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ABSTRACT
A PROGRAM OF SELF-ADVOCACY AND SOCIAL SUPPORT
FOR DIABETIC PEOPLE

By

Thereasa A. Cronan

The purpose of the present study was to compare the
efficacy of two interventions for people with diabetes.

The first intervention taught self-advocacy and social

networking. The second program provided the same
information; however, the information was presented in a
manual. People who had received some educational

instruction about diabetes were eligible to participate in
the study. They were randomly assigned to one of the two
conditions. All subjects participated in assessments at
their entry into the study (pre-assessment), at the end of
the intervention (post assessment), and approximately
three months later (follow-up).

The outcome measures included body weights,
glyco-hemoglobin assays, blood pressure, health beliefs,
amount of reported compliance in following medication,
diet, exercise regimes, general health practices,
assertiveness or general advocacy, health locus of

control, cohesiveness, and satisfaction with the program.
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Both comparative and associative analyses were
performed on the data from the three groups (two
experimental groups and the manual group). The results
from the comparative analyses revealed no significant
differences between groups or over time for body weights,
health beliefs, reported compliance in medication, diet,
exercise, general health practices, or health locus of
control. Significant differences were found for
glyco-hemoglobin levels, blood pressure, cohesiveness, and
satisfaction with the program. Glyco-hemoglobin levels
increased over time for both the experimental groups and

the manual group. Blood pressure decreased for the three

groups by the follow-up assessment. People in the
experimental groups were more cohesive than people
assigned to the manual group. People in one of the

experimental groups rated the program lower than the
people in the other experimental group or people in the
manual condition.

The associative analysis (cluster analysis) indicated
that people who scored high on the specific advocacy
dimension more often had a medication change between the
post and follow-up assessments. The general advocacy
dimension was not related to any measures of behavior
change. These findings support the need for focused and

specific training in advocacy.
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The O-Types analysis identified ten O-Types. Only
two of the types consisted of over six people; because
of this only these two types were used in the additional
comparisons. The first O0-Type contained ten people,
five males and five females; all were from the manual
condition, Half of them had juvenile onset diabetes.
These people scored high-average on the blood and
physical condition clusters, and very low on the
cohesiveness cluster (necessarily, since they were in
the manual group). Nine people made up the second
0-Type. All of them were from the experimental groups;
four of the nine people were females. These people
scored lower on the blood cluster, lower on the physical
condition cluster, and higher on the cohesiveness
cluster than the people who made up the first type.

The experimental hypotheses may have received
minimal verification because of weaknesses in the
measures of the dependent variables, in experimental
manipulations, or in the specificity of the training.
Arguments are presented for the latter interpretation.
Future research should include more specific
interventions, and early and frequent consultation with
subjects in helping to decide on what goals should be
pursued, and how success in reaching those goals should

be measured.
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INTRODUCTION

Definition
The word "diabetes" comes from the Greek. It means
"to run through a siphon." Mellitus is a Latin word
which means honey. According to Surwit, Feinglos, and
Scovern (1983), the word was first used in 200 CE. No
doubt it was easy to detect by a rough kind of
urinanalysis (taste), since the high level of glucose in
the blood results in the excretion of sugar in the
urine.
Physiology
In order to understand the behaviors required of
diabetics, and the information available to guide that
behavior, it is necessary to understand the basic
physiological events of diabetes and how those events
are controlled and monitored.

Insulin's Relationship to Diabetes

Diabetes is related to the function of the
pancreas, a 3-4 inch gland located behind the stomach.
Insulin is a hormone produced by the pancreas. It is

the key that opens the cells for the entry of glucose,






which then nourishes the cell and furnishes it with
energy.

In diabetes the body is wunable to wuse glucose
normally. Sometimes the body makes either too little
insulin for its needs, or too much. In other cases the
body makes sufficient, but ineffective, insulin. Unused
glucose remains in the bloodstream, and some of the
excess is eventually passed by the kidneys and
eliminated with the urine. This process is often
referred to as "spilling sugar," and gives diabetes its
name. When glucose cannot be used properly, fat cells
start breaking down to be used for energy by the body.
The by-products of this fat breakdown are called
ketones. Acetone is the most abundant ketone. Ketones
are poisons made when the body «cells burn fat for
energy. This occurs when there is not enough insulin,
and the resulting condition is referred to as
ketoacidosis.

Hyperglycemia and Hypoglycemia

People are considered to be within the normal range
if their blood glucose level is within the 70-160 mg
range. Two conditions can result when insulin is not
produced or used by the body. One is hyperglycenmia,
which is a high level of blood glucose (160 or over).

Hyperglycemia may result in ketoacidosis, which is also






called diabetic acidosis, and may result in a diabetic
coma, This occurs when insulin decreases to a very low
level, and glucose cannot be used for energy by the
cells. Thus hyperglycemia may produce ketoacidosis via
the substitution of fat for sugar as an energy source.

Ketoacidosis is more 1likely to occur when a
diabetic eats too much, doesn't take enough insulin (or
forgets to take it), is less active but eats the same
amount of food, or experiences too much stress.
Ketoacidosis is relatively rare in a non-insulin-
dependent diabetic.

Another type of hyperglycemia is nonketotic
hyperosmolar hyperglycemia. This usually occurs in
persons over the age of 50 who have mild,
non-insulin-dependent diabetes. More than half of the
diabetics who develop this complication do so following
another disease or event such as heart attack, stroke or
burn. This happens because there 1is enough insulin
present to prevent fat breakdown, but not enough to
control sugar.

The second general condition that diabetics may
have is hypoglycemia. This is low blood glucose (70 or
below). It is also referred to as hypoglycemic
reaction, insulin reaction, or insulin shock. Low blood

glucose levels can occur if a diabetic eats too little






food or delays a meal, takes too much insulin or oral
medication for his or her body's needs, or increases
physical activity without increasing food intake or
insulin dose.

Diagnosis

There are several glucose tests used for detecting
and treating diabetes. They include urinanalysis, a
simple blood-glucose test, the fasting blood-glucose,
two-hour post-prandial glucose tolerance test, and
hemoglobin Alc (glyco-hemoglobin). These tests are
important for practitioners of behavioral medicine to
understand, in part because the patient must use a test
to monitor his or her own condition. The urine test,
although only an indirect measure of blood glucose, is
usually preferred by patients because it is painless and
relatively simple. Unfortunately, the more complex and
difficult the test of blood sugar level, the more
reliable it tends to be.

A simple blood-glucose is a determination of a
patient's blood sugar. It is often identified by the
timing of its administration. This test provides
immediate feedback on the current level of glucose in
the bloodstream. A fasting blood glucose measures blood
sugar after a period of fasting (usually overnight, with

the test before breakfast). A two hour post-prandial






test is taken two hours after breakfast or a meal. If
any of these test results deviate grossly from normal
(elevated), they may be used by a physician, along with
a patient's medical history and symptoms, in making a
diagnosis of diabetes.

In a known diabetic patient a blood-glucose
provides the doctor or patient with information on the
effectiveness of short-term therapy (whether type,
amount or timing of administration of insulin or other
diabetic medication needs to be altered). If a
blood-glucose is done while a patient is experiencing
symptoms of hypoglycemia (low blood sugar), an objective
evaluation cannot be made (symptoms of hypoglycemia and
hyperglycemia are similar and may be confused).

A glucose tolerance test consists of measures of
blood glucose made at several intervals: fasting, 1/2
hour and 1, 2, or 3, hours after the patient drinks or
is given a shot of glucose (the dose 1is determined by
the patient's height and weight). This test is given to
people with a family history of diabetes, to pregnant
women, and to people suspected of having functional
hypoglycemia. Cooper (1980) reported that the glucose
tolerance test 1is especially wuseful in gestational
diabetes, so that if the results are abnormal

appropriate treatment may be instituted. Figure 1 shows



responses to a glucose tolerance test by three
individuals: one normal, one with impaired glucose
tolerance, and another with diabetes.

A relatively new test, the glyco-hemoglobin assay,
measures a type of hemoglobin found in the red blood
cells. In poorly controlled diabetes the amount of
glyco-hemoglobin present may be two to three times
normal. The test results reflect the average blood
sugar level over an extended period of time
(approximately 2-3 months before the test). A major
advantage of this test is that it is only slightly and
slowly affected by recent diet, exercise, or recently
administered insulin or oral medications (these factors
influence a regular blood-glucose test dramatically).
Thus the glyco-hemoglobin test results allow for a
long-term evaluation of therapy, but are useless as
measures of current blood sugar level.

In summary, the blood glucose, fasting blood sugar,
and post-prandial tests are used in making a diagnosis
of diabetes and in evaluating short-term therapy. The
glucose tolerance test is often used to detect impaired
glucose tolerance and diabetes which develops during
pregnancy. The glyco-hemoglobin assay reflects blood
sugar levels over an extended period of time. The

relatively simple and painless urinanalysis test,
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nondiabetic’s body has removed moss of
the glucose from circulation within two
hours. In the diabetic, whose glucose
levels were already too high, the glucose
level shot even higher than at first, and
three hours later, the levels had not yet
begun to drop. The person with impaired
glucose tolerance has a curve similar to
that of the diabetic, except that it is

somewhat higher. Also, at the end of two
hours, this person’s glucose level had
dropped only slightly, whereas the
nondiabetic’s blood-glucose level had
returned to normal.

Blood Glucose Tolerance Test Results.






although it is subject to error, is usually used by
patients to monitor their own condition, A simple,
painless, reliable, valid, and inexpensive test would be
a boon both to diabetics and to their physicians
(financial considerations aside, in the <case of the
physicians).

Types of Diabetes

There are two basic types of diabetes mellitus, not
very informatively named Type I and Type II. Type I and
Type II diabetics are differentiated on the basis of
insulin dependence. Type I diabetics need to take
insulin in order to survive, and hence are referred to
as insulin-dependent diabetics. Type II diabetics are
referred to as insulin independent, because they do not
need insulin to survive. Type I diabetics are also
referred to as juvenile diabetics, and they account for
15% to 20% of the diabetic population. They usually are
diagnosed as children who make very 1little insulin,
although a person may be diagnosed as a Type I diabetic
at any age. Most Type I diabetics are thin.

In Western societies, 60 to 90 percent of
non-insulin-dependent diabetic patients are obese
(National Diabetes Data Group, 1979). This is
significantly more than in the general adult population;

the United States Public Health Service estimates that



25-45% of the American population over the age of 30 is
more than 207 overweight. Typically people who are
heavy have plenty of insulin; in fact they have more
than they need. It just doesn't work. Type II
diabetics usually become diabetic between the ages of 30
and 50. New evidence (Speckart, personal communication)
suggests that insulin works by fitting into receptor
sites on cells and "firing" them. Each cell has
hundreds of receptors, and wunder certain conditions
receptors close down. The evidence suggests that
exercise and body weight can affect the number of
receptors. Infections decrease the number of insulin
receptors.

In some Type II diabetics, their own antibodies
attack their insulin receptor sites. Like, et al.,
(1982) found that performing thymectomies reduced the
frequency of spontaneous diabetes mellitus in selected
rats from 27% to 3 %Z. Incomplete thymeétomies reduced
diabetes to 9%. Since the thymus produces antibody
cells, these findings are consistent with the hypothesis
that Type II diabetes is caused by a defect in the
autoimmune system. They also account for the
relationship between infection and receptor site
decrease, since more antibodies are produced to combat

infections, and these antibodies might attack receptor
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sites. An immediate implication of this finding is that
an important goal of behavioral interventions should be
to teach the diabetic to avoid and control infections.
In the long run, Type II diabetes may be curable through
making specific antibodies to attack the aﬂtibodies
attacking the insulin receptor sites, using hybridoma
techniques.
Incidence

Diabetes Mellitus and its complications are the
third leading cause of death in the United States, after
heart disease and cancer. Classical diabetes occurs in
3-5%2 of all adults, or nearly one in twenty in the
general population. Diabetes is a chronic condition
that can be controlled, but not cured, at the present
time.

Surwit, Feinglos, and Scovern (1983) attribute
300,000 deaths per year to diabetes, and estimate that
there are one million insulin-dependent diabetics, four
million non-insulin-dependent diabetics, and five
million undiagnosed diabetics.

Complications of Diabetes

Complications arise when blood glucose is not
controlled. These complications shorten 80% of
diabetics' life spans. Diabetics are 25 times as likely

to be blind, 20 times as likely to have gangrene, 17
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times as likely to have kidney disease, and twice as
likely to have heart disease or stroke, as the normal
population (Davidson, 1981). Although the complications
of diabetes are severe, they are slow to appear. Thus
the diabetic may not see clearly the link between his or
her own behavior and its disastrous consequences.
Bringing about behavioral changes in diabetics has
something in common with producing changes in smokers,
obese persons, and alcoholics. In all these cases, the
undesirable behaviors have immediate payoffs, while the
payoffs for desirable behaviors are remote and
intangible.
Eye Problems

Diabetes is the major cause of blindness in the
world. High blood sugar causes the vision to be
blurred. Sugar accumulates in the lens, and diabetics
have an early appearance of cataracts. Changes in the
retina also occur because the vessels weaken and
hemorrhaging may occur. If hemorrhaging does occur, a
whole section may lose sight when the retina is
damaged.
Circulatory Problems

Diabetics are at a greater risk of heart disease
and hypertension. Adults with diabetes have a greater

chance of developing nerve problems and poor circulation
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in their lower legs and feet. Poor circulation and
increased glucose (sugar) in the tissues also increase
the possibility of infection and slow down the healing
process. Atherosclerosis (hardening of the arteries) is
a major cause of heart disease and poor circulation in
the legs. Although this condition occurs more
frequently in diabetics than in non-diabetics,
scientists are unsure why. Gonen et als (1982)
discovered that glucose attaches to low-density
lipoprotein (LDL), which carries cholesterol through the
blood, and that the cholesterol in glucose-laden LDL was
not efficiently used by body cells. They suggest that
this may cause cholesterol 1levels in the blood to
increase dangerously and lead to complications.

Panzram and Zabel-Langhenning (1981) gathered the
records of all newly-diagnosed diabetics who had been
registered in the Erfurt district in 1966. They studied
this population for a ten year period; Out of 2560
diabetics, 1054 had died during the 10-year follow-up
period. Cardiovascular causes accounted for 63% of the
deaths. Excess mortality was present in most age
classes and was evident within the first year after
diagnosis.

Kidney Disease

Diabetics are prone to kidney disease. Kidney
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diseases usually develop over a period of years, and are
more common in Type I diabetics than in Type II
diabetics. Kidney disease in a diabetic is characterized
by progressive thickening of the glomerular and tubular
basement membranes. The function of the glomeruli is to
separate waste materials from the blood. These waste
materials are passed out as urine. When the membranes
of the glomeruli are thickened, the filtering function
is impaired. Studies have indicated that diabetics tend
to have higher concentrations of albumin in their
kidneys (Michael and Brown, 1981). Why diabetics are
more prone to kidney diseases, and whether or not there
is an interaction of albumin and glucose, is not known
at the present time.
Nerve Changes

Nerve problems may decrease a diabetic's ability to

feel pain from blisters, bad fitting shoes, small cuts,

or splinters. If the injury goes unnoticed, a serious
infection or wulcer can occur. Gangrene may follow
(Crofford, 1976), and for this and other reasons

amputations are 20 times more frequent in diabetics than
in the general population.
Effects on Pregnancy

Out of 100 pregnant insulin-requiring, Type I,

diabetics, 40 will have a miscarriage, as compared with
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4% for the normal population. Out of 100 diabetic women
that carry the full term, 15-20% can expect to have dead
babies, and 40% of those left will have babies with some
disease (Speckart, personal communication). Although
this evidence seems very frightening, with very strict
monitoring of diet and control of her diabetes, 90-95%
of pregnant diabetic women can go home with healthy
babies.

Correlates of Diabetes

Although the exact cause(s) of diabetes are not
known, there are several factors that are known to be
correlated with the development of diabetes. A
knowledge of these correlates helps the medical
psychologist to describe the population of interest, and
thus to tailor behavioral interventions to the
population of interest. For example, it will become
apparent that a majority of diabetics are female and
above the population median in age.

Heredity

The incidence of diabetes is higher if other family
members have diabetes. The closer the genetic
relationship, the more likely it is that the relative of
the diabetic will also have diabetes; this is as it
should be if heredity plays a part in diabetes.

Barnett et al, (1981) studied 53 pairs of
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non-insulin-dependent diabetic (NIDD) twins. The twins
were recruited from a variety of sources, some from the
authors' own clinic, some from other physicians and
hospitals, and some through advertisements on radio and
television. They found that in 48 pairs both twins
developed diabetes, and the interval between diagnosis
in NIDD co-twins was short. In 35 of the 48 pairs (73%)
the second twin became diabetic within five years of the
first. 0f the remaining 13 pairs, 11 pairs had both
developed diabetes within ten years, and the remaining
two pairs became concordant 11 and 12 years after the
diagnosis in the first twin. In the five cases
remaining from the original 53, the affected twin had
been diagnosed only within the last three years, and all
of the remaining twins showed early metabolic changes
characteristic of diabetes.

Other observations that could indicate a hereditary
component are: women are twice as likely as men to have
Type II diabetes, and in one particular group of females
(Pima Indians over 40), the incidence of diabetes is 50%
(Bennett, 1982). Of course none of these observations
demonstrate conclusively that heredity is the dominant
factor in diabetes, since environmental differences are
confounded with hereditary differences in every case.

It does seem likely that genetic factors are important,
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but it is also certain that environment is important, as
we see in the case of obesity.
Obesity

As mentioned previously, 60 to 90 percent of
non-insulin-dependent diabetic patients are obese
(National Diabetes Data Group, 1979). Obesity causes
continuous stress to the body because of the increased

demand on the pancreas to produce more insulin.

3

Most new cases of Type I diabetes occur before the
age of 20 (Kaplan and Atkins, 1985). For Type II
diabetes, the proportion of new cases, as identified in
population surveys, increases with age for both adult
men and women (Barett-Connor, 1980).
Sex

After age 45, diabetes occurs twice as often in
women., In a recently reported study (Kissebah, 1982),
women between 20 and 40 years old were tested for cases
of diabetes that had not been previously diagnosed. It
was found that obese women whose fat was concentrated on
the wupper body were 30 times likelier than other women
to have undiagnosed diabetes. Obesity from the waist up
tends to involve enlarged individual fat cells; these
enlarged cells are less able to process glucose, so

diabetes is more likely. Obesity below the waist is
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typically caused by too many regular-sized fat cells.
Type of obesity, like diabetes itself, may be related
both to heredity and to environment. It is thought that
overeating while young leads to an increased number of
fat cells, while overeating later leads to the
enlargement of individual cells.
Stress

Increasing evidence (Sanders, Mills, Mattin and De
La Horne, 1975; Grant, Kyle, Teichman and Menchels,
1974) indicates that lingering stress may cause or
worsen the development of many illnesses; included in
these illnesses 1is diabetes (Danowski, 1963). This is
of great interest in the present context because stress
is presumably amenable to reduction through behavioral
manipulations. Physical stress ranging from illness,
such as a heart attack, through drugs such as steroids,
to pregnancy may cause a temporary state of diabetes.
When the stresses are removed, these individuals recover
their normal glucose tolerance, but are subject to the
same dangers of hyperglycemia and hypoglycemia as
chronic diabetics during their diabetic episodes.

Grant, Kyle, Teichman, and Mendels (1974)
investigated whether or not a relationship could be
demonstrated between 1life events - many of which are

stressful - and the course of illness in a group of
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diabetic patients. Patients filled out Schedules of
Recent Events so that an evaluation of both positive and
negative life changes could be made. Scores on this
schedule were correlated with a "Global Rating" of the
patients' physical well-beings. There was no significant
overall correlation between life events and well-being;
however, 26 of 37 individual correlations were positive,
and 24 individuals had positive correlations between
negative life events and their diabetic condition.

Unfortunately, the study was beset with
methodological and statistical errors, so it provides
only the weakest of support for the contention that
stressful 1life events correlate directly with diabetic
condition, It is possible that a subjective evaluation
of the degree to which the diabetic is stressed would
correlate better with condition. There is, in any case,
adequate reason to believe that stress and diabetes are
related, and more of this evidence will be presented
later.

Benefits of Compliance

A major study begun in the early 60's helped to
increase interest in behavioral manipulations for
diabetic patients. The study was conducted by the
University Group Diabetes Project from 1961 to 1971.

The study involved 823 patients in twelve clinical
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centers. They were instructed in a diet intended to
achieve or to maintain normal body weight. Then they
were randomly assigned to one of four groups. Two
groups received insulin, one on a regular dosage
schedule and one on a variable dosage schedule. Another
group received tolbutamide, and yet another group
received a placebo that they believed was an oral
medication. Patients were monitored for eight years and
10 months. Then the life-death status of 818 of the
original patients was determined. The results indicated
that patients that received tolbutamide had a higher
probability of dying due to cardiovascular diseases than
the control group. The groups receiving insulin did not
differ from the control group. The authors concluded
that tolbutamide and diet were less effective in
controlling Type II diabetes than was diet alone (plus
placebo pills).

The UGDP has been criticized for several reasons.
The main criticisms have centered on the clinical design
and the statistical analyses. Feinstein (1979) has
pointed out that 95 of the patients in the study did not
fulfill the minimum standards of glucose intolerance
that had been established as a diagnostic criterion for
diabetes mellitus. These patients were included because

of poor communication between the collaborators in the
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study.

Some investigators have charged that the
randomization failed to allocate to the treatment groups
patients who were generally comparable with respect to
baseline risk factors. This criticism seems justified,
since the excess mortality was confined to only a few of
the twelve clinics. In defense of the UGDP, the
Biometric Society upheld the statistical analyses of the
original UGDP report, and rejected a number of widely
publicized arguments against its conclusions (Sussman
and Metz, 1975). Although this study was controversial,
it has inspired the reexamination of methods of
controlling diabetes. At the very least, it provides
evidence that behavioral manipulations alone are often

no worse than medication (in this case, tolbutamide).

Components of Medical Regimes

Since 1970, poor dietary habits and lowered
physical activity are often cited as contributory to
maturity-onset diabetes. It is possible that social
behaviors and habits are partially responsible for an
increased incidence of diabetes (Saltin et al. 1979). A
ten-year follow-up study recently published reports that
people with impaired glucose tolerance can prevent

diabetes with tolbutamide and diet regulation., Sartor et
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al. (1980) assigned 267 men who had impaired tolerance
to oral glucose, but did not have manifest diabetes, to
one of five groups. One group received diet regulation
and 0.5g tolbutamide, another group received diet
regulation and one placebo tablet. The third group
received diet regulation only, and the fourth group
received no treatment. These four groups all received
an annual oral glucose tolerance test (OGTT). The fifth
group did not receive any treatment; only a pre- and
post- (after ten years) OGTT were taken . At the ten
year follow-up, 29% of those without diet regulation and
medication had developed diabetes. 0f those that
received diet regulation, but without active medication,
13% had diabetes. None of the men that received
tolbutamide and diet regulation had developed diabetes.
Further, no individual with initially normal OGTT
developed either diabetes or an abnormal OGTT. Sartor
et al. suggest that people with impaired glucose
tolerance may be prevented from, or may postpone,
developing diabetes by treatment with the combination of
diet regulation and tolbutamide. While the results of
this study are impressive, they do not by themselves
tell us whether or not the tolbutamide alone can produce
the results, since there was no group that received

tolbutamide alone. Sartor's results are thus somewhat
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at odds with the findings of the UGDP study discussed
above, in which the evidence seemed to indicate that
tolbutamide was not helpful to diabetics. Perhaps it
helps to prevent diabetes, but does 1little once the
disease has developed.

Other research has focused on changing and varying
the eating habits of diabetics. Fibre has been found to
improve carbohydrate tolerance, which is an important
factor to be considered in the dietary management of
non-insulin-dependent diabetics. One such study (Kay et
al., 1981) examined the influence of low and high fibre
diets on carbohydrate tolerance in five maturity-onset,
non-insulin-dependent diabetics. Subjects were put on a
diet rich in natural fibre for a l4-day period, and then
they were put on a low fibre diet for 14 days. The
results indicated that subjects' carbohydrate tolerance
improved when they were put on the diet rich in natural
fibre.

De Bont et al. (1981) were interested in comparing
the effects of low-fat diets in the management of
diabetic women to the effects of conventional low
carbohydrate, high fat, diets. They found that patients
in the 1low-fat group had reduced their fat intake from
41% to 31% of total energy, while the carbohydrate

percentage of total energy intake increased from 38% to
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46%. Body weight fell for all groups. Mean plasma
total cholesterol fell in the low-fat group compared
with the controls. Adherence to the low-fat diets
occurred without any worsening of the diabetes and with
benefit for weight and total cholesterol.

It should also be noted that methods found wuseful
in bringing about weight loss in a general obese
population would also be applicable to diabetics, since
the problems with weight control in the two cases are
very similar. Diabetics would be expected to have
somewhat more motivation to lose weight.

Exercise

As mentioned earlier, physical activity has been
found to augment insulin sensitivity associated with
enhanced insulin binding to receptors (Cahill, 1971).
For these reasons, many studies have attempted to
increase the amount of exercise a diabetic receives.
Since approximately 60 to 90% of non-insulin-dependent
diabetics are obese when they are diagnosed, it is
obvious why compliance to exercise programs is
essential. Most studies that have attempted to increase
the amount of exercise a diabetic receives have also
included diet as part of the manipulation. Since most
diabetics are obese, the goal has been to achieve and/or

maintain ideal body weight through both diet and
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exercise.

Some researchers have investigated whether blood
glucose levels improve more when information is given on
diet, exercise or both. The question is whether it is
more important to stress diet or exercise, or whether
they are both equally important. Saltin et al. (1979)
randomly assigned men between the ages of 47 and 49 that
had had two consecutive pathological OGTTs to one of
three groups. One group of men received dietary advice,
one received physical training, and the other received
physical training plus dietary advice. Improvement on
the OGTT was greatest for the group receiving both
physical training and dietary advice. However, the
OGTTs improved for all three groups.

Physicians sometimes hand an exercise program to a
patient and tell them that exercise is important and

that they should follow the program. Rice (1981) felt

that greater involvement and compliance could be
achieved if priority were given to the clinical
characteristics of the patient population when
developing an exercise. She designed an exercise

program emphasizing general flexibility, conditioning
and toning activities, along with walking. She had
diabetic patients participate in a six-part program: 1)

exercise videotape; 2) illustrated take-home booklet; 3)
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individual sessions with a dietitian; 4) individual goal
contracting; 5) reinforcement phone calls; 6)
post-program evaluation. Patients preferred the other
exercises to walking, and believed that the program was
"beneficial. Sixty-five percent of the exercise goals
were accomplished, and 957 of the patients continued
exercise at the end of their programs. Hence both
greater involvement and greater compliance were
accomplished. While the results seem impressive, the
dependent variables did not include glucose tolerance
tests or other variables demonstrating that the exercise
improved the diabetics' pathological condition.
Stress Reduction
Surwit, Feinglos, and Scovern (1983) emphasize the
benefits of stress reduction for diabetics. Figure 2
reproduces their simplified model of the effects of the
sympathetic nervous system on glucose metabolism. If
stress overactivates the sympathetic nervous system, and
is thus responsible for exacerbation of the diabetic
condition, there 1is a priori reason to believe that
stress reduction would help the diabetic.

A number of studies have indicated that this a
priori promise can be realized empirically. Daniels
(1939) reported that Bauch in 1935-1936 had used

relaxation techniques to cut patients' exogenous insulin
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requirements by 10 to 60 units. Several case studies
have reported similar results, and Surwit and Feinglos
(1983) showed in a controlled trial conducted in a
hospital that six patients given progressive relaxation
training improved their glucose tolerance, while six
patients not given the training actually deteriorated
during the same 9-day period.

Kaplan and Atkins (1985) point out that the
apparently exciting Surwit and Feinglos results must be
interpreted with caution. Despite random assignment of
patients to treatment and control groups, it turned out
that half of the treatment group had fasting plasma
glucose values less than 140 mg/dl prior to the
intervention. Only one control was below the 140 mg/dl
criterion. Further, the treatment group had greater
glucose-stimulated insulin secretion prior to
treatment.

These results are wuseful as an indication of the
possible promise of behavioral techniques with
hospitalized diabetics, but relaxation techniques may
not apply so well to the stresses encountered in the
diabetic's everyday life outside the hospital., It will
be suggested in a later section of this paper that
techniques 1like assertiveness training may be more

effective in helping patients to relieve everyday
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stresses.

Good General Health Practices

It seems indisputable that the diabetic will
benefit from following a program of good health habits.
Because of the possible complications listed above,
diabetics should be unusually conscientious about daily
foot care, preventive mouth care, and protection and
care of the skin. They should have adequate rest and
avoid high stresses of all kinds. They should have
regular examinations by doctors (eye doctors in
particular) and dentists.

Medication

Even with good programs of diet and exercise, some
diabetics will need medication; Type I diabetics all
need exogenous insulin, and many Type II diabetics also
take insulin and/or other medications. It 1is essential
that medications be taken as prescribed.

The behavioral requirements for the
insulin-dependent diabetic are quite stringent. Careful
regulation of caloric intake and exercise in relation to
insulin dosage is necessary in order to maintain the
delicate balance between hyperglycemia and hypoglycemia
(Karam, 1981).

Degree of Compliance to Medical Regimes

The proportion of patients who fail to adhere to
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physicians' orders was estimated by Davis (1966) as
ranging from 15 to 94%, and by Gillum and Barsky (1974)
as ranging from 33% to 50%. Different studies have used
different criteria for compliance, but it seems to be
clear that the problem of noncompliance 1is a serious
one. However, Davis reports that most doctors claimed
that all of their patients complied. It seems that
physicians are wunrealistic in estimating the amount of
compliance.

Perhaps because of its chronic nature and the long
latency of its serious complications, conformity with
diabetic regimens seems to be particularly poor.
Watkins, Williams, Martin, Hogan, and Anderson (1967)
said that 75% of diabetic patients fail to follow their
diets, and that 45% perform urine tests incorrectly.
Hulka, Cassel, Kupper, and Burdette (1976) found that
80% of those they studied made errors in insulin
admi;istration. Cerkoney and Hart (1980) reported that
33% of patients with insulin-dependent diabetes failed
to conform to all aspects of their program.

Skyler (1981) points to serious problems with the
very concept of compliance, which may account in part
for the "unsatisfactory" degree of compliance observed.
He says:

Compliance implies that a patient behaves according
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to a physician's prescription, regardless of the
relevance, understanding, or practicality of that
prescription. Rather, it seems that the patient,
family, and health providers must negotiate an
acceptable, pragmatic plan. The definition of such
plans and the implementation of such negotiations
seem worthy areas of study. The providers may need
as much study and intervention as the patients (p.
657).

Factors Related to Compliance

Table 1, taken from Janis (1983), who adapted it
from Kirscht and Rosenstock (1979), presents a very
useful summary of the variables which are, or might be,
related to compliance to medical regimes. Checking the
nature of diabetes and the characteristics of the
diabetic population against the relationships portrayed
in this table helps us to see why compliance presents
such a severe problem for diabetics.

On the negative side, we find every applicable
factor under situational demands. That is, symptoms,
which are positively related to conformity, are
typically missing in the early stages of diabetes;
remember that it is estimated that half of the diabetics
in this country aren't even diagnosed! Factors which

are negatively related to conformity are all present in
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diabetes; the actions demanded are often complex,
certainly have a long duration, and do interfere with
other actions (like being 1lazy, and eating all one
wants).

Alogna (1980) performed one of the studies designed
to find what specific characteristics of individual
diabetics might be related to conformity. Fifty
non-insulin-dependent diabetics were classified as
compliant or non-compliant. They were considered
compliant if they had lost 20 to 50 pounds in one year,
and had lost 10% of their initial weight each year for
up to three years, and had a plasma glucose level less
than 195 mg/dl. Patients in the noncompliant group had
lost less than 107 of their initial weight for the
period of up to three years (or showed a weight gain),
and had a plasma glucose level of 250 mg/dl or greater.

The only demographic variable which distinguished
the. two groups was age, with the compliant group
significantly older. Compliant subjects viewed their
illness as significantly more severe than did the
noncompliant subjects. There was a trend in the
direction of more internality on the health locus of
control scale by the compliant subjects, but the
observed difference was not statistically significant.

The author concluded that patient education programs



33

should increase their emphasis on the seriousness of the
disease.

Hayes (1976), in a review of the compliance
literature, noted that there is an inverse relationship
between the amount of behavioral change required by a
medical regimen and the extent to which patients comply
to the regimen. One possible implication of this finding
is that educational programs and behavioral approaches
should try to achieve goals gradually so that the
patient will never have cause to be either discouraged
or rebellious. Of course there is a question of balance
involved; it may be impractical to break up a total set
of behavioral objectives into too many subsets, making
patients rebellious because, every time they achieve a
goal, they are presented with an additional goal which
is more difficult to achieve. Experimentation may be
needed to determine the balance between making goals
easier by breaking them into steps, versus having too
many steps. There is the further problem that the
optimal step size probably depends on the individual
patient.

~

Shelton and Levy (1981) summarized the reasons for
noncompliance under three headings. First, the
client/patient may lack the necessary skills and

knowledge to complete some or all of the tasks in the
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assignment. Second, the client/patient may have
cognitions that interfere with completion of the
assignment. Third, the client/patient's environment may
elicit noncompliance. The Shelton and Levy formulation
fits neatly with the proposition that a training program
for diabetics should include behavior modification
approaches, perhaps including assertiveness training and
social networking as aids, in addition to the
traditional educational component.

On the positive side, we do find some
characteristics of the diabetic population; that is, the
majority are female and older, factors which are related
positively to conformity. Diabetics do not differ
clearly from the general population of those dealing
with "health experts" with respect to the remaining
relevant factors.

Educational Approaches to Increasing Compliance

Many hospitals are aware of the research indicating
that education increases compliance, and these hospitals
feel a responsibility to inform their patients.
Typically they teach newly diagnosed patients about
their disease as quickly as they can. Unfortuately,
many patients who are newly diagnosed are traumatized by
the disease, and later report that they were not well

informed on how to care for their diabetes. In response
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to this problem, some hospitals offer new classes every
few months. Usually family members are encouraged to
attend the classes with the diabetic person. In many
cases the materials used for the classes are furnished
by the American Diabetes Association.

