. Several approaches have

been used to explore the validity of the SF-36. Jenkinson Ct al (1994) tested the

criterion validity of the SF-36 by measuring the relationships between the SF-36

scores and reporting health problems. It was found that analysis of the SF-36

evaluating functioning and well being were strongly associated with patient reports of

overall general health. A clear trend was found that decreasing SF-36 scores (i.e.,

reporting more health related problems) on all seven dimensions were with worsening

self-rating general health. To test the convergent and discriminant validity, Brazier et

al (1992) tested the correlation between comparable dimensions on SF-36 and the

Nottingham health profile, as well as the comparing items to own scale correlation

with item to other scale correlation. It concluded that the expected relations for

convergent and discriminant validity were mostly satisfied. Correlation coefficients

for our comparable dimensions of the SF-36 questionnaire and the Nottingham health

profile were higher than correlations between non-comparable dimensions. Other

similar findings for validity of the SF-36 can be seen in Stadnyk et a! (1998),

Lawrence et al (1996), and Jacoby Ct al (1999).

Table 4.1 Examples of reliability estimates for SF-36
Author	 PF RP BP GH VT SF RE MH Range

McHorney et al (1994)	0.94	0.84	0.88	0.83	0.87	0.63	0.81	0.82	0.63-0.94

Brazieretal (1992)	0.93	0.96	0.85	0.95	0.96	0.73	0.96	0.95	0.73-0.96

Garratt et al (1993)	0.92	0.89	0.86	0.83	0.86	0.80	0.86	0.86	0.80-0.92

Jenkinsoneta!(1993	0.90	0.88	0.82	0.85	076	080	083	076-090

Chan a et al (2000)	0.90	0 91	0 92	0.84	0.70	0.72	0.85	0.73	0.70-0.92--	t.,	 .	 ..
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The high reliability and validity of the SF-36 has led to it being widely used to

measure health of the general population and the patients' outcome (Brazier et al,

1996; Lawrence et al, 1996). The SF-36 takes about ten minutes to complete and is

applicable for health professionals/researchers to measure or compare different effects

of conditions in different populations such as hypertensive patients (Lawrence et al,

1996), chronic disorders (Schienk et al, 1998), elderly population (Stadnyk et al,

1998) and epilepsy patients (Wagner et al, 1995).

The original SF-36 can be self-administered or interview-administered in

either telephone or face-to-face modes and in general it uses a four-week recall

period, although for acute diseases a one—week recall period is also possible (Ware,

1997). A shorter form with twelve items (SF-12) that are interchangeable with those

from the SF-36 (Ware, 1997) is available.

The discrepancies between the RAND 36-Item Health Survey and the SF-36

are use of the SF-36 requires a written permission and that the scoring algorisms are

somewhat different (Ware, 1997).

4.3.2 THE CHINESE SF-36

The SF-36 developed by Ware et al was original in English and the Chinese

(I-long Kong) version was not published until 1998 (Ren et al, 1998). Ren et al (1998)

reported that the Chinese SF-36 was translated according to the methodology of The

International Quality of Life Assessment Project (IQOLA). The test of scaling

assumptions and construct validity was also published in 1998 by Lam et al (1998)

who found that the reliability coefficients in the SF-36 scales were 0.78 (PF), 0.83

(RP), 0.87 (BP), 0.71 (GH), 0.74 (VT), 0.65 (SF), 0.77 (RE), and 0.77 (MH). They

concluded that the correlations between scale scores and health components fit the

hypothesised physical/mental health structure well. Ren et al (1998) concluded that
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the reliability of the Chinese SF-36 is generally lower than the English version for

three scales: Role-Physical, Bodily Pain, and Social Functioning (Table 4.1, with

McHorney et al (1994)). Chang et al (2000) also agreed that the Chinese SF-36 met

the minimum psychometric criteria with high reliability and satisfactory scaling

success rates for most scales. The reliability coefficients exceeded the minimum

standard and ranged from 0.70 (VT) to 0.92 (BP) (Chang et al, 2000, Table 4.1).

In English electronic databases there are only three studies using the Chinese

SF-36 to investigate Chinese health (Ren and Chang, 1998; Lam et al, 1999; Chang et

al, 2000). Ren and Chang (1998) used a hand-delivered questionnaire to understand

the HRQOL of elderly Chinese living in the United States of America. Lam et al

(1999) undertook telephone interviews to obtain I-long Kong norm data and Chang et

al (2000) used face-to-face interviews to understand the health of Chinese Americans.

It is worth noting that none of these studies used postal questionnaire to investigate

HRQOL.

Since the Chinese SF-36 was translated from the English version, there is little

discrepancy in wording between the Chinese and the original American version.

However, in the Chinese SF-36 practising Tai-Chi was used instead of playing golf as

an example of moderate exercise and the distance of walking was expressed in both

number of blocks and metres for clarity (Ren et al, 1998).

The Chinese SF-36 was chosen for this study because it was the only Chinese

HRQOL instrument available that had been thoroughly tested when the study was

conducted in 1998. In addition, the Chinese SF-36 available is a Hong Kong version

that it is believed to be most suitable for the target population as most Chinese people

in Britain are originally from Hong Kong. No other Chinese HRQOL instruments

were developed or tested before the study began.

it is important to note that there are two written systems in Chinese characters.

The simplified Chinese character system is widely used in mainland China. Chinese
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people from Hong Kong, Taiwan and other overseas Chinese communities are more

familiar with the complicated (traditional) Chinese character system (Ren et al, 1 998).

Thus in this study the complicated Chinese character system was used.

4.4 CONCLUSIONS

The researches on quality of life have connected the sociological perspective

of quality of life to medical science and it is believed that the accumulation of

HRQOL information will allow researchers to use a more objective (patient's) view to

compare the impacts of a specific medical intervention on HRQOL. However, it is

believed that the contradictions between clinical indicators (objective) and patient's

perspective (subjective) may never be resolved.

Cross-cultural HRQOL scales are still in their preliminary stage. For the

Chinese SF-36 proper norm data to set as a standard is still unavailable and future

work should focus on a large sampling from the Chinese society. In this respect, Dr.

Lam has asked the people who have being using the Chinese SF-36 to contribute their

data. In Taiwan, researchers have also being collecting SF-36 data and have their

Taiwan version of the SF-36 2 . The integration of such information will help to build a

valid Chinese SF-36 norm.

2 http://sf36.cgu.edu.tw., last accessed, 06/02/2001
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Chapter 5 The health-related quality of life of the Chinese
people living in Britain.

5.1 INTRODUCTION

The author has already reviewed the situation of the Chinese people in Britain

including their historical background, health needs and language barriers. This review

has provided some qualitative data about their health status but is more descriptive

and hard to use in comparison with other groups of people. Therefore, the main aim of

this thesis is now to actually measure the HRQOL of Chinese people in Britain. The

sampling method will be described and the psychometric properties of the Chinese

SF-36 will be tested.

The SF-36 data in this chapter is from two different samples, one of a Chinese

community and the other of a wider range. The demographic data in the first sampling

has already been reported in Chapter 3. It was found that in the first sampling most of

the participants were originally from Taiwan not from Hong Kong as previous

reviews indicated and therefore the aim of the second sampling was to recruit more

Chinese participants that would better represent the Chinese population in Britain. In

this chapter two groups of participants are combined and the overall SF-36 data is

analysed. The test of psychometric properties is according to previous study by Lam

et al (1998). Four hypotheses will be tested to prove the reliability and validity of the

Chinese SF-36. To test the construct validity, in the first sampling the questionnaire

incorporated questions that asked the participants whether doctors ever said that they

had any one of the twelve categorical diseases (see Appendix C). This 12 categorical

diseases table has been used by Ren for the SF-36 survey of the Chinese people in

America and similar disease categories can be seen in the other American SF-36

studies (Ware et al, 1994). The purpose of this is to evaluate to what extent the SF-36
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measure correlates with variables in a manner consistent with the numbers of

diseases. It is assumed that participants with more diseases have lower SF-36 scores.

Moreover, the relationships between the numbers who use Chinese medicine and the

SF-36 score will also be tested in order to understand whether Chinese people used

more Chinese medicine when they perceive lower health-related quality of life.

Moreover, it is believed that psychological factors determine HRQOL. Moyer et at

(2000) found that pessimism was significantly associated with lower HRQOL scores

on all SF-36 subscales except bodily pain (P < 0.01-0.03). Takemasa (1998) found

that motivation was one of the factors affecting the QOL of the homebound elderly

disabled. Rose and Fliege (2000) found that self-efficacy is the most important factor

for the HRQOL of diabetes patients. Thus the second aim of the study is to examine

the relationships between TPB components and the SF-36 scores and therefore

identify significant psychological factors (e.g. attitudes, intention, perceived

behavioural control to the use of medicine) that may be changed to improve and

predict health-related quality of life.

As mentioned in Chapter 4, no Chinese HRQOL norm data is available. In this

study to make the HRQOL scores interpretable, American norm and Hong Kong

norm data were used to compare the health status of Chinese people.

The aims are as follows:

1. To test the SF-36, the following hypothesis will be addressed (Lam et al, 1998):

(1) Scales should be reproducible (reliability) and interpretable (interscale

correlation).

Hypothesis: The reliability coefficients for group comparison should be above

0.7 (Nunnally and Bernstein, 1994). Also the interseale correlations should be

less than their internal reliability coefficients (Cronbach's alpha).
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(2) An item should be substantially linearly related to the underlying concept

being measured (interscale correlation should be 0.4 or above). This is a test of

internal consistency.

(3) An item should correlate higher with its hypothesised scale than with scales

measuring other concepts (item discriminant validity).

(4) The number of diseases participants had been diagnosed with should be

negatively associated with the scores in the SF-36 scale, especially relevant to

physical components scales (item construct validity).

2. To explore the relationship between the SF-36 and the TPB components and the use

of Chinese medicine.

Hypothesis: SF-36 scores are correlated with the TPB components and the use of

Chinese medicine.

The outline of this study is shown in Figure 5.1 (grey area).
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Figure 5.1 Outline of this study

5.2 METHOD
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Details about the first sampling have been described in Chapter 3. Since the

'low response rate was found in the first sample. In spite of a larger scale of

participants in the second sampling, other approaches to increase response rate, such

as hand-delivered questionnaire, visiting Chinese social workers, and the offer of

coupons have been applied.

Yo's Chinese handbook (1996) lists 150 Chinese communities in Britain. In

the second sampling, five questionnaires were sent to each Chinese community in that

list. Thus, 750 questionnaires were distributed by post. The locations of these Chinese

communities are summarised in Appendix J.

In addition, hand-delivered questionnaires were delivered to Bath, Bristol,

Manchester, Edinburgh, and Liverpool. Social workers in Chinese communities in

Bath, Bristol, and Manchester were visited for assistance. Depending on the number

of questionnaires, twenty to forty pounds worth of Argos coupons were provided. In

Edinburgh the Taipei representative office was visited. In Liverpool the biggest

Chinese supermarket was asked to distribute questionnaires. In Manchester and

Liverpool where there are actual "China Town"s door-to-door visits was also used to

hand-deliver questions.

London was excluded from hand-delivered. The main reason was because

many Chinese communities on the post list are located in London (see Appendix J)

and hand-delivering method have been extremely time-consuming. Overall, around

1250 questionnaires were distributed. However, there is no guarantee that each

questionnaire has reached a Chinese participant.

All measures were self-administered. A stamped addressed envelope and a

carefully worded covering letter were included to achieve the best possible response

rate (see Appendix B). This letter emphasised that respondents would remain

anonymous and all data collected would be confidential.
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The user agreement of the Chinese SF-36 was obtained during the study and

this document is shown in Appendix H.

Frequency and descriptive command was used in the SPSS program to check

the outlier and ensured that the scores fell within the range. The algorism of data

analysis was according to the Medical Outcome Trust (Ware, 1997; see Appendix K).

5.3 RESULTS

In the second sampling, 45 questionnaires were returned by the post office as

undeliverable. Ten questionnaires were returned blank. Ware (1997) suggests that if

the respondent did not answer at least 50% of the items, the score for that scale should

be set to missing. Four questionnaires were discarded because of excessive missing

data. Combined with the first sampling, the number of useful questionnaires was 286

(see Figure 5.2).

First sample	 Second sample

___________	 oqJnr144 questionnaire
(usable data)	 (750 by post and 500 by

[handdehverY)J

45
(undeliverable)	rrned blank)	

many missing
data)

142
questionnaires
(usable data

Figure 5.2 The sample detail of the Chinese SF-36 survey
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Since there is no guarantee that all questionnaires reached Chinese people in

the second sampling, the net response rate is hard to calculate. If the questionnaires

were assumed to be distributed only to Chinese participants, then combined with thc

data in the first sampling, the net response rate for the SF-36 was 16.5 % (286/1736).

The participant characteristics are summarised in Table 5.1.

Table 5.1 The characteristics of Chinejrticipants (N=286)
Characteristics	 No (%)

Sex

Female	 161 (74.9)

Male	 54 (25.1)

Age (yr.)	 Average 49.7

16-24	 6(2,1)

25-34	 15 (5.3)

35-44	 58 (20.4)

45-54	 63(22.1)

55-64	 67 (23.5)

65-74	 54 (18.9)

Over 75	 22 (7.7)

Education

Elementary school	 49 (17.3)

High school	 73 (25.7)

College or University	 112 (39.4)

Graduate school or above	 50 (17.6)

Religion
Buddhist	 90(31.9)

Romanist or Christian	 67 (23.8)

Muslim	 1 (0.4)

Others	 7 (2.5)

No religion	 117 (41.5)

Nationality of spouse

Chinese	 224 (78.9)

Others	 30 (10.6)

No spouse	 30 (10.6)

Originality
Mainland China	 31(11.2)
1-long Kong	 133 (47.8)
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Taiwan	 98 (35.3)

Others	 16 (5.8)

Years being in Britain

0-5 years	 57 (20.4)

5-l0years	 34(12.1)

10-15 years	 32(11.5)

15-20 years	 25 (8.9)

Over 20 years	 -	131 (46.9)

Generation
First generation	 220 (81.8)

Second generation	 38 (14.4)

Third generation	 11(4.1)

The data shows that 81% of participants were first generation immigrants.

Seventy eight per cent of participants' spouses were also Chinese. Nearly 75% of

participants were female. Around 50% of participants were from Hong Kong and

have been living in Britain for over 20 years. Seventy-one participants did not reply

their gender. The high missing data (25%) in gender indicated that questionnaire

layout could be improved.

Table 5.2 lists the Chinese British in the survey, the Hong Kong norm (Lam et

al, 1999) and the U.S. mean (Ware, 1997) scores of the 8 subscales.

Table 5.2 The Chinese British, Hong Kong norm, and the U.S. norm mean scores and
standard deviations for each scale
Scale Chinese British Mean	Hong Kong Mean	U.S. Mean (N=2224)

	

JSDJ (N=286)	 (N=2410)
PP	84.52(16.74)	91.83(12.89)	84.15(23.28)
RP	72.96(36.20)	82.43(30.97)	80.96(34.00)
BP	71.27(24.47)	83.98(21.89)	75.15(23.69)
GH	61.43(20.80)	55.98(20.18)	71.95(20.34)
VT	58.87(19.78)	60.27(18.65)	60.86(20.96)
SF	76.40(22.59)	91.19(16.49)	83.28(22.69)
RE	65.68(40.86)	 71.69(38.39)	81.26(33.04)
MH	68.16(18.65)	72.79(16.57)	74.74(18.05)
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For a clearer view a standard form of health profile, which is normally used in

SF-36 scales, is shown in Fig. 5.3.

100

80

60

40

	

20	
US norm

UK Chinese (N=286)

- - - Hongkong norm
0	-	I	I	I	I	I	I	I

PF RP BP GH VT SF REMH

Fig. 5.3 The health profile for the Britain Chinese, the U.S. and Hong Kong norm data

Because our sample was small, no adjustment was made for the comparison of

our results to those for the American samples. Figure 5.3 shows that most of the

means in the Chinese British samples were lower than those of American samples

(mean age = 49.75). One thing worth noting is that the mean age of Chinese

participants was nearly the same as the mean age for the American samples. The

mean age of Hong Kong samples was 42.9 years. Possibly, the difference between the

Hong Kong norm data and this study's data is because the Hong Kong participants

were younger.

Table 5.3 lists the mean scores for the SF-36 items for the Chinese and

American populations. The clustering and ordering of the item means were the same

as that hypothesised, except for items PF5 and GH4.

Table 5.3 Means for the SF-36 items for the Chinese and American U.S. populations
Mean Chinese Mean U.S.

Scale	 SF-36 Item	 (N=286)	(Nz=2224)
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Physical Functioning	1(3a)Viorousactivities	 1.86
(PF)	 4 (3d) Climb several flights	 254	 2.54

6 (3t) Bend, kneel	 2.54	 2.59
7 (3g) Walk mile	 2.49	 2.55

2 (3b) Moderate activities	 2.56	 2.65
3 (3c) Life, carry groceries	 2.69	 2.72
8 (3h) Walk several blocks	 2.69	-	269
5 (3e) Climb one flight	 2.96	 2,78
9 (3i) Walk one block	 2.78 -	2.82
I0(3j)Bath,dress	 2.92	 2.88

Role-physical	 2 (4b) Accomplish less	 1.57	-	1,73 -
(RP)	 I (4a) Cut down time	 1.72	 1.83

3 (4c) Limited in kind	 1.66	 1.78
4(4d) Had difflculty	 1.65	 1.77

bodily Pain	 1 (7) Pain-magnitude	 4.74	479
---------------(8) Pain-interfere	 ........

General Health	1(1) General health	 3.29	 377
(OH)	 3(1 Ib) As healthy	 3.18	 3.80

5 (lid) Health excellent	 3,20	 3.72

4 (1 Ic) Health to get worse	 2.91	 3.66

-	-	 2(Ila)Sickeasier	 3.50	 4.19

Vitality	 I (9a) Pep/life	 3.41	 3.82
(VT)	 2 (9e) Energy	 3.26	 3.82

3 (9g) Worn out	 4.06	4.34
4(9i)Tired	 3.86	 4.02

Social Functioning	2 (10) Social-extent	 3.86	4.35
--------------1(6) Social-tim..118	 ...25

Role-Emotional	2 (5b) Accomplish less	 1.65	 1.75
(RE)	 1 (5a) Cut down time	 1.53	 1.84

3(5c)Notcareful	 1.56	 1.82

Mental Health	 3 (9d) Peaceful	 3.95	 4.06
(MH)	 5 (9h) Happy	 - 3.95	- - 4.43

I (9b) Nervous	 4.09	 4.85
2 (9c) Down in dumps	 4.28	 5.33
4 (90 Blue/sad	 4.53	 4,98

HT	 (2) Health compared to 1 year ago	3.06	 3,14	-

Table 5.4 shows that the reliability coefficients of scales range from 0.69 (SF)

to 0.91 (PF). The reliability of SF (0.69) was similar to the previous finding, which

was 0.65 (Lam et al, 1998). The interscale correlations were less than the internal

reliability coefficients for all scales, showing that each scale measured a unique
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concept. This satisfied hypothesis 1 with regard to reliability and interpretable scale

scores.

Table 5.4 Internal reliability coefficient (Cronbach's a) and interscale correlations
Scale-Scale Correlation

Scale a	PF	RP	BP	Gil	VT	SF	RE	MH HT

	PF	0.91	 0.41	0.36	0.35	0.27	0.23	0.17	0.11	0.19

	

RP	0.88	 0.48	0.44	0.38	0.55	0.47	0.24	0.20

	

BP	0.89	 0.36	0.44	0.44	0.27	0.27	0.14

	

GH	0.81	 0.49	0.45	0.27	0.39	0.34

	

VT	0.84	 0.60	0.47	0.66	0.22

	

SF	0.69	 0.61	0.62	0.11

	

RE	0.87	 0.45	0.08

	

MH	0.86	 0.04

HT

Table 5.5 shows that the items are correlated higher with its hypothesised scale

than with scales measuring other concepts and the item-scale correlations are above

0.4, except for PF9 and PF1O. This indicates that hypothesis 2 on internal consistency

was satisfied. In addition, the items were all correlated with their hypothesised scale

rather than with scales measuring other concepts (hypothesis 3).

Table 5.5 Pearson item-scale correlations

	

Item	PF	RP	BP	GIl
	

VT
	

SF
	

RE
	

MIT
	PFOI	0.56	0.37	0.23	0.35

	
0.35
	

0.29
	

0.26
	

0.20

	

PFO2	0.72	0.33	0.30	0.34
	

0.26
	

0.18
	

0.24
	

0.13

	

PFO3	0.56	0.21	0.12	0.27
	

0.21
	

0.10
	

0.13
	

0.13

	

PFO4	0.76	0.26	0.19	0.33
	

0.29
	

0.22
	

0.18
	

0.15

	

PFO5	0.52	0.13	0.14	0.29
	

0.19
	

0.07
	

0.02
	

0.07

	

PFO6	0.64	0.40	0.22	0.34
	

0.30
	

0.15
	

0.22
	

0.15
	PFO7	0.70	0.32	0.22	0.34

	
0.24
	

0.20
	

0.13
	

014

	

PFO8	0.65	0.23	0.19	0.28
	

0.18
	

0.12
	

0.18
	

0.13

	

PFO9	0.31	0.14	0.13	0.23
	

0.13
	

0.04
	

0.08
	

0.13

	

PFIO	0.28	0.16	-0.03	0.19
	

0.11
	

0.11
	

0.07
	

0.07

	

RPI	0.28	0.74	0.28	0.27
	

0.21
	

0.42
	

0.40
	

0.21
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RP2
RP3
RP4
BP1
B P2
GHI
GH2
GH3
GH4

GH5
VII
VT2
VT3
VT4
SF1

SF2
REI
RE2

RE3

MH 1
MH2
MH3
MH4
MH5

HT

0.26
0.37
0.37
0.34
0.39
0.46
0.17
0.19
0.25
0.30
0.32
0.35
0.03
0.14
0.17

0.32
0.14
0.25

0.16

0.09

0.02
0.29
0.07

0.22
-0.36

0.74
0.80
0.83
0.40
0.46
0.33
0.24
0.12
0.28

0.36
0.33
0.37
0.22
0.32
0.43
0.43
0.41
0.40
0.31

0.22

0.25
0.26
0.26
0.18

-0.38

0.23
0.27
0.24

0.95
0.95
0.40
0.19
0.11
0.24
0.42

0.35
0.32
0.16
0.32
0.31

0.38
0.15
0.23

0.21

0.19
0.15

0.29
0.19

0.17

-0.29

0.28
0.37
0.38
0.41
0.47
0.74

0.75
0.62
0.76

0.81
0.43
0.46
0.28
0.47
0.31
0.43
0.19
0.15

0.23

0.31
0.28
0.44
0.32

0.31
-0.42

0.25
0.28
0.27
0.43
0.51
0.46
0.29
0.13
0.34
0.49
0.75
0.81
0.59
0.76
0.50
0.57
0.36
0.36

0.33

0.44
0.42

0.59
0.60

0.54
-0.30

0.34
0.31
0.28
0.33
0.41
0.25
0.23
0.22
0.22
0.30
0.42
0.36
0.25
0.32

0.78

0.88
0.45
0.41

0.38

0.29
0.30

0.36
0.32

0.29
-0.23

0.41
0.37
0,34
0,25
0.31
0.14
0.10
0.13
0.16
0.21
0.38
0.26
0.19
0.28
0.54

0.49
0.85
0.86

0.85
0.28

0.27
0.23
0.27

0.13

-0.14

0.21
0.22
0.18
0.30
0.38
0.28
0.28
0,14
0,27
0.33
0.43
0.57
0.52
0.61

0.53
0.51
0.35
0.40

0.33

0.66

0.66
0.75
0.82
0.65
-0.33

a: Cannot be computed because the value of the variables is constant. Item value is 3.

