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Vice-Chancellor’'s Message

The Distance Learning Centre is building on a stidlition of over two decades
of service in the provision of External Studies g?eanme and now Distance
Learning Education in Nigeria and beyond. The DistaLearning mode to which
we are committed is providing access to many desgriligerians in having
access to higher education especially those whibidoyature of their engagement
do not have the luxury of full time education. Retg it is contributing in no
small measure to providing places for teeming Nayeyouths who for one reason
or the other could not get admission into the cativeal universities.

These course materials have been written by wrégpecially trained in ODL
course delivery. The writers have made great effedt provide up to date
information, knowledge and skills in the differetisciplines and ensure that the
materials are user-friendly.

In addition to provision of course materials innpriand e-format, a lot of
Information Technology input has also gone into theployment of course
materials. Most of them can be downloaded from EH&C website and are
available in audio format which you can also dowadlanto your mobile phones,
IPod, MP3 among other devices to allow you listerthe audio study sessions.
Some of the study session materials have beentextgmd are being broadcast on
the university’s Diamond Radio FM 101.1, while athéave been delivered and
captured in audio-visual format in a classroom emment for use by our
students. Detailed information on availability aadcess is available on the
website. We will continue in our efforts to provided review course materials for
our courses.

However, for you to take advantage of these formats will need to improve on
your L. T. skills and develop requisite distancer@ag Culture. It is well known
that, for efficient and effective provision of Dasice learning education,
availability of appropriate and relevant courseenats is asine qua nonSo also,
is the availability of multiple plat form for thenvenience of our students. It is in
fulfilment of this, that series of course materiale being written to enable our
students study at their own pace and convenience.

It is our hope that you will put these course mateito the best use.

Prof. Abel Idowu Olayinka
Vice-Chancellor



Foreword

As part of its vision of providing education ftriberty and Development” for
Nigerians and the International Community, the @msity of Ibadan, Distance
Learning Centre has recently embarked on a vigorepssitioning agenda which
aimed at embracing a holistic and all encompassgpgoach to the delivery of its
Open Distance Learning (ODL) programmes. Thus vee cammitted to global
best practices in distance learning provision. Afaom providing an efficient
administrative and academic support for our stiglemte are committed to
providing educational resource materials for the v$ our students. We are
convinced that, without an up-to-date, learnerridly and distance learning
compliant course materials, there cannot be anjyslaslay claim to being a
provider of distance learning education. Indeedilakility of appropriate course
materials in multiple formats is the hub of anytai€e learning provision
worldwide.

In view of the above, we are vigorously pursuingaasnatter of priority, the
provision of credible, learner-friendly and inteirae course materials for all our
courses. We commissioned the authoring of, andewewf course materials to
teams of experts and their outputs were subjectedarous peer review to ensure
standard. The approach not only emphasizes cogriktiowledge, but also skills
and humane values which are at the core of edugaieen in an ICT age.

The development of the materials which is on-gomlgo had input from
experienced editors and illustrators who have atksuhat they are accurate,
current and learner-friendly. They are speciallytten with distance learners in
mind. This is very important because, distanceniear involves non-residential
students who can often feel isolated from the conitywf learners.

It is important to note that, for a distance learte excel there is the need to
source and read relevant materials apart from ¢bigse material. Therefore,
adequate supplementary reading materials as welh&s information sources are
suggested in the course materials.

Apart from the responsibility for you to read tleisurse material with others, you
are also advised to seek assistance from your eofasilitators especially
academic advisors during your study even beforarttezactive session which is
by design for revision. Your academic advisors wgbkist you using convenient
technology including Google Hang Out, You Tube KTRlision, etc. but you have
to take advantage of these. It is also going tambanmense advantage if you
complete assignments as at when due so as to henessary feedbacks as a
guide.

The implication of the above is that, a distancarder has a responsibility to
develop requisite distance learning culture whittiudes diligent and disciplined
self-study, seeking available administrative anadaenic support and acquisition
of basic information technology skills. This is wigu are encouraged to develop



your computer skills by availing yourself the oppmity of training that the
Centre’s provide and put these into use.

In conclusion, it is envisaged that the course natewould also be useful for the
regular students of tertiary institutions in Nigewho are faced with a dearth of
high quality textbooks. We are therefore, delightegresent these titles to both
our distance learning students and the universitggular students. We are
confident that the materials will be an invaluatdsource to all.

We would like to thank all our authors, reviewensl groduction staff for the high
quality of work.

Best wishes.

@24.” =2

Professor Bayo Okunade
Director
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Course Information

Course Code & Course NameNSG 215: Human Behavior and lliness
Credit points: 3 Units

Year: 200-Level Semester: First Semester

About the Course This course is designed to help students acdb&eknowledge of
socio- psychological determinants of human behavarch behaviors as compliance,
resistance and utilization will also be examineteims of health/ illness continuum.

Lecturer Information:
» Facilitators: Mrs. Titilayo D. Odetola and Mrs. Adeyinka G. Ishola
e Email: odetolatitilayo@yahoo.com adeyinkaishola2004@yahoo.com
e Consultation: Through SMS, email and facebook.

Introduction to the Course:

You are welcome to NSG 215. This is an online oadhsit runs in the distance learning
mode. It is a compulsory course open to all nurstaglents and it is a 3-unit course that
has 45 hours of interaction among teachers anddesafor the period of the course.

Aim: The course aims at introducing concepts of behakiealth and illness; identify the
determinants of human behavior and describe illfedgavior and various models of
human behavior in illness.
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Study Session 1: Introduction to human behavior andlness

Introduction

Health they say is wealth. Most individuals wamstay healthy. However not everybody
is healthy. Our health status could be determinedurselves, our behaviors and traits.

Health professionals have discovered the needlpode®ple on how to stay healthy.

Therefore in this study you will learn the conceptdehavior, health and illness. You
will also understand the determinants of healthd dactors that influence health
behaviors using the health belief model.

Learning outcomes for study session
At the end of this study, you should be able to:

1.1. Explain the concepts of behavior, health and iBnes
1.2. Discuss the determinants of health
1.3. Highlight the factors that influence health behasidealth belief model.

1.1 The concepts of behavior, health and iliness

There is need to understand the concept of behagat relates to health and illness.
Health educators must understand what motivatesahufyehavior. Alcohol, drug

addiction, smoking, obesity, venereal disease ast p few of the hundreds of
pathological states which result from human resesr(behavior). Terms like disease,
value and attitude will also be discussed to help ynderstand these concepts.

Behavior

Behavior is the response of an individual orugrto an action, environment, person, or
stimulus. A behavior is simply defined as a persevesy of responding or reacting in
different situations. It is called a behavior ithuhas become a persistent way of reacting
being monitored over a period of time.

Box 1.1Definition of Behavior

Behavior is the response of an individual orugrto an action, environment, person, or
stimulus
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Disease

A disease is a definite strange condition, a disoad outlook or function that affects part
or all of an organism. The failure of a part or #rgire organism to function effectively
can be attributed to germs or hereditary factortdtufe also has a great influence on the
community’s view of disease. Some communities laite the incidence of disease to
witchcraft, sorcery, and mystical forces.

In-Text Question

----------- is a definite strange condition, a dider of outlook or function that affects part
or all of an organism

In-Text Answer
A disease

Value
Value is a norm or standard, as of behavior, thabnsidered vital or appropriate.
Value is a belief upon which a person acts by pesfee.

In-Text Question

The norm or standard as of behavior that is consitieital or appropriate is
In-Text Answer

Value

Attitude

This is the manner, disposition with regard to espe or thing; orientation, especially of

the mind. It is a mental and neural state of resgBn organized through exposure,
extending a dynamic influence upon the individua#sponse to all objects and situations
with which it is related. Thus an individual’s vakiaffect a wide range of thought and
behavior patterns thereby generating attitudes.

In-Text Question

A person’s individual values affect a wide range tbbught, behavior patterns and
generates

In-Text Answers
Attitudes

Health

According to the World Health Organization’s defiion, health is defined as a state of
physical, mental, psycho-social and spiritual wbking and not merely the absence of
diseasesHealth can also be said to mean the level of usefatetabolic efficiency of a
living organism.
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The image below is the logo of the World Healthamrigation whose efinition of health
was given

World Health
Organization

Figure 1.1 World Health Organization’s logo
http://upload.wikimedia.org/wikipedia/commons/SMhb-logo.jpg

lliness

lliness refers to any state of disturbance in néroractioning of total human individual
including both the state of the organism as a bickl system and his personal and social
adjustment. It may be acute or chronic.

- o

The figure below is a picture of critically ill ddren

Figure 1.2 Critically ill children
Sourece: http://www.rockcellarmagazine.com/wp-content/up&/2013/02/Starving-
Children-Africa-Toto.jpg

In unit 1.1, you have been given the definitiongidferent health concepts. In this unit,
you will be taken through the determinants of Healbd how our activities affect our

health.
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1.2 Determinants of health
There are several factors that determine the efdtealth of individuals in a community.
Such factors could be:

+ the social and economic environment,

<+ the physical environment

% the person’s individual characteristics and behavio

. Social and economic environment

. Physical environment

. Characleristics and behaviors

Figure 1.3: Factors determining the state of health

These factors can be broken down to:

Income and social status

Education

Physical environment

Employment and working conditions
Social support networks

Genetics

Health services

Gender

Income and social status:The higher the income, the better the state ofttheBoor
income can make individuals not to attend to tieialth. Individuals with high social
standing usually have access to good health care.

ONoOk~wWNE

Education: A person’s low education could affect his staténealth. It could result to
inadequate response to health issues due to igraran

Physical environment: It has been discovered that safe water, clearhealthy offices,
safe houses, communities and roads contributeaithiner living.

Employment and working conditions: Employed individuals and people with good
working conditions live healthy.
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Social support networks The support of family and friends mean a lot amaild
enhance healthy living.

Culture: Healthy customs and traditions, and the belfthe family and community
could also enhance healthy living.

Genetics The genetics of an individual could determinédnéf is vulnerable to certain
sicknesses or diseases.

Health services Availability and use of services that prevent amect disease influences
health.

Gender. Some diseases are gender based.

Personal behavior: Some behaviors exhibit by individuals could affdoeir state of
health. For example, eating and sleeping habit.

Some of such behaviors are categorized below.

= Health- motivated behavior

= Non- health motivated behavior
= Risk- motivated behavior

= Conflict- motivated behavior

Health- motivated behavior

Some stimuli will motivate the individual to carer for reflect on his/ or her health status
positively or otherwise. For example, a suddenhachhe may prompt a person to visit a
dentist for treatment (disease/ illness prevention)

Non- health motivated behavior

Sometimes people do things that affect their heddtit which are not motivated by
health reasons. For example, having white and lifeadtjums will make individuals look
attractive and will leave a good taste in the motitierefore, one may develop the habit
of brushing the teeth for aesthetic reasons, andealy because of preventing tooth
decay. However, the result of this behavior is {paesi

Risk- motivated behavior

Sometimes people engage in behaviors that thegwaage of the health risks involved,
but are willing to take the risk. Many individualéio consume drugs are probably aware
of the dangers inherent and the damage they mato dbeir bodies. They listen to
educational messages on radio and television progrget they go ahead to consume
illegal drugs.
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Conflict- motivated behavior

Another variable that must be considered evenenintdividual who is highly motivated
toward positive health behavior is that of conifigt motives. Many students know the
dangers of using drugs and other mood modifiers,tlyey participate in illicit drug
activities, so as not to be disliked by their peen® are also involved.

Activity 1.1 Health behaviors
Time Allowed: 5 days

Observe the behavior of someone around you fordass and identify what motivated
him/ her to behave in certain ways and how youkthirat person will respond to his/her
health.

1.3 Factors that influence health behaviors: the Hidth Belief Model

Health behavior is the action taken by a person to sustain, reaichggain good health
and to check iliness. Health behavior reveals aqres health beliefs.

The focus of the health belief model is the preienof disease, rather than the control
after it has started. The model emphasizes mativatnd the historical perspective of the
individual based on his/ her prior experiences. sTtaurrent dynamics confronting the
individual are emphasized as well as all the factbat motivate behavior.

It is a recognized fact that health and well- belnodd a relatively low priority in the
value complex of most individuals who are in goahlth. When a person is in good
health, disease is rarely thought about or examiseddisease holds a more or less
neutral position in the scheme of things.

The health- belief model proposes that the indi@idull take action (exhibit a behavior)
to avoid disease if two conditions are met-

1. The individual's belief of susceptibility to a parilar disease condition. The range of
vulnerability as perceived by the individual varg®atly and may be viewed on a
spectrum. There are thus two positions available.o®e end is the individual who
denies any possibility of involvement with the dise process, and at the other end is
the person who expresses a feeling of real darfggmiracting a specific disease.

2. The belief that the occurrence of the disease dvhalre a moderately severe impact
on some aspects of the individual's life. Just he tcceptance of personal
vulnerability to a specific condition varies fronme person to another, so does the
individual’s perception of its seriousness varies.

If these two conditions are met, the individual intieen believe that a particular
course of action (behavior) would be beneficiale dehavior would have value if it
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reduces individual’'s susceptibility to the diseasereduces the severity of the
condition if it already exists.

A serious consideration must also be given to threidrs, which prevent the individual
from this constructive behavior.

These factors include:
(a) Internal factors of pain and embarrassment
(b) External factors of cost and convenience.

From a broader perspective, the individual's petioepof the seriousness of the threat is
an important inducement for a positive pattern ehdwvior. The disease would be
considered a threat if it adversely affects a pgssfb or ability to support his family.

The probability of that person being able tiake appropriate course of action
(behavior) is furtheinfluenced by asset of intervening variables or modifyifagtors
which include such elements as demographic chaistate (of age, sex and race), socio-
psychological variables (of personal traits, soclaks, peer and reference groups) and
structural variables (a mental components), allloich affect health behavior.

Structural
Variables
» Age * Traits » Mental
* Sex » social class Components
» Race » Peer and
reference
group

Figure 1.4 Factors influencing health behavior

Knowledge of a disease, prior contact with it, atlder considerations that increase the
level of knowledge of the disease inevitably influae the pattern of health behavior.

Just as demographic, psychosocial and structurgéblas constitute one set of factors
modifying health behavior, an additional set existghich constitute an essential
ingredient in the mode of behavior.

This set of factors calledclies to action” triggers or initiates appropriate health
behavior. Such modifying cues may include mass aedmpaign, advice from others,
and iliness of family member or friend.
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The final phaseof the health belief model is the likelihood ofian.

The likelihood of action being taken is enhancee@mvthe benefit of taking this action is
realized. Barriers also exist to prevent the irdlial from initiating this action. The
likelihood of a positive action is thus estimateaderms of the perceived benefits of the
action minus the barriers that prevent it from odog.

This means that an individual may see he/ she ptibteto a serious disorder and may
also be considered that no alternative exist tvalte the problem. Or an individual may
believe that an action will be effective in redugithe threat of disease, but the action
involved may be costly, inconvenient and painflilrdadiness to act is high, and the
corresponding barrier to the action is low, thebatality for action will be high.

Conversely too, if the individual is not ready tct,aand the barrier to act was high, the
action (positive behavior) would not occur. But gldban equal level exist on both
variables (high readiness to act and high barpeadtion) the conflict becomes very
difficult to solve.