The American Diabetes Association (ADA) stresses
four major areas for any educational program: diet,
medication, activity/exercise, and good general health
practices. The ADA assumes that a normal, active life
is usually possible for people with diabetes, if the
four areas emphasized in the educational program are
handled adequately.

In a special report, the ADA (1979) stated that the
education of a diabetic person is the key to achieving
an effective diet. This involves a continuing process.
The report states that "pre-printed handout" meal plans
will not achieve the desired objectives, and they are
strongly discouraged. Appropriate family members should
understand, and be able to implement, the diabetic's
daily meal plans, should that be necessary. Every
effort should be made to work with family members so
that meal plans do not create conflicts within the
family or disrupt the usual family activities. Education
is, therefore, a family matter.

The concerns of the ADA about the nature of the
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educational process seem to be very well founded. A
National Health Survey of a respresentative sample of
diabetics living in the United States found that 227 of
them "...stated that they were never given a diet for
their diabetes;" another 25%"... had received a diet but
said they didn't follow it;" and 53% indicated that they
did follow a prescribed diet (Holland, 1968). Even when
an optimistic interpretation is put on these data, it is
clear that more effective programs of education and/or
behavior modification are badly needed.

Green (1979), in a review of educational strategies
for increasing health care compliance, stated that
methods which provide social support in both the clinic
and the home environments should be most effective in
maintaining health behaviors over long periods of time,
as is necessary in the case of diabetes. Cohen (1982)
developed a community-based program following this
suggestion. Unfortunately, a fatal error in the design
of Cohen's study makes it impossible to draw any
conclusions from it. Cohen's experimental group
consisted of 10 patients who had been attending the
clinic for at least five months, and were still
attending. The control group had attended for at least
five months, but had stopped. Thus the éxperimental

manipulation was completely confounded with whatever
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factors determined group membership. Was the
experimental group more motivated? Was their diabetes
less well controlled? Had they learned the 1lessons of
the clinic less well, so that they needed to continue in
attendance? This is a small sample of the possible
sources of confounding, and none of them can be either
accepted or rejected.

Even if the confounding could be ignored, the
results were unimpressive, to say the least. The
"control"™ group, which was completely inactive during
the twelve weeks that the experimental group was being
treated, actually did better on portion sizes and
general knowledge. The experimental group was better on
foot care, and the groups did not differ on many other
measures (performing urinanalysis or identifying proper
foods). There were no significant differences in weight
loss. Whatever the results had been, the study can tell
us nothing about the effects of adding social supports
to a program of education.

Sulway (1980) made another attempt to improve
patient education, adding individualized instruction,
family involvement, support groups, and group projects.
Although patients reported high satisfaction with the
program, no data were reported showing any connections

with the diabetics' health.
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As these studies illustrate, the attempts to
increase compliance rates in diabetics through education
have met with mixed, limited, or uninterpretable results
(Hayes & Sackett, 1976). It could be that one reason
that results are not more encouraging is that those who
seek out and participate in such programs tend to be
those whose disease is most out of control. Certainly
if patients are taken "as they come" no conclusions are
possible. Even if available subjects are randomly
assigned to experimental and control conditions, the
results may apply only to those with less controlled
diabetes, rather than to the total population.

In summary, it is clear that the evidence that
educating patients alone will increase compliance rates
is extremely weak. The educational approach must, at
the 1least, be supplemented with other approaches. In
the next section behavioral approaches will be
reviewed. Little of the research on the use of
behavioral approaches to increase compliance has been
done with diabetics. Thus research with a variety of
populations will be included in order to increase the
coverage of types of intervention.

A Comparison of Alternative Strategies

Dunbar, Marshall, and Hovell (1979) distinghished

between three types of interventions for increasing
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compliance: (1) Educational interventions, which rely
most heavily on transmission of information and
instructions as a means of changing behavior, (2)
Organizational interventions, which focus primarily on
clinic and regimen convenience, and (3) Interventions
which focus on behavioral techniques. Heitzmann,
Kaplan, Wilson, and Sandler (1985) recently completed a
study which concentrates on the third type of
intervention. They compared the effectiveness of
cognitive and behavioral interventions for training
patients to cope with diet and exercise programs. They
randomly assigned Type II diabetics to one of four
groups: behavior modification, cognitive modification,
cognitive-behavior modification, and a control
condition. Participants met with the experimenter for 7
sessions. The experimental groups also received home
visits.

The behavior modification group concentrated on
self-control procedures and participants were asked to
keep a log book of their weight, food consumed,
exercise, and events surrounding eating and exercising.
The cognitive modification group discussed the important
role that cognition play in developing control over
behaviors and the making of positive and negative

self-statements. Subjects in this group also kept a log
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book; however, they recorded their self-statements
during eating and exercise. People in the
cognitive-behavior modification group were asked to
monitor their diet and exercise behavior, in addition to
their self-statments. The control group was exposed to
progressive muscle relaxation training to help them cope
with stress. All three of the experimental groups were
given dietary advice and a prescribed exercise regimen.

Follow-ups were conducted at three, six, twelve,
and eighteen months following the onset of the
projects. They found that subjects in the behavior
modification group lost significantly more weight than
subjects in the cognitive-behavior modification and
control groups. However, people in this group also
weighed the most when they entered the study. An
analysis of percent body fat, controlling for initial
body fat showed the same effect as for weight. However,
when relative weight w%s controlled for, wusing The
Quetelet Index, there were no significant differences
between groups.

Interestingly, men in the behavior modification
group lost 29 pounds and maintained a weight loss of
nine pounds over 18 months. No differences were found
in the glyco-hemoglobin assay, nor were differences in

the expected direction during the first year. However,
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at the eighteen-month follow up subjects in the behavior
modification group (those that had the greatest weight
loss) had the highest decrease in their
glyco-hemoglobins, followed by the control, the
cognitive-behavior, and the cognitive modification
groups.

Suggestions for future studies

Assertiveness Training in Behavior Modification Programs

Assertiveness training is a behavioral technique
that has been used to reduce anxiety in a variety of
populations. The training includes any therapeutic
procedure aimed at increasing the client's ability to
engage in assertive responding. Behavioral goals
include an enhanced ability to express negative feelings
(anger, resentment) and positive feelings (joy, 1love,
praise) (Rimm and Masters, 1979). As Wolpe has pointed
out, one benefit to assertiveness is its ability to
inhibit anxiety reciprocally. He assumes that assertive
responding is very similar to deep muscle relaxation
(Rimm and Masters, 1979). Another benefit of assertive
behavior is that an assertive person will be able to
communicate openly and honestly and will be rewarded by
others for this behavior. Although assertiveness
training has not been used with diabetics, it has been

used in a wide variety of situations with diverse
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populations as a stress reduction technique, for example
with alcoholics (Hirsch, 1975), those in marital
counseling (Alberti and Emmons, 1978), blacks (Cheek,
1976), and phobics (Hardy, 1978).

McMillian (1977) reports that assertiveness
training can be a powerful adjunct in any weight control
program, regardless of the treatment modality used. The
ultimate task in weight control can be regarded as
learning to say "no" to oneself and others when there is
a temptation to consume excess food.

Social Support

For the past two decades there has been
considerable interest in social support for patients
with chronic problems. However, no definition of
support has been agreed upon in the literature. Further,
different studies of social support have used different
criteria for determining the effectiveness of the
support.

Iypes and Sources of Social Support. Social
supports may be divided into three classes determined by
the source of the support: family, friends and existing
social groups, and special groups of people sharing the
same problem. It is likely that different sources of
support play different roles in ameliorating or

exacerbating problems.
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The type of support received is even more variable

than the source. Included are feedback about behavior,

encouragement, cueing, modeling of appropriate
behaviors, financial support, education, love and
affection, group activities, attention, and many

others. With respect to an individual's problem, these
types of support may affect the values the person puts
on his or her health and continuing existence, hence the
individual's intentions with respect to carrying out
behaviors relevant to the problem, and finally the
individual's abilities to carry out the behaviors.

Since the source of support and the type of support
received are so variable, it is difficult to reach
intelligible general conclusions about the effectiveness
of something so global as '"social support." The
difficulty is increased by the fact that so many studies
have been correlational, so that it is not possible to
reach firm conclusions about the probable efficacy of
interventions intended to supply the social support
that, for other people, occurs naturally.

General Research Findings in Social Support.

Despite these caveats, it should be noted that social
support, as variously defined by several authors, has
been reported to be important with many populations. It

reduced the perceived severity of psychological and
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health-related problems that accompany unemployment
(Gore, 1978) and the stress connnected with graduate
school (Goplerud, 1980); it assisted with post-divorce
adjustment (Raschke, 1977).

Stout, Morrow, Brandt, and Wolfe (1964) observed an
unusually low rate of death from myocardial infarction
in a close-knit Italian-American community in
Pennsylvania. The community was characterized by
unusually warm social support. Most of the incidents of
infarction that did occur were in people who were
marginal, or who had 1left the area. Correlational
studies such as this were precursors to the recent
interest in developing support networks to improve
health status.

Nuckolis, Cassel, & Kaplan (1972) examined the
effects of social support on women experiencing many
life changes before and during pregnancy. Fewer
complications were reported for women with high levels
of social support. Social support has also been shown
to aid in the coping process and in factors related to
self-esteem for women who have undergone mastectomies
(Bloom, 1979).

Since most of these studies have been naturalistic
rather than experimental, they cannot answer questions

like "Can experimental efforts to increase social
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support improve the adjustment of diabetic patients?" It
could be that (to give one example of possible
confounding) the personal and/or demographic
characteristics of certain persons lead both to higher
levels of social support and to better adjustment.

Nevertheless, there are many indications that
social support has a significant effect on patients
suffering from chronic illnesses. For example, Goodman
and Labianca (1981) gathered data from the medical and
social records of 73 patients with non-insulin-dependent
diabetes mellitus. The data included information on:
(1) the temporal pattern of hospitalization, (2) changes
in marital, residential, and employment status, and (3)
the social service department's rating of available
social support. Those diabetics rated as having weak
supports had 80% more readmissions than did those with
strong supports. Further, when social changes decreased
social supports, readmissions increased; but when social
changes did not involve decreased social supports, there
were no effects on health,

Social Support and Adherence to Medical Regimes.

Some studies have attempted to manipulate social support
to increase compliance or adherence to medical regimes.
Such studies are critical if it is to be demonstrated

that active interventions, in contrast to
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naturally-occurring differences in support, will affect
medical problems. Some studies have used home visits in
an attempt to increase support and compliance in
hypertensive patients (Earp & Ory, 1979; Levine, Green,
Deeds, Chualow, Russell, and Finaly, 1979). Other
studies have focused on educating the spouse or
"significant other" in an attempt to produce increased
understanding and support (Caplan, 1976). Some studies
have trained the partners of patients in various
reinforcement techniques (Pearce, LeBow, & Orchard, in
press; 0'Neill, Currey, Hirsch, Riddle, Taylor, Malcolm
& Sexauer, 1979; Weisz & Bucher, 1979). These studies
have produced mixed results. A major problem with these
studies (Levy, 1983) is that "no data are presented on
how (or if) these support manipulations were conducted"
(p. 1332). Some studies of compliance incorporated
other, non-support, manipulations to increase
compliance; in these studies the possibility of
confounding cannot be ruled out. Thus the studies have
varied as to the source of support studied (family or
"friends"), and neither the manipulations nor the type
of support received has been well described.

Other techniques for increasing social support
(again, with the nature of the support not well

specified) have been used by groups such as Alcoholics
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Anonymous, Weight Watchers, and Gamblers Anonymous.
These organizations have helped to spark an interest in
the effects of getting people with similar problems
together (our third category under "sources of
support"). Such groups try to get people with similar
problems to support each other on a daily basis, as well
as to get people to discuss problems and generate
solutions to the problems that are proposed. While such
groups report great success in getting their members to
refrain from specific behaviors, these claims must be
evaluated with caution. Colletti and Kopel (1979) have
pointed out, with respect to one such group, that "there
are two reasons why it is difficult to interpret
reported weight losses from these groups: nearly all
information has been collected from questionnaires, and
attrition from these groups is very high" (p.36).

Ziesat (1978) has examined the effects of such
special group support on a hypertensive population. He
assigned patients to receive regular medical treatment
or to a group designed to increase interaction. He
found that systolic blood pressure decreased
significantly more for the patients that were assigned
to the group interaction condition than for those that
received regular medical treatment.

Other investigators have obtained similar results
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with arthritic patients. Kaplan & Kosin (1981) examined
the effect of group counseling and education on a group
of patients with rheumatoid arthritis. Patients were
randomly assigned to groups (1) receiving education plus
group counseling or (2) just education. Patients that
received education plus group counseling showed
increases in their self-concept scores, as well as
improvements in knowledge scores.

Social Support and Diabetes. Few studies have
investigated social support with people that had
diabetes. One was the Goodman and Labianca (1981) study
mentioned previously, and another was a recently
completed study (Heitzmann, 1983) that investigated the
effects of social support on weight and glycosylated
hemoglobins (both of which are affected by conformity to
medical regimes) in Type II diabetic adults. Half the
subjects were female, and half wused insulin. Each
subject was given the Social Support Questionnaire (SSQ)
mentioned above. Each subject was randomly assigned
either to a behavior therapy regimen designed to enhance
diabetic control and weight loss, or to a control
group. Experimental subjects lost significantly more
weight than control subjects.

The effects of social support interacted with the

sex of the subject. Male subjects who had strong social
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supports were less in control of their diabetes, as
measured by the glyco-hemoglobin assay, than were
females with high levels of support.

While the results of this study are interesting,
conclusions must be drawn with caution. The subjects
making wup the experimental and control groups were not
matched on social support before being randomly assigned
because of the demands of a larger study of which this
one was a part (the Heitzmann et. al. study mentioned
above). Further, subjects merely reported on their
social support; no intervention was used to change
degree of social support, so we are again faced with a
correlational study.

Problems in Doing Research on Social Support. A

major problem in the studies that have investigated the
effect of support groups is the method of evaluating
support. Studies have used outcome measures such as
blood pressure and assumed that any differences that are
observed can be attributed to the intervention (support
group). Only one of the studies reported in a recent
review of the social support and compliance literature
reported group process measures (Levy, 1983). As Levy
points out '"several assumptions of group processes . .
. are made without any data to back them up." That ié,

we cannot know what aspects of the supposed social
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support produced the observed results unless these
aspects are measured.
Group Process

Whenever practitioners conduct an intervention
involving groups, it is important to measure group
processes. This consideration applies to the proposed
intervention. Before proceeding, however, it is
necessary to distinguish between two aspects of group
processes. The first aspect is the "surface" side of
the group process; that is, what activities does the
group engage in, especially with respect to the problems
of the individual members? The second is the '"deeper"
side of the group process. This can be expressed as
three questions: (1) How cohesive is the group? (2)
What degree of agreement exists as to its goals? (3)
How much mutual support is derived from the group? To
clarify what is meant by this distinction, imagine that
there are two groups of alcoholics, equal on the
"deeper" side; that 1is, they are equally cohesive,
supportive, and in agreement about goals. On the
surface side, however, the first group's activities
involve acquiring alcohol, arranging parties, and
getting inebriated as often and as long as possible.
The second group's activities are all designed to insure

abstinence and to substitute non-alcohol-related
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activities for drinking.

Thus what we have described as the deep side or
group process refers to properties of the group per se,
what we might also characterize as the structural
properties of the group, while what has been described
as the surface side refers to the content of group
activities. It is clear that it 1is important to
manipulate and measure both aspects of group process if
the nature and usefulness of group support is ever to be
fully wunderstood. It is particularly important to
measure the deep features of group process when groups
are to be used for victims of chronic disease, for
groups, if they are to be maximally effective, must last
as long as the disease with which group members must
cope. Let us examine the three aspects of deep group
processes as they relate to group effectiveness and
longevity.

Cohesiveness. Cohesiveness is generally described

as the degree to which group members are attracted to
each other, or the extent to which members "hang
together" (Shaw, 1976). It seems reasonable that some
degree of cohesiveness must be present for individuals
to function as a group. Researchers have found: a
relationship between cohesiveness and communication

(Lott & Lott, 1961); that cohesiveness facilitates
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verbal interaction (Moran, 1966); and that organized
groups are more cohesive than wunorganized groups
(French, 1941), In addition, group cohesiveness is
related to social influence in the group. When group
members are attracted to the group (they want to belong)
they are more likely to go along with decisions that
promote or prolong the group's functioning (Festinger,
Schachter, and Back, 1950).

Researchers have also shown that group members who
are attracted to the group will work harder to achieve
group goals. Van Zelst (1952) found a relationship
between the amount of cohesiveness and productivity in a
group of carpenters and bricklayers. In the first
study, carpenters and bricklayers were asked to 1list
three choices of teammates. Men that were allowed to
work with the teammates they preferred showed a five
percent savings in total production costs. In a second
study, sociometrically constructed work groups were
compared with control groups during a three-month
period. Van Zelst found that the sociometrically
constructed work groups were superior to the control
groups on turnover rates, on an index of labor cost, and
on an index of materials cost.

In summary, research evidence has indicated that

the cohesiveness of a group may affect a number of



53

outcomes. Cohesiveness should be fostered and measured
when any intervention involves a group. The most common
measure of cohesiveness is a sociometric questionnaire;
one will be constructed for the present study.

Group Goals. In a "typical™ group there is at
least one goal that is accepted by the majority of
members. Shaw (1976) defines a group goal as "an end
state desired by a majority of the group members"
(p.297). It can be identified by observing the
activities of group members or, usually, by asking the
members of the group to specify it. Shaw states that
the activities of group members are directly related to
immediate goals, but only indirectly related to
long-range goals.

Zander & Newcomb (1967) demonstrated that when
group members accept group goals they are more likely to
initiate activities that they think will achieve group
goals. In the present study, we wﬁll try to insure that
group goals include fostering good individual
health-related behaviors. Agreement about goals is no
doubt an important determinant of the length of time a
group is maintained after an "official" intervention is
terminated. Group cohesiveness, group goals, and group
support are not independent factors; they are dependent

on one another. Group goals affect group cohesiveness.
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Support is affected by group cohesiveness and group
goals, In the present study, scores on a sociometric
scale, and the length of time the group members stay in
contact with each other, will be dependent measures.

In conclusion, it must be said that the bulk of the
evidence indicates that the global variable, "social
support,” is important in many contexts, including the
context of chronic disease. There is insufficient
research to indicate whether the most effective place to
intervene is at the 1level of family, friends and
existing social networks, or special groups. There is
even less research analytic enough to indicate what
aspects of social support deserve the most stress, and
there are certainly many features of such support,
ranging from education through increased feelings that
life is worthwhile. Finally, it is clear that the
effectiveness of groups is related to properties of
groups per se, regardless of context.

Conclusions

Diabetes is a severe and widespread health problem,

affecting nearly one person in twenty. Older obese
women are particularly at risk, One risk factor is
clearly genetic. A complete or partial cure may

eventually be found for diabetes, since it is a disease

of the metabolic system. Meanwhile, however, the best
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hope for the diabetic is careful compliance to a regime
of diet, exercise, and, where necessary, drugs.
Cognitive and behavioral methods may help in achieving
both the necessary compliance to medical regimes and the
independence needed to resist social pressures not to
comply.

Patients in short-term therapy sometimes comply
well. On the other hand, many techniques intended to
increase compliance have been tried with patients
suffering from chronic diseases, without notable
success. Thus a major question in the area of compliance
research remains unanswered, to wit "How do you get
patients to comply with medical programs over long
periods of time?"

Some techniques have showed promise in some areas
of compliance. Possibly the integration of advocacy
training with educational materials will help diabetics
to apply their knowledge better in their daily lives,
and may help them to reduce both objective sources of
stress and their subjective reactions to those that are
unavoidable. In particular, advocacy training may help
participants to interact more effectively with their
physicians. The doctor may then be better informed
about the effects of medications; the patient may demand

better understanding of the treatment regimen by asking
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more questions, and may be better able to demand better
or more practical alternative treatment regimens when a
current regimen is not working.

Proposed Study

The purpose of the present study was to compare the
efficacy of two different interventions that were
designed for diabetic patients. The first intervention
was intended to teach patients self-advocacy and social
networking. The second program provided subjects with
the same information; however, the information was
presented in a manual. Diabetics who had received some
educational instruction about their disease were
eligible to participate in the study. Patients were
randomly assigned to one of the two experimental
conditions. All subjects were required to participate
in assessments at their entry into the study
(pre-assessment), at the end of the intervention
(post-assessment), and at a 1ater>follow-up.

An additional objective of the present study was to
consider other variables that might be important
mediating variables affecting the following of a medical
regime. These variables include duration of disease,
number of complications experienced, health beliefs,
internal locus of control, group cohesion, and

participant satisfaction. Hence, this research project
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measured multiple outcomes and process dimensions.
Hypotheses

Hypothesis One

Patients that participate in the self-advocacy and
social networking group will have significantly more
weight loss than patients assigned to the manual
condition. This hypothesis will be assessed by
comparing the weight changes at all measurement times.
Hypothesis Two

Patients who participate in the self-advocacy and
social networking group will have higher compliance
rates than those assigned to the manual condition.
Compliance will be assessed directly via verbal reports
(the health indicator scale) and indirectly by the
glyco-hemgoblin assays.
Hypothesis Three

People assigned to the experimental group will have
lower blood pressure at post and follow up assessments
than people assigned to the manual group.
Hypothesis Four

People in the experimental group will have higher
scores on the health belief scale at post measurement
periods.
Hypothesis Five

Diabetics in the self-advocacy and social
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networking group will be better self-advocates, at all
post measurement periods, than those in the manual
condition. This hypothesis will be assessed via the
patients' Rathus Assertivenss scores.
Hypothesis Six

People who participate in the self-advocacy and
social networking group will become more internally
controlled by the post measurement periods. The measure
of participants' degree of internal-external control
will be the Health Locus of Control Scale.
Hypothesis Seven

Participants in the self-advocacy and social
networking group will be more cohesive than those in the
manual condition. This cohesiveness will be maintained
in follow-up measures. Differences between conditions in
amount of cohesiveness will be assessed by chooser and
popularity scores derived from a sociometric
questionnaire.
Hypothesis Eight

People in the self-advocacy and social networking
group will be more thorough in keeping their 1log books
than people in the manual group. Differences between
the two groups in the amount of thoroughness will be
assessed by completeness and precision scores derived

from the log books.
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Hypothesis Nine
Participants in the experimental group will
evaluate the program more favorably than will those in

the manual condition.
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METHOD

This study employed the Experimental Social
Innovation (ESI) approach to experimentation created by
Fairweather (1967). The ESI approach requires examining
the relationships between outcomes, participants and the
social situation. In the present study two approaches
were examined. The first was the traditional approach,
which involved educating people with diabetes by giving
them reading materials. The second was a more
innovative approach; people with diabetes were given
information, but also were given special training in
self-advocacy, and the opportunity to meet similar
people and to develop a support group. In this chapter
the details of the programs, the subjects, the

instruments, and the procedures are presented.

Subjects
Recruitment
Recruiting was started at Lansing General

Hospital. When patients showed wup for their first
educational class, they were told about the study. On
the last day of class each person was asked if he or she
would be interested in participating in the study.

After 3 weeks only five subjects from the hospital had
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volunteered. It was clearly necessary to try other
recruiting methods, so the study was publicized. Local
newspapers were contacted and sent a summary of the
study. The following papers published a story about the

study: The Lansing State Journal; a free local

community newspaper called The Towne Courier; and The
Detroit News. In addition, community service
announcements were aired on several local television and
radio stations. It was not possible to monitor all such
announcements, and thus the identity of all stations
making the announcement is unknown. Display ads were

placed in the Lansing State Journal four times, and in

two free papers once (the Wheeler Dealer and the
Shopping Guide). Forty-nine subjects were recruited
from these advertisements, announcements, and newspaper
articles, and three additional patients were recruited
from the local hospital, for a total of 57 subjects. A
copy of the display ad and two of the newspaper stories
are presented in Appendix A.

After a subject agreed to participate in the study,
an appointment was made to conduct the pre-assessment.
The subject was given the choice of having an
interviewer come to his or her home or office, or to
meet an interviewer at one of the three local

laboratories that were doing the blood tests.
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Demographic Characteristics

The subjects were 57 diabetics; 33 were diagnosed
as type II, 13 as type I, and 11 "did not know."
Twenty-seven were men and 30 were women. The sample had
the following characteristics:

1. The age range was from 20 to 77 years; the mean
age was 50,21,

2. The educational 1level ranged from four to 19
years, with a mean of 14,12, equivalent to 2 years of
college.

3. The duration of diabetes ranged from one month to
376 months, with a mean of 119.26 months, or 9.94
years.

4. Seven of the subjects controlled their diabetes
by diet only; 11 controlled their diabetes by taking
oral agents; 39 were insulin dependent.

5. Thirty-two participants had a family history of
diabetes.

6. Forty participants had a medical condition
besides diabetes, which included one stroke, six cases
of heart disease, two eye problems, two kidney problems,
23 cases with high blood pressure, seven with arthritis,
one case of colitis, and five cases with allergies.

7. Thirty-eight participants had experienced some

complication from their diabetes. Nineteen had
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experienced hyperglycemia, hypoglycemia, or insulin
reactions; 11 had experienced acidosis; 19 had
circulatory problems; 18 had eye problems; 7 had heart
problems; 4 had kidney problems; and 15 had experienced
impotence from their diabetes.

Measuring Instruments

Several paper and pencil measures, together with
medical measures and content analyses of tape recordings
and self-report measures, were used to assess the
effects of the interventions. Assessments were
conducted three times. The paper and pencil measures
are in Appendix B,

Historical Questionnaire

The historical questionnaire was used for gathering
demographic information on each participant. The
questionnaire was administered by a person on the
research team as soon as the administrative agreement
was signed.

The items chosen were based on three sources of
information. The first emphasizes participant variables
that may affect the outcomes of experimental social
innovations (Fairweather and Tornatzky, 1977). The
second emphasizes variables that have been shown to
affect conformity to medical advice (Janis, 1983). The

third 1involves information related to the conditions of
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the study, or normally collected by hospitals and
physicians because it is related directly to the
patients' diabetic condition. Representative items
included details of the participants' personal history,
diagnosis, condition, and medical history.

Before a potential participant was interviewed, he
or she was told as much as possible about the details of
the present program. This information concentrated on
the requirements for the participants, and it was
clearly explained that the study was not medically based
in the sense of manipulating a patient's medical
regime., If the individual showed an understanding of
the requirements, agreed to participate, and signed an
administrative agreement, he or she progressed to the
interview proper. The questionnaire was administered
individually to participants so that ambiguous responses
could be clarified.

During the post- and follow-up assessments medical
history information was updated. This included: new
medical conditions, new complications, hospitalizations,
and any changes in a participant's medical regime.

Physiological Measures

Height and Weight. All subjects were measured with
a measuring tape; height in inches was recorded by one

of the interviewers. Heights were taken only at the
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first assessment. Height was taken so that a
weight/height ratio could be calculated. Subjects were
weighed at each measurement period. A standard spring
scale, calibrated against a physician's balance scale,
was used. Weight was recorded in pounds. Weights were
an important measure in the present study, since most
type II diabetics are obese, and it has been shown that
some patients' diabetes is weight dependent. Weight
loss is a recommended component of treatment for nearly
all type II diabetics.

Quetelet's index (weight divided by the square of
height) was calculated for each participant. This ratio
has been found to correlate best with skinfold thickness
for all age-race-sex groups (Killeen, Vanderburg, and
Harlan, 1978).

Glyco-hemoglobin assays. This assay measures a

type of hemoglobin found in the red blood cells, and
reflects the average blood sugar level over an extended
period of time (approximately three months before the
test). One advantage of this test is that the results
are not determined solely by recent diet and exercisej
it is thus a very stable measure. The patient can
neither obtain a good result by conforming for a brief
period, nor lie effectively about his or her average

conformity level.
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Trivelli (1971) found that adult diabetics (n = 75)
had a mean reading of 11.1Z, with a standard deviation
of 2.9. Juvenile diabetics (n = 25) had a mean reading
of 12.4%, with a standard deviation of 3.1; normals (n =
20) had a mean of 6.5, with a standard deviation of
1.5. Although attention has focused on the ranges of
different groups, reliability studies on the test itself
have been rare, if not non-existent.

The pre-intervention readings for the diabetic
subjects were surprisingly low. The researchers
inquired about the values and were assured that they
were accurate. The mean glycohemoglobin reading was
7.86 (the normal range was considered between 4 and 87
by the labortatory used.) When the second
glycohemoglobin readings were taken about 17 weeks
later, the average readings were substantially higher
for both experimental and control groups. The first
post-test readings were on the average thrée percentage
points higher, with a few four percentage points higher,
than the pre-test readings. This was true for all
groups. This led the researchers to question the
reliability of the test in more depth. No reliability
studies could be found.

While exploring the nature of the assay, we found

that it is a very complex test. The test requires at
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least ten distinct steps. The following sample of steps
shows how complex the test is: The blood must be
centrifuged; washed in 5 volumes of 0.9 per cent sodium
chloride; luped in two volumes of distilled water and
saturated with carbon monoxide; then hemoglobins .Ala,
Alb, Alc, and A are separated by column chromatography.
These are just a few of the steps. Some of the steps
require that graphs be read by human technicians. With
such a complex test one should not assume high
reliability.

To test how reliable the glycohemoglobin test could
be, forty-three of the post-test glycohemoglobin tests
were duplicated so that the reliability on the measure
could be assessed. (Not all of the blood samples from
participants could be recovered.) The Pearson
correlation coefficient between two evaluations of the
forty-three blood samples was 0.90. This involved two
different tests of the same blood sample for the
forty-three individuals. It is not known whether or not
the second test was done "blind;" that 18y the
technicians may have known the first score when they
produced the second.

Even assuming that the correlation of 0.90 was
obtained in a completely 1legitimate manner, problems

remain. There were nine cases in which there were
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extreme differences between pre and post samples, and no
satisfactory explanation could be given. For these
samples the test was replicated four, five, or six
times. In four of the nine cases the standard deviation
was greater than one. For example, one sample was
replicated six times; the values were 11,2, 7.8, 8.3,
9.1, 9.3 and 11.7; the mean was 9.57 with a standard
deviation of 1.56. It should also be noted that these
measures were made on the same sample of blood, and
probably with the same reagents and by the same
technicians. Changes 1in any of these factors would be
expected to decrease reliablility. It is also possible
that reliability would be lower if the measures were
made under unalerted conditions.

Blood Pressure. Blood pressure was taken on both
arms at all three measurement times. This measure was
relevant because many of our participants were
hypertensive. An aneroid sphygmomanometer, placed on
the left upper arm, and a stethoscope were used to
determine each subject's blood pressure.

Health Beliefs Scale

This scale was designed to assess participants’
beliefs about the consequences of diabetes, about the
probable effects of different health practices, and

about the ability of the participant to «carry out
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effective health practices. Past research has shown
that patients comply better to medical regimes when they
believe that the consequences of their condition are
serious. The health belief model (a special case of the
self-efficacy model) has as its two components patients'
beliefs about (1) the effects of health-related
behaviors and (2) their ability to carry out the
behaviors. If the patient believes that a health plan
will be effective in ameliorating the consequences of
the disease, and that he/she can carry out the health
plan, then it is more likely that the patient will
comply to an effective plan.

The goal of the two experimental programs was to
provide the participants with support and with
confidence in themselves. It was necessary to find out
whether or not patients' expectancies change over time
as a function of the type of intervention. Therefore
this measurement of expectancy was administéred at each
measurement time.

Most items were rationally derived after reviewing
the diabetes literature and trying to decide what
beliefs about following good health practices might be
most important. The whole scale consists of 25 itenms,
of which three are related to beliefs about the

consequences of diabetes (Part I), six to beliefs about
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consequences of health practices (Part II), and 16 to
the patient's ability to follow good health practices
(Part II1I). The subjects were asked to fill in
percentages that would best describe their beliefs or
behaviors. High percentages indicate more favorable and
hopeful expectancies about diabetes and the possibility
of controlling it through individual action. Low scores
thus have their natural meaning for this scale; that is,
they indicate less favorable and hopeful expectancies
about diabetes and the possibility of controlling it
through individual action.

To assess the reliability of this scale it was
administered to 20 diabetic people twice. All the
diabetics that filled out the scale were members of the
American Diabetes Association in two chapters, Kalamazoo
and Jackson. The people that filled out the scale had
the following characteristics:

1. Nine were males and 11 were females.

2. The age range was from 21 to 76 years old, with a
mean of 49.94.

3. Three people were single, 15 were married and 3
were widows or widowers.

4. All twenty people were white.

5. The educational background ranged from 10 years

to 18 years, with a mean of 13.82.
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6. Five of the twenty individuals were covered by
Medicare or Medicaid.

7. The duration of diabetes ranged from 2 months to
240 months. with a mean duration of 116.9 months, or
9.74 years.

8. There were 5 Tybe I diabetics, 9 Type II
diabetics and 6 people who did not know what Type they
were.

9. Two people took no medication; four were taking
oral agents and the remaining 6 people were on insulin.

10. The following complications were described:

a. Six had experienced eye problems.

b. Two had experienced circulatory problems.
c. One person had experienced kidney problems.
d. One person had experienced slow healing.

11. Twelve people had at least one other medical

condition besides diabetes. These included:

a. Five people had heart disease.

b. One person had eye problems that were not a
result of diabetes.

c. One person had kidney problems that were not
a result of diabetes.

d. Five people had high blood pressure.

e. One person had scoliosis.

f. Three people had arthritis.
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g. There were six other problems.
12. Eleven people had a family history of diabetes.

Test-retest reliability for the first of the three
subscales was 0.65, indicating moderate reliability.
The second subscale also showed moderate reliability,
with a coefficient of 0.61. The coefficient for the
third subscale was only 0.22.

One possible reason for the low reliability of the
third subscale was that there was considerable missing
data. One example was given for each dimension;
participants were asked to estimate the amount of
ability, time, money, and will power they had available
to carry out good medical care, diet, exercise, and good
health practices. Possibly the directions were unclear,
because many of the participants only filled in four of
the sixteen blanks. However, in an attempt to clarify
any ambiguities, all of the scales were read to people
participating in the present study.