Table 5.6 shows that the number of diseases diagnosed is negatively correlated

with PF (r = -0.56, P <0.01), RP (r = -0.32, P <0.01), BP (r = -0.35, P <0.01), GH (r =

-0.43, P <0.01), VT (r = -0.22, P <0.01) and SF (r -0.20, P <0.01). In variables RE

and MH the correlation coefficients are -0.13 and -0.13 (P <0.05). This suggests that

the Chinese SF-36 reflected the construct validity (hypothesis 4).
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Table 5.6 Correlations between the number of diseases diagnosed (ND) and the SF-36

scales

Item	 PF	RP	BP	Gil	VT	SF	RE	MH

ND
	 0 . 56**	0 . 32**	0 . 35**	0 . 43**	0 . 22**	0 . 20**	0 . 13*	0.13*

**P <0 01 *P <0 05

The aggregated scores of PCS and MCS are 49.31 and 45.29 (see Table 5.7).

This reveals a difference in the physical (PCS) versus mental health (MCS) between

the study subjects and the two Americans norms (PCS mean- 50; MCS mean- 50).

The study subjects tended to have similar physical summary scores to the American

norm but lower mental summary scores.

Table 5.7 The PCS and MCS of Chinese people

Scale	 Mean Score

PCS	 49.31

MCS	 45.29

In order to compare the difference in different samplings we separated the data

into two sets. This showed that the SF-36 scores in the first sampling are all higher

than in the second sampling (Figure 5.4).
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Figure 5.4 The health profile for the first sample and second sample

Figure 5.4 shows that although the average mean age (mean age: 52.7) in the

first sample was older than in the second sample (mean age = 46.7), the scale scores

in the first sample were higher than in the second sample.

Since in the first sampling we also measured the use of CM and WM it is

interesting to examine the relationship between the numbers using of CM and the SF-

36 scale scores. The results show that greater numbers using CM in the past year

reflect lower scores in the SF-36 scales. It can be found in PF, RP, BP, GI-I and VT but

not in scales with more mental health properties such as SF, RE and MH (see Table

5.8), however, it is worth noting that no adjustment such as age and gender was made

for the comparison.

Table 5.8 The relationships between the use of Chinese medicine and SF-36 scale

scores
Number of times to use CM	N	Mean	Std. Deviation Std. ErrL

SF-36 PF (0-100) Never	 96	89.67	12.56	1.28

1-4	 26	90.81	9.47	1.86

5-10	 5	85.00	10.00	4.47

11-15	 2	85.00	21.21	15.00

OvenS	 1	75.00
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Total	 130	89.53	11.97	1.05
SF-36 RP (0-100) Never	 95	79.21	31.30	3.21

1-4	 26	77.88	35.59	6.98
5-10	 5	30.00	32.60	14.58
11-15	 2	37.50	53.03	37.5Q_
Overl5	 1	**

Total	 129	75.78	34.37	3.03
SF-36 BP (0-100) Never	 96	74.23	23.24	2.37

1-4	 26	81.65	17.95	3.52
5-10	 5	47.40	37.31	16.68
11-IS	 2	46.50	7.78	5.50
OvenS	 1	42.00
Total	 130	74.01	23.72	2.08

SF-36 GH (0-100) Never	 93	66.59	18.09	1.88
1-4	 22	67.32	18.86	4.02
5-10	 4	53.75	20.97	10.48
11-15	 2	48.50	26.16	18.50
Overl5	 1	15.00
Total	 122	65.58	18.95	1.72

SF-36 VT (0-100) Never	 94	63.46	18.90	1.95
1-4 -	 26	61.86	17.21	3.37
5-10	 5	57.00	6.71	3.00
11-15	 2	47.50	45.96	32.50
OvenS	 1	45.00
Total	 128	62.49	18.59	1.64

SF-36 SF (0-100) Never	 96	80.08	20.49	2.09
1-4	 26	78.37	21.08	4.13
5-10	 5	55.00	27.39	12.25
11-15	 2	50.00	17.68	12.50
OvenS	 1	87.50
Total	 130	78.37	21.39	1.88

SF-36 RE (0-100) Never	 96	70.14	39.14	3.99
1-4	 26	71.80	41,84	8.21
5-10	 5	20.00	29.81	13.33
11-15	 2	50.00	70.71	50.00

Ovenl5	 1	66.67
Total	 130	68.21	40.42	3.55

SF-36 MH (0-100) Never	 94	70.83	16.55	1.71
1-4	 26	69.63	20.04	3.93
5-10	 5	53.60	20.51	9.17
11-15	 2	54.00	31.11	22.00
Ovenl5	 1	76.00	.
Total	 128	69.69	17.77	1.57

** not available.
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In Figure 5.5 to Figure 5.9 the mean plots are the relationships between the

numbers using Chinese medicine in the past year and SF-36 scale scores.

PF

Never	1-4	5-10	11-15 over 15

Figure 5.5 The relationship between the numbers using Chinese medicine in the past

year and physical functioning scores

As can be seen in Figure 5.5, in general participants using more CM perceived a

slightly lower physical functioning. This finding can also be seen in Figure 5.6 which

shows that the greater use of CM are associated with lower RP scores.

RP

Never	1-4	5-10	11-15 over 15
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Figure 5.6 The relationship between the numbers using Chinese medicine in the past

year and the role physical scores.

BP

Never	1-4
	

5-10	11-15 over 15

Figure 5.7 The relationship between the numbers using Chinese medicine in the past

year and the pain index scores

Figure 5.7 shows that greater use of CM is associated with lower BP scores.

GH

Never	1-4	5-10	11-15 over 15

Figure 5.8 The relationship between the number using Chinese medicine in the past
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Figure 5.8 shows that greater use of CM is associated with lower GH scores.

VT

Never	1-4	5-10	11-15 over 15

Figure 5.9 The relationship between the number of use Chinese medicine in the past

year and the vitality scores.

Figure 5.9 shows that greater use of CM is associated with lower VT scores.

To answer the second aim of the study, the relationships between the SF-3 6

scale scores and the TPB components were also explored. The correlation analysis of

the SF-36 and the TPB variables found that perceived behavioural control (PBC) in

the use of Chinese medicine was significantly positively correlated with PP (P <0.05),

RP (P <0.01), BP (P <0.01), GH (P <0.05) and SF (P <0.05). Attitude towards the use

of Chinese medicine for acute diseases was positively correlated with PP (P <0.05).

Attitude towards the use of Western medicine for severe diseases was positively

correlated with GH (P <0.05). General attitude towards the use of Western medicine

was positively correlated with GH (P <0.05). An exception is that the intention to use

Western medicine was negatively correlated with RE (P <0.05).
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Conclusively, the findings showed that the Chinese SF-36 is equivalent to the

American SF-36. The reliability and validity tests are satisfactory. The SF-36 scores

in this study were similar to the American norm data but with lower mental health

scores.

In addition, the number using CM was found to be correlated with PF, RP, BP,

GH and VT, but not SF, RE and MH. Perceived behavioural control in the use of CM

was also found to be correlated with PF, RP, BP, GH and SF.

5.4 DISCUSSION

The findings of the study showed that compared to the American norm

populations, Chinese people in the study perceived similar or a little lower physical

health but much poorer mental health. The lower RE and MH means within Chinese

were also been reported in the United States of America (Ren et al, 1998). The

findings suggest the SF-36 scores reflect the mental health need of Chinese people in

Britain or that the Chinese instrument is still in its preliminary stage and further

studies are needed.

Evidences suggest that the Chinese people in Britain have more mental

problems than the general population (Li and Logan, 1999). Interestingly, a study has

shown that the admission rate of Chinese British to mental hospitals was lower than

those for the general population (Wong and Cochrane, 1989). In 1991, Chinese people

were only admitted at 50% of the expected rate (Wong and Cochrane, 1989). An 8-

year General House Survey also found that compared with "over-utilisation" services

among other minority ethnic groups, the Chinese had a remarkable pattern of lower

utilisation of the health service (Smaje and Grand, 1997). Sloan and Symonds (2000)

defined a movement equivalent to 1/2 S.D. as a minimally required shift for clinical

significance on any domain or individual item. The Chinese MCS, which is 1/2 S.D.
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(score: 50-45=5) lower than the American norm data, may indicate its clinical

significance. If the results in this study reflect their mental problems then the previous

findings of lower utilisation of the health service were not because the Chinese British

have a better mental health status. Conversely it suggests that other factors such as

language barriers or merely unawareness of mental problems prevent them from

seeking mental health services. A study involving Chinese people, Chinese

community workers, GPs, directors of social services, director of public health

authority commissioning managers and psychiatrists provided detailed information

about the mental health needs of Chinese people (Li and Logan, 1999). This study

indicated that when asking about the barriers to seeking health professional help for

mental health disorders, among 52 Chinese interviewees with mental disorders, 7 1.2%

did not realise that the symptoms experienced were those of a mental health disorder.

It also found that 61.5 % participants replied they could not speak English. As

mentioned earlier, in the interviews conducted in Bristol we found that many elderly

Chinese are not able to read either in Chinese or in English. To seek health care they

need Chinese social workers to book appointments for them and arrange a time to

bring them to see their G.P.s. They stated that they have few English friends or little

social relationships with the outside world. The French philosopher Paul Ricoeur

believed that the most significant factor in connecting to the social world is language.

Therefore, due to the language barrier, it would seem that Chinese people in Britain

have more problems in connecting with British social world. This can also be seen in

the interview phase where 9 out of 17 participants reported that they have language

problems to seek health care (see Table 3.1). This reflects that Chinese people have

language problems and the data obtained in this study truly reflects their mental

problems. The results highlight the need to address their mental health. In order to

improve their HRQOL, the provision of an interpreter, more active social welfare

system and mental health screening program may counteract the language barriers,

cultural barriers, and ignorance of the social welfare system.
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On the other hand, if the lower mental health scores are due to the new and

little tested SF-36 itself then the American norm may not be very suitable for

comparison with the Chinese people. This is based on that the perceptions of quality

of life by any group or individual are to a large extent culturally bonded (Kleinman,

1980). Self-report measures may represent differences in the symptom manifestation

of depression or might be indicative of variations in response patterns such as the

tendency of some cultures to answer in a socially desirable manner (Kleinman, 1980).

Kleinman (1980) has pointed out that mental illness carries great stigma among

Chinese people. The cultural disgrace of mental problems may explain why the

Chinese people in Britain would be shamed to discuss then eventually leading to

worse mental health (Li and Logan, 1999). On the other hand, many Chinese are

reluctant to say that their health is excellent because they believe God may become

jealous and punish them for boasting about their health (Lam et a!, 1998). Coupled

with the reluctance to seek "talking therapies" and the language barrier and limited

social network among the Chinese people, the prevalence of poor mental health

identified in this study might indicate that the questionnaire is not able to adequately

reflect the participants' mental health. It may suggest that more studies are needed

before the data from the Chinese SF-36 can be used to compare data from other

versions. This argument is because different cultures may have different cognitions

and values about "Have you felt calm and peaceful?" (item 9d) or "Have you been a

happy person?" (item 9h). Direct translation of measures from one language to

another without consideration of contents is often dangerous since direct translation

assumes that the pathology manifests itself identically across cultures (Kazarian and

Evans, 1998). In an informal discussion Dr. Lam agreed with the author's viewpoint

on this matter. Compared with the western culture, the Chinese culture emphasises

person-to-person and person-to-society relationships, it ignores individual personality,

creativity and selfhood (Zoe, 1994). When comparing the difference in self-assessed

health within different cultures, one cannot ignore the potential discrepancies from
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cultures, especially in the measurement of mental health. Therefore, if a scale is going

to be used within different cultures, an appropriate calibration of the score or item

contents may be necessary. However, there is lack of published research to discuss the

calibration or potential discrepancy in measuring mental health within different

cultural contexts. Bierman et al (2000) reported that the higher physical health score

(PCS) and mental health score (MCS) in SF-36 may be skewed positively as a result

of cultural bias. Kazarian and Evans (1998) stated that a self-report scale may cause

problems with validity, despite strong reliability. For the SF-36, the items for physical

health are relatively objective unlike the items in mental health. For instance, there is

no much argument about "Walking more than a mile"(item 3g) or "Bathing and

dressing yourself" (item 3j) between people within different cultures. However, it is

reasonable to doubt that self-evaluation of mental health is more controversial and

questionable. It may be the reason why the SF scale has the lowest reliability in this

study.

A possible resolution to this is, to firstly combine the SF-36 data with medical

interventions to validate the scale for populations with different cultures (Fukuhara et

al, 1998). Secondly, it can be improved by establishing the Chinese norm and

comparing the scores of different groups. However, as mentioned earlier, the mean

age of Hong Kong samples was 42.9 years, it is not appropriate to compare these

norm scores directly to our data (mean age = 49.7). Another concern is that the Hong

Kong norm data was collected by telephone survey, not by postal questionnaire. In the

Tech Notes Ware et al (1997) stated that telephone interview produced more

favourable mental health scores than mail surveys. It is suggested that the data

collection should be standardised for surveys of health status and the average scores

should be adjusted when results are compared across methods. Perkins and Sanson-

Fisher (1998) also found that the self-administered and telephone-administered modes

of SF-36 have different health ratings. However, since there is no other information

available for the Chinese SF-36, the Hong Kong SF-36 scores can still be regarded as
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an important indicator. In March 2000, Dr. Lam sent e-mails to the Chinese SF-36

users and asked them to provide her with a copy of the original SF-36 data. This was

to collect more data in order to establish a Chinese norm for future research.

The second finding of the study showed that the Chinese SF-36 satisfied the

psychometric criteria and is viable for the use in Chinese health survey. The constant

value in PF1O can probably be accounted for by the small sample. It is very probable

because the sampling method is based on Chinese communities where ambulatory

Chinese are more likely to be included, or there were some participants who were

either too ill to reply, or unable to read and write. This is common among Chinese

people in Britain.

The relationships between PBC and SF-36 scales such as PF, RP, BP, GH and

SF indicate that a higher PBC score was significantly correlated with five out of eight

SF-36 subscales. In this respect, Rose and Fliege (2000) also found that self-efficacy

is the most important factor for HRQOL and they suggest strengthening self-efficacy

can improve HRQOL. The author is rather conservative to this suggestion because

self-efficacy (or perceived behavioural control) is an abstract concept and it is

probably relevant to several concrete factors, e.g. income, which are not easy to

specify and reinforce. In the present study PBC may represent factors such as the

accessibility of a Chinese medical doctor and the cost of consultations. Moreover,

though the statistical significance has been established, the causal relationship

between HRQOL and self-efficacy is not yet clear. It is therefore too early to suggest

that the improvement of self-efficacy will lead to the improvement of HRQOL. Thus,

as suggested in Chapter 3, future research may address a wide range of factors that

can represent individual's PBC.

As with the PBC, Table 5.8 and Figure 5.5 to 5.9 showed that Chinese people

with poorer physical functioning, bodily pain, general health, and vitality reported

they used more CM. Although no causal relationship can be established from this

finding, it is believed that the data prove the validity of Chinese SF-36 to some extent.
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A possible explanation is that respondents with lower HRQOL were probably more

likely to use Chinese medicine. However, since other factors such as age or other

demographic data could not be controlled, it is too early to make suggestions or

conclusions from a simple comparison between SF-36 scale scores. As in a clinical

trial, future study can simplify the disease conditions and control other factors that

may influence HRQOL. One applicable approach is to recruit more participants in

each age group.

In spite of the sampling method, another limitation in this study is the low

response rate. The low response rate has been discussed in Chapter 4. According to

Krejcie and Morgan (1970) at least 385 participants would be necessary to be

representative of the assumed 157,000 Chinese people living in Britain (Nazroo,

1997). However, the lack of official lists of Chinese ethnic minorities as well as their

reluctant attitudes towards taking part in studies both restrict the chances of obtaining

a larger sample. Although the second sampling was performed with only SF-36 scales

and demographic data, the response rate was still low. This may be improved by

conducting face-to-face interviews instead of postal questionnaires as most other

studies of ethnic minorities do (Ren and Chang, 1998; Li and Logan, 1999). However,

it is worth noting that in the 1991 National Census a sample of only 214 was achieved

(Tariq et al, 1997). In the future, it is suggested that SF-36 data should be collected as

interview offers a clear advantage for illiterate Chinese people who cannot read and

write either in Chinese or English. However, due to the frequent refusal of interview

even the response rate of face-toface interviews of Chinese participants may be as

low as 50% (Chi et al, 1997). In the 1991 National Census, the response rate of

interview for Chinese people was 66% (Tariq et al, 1997).

5.5 CONCLUSIONS
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The study showed that Chinese people in Britain have similar physical health

but lower mental health to American norm populations. Although we have addressed

the impacts of culture in the measurement of HRQOL, the lower mental health scores

in this study suggest the need for mental support from society. The population in a

modern society is increasingly diverse and minority group members are often

economically disadvantaged so that inequalities in health continue to be large and

remarkable. The striking findings by General Household Survey of health care

utilisation have provided a picture of the Chinese utilisation of health care (Smaje and

Grand, 1997). Our study also provided another picture with regard to their health-

related quality of life. More attention should be paid to understand and improve the

mental health of Chinese people in Britain.

Part of tills study has beeii presented in poster section (Abstract: 1086) and orally

presented in the poster discussion sections of the 7th Annual conference of the

International Society for Quality of Life Research, Date: 29-3lOctober, 2000,

Vancouver, Ganada. The title was "The health-related quality of ljfe of the Ghinese

people living in Britain."
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Chapter 6 Evidence based medicine and systematic review:
an introduction and basic methodologies

If they don't depend on true evidence, scientists are no better than gossips.

--Penelope Fitzgerald

6.1 INTRODUCTION

In the modern world information is everywhere. Sometimes it is valid and

sometimes dubious (Guyatt et al, 1993). People are concerned with the safety and

welfare of daily life and scientists find answers for them. However, the answers

available, like the scientific discoveries, are not always obvious and are very often full

of bias. For instance, researchers said that power lines cause cancers but recent

evidence showed that power lines do not cause child cancer (Guardian, 1999). In

addition, it was reported that a neurological abnormality in a patient after prolonged

use of a mobile phone (Hocking and Westerman, 2000). But the next question is,

"Does the use of mobile phone REALLY  cause neurological abnormality?"

It is a similar situation in the health care system. For the individual, patients

want to know what treatment is the most effective with the least risk or side effects.

Medical practitioners want to know the best option among different treatments. Policy

makers want to know which treatment is the most cost-effective. If we have more

knowledge/facts, then we are able to reduce expenses and risks, and get the most

benefit from the treatments available.

In making decisions medical doctors rely on many resources: cultural beliefs,

medical facilities available, formal policies, clinical data, patient's preferences, and

personal clinical experiences. (Mulrow and Cook, Eds., 1998; in Figure 6.1) Among
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these resources, new scientific evidence has come from both the laboratory and the

bedside everyday and ideally clinical decisions are supposed to update accordingly.

Knowledge

CLINICAL
DECISION

EVIDENCE
1. Patient data
2. Basic, clinical, and
epidemiologic research
3. Randomised trials
4. Systematic reviews

PATIENT/PHYSICIAN
FACTORS
1. Cultural beliefs
2. Personal values
3. Experiences
4. Education

Guidelines
	 Ethics

CONSTRAINS
1. Formal policies, laws
2. Community standards
3. Time
4. Reimbursement, budgets
5. Medical facilities

Figure 6.1 Factors that effect clinical decisions

(adapted from Muirow and Cook, Eds., 1998).

However, clinical decisions are not always based on scientiEç evidence. The

U.S. office of Technology Assessment claimed that only 10-20% of medical

interventions are supported by solid scientific evidence (Smith, 1991)4 There is little

doubt that many areas of medical practice continue to be based on habit and tradition

rather than the most up-to-date information (Sackett et a!, 1991). This is partly

because new treatments and procedures being adopted prematurely before adequate

evaluation (Panton and Chapman, Eds, 1998). In the rapidly changing ,body of

biochemistry, discovery of new drugs and gene technology since World War II,

medical professionals are deluged with clinical studies producing valid and invalid

information. Traditional sources of information such as textbooks are often too out-of-
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date. To keep up with the new advances a doctor needs to read about 17 articles a day

every day of a year (Sackett et al, 1998) or constantly attend continuing medical

programmes. Ironically, a systematic review of 99 trials showed that continuing

medical programmes have little direct impact on improving professional practice

(Davis et al, 1995). Studies found that the practitioners who had attended continuing

medical programme were not the persons who really needed to, resulting in many

clinicians not being able to keep up with all the medical advances. It becomes

inevitable for them to make clinical decisions based on out-of-date primary training or

over-interpretation of individual clinical experiences and patients ultimately pay the

price for their obsolescence.

Many clinicians now advocate the practice of evidence-based approaches to

make clinical decisions (Sackett et al, 1991, 1998; Mulrow and Cook, Eds., 1998) and

in general this is called evidence-based medicine.

6.1.1 WHAT IS EVIDENCE BASED MEDICINE (EBM)

The definition of evidence, according to the Lectric Law Library's Lexicon, is

"Testimony from persons (Expert Witnesses) who, because of education or

experience, are permitted to state opinions and the reasons for their opinions" . This

indicates that evidence is something that gives a sign or proof of the existence or truth

of something, or that helps somebody to come to a particular conclusion. In medicine,

the term evidence-based medicine first originated from the McMaster Medical School

in Canada in the 1980s (Rosenberg and Donald, 1995). It has been defined as the

"conscientious, explicit and judicious use of current best evidence in making

decisions about the care of individual patients" (Sackett et al, 1996). Sackett et al

http://www.lectlaw.comldef/e047.htm
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(1998) noted that EBM integrates individual clinical expertise with the best available

external clinical evidence from systematic research.

To evaluate, or appraise, the evidence for its clinical usefulness is not an easy

task. A large proportion of the published medical research lacks either relevance or

sufficient methodological rigour to be reliable enough to answer clinical questions. To

overcome this, a structured method, named "critical appraisal" enables individuals

without research expertise to evaluate clinical articles.

6.1.2 THE ADVANTAGES OF PRACTICING EBM

There are several advantages of practising EBM. Sackett et al, (1998) listed

five reasons:

(1) New types of evidence are now being generated which, when we know and

understand them, create frequent and major changes in the way that we care for our

patients.

(2) Although we need this new evidence daily we usually fail to get it.

(3) As a result of the foregoing, both up-to-date knowledge and our clinical

performance deteriorate with time.

(4) Trying to overcome clinical entropy through traditional continuing medical

education programmes does not improve our clinical performance.

(5) A different approach to clinical learning has been shown to keep its practitioners

up-to-date. It integrates medical education with clinical practice.

Moreover, Rosenberg and Donald (1995) suggested that EBM can be learnt by

people from different backgrounds at any stage in their career. It has the potential for

improving continuity and uniformity of care through the common approach and

guidelines developed by its practitioners. It can also help providers make better use of
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limited sources by enabling them to evaluate clinical effectiveness of treatment and

services. Finally, EBM has the potential for making choices between more or less

effective treatments. A detailed practice of EMB in the NHS including references, the

promotion of the teaching and practice of evidence-based health care throughout the

United Kingdom and the creation of formal graduate education in the conduct of

systematic review, can be seen in the book "evidence-based medicine" (NHS R&D

centre, 1998).