In-Text Question

The probability of a person being able to take appate course of action (behavior) is
influenced by asset of intervening variables or ifiyoty factors which include the
following except

(a) Demographic characteristics (b) socio- psychickl variables(c) structural variables
(d) Meta-physical variables

In-Text Answer
(d) Meta-physical variables

The diagrammatic expression of health behavior m@tiBM) as postulated by
Rosenstock.
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Individual perceptions

Modifving factors likelihood of action

EE
ﬁ*#-

Figure 1.5 Health behavior model diagram

Summary
In study session 1, you have learnt that:

1.

2.

3.

Behavior is the response of an individual orugréo an action, environment,
person, or stimulus.
A disease is a definite strange condition, a disof outlook or function that
affects part or all of an organism.
Value is a norm or standard, as of behavior, thabnsidered vital or appropriate
Attitude is the manner, disposition with regardat@erson or thing; orientation,
especially of the mind.
According to the World Health Organization’s defiioin, health is defined as a
state of physical, mental, psycho-social and sg@lfitvell- being and not merely
the absence of diseases.
lliness refers to any state of disturbance in nérfuactioning of total human
individual including both the state of the organiama biological system and his
personal and social adjustment.
Some of the factors determining health include:

» the social and economic environment,

» the physical environment, and

» the person’s individual characteristics and behavio
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8. Some behaviors exhibit by individuals could affénetir state of health.
Such behaviors include:
= Health- motivated behavior
= Non- health motivated behavior
= Risk- motivated behavior
= Conflict- motivated behavior

9. Health- motivated behavior involves individualsrizemotivated by some stimuli
to care for or reflect on his/ or her health statasitively or otherwise.

10.Risk- motivated behavior involves engaging in bebisvthat they are aware of
the health risks involved, but are willing to take risk

11. Conflict- motivated behavior involves individual wis highly motivated toward
positive health behavior and conflicting motives

12.The health- belief model contends that the indigldwill take action (exhibit a
behavior) to avoid disease if two conditions aré.rbey are:

13.The individual’s belief of susceptibility to a p@xilar disease condition

14.The belief that occurrence of the disease wouldlmmoderately severe impact
on some aspects of the individual’s life

15.A serious consideration must also be given to tagidrs, which prevent an
individual from constructive behavior

16. Factors that prevent an individual from construetdehavior include:

a. Internal factors of pain and embarrassment
b. External factors of cost and convenience.

17.The final phase of the health belief model is tkelihood of action
18.The likelihood of action being taken is enhancecmvthe benefit of taking this
action is realized.

Self-Assessment Questions (SAQs) for Study Session

Now that you have completed this study session, gemu assess how well you have
achieved its Learning outcomes by answering tHeviahg questions.

Write your answers in your study Diary and disctigmsm with your Tutor at the next
study Support Meeting.

You can check your answers with the Notes on thkeA3sessment questions at the end
of this Module.

SAQ 1.1 (Testing Learning outcomes 1.1)

How can we define human behavior?
SAQ 1.2 (Testing Learning outcomes 1.2)

Mention some of the factors that determine theestdt health of individuals in a
community and personal behaviors that could equfbct the state of health
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SAQ 1.3 (Testing Learning outcomes 1.3)

The health- belief model proposes that the indi@idull take action (exhibit a behavior)
to avoid disease if two conditions are met. Whatthe conditions?

Notes on SAQs for study session 1

SAQ 1.1
Behavior is the response of an individual or grém@n action, environment, person, or
stimulus.

SAQ 1.2
Some of the factors that determine a person’s sfdtealth include:

Income and social status

Education

Physical environment

Employment and working conditions
Social support networks

Genetics

Health services

Gender

ONoOOGO A WNE

Such personal behaviors include:

= Health- motivated behavior

= Non- health motivated behavior
= Risk- motivated behavior

= Conflict- motivated behavior

SAQ 1.3

It involves the individual’s belief of susceptiltylito a particular disease condition. The
range of vulnerability as perceived by the indiatlvaries greatly and may be viewed on
a spectrum. There are thus two positions available.one end is the individual who
denies any possibility of involvement with the @dise process, and at the other end is the
person who expresses a feeling of real dangerrifacting a specific disease.

The second condition is the belief that the ocaweeof the disease would have a
moderately severe impact on some aspects of thdndl’s life. Just as the acceptance
of personal vulnerability to a specific conditioaries from one person to another, so
does the individual’s perception of its seriousnesses.
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Study Session 2: lliness and Disease

Introduction

She walked into the hospital looking weak and p#lau could judge by her looks that
she is not her normal self. She is sick. | guess gauld have met individuals like this
before. That is what illness could do.

In this study session you will learn the conceptilloless and disease, the classes of
illness and disease and the lliness behaviorsiidhziod, adolescence, and adulthood.

Learning outcomes for study session 2

At the end of this study, you should be able to:

2.1 Explain the concept of illness and disease
2.2. Highlight the classes of illness and disease
2.3. Discuss the illness behaviors in children, adoleseeand adulthood.

2.1 Concept of lllness and disease

lliness is a condition of being unhealthy in your body anthd. It is an exact condition
that prevents your body or mind from working norinalliness is a state of being
unwell. It is the level of depth of disease marndéen in an individual.

lliness can also be defined as an unusual process in valsjpécts of the social, physical,
emotional, or intellectual condition and functiohaperson are weakened or impaired
compared with that person's previous condition.

lliness is a state in which the person’s physical, emadationntellectual, social,
developmental or spiritual functioning is thoughitbie diminished. lliness brings about a
change in individuals and has short or long terfactfon the normal activities of daily
living and survival.

The figure below shows a critically ill child
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Figure 1.1critically ill child
Source:
http://upload.wikimedia.org/wikipedia/commons/thudid 7/Starved_girl.jpg/505px-

Starved_girl.jpg

lliness is the major reason why an individual ispitalized and thus poses great threat to
the person, the family and the society at largespitalization is a word used
interchangeably with admission into a hospital cooaint of iliness or a deviation toward
the left on the health- illness scale.

Box 1.1: Definition of illness

lliness is a highly personal state in which thespais physical, emotional, intellectual,
social, developmental or spiritual functioninghstight to be diminished

Diseases

Disease is an interruption, termination, or disomfea body, system, or organ structure
or function. A disease is a definite strange coodjta disorder of outlook or function
that affects part or all of an organism.

The figure below shows a boy affected by diseaski®face
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Figure 1.2. A Boy affected inflicted with a disease
Source: https://farm8.staticflickr.com/7287/9523369457 867f2&fc0.jpg

2.2 Classes of illness and disease

lliness can beclassified into based on onset (beginning), duratemd management.
lliness could be:

* Acute lliness
e Chronic iliness

Acute lliness

Acute illness is a type of illness that will eveaity resolve without any medical
supervision. Acute lliness is characterized by seveymptoms of relatively short
duration. The symptoms often appear sharply andnéiin quickly .It also depends on
the cause. It may or may not require interventignhiealth care professionals e.g.
appendicitis and cold.

Chronic illness

Chronic illness is the type of illness that lagis dn extended period, usually six months
or longer and often has periods of reduction, wtiensymptoms disappear and when
symptoms re-appear e.g. sickle cell anemia

Chronic illness is a class of illness that has fedrover a long period of time in the body.
Examples of chronic illnesses are Cancer, AIDS nKidDisease and Diabetes. Usually,
medicines for chronic illnesses are regulated asdpiption Only.
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In-Text Question

is the one that lasts for an extended gherio
In-Text Answer
Chronic iliness
2.2.1 Stages of lliness
There are different stages of illness. They are:

Symptoms experience
Assumption of the sick role
Medical care contact
Dependent client role
Recovery or rehabilitation

Assumption :
Symptoms of the sick Medical care

experience

contact
role

Dependent

Client role Recovery or

rehabilitation

Figure 1.3 Stages of iliness

Symptoms experience
Symptoms experience could occur when an individgsese physical limitation or
knowing of something that is wrong but could na&gtiose the problem.

Assumption of the sick role

When symptom continue and turn out to be severentsl accept the sick role. At this
junction, the illness becomes a social phenomeand,sick people seek approval from
their families and social groups that they areasely ill and that they be exempted from
usual duties and role expectations.

Medical care contact

Symptoms may persist despite the home therapgesniie severe or require emergency
care; the person is encouraged to seek profesdieaith services. In this stage the client
seeks expert acknowledgement of the illness asasgdlhe treatment
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Dependent client role

The client trust and depend on health care prajeats for the relief of symptoms. The
client accepts care, empathy and protection froen thssles and pressures of life. A
client can adopt the dependent role in a healtle ¢astitution, at home, or in a

community setting. The client must learn to adfoghe disorder of a daily schedule.

Recovery or rehabilitation

This stage shows up suddenly just like when thepsggms shows up. In the case of
prolonged illness, the final stage may require djusment to a prolong reduction in
health and functioning.

Classification of disease
Diseases can be classified into the following types

1. Heart, Lung and Other Organ Diseases

2. Blood and Immune System Diseases

3. Cancer

4. Injury

5. Brain and Nervous System Diseases

6. Endocrine System Diseases

7. Infectious and Parasitic Diseases

8. Pregnancy and Childbirth-Related Diseases
9. Inherited Diseases

10. Environmentally-Acquired Diseases

Heart, Lung and Other Organ Diseases:

Centers for Disease Control and Prevention sawrt litsease is a number one killer all
over the world. Heart attacks, coronary heart diseend congestive heart failure are all
common. Lung diseases, such as chronic obstrugtileonary disease, also cause many
deaths. Causes of these ailments, as well as tfos¢her organs, include inherited
conditions, infections and trauma.

>

Figure 1.4 Heart, Lungs action
Source: http://pixabay.com/p-41562/?no redirect
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Blood and Immune System Diseases

The function of the immune system (a collectiorstrictures and processes within the
body) is to protect against disease or other pigntdamaging foreign bodies. When

functioning properly, the immune system identiféegariety of threats, including viruses,

bacteria and parasites, and differentiates them ftee body's own healthy tissue. When
it is not functioning well diabetes, rheumatoid haitts and psoriasis, anemia are
commonly noticed.

Cancer

Cancer is a class of disease that develops frol® telt cannot be controlled. There are
over 100 different types of cancer, and each issdi@d by the type of cell that is
primarily affected. Examples of this include breasicer, lung cancer and prostate
cancer.

The figure below shows a cancerous cell

Figure 1.5: Cancerous cell

Sourcehttp://upload.wikimedia.org/wikipedia/commons/5/58tondary_tumor_deposit
s_in_the_live

Injury

Injury is a general term for damages caused bydaots, falls, hits, weapons, and more.
Millions of people injure themselves every yeare3é injuries range from minor to life-
threatening.

Wounds are injuries that break the skin or othehylitssues. They include cuts, scrapes,
scratches, and punctured skin. They often happeause of an accident, but surgery,
sutures, and stitches also cause wounds.

The figure below shows a head injured boy
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Figure 1.6 AnInjured child

Source: http://upload.wikimedia.org/wikipedia/commons/7Bay_receiving_treatment_
after_Haiti_earthquake.jpg

Brain and Nervous System Diseases

Brain and nervous system illnesses can appearyaagm It affects the functionality of
the brain. Spinal bifida, which is associated wittadequate folic acid intake in a
pregnant woman's diet, is present at birth. Alzleeisndementia, like schizophrenia,
arises in adults, has a genetic component andaiedewith physical changes in the brain

Endocrine System Diseases

Endocrine glands secrete hormones into the blosaistiwith great effects. For example,
diabetes occurs when insulin from the pancreamocadonger effectively adjust glucose.
Cushing's disease of the adrenal glands and hypeidism are also endocrine disorders.

Infectious and Parasitic Diseases

These are diseases transmitted by parasites whielon the body of the host. Examples
of such diseases are malaria, tuberculosis. Pasdsie virus and bacteria have done a lot
of damage on the human body.

Pregnancy and Childbirth-Related Diseases

The rate of child mortality rate is high and thesults from childbirth related disease.
Pregnancy related diseases are deadly and of g¢feside. Examples of such diseases
include blood clotsbacterial vaginosis and cellulitis.

Blot cot is an example of pregnancy related diseaskis represented in the diagram
below
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Blood Clot Diagram

Valve Blood flow

Thrombus

Figure 1.7 Blot Clot diagram
Source: http://upload.wikimedia.org/wikipedia/commons/¢RIBod_clot diagram.png

Inherited Diseases

Inherited diseases can be the result of a singhe génormality -- such as sickle cell
disease or Down's syndrome -- or from the interpllayultiple genes.

Environmentally-Acquired Diseases

Environmental health effects can be instant, siccheat wave-related deaths or carbon
monoxide poisoning. Others, such as skin cancertaiayyears to develop.

In-Text Question

The different types of disease include the folfgyexcept

(a) Cancer (b) Injury(c)Brain Nervous System Dss=a(d) Trypanosotic disease
In-Text Answer

(d) Trypanosotic disease

2.2.2 Differences between illness and disease

lllness and disease could be related but have diifferences. Some of which are
highlighted in the table below.
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Table 1.1Differences between illness and disease

lliness Disease

Easily recoverable ailments are consider&eavere, life-death type treatment are

illnesses considered diseases

For example fever is considered illness For examplalaria or jaundice i$
disease.

lliness is a product of disease Disease causedlne

You can have illness without disease You can haseade without illness

lliness is something a man has Disease is some#immygan has

2.3 lliness behaviors in childhood, adolescence, and aithood

Illness behavior is a concept put forward by sociologists and isnsas a coping
mechanism, which involves ways individual descrilmeonitor and interpret their
symptoms, take remedial actions and use the healéhsystem.

lliness behaviors vary from childhood to adulthoddey are discussed below.

lliness Behavior in Childhood

Erik Erickson in his psychosocial theory (1960)ided human development into eight
stages. All these stages cover the behavior ohdividual from infancy to old age but
for the scope of this discussion, it will be lindtéo the first four stages which are
collectively known as childhood.

— Neonates/ infancy (birth - 1 year)

— Toddler (2- 3 years)
— Pre- school (4 — 5 years)
— School Age (6 — 12 years)

Childhood is the period between infancy and pubeetyO- 12 years. The term is non-
specific and implies a varying range of years imhao development. Children at different
developmental stages react differently to illness subsequently, hospitalization.

The emotional reactions of children also depenthertype and quantity of the stress and
tension produced by the illness, hospitalizatiorsparception about hospitalization and
medical procedure.

lliness Behavior in Adolescence

The Adolescence groups which are of age 13 to 4@ wdflect some illness behavior.
Some of them at this age are susceptible to illhleshronic fatigue syndrome, juvenile
rheumatoid arthritis. This age group is more likedydemand independence and this
reflect this in the illness behavior.
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lliness Behaviors in Adulthood

This reflects the illness behavior of individualls2®years above (young adult) and 40
years above (mature adult). This age group couttbébehavioral disorder which could
reflect as anxiety, emotional disorder etc.

The adult age group reflects their experience ckf@p@und which is easily seen in their
illness behavioral pattern. Children who grew umesgsing some bad examples in illness
behavioral pattern eventually become adults and/snmilar iliness behavioral pattern.

Activity 1.1 lliness behaviors in childhood, adolescence anidtlzobd
Time Duration: 15 minutes
Discuss the illness behaviors of members of younilfa

Summary
In study session 2, you have learnt that:

1. lliness is a condition of being unhealthy in yoodig and mind

2. Disease is an interruption, termination, or disordea body, system, or organ
structure or function

3. lliness can be classified into based on onset (oewy), duration and
management.

