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CULTURAL FACTORS RELATED TO MEDICATION COMPLIANCE IN CHINESE
IMMIGRANTS WITH HYPERTENSION

Wen-Wen Li, R.N,, M.S., Ph.D.
University of California, San Francisco, 2004
ABSTRACT
Purpose: To characterize Chinese immigrants with hypertension (HPT), develop cultural
measures of health perceptions/behaviors and social support and examine the extent to
which cultural factors are correlated with medication compliance (MC).
Significance: In the general US population, only 58% of patients taking antihypertensive
medications have their blood pressure (BP) controlled. Little is known about MC and
HPT control among Chinese immigrants.
Design: cross-sectional.
Methods: A convenience sample (n=200) was recruited in an Asian outpatient clinic in
the San Francisco Bay area. The inclusion criteria were: A Chinese immigrant > 18 years
old, taking HPT medications, and able to speak Mandarin. Data collection included
medical record abstraction, self-report questionnaires, and BP measurements.
Findings: The mean age was 70.6 (£10.3). Half were men (50.0%) and had less than a
high school diploma (50.0%). The majority (70.5%) reported an annual family income of
<$19,999. Their average length of stay in the US was 13.0 years (£7.2). Only 2.0%
preferred using English to communicate with their health care provider. Half (51.0%) had
their HPT controlled. Measures with item-total correlation > 0.30 and Cronbach’s a >
0.60 were retained in this study. Eight factors were evaluated for their association with
non-MC: 1) Perceived Benefits of Chinese Herbs, 2) Perceived Benefits of Western

Medications for HPT, 3) Perceived Susceptibility in General, 4) Perceived Susceptibility
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to Specific Diseases, 5) Health-Related Social Support, 6) Social Support in Ge;neral, 7)
Age and 8) Length of Stay in the US. Four variables were statistically significant: Lower
Perceived Susceptibility in General [OR=3.77 (95%CI 1.19, 12.01)]; Higher Perceived
Benefit of Chinese Herbs [OR=2.21 (95%CI 1.02, 4.81)]; Lower Perceived Benefits of
Western Medications for HPT [OR=2.78 (95%CI 1.13, 6.84)]; and Longer Length of
Stay in the US [OR=2.48 (95%CI 1.12, 5.50)].

Conclusions: The instruments for cultural factors and MC have an acceptable internal
consistency. Four out of eight cultural factors were predictors for non-MC.
Implications: The study results provide important information about Chinese immigrants
with HPT and cultural factors associated with non-MC. This exploratory prediction
model can help in the formulation of nursing intervention for improving MC and HPT

control in this population.
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Hypertension (HPT) is defined as a systolic blood pressure (BP) 2140 mmHg and
diastolic BP 290 mmHg !, In the United States (US), HPT contributes to more than
500,000 strokes and 150,000 stroke deaths as well as 1 million heart attacks and 560,000
heart attack deaths per year >. Many people who have had a stroke or a heart attack die
prematurely. However, since it is a preventable risk factor for both stroke and heart
disease !, treatments to better control BP are of paramount concern to enhance patients’
long-term health and prevent the complications of uncontrolled HPT.

Despite effective treatments for controlling HPT, it remains inadequately
controlled in most patients 3. HPT management includes lifestyle modification and

medication " +®

. When it comes to medication, compliance is important to ensure
effectiveness. Some literature was found investigating the medication compliance (MC)
issue in the general US population; however, very few have focused on Chinese

immigrants with HPT.

Significance of Study

This study is targeted to characterize Chinese immigrants with HPT taking
prescribed Western HPT medication and to explore cultural factors related to MC.
Estimating the proportion of compliance and BP control as well as describing perceptions
of HPT and its treatment and health behaviors (i.e. use of Western and Chinese Medicine
and self-care) in Chinese immigrants will be essential to identify the types and magnitude
of problems for HPT management (e.g., what are Chinese immigrants’ major concerns
about taking HPT medication). Moreover, exploring cultural factors associated with MC
will be important for clinicians to identify those who are at risk of non-compliance and to

help adjust intervention when managing HPT for this population. These are especially
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important in California because this state has the largest Chinese population in the U.S.
(980,000, 40% of all Chinese in the U.S.) .