6.1.3 WHAT IS A SYSTEMATIC REVIEW

Systematic reviews are part of EBM. They are 'concise summaries of the best

available evidence that address sharply defined clinical questions." (Muirow and

Cook, Eds., 1998, p1). Systematic reviews combine the results of relevant studies by

using methods that restrict bias and random error which often occur in the selection of

studies and location (Egger and Smith, 1998). When the relevant studies are

summarised but not statistically combined it is called qualitative review (Cook and

Leviton, 1980; Green and Britten, 1998; Greenhaigh, 1998). For instance. Kalso et al

(1997) reviewed the pain relief from intra-articular morphine after knee surgery. They

concluded that intra-articular morphine may have some effect in reducing

postoperative pain intensity and consumption of analgesics. A quantitative systematic

review named meta-analysis is a systematic review that uses statistical methods to

combine the result of two or more studies (Petitti, 1994; Egger and Smith, 1997).

Ernst and White (1998) reviewed nine studies to evaluate the effectiveness of

acupuncture for back pain. They showed that acupuncture was better than various

control interventions.

The advantage of practising systematic review is that the summaries from the

review are relatively more objective and can be used in clinical decisions, economic

evaluations and practice guidelines. In addition, systematic review will aid in the
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process by focusing on how to find, assess and conduct systematic reviews for

clinical, teaching, and research purposes.

6.1.3.1 The differences between systematic and narrative reviews

The key feature of a systematic review is to "systematically" review a specific

clinical question with pre-planned methods. This term is often used in comparison

with the term narrative review. Distinguishing traditional narrative and systematic

reviews depends on the extent to which scientific review methods have been used to

reduce error and bias (Mulrow and Cook, Eds., 1998; see Table 6.1). In clinical

studies, the types of error and bias include selection bias, information bias, observer

bias, interviewer bias, use of non-validated instruments, active control bias (Spilker,

1991) and personal interest. In systematic reviews, the potential biases include

publication bias, location biases (e.g. English language bias, multi-publication bias,

databases bias, citation bias, bias in provision of data, location biases) and poor

methodological quality of small studies (Nayler, 1997; Egger and Smith, 1998). For

publication bias, for instance, it was found that studies with significant results (P <

0.05) were more likely to get published then those with non-significant results

(Easterbrook et al, 1991). No matter whether it is intentional and unintentional, this

bias may lead to incorrect conclusions being drawn. A famous example was that

tobacco companies provided false report about the potential risks of smoking4.

' http://www.ash.org.uk!, industry conduct section, last accessed, 12/06/2001

133



Table 6.1 Differences between Narrative Reviews and Systematic Reviews

Feature	Narrative review	 tematic review

Question	Often broad in scope

Sources and search Not usually specified,
potentially biased

Selection	Not usually specified,
potentially biased

Appraisal
	

Variable

Often a focused clinical
question

Comprehensive sources and
explicit search strategy

Criterion-based selection,
uniformly applied

Rigorous critical appraisal

Synthesis	Often a qualitative summary Quantitative summary

Inferences	Sometimes evidence-based
	

Usually evidence-based

Table 6.1 indicates that systematic reviews are used to answer specific

question in relation to a specific population (e.g. the elderly), the condition of interest

(e.g. asthma), an exposure to a test or treatment (pharmacological management), and

one or more specific outcomes (Mulrow and Cook, Eds., 1998). According to Muirow

and Cook, (Eds., 1998), most narrative reviews are suitable to describe the history or

development of a problem and its management. They may be particular useful for

discussing information about a theory and context, however, for medical research

narrative reviews are often incomplete and biased and are regarded as unscientific

(Ravnskov, 1992).

6.1.3.2 Meta-analysis in systematic reviews

Meta-arialysis is a quantitative approach for systematically combining the

results of previous research in order to arrive at conclusions about a body of research

(Petitti, 1994). It is very useful in aggregating well-designed studies disturbed by

small sample size and in averaging out spurious effects in both positive and negative

134



differences (Nunnally and Bernstein, 1994). It has long been applied in social science

research to understand the applicability of a model (Cook and Leviton, 1980). Milne

(1997) assessed the utility of protection motivation theory for prediction and

intervention in health-related behaviour. In medical science, Sackett et al (1998, p91)

defined it as "when a systematic review uses special statistical methods for combining

the results of several studies, we call it a meta-analysis." And therefore it is statistical

analysis that combines the results of the individual studies used in a systematic review

to produce a quantitative summary across the different studies. There is no doubt that

many factors influence the results in clinical trials such as budget, time, sample size,

study design, manpower, facilities and even ethical considerations. By careful

evaluation a well-performed meta-analysis can integrate the relevant studies and yield

a more valid conclusion.

However meta-analysis has limitations and several studies have addressed

those issues, e.g. should unpublished data be included in the analysis (Cook et al,

1993; Petitti, 1994; Smith and Egger, 1998) but it is beyond the discussion of this

thesis.

6.2 METHODS OF SYSTEMATIC REVIEW

Undertaking a systematic review basically requires three steps: identification

of the need for the review, identifying eligible clinical trials assessing the validity of

the studies, and data synthesis (CRD report 4, 1996). Each step has its own rationale

and criteria. The basic methodology for systematic review appears in Figure 6.2

(Greenhalgh, 1998; Sackett et al, 1998).
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State objectives of the review

Design search strategy. Search for the trials that seems to meet eligibility
criteria

Tabulate characteristics of each trial identified and assess its
methodological quality

Assemble the most complete dataset feasible, with assistaDce from
investigators, if possible

Analyse results of eligible trials

Summarise the evidence yield. Prepare a critical summary of the review

Figure 6.2 Methodology for a systematic review

6.2.1 IDENTIFICATION OF THE NEED FOR THE REVIEW

Before a systematic review is started it is necessary to check that no review of

a specific question has been published or is currently in progress. It is similar to in

medicinal chemistry where a target compound has to be identified as a NEW

(unknown) compound before the project starts. The Cochrane Database of Systematic

Reviews is an excellent resource to check for existing and ongoing reviews. Once this

has been done, a preliminary assessment of the scope of the review can roughly

decide whether the review can be undertaken with the resources available.

6.2.2 IDENTIFYING ELIGIBLE CLINICAL TRIALS

In this stage, the main aim is literature search, study retrieval, the assessment

of studies for inclusion on the basis of relevance and design. There are mainly five

steps in identif'ing published information on a specific topic. (Petitti, 1994)
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1. Search personal files

2. Do a computerised literature search of computer-stored databases

1. Search titles and abstracts and eliminate obviously irrelevant ones

2. Retrieve remaining articles

3. Review articles systematically and eliminate those that don't contain essential

information

3. Review reference lists of articles to find new articles

4. Retrieve newly identified articles and review them for relevance

5. Consult experts

To provide as comprehensive a list as possible of primary studies, Greenhalgh

(1998) suggested that a checklist of full data sources had better include:

1. PubMed (Medline)

2. Cochrane controlled clinical register

3. Other medical and paramedical databases

4. Foreign language literature

5. "Grey literature" (theses, internal reports, non-peer reviewed journals,

pharmaceutical industry files)

6. Other unpublished sources known to experts in the speciality (seek by

personal communication)

7. Raw data from published trials (seek by personal communication)

It is worth noting that this list is only a guideline and many systematic reviews

only used the first three databases in their review work.
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6.2.2 APPRAISING STUDIES FOR SYSTEMATIC REVIEWS

Quality refers to the extent to which a study's design, conduct and analysis

minimises the potential bias. The research method used in the primary studies reflects

the quality of the studies. Biased studies are more likely to provide misleading results

and therefore will generate misleading systematic reviews (Schulz et al, 1995). High-

quality studies use methods that are most likely to provide a true estimation of the

benefit or harm of a treatment.

Basically two methodological features have been empirically shown to

influence the results of studies about therapy: randomised controlled and blinding

(Spilker, 1991; Mulrow and Cook, Eds., 1998; Sackett et al, 1998). In a randomised

controlled trial systematic bias is (in theory) avoided by the selection of a sample of

participants from a particular population and allocating them randomly to the different

groups (control and treatment). Because on average the groups are identical apart

from the intervention any differences in outcome are, in theory, attributable to the

intervention. Schulz et al (1995) found compared with trials in which authors reported

adequately concealed treatment allocation, trials in which concealment was either

inadequate or unclear (i.e., did not report or incompletely reported a concealment

approach) yielded larger estimates of treatment effects (P< 0.00 1). Odds ratios (see

Glossary) were exaggerated by 41% for inadequately concealed trials and by 30% for

unclearly concealed trials. Sackett et al (1991, p196) even stated that "if you are

reading a subscribed journal in the "surveillance" mode to "keep up with the clinical

literature" (rather than searching the clinical literature to decide how to treat the

problem presented by a specific patient), we've recommended that you discard at

once all articles on therapy that are not randomised trials."

6.3 ELECTRONIC DATABASES
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There are now many electronic databases available on different subjects and

fields and many of them are free to access. In medical research, famous databases

include PubMed, EMBASE, science index citation, and Cochrane Library 5 . In social

science there is the Science Citation Index and the Social Science Abstracts. Due to

the popularity of the World Wide Web more and more electronic journals can be

viewed with full texts on the Internet. The British Medical Journal and the Lancet are

the role models in medical journals and it is believed that even more and more

journals will be accessible online in the future. In the month of May 1999, the director

of the U.S. National Institutes of Health, Harold Varmus published an official

proposal to offer free, fast and full access to the entire biomedical literature through a

single electronic database 6 . According to the proposal the inherent and prospective

benefits of E-biomed include: open access to scientific reports and assembly of

personalised journals, improved format for publication of modern biology, more rapid

dissemination of scientific information and reduced costs. As we can imagine that in

the near future there could be no longer needed to hand-search journal articles in the

libraries or spend money on photocopies and interlibrary loans. It is very likely that

all journal articles could be accessed with a click of the mouse button.

6.3.1 ENGLISH DATABASES

The largest and most readily available tool for locating a systematic review in

medical research is PubMed, a database provided by the U.S. National Library. It

contains bibliographic citations and author abstracts from more than 4,000 biomedical

http://cochrane.athens.ac.uklclibhome/clibip.htm,  last accessed, 25/04/2001

6 http://www.nih.gov/welcome/director/pubmedcentral/ebiomedarch.htm,  last accessed, 25/04/2001
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journals published in the United States of American and 70 other countries. Most

records are from English-language sources or have English abstracts.

The European "PubMed" is EMBASE, which has a strong European content

and little overlap with PubMed in terms of journal covered. New publications are

included more quickly in EMBASE than the PubMed.

The Cochrane Library is a quick way to identify systematic reviews for

therapeutic issues but it has some 1iiiitations. The first is its modest size, although

now the number of reviews is increasing as more systematic reviews are published.

Other limitations are that searching can be difficult and that it is not a free database.

6.3.2 CHINESE DATABASES

Clinical trials are usually excluded in a systematic review if they are published

in other languages, depending on the resources available for translation (Egger and

Smith, 1998). It is very likely that such restrictions cause bias and where feasible all

studies should be included regardless of language. It is reasonable to assume that most

of the Chinese clinical trials as relevant to Chinese medicine have been published in

Chinese and not in English. Although databases in the Chinese language have been in

existence for more than two years, no review work has been published which has used

them. This may be partly due to the language barrier or because review work has

mainly focused on Western medicine as opposed to Chinese medicine.

Examples of Chinese electronic databases are listed below:

1. I1ii	 (Chinese medical journal index,

National Chinese Medicine Research Institution)

http://www.hint.org.tw/cgi-biri/flyweb/cmed.cgi?o=d3&u= I 91 00_Z I flysheet,	last	accessed,

25/04/2001
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2.	 (Traditional medical database, Peking

Chinese medicine research institution, 1 949.)

3

	

	 (Database of life science in Mainland China,

CH[NABASE-MED)

4. (Joint Database of Western and Chinese

Journals)

5. (Database of Chinese PhD and MSc thesis)

6. Wanfang data info.8

Before August 2000, only the Chinese medical journal index was free to

access. All the other databases require an ID and password to enter and currently are

only open applications from health professionals and medical researchers in the

Taiwan region.

According to the information provided on the Internet, the Chinese medical

journal index of the National Chinese Medicine Research Institution is funded and

maintained by the Taiwan National Health Research Organisation. It was established

in 1998 and its objective is to provide complete health information for health

researchers and professionals in Taiwan. It contains more than 316,070 Chinese

medical articles. Two sub-databases included articles published before 1989 and

articles published after 1989. Only the articles published before 1989 are with

abstracts and the database is updated once a month, A full-text database is under

construction. While this thesis was written, the sub-databases were combined. The

present interface is also different. A correspondent in the institution, contacted by e-

mail stated it is a joint project between Taiwan and the U.S.

8 http://www.chinainfo.gov.cn , last accessed, 25/04/2001
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Another Chinese database, the Wanfang data info, is a commercial database in

China. The speed of connection to this database is slow and it is sometimes not

accessible at all. There are only full articles in this database from the last year.

6.4 CONCLUSIONS

The history of medicine is richly endowed with therapies that were widely

used and then shown to be ineffective and even toxic. By performing systematic

reviews, more questions can be answered, and will be increased our knowledge about

performing a systematic review. The guidelines in a systematic review are to assist

those conducting reviews to reach a minimum standard based on our understanding.

These methodologies can help clinical researchers to design a more scientific-based

study at the earliest stage of research planning and that this will extend through

clinical trials in the future.

The inclusion of multi-language electronic databases in a systematic review

will help researchers to collect and assess the effectiveness of a specific medical

intervention in a more comprehensive way and the results will be more conclusive

than a single language review.
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Chapter 7 Systematic review of the effectiveness of Chinese
medicine and the impact of psoriasis on QOL

7.1 INTRODUCTION

Psoriasis is a chronic skin disease cliaracterised by scaling and inflammation.

Scaling occurs when cells in the outer layer of the skin reproduce faster than normal

and pile up on the skin surface. Recent research indicates that psoriasis may be a

disorder of the immune system (Austin et al, 1999). In Britain, the prevalence of

psoriasis in the general population was about 1.48 to 1.6 % (Rea et al, 1976). A recent

study shows that the prevalence of psoriasis is still similar to previously reported

rates, about 1.48- 1.7% (Nevitt and Hutchinson, 1996).

Although psoriasis is usually a self-limiting and benign disease which tends to

improve spontaneously over time, it can have profound effects on quality of life,

disrupting family and social relationships, interfering with vocational and intrapsychic

morbidity (Jowett and Ryan, 1985; Nevitt and Hutchinson, 1996). For children it can

have effects on play, sport or school and affects normal development (Long et al,

1993). A large variety of therapeutic interventions are available for its treatment

(Gawkrodger et al, Eds., 1997). Topical treatments include sunlight, corticosteroids,

calcipotriene, coal tar, anthralin, salicylic acid, bath solutions and moisturisers

(Gawkrodger et al, Eds., 1997; Barnes et al, 2000). Phototherapies include UVB

phototherapy and PUVA (Gawkrodger et al, Eds., 1997; Behrens et al, 2000).

Systemic treatments include retinoids, methotrexate, hydroxyurea, cyclosporin, and

antibiotics (Gawkrodger et al, Eds., 1997; Bright, 1999; Giannotti and Carli, 1999;

Saurat, 1999). However, the effectiveness of most of these interventions has not been

convincingly demonstrated and consequently the therapeutic management of psoriasis

varies widely.
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Alternative medical therapies have also been widely utilised by patients with

psoriasis (Fleischer et al, 1996). For instance in Britain Chinese herbals are used to

treat psoriasis in Chinese medical clinics. At a pharmacy conference in the University

of Bath, a Chinese medical doctor claimed that they successfully used Chinese

medicine to treat patients with psoriasis and eczema. Moreover, the Chinese

participants involved in Chapter 3 reported that a Chinese medical doctor in London's

China town is famous in treating skin diseases such as eczema and psoriasis.

All this raises interesting questions for study. Firstly, what is the impact of

psoriasis on quality of life? Is Chinese medicine effective in treating psoriasis? If

Chinese medicine provides a holistic treatment as it claims, is there scientific

evidence about the impact of Chinese medicine on the QOL of psoriatic patients? To

answer these questions, a narrative review of the impact of psoriasis on QOL and a

systematic review of the effectiveness of Chinese medicine were conducted.

As mentioned in Chapter 6, the review of Chinese medicine is to some extent

different from other review works in its nature. Few clinical trials on Chinese

medicine treatments have been published in English. Current reviews of Chinese

medicine used a hand-search to retrieve articles (Tang et al, 1999). Tang et al (1999)

states that in his review eight medical students helped collect Chinese articles.

Compared with other review work the collection of Chinese articles is both time-

consuming and requires more manpower than reviewing the effectiveness of Western

medicine. The main reason is that Chinese medical articles do not always have an

English version, which can be accessed in PubMed. Therefore, a more efficient

approach, using electronic Chinese databases can save time and energy and, also may

provide a more complete search.

Studies show that psoriasis has common impacts on influence quality of life

(O'Neill and Kelly, 1996). A narrative review of the impact of psoriasis on quality of

life and the development of psoriasis QOL scales can provide information for
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clinicians and carers to understand patients' self-rating severity of psoriasis, as well as

the use of valid instruments in QOL research.

The objectives of this review are:

1. To review the impact of psoriasis on patient's QOL, as well as the

development of psoriasis QOL instruments.

2. To assess the effectiveness of Chinese herbal treatments on psoriasis, and

assess whether the relevant articles elicit any information about the impact of

CM on QOL In addition, it is aimed to assess whether two Chinese language

databases are able to provide more Chinese clinical trials than databases in the

English language.

The outline of this study is shown in Figure 7.1 (grey area). Since the

assessment of Chinese medicine for psoriasis is the main purpose of this study, in the

method section only the systematic review will be reported. To provide readers with

background information about psoriasis, the impact of psoriasis on QOL will be

reported firstly in the results section.
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Participants
mentioned about the
Chinese medicine for

skin diseases

Three interviews with
Chinese speaking in

Cantonese (through an
interpreter)

not good

17 interviews to understand
Chinese beliefs and

attitudes about heaith, CM
and WM (Chinese who can

speak in Chinese)

Systematic review of the
effectiveness of Chinese

medicine for psoriasis

Questionnaire design
Theory of planned

behaviour

content anaiysls

Chinese and Western
databases

Retrieved and Collected
Chinese articles from

Taiwan

Coliectlng articles about the Impact of
Two pretests	 psoriasis on quality of life.

(40 particIpants)

Translated Chinese articles
into English

Summary

Chinese community
(486 full questionnaires)

sent by post

150 Chinese communities
144 questionnaires back,	 (750 SF-36 postal questionnaires)

low response rate	another sampling and hand-delivered questionnaires
(30%)	 in Bath, Bristol, Manchester,

Liverpool, and Edinburgh (around
500 questionnaires)

TPB data analysis	 142 questIonnaires, again, low
response rate

SF-36 data analysis

Figure 7.1 Outline of chapter 7
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7.2 METHOD

The methodology applied in this chapter has already been detailed in Chapter

6. Since Chinese electronic databases have not been previously reported in a

systematic review, in this section the searching method for Chinese clinical trials will

be explicitly addressed.

7.2.1 SEARCH STRATEGY FOR THE IDENTIFICATION OF CHINESE

MEDICINE STUDIES

PubMed (1966 - 1999), Cochrane Complementary Medicine Field trials

Register, the Cochrane Controlled Trials Register (1997, issue 1), Embase (1988 -

1999) and the Science Citation Index (-1999) were initially searched for relevant

treatments of psoriasis by means of a word search of English electronic sources using

the terms "CHINESE", "COMPLEMENTARY", "HERBAL" or "ALTERNATIVE"

and "PSORIASIS." The search also included exact title, by author, by source, and by

MeSH term.

The Chinese databases used in this study are:

[Ij	(Chinese medical journal index, National Chinese Medicine Research

Institution) and the Wanfang data info.

There are two Chinese character systems that are used in Chinese society. In

Chinese, psoriasis can be called either	(Niou Pi Xian)" or	(Yin Xie

Bing)". Therefore, the word search of Chinese sources used both the simplified and

traditional Chinese terms "4f" ' " j ", one reviewer whose mother language

is Chinese decided potential eligible articles according to the titles of the Chinese

articles.
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As well as the two databases mentioned above, the author also attempted to

access the other electronic databases described in Chapter. They include L4'WT
(Peking traditional Chinese medicine database and	1:1

(Mainland China Chinese and Western medicine allied

categorical database). However, these two databases required an ID and password to

access then and are only eligible for users in the Taiwan region. Several applications

were made (by e-mails and phone calls) to the database committee but after a formal

meeting of the committee, they informed the author that the request had been denied

due to the agreement between the U.S. and Taiwan. They also replied that the access

from other countries has been blocked due to several illegal uses.

7.2.2 DATA COLLECTION AND ANALYSIS

The author collected possible trials from both English and Chinese databases.

Another reviewer, a Chinese medical doctor at the University of Aston double-

checked the eligibility of the trials. After the retrieval of articles the author reviewed

the eligible trials independently.

The results show that in the Taiwanese database, 657 articles were retrieved.

Among them, 37 were in "1989 and prior to" database and 620 articles were in the

"1990 and after" database. In the Chinese database based in China, three articles were

found. Among the 657 articles in the Taiwanese database, 195 articles are regarded as

potential clinical trials (see Appendix G). A Chinese medical doctor who can read in

Chinese reconfirmed the list.

In the databases in English, four articles were found (Lin et al, 1988; Lassus

and Forsstrom, 1991; Pandey et al, 1994; Syed et al, 1996).

Since there were too many different treatments among these articles, the

decision was made to choose the most popular treatments (those which had been

published for at least four times). Overall, there were 20 articles with three different
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treatments. The main ingredients of Chinese medicine in the present study include

Indigo Pulverata () and Radix Tripterygii Wilfordii (2i)). In trials NO 13 to

NO 20, the principle of treatment was based on the individual's symptoms and signs (

The list is shown in Table 7.1. In Table 7.1 the highlighted Chinese

character is psoriasis.

Table 7.1. The articles that have been published at least four times	______ ______

no	 Title	 Journal title	y	iolume page

i

	

	 __________ 1995 24 367-368

96

2 &	 __________ 1995 24 400

3	 89	 _____________ 1994 15	26

4	 l50	 1992	6	52-53

5	 1991	5	213-214

6	 78ll	 1995	9	175

7	 52	 1994 14	451

8	 100	_________ 1994 16	10

9

	

	 ______________ 1994 9	20

109

__________________ __________ 1993 22 67

190

11	 FMt	1991	5	27-28

12	 30	__________ 1996 26 25

13J215	 J11	 1995 95	19-20

If	100

_______ _________________ ____________ 1994 18 124

15	 l48	 _____________ 1991 26	165

16116	 1996	18	26
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121	 66 'i}1fi
	

9	399

18 
.Ji: 64 

1 __________	 12

i _J 53
	

EJ	 1994 15 19

25

20
	

19961 28 I 47

These articles were all written in the Chinese language and are not available in

Britain. Interlibrary loans were ordered from the Taiwanese medical libraries. Three

libraries rejected this request because the service is only available to researchers in the

Taiwan region. With the help of the author's sister, one librarian agreed to help

privately. Nineteen out of the twenty articles in our list were obtained. The librarian

stated that the articles were located at two libraries, one was obtained from a Chinese

medical school	 and the other one was from a teaching hospital (fI
t&t7±r

7.3 RESULTS

7.3.1 THE IMPACT OF PSORIASIS ON QOL

The articles relevant to the impact of psoriasis on QOL were collected in

Britain. The narrative review shows that the QOL research for psoriasis patients were

mainly conducted in Britain and USA. To understand the impact of psoriasis on

quality of life and the development of QOL scales, the narrative review was firstly

summarised by years which the articles have been published (Table 7.2).