4. lliness could be:

= Acute lliness
=  Chronic illness

5. Acute illness is a type of iliness that will eveaity resolve without any medical
supervision.

6. Chronic illness is the type of illness that lagis dn extended period, usually six
months or longer and often has periods of reductiwhen the symptoms
disappear and when symptoms re-appear.

7. The different stages of iliness are:

Symptoms experience
Assumption of the sick role
» Medical care contact

» Dependent client role

= Recovery or rehabilitation
8. lliness behavior is a concept put forward by sagdts and is seen as a coping
mechanism, which involves ways individual descrim@nitor and interpret their
symptoms, take remedial actions and use the healéhsystem.

Self-Assessment Questions (SAQs) for Study Sessibn

Now that you have completed this study session, ganu assess how well you have
achieved its Learning outcomes by answering tHeviahg questions.
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Write your answers in your study Diary and disctigmsm with your Tutor at the next
study Support Meeting.

You can check your answers with the Notes on thkeA3sessment questions at the end
of this Module.

SAQ 2.1 (Testing Learning outcomes 2.1)
Define illness and disease

SAQ 2.2 (Testing Learning outcomes 2.2)
Explain the acute and chronic nature of iliness

SAQ 2.3 (Testing Learning outcomes 2.3)
Discuss the illness behavior pattern of the chitthgroup

Notes on SAQs for study session 2
SAQ 2.1

lliness is a state in which the person’s physicaiotional, intellectual, social,
developmental or spiritual functioning is thoughtie diminished

Disease is an interruption, termination, or disorafea body, system, or organ structure
or function.

SAQ 2.2
Acute illness is a type of illness that will eventually resolvdthout any medical

supervision. Acute lliness is characterized by s=veymptoms of relatively short
duration. The symptoms often appear sharply andhésimquickly.

Chronic illnessis the type of illness that lasts for an extenpedod, usually six months
or longer and often has periods of reduction, wtiensymptoms disappear and when
symptoms re-appear e.g. sickle cell anemia.

SAQ 2.3

Childhood is the period between infancy and pubeetyO- 12 years. The term is non-
specific and implies a varying range of years imhao development. Children at different
developmental stages react differently to illness subsequently, hospitalization.

The emotional reactions of children also depenthertype and quantity of the stress and
tension produced by the illness, hospitalizatiorsparception about hospitalization and
medical procedure.
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Study Session 3: Medical Adherence

Introduction

Most students who sit for exams want to pass. Likewnost patients who visit hospitals
need healing. Complete wellness might not be rablizif the patients do not adhere to
their medication.

Medication adherence describes the degree to wahightient correctly follows medical
guidance. This is achieved through different measumn this study session you will
understand the concept of medical adherence, asgesnedication adherence,
medication non-adherence, and nurses’ role in raéditc adherence.

Learning Outcomes for study session 3
At the end of this study, you should be able to:

3.1Discuss Medication Adherence

3.2Explain ways of accessing medication adherence
3.3Discuss Medication non-adherence

3.4Highlight nurses’ responsibility in ensuring adhere

3.1 Medication Adherence

Medication adherencedescribes the degree to which a patient correotlgWs medical
guidance. It can also refer to medication or drogngliance. This also includes medical
device use, self-care, self-directed workoutsreatment sessions.
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The figure below shows drugs displayed to help yoderstand medication adherence

Q.A
Figure: 1.1: Drugs
Source: http://cdn.diabetesselfmanagement.com/2015/01ip30L1415.jpg

Medication adherence usually refers to whetherepti take their medications as
prescribed (e g, thrice daily), as well as whettimy continue to take a prescribed
medication. Medication adherence behavior can divithto 2 main concepts, namely,
adherence and persistence.

Adherence refers to the intensity of drug use dutime duration of therapy, whereas
persistence refers to the overall duration of dhegapy.

Box 1.1 Definition of medication adherence

3.2 Assessing Medication Adherence

Statistics has shown that rate of medication adtoerelrop after the first six months.
Medication adherence is a growing concern to damg and other health stakeholders
because of increasing evidence that non-adherengeedominant and related with
severe outcomes and higher costs of care.

There are many different methods for assessingradbe to medications. They are:

4+ Direct method
+ Indirect method

Direct method

This includes directly observed therapy, measurénwénthe level of medicine or
metabolite in blood, and measurement of the bickignarker in blood. Although these
direct methods are considered to be detailed thdineict methods, there are also some
limitations.
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Some of such limitations may include patients pre¢e.There may be variations in
metabolism that can affect serum levels. Directho#s are not practical for routine
medical use.

Indirect Method

Indirect method involves the use of questionnaiessessment of the patient’s clinical
response, electronic medication monitors, measureofephysiological markers, patient
diaries, pharmacists refill, self-reports, pill ods, rate of prescription refills etc.

In-Text Question
Indirect method of assessing Medicare adherentedadhe following except

a. Pharmacist Refill b. Pill Counts c. Observeddpg d. Self-reports
In-Text Answer

c. Observed therapy

3.3 Medication non adherence

Non adherence to medications is common for patieitts cardiovascular diseases. Non
adherence could be as a result so many things. Sbwiaich are:

1. Cost and duration of regimen could be a seriousewn
2. Perceived severity of the health problems

3. Difficulty in understanding therapy due to illitesg lack of necessary skills or
language barriers.

4. Side effects or complications likely to arise frgprescribed drug which could
scare the patient.

5. Cultural or religious barriers of the patients. Soraligious organizations do not
permit their members to use drugs even when nedidectonsidered a sin

6. Self-concept and value of the patients

7. Degree of confidence and satisfaction in the ghdftthe regimen in resolving the
health problems.

8. Ready accessibility to and availability of the mrésed regimen.
9. Degree of inconvenience posed by the disease dséiie management.

10. Perception of significant others about the heatttblem and the effectiveness of
the management regimen.
The issue of non-adherence is not based on thesfibthe patients alone. It involves all
the stakeholders; patient, physicians, healthcaoekevs, healthcare facility and the
patient's family. Non adherence could be tackledtdiing some measures. Some of
which are:

1. The creation of a patient-centered project
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Encourage the patient's family to keep track of icegtbn

Create an online medical database

Encourage patient participation and engagement

Creation of an application where patients can tegis

Promote meetings between medical staff and paterdgheir families
Changed and improved healthcare systems

Nogkowbd

The creation of a patient-centered project

This gives the patient information about their tneent, medication and especially
their condition, and also provides an avenue byclvipatients can reach their physicians
and vice-versa.

It gives room for the patients to ask questionsualieeir treatment and the physician or
healthcare workers to monitor the patient's treatnaglherence. In developed countries,
this can be done through a smartphone applicaliopoorer countries, a SMS system
can be used and could be as effective.

Encourage the patient's family to keep track of meitation
The patient’s family could be encouraged to keepktrof medication. This will reduce

the stress of the patient. In case of schedulediafipent, systems should be put in place
to encourage the family to follow up.

Create an online medical database

This is aimed at providing information to the pati@bout their disease and treatment.
Putting this in place will aid adherence. The infation provided must be easy to

understand, so that the patient and their family ba properly informed about the

condition without requiring specific medical knowtge.

Encourage patient participation and engagement

It is good for patients to work with their healthegroviders on preventive measures.
They are less likely to develop health issues efthure if this is done. A smartphone-
based ortwo-way SMS project could be wused to aageu patient-doctor
communication, in situations where the conditioa haen diagnosed.

Creation of an application where patients can regier

The healthcare provider could create applicatiohsre patients can register and monitor
their rate of adherence. These apps would rewaedl ghtient based on their
adherence. Projects like this put the patient intrab with support from the app, which
could be designed by the provider. There could lop-yp reminders and data
visualization on the application too.

Promote meetings between medical staff, patients drtheir families

Healthcare providers could organize meetings witedidal staff, patients and their
families. In such meetings proper counseling anidance could be made to help the
patient adhere to his/her medication.
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Changed and improved healthcare systems

The healthcare provider should give a continuoyspstive environment to help the
patients. For non-chronic diseases, post-treatroenid be added so as to manage the
condition of the patients and, in some cases, ptevsetback

In-Text Question

The culture and religious belief of patients cooidke them not to adhere to medication.
True or false

In-Text Answer

True

3.4 Nurses’ responsibilities in ensuring adherence
Nurses are stepping in to fill up the gap in caslesre doctors are in short supply. Nurses
plays very important roles in ensuring patientseadho their medication.

Nurses have access to the patients than the physieind therefore there is need for
them to ensure that the patients adhere to thedraaton.

The picture below shows a nurse counseling somentst a reflection of the role of
nurse in medication adherence.

| ———

3 i s

Figure 1.2: A Nurse counselling some patients
Source: https://farm8.staticflickr.com/7250/7556646338_fe@4f3_0.jpg
Some of their responsibilities include:
4+ Emphasizing the value of the regimen
4+ Listening to your patient's concerns

+ Accessing the patients literacy level
4+ Patient Advocate
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Emphasizing the value of the regimen

There is need to tell the patients why they needtick to the medication. Patients
mention concerns of cost. You are expected tchintsee beyond the cost and embrace
the health benefits.

Listening to your patient's concerns
Nurses can notice concerns, such as cost or confadiout timing or dosage, and then
aid the patient.

Accessing the patients literacy level

Health literacy refers to “accessing, understandamgl using information to make health
decisions.” Higher levels of health literacy ars@sated with higher levels of adherence.
Low illiteracy level could lead to non- adherenocentedication. Therefore there is need
to access the patient’s level of literacy.

Patient Advocate
It is the duty of the nurse to advocate for thegmas; defending their rights. Patients are
encouraged when they know you have their bestdastemat heart.

Activity 1.1 Nurses responsibility in ensuring medication adhese
Time Allowed: 15 Minutes
How will you ensure your patients adhere to theadmations?

Summary
In study session 3, you have learnt that
1. Medication adherencis the degree to which a patient correctly follomedical

guidance.
2. There are many different methods for assessingradbe to medications. They are:

4+ Direct method
4+ Indirect method

3. Direct method includes directly observed therapgasurement of the level of
medicine or metabolite in blood, and measurementhef biological marker in
blood.

4. Indirect method involves the use of questionnaigessessment of the patient’s
clinical response, electronic medication monitorgasurement of physiological
markers, patient diaries, pharmacists refill, sefferts, pill counts, rate of
prescription refills etc.

5. The reasons for non-adherence include the following
+ Cost and duration of regimen could be a seriouse&n

+ Perceived severity of the health problems
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+ Difficulty in understanding therapy due to illitesg lack of necessary skills or
language barriers.

+ Side effects or complications likely to arise frgrescribed management could
scare the patient.

+ Cultural or religious barriers of the patients. ®oraligious organizations do not
permit their members to use drugs even when nedidsctonsidered a sin

6. Non adherence could be tackled by taking some messBome of which are:
+ The creation of a patient-centered project
+ Encourage the patient's family to keep track of icetbn
+ Create an online medical database
+ Encourage patient participation and engagement
+ Creation of an application where patients can tegis
7. Some of the responsibilities of nurse in ensuridigesence include:
+ Emphasizing the value of the regimen
+ Listening to your patient's concerns
+ Accessing the patients literacy level
+ Patient Advocate

Self-Assessment Questions (SAQs) for Study Session

Now that you have completed this study session, ganu assess how well you have
achieved its Learning outcomes by answering tHeviahg questions.

Write your answers in your study Diary and disctiemm with your Tutor at the next
study Support Meeting.

You can check your answers with the Notes on theA3sessment questions at the end
of this Module.

SAQ 3.1 (Testing Learning outcomes 3.1)
Define Medication adherence
SAQ 3.2 (Testing Learning outcomes 3.2)

State and explain the different methods for assgssilherence to medications

SAQ 3.3 (Testing Learning outcomes 3.3)
Mention ways of tackling non-adherence of medicatio

SAQ 3.4 (Testing Learning outcomes 3.4)
What is your role as a nurse in ensuring medicatimerence?
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Notes on SAQs for study session 3
SAQ 3.1

Medication adherence describes the degree to wahightient correctly follows medical
guidance. It can also refer to medication or drogngliance. This also includes medical
device use, self-care, self-directed workoutsreatment sessions.

SAQ 3.2
There are many different methods for assessingradbe to medications. They are:

4+ Direct method
4+ Indirect method

Direct method

This includes directly observed therapy, measurénwénthe level of medicine or
metabolite in blood, and measurement of the bickgnarker in blood. Although these
direct methods are considered to be detailed thdimeict methods, there are also some
limitations.

Some of such limitations may include patients pre¢e.There may be variations in
metabolism that can affect serum levels. Directho@#s are not practical for routine
medical use.

Indirect Method

Indirect method involves the use of questionnaiessessment of the patient’s clinical
response, electronic medication monitors, measureofephysiological markers, patient
diaries, pharmacists refill, self-reports, pill ods, rate of prescription refills etc.

SAQ 3.3
Non adherence could be tackled by taking some mesasBome of which are:

The creation of a patient-centered project

Encourage the patient's family to keep track of icetbn

Create an online medical database

Encourage patient participation and engagement

Creation of an application where patients can tegis

Promote meetings between medical staff and paterdgsheir families
Changed and improved healthcare systems

NoosrwNE

SAQ 3.4 Some of their responsibilities include:
+ Emphasizing the value of the regimen
4 Listening to your patient's concerns
4+ Accessing the patients literacy level
+ Patient Advocate
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Emphasizing the value of the regimen

There is need to tell the patients why they needtick to the medication. Patients
mention concerns of cost. You are expected tchintsee beyond the cost and embrace
the health benefits.

Listening to your patient's concerns
Nurses can notice concerns, such as cost or confadiout timing or dosage, and then
aid the patient.

Accessing the patients literacy level

Health literacy refers to “accessing, understandamgl using information to make health
decisions.” Higher levels of health literacy are@sated with higher levels of adherence.
Low illiteracy level could lead to non- adherenocentedication. Therefore there is need
to access the patient’s level of literacy.

Patient Advocate

It is the duty of the nurse to advocate for thegmas; defending their rights. Patients are
encouraged when they know you have their bestdastemat heart.
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Study Session 4: lliness Cognition

Introduction

Health they say is wealth. The desire to live lgals one of the goals of the average
man. However the wellbeing of man is threatenedllbgss. Most patients are mainly

familiar with common sense knowledge of illnesslemhlcognition. It has become

important to learn about illness.

In this study session you will learn about illnesgnition, iliness and health, the concept
of disease causation, models of disease causattbpaiterns of illness.

Learning Outcomes for study session 4
At the end of this study, you should be able to:

4.1 Define illness and health

4.2 Explain illness cognition

4.3Discuss the concept of disease causation
4.4Discuss the models of disease causation
4.5Explain the patterns of iliness

4.1 lliness and healthiness

Individuals and communities have their own conadpbealth and illness. This concept
guide their health related behaviors; irrespectofe color, ethnicity or religious
association. Lau (1995) asked a group of youngtlmgablunteers to define what being
healthy means, their responses includes being gddljyshealthy, ability to maintain a
good psychological well-being, absencallolesssymptoms to mention a few.

The World Health Assembly in 1974 coined a univilysecceptable definition dhealth
as a state of complete physical, mental and sa@#tbeing and not merely the absence
of diseases or infirmity’ (WHO, 1974).

The term’‘lliness’ also has several definitions ranging from not ifgelnormal/right,
presence of physical/psychological symptoms, hawngpecific illness to standard
definitions like ‘Individual’s perception and laliey of a set of physical and emotional
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experience’ (Cocker ham, 2003yhich highlights the role of cognition on illness
perception.