A cross-sectional study design is suitable for the above purposes. However, due
to the fact that there is little in the literature about what Chinese cultural factors are
related to HPT medication compliance and the lack of culturally appropriate
measurements, preliminary work is essential to gain insights into the factors that are
culturally meaningful. A pilot study was designed with in-depth individual interviews
and a focus group to explore Chinese immigrants’ perceptions of HPT, health behaviors
and social support related to MC. The results from this pilot study provided invaluable
resources to develop the domain and areas of content for measuring cultural factors.

The innovations of this study are twofold: to address a minority population of
both men and women previously not studied sufficiently and to develop a logistic
regression model of cultural factors for MC in Chinese immigrants with HPT.

Purposes of Chapters

Chapter 2 is to evaluate the theories for fit with Chinese immigrants with HPT.
Chapter 3 will present a conceptual framework to define the cultural factors and
antihypertensive MC in Chinese immigrants with HPT and to present first-generation

measures of these concepts in a sample of Chinese immigrants. Chapter 4 is to

characterize Chinese immigrants with HPT and to explore cultural factors related to MC.
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Compliance with Antihypertensive Medication in Chinese Immigrants: Cultural
Specific Issues and Theoretical Application

Abstract
Background and Significance: In the general US population, only 58% of patients
receiving treatment for hypertension (HPT) have their blood pressure (BP) controlled.
Little is known about medication compliance (MC) associated with BP control among
Chinese immigrants. Due to the scarcity of literature about Chinese immigrants with HPT
and the uniqueness of the Chinese culture, it is important to have a culturally sensitive
model for studying MC in Chinese immigrants with HPT.
Purpose: To review and evaluate the theories for fit with Chinese immigrants with HPT.
Review and Evaluation of Theory: The Sick Role Behavior (SRB) Model is used to
evaluate its suitability in studying MC behavior in Chinese immigrants with HPT. This
model explained and predicted health-seeking behaviors when developed in 1950s. Five
concepts are essential for studying Chinese immigrants, including susceptibility, severity,
benefits/barriers of treatment regimen, and motivation. Most concepts are clearly defined
and suitable for this population. However, susceptibility and severity are not culturally
sensitive for studying MC in Chinese immigrants because the meaning of these two
concepts when translated from English to Chinese is reversed. The modification of these
two translated concepts (e.g., re-defining concepts within Chinese context) need further
clarification. The SRB model is also compared with other models to add other important
concepts for studying MC behavior. Four models are compared, Behavior Model of
Health Services, Social Interactionism Model, Health Decision and Social Learning
Theory. The following concepts are added, including immigrant status, language

barriers, patient-provider relationship, provider continuity, beneficial self-care activities,
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social support, frequency of medications and types of medications, cultural healer
(traditional herbs).

Conclusions: This modified model needs to be tested in Chinese immigrants with HPT
for its appropriateness in Chinese culture.

Keywords: Sick Role Behavior Model, susceptibility, severity, benefits of treatments,
barriers of treatment, motivation, Behavior Model of Health Services, Social
Interactionism Model, Health Decision and Social Learning Theory, patient-provider
relationship, provider continuity, beneficial self-care activities, social support, frequency

of medications, types of medications.
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Introduction

Hypertension (HPT) is defined as a systolic blood pressure (BP) 2140 mmHg and
diastolic BP 290 mmHg '. It is a preventable risk factor for both stroke and heart disease }
!. One of the major problems with this diagnosis is that patients are mostly free of any
symptoms unless the BP reaches very high levels, which makes HTP management a
tremendous challenge. The consequences of uncontrolled HPT are strokes and heart r
attacks, which are a major public health concern. In the United States (US), HPT
contributes to more than 500,000 strokes and 150,000 stroke deaths as well as 1 million ‘

heart attacks and 500,000 heart attack deaths per year >. Many people who have a stroke

e
or a heart attack die prematurely. If they survive, they experience a loss in quality of life py A
(= 7
and productivity. Problems associated with cardiovascular disease or stroke are ::j
increasing throughout the US and in other developed countries and have other significant ’

T
A

[P
]

implications (e.g., financial and social burden) for the individual, family, and society .

