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Abstract

Patient, as the consumer of health care and medical product, are now facing the era of empowerment. Patient empowerment refers to higher involvement information seeking, deliberation and decision making. Shared decision making between physician and patient is the ideal goal. 

This paper aimed to explore the drivers of this empowerment phenomenon. Why some patients are more empowered than others? What are the underlying factors of the empowerment and what kind of empowerment suits each patient segments.

Binary Logistic Regression, GLM Multivariate and Ordinal Regression are the statistical tools utilized within the framework of Theory of Planned Behavior (Ajzen, 1991) with an additional main predictor from Schwartz 10 Cultural Value. 

The first finding concluded that there are two type of health empowerment; information seeking behavior and deliberation; and decisional. Most of the respondents are willing to be empowered in in information seeking and deliberation.

The output result confirmed several of my hypotheses. From Ajzen’s TPB, belief in empowerment advantage, perceived confidence, and perceived knowledge is the significant contributor for patient willingness to be empowered. In more complicated model, the value of self-direction, conformity, stimulation, security, and hedonism are also affecting patient’s eagerness to be empowered. Gender and Cultural attachment are demographic variable that is significantly affecting patient empowerment.

In general it can be concluded that in encouraging empowerment, policy makers and marketer should consider patient’s needs of information and their cultural value attachment.  
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1. Introduction

1.1 Emerging Health Empowerment
Government’s policies nowadays encourage more individual autonomy. An Important trend has occurred in most of developed countries, where the rise of individual liberation started not only in tangible product, but also in service areas. Financial services and health care products are now becoming more customized and consumer-oriented in order to compete as the locus of competition shift from “Who pays?” to “Who provides the best value?”(Porter & Teisberg, 2004). This phenomenon will eventually reshape consumer demands into greater depth and wider segment, creating novel, more satisfied target market(Wind & Rangaswamy, 2001). In the consumer side, the rise of internet information and the era of consumerism lead to empowerment of consumer, causing a shift in consumer fundamental roles, which impact is significant on the process of decision making and consumer behavior. This inevitable phenomenon somehow also happened to consumers of medical treatment, known as patients. 

In health care industry, advances in medical technology leads to an increase treatment options that provides consumers with more choice (Edge and Groves, 1994). The key characteristics of this trend are: individual borne greater costs and responsibility, more accessible information of choices, increased complexity of demand and options available (J. H. Hibbard 2005). Patient demands more knowledge about their diagnosed condition and the benefit and risk associated with each treatment options. 

In the core of health-related field, the prevailing patient-physician relationship is characterized by physician’s full control over the decision making process. Patient’s involvement was set to be limited as doctors secreted the information from patients to maintain control over the treatments. However, patient’s increasing knowledge and cautiousness will eventually push the trend in doctor-patient relationship toward more participatory decision-making. In this novel perspective, physicians are expected to communicate with patients and tailor their medical knowledge to suits the patient’s needs and preferences (Emanuel and Emanuel 1992; Epstein, Alper and Quill 2004; Morgan 2003). In one study, Charles, Gafni and Whelan, (2003) stated that in the era of consumer empowerment, shared decision making will be the ideal model to capture the rising patient autonomy (patient and doctor bears equal responsibility in decision making). Physician should learn to disclose the information toward patients, and in order to be more involved in decision making, patient are expected to be literate enough to search for valid information about their health status, and to learn about their health status. They should also be able to consider the risk and benefit of every possible course of action. 

Such an active and empowered patient as describe above will be a stimulus and a critical key role for the future of an inter-connected health life industry (J. H. Hibbard 2005; Camacho, Landsman and Stremersch 2009), where the relationship of physician, pharmaceutical companies, insurance providers and patients gets more dynamic and complex. However, not everyone is ready to become the active and empowered patient. More efforts need to be done to endow patients with higher responsibility. Physician, policymaker and pharmaceutical firms should understand the segmentation of patients, based on their preferred involvement and needs. Who wants to be involved more, and who wants to have personalized treatment? If an active patient proven to be a better patient, what should be done to improve the activation level?

1.2 Purpose of Study
This study will focus on studying patient segmentation of empowerment level based on their involvement preference. Empowerment in general sense is the ability of people to gain understanding and control over personal, social, economic and political forces in order to take actions to improve their life situations(BA, B, Schulz, & Zimmerman, 1994). Empowerment in health care industry (Segal, 1997) is signified by patient active participation in maintaining health, through personal empowerment (control, self-efficacy) and community empowerment (mutual support group). A lot of previous study is conducted in analyzing patient’s empowerment through involvement preferences in medical decision making (Say et all, 2006), however, little has been done to analyze patient’s preference with their activation level. The purpose of this paper is to analyze patient’s preference and the motives for higher involvement in decision making during treatment. The involvement options are ordered from the least (not being involved at all) to the highest level (participate in the choice of treatment option such as surgery or therapy). This is done in order to reveal patient’s true preference for autonomy.
1.3. Contribution
The model in this study was made based on insight from several previous works in patient and consumer’s medical decision making. The variables of patient preference were inspired from Flynn & Smith works (Flynn and Smith 2007), where the dependent variables are patient’s willingness for involvement. Ordered Probit is used in this study because the option for preference vary from the least involvement (and less risky) to the highest involvement.  Intention on being an active patient during sickness and treatment is measured within the framework of theory of planned behavior (Ajzen, 1991). The model of Patient Empowerment in this study will integrate preference option from works such as Health Locus of Control (Wallston and Wallston, 1991), Schwartz theory of value orientations, and several measures from the theory of self-efficacy and patient’s belief in involvement.. An effort to reveals what determines the intention of patient to be empowered is done by including several independent variables in the model. Preferences for empowerment among patient vary across individual and are assumed to be affected by several internal and external factors such as one’s psychological behavior, culture, psychographic and demographic variables.  