In-Text Question

------------------------- is the individual’'s perceamn and labeling of a set of physical and
emotional experience which highlights the role @fition on illness and perception.

In-Text Answer

lliness

4.2 lliness Cognition

The termcognition is from a Latin word cognoscere meaning "to knoW'can be
described in a wider sense to mean the act of kagpwr knowledge, and may be
interpreted in a social or cultural sense to dbescrihe emergent development of
knowledge and concepts within a group that reswlbsth thought and action.

lliness Cognition is defined as a patient's comnsemse beliefs about their illness.
(Leventhal & Nerenz, 1985) and it is possible teamee these beliefs. Iliness cognitions
and health beliefs relate both directly and indiyeto recovery and can play a vital role
in a patient’s progress.

Box 1.1 Definition of lllness Cognition
lliness Cognition is defined as a patient’'s comrmeense beliefs about their illnesses

The effect reveals that a patient’s illness belgii affect their subsequent behavior in
dealing with the disease. These beliefs can hawegative or positive influence on their
progress depending on the nature of these belnefshee iliness itself.

Leventhal attempted to list the factors that magean individual's illness perceptions
and they are in five dimensions. They are:

* |dentity
* Perceived cause of illness
« Time line

» Consequences
» Cure & control

1. Identity: This is the label a patient gives his conditioarms of diagnosis (e.g.
Cold) and symptoms (e.g. runny nose, fever)

2 Perceived cause of illnessThese are the factors causing or contributingh&
illness as believed by the patient. These causgsbediological (for example, a
virus or a lesion) or psychosocial (e.g. streshgatthy lifestyle)
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3 Time line: This refers to a patient’s beliefs about how lding iliness will last, it
is either acute (short term) or chronic (a disotttiat persists for a long time and
is either incurable or results in pathological des that limit normal
functioning).

3. ConsequencesThis refers to the patient’s perceptions of thesae effects of
the illness on their life. Such consequences carpliysical (pain, mobility
problems) emotional (lack of social contact, an®ieind others such as time off
work and/or disfigurement.

4. Cure & control: Patients also believe that the illness can beddeand cured and
the extent to which the outcome of their illnesscmntrolled is either by
themselves or by powerful others e.g. by taking ioebn or getting adequate of
rest.

In-Text Question

......................... refers to a patient’s beliefs about himng the illness will last

In-Text Answer

Timeline

4.3 Concept of disease causation

There are several concepts regarding disease wausHbiey are:

* Germ theory of disease
» Epidemiological triad

e Multifactorial Causation
* Web of causation

Germ
theory of
disease

Epidermiolo web of

gical triad causation

Multifactorial
causation

Figure 1.1Concept of disease causation
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Germ theory of disease

It states the one to one relationship between tagant and disease. Louis Pasteur
(French bacteriologist) proposed this theory ater ladjusted by Robert Koch. In respect
to this theory, the singular cause of disease tsahes.

Epidemiological triad

Epidemiological triad reveals that disease is causeinteractions between agent, host
and environment. Agent is an organism/substancectwinay cause the disease to
continue e.g. organisms, chemicals, radiation, etc.

Similarly host is defined as man or an animal tfiaés existence to infections agents in
the environment. Host factors are: age, sex, atigngenetic factors, etc.

Multifactorial Causation

Multifactorial causation do not put emphasis on tbacept of the disease "agent" but
rather talk about array of interactions between liost and environment (agent is
included under the environment). It describes #uwtdirs liable for causation of chronic
non-infectious disease like cancer, heart disease.

Web of causation

It is meant for chronic disease where disease agemdt known and it is the outcome of
interaction of multiple factors e.g. Myocardialeafion.

In-Text Question

---------------- states the one to one relationshgiween causal agent and disease.
In-Text Answer

Germ theory of disease

4.4 Models of disease causation

There are different models of disease causatioay &he:

» The Biological Model of disease causation
» The Bio psychosocial Model

The Biological Model of disease causation

The biomedical model, which dominates medicing reductionist, single-factor model
of illness that regards the mind and the body aars¢e entities and emphasizes illness
concerns over health.
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The Figure below illustrates the interaction oflbgical factors and illness causation.
This interaction formed the basis of the biologizaidel.

Biological Biological

factors model

Figure 1.1 Formation of the biological model

The Bio psychosocial Model

The bio psychosocial model fundamental assumpisorthat health and illness are
consequences of the interplay biological, psychological, and social factqBuls &
Rothman, 2004). The bio psychosocial model maisttiat health and illness are caused
by multiple factors and produce multiple effects.

The model further explains that the mind and boalynot be distinguished in matters of
health and illness because both so clearly inflaeant individual’s state of health. The
bio psychosocial model emphasizes health and dimather than regarding iliness as a
deviation from some steady state.

The model maintains that the process of diagnésisld always consider the interacting
role of biological, psychological, and social fastain assessing an individual’s health or
illness. Therefore, an interdisciplinary team apgio may be the best way to make a
diagnosis.

Recommendations for treatment must also involvéhadle sets of factors. By doing this,
it should be possible to target therapy uniquelyatparticular individual, consider a
person’s health status in total, and make treatmesummendations that can deal with
more than one problem simultaneously.

Box 1.2: The bio psychosocial model assumption

The bio psychosocial modélindamental assumptiois that health and iliness are
consequences of the interplafybiological, psychological, and social factors
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The health professional must understand the sagidl psychological factors that
contribute to an illness in order to treat it agprately.

The figure below illustrates the interaction oflbgical, social and psychological factors
on our health and wellbeing. This interaction fodrtee basis of the bio psychosocial
model of health.

The Biopsychosocial Model

- i i -
| —
W

_

=

Figure 1.2: The bio psychosocial model

4.5 Patterns of lliness
lliness could exist in these patterns:

« Acute
e Chronic

Acute

chronic

i’

Figure 1.3: Patterns of illness
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Acute ilinessis a self-limiting disease which is mostly chaesizted by the symptoms

having a rapid onset. These symptoms are fairgnsg and resolve in short period of
time as either cure or death in the patient. Thearoon examples are cold and flu,
malaria, headaches etc.

Chronic illness are those that occur across the whole rangerasd, complex in how
they are caused, are often long-lasting and pergish their effects and can produce a
range of complications. Examples are hypertensi@netes, cancer, HIV etc.

Differences between acute and chronic illness

Table 1.1:Differences between acute and chronic illness

Acute Chronic
Onset abrupt usually graduated
Duration limited lengthy, indefinite
Cause single multiple, changes
Diagnosis usually accurate often uncertain
Prognosis usually accurate often uncertain
Intervention usually effective often indecisive
Outcome Cure no cure
Uncertainty Minimal Pervasive

Summary
In study session 4, you have learnt that:

1. lliness is the individual’'s perception and labelio§ a set of physical and
emotional experience

2. Healthiness is the ability to maintain a good psyobical well-being, absence of

illness/symptoms
3. lllness Cognition is defined as a patient's comnsamse beliefs about their
illness.
4. lliness perceptions are in five dimensions. They ar
Identity

+ Perceived cause of illness
+ Time line

+  Consequences

+ Cure & control

5. Identity is the label a patient gives his conditiorterms of diagnosis.
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6. Time line refers to a patient’s beliefs about howd the iliness will last
7. Consequences refer to the patient’s perceptiorieopossible effects of illness
on their life.
8. There are several concepts regarding disease mausabme of which are:
+ Germ theory of disease
+ Epidemiological triad
4+ Multifactorial Causation
+ Web of causation

9. Germ theory of diseasgtates the one to one relationship between cagsalt a
and disease.

10. Epidemiological triad reveals that disease is cadulmeinteractions between agent,
host and environment

11. Multifactorial causation do not put emphasis ondbecept of the disease "agent”
but rather talk about array of interactions betwéenhost and environment

12.There are different models of disease causatioay &re:
+ The Biological Model of disease causation
+ The Bio psychosocial Model
4 lliness could exist in Acute and Chronic patterns

13.Acute illness is a self-limiting disease which iostly characterized by the
symptoms having a rapid onset.

14.Chronic iliness can produce a range of complication

Self-Assessment Questions (SAQs) for Study Sessibn

Now that you have completed this study session, gemu assess how well you have
achieved its Learning outcomes by answering tHeviahg questions.

Write your answers in your study Diary and disctiemsm with your Tutor at the next
study Support Meeting.

You can check your answers with the Notes on thkeA3sessment questions at the end
of this Module.

SAQ 4.1 (Testing Learning outcomes 4.1)
Define illness and healthiness

SAQ 4.2 (Testing Learning outcomes 4.2)

Explain illness cognition and state the illnesscpption dimensions according to
Leventhal.

SAQ 4.3 (Testing Learning outcomes 4.3)

Discuss the concept of disease causation usingglteemiological triad.
SAQ 4.4 (Testing Learning outcomes 4.4)

Discuss the Biological Model of disease causation
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SAQ 4.5 (Testing Learning outcomes 4.5)
Highlight the differences between acute and chrdimess

Notes on SAQs for study session 4
SAQ 4.1

Healthinessis ability to maintain a good psychological welliig or the absence of
illness/symptoms.

lliness is the individual’'s perception and labeling of & ®f physical and emotional
experience

SAQ 4.2

lliness Cognition is defined as a patient’s comreense beliefs about their illness.

The termcognition is from a Latin word cognoscere meaning "to know'can be
described in a wider sense to mean the act of kmgpwir knowledge, and may be
interpreted in a social or cultural sense to déscrihe emergent development of
knowledge and concepts within a group that resmlb®th thought and action.

lliness perceptions dimensions are the following:
» Perceived cause of illness
 Time line
* Consequences
e Cure & control

SAQ 4.3

Epidemiological triad reveals that disease is causeinteractions between agent, host
and environment. Agent is an organism/substancetwinay cause the disease to
continue e.g. organisms, chemicals, radiation, etc.

Similarly host is defined as man or an animal thiaés existence to infections agents in
the environment. Host factors are: age, sex, dthingenetic factors, etc.

SAQ 4.4

The Biological Model of disease causation is a céiduist, single-factor model of illness
that regards the mind and the body as separatiéesrdnd emphasizes illness concerns
over health.
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SAQ 4.5

The differences between acute and chronic illnessliacussed below.

Acute Chronic
Onset abrupt usually graduated
Duration limited lengthy, indefinite
Cause single multiple, changes
Diagnosis usually accurate often uncertain
Prognosis usually accurate often uncertain

Intervention

usually effective

often indecisive

Outcome

cure

no cure

Uncertainty

minimal

pervasive
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Study Session 5: Coping models with adaptation tdness

Introduction

Change is inevitable and it occurs in our day tp altivity. At times, we need to manage
these changes. The process of dealing with thestodiay changes is known as Coping.

Humans are influenced by their internal and exteenaironment, and in turn man has
tried to exert his own influence on the environment

Coping is concerned with day to day changes inlmdy while interacting with the
environment.

In this study session you will learn about copicgping models in the context of
adaptation to illness, responses to stress modativational model of coping and the
community stress prevention model.

Learning outcomes for study session 5
At the end of this study, you should be able to:

5.1 Define Coping

5.2Discuss the coping models in the context of adiiao illness
5.3 Explain the responses to stress model

5.4 Discuss the motivational model of coping

5.5Explain the Community Stress Prevention Model

5.1 Coping

According to Folkman & Lazarus (1984Yoping can be described as constantly
changing cognitive and behavioral efforts to managecific external and internal
demands that are appraised as tasking or excegimgsources of a person.

Managing stress includes accepting, toleratingjdavg, or minimizing the stressor as
well as mastery over the environme@bping, then, is all purposeful attempts to manage
stress regardless of effectiveness.
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The second definition is offered by the Red Crasamything people do to adjust to the
challenges and demands of stress. It is any adgmsmmade to reduce the negative
impact of stress.

Box 1.1Definition of coping

5.2 Coping model in the context of adaptation tolmhess
Coping model in the context of adaptation to ilme®uld be expressed using several
models. Some of which are:

4+ The Transactional Model of Stress and Coping
4+ Responses to stress Model

++ Motivational Model of Coping

4+ The Community Stress Prevention Model

The transaction model of stress and coping

Response to stress model

. Motivational model of coping

The community stress prevention Model

Figure 1.1 The coping models

5.2.1 The transactional model of stress and coping
The transactional model of stress and coping isystems-based framework for
understanding and evaluating the processes of gapith stressful events. Most widely
used model, Folkman and Lazarus (1984) first piteskethis model of stress and coping
in the early 1980's.

The key factors in the adaptation to chronic illhese disease-specific coping efforts,
changes in illness representation over time, iotema between psychological reality of
disease and effective response, procedures fongopith the disease and interaction
with context with stress.
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Let’s review the core assumptions of this model.

Assumptions

Stressful experiences are conceptualized as persaronment transactions.
These transactions are dependent on the impadteokxternal stressor. So, this

impact is facilitated first by the individual anchweronmental antecedents, which
interact in the appraisal of the stressor and lgadan individual core relational
themes for each emotion.

This mediate coping response then contributes tsioms in relational narrative that
ultimately result in emotions, functioning, and hleautcomes.

3.

4.

Impact is the reconciled individual/environmentasp which is a result of the

person’s repeated appraisal of the stressor, guidgoesponses.

Adaptation is based on the entire system changorg moment to moment, from one
emotional context to another. Changes can beethdtrof one antecedent variable,
mediating process, or outcome.

According to the Transactional Model of Coping, ttensactional model concepts are:

#+ Primary Appraisal
4+ Secondary appraisal

Primary Appraisal

4

Figurel.2: Traditional Model concepts format

Primary Appraisal : It is the determination of the significance oé thvent whether it is
stressful, positive, controllable, challenging,iroelevant. When a person is confronted
with a stressor they evaluate the potential threat.

Secondary appraisal: It is made to assess the controllability of theestor and a
person’s coping resources and options. This détesiwhat the person can do about the

situation.
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Terms

Coping efforts: They arestrategies aimed at regulation of the problem aad ko coping
outcomes.

Problem management Strategies directed at changing a stressful tsatiua

Emotional regulation: Strategies aimed at changing the way a persaokghor feels
about a stressful situation.

Meaning-based coping: Coping processes that induce positive emotionclvhihen
sustains the coping process by allowing re-enadtraemproblem- or emotion-focused
coping.

Outcomes of coping:Emotional well-being, functional status, healtiné&eaors.

Dispositional coping styles Generalized ways of behaving that can affect sqres
emotional or functional reaction to a stressornsag relatively stable across time and
situations.

Optimism: Tendency to have generalized positive expectahoresutcomes.

Information seeking: Efforts to obtain information in order to assmseaning making
process.

Meaning-based coping Coping processes that induce positive emotionichvithen
sustains the coping process by allowing re-enadtraemproblem- or emotion-focused
coping.

Outcomes of coping They include Emotional well-being, functional tsig and health
behaviors.

Dispositional coping styles Generalized ways of behaving that can affect sques
emotional or functional reaction to a stressornsae relatively stable across time and
situations.

Optimism: Tendency to have generalized positive expectarfoieoutcomes.

Information seeking: Efforts to obtain information in order to assiseaning making
process.
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Emotion-focusedcoping: It is coined by Folkman & Lazarus (1984). It geally refers
to coping efforts directed inward in order to sg#ren the emotional response to the
stressor.

This type of coping is further delineated by dena@l avoidance, distraction or
minimization, wishful thinking, self-control of féegs, seeking meaning, self-blame, and
expressing or sharing feelings.