{

For instance, in the US, annual medical costs for controlled HPT are $124 per patient, but
the annual cost for uncontrolled HPT, such as the patient with organ damage is $691 >,
more than five times higher . Given the above, treatments to better control BP are of
paramount concern in order to enhance patients’ long-term health, prevent complications
from uncontrolled HPT, and decrease medical costs. Despite the existence of effective
treatments for controlling HPT 4, only 54% of hypertensive patients received treatment,
and only 27% had their HPT under control '. -
HPT management includes both lifestyle modification and medication >, For
medication to be effective, compliance is paramount. However, literature on medication

compliance (MC) in Chinese immigrants with HPT is scarce. In recognition of the



disparity of health studies and services in minority groups, Institute of Medicine
recommended immediate actions (e.g., more research) should be taken to enhance health
care in minority populations 8 This paper is directly responsive to this recommendation
in that it specifically targets Chinese immigrants. The purposes of this paper are: 1) to
explore factors related to MC; 2) to review theories suitable for guiding studies of MC
behaviors in Chinese immigrants with HPT, and 3) to evaluate these theories for fit with
Chinese immigrants with HPT.

Cultural Factors of Chinese Immigrants and Antihypertensive Medication

Compliance

Chinese immigrants constitute the largest proportion (25%) of Asian Americans and
Pacific Islanders (AAPIs) (10.2 million in 2000) in the US ® Strokeisa major cause of
mortality for Chinese in China '°. A meta-analysis study of 2379 stroke cases shows that
management of HPT can reduce stroke deaths by about 50%.

The most recent data show that age- and gender- adjusted prevalence rates of HPT
among Chinese in the US are 11.8% for men aged 18-49, 6.4% for women aged 18-49,
45.0% for men over 50 and 34.3% for women over 50 ''. Of Chinese immigrants with
HPT, only 42% know that they have HPT, compared to 56% in the overall population ''.
About half do not know the serious consequences of uncontrolled HPT and only 15% of
Chinese immigrants know that HPT is not associated with any symptoms (31 % in the
overall population) !'. Chinese immigrants have their own health beliefs and medical
system (Chinese Medicine) that are rooted in Chinese culture for over 5,000 years 2. For
Chinese immigrants who are taking antihypertensive medications, medication compliance

(defined as taking at least 80% of their prescribed medications 13) is critically important

N

IR et WAL
KRR

'y
[

.
-

\ A

Vi '."J‘l



for the control of HPT. However, no study was found investigating antihypertensive MC
behaviors in Chinese immigrants.

Cultural Factors Associated With MC

Chinese Health Perceptions and Behaviors Associated With Compliance. Chinese

Medicine is the best-known cultural heritage that influences Chinese people’s health
perceptions. Chinese Medicine differs from Western Medicine in that Chinese Medicine
emphasizes the balance between Yin (cold or feminine aspect of nature) and Yang (hot or
masculine aspect of nature). It is believed that health is harmed if there is an imbalance
between Yin and Yang. Chinese physicians prescribe treatments, such as Chinese herbs
to correct these imbalances.

HPT is believed to be caused by the imbalance of Yin and Yang, and the best
treatment for it is Chinese herbs '*. Some immigrants also do Chinese exercises to help
manage their HPT. These exercises are designed to correct the imbalance of the body .
Chinese immigrants believe also that Chinese herbs produce fewer side effects than
Western medications '*. Due to these beliefs in Chinese Medicine, patients who use it
may defer or compromise their compliance to Western medical therapy in the belief that
Chinese Medicine is the best way to correct the imbalance in their body '.