Indicators of Health Behaviors

This health behavior indicator scale was designed
to assess any changes that occur in participants'
behaviors in carrying out their medical regimes.
Assessing these behaviors is important in part because
changes in attitudes may lead to changes in behavior,

and in part because the relationships between attitudes
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and behavior may also vary as a function of the type of
intervention. For example, the patients in the active
group may be better able than those in the manual group
to implement the behaviors that should follow from their
attitudes.

The items for this scale were rationally derived
after reviewing the literature on diabetes, attending
classes on diabetes with diabetics at Mercy Hospital in
San Diego, and interviewing a physician who specializes
in the treatment of diabetics.

The scale consists of 12 items. There are four
sub-scales of three items. The four sub-scales examine
health behaviors in the following areas: medications,
diet, exercise, and general. The subject is asked to
report the percent of time that he or she performs the
behaviors that are stated.

Low numerical scores on each of the four sub-scales
constitute operational definitions of poor adherence to
a medical regime. Conversely, the higher the numerical
score, the higher the compliance rate. Items on each of
the four scales were selected so that information about
different aspects of the regime could be assessed.

Instructions to respondents are given at the top of
the scale, and were designed and pilot-tested to

minimize the need for verbal supplementation by anyone
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administering the scale. However, the directions and
items were read to each participant.

Test-retest reliability of this scale was
determined by administering the scale to the same group
of diabetics used to test the reliability of the health
beliefs scale, described immediately above.

Test-retest reliability of the first subscale,
which was intended to tap compliance to medication
regimes, was 0.93. The reliability for the second,
diet, subscale was unsatisfactory, 0.12., The third
subscale, which was concerned with compliance to the
patient's exercise regime, was moderately reliable (r =
0.74). The fourth and final subscale had a reliability
of 0.89; the items on this subscale were constructed to
tap a patients' adherence to generally good health
practices.

Rathus Assertiveness Scale

The Rathus Assertiveness Scale is a self-report
measure designed to assess an individual's level of
assertiveness (Rathus, 1973). The device consists of 30
statments, e.g., "I have avoided asking questions for
fear of sounding stupid." Test-retest reliability over a
two-month period in one study was 0.78. Odd-even
reliability in another study was nearly the same (r =

0D In one validity study, the Rathus score
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correlated 0.70 with the mean of two judges' ratings of
the assertiveness of 47 women's responses to interview
questions about what they would do in situations wherein
assertive reponses could be wused with profit. The
Rathus has also been shown to correlate negatively with

" and to correlate with Semantic

ratings of "niceness,"
Differential ratings of assertiveness.

Although the reliability of the Rathus is not
particularly impressive, and the validity studies less
than completely convincing, its ease of administration
is such that it is a cost-effective component of an
evaluation program. This scale was administered at all

three assessment periods.

Health Locus of Control (HLC) Scale

The health locus of control concept is derived from
social learning theory and seeks to measure a person's
belief that his or her health is or is not determined by
his or her behavior (Wallston, Wallston, & DeVellis,
1978). Individuals who believe that their health is
determined by their personal - traits or behavior
(self-determined) are termed "health-internals." Those
who believe that health is determined by external
factors, such as chance, fate, luck, or powerful others,
are termed "health-externals.” The HLC further divides

the "health external™ group into "chance-externals" and
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"powerful-other externals" (Wallston, Wallston, Kaplan,
& Maides, 1976).

The scale consists of 11 items in Likert-type
format, ranging from "Strongly Disagree" (scored as one)
to "étrongly Agree" (scored as six), for the externally
worded items and reverse scored for the internally
worded items. The scale score can range from 11 to 66.

The validity and reliability of the HLC scales have
been documented (Wallston et al., 1976). Alpha
reliabilities ranged from 0.40 to 0.54. The expected
correlations with other meaures of HLC were found, and
predictive validity was demonstrated.

In theory, health 1locus of control may predict
health-related behaviors. A number of studies have
suggested that health 1locus of control measures are
correlated with health behavior and outcomes; these are
reviewed by Wallston et al., (1978). Furthermore, these
authors have found that health locus of control beliefs
can be changed by psychosocial interventions. The
relationship of health locus of control beliefs, using
the HLC scales, to the outcomes of patients with
diabetes was examined to determine whether or not the
advocacy training and social support interventions alter

the HLC.
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Sociometric Questionnaire

The sociometric questionnaire was used to determine
the cohesiveness of the experimental group.
Cohesiveness may be related to the effectiveness of a
program, especially as reflected in the diabetics'
feelings of well being and overall health. This measure
was of special interest because both of the
interventions emphasize social networking.

The items used to make up the sociometric scale
were intended to sample a range of intimacy, and thus
should indicate a range of tendencies of individuals to
share with and support each other. The statements range
from "To whom would you say hello if you saw them
outside of class?" to "Whom would you consider a close
friend?" The questions in this scale were independently
ranked by two judges from least intimate to most
intimate, which was intended to produce a Guttman-like
scale.

All participants in the study were given a list of
the names of all members of their group at both post and
follow-up assessments. They were asked to list in order
the names of the people with whom they would feel
comfortable in the various activities listed. No
minimum number of choices was required, so the number of

choices made was the measure of group cohesivenss.
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Two scores for each individual were computed at
each measurement time. First, a '"chooser" score was
computed by dividing the number of people the person
chose by the number of people he or she could have
chosen. Second, a "popularity" score was calculated by
dividing the number of times the participant was chosen
by the number of times the person could have been chosen
by others. These scores operationally define the roles
of individuals as "preferrers" and as social objects
(Fairweather, 1964).

Log Books

Each participant in the study was asked to keep a
log book. Patients were asked to record: medication
taken, all food consumed, physician visits, hospital
visits, daily urine test results, and any contacts they
had with other members of the group. In addition,
participants were asked to record the details of
situations in which they thought that they should have
been a self-advocate and were not, and each situation in

which they were a self-advocate.

The log book was shown to each participant, and
instructions on how to fill out the 1log book were
given. Two log books were given to each participant.
One was given when the subject entered the study. It

was collected at the post-assessment interview. At the
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post-assessment interview the second log book was given
to the participant. It was collected at the follow-up
assessment.

Not all of the data collected in the log books
could be used. Very few people recorded each time that
they spoke to another member of their group. In
addition, few of the people who participated in the
study saw a physician during the period in which they
were in the study; and not all of those who did see a
physician recorded the visit. Fewer than five people
were hospitalized during the study. For that reason,
these data were not used. People in the study used many

different methods of measuring their blood and urine

results, and the methods that were used are not
standardized. In addition, some people used several
different methods, which makes comparisons between

groups and over time impossible.

However, six scores for each subject were derived
from the log books. These included: a score for
completeness for meds and diet; a score for precision
for meds and diet; and a positive and negative advocacy
score. A description of how each score was obtained is
in the next section.

Each time a participant filled out his/her log book

for meds, he or she was given three points, The
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completeness score for meds was then calculated by
dividing the number of days the participant filled out
the 1log book, times three, by the total number of days
patients should have filled out their 1log book, times
three. A mean precision score was also calculated for
each participant. If a participant only listed the name
of the medication he/she was taking, a value of one was
given for that day. If the exact quantity of the
medication was listed, a value of three was assigned for
that day. To calculate a precision score for
medications, the total number of precision points was
divided by the number of days the patient filled out the
log book, times three.

A completenss score for diet was calculated for

each participant at post- and follow-up assessments.
One point was given for each meal a participant
recorded. A completeness score was then calculated by

adding all the completeness points and dividing them by
the total number of days the patient should have filled
out the log book, times three.

A precision score was also given for filling out
the diet section of the log book. A score of one was
given when something was recorded for the meal, but it
was vague. A score of two was assigned when

quantitative terms were used (e.g. small or large). A
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score of three was assigned when numbers were recorded
for the food items (e.g. 3 ounces of chicken, 1 apple).
Mention of singular items was not interpreted as
implying a clear quantity, and was rated as one (e.g.,
"sandwich"). If the person specified a number for one
item, full credit was given for the meal (i.e. &4 O0z.
orange juice, bacon, & eggs was given a score of
three). Precision points for diet were given for each
day the patient filled out the log book. If the patient
filled out three meals and was assigned a score of three
for each meal, a precision score of three was given for
that day. If a patient filled out one meal and the
precision score was three, the score for the day was
still three. To derive a precision score for diet the
total precision points were added together and divided
by the total number of days the patient filled out the
log for diet, times three.

A positive advocacy score was given to each
participant. One point was given for each day the
patient filled out something in the section "Situation
in which you were a good self advocate." The positive
advocacy score was generated by dividing the number of
positive advocacy points by the number of days the
patient was supposed to fill out the log book.

A negative advocacy score was also calculated for
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each participant. One point was given for each day the
patient filled out something in the section "Situation
in which you were not a good self advocate." The score
was calculated in the same way that the positive
advocacy score was calculated.

Knowledge Questionnaire

This scale contained ten items which were designed
to test the participants' knowledge of the materials
presented on advocacy training in sessions they
attended, or that were presented in a manual that was
given to them. One true-false question was constructed
from material presented in each session. These
questions were administered to all participants during
the post assessment. The participant could score
between 0 and 10, depending on how many of the questions
were answered correctly.

Program Evaluation

This questionnaire was designed to measure the
participants' satisfaction with the program. It was
administered during the post-assessment period. The
items for this questionnaire were rationally derived
after relevant literature was reviewed.

The questionnaire had a total of 14 questions, with
three of the questions having multiple parts. The

participants were asked: the number of sessions
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attended, to rate the program on a five-point Likert
scale, to rate the purposes and goals (unclear to very
clear), the length of time for each meeting (too short
to too 1long), the number of group sessions (too few to
too many), the pace of each program (too slow to too
fast), the discussions and materials presented (not
useful to relevant and useful), the opportunity to
participate and contribute in the program (poor to
excellent), the practicality of applying the information
learned (not helpful to very helpful), and the ease of
using techniques taught (not easily to very easily).
Another question had the participant rate the handouts,
discussions, exercises, and role playing on a five-point
scale (not wuseful to very helpful). Another question
had the participant rate the organization, clarity, and
interest of the program on a five-point scale (not at
all to very much). Participants were asked the
probability of récommending this program to a friend
(not likely to very likely), and their rating of the
program (poor to excellent). The last three questions
were open-ended. The participants were asked what they
liked most, least, and what they most recommended.

Since manual participants did not attend sessions,
some of the questions were not relevant for them;

participants were asked to omit these questions.
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Participants were given the questionnaire and asked to
£ill it out on their own. In a few cases participants
asked for an interviewer to read the questions, and the
request was granted.

Since the participaﬂts in the manual group did not
answer some of the questions, comparisons between the
groups were not possible for these questions. Responses
from the questions: what did you like most, what did you
like least, and what would you recommend to improve this
program, were content analyzed.

Tape Recordings

The experimental groups were tape recorded during
the second (support section) part of the group
meetings. After the self-advocacy section of the
program ended, the tape recorder was started. A member
of the group was asked to change the tape, if necessary,
and to shut off the tape when the group was finished and
to give it to the experimenter.

The total amount of time the group met was recorded
by a research team member. Tapes were later coded by
members of the research team. They were scored on the
following dimensions: the number of problems discussed
by the group, the number of solutions discussed by the
group, the time the group spent discussing group tasks,

time spent in silence, amount of time with one person
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talking, amount of time with more than one person
talking, amount of time spent discussing topic presented
in part 1, time spent discussing the overall study,
number of positive statements about the study, number of
negative statments about the study, number of offers of
help, number of arguments, number of self-disclosures,
number of people attending, and the total support group
time.

Sections of different tapes were used to train
members of the team in scoring of the tapes. Thirty-two
tapes were scored, twenty from the first experimental
group's sessions, and twelve from the second group's
sessions.

Procedures

Interviewing Procedures

Four undergraduate females assisted with the
project for course credit. One was a nurse. Each
student was required to accompany the experimenter and
observe assessments until the student felt prepared to
do her own assessments, at which time the experimenter
conducted a reliability check by recording a complete
assessment jointly with the student. If the percent
agreement was 90 percent or above, the student was
allowed to do assessments on her own. After three or

four additional assessments, another joint assessment
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was conducted to insure continued reliabilty. All
reliability checks on all measures produced a percent
agreement of 90 or above. Twenty-seven of the
assessments were conducted by the writer alone, ten
interviews were joint interviews, and twenty were
conducted by the undergraduate interviewers alone.
Experimental Setting

The self-advocacy and social networking group met
in a conference room in the Psychology Research Building
at Michigan State University. The manual group had no
meetings. Assessments were sometimes carried out in
participants' homes and sometimes at a laboratory of
clinical medicine. Several post assessments, for
experimental group members only, were conducted in the
Psychology Research Building.

Self-advocacy and Social Networking Group

Each meeting was broken into two periods. During
the first period of each meeting material on
self-advocacy was presented. This material is included
in a trainer's manual (Appendix C).

In the second period of each meeting, which was
devoted to the development of social support, no
experimenter was present; only the diabetics
participated. Before each social support session was

started, the group was given a 1list of tasks to be
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completed. These tasks are included in the training
manual.

This group was an open group which could be joined
at any time by new participants. The materials were
prepared in the form of modules which could be used
repeatedly, so that members who missed a particular
module «could pick it wup when the same materials were
again presented when the lesson was repeated. This
method of presentation made it practical for patients to
enter the group at will.,

Patients were asked to attend ten consecutive
sessions which lasted approximately two hours a night,
twice a week. Once patients completed their sessions,
they were free to discontinue the group meetings.
However, if a patient wanted to continue participating
in the group he/she was free to do so.

Two groups were run. One group which eventually
involved 14 members met on Monday and Wednesday
evenings. This group was the first group to start.
Since recruitment in the beginning was slow, twenty
group sessions were held in order to give the group time
to build to a viable size. The second group, which had
15 members, was held on Tuesday and Thursday evenings

for a total of twelve sessions.
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Manual Group

Subjects in this condition were not asked to meet.
They were given a manual that included all of the
information presented in the previous condition. This
manual was a modified version of the trainers' manual
used for the experimental group and presented in
Appendix C, and is available upon request. Participants
in the manual group were asked to read the materials and
to participate in all of the assessment periods. The
subjects assigned to this condition received a 1list of
members who were in the same group. They were given the
same social support instructions and told that they were
free to contact other members of their group.

Design

The experimental design for the study was a two by
three repeated measures design. The between variable,
with two 1levels, was the group to which a participant
was assigned: (a) the advocacy and social networking
group condition, and (b) the manual condition. The
within variable, with three 1levels, was the time at
which the assessment was made: (a) when the participant
entered the study, (b) when the manipulation ended,
about five weeks after the beginning of the study, and
(c) approximately twelve weeks after the second

assessment was conducted.
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RESULTS

Both comparative and associative analyses were
performed. The comparative analyses were primarily time
trend analyses of variance, and the associative were
cluster analyses. Comparative analyses were performed
for each of the nine major hypotheses in the study. The
alpha level was set at 0.05 for the tests of
significance. The comparative analyses are discussed
first.

Since the two manual groups had received identical
treatments, they were combined for the analyses. Thus
three groups were compared, the manual group and the two
experimental groups.

Analysis of Hypothesis One

Hypothesis one stated that patients who
participated in the self-advocacy and social networking
group would have significantly more weight loss than
patients assigned to the manual condition. A three
(group) by three (time) repeated measures analysis was
performed on the mean Quetelet's index. There were no
significant differences as a function of groups, time,
or their interaction. Table 2 shows the results of this
analysis. Table 3 shows the mean Quetelet's index over

the three time periods for each of the three groups.
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Analysis of Hypothesis Two

Hypothesis two was that patients who participated
in the self-advocacy and social networking groups would
have higher compliance rates than those assigned to the
manual condition. The glycohemoglobin 1level scores
presumably constitute an indirect measure of compliance,
since greater compliance should lead to lower scores.
The three (group) by two (time) repeated measures
analysis of variance of these scores revealed a
significant time effect, as shown in Table 4.
Glyco-hemoglobin levels increased for all three groups
for the follow-up test. No main effect for group, or
interaction between group and time, was found. Table 5
shows the means for the three groups over time.

The health indicator scale scores are a more
direct, although less objective, indicator of
compliance. In order to standardize these scores and to
eliminate negative scores, raw scores were converted to
T scores before analysis. There were four subscales in
this instrument, Each of the four subscales was
analyzed individually. A 3 (group) by 3 (time) repeated
measures analysis of variance was performed on each of
the four subscales. The results of these analyses are
shown in Tables 6, 8, 10, and 12. No significant

differences were found for any of the subscales.
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Table 2: Repeated Measures Analysis of Variance of
Quetelet's Index

Condition 2 0.00010 0.32 0.7279
Error 46 0.0031

Time 2 0.0000 0.30 0.7403
Condition by

Time 4 0.0000 0.79 0.5159
Error 92 0.0000

Table 3: Three Means of Quetelet's Index for Conditicms

Time

Pre 0.04 0.04 0.04 0.04
Post 0.04 0.04 0.04 0.04
Follow up 0.04 0.04 0.04 0.04
Mean

of Means 0.04 0.04 0.04 0.04
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Table 4: Repeated Meaures Analysis of Variance
of Glyco-hemoglobins

Condition 2 776.83 1.03 0.3663
Error 47 757.16

Time 1 2409.6 5.20 0.0272
Condition by Time 2 489.6 1.06 0.3558
Error 47 463.5

Table 5: Two Means for Pre and Post
Glyco-hemoglobin Readings

Time Manual Group Group Mean of

1 Means
Pre 7.49 7.53 7.88 7.60
Follow up 7.75 9.28 8.95 8.46
Mean of

Means 7.62 8.40 8.41 8.03






Table 6: Repeated Meaures Analysis of Variance of
Reported Compliance to Medication Regime

Source DF MS F Prob
Condition 2 2300.895 0.44 0.6451
Error 47 5200.932

Time 2 655.017 2.33 0.1024
Condition by

Time 4 65.511 0.23 0.9189
Error 94 280.543

Table 7: Mean T Scores for Reported Compliance to
Medication Regime

Time Manual Group Group Mean of

1 2 Means
Pre 14C.76 136.69 126.33 132,78
Post 144,68 143.74 136.69 140.60
Follow up 145,46 143.89 131.66 138.43
Mean

of Means 143.63 141,44 131.56 137.27
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Table 8: Repeated Meaures Analysis of Variance of
Reported Compliance to Diet

Source DF MS F Prob

Condition 2 1349.640 1.14 0.3270

Error 47 1178.795

Time 2 26.614 0.13 0.8781

Condition

by Time 4 179.040 0.88 0.4816

Error 94 204.432

Table 9: Mean T Scores for Reported Compliance to Diet

Time Manual Group Group Mean of
1 2 Means

Pre 140,97 149.82 153.03 149,06

Post 145.62 145,86 154.23 149.81

Follow up 141.69 154,74 151.94 150.00

Mean of

Means 142,76 150.14 153.06 149.62
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Table 10: Repeated Meaures Analysis of Variance of
Reported Compliance to Exercise

Source DF MS F Prob

Condition 2 1923.541 1.67 0.1998

Error 47 1153.782

Time 2 13.731 0.07 0.9366

Condition

by Time 4 108.185 0.52 0.7237

Error 94 209.445

Table 11: Mean T Scores for Reported Compliance to
Exercise

Time Manual Group Group Mean of

1 2 Means

Pre 143,73 151.31 150.24 148.82

Post 138.16 156.73 152.64 149.94

Follow up 141.87 154.77 151.82 150.00

Mean of

Means 141.25 154,27 15354517 149.59
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Table 12: Repeated Meaures Analysis of Variance of
Reported Compliance to General Health Practices

Source DF MS F Prob
Condition 2 818.514 1.29 0.2854
Error 47 635.567

Time 2 2.738 0.02 0.9773
Condition by

Time 4 83.241 0.70 0.5951
Error 94 119.213

Table 13: Mean T Scores for Reported Compliance to
General Health Practices

Time Manual Group Group Mean of

1 2 Means
Pre 149.54 156.15 146.05 149,58
Post 154,56 151,91 146.72 150.11
Follow up 150.08 155%13 147.17 150.00
Mean of

Means 151.39 154,40 146.65 149.90
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Tables 7, 9, 11, and 13 show the means for each subscale
for each of the three groups at each assessment period.

Hypothesis two thus receives no support.

Analysis of Hypothesis Three

The third hypothesis was thét people who were
assigned to the experimental group would have a lower
blood pressure at post- and follow-up assessments than
those assigned to the manual group. Blood pressure was
taken on both arms, except for one man who had impaired
circulation resulting from a stroke. His blood pressure
was taken only from his unaffected 1left arm. Mean
arterial pressure was used for statistical analysis; it
is defined as systolic pressure plus diastolic pressure
divided by two. Two three (group) by three (time)
repeated measures analyses of variances thus were
performed on the data, one for each arm. For the
right-arm mean arterial pressure there was a significant

main effect for group and for time. No group by time

interaction was found. Table 14 shows these
differences. Examination of the means indicated that
blood pressure decreased over time for all three
groups. The pre- blood pressure for Experimental Group

1 was 8 points higher than for either of the other
groups. Blood pressure was lowest at the follow-up

reading for all three groups. These means are shown in






98

Table 15. The Fisher LSD post hoc comparison revealed a
significant difference between the pre blood pressure
readings and the follow-up blood pressure readings (p <
0.05), but no significant difference was found for
groups. Kirk (1982) points out that this apparently
anomalous situation, with the F test showing a
significant overall effect, and the Fisher LSD
indicating no specific group differences, is not either
unusual or unreasonable. However, the difference
between one of the experimental groups and the other two
groups narrowly missed being significant according to
the Fisher LSD.

The left mean arterial blood pressure differed as a
function of group, time, and group by time, as shown in

Table 16. Again, blood pressure decreased over time for

all three groups. Experimental group one's blood
pressure increased for the second assessment, but
decreased for the third or follow-up assessment.

Experimental group two's blood pressure decreased by the
second assessment, and stayed very near that level for
the follow-up assessment. The 1left arterial blood
pressure decreased for the manual group over time.
Table 17 shows the left mean arterial blood pressure
readings for the three groups at each assessment

period. The Fisher LSD test yielded a significant
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Table 14: Repeated Meaures Analysis of Variance of
Right Mean Arterial Blood Pressure

Source DF MS F Prob

Condition 2 1626.66 3.54 0.0371

Error 46 459.09

Time 2 501.38 5.39 0.0061

Condition

by Time 4 102.59 1.10 0.3604

Error 92 93.08

Table 15: Means of Right Mean Arterial Blood Pressure

Time Manual Group Group Mean of

1 2 Means

Pre 110.00 118.46 109.19 111.86

Post 106.08 120.79 102.81 108.82

Follow up 104.96 111.17 101.54 105.57

Mean of

Means 107.01 116.81 104.51 108.75
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Table 16: Repeated Meaures Analysis of Variance of
Left Mean Arterial Blood Pressure

Condition 2 2871.52 6.73 0.0027
Error 47 426,72

Time 2 354,42 4,73 0.0111
Condition

by Time 4 274.98 3.67 0.0123
Error 94 74.97

Table 17: Means of Left Mean Arterial Blood Pressure

Time Manual Group Group Mean of

1 Means
Pre 108.33 118.54 107.27 110.71
Post 102.15 124,35 100.85 107.58
Follow up 104.04 112.00 101.54 105.46
Mean of

Means 104.84 118.30 103.22 107.92
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difference between the pre blood pressure readings and
the follow-up blood pressure readings (p < 0.05).
Again, the Fisher LSD test did not indicate a
significant difference between groups, but, when applied
to the interaction, showed that there was a significant
difference between group 1l's pre-, post-, and follow-up
readings and the manual and group 2's post and follow-up
readings.
Hypothesis Four

Hypothesis four was that patients who were in the
experimental groups would have higher scores on the
health belief scale at post measurement periods. The
health belief scores were converted to T scores to
standardize them and eliminate negative scores. Each of
the three subscales was analyzed separately. The
subscales were designed to tap differences in a
participant's beliefs about the consequences of
diabetes, the consequences of health practices, and
ability to follow health practices. A 3 (group) by 3
(time) repeated measures analysis of variance was
performed on each of the three subscales. The results
of the three analyses are shown in Tables 18, 20, and
22. No significant differences were found as a function
of groups, time, or groups by time in any of the

subscales. Tables 19, 21, and 23 show the mean t scores
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Table 18: Repeated Meaures Analysis of Variance of
Beliefs About the Consequences of Diabetes
Source DF MS F Prob
Condition 2 339.144 0.45 0.6413
Error 47 756.107
Time 2 4.735 0.02 0.9809
Condition
by Time 4 98.768 0.40 0.8068
Error 94 245.678
Table 19: Mean T Scores for Beliefs About the
Consequences of Diabetes
Time Manual Group Group Mean of
1 2 Means
Pre 150.25 147.48 149,75 149,29
Post 147.48 146.53 153.30 150.03
Follow up 153,16 144,79 151513 150.00
Mean of
Means 150.30 146,27 151.39 149,77
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Table 20: Repeated Meaures Analysis of Variance of Beliefs
About the Consequences of Health Practices

Source DF MS F Prob

Condition 2 1459.608 1.07 0.3526

Error 47 1369.373

Time 2 192.347 0.29 0.7514

Condition

by Time 4 413,171 0.62 0.6524

Error 94 671.029

Table 21: Mean T Scores for Beliefs About the
Consequences of Health Practices

Time Manual Group Group Mean of

1 2 Means

Pre 298.51 293.74 301.58 298.74

Post 297.58 283.48 302.82 296.43

Follow up 304.72 293.62 296.73 298.00

Mean

of Means 300.27 290.28 300.38 297.72
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Table 22: Repeated Meaures Analysis of Variance of Beliefs
About the Ability to Follow Health Practices

Source DF MS F Prob
Condition 2 16582.73 0.94 0.3975
Error 47 17626.36

Time 2 1102.90 0.30 0.7422
Condition

by Time 4 2256.46 0.61 0.6552
Error 94 3688.22

Table 23: Mean T Scores for Beliefs About Ability
to Follow Health Practices

Time Manual Group Group Mean of

2 Means
Pre 767.93 801.32 805.00 794.40
Post 772.60 799.60 810.38 797.76
Follow up 777.37 828.75 796.69 800.00
Mean of

Means 772.63 809.89 804.02 797.39
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for each of the scales for each group at each of the
three measurement times.
Analysis of Hypothesis Five

Hypothesis five was that diabetics who participated
in the self-advocacy and social networking groups would
be better self-advocates, at all post measurment
periods, than patients in the manual condition. A 3
(group) by 3 (time) repeated measures analysis of
variance was performed on the total Rathus Scores. The
results are shown in Table 24, There were no
signifificant effects. Table 25 shows the means of each
group at each time.

Analysis of Hypothesis Six

The sixth experimental hypothesis was that people
who participated in the self-advocacy and social
networking groups would come to believe that their
health is determined by their personal traits or
behavior (self-determined), by the post measurement
periods., The three (group) by three (time) repeated
measures analysis of variance again indicated no
significant differences. Table 26 shows the results of
the analysis, and Table 27 shows the means of each group

at each of the time periods.






106

Analysis of Hypothesis Seven

Hypothesis seven was that diabetics who

participated in the self-advocacy and social networking

groups would be more cohesive than those who
participated in the manual condition. This support
would be maintained in follow-up measures. These

differences in cohesiveness were to be assessed by
chooser and popularity scores derived from the
sociometric questionnaire. The chooser score was
derived by dividing the number of people that were
chosen by the number of people who could have been
chosen., A three (group) by two (time) repeated measures
analysis of variance was performed on these scores.
There was a significant main effect for group, and a
significant main effect for time. No group by time
interaction was found, as shown in Table 28.
Participants in both experimental groups had much higher
chooser scores at both post- and follow-up assessments.
All three groups had lower chooser scores at the
follow-up assessment than at the post-assessment. The
Fisher LSD Test revealed a significant difference
between the manual group and each of the experimental
groups (p < 0.05). The experimental groups did not

differ significantly. There was also a significant
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difference between the post- and follow-up scores (p <
0.05).

The popularity scores were calculated by dividing
the number of times the participant was chosen by the
number of times the person could have been chosen by
others. The analysis indicated a significant main
effect for group and a significant main effect for time;
these results are shown in Table 30. The interaction
was not significant. Again, people in the experimental
groups were chosen significantly more often than those
in the manual group. In all three groups the number of
times that a person was chosen decreased at the
follow-up assessment. Table 29 shows the mean chooser
scores for each group at each time period, and Table 31
shows the mean popularity scores. The Fisher LSD test
again revealed a significant differences between the
manual group and the experimental groups (p < 0.05), and
again there was no difference between the experimental
groups. The difference between the post and follow-up
scores was again significant (p < 0.05).

Analyses of the tape recordings of the social
support section of the group were performed to examine
group process variables. The dimensions that were
scored included: the number of problems discussed by the

group, the number of solutions discussed by the group,
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Table 24: Repeated Meaures Analysis of Variance of
Rathus Assertiveness Scores

Source DF MS F Prob

Condition 2 2336.866 0.92 0.4068

Error 47 2548,521

Time 2 1156.708 0.98 0.3802

Condition by

Time 4 668.811 0.56 0.5840

Error 94 1183.742

Table 25: Mean Rathus Assertiveness Scores Over Time

Time Manual Group Group Mean of
1 2 Means

Pre 108.29 97.62 107.00 105.18

Post 110.04 106.69 110.85 109.38

Follow up 12715 101.00 114,23 117.28

Mean of

Means 115.36 101.77 110.69 110.61
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Table 26: Repeated Meaures Analysis of Variance of
Health Locus of Control Scores

Source DF MS F Prob
Condition 2 1.876 0.02 0.980¢
Error 47 97.283

Time 2 4,716 0.20 0.8162
Condition by

Time 4 28.256 1.22 0.3078
Error 94 23.172

Table 27: Mean Health Locus of Control Scores Over Time

Time Manual Group Group Mean of

1 2 Means
Pre 32.29 35.39 34,08 - 33.56
Post 34.92 33,77 34,92 34,62
Follow up 34.79 33.31 34.15 34,24
Mean of

Means 34.00 34.15 34.39 34.14
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Table 28: Repeated Meaures Analysis of Variance of
Chooser Scores for the Three Conditions

Source DF MS F Prot
Condition 2 4185.841 13.33 0.0001
Error 46 314.069

Time 1 1305.892 15.13 0.0003
Condition by

Time 2 9.756 0.11 0.8934
Error 46 86.299

Table 29: Mean Chooser Scores for the Three Conditions
Over Time

Time Manual Group Group Mean of

Means
Post 16.88 30.31 37.50 25.49
Follow up 8.25 22.39 31.08 17.59
Mean of

Means 12.56 26.35 34,29 21,54
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Table 30: Repeated Meaures Analysis of Variance of
Popularity Scores for the Three Conditions

Source DF MS F Prob

Condition 2 3267.341 30.02 0.0001
Error 46 108.828

Time 1 1186.633 86.66 0.0001
Condition by

Time 2 22.467 1.64 0.2050
Error 46 13.692

Table 31: Mean Popularity Scores for the Three
Conditions Over Time

Time Manual Group Group Mean of

il 2 Means
Post 14,63 30.31 31.83 23.00
Follow up 7.63 21.00 26.25 15.74
Mean of

Means 11.13 25.65 29.04 19.37
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the time the group spent discussing group tasks, the
time spent in silence, the amount of time one person was
talking, the amount of time more than one person was
talking, the amount of time spent discussing the topic
presented in the self-advocacy section, the time spent
discussing the overall study, the number of positive
statements about the study, the number of negative
statements about the study, the number of arguments, the
number of self-disclosures, the number of people
attending, and the total support group time. Neither
group spent enough time discussing the topic that was
presented in the self-advocacy section of the group, nor
enough time in arguing, to allow this data to be
analyzed, so all discussion of these variables is
omitted.

Since the wunit of analysis for the tape data was
the group (no individual data were scored from the
tape), and because each group had a Hifferent number of
sessions, the data was analyzed separately for the two
experimental groups. The Cox-Stuart Test for Trend was
performed on the remaining thirteen different dimensions
for each group. No significant trends were found on any
of the dimensions. These trends can be seen in Figure 3

through 15.
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Analysis of Hypothesis Eight

The eighth hypothesis was that diabetics who
participated in the self-advocacy and social networking
groups would be more thorough in keeping their log books
than people who were assigned to the manual group. Six 3
(group) by 2 (time) repeated measures analyses of
variance were performed on information collected in the
log book. The first analysis was performed on the mean
completeness scores for meds for each of the three
groups at both post- and follow-up assessments. Only
time produced a significant effect; the results of this
analysis are shown in Table 32. Not surprisingly, the
completeness scores decreased at the follow-up
assessment. Thus participants filled out their
medication records more completely between the pre- and
post-assessments than between the post- and follow-up
assessments. The mean completeness scores for each of
the three gréups at each of the three assessment periods
are shown in Table 33.

The results from the analysis of variance performed
on the mean precision scores, reflecting the exactitude
of what patients wrote in their log books, indicated
that the only significant effect was for time. Table 34
shows the results from the analysis of variance. As

shown in Table 35, participants were more precise in
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describing their medication regimes during the first
part of the study.

Results from the analysis on the mean completeness
score for diet indicated, again, that there were no
significant diffe;ences between groups. The only
significant difference was over time; this is shown in
Table 36. Table 37 shows that participants gave less
complete descriptions of their eating behaviors during
the last part of the study.

The results of the analysis of variance on the
precision scores for diet indicated only a main effect
for time. Precision scores for diet decreased over
time. The results of the analysis are shown in Table
38; Table 39 shows the mean log book precision scores
for diet.

Analysis of the positive advocacy scores revealed

no significant differences between groups; the only
significant difference was between post- and follow-up
assessments. The results are shown in Table 40. As

shown in Table 41, more situations were recorded between
the pre and post asssessments then between the post- and
follow-up assessments. As shown in Table 42, analysis
of the negative advocacy scores indicated only a
significant time effect. Again, participants recorded

fewer situations between the post- and follow-up periods
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than between the pre- and post-assessement periods, as
shown in Table 43.