Table 7.2 The articles about the psoriasis and patient's QOL
Author	 Title	 Journal

1984-1990

Cassifeth. B.R.. Lusk. E.J.. Strouse. TB.. I Ps ychosocial status in chronic illness.	I N EnI J Med.
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Miller, D.S., Brown, L.L., Cross, P.A.	A comparative analysis of six	 3 11:506-511.

and Tenaglia, AN. (1984)	 diagnostic groups.	 ____________

Jowett, S. and Ryan, T. (1985)	 Skin disease and handicap: an analysis	Soc Sci Med.

____________________________________ of the impact of skin conditions.	20 :425-429.

Finlay, A.Y. and Kelly, S.E. (1987)	Psoriasis—an index for disability.	Clin Exp

Dermatol. 12:8-

_______________________________________________________ _____________________________________________________ 11.

Ramsay, B. and O'Reagan, M. (1988)	A survey of the social and	 Br J Dermatol.

________________________________________ psychological effects of psoriasis.	11 8:195-201.

Ginsburg, I.H. and Link, B.G. (1989)	Feelings of stigmatisation in patients	J Am Acad

with psoriasis.	 Dermatol. 20(1):

________________________________________ _______________________________________ 53-63.

Marks, R., Barton, S.P., Shuttleworth, D.	Assessment of disease progress in	Arch Dermatol.

and Finlay, A.Y. (1989)	 psoriasis.	 125:235-240.

Finlay, A.Y. and Khan, G.K. Luscombe,	Validation of sickness impact profile	Br J Dermatol.

D.K. and Salek, M.S. (1990)	 and psoriasis disability index in	123:751-756.

________________________________________________ psoriasis.	 _____________________

199 1-1995	 _________________________________ _______________

McHenry, P.M. and Doherty, V.R. (1992) Psoriasis: an audit of patients' views on	Br J Dermatol.

______________________________________ the disease and its treatment.	 127:13-17.

Kent, G. and Al-Abadie, M. (1993)	The Psoriasis Disability Index--further	Clin Exp

analyses.	 Dermatol.

__________________________________ ______________________________	18 :4 14-4 16.

Root, S., Kent, G. and al-Abadie, M.S.	The relationship between disease	Dermatology.

(1994)	 severity, disability and psychological	189:234-237.

distress in patients undergoing PUVA

treatment for psoriasis.

Finlay, A.Y. and Khan, G.K. (1994)	Dermatology Life Quality Index	Clin Exp

(DLQI)--a simple practical measure for	Dermatol.

______________________________________ routine clinical use.	 19:210-216.

Finlay, A.Y. (1994)	 Effect of cyclosporin A on quality of	Journal of

life in psoriasis and atopic eczema.	Dermatol

treatment.

5:suppl.1.S13-

_________________________________ ________________________________ S15.

Lewis-Jones, M.S. and Finlay, A.Y.	The Children's Dermatology Life	Br J Dermatol.

(1995)	 Quality Index (CDLQI): initial	 132:942-949.

validation and_practical_use.	 _________________

Finlay, A.Y. and Coles, E.C. (1995)	The effect of severe psoriasis on the	Br J Dermatol.

____________________________________ quality of life of 369 patients.	 132:236-244.

Zug, K.A., Littenberg, B., Baughman,	Assessing the preferences of patients	Arch Dermatol.
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RD., Kneeland, T., Nease, RE, Sumner,	with psoriasis. A quantitative, utility	131(5): 561-568.

W., O'Connor, G.T., Jones, R., Morrison,	approach.

E. and Cimis, R. (1995)	 ___________________________________ ________________

Fried, R.G., Friedman, S., Paradis, C.,	Trivial or terrible? The psychosocial	mt J Dermatol.

Hatch, M., Lynfield, Y., Duncanson, C.	impact of psoriasis.	 34(2): 101-105.

andShalita, A. (1995)	 _____________________ _______ _______________

Gupta, MA. and Gupta, A.K. (1995)	The Psoriasis Life Stress Inventory: a	Acta Derm

preliminary index of psoriasis-related	Venereol. 75(3):

_______________________________________ stress.	 240-243.

1996 -2000	 _____________________________________ _________________

Chren, M.M., Lasek, R.J., Quinn, L.M.,	Skindex, a quality-of-life measure for	J Invest

Mostow, E.N. and Zyzanski, S.J. (1996)	patients with skin disease: reliability,	Dermatol.

validity, and responsiveness.	 107(5): 707-713.

Nichol, M.B., Margolies, J.E., Lippa, E.,	The application of multiple quality-of-	Pharmacoecono

Rowe, M. and Quell, J. (1996)	 life instruments in individuals with	mics. 10(6): 644-

mild-to-moderate psoriasis.	 653.

Koo, J. (1996)	 Population-based epidemiologic study	Psychodermatolo

of psoriasis with emphasis on quality of gy. 14(3): 485-

______________________________________ life assessment	 496.

O'Neill, P. and Kelly, p. (1996)	 Postal questionnaire study of disability	BMJ. 3 13:919-

in the community associated with	921.

________________________________________________ psoriasis.	 _____________________

Nevitt, G.J. and Hutchinson, P.E. (1996)	Psoriasis in the community: prevalence, BrJ Dermatol.

severity and patients beliefs and	135:533-537.

________________________________________ attitudes towards the disease.	 __________________

Fortune, D.G., Main, C.J., O'Sullivan,	Assessing illness-related stress in	J Psychosom

T.M. and Griffiths, C.E. (1997)	 psoriasis: the psychometric properties	Res. 42(5): 467-

______________________________________ of the Psoriasis Life Stress Inventory.	475.

Rapp, S.R., Lyn Exum, M, Reboussin, D, The physical, psychological and social	J Health Psychol.

Feldman, S., Fleischer, A. and Clark, A.	impact of psoriasis.	 2(4): 525-537.

(1997)	 _________________________________ _______________

Leary, M.R., Rapp, S.R., Herbst, K.C.,	Interpersonal concerns and	 Health Psychol.

Exum, ML. and Feldman SR. (1998)	psychological difficulties of psoriasis	17(6): 530-536.

patients: effects of disease severity and

fear of negative evaluation.

Lundberg, L., Johannesson, M.,	 Quality of life, health-state utilities and	Br .1 Dermatol.

Silverdahl, M., Hermansson, C. and	willingness to pay in patients with	14 1:1067-1075.

Lindberg, M. (1999)	 psoriasis and atopic eczema.	 ________________

WahI, A., Mourn, T., Hanestad, B.R. and The relationship between demographic	Qual Life Res.

Wiklund, 1. '(1999)	 and clinical variables, and quality of	8(4): 319-326.

__________________________________________ life aspects in patients with psoriasis.	__________________
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Wahi, A., Hanestad, B.R., Wiklund, I.	Coping and quality of life in patients	Qual Life Res.

and Mourn, T. 2 (1999)	 with psoriasis.	 8:427-433.

Gupta, G., Long, J. and Tillman, D.M.	The efficacy of narrow-band ultraviolet Br J Dermatol.

(1999)	 B phototherapy in psoriasis using	140:887-890.

objective and subjective outcome

__________________________________________ measures.	 __________________

Badia, X., Mascaro, J.M. and Lozano, R. Measuring health-related quality of life	Br J Dermatol.

(1999)	 in patients with mild to moderate	141:698-702.

eczema and psoriasis: clinical validity,

reliability and sensitivity to change of

____________________________________ the DLQI. The Cavide Research Group.	______________

The impact of psoriasis on quality of life is listed by themes in Table 7.3.

Some studies are included in a theme because in that study the subscales of the QOL

instrument include a specific theme in the questionnaire. Some studies were

qualitative studies where statements were put to the participants directly. A summary

of these themes provides an explicit view of the impact of psoriasis on QOL.

Table 7.3. The impact of psoriasis on quality of life
Themes	 Studies

Shame and embarrassment	Jowett, S. and Ryan, T. (1985)

Ginsburg I.H. and Link B.G. (1989)

McHenry, P.M. and Doherty, V.R. (1992)

Fried, R.G., Friedman, S., Paradis, C., Hatch, M., Lynfield, Y.,

Duncanson, C. and Shalita, A. (1995)

Lewis-Jones, M.S. and Finlay, A.Y . (1995)

Gupta, M.A. and Gupta, A.K. (1995)

Chren, M.M., Lasek, R.J., Quinn, L.M., Mostow, E.N. and Zyzanski, Si.

(1996)

Koo, J. (1996)

Rapp, S.R., Lyn Exum, M, Reboussin, D, Feldman, S., Fleischer, A. and

________________________ Clark, A. (1997)

Lack of confidence	Jowett, S. and Ryan, T. (1985)

Anxiety	 Jowett, S. and Ryan, T. (1985)

Ginsburg, I.H. and Link, B.G. (1989)

Fried, R.G., Friedman, S., Paradis, C., Hatch, M., Lynfield, Y.,

________________________ Duncanson, C. and Shalita, A. (1995)

153



Gupta, M.A. and Gupta, A.K. (1995)

Koo, J. (1996)

Rapp, S.R., Lyn Exum, M, Reboussin, D, Feldman, S., Fleischer, A. and

________________________ Clark, A. (1997)

Anger	 Fried, R.G., Friedman, S., Paradis, C., Hatch, M., Lynfield, Y.,

Duncanson, C. and Shalita, A. (1995)

Lewis-Jones, MS. and Finlay, A.Y. (1995)
_________________________ Koo, J. (1996)

Depression	 Jowett, S. and Ryan, T. (1985)

Ginsburg, I.H. and Link, B.G. (1989)

Fried, R.G., Friedman, S., Paradis, C., Hatch, M., Lynfield, Y.,

Duncanson, C. and Shalita, A. (1995)

Lewis-Jones, M.S. and Finlay, A.Y. (1995)
________________________ Koo, J. (1996)

Flaking, itching, irritation Ramsay, B. and OReagan, M. (1988)

Ginsburg, 1.H. and Link, B.G. (1989)

McHenry, P.M. and Doherty, V.R. (1992)

Fried, R.G., Friedman, S., Paradis, C., Hatch, M., Lynfield, Y .,

Duncanson, C. and Shalita, A. (1995)

Lewis-Jones, M.S. and Finlay, A.Y . (1995)

_________________________ Koo, J. (1996)

Bothered by the appearance Ramsay, B. and OReagan, M. (1988)

of the condition	 Ginsburg, I.H. and Link, B.G. (1989)

McHenry, P.M. and Doherty, V.R. (1992)

Lewis-Jones, MS. and Finlay, A.Y. (1995)

Gupta, M.A. and Gupta, A.K. (1995)

Nevitt, G.J. and Hutchinson, P.E. (1996)

_______________________ Koo, J. (1996)

Lost time for work	Ramsay, B. and O'Reagan, M. (1988)

Finlay, A.Y. and Coles. E.C. (1995)

Fried, R.G., Friedman, S., Paradis, C., Hatch, M., Lynfield, Y.,

Duncanson, C. and Shalita, A. (1995)

________________________ Gupta, M.A. and Gupta, A.K. (1995)

Social withdrawal (life)	Jowett, S. and Ryan, 1. (1985)

Ginsburg, I.H. and Link, B.G. (1989)

Fried, R.G., Friedman, S., Paradis, C., Hatch, M., Lynfield, Y.,

Duncanson, C. and Shalita, A. (1995)

Lewis-Jones, M.S. and Finlay, A.Y. (1995)

Gupta, M.A. and Gupta, A.K. (1995)

Koo, J. (1996)

Rapp, SR., Lyn Exum, M, Reboussin, D, Feldman, S., Fleischer, A. and

________________________ Clark, A. (1997)

Sport, other activities	Lewis-Jones, M.S. and Finlay, A.Y, (1995)
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Gupta, M.A. and Gupta, A.K. (1995)
_________________________ Koo, J. (1996)

Sexual relationship	Ramsay and O'Reagan (1988)

_________________________ Koo, J. (1996)

Wished their death	Rapp, S.R., Lyn Exum, M, Reboussin, D, Feldman, S., Fleischer, A. and

________________________ Clark, A. (1997)

Table 7.3 shows that not only the physical impact, but also the psychosocial

impact of psoriasis on QOL is huge. According to the order of the themes, a brief

summary of these findings is now described.

Shame/embarrassment: Jowett and Ryan (1985) found that 89% of psoriasis

patients suffered from limited experienced of shame/embarrassment. When asking,

"What is the worst thing about your psoriasis?" McHenry and Doherty (1992) found

that 67% of patients reported their life-style was affected by psoriasis, The answers

included cosmetic, embarrassment and symptoms (itch, irritation, scaling). Rapp et al

(1997) found that embarrassment and shame over their appearance are common

experiences for psoriatics. Chren et al (1996) developed a 61-items self-administered

questionnaire called Skindex. This scale measures eight subscales, which are social,

emotional, discomfort, limitation, depression, fear, embarrassment, and anger.

Lack of confidence: Jowett and Ryan (1985) found that 42% of psoriasis

patients lacked confidence. A typical comment was "The worst thing is not being able

to communicate with people. I didn't used to look at people straight in the eyes, I

didn't like to go shopping when everyone was looking".

Anxiety: Jowett and Ryan (1985) found that 58% of psoriasis patients had

anxiety. Cassileth et al (1984) found dermatological patients reported lower mean

scores than members of the general public in mental health scores (anxiety,

depression, positive affect, emotional ties, loss of control and global mental health).

Fried et al (1995) found that 50% patients had moderate to extreme levels of anxiety
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simply about having the diagnosis of psoriasis. Fifty-six per cent of patients were

"remarkedly to extremely" anxious during their psoriasis flares.

Anger: Fried Ct al (1995) found that 46% of patients were "moderately to

extremely" angry during psoriasis flares. Forty-five per cent of patients reported

feeling anger about having the diagnosis of psoriasis, even between flares. In Skindex,

anger is one of the subscales been measured (Chren et al, 1996).

Depression: Jowett and Ryan (1985) found that 24% of patients experienced

depression. The Skindex scale also measures depression (Chren et al, 1996). Fried et

al (1995) found that 48% of patients reported they were moderately to extremely

depressed about having the diagnosis of psoriasis.

Flaking, itching, irritation: When asked about "the worst factor about having

psoriasis?", Ramsay and O'Reagan (1988) found that 31% of patients replied that

itching was the worst factor and 17% replied that flaking of the skin was the worst

factor.

Bothered by the appearance: Ramsay and O'Reagan (1988) found that 57% of

patients felt people stared at them because of their psoriasis. Forty eight per cent of

patients believed the worst factor about having psoriasis was the general appearance

of the skin. Nevitt and Hutchinson (1996) found that 53% of psoriasis patients

described themselves as "bothered" by the appearance of the condition.

Lost time for work: Ramsay and O'Reagan (1988) found that 37.1% of patients

had been off work for 1-8 weeks in the previous 12 months and 11.3 % for even

longer. Finlay and Coles (1995) found that among the 369 patients, 150 patients

currently working had a lost mean of 26 days from work during the preceding year.

Other studies have incorporated this variable in their QOL scales.

Social wiihdrawal and interpersonal relationships: Jowett and Ryan (1985)

found that 26% of patients felt that their psoriasis had caused frictions in their family

life. Forty per cent of people felt that their social life had been affected by their skin
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disease (psoriasis, acne and eczema). Twenty per cent of people who had psoriasis

reported that people had been unpleasant or made fun of them because of their

psoriasis. McHenry and Doherty (1992) found that social embarrassment, life

disruption and social withdrawal were common. Rapp et al (1997) found that the

social impact of psoriasis is broad and quite disabling.

Sport and other activities: Jowett and Ryan (1985) found that nearly 50% of

those patients with psoriasis said that their sporting activities had been curtailed

because of their skin and this was particular striking with regard to swimming.

Ramsay and OReagan (1988) found that large number of patients avoided swimming

and sunbathing because of their psoriasis (72 % and 60% respectively). Thirty four

per cent of psoriasis patients avoided going to a hairdresser. Koo (1996) found that

40% of psoriasis patients avoided playing sports because of their psoriasis.

Sexual relationships: Ramsay and O'Reagan (1988) found that 50% of patients

felt that psoriasis had inhibited their sexual relationships. Koo (1996) also measured

sexual relationships in his study.

Wished their death: Rapp et al (1997) recruited 317 psoriasis patients to

understand their functional disability, psychological distress, and disease-related

stressors. A striking finding was that one quarter of the total sample has at one time in

their life wished their death because of the disease and 8 % of respondents currently

think life is not worth living because of psoriasis.

A further classification of the impact of psoriasis on QOL is shown in Figure

7.2.
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Figure 7.2 The impact of psoriasis on patients' quality of life

An interesting finding is that the clinical assessment of psoriasis by clinicians

was not correlated to patient ratings. Root et al (1994) used the Psoriasis Disability

Index (PDI) and General Health Questionnaire (GHQ) to test the relationship between

disease severity, disability and psychological distress in 27 patients undergoing PUVA

treatment for psoriasis. It was found that psoriasis affects psychological distress and

that there was correlation between the PDI and GHQ. However clinical assessment

and patient subjective assessment were not the same. Chren et al (1996) also found

that the physicians' judgements of disease severity did not consistently correlate with

the Skindex scores.

With regard to the patients' willingness to pay for a cure for psoriasis, Finlay

and Coles (1995) used the 15 items PDI which has been validated by the UKSIP to

measure the effect of severe psoriasis on QOL and to assess the value that patients

place on their disease using various questionnaire techniques. It was a large-scale

study because it involved all 320 consultant dermatologists throughout the United

Kingdom. Seventy-one per cent (N=336) of patients said they would be prepared to

pay £1000 or more and 38% said they would pay £10,000, for a cure for their

psoriasis.
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There was one study discussing the appropriateness of applying the psoriasis

QOL scale in different countries (cultures). The PDI was originally developed in

Britain and Koo (1996) argued that because there may be a cultural difference in how

American patients experience the impact of psoriasis as compared with British

patients it may not be an appropriate instrument to use on the typical psoriasis patients

in the USA. Therefore, the Psoriasis Quality of Life Questionnaire, which developed

by Koo (1996), was applied to quantify the psychosocial impact of psoriasis and its

impact on the day-to-day living of its sufferers. The participants reported that the

worst things about psoriasis included: symptom-related problems (e.g. itching,

scratching, soreness) and appearance-related problems (e.g. unsightly physical

appearances, flaking, embarrassing condition, no cure, others notice or ask questions,

and must constantly apply treatments).

In spite of disease-specific QOL instruments, some studies applied a generic

Q OL scale to compare the differences between psoriasis patients and the general

population. In an SF-36 study in Sweden, Lundberg et al (1999) showed that

compared with the mean values for general populations (87.9 for PF, 83.2 for RP, 74.8

for BP, 75.8 for GH, 68.8 for VT, 88.6 for SF, 85.7 for RE and 80.9 for MH) the mean

values of patients with psoriasis were 77.3 for PF, 64.5 for RP, 62.7 for BP, 60.7 for

GI-I, 54.7 for VT, 80.8 for SF, 67.0 for RE and 71.1 for MH. Figure 7.3 shows the

discrepancies between the two health profiles.
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Figure 7.3 The SF-36 health profiles for the general population and for patients with
psoriasis.

To promote the quality of life for psoriasis patients, Wahi et al 2 (1999) added a

coping scale to measure QOL and found that psoriasis patients who more frequently

employed optimistic and normalising coping strategies reported better mental health.

It was suggested that the patient group in a hospital setting should incorporate

education about coping skills which strengthens the patients' optimistic, normalising

and confronting strategies related to handling living with psoriasis. In this study, the

mental and physical health scores of the SF-36 for psoriasis patients were 45.4 and

44.6 which is lower than for the general population. In another study, the same group

of researchers found that demographic and clinical variables combine to explain

variance in health status (SF-36 scores), the perception of living with psoriasis and

overall quality of life (Wahi et al', 1999).

With regard to the effectiveness of treatment for psoriasis, Gupta et al (1999)

used measures such as the PDI, the Psoriasis Area and Severity Index (PAST) and the

Dermatology Global Assessment (DGA) to assess the efficacy of narrow-band

ultraviolet B (UVB) with 100 consecutive psoriasis patients. After three months of
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follow-up the PAST, DGA and PDI had fallen significantly (P <0001) which shows

that UVB is safe and effective for psoriasis.

7.3.2 THE EFFECTIVENESS OF CHINESE MEDICINE FOR PSORIASIS

Surprisingly all the Chinese articles collected are only one or two pages in

length. Among the nineteen articles three were not full articles and had lost their final

page. The page numbers in articles 8 and 9 are different from the page numbers listed

in the database. This infers that the Chinese database does not provide precise page

numbers. Only four studies had a control group in study design and only one study

mentioned randomisatjon. Six studies had no discussion section. Among the sixteen

complete articles, only four listed references at the end. A summary of the articles is

provided in Table 7.4. None of the articles used the QOL scales reviewed in the

previous section.

Table7. 4 A summary of Chinese articles	___________ __________ __________
________ Sample size	Control	Randomisation	Discussions	Reference	Full article

1	275	_________	Not mentioned _____________	X	___________
2	96	X	 X	 X	 X	________
3	89	X	 X	 __________	X	___________
4	150	x	x	 x	x	_______
5	50	___	X	______ _____ ____
6	78	X	 X	 X	 X ____
7	100	X	x	____________	x	__________
8	39	X	 X	____________ ___________ ___________
9	 109	X	 X	 X	 X	_______
10	190	X	 X	_____________ ___________ ___________
11	53	 ' (mentioned in

_________ _______________ ____________	text)	________________ ______________ ____________
12	215	X	 X	 X	 X	______
13	100	X	 X	 unknown	unknown	X
14 148 ___	X	_____ ____ ____
15	116	X	 X	 X	 X	 ___
16	96	_________	Not mentioned _____________	X	___________
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17	88	_____	Not mentioned	unknown	unknown	>(

18	53	X	 X	______ X _____
19	25	 X	 X	 unknown	unknown	x

Total___________	4	 1	 10	 4	 16

Table 7.5 lists the sample size, treatment, outcome measure, and results for

each article. The articles were rather brief and on several occasions it was difficult to

establish the meanings of sentences.

The main ingredient of treatments in trials 1 to 5 was Indigo Pulverata,

combined with other Chinese herbs. In trails 6 to lithe main ingredient was Radix

Tripterygii Wilfordii. In trials 12 to 19 the principle of the treatment was based oct the

individual's symptoms and signs (3IE) and there was no main ingredient. A full

list of the botanical names of the herbs in these nineteen studies can be seen in

Appendix I.

Table 7.5 A summary of sample size, treatment, outcome measure and results in
nineteen articles.
- Sample size	Treatment	 Outcome measure	 Result

275,	Treatment: 154 cases,	Total recovery: area of skin	Treatment group:

The	 (Indigo damage reduced by over 90%	Total recovery: 50

sampling	Pulverata) , 4	Remarkably Effective: area of	(32.5%)

method was	tablets/tid for one	skin damage reduced by 60% to	Remarkably Effective:

according to month; 26 cases	90%	 53 (34.4%)

the date of	combined with other	Effective: 30% to 60%	Effective: 35 (22.7%)

attending at	treatments	 No effect: area of skin damage	No effect: 16 (l0.4%)

the clinic	Control Group:	reduced by less than 30%.

121 cases, Indigo	 Control group:

Pulverata 6 grani/tid,	 Total recovery: 34

combined with other	 (28.1%)

topical treatments such	 Remarkably Effective:

as 5% sulphur, 0.3%	 38(31.4%)

Dexamethasone	 Effective: 30 (24.8%)

___________ _____________________ _____________________________ No effect: 19(15.7%)

2	96	Treatment:	 no description of outcome	Total recovery: 47
____________ (Indigo Pulverata), oral measure	-	 Basic recovery: 8
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tid, one month (one	 Remarkably Effective:
regimen). Initially the	 28
treatment lasted for one	 Effective: 7
month, then the whole

treatment continued for
2-6 regimens, The

treatment was

discontinued between

each regimen for one

week.