Social Support Associated With Compliance. Another important Chinese cultural

value is social support '°>. In Chinese society, the focus is on the family or social unit
rather than the individual '°. Family or friends have an important role in supporting,
communicating and interacting with the whole society. Social support (such as
reminding patients to take HPT medication and accompanying patients to visit the

physician) is an essential social factor in helping the patients manage their HPT .
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Age and Immigrant Status Associated With Compliance. Older age is positively

related to MC '®!7. The potential explanation for this is that a majority of the elderly are
retired and therefore have more time to attend to their treatment. Immigrant status would
also appear to be an important predictor. The longer the immigrants stay in the US, the
more they are likely to adapt to and comply with Western Medicine'*.
Origin of Health Belief Model (HBM) & Sick Role Behavior (SRB) Model

The HBM was originally designed in early 1950 to describe health behaviors in
disease prevention '®. This preventive health behavior model was first defined by Kasl
and Cobb '°, as the behaviors of a healthy individual used to prevent disease or detect it
in an early (asymptomatic) stage. However, this model was modified, renamed and used
in a variety of contexts. For example, the SRB model, a modification of the HBM, was
introduced to predict compliance behavior in an individual with chronic disease, such as
HPT %°. According to Kasl and Cobb '*?!, the SRB refers to health activities undertaken
by sick people and explains the restoration of an individual’s health or a halting of
disease progression.

Evaluation of Suitability of the SRB for Antihypertensive MC in Chinese
Immigrants

A number of theoretical models have been proposed to investigate compliance
behavior in hypertensive patients. Among these models, the Sick Role Behavior (SRB)
model, derived from the Health Belief Model (HBM), is the earliest model proposed.
Although the developers did not label this as the SRB model, they described the
behaviors they were trying to explain as “sick role behaviors”. In order to distinguish it

from the original HBM, this paper uses the SRB to refer to the modified HBM that
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predicts and explains sick role behaviors. The SRB model was first developed in 1974 *°
and the developer was also a member of the cohort who developed the HBM 2 The
application of the SRB model in research was investigated by Janz and Becker .
Nineteen studies explored the SRB between 1974 and 1984. Among these 19 studies,
four included hypertensive patients, but very few of them included Chinese immigrants --
with HPT %, The HBM and SRB models will be evaluated to determine predictors for

antihypertensive MC in Chinese immigrants on two perspectives: 1) clarification between

the HBM and SRB models in terms of their target populations; and 2) the comparisons of

the SRB model and other cognitive/behavioral models on their fit for explaining .

compliance in Chinese immigrants with HPT. »:- D
£= -
o
The HBM T
o
Concepts of the Original HBM -

The approach to a human being’s health seeking/maintenance behavior in the
HBM is based on the individual’s * attitude, belief and motivation 2. This approach
emphasizes the individual’s ’s perceptions of health and illness. Three major concepts
play pivotal roles: 1) individual perceptions (perceived susceptibility to disease and
perceived seriousness of disease), 2) modifying factors (e.g. demographic variables and
sociopsychological variables) and the individual’s evaluation of the effects of the medical
regimen (perceived benefits and perceived barriers to preventive action), and 3) cues to
action (a trigger to stimulate health seeking/maintenance behavior). All three concepts
are important to a patient’s likelihood of taking preventive health action (compliance

behavior).

12



Perceived susceptibility and severity are major components in an individual’s
picture of health and illness. Perceived susceptibility refers to an individual’s feeling of
danger to contract a disease or experience complication(s). Perceived severity varies and
depends upon the individual’s concern of the effects of a particular disease on physical
activity, family life, and social relations. Both susceptibility and severity could be
viewed as the threat of a disease > that is supposed to motivate patients to take preventive
action. A patient’s self-evaluation of efficacy of medical regimen contains two important
components, benefits of regimens (e.g., maintenance of health) and barriers to taking
action (e.g., language barrier). Both of these concepts are based on an assumption that it
is an individual’s subjective belief rather than objective facts (medical diagnosis and
assessment) about effectiveness of action that determine health-seeking behavior 2.
Moreover, an individual’s perceptions of benefits and barriers are usually embedded in
her/his social norms and living environment ?°; therefore, it is essential to explore an
individual’s concerns regarding the effects of treatment regimen from their own
perspectives.