In summary, all of the data from the 1log books
indicated no significant differences between groups. In
each case only a significant time effect was found,
indicating that people are less apt to record various
events over a period of time, despite interventions
intended to affect such recording.

Analysis of Hypothesis Nine

The final hypothesis was that patients in the
experimental groups would evaluate the program more
favorably than patients in the manual condition. A
one-way between-subjects analysis of variance was
performed on the mean program ratings for the three
groups. As shown in Table 44, the analysis of variance
indicated that there were significant differences among
the means. The means for the three groups are shown in
Table 45. A Newman-Keuls specific comparison test was
performed to determine where the significant differences
could be found. Experimental group 2 evaluated the
program significantly lower than either experimental

group 1 or the manual group (p < 0.05 in each case).
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Table 32: Repeated Meaures Analysis of Variance of
Log Book Completeness Scores for Medications

Source DF MS F Prob
Condition 2 3718.178 1.63 0.2073
Error 43 2277.698

Time 1 25528.297 29.92 0.0001
Condition by

Time 2 1271.813 1.49 0.2366
Error 43 853.173

Table 33: Mean Log Book Completeness Scores for Medication

Time Manual Group Group Mean of
1 2 Means

Post . 48.59 64.83 73.58 59.35

Follow up 24,77 15.50 42,67 27.02

Mean of
Means 36.68 40,17 58.13 43,19
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Table 34: Repeated Meaures Analysis of Variance of
Log Book Precision Scores for Medications

Source DF MS F Prob
Condition 2 3890.800 1.53 0.227C
Error 43 2534.791

Time b 14866.516 12.22 0.0011
Condition by

Time 2 978.457 0.80 0.4541
Error 43 1216.902

Table 35: Mean Log Book Precision Scores for Medication

Time Manual Group Group Mean of

1 2 Means
Post 69.73 86.08 81.75 7713
Follow up 38.73 50.00 69.42 49,67
Mean of

Means 54,23 68.04 75.58 63.40




ek
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Table 36: Repeated Meaures Analysis of Variance of
Log Book Completeness Scores for Diet

Source DF MS F Prob
Condition 2 5105.886 2.43 0.0993
Error 47 2103.862

Time 1 24878.516 39.06 0.0001
Condition by

Time 2 686.308 1.08 0.3487
Error 47 636.971

Table 37: Mean Log Book Completeness Scores for Diet

Time Manual Group Group Mean of

1 2 Means
Post 50.96 57.92 75.08 59.04
Follow up 25.25 14.49 45,69 27.74
Mean of

Means 38.10 36.15 60.39 43.39
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Table 38: Repeated Meaures Analysis of Variance of
Log Book Precision Scores for Diet

Source DF MS F Prob
Condition 2 4410.009 2.09 0.1347
Error 47 2107.057

Time al 7852.814 11.94 0.0012
Condition by

Time 2 400,641 0.61 0.5481
Error 47 657.786

Table 39: Mean Log Book Precision Scores for Diet

Time Manual Group Group Mean of

1 2 Means
Post 54.67 62.08 76.69 62,32
Follow up 40.79 35.08 62.15 44,86
Mean of

Means 47.73 48.58 69.42 53.59
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Table 40: Repeated Meaures Analysis of Variance of
Log Book Positive Advocacy Scores

Source DF MS F Prob
Condition 2 42,943 0.28 0.7585
Error 47 154.476

Time 1 1359.270 9.70 0.0031
Condition by

Time 2 36.640 0.26 0.7711
Error 47 140.153

Table 41: Mean Postive Advocacy Scores

Time Manual Group Group Mean of

Means
Post 9.83 9.77 Selil 8.76
Follow up 0.63 1.08 0.62 0.74
Mean of

Means 5.23 5.42 3.19 4,75







Table 42: Repeated Meaures Analysis of Variance of
Log Book Negative Advocacy Scores

Prob

Source DF
Condition 2
Error 47
Time i
Condition by

Time 2
Error 47

0.9150

0.0042
0.8997

Table 43: Mean Negative Advocacy Scores

Mean of
Means

Time Manual
Post 4.25
Follow up 0.21
Mean of

Means 2,23

3.84
0.28
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Table 44: Between-Subjects Analysis of Variance of
Program Rating

Source DF MS F Prob

Condition 2 3.1227 3.856 0.0278

Error 49 0.8097

Table 45: Mean Overall Ratings of The Program
Manual Group 1 Group 2

4.12 4,21 3.33
Number
of cases 26 14 12
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Method of Associative Analysis

Cluster Analysis (Tryon, 1939) is a statistical
technique which groups together variables on the basis
of their «correlations. This type of analysis allows
researchers to determine what associative relationships
exist among multiple variables.

In the present study over 100 measures were taken.
The number of variables was reduced to a manageable
number by using a combination of rational and empirical
processes. Variables in which there was 1little or no
variance were eliminated. This reduced the number of
variables to 81. A V-analysis (cluster analysis of
variables) was performed on these 81 variables. Eleven
clusters resulted from the first analysis. Variables
with factor 1loadings less than 0.40 were eliminated.
Since the glyco-hemoglobin assays were considered the
most important outcome measure, it was then pre-set for
cluster 1 and a pre-set cluster analysis was performed.

Results of the Cluster Analysis

The pre-set analysis identified twelve empirical
dimensions that characterized the data set. These
clusters were:

I. Blood
II. Beliefs and Reported Compliance

4 518 7Y Physical Condition
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Iv. Cohesiveness

V. Insulin Dependent Diabetes (IDD)
VI. Compulsivity

VII. General Advocacy

VIII. Specific Advocacy

IX. Medication Compliance

X. External Health Control

XI. Medical Histories

XII. Health Practice Concern

The variables that made wup each of the pre-set
clusters are presented in Table 46. The correlations
between the oblique clusters are presented in Table 47.
Each of the twelve clusters is described below.

Blood (1)

This cluster was named blood because the follow up
glyco-hemoglobin was pre-set as the primary variable in
cluster I to see which variables would cluster with it.
This cluster correlated most (0.26) with cluster 5, the
insulin dependent diabetes (IDD) cluster. Participants
with high glyco-hemoglobin assays readings tended to be
IDDs. This makes sense since, as reported earlier, IDDs
tend to have higher glyco-hemoglobin readings than do
adult onset diabetics. This cluster did not correlate

highly with any other clusters.
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Table 46: The Twelve Pre-set Clusters

Cluster Loading
Cluster 1: Blood
1. Reported compliance to good health
practices, T1 .70
2. Glyco-hemoglobin assay, Tl .49
3. Glyco-hemoglobin assay, T3 (D) .49
4, Kidney Problems W43
5. Occupation -.41
Cluster 2: Beliefs and Reported Compliance
1. Reported compliance to good health
practice, T3 1.00
2. Reported exercise compliance, T3 .93
3. Beliefs about the ability to follow
health practices, T2 .92
4, Beliefs about the ability to follow
health practices, T3 .92
5. Beliefs about the consequences of
following health practices, T3 .91
6. Reported diet compliance, T3 .87
7. Beliefs about the consequences
of diabetes, T3 .86
8. Reported compliance to good
health practice, T2 .81
9. Reported diet compliance, T2 .73
10. Beliefs about the consequences of
following health practices, T2 &13
11. Reported exercise compliance, T2 <13
12. Knowledge about advocacy .72
13. Beliefs about consequences of
diabetes, T2 57
Cluster 3: Physical Condition
1. Left mean arterial pressure, T2 .91
2., Left mean arterial pressure, Tl .85
3. Right mean arterial pressure, T2 .83
4, Right mean arterial pressure, Tl .81
5. Left mean arterial pressure, T3 .81
6. Quetelet's index, T2 .76
7. Quetelet's index, T1 .70
8. Right mean arterial pressure, T3 .69
9. Quetelet's index, T3 <67
10, Has high blood pressure +33
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Table 46 (cont'd)

11.
12,

Cluster

1,
2.
3.
4.
5.
6.
7

Cluster

oL B W N

Cluster

1.

[

Has medical condition besides diabetes Jah
Group 1 .43

4: Cohesiveness

Manual -.85
Chooser Score, T3 .82
Popularity Score, T3 .81
Popularity Score, T2 .79
Group 2 .65
Chooser Score, T2 .64
Recommended- would like to have group

meetings -.61
Liked social support section of the

program .53

5: Insulin Dependent Diabetes (IDD)

On insulin .88
Has experienced hyper or hypoglycemia .82
Number of times hospitalized for diabetes .64
Total number of diabetic complications
experienced .54
Duration of diabetes .51
On oral medication -.49
Beliefs about the consequences of

diabetes, T1 .49
Has experienced acidosis 46

6: Compulsivity

Log book completeness score for diet, T3 .88
Log book completeness score for meds, T3 .85
Log book precision score for diet, T3 o d 1.
Log book precision score for meds, T3 .74
Log book completeness score for diet, T2 oy
Log book completeness score for meds, T2 .68
7: General Advocacy

Rathus assertiveness score, Tl .88
Rathus assertiveness score, T2 .64
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Table 46 (cont'd)

Cluster

Cluster
1.
25
3.

4.
S5

Cluster

5.
6.
7%

Cluster

8: Specific Advocacy

Negative advocacy, T2 .93
Positive advocacy, T2 .75
Completeness score for meds, T2 .63
On the same medication as time 2, T3 -.52

9: Medication Compliance

Reported medication compliance, T2 .91
Reported medication compliance, T3 .79
Diabetes controlled by diet -.75
Reported medication compliance, Tl .62
On the same medication as time 1, T2 D3

10: External Health Control

Health locus of control score, Tl .83
Health locus of control score, T3 il d:
Health locus of control score, T2 .70
Education -.33
Sex W45

11: Medical Histories

Total number of complications

experienced from diabetes .76
Heart problems - diabetes related 73
Eye Problems .61
Has heart problems - not necessarily diabetes

diabetes related .

Family Income -.52
Circulatory problems .49
Has been hospitalized since Time 1, T2 46

12: Health Practice Concern

Log book precision score for

medication, T2 .84
Reported compliance to good health

practices, T2 .78
Log book precision score for diet, T2 .66
Has been hospitalized since time 1, T2 -.51

Reported exercise compliance, T1 .50
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Table 47: Correlations Between the Oblique

Cluster Domains

CLUSTER
1 2 3 4 S, 6
CLUSTER
1 -— .09 .03 .07 .26 .02
2 -— -.16 .09 .07 -.02
3 -— -.12 -.14 -.11
4 -— .09 .27
5 === -.03
6 -
7
8
9
10
141
12

CLUSTER

7 8 9 10 11
1 .01 .05 .04 .04 .05
2 -.17 .25 .33 .08 -.13
3 -.06 -.10 .04 .07 .22
4 .05 .15 14 -.11 -.15
5 .04 .34 .08 -.15 .16
6 .05 .33 .24 .08 -.30
7 - .01 .03 - 44 -.07
8 —— .04 .04 -.07
9 i -.08 -.03
10 —-— .08
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Beliefs and Reported Compliance (II)

This cluster was named beliefs and reported
compliance because of the large number of belief and
compliance variables that made up the cluster., It
appears that recent experience during the study affects
beliefs and compliance. The belief and compliance
variables that make up this cluster were measured at the
post-— and follow-up assessments. This cluster
correlated most (0.33) with Clusters 9 (medication
compliance), 12 (Health Practice Concern, 0.35), and 8
(Specific Advocacy, 0.25). Both clusters 9 and 12 have
reported compliance variables in them; cluster 8 is made
up of measures of care in keeping a log book. It is to
be expected that people who were compliant in following
their diet and exercise regimes would also be compliant
with their medications. In addition, people who are
compliant with a medical regime would probably be more
compliant with a réquest to keep a log book. This
cluster did not correlate highly with the blood cluster
(cluster 1).

Physical Condition (III)

This domain was termed physical condition because
it is primarily made up of physiological measurements.
The variables that make up this cluster, blood pressure

and weight, have repeatedly been reported to be highly
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correlated. This cluster negatively correlates with
seven of the twelve clusters. It correlates best (0.22)
with medical histories (cluster 11). Although this is
not a high correlation, it tends to confirm the
reasonable expectation that physical condition would
correlate with medical histories.

Cohesiveness (IV)

This cluster was named cohesiveness because most of
the variables in this cluster are the measures that were
constructed to measure cohesiveness. Being in the
manual condition negatively correlated with the
cohesiveness measure. Since manual members did not tend
to interact with other manual members, they showed lower
cohesiveness. In addition, the recommendation "would
like to have group meetings," also negatively loaded on
this cluster. This recommendation was made only by
participants in the manual group. "Liked the social

' positively loaded, was

support section of the program,"
a comment made only by group members. Being in
experimental group 2 positively loaded in this cluster.
This is consistent with the finding that experimental

group 2 had higher cohesiveness than experimental group

1 at both measurement periods.
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Insulin Dependent Diabetes (V)

This domain was termed insulin dependent diabetes
because the factors in this cluster were characteristic
of people with Type I diabetes (juvenile onset
diabetes). As previously mentioned, this cluster
postively correlated with the "blood" cluster. This
cluster correlated highest (0.34) with the Specific
Advocacy cluster; hence, people with IDD diabetes tend
to be more concerned with getting proper medication
through the use of advocacy skills.

Compulsivity (VI)

This dimension was termed compulsivity because the
variables that loaded on this domain were scores that
participants received for filling out their log books.
This cluster <correlated highest (0.27) with the
cohesiveness cluster. People who are "compulsive"
tended to be people in the experimental groups. Thus,
although the analysis of variance did not reveal a
significant group effect for any of the 1log book
variables taken singly, there does seem to have been
some effect of group membership on keeping a log book.
General Advocacy (VII)

This domain was termed general advocacy because the
variables that make up this cluster are scores on the

Rathus Assertiveness Scale, which was designed to
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measure assertiveness in a variety of situationms. This
cluster negatively correlated (-0.44) with the external
health control cluster.
Specific Advocacy (VIII)

This domain was termed Specific Advocacy because
the variables that loaded on this cluster involved
advocacy and a change in medications between the post-
and follow-up assessments. This cluster correlated most
strongly (0.25) with the Belief and Reported Compliance
cluster, with the Compulsivity cluster (0.24), and with
the Health Practice Concern (0.31).

Medication Compliance (IX)

This domain was termed Medication Compliance
because the variables that loaded the highest were the
participants' reported compliance to medication. The
more compliant a person reported being with medications,
the less likely he/she was to change medications between
the first and second assessments. This cluster
positively correlated with beliefs and reported
compliance (0.33).

External Health Control (X)

This domain was termed External Health Control
because the three health locus of control measures
correlated positively. Education negatively correlated

with this domain, with less educated people reporting
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that they had less control over their health. Also
females reported that they had less control than males.
General advocacy negatively correlated (-0.44) with this
cluster. This makes rational sense; people who feel that
they have 1less control over their health are less
assertive.

Medical Histories (XI)

This domain was termed medical histories because
the variables that make up this cluster are items that
have to do with a person's medical history. Family
income correlates negatively with this domain. People
with a lower income would be less likely to concern
themselves with preventive health care. This cluster
negatively correlates with the Health Practices cluster
(-0.38).

Health Practice Concern (XII)

This dimension was termed Health Practice Concern
because the variables that make up this cluster indicate
concern about one's health. The variable "has been
hospitalized since the pre-assessment" negatively loaded
on this cluster. This cluster correlated positively with
clusters 2 (0.35) and 8 €031 and correlated

negatively with cluster 11 (-0.38).
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Typological Analysis

The typological analysis (Tryon & Bailey, 1970) is
a statistical method whereby objects or persons can be
grouped into clusters on the basis of their similarities
or differences. The similarities or differences are
based on scores on the defining variables from a pre-set
analysis. This procedure provides a way in which
typologies or "types" based on similar profile scores on
a given set of variables or dimensions can be
constructed.

For the final O-Type analysis presented below, only
three clusters were used. The reason is that there were
only forty-nine people that had complete data on all
measures. If the original twelve clusters that resulted
from the pre-set analysis were used for the 0-Type
analysis, the number of people within any type would
have been very small.

This is illustrated by the first O-Type analysis
attempted, which wused five of the twelve clusters:
blood, health beliefs and reported compliance, physical
condition, cohesiveness, and general advocacy. This
analysis produced thirteen O-Types. Only one of the
resulting types had more than five people, and it had
only six. Since the O-Types did not vary as a function

of health beliefs and reported compliance, nor as a
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function of general advocacy, these variables were
dropped and another O0-Type analysis was performed using
the blood, physical condition, and cohesiveness
clusters. This analysis produced 10 typologies for the
forty-nine people. However, eight of these ten 0-Types
were dropped from further analysis because they
contained five or fewer individuals. With five or fewer
indivudals within a type, it is difficult to determine
the underlying characteristics of the group. The two
remaining types accounted for 19 of the 49 individuals.
The resulting O-types are presented graphically in
Figure 16.
O0-Type 1

This type of diabetic person scored average on the
assays reading, average on the physical condition
dimension, and low on the cohesiveness dimension. When
individuals in this O-type are examined, it turns out
that every one of them was in the manual group. Thus
the cluster analysis has simply isolated a subset of
people in the manual condition who have similar
characteristics, and their chief distinguishing
characteristic 1is simply that they had low cohesiveness
- which is to say that they were average members of the

manual group.
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0-Type 2

This type of diabetic person scored lowest on the
blood dimension, average on physical condition and
highest on cohesiveness. These are people in the
experimental groups, three from group 1 and six from
group 2, who became highest in cohesiveness, and whose
blood 1level and physical condition were improved
somewhat. It is possible that these people are
precisely those who benefit most from associating with
other diabetics. Group membership may reinforce them
for whatever they have been doing to keep in shape, and
encourage them to engage in additional health-related

activities.
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DISCUSSION

The fundamental issue to be approached is the
minimal verification of the experimental hypotheses.
Only the most inevitable of the predicted consequences,
that subjects in the experimental group would develop
higher cohesiveness, received clear confirmation. This
leaves two primary subordinate issues. First, how can
one account for the apparent failure of the study to
verify its hypotheses? Second, does the study give any
clear indications of how future interventions might be
designed so as to increase their probability of
success? The results do seem to be highly suggestive
with respect to both of these interrelated subordinate
issues.

Failure to Confirm Experimental Hypotheses

Reliability of Measures

One possible explanation of the failure of the
study's predictions is that the reliability of the
instruments employed was not great enough to detect
differences that occurred as a result of the
intervention. It has become a truism that experimental
and statistical tests have to be much more powerful if
effects are to be detected with measurements of low
reliability. This point has been made specifically with

respect to the kinds of variables involved in the
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present study. Heitzmann & Kaplan (1983) pointed out
that it may be difficult to detect relationships between
social support and health outcomes with measures having
low reliability. For example, these authors show in one
of their simulations that, if the true correlation
between a scale and an outcome measure were 0.5, the
observed correlation would be only 0.28 if the
test-retest reliability of one scale were 0.32 and that
of the other were 0.97.

Thus it is possible that, in the present study,
changes did occur but were not detected because the
instruments used to measure the differences were not
reliable enough. The methods and results sections have
already detailed various questions about the reliability
of the measures; clearly the outcome measure which
seemed most promising at the outset of the study, the
glyco-hemoglobin assay, does not have a reliability
approaching 0.97! )

However, a consideration of the overall pattern of
results, including the cluster analysis, indicates that
low reliability is unlikely to be the primary reason for
failures to reject the null hypothesis. The measures
used intercorrelated consistently and in accord with
reasonable expectations. They simply did not differ

significantly as a function of membership in an






153

experimental versus the manual group. There were
several significant differences as a function of time;
if the primary problem had been unreliability of the
measures, no significant differences should have
appeared. Thus low reliability could Aave contributed
in some cases to the failure of a hypothesis, but could
not account for the general failure to find
differences.

Weaknesses in the Experimental Manipulations

A more likely "meta-hypothesis" is that the
experimental manipulations were lacking in one or more
respects. The dependent variables measured did not show
a broad range of beneficial effects. Thus either the
wrong dependent variables were being measured, or the
independent variable(s) manipulated had weak effects.
Probably both of these things contributed to some
extent. The independent variable side will be discussed
first.

Type of Social Support

Only one type of social support was provided in
this study. As pointed out in the introduction, sources
of social support can be divided into three «classes:
family, friends and existing social groups, and special
groups of people sharing the same problem. It seems

likely that different sources of support play different
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roles in ameliorating or exacerbating problems. It may
be necessary to manipulate all the types of support,
rather than relying exclusively on adding one new
special type of support.

Targeting one type of support may actually create
problems with the other support systems. One woman in
the study illustrated this possibility. She was an
obese women of about 50 who had never worked outside the
home. She started attending the groups and seemed to
enjoy them and to perceive some need for self-advocacy
training. However, attending the group in the evening
took time away from her husband and family. After a few
weeks, her husband made her drop out of the study; he
did not like the idea of his wife getting involved with
other people.

Possibly if family and friends were included in the
support group a more effective total support system
could be developed. People involved in the support
system could see the benefits and problems with each
component of the system. Any problems among and between
the people in the support system could be addressed and
minimized.

Lack of Situational Specificity of Treatment

A problem that researchers in the field of learning

have been addressing for decades has been the problem of
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transfer of training. Researchers typically train
subjects in some limited range of skills and assume that
other behaviors or attitudes will also change. However,
this seldom happens. Fairweather, Moran, and Morton
(1956) found that attitudes, fantasies, and behaviors
are only marginally related. Further, Fairweather
(1964) found that patients' perceptions of themselves,
of their treatment programs, and of others are
relatively unrelated to their behaviors in the
community.

In the field of diabetes the problem has been how

one gets people to transfer their knowledge about

diabetes into practice. The present study was
successful in creating cohesiveness among group
members. People participating in the experimental

groups were more cohesive than people who were assigned
to a manual group. However, the hoped-for results of
increasing cohesiveness did not occur. That is, people
who were cohesive did not show changes in their
physiological measures, beliefs, feelings of control, or
assertiveness. Hence, the hypothesis that cohesivenss
would affect these measures was not substantiated.
Another example of this problem was the indication
that there was no time effect for general advocacy.

That is, participants did not report becoming generally
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more assertive after they received training. However,
the cluster analysis revealed that there was a more
specific effect for advocacy. People who recorded more
positive and negative advocacy situations had a greater
probability of having a medication change between the
post and follow-up assessments. This finding did
indicate that there was a specific advocacy effect in
one area. Examples of diabetics who were having
difficulties with physicians or with their medications
were used in the group as well as in the manual. This
may have encouraged participants to demand a change in
medication. Thus it may be necessary to target specific
behaviors to be changed and to specify particular
methods to change the behaviors, rather than relying on
the teaching of general skills.

A further indication that this might be a desirable
change was that, when participants were asked for
recommendations, several people recommended that the
advocacy training be more closely tied to the problems
one might experience as a diabetic.

The practical question of how one bridges the gap
between providing social support and changing behaviors
remains. One possibility may be to incorporate support
groups into the educational classes., The focus could be

on how one can use the educational information for
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changing one's maladaptive behaviors. Another focus
could be on how those in a support system can help to
change behaviors.

Content of the Intervention

The question of optimizing the content of support
meetings also must be addressed. The results indicated
that the process, or form of the support manipulation
was effective. People in the experimental groups were
more cohesive than those in the manual group. The
groups continued to meet after the study was completed.
Some of the «control group subjects joined in the
meetings. Thus it seemed clear from simple observation
that the study had achieved some of its goals, even
though this did not show up in the form of traditional
hypothesis evaluation.

It is much less clear that advocacy training was
the best content, or vehicle, for furthering the goals
of the study or the goals of the groups. Many
participants expressed a preference for studying
medical, rather than psychological, information. One
man dropped out of the study two hours after he was
assigned to the manual group. He finished the
assessment and went home and started to read the manual
he was given. He called up the experimenter and said he

wanted medical information, and if the manual was all
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that he was getting, he wanted to drop out of the
study.

A major problem with diabetics seems to be that
they are not aware of the limitations of purely medical
solutions. People are always looking for the easy way
out. This was quite apparent in the experimental group
meetings. Both groups were very interested in getting
medical people to speak to them about their disease;
they were especially interested in the latest research
findings. They seem to believe that there is something
magical about the medical profession, that with time
there will be a cure. Why put a 1lot of effort into
counteracting the effects of diabetes now, when there
may be a cure tomorrow? This problem is not limited to
people with diabetes; it seems to be a problem with most
chronic diseases. It appears that educators, physicians,
and researchers need to dispute the beliefs that people
have about the magic of medicine. It may be that any
social support manipulation is doomed to failure unless
it first disposes of this issue. This may require
continuing the educational training over a much longer
period of time while incorporating existing support
systems with new social supports. After people
incorporated the limitations of medical solutions into

their belief systems, they might be more open to more
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realistic - although more effortful - approaches.
Duration and Timing of the Intervention

The duration of the intervention may have been
insufficient to bring about the desired effects. The
mean duration of diabetes for the participants in the
study was over nine years. It may have been
overoptimistic to believe that a five-week program could
have a major impact on behaviors formed over a decade.
Participants had been living with diabetes continuously
for about 500 weeks, and this study was trying to
overcome the inertia developed over that period with 20
hours of contact. That may be too much to ask.

A brief manipulation might have more chance of
success if it were begun soon after diagnosis. Then the
patients' "diabetic life styles" would not yet be set,
and more adaptive habits might be possible. But any
intervention begun at that time should be continued,
ideally for as long as the person lived. It has already

been said that patients require some time to adapt to

diabetes, and presumably to other chronic diseases, and
may not be receptive to some ideas right after
diagnosis, Thus it appears that intervention should

begin immediately after diagnosis, and should be as

chronic as the disease itself.
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Experimenter Effects

The characteristics of the experimenter and the
other students working on the project were an important
part of the intervention. A1l of them were young
females. Almost half of the participants in the study
were males. Several of the males in the study protested
because they were being taught advocacy. They claimed
that they did not have any problems in advocating for
themselves, and that this was a problem that females
had, not males. Their views may have been affected by
the fact that they were in a group being facilitated by
a female.

The contention that experimenter characteristics
may have been important is supported by the observation
that some males made sexist remarks involving the
experimenter and/or the students working on the
project. These remarks were not directed toward aspects
of the study, but toward personal characteristics of the
people working on the project. One man offered to have
sex with the experimenter "so that she could experience
sex with a diabetic who had had a penis implant." It is
not possible to determine what effect(s) the
experimenter had on the outcomes of the study. However,
these effects cannot be ruled out as contributing

factors, particularly when it is well known in social
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psychology that experimenter characteristics like
prestige may be powerful variables.
Cluster Analysis

In this section the cluster analysis will be
discussed in more detail, both as it relates to the
experimental hypothesis and as it sheds 1light on the
relationships between the dependent variables. The
reasonableness and consistency of the outcomes of the
cluster analysis are striking. For example, the cluster
of glyco-hemoglobin readings correlates positively with
reported good health practices, and negatively with
kidney problems; the whole cluster correlates with the
"insulin dependent diabetes" cluster, and the pattern
indicates that those with juvenile diabetes are prone to
have kidney problems, to have been conforming better at
the beginning of the study, and to have high
glyco-hemoglobin readings. It should be noted that this
is discouraging in the sense that better initial
conformity was not related to lower blood readings, nor
did reported conformity at any stage cluster with these
readings. They seem to have been related exclusively to
disease type.

The cluster analysis gives some comfort to
advocates of the health belief model, but it is a cold

type of comfort. Measures of health beliefs and
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reported compliance to medication, diet, and exercise
regimens were in the same cluster. This supports the
prediction from the health belief model that beliefs
should affect compliance. However, all of these
measures were verbal, and had no relationship to
glyco-hemoglobin levels or other measures of physical
condition. In fact, beliefs and reported compliance
correlated negatively with the following clusters:
physical condition, compulsivity, general advocacy, and
medical histories.

It thus appears that beliefs about the seriousness
of one's disease can affect a number of variables, but
none are positively related to health status. It could
be hypothesized that the direction of causation is the
opposite of what might be implied by the health belief
model; that is, serious medical problems lead to belief
in the seriousness of the consequences of diabetes, and,
perhaps through rationalization, to the belief that good
health practices can be followed and will be effective.
However, the present study does not support the belief
that better reported compliance leads to better physical
condition.

Janis (1983) reported that people who do not
believe that their medical condition is serious, or do

not believe that they can do much about it behaviorally,
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are not very likely to follow a prescribed regimen or
take any preventive measures. It may be that the
doubters are realistic. Future research needs to
examine very carefully the cost/benefit ratios involved
in following a medical regime. If those ratios are
extremely high, noncompliance is an optimal strategy.
The insulin dependent diabetes cluster correlated
with the specific advocacy cluster, and, as pointed out
in the previous section, people with higher scores on
the specific advocacy dimension were more apt to have
medication changes. This relationship lends support to
the assertion that the advocacy manipulation was
somewhat effective. In addition, it appears that some
people wanted to learn advocacy skills. Since the
insulin dependent diabetes cluster correlated with the
specific advocacy cluster, it is likely that people who
felt uncomfortable with their medical regimes decided to
try out the advocacy techniques after reading examples
of their usefulness. It is also interesting that the
specific advocacy cluster correlated with the health
practice concern cluster. This again indicates that
those who scored highest on the specific advocacy
cluster were those who were most concerned about their

health.
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The External Health Control cluster also contained
a reasonable combination of five variables; three were
the health 1locus of control scores (at the three
measurement times), one was education and one was sex.
This cluster correlated with the General Advocacy
cluster, indicating that differences in external locus
of control and assertiveness may be a result of
differential socialization of males and females, as well
as dependent upon education. Males seem to be more
confident of their ability to control their health and
be assertive.

The O-Types analysis lent some credence to the
hypothesis that high cohesiveness could affect
physiological outcome measures. All people making up
the first O-Type were in the manual group. Half of them
had juvenile onset diabetes. They were very interested
in meeting other juvenile onset diabetics. Some had
been diabetic for years and did not know anyone else who
had diabetes. The other five people in this O-type were
adult onset diabetics; all were either currently
overweight or had been overweight in the past. The ten
people in this O-type were half males and half females.
They were all interested in starting a support group.
Two of the people that made up this cluster had tried to

get a support group going; one was a juvenile diabetic
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and the other was an adult onset diabetic. Both were
women., All of them were disappointed that they were not
assigned to the experimental groups. They rated the
overall program slightly above "somewhat good" (above
four on a five point scale). These people scored
high-average on the blood and physical condition
clusters, and very low on the cohesiveness cluster
(necessarily, since they were in the manual group).
People comprising the second 0-Type had been in the
experimental groups.  Six of the nine people were from
the second experimental group. Four of the nine people
were females. They had been active in their groups.
All attended at least 8 of their sessions (the mean
number of sessions attended was 9.67). Two of these
people had juvenile onset diabetes; the other seven had
adult onset diabetes. These people on the average were
heavier than the people that made wup the first type.
Although these people were very activé within the
"official" groups, and continued after the "official"
groups were terminated, they rated the overall program
just slightly over average. They scored lower on the
blood cluster, lower on the physical condition cluster,
and higher on the cohesiveness cluster than the people

who made up the first type.
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To summarize, the cluster analysis produced
impressively reasonable results. The dependent
variables clustered in ways that seemed rational in
terms of a priori theoretical considerations, or post
hoc analysis, or even both. Although the results.of the
experimental component of the study were discouraging,
those of the "naturalistic" component are interpretable,
suggestive, and perhaps encouraging for future
interventions.

General Observations

Perhaps some of the more interesting findings were
not those obtained through the wuse of traditional
experimental methodology. For instance, two people in
the study (both from the same group) met through the
study, and by the follow-up assessment had developed an
intimate relationship. The female was obese, so much so
that we were not able to weigh her at any of the
assessment periods. The male was bulimic. Both of the
people said that they thought the relationship was a
"good" thing for them.

One woman who was very involved in developing the
group dropped out. Before the "official™ group ended,
participants who were interested in recruiting new
members were asked to check with potential members to be

sure that they were not already participating in the
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study. The woman who dropped out was very upset by this
request. She thought that it was unethical to limit
their group. She thought that her group would be a
"life-saving activity" too important to limit. She
decided that the experimenter was unethical and refused
to participate in the post- and follow-up assessments.
She continued to be very active in the group. She found
a meeting place for her group, designed flyers to
advertise the group, and started new activites for group
members.

Both of the incidents that were reported above took
place in the same group (group 2), which had only twelve
sessions. Members of this group also shut off their
tape recorder at various times. They did not 1like the
idea of being tape recorded; they thought that they had
the right to shut off the tape whenever they wished.
This group also decided that they wanted more "medical"
information. They asked a dietician to come to a
meeting and give a talk on nutrition. The group invited
her to come and speak during the time that was scheduled
for their support group. They also asked one of the
participants, who worked in the library and who knew a
lot about diabetes, to give a presentation on research

that had been done on diabetes.
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By the time of the follow-up assessment, group 2
had started a swim night, an aerobics night, had
picnics, and scheduled several speakers. They had a
meeting place, held group meetings twice a month, and
had recruited new members. None of these events were
assessed via the formal dependent variables of the
"official™ study.

Group 1 was also interesting. It started with
three members. It was not until the beginning of the
third week that new members were recruited. New members
came into the group until the eleventh session. Some
members had finished their commitment to the study when
new members started. This group was much more low-keyed
than the other group. However, they did rebel. They
wanted more medical information. They were told that
the group was theirs and they could do anything they
wanted, provided that the decision was made by the group
as a whole, rather than by one or a few individuals.
The group then asked the experimenter to try to get a
physician to <come and give a presentation on the
glyco-hemoglobin assay. They wanted to know more about
the test that they were having done as part of the
study. The sessions were typically two hours long. The
group elected to have the physician come after half an

hour, so that they could still have half of the advocacy
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presentation, have the physician speak for an hour, and
then have a half hour to ask questionms.

Then a few members of the group decided that it
would be more interesting and more informative for them
to schedule speakers than to have more information on
advocacy training presented. The group members were
again told that it would be fine as long as the group
(not an individual) made the decision. The group never
made a decision on this matter. A few of the members
enjoyed the presentations on advocacy and would not
agree to give up the presentations. This group, which
had twenty "official" meetings, was continuing when the
follow-up assessments were conducted.