- _____________ No control group	______________________________ _______________________

3	89	Treatment:	 Total recovery: the symptoms	Total recovery: 32

with mixed herbs	disappeared.	 Effective: 42

(mainly Indigo	Effective: area of skin damage	No effect: 15

Pulverata), 6 gramltid,	reduced by over 50%

one month initially (one No effect: no change in

regimen). If the	symptoms.

treatment was effective,

then it was continued

for a 2nd and 3rd

regimen. If the

treatment was not

effective in the first

regimen, the treatment

was stopped.

- ____________ No congroup	_____________________________ ______________________

4	150	Treatment:	with	Total recovery: area of skin	Total recovery: 74

mixed herbs (mainly	damage disappeared without	Remarkably effective:

Indigo Pulverata), qd.	relapse for one year.	 59
Regimen: average for	Remarkably Effective: the	Effective: 11

one month.	 symptoms improved remarkably. No effect: 6

Effective: symptoms improved.

- _____________ No control group	______________________________ _______________________

5	50	 Treatment:	 Total recovery: the symptoms	Total recovery: 13

	

(Indigo Pulverata)	disappeared.	 Remarkably Effective:

6 gram/tid for one	Remarkably Effective: area of	30

month	 skin damage reduced by 66.7%.	No effect: 7

No effect: area of skin damage	Effective rate: 86%

____________ No control group	reduced less than 66.7%.	______________________

6	78	 Treatment:	 Total recovery: the symptoms	Total recovery: 40
____________ (each tablet contains 33 disappeared completely or only a (5 1.3%)
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tg Radix Tripterygii	few damaged areas of skin	Remarkably Effective:

Wilfordii) 2 tablets/tid	remained.	 18 (23.1%)
for one month,	Remarkably effective: skin	Effective: 14 (17.9%)

maximum three	damage area reduced by over 60 No effect: 6 (7.7%)
months.	 %, without relapse

Effective: skin damage area

No control group	reduced by over 30 %
No effect: skin damage area

reduced by less than 30 %.

7	100	Treatment: mixed herbs Total recovery: the symptoms	Total recovery: 43
(mainly with	 disappeared completely.	Remarkably Effective:
Radix Tripterygii	Remarkably effective: skin	27
Wilfordii), qd, for 30	damage area reduced by over 70	Effective: 20

dosages	 %, without relapse	 No effect: 10

Effective: area of skin damage

No control group	reduced by 30 % to 60%

No effect: area of skin damage
______________ ________________________ reduced by less than 30 %.	____________________

8	39	 (Radix	Total recovery: the symptom	Total recovery: 22
Tripterygii Wilfordii)	disappeared completely, some	(56.4%)

) 1-1.5 mg/kg divided	pigmentation remained.	Improved: 15 (38.5%)

into three dosages, tid,	Improved: skin damage area	No effect: 2 (5.1%)

regimen: 2-6 months,	reduced by 80%	 Overall effective rate:

with water bath qd, 20	No effect: other conditions.	94.9%

minutes per time, water

_____________ temperature: 37 to 38 C ______________________________ _______________________

9	109	W2i	(Radix	No description of outcome	Total recovery: 38
Tripterygii Wilfordii)	measure	 (34.9%)
1L 6 tablets/tid	 Remarkably improved:

36 (33.0%)

No control group	 Improved: 30 (27.5%)

No effect: 5 (4.6%)

Overall effective rate:

____________ ____________________ ___________________________ 95.4%
10	190	 J(Radix	Total recovery: skin damage area Total recovery: 52

Tripterygii Wilfordii)	totally disappeared or only a	(27.4%)

Syrup 10-15 mI/tid,	little spotting remained.	Remarkably improved:

treatment regimen: one	Remarkably effective: area of	67 (35.3%)

month	 skin damage reduced by over 50	Improved: 53(27.9%)

No effect: 18(9.4%)

No control group	Effective: area of skin damage	Overall effective rate:

_____________ ______________________ reduced by over 20 %.	 90.6%
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No effect: area of skin damage
_____________ ______________________ reduced by less than 20 %.	_______________________

11	53	 Treatment group: 30	Time for skin damage areas	Treatment group: 26.5
cases,	(Radix	disappeared completely.	days
Tripterygii Wilfordii)

tablet	 Control group: 39.9

2Omg/tid;	 days.

Control group: 23

cases,

One antibiotic, mixed

herbs IV, vitamin,

antihistamine. Topical

_______________ corticosteroid.	__________________________________ _________________________

12	215	 (mixed	Total recovery: skin damage area Total recovery: 90

herbs)	 totally disappeared or only a	(41.86%)
little spotting remained, no new	Remarkably improved:

No control group	area of skin damage.	 70 (32.5%)

Remarkably effective: skin	Improved: 39 (18.1%)

damage area reduced by over 75 No effect: 16

Effective: skin damage area

reduced by over 35 to 70 %.

No effect: skin damage is not

- ____________ _____________________ remarkedly improved.	______________________

13	100	 (mixed	Total recovery: area of skin	Total recovery: 51

herbs)	 damage disappeared totally.	Remarkably improved:

Remarkably effective: area of	39
No control group	skin damage disappeared totally,	Improved: 8

still a little spotting remained.	No effect: 2

improved: skin damage area

reduced by over 50%.

14	148	 gt(mixed	Total recovery: skin damage area Total recovery: 59

herbs)	 disappeared totally, only little	Remarkably improved:

spotting remained, no relapse in	54

No control group	one year.	 Improved: 25

Remarkably effective: skin	No effect: 10

damage area reduced by over

than 50%.

Effective: skin damage area

reduced by 20% to 50%.

No effect: no improvement after

____________ ___________________	20 days treatment.	 ______________________
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15	116	 E(mixed	Total recovery: symptoms totally Total recovery: 56

herbs)	 disappeared, temporary pale	Improved: 60
spots remained. No relapse in	No effect: 0

No control group	two years.
Effective: Most of the area of

skin damage disappeared and the
damaged area flattened.

No effect: the symptoms

- _____________ ______________________ remained unchanged.	 ______________________

16 96	Treatment group: 66	Total recovery: area of skin	Treatment group:
cases,	IE'I	 damage totally disappeared, little Total recovery: 38
(mixed herbs), for 3-16	spots remained.	 (57.7%)

weeks treatment.	Remarkably effective: area of	Remarkably improved:

Followed for one year.	skin damage reduced by over	13 cases (19.7%)

85%, no new damage area,	Improved: 9 (13.6%)

Control group: 30	Effective: area oskin damage	No effect: 6 (9.0%)

cases, western	reduced by over 60%, no new	Overall effective rate:
medicine, 100mg tid,	damaged area.	 90.9%

for three weeks	No effect: area of skin damage

reduced less than 40%.	Control group:

Total recovery: 9 (30%)

Remarkably improved:

2 cases (6.7%)

Improved: 8(26.7%)

No effect: 11(36.6%)

Overall effective rate:

63.4%

17 88	 Treatment group: 64	Total recovery: area of skin	Treatment group:

cases, JE?if(mixed damage totally disappeared or	Total recovery: 8

herbs), for one month.	reduced by over 95%.	 (12.5%)

Improved: area of skin damage	Improved: 43 (6?.2%)
Control group: 24	reduced by over 50%.	 No effect: 13(20.3%)
cases, topical ointment,	No effect: damaged area reduced

bid to tid, for one	by less than 50%.	 Control group:

month.	 Total recovery: 1

(4.2%)

Improved: 8(33.3%)

____________ _____________________ _____________________________ No effect: 15 (62.5%)
18	53	 mixed	According to the guidelines for	Total recovery: 30

herbs)	 evaluating the efficacy of	Remarkably improved:

_____________ _______________________ medicine	 9 ____________________
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No control group	Total recovery: area of skin	Improved: II

damage totally disappeared or	No effect: 3

little spotting remained.	Clinically cure rate:

Remarkably effective: area of	56%

skin damage reduced by over	Overall effective rate:

70%.	 92.5%

Effective: area of skin damage

reduced by 30% to 60%.

No effect: area of skin damage

recovered less than 30%, or the

symptoms worsened.

19	25	 (mixed	No description of outcome	All were cured within

herbs), added with	measure,	 one to 5 months,

topical treatment	 average 3 months.

Nocontrol group	_______________________________ ______________________

No further evaluation of the effectiveness of Chinese medicines treatments

was performed because only one study met the basic criteria for a sound clinical trial

and its sample size is rather small (N53). However since these articles have been

published in Chinese, an English version of these articles could help those who cannot

read in Chinese to understand the studies in more detail. A dictionary of Chinese-

English traditional Chinese medicine was used for the confirmation of Chinese

herbals' botanical names (Ou, 1992). A web site based in Taiwan's Chinese medical

school was also used to check the botanical names of Chinese herbals in these trials.

The English version of these articles has not been validated and therefore is not

included in this thesis.

7.4 DISCUSSION

http://www.ccmp.gov.tw/3/3-2.htm, last accessed, 26/03/2000).
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7.4.1 THE IMPACT OF PSORIASIS ON PATIENTS' QUALITY OF LIFE

The narrative review has several findings. Firstly, it is obvious that most of the

psoriasis quality of life instruments were originally developed and tested in Britain.

One noteworthy thing is that when applying subjective outcome measures two studies

conducted in other countries ignored the potential cultural discrepancies between

QOL instruments. The study conducted in Norway simply applied PDI (U.K. version)

without mentioning the adaptation of PDI into a Norwegian version, though the

Norwegian SF-36 was applied. Another study conducted in Sweden also did not

mention the adaptation of the DLQI scale (U.K. version), though the SF-36 Swedish

version was applied. Nichol et a! (1996) simply applied a fifteen-item PDJ in their

USA study. Only Koo (1996) argues that the PDI may not be an appropriate

instrument to use on the typical psoriasis patients in the USA and therefore developed

a Psoriasis Quality of Life Questionnaire.

Secondly from the patients' viewpoint, the psychological impact of psoriasis

on quality of life is no less important than its physical impact. Jowett and Ryan (1985)

found shame/embarrassment were reported by the majority of interviewees as the

worst consequence of their condition. Those who did not report such feelings were

distinctive only with regard to age of onset in that they were more likely to have their

psoriasis either later in life than the rest of the interviewees. McHenry and Doherty

(1992) quoted Stankler's study that the "worst thing" about having psoriasis was the

embarrassment caused by its appearance and the restriction this placed on activities.

Embarrassment was maximised when "socially visible" areas of the skin were

involved. In addition, Ginsburg and Link (1989) quoted Baughman and Sobel's study

where patient's ranked "embarrassment over one's appearance" as the most severe

consequences, whereas dermatologists ranked it lowest. The review also found that it

is not unusual that a physician's judgement of disease severity does not correlate with

the patients' subjective evaluations Chren et al (1996) found that there was no
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correlation between a physician's judgement of the clinical severity of skin disease

and the Skin scale scores (PO.3).

From the review, it also shows that compared with other disease conditions the

measurement of QOL in psoriasis is a relatively new area of interest as there is still no

full agreement in dermatology about the measurement of an effective treatment. The

Psoriasis Area and Severity Index was first described in 1978 as a method of

quantifying the extent of psoriasis and since then has been frequently used to assess

disease severity. However when used alone it has been criticised due to its lack of

reliability (Marks et al, 1989). Though Marks et al (1989) suggested a need for better

objective measures of psoriasis severity after decades the trend has turned to

subjective evaluations of QOL.

The development and applications of QOL scales for psoriasis patients has

important implications. These QOL scales were developed by clinicians and the

psychosocial impact of psoriasis has been recognised by clinicians in the assessment

of severity of psoriasis. Thus obviously in the future the focus will be on the overall

impact of psoriasis on QOL not only on its physical impact. However there is

criticism of the development of these scales. Ashcroft et al (1998, 1999) examined

skin diseases scales such as PDI, PLSI and DLQI and argued that findings from such

scales are not sufficient to indicate their validity. It is said that these QOL scales have

been developed with a rather small sample size and the results may not be reliable

with a larger population. Ashcroft et al (1998, 1999) suggest that a wider population is

needed to assess whether these scales are ready for a more widespread

implementation. Due to the difficulty of recruiting patients it is understandable that

small sample size is inevitable in studies of psoriasis patients. However as long as the

psychometric properties are acceptable there is no reason for this to be a problem.

In the early days (199O) the focus on the impact of psoriasis was directed

towards its physical and psychological impact. According to the researchers' interest

and background they restricted the studies mainly on the specific impact of psoriasis.
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At this stage numbers and values were more likely to be descriptive (e.g. percentage

of numbers of patients answered "yes" to a question). Though the questions were

more limited they helped us to understand how psoriasis patients value their disease

condition and its impact on quality of life. However, after 1990 the measure of quality

of life for psoriasis patients focused on the overall quality of life, measured by

standardised QOL instruments. Questionnaires such as the PDI, the Skindex, the

DLQI and the PLSI have been developed and tested by using a gold standard

instrument such as the SF-36.

When conducting studies, findings such as the ignorance of cultural

discrepancies, differences between clinical assessment and patient subjective

assessment in evaluating the quality of life (Sprangers and Aaronson, 1992) and

criticism of small sample size in developing psoriasis QOL scales by Ashcroft et a!

(1998, 1999) made the author think of some questions which are rarely discussed in

QOL research. The questions include, "Do we definitely need standardised

questionnaires to measure QOL?"; "Can we simply focus on the understanding of

patients' needs and satisfr those needs?"; "What is the implication of the correlations

between PDI scores and SF-36 scores?" There is no satisfactory way to answer these

questions but it is useful to understand the properties of natural and social science

before we conduct a meaningful research.

For early studies in the review qualitative interviews or questionnaires were

used to understand what patients think about their disease condition. The purpose is

not to build causal explanation, is understanding. Qualitative studies provide

understanding of the attitudes and beliefs held by the patients. The benefit of these

findings is to understand what is out of physicians' expectations. However, the

development of QOL questionnaire is usually derived from a group of participants by

conducting a content analysis after interviews (Skevington et al, 1997). An item is

more likely to be included in a QOL scale if that item is more likely to be mentioned

by the participants in the interview phase. Those items included in a QOL
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questionnaire will only represent the normative opinions about a disease but at the

same time to some extent lost its breadth. The lost in breadth may undermine the

application of a QOL scale to the individual.

Moreover, when we develop the standardised QOL scales to understand the

meaning of score differences in the general population and specific patient groups, the

author feel that we have come full circle. We can measure the score differences

between groups but we are still not able to decipher the meaning of different scores.

No matter using the SF-36 or the PDI, we are still not able to discover the clinical

implications of a 2-point difference in a subscale. In other words, the finding are

qualitative not quantitative. An immediate question would be, "To understand the

impact of psoriasis on QOL, what is the difference between qualitative studies

conducted in the early days and quantitative measures in demand today?" Another

issue is that it is easy to build causal relationships between SF-36 and PDI to prove

the PDI is a valid measure but a prerequisite is believing the SF-36 to be a gold

standard. However, some people have argued that there is no gold standard in QOL

studies (Spilker, 1996). Conclusively, there are complex levels of signification and

meaning. There are contradictions that immediately arise when we attempt to

understand QOL by using quantitative measures. From the narrative review my

understanding of the relationship between psoriasis and QOL is that causal

explanation and technical understanding are considered to be two very different

things. A full investigation of these discrepancies is not the purpose of this thesis and

can be found in philosophy of scientific research. Further arguments will be seen in

Section 8.4.2.

7.4.2 THE EFFECTIVENESS OF CHINESE MEDICINE ON PSORIASIS

Chinese medicine has been reported to be effective on other skin diseases

such as atopic eczema (Latchman et al, 1996). Unfortunately this review shows that
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the Chinese clinical trials we retrieved were not well designed and that none of them

mentioned the QOL measurements that were used in Western studies.

It was found that the clinical outcome measures of psoriasis treatment in

Western medicine and Chinese medicine are extremely different. In Chinese clinical

trials the outcome measures were based on the area of damaged skin were not exactly

defined. Typical criteria in Chinese articles read:

Total recovery = over 90% of skin damage disappeared
Remarkably Effective = reduction in skin damage of 60% to 90%
Effective reduction in skin damage of 30% to 60%
Not effect Less than 30% reduction or no effect.

There was no description of how the skin area was measured unlike in the

PASI used in Western medicine. Such scales are arbitrary and not concerned with the

psychological impact of psoriasis except trial 8. In trial 8 it was found that 21 cases

(53.8%) had anxiety, 17 cases (43.6%) had fear and 25 cases (65.2%) were lacking in

confidence. In addition, although these articles were published between 1991 and

1996 none of the studies used QOL scales that have been used in Western medicine to

measure the outcomes.

The study design of these clinical trials was another problem. Since each

report is no more than two pages there was little information on essential features

which could be evaluated (such as randomisation, allocation of sample and control

group). Two letters were sent to the authors of the first two articles to ask for more

detailed information about the clinical trials but one was returned undeliverable and

the other one received no reply.

Since there were no high quality trials to be combined in a meta-analysis, the

author was suggested to translate all these articles into English. In order to make the

study more qualitative-based, the provision of English botanical names and the

172



corresponding Chinese names can be seen in Appendix I, though some of them could

not be found with limited resources. The purpose of translating these articles into

English is to provide both researchers and health professionals with a detailed view of

these Chinese clinical trials and help to understand their focus. The translated versions

of these articles are not included in this thesis.

The Chinese databases provide a more convenient way to access Chinese

medical articles than the traditional hand-search approach. The only concern was that

three out of the nineteen articles collected were not full articles. The author reported

this to Taiwan and the committee of the database replied that a better service will be

provided in the near future. Since the Chinese electronic database is a joint-project

between Taiwan and the USA, it has more funding to build a sounder database. Thus

it is suggested that future studies using these databases, especially the database in

Taiwan should be carried out. If interlibrary loans are needed any researcher would be

wise to remind the librarians to be aware of photocopying the correct pages in the

articles.

7.5 CONCLUSIONS

In the review of QOL scales for psoriasis it is concluded that the impact of

psoriasis is not only physical but also psychosocial. Traditional measurement such as

the PASI is no longer sufficient to measure the severity of psoriasis. In the future

outcome measures of psoriasis should apply instruments where the psychosocial

impact is included.

The review of effectiveness of Chinese medicine for psoriasis indicates that

there is not enough evidence to support the use of Chinese medicine for psoriasis.

However the Chinese databases did provide more Chinese clinical trials than the

databases in the English language. In the future, clinical trials of Chinese medicine
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require more sound study design and valid scales. Finally, it is suggested that in the

future review work should include Chinese databases in any systematic review of

Chinese medicine.
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Chapter 8 Summary, conclusions and future research
directions

True science teaches, above all, to doubt, and to be ignorant.

--Miguel de Unamuno

8.1 INTRODUCTION

The main aim of the research presented in this thesis was to undrstand the

health-related issues of Chinese medicine and Chinese people living in Britain. The

first study (reported in Chapter 3) aimed to understand Chinese people' attitudes,

beliefs and intention to use Chinese and Western medicine, as well as test the

applicability of the theory of planned behaviour in predicting the intention to use CM

and WM. The second study (reported in Chapter 5) measured the Chinese SF-36

(Lam, 1998) to understand the health-related quality of life (HRQOL) of the Chinese

people in Britain. The third study (reported in Chapter 7) reviewed the effectiveness

of Chinese medicine for the treatment of psoriasis and the impacts of psoriasis on

quality of life.

This chapter details the main findings, implications and recommendations of

the research reported in this thesis. The implications of these findings for social

cognitive models of health behaviour will be discussed and the implications for

Chinese SF-36 data are addressed. Ideas for future research will be offered.

Confucius said, "Real knowledge is to know the extent of one's ignorance." In

the Section 8.4.2, a critical evaluation of the restrictions of methodologies applied in

health psychology and quality of life research is also conducted.
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8.2 SUMMARY OF THE MAIN FINDINGS

8.2.1 BELIEFS OF CHINESE PEOPLE ABOUT THE USE OF CHINESE AND

WESTERN MEDICINE

The main five attitudes and beliefs of Chinese people in using medicine are:

1. Western medicine works quicker than Chinese medicine.

2. The use of Western medicine has more drug side effects than the Chinese medicine.

3. Chinese medicine is proper for use in regulating health status.

4. Western medicine is more scientific-based than Chinese medicine.

5. Chinese medicine is more effective in treating chronic diseases than Western

medicine.

8.2.2 USING THE THEORY OF PLANNED BEHAVIOUR TO PREDICT THE

INTENTION OF CHINESE PEOPLE TO USE CHINESE AND WESTERN

MEDICINE

This study suggests that the TPB is a useful model to understand behaviours in

the use of CM. Compared with the use of WM, it was found that the sum of normative

beliefs and motivation to comply is an important factor in the use of CM. A complete

TPB model with other facilitating and inhibiting factors may be used to predict

behaviours in future studies.

8.2.3 THE HEALTH-RELATED QUALITY OF LIFE OF THE CHINESE

PEOPLE LIVING IN BRITAIN

The results of this study established the scaling assumptions and construct

validity of the Chinese SF-36. Thus, the Chinese SF-36 can be scored using the
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standard scoring algorithms. The lower mental health of Chinese people in Britain

could be an implication for the health care service to conduct research in order to

understand the Chinese people's mental health needs.

8.2.4 SYSTEMATIC REVIEWS OF THE EFFECTIVENESS OF CHINESE

HERBAL TREATMENTS FOR PSORIASIS

The findings in Chapter 7 show that there is insufficient evidence to support

the effectiveness of Chinese medicine in the treatment of psoriasis. However, they

suggest that any future reviews of Chinese medicine should include the Chinese

databases in systematic review to avoid publication bias. Moreover, it was concluded

that the impact of psoriasis is not only physical but also psychological and that

outcome measures of psoriasis should include the measurement of its psychological

impact.

8.3 IMPLICATIONS

8.3.1 IMPLICATIONS OF THE THEORY OF PLANNED BEHAVIOUIRAL

MODEL IN THE USE OF CHINESE AND WESTERN MEDICINE

The findings in chapter 3 indicate that both attitudes and subjective norms are

significant in Chinese people's intention to use Chinese medicine. This suggests that

the theory of planned behaviour can be used as a model to understand Chinese

people's use of medicine, in particular in the use of Chinese medicine. Attitudes in the

use of Chinese medicine seem to come from the social environment (i.e., parents and

friends.
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These findings can be applied to medical education and will help medical and

pharmacy students to understand more about what Chinese people think about CM

and WM.

The importance of using a psychological perspective in a study is another

issue to be addressed. As mentioned earlier, the major health problems in many

countries today no longer come from infectious diseases but from chronic diseases

that develop, continue or return over a long period of time. The psychological impact

of these chronic diseases cannot be ignored. A good model of a psychological

perspective is helpful to understand health behaviours. Researchers in pharmaceutical

care (see Glossary) who are especially interested in medication-taking behaviours can

apply the TPB to understand how patients think and behave with regard to the use of

medicine.

8.3.2 IMPLICATIONS FOR HEALTH CARE PROVIDERS AND POLICY

MAKERS

The attitudes and beliefs of Chinese people towards Chinese and Western

medicine reported in Chapter 3 provide information for health practitioners to

consider with regard to cultural characteristics while they are providing health care

services. This will increase the practitioner's understanding of whether, when and

why Chinese patients seek help, to what extent they follow advice and also how this

will influence the outcome of treatment.