The SRB Model-Modified from the HBM

Concepts of the SRB Model (Figure 2.1)

The original HBM explains the behavior of preventing an illness threat 30 Similar
to the original HBM, the purpose of the SRB model is to explain and predict health-
seeking behaviors. The targeted population for the SRB model is a sick population
(people with an existing diagnosis of disease), which is different from the healthy people
that the HBM targets. For sick people, not only susceptibility and severity of illness, but

motivation is an important predictor for compliance behaviors. Motivation refers to an
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individual’s emotional incentive driven by certain types of stimulation. Motivation
contains ‘concern about health matters in general’ and ‘positive health activity’. The first
concept (health concern) is literally suitable for motivation. However, since ‘positive
health activity’ contains the behavioral component of managing disease, this concept is
likely to belong to a new category rather than the previously conceptualized emotional
incentive as motivation. The possible category for this concept could be self-care
activities.

Evaluation of the SRB Model

Keller *! reviewed 243 cardiovascular nursing research articles and found that
various health-related behaviors have been examined using the HBM. Although the
HBM has been applied in clinical settings and research work for several decades, no
study was found using the SRB model as their theoretical framework. This might be due
to the fact that the developers of the SRB model (e.g. Becker) did not differentiate the
titles for the two models although they predict two distinct health behaviors (one is
preventive behavior while the other is for sick role behavior) %°.

Prevention behaviors focus on preventing disease, while compliance behaviors
focus on the concept of controlling an existing disease (usually chronic) and preventing
their potential complications. Compliance requires more intensive intervention and
higher motivation for optimum adherence to therapeutic regimens (e.g. Western
medication and self-care behaviors); therefore, emphasis should focus on improving
adherence to complex treatments, which in turn strengthens the outcome (e.g. HPT
control). Since the SRB model is the theory that focuses on compliance with therapy for

existing disease, it is the preferred model for explaining compliance behavior.
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Next, the SRB model will be evaluated by using criteria as modified by Meleis *2
and Dudley-Brown *. The criteria proposed by Meleis were comprehensive and
practical (pp. 245-276) 32 Dudley-Brown’s aimed to examine the theory within and
among cultural contexts to advance the application of theory in different cultures **. By
reviewing the above two sets of criteria, the authors selected several criteria which aim to
examine the suitability of the SvRB model in explaining compliance behavior within the
Chinese culture. More specifically, the evaluation of the SRB model will answer the
following two inquiries about compliance behavior in Chinese immigrants with HPT.
First, are the internal components and external dimensions of the SRB model appropriate
for describing compliance behavior? Second, are the concepts clearly defined, relevant
and measurable in Chinese immigrants with HPT?

Operational Definitions. Concept is a term used to categorize or summarize a

phenomenon or a group of thoughts that are related to a phenomenon (Meleis, 1998). All
concepts need to be operationalized for replication and measurement either for research
projects or clinical practice (Leininger, 1991). The SRB model provides operational
concepts in explaining compliance behaviors. The essential concepts, such as
motivation, perceived susceptibility, severity of illness, perceived benefits and barriers of
treatments, relationship between patients and providers and provider continuity are
defined and operationalized.

Description, Identification and Clarification. Most concepts in the SRB model

have been clearly defined and identified. However, the boundary between two concepts,
susceptibility and severity is not sensitive enough to pick up Chinese cultural perceptions

for HPT. Susceptibility refers to the effects of HPT (e.g. stroke) and severity was defined
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as consequences of HPT (e.g. negative influences on family life). The similarity between
the effects and consequences of HPT made the definitions of susceptibility and severity
unclear to Chinese immigrants. In Chinese, the two words, “effects” and “consequence”,
have opposite meanings. “Effects of HPT” in Chinese refer to the influence of HPT on
their lives, but “consequences of HPT” refer to complications caused by HPT. To some
extent, “effect” could also refer to a broad array of influences of an event that contains
the concept “consequence”. Therefore, using the definitions by Becker 2 effects for
susceptibility and consequences for severity, will easily lead to confusion within the
Chinese population being studied. In order to make these concepts meaningful, it is
essential to explore what these concepts mean within this Chinese context.