All participants in the study were told about
mid-way through the study that when the study was over a
pot-luck dinner would be organized. The pot-luck dinner
would give all the people in the study a chance to meet
cthers.who had participated, as well as giving people in
the manual group a chance to get involved in an ongoing
group, if there were one. Group 1l spent a lot of time
helping to get ready for the pot-luck. They got
permission to have the pot-luck at the church where they
were holding their meetings. By the time of the
pot-luck dinner they had a flyer made up and had

retained a speaker for their next meeting.
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Each group had flyers for the pot-luck dinner.
Each member brought a dish that people with diabetes
could eat; they were also asked to bring the recipe.
Family and friends were also invited. About 45 people
attended, few of whom were from the manual group. Each
group elected a member of their group to give a short
presentation about their group and their future plans.
Members of both groups spoke to each other about their
experience in the study.

There is thus evidence that this study succeeded in
ways not reflected in statistical analyses. The
participants were empowered, as demonstrated by their
rebellions. They formed cohesive groups, as
demonstrated by the continuation of the groups after the
study was finished. There were few dropouts from the
study, with 49 of the original 57 completing all of the
study; we have seen that one dropped out as an ultimate
rebellion, and another dropped out because of pressure
from her husband. Thus the rather mediocre verbal
evaluations of the intervention may be compromised by
rebellion, and at any rate are probably comparable with
much higher ratings by studies with >the usual high
dropout rates. Our general observations, then, suggest
that part of the apparent failure to confirm that the

intervention was effective is related to an
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inappropriate, or at least incomplete, choice of
dependent variables.

Suggestions for Future Research

The present study suggests several directions for
future research. One important direction is having
people with diabetes decide on the independent and
dependent variables that should be manipulated and
measured. In the present study some of the important
findings were not "measured," but directly observed.
The people involved are the subject of interest, and
they will affect the findings of research and be
affected by the changes that occur. Possibly more
changes will occur if the people who are the object of
the research decide what variables are important to
measure.

The word conformity becomes important here.
Conformity implies that the patient is following the
advice of a physician or other health care provider.
Researchers then measure the degree to which the patient
follows this advice. From the physician or health care
provider's perspective the patient is simply told what
to do. Choice is not an option. In working from this
medical perspective, variables such as
glyco-hemoglobins, weight, blood pressure, and health

beliefs are important. These variables may indeed be
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important in sustaining 1life. But from a patient's
point of view the most important variable may be his/her
quality of 1life. Patients may not be interested in
physiological measures. The choice of the focus of
change or treatment is not one that should be made by
the physician or health care provider, but one that
should be made by the person affected. If the patients
are allowed to define the goals, and possibly even the
methods to reach the goals, more satisfaction and
progress are likely. For example, a physician may
decide that a patient is too heavy, that his or her
glyco-hemoglobin readings are too high. The patient
makes no contact with glyco-hemoglobin readings, and may
not care much about either variable. The patient may be
more interested in whether or not he or she can drink
beer on Friday night. Maybe drinking beer on Friday
night is worth dying sooner for. In summary,
researchers need to consider the goals of patients as
well as those of physicians. The key word may then
become cooperation between the experimenter and the
subjects, rather than conformity to the wishes of
medical personnel. Such an approach may make the
experimental manipulations appear to be much more

powerful than is now the case.
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Social support appeared to be an important
variable. However, it seems clear that if support
systems are going to make a difference in the lives of
people with diabetes, research needs to include all
types of support, as described above.

Educational information for a person with diabetes
is a must. It seems important for the process to begin
soon after a person is diagnosed. If they are begun
early, before the "diabetic life styles" are set, it is
more likely that they will be effective. It is clear

that these educational classes need to be extended over

a longer period of time. An important component of
these classes should be the discussion of the
limitations of medical solutions. This may motivate

people to make changes in their lives.

It also seems important for these classes to target
specific behaviors that are to be changed. The
educational classes need to be more action-oriented,
making the support group activities less intellectual
and social and more oriented toward bringing about
changes in appropriate behaviors.

Chronic disease research also needs to be
longitudinal in nature. Since the topic of the research
is long-term, researchers in the field need to set up

long term research programs that are able to measure
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long term effects of different dinterventions. For
example, Wilson, Kaplan, Heitzmann, & Sandler (1985)
conducted a study of weight loss programs with
diabetics. they found that, although weight changes did
occur during the study, the glyco-hemoglobin assay did
not show changes wuntil the 18 month follow-up period.
This supports the need for more long-term research.
Finally, future research needs to be based on a
careful distinction between the two types of diabetes.
The two types are medically different, and the present
study provides some evidence that the two types of
diabetic people may respond differently to psychological
interventions, as well; the cluster analysis showed a
relationship between specific advocacy and insulin
dependent diabetes. Proposed interventions should
consider the different needs and goals of the two kinds

of diabetic people.
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APPENDIX A

ey s ey s

People With Diabetes

Joinin with other people who have dia-
Al betes in"a FREE.special MSU study

designed to help you deal with the prob-
4t lems of your disease.
CALL TERRY CRONAN
at 332-6342
for further information
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STATE JOURNAL Sunday. July 1, 1984 3B

Metro Rbundup

Disabled vets instailed

The chay of Disabled
AL e el
ve installed new of-

officers are:. Patricia
Light, commander; Phyllis
Rowlee, vice commander;
Beverly Rowlee, junior vice com-
mander; leve Pizzo, chap-
lain; , treasurer; and
Lucille Mosher, adjutant.
Nancy greets Kiwanis,
‘Two Lansing Kiwanis Club mem-

bers were among the 15,000 Club
leaders and guests

Lansing Kiwanis president Rich-
ard ankeer llevice pruedz;
Howard L. Ganong Jr. represents
one of the 8,100
tions around
vention, which was held June 24 to
2.

‘The Club’s agenda included com- 13 b

munity service reports for the past

lubs from 78 na- General
the worid at the con- i

EMERGENCY

Food: 372-6330
(8 0.5 pum. Man-Fri)

Energy: 1-800-292-5650

Emergency
Outreach: 676-1065
o (14 pum Mon-Fri).

tional officers. Kiwanis boasts of
having 311,000 members, its high-
est membership count in its his-
tory.

Study needs diabetics

Terry Cronan, a Michigan State
University : student, is

pwﬂ le interested in partic-
ipating in her smezm improve
health-related beha of diabet-
ics.

Cronan would like to enlist at
least 60 adult volunteers who have
received some ional instruc-
tion about diabetes. The study has
by the human sub-

year and the election of interna- 332
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The Detroit News

Comics / Celebritiecs / Wigather
Thursday, July 19, 1984 .
Science 222-2300 ‘

SCI/TECH
A .=
BRIEFING

Diabetic research
documl student at. chhmn State Univer-
diabetics will

The volunteers must be from the Lammg area
and must have previously had some education
about their disorder. The program will provide
educational materials to all participants. Some
will also attend meetings for five weeks, when
they will have access to counseling and a support

group.

Student Terry Cronan’s research is supported
by the umvamly, ing General Hospml and
Ingham M Cenux It is financed partly by
the Michigan Department of Public Health.

Participants will receive free blood sugar
tests. Those interested can call Ms. Cmnnnat
517/332-6342.
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APPENDIX B

Self-Advocacy and Social Support for the Diabetic

Dear Potential Participaat,

1 aa a resesrcher from Michi
scudying prog: hat might improve health behaviors in
like you, have diabet We vould like te fiad ouc vhether or . net
more traiaing will help you cope vith your disease bstter. This
training is agc furcher ed tion about diabec The
training is incended to help you to 4_ the information and to help
you deal with your diabeces on a daily basi

a State Unxv.nuy. I am

Ve  8%e crying to gec pesple to participace ia chis study. The
study will last five veeks. If you agre participate in the
study, We will assign you to one of two differeat progra

If you are assigned to ome group, we will
a wveek for a ctotal of five veeks. The cla
0

k you to meet twice
will be held from
. The classes will

G
be two hours per evening.

you are assigned cto cthe second group, you will be given
informacion intended to help you cope with the problems associated
with disbeces, but you will noc be asked to actend cl
However, you will be asked to provide the same information to us
that is provided by the other group. We
[ during the scudy once
2, a4 agein chree soaths sfcer
you are noc the ¢
phone o other pteplt thet ace

e viin loatcilatveT R

assigned to the same
of “cthe peaple in your
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Participaat Agre

- king au puu:xunu to:
al

gned to one of the ‘two

omplel to'vhich you's

Pll’ttciplﬂtl may withdraw at any time without pemalcty.
c. participate in a follow-up evaluation.
d. keep daily log books on your daily activities.
e. allow program scaff access to your medical records. The

information ve will get from the records includes: number

complications, blood ctescs results,

vhich vill iaclud

Fecorda, duo of diagnosis of diabe

any ocher
relevanc medical infor

and
tion about your diabetes.

I agree to:

keep all of your information snonymous ia all

discussions or reports aad confident: at all ciames.

b. provide imascructions.

c. provide informacion about the results upon complecion of
the program.

d. pay for blood work which will be done for the purpase of
this research project.

Signed Date

Participaat

Project Director

Wictness
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Code No.

Historical Questionnaire

Address

Telephone aumber

Sex Male Female _____ Dace of Birth

Marital scactus: ____ single married — widow or widower
— separated ____ divorced  ___ remarried

Ethaic origia: ____ White — American Indian — Black
— Arabic  _ Asian — Hispanic
— Other (ple LT LT L —

Number of hours workad per week

Educacion, highest grade complete

Do you have health insurance? No Yes

£y

please specify the name of the company.

Date of diabecic di.

Blood glucose level at diagnosis

Diagnosed Type II (non-insulin-dependent, adult) No Yes

four blood glucose level ac last examiaation va

Are you taking any medication? No ____ Yes

Lf so, what is ic? How much are you taking?

When did you begin taking it? Dute
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Hlave you ever received any educational instructions ou diabetes? [L so,
please specify:

where

When

Total number of hours of instruction

What was included in the instruction? Pl

describe briefly.

Have you ever been hospitalized? If so, please list the reason and dace(s

llave you experienced any cowplications Erow your diubetes? 1L yes, pleusc
specify, when the complicacion occurred and whecher you are axperiencing
any symptoms presencly.

Uo you have uny medical condition bewides diabeues? LL 30, pleuse specily:

“lease specify cthe relacionship to you of any member of your family who

Wve diabetes:

Cumily Lacom

velow 310,000 $20,001 - $25,000
510,000 - $15,000 $25,001 - $30,000 ____
315,001 = >20,000 above $30,000

Physician's N

weighe lbs. Height

inches

Ulood Prossur

Letc: Right:







Code Number

For each

For example:

—80%__

The person vho filled in the statemeat h-ls-v-a that he or
responsible for 802X of his or her

Part 1.

Part 2.

Z believe that I am responsible for
aed.

Beliefs sbout col

1.

2.

3.

Beliefs about cthe comsequeaces of h

state
aumber that you

182

Health Belief Scale

fits the sta

ical care.

va =

quences.

perceat of ay

I believe that the life expectancy of the average
person with UNTREATED diabetes would be snortened
b

years.

Tht muli:y ol life of cthe aver
ITR]

vould be r

There are

y prob

The average person with diabeces “ho goc |ea¢
back ______

aedical treacment wvould
of life expectancy from the

ctrea

person with
educed to
Daccent of vhac it veuld be vichowe EaBeTE

chances out of 100 cthac the

on wich UNTREATED diabetes would
rious :olpli:l:ienl (like eye probl
kidoey probleams)

lch practices.

ears

nn-.

The averags persos uich disbates vho folloved
h

alch pr
ldllxliunll

The qualicy of life of the average pers

y.hrs e it apectaney.

vith disbeces vho got good aedical trestaenc
would percent of what it would be

1t :n-y aTTmot have diabece
The quality of life of the ave:

ra.

on with

disberes who yo yoo wedical crescaeac aad

0od health

uld be

p-r:-n: of Uhat it vobld be Lf :nay did Aot nave

diabetes.

The average person with diabet
medi cr would decr
a: serious complications to

who got goad
se the chances

out of 100.

she

G hllel. write ia the blaak space oa the left the
st

was
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person vith diabeces vho got good
treatment and followed goad health
practices vould decresse the probability of
serious complications to chances out of 100.

In order

of

8 ' and be uuxnu to

money, and will pu-r. PL, estimate below what

perfection you think you can achieve in each case.

"Took at sa example in each of cthe four areas covered in the
table below.

Part j. lllllfl about Ability :n Folluv Health Ptlc:ict
fol. h practice: to counter: i

the of amedical care, a person with 100% of the ideal
vould know just how to find the best medical care
They would have the ability to find the best doctors,
pharmacists, hospitals, and other health care professionals as
needed. If you felt that you had three-fourths as much ,g_um as
Jgu veuld vrits 73 (for 75 per cent) 1

able.

t, the "ideal patienc" would be able to
ry to plan and prepars perfect u-a-:tc
only sfford half as much time as the ideal, you
ould rite o 50 ia che secoad Slaak down, second blank over.

3. Ia the ar it might be
equipmeac, club 98, or profession
s 1desl amount of exerci yo £fo

the ide 1. You vould vrite F100% 1a the third blaak down, third
leak overs

of exercis
hi

a hn.uy. if you have only a quarter of the will power necessary
to en; in  ideal health practices, you would write a 25 in cthe
Soccon right blank.

shead and fill in your best gu. ac cthe perceatage
the that you think you Les briag co caring for yeus diavec
Fill 1n 16 blanks below vith your best estimate.

Berconcage of Zach

Abilicy Tiwe Money Will Power
Medical Care ey A

viet AR R FR:

Exercise AT = s S
Good Health et AL

Practic
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Iadicators of Health Behaviors

below, please indicate the percent of the tiame
4 ibed i the.statement.

For each stal T
that you perform the

For example, if you vere on insulin you aight answer as follows:
39 I take my insulia percent of the time.
of cti

3

You vould just juc cthe perc you take your iasulia ia
e .

the left

1 - on medication do ot answer the amedication
auescions. ' Go Go the diee fuectionss

E

PR dication program ______ percent
of the time.
——— 2. I take ay asdicacion vithia 30 siauces of the
correct ti —_ percent of the time.
IR Dl T ] percent sure chac I alvays cake
the cor T lount of tio
Liec
——— 4 ____ perceat of the food I eat is on amy
dlec plan.
—— 5. L eat ____ percenct more food than I should.
e s LGy perceat of my food at regular
Sxercise
——— 7. 0On che average I exercise days a week.
— 8. On cthe average I oxercise for ainuces a day.
9. When I exerci, I work percent as hard
e as I should. ===
Genergl
10. I test my urine duily percent of the time.
11. I check ay foet daily percent of the time,
12. I consult ay physician on the average svery

days. S —
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ASSESSING ASSERTIVE DEHAVIOR

Date

= —_—

Directions: Indicace how characceristic or dascriptive asch of the following
scacemeacs is of you by using che code given

I

LLILI

3 3+

LU L | |

7.

8.
29,
30/

I

+3 very of ms. y
rather characteristic of ms, quite descripcive

+1 somewhat characteriscic of ue, slightly deseripcive
-1 somewhat me, slightly

=2 racher uacheracteristic of me, quite zcndescriptive

3

-3 very of e,
)ﬁﬁm&l_uumml&v‘muum\n
!h-wh—tnndu-h-u cepe dates because of ll’m

Cer OF waltress.
careful to sveid hurtisg ocher people’s fealings, evem whes I
ta3

‘some to considerable trouble to shov me serchandise
1s 2ot quite suitable, I have s difficult cime in ssying "No."
uhdudll_ﬂa..!mutumwm.
tines vhea I x-l for s good,
ahesd a8 most n-v- uw put.u-
:t- take uv-uu of me.

and
c to say u -c:nu;v- persons of the emun sex,
calls to business sscablishmests

? it
§
H ?

:
£
.f
H
]
i

Tacher apply for e job or fov u-uuau to o college by
writing lesters them by goiag chrough with perscual iatervievs.
1 fiad it emberTassing Co recurn’merchandise.
£ o close Tes rela xv-vmuuyu|-,!wud-:m
=, feelings racher than expros

ay saacyaace
have avoided uu.u qwuau Tar foar of sounding stupid.
Duriag s u-n—: am somecimes afraid chac I vill gec 00 upsec that

correct, I vill have che audience hear ay poiat of viev as well.

1
e fumed sad.respecied lecturer aakes o statement vhich 1 thisk s
L svesd u.\.u. over prices vith clerks and selesuen.
When I have done eomeching
about

ctanc or worchwhile, I manege to let

1f somecus hes been spreading false sad bad stories abouc ve, I
"have a talk” sbouc it.

Tescaurant and elsevhers.

omecizes just don't kuow whec Co say.

1£ a couple nesr me in & theacrs or &€ & leccure vere coaversiag

racher loudly, I would ask them to be quiet OF to take cheir coaver=

sacicn elsevhers.

Anyoue actempcing to push shead of me in & line {§ (n for s good bactle.

1 quick to exprese ea opinica.
Just caa't say aayching.
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Code Number

Health Locus of Comtrol Scale

se evaluate on a 6 point scale the exteat to which you believe
of.the following statemeats. The scale values are as follows

D1

Agre.

Strongly
Agr.

Agree
“ s

1. If I ctake care of myself, I cam avoid illa

2. Vhenever I get sick it is because of something
I've dome or not

vhac I do, if I am going to gec sick
P gec sick.

S. Most people do not realize the extenc to which their
illae;

3. Good health is largely a macter of good fortune
are controlled by accidental happenings

6. 1 can oaly do vhat ay doctor tells me to do.

7. There o many scrange disea: around chat you
can never kaow how or when you aight pick ome up

4. Whes I feel ill, I kmow it is because I have not
been getting the proper exercise or eating right.

9. People who never get sick are just plain lucky.

10. People's ill health r

ults trom their own carelessne

——_1l. I am directly respomsible for my health.
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Code No.

Date

Post Assessment Medical Hiscory Questions

Address

Street Ticy Tate Zip

Telephone number

Dace of Birth

Your blood glucose level at last examinaction vas

Are you taking the same medication?  No Yes

Lf new, vhat is it? How much are you taking?

When did you begin taking it? Dace

Have you hospitalized in the past couple of monchs? [f so, please
lisc the reason and dace(s

Have you experienced any new complicacions from your diabetes?
If yes, please specify, vhen che complication occurred and wnether
or a0t you are experiencing any sympctoms presencly.

Do you have any newv medical condition besides diabeces’
If so, please specify:

Physician's Name

weight Lbs. Heighe taches

Blood Pressure:  Lefc: Righc:
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Code Number
Dacte
Sociometric Questionnaire

of all of your group

On the actached sheet you will fiad the na
members. For each of the activities listed below, ple in che
names of the p. fr group with whom vaula'"ecel
comforcable; arrange the n ia order of preference, from lefc to
right, and write as many names as you-wish on line (you may use
initials to save time and space).

outside of clas

L. To whom would you say "hello" if you saw ches

cings?

2. With whom would you carpool to group m

3 Whom would you imvite to share ia a social activicy?

4. With whom vould you discuss you medical program?

5. If you were experiencing problems with your diabeces,
whoa would all

6. Whom would you invite to a party you were givin

Whom would you call for a chac?

If you vere experiencing marital or family problems,
with whom would you discuss them

9. Whom would you consider a close friend?
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Code Nuamber

Dace,

tions about the Manual

reiveaess asesns to stand up for your ava

press your anger, to reach out to
others, to express your affeciion, co be more
direcc.

T F 2. An aggressive peraen violates his/her own rights
by faili ings, thoughts,
and beliels, and consequently peraits others o
violate him/her.

Empachic assertions involve clearly describing
how the other person's words concradict his/her
deeds.

Progressive relaxation is designed to increase

a person's avareness of the incernal sensacions
ociated with tension or anxiety and ac the same
time to provide an active coping skill Lor relaxiny
avay such reactions.

“nen seccing goals you need to define your goals,
conceatrace on subgoals, write cthem down,
seek out models

Internal dialogues are the ways you calk co ocher
people

T F 7. Ne

tive self-stacements are self-d

acing.

3 8. Social tears help people respond assercively.

T oF 9. When dealing with difficult sicuacions
nonassertion creaces an angry behavior cycle.

T F 10, Paople never respond negacively wnen you
respond reively.
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Code Number Dace

Evaluation

The following questionnai designed to in the evaluation
of this prograi lease respond to the following items based upon
your feslings and percepcions sbout the program. four comments will
be helpful in the planning of future progra

L. How many ions did you attend?

2. The purpose and goals of the program vere:

1 3 ¥ o 5
never lictle somewhat explained Fully explained
explained  explanation explained precty well (very clear)
(unclear)  (not very (somewhat  (clear)
lear) clear)

3. The length of time for each mesting wi

1 2 3 . s
oo sharc tisfactory oo long
toa shart too loag

4. The number of group sessions vas:

1 2 3 & |-
too few  somevhat  satisfactory  somewhac too many
fow too long

5. The pace of each program was:

1 2 3 . 5
too slow  somewhat  just right somevhac oo fasc
too slow too fasc

6. The discussions and macerials presented in this program were

1 2 3 s
uot useful somewhat neither relevanc and
for ame unuseful useful or useful for me

Aot useful

7. The opportuniiy to pacticipate wnd coatribute in the program was:
1 2 3 . H
poor noc very neicher precty excellent
good poor nor good

good
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2 PROGRAM EVALUATION

8. Do you think chat nppxyxng what you learned in chis program to
your daily life can

1 2 3 “ H
not helpful not very neither preccy ery helpful
ac all helpful helpful nor  helpful to ae
to ae unhelpful

9. Do you think that you could make use of the techniques used/taught
in this program in the future?

1 2 3 “ s
a0t easily somewhat maybe precty very ily
uneasy easy

10. O a scale of 1 through 5, please evaluate the following:

Noc omewhat  Neither  Precty Very
useful unuseful ful or helpful helpful

useful o
unuseful

a. Handouts 1 2 3 “ s
5. Discussion 1 2 3 “ s
c. Exercises 1 2 3 “ s
4. Role Playing 1 2 3 . 3
1l. Was che program:
4. Organized in presencing macerial?

1 2 3 “
Not at all not very somewhac precty much  Very much
L. .Clear in conveyiny intormacion’

2 3 “ s

Not at all not very somevhac precty much  Very auch
4. loteresting?

1 2 3 “ s
Not at all noc very  somewhac precty much  Very much
12, Would you recowmend Lhis proyraw to a Lricnd?

1 2 3 “ 5
not likely somewh somewhac precty likely ery likely

lllllxklly
13. How would you rate this program overall?
:

s
poor  somewhat average somevhat excellenc
poor good






What did you like most about the progri

e include any co
planning of this progr:
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3 PROGRAM EVALUATION

nts which may help in the future

b.

What did you like least?

What would you reco:

nd to improve this program?

THANK YOU!






APPENDIX C






193

APPENDIX C

SELF-ADVOCACY AND SOCIAL SUPPORT FOR THE DIABETIC

By

Leah K. Gensheimer and Terry Cronan

Do not copy or gquote from this manual without
permission of the authors.

the
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SELF-ADVOCACY AND SOCIAL SUPPORT
FOR PEOPLE WITH DIABETES
Preface

This manual is a guide for group leaders who wish
to help diabetic people become more assertive and
develop social support. It was not designed to be a
"cookbook" which one could follow in detail to
guaranteed successful outcomes. Such a product probably
cannot be written. This manual is offered in the hope
that it will be of some help to diabetic people who
would like to become more assertive and to develop the
social support that they may need.

Much of the material which follows was taken from
three primary sources: Your Perfect Right (Alberti &
Emmons, 1982), Don't Say Yes When You Want to Say No

(Fensterheim & Baer, 1975), and Responsible Assertive

Behavior (Lange & Jakubowski, 1976). Concepts,
philosophies, exercises, etc., originated by these
experts 1in the area of assertion training, were read,
sorted, and organized to produce an introductory manual
for diabetic people. An attempt was made to identify
specific sources, to give appropriate credit and to
provide the wuser of this manual direction on where to

locate further information/details.
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Session 1l: Introduction
Objectives
1. Establish rapport between self and participants.

2, "Break-the-ice" and have group members introduce
themselves.

3. Provide participants with a clear wunderstanding of

the goals of the group. Define the way the group will
be run.

Self-advocacy Training

1. Increase participants' awareness of what is meant by
assertive behavior, highlight major obstacles which
interfere with appropriately asserting oneself, and
discuss society's impact on one's behavior. Emphasize
the learning process involved in any form of behavior.
2. Begin to develop in members an assertive belief
system. Help participants identify and accept their own
personal rights as well as the rights of others.

3. Discuss with the participants how the second part of
the group will be structured.

Social Support Section

1. Get the group started. Give the participants the
first set of tasks to be completed.

Handouts:
ACTIVELY BECOMING MORE ASSERTIVE
MYTHS

BASIC HUMAN RIGHTS
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Means to Objectives

Introduction
1. Rapport Building

a. Greet group members as they enter the room.
Introduce yourself and ask members their names as they
arrive. Make small talk if time permits.

b. Provide a formal introduction. This should include
the purpose of the group and what is expected of the
group members.

2. Breaking-the-Ice: Introduction

Have group members introduce themselves in a manner that
will demonstrate the facilitative processes which will
later be used in the group (covert rehearsal, modeling,
behavior rehearsal).

Instruct members to close their eyes and think of two or
three statments they will use as a means of
introduction. Tell them that they are to state their
names and four words which they feel best describe
themselves. Allow one or two minutes for group members
to think of their responses (covert rehearsal). Then
begin by stating your name and four words you've chosen
as characteristic of yourself. In this manner, the
facilitator serves as a model, demonstrating the type of
response requested, and assisting those group members
who may not have been clear on what was expected of
them. This is also intended to ease anxiety or tension
among those who may be apprehensive about speaking out.
Continue around the group until all members have

introduced themselves. This provides beha ral
rehearsal of those statments previously rehearsed in the
trainees’' minds).

Note: This exercise may facilitate spontaneous
discussion among group members, who may question one
another on their choice of words to describe

themselves. Welcome such spontaneity, especially since
the nonassertive individual is often reluctant to talk
out among new individuals or within a group setting.
Care, however, whould be taken to prevent some members
from feeling excluded or becoming bored.
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Procedures and goals of the group

All the sessions will be tape recorded. Only members
of the research team will be allowed to listen to the
tapes. The reason that we will be recording the
sessions is that we want to follow what is happening
in the group. This might help us in future groups.

The sessions will be divided into two parts.

The first part of the session will be more
directive. The purpose is to learn self-advocacy
skills., I will present materials each meeting on

ways to become a self-advocate. We can discuss as a
group the materials that are presented. We have asked
each one of you to keep a log book. One of the
things we have asked all of you to record in the 1log
book is situations in your life in which you were an
effective self-advocate and events in which you were
not an effective advocate for yourself, but would
like to have been. In the first part of each meeting
we will discuss these events. We hope that such
discussions will help you as well as other group
members.

The Goals of the Group

The goals of this group are:

. To teach you the distinction between
nonassertive, assertive, and agressive responses to
specific situations.

2. To help you develop an assertive belief
system which involves sincere concern for individual
rights by assisting you in identifying and accepting
your own personal rights, as well as the rights of
others.

o I To reduce existing cognitive (thought)
and/or affective (emotional) obstacles that may keep
you from acting assertively.

4, To suggest ways for you to find different
resources that are available in your community.

5. To suggest ways for you to meet other people
who are similar to you.

Goal number three should be clarified by
providing examples of cognitive and affective
obstacles which may inhibit assertive responding;
e.g. irrational thinking, excessive anxiety, feeling
of guilt and/or anger. Briefly explain the behavior
cycle involved which facilitates assertive
responding:
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The less anxious one is,

the more confident one becomes
in situations that require assertive behavior;

the more confident one is,
the more likely one is to engage in the behavior;

the more practice one gets,
the more successful outcomes there will be.

In clarifying goal number 4, stress the fact
that becoming more assertive is an "active" learning
process which will require motivation and effort on
the part of the person trying to change his/her

behavior, Explain how the previous introduction
exercise (thinking of what one will say, listening to
others introduce themselves, and then actually

introducing oneself) was an "active practice method,"
which will be one technique used in the classes.

Tell the group that assertion training is not
intended to teach people how to manipulate others,
nor 1is it a miraculous cure-all for everyone's
problems or difficulties. Rather, it is a way to
increase one's ability to express one's feelings,
beliefs, and rights openly and honestly, as well as a
way to help one consider the rights of others. It
increases one's confidence and self-esteem. The
extent to which a person will benefit from these
classes will depend on how much effort he or she
takes in practicing the skills and techniques
taught.

Self-advocacy Training

1. "Assertiveness" - What Is It?

a. Question group on what "assertiveness" means
to them. Shape their responses to coincide with the
definition presented on their handout, ACTIVELY

BECOMING MORE ASSERTIVE. List key elements on the
board. Stress how engaging in assertive behavior is
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one way to become the person they want to be, and
thus to come to feel good about themselves and
increase their confidence and self-respect, as well
as their respect for others.

Point to those items outlined on the board and
comment on how "great" being assertive sounds. With
this, pose the question: "Why, then, are some people
nonassertive?"

b. In response to the above question, comment
on the three significant barriers to self-assertion
identified by Alberti & Emmons (1982):

1. Many people do not believe that they have
the right to be assertive.
("Do I have the right to tell my boss I
can't work later tonight?")

2. Many people are highly anxious or fearful
about being assertive.
("I know how to do it, but I'm afraid!")

3. Many people lack the social skills for
effective self-expression.
("But I don't know how to start a
conversation with those I don't
know well.™)

c. Discuss how these barriers to personal power
and healthy relationships stem from the influence of
society on one's behavior.

Distribute MYTHS handout and allow members to comment
on the assumptions set forth. Tie discussions and
comments together by stating that these and similar
beliefs tend to be perpetuated by our own social
structures.

To help demonstrate how nonassertive behavior has
been instilled in us by our culture (and the learning
process involved), conduct a brief lecture on how the
basic structures of the family, educational,
business, political, and religious systems squelch
assertive behavior and reinforce nonassertiveness.
The following outline was derived from material
presented by Alberti and Emmons (1982, »p. 5-11,
14-15) and is presented here to provide some ideas to
guide lecture or discussion.
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The Civil Rights Movement:

-Women, children and members of ethnic minorities
have often been taught that assertive behavior is the
province of the white male adult. This also makes
things difficult for the nonassertive, white male.

-The women's movement: The ratification of the Equal
Rights Amendment has met great resistance from
various special interest groups, legislators, and the
President. Further, women's new efforts at
self-assertion have faced opposition from employers,
husbands and, in some instances, from women
themselves.

In the Family:

-The individual (typically the child or adolescent)
who states his/her thoughts, beliefs or feelings, or
decides to speak up for his/her own rights is often
ignored or promptly censured. Wives or husbands may
sometimes be treated in the same way.

-Examples:
-"Don't you dare talk to me that way."
-"Children should be seen and not heard."
-"Never let me hear you say that again."
-"Why don't you grow up?"

In the Educational System:

-The quiet, well-behaved child who does not ask
excessive questions and passively obeys the teacher
is looked upon favorably. Those who complain, raise
questions, and "buck the system" are usually dealt
with via disciplinary action.

In Business:

-One learns not to "rock the boat" in an
organization, and that becoming a "company man" means
maintaining things as they are and not questioning
the system.

-The boss is "above" and others are "below" in some
hierarchical order, and those below are obliged to go
along with whatever is expected of them by those
above, even if such expectations are clearly
inappropriate.
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In the Church:
-The teachings seem to imply that being assertive is
not the "Christian" thing to do.

-Emphasis is placed on fostering such qualities as
humility, self-denial, and self-sacrifice, even at
the expense of personal gains or satisfaction.

All of these behaviors are learned somewhere along the
line. They can also be unlearned; new, more effective
and self-enhancing means of responding can be learned to
take the place of previously self-defeating or stifling
behaviors.

2. Building an Assertive Belief System:

Begin to develop in members an assertive belief system.
The purpose here is to merely introduce the group to
basic rights every human being is entitled to.
Throughout the course of the workshop, this belief
system will be further developed.

a. Distribute BASIC HUMAN RIGHTS handout. Read
sheet aloud, clarify and discuss the materials
presented.

b. To demonstrate how these abstract statements
relate to their everyday lives, instruct group members
to brainstorm all possible personal rights they can
think of, stemming from those outlined on the handout.
List their responses on the board.

Examples:

-The right to get what you paid for.

-The right to ask about prescriptions we're taking.
-The right to make mistakes.

-The right to dislike your relatives.

-The right to ask "Why?"

-The right to ask for help.

-The right not to laugh at jokes.

-The right to ask questions about our health.

-The right to refuse food or drink that we
should not have.

-The right to take a nap.

-The right to question our medical treatment.
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3. Discuss with the participants how the group meetings

will be structured.
The second part of the session will be structured to
encourage cooperation among group members. People
define groups differently, but overall we can say
that a group is made up of people that work together,
that people want to be a part of the group and the
group wants them to be a part of it. When people are
put together a group can form, but there is no
guarantee that this will occur. One reason that
groups form is that they allow people to meet other
people who have common interests and concerns. In
this group all members have something in common; all
of you have diabetes. Some of your interests and
concerns are probably similar.

People who have worked with groups in the past have
found that, when an outside person was present, the
group was very different than when no outsider was
present. The reasons for this are not completely
clear. What we do know is that if group members work
together without having an outside group leader from
the onset, the group seems to last longer. Also,
many people report that they are more satisfied with
the group. So, for the second part of each session I
won't be here. I will be available if you would like
to consult with me on an occasional basis.

Before you begin the second part of each
session, I will give you a list of tasks or questions
that I would like the group to discuss and make some
decisions about. I would 1like you as a group to
write down your decisions. When you are finished,
before you go home, I would like you to give me a
copy of what you decided to do.






203

SOCIAL SUPPORT SECTION

Give the group participants the following tasks.
Make sure members have the necessary recording
materials.

1. Elect a chairperson and a secretary of the
group.

2 o Discuss what these people should do.
Certainly the secretary will need to keep minutes of
the meetings.

35, Since there will be new members coming into
the group each week, you need to decide on a way to
allow new members to feel welcome. The way to do
this is by forming a welcoming committee:

a. Decide who will be on the committee.

b. Decide what they will do.

c. Ask the committee to establish a
procedure for welcoming new members.