1.4 Thesis Structure
The thesis is arranged as follows. This chapter has introduced the background of consumer autonomy willingness as well as the motivation for this research. Chapter two discusses the previous study in patient willingness for autonomy as well as the hypothesis formulation. Chapter three will proceed with the hypotheses, followed by the methodology of the research in chapter four. In chapter five the statistical results are presented. Chapter six elaborates on these results by answering the hypotheses and discusses the interpretation. The final chapter, chapter seven, will be discussing some managerial implications derived from the results of this study and gives some general conclusions. 

2. Theoretical and Conceptual Framework

2.1 Health Care in Netherlands

Primary health care in the Netherlands consist of general medical services, nursing care, maternity, pharmaceuticals and also ambulatory mental healthcare (Bovenberg and Gradus, 2008). Cost of primary care in Netherlands mostly accounted by pharmaceuticals (35% of primary care expenditure) and for general medical services (16 percent). Primary health care system in Netherlands consists of three main players, insurance companies, patients, and health care providers (including general practitioners).From the reference book of European Union of General Practitioner (UEMO), it is known that in Netherlands, there are about 7000 general practitioners, forty seven percent of them or about 3200 working as single-handed free, and 625 of total GP are dispensing doctors (physician who provide drugs without pharmacy). 

To receive a non-emergency medical treatment, patients in Netherlands were arranged in insurance scheme where consumer pay premiums and later claims were reimbursed by insurance companies to the health care providers. General Practitioners (GP) in Netherlands plays important roles  as a gatekeeper in overall primary health care as every patient should be appointed first by the general practitioner before they were sent into specialist, unless there are emergency situation (Bovenberg and Gradus, 2008). Most of private insurance companies also require a referral from general practitioners before a patient could go to specialist. However, there are huge increase of patients of both general practitioners and the private patients per year (consultation rate of general practitioner and private practices increase from 3.5 and 2.5 times per year to4.5 and 4 times per year), which one of the cause is due to aging population in Netherlands. The ratio of general practitioners to population in Netherlands is 1:2.300, which is higher than average situations. Patient could choose their general practitioner, subject only to distance and the availability of the doctor’s range of services.
As for the overall health care system in Netherlands, there is AWBZ, which is the general law on exceptional healthcare costs. This act was passed in 1968 and constituted a mandatory national health insurance scheme with an income-related premium, covering long-term care, care for the mentally and physically disabled, and hospitalization for longer than one year. These are covered by social insurance from taxation (the AWBZ). All primary and curative care (family doctor and hospital and clinics) as regular (short-term) medical treatment is financed by obligatory insurance from private compulsory insurance. These insurance companies are obliged to provide a package with a defined set of insured treatments under government’s scheme called managed competition at January 2006. As long as the basic is covered, people are free to purchase additional packages from the insurance companies for additional treatments such as dental procedures and physiotherapy. For those who would otherwise have insufficient income, an extra government allowance is paid to make sure everyone can pay for their health care insurance. The newest system of Netherlands’ health care insurance is based on risk equalization through a risk equalization pool. By setting this, a compulsory insurance package is available for every Dutch citizen and should be accepted by the insurance company. Instead of selecting their favorite customer by implementing the risk selection; insurers in this system should take all consumers including the high risks consumer, because they have received compensation for accepting higher risks.

2.2 Patient Physician Relationship Model

Health care is a complex system and it works based on cooperation and coordination by several parties such as the insurance provider, health care provider, government and insured people as the final customer. However, this study will only focus on the final customer in health care industries, which is patient and physician.

Due to aging population in America and Europe, the quantity and quality of health care institutions and products are growing significantly and are likely to expand more in the future. Many health care institutions offers retirement package, health insurance and other invested health products, and competition to get customer’s loyalty made these institutions uses every possible advertising channel to acquire customer. This competition somehow gives advantage to consumer as they learn to choose among the abundant offerings in health care options and in general lead to more informed consumer in overall society. 