Scope. The SRB model predicts sick people’s health seeking behavior and the
approach is broad, general and complex. Ellis 34 states, “The broader the scope, in terms
of the number and variety of facts or related concepts, the greater is the significance of
the theory” (p. 135). Since the SRB model covers very broad dimensions of concepts
including an individual’s beliefs, environmental factors (e.g. health care system), and
sociodemographic factors, its application in predicting compliance behavior tends to be
flexible and broad. For example, it has been applied in patients with various chronic
diseases, such as HPT 2 renal disease 35 and diabetes *°. Although the SRB model is
broad, an important component about cultural differences in health beliefs is missing.
This is essential when describing compliance issues with Chinese immigrants because
many tend to treat their diseases (e.g. HPT, cold and cough) with their own traditional

therapies. For Chinese immigrants using traditional therapies, one must ask how do they
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perceive disease and Western medications, and will these perceptions influence their
compliance to Western medications? All of these are unknown for this population.

Social congruence and significance. Meleis 32 and Dudley-Brown ** proposed

that a theory should encompass social congruence and significance. Social congruence
contains the beliefs and values from different cultures, which shapes a theory; while
social significance asks if the goal of a theory is to make itself more practical in humanity
and society. Moreover, a theory should be transferable across cultures. The SRB model
seems to miss this component, which needs attention when it is used to explain MC
behaviors in Chinese immigrants with HPT.

Usefulness of the SRB model in education, research and practice. According to

Haynes 7 a “theory provides an organizational framework through which research can
be conducted in an orderly fashion to understand and modify compliance behavior” (p.
416). The SRB model has been developed based on this notion. Identifying those factors
that will be important for health care providers to detect patients with high risk of non-
compliance and then to further develop appropriate interventions to improve compliance.
Therefore, studies with good methodological design, appropriate application of the SRB
model, and in diverse populations will be necessary to improve the sick patient's
compliance, which in turn promotes efficacy of disease management.

Methodological difficulties include inconsistent measurement of health beliefs
and insufficient reporting of reliability and validity. This is a greater concern in Chinese
immigrants with HPT due to the scarcity of studies in this population. Thus, in order to

improve the usefulness of the SRB model in this group, efforts need to be made to
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generate reliable and valid measurements of the essential concepts in the SRB model,
which in turn enhance the credibility of these studies.

Comparisons with Other Models .

I3

Besides the HBM/SRB model, some other theoretical models are also proposed to
explore their utility in further predicting MC. These include the Behavioral Model of
Health Services Use ** %, Symbolic Interactionism % Health Decision Model *'*?, and

Social Learning Theory ***. Comparisons between the SRB model and these other

models will focus on the purposes and primary concepts of each theoretical model. The

strength and weakness of each will be discussed in terms of applicability in studying MC

ALY
LY
5

LR e }
.“".‘""
1
'

in hypertensive Chinese immigrants and exploration of the supplemental concepts in light

of enhancing the ability of the SRB model to predict or explain MC behaviors in this L :
—
population. e "

Behavioral Model of Health Services ST g

Vil T

The Behavioral Model of Health Services (BMHS) was developed by Anderson
(1968) to understand why an individual or family utilizes health services and to help
develop health care policies. Three important components of this model included
predisposing characteristics (demographic variables, social support and health beliefs),
enabling resources (personal/family, community and health care resources), and need
(patients’ perceived needs and providers’ evaluated needs of patients). The strength of

the model is that it is culturally sensitive in describing compliance behaviors for Chinese

e

immigrant populations. For example, its focus of health care resources could include
good patient-provider relationship and provider continuity, which will be needed for

Chinese immigrants who have language and cultural barriers. Without health care
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provider continuity, Chinese immigrants may have difficulty finding a doctor who can
speak their own language and who can understand their needs. For those patients,
follow-up of their compliance to treatment regimens will be problematic.