Problem-focused coping: It relates to coping efforts directed outward asy@ans to
change the environment. They are efforts thabacthe source of stress to change the
person, the environment, or the relationship betwpkanned problem solving and
confrontation.

In-Text Question

One of the assumptions of the transactional moslethat stressful experiences are
conceptualized as person-environment transactionse or False

In-Text Answer

True

5.3 Responses to stress Model

This developmental and contextual theoretical fraor& emphasizes the importance of
developmental changes in the nature of stress iexped by children and adolescents,
the internal /external constraints that limit capiorocesses, and the complex interplay
between voluntary and involuntary responses t@stre

Compass (an author) and colleagues theorize thatptbportion of voluntary and
involuntary responses will change through develagmeith an increase in coping
repertoire expanding during childhood and adoleseen

As individuals develop, coping shifts from use ammgle behavioral responses
implemented with external support to use of compigategies aimed at altering internal
states and used independently.

It emphasizes developmental changes in naturere$sstinternal/external constraints
limiting coping processes, and a complex intergdayween voluntary and involuntary
response to stress.
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It assumes that:

* Involuntary responses reflect individual differeada temperament, over-learned
and automatic responses

* An increase in secondary control coping and emeftionsed coping decreases in
disengagement with maturity.

This model expands on the transactional model mgidering involuntary responses to
stress. It includes five factors and can divide wluntary and involuntary strategies.

Voluntary Strategies

1. Primary Control Coping: Attempts to modify stressful problem or emotiorofgem
solving)

2. Secondary Control Coping Attempts to adapt via cognition (cognitive resturing)

3. Disengagement CopingAttempts to redirect attention away from the st or
emotional reaction (denial, wishful thinking) Waebrth et al, 2004

Involuntary Strategies
Involuntary strategies involve:

+ Involuntary Engagement
+ Involuntary Disengagement

Involuntary Engagement includes responses that orient the individual taw#re
stressful circumstance or their emotional reactiofisese include emotional and physical
arousal, rumination, intrusive thoughts, and impelsction.

Involuntary Disengagementincludesresponses that orient the individual away from the
stressful circumstance or their emotional reactionsese include cognitive interference,
escape, emotional numbing, and inaction. Wadsweiréh (2004), p. 144

In-Text Question

Responses stress model emphasizes the importandevefopmental changes in the
nature of stress experienced by children and acetts and the internal /external
constraints that limit coping processes. Truealsé&

In-Text Answer

True
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5.4 Motivational Model of Coping

The Motivational Model of Coping described by Slenrand Wellborn (1997) is a life
span theory based on the assumption that all pd@dle basic needs for understanding,
for competence, and for autonomy or self-deternonat

It suggests three universal stressors:

+ Neglect( because it threatens understanding )
+ Chaos( because it undermines competence)
+ Coercion (because it encroaches on independence).

Three self-system processes provide psychologiesburces for coping. They
correspond to secure internal working models, peede control, and autonomy
orientations.

The motivational model assumes that children algtivenstruct beliefs or internal
representations of themselves, the social coraext interactions between the two.

These beliefs are based on previous experiencéseinvorld. Children’s self-efficacy
may be challenged by chaotic social contexts. &élfacy beliefs lead to interpretations
of competence. Self-system processes become aithece of distress or resource in
event of trauma.

Competence, Chaos, and Control

Children’s sense of competence may be challengesiobial contexts characterized as
chaotic. Examples include undefined expectatiomsnsistent rules/unexplained rules,
being pushed to do activities beyond their capaciot have opportunities for practice
and lack of guidance.

Children’s beliefs about their capacity to enaf¢@fve strategies and the responsiveness
of the environment (chaos) translate to interpi@tat of failures as evidence of
incompetence.

Children with low perceived control are more liketg generalize this sense of
incompetence and react to even mild difficultiethvaonfusion and panic. Children with
a perception of high control seem more able to$amu overcoming obstacles with goal-
directed action.

Autonomy or self-determination

Children need to experience themselves as fredqndose goals and action. Coercion
refers to children being pressured to behave itaiteways or to express certain feelings,
or a lack of support for autonomy. Children witloer sense of autonomy tend to blame
themselves and have difficulty regulating their dabr.
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Relatedness, Neglect, and Internal Working Models

Neglect is characterized as social interactiorast thndermine a child’'s need for
relatedness (understanding). Neglect leads tacimeeworking models which lead to
children doubting their own value, viewing othessliaely to be dangerous, and reacting
to stressful events with anxiety and expectatidnmgegative consequences.

Self as a Source of Distress or Intrapersonal Resme

These self-system processes then become eithereesof distress or a resource in the
event of trauma.

In-Text Question

Neglect leads to insecure working models which leadhildren doubting their own
value, viewing others as likely to be dangerous] esacting to stressful events with
anxiety and expectations of negative consequentes or False

In-Text Answer

True

5.5 The Community Stress Prevention Model

The Community Stress Prevention Model emphasizsetiergce and is thought to be
appropriate for both prevention and interventiolfofeing disaster or illness. The model
identified six dimensions related to coping withvauisity. The model suggests that by
using these six dimensions, coping styles can teetefely identified in individuals and
communities.

The six dimensions central to coping with adveraity.

Beliefs/Values
Affection
Social
Imagination
Cognitive
Physiological

ogahkwnNE

Beliefs/Values

It relies on values to cope. A child turns to tHeatief system and relies upon their basic
values as a means of coping.

Affection
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This is the emotional expression of coping mechmaniShildren utilize their capacity to
express their emotions as a coping mechanism. Tkey opportunities to share their
anxiety, fear, anger, grief and be validated byi§icant others in their lives.

Social

It implies Seeking support/relationships. Childreope with adversity through social
channels by seeking support and control throughatiosiships. The roles and
responsibilities assigned, based upon the socialfal; context (e.g., classroom, family)
can either increase or decrease connection. TiHisnypact emotional security and well-
being.

Imagination

It is the creative expression to cope. Childrequently utilize their creativity as a means
of coping with trauma. Example: The pre-schoaldrbn will recreate their traumatic

experience using toys, art supplies, etc. Imapieaprocessing allows children to
experience mastery over the traumatic experience.

Cognitive

It is the need for honest dialogue & guidance. @bih who make cognitive efforts to
cope with trauma exposure can benefit from ageeap@te honest dialogue regarding
the event(s) and suggestions for addressing a i@rdjéficulties.

Physiological

It is concerned with using Physical activity asiogp Physical activity has been found to
be a positive coping strategy. Games/exercise athdr forms of physical activity
provides a buffer of time that supports informabqessing of the traumatic experiences.
Lahad, Shacham, & Niv, 2000

Activity 1.1
Time Allowed: 10 Minutes

Discuss children’s coping mechanisms

Summary
In study session 5, you have learnt that:

1. Coping is the constantly changing cognitive andabedral efforts to manage
specific external and internal demands that areassgr as tasking or exceeding
the resources of a person

2. Coping model in the context of adaptation to illesuld be expressed using
several models. Some of which are:

+ The Transactional Model of Stress and Coping
+ Responses to stress Model

+ Motivational Model of Coping

+ The Community Stress Prevention Model
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3. The transactional model of stress and coping iystems-based framework for
understanding and evaluating the processes of gayih stressful events

4. One of the assumptions of the transactional moflddtr@ss and coping is that
adaptation is based on the entire system changimy moment to moment, from
one emotional context to another.

5. Responses to stress Model emphasizes the imporaniayelopmental changes in
the nature of stress experienced by children amieadents, the internal /external
constraints that limit coping processes, and thenptex interplay between
voluntary and involuntary responses to stress.

6. The Motivational Model of Coping is a life span éng based on the assumption
that all people have basic needs for relatednesghirs, for competence, and for
autonomy or self-determination.

7. The Community Stress Prevention Model emphasizerece and is thought to be
appropriate for both prevention and interventiolfofeing disaster or illness.

Self-Assessment Questions (SAQs) for Study Se$sion

Now that you have completed this study session, gamu assess how well you have
achieved its Learning outcomes by answering tHeviahg questions.

Write your answers in your study Diary and disctigmsm with your Tutor at the next
study Support Meeting.

You can check your answers with the Notes on thkeA3sessment questions at the end
of this Module.

SAQ 5.1 (Testing Learning outcomes 5.1)
According to the Red Cross definition, what do weam by coping?

SAQ 5.2 (Testing Learning outcomes 5.2)

Explain the Coping model in the context of adaptatio illness using the transactional
model of stress and coping

SAQ 5.3 (Testing Learning outcomes 5.3)

Discuss the responses to stress model and exgiainPtimary Control, Secondary
Control and disengagement Coping.

SAQ 5.4 (Testing Learning outcomes 5.4)
Mention the three universal stressors
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SAQ 5.5 (Testing Learning outcomes 5.5)

The Community Stress Prevention Model suggests llyausing some dimensions,
coping styles can be effectively identified in mduals and communities. Highlight the
dimensions.

Notes on SAQs for study session 5
SAQ5.1
According to the Red Cross definition, coping igttAing people do to adjust to the

challenges and demands of stress. It is any adgdsmmade to reduce the negative
impact of stress.

SAQ5.2

The transactional model of stress and coping isystems-based framework for
understanding and evaluating the processes of gogih stressful events.

Some of the assumptions for this model include:

+ Stressful experiences are conceptualized as persdmnment transactions.
+ Adaptation is based on the entire system changiog fmoment to moment, from
one emotional context to another.

SAQ5.3
Responses to stress model emphasizes the impetdraevelopmental changes in the
nature of stress experienced by children and adets, the internal /external constraints
that limit coping processes, and the complex inégrpetween voluntary and involuntary
responses to stress.
* Primary Control Coping: Attempts to modify stressful problem or emotion
(problem
» Secondary Control Coping Attempts to adapt via cognition (cognitive
restructuring)
» Disengagement CopingAttempts to redirect attention away from the stoeor
emotional reaction (denial, wishful thinking) Waebrth et al, 2004

SAQ 5.4

+ Neglect( because it threatens relatedness )
+ Chaos( because it undermines competence)
+ Coercion (because it impinges on autonomy).
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SAQ5.5

The six dimensions central to coping with adveratty.
Beliefs/Values

Affection

Social

Imagination

Cognitive

Physiological

oghkwbpE
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Study Session 6: Coping response

Introduction

The state of being ill is a threat for human existe There are several approaches and
responses that man gives as a result of theseshse All these purposeful interactions
aimed at managing stress/illness are known as gopin

In this study therefore you will learn about copirgsponse, stages of responses in
illness, coping with a diagnosis, coping and celtur

Learning Outcomes for study session 6
At the end of this study, you should be able to:
6.1 Explain coping response

6.2Highlight the Stage of Responses in illness
6.3 Discuss coping with a diagnosis

6.4 Explain coping and culture

6.1 Coping responses

Freud (a psychotherapist) first talked about the uncmuscmechanisms of coping. His
discussion of defense mechanisms, such as demipiession, rationalization, and
projection, were unconscious ways in which indialdumanaged stress and anxiety. By
the 1970s, the research moved into examining cousaoping strategies.

Lazarus (a psychologistyvas one of the first to develop a theoretical pecipe about

coping as a conscious process. He first definedstas consisting of three components:

» Primary appraisal, the process of perceiving thesstas a threat to oneself;

e Secondary appraisal, the process whereby one biongsnd the potential response
to the threat;

* Coping, which is the process of carrying out the resp(@)de deal with the stress?

We can conceptualize coping strategies in muliydgs. They are:
» Biological/physiological Coping

» The cognitive component of coping

* The learned component of coping

* Intention

68



Cognitive
component of
coping

Biological
coping

Intention

Figure 1.2 Coping strategies

Biological/physiological Coping

The body has a natural method of coping with stressy threat or challenge perceived
by an individual in the environment triggers a pblggical chain of events. The
sympathetic/adrenal system secretes epinephrin@@ndpinephrine. This is the “fight
or flight” response.

The cognitive component of coping

The cognitive component of coping refers to the taleprocess and how the individual
thinks about the situation. How they think abduthen leads to behavior. We’'ll talk
more about this aspect when we discuss the traosattnodel of coping.

The learned component of coping

It refers to strategies learned from modeling/obsteon. It includes everything from
social learning theories, which assume that muchuofian motivation and behavior is
the result of learning. This includes culturalfprences for coping.

Intention

Intentionality refers to whether the strategy isumbary or involuntary; thoughtful and
intentional or automatic.

In-Text Question
Coping strategies can be conceptualized into theWmg ways except
a. Biological/physiological Coping
b. The cognitive component of coping
c. The trashing coping
d. Intention
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In-Text Answer
The trashing coping

6.2 Stages of responses in illness

There are different stages of responses in illnEssy are:
Crisis

Isolation

Anger

Reconstruction

Intermittent Depression

Renewal

oghkwnNE

Crisis

In the crisis stage, the patient is seriouslynlll aery frightened. There is decrease in his
ability to respond to others psychologically anggbally. The sick directs his energies
toward healing, and controlling panic. The patisrdften too sick to even be frightened.

Events are often confused. Time is distorted. Deswation is common. At these times
we fall back on our innate biological ability to die The support network is highly
stressed. There is increase in anxiety, espedcfdhyg support network must carry the full
responsibilities of arranging for medical care &addling finances.

The family anxiety can be energizing. The family ymi@el a need, sometimes an
obligation, to be highly supportive of the patiebtring the crisis stage almost all of the
patient's energy and attention are focused on nepg to the physical onslaught of the
illness. Surviving is the primary concern.

Isolation

Over time, the acute nature of the illness mayehesa. But total recovery does not occur,
and the illness persists. There is a dawning aveaseof everyone's part that the situation
has become a chronic one and that there will bilhoecovery.

There is so much uncertainty about the future ttatpatient may not be able to sleep at
night and may seem restless and distracted dunaglay. The lack of an expectable
future constitutes a major assault on the patiesgtfsimage. There is a belief that no one
can understand the devastation of the losses.

The family often exhausted itself during the acatisis stage. Family members may
become aware that they are angry, fearful, andudieg about the whole situation.
Friends also tend to call it quit at this pointeTidea of chronic iliness is really terrifying
to most people. After an initial burst of energyym®e friends may find it too
overwhelming. Contact with the patients and farodyld reduce at this junction.
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Some patients have been devastated by an appac&raflconcern shown by people for
whom they care. During the isolation stage, pasidabk inward and experience many
negative feelings about themselves. In the isaladtage open communications are vital.
Talking about feelings is very important. Commutima and sharing are ways to break
the isolation.

Anger

The sick person suffers from severe upset, teramxiety, and helplessness. The
commonly experienced feelings of despair may reautbntemplation of suicide. There
are two reasons why the patient targets himseffeoself for these feelings of anger and
despair.

In order to provide some meaning for what has Bapd, many people irrationally
conclude they have bought disease on themselvbsiby faulty or wicked in some way.

Another reason for suicidal thoughts is that iléseeds a sense of helplessness. The
chronic disease cannot be wished away. The disabikre there to struggle with every
day, and the threat of a major recurrence or irseréa symptoms may be a constant
anxiety tucked away not far from consciousness.

With the feeling that the underlying problem canbetsolved and the belief that it is the
patient's fault, many patients suffer intense uphagss.

Another serious problem of the anger stage is titaénson the family. Families who fare
better during this stage understand that the sersgm is not the same entity as the
disease; they see that the whole family is in pineslicament together and are committed
to coming out of it as soon as possible.

