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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 [ife 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 TPB 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 49.31 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
methodologics. Therefore as well as summarising findings, implications and
recominendations in Chapter 8, at the end of the thesis personal opinions are proposcd
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 hés 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 al (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, 1996). 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 left 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.



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 (1996)
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 et al, 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



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. 1998). It has also gained its fame for the treatment of skin diseases in
Britain. Many patients nowadays go o London’s “China town” to visit Chinese
medical doctors in the hope of curing skin problems such as psoriasis and eczema
(Thomas et 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-



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).



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 (Yo, 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 nurﬁber 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 oppoﬁunities 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 ne‘w life.
Larger numbers of Chinese people arrived in Britain in the late 1950s and 1960s and

those who came included Hakka and Cantonese speakers. In the beginning only the



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 1960s 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). 1t 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



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.



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 1991/92. 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; Furnham and Forey, 1994; Vincent and i*“urnham, 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



(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 (£ 7 A&, 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 ([£) and
Yang ([5) 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
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process. Yin and Yang are complementary in functions and lack of one side or another

means imbalances of Qi (3&), Blood (Ifll), Jing (#%), Shen (i) and/or Organs (/i)

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-
term 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 (A £k, 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
(X ¥7 0 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

12



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.

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 pain/weakness 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 J

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 1s 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 Cochrane 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 ( 77 % » Hwuan Chi)
polysaccharide, sponsored by the U.S.A.’s Pharmagenesis, France’s Orchid, and
China’s Ler Jan Tarn ($%{ %), has successfully passed the phase II clinical trial (see
Glossary). It was found that in the phase II clinical trial the PG2 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 (353&) 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 %, 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 (Genic) 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 12000).

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 ethnic 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 al, 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.
Health 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 modc;,l 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.
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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”.
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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).
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Figure 2.2 A schematic representation of the PMT

Protection
motivation

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 al,
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 Milne (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 (Montafio et al, 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
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X
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(Perceived facilitating/
inhibiting power) PBC

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 (Ajzen, 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).



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:

Arr = ib/ X €

=1
ATT is attitude toward the behaviour.
b, is the behavioural belief that performing the behaviour, B, leads to some consequence /.
e, is the evaluation of consequence 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.
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j:m
SN = Z)’be X mcy

=1
SN is the subject norm

nb;, is the normative belief

mc, is the motivation to comply with referent j

m is the number of salient referents

Perceived behavioural control (PBC)

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 = Zc‘k X Dk

k=1
¢ is the perceived frequency or likelihood of occurrence of factor k
pr 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; Montafio 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 0of 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,
Conner 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
multiple 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 planned 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 pharmac

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.
Fontenelle,
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 NOrMm 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,
JL, 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
year students
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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The outline of the study is shown in the grey area of Figure 3.1.
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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 1o 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

Chinese medicine

works slowly

—_
—t

with less drug side effects

cures the root of diseases

short of scientific evidence

difficult to prepare

the taste is not good

suitable for chronic diseases

not easily accessible in Britain

expensive in Britain

do no harm to human body

N |0 A A== (W |©

useful for specific (minor) diseases

—
()

trust Chinese medicine

(W8]

useless

for regulation of health status

The use of Chinese Medicine

have used Chinese medicine in Britain

asked friends to send Chinese medicine from Taiwan

have been treated with acupuncture in Britain

10

don't want to use Chinese medicine

12

doubt the quality of medicine or Chinese doctors in

Britain

use Chinese OTC

Western medicine

relieve symptom

more scientific

works quicker

with more drug side effects

for acute (severe) diseases

E-U - LV I SN RN

Language

with problems

The NHS

free and near where they live

11
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prefer the health care system in Taiwan

need to queue, long waiting list

11

the doctors in Taiwan are better than the doctors in

Britain.

E.R. service is better than G.P.

good

want to use NHS

prefer to use private health insurance

do not like seeing doctors

W N (W[

G.P.

trust the G.P.

only ask me to rest when [ am ill

don't trust the quality of the G.P.

Aware of drug-drug interaction

—_— W [N

Social network support

belong to any club (Chinese community, society)

close friends or relatives ask you to see Chinese doctors

with long term diseases now

live alone

Dietary therapy (for regulation of health status)

LY | (oo |

Factors to influence health

family

work pressure

enough rest

Chinese health better than the White

food is the main reason

11

smoking

From the interviews it was found that Chinese people tended to believe that
Chinese medicine works slowly (N=11) and Western medicine works quickly (N=5).
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 (N=3) while Western medicine was more
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scientific-based (N=4), Chinese medicine was believed to cure the root of diseases
(N=3) 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
(1996). The selection of chronic diseases, acute diseases, acupuncture and regulation
of health status were based on the interviews and literature reviews (Sharma, 1996;
Chi et 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 are

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 % 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 Chincse 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 in 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. Most of them
(N=26) were aged between 25 and 44. Nineteen participants were male and eleven
were femalc. 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 I 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 I am ill, the use of acupuncture is ...(3 items) 0.84
Using Chinese herbal to regulaté 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 I am ill, [ 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: o value
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(134

The reliabilities were not low in the first test, except for the question “in
general, the use of Chinese medicine is ...” (¢ = 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 | have an acute disease would be ...(3 items) 0.39
The use of Chinese medicine if | have a chronic disease would be... (3 items) 0.84
The use of acupuncture if | 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
[ intend to use Chinese medicine if | have a chronic illness. (3 items) -0.06
[ intend to use Chinese OTC medicine if [ have an acute illness. (3 items) -0.12
I am confident that I can use Chinese medicine in the next year if | 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 [ can use Western medicine if [ want to. (3 items) 0.85
[ intend to use Western medicine if [ have acute diseases. (2 items) 0.83
I intend to use Western medicine if | 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 pcople in
Britain by postal questionnaire. All of the previous studies were locally conducted
with small 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

[ 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

(1) 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 (1) to Desirable (7), Harmful (1) 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 belicfs

This measure was assessed by three different questions: “members of my
family think I should use Chinese medicine if I am ill”(11), “my important friends
think I should not use Chinese medicine if I am il1”’(12) and “my health experts think I
should not use Chinese medicine if I am ill”(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, [ 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.”(10) and rated

on a 7-point scale ranging from Disagree (1) to Agree (7).
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H:L

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,

mayra Kuiz
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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