4, Decide on a temporary method that will allow
people to get in touch with other members of this
group should they need to do so.
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ACTIVELY BECOMING MORE ASSERTIVE

Group Leader: Time:

Location:

"It is a means to stand up for your own rights, to express your
anger, to reach out o others, to express your affection, to be
more direct. Most importancly, it is one means co become the per-
son you vant to be, to feel good about yourself, and to demonstrace
your respect for the rights of ochers

(Alberti & Emmons, 1978)

\hac_are che Overall Goals of This Workshop?
The goals of the vorkshop are:

L. To teach you the distinction becween nonassertive, assertive,

and aggressive responses o specific situacions.

2. To help you drvelop un ammeccive belief syscem which has high
positive regard for one's rights by assiscing you in idencifying
and accepting vour own personal rights as vell as cthe rights of
others.

3. To reduce existing cognitive (thoughts) and/or affective (emotional)
obstacles cthac may inhibit you from accing assertively

4. To develop in each one of you a vider repertoire of effective and
appropriace assertive skills through active practice mechods.
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Society often evalustes human beings on scales which make some people
"becter" than others.

L. Adults are becter cthan children.
. 2. Bosses are becter than employees.
3. Men are better than vomen.
4. Physicians are better chan plumbers.
5. Teachers are becter than students.
6. Government officers are becter cham voters.
7. Generals are becter cthan privaces.

8. Winners are better than losers.

ken (rom: Alberti, R. E. and Emmons, M. L. A guide to assertive living,
Your Perfect Righe. San Luis Obispo, California: Impact
Publishers, 1982, p. 4.
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Assertive Philosophy:
*Everyone is entitled to act ulnrti‘uly and to express honest
cnaunu. feelings, and beliefs

Basic Assertive Rights:
1. We all have the right to ri

ect from other people

the:

2. n- o :h- right to have needs and to h
b as other people’s need: Meoaswei, W RvE
the rsgm to aak (not dnnmd? that other people respond to
our needs and to decide whether we will take care of other
people’s needs.
3. We all have the right to have feelings - to express these
feelings in ways which do not violate the uunny of other
the right to feel tired, happy, depre: + sexy,
11ly).
4, e the right to decide whether we will t other
expectations or whether we will act in ich fit

long as we act in ways which do not violate other people' s

S. We all have the right to form our own opinions and to express
these opinions.

Taken from: Lange, A.J. and Jakubowski, P
Ce tiv i

Responsible Assertive
ral D du Tor Trainer
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Session 2: Discussing Problems and Solutions

Objectives
Introduction

1 "Break the ice" and have group members introduce
themselves. Include any welcoming procedures decided on
by the committee on the previous week.

2. Provide participants with a clear understanding of
the goals of the workshop. Define procedures which will
be employed.

3. Briefly review the materials covered previously.
Self-advocacy Training

1. Teach participants the distinction between
nonassertive, assertive, and aggressive responses,
including verbal and nonverbal behavior associated with
each.

20 Provide a rationale for homework assignments
(self-monitoring procedures) and demonstrate the

recording of assertive situations.

Social Support Session

1. Have each member of the group discuss some of the
problems that he/she faces. Have group members generate
solutions to each member's problems.

Handouts:

DEFINITIONS

A COMPARISON OF NONASSERTIVE, ASSERTIVE AND AGGRESSIVE
VERBAL BEHAVIORS

ASSERTION EXERCISE

A COMPARISON OF NONASSERTIVE, ASSERTIVE AND AGGRESSIVE
NONVERBAL BEHAVIORS
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Means to Objectives
Introduction
1. Breaking-the-Ice-: Introductions

Turn the meeting over to the welcoming committee, which
will take over introductions from this point on.

2. Group Goals and Procedures:

Review the materials presented in session 1.
3. Recap Previous Session:

a. Briefly review major topics discussed during
last session. Specifically highlight: what is meant by
assertiveness; how everyone has the right to appropriate
expression of feelings, beliefs, and thoughts as well as
the right to stand up for their own personal rights.

b. Review the log books. Question participants as
to whether thy have used any of the assertion techniques
discussed in the previous sessions. If so, what were
the results? You may suggest role-playing recorded
situations in which a member(s) indicated dicontent in
how s/he responded. Allow other group members to offer
corrective feedback and suggest alternative means of
handling the situation.

Self-Advocacy

1. The Distinction Between Nonassertive, Assertive, and
Aggressive Behavior:

a. The Basic Components

Distribute DEFINITION handout, read and discuss.

Elaborate on the definitions by adding the
following comment obtained from Lange and Jakubowski
(1976, p. 7-10).

Nonassertive:

-Person violates his/her own rights by failing to
express honest feelings, thoughts, and beliefs and
consequently permits others to violate him/her.

-Expressing one's thoughts and feelings in an
apologetic, timid manner causing other to disregard them
easily.
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-The Basic Message communicated:

"I don't count, you can take advantage of me."

"My feelings don't matter - only yours do."

"My thoughts aren't important - yours are the only
ones

worth listening to."
"I'm nothing, you're superior."

A nonassertive person shows lack of respect for his
or her own needs. We can summarize the goal of
nonassertion as the desire to appease others and to
avoid conflict at any personal cost.

Aggressive

-Involves directly standing up for one's rights and
expressing thoughts, feelings, and beliefs in a way that
is often dishonest, wusually inappropriate, and that
always violates the rights of others.

-The goals of an aggressive person are domination
and winning, forcing the other person to lose.

-Winning is insured by humiliating, degrading,
belittling or overpowering other people so that they
become weaker and less able to express and defend their
needs and rights.

-The basic message communicated is:

"This is what I think - you're stupid for
believing
otherwise."

"This is the way it is - forget your way."

"This is what I want - what you want isn't
important."

"This is how I feel - your feelings don't count."

Assertive:

-Involves "respect" for oneself and for others.

-Involves standing up for personal rights and
expressing thoughts, feelings, and beliefs in direct,
honest, and appropriate ways which do not violate
another person's right.

The basic message communicated is:
"This is what I think."
"This is what I feel."
"This is how I see the situation."
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Compare these behaviors in terms of:

-Characteristics of the behavior.

-Your feelings when you engage in this behavior.

-The other person's feelings about him/herself when
you engage in this behavior.

Distribute a COMPARISON OF NONASSERTIVE, ASSERTIVE
AND AGGRESSIVE BEHAVIOR handout. This will help
facilitate the discussion.

b. Nonverbal Components

Distribute ASSERTION EXERCISE sheet. Allow several
minutes for group members to complete the form. Go over
and discuss.

Under the nonverbal behaviors we have "shaking a
fist in someone's face." This is a pretty aggressive
behavior. Looking at the floor while talking to someone
is a nonassertive behavior. A relaxed, non-slouched
body position is an assertive nonverbal behavior.
Number 4 is nonassertive, number 5 is aggressive, number
6 is assertive, numbers 7 and 8 are aggressive, number 9
is nonassertive, numbers 10 and 11 are aggressive, and
number 12 is nonassertive.

Under the verbal behaviors numbers 1, 5, 8, and 10
are assertive behaviors. Numbers 2, 4, 7, 9, and 12 are
aggressive behaviors. Numbers 3, 6, and 11 are
nonassertive behaviors. If you missed any of these, go
back over them and try to decide why the behaviors would

be classified as they are. If you are unsure after
re-reading the behaviors, go back over them when you are
through reading this manual. The answers should be

clear then.

Have group members fill in A COMPARISON OF NONASSERTIVE,
ASSERTIVE AND AGGRESSIVE NONVERBAL BEHAVIOR sheet.
Point out the role of nonverbal behaviors and the impact
of such actions (body language) on statments being
made.

c. Explain reason for filling out log books.

When you agreed to participate in these classes we
gave you a log book; the reason for this was that we
wanted you to keep a self-assertion log. The reason we
asked you to do this was that keeping a log of your
assertive behaviors will increase your understanding of
the behavior; the log provides a more objective view of
how you behave in real-life situations; it is a way for
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you to see whether or not you are becoming more
assertive. It also helps to identify common patterns or
problem areas that you may want to work on. Lastly, it
is a record of your progress and personal growth and it
may motivate you to continue your efforts at changing
your behavior. Please don't forget to fill out the log
sheets.

Social Support
Present the group with the following:

Groups like Alcoholics Anonymous have found that
their members need to find out just what kinds of
problems each individual member faces, and how members
meet and conquer their problems. Diabetics, like
everyone else, are bound to have problems and to have
found ways to solve them. Tonight the group has learned
the distinction between assertive, nonassertive, and
aggressive behavior and responses. When you discuss
each member's problems, try to generate assertive
responses. After each solution is suggested, members
should ask themselves whether the situation is one in
which the person should be advocating for themselves,
and whether the response is assertive, not aggressive.
The group should try to come to a majority agreement on
a decision.

In order to decide what this group can do, you need to
identify these problems and solutions. Therefore,
tonight the group should:

LYy Have each individual member of the group state some
problem that has been presented in his or her 1life by
diabetes. The secretary should record very carefully
each different problem. Repeat problems need not, of
course, be recorded separately.

2. After each member has had a chance to state a
problem, each member should state a solution, if one has
been found, to a problem. It might be the person's own
problem, or a problem presented by someone else. The
group should get a consensus on each members' problem.
Again, the secretary should record each solution so that
no suggestion will left out.
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For example, a problem might be:

Linda has received several dinner invitations, which
she would like to accept. The problem is that most
of the invitations for dinner are for late meals.
Linda needs to have her dinner fairly early. On one
hand, Linda feels upset because she would like to
accept the invitations; on the other hand Linda is
afraid of what might happen.

People in the group might suggest a solution such as:

Eat your snack at dinner time and this might get you
through until dinner. Or, ask the person extending
the invitation to make the dinner earlier and explain
why.



|25,
;!!
gt
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DEFINITIONS

Nonassertive - That type of interpersonal behavior which
enables an individual's rights to be
violated in one of two ways: (a) the
person violates her/his own rights
when s/he permits her/him to ignore
personal rights which are actually
very important to her/him or (b) the
person permits others to infringe on
her/his rights. Involves letting
someone else take away your rights.

Assertive - That type of interpersonal behavior
in which an individual stands up for
her/his legitimate rights in such
a way that the rights of another are
not violated. Assertive behavior is
a direct, honest, and appropriate
experssion of one's feelings,
opinions, and beliefs. High quality
assertion also includes an empathic
component which shows consideration
and respect for the other person.

Aggressive - That type of interpersonal behavior
in which an individual stands up
for her/his rights in such a way that
the rights of another person are
violated. The purpose of aggressive
behavior is to dominate, humiliate,
or "put the other person down"
rather than to simply express one's
honest emotions or thoughts.
Involves demanding your rights without
respecting the rights or others.
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ASSERTION EXERCISE

ertive (NA), assertive (A),

NONVERBAL

1. Shaking fist in somecne's face.
2. Looking at the floor while talking to someone.
3. Relaxed, non-slouched body position.

4. Inaudible voice (extremely quiet; cannot hear what's
being said).

5. Loud shouting.
6. Direct eye contact.

7. Standing very clo to somecne while telling them off.

8. Giving scmeone the fing

9. Sitting sideways, looking out the window while talking
to your professor.

10. Staring fixedly or squinting.
11. Excessive clearing of throat.

12. Covering mouth when speaking.

VERBAL

1. "I'm sorry I can't do that, I have too much to do."

2. "Get the hell out of here."

3. "I'm sorry I brought the idea up, your idea is better."

4. "Don't give me any stuff. Just do it the way you're
told!"
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5.

12.

"I need your opinion on this if you have the time."
"It's hard for me to tell you how I feel."

"You are totally unreliable and I will never lend
you anything again.

*I;m reslly sorry to interrupe, but do you thlnk
would be at all possible for you to turn your

Stareo down a 1ittlos I'a having difzicaicy’

reading next door.

"I won't wait a minute. You're going to listen to
me NOWI"

"I know what I did was wrong, but could you please
let me tall my side of the story?

"on, -u, um, huh, I que
the project.

2713 phone and cali my hosband ca cance
vations.

I could stay lace o
won't be any problem.
our reser-

"You made three typing errors on this form! Next
time be more carefull®
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The following self-check M-crhimu n lxlx‘ 4
60 interpersonal u:hm to th
.

are L Twenty J
eash of ne 90 percent to 100 percent ur
ment on uxu-ltvin‘ each utut on,

Carefully read each situation and cunuy ncn  response s
either rtive (+), (=) (N

Examples:

Situation Response

1. Husband gets silent, instead guess you are uncomfortable talk- |
of “saying what's on his mind. Ln‘ about what's bothering you.. I |
You say, think we can work it out if you tel !

me what's irritating you.

2. A rri.nd has asked you for You're taking advantage of me and
ond time this week to I won't stand for it! It is your
2 her child while she responsibility to look after your

ids. You have n own child.

rran o
:hilﬂrln of yeur own and
you' respon
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Sitwetion [T . :,'N,
3.An susndant 2t 3 gs saton you fre  Ome =
e I e

Your g cap. You notics this and retum to
inquire abaut It and you say,

4. You'd liks 3 raise and sy,

s.s-_-:mvuuu-mnnhb | am pressed for time today and can take you 10 3 conven-
comvenient because you're late, have afew  lent bus stop, but | won't be able 10 take you home.
@mands, and the drive will take you out of
Your way. You say,
& Swdent enjoyed. the isacher’s caw and Ve
/ou maks the material interesting. | like
ke Y the way you texch
7. Ye
::::-!-u:vm:umwu | thought we agreed last Tussday that you would have a
“.c-uu_ ;-u“:-l-u talk with Barb about her behavior at school. So far there's
-‘.Mv-.-ym ] caried  been no action on your part. | sull think you should Lalk 1o
2 her s00n. 1'd prefer sometime tonight.

%A commities. mesting is being sstablished. Well' | guess It's OK. I'm not going o be able Lo atiend very
The time is convenient for other peaple but much but It fits everyone sise's schedule. —
ot for you. The Umes are set when It will
be next 1o imposuble for you 10 atiend
rwpularly. Wihen asked about the time, you
y,

9.1n 2 conversation, 3 man sddenly says,  Faimes and equalley.

“What do you women libbers want any-
way?" The woman respands,

10 You've been iking for @ while with 3 I'm weribly sorry but my wpper's Suming, and | have 10
fiond on tve telephons. You would ike 1o et off the phons. | hope you don't mind. —_—
end the convensation and You 82y,

11.A married man persists In asking you out | like our relationship the way It is. | wouldn't feel comfort-
for 3 dat, saying, “Come on honey, what  able with any kind of dating relationship—and that includes
harm can It do t0 30 10 lunch with me just  lunch.
this onca?” You respond,

12 At 2 mesting one perion often inamrupts  Excute me. | would fike 1o finish my siaiement. —_—
you when you're speaking. You 53y,

13, Youareina hardaell camera store, and you  Wel, OK, | guess that's pretty much what | was Iooking for.
have been pressured 1o purchase an item.  Yes,
You say,

wppose 1"l get It —_—







Siustion

14. A biind person approaches and ks you ©©
purchass some matariais. You resmond,

u.r-._u-—ual—y As the
Puts lundry in the washer, parent
m

ls.V-n-u—n-u-ib-ﬁ
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Remponse 2 1w,

You ‘people-think™ that just becauss you'rs biind, people
have 1000y, 3fY from you. Well, I'm cartainly not going
e

Don't forget 15 balance the losd. Maks sure you push the
mmyul-mumm

mhumuu—lﬁmmwwumln

tried 10
-imu-t-.mall-mv-
again with e same magazine propasition.
You say, .

17. Kids upstairs are making a lot of noise. You
bang on the ailing and yel,

18. An acquaintance has asked 10 borrow your
car for the evening. You sy,

15. Wife tsils husband she'd liks 10 rewm to
hool. He dasn’t want her 10 do this and
v,

mn-ﬂm*-hdmh-h
work. You a,

:\.Wu—na--.mmr-
arrives home from work and geu angry
when It is not there immediataly. You my,

22. You've taken a sit 10 the clasners that you
plan 1 wear for 3 coming special occasion.
When you g9 to pick It up, you fiad that
there's aholeiin it. You say,

73. You are having trouble writing 2 paper and
don't know exactly what further informa-
tion you nesd. You sy,

24. Roommate about 10 leave for work tells
You that a friend of his needs a ride that
afierncon and he has volunteered your
services. You my,

25.A friend pramised 10 coma W 3 wecial
party and then falled 10 shaw up. You call
nd after 2 few minutes of social comverss
tion, you say,

Y maga-
mllyﬂd.b.lkuymuunnmnmm-
Batiar Business

Hey you! Knock off the noise!

1 don't know . . . Wall, it's not worth gesting into a fuss
about IL. You can borrow it, but | should wam you that
1've besn having trouble with the brakes.

Why wouid you want 0 do that? You know you're not
capable encugh o hande the extra work load.

| know. you are fired and hungry and would liks 10 have
dinner immediataly; but | have been doing some sculpiing
which s important to me. | will have dinner ready 1oon.

1| planned to wear that tonight. Aren't you people responsi-
bis snough to do something about It

1 really must be dumb but | don't know whers 10 begin on
this paper.

You've g0t your nerve committing me without asking first!
There's no way ['m going to the airport today. Let him take
acab like everybody sise doss.

1 undersiood that you muﬂ\luwmvplﬂvwlvw
didn't come. | feel bad about not having you there.
‘What happened 10 you?

=
orN






Siuetion

x.Awuim-uamuuhmn-b
Perately nesds you 1o canvass the srest for

 charity. You don't want
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ap.lemh-mnlmwﬂh-umm
=Y, 5ye6" Ho says I'm always gatiing invoived in too many

7. You are.at 3 mesting of seven men and one
woman. At the beginning of the mesting,
the chairman asks you 10 be the scrsary.
You respond,

28 You are wam taaching but you're doing all

the planning, teaching, interaciing and
evaluating students. You sy,

29.The bus is crowded with high school st~

dents who are alking 10 their friends. You
want 10 gat off but no one pays atisntion
when you szy “Out please.” Finally, you
ay,

30. Student comes lste 1o clas for the third

time. Teacher

n

Man asks you for a date. You've dated him
once before and you'rs not inwrwsied in
dating him again. You respond,

32.The local library calls and asks you

rewm 2 book which you never checked
ouL. You respond,

. You ars in a line at the sore. Someone
behind you has one Item, and asks Lo st In
front of you. You say,

. Parent is aiking with a married child on the
telephone and would like the child 10 come
for 3 visit. When the child politely refuses,
the parent says,

. Employer sends a memorandum stating that
there should be no mors toll business calls
made without first getting prior permission.
One emplayes responds,

36. Your husband expects dinner on the Lble
when

e arrives home from work and gots
angry when It is not thers immediately.
You respond,

Jorry things ke this.
No, 1, gick and tred of being the secretary just because
lyn-n._-m-
DHSEN

Wa're supposed 10 be tsam teaching and yet | ses that | am
dolng all the wark. 1'd like to taik about changing this.

What is the matiar with you kids? I'm suppased to get off
at the next comer!

‘When you're not hers at the beginning of my lecture, | have
10 repeat parts of mry lecture and that takes exira class time.
V'm gutting bothersd by your tardiness.

On, I'm really 30 busy this week that | don't think | will
have time 1o see you this Saturday night.

What are you tiking about? You people better get your
records straight— never had that book and don't you try 10
make me pay for It

| realize that you don't want 10 wait in line, but | was hare
first and 4 really would like 10 gst out of here.

You'rs never available when | need you. All you ever think
about is yourself,

You'rs taking away my professional judgment. It's insuiting
10 me.

| foel awful about
hungry. ..

dinner. | know you're tired and
all my (ault. I'm just a terrible wife.







Stvation

37.Plans 10 vacation togsther are abruptly
changad by friend and reportsd to you on
the phone. You respond,

38, Parent s reprimanding the children when
they haven't cleaned up their room and seys,

39. Your roommats habitually leaves the room
amess. You sy,

40. Your husband wants 10 waich a football
ame on TV. Thers is something eise that
You'd liks 10 watch. ¥ou uy,

41. Parent is annoved that school counselor has
ot done anything about son's conflict with
3 teacher. Parent says,

42. Supervisor has just berated you for your
work. You respond,
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Ao
Waw, this has really Taken my by surprise. 1'd liks 10 call
your back after I've had some time lo digest what's
s

You've got t bW worst, kids in the whole clry! If | had
known parenthood was going to be liks thi, | would never
Nave had any kids acalll

You're a'mess and our room is 2 mess.

Well, ah, honey, g0 ahead and waich the game. | guess |
cauld do some ironing.

1 have asked the school 10 investigats the situation in my
son's classroom and It concerns me that nathing has been
dome. | must insist that this situation be looksd into.

| think some of your criticisms are true, but | would have
liked your being les personal about tailing me about my
shorzoming.

7=

orN

interupt you. The child has now again in-
wrupted you. You say,

44.10 is your tum 1o clean the apariment,
which you have negiecud 1o do several
times in the Last month. In a very caim tone
of voice your commate asks you 1o clean
up the apaniment. You say,

45. You're the only woman in a group of men
and you're asked L0 be the secretary of the
mestings. You respond,

46. A feliow tsacher always tries 10 gat out of
oing his twm of team teaching and asks
You again 10 take his tmn. You say,

47. An acquaintance has asked 1o borraw your
car for the evening. You sy,

43. Loud stereo upstairs s disturbing you. You
tetephone and say,

I cant listen 10 you and talk on the phone at the same
time. 17 be on the phone 3 few mors minutes and then
wel alk.

Wauld you get off my back!

I'm willing 10 do my share and taks the notes
futwre mestings, I'd like us to share the load.

time. In

Well ... . | guess that'd be OK sven if | do have 3 splitting
headache.

Are you crazy! | don't lend my car 1o anyone.

Hello, | live downsiairs. Your stereo is loud and s bothering
me. Would you please tum it down.






Sltuation

49. You have set aside 4:00 10 5:00 for things
You want or nesd 10 do. Someone asks t
00 you at that timé. You say,

5. Wife gets silent instead of saying what's on
her mind. You v,

51. Hushand has criticized your appearance in
fromt of your friends. You sy,

S2.A friend often borows small amouns of
money and doss Aot retwum It unles asked.
She again asks for a small loan which you'd
rather not give her. You ay,

53. A neighbor has been consanty borrowing
Your vacuum swesper. The last me, the
:h.'n-d-‘hllalu—’;,-

22/,

A mazr,
Wel, uh, | can e you gt that time. It's 4:00 Monday then.
Are you surs that's 3 good time for you?

Here it comes. The big slent treatment. Would it kill you 1o

| really fesl hurt when you criticize my appearance i

front
of other people. If you have something 1o oo
by 3 say, please bring

1 only have enough maney to pay for my own lunch today.

I'm sorry, but | don't want to lean my s
sweeper anymore.
The Last time | loaned it o you it was returned broken.

54 A woman is being intsrviewed for 3 job, in
the process of which the interviewsr looks
2t her lesringly and says, “You carainly
look like you have all the qualifications for
the job." She responds,

$5. Your mate want 10 g0 out for 3 lais night
snack. You'rs 100 Ured 10 g0 out and 53y,

56. You'rs walking 10 the copy machine when 3
fallow emploves, who always asks you 1o
do his copying, ks you where you'rs
going. You respond,

$7. Parent is alking with a married child on the
\eiephane and would like child 1o come for
2 visit. The parent &ays,

8. Your best friend has recently divorced. She
confides that she is currently sieeping with
several men and is not happy with this
situation. She says that she's not sure how

10 handle IL. You respond,

I'm sure | am quite capablé of doing the work here..

| really don't fesi like going out tonight. I'm too ired. But
11 go with you and waich you eat.

J'm going to the Caltics ball game. . . Where does it look like
I'm going?

| had a funny dream last night. | dreamt that the grand-
children came to visit me.

Well, | guess s true about what they say about divorcees
being an easy mark.
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5. Each night your roommate consistendy Please don't slam the doors—it's annoying 1o hear that late
sams the bathroom and bedroom doors, in the night. It wakes me up and | can’t gat back 10 eep. e
sither keeping you awake or even If you're
ot slesping, annaying you. You sy, P
.60. You are asked 1o serve on 3 commines. ' sorry.
You respond, .

Zaken from:
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Session 3: Evaluating Solutions

Objectives
Introduction
1. Have welcoming committee conduct introductioms.
2, Provide participants with a clear understanding of
the goals of the workshop. Define procedures which will
be employed.
3. Briefly review the materials covered previously.
Self-advocacy Training

1. Introduce the various assertion techniques: basic,
empathic, escalating, confrontative, and I-language.

2. Provide an opportunity for members to practice the
techniques through role playing. Explain what role
playing is, and the procedures involved.

Social Support Session

1. Have group members evaluate the previous solutions.
Present members with the tasks to be completed during
this session.

Handouts:

TYPES OF ASSERTION

HOW TO GIVE FEEDBACK
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Means to Objectives:

Introduction.

I Greet members as they enter. Make small talk.
Turn the meeting over to the welcoming committee.

2, See session 1 for explanations of the goals of
the group, and the definiton of procedures that will be
used in the group.

3. Recap Previous Session:

a. Briefly review major topics discussed during
last session. Specifically highlight: what is meant by
assertiveness; how everyone has the right to express
their feelings, beliefs, and thoughts appropriately, as
well as to stand up for their own personal rights; and
the distinction (verbal and nonverbal) between
nonassertive, assertive, and aggressive behaviors.

This last point can be covered conveniently by quickly
reviewing the DISCRIMINATION EXERCISE ON ASSERTIVE,
AGGRESSIVE, AND NONASSERTIVE BEHAVIOR assigned as
homework last session.

b. Review the log books. Question participants as
to whether they have wused any of the assertion
techniques discussed in the previous sessions. If so,
what were the results? You may suggest role-playing
recorded situations in which a member(s) indicated
discontent with how s/he responded. Allow other group
members to offer «corrective feedback and suggest
alternative means of handling the situation.

Self-Advocacy Training

1. Assertion Technigue:

Distribute TYPES OF ASSERTION handout. Inform
participants that there are many different ways to act
assertively, and these are just some techniques designed
to help them assert their rights in an appropriate and
effective manner. Stress that the information provided
on the handout is merely intended to serve as a guide,
suggesting alternative ways to respond, from which one
can select (and also modify) the method most appropriate
to the situation at hand.

Read handout over with participants, elaborating and
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clarifying the techniques outlined.
Skill Practice:

Provide an opportunity for participants to practice
the various assertion techniques by having them role
play personal examples.

2. Role Play Introduction

Ensure that the group clearly understands the role play
technique. Ask participants if they have ever
role-played before, or if they know what is meant by the
term. Explain what role play is:

A learning method in which an individual is asked to
take a "role" of another person or him/herself, and
enact (act out) the situation at hand as if they were
that character. Through role play, one can observe
and receive feedback on the effect of his/her
behavior and can practice new ways of responding.

Inform participants that role-play procedures will be
employed throughout the course of the workshop in order
to provide a chance to practice the techniques and
skills taught, to receive feedback from the trainer and
other group members on their behaviors, ane to observe
others role play and provide them with constructive
feedback.

Outline the Dbasic role playing procedures that will be
followed. (Write key words on board).

1. A situation requiring an assertive response
will be described by either the participants or by the
group leader.

2. Group members will be asked to volunteer to act
out the roles involved.

3. Those role playing the situation are to apply
the skills and techniques they have learned in training,
while the remaining group members observe.

4, Following the enactment, each member of the
group will provide feedback on what s/he observed.
Comments are to be directed at the actor's behavior,
taking into account the actor's application of skills
and techniques. Corrective feedback should be provided,
if applicable, along with praise and approval for
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appropriate and effective responses.

(At this point, it would be appropriate to distribute
and read over the FEEDBACK handout to provide trainees
with a clear set of guidelines for giving wuseful
feedback).

S Following feedback, the person receiving the
feedback should rephrase the feedback to ensure accurate
understanding. The receiver may then replay the
situation (behavior rehearsal), applying suggestions
made during feedback, or may request another group
member to role play and model a more effective
response.

NOTE: The above is designed only to serve as a
guide. Often variations in these procedures are called
for. This is left to the discretion and expertise of
the trainer, who should base specific procedures on the
needs of the participants. Role reversal procedures may
also be effective in certain situations.

Role Play Assertion Technigques

Attempt to diminish trainees' possible reluctance
to participate by stating that at first they may feel a
bit silly or awkward. However, the more they do it and
the more they put themselves in the role (by addin
personal touches which represent their individua
style), the more realistic the situation will be, and
the less awkward they will feel.

Start by giving an example. With the help of an
assistant, or an eager volunteer, role play the
appropriate application of an assertion technique
described in the handout.

Have members role play the various assertion techniques,
suggesting . that they select an incident recorded in
their logbooks. If no one volunteers, or the group

overall appears reluctant to engage in such
self-disclosure at this time, employ hypothetical
situations. These descriptive situations should be

prepared prior to the session, and their content should
reflect assertive situations of common concern to the
particular training group.
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Social Support Session

During this meeting each member of the group should
discuss the problem(s) that were brought up in the last
meeting. This should be an open session. Every member
should be free to offer both problems and solutions. If
you disagree with a solution that is offered, tell
everyone why you disagree. This should be a good time
to practice your self-advocacy skills. Every member
should resent his or her problem and discuss the
solutiongs) tried. Attached is a list of the problems
and solutions that were discussed in the last meeting.

Present the group with the following questions?
1, Discuss the solutions that were suggested by
members last week.

a. Were the solutions that were discussed last
meeting tried out? Was(were) the solution(s)
effective? Did any members use any of the assertion
techniques discussed earlier?

b. What solutions were not effective? Discuss
possible reasons.

2. What new solutions can be offered for unsolved
problems? Could the various assertion techniques be
used?

3. Write down solutions for each problem that is
presented.
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Types of Advocacy

1. Basic Assertion:

There are many different ways to act assertively.

A basic assertion involves standing up for one
beliefs, feelings, or opinions.

Examples:

When being interrupted:

's rights,

"Excuse me, I'd like to finish what I'm saying."

When being asked an important question for which you

are unprepared:
nyty

When returning an item to a store:

like to have a few minutes to think that over."

"I'd like to have my money back on this dress."

When refusing a request:
"No, this afternoon is not a good time for
you to come and visit."

When you would like something re-explained:
"I'm sorry I do not understand what you are

staying;

would you please explain it in simpler terms?"

Basic assertion also involves expressing
and appreciation toward others.

Examples:

"Thank you for picking up the papers."

"I like you."

"I feel better after having discussed this
matter with you."

"You're truly special to me."

"I really appreciate what you did."

2. Empathic Assertion:

There are also empathic assertions.
assertions involve making a statment that shows
listened to the other person and recognize that
situation or feelings. This is followed by
statment which stands up for your rights.

affection

Empathic
you have
person's

another
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Examples:

When two people are chatting loudly while a meeting
is going on: "You may not realize it, but your
talking is starting to make it hard for me to hear
what's going on in the meeting. Would you please
keep it down?"

When having some furniture delivered: "I know it's
hard to say exactly when the truck will arrive, but
I'd like a ball park estimate of the arrival time."

When you don't understand the directions for taking
your medication: "I realize that you are very busy,
and that there are other people waiting to see you;
however, I do not understand how to give myself these
injections. I would like you to give me a little
more time, so that when I have to give them myself,
I'11 feel more comfortable."

Empathic assertions are particularly good when dealing
with angry or upset individuals and/or superiors.

Example:

When telling a parent you don't want advice: "I know
that you give me advice because you don't want me to
get hurt by mistakes I might make. However, at this
point in my life, I need to learn how to make
decisions on my own even if I do make some mistakes.
I appreciate the help you've given me in the past and
now you can help me by not giving me advice."

3., Escalating Assertion:

Another assertion technique is called escalating
assertions. They involve increasing the assertiveness

a response in order to obtain a desired goal. First
you start with a minimal assertive response, intended to
accomplish your goal with a minimum amount of effort and
negative emotion and a small possibility of a negative
consequence. If the other person fails to respond to
the minimal assertion and continues to violate your
rights, you gradually escalate the assertive response,
becoming increasingly firm without becoming aggressive.
If the other person continues to violate your rights and
fails to respond appropriately, you can offer a contract
option. This involves presenting your original demand
in an "IF" - "THEN" statement, clearly identifying the
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consequence for noncompliance.

Example:

The speaker is in a theater sitting where it is
clearly marked "NO SMOKING" next to an individual who
is smoking a cigarette.

Minimal Assertive Response: "Would you please put
out your cigarette? This area is designated as no
smoking."

Escalating Assertion: "I asked if you would put out
your cigarette.

Contract Option: "If you do not put out your
cigarette, I will bring the matter to the attention
of the manager."

4., Confrontative Assertion

It is to be wused when the other person's words
contradict his/her deeds. Confrontative assertion
involves clearly describing what the other person said
s/he will do, and what s/he actually did, after which
you express what you want. Your statments should be
made in a "matter-of-fact," nonevaluative way.

Examples:

"I said it was 0.K. for you to drink some of my diet
cola as long as you checked it out with me first.
Now, I see you drinking the cola without having asked
me. I'd like to know why you did that?"

"Last week we decided we'd discuss and arrive at a
mutual agreement before giving the children
permission to stay out late on certain occasions.
Earlier today, Joshua informed me that you have
allowed him to go to that concert Friday night. Next
time, I want to discuss such matters beforehand, as
we had agreed. If there is a problem in doing this,
then let's discuss it now."

5. I-Language Assertion
This is a useful technique when asserting or expressing

difficult negative feelings. It is helpful in bringing
about an empathic reaction.
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Use the following formula:

When you ....(clearly describe the other person's
behavior)

The effects are ....(describe how the other person's
behavior affects your life or feelings)

I feel ....(describe your feelings)
I'd prefer ....(describe what you want)
Examples:

"When you borrow my things without telling me, I don't
know whether or not I've misplaced them, lost them, or
whether someone stole them. I start to feel upset and
angry. I'd prefer that you ask me before you borrow my
stuff."

"When you don't call to tell me you'll be late for
dinner, the food either gets cold or gets overcooked. I
feel annoyed and mad. I'd prefer you call and tell me
if you are going to be late, so I can plan accordingly."