Family members need to devise ways to nurture aedjaately support each other in
order to cope with both the anxiety and the pratfite changes accompanying chronic
illness.

Fear and anger are disruptive emotions caused $Bnse of loss of control. Patients,
family, friends, and helpers should all focus oe #trength that is left and on the
accomplishments that can still be achieved. Thischaile is a key to dealing with anger.

Reconstruction

The sick person may now be feeling much stronggsiphlly or may have enough time
to master new living skills. The sick person isritéag the possibilities and limits of the
new competencies.

Friends are selected on how well they react tofdheof iliness. The family establishes
new routines .It is a reconstruction of the serfsmneself as a cohesive, intact entity. The
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reconstruction takes on many concrete aspects,aaittte development of new skills, but
the most important value is emotional.

Intermittent depression

The joy associated with new skills can give waynéwv feelings of despair as the patient
recalls how much simpler it was to do routine tlirige old, easy way. Nostalgia and
grief may combine to produce sadness and discoorage

Intermittent depressions seem to combine two fgsli®©ne is the awareness of loss of
function that occurs several times a day in thesmof ordinary living. There is a second
element involved. If the awareness of loss aroasaistinct image of what life would be
like if the illness did not occur. This image idled thephantom psyche

The phantom psyche is usually not far from consmess. It is the self-punishing
mechanism whereby the chronically ill person camdlty erodes his or her own self-
worth and competence.

Renewal

The losses, and the sadness they cause, never @jo eamirely. There is a sense of
lingering regret for all the capacities that haeem lost. A person who has mastered the
technique of using a wheelchair can feel very protithis achievement and know full
well that this device is essential for retainingaamtive life. But the person does not have
to like it but make expectations realistic

A second essential skill is an active approachrablems. It consists of defining the
problem and determining the outcome you want. \blves trying to ensure that any
energy expended constitutes a step toward thei@oluRarely does it constitute the
complete solution. The admission "I cannot do sbingt is often the first step in
solving a problem realistically.

6.3 Coping with a diagnosis

lliness is an emotionally as well as physically mi@pg experience. It can do lasting
harm by threatening a person's sense of well-betognpetence, and feelings of
productivity.

Emotional reactions to illness may culminate in fiseling that life is meaningless. How
people react to chronic iliness depends on manglitons.

* The severity of the iliness

* The social support available

* The pre illness personality of the person

72



The severity of the illness If the person is seriously sick, he must putdngrgy into
healing.

Social support available If the person is willing to ask for help and Fmawvide support
network, it will be easier than when isolated.

The pre- iliness personality of the personlf the person had always been resilient, he
will be able to develop resilience in coping witle tiliness.

The emotional trauma of chronic physical illnesgasised by loss of a valued level of
functioning. The chronically ill person not onlyffars the loss of immediate competency
but is deprived of an expectable future.

In the face of such losses, it is normal to expesefear, anger, depression, and anxiety

In-Text Question
The severity of the iliness could affect how a parsesponds to iliness. True or False

In-Text Answer
True

6.4 Coping and culture

There is a connection between culture and copindfutal beliefs influence how people
react or cope in ill health. World view is cultugabased and can also be influenced by
our religious beliefs.

The figure below illustrates an African culture ttheuld affect how they cope with
illness
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Figurel.l African culture
Sour ce: http://upload.wikimedia.org/wikipedia/commons/8Batgoma_performing_
a_Baptism.jpg

Individualism vs. collectivism

Culturally-based worldviews and values affect homdividuals respond to stress.
Collectivistic values emphasize interpersonal reteships (i.e., family or other social
support networks), respect for authority figurestra-cultural coping and relational
universality.

Western frameworks, however, do not capture thé digtinctions of the coping
strategies of individuals from communal and coligstic cultures (i.e., Africa, Latin
America, and Asia).

For example, forbearance, perseverance, and sacdfe characteristics that are highly
valued in collectivistic cultures. Consequenthgiinduals from these cultures may cope
by not disclosing their problems to others becdhsg do not want to burden others.

Cultural factors that can influence coping includiscrimination and stigma which can
erode resilience. Gender constraints could alsgroblematic. Guilt and shame can
influence coping.

5 phase model of facing a potentially fatal illness
The 5 phase models of facing a potentially fatakgs are:
+ Pre-diagnostic phase
+ Acute phase
+ Chronic phase
+ Recovery Phase
4+ Terminal Phase

74



Pre-diagnostic phaseThis is an initial indicator of illness and diseas
Acute phase It is a state of treatable condition

Chronic phase It includes living with a life threatening illngs It involves managing
symptoms and side effects, dealing with financtaleerns and preserving self-concept.

Recovery PhaseDeals with after effects, anxiety about reoccocee reformulating of
one’s lifestyle.

Terminal Phase: It includes trying to find meaning from experiensaying goodbye
and deciding what kind of care to have.

Activity : Coping and response
Time Allowed: 15 minutes

Discuss how your culture could affect coping resgson

Summary
In this study session 6, you have learnt that:

1. Lazaruswas one of the first individuals to develop a tletical perspective about
coping as a conscious process.

2. We can conceptualize coping strategies in mulindgs. They are:
» Biological/physiological Coping
» The cognitive component of coping
* The learned component of coping
* Intention

3. In the isolation stage of response in illness, ahete nature of the illness may
decrease. But total recovery does not occur, aadlittess persists. There is a
dawning awareness of everyone's part that thetisituhas become a chronic one
and that there will be no full recovery.

4. There are different stages of responses in illiEssy are:
a. Crisis

b. Isolation
c. Anger
d. Reconstruction
e. Intermittent Depression
f. Renewal
5. Emotional reactions to illness may culminate in tfeeling that life is
meaningless.

6. People react to chronic illness based on many tondi They are:
» The severity of the illness
» The social support available
= The pre iliness personality of the person
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7. The 5 phase models of facing a potentially fatakss are:
* Pre-diagnostic phase
* Acute phase
» Chronic phase
* Recovery Phase
* Terminal Phase

Self-Assessment Questions (SAQs) for Study Sesstbn

Now that you have completed this study session, ganu assess how well you have
achieved its Learning outcomes by answering tHeviahg questions.

Write your answers in your study Diary and disctigmsm with your Tutor at the next
study Support Meeting.

You can check your answers with the Notes on thkeA3sessment questions at the end
of this Module.

SAQ 6.1 (Testing Learning outcomes 6.1)
Explain the physiological way of coping

SAQ 6.2 (Testing Learning outcomes 6.2)
Discuss how patients respond in the crisis stagkneks

SAQ 6.3 (Testing Learning outcomes 6.3)
Explain how a patient could cope with a diagnosis

SAQ 6.4 (Testing Learning outcomes 6.4)
Highlight some cultural traits that can influenaping

Notes on SAQs for study session 6
SAQ 6.1

The body has a natural method of coping with stressy threat or challenge perceived
by an individual in the environment triggers a pblgical chain of events. The
sympathetic/adrenal system secretes epinephrinenamgginephrine. This is the “fight
or flight” response.
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SAQ 6.2

In the crisis stage, the patient is seriouslynlll aery frightened. There is decrease in his
ability to respond to others psychologically anggbally. The sick directs his energies
toward healing, and controlling panic. The patisraften too sick to even be frightened.

Events are often confused. Time is distorted. Deswation is common. At these times
we fall back on our innate biological ability to de The support network is highly
stressed. There is increase in anxiety, espedcidhg support network must carry the full
responsibilities of arranging for medical care &addling finances.

The family's anxiety can be energizing. The famhay feel a need, sometimes an
obligation, to be highly supportive of the patiebtring the crisis stage almost all of the
patient's energy and attention are focused on nepg to the physical onslaught of the
illness. Surviving is the primary concern.

SAQ 6.3
Emotional reactions to illness may culminate infisgling that life is meaningless. How
people react to chronic iliness depends on manglitons.

* The severity of the iliness
* The social support available
* The pre illness personality of the person

The severity of the illness If the person is seriously sick, he must putdngrgy into
healing.

Social support available If the person is willing to ask for help and fmas/ide support
network, it will be easier than when isolated.

The pre- iliness personality of the personlf the person had always been resilient, he
will be able to develop resilience in coping witie tiliness.

The emotional trauma of chronic physical illnessasised by loss of a valued level of
functioning. The chronically ill person not onlyffars the loss of immediate competency
but is deprived of an expectable future.

SAQ 6.4
Some of the cultural traits that can influence ngpnclude the following:

Forbearance
Perseverance
Sacrifice
Discrimination

PwbhE
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5. Stigmatization
6. Guilt
7. Shame
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Study Session 7: Coping with the crisis of illness
Introduction

Bad events occur every day all over the world. Fearthquake to tsunami, from tsunami
to plane crash and list is endless. Crises abeuady day. Iliness in every context is not
a good one and could be considered a crisis.

In this study session, you will learn about thesisritheory, the defense mechanism of
patients, the meaning of grief and mourning and hmassess a grieving patient, factors
that influence how people cope when they grievethrdesponsibility of a family when
they grieve.

Learning outcomes for study session 7

At the end of this study session, you should be &l

7.1. Explain the crisis Theory

7.2 Discuss the ego defense mechanism

7.3  Enumerate the types of defence mechanism

7.4  Discuss the responses of patients and theiliégno terminal illnesses
7.5 Explain how to access a grieving patient.

7.6 Highlight factors that Influence how people eaghen they grieve

7.7 Explain the responsibilities of a family duriggeving.

7.8 Discuss grief as a family matter.

7.1 Crisis Theory

lliness is a crisis because it is a turning pomtan individual’s life. Disorder to
established patterns of personal and social funictgpproduces a state of psychological,
social, and physical disequilibrium. Restoring éqtium involves finding new ways of
coping with drastically altered circumstances

The crisis theory described the factors that affect people’s adjastnto having serious
illness (Moos, 1982). The coping process (3 stages) isienited by three factors and
also determines the outcome of crisis.
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The three factors are:

lliness related factors
Background and personal factors
Physical , social and environmental factors

This includes the degree of illness acceptance by
the patient and also the degree of lifestyle
modification/ extent of functional impairment.

[lness Related
Faetors

Backoround
< and Personal
= Factors

This includes age, gender, socioeconomic status ol
the patient and the personality

Physical and
Soctal This meludes ineluding social support also affect

I".['I\J"Iqu nmen| El] l]illjt:l1l .'llij'llti] ment.
Factors

Figure 1.1: The three stages of the coping process

The coping process includes:
4+ Cognitive appraisal
+ Adaptive tasks
4+ Coping skills
+ Adaptation and Adjustment.
+ General task

» Cognitive appraisal: It involves the logical analysis and cognitive reniéon of the
meaning or significance of the illness, the threaums coping ability.

» Adaptive tasks It involves formulation of tasks that help in @og with illness and
general psychosocial functioning in terms of sefgeption and self-esteem.

» Coping skills: It deals with seeking information, support ankirtg problem solving
actions like denial, goal setting, recruiting suppand catharsis.

» Adaptation and Adjustment: It is the physical, vocational, self-concept, iabc
emotional, compliance with illness.

* General tasks It deals with reservation of emotional balancelf-snage, and
maintenance of relationship with family & friends.
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Crisis Theory of Chronic lliness — A Model

l

e o s [

-‘ |

Note: From Moos (1982)

Figure 1.2: The crisis theory of chronic illness.

7.2 Ego Defense Mechanism

These are unconscious behaviors that offer psygiuab protection from a stressful
event. It is used by everyone and helps to prageinst feelings of unworthiness and
anxiety. Stress calls for adjustments.

In Text Question

.............. involves the logical analysis and cognitivedefinition of the meaning or
significance of the illness, the threats and cogibijty.

In Text Answer
Cognitive appraisal

Here are two types of adjustments. They are:

Direct coping
Defensive coping.
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Direct coping

Figure 1.3: Types of adjustments

Direct coping

It refers to any action that we take to changerasomfortable situation. When our needs

or desires are frustrated, we attempt to removeolistacles between ourselves and our
goal, or we give up. Similarly, when we are threatk we try to eliminate the source of

the threat, either by attacking it or by escapnogr it.

Direct coping involves:

4+ Confrontation
+ Compromise
4+ Withdrawal

Confrontation

Confrontation means facing a stressful situatiaeatly. It involves acknowledging to
oneself that there is a problem for which a sofutitust be found. It means attacking the
problem head on, and pushing resolutely towardsaysl.

It may require trying to change either oneself lgg situation. Confrontation may also
include expressions of anger. Anger can be effectgpecially if we have really been
unfairly treated, if we express our anger withnast instead of exploding in rage.

Compromise

Compromise is one of the most common and effectvas of coping directly with
conflict or frustration. We often recognize that wannot have everything we want and
that we cannot expect others to do just as we wikedthem to do. In such cases, we
may decide to settle for less than we originallyted.
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In Text Question

When you face a stressful situation directly teferred to as..........
In Text Answer
Confrontation

Withdrawal

In some circumstances, the most effective way pfrgpwith stress is to withdraw from
the situation. We often equate withdrawal with dyngefusing to face problems. But
when we realize that our adversary is more powéhiah we are, or that there is no way,
we can effectively change ourselves, alter theasdu, or reach a compromise.

We withdraw if the situation is in fact hopelesgsikjnation withdrawal may be the most
effective way of coping.

Defensive coping

There are times when we cannot identify or deadadlly with the source of our stress. In
such cases, people are likely to use defensive anésths as a way of coping. Defense
mechanisms are ways of deceiving oneself aboutdhees of stressful situation so that
pressure frustration, conflict and anxiety are oeal

7.3 Types of Defense Mechanism
There are different types of defense mechanism.
They are:

Repression

Denial

Suppression

Rationalization
Intellectualization

Identification

Introjection

Compensation

. Reaction formation

10. Displacement

11.Projection

12.Conversion

13.Undoing

14.Dissociation

15.Regression

16. Sublimation

©CoNoOORA~WNDE
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17.
* Repression:Unconscious and involuntary forgetting of painfigas, events,
and conflicts.

* Denial: Unconscious refusal to admit an unacceptable idéalzavior.

» Suppression: Voluntary exclusion from awareness of anxiety-prcidg
feelings, ideas, and situations.

» Rationalization: Attempts to make or prove that one’s feelings @ndviors
are justifiable

» Intellectualization: Using only logical explanations without feelings a&n

affective component.

» Identification: A conscious or unconscious attempt to model ohedr a
respected person.

* Introjection: Unconsciously incorporating wishes, values andudes of
others as if they were your own.

» Compensation: Covering up for a weakness by overemphasizing akimg
up a desirable trait.

* Reaction formation: A conscious behavior that is the opposite of an
unconscious feeling.

» Displacement:Discharging contained feelings to a less threatgnbject.

* Projection: Blaming someone else for one’s difficulties or qutg one’s
unethical desires on someone else.

» Conversion: The unconscious expression of intra-psychic confli
symbolically through physical symptoms.

In Text Question

From this study ........... Means to Cover up for a weslenby overemphasizing or
making up a desirable trait.

In Text Answer
Compensation
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1. Undoing: Doing something to counteract or make up for adgaession or
wrongdoing.

2. Dissociation: The unconscious separation of painful feelings amsdtions from
an unacceptable idea, situation, or object.