In chapter 6 the study reported that the Chinese people in Britain have more

mental problems than the general population. Although the low scale scores in mental

health could be caused by other factors, according to previous studies the inference of

mental problems among Chinese people is convincing and should be noticed.

Government and policy makers should pay more attention to this ethnic group.
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For dermatology practitioners, the results in Chapter 7 provide information

about the weak evidence for the use of Chinese medicine.

8.3.3 IMPLICATIONS FOR CHINESE SF-36 USERS

The data reported in chapter 6 indicated that the Chinese SF-36 met the

psychometric requirement and can be used for other Chinese health surveys. Future

studies can apply the scale to Chinese people in Britain. However, the author is

concerned about its applicability in cross-cultural comparisons and in this respect

there needs to be more research to accumulate Chinese norm data (this is currently

being undertaken by Dr. Lam).

8.3.4 IMPLICATIONS FOR CHINESE MEDICINE USERS

The review in chapter 7 concludes that there is as yet no supportive evidence

on the effectiveness of Chinese medicine for the treatment of psoriasis. Patient with

psoriasis should not expect too much of Chinese medicine. However, it is important to

mention that in this study reviewed only three different Chinese medicine treatments.

Future research is needed to validate the effectiveness of other Chinese treatments.

8.3.5 IMPLICATIONS FOR CHINESE MEDICINE RESEARCHERS

The review suggests that in the future clinical researchers in Chinese medicine

need to establish more sound clinical trials to evaluate the effectiveness on the

treatment of skin diseases. Chinese researchers need to consider the criteria of

outcome measure, sample size, study design (e.g. the inclusion of a control group and

randomisation). In addition, they need to be aware of the latest development in

outcome research for dermatology in Western clinical trials.

179



8.4 THE PROBLEMS OF METHODOLOGIES IN SOCIAL

COGNITION MODELS AND QUALITY OF LIFE

8.4.1 CRITIQUE OF SOCIAL COGNITION MODELS

Social cognition models provide a framework for increasing our understanding

of a wide range of health behaviours. In general, social cognition models are more

precise than demographic factors in predicting health-related behaviours (Conner and

Norman', 1996). Their application provides us with an opportunity to explain health

behaviour from a psychological perspective. However, there are distinct

disadvantages to this approach. The HBM, PMT, and TRA (TPB) are three relatively

well established models that have been adopted in a number of studies. In 8.4.1 an

individual and general critique of the approach taken by social cognition models is

provided. Firstly, the criticisms of each model are presented. This is followed by their

common shortcomings.

The health belief model (HBM) has been criticised for a number of reasons.

Rosenstock et al (1988) argued that the vast majority of studies using the HBM

reported in the literature have failed to establish validity or reliability to model testing.

Another problem is the confusion about the relationships among the HBM

components, which can also be seen in the TPB. Other criticisms include the

exclusion of emotional factors (i.e., fear and denial), obscure interrelationships

between core beliefs and the emphasis on the individual (Ogden, 1997).

The protection motivation theory (PMT) has received less criticism than the

HBM because of the addition of factors such as self-efficacy. However, Schwarzer

(1992) has criticised the PMT because it does not clearly examine behaviour in terms

of process and change. The PMT is also been criticised for its claims that individual

are rational information processors (Ogden, 1997).
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The theory of planned behaviour (TPB) provides a framework for empirically

identified factors which intervention efforts should address. However, it is important

that selection of the specific beliefs must be done carefully (Conner and Norman 2,

1996; Montaño et a!, 1997). Selecting fewer beliefs may not be effective to examine

intention. In addition, Schwarzer' (1992) has criticised the TPB because it omits a

temporal element. Another concern is the gap between intention and behaviour. The

TPB assumes that intention is directly linked to behaviour, however, in many studies

there is a gap between intention and behaviour. Gollwitzer (1993) proposed

implementation intentions to bridge the gap. The distinction between implementation

intentions and goal intentions is that the former commits the individual to a specific

behaviour when certain environmental conditions are met; in doing so implementation

intentions help to convert goal intentions into actions. Orbell and Hodgkins (1994)

found that making implementation intentions significantly increased the possibility of

performing breast self-examination among female undergraduates.

In spite of the criticisms in the individual models, the efficacy and applications

of social cognition models in general have also been criticised. Firstly, studies do not

always obtain good or consistent results (Conner and Norman , 1996; Abrams et al,

1997). Sheppard eta! (1988) found 10 per cent of studies using the theory of reasoned

action (TRA) reported correlations between behaviour and behaviour intention below

0.2.

Moreover, some of the studies using social cognition models have focused on

factors which are not changeable e.g. past behaviour (Ajzen, 1991). In several studies

past behaviour was found to be the best predictor of future behaviour (Ajzen, 1991;

Conner and Sparks, 1996). The focus on past behaviour might have added some

explanatory power to predicting future behaviour but in reality the support has done

little to help change behaviour. Abrams et al (1997, p466) suggested that, "We all

need researchers to return to our roots in the basic science of behaviour change, and

focus research question on the gaps in our knowledge about mechanisms that enhance
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change and dissemination." If we agree that the assumptions of the social cognitive

models are to "change" behaviour, then future studies should focus on factors that are

modifiable.

Measurement issues have also been discussed in health behaviour research.

Frequently behaviour is measured on a single occasion in a single context. The single

occasion may not be representative of the typical behaviour of an individual and this

may overestimate or underestimate the relationship between social cognition variables

and behaviour. For instance, Ajzen (1988) argued that researchers should measure

behavioural tendencies rather than single instances of behaviour.

Further interest has focused on the theoretical comparisons. Cummings et al

(1980) argued that there is considerable overlap between the various constructs

contained within the models. Hochbaum (1983) argued for the inclusion of self-

efficacy in the HBM and Rosenstock et al (1988) have similarly considered the

overlap between the perceived barrier of the HBM and self-efficacy. Schwarzer 2

(1992) argued that perceived behavioural control should be simply relabelled as self-

efficacy.

Although social cognition models have been widely tested in different health

behaviours, the applications of these models in practice have been limited (Abrams et

al, 1997). Health psychologists and health educators are cautious in the use of

theoretical approaches in their program development and evaluation. However, the

barriers to applying these models are rarely addressed. Failure to acknowiedge

conflicts between theory and practice will result in missed opportunities and will

make these theories impossible in practice. Health educators are advised that theory

will strengthen practice, but strategies for operationalising theory for application are

seldom emphasised or examined. In other words, such models may provide us with

possible factors for interventions to produce behaviour change, but they do not state

how such factors are best changed (Conner and Norman 1, 1996). Most of the

published studies appear to stay on the theoretical aspects rather than on their
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applications. Ironically, a good example of applying a model in health education was

based on the HBM (Braun and Conybeare, 1995), which has been widely criticised.

l3raun and Conybeare (1995) used television and print materials to provide a cost-

effective approach to providing health information, and to promoting its role in

prevention and primary care by the local medical association. So although the HBM

has been widely criticised it seems that in real health education, it has more feasibility

than other social cognition models.

Health behaviour includes health-enhancing behaviours, health protective

behaviours, sick-role behaviours and health-harming behaviours. Social cognition

models consider individuals to be processors of information and address the

individual's cognition in relation to their social world. This approach has provided a

wider perspective to examine the relationships between individual behaviour and the

social world. Social cognition models provide a basis for researchers to understand

health behaviour and a large numbers of studies have focused on their importance.

To put the findings from the social cognition models into practice, future

research should focus on the applications of these models in health promotion and

education, not only in their theoretical stage. In addition to improve the inconsistent

findings among the social cognition models biological factors should be either

controlled or introduced to further understand the pure effects of social cognition

models. The understanding of relationships between cognition and biological factors

may help to better explain health behaviour.

8.4.2 REIN VESTIGATING THE METHODOLOGIES AND ASSUMPTIONS

The methodologies applied in this thesis were based on diverse disciplines

originating from different assumptions. They are adequate within their own

disciplines and the discussions in previous chapters have followed each of their

formal styles. However, unanswered questions have arisen during the final stage of
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the study. This is partly due to methods being influenced by an individual's

ontological and epistemological positions and that one can discover some apparent

contradictions in a piece of substantive research. In addition, the author's natural

science background made him feel alienated within the social science department.

This experience felt like a kind of intellectual schizophrenia and has lead to an

understanding of psychology on one level and yet on another the author must

simultaneously retain their early notions of medicinal chemistry. Conflicts in ways of

thinking forced the author to search for possible answers from the underlying

assumptions of the research. These answers are mainly to understand the attributes

and assumptions of social cognition models as well as to explain why researchers

have different ideas about the future of QOL research. In this section, a macro

perspective to science research is provided to examine the limitations of the

methodologies used in the first two studies of this thesis. Discussions include a

criticism of attributes of psychological variables, the limitations of assumptions in

social cognition models and the limitations of statistics in social science, John Keats,

a British poet once wrote, "Philosophy will clip an Angel's wings". Although the

following discussion is more philosophical, the discussions and thoughts included are

especially valuable to stimulate debate and determine differences as well as

similarities. Readers should take it as the author's attitudinal proposition but it is

hoped that this discussion will not clip the thesis's wings.

The first issue to address is the attributes of variables in psychological

research. Most variables used in psychology and quality of life research are latent. It

is believed that when one studies an issue that is not "observable" (such as belief,

attitude, mind, and views about quality of life), we need to be aware that the

information we obtained is indirect (Nunnally and Bernstein, 1994). This indirect

information is obtained from an artificial interface such as a questionnaire, surveys

and interviews. The "second-hand" information can to some extent provide important

clues or facts, which are often called validity, but not necessarily have the power to
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claim full validity. This argument is similar to Cohen's about general problems related

to the role of indirect discourse as an instrument in the characterization of mental

reality (Cohen, 1996). Unlike the experiments in natural science that produce

empirically observable events, the variables of social cognition models are

unobservable and not considered empirical. Despite the difference between observed

and unobserved events, many researchers in psychology share the same logical

positivism which natural science use to understand the relationships between

psychological variables.

In natural science there is little disagreement as to the methodologies that

should be applied to discover the causal explanation by the use of statistics. However,

ignorance of the attributes of psychological variables has caused problems that are

difficult to resolve. For instance, in a multiple regression the strong correlations

between independent variables with psychological attributes (e.g. section 3.3.3) are

not uncommon and it can be found in nearly all such studies. Although other

statistical methods have been applied, the correlations between independent variables

probably will never be able to be explained reasonably. It has been argued that the

notion of family resemblance is particular important in considering psychological

concepts are vague in nature (Heaton and Groves, 1999). The measurement of these

variables from a questionnaire is very unlikely to enable them to be independent from

each other. Although it is easy to build correlations between psychological factors,

they do not guarantee a causal relationship. Wittgenstein (2000) pointed out that

"know", "wish", "intend", "believe" and "mean" are not defined by characteristic

marks (Wittgenstein, 2000). It is no wonder that some argue that in social sciences

positivism has become increasing unpopular (Potter, 2000). Researchers have

admitted that even in clinical trials it is not possible to establish a cause-and-effect

relationship with 100% certainty (Spilker, 1991). At the EHPS 2000 conference

Professor Sutton (2000) asked ". . .why our models often don't explain as much

variance as we'd like them to?" He added, "this raises the question how confident can
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we be that the predictive effects we observe when we test our models in the usual way

(that is, in non-experimental, observational studies) are genuine causal effects?" The

author would answer "not very." Some argue that in the construction of an adequate

model of explanation in social sciences, causal models of explanation are inadequate

in their conception of human action (Gould, 1983). Thus, when we analyse the

findings of latent variables we need to be aware that they will not necessarily be able

to be explained purely quantitatively. More importantly, the variables are often the

final products of reducing propositions to simple categories. These reduction

processes (e.g. proposing or modifying a model) have involved value judgement of

the interest, importance and significance of alternatives so the findings can only be

viewed as good or bad as opposed to right or wrong. Such findings are more likely to

be opinions or testimony rather than hard evidence or criteria. As mentioned in

Chapter 5, researchers in general agree that there is no absolute definition of quality

of life. The fact is researchers have being trying hard to use numbers to obtain a

"value" for QOL, attitudes and beliefs. The author questions whether it is appropriate

to use quantitative data to explore qualitative attributes provided by the individual.

When statistics are used to test theories of human behaviour, it is important to

consider whether or not it is permissible to treat humans in the same way we have

treated laboratory animals in the past (Rosenberg, 2000). Jackson and Pettit (1999)

also argue that using causation to understand the mind or behaviour has its own

problems. If we would like to follow logical positivism to explore the relationships

between variables, then at the first stage of conducting a study it is necessary to

understand the attributes of the variables. The author queries whether the purpose of

psychology is to describe this or to understand is in detail. Human action, unlike

molecular behaviour, is inherently meaningful. After decades we still don't fully

understand the human mind or how people think. It seems that the methodologies we

apply can only help us to "describe" the mind, but not "understand" it. The author

believes that seeking understanding of social actions should go beyond a causal
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explanation. In this respect, the qualitative findings in chapter 3 are more important

than the test of the model itself.

The second issue that the author would like to address is that the assumptions

of social cognition models about human behaviours have their problems. In social

cognition models human behaviours are the products of rational decisions. It is

pointless using logical analysis (statistics) to quantitatively test the models if there is

no such assumption,. However, Feyerabend (1999, p346) argues that the "human

mind either consciously or unconsciously carried out its ordering function." Clearly,

the unconscious, or as it is sometimes called irrational part of the mind, is beyond the

discussion of social cognition models. This has been shown in the poor prediction of

behaviours by these models. In this respect, Latsis (1983) argued that the main

shortcoming of the rationalistic approach is that it denies theoretical limelight to

theories of human decision processes both at the individual level and at the group

level. Moreover, is it appropriate to apply a model with a pure psychological

perspective? Many health psychology researchers have tested the applicability of

health behaviour models. Some findings were positive and some negative (Conner

and Norman, Eds., 1996) but despite this few people have challenged the

appropriateness of applying these models (Sutton, 2000). The use of a model is

usually according to our preference, imagination, IQ, prejudice or even practical

benefits. It is believed that is why researchers in health psychology only use

psychological perspective to predict behaviours and why at the health psychology

conference some people prefer their own theories while other people are in favour of

theirs. My argument is that it is not appropriate to use a pure psychological

perspective in understanding/explaining behaviours. Sutton (2000) stated that "the

model doesn't tell you how to change these underlying beliefs." If the model could

predict a specific behaviour there is still not much we can do to change behaviours.

The problem of applying pure psychological variables arises at the beginning of such

studies.
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Finally, it is necessary to understand the limits of using statistics in the

understanding of meaning and value. Some researchers believe that by using a

scientific approach we can target "meaning" and "value" which are subjective

evaluations. They believe that meaning and value are observable entities and can be

studied by using logical analysis such as statistics. Some researchers even believe that

meaning and value can be explained purely by applying neuro-science such as Quine

who thinks meaning and value exist within specific areas of neurons (Bergstrom,

2000). However, Wittgenstein believes that value is an out of fact concept

(phenomenon) (Heaton and Groves, 1999) and as yet cannot be proved by scientific or

statistical evidence. After undertaking this research the author tends to agree with

Wittgenstein. However, it cannot to be said that human behaviour may not be

predicted in the future by neuroscience or that people are wrong to investigate the

phenomenon of mind. The author would like to make the point that the criticism of a

study often focuses on the basic assumptions. This argument can apply to HRQOL

research as well. Sloan and Symonds (2000) argued that since the subjective

assessment of QOL endpoints are soft which require higher standard. The gap

between matter and experience is yet to be bridged. This is why in chapter 5 drawing

direct conclusions about the HRQOL of Chinese people was avoided, though Ren and

Chang (1998) drew conclusions about the mental health problems merely based on a

comparison of the USA norm and Chinese SF-36 scores.

Wittgenstein (Wright, Ed, 1998, p 39) writes, "Nothing is so difficult as not

deceiving yourself" and more importantly, "it is difficult to know something and to

act as if you did not know it." (Wright, Ed, 1998, p 90)

8.5 RECOMMENDATIONS FOR FUTURE RESEARCH

8.5.1 THE USE OF THE TPB
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This study showed that the TPB is a better model to understand Chinese

people in their use of CM than in their use of WM. It is suggested that the TPB will be

credit in both measuring behaviour, if the model is extended, and in understanding the

importance of the TPB variables if the disease state is specified.

In addition, to clarify the underlying factors of the PBC in predict intention,

future studies should examine the relationship between the PBC and factors such as

cost and accessibility.

8.5.2 THE CHINESE SF-36

The application of Chinese SF-36 in Britain was found to be equivalent in

concept to the U.S-English SF-36. The lower scores in mental health suggest that

future studies should pay more attention to understanding and improving the mental

health of Chinese people. To validate the relationship between the SF-36 data and its

clinical significance, future studies should also explore the relationships between an

individual's SF-36 scores and their clinical symptoms.

To recruit a more representative population of Chinese people in Britain, it is

suggested that future studies use face-to-face methods to sample Chinese people.

8.5.3 THE SYSTEMATIC REVIEW OF CHINESE MEDICINE FOR
PSORIASIS

The Chinese databases provided more Chinese clinical trials than the

databases in English did. It is suggested that in future review work Chinese databases

should be included in any systematic review where Chinese medicine is involved.

However, this study shows that there is not enough evidence to support the use of

Chinese medicine for the treatment of psoriasis. Future research should review other

trials that were not included in this review.
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8.6 LIMITATIONS OF THE STUDY

There were several limitations in this study. Firstly, previous reports showed

that most of Chinese people are originally from Hong Kong (House of Commons,

1984/85; Yo, 1996). 1-Jowever, in the first study (Chapter 3) 65.7% of the participants

were originally from Taiwan. Therefore the findings in Chapter 3 can only apply to

this group of Chinese and can not be generalised to the whole Chinese population in

Britain.

Low response rate is another issue to address. In Chapter 3 the response rate

was 29.6 % (144/486) and in Chapter 5 the response rate was 16.5 % (286/1736). To

improve the low response rate future studies may send two reminders after the initial

mailing (enclosing further copies of the questionnaire and pre-paid envelop), at two

week intervals, to non-respondenders. According to Bowling (1997), each mailing

should yield a third of responses.
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Appendix

Appendix A Semi-structure interview

Semi-structured schedule

+jj

'I7fl	'IiB?

I am doing a study about the health and the use of Chinese and Western medicine

by Taiwanese people living in Britain. I need your opinions and experiences to make

the survey more useful. Besides, do you mind if I tape our conversation? It helps me

to remember afterwards what you said, and it saves me taking notes.

(age)

(sex)

(education)

(religion)

fIEM (place of birth)

JIi±jE (address now)

(generation to live in Britain)

(the year of immigration to Britain)
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n±t-i Lc (economic status)

(job)

(if retired, previous job)

A. r4i	(Chinese medicine)

1. Would you tell me about your understanding

of Chinese acupuncture?)

2. (Would you tell me about your understanding

of Chinese herbals?)

3. (Have you ever seen a

Chinese doctor in Britain? Would you please tell me your experience?)

4. (Have you ever bought any

Chinese herbal preparations from Chinese pharmacies in Britain?)

5. ' I WI'S	 fl1J? (General speaking, what do you think

about Chinese medicine?)

6. (Which diseases do you think can be

treated better by Chinese medicine?)

7. (What factors prevent you from

using Chinese medicine in Britain?)

8. NHS	jLJi	 (If Chinese medicine is

included in the NHS, would you use Chinese medicine?)

9. JJiEiIJ? (Could you tell me your impression of

Chinese clinics in Britain?)
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10.	J9t1l '	 ]JU1I? (As far as you know, what's the fee

if you want to see a Chinese medical doctor in Britain?)

13.	(Western medicine)

1. iJ	 1J ft	 (Would you tell me about your

understanding of Western medicine?)

2. (Please tell me the experience when you used to

Western medicine.)

3. '	 (General speaking, what do you think

about Western medicine?)

4. c?	 LX	iflJ? (Do you have

private insurance in U.K.? Why do you think you need it?)

C. NHS

1. {FJJ NFIS	 1±J? (What are the benefits to you

of using the NHS?)

2. '	 (What are the reasons that

prevent you from using the NHS?)

3. (Do you always use the NHS when

you are ill?)

4. I11? {I
(Do you think the NHS provides you with a sufficient medical service?

How can NHS medical services be improved?)

5. ' * i ? (If you feel ill, what will you do?)
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6.	 (Will you go to see a Chinese medical doctor

when you come back to your hometown?)

D. 1PLJ (health)

I.	 (Please describe a healthy person.)

2. (What do you think of your quality of life

in Britain?)

3. ,	 'nJ
? (According to a health survey, in Britain, the health status of Chinese people

seems to be better than the Whites. What do you think about this?)

4. (What factors do you think affect your

health?)

5. '	 (When you go to a western doctor,

is language a problem to you?)

6. (JQ—) (Do you have long term

diseases now? Could you please tell me more about that?)

7. 2B?	 , - ,

(When you receive a prescription from a doctor, do you always go

to a pharmacy to get the prescription dispensed?)

8. (Please tell me the drug side effects of the

medicines you are using.)

9. (Please tell me the

precautions of the medicines you are using.)
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10.	 (Please tell me the drug regimen which you

are using now.)

11.1*	 (Do you sometimes forget to take medicines?)

12. 7? (Do you sometimes decide not to take

medicines?)

13. (What will happen if

you don't follow the instructions of doctors to take medicines?)

14. '	 11zi? (Other than

medicines from western doctors, do you take any other medicine? e.g. medicines

you can buy without a prescription.)

E.	 (social network support)

1. IILAJI?	'	( Do you live alone? If not, who

lives with you)

2. (Do you currently belong to any club?)

3. ' I*U111JI? (If your close

friends or relatives ask you to see Chinese doctors, what will you do?)

4. (How often do you have contacted with your

friends or relatives)
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5. IjJU? (Do you know your neighbours?)

6. 1fl	J1? (To what extent do you know them?)

7.1UF? (Where does your knowledge of Chinese medicine

come from?)

8. (Where does your knowledge of Western medicine

come from?)

9. 1IJE '	 ( If you are ill, who tell you what

to do?)

10. (Is there anything you want to know about

Chinese medicine?)

11. (Is there anything you want to know about

Western medicine?)

F.	 (The use of medicine in Britain)

1. (In Britain which kinds of over-the

counter medicines have you bought in pharmacies?)

2. (Which service do you think the

pharmacy can provide in Britain?)

3. G.P.? (In which situation

will make you to go to pharmacy instead of going to G.P.?)

4. 7j	 ,

)? (Compared with in Taiwan, what do you think the service of community

pharmacies in Britain?)

5.	 (Do you ever forget to take your medicine?)
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6.	 (Are you careless at times about

taking your medicine? )

7. (When you feel better do you

sometimes stop taking your medicine?)

8. 'IUIJ&
? (Sometimes if you feel worse when you take the medicine, do you stop taking

it? Or what will you do?)
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Appendix B Covering letter for postal questionnaire

/

Dear Sir/Madam

Hi. In recent year the measurement of health-related quality of life has attracted the

attention of health professionals. For general publics, the self-assessed health has

replaced traditional clinical indicators and become important index. This study is

divided into two parts. The first part is to understand the Chinese people self-assessed

health status, the data will be used to compare the people in the U.S and Britain. The

second part measures the health behaviour of using Chinese and Western medicine.

Hope you can join us and provide us valuable information. It's a free post, it means

you can just send it back when you complete the questionnaire.

P.S.

1. For confidentiality, personal information will never be released to any third party.

Also completing this questionnaire won't affect your personal life or job at all.

2. If you are interested in this study, please don't hesitate to contact us. We are happy

to send you a brief report afterwards.