Although this model provides some important concepts to study compliance
behaviors in Chinese immigrants, the scope of this model is too limited to describe other

crucial factors, such as the characteristics of various treatment regimens (effectiveness

and side effects), that might influence a patient’s perception and acceptance of treatment.

For example, patients who experience side effects from antihypertensive medications

promptly tend to discontinue taking them.

Symbolic Interactionism Model (SIM)

The purpose of SIM is to “provide a framework for defining the phenomenon of
compliance, delineating the antecedents of compliance behavior, and determining
effective nursing interventions” (p.33) *. Four central concepts of this model are (1)
compliance role enactment, (2) self-concept, (3) counter-roles, and (4) evaluation. Very
similar to the concept of perceived susceptibility in the SRB model, compliance role
enactment refers to the concept that an individual undertakes health recommendations
due to his/her recognition of vulnerability for developing adverse consequences from
illness.

Self-concept “reflects one’s life priorities, family and social roles, and
sociocultural responses to wellness/illness (p. 34) *°. This concept is important for the
Chinese immigrant population, since many put family or social role as their first priority.
For example, if a Chinese immigrant thinks a complication (e.g., stroke) from his HPT

will increase the care burden for his family, he may be more compliant in taking his
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medication. This concept, to some extent, is very similar to ‘Susceptibility’ in the SRB
model. However, this concept has an important aspect that the SRB lacks, sociocultural
responses to illness. Since Chinese medicine is profoundly rooted in Chinese culture,
how this population views HPT and its treatment from this perspective is an important
factor that should not be left out.

Counter-role is defined as support from health professionals and significant
others. Through interaction with others, an individual modifies his behavior to reduce the
threat of illness. Evaluation of role enactment is when behavior will be evaluated by an
individual himself or by counter-roles. This concept is similar to social support in the
SRB model, both of which are potentially important factors related to MC, since
family/social support is central to Chinese culture.

The value of this model is its applicability to various ethnic groups since an
individual’s self-concept of illness (influenced by his/her own culture), sociocultural
responses to disease and his interaction with significant others are considered. Those
concepts are what the SRB model misses when one investigates MC behaviors in Chinese
immigrants. One major limitation is that the scope of the model is too limited to explore
the complexities of compliance behavior. For example, benefits and side effects of
Western medications have been consistently reported to be associated with MC (Table 4),
but this model is not able to detect these predictors.

Health Decision Model (HDM)

This model is proposed as “a third generation model of patient behaviors that

focuses more specifically on health decisions” (p.260) *!. The purpose of the HDM is to

explore the factors associated with health decisions and behavior. The HDM is a
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combination of three components, health beliefs, disease analysis, and behavioral
decision theory. Components of health beliefs are derived from the HBM, including
perceived susceptibility and severity. Disease analysis focuses on patients’ preferences
about trade-off between benefits and risks of the treatment regimen for a disease ***.
This concept has the same focus as the SRB on the benefits and barriers of particular
treatment regimens, which might be associated with MC behavior.

Behavioral decision theory emphasizes the identification of the probablility that
patients will try to simplify their complicated treatment. As an example, if patients have
more than one disease (comorbidity), which needs more than one medication, they might
try to reduce the frequency or number of medications to make things easier *!* 4>,
Potentially, this could be a serious problem for insuring MC.