3. Regression:The personality loses developmental achievemerdseverts to an
earlier level of behavior.

4. Sublimation: Transformation and channeling of unacceptable Isgsy desires,
and behaviors into socially accepted behaviors

7.4 Grief and Mourning

Grief is an emotional reaction/response to loss. Gneflzas many stages. The process
begins with a life-threatening diagnosis, proce#dusugh a period of treatment (or
treatments), and ends eventually in death. Thisga® means that both the terminally ill
individual and the family are increasingly confredtwith the need to “live with death”
for a prolonged period of time.
v g 3 . ‘\

Figure 1.4an expression of mourning and grief
Sourcehttp://upload.wikimedia.org/wikipedia/commons/4R&rfents_of Chibok_kidna
pping_victims.png

This protracted process not only leaves individwalsnourn but typically draws in the
entire family of the dying person for months or evier years, with the potential of
altering the lifestyles. Bereavement practices loargreatly influenced by cultural and
religious beliefs. Nursing by its nature is invalvin all processes of life from birth to
death.

Nurses interact daily with clients and families espncing loss and grief. It is important
for nurses to have an understanding of these belieforder to provide culturally
sensitive care to their clients
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Mourning is the process one undertakes to deal with the that is now left. Mourning
is the process of adjusting to living a life withahis special someone or something. It is
period of adapting to the changes created by disis. |

In Text Question

The process that begins with a life-threateningyisis proceeds through a period of
treatment (or treatments), and end eventually attdes known as.......

In Text Answer
Grief

Mourning is the outward expression of grief. It is usudlfsed on cultural, religious, or
personal belief systems. Examples of mourning oheluisiting the gravesite of a loved
one on special dates, keeping a journal or makipgato album of the deceased. All of
these expressions are normal and it's importanetoember that mourning is a very
personal expression of grief. There is no rightvosng way to do it.

7.5 Responses of clients and their families to teinmal illness and
Impending death.

Grief is a bereaved person’s internal emotiongboase to the loss event. It has several

components: physical, behavioral, emotional, mergatial, and spiritual. It is often

described by those that have gone through it asagifhess that isn't easily lifted. It can

sometimes be so pronounced that it affects a parghrysical self and can even mimic

illnesses.

Grief has two responses. They are:

4+ Normal response
4+ Abnormal response

Figurel.5 Grief Responses
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Normal Grief

Grief that is eventually lessened as a person ustljo their loss. Grief is usually not
something one “recovers” from because the losseiemnregained or replaced. For
majority it changes their entire identity and theyl divide their lives into “before” the
loss and “after” the loss

Abnormal Grief
Abnormal grief is complicated grief. It can be died into:

+ Chronic grief

+ Delayed grief

+ Disenfranchised grief
+ Exaggerated grief

+ Sudden grief

Chronic grief: The grieving individual has trouble finding closuaad returning to
normal activities over an extended amount of time.

Delayed grief: This is intentional postponement of grief.

Disenfranchised grief: It often occurs when a grieving person’s loss céetopenly
acknowledged as a real loss e.g. losses relat&tDi®, miscarriage.

Exaggerated grief: Intense reactions of grief that may include nigh®&sa phobias
(abnormal fears), and thoughts of suicide.

Sudden grief: It occurs when death takes place very suddenlyowttivarning e.g. post-
traumatic stress disorder (PTSD).

In Text Question

The grief that is eventually lessened as a permsadjusts to his loss is called
In Text Answer

Normal grief
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7.6 Assessment of the Grieving Client
To assess the grieving client, some factors aentako considerations.

They are:

1. Developmental considerations

2. Nature of relationship with the ill or dead

3. Nature of the loss

4. Cultural and spiritual beliefs

5. Gender roles

6. Socioeconomic status/ social support system

Developmental considerations
This has to do with Age of the grieving clientctiuld be a toddler, preschooler, school-
age, young adult, middle age or the elderly.

Infancy to 5 years (preschool) The infants has little or no understanding oftdedeath
is temporary and reversible, like sleep

6 to 9 years (school age)ror the school age death is final and personahdean be
avoided. Death is related to violence.

10 to 12 years (preadolescent)This age group considers death is an inevitabteten
life.

13 to 18 years (adolescent)rhe adolescent is afraid of prolonged death,rblgious
approach to death and rarely think about death

19 to 45 years (young adulthood)The young adulthood cultural and religious beliefs
influence their attitudes and death is seen asuacfievent

45 to 65 years (middle adulthood) This group accepts mortality as inevitable and
witnesses death of parents and peers. This mayp ciath anxiety

65 years and older (older adulthood):They are afraid of prolonged health problems.
They witness death of family members and peerss.Thakes them see death as
inevitable.

Nature of relationship with the ill or dead: Individuals that has close relationship with
the ill or dead do not recover easily from grief.

Nature of the loss It could be a change in self-image, developmechanges, loss of
possessions or loss of significant others
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Cultural and spiritual beliefs related to illness @ death: Some individuals spiritual
beliefs could either make them recover fast omgo deep grief.

Gender roles Men tend to rely heavily on a close relationshith their spouse, placing
less importance on relationships with other peoplecause of their smaller social
network, men are more vulnerable to social isotasitier the loss of a spouse.
Socioeconomic status/ social support systerA: person’s extent of grief could actually
be as a result of the financial implication or Kied of monetary support they normally
get from the deceased while he was alive

Activity 1.1 Assessing a grieving client
Time Allowed: 10 minutes

Discuss some factors you would consider when asggagrieving client.

7.7 Factors That Influence Coping During the Grievng Process
There are several factors that influence copingndithe grieving process
They are:

< Dying trajectories

< Awareness contexts

. Dying trajectories: It states how the shape and duration of a pessdeath
trajectory influence coping.
. Awareness contexts It is the interactions among those who are copaith

dying with an emphasis on the levels of opennedshanesty between them.
There are four types of awareness (these are age st

4 Closed Awareness

4+ Suspected Awareness
4+ Mutual Pretense

4+ Open Awareness

89



Closed Awareness The Family and patient himself recognize thatihell but lack
awareness relating to impending death. Is thi€ fdlow long can it be maintained?

Suspected Awarenessthe person that is ill suspects that he was nargtte full story
about the iliness; it undermines trust.

Mutual Pretense The patient, family, and care providers knowled terminal prognosis
but no one discusses the issue openly. People madtg effort to avoid the subject. It
requires constant vigilance and is very draining.
Open Awareness It is preferred by health care providers andquds .It involves free
and open discuss on the impending death.
There are several fears associated with termiim&sg and death. They are:

+ Fear of pain

+ Fear of loneliness

+ Fear of meaninglessness
Fear of pain: it is the tendency to associate death with pB@n control measures
should be available to client to relieve pain arsgamfort.

Fear of loneliness Most terminally ill patients don’t want to be aly many patients are
afraid they will be abandoned by loved ones whot@pe with their imminent death

Fear of meaninglessnessPatients close to death tend to review and exarthee
actions. For some it is usually an expression gifats about what they fail to do. Patients
need to look at positive aspects of their livese.ying person needs to express his
worth.

In Text Question

It is preferred by health care providers and p#&iand involves free and open discuss on
the impending death. What kind of awareness i®that

In Text Answer
Open Awareness

7.8 Grief is a family matter

Grief today is a family matter as much as it is an iitligl one. The family includes the
blood relations and all those who have a signiticamnection to the person who carries
the diagnosis.

The challenges that families must face when comdewvith a terminal diagnosis of a
loved one are complex It involves learning hovwetope with setbacks and deterioration
as well as periods of seeming remission and alsdinde with the complexities of
extended grief, which can wear individuals down &ead at times to uncertainty or
unpleasant feelings.
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Family members are forced by circumstances to asje prolonged grief and are
vulnerable to serious psychological consequencesluding depression, guilt, and
draining anxiety. These circumstances can eventteptlysical illness

Five-stage model of family grief

There are no hard-and-fast boundaries separatiege tstages. While virtually every
family will experience each stage, one should nqteet one stage to simply end and
another to begin.

The stages are:
+ Crisis
+ Unity
+ Upheaval
+ Resolution
+ Renewal

Stage 1: Crisis

The diagnosis of a terminal illness or a potentidrminal illness creates a crisis for the
family. It disrupts the family’s equilibrium, jusis a rock thrown into the middle of a still
pond disrupts its equilibrium.

Anxiety is the most common initial reaction to thews that a family member is

terminally ill. If the terminally ill person is ahdd or young adult, anger at the seeming
injustice of early death may be the dominant enmosbared by family members at this
initial stage.

All adult family members will benefit from guidanéssues such as what to expect in
terms of their own emotional reactions, whom tokssepport from, whom to share
memories and emotions, with, and what to expectwthey meet with the dying loved
ones and other family members.

Factors that affect how you may react at this stagede

£ The history as well as the current status of yalationship with the family
member that is ill

+ The type of relationship you have with the Patienf spouse, parent or a child.

+ The patient’s past and present roles in the famil

Stage 2: Unity

The reality of impending death has effect on fammigmbers to put longstanding
complaints or grudges on hold as they pull togetbemove into this second stage of
grieving. The needs of the dying become paramount.
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A major issue for all family members is how theylwlefine their roles with respect to
one another and the terminally ill memb&hey will also determine type of care their
family member that is ill needs.

How the family organizes itself so as to compldteste tasks can have powerful
psychological effects on each member, dependinham comfortable each feels with
the role he or she is playing.

Stage 3: Upheaval

The unity that characterizes Stage 2 begins to Wwaras the lifestyles of all involved,
whether they recognize it or not, gradually undesgone significant changes. Many
people experience ambivalence (mixed feelings) wherprocess of dying evolves into a
protracted (prolonged) one in which the loved onelerall quality of life slowly
deteriorates.

Emotions such as guilt, anger, and resentmenilaly ko emerge. Suppressing thoughts
and feelings about such upheavals can lead tosttaielationships and eventually can
cause the entire family to fall apart.

Stage 4: Resolution

As a family moves into the fourth stage of griéfe terminally ill loved one’s health is
typically marked by gradual deterioration, punctgiaperhaps by periods of stabilization
or temporary improvement, and the effects of tr@gmged grief process can and should
no longer be ignored.

Family members often find themselves having morenorees (good and bad) of past
experiences which usually reflect relationshipshwite patient. Some of these memories
may evoke feelings of joy or nostalgia; others, begr, may evoke anger, jealousy, or
envy.

It is also an opportunity to resolve longstandisguies, heal wounds, and redefine one’s
role in the family. In this way the process of fangrief can set the stage for growth and
renewal for all involved.

Stage 5: Renewal

The final stage of grief actually begins with thméral and the celebration of the life of
the now-lost family member. This is a time of mix@dotions(sadness and reliefif the
family has successfully negotiated the previous &tages, this final stage also opens yet
another door to collective as well as personal wahelt is also a time for looking
forward, to revitalized relationships and to newiig traditions.
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In-Text Question

The model of family grief include the following exqut
(a) Crisis (b) Unity (c) Resolution (d) Decision
In-Text Answer

(d) Decision

Self-Assessment Questions (SAQs) for Study Sessibn

Now that you have completed this study session, gemu assess how well you have
achieved its Learning outcomes by answering tHeviahg questions.

Write your answers in your study Diary and disctiemm with your Tutor at the next
study Support Meeting.

You can check your answers with the Notes on thkeA3sessment questions at the end
of this Module.

SAQ 7.1 (Testing Learning outcomes 7.1)
Explain the crisis theory

SAQ 7.2 (Testing Learning outcomes 7.2)
Highlight the two types of adjustments
SAQ 7.3 (Testing Learning outcomes 7.3)

Explain rationalization and Intellectualization ee$e mechanisms

SAQ 7.4 (Testing Learning outcomes 7.4)
What is the major difference between grief and mimng?

SAQ 7.5 (Testing Learning outcomes 7.5)
Explain the abnormal response to grief

SAQ 7.6 (Testing Learning outcomes 7.6)
How does 65 years and older age group perceiv&qgrie
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SAQ 7.7 (Testing Learning outcomes 7.7)
Highlight the several fears associated with termiiveess

SAQ 7.8 (Testing Learning outcomes 7.8)
Discuss the crisis stage of the model of familefri

Notes on SAQs for study session 7
SAQ 7.1

The crisis theory described the factors that affect people’s adjastnto having serious
illness(Moos, 1982).

SAQ 7.2

The two types of adjustments are:
» Direct coping
» Defensive coping.

SAQ 7.3

Rationalization: Attempts to make or prove that one’s feelings ehdviors are
justifiable

Intellectualization: Using only logical explanations without feelings an affective
component.

SAQ 7.4

Mourning is the outward expression of griéfis the process one undertakes to deal with
the void that is now left

SAQ7.5
Abnormal grief is complicated grief. It can be died into:

+ Chronic grief

+ Delayed grief

+ Disenfranchised grief
+ Exaggerated grief

+ Sudden grief

SAQ 7.6

They are afraid of prolonged health problems. Ti#gess death of family members and
peers .This makes them see death as inevitable.
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SAQ 7.7
There are several fears associated with termiim&s$ and death. They are:

+ Fear of pain
+ Fear of loneliness
+ Fear of meaninglessness

SAQ 7.8

The diagnosis of a terminal illness or a potentisdrminal illness creates a crisis for the
family. It disrupts the family’s equilibrium, justs a rock thrown into the middle of a still
pond disrupts its equilibrium.

Anxiety is the most common initial reaction to thews that a family member is

terminally ill. If the terminally ill person is ahdd or young adult, anger at the seeming
injustice of early death may be the dominant enmosbared by family members at this
initial stage.

All adult family members will benefit from guidanéssues such as what to expect in
terms of their own emotional reactions, whom tokssepport from, whom to share
memories and emotions, with, and what to expectwthey meet with the dying loved
one and other family members.
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Study Session 8: Influences on the sick
Introduction

The problems associated with chronic illness wifimately affect the various domains
(aspects) of not only the patient's life but alsat tof the significant others like the family
etc. The physical, psychological, economic, andadatmensions are affected.

Therefore in this study you will learn about thexdons of the patient’s life affected by

chronic illness, the impact of chronic illness @milies, the factors influencing how

families react to chronic illness, reactions topitaization across ages and the role of
the nurse in hospitalization

Learning outcomes for study session 8

At the end of this study, you should be able to:

8.1Explain the domains of the patient’s life affectgdchronic illness
8.2Discuss the impact of chronic illness on families

8.3 Highlight the factors influencing how families wikact to chronic illness
8.4 Discuss the reactions to hospitalization across age

8.5Highlight the role of the nurse during and at thd ef hospitalization

8. 1 Domains of the patient's life affected by chrac iliness
There are several domains (fields) of the patielifésaffected by chronic illness. They
are:

* Physical domain

» Psychological Domain

* Economic Domain

* Social Domain
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Figure 1.1: Domain of Patient’s life affected byrahic illness

Physical Domain
The physical domain of the patient’s life can bgeased by taking into consideration his:

* Functional Status
* Physical Symptoms

Functional Status

This refers to the patient's ability to continuadtioning in his/her daily activities, such
as self-care, going to work or school, participgtim recreational activities, and
continuing with activities that the patient enjoymtbr to the chronic condition.

Physical Symptoms

Due to the nature of chronic illness and its loagrt symptoms, the patient is continually
reminded of his/her condition. The symptoms incltftesymptoms of the chronic illness
and the side effects from the treatment that isquileed.

Psychological Domain
The psychological domain of patients includes:

e Grief and Sorrow
e Fears

Grief and sorrow
Loss, sorrow and the resultant grief are chareatiesi of patients coping with chronic
illness. There is grief of the loss of a body pamtl of physical functioning. Variables
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such as age, gender, health before the diagnosigafiness, and the patient's existing
social support determine the type of support thitbe experienced.