Pharmacy practice research unit

Bath University

Chuanfang Lee

Telephone: 01225826682
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Appendix C SF-36 Questionnaire

The SF-36 Health Survey

Respondent number:__________

INSTRUCTIONS : This survey asks for your views about your health. This

information will help keep track of how you feel and how well you are able to do your

usual activities.

Answer every question by marking the answer as indicated. If you are unsure about

how to answer a question, please give the best answer you can.

1. In general, would you say your health is:

(circle one)

Excellent..................................................1

Verygood ..................................................2

Good..................................................3

Fair..................................................4

Poor..................................................5

2. Compared to one year ago how would you rate your health in general now?

(circle one)
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Muchbetter now than one year ago...........................1

Somewhat better now than one year ago......................2

Aboutthe same as one year ago...............................3

Somewhat worse now than one year ago.....................4

Muchworse now than one year ago............................ 5

3. The following questions are about activities you might do during a typical day.

Does your health limit you in these activities ? If so, how much?

(Circle one number on each line)	 ____________ _____________ _____________

Yes,	Yes,	No,

Activities	 Limited	Limited	Not limited

_________________________________________	A Lot	A Little	at all

a. Vigorous activities, such as running,

lifting heavy objects, participating in	1	 2	 3

strenuoussports	 ____________ ____________ ____________

b. Moderate activities, such as moving a

table, pushing a vacuum cleaner, bowling, or	1	 2	 3

playingTai Chi.	 _________ _________ _________

c. Lifting or carrying groceries	 1	 2	 3

d. Climbing several flights of stairs	 1	 2	 3

e. Climbing one flight of stair	 1	 2	 3

f. Bending, kneeling, or stooping	 1	 2	 3

g. Walking more than a mile	 1	 2	 3

h. Walking half a mile	 1	 2	 3

i.Walking one hundred yards	 1	 2	 3

Bathing and dressing yourself	 1	 2	 3

4. During the past 4 weeks, have you had any of the following problems with your

work or other regular daily activities as a result of your pjysical health? (circle one

number on each line)
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____________________ YES' NO
a. Cut down on the amount of time you spent on work or other	

2
activities__________ _____________
b. Accomplished less than you would like	 1	2
c. Were limited in the kind of work or other activities	 1	2
d. Had difficulty performing the work or other activities (for	

2
example, it took extra effort)	 I

5. During the past 4 weeks, have you had any of the following problems with your

work or other regular daily activities as a result of any emotional problems (such as

feeling depressed or anxious)?

(circle one number on each line)

______________________________ YES NO
a. Cut down on the amount of time you spent on work	

2
orother activities	 _________ _________
b. Accomplished less than you would like	 1	2

c. Didn't do work or other activities as carefully as	
1	2

usual
I	_________

6. During the p4jeeçs, to what extent has your physical health or emotional

problems interfered with your normal social activities with family, friends,

neighbours, or groups?

(circle one)

Not at all........

Slightly.........	

2Moderately. .... . . . . .	

3Quite a bit. . .

4
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Extremely	 . 5

7. How much bodily pain have you had during the past 4 weeks?

(circle one)

None.......................................................I

Verymild..................................................2

Mild.........................................................3

Moderate...................................................4

Severe......................................................

Verysevere..............................................6
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8. During the past 4 weeks, how much did	interfere with your normal work

(including both work outside the home and housework)?

(circle one number)

Notat all...................................................1

Abitlittle..................................................2

Moderately.................................................3

Quitea bit..................................................4

Extremely.................................................. 5

9. These questions are about how you feel and how things have been with you during

the past month. For each question, please indicate the one answer that comes closest

to the way you have been feeling.

How much of the time during the past 4 weeks...

(circle one number on each line) _______ ________ ________ _______ ________ ________

All	Most A good Some A little None

of the of the Bit of of the of the of the

________________________________ time	time the time time	time	time

a. Did you feel full of life?	1	2	3	4	5	6

b. Have you been a very nervous

	

1	2	3	4	5	6
person?	 _______ _______ _______ ______ _______ _____

c. Have you felt so down in the

dumps that nothing could cheer	1	2	3	4	5	6

youup?	 _____ _____ _____ ____ _____ ____

d. Have you felt calm and

	

1	2	3	4	5	6
peaceful?	 _______ _______ _______ _______ ________ ______

e. Didyouhavealotofenergy?	1	2_	3	4	5 -	6

f. Have you felt downhearted

	

1	2	3	4	5	6
andlow?	 _______ _______ ______ _______ _____

g. Did you feel worn out?	1	2	3	4	5	6
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f

h. Have you been a happy	
1	2	3	 6

person?	 I

i. Did you feel tired?	 1 ]	2	3	4	5	J	6

10. During the pL4'eeleeks, how much of the time has your physical health or

ional problems interfered with your social activities (like visiting with friends,

relatives, etc.)?

Allof the time.....................................................1

Mostof the time....................................................2

Someof the time ..................................................3

Alittle of the time..................................................4

Noneof the time.................................................... 5

11. How TRUE or FALSE is each of the following statements is for you.

Definitely Mostly Don't Mostly Definitel

____________________________ True	true	know false	y false

a. I seem to get ill more easily
1	2	3	4	5

thanother people	 _________ _______ _______ _______ ________

b. I am as healthy as anybody I
1	2	3	4	5

know________ ______ _______ ______ ________

c. I expect my health to get
1	2	3	4	5

worse_________ _____ _______ _______ ________

d. My health is excellent	 1	2	3	4	5

12. Have doctors ever told you that you have or have had any one of the following

diseases?

__________________________________ Yes No

1. Hypertension (raised blood pressure)	 ______ ________

2. Angina pectoris or coronary artery diseases	 _______ ________

3. Congestive heart failure	 _______________ _______ _______
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4. Heart attack	 _______ ________

5. Other heart diseases, e.g. heart valve diseases or

arrhythmia_______ _______

6. Stroke	 _______ _______

7. Emphysema, asthma, hay fever, chronic bronchitis	_______ _______

8. Segmental ileitis, digestive colitis, infectious enteritis ________ ________

9. Hip arthritis, knee arthritis	 _______ ________

10. Wrist or finger arthritis	_________________ _______ ________

11. Sciatica	 _______ _______

12. Diabetes, hyperglycemia or glucosuria	 ________ ________

1. Age (circle one)

1)16-24	2) 25-34	3) 35-44

4) 45-54	5) 55-64	6) 65-74	7) over 75

2. Gender (circle one)	1. Female	2. Male

3. Education level (circle one)

1. Elementary school	 2. High school

3. College or University	4. Master degree and above

4. Religion (circle one)

1. Buddhist	2. Romanist or Christian
	 3. Muslim

4. Others	 5. No religion

5. The nationality of your spouse (circle one)

1. Chinese 2. Others	3. No spouse

6. Where are you from?

1. mainland China 2. Hong Kong 3. Taiwan
	4. Others

7. How long have you been living in Britain?
1). 0-5 years	2). 5-10 years	3). 10-15 years

	4). 15-20 years

5). over 20 years

8. Which city do you live now? ______________

9. Generation to live in Britain (circle one)

1. First generation 2. Second generation

10. What is the annual income of your family?

3. Third generation
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1. Under £5000

2. £ 5000-10,000

3. £ 10,000-15,000

4. £ 15,000-20,000

5. £ 20,000-30,000

6. £ 3 0,000-40,000

7. £ 40,000-50,000

8. £ 50,000-60,000

9. Over £ 60,000
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Appendix D questionnaire: the use of medicines by Chinese people living in

Britain

The Use of Medicines by Chinese People living in Britain:

a survey of Attitudes, Beliefs and Behaviour.

Number:

THE CONTENTS OF THIS FORM ARE ABSOLUTELY CONFIDENTIAL. INFORMATION

IDENTIFYING THE RESPONDENT WILL NOT BE DISCLOSED UNDER ANY CIRCUMSTANCE.

Instructions: This survey asks for your opinions regarding the use of Chinese and

Western medicine.

Please answer every question by marking the answer as indicated. If you are unsure

about how to answer a question, please give the best answer you can. For examDle

Dis

I like cats.	 1	2	0	4	5	6	7

If you think 3 is the most appropriate one, please circle 3 on the right-hand column.

Part!
	

The use of Chinese medicine

	Disagree	 Agree

1. I intend to use Chinese medicine

	

1	2	3	4	5	6	7
if I have a chronic illness.

2. I am confident that I can use

	

Chinese medicine in the next year if 1	2	3	4	5	6	7

I want to.
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3. I am likely to use Chinese OTC 1
	2	3	4	5	6	7

jf I have an acute illness.

Undesirable	 Desirable

4. The use of Chinese OTC if I
1	2	3	4	5	6	7

have an acute disease would be

5. The use of Chinese medicine if I
1	2	3	4	5	6	7

have a chronic disease would be...

6. The use of acupuncture if I have 1
	2	3	4	5	6	7

some specific diseases would be

7. The use of Chinese medicine to

regulate my health status would 1	2	3	4	5	6	7

be...

8. General speaking, I think the 1
	2	3	4	5	6	7

Chinese medicine would be...

Would you please describe why do you think so in the questions 4 to 8?

Disagree	 Agree

9. I intend to use Chinese OTC if I
1	2	3	4	5	6	7

have an acute illness.

10. People who are important to me

think I should use Chinese medicine as 1	2	3	4	5	6	7

part of my medical treatment.

11. Members of my family think I

should use Chinese medicine if I am 1	2	3	4	5	6	7

ill.

12. My important friends think I 1	2	3	4	5	6	7
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should not use Chinese medicine if I

am ill.

13. I do not intend to use Chinese

	

1	2	3	4	5	6	7
OTC if I have an acute illness.

14. My health experts think I should 1
	2	3	4	5	6	7

not use Chinese medicine if I am ill.

Harmful	 Beneficial

15. The use of Chinese OTC if I have

	

1	2	3	4	5	6	7
an acute disease would be

16. The use of Chinese medicine if I

	

1	2	3	4	5	6	7
have a chronic disease would be...

17. The use of acupuncture if I have 1
	2	3	4	5	6	7

some specific diseases would be

18. The use of Chinese medicine to

	

1	2	3	4	5	6	7
regulate my health status would be...

19. General speaking, I think the 1
	2	3	4	5	6	7

Chinese medicine would be...

Would you please describe why do you think so in the questions 15 to 19?

	

Disagree	 Agree

20. I am likely to use Chinese 1
	2	3	4	5	6	7

medicine if I have chronic illness.

21. It would be easy for me to use

Chinese medicine in the next year if I 1	2	3	4	5	6	7

want to.

22. _With regard to my health, I 1	2	3	4	5	6	7
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always do what my family think I

should do.

23. With regard to my health, I never 1
	2	3	4	5	6	7

do what my friends think I should do.

24. With regard to my health, I

	

always do what my health experts 1	2	3	4	5	6	7

think I should do.

25. I am able to use Chinese medicine

	

1	2	3	4	5	6	7
in the next year if I want to.

26. I do not intend to use Chinese

	

1	2	3	4	5	6	7
medicine if I have chronic illness.

Unimportant	 Important

27. The use of Chinese OTC if I have

	

1	2	3	4	5	6	7
an acute disease would be

28. The use of Chinese medicine if I

	

1	2	3	4	5	6	7
have a chronic disease would be...

29. The use of acupuncture if I have 1
	2	3	4	5	6	7

some specific diseases would be

30. The use of Chinese medicine to

	

1	2	3	4	5	6	7
regulate my health status would be...

	

3 1. General speaking, I think the 1
	2	3	4	5	6	7

Chinese medicine would be...

Would you please describe why do you think so in the questions 27 to 31?

Part II	 The use of Western medicine
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Unimportant	 Important

1. The use of Western medicine for
1	2	3	4	5	6	7

severe diseases would be...

2. The use of Western medicine for
1	2	3	4	5	6	7

acute diseases would be...

3. The use of Western medicine for
1	2	3	4	5	6	7

chronic diseases would be...

4. General speaking, I think the 1
	2	3	4	5	6	7

Western medicine is

Would you please describe why do you think so in the questions 1 to 4?

	

Disagree	 Agree

5. People who are important to me

think I should use Western medicine 1	2	3	4	5	6	7

as my medical treatment.

6. Members of my family think I

should use Western medicine if I am 1	2	3	4	5	6	7

ill.

7. I am likely to use the Western 1
	2	3	4	5	6	7

Medicine if I have acute diseases.

8. My important friends think I

should use Western medicine if I am 1	2	3	4	5	6	7

ill.

9. My health experts think I should 1
	2	3	4	5	6	7

use Western medicine if I am ill.

10. In the next year I am confident 1
	2	3	4	5	6	7

that I can use Western medicine if I
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want to.

Harmful	 Beneficial

11. Using Western medicine for 1
	2	3	4	5	6	7

severe diseases if I am ill would be...

12. Using Western medicine for acute

	

diseases such as diarrhoea or headache 1	2	3	4	5	6	7

would be...

13. Using Western medicine for 1
	2	3	4	5	6	7

chronic diseases would be...

14. General speaking, I think Western 1
	2	3	4	5	6	7

medicine is

Would you please describe why do you think so in the questions 12 to 15?

	Disagree	 Agree

15. I intend to use Western medicine

	

1	2	3	4	5	6	7
jf I have acute diseases.

16. It would be easy for me to use

	

Western medicine if I want to in the 1	2	3	4	5	6	7

next year.

17. I intend to use Western medicine

	

1	2	3	4	5	6	7
jf I have chronic diseases.

	

Disagree	 Agree

18. I am likely to use Western 1
	2	3	4	5	6	7

medicine if I have chronic diseases.

19. I am able to use Western medicine 1	2	3	4	5	6	7
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I want to in the next year.

Undesirable	 Desirable

20. Using Western medicine for 1
	2	3	4	5	6	7

severe diseases if I am ill would be...

21. Using Western medicine for acute 1
	2	3	4	5	6	7

diseases would be...

22. Using Western medicine for 1
	2	3	4	5	6	7

chronic diseases would be...

23. General speaking, I think Western 1
	2	3	4	5	6	7

medicine is

Would you please describe why do you think so in the questions 20 to 23?

1. Do you have any chronic disease now? (circle one) Y es
	 No

If the answer is "Yes", which kind of disease do you have?

2. Are you currently using any regular Western medicine? Yes	No

3. Are you currently using any regular Chinese medicine? Yes	No

4. How many times did you visit the Chinese doctors last year?

1) never	2)1-4	3)5-10	4)11-15 5) abovel5

5. Which kinds of situations will you use Chinese medicine and why?

6. If you need, what forms of Chinese medicine (if any) are you likely to use and

why?
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7. How likely will you try to use Chinese medicine if Western medicine was

ineffective in treating your disease?

Unlikely	1	2	3	4	5	6	7 Likely

8. Age (circle one)

(1) 16-24 (2) 25-34 (3) 35-44

(4) 45-54	(5) 55-64 (6) 65-74 (7) over 75

9. Gender (circle one)	1. Female	2. Male

10. Education level (circle one)

1, Elementary school	2. High school

3, College or University	4. Master degree and above

11. Religion (circle one)

1. Buddhist	2. Romanist or Christian	3. Muslim

4. Others	 5. No religion

12. The nationality of your spouse (circle one)

1. Chinese 2. Others	3. No spouse

13. Where are you from?

1. mainland China 2. Hong Kong 3. Taiwan 4. Others

14. How long have you been living in Britain?

1). 0-5 years	2). 5-10 years	3). 10-15 years	 4). 15-20 years

5). over 20 years

15. Which city do you live now? _______________

16. Generation to live in Britain (circle one)

1. First generation 2. Second generation 3. Third generation

17. What is the annual income of your family?
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1. Under £5000

2. £ 5000-10,000

3. £ 10,000-15,000

4. £ 15,000-20,000

5. £ 20,000-30,000

6. £ 30,000-40,000

7. £ 40,000-50,000

£ 50,000-60,000

9. Over £ 60,000
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Appendix E SF-36 scales

Meaning of Scores

Concepts	No. of	No. of	 Low	 High

Items	Levels

Physical
	

10	21	Limited a lot in performing all Performs all types of physical

Functioning	 physical activities including including the most vigorous

bathing or dressing due to limitations due to health

health

Role-Physical	4
	

5	Problems with work or other No problems with work or

daily activities as a result of other daily activities as a result

Dhvsical health	 of Dhvsical health

Bodily Pain	2	11	Very severe and extremely No pain or limitations due to

limiting pain	 pain

General Health	5	 21	Evaluates personal health as Evaluates personal health as

poor and believes it is likely excellent

to get worse

Vitality	 4	21	Feels tired and worn out all of Feels full of pep and energy

the time	 all time

Social	 2

Functioning

9	Extreme	and

interference	with

social	activities

physical	or

nroblems

frequent Performs normal social activities

normal out interference due to physical or

due	to emotional problems

emotional

Role-Emotional	3	4	Problems with work or other No problems with work or

daily activities as a result of other daily activities as a result

emotional problems	 of emotional problems

Mental Health	5	26	Feelings of nervousness and Feels peaceful, happy, and

depression	 calm

Reported	Health 1	5	Believes general health is Believes general health is

Transition	 much better now than one much worse now than one

year ago	 year ago
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Appendix F Items of SF-36

A summary of the items and response choices of the SF-36

SF-36 scale items (question number)

	

PF i	( 3a) Vigorous activities

	

2	(3b) Moderate activities

3	(3c) Lifting / carrying groceries

4	(3d) Climbing several flights

5	(3e) Bending, kneeling or stooping

6	(31) Bcnding, kneeling or stooping

7	(3g) Walking more than I Km

8	(3h) Walking several blocks

9	(3i)	Walking one block

10 (3j)	Bathing or dressing

Response choices

Limited (a lot! a little / not at all)

Limited (a lot! a little! not at all)

Limited (a lot! a little! not at all)

Limited (a lot! a little! not at all)

Limited (a lot! a little ! not at all)

Limited (a lot! a little! not at all)

Limited (a lot! a little / not at all)

Limited (a lot! a little! not at all)

Limited (a lot! a little! not at all)

Limited (a lot / a little ! not at all)

RP 1	(4a) Cut down time on work
	

Yes/No

2	(4b) Accomplished less
	

Yes/No

3	(4c) Limited in kind of work
	

Yes/No

4 (4d) Difficulty in performing work
	

Yes/No

	

BP 1	(7)	Intensity of bodily pain
	

None! very mild / mild / moderate / severe! very severe

	

2	(8)	Extent pain interfered with work
	

Not at all / a little / moderately / quite a hit / extremely

	

Gil I	(I)	Your health is: excellent.....poor	Excellent! very good / good / fair / poor

	

2	(1 Ia) Seem to get sick a little easier	Definitely true / mostly true / don't know / mostly false / definitely

false

3	(11 b) As healthy as anybody
	

Definitely true / mostly true / don't know / mostly false / definitely

false

4	(I Ic) Expect health to get worse	Definitely true / mostly true / don't know / mostly false / definitely
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false

5	(lId) Health is excellent
	

Definitely true / mostly true / don't know / mostly false / definitely

false

	

VT I	(9a) Feel full of "pep"
	

(All I most / a good bit / some / a little / none) of the time

	

2	(9e) Have a lot of energy	 (All / most! a good bit / some / a little / none) of the time

	

3	(9g) Feel worn out	 (All / most! a good bit I some / a little / none) of the time

	

4	(91) Feel tired
	

(All I most / a good bit! some / a little I none) of the time

SF 1	(6)	Extent social activity interfered	Not at all / slightly! moderately! quite a bit! extremely

2	(10) Frequency social activity interfered (All! most I some I a little I none) of the time

RE I	(5a) Cut down amount of time on work Yes! No

2	(5b) Accomplished less	 Yes / No

3	(5c) Didn't do work as carefully	Yes!No

	

MH I	(9b) Been very nervous

	

2	(9c) Felt down in the dumps

	

3	(9d) Felt calm and peaceful

4	(91) Felt downhearted & blue

5	(9h) Been a happy person

(All ! most! a good bit! some! a little / none) of the time

(All I most / a good bit I some! a little I none) of the time

(All ! most! a good bit! some I a little! none) of the time

(All I most I a good bit I some! a little I none) of the time

(All I most! a good bit / some I a little! none) of the time

HT	(2)	Health compared to I year ago	Much better I somewhat better I about the same I somewhat worse /

much worse
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Appendix G Chinese studies about psoriasis

1	 100	 - 199505 U	27

2	 47k:M

	110	 _________ 199503 29 271

___________________	 199505 2 28

4	'fft	107	J)W
_________________	 199505 524-25

5	 199506	24	367-368

6	figason	IL	17	 199506	24	396

7	 96

__________________________	4 199506 24 400

8	 100

- ____________________________	4I 199506 24 00

9	 340

- __________________________ _________ 199504 1p__ 10

Q	 60 _________ 199511 16 496

11

-	 52	 _________ 199501 9	23-24

12

-	 21	__________ 199501 9	50

13	llN23	±I 199502 95	32

14	 226	 _________ 199502 36 99-100

15	 'I	199502	30	67

16	 142	 _________ 199502 )5 146- 147

17	 100	 199504	14	163-164

18	 200	 199501	14	5-26

'9	 215	 199501	9__ 19-20

20	 2O0	 199504	19	179-180

21	 119	 199502	8	89-90
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22	 199503	20	161-163

23	 32

- ________________________________ ___________ 199502 11 35

24	 120

- _______________________	Wfi 199501 95 20-22

25	 24	 199501	95	74-75

26

-	 34	 __________ 199501 12 26-27

27	 26

________________________ _____ ___________ 199501 1779-80

2	 4	199503	24	199

22	 30	 199502	95	52-53

30	 200	 199502	4	17

31	I53f	 199502	15

32

-	 78ll ___ ________ 199503 9	175

33

-	 156	 _________ 199503 9__ 175-176

34	 130	fDfl	199504	95	37-38

________ 199505 95311-312

36

-	 ____ _________ 199502 9	113

37	 228

- _____________________ ____	4t 199501 24 29

38	fl' i20	 199501	59-60

39

- __________________ ______ 199402 8 118

-	 228M___ ________ 199403	180

1	A	 ___	4f 199402 27	105
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199403	i_ 170

).5%/3	 53 q	 199403	154

ftu&'	 199403	L 177

199404	27	240

199405	27	325

V7	 WT	 199406 27	376

199406	27	377

19

____________________ JU 199403 17171

50	 158	 _______ 199402 14 23

51	 '[4Kll	 _____ 199405 35 261

52	 49	 _____ 199403 9	39

53

-	 20	 _________ 199410 7	619

54	 L1	199403	25	281

55

-	 1005	 ___________ 199406 18 382

56

-	 162 Ii	 __________ 199402 17 55

57

260 Ii	 ___________ 199406 17 56

58

-	 102	 __________ 199403 13 37

59

-	 120	 ___________ 199403 13 38

O	 52	 5}J	 199403	51

61 'H9	 199404	541

250	 ________ 199405 28 139

3	 199402	10	11
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64	 199401	13	3

45	 199407	13	300

66	 IIJ	41

-	 VJJVI:I	199404	12	6

67J51 ll	 1JII't'	199410	12	8

68	 89	 _______ 199402 15 26

69	JJ	 __________ 199401 15	t7

701	 J53I	 ________ 199411 1519

7	 100	I1b'1	199405	'.L_ 10

72LJ	136 f9}tFi	 _________ 199405 16	12

40	 _________ 199401 16 56

74	 JT	156	 _______	199404 16 229

75	 100

_______________________	 199403 18124

76	 199404	18	164

53	 199412	18	559

78

_____________________	 199401 920

79 133	 g•

__________________	 199405 20 306

80
158 1JT	-
__________________	}ffl 199406 20364

81

27 f35J	 __________ 199306 13	368-369

82	 199304 26	242

83	 109

_________________________	4 199302 22 67

84 UVA	 ia

- _______________________________	 199304 16219-220
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186	WIM. 199301	12	30