Information taken from: Lange, A. J. and Jakubowski, P.
Responsible Assertive Behavior, Cognitive/Behavioral
Procedures for Trainers.







Feedback?

Faedback is a way of helping anocher person change his/her bahavior. It
is communicacion with asocher pesson p:uvxdxu. m:qm:nn about his/her
targeced behavior., Feedback help e how his/her behavier
is incerpreted by others, and Settar Iquipl the tadividual vich seans o
achieve his/her goal:

Cetcerta for Useful Fesdback:
1. s deseripeive vacher chan eveluscivel Give observacions aad
descripcicns, oot opinicns and judgmen:

2. Be specifigl Describe the specific verbal and nonverbal behaviors
4l; I l., eye concact, body position, voice valume, he said:
"I can't,”
Remember to heul on the b

ioe, noc the person.

3. Avaid scacing "how I would do it." Give informacion, noc inscruccions.
By doing chis, you allow the craines to maka cha choica on whac to do.
r feedback s for.the bemefit of che raceiver, noc che giver.

4. Give fesdback sgon after behavior.

S. Person gecting feedback should try to rephr:

dback o clarify
choughe:
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Session 4: The Role of Anxiety

Objectives

1. Turn over meeting to welcoming committee for
introductions.

2. Provide participants with a clear understanding of
the goals of the workshop. Define procedures which will
be employed.

3. Briefly review the materials covered previously.
Self-Advocacy Training

1. Continue to help members develop an assertive belief
system.

2. Help participants recognize how anxiety serves as a
barrier to self-assertiveness.

3. Provide participants with a way to overcome anxiety
through relaxation training. Include a rationale behind
using relaxation, and describe the procedures involved
in progressive deep muscle relaxation.

Social Support Session

In this session participants should discuss whether

or not anxiety is a barrier to their
self-assertiveness. Each member should discuss the
degree to which he/she feels anxiety. In what
situations does each person experience the most
anxiety? These situations - may not be specific to
diabetes; they could be situations at work, with family
members, with friends, with physicians, etc. Present

group with the tasks to be completed.
Handouts:
TENETS OF AN ASSERTIVE PHILOSOPHY

HOW SOCIALIZATION MESSAGES MAY NEGATIVELY AFFECT
ASSERTION

PROGRESSIVE RELAXATION OUTLINE (and CARTOON)






237

Means to Objectives: Introduction

1. Greet members as they enter. Make small talk.
Turn the meeting over to the welcoming committee.

2, See session 1 for a description of the goals
and procedures of the group.

3. Recap Previous Session:

a. Briefly, review major topics discussed during
last session. Specifically the distinctions (for verbal
and nonverbal cases) between nonassertive, assertive,
and aggressive behaviors.

b. Review the log books. Question participants as
to whether they have wused any of the assertion
techniques discussed in the previous sessions. If so,
what were the results? You may suggest role playing
recorded situations in which a member(s) was not content
with how s/he responded. Allow other group members to
offer corrective feedback and suggest different ways to
handle the situation.

Self-Advocacy Training

1. Building an Assertive Belief System: (The Basic
Philosphy of Assertiveness Training)

a. Continue to help group members develop positive
beliefs about assertion.

Distribute TENETS OF AN ASSERTIVE PHILOSOPHY HANDOUT.
Read aloud and discuss the handout briefly.

b. Help group members to accept their assertive
rights by challenging typical internal messages which
deny them their just rights and, in turn, inhibit their
assertive responding.

Distribute HOW SOCIALIZATION MESSAGES MAY NEGATIVELY
AFFECT ASSERTION handout. Read over and discuss
briefly.

2. The Role of Anxiety

Discuss how some people become so anxious when they
think about a certain situation that they, in effect,
become paralyzed, wunable to respond in the most
effective manner, even when they know what to do. Fear
or anxiety may inhibit the application of assertion
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skills or techniques. To prevent the unpleasant
feelings associated with anxiety, people often avoid
such anxiety-provoking situations and rarely or never
engage in assertive behavior; thus, they continue to
deny themselves their just rights. For example, a
person may be entitled to a raise but, because he/she is
so anxious around the boss, s/he never asks for the
raise. Other people feel very anxious around their
doctors. They have questions that they really want or
need to ask, but because of the anxiety they don't ask.
Other people have side effects or symptoms they are
concerned about, but do not tell the physician what the
symptoms are. You are paying a physician or any other
health provider for his or her service; you are entitled
to ask questions. By asking the physicians or other
health care provider questions or telling them your
symptoms, you are also helping them. If you can tell a
physician your symptoms, he or she may be able to change
the medication or another part of the treatment
program. If the symptoms are normal, you can put your
mind at ease.

Give an example of what can happen if you aren't
assertive enough to ask questions, for instance:

A woman about 40 years old was diagnosed as diabetic;
this was a very tramatic experience for the woman.
Shortly after she was diagnosed, while she was still
in the hospital, she was given an exchange list and a
sample diet. She read over the diet, and while doing
so she wondered if she could ever eat anything that
was not on the list. She never bothered to ask the
nurses or dieticians. Six months later I saw her in
a class for diabetics. After about three classes she
asked if she was ever going to be able to eat
anything besides what was on the sheet. If she had
been more assertive, she would not have had to eat
the same things for six months! She later said the
reason she hadn't asked before was that she was
nervous and didn't want anyone to think she was
dumb.

Ask if anyone can identify a situation in which
anxiety acts as an obstacle, dinhibiting them from
asserting themselves. If no one responds, provide a
personal example to facilitate disclosure.

Learning to be more assertive can help reduce anxiety;
however, sometimes a person's anxiety is so great that
it is necessary to deal with it directly. One such way
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is through relaxation training. It is very difficult to
accomplish a task when you are in a state of arousal or
under stress (e.g., have you ever tried to thread a
needle after you just noticed a split seam in your pants
and you see the headlights of your ride coming wup the
driveway?)

When your body and mind are in a relaxed, unaroused
state you are better able to focus on the situation at
hand. You can increase your ability to select an
appropriate and effective course of action. You are
also more likely to dispel irrational beliefs or fears
which may inhibit more appropriate means of responding,
and that in turn increases the likelihood that you will
engage in assertive behavior, and achieve more
satisfying results.

3. Progressive Relaxation

a. Present Rationale is designed to increase a
person's awareness of the internal sensations associated
with tension or anxiety, and at the same time to provide
an active coping skill for relaxing away such reactions.

Inform participants that by placing their bodies and
minds in a relaxed, unaroused state they:
-are better able to focus on the situation at hand
-increase their abilities in selecting an appropriate
and effective course of action.
-dispel irrational beliefs/fears which may inhibit
more appropriate means of responding and, in turn,
-increase the 1likelihood that they will engage in
assertive behavior, which is 1likely to produce more
satisfying results.

b. Introduce Progressive Relaxation Technique
Inform participants that this procedure is designed to
increase their awareness of the internal sensations
associated with tension or anxiety and at the same time
to provide an active coping skill for relaxing away such
reactions.

Provide participants with PROGRESSIVE RELAXATION OUTLINE
(and CARTOON), and request that they follow along while
you explain the procedure and model the appropriate
behavior. Make sure trainees know where each muscle
group is.

Provide participants with a means of self-assessing
their levels of anxiety. Describe and explain the "SUDS
Scale," which is simply rating one's physical feelings
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of anxiety on a scale of O to 100, "SUDS" is an acronym
for "Subjective Units of Disturbances."

Draw the following diagram on the board to further
clarify this scale:

0 25 S0 75 100

no tension very very extremely
completely relaxed tense tense
relaxed (maximum level)
Carry out relaxation exercise. Have participants

evaluate their 1level of tension before and after the
exercise, both subjectively (by employing the "SUDS
Scale™) and objectively (pulse rate). Following
exercise, obtain feedback on how participants felt about
the exercise.

-"Did you enjoy the exercise?"

-"How did you feel?"

-"What physiological reactions did you notice?"

Encourage group members to practice the relaxation
exercise at home. Stress the importance of practice.
For relaxation to become an effective coping skill, it
needs to be practiced so that it can become as automatic
as those reactions associated with tension or fear,
which are often induced by an anxiety- provoking
situation.

with learning any new skill, practice

Make an analogy:
e.g., driving a car, dancing, ©playing

is required;
tennis,

Homework

Distribute SELF-ASSERTION DATA SHEET, instructing
the group to continue to self-monitor their
nonassertive, assertive, and aggressive behaviors,
Request that they begin to identify particular obstacles
which tend to interfere with their asserting themselves.
Some examples of obstacles are anxiety, wrong beliefs,
lack of skills, or resistance from significant others.

Instruct participants to practice relaxation at home and
to practice wusing the different types of assertion
techniques discussed in the beginning of the session,
whenever the opportunity avails itself.
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Social Support Session

In this session participants should discuss whether
or not anxiety is a barrier to their
self-assertiveness. Each member should discuss the
degree to which he/she feels anxiety. In what
situations does each person experience the most
anxiety? These situations may not be specific to
diabetes; they could be situations at work, with family
members, with friends, with physicians, etc.

Present the group with the following questions:

1. Discuss the situations that produce anxiety for
each member in the group. The secretary should write
down each anxiety-producing situation. Are there
situations that are anxiety-producing for several
members of the group?

2. Discuss how anxiety relates to being assertive
for each member.

3. How can the anxiety be reduced for each person
in the group? Can progressive muscle relaxation be used
for some of these situations? What other solutions
might be effective? The secretary should write down all
anxiety-producing situations and the solutions that are
suggested for each member. Make sure that each member
contributes to both the problem identification and the
solution. Each member's anxiety-producing situations
should be addressed.
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TENETS OF AN ASSERTIVE PHILOSOPHY

Assertion - rather than manipulation, submission, or hostility -
enriches life and ultimately leads to more satisfying personal
relationships with people

Beliefs:

1. By standing up for ourselve
others, we gain self:

and letting ourselves be known
pect and respect from other people.

2. By trying to live our lives in such a way that we r hurt
anyone under any circumstances, we end up hurting ourselves
other peop.

3. When we stand up for ourselves and express our honest feelings
nd thoughts in direct and appropriate , everyone usually
benefits in the long run. Likewise, when we demean other

pecple, we also demean and lved agually
loses in the process.

4. By scarificing our integrity and denying our personal feelings,
relacionsnips are usually damsged or prevented from developing
Likewise, person: ationship are hurt when we try to control

othars through hostility, intimidation, or guilt.

S. Personal relacionships become more authentic and satisfying
when we share our honest reactions with other people
not block others' sharing their reactions with us.

6. Not letting others know what we think and feel is just as self-
ish as not attending to other people's thoughts and feelings.

7. When we frequently sacrifice our rights, we teach other pecple
to take advantage of us.

8. By being assertive and telling other pecple how their vior
affects us, we are giving them an opportunity to change their
behavior, and we are showing respect for their right to know
where they stand with us.

Taken from: Lange, A. J. and Jakubowski, P. Responsible Assertive
Behavior, Cognitive/Behavio: Procedures for
Tainers Chensaion, ITiisor Research Press,

1376, p. 55-56.
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How Socialization Messoges May Negatively Effect Assertion

Soclalization Messope
Think of others first:
gve to athers even if
you're hurting.
Dot be seifish.

B¢ modest and hum-
ble. Don't act wper-
ior @ other people-

Melp other peoole-
Don't be demandint-

e understanding
ook wivid

Effect on Rights Effoct on Assartive B - Hoalthy Messope
| have no fight 10 When'| hive ¥ canflict with some-  TO be seifish means that 3 penon
places his desires bafore practicaly

place my nesds one siss, | will give in and sty
“bove thoss of other e other porson's needs and forgst
people’ about my own.

It undesirable to build yourself up 3t
the expense of ancther person. How
ever, you have a5 much right 28 other
people 1o shaw your abilities and take
pride in yourself. 1t is heaithy (o enioY
ane’s accomplishments.

| have na right 10 do
anything which
imoly

That | ceive. When I'nrin 3 mesting, | wil

o
| have o nght 0 wv-li’lnhllhlz‘:i:;l:‘
o 8 L wrid 2
1 don't unh-‘.nl-lliv ntarrupt

et

ingme

wm
1 il
ncrease from ™Y

| will not ask ™Y grifriend
ciprocate avort
ot ask for 3 P3Y
employer:

| have o gt @
make reauss o
other peopie-
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Socialization Messape Effect an Rights Effect an Assertive Bebavior Hesithy Messoge

Ihave noright 10 do | will not say what | reaily think or It is undesirable to deliberately Lry 10

anything which fesl becaum thac might hurt some- hurt others. However, it is impossible

Don’t hurt other might hurt someone  one eise. | will Inhibit my spontane- 15 well 23 undesirable o try (o govern

people. eise’s foalings or de- ity 5o that | don't impuisively sy  your (ife 30 2 10 never hurt anyone.
MNate someons eise’s - samething that would accidentally
" hurt someane else. -+

eisa’s foslings gt occasionally hurt. To
do otherwite would result in your
. being phoney and in denying other
people an opportunity 1o learn haw t0
handie their own feelings. Remember
that some people gt hurt because
Reproduced from: Lange, A. J. and Jakubows! P.  they's unreasonably sensitive and
Responsible Assertive Bahlvxnr, others use their hurt to manipulate
rﬁ!—";“"‘—""“:gmﬂﬂm If you accidentally hurt someone
or Trainers. ampa.
earch Press, 1976.,, el g bt

C. Thomes, Pubiisher. P. A |skubowskl, Amartive behawier ind the clinical prosiems of wamen.
B e 4 vt (00, P gy e e oo o & e o
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PROGRESSIVE AX. N_OUTLINI

A Cntnl Guidelines

1.

2.
3.
s,
5.

6.
?.

Pind a location with minimal distractions. (Optimal
conditions: quiet room, alone, easy chair, dim light)

Sit in a comfortable position.

Close eyes.

Tense only one muscle group at a time,

Tense muscle to 70%-80% capacity. (90%-100% capacity may
cause auscles to craap or body to tremble, an indication

too much tension.) If you experience pain whils tensing,
top immediately.

Tense each major muscle group for 5-8 seconds.

When you the word "RELAX" or “NOW" immediately release
the t-nllon Ln m-: muscle, -(Say these words to yourself.)

Wait 10-15 seconds, focusing your attention on the sensa-
tions associated with the relaxed state, e.g., looseness,
warmth, heaviness, tingling in the muscl

Sreathing pattern should coincide with :nnu/ruleu- cyc-u.
Inhale upon tensing and deeply exnale during re tage

Progre
Take care not to ten:

systomatically throughout the major muscle groups.
muscle previously relaxed.

Repeat tense/rel cycle twice for each muscle group.

Once all muscles have been relaxed, sit quietly for a minute
or twe, remaining with your eyes closed focusing on the
pleasant sensation of being totally relaxad.

Come back to normal condition by counting backward, from
10-0, becoming more and mors awars of your surroundings
and body as you approach zero.
Evaluate your physical stat
a. Rate level of :-nuen/r-l.unun before and after exerci
Use a ten point scal
1 2 I p-] 6 28 -9

Extremely relaxed Highly te
(Melting away) (Uptight

b. Take pulse rate befors and after exercise and compare
differences.
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Progressive Relaxation Outline

3. Qrder of Muscle Croups

1.
2.
3.
&,
5.
6.
7.
8.
9.

12,
13.
16,
15.

Make a fist with right hand (hand and lower forcarm).

Make a fist with left hand (hand and lower forearm).

Tense bicevs muscles of right arm.
Tense biTeps muscle

of left arm.

Raise forehead muscles up toward ceiling (forchead, scalp).
Prown (forshead, scalp).
Squint eyes together (upper face muscles).

Clench: teeth together (jn. lower face muscles).

Pull chin downward :owltd chest while preventing it from

touching th neck amuscles).
?uu back shoulder blades attumptln‘ to make them touch,
a deep breath and holding it as you do so.(chest,

Thouitens‘ind upper vack)s

Tighten stomach muscles as if in anticipation of a punch
to the sTomachn (abdominal muscles).

Pull right toes toward head (calf and lower leg).
Pull left toes toward head (calf and lower leg).

Push down with right toes to arch foot (foot). 1

Push down with left toes to arch foot (foot).
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Session 5: Obstacles to Self Development
Objectives
Introduction

13 Introduce welcoming committee and have them welcome
new members.

2. Provide participants with a clear understanding of
the goals of the workshop. Define procedures which will
be employed.

3. Briefly review the materials covered previously.
Self-advocacy Training

1. Provide participants with a set of  Dbasic
goal-setting procedures.

Social Support Session

Have each individual in the group think about specific
goals they would like to achieve. Have members discuss
obstacles which prevent them achieving the goals they
would 1like to. Present members with specific tasks to
be completed.

Handouts:

WHY GOALS ARE IMPORTANT

SETTING GOALS

GUIDELINES FOR ASSERTIVE GOAL SETTING
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Means to Objectives
Introduction

1. Greet members as they enter. Make small talk.
Turn the meeting over to the welcoming committee.

2. See session 1 for a description of the goals
and. procedures of the group.

3. Recap Previous Session:

a. Briefly re w major topics discussed during
last session, especially how anxiety serves as a barrier
to self-assertiveness. In addition, review progressive
deep muscle relaxation.

b. Review the log books. Question participants as

to whether they have wused any of the assertion
techniques discussed in the previous sessions. If so,
what were the results? You may suggest role-playing

recorded situations of which a member(s) indicates
discontent in how s/he responded. Allow other group
members to offer corrective feedback and suggest
alternative means of handling the situation.

Self-Advocacy Training

1. Goal Setting

a. Stress the need for individuals to develop specific
goals if one is to become more assertive.

Distribute WHY GOALS ARE IMPORTANT handout. Read aloud
and briefly discuss.

b. Teach participants the basic procedures involved in
goalsetting (either long or short-term goals), and have
them begin to consider personal goals they would like to
work toward as these relate to assertive behavior.

Distribute SETTING GOALS and GUIDELINE FOR ASSERTIVE
GOALSETTING handouts. Read aloud and discuss,
clarifying the procedures involved.

Comment on several additional points:

-Initial attempts at being assertive should have a
high 1likelihood of success. (You want the
individual's successful outcome to serve as
reinforcement for assertive behavior.)
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-Goals are not absolute. As often as one implements
strategies working toward initial goals, situations
change and it becomes necessary to reevaluate the
situation and modify or set new goals.

-Remember that there will always be some failure in
one's striving to be more assertive. One cannot
realistically expect 100% sucess; however, the more
attempts are made at being assertive, the greater the
number of successes one can expect.

Social Support:

Give the group members the topics to be covered
tonight along with the appropriate recording
materials.

1. Each person in the group should be asked to
write a list of things that keep them from doing what
they would 1like to do. When these lists are
finished, every person in the group should be given a
chance to point out these obstacles in the group
itself, in the family, or in interactions outside the
family.

2 When these items have been discussed,
arrange to have someone assemble the items and omit
those that overlap.

3% Have a group discussion of what can be done
to remove these obstacles.
a. Analyze goals that are being

frustrated. Were the procedures for setting goals
appropriately considered in choosing these goals?

c. In the case of each goal for which
difficulties have been encountered, would it be
better to reconsider the goal or persist in removing
obstacles to reaching the goal?

d. What obstacles can group members help to
remove? For instance, if transportation or finances
are a problem for some people, can members of the
group do anything to help each other out? If anxiety
is a problem, can principles of self-advocacy be used
to remove obstacles? The secretary should keep
records of suggested solutions for future reference.






WHY GOALS ARE IMPORTANT
———0ALS ARE IMPORTANT

To be assertive, you must develop goals.

 Goals direct. Without them, ¥ou lack a sense of purpose
In 1ife.

¥hen test animals run through a maze, the
closer E-y get to a goal, the faster they hasten toward
it. When Yyou take a trip,
Ioprosar your destination. If you set o goal, as you
“PProach it, you gain greater mativasion oo succeed.

~ Goals reinforce Self-esteem. Achievement of goals
~ens your desire to e hilave other goals. Ag I
3TTain a feeling of movement through life an
th.

sense of self-wortn

Taken from:  Fensterneim, H. ang Baer, J. Don't Say Yes when vou
Yant To say No. New York: pel. Pub. 1shing Ca.,
e 13785 se
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—SETTING GOALS

1) DEPINE YOUR GOALS: Tordo this ask voursel{ some guestions.
a) What are your goals?
y ®) How can youaccomplish them?
¢) How do you deal with obstacles?

e.g. You want to move up the ladder at work, the next
logical position requires some knowlege of market:
ing which you now lack. Can you learn this on your
present job? Should you take a course? How can you

get help!
2) CONCENTSATE ON SUB GOALS: Ask yourself what do. I' want out ofilife?

Then divide your life into sub goals. That means, what do I want to
accomplish today?
3) WAKE IT EASIAR ON YOURSELF: Once you have formulated your goals.
a) Write them down. :
b) Make the list concrete and specfic.
4) SEEK QUT MODELS: Talk with friends who have managed to achieve goals

you want and s

how they have handled problems you anticpate that
prevent you from even attempting the goals.

5) DON'T LET OTHERS SST YOUR GOALS: There are many people who lave to tell
you how to run your life -- when to leave a party, what school to choose

for your children, what to serve at a party, who to invit

“wHat: you
should or shouldn't eat , just to name a few examples. Refber it's your

life.






Gmmmes R coALsETTmC

. Dascribe the behavior you want to change. (Be spacific!)

ldencify any obstacles which may incerfers with achieving your goals
(e.§., anxiecy, cognicions, lack of skill/knowledge, anocher parson):

»

3. Check your goal to make sure it is:
-realiscic

-seasurable
~can be broken down inco smaller subgoals

4. Lisc your subgoals:

S. Spacify scracegies for achieving each subgoal lisced above:






254

Set up a time schedule for complecing subgoals:

How will you evaluace/decernine succes

How will you reward yourself for achieving goals? Uhac will you do if

goals aren’t achieved?







Session 6: Buddying Up

Objectives
Introduction
1. Ask welcoming committee to do introductions.
2, Provide participants with a clear understanding of
the goals of the workshop. Define procedures which will
be employed.
3. Briefly review the materials covered previously.
Self-advocacy Training
1. Discuss how one's cognitions (thoughts) can act as a
barrier to self-assertiveness. Identify the role of

cognitions and their impact on one's behavior.

2. Introduce participants to cognitive restructuring as
a way to challenge their irrational beliefs.

Social Support Session

1. Have members choose other group members that they
would like to interact with. Determine convenient times
for conversations to take place, and useful topics to be
discussed.

Handouts:

TEN IRRATIONAL IDEAS

A-B-C THEORY OF EMOTIONAL DISTURBANCE
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Means to Objectives

Introduction

1. Turn the meeting over to the welcoming
committee.

2's See session 1 for a description of the goals
and procedures of the group.

3. Recap Previous Session:

a. Briefly review major topics discussed during
last session. Specifically highlight goal-setting
procedures.

b. Review the log books. Ask participants whether
they have used the assertion techniques discussed in the
previous sessions. If so, what happened? You may
suggest role playing situations in which members were
not pleased with how they responded. Allow other group
members to offer corrective feedback and suggest
alternative means of handling the situation.

Self-Advocacy Training
1. The Role of Cognitions:

Briefly discuss how one's beliefs, attitudes, and
feelings influence one's behavior. Emphasize how one's

cognitions (thoughts) «can inhibit, direct, guide, and
facilitate actions.

Discuss with the participants the need to:
recognize faulty internal dialogues which often lead to
debilitating effects on one's behavior; develop

effective coping skills for handling faulty think; and
practice such skills in order to gain mastery of their
use and maximize their effectiveness in real-life
situations.

25 Rational Emotive Procedures (Cognitive

Restructuring):

Provide group members with a means of challenging
some of their irrational beliefs that may be the root
factors contributing to their nonassertive behavior.
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a. Distribute TEN IRRATIONAL IDEAS handout. Read
each irrational belief aloud, discuss how such thoughts
can contribute to unassertive behaviors, and discuss
various rational alternative cognitions intended to
foster an assertive belief system. (The group leader is
directed to Lange and Jakubowski (1976) p. 127-140 for
further details which will help guide group
discussions.)

b. The A-B-C Paradigm
Distribute A-B-C THEORY OF EMOTIONAL DISTURBANCE
handout. Describe Ellis' approach to the relationship
between thinking, feeling, and behavior (Activating
experience > Belief about the experience > emotionally
upsetting Consequence). Extend the theory to points D
(Determining the irrational beliefs involved and then
Disputing or challenging them) and E (substitute
irrational beliefs with new more adaptive emotional
consequences or Enjoy new emotions). Use handout to
help clarify the theory and process involved.

Provide group with several specific situations
(Activating experiences) and have a volunteer go through
Ellis' process; and/or have volunteer/s share personal
Activating experiences about which they have formulated
irrational beliefs. Have them restructure their
cognitions by applying the extended A-B-C approach.
Provide feedback and invite other group members to do
the same.

Social Support

The trainer should give the group the following
information:

So far in this group we have not suggested that you
interact with other group members outside of the
session. Group members may enjoy this and it may be
very beneficial for some.

1. Many people have said that they could benefit from
having daily support from other diabetics. Since the
problems of diabetics are often similar, it would be
beneficial to communicate with other group members on a
day-to-day basis,

a. Divide the group into sets of two to four
people, each of whom will agree to contact each other on
a daily basis.
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b. Work out a way and a time that each member of a
set can contact other members as near to every day as
possible. Discuss each other's schedules and available
times.

c. Discuss what members of each set might do
together that would be fun and help the other person or
persons. Examine the possibility of practicing
self-advocacy skills and methods of reducing anxiety.
Write down what you decide so that it can be shared with
other members of the total group.

d. About what problems (one or more) would you like
consultation from other group members. Each person in
the group should discuss their problem, including a
history of the when the problem(s) started. This could
be a specific problem such as dieting, or it could be a
more general topic such as practicing advocacy skills,
or just chatting. Each member should decide what type
of interaction he or she could benefit most from; write
each person's choices down.

e. After everyone has had a chance, gather the
whole group together and share what was discussed in the
smaller groups. This might allow people to feel less
inhibited or shy in the future.

f. Finish planning a permanent directory
arrangement so that all members of the group can contact
each other if necessary. Decide how new members will be
included in small sets and have their information
included in the directory.
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TEN IRRATIONAL IDEAS

1. usSt - yes, must - have sincere love and approval almost
-u er time from all the people you find significant.

2. You must prove yourself 1
and achieving, or you must at least have real competence
or talent at something important.

3. You have to view life as awful, terrible, horrible, or
cati ophic when things do not go the way you would like
them to go.

4. People who harm you or commit misdeeds rate as generally
bad, wicked, or villainous individuals and you should
severely blame, damn, and punish them for their sins.

5. 1If something seems dangerous or fearsome, you must become
terribly occupied with and upset about it.

6. Pecple and things should tum out better chan they do and
* you nave o view it as aweul and horrible if you do noc
quickly find good solutions to life's h:

7. Emotional misery comes from external pressures and you have
little ability to control your feelings or rid yourself of
depression and hostility.

ier to avoid facing many of life's
ities than to undertake
more rewarding forms of s-].t—dxscxplxnl.

8. You will find it
difficule and

9. Your past remains all-important and because something once
strongly influenced your life, it has to keep determining
your feelings and behavior today.

10. You can achieve happiness by inertia and inaction or by
passively and uncommitedly "enjoying yourself.®

Taken from: Lange, A. J. and Jakubowski, P. Responsible Assertive
Behavior, Cognitive/Behavioral Procedures for
Trainers. Champaign, [11inois: Research Press,

1376, p. 127-140.






260

Combat this irrational idea by saying to yourself:

A. If I assert myself, pecple may or may not get angry. They may
feel closer to

help me to solve the pmx-

If I assert myself and they do get angry, this
does ngt mean that I will fall apart

does Ng¢ mean that the relationship is ily

does not mean that I am a bad persen

does 0Ot mean that I am responsible for the other's anger

Combat this irrational idea by saying to yourself:

A. If I assert myself, others may or may not feel hurt.

B. If they are hurt, I am not responsible for their feelings.

C. If they are hurt, they are usually not so fragile that they
will fall apart.

D. If they are hurt, it does not necessarily mean that the
relationship is over forever and ever.

EERSON
Combag this irrational idea by saying to yourself:

A. My needs are as legitimate as the other's requests and I
( have the right to assert them.

8. It is okay for me to sametimes put my needs before those
of others.

C. People will not necessarily think I'm a terrible persen for
asserting myself. If they do, that may be their problem.

D. I can anly maintain control over my own life by not trying
to please all the people all the time.
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Session 7: Group Project

Objectives
Introduction
1. Have the welcoming committee do introductions.
25 Provide participants with a clear understanding of
the goals of the workshop. Define procedures which will
be employed.
3. Briefly review the materials covered previously.
Self-advocacy Training
1s; Provide participants with a set of effective
cognitive-behavioral intervention procedures to help
facilitate assertive responding, specifically:
self-induced relaxation, thought stopping,
self-statements, and reality testing.
Social Support Session
1. Members of the group should think about all of the
resources they might have. The group should combine all
of the, groups resources, and decide on most efficient
way to put the materials together for other diabetics.
Present the group with the specific tasks.
Handouts:
COPING SKILLS

EXAMPLES OF SELF-STATEMENTS
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Means to Objectives:
Introduction

b Greet members as they enter. Make small talk.
Turn the meeting over to the welcoming committee.

2. See session 1 for a description of the goals
and procedures of the group.

3. Recap Previous Session:

a. Briefly review major topics discussed during the
last session. Cover how thoughts can act as a barrier to
self assertiveness and how cognitive restructuring can
be used to challenge their irrational beliefs.

b. Ask participants whether they have used any of
the assertion techniques discussed last session and, if
so, what were the results of their use. You may suggest
role playing recorded situations in which a member(s)
was not content with how s/he responded. Allow other
group members to offer corrective feeback and suggest
alternative means of handling the situations.

Self-Advocacy Training

1. Cognitive-Behavioral Intervention Procedures:

Demonstrate and teach participants several
cognitive-behavioral techniques designed to halp
facilitate assertive behavior. Explain how these
techniques are classified as "coping skills" and are
designed to help one handle maladaptive thoughts and
anxiety which may inhibit assertive responding.

Distribute COPING SKILLS handout and explain the
techniques outlined.

a. Self-Induced Relaxation (Brief Relaxation
Technigues):

Brief relaxation techniques are useful in handling
anxiety or stress, or the physiological reactions
associated with these states. One of the best
indicators of increasing stress is your body reaction.
When most people are under stress their heart rate
increases; they start perspiring; some people feel
shaky. To help cope with this increased stress you







263

might wuse deep muscle relaxation training. Through
practice you could learn how to identify signs of
negative arousal and learn how to relax these responses
away. During an anxious or stressful situation,
however, it may be impossible or impractical to tense
and relax each muscle group. In such instances, brief
relaxation techniques are useful. These techniques are
based upon remembering the sensations and feelings
associated with the state of total relaxation.

Technigues:

1. Deep Breathing:

Have group members close their eyes as you read the
following script in a slow, smooth tone:

"See yourself taking a slow deep breath, slowly
filling your chest cavity. Good. Now exhale
slowly. As you see yourself exhaling, note the
feeling of relaxation and control you have been able
to bring forth. Next you simply stop the image and
just relax. (Gambrill, 1977).

Obtain feedback on how participants felt.

2. Imagery:

This technique also requires closing your eyes.
Once you have closed your eyes, picture the sensations
associated with total relaxation - for example, floating
on a calm sea under the warm sun, melting into the
chair.

Tell participants that merely by visualizing a soothing,
calm, pleasant scene they will be able to combat the
physiological reactions associated with the anxious or
aroused state.

3. Conditioned Relaxation:

Remember the progressive relaxation technique we

discussed a few sessions ago. This was when you tensed
and relaxed each muscle group. What cue word did you
use for releasing tension? Well, "conditioned
relaxation" refers to the pairing of a word (for
example, relax, calm, release) with the relaxed state.
Through repeated practice, the word becomes a cue for
relaxation. It simply involves remembering what you

felt before, so that after a while just saying the word
brings on the relaxed state.
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Remember that with practice the application of any of
the above techniques will help to reduce levels of
anxiety, and return your body to a calmer, more relaxed
state, and thus enable to to gather your thoughts and
respond in the most effective and appropriate manner.

a. Thought Stopping

Have group members «close their eyes and silently
think about some disturbing experience or thoughts they
would like to extinguish. Make several general comments
or statments to help participants imagine the arousing
situation. After one or two - minutes, abruptly shout
"STOP" and question members as to what became of their
thoughts.

The participants should report that their thoughts
abruptly ended. Discuss with the participants how one
can gain control over his/her thoughts in a similar
way. After the negative thoughts have left, you should
immediately substitute pleasant thoughts. Or you could
use any of the previously described brief relaxation
techniques to replace the disturbing, unwanted
thoughts. You may not want to shout "STOP" aloud
because this may prove to be embarrassing when you are
in public; however, you can do so silently, in your
head, and obtain the same results. Again, emphasize
that this technique also requires practice. With
repeated application every time the thoughts occur, the
time between reoccurring thoughts will become longer and
longer, and the duration will become less and less,
until they no longer exist.

c. Self-Statements:
1. Negative Self-Statements:

Many individuals engage in self-defeating, negative
self-statments.

Examples: "No one will be interested in what I have to
W

say. R i RN
"I'm not absolutely sure if I'm right."

"My opinion isn't important anyway."

Such thoughts help convince us not to take action or to
respond assertively. These thoughts are merely
self-defeating, and it 1is necessary to change these
negative self-statements into positive ones that will
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help convince us to be assertive and to take action,
rather than sit back and remain fearful of standing up
for our rights.

Positive Self-Statements:

A positive self-statement procedure involves
developing complimentary statements about yourself that
you memorize and repeat regularly. The purpose is to
build self-confidence. Read over the following examples
(Alberti & Emmons, 1982, p. 57).

Examples:
I am respected and admired by my friends. I am a
kind and loving person. I have a job. I handle

anger well. I got through school successfully.
(Alberti & Emmons, 1982, p. 57)

Suggest to the group that they generate their own
personal 1list of positive self-statements and place the
list where it will be readily available, reminding them
of their importance and value ( e.g. on the refrigerator
door, on a mirror, in wallet).