The HDM provides broad and complex concepts to predict a patient’s compliance
behavior. When compared to most other models, the HDM is relatively comprehensive;
however, several crucial drawbacks were found. First, some relationships between
concepts are not flexible enough to allow other relationships to be tested. For example,
low financial support (sociodemographic factor) might directly affect the patient’s
decision about taking medication (compliance); however, it is only related to the concept
of one’s knowledge. Second, behavioral decision theory is a possible component for
exploring predictors for compliance. However, due to the lack of clear operational

definitions, measurement of behavioral decision theory is problematic. Therefore,

application of this model for investigating compliance behavior is questionable.
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Social Learning Theory (SLT)

The SLT intends to predict behavior by using three concepts: motivation, outcome
expectation, and efficacy expectation (Bandura, 1986). Outcome expectation is very
different from that of efficacy expectation. Outcome expectation refers to the expectation
that a given outcome is caused by a particular behavior, but efficacy expectation is
defined as an individual’s belief of his/her ability to perform the behavior that will lead to
the given outcome. Similar to the Self Regulation Model, the SLT also emphasizes one’s
self-evaluation of his own behavior and expectancy of the given outcome. The outcomes
that will be influenced by self-efficacy consist of the likelihood of starting a new
behavior, discontinuing existing behavior (e.g. stopping non-compliance behavior), and
resuming behavior (e.g. resuming exercising after a surgery).

The advantage of the SLT model is that it explores and promotes one’s self-
regulation, determination and management of his/her disease. Self-management of
illness might be more effective than conventional interventions, which are led by health
professionals. However, emphasis on self-regulation or self-management might not be
applicable to Chinese immigrants, since in their culture, the patient usually is a passive
receiver of health care information. They tend to depend on what the health care
providers have told them to do rather than organize and manage their own treatment.

Summary of Theory Comparisons and Modified SRB Model in Predicting

Antihypertensive MC in Chinese Immigrants
Tables 2.1 and 2.2 list the purposes, primary concepts and evaluation of the above
four models and the SRB model. The criteria for evaluations are explained at the bottom

of Table 2, and are based on reviewing and comparing the five theories for their
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operationalized definitions, clarification of concepts, scope, and emphasis on social
congruence and significance. Before expanding the very limited knowledge that exists for
Chinese immigrants, a very fundamental understanding of the phenomenon of
compliance is necessary; specifically, studies that explicate the predictors for MC are
needed. To conduct these studies, a theoretical model that is broad, flexible and
adjustable, such as the SRB model, is an appropriate choice since it provides extensive
scope for studying a complex behavior, such as MC. Although the SRB model seems to
be the most suitable model for explaining MC in Chinese immigrants with HPT, concepts
that are missing from the SRB model but important for explaining MC in this group
should be added to enhance the predictive ability of the SRB model. These include the
enabling factor from the BMHS, self-concepts from the SIM, counter-roles from the SIM,
and behavioral decision theory from the HDM (Figure 2.1).

The modified model for explaining antihypertensive MC behaviors in Chinese
immigrants is shown in Figure 2.1. There are four constructs, including motivation,
cultural health perceptions, modifying factors, and cultural health care activities. Each
construct contains one or more concepts that are also listed in Figure 2.1. The underlined
parts in Figure 2.1 are the additional concepts. This model needs to be tested for its
applicability and its accuracy of describing MC in Chinese immigrants with HPT.

Conclusion and Recommendations

Despite the fact that Chinese immigrants constitute the largest immigrant
population among AAPIs and that antihypertensive MC behavior in Chinese immigrants
is a complex issue in health care practice, very few studies were found that had

investigated this issue. This calls attention to the need for research agencies to advocate
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for studies on such issues. Responding to this advocacy, health care providers should
consider investigating the MC issue in Chinese immigrants, using an appropriate model
to guide HPT management in both research and clinical practice.

Compared to other theoretical models, the SRB model is broad, flexible, and
adjustable. Therefore, it is preferable when investigating antihypertensive MC in
Chinese immigrants. However, since the previous applications of this model have been
primarily in Western populations, it should be modified to better explain or predict
antihypertensive MC in the Chinese immigrant population. In this group, with their own
cultural health beliefs and immigrant experience, a model that considers both of these
aspects deserves more attention. Figure 2.1 shows a modification of the SRB model,
based on an evaluation of the SRB model, comparison with other theoretical models, and
an understanding of Chinese culture and practice relevant to HPT management. This
modified model requires further study to test its acceptability, sensitivity, and

applicability in Chinese immigrants with HPT.
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