86	 NJ	 _____	199306 33	3

87	 ______ 199306 93	3

88

)40 0. 1%I	 '}flll	199301	15	31

89	 :

- )41 0.	 f5Thft1}	199301	15	31

30	 51 3!1	 __________ 199309 34 549-550

31	 376	 )IIrJ	199306	'3-44

92	 ________ 199308 14 30

93	 300	 199304	13	191-192

94	 62

	

- 199305	13219-220

95	 199304	8	8

96	 134	frII	199304 28	166

97I376	 199306	28252-253

98	 53	 _______ 199305 14 207

39	 199301	93	8

100376	 199305	2033-34

101

- ___________________________	 - 199201 6 21

102

-	 150 1'i	 __________ 199201 6	52-53

103 'igason()	36

______________________ ________ 199204 6225-226

104	 II

-	 B4 'Jj	100 Ij	,	199204	6	217

105	 h4	199205	25	331

106 IV-2

- __________________________	 199201 21 10
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A 'W+	 14	199202	77-80

108	 tJ	10	 J4WI 199203	21	126

109

__________________________	4 199203 21 250

110	 100	 199203	21	162

111	 100

______________________________	4	199204 21 204

112 'igason	25	 199204	21210

113	 120	 4199205	21	256

114	 45	 199206	21	318

115 'ifli	108

_______________________________ ___________ 199206 1530

116

	

	 56 j	 199211	)	24

__________________________ _________ 199202 8 50

118	 10	_______ 199203 11 23

119

150iJ	 199205	11281-283

120

___________________ _______ 199201 528

121

70	 __________ 199203 15 19

122	 24	 199204	)	30

123	 30 f	 JJJE	 199205	12	241 -242

124	 90	 199203	27	138

125	 1000	 _________ 199212 13 556

126	 199206	828

127	 417	 199204	13	21

128

___________________ _______ 199112 11 755

129	 190	R	 527-28
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- _____________________ ________ ____ - ___

130

- __________________________ __________ 199102

131	 140
______________________________ ___________ 199102 590

132

- ___________________	 199104 5 213-214

33	 Jø4	199101	24	51

134	 A

- ___________________	 ± 54

35	 60	 199106	24	08

136	 100	 199102	20	101

137	 105

'J	IN 51	 I-W 199104	20	192

138	 &	 199104	20	212

139

	

_________________________	T199105 20247-248

0 ___	 5}	 199106 20 326

141	 250 IJ	 __________ 199101	11	52

142	 12	 199101	22	60

143

WIN 106	 _________ 199101 14 35

L44	 tJ	200 f	 199106	1	33

145148	 199104	26165

146	 199105	26	203-213

	

199106	1221

148

50	 __________ 199001 1	27-28

149	 I

24'J	 ____________ 199003	1	154-155
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150

- __________________ _______ 199004	217-218

151

-	 126	_________ 199004	219-220

152	 199003	3	184- 185

153	 139	I	 199001	19	0

154	 40	 199004	19	208

155	 24	 J4	199004	19	209

156	 20	 4I 199005	19	248-249

157 ?I '	@(Svate)?J	21

- __________________________	4 199005 19 247

158	 19	 41; 199006	19	302

159	 10

- ___________________________________ _____________ 199003 9	42

160	 199003	90	2

161	UWJ	 199006 9	8

162	 38 fJ	 199001	9	6,7

163	 107	 199001	9	8,9

164 )JW 45

	

____________________	 199603 13 5

165	25	 199602	28	7

166	 Jj1	199602	28	49

167	 55	 199601 9_ 14

168

-	 12 !J	 ___________ 199601 31	125

169	 35	 199602	17	iSO

170	 199601	38

171	 45	 LS 199601	25	68

172 AEJ	150	 199601	25	73
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173 th1 36	}49	 199602	25	121

174	 826	 199601	15	17

175 N'LU	87	 W	 199603	15	111

176	 _______ 199601 96 0

177 tW	109	 _________ 199602 96 44

178	 116	 __________ 199601 18 26

179	 57	 199602 96	57

180 'J	100	 199602	12	34

181	 30	 199605	26	25

182	 34	 _______ 199606 36 52

183

-	 66 '}*i	 __________ 199607 9	399

184

-	 15	 ____________ 199607 9	30

185	 199605	27	0

186	 46	_________ 199605 16 286

187	 ________ 199611 16 F8

188

-	 10	 __________ 199605 30 483

189	 J)II	199609	14	7

190	 )FIEJ	199611	14	50

191	I	 __________ 199606 18 2

192	 88	 __________ 199606 18 13

193	 Nk	56 Ij	frnI1	199611	500

194'121	 ________ 199611 17508

195

64 J	 ____________ 199606 12	2
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Appendix H The SF-36 health survey (SF-36) user agreement, Hong Kong
Chinese Test Version

Tnis Acreement is between New Enoland MeacaI Center Hospitals, inc.
CNEMCH) aid	 Usar). NEMCH hereby grants User a
nonexcIusive royalty free, Øal uc, mited cense to use: (1) the Hcr.g Kong Chinese
test version of the SF-a Health Survey (SF.SaTht) in an approved format and (2) the
docrnentattcn fcradrninisterinç aid sccrinc the SF-3 (Basic Scrinc &lccrhhms)
based upon the foUowinç conditions:

1. User sha!I r.ct mccify, aridce, condense, translate, adant, races:, cc
transform the 5F-2 ci the Eceic Scoring Alçorhhms in eny manner or
form, inc!udic but rot Iimitd to any minor cc siçnitica-iz chance in
wc-rdinc ci crzaniza:icr of the SF-26;

2. User chat not re:r:dce the S-2 cc th Easic Scorinc Aiccrzhmc
exceot icr the limited pr:cse of generatirc SL ciert c;ies for its cwn
uses anc sna!I in no event cstncete COpies cr t.ne SE cr the
Scorirç Jc z.nr.c tc t.-.icd anies by sale, rental, leece, lencinc, cc any
cther lane;

2.	User chat nct i) se Ire c-ama cf NEMCH, any cf hs
errt p lcvees, açenc, medical ci research staff; Cr (ii) cze:e ci impiy that -.
NEMC, any cf its elfa:as, emicyees, eceme cc medical racea-:h 5ZEn
has/nave rze:re:e:, a::r:vec, cr enccrsec Inc use C;, cc the
cf, t2n SF-2E, wizhc..t ne prcr express, wrItten aroval cf NEMC-i;

4. The SF-2€ and the Eealc Sczrrtç .1çcrIzhms may be revised from time IC
time. NE'v!Ci-i ehat rcvide User with arty revised forms cf the SF-SB ci
the BasIc Scarinc A.içcchhms. User shall have the right to ccndrtue to
use a ceraa	veraicn cf the SF .2 and the Basic Scorirç Algorithms
r ccnrtecicr. with any then cr-going project cr study jr WhiCh such
superseded versicre have been ututzed and user acrees to idenzi and
label the (ccitt used accorcinc to cuideliree prcvided by NEMC1-i;

5. User hz!1 c-ct (i) tal'.s any accn which wcu!d dest-cy ci cimirtish
NEMCH'S richis in the 5F-2 adema'-k; (ii) use the 5F-6 adema'k, cr
any rna< cr na-ttes cctnfusincty simliar thereto, fcr any purcse nct
CL'thC&ed in wrir.c v NE?vlC-i; and (iii) User ctherNise acrees to
czccere with NEMCi-i in preseniinc the gccdwül in the 5P.5
trzderrrk.
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Pfot•& iLt

-

ttJA.	 &-5L

gAt	rr .

In consideration of the rights granted by NEMCH to User hereunder, User agra2 .s t
provide NEMCH with a brief annual update regarding whether and for what purpose
the SF-36 is used. The tern oi this User Agreerrient shall be for a period of one year
cornrriendng on the date indicated below provided, however, NEMCH may terminate
this User Acreement any time in the event: (i) User fails to submit the annual update to
NEMCHrecarding its use ci the SF-3 and the Basic Scoring AJgortthms, or (ii) user
breaches any terra of this User Acreement. Should NEMCH terminate this User
Agreement, User shall Immeciately cease all use Cl the Sr--io and the Basic Scoring
ftigorithms end shall destroy or return all unused copies of the SF-36 to NEMCH.
NEMCH retains all rights in the SF-3 and the Basic Scoring eJgorithrns, including but
not limited to all rights under copyright and trademark, not expressly licensed
hereunder.

This User Agreemert shall be construed and enforced in accordance with the
comestic substantive laws or the Commonwealth of Massachusecs wit-tout recard to
any choice or ccntlict or laws, rule or pnnciple that would result in the acflcaton o
the domestic substantive law OT any junsciction. The richts and o.blicaticns or the
parties set forth above are subiec to all aplicable state and Federal law and
regulaticn. Neither party snail be entitled to exercise rights g ranted to it here_rider if
such exercise wcu(d viatate any a:plicacle stare or Fec era! Iav cc reu!Ctici. In
addition, nc narty shall e liele to the other party cr to any third person icr i:s breach
Cr trtis Agreement ii sucri party sas;a::ior or its colicacon hesurtcer wculc put
such zzrzv in viclatic•n or any such zpi;ca:le s:a:e cr Fecerat law or rezuierion.

F0FM.T:	Stance-c	cr	0 Ate:nate A:rcved (::rv e—a:hec)

N1C-' I'-

ES:' __

TiTLE:
c Q	c L

ssessmenz Friec: (iQC" ;) ,FF..AN!Z.ATiON:

DATE:	 7 ADDF.ESS:

Lam Cindy Lo Kuen
National Frincica! lr.vesticatcr

DATE: JO. / / qt	 DATE: _____________________
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HL
Health Assessment Lab

March 23, 1999

Chuang Fang Lee
Bath University
Department of Pharmacy and Pharmacology
Pharmacy Practice Unit
Bath BAZ 7AY
England

Dear Mr. Lee:

Enclosed please find a copy of your user agreement for the pre-publication translations
of the SF-36 Health Survey, which has been signed by Dr. Ware.

If we can be of further assistance, please let me know. Best of luck with your study.

Sincerely yours,

Ma raRuiz	C.)
Administrative Assistant

Enclosure

cc:	Lam Cindy Lo Kuen

750 Washington Street • #345 Boston, MA 02111 • Tel:617.636.8645 • Fax: 617.636.3229
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Appendix I Botanical and Chinese names of the herbals in this review

Chinese names	Botanical names	 comment

hth RadixRehmanniae	 ______________________

_____________ Radix Rehmanniae Praparata	______________________

______________ Radix Polygoni Multiflori	 _______________________

______________ Fructus Lycii	 _______________________

IIIRhizoma Dioscoreae	 ________________________

______________ Semen Cuscutae	 _______________________

______________ Fructus Psoraleae	 ________________________

_______________ Radix Astrsgali seu Hedysari	_________________________

______________ Radix Codonopsis Pilosulae	________________________

______________ Radix Sanguisorbae	 ________________________

______________ Radix Notoginseng	 _______________________

______________ Radix Tripterygii Wilfordii	 _______________________

______________ Radix Angelicae Sinensis	 ________________________

_______________ Radix Salviae Miltiorrhizae	_________________________

__________ Radix Aprgi	 ________________

_____________ Radix Ophiopogonis	 ______________________

______________ Rhizoma Smilacis Glabrae	 ________________________

_____________ Poria	 ______________________

_____________ Radix Paeoniae Alba	 ______________________

______________ Cells in a honeycomb	 _______________________

_____________ Rhizoma Anemarrhenae	 ______________________

______________ Cortex Phellodendri	 _____________________

______________ Caulis Spatholobi	 ________________________

El It	Rhizoma Atractylodis Macrocephalae _________________________

______________ Semen Coicis	 ______________________

_____________ Radix Paeoniae Rubra	 ______________________
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_____________ Olibanum	 _______________________

_____________ Myrrha	 _______________________

______________ Rhizoma Sparganii	 ________________________

iIt Rhizoma Zedoariae	 ________________________

______________ __________________________________ Not available

________________ Semen Persicae	 ___________________________

____________ Flos Carthami	 _____________________

_______________ Zaocys	 _________________________

___________ Scorpio	 ____________________

______________ Periostracum Cicadae	 ________________________

______________ Cortus Saigae Tataricae	 ________________________

______________ Radix Arnebiae seu Lithospermi	________________________

______________ Cortex Moutan Radicis	 _______________________

_______________ ____________________________________ Not available

______________ Realgan	 _______________________

______________ __________________________________ Not available

_____________ Nnatrii Sulfas	 _______________________

_____________ Radix et Rhizoma Rhei	 ______________________

_____________ Semen Plantaginis	 ______________________

_______________ Rhizoma Dioscoreae Hypoglaucae	_________________________

______________ Resina Draconis	 ________________________

______________ Borneolum Syntheticum	 ________________________

ILiEIStorax	 ________________________

Rradix Gentianae Macrophyllae

______________ Rhizoma seu Radix Notopterygii	________________________

_______________ ____________________________________ Not available

______________ __________________________________ Not available
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______________ _________________________________ Not available

______________ Radix Ledebouriellae	 ________________________

_____________ Herba Ephedrae	 ______________________

______________ Fructus Forsythiae	 _______________________

______________ Radix Clematidis	 ________________________

_____________ Cortex Dictamni Radicis	 ______________________

1EtiRadix Glycyrrhizae	 _______________________

____________ Gypsum Fibrosum	 ____________________

_______________ Radix Scutellariae	 _________________________

_______________ Radix Isatidis	 _________________________

_____________ Radix Bupleuri	 ______________________

_______________ Percarpium Citri Reticulatae	__________________________

____________ ______________________________ Not available

J I J	 Rhizoma Ligustici Chuanxiong	_______________________

______________ __________________________________ Not available

______________ __________________________________ Not available

______________ Radix Sophorae Flavescentis	_______________________

______________ __________________________________ Not available

______________ Radix Scrophulariae	 _______________________

______________ __________________________________ Not available

______________ __________________________________ Not available

______________ _________________________________ Not available

______________ Bombyx Batryticatus	 _______________________

______________ Flos Lonicerae	 ________________________

______________ Scolopendra	 _______________________

______________ Herba Hedyotis Diffusae	 ________________________

______________ _________________________________ Not available

U1__________________________________ Not available
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______________ Radix Sophorae Tonkinensis	_______________________

_____________ Radix Trichosanthis	 ______________________

_____________ Radix Curcumae	 ______________________

______________ Radix Cynanchi Paniculati	 _______________________

_____________ Fructus Cannabis	 ______________________

_____________ Fructus Tribuli	 ______________________

______________ Radix Rubiae	 _______________________

______________ Semen Vaccariae	 ________________________

______________ _________________________________ Not available

______________ Zaocys	 ________________________

______________ Herba Violae	 _______________________

______________ Herba Taraxaci	 _______________________

______________ _________________________________ Not available

_______________ Rhizoma Dioscoreae	 _________________________

______________ Radix Scrophulariae	 _______________________

_____________ Fructus Kochiae	 ______________________

_______________ ____________________________________ Not available

_______________ ____________________________________ Not available

______________ __________________________________ Not available

1J I Herba Houttuyniae	 _______________________

______________ Herba Senecionis Scandentis	________________________

_______________ Rhizoma Alismatis	 ________________________

Bai Wha Ser BungarusParvus	 ___________________

Ban J i Li an Herba Scutellariae Barbatae	 ________________________

______________ Herba Lycopi	 _______________________

Ser J i	Fructus Gardeniae	 _________________________

HuangLi an	Rhizoma Coptidis	 _______________________

BaiMo Gan	Rhizoma Imperatae	 ______________________
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ChinDai	Indigo Naturalis	 ______________________

Kwai1-iwa	FlosSophorae	 ___________________

Bar Chi	Rhizoma Smilacis Chinensis	______________________

Ya Chi Chao Herba Commelinae	 _____________________

HwaSi	Talcum	 ____________________

Bai J i	Radix Angelicae Dahuricae	 _________________________

Lai Gon Tam Radix Triptergii Wilfordii	 ______________________
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Appendix J The locations of Chinese communities in Britain

Areas	 Number of Chinese

_________	_____	communities.

London ______________	 54

England, South East, South West	 16

England, Middle _____________	_____	54 ______

Wales______________	 7	_____

Scotland	 19

Total	 150
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Appendix K Scoring Algorithms of SF-36

For international comparison and easy interpretation, the feature of the SF-36 survey

is that it uses means and standard deviations of the general U.S. population to

standardize the score gaining from eight scales. Higher score means better health

status. Another feature is that the SF-36 simplifies the eight scales to two summary

scales, physical component score (PCS) and mental component score (MCS).

General U.S. population means, standard deviations and factor score coefficients used

to derive PCS and MCS scale scores

Factor Score

Coefficients

SF-36 Scale

PF

RP

BP

GH

VT

SF

RE

MH

Mean

84.15

80.96

75.15

71.95

60.86

83.28

81.26

74.74

SD(S)

22.89490

33 .79729

23 .55879

20. 16964

20.86942

22.37642

33 .027 17

18.01189

PCS

0.42402

0.35 119

0.3 1754

0.24954

0.02877

-0.00753

-0. 19206

-0.22069

MCS

0.22999

-0.12329

-0.0973 1

-0.01571

0.23 534

0.26876

0.43407

0 .485 8 1

(Ware, 1997)

The scoring of SF-36 follows the standard method used in the SF-36 Health

Survey manual (Ware, 1997). There are mainly three steps in scoring, standardisation
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of scales (z-scores), aggregation of scale scores, and transformation of summary

scores.

1. Standardisation

The first step is to recode the raw data in each scales, then the new scores can

be transformed to a new 0-100 score scale. By subtracting the mean of the general

U.S population and dividing the difference by the relevant standard deviation (z-score

transformation) a z-score in each scale can be obtained.

The procedure is as follows:

X = [(Actual raw score - lowest possible raw score)! Possible raw score range] x 100

2. Aggregation of scale scores

Second, for easy interpretation, the transformed scores are aggregated using

weights (factor score coefficients) from the general U.S. population (see above Table).

For example, after recode and 0-100 transformation the new score of physical

ftinction is 90. The PFZ is then equal to (90 - 84.52404) / 22.89490. Computation of

an aggregation PCS and MCS consists of the aggregations of multiplying SF-36 z-

score in each scale by its corresponding physical and mental factor score coefficient

and summing the eight values.

3. Transformation of summary scores

PCS and MCS scores are standardized using a linear T-score transformation to

have a mean of 50 and a standard deviation of 10, in the general U.S. population.

AGGPHYS = (PFZ * .42402) + (RPZ * .35 119) + (BPZ * .3 1754) + (GHZ*

.24954) + (VTZ * .02877) + (SF_Z * -.00753) + (REZ* -.19206) + (MH_Z * -

.22069)
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AGG_MENT (PF_Z * -.22999) + (RPZ * -.12329) + (BP_Z * -.09731) + (GHZ *

-.01571) + (VT_Z * .23534) + (SF_Z * .26876) + (REZ * .43407) + (MH_Z *

.48581)

The final step is to transform each component score to the norm-based score

by multiplying each aggregated component scale score by 10 and adding 50 to the

resulting product.

Transformed PCS = 50 + (AGO PHYS * 10)

Transformed MCS 50 + (AGG_MENT * 10)

By this, it is especially useful to know that scores above or below 50, are

above or below the mean in the general U.S. population for both the PCS and MCS.
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Glossary

Conceptual equivalence

Conceptual equivalence concerns whether the items in the target language version are

similar in meaning to the source version.

Latent variable

"Latent variable.. .is a construct or hypothetical 'entity': intelligence, verbal ability,

spatial ability, prejudice, anxiety, achievement. Latent variables are unobserved

variables whose 'reality' we assume or infer from observed variables or indicators.

Factors are latent variables, construct we invent to help to explain observed

behavior"(Kerlinger, 1992, p37). Examples of latent variables are intelligence,

hostility and attitude.

Metric equivalence

Metric equivalence concerns the extent to which the adapted measures place

individuals who are similar with regard to the HRQOL states being measured on the

same point in the scores.

Odds ratio (OR)

It is often used in clinical trials as a measure of relative risk, to compare exposed vs

non-exposed or intervention vs control groups. If the odds (A/C and BID) are the

same in the two groups their ratio will be 1. 0R odds in exposed/odds in non-

exposed.
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User	Non-user

Cases	A	 B

Controls	C	 D

OR	=(AIC)/(B/D)

Operational equivalence

It refers to the adapted instrument's relative performance using various modes of

questionnaire administration supported by the instrument.

Pharmaceutical care

This is a term to define patient-centred, outcome-oriented pharmacy practice. It was

coined by Helper and Strand in 1990 to describe their vision of a new approach by

pharmacists to ward patients care. The objective is to optimise the patient's health-

related quality of life. The responsible provision of drug therapy for the purpose of

achieving definite outcome that improve a patient's quality of life. Close professional

interaction with the patient and other health care workers is necessary so that health

may be promote, disease prevented and therapy monitored effectively. The latest

definition is pharmaceutical care is a practice in which the practitioner takes

responsibility for a patient's drug-related needs and is held accountable for this

commitment (Cipolle et al, 1998).
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Pharmacodynamic

The processes of the body's response resulting from treatment with a medicine or

compound. It is the study of biochemical, physiological or therapeutic responses to a

drug as a function of does and time. "What the drug does to the body"

Pharmacokinetic

The process of absorption, distribution, metabolism, and excretion of compounds and

medicines. In 1975, Gibaldi, M. and Perrier, D defined pharmacokinetics as the study

of the time course of drug and metabolite levels in different fluids, tissues, and excreta

of the body, and of the mathematical relationships required to develop models to

interpret such data. Such studies are important for working out appropriate dosage

regimens for individual drugs so that efficacy can be optimised and toxicity

minimized. "What the body does to the drug".

Phase II clinical trials

Phase II clinical trials are the first controlled clinical studies of the drug. It's the first

attempts to prove efficacy of a treatment. These are often the first studies in patients.

Does findings is a common objective of such. They involve no more than several

hundred patients (Senn, 1997; Chow and Liu, 1998).

Scale equivalence

Scale equivalence concern how similarly the culturally adapted translated versions

have psychometric properties across versions.
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Standard gamble

The standard gamble is a gamble which the participant is given two choices. It is a

method for estimating the utility of a particular outcome from a particular perspective.

Judges are asked to choose between life in a particular known health status and a

gamble with a probability p of obtaining complete cure and a probability (l-p) of

death. The probability p is altered until the judges have no preferences for either state.

The probabilityp is then a measure of the preference or utility for the health state.

Tolerance

It is regularly used to detect multivariate collinearity during sequential operations, but

can also applied in a full regression model. The tolerance value is calculated as 1 - R2

for each of these special regressions. It is the proportion of variability of that variable

that is not explained by its linear relationships with the other independent variable in

the model. The tolerance should be relatively close to 1 (i.e., R 2 0) for an additional

variable to be accepted as noncollinearity with others (Noruis, 1998).

The time trade-off

It asks the respondent to choose between two possibilities. One choice is to live in

health status A for time x while the other possibility is to live in health status B for

time y. For instance, a cancer surgery can help to prolong a patient's life for another

10 years in health status 0.2. Without a surgery, the health status would maintain 0.8

for another 3 years. The time trade —off consider the time prolonged. Standard gamble

considers the risks.

Willingness to pay
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The value of benefits and indirect costs are determined by what the individual is

willing to pay for preventing negative or receiving positive effects of an intervention.
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