Demonstrate how positive self-statments can be used in
conjunction with the thought-stopping procedure
previously described. Once you have abruptly stopped
those undesired thoughts, positive self-statements can
be immediately susbstituted. With practice, the
positive self-statments can replace the wundesirable
ones. Discuss with the participants how once they have
practiced the positive self-statement procedure for a
while, you should then begin to take definite steps
toward acting in a manner which is consistent with your
thoughts.

Provide an example
Example:

You initially feel that your statements and opinions
are unimportant. You begin by reminding yourself that

your opinion is important. After practicing the
self-statement: "My opinion is important” to the

point where you are comfortable with it and believe
it to be true, you then take steps to begin to act as
you think. If you are at a group meeting, and the
floor is open for opinions or comments, you may start
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off by agreeing with what another speaker has stated
and, as your confidence increases, gradually work up
to stating your own opinion because you now know that
"my opinion is important!"

2. Coping Self-Statements

Comment on the use of other types of
self-statments that can be wused whenever thoughts or

feelings interfere with one's effectively or
appropriately handling a given situation. Coping
self-statements are such self-statements.
Self-statments can be used to help guide and direct
behavior before, during, and after a situation. Using

such a procedure can help:
-rationally focus on the particular situation at hand
-challenge irrational/self-defeating cognitions.
-reduce levels of anxiety.
-consider appropriate courses of action.
-assist in evaluating our behavior.

Distribute EXAMPLES OF SELF-STATEMENTS handout. State
that coping self-statments can be generated and employed
for handling any type of situation such as anger,
stress, anxiety, etc. Invite group members to comment
on situations in which they would like to employ this
technique. Have group generate a list of applicable
self-statements for the situations mentioned.

d. Reality Testing:

This technique is very similar to the procedures
involved in cognitive restructuring that we talked about
earlier. It. is important to assess the reality of a
given situation by challenging irrational thoughts.
Provide an example.

Example:

"Just because my boss asked to see me after work
doesn't necessarily mean I'm going to be fired.
There are a number of alternative reasons...."
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Social Support Session

Present the group with the following questions:

1. Decide what resources each person in the
group has access to, or that he or she could use
personally. In this process define "resources" and

list examples of types of resources including medical
services, services, food sources, financial aids,
exercise facilities, and transportation. Also
include suggestions for techniques or thoughts each
person has found effective in dealing with diabetes.

Decide on a way of putting together all of
the dlfferent resources so that other new diabetics
in this group or other members of this group could
have a permanent catalog.

3. Elect a committee to put together all the
materials.

4, Set forth the procedures that will be
necessary to complete the task.

5. How could you give other diabetics access to
this information?
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Session 8: Evaluating the Network

Objectives
Introduction
1. Have welcoming committee conduct introductions.
2. Provide participants with a clear understanding of
the goals of the workshop. Define procedures which will
be employed.
3. Briefly review the materials covered previously.
Self-advocacy Training
1. 1Identify some common fears which inhibit assertive
responding. Help participants to develop basic

communication skills.

Social Support Session

1. Members should work out any problems that have come
up regarding the resource project.

25 Review the materials for the resource project. Is
the information correct? Are there any new resources
that should be added?

36 Finalize the plans for putting the resources
together.

4., Each member should evaluate the network that is
developing.

Handouts:
COMMON SOCIAL FEARS

BASIC COMMUNICATION SKILLS
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Means to Objectives:
Introduction

1. Greet members as they enter. Make small talk.
Turn the meeting over to the welcoming committee.

2. See session 1 for a description of the goals
and procedures of the group.

3. Recap Previous Session:

a. Briefly review major topics discussed during
last session. Specifically highlight the coping skills
of self-induced relaxation, thought-stopping,

self-statement and reality testing.

b. Question participants on their wuse of the
various assertion techniques and the coping skills
taught up to this point. Probe to discover outcomes of
their applications and resolve any problems which
members may have encountered in their use.

Have group members role play recorded
situations, allowing other members to offer corrective

feedback and suggest alternative means of handling the
situation.

Self-Advocacy Training

1. Developing Basic Communication Skills:

A. Common Social Fears:

Comment on two important facts of social life identified
by Fensterheim and Baer (1975):

B. Basic Communication Skills:

a. Discuss the importance of "small talk," which
functions as a finding-out process. It helps to explore
common grounds and areas of interest for further
conversations.

b. Things don't just happen. Interesting people,
activities or occasions don't just happen to appear
suddenly out of the blue. To be interesting, a good
friendship, a funny occasion, etc., requires skills and
active involvement on your part.
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Distribute COMMON SOCIAL FEARS handout. Read aloud and
obtain participants' reactions.

2. Basic Communication Skills:

Comment on how many nonassertive individuals avoid,
or experience difficulties in, carrying on a
conversation because they lack the basic communication
skills involved. These skills can help reduce the
anxiety that many people experience 1in a variety of
situations.

Distribute BASIC COMMUNICATION SKILLS handout. Describe
and demonstrate the three basic skills involved in
initiating and maintaining a social conversation as
identified and explained by Lange and Jakubowski (1976,
p. 77-80):

a. Ask open-ended guestionms.

This maximizes the other person's opportunity to respond
more fully. The responsibility of carrying on the
conversation is not left to any one individual. Such
questions equalize the flow of the conversation and
increase the likelihood of receiving more free
information to which one can further respond.

b. Responding to free information elicited by
open-ended questions. Respond to free information with
your own opinions, disclosures and knowledge to
facilitate further discussions (maintain the

conversation).

c. Paraphrase to continue a conversation when you don't
know anything to add. This technique allows you to
continue a conversation when you don't have anything to
say 1in response to someone else's free information.
This shows that you are listening, interested, and would
like to hear more.

Each of these techniques can be used in any
situation. They are very helpful when you just meet
someone and would like to get to know the person.
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Social Support

Present the group with the following tasks:

1. Have the committee selected the previous week
report on progress up to this time. Work out any
problems that have come up with respect to reproducing
materials. Decide how reproduction and distribution are
to be carried out and paid for.

2% Have the resource 1list and description read
aloud to the group. Each person should make sure that
the information is accurate, especially the information
he or she has provided. Everyone should make sure that
the information is complete enough so that the resource
could be used without any information besides what is
present in the resource list. Necessary changes should
be recorded by the secretary and by the committee
chair.

34 Any additional resources that have come up
should be added to the list. Everyone will have to be
careful not to add resources of limited use that might
make the list too long.

4, Plans should be finalized to complete and copy
the resource list before the next meeting. People with
access to word processors or copy machines should not
hesitate to come forward! Plans should include some
extra copies for future group members.

5. Group members should look at the network that
is developing among group members, Evaluate the
network. Each member should have a chance to say what
they think.

a. Who called who?
How often did you talk to one another?

b. What topics did you talk about?

The secretary should record all of the information.
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COMMON SOCIAL FEARS

People have a whole set of social fears which tend to inhibit
assertive respondin

Honestly ask yourself - Do you fear:

- People will think you're stupid, so you avoid talking.

- Looking foolish. You don't say anything that is different
~or individual, SO your conversation becomes stuffy and
conventional. Often you bore yourself.

- Rejection. You tend to stick to people you know and with
RS ou feel relacivaly safe. Then you complain you're

in a rut.

- Closene: You keep everything at a small-talk level on a
:up-tfi:xal 1s. You don't follow up with new pecple
allow new personal relationships to develop.

Fears identified by: Fensterheim, H. and Baer, J. Don't Say

Yes When You Want To No. NGw Toik:
Dell Publishing Co., In 1975, p. 100.
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vs. Closed Questh :

Closed Quescioning:

Hi, are you a patient here?
Yes.

Are you a diabetic patienc?
Yes

How long have you been a diabectic?
One year.

Do you live around here
No.

Do you live close to Lake Michigan?
No.

Would you like to live closer to Lake Michigan?
Yes.

Upen-ended Questioning:

Janet: What are you doing here?
Mark: ['a waiting Coc my regular check-up.

Janec: llow do you like your doctor?

Mark: I have only been seeing her for chree monchs, but
so Luc L thiak she's ccally good. She takes Lime Lo
explain cthings to me.

Janet: Whac did you chink of the diabecic classes here?
Mark L cthink they were reully inlocwative. Ihe most
surprising ching thac [ learned vas ....(and so on)
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Responding to Informacion in an Open-ended Quescion.

Take advantage of your opportuaity to respoad to informacion with
your own opinions, disclosur knowledge to aintain the
conversacion.

What do you do for a liviag?

work at Fisher auto body. I am (llpﬂnlthll for
ordering differenc products ve ased. I
supervise a few people in the of 5

Janet: Oh, I work fur the phone coa
telepha homes 32 1a busia
Corked ter the company for 1S years
hopiag to get 4 promocios to o supervisor in
fe 1 't meec as many people, buc

I inscall
s. ve

l 11 hl kin. more money.
Paraphrase go Concinue a Conversacion Whea You Don't Know Aanyching

To Add.

This technique allows to continue a comversscicn uben you don't have
anyching to say in response o someone else's free informacion
AR Li ahaua chat you'are lisceniang, interesced aad vould like to hear

Janec: What do you do for a living?

Mark: [ work ac Fisher auto body. [ am responsible for
ordering different products we need. [ also
supervise a fev people in che office.

Janet: So you do ordering und supervise people too?

Mack:  Yeah, it gets to be quite a job. fou wouldn't
think it wveuld xnvaxvn s0 much kesping crack of
Chings, but it do ike u challenye, Chough.

Janec: So what is it chac you 'Like’ about challenges?
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Session 9: Examining the Group's Relationship to Other
Groups

Objectives
1. Have welcoming committee conduct introductions.
2. Provide participants with a clear understanding of
the goals of the workshop. Define procedures which will
be employed.
3. Briefly review the materials covered previously.
Self-advocacy Training
1 Provide participants with ways to handle difficult
situations, specifically: dealing with anger, dealing
with putdowns, and saying "no."
25 Help participants recognize the importance of
expressing warm feelings - an often overlooked mode of

assertive responding.

Social Support Session

1. Members should decide as a group whether or not the
%roup should establish relationships with other groups.
f members feel that the group should relate to other
groups, how will this be done? Present the group with
their tasks for the evening.

Handouts:

DEALING WITH ANGER

PUT-DOWNS

EXERCISE IN SAYING NO

DIRECT OBSERVATION OF ROLE PLAY SITUATIONS

SOFT ASSERTION
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Means to Objectives:
Introduction

1. Greet members as they enter. Make small talk. Turn
the meeting over to the welcoming committee.

2% See session 1 for a description of the goals and
procedures of the group.

3. Recap Previous Session

a. Briefly review major topics discussed during
last session. Specifically highlight: common fears which
inhibit assertive responding; basic communication
skills.

b. Question participants on their use of the
various assertion techniques and the coping skills
taught up to this point. Probe to discover outcomes of
their applications and resolve any problems which
members may have encountered in their use.

Have group members role-play recorded situations,
allowing other members to offer corrective feedback, and
suggest alternative ways to handle the situation.

Self-Advocacy Training

1. Handling Difficult Situations:

a. Dealing with Anger:

Distribute DEALING WITH ANGER handout. Comment on
the fact that there are bound to be instances in all of
our lives when we will be forced to deal with another
person's anger or aggression. It is important to
maintain an assertive position. Mention the likely
consequences of nonassertion and aggression in response
to an aggressor.

Nonassertion - reinforces the other person's
aggression.

Aggression - creates an angry behavior cycle.
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Inform participants that the handout they have
received outlines some assertion techniques designed to
help them maintain an assertive position while
confronted with another's anger. Stress that the
information provided on the handout is merely intended
to serve as a guide, providing alternative ways to
handle such situations other than resorting to being
nonassertive or aggressive. :

Read handout over with participants, elaborating
and clarifying the techniques outlined. Invite group
members to provide further examples. Based on group's
need/common level of interest, model and role play
appropriate use of the techniques outlined.

b. Dealing with Put-downs:

Make some general comment regarding put-downs as a
means of an introduction to this session. Obtain
information on how various group members respond to
put-downs (Do they passively accept them? Do they
beocme a§ ressive? Do they feel hurt? Do they feel
resentful.%

Distribute PUT-DOWNS handout. Read aloud and
discuss. Have group members provide futher examples.
Based on group's need/common level of interest, model
and role play further examples.

c. "Don't Say Yes When You Want to Say No" (Fensterheim

& Baer, 1976, p. 75-79).

Comment on how people will always make requests or
place demands on others. Some people find it very
difficult to say "no" to these requests. If you are like
these people, you could spend your life doing things
that others request. This is not to say that it is not
right or good to do things for other people. The point
to be made here is to say "no" when you do not want to
do something. Invite participants to share situations
in which this is true for them.

Stress the importance of being able to stand up for
oneself and say "no" when you want to. Identify some
negative consequences of being unable to say "no." Ask
group for contributions and 1list consequences on the
board. Include:

-It leads you into activities you don't respect
yourself for doing.
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-It distracts you from what you really want to
accomplish.

-Because you allow other people to exploit you
continually, the resentments build up and,
sometimes after years of the "yes" rountine, you
lose your temper in an inappropriate outburst.

-It produces a lack of communication between you
and others."

(Fensterheim & Baer, 1976)

State the basic principles one should follow in
saying "no." (Write on the board):
1) be specific
2) be clear
3) be firm
4) be honest
5) Answers should be short, to the point and
start with the word "no" to prevent
ambiguities.

Distribute EXERCISE IN SAYING NO (Fensterheim & Baer,
1976). Read Situations aloud and model appropriate
responses.

Provide participants with an opportunity to practice
saying no. Have them role play the situtions on the
handout and/or have them role play personal
situations in which they have difficulty saying "no."
Have group members provide feedback.

Optional: Distribute DIRECT OBSERVATION OF
ROLE PLAY SITUATION and have group members complete
the sheet to assist them in providing important
feedback. Note: this sheet, or a modification of
it, may be useful whenever feedback procedures are
employed to help guide given responses.)

2., Soft Assertion:
(Alberti & Emmons, 1982, Chapter 11)

Comment on the difficulty experienced by many
aggressive as well as non-assertive individuals in
expressing positive, caring feelings. Question
members as to why expressions of warmth, concern and
caring are often inhibited by adults in our society
(e.g., embarrassment, fear of rejection, ridicule,
the irrational belief that being emotional is a sign
of weakness).
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Expressing positive, warm feelings is a highly
assertive act. Generally, it is difficult to express
warm feelings because it is considered to be a high
risk act and because of the feelings of embarrassment
often attached.

Comment on how people often assume that the other
person fully understands your feelings toward them
(e. g., "She knows I love her"). Emphasize the fact
that we all need to know that someone cares, and we
need and want to hear this.

Distribute SOFT ASSERTION handout. Have group
members read it and allow for comments.

Social Support Session

Present the group with the following questions:

1. Discuss how the group should relate to:
physicans, hospitals, health insurance groups, and
other diabetic organizations.

a. Discuss whether or not the group should
develop formal relationships with hospitals. Discuss
whether or not the group should find a physician who
would be willing to be a co-director of the group.

b. Discuss how the group would become an
affiliate of the American Diabetes Association.

c. Write down the groups feelings and
attitudes on these topic areas.

2. What ideas can this group use from other
groups?

3. What ideas can the group give to other
groups?
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DEALING WITH ANGER
Refleccion,

Reflection involves simply reflecting back what the aggressor

ling. This helps che aggressor to realize that his
as been received. Ulullly this causes the aggressor
to scart calaming down, after which person can. reacc to wnat has
b heard and can stacte a personal pn-s:xan.

"L Kkoow shet fros sour heans of xis i6's emplecels wieir thas

*; r.:!;va Fl IA; raise this year. Ideally, I would have

ive yau large ri _but right now che company hi

.ll\'.rl.ly limited raise. We're in financial trouble, and che

only way I could give a llll.r rlll- to you - and to the other

p.npll 'hn d like larger d Le Lo lec souwe umyiﬂyuu-
8o. That's unacceptabl Gululnv and to me, ctoo.

Caucion: Take care nog to give impression
are agreeing with the uawarranted a
critici,

Repesged As

Iavolves repeacing che basic assercive wessage while taking

iato cossiderstion say legicimste poiacs which wvere uade by cthe
Th should Lynora all wowrelovant ixsuoy uud

technique is appropriace when che octher
oaf diacounte the assertar's chouyhcs,
liags, opinions, and vancs. Do aot councerreact by juscifying
terseast feolings, opinions, otc.

4

that you
Tessive

cts, ignor

Cxauple:
A scudent social worker disagreed with the scull puysician abouc

the disposition of a clieac's case, and wanced to have a sacond
evaluacion given bafore a final decision was made about che kind

physician was sarc
s initial suggestion.
social worker again said, "I'd like a second opinion on this
case," and finally the third time responded, "I realize chat your
decision is the final one, and I'm willing to abide by that, but
I'd scill like to huve a sceuud evaluation wade of chis clienc."
The physician finally decidcd to act on the suggescion.

Noce: Repeated assertion is uot simply exact repecicion.
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Broken Record:

This techaique involves repesting the same
response) ia a calm, momotoncus tome of voice. s useful wi
1y aggressive, dtlrup:xvo discractive

stay cala." (5 second pause)
scay cala.” (5 second pause)
5 second pause)

Yaga: Yos are aot co iacrease che tome o loudness of your voice or
@ake any threstening gesture.

Pointing Quc Iaplicit (Implied) A ions:

Poiating . out implicic i 1
carefully liscen to what Cthe sssressor is
ia suaptions: of the ex: sition being ctaken, pointing
vaiting for aggressor spon. and
own point of view. T
presenc and aakes it

that che person
ying, hearing che

acttacked by his wife
ainor The husbaad cosponded,
§9Tcing is chat under ae circumstances - re
chink or fe ree with you.
righcs excep .
wicth this ridiculousness and continued
ciue, cthe @an incerrupted
puc_you dowa, I have a righc o expross
Savela'd1szarenc opinian chaa:jou doasa.c
you're scupi My leplaiaasiacdiny qua
L ateya i don't expect
agroe with ae or to have the sams opinicn I do,
it's fair for you to impose your opinions on

ue aing:

cechnique  simply xnvolv

quescioning che
on behind his or her anger. This helps che
a88resaar o become avare of the uawarranted fesction.

When asked cto wrap a package, the clerk said nothing buc looked
oxtromely irritated and auctered almost inaudibly as lue wrapped
che package he cusco cesponded in u puzzled, nonsarcascic

tone of voice, "You got mad oecause I asked you cto wrap che
package
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Bl

pe It iavolv.
oafusing him or ner with sgre are not l::uully agr.
ith the persen, but rather you decide to curn Chings inta'a joks

Example

Provoke: "You're a scupid jerk." Respon
am." (turns around and valks avay)

"ou're rignc, I

Note You amusc be
Your response aust coa

1y careful when using chis cechaique.
reively not aggressively.

(Information taken from: Lange & Jakubowski, 1976.)
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Dealing with Puc-Downs:

Most people have a difficult cime dealing with puc-dowas. The
manner in which a put-down is handled can have an effect on future
iaceractions vich the person; it will also have aa effect on how you
£ yourself. Here are four common types of put-downs and
sugs: -uxan- oo how to handle them.

1. The Direcc Verbal Puc-down:

Exemple:

As you valk down a crowded sctairc,

you accidenctally push
someone you pass by. That person immediately responds in a
hostile wanner:

"Damn it! Why don't you watch where you're going! You idiot,
you could have hurt me if I had fallen!"

whag to do:

-Allaw cthe person venc her/his feelings uncil s/he calms down a litcle.
-Adait it vhen you are wrong (even ia the face of an insult)
-Acknowledge che ocher person's faelings.

Tt yourself about che way s/he is reacting.
a short scatemeat to bring the encounter to an cnd.

"I apologize for pushing you. unintentional. You're
obviously upset, buc I do noc like being called names or being
yellod at. [ cam get your poiat without thuc."

2. The Indirect Verbal Puc-down

In respon,

to your inguiry about your mew oubfit, a Eriend
look nice. It fits you. You always wear someching

scac Yo
a bic weird
4hac o gdo:

-Ask for more information cto help <clarify the person's true
incteat. ~-Your next response will depend on the other person's
answer to your question. Your objective is to cteach the ocher
person to be more scraightforward with you.

Example

fou: "What do you mean by thac?"

Friead: "Oh, I think it looks really good. I like it."
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You: "0.K., thask you. I was a bit confused by your Eirsc comment
1f you don't like ay style in clothes, I hope you can tell ae
directly.

3. The Nonverbal Puc-down:

a. The Aggressive Nonverbal Puc-down.

Exaaple:

-obscene l scure
-dirty

-poucing

-silly grias
-sairl

What to do:

-Atcempt to ger the person cto clarify her/his gescurs wich
prepa. for a verbal puc-down pand

word (Be
accordingly.)
Examples:

"I have trouble uaderscanding vhac you're feeling unless you tell
me directly.”

"Could you incerprec that look for we?"
b. The Nonassercive Nonverbal Puc-down:
Ex :

As you aske a request of someons, s/he begins to scare off ince
space or inappropriactely grin

4hag 5o do:
Acttempt to get the nonverbal response out in che open to clarify
its weaning (if any). Ask the paecson to axplain.

Cxaumple

"I don't understand your expression.
"Did I do someching you didn't like?
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b
The Self-Puc-down:
Examples:
Could be verbal and/or imcernal cthoughts:

“H‘ a'Anxun L-n t worth amuch."

"I'a a bor
a not .l art enough to 3o back to school.”
dhac o do:

-8e a fair judge of your own behavior.
abjective noc sudiective )
~Cacch your: X( when you e in :ucn self-defeacing
20¢ subscicuce pasicive seitiacatanenc

- rtive with yourselfl

Examples;
"My opinion does counc.”
"1 am important.
"I can do anthing I sec ay miad out to do."

(Taken from: Alberti & Eamons, 1982).

behavior
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EXERCISE IN SAYING NO

Situation One:

Co-worker asks to borrow some coins for the coffee machine.
Somehow e alvays doss this and never cepeys  che change.

lexl: says ave no silver. Would you lend me thircy-

five cents for ﬂu ruc .ne’

How would you say *No®?

Situation Two:

A friend had asked you to go with him "sometime soon" to select
a new hi-fi set. You had assented. On the Saturday morning
when you had been planning to catch up with house chores, he
calls and says, "You promised to help me pick out that hi-fi

t. Can you come with me this morning?® You really want to
sort your bookshelv,

How would you say "No®?

Situation Thre

¥ou have been working on the planning committee for a local oz-

sing event. You've already pu
in more time than anyone e. 1dent makes another
demand, asking, "Joan, you're such a terriffic worker. H
count on you to collect tickets at the door?”

How would you say "No"?

Taken from:
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SOPT AsSERTION

When was the last time you've told someone you care for:

"Thank you."
"You're great:”

"I really understand what you mean.”

5 "I like what you did."
Give a warm smile.

"I'm her:

Give extended eye contact.
"I believe you."

"1 trust you."

"I love you."

"I believe in you."

"I'm glad to see you."

"You've been on my mind."

List of warm statements taken from:

Alberti, R.E. and Emmons, M.L. A Guide
T Living, Your Perfect Right
uis Spo, Ifornia: Impact

Publishers, 1982, p. 90.
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Session 10: Making Plans to Continue the Group
Objectives

Introduction

1. Have the welcoming committee perform introductions.

23 Provide participants with a clear understanding of
the goals of the workshop. Define the procedures.

3. Briefly review the materials covered previously.

Self-advocacy Training

1. Caution participants on possible adverse reactions
to their assertiveness, and offer suggestions on how to
handle such reactions.

2. Provide participants with some suggestions on what
to do when they assert themselves and end up being
wrong.

3. Provide group members with some points to consider
in deciding whether or not they should be assertive.

Social Support Session

1. Members should consider how they would like to deal
with members that will be completing their committment
to the project. A committee should be formed so that
this area of concern can be taken care of at each
meeting.

Handout:

WHEN TO BE ASSERTIVE
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Means to Objectives: Introduction

1. Greet members as they enter. Make small talk.
Turn the meeting over to the welcoming committee.

2. See session 1 for a description of the goals
and procedures of the group.

3. Recap Previous Session:

a. Briefly review major topics discussed during
last session. Specifically highlight: dealing with
anger, dealing with put-downs, saying "no," and the act
of expressing (asserting) warm positive feelings.

b. Question participants on their wuse of the
various assertion techniques and the coping skills
taught up to this point. Probe to discover outcomes of
their applications and resolve any problems which
members may have encountered in their use.

Have group members role-play recorded situations.

Self-Advocacy Training

1. Potential Adverse Reactions

Caution participants on possible adverse reactions
by others to their assertiveness. Inform them that even
when an individual appropriately asserts him/herself,
there is no guarantee that one's honest, open, and
direct expressions will be taken positively by others.
At times, others may respond unpleasantly.

Tdentify some such reactions, provide examples, and
offer suggestions for dealing with the reactions. The
following outline is based on materials presentd by
Alberti & Emmons (1982) pp. 124-125.

Write key words on the board and allow for discussion.

a. Backbiting - disgruntled, childish behavior, often
involves indirect actions.

Example:

-Someone cuts in front of you in a line. You assert
yourself, after which the individual goes to the back
of the 1line but grumbles while passing you, "Big
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deal," or "Who does he think he is anyway?"

=

hat to do:

-Ignore the behavior.
b. Aggression - hostile actions taken toward asserter.

Examples:

-Yelling or screaming -Cursing -Obscene gestures
—-Physical actions (e.g., bumping, shoving, hitting)

What to do:

-Employ appropriate assertion techniques for dealing

with anger discussed earlier (e.g., reflection,
questions, etc.). Stress that it is important that
one maintain an assertive position to avoid

reinforcing the aggression or generating an angry
behavior cycle.

c. Temper Tantrums -often occur when you assert
yourself with someone who has had his/her way for a long
time.

Examples:

-Individual may react by looking hurt -Cry, "You
don't like me!" -Attempt to elicit pity from others
-Attempt to make asserter feel guilty

What to do:

-Ignore the behavior.

d. Psychosomatic Reaction =-actual physical illness
experienced by some individuals.

Examples:

-Abdominal pains -Headaches -Feeling faint

What to do
-Be firm in the assertion. -Be consistent whenever
the same situation reoccurs with the
same individual. -Recognize the fact that the other

person will eventually adjust
to the new situation,







)
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e. Overapologizing -extremely apologetic or humble to
the asserter.

What to d

-Point out that such behavior is unnecessary.

£13 Revenge -may occur if there is a continuing
relationship with someone you have asserted yourself
with.

What to d

-Immediately take steps to sguelch the person's
actions. -Directly confront the individual about
his/her behavior.

~

So You Make a Mistake:

Comment on how, especially during early attempts at
assertions, they may discover that they have interpreted
the situation incorrectly, poorly or incorrectly applied
a technique, or offended another person. Instruct group
members on how to handle such situations. Include:

-Be willing and honest enough to admit, and say to
the person

involved, that you were wrong. -Avoid getting
carried away with apologies and becoming
overapologetic. -Do not be apprehemnsive about

future assertions if and when
the situation calls for it.

3. a. When Not to be Assertive:

Make group members aware of the fact that there are
sowme potential negative consequences inherent in
asssritivencss, aside from those adverse reactions
identified previously.

Give an example.

Comment that, because of this, it is necessary for
one always to consider the possible consequences of
one's assertive acts. In some instances, the value of
avoiding the negative consequences to an assertion will
outweigh the ©benefits of engaging in the assertive
v-s=pcrse, in whicli case common sense should rule against
ertive.
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Identify some circumstances in which one may choose
nonassertion over assertiveness. Include and discuss
the following, as explained in more detail by Alberti
and Emmons (1982), p. 126-127:

Overly sensitive individuals

-those who are genuinely unable to accept even the
slightest assertion.

Redundancy

-when a person who has taken advantage of your rights
remedies the situation in an appropriate manner
before one gets the chance to assert him/herself. In
such instances, it is not appropriate for omne to
assert him/herself.

Being Understanding

-there may be extenuating circumstances causing an
individual to have difficulties, in which case one
may choose to overlook things that may be going wrong
or postpone confrontation to a more productive time.

Manipulators and Incorrigible People

-those people who are just plain difficult, or are so
unpleasant that it is simply not worth confronting
them. The reactions of these individuals may be so
negative that they outweigh the worth of asserting
oneself.

b. When to be Assertive:

Distribute WHEN TO BE ASSERTIVE handout. Tell the group
that these are just some questions they could ask
themselves to help deterimine what actions they should
take. Read questions aloud and provide a personal
example to help clarify and model appropriate cognitions
involved in this self-assessment procedure. Discuss.

Social Support Session

After tonight's meeting there will be members who have
completed their committement to this project. The group
needs to make some plans for these members. In the
first session a welcoming committee was formed. It seems
appropriate to form a committee for members that may be
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leaving. There might be members that would 1like to
continue in the group; there may also be members that
might not want to continue with the group on a regular
basis. Tonight's group should focus on these issues.

Have the group deal with the following problems:

1. Last week you discussed how the group would
relate to other groups. In this meeting you should
review and decide an actual course of action. In other
words, what exactly are you as a good going to do?

2. What will happen to members completing ten
sessions?

a. Form a committee to deal with this and
select members.

b. Decide what they will do.

c. Ask the committee to establish a procedure
for members that are leaving.

d. Determine whether members who are leaving
wish to keep in touch with the group. If so, how? How
will the experimenter be able to keep track of these
people so that their progress can be followed up later?

3. Since some members will be leaving and might
want to attend on an irregular basis, members need to
address the following issues.

a. Make plans for continuing the group after a
self-advocacy trainer is no longer involved.

b. Make plans for securing a meeting place.

4, Set a time for the committee to report back to
other members.

5. Decide whether the assertiveness training could
be done by a member of the group or would require
finding a new person.

6. Select two people in the group that you will

continue to have regular «contact with. Call these
people once a week. Select two additional people to
contact in case you need other opinions or more

support.






WHEN TO BE ASSERTIVE

Following are some questions to help you detarmine when to
sertively. (Sel

1. How important is the situation to me?

2. How am I likely to feel lt:uwl:ds if I don't assert
myself in this situation:

How much will it cost me to rt myself in this
situation? What are the potential consequences?

REMEMBER: You have the individual choicc to decide if,
when, and how to be assertive.
This is your personal right!

Questions obtained from:







Pocential Adverse Reactions

Even when an individual appropriacely assercts him/herself,
there is o guarantes s honest, open, and direct
expressions will be ctaken positively by octhers. At Cimes, ochers
may respond unp The following are some possible negative
reactions and suggestions on how to handle th

e

Backbiting - disgrunctled, childish behavior, often involves indirect
action

Exampl.

-5

one cuts in front of you in a line. You assert yourself,
.z:-r which the individual goes to the back of cthe line buc
Le:

while passing you, "Big deal,” or "Who does he thiak he

Hd anyvay?"
Yhag £o go

-Ignore the behavior.
Aggression - hostile actions taken toward asserter.
Examples

-Yelling or screaming -Curse <Uhl=un- geatares -Phyaical actions
(e.g., bumping, shoving, hitt

What to do:

-tmploy appropriate assercion cechniques for deaiing wicth anger
discussed (c.g., quesLions, cLe.). Stcess Lhab it i
imporcanc chac an reive position to avoid
ceinlorcing Cthe agyression or genecating an  Jagry Lehavior
cycle

lemper Tancrums -often occur when you assert yoursell with s

“io s had his/her vay for a long

weone

Examples:

-lndividual may react by looking hurt -Cry, "You don't Like ae
-Attempc to elicit pity from others -Attempt cto make asserter
feel guilty

whac to do:

-Ignore the benhavior.
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Psychosomatic Reaction -actual physical illness experienced by some

individuals.

-Abdominal pains -

adaches -Feeling faint
dhac o do
-8e firm in the assertion. -Be coasistent whenever che same
situacion reoccurs with the same individual. -Recognize the fact
that che ocher person will eventually adjust to the new situaction
in a short time.

Overapologizing -extremely apologetic or humble to the asserter.

Shat o do

-Point out that such behavior is unnece

Revenge

-may occur if cthere is a continuing relationship with che persoa
wich whom you have been assertive.

dhac co do:
-lmmediacely ctake steps to squelch che person's acctions.

-Directly confronc the individual on his/her behavior.

So You Make a Miscake:

Especially during early accempts act assercions, you may
discover that you have imterpreced Gthe situation iacorrectly,
poorly or incorrectly applied a technique, or offended anocher
person. Possibilicties Lor handling these situacions include:

-Be willing and honest enough to admic, and say to cthe person
involved, cthat you were wrong. =-Avoid gecting carried away with
apologies and becoming overapologetic. -Do not be apprehensive
abouc fucure assercions if and vhen the situation calls for it.

When Not to be Assertive:

There are some pocencial negactive consequences that may come
wicth being assertive, aside from those negacive reactions identified
previousl n some inscances, the value of avoiding che negative
consequence to an assertion will outweigh the results of engaging in
the assercive cesponse, in which case common sense should rule
against being asserctive. Cxamples of some of chese situations
follow. (Alberci & Emmons, 1982).

Overly sensitive individuals -cthose who are genuinely unable to







accept even cthe slightest assercion.

Redundancy -when a person who has taken advancage of your cights
TeReUles tha #iCUATion ia 4n appropriace manner before one gecs

the chance to assert him/herself. In such instances,

appropriace for one to hia/herself
Seing Underscanding -chere may be extenuacting circumstances

SHLIE, LRI, To"Nave Utricaicios, in which case ono way
choose to overlook things chat may be going wrong or poscpone
confrontation to a more productive tim

Manipulacors and Incorrigible People -cthose people wno are jusc
plain difficult, or are so unp chat it is simply not worth
conironting them. The reactions of these individuals may be so
negative that they oucweigh the worth of assercing oneself.

Some questions you aight vast to ask yourself to nelp you determine
“hen to respo ercively

How importanc is the situation cto m

2. tow am [ likely to feel afterward if [ don't assert nyseli in
this situacion

3. How much will 1t cosc we to !
What are che potencial consequences’

sert myself in cthis situacion

fememver cnac sou have the Lndividusl shoice to decide if. shen, and
how 5o be e. This is your personal cian
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