Fears

Patients with chronic illness experience a varigtyears due to the uncertainty of the
diagnosis of their illness, difficulties in undexstling the medical jargons, inadaptability
to medical regimens and new schedules, and feallogs of control over their lives.

Irene Pollin, an internationally acclaimed healttv@cate highlighted eight fears that a
patient with chronic illness experiences. They are:

Loss of control

Loss of self-image
Loss of independence
Stigma

Abandonment
Expression of anger
Isolation

Death.

ONoOrWNE

Economic Domain

Chronic iliness is emotionally and financially dreig. Due to the incapacitating effects
of the illness, patients may find themselves givipgtheir jobs. The patient's family may
also experience loss of income, particularly thfasaily members who have to forfeit
their jobs to assist with caregiving activities.

Social Domain

Due to their limited functional abilities, some ipats with chronic illness may decrease
their level of participation in social activitiedjereby altering their social life. Due to
certain illnesses, family and friends may withdricam the patient. When a patient is
diagnosed with a chronic iliness, the issue of alibytbecomes a source of concern for
the patient and his social network.

In-Text Question

The domains (fields) of the patient’s life affectleyg chronic illness are the following
except.

(a) Physical domain (b) Psychological Domain(c) Scientiomain (d) Economic

(b) Domain
In-Text Answer

(c) Scientific domain
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8.2 Impact of chronic illness on families.

All families go through normal challenges that estated to life cycles and situational
stressors. However, families living with chroniméss confront a new set of demands
related to that illness. Some of such demands dieclu

+ Financial Stressors and Strains
e Social Demands
» Psychological Demands

Financial Stressors and Strains

Chronically ill patients and their families ofterxperience financial strains due to
frequent hospitalizations, medical and therapeméiatments. For those families who are
wealthy, a family member may have to leave hisémployment in order to care for the
patient.

Family demands related to care may either preveiaimaly member from receiving a

promotion or result in the loss of a job. Medicasits, therapy, special equipment,
medicines, and other specialized services are gfditte financial demands associated
with chronic illness.

For those families who are already financially s$el, chronic illness may place them at
additional risk of draining their resources. It tesen shown that financial resources are
crucial predictor to family coping and adjustmenmthronic illness.

Social Demands

When families have a family member with chronimeéls, their social spheres will
inevitably be affected. The responsibility for cayifor a chronically ill patient, can strain
marital relationships.

Marital satisfaction can be compromised becausedh@nunication process between the
spouses may be hampered. The level of maritalfaetiisn is ultimately affected by the
wife's perceived support from her spouse.

Siblings in a family system are also affected. &sichave shown that siblings of a
chronically ill family member are vulnerable to asjment problems, low self-esteem,
poor peer relations, anxiety, and depression.

Parents may have less physical and emotional tomspénd with siblings to help them
adjust to the effects of chronic illness on the ilgmaystem. In addition, the degree to
which the siblings are affected is also influenbgdhe severity of the condition.
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Psychological Demands

Both the patient and family mourn over the losswibfat could have been the hopes,
dreams, and possibilities of the family member thalt. There may be uncertainty about
the roles, rules, and boundaries in the familyesysas a result of the patient's iliness.

Activity 1.1 Impact of chronic illness on families
Time Allowed: 15 minutes
Discuss how chronic iliness affects the family #mel society at large

8.3 Factors influencing how families will respondd chronic illness

Variations exist in how families respond to the smouences of chronic illness. These
variations are influenced by the following

+ Nature and characteristics of the condition,
+ Resources

% lliness phases

+ Family life stage

« Gender.

Nature and Characteristics of the Iliness
How a family adapts depends more on the charattsri of the illness. These
characteristics include:
1. Degree and type of incapacitation (e.g., sensoogpmcognitive)
2. Extent of visibility of the condition, prognosis tife expectancy (e.g., is the
outlook negative or positive; is it a terminal @ss)
Course of the illness (e.g., constant, relapsingrogressive),
Amount of home treatment (outpatient and inpatieatlical treatment )
Expertise needed for the patient,
The amount of pain or other symptoms experienced.

ogkw

Resources

Families possess three types of resources. They are
+ Personal Resources
+« Social/Familial Resources
+ Community Resources

Personal ResourcesThese refer to the family's inherent resourcedéaling with the
challenge of chronic illness. These resources dechineir socioeconomic status, level of
coping skills, self-efficacy, sense of mastery, #r&r own physical health.

Social/Familial Resources These refer to the availability of social suppogtworks in
families, including confidants, friends, and exteddamily members. Social support is
an important moderating variable.
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How a family responds to chronic illness could ketedmined by its social support
system, which includes family, friends, neighbaaad community resources. Familial
resources refer to the organization of the fansilych as clarity of rules and expectations,
routines for daily family tasks, clear generatiobalndaries, and good communication.

Community Resources

This refers to the quality of relationships thamnfities have with professionals who are
providing care and other services to the family rbers. Contact with professionals
reliable in family dynamics could ease the strdioloonic iliness.

lliness Phases
Neither illness nor family coping is static; rathitis dynamic. How a family responds to
chronic illness is also a function of the phaséhefillness. This is because each phase
of the illness has specific demands and transitidfeanilies will require different
strengths, resources, and reorganization to mesetpsychosocial demands. The illness
phase could be divided into the following phases

4+ Crisis Phase

4+ Chronic Phase

+ Terminal Phase

Crisis

Phase

Figure 1.2: lliness phase
Crisis Phase
This time period includes the symptomatic periotbrpto the diagnosis and the initial
period of coping and adjustment after the diagnd=snilies in this phase must learn to
cope with the symptoms related to the conditioryigete the medical and healthcare
system, and manage the day-to-day responsibitifiearing for the patient

Chronic Phase This phase is characterized as the "long haulithwimclude the day-to-

day activities and tasks related to caring for pagient and the family's attempt to
maintain a semblance of normalcy. Family membegdlaeate roles and work on
maintaining individual independence in the famiygtem.
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Terminal Phase This period is marked by the imminence of deatid family members
struggle to deal with issues of separation, mogrnand resuming family life after the
loss.

Family Life Stage: Families who have a family member with a chronloe$s have
different needs, strengths, and resources at \&apaints in the family life cycle. In a
family with young children, for example, when orfetloe parental figures is diagnosed
with a devastating disease, the impact on childirgaasks can be affected in several
ways.

Role of Gender

Gender is another important variable that influsnbew a family responds to chronic
illness. The term "feminization of care" refers ttwe notion that most women are
caregivers and expected to provide caregiving dgutiEhe competing demands of
balancing full-time work, caring, nurturing thewno children, and maintaining their own
homes contribute to the caregiving stress and lnuodevomen.

In-Text Question

How a family responds to chronic illness is alsoirzction of the phases of the illnesses.
True or False

In-Text Answer
True

8.4 Reactions to Hospitalization across ages

Age affects individual reactions to hospitalizatimmd also the meaning of an illness or
disaster. The categories of such age to consider ar

Infancy to 5 years (preschool)

Six to 11 years (school age)

10 to 12 years (preadolescent)

13 to 18 years (adolescent)

19 to 45 years (young adulthood)

45 to 65 years (middle adulthood)
65 years and older (older adulthood)

NoosrwbE

Infancy to 5 years (preschool)

It is characterized by helplessness, passivityeggized fear, heightened arousal, mental
confusion, difficulty in talking about event, sledsturbance, separation fears/clinging,
regressive symptoms, anxiety about death, griehasic symptoms, startled response to
loud or unusual noises, and irritability.
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6 to 11 years (school age)

It is characterized by feelings of responsibiliguilt, traumatic play and retelling, sleep
disturbance anger, aggressipnchange in behavior, mood, personalitpomatic
symptoms, fear and anxietggressionseparation anxiefwithdrawal loss of interest in
activities magical thinkingloss of ability to concentratechool avoidance and decline in
school performance.

10 to 12 years (preadolescent)

It is characterized by disturbance, anger/aggrassichange in behavior, mood,
personality, somatic symptoms, fear and anxietyfaadof death fear.

13 to 18 years (adolescent)

They show Self-consciousness, life-threatening netment, abrupt shift in
relationships, depression, social withdrawal, dleaging disturbances, decline in school
performance, rebellion, accident proneness, wish rEvenge and action-oriented
response. They are afraid of prolonged death, nchyut defiance for death through
dangerous or self-destructive acts and seldom thakit death.

19 to 45 years (young adulthood
Cultural and religious beliefs influence attitudesd death is seen as a future event

45 to 65 years (middle adulthood)
This age bracket accepts mortality as inevitabteraay experience death anxiety.

65 years and older (older adulthood)

They are afraid of prolonged health problems. Theg death as inevitable and may
mean freedom from discomfort.

In-Text Question

The ---------r - is characterized by Ipd¢ssness, passivity, and generalized fear
In-Text Answer

Infancy to 5 years (preschool)
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8.5 Role of the nurse during and at the end of hogplization

The nurse and the client work together to assestlient to grow and solve his problems.
This type of relationship is known &serapeutic relationship. In this relationship the
nurse should be able to perceive and experiencéetlmgs of the patient. She should
understand the patient.

S ! 1Y
Figure 1.3: A nurse

Source:http://upload.wikimedia.org/wikipedia/comratiib2/Nurse_from_Uganda_helps
_protect_womens_health_%286188985167%29.jpg

The nurse must be sincere and honest in her netdtip with the patient. Consistency
expresses sincerity which in turn fosters the dgwalent of the patient’s trust.

The nurse should treat the patient with dignityisTis manifested when the nurse does
not belittle or judge the patient’s feelings, véidations and behaviors.

The phases in the nurse- patient relationship delu
» Orientation Phase

* Identification / working phase
» Termination/ resolution phase.

Orientation phase:

At this phase of the relationship, the nurse eistabé a therapeutic environment where
roles, goals, rules and limitations of the relasiop are defined. The nurse gains the trust
of the client and they establish a mode of accéptatimmunication.

Acceptance is the foundation of all therapeutiatrehship and rapport is built by
demonstrating acceptance and non-judgmental atitDdring this phase, the problems
are not yet resolved but the client’s feelings emly anxiety is reduced, by using
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relaxing measures, to enable the client to relasugh to talk about his distressing
feelings and thoughts.

Working/ Exploration/ Identification Phase:

During this phase, the client’s problems are idasttiand solutions are explored, applied
and evaluated. The focus of the assessment aihe oélationship is the client’s behavior
and the focus of the interaction is the clientislifegs.

The nurse should realize that the client’s feelinfisecurity are developed by being
consistent at all times. Perception of reality,ingpmechanisms and support systems are
identified.

The nurse assists the patient to develop copingsskpositive self-concept and
independence in order to change the behavior otlieaet to one that is adaptive and
appropriate.

Termination/ Resolution Phase

Preparation of the termination phase begins abtlentation phase, when the duration
and length of the nurse-client relationship wasi@shed. The nurse terminates the
relationship when the mutually agreed goals are thetpatient is discharged.

The focus of this stage is the growth that has wedun the client and how the nurse has
helped the patient to become independent and redpenn making his own decisions.
Client may become anxious and react with increadegendence, hostility and
withdrawal; these are normal reactions and aressifiiseparation anxiety.

These feelings and behavior should be discussétthétclient. The nurse should be firm
in maintaining professionalism until the end of tieéationship. Referral for continuing
health care and support after discharge providdsiadal resources for the client and the
family.

The goal of the therapeutic relationship have bmeb when the patient has developed
emotional stability, cope positively, recognized us@s or causes of anxiety,
demonstrates ability to handle anxiety and indepeod, and is able to perform self-
care. It is normal for the client to experienceaapon anxiety such as sleeplessness,
anorexia, physical symptoms, withdrawal and hagtili

In-Text Question

The phases in the nurse- patient relationship decthe following except
(a)Orientation Phase (b) Termination/ resolutioaggh (c) Determination Phase
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In-Text Answer
(a) Determination Phase

Summary
In study session 8, you have learnt that:

1.

There are several domains (fields) of the patidifésaffected by chronic illness.
They are:

» Physical domain

» Psychological Domain

= Economic Domain

= Social Domain

When families have a family member with chronioeks, their social spheres
will inevitably be affected

Chronically ill patients and their families ofterperience financial strains due to
frequent hospitalizations, medical and therapduiatments

Variations exist in how families respond to the sEguences of chronic illness.
These variations are influenced by the following :

» Nature and characteristics of the condition,

Resources

lliness phases

Family life stage

Gender

Age affects individual reactions to hospitalizatiand also the meaning of an
illness or disaster. The categories of such agensider are:

Infancy to 5 years (preschool)

Six to 11 years (school age)

10 to 12 years (preadolescent)

13 to 18 years (adolescent)

19 to 45 years (young adulthood)

45 to 65 years (middle adulthood)

. 65 years and older (older adulthood

At the orientation phase of the nurse-patient i@tahip, the nurse establishes a
therapeutic environment where roles, goals, rulesl dmitations of the
relationship are defined.

OmMmoOOw>

Self-Assessment Questions (SAQs) for Study Sessi&n

Now that you have completed this study session, ganu assess how well you have
achieved its Learning outcomes by answering tHeviahg questions.

Write your answers in your study Diary and disctiemsm with your Tutor at the next
study Support Meeting.

You can check your answers with the Notes on the/ASsessment questions at theend
of this Module.
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SAQ 8.1 (Testing Learning outcomes 8.1)
Explain the economic domain of patients in relatorchronic illnesses

SAQ 8.2 (Testing Learning outcomes 8.2)
Mention the new set of demands that families liwvith chronic illness confront

SAQ 8.3 (Testing Learning outcomes 8.3)
Discuss one of the factors influencing how familié respond to chronic iliness

SAQ 8.4 (Testing Learning outcomes 8.4)
How does 10 to 12 years (preadolescent) age gesgond to hospitalization?

SAQ 8.5 (Testing Learning outcomes 8.5)
Explain the termination phase of the nurse-patielationship

Notes on SAQs for study session 8

SAQ 8.1
Chronic iliness is emotionally and financially dreig. Due to the incapacitating effects
of the illness, patients may find themselves givipgtheir jobs. The patient's family may
also experience loss of income, particularly thfzseily members who have to forfeit
their jobs to assist with caregiving activities.
SAQ 8.2

* Financial Stressors and Strains

* Social Demands

» Psychological Demands

SAQ 8.3

Family Life Stage

Families who have a family member with a chronioess have different needs,
strengths, and resources at various points inaimly life cycle. In a family with young
children, for example, when one of the parentalrég is diagnosed with a devastating
disease, the impact on child-rearing tasks carffbetad in several ways.

SAQ 8.4
10 to 12 years (preadolescent)

It is characterized by disturbance, anger/aggrassiwhange in behavior, mood,
personality, somatic symptoms, fear and anxietyfaadof death fear.

107



SAQ 8.5

Preparation of the termination phase begins abtlentation phase, when the duration
and length of the nurse-client relationship wasi@shed. The nurse terminates the
relationship when the mutually agreed goals are thetpatient is discharged.

The focus of this stage is the growth that has wedun the client and how the nurse has
helped the patient to become independent and re#penn making his own decisions.
Client may become anxious and react with increadegendence, hostility and
withdrawal; these are normal reactions and aressifjiseparation anxiety.

These feelings and behavior should be discussédtigtclient. The nurse should be firm
in maintaining professionalism until the end of tedationship. Referral for continuing
health care and support after discharge providdgiadal resources for the client and the
family.
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