The rising of consumer empowerment begin as consumer’s awareness on health problems emerged. This phenomenon occurred especially in developed countries where the society demands bigger control on their lives (Bovenberg and Gradus, 2008). Physicians also embrace the rising demands of consumer awareness due to their changing expectations in medical decision making. These changes were supported by significant links between patient participation in medical decision and desirable health outcome. Study from Golin, DiMatteo and Gelberg (1996) founds that the patient participation in medical decisions has a significant link to development in adherence to treatment plans. Another researches also found a significant links between patient satisfaction, perceived improvement in symptoms and general improvement in health condition (Brody 1989; Brody, et al. 1990; Little, et al. 2000). However, another review shows conflicting results, which might be a reflection of patient heterogeneity (Guadagnoli and Ward 1998). It shows there are different kinds of patient-physician relationship and the nature of this relationship will affect patient’s satisfaction and adherence depends on each patient’s perception.

From the literature of medical decision making, it is known at least four different types of patient physician relationship. The white-coat model, as often mentioned, is the conventional approach where the physician takes a dominant role in medical decision making and patients were expected to comply with physician’s order and suggestion (Young and Hayes 2008). Relationship between patients and doctors were characterized by doctor’s dominance in decision making, which is known as white-coat model. In this model, physician uses her or his knowledge to prescribe treatments in a paternalistic way (Charles, Gafni and Whelan, 1999). 

In contrary, the situation where patient power is high and physician power is low occurs in the relationship of consumerist model. In another literature, this models also known as the informed model. In this model, patient would seek medical information from physician but assume control of their medical decisions as their autonomy. 

Not every patient is ready for empowerment and liberation in health care decision, in fact, by inaccurately assuming patients are able to decide on health related problem, physician might let the patient decide on risky matters without proper assessment on the decision. Another problem that could arise in the situation of patient empowerment is when physician with reactive characteristics would offer medical care only when are asked by the patients. When both patient and physician lack of power and control, the relationship between them will also lack of direction. This model is called as a disordered model. The situation where both patient and physician shared equal power and control on decision made were explained in the last model, which is the shared decision making model. In this model, patient and physician involved in mutual relationship and seen as an ideal model. (Charles, Gafni and Whelan, 1999:1997) explain four necessary conditions that must be met in order for a relationship to be classified as shared decision-making. Those are mutual participation, mutual sharing information, value sharing, and mutual agreement. 

In white coat model, physician perform one way directional information exchange, with minimum deliberation about the disease or the treatment process, and the decisional control were hold by the doctor. In contrary, in consumerist or informed decision making model, physician provides information for patient with either minimum or maximum deliberation, but patient assess their options and make the final decision by themselves. In shared decision making model, patients and doctors share an equal participation of all components. The highest level of is when patient desire for information, deliberation as well as decision control. Patient’s strong preference for information or deliberation does not always imply a strong preference for decisional control (Flynn and Smith 2007).
2.3 The Rising of Patient Autonomy

There are several reasons for the rising patient autonomy according to Camacho et all (2009) as explained below. Changing lifestyle and demographic are accounted for the increase of patient participation. Aging population, concern for energy crisis and pollution raises awareness of the worsening of overall health worldwide (Murray, et al. 2003).
The increasing level of chronic diseases will eventually raises public awareness on health education and information. Rising number of patients with chronic disease will eventually led to an increasing effort from government and public health institution to inform people about the disease, prevention and medication. In the other hand, patients with chronic disease will force themselves to learn more about their condition from the expert, other patients and available information such as from internet. With abundant information about the disease, chronic patients are prepared to participate in medical decision making, hence supporting the rise of patient autonomy.

The other reason that accounted for patient’s autonomy is technological changes, especially the advent of internet and the sequencing of human genome. The frequency and the extent of internet usage is widespread nowadays and it has become one of the sources of health information, as more than half of American adults population turns to internet to seek health information (iCrossing, 2008). In fact, internet has enables massive accessibility of online health related information, thus becoming the most important techno-cultural medical revolution (Ferguson and Frydman 2004, p.1499). Internet facilitates patients to health information as well as enables them to communicate it with other patients and online experts; it also affects physicians in terms of professional networking and getting feedback with patients. Bringing information from internet to the doctor is associated with greater confidence in the patient’s perceived ability to manage her illness. A study reveals that patients finds taking information from internet to the physician as advantageous, with 83% feeling more in control and 78% feels more confident during physician visit (Murray, et al. 2003). This affect the structure of patient-physician relationship, as internet facilitates the empowerment process in patients and gradually prepares patients toward shared decision making model. 
Another technological reason for rising of patient autonomy is the sequencing of human genome. It is a revolutionary breakthrough in medical field, where patient’s diseases and treatment could be done personalized based on individual’s gene pattern. Personalized medicine means that every patient will likely to be given specialized drug or treatment based on their health status and genomics. Personalized medicine requires detailed information exchange between patient and their physicians to decide the most suitable treatment for each of patient’s body. This situation will likely to accelerate the trend of equal shares of medical decision between patient and their physician and will lead to the rising of patient autonomy.

Regulatory changes are one of the factors that affected patient’s empowerment. In several country, some risky medical decisions requires lawful agreement from the patients beforehand,  and physician are obliged to inform about patient’s medical situation to get an approval from the patient. Physicians who were not complying with this procedure will have to face law consequences. This situation increase the level of patient-physician connectedness, thus will lead to the increase of patient autonomy. Laws and ethics support the patient’s autonomy, as the right to be a fully informed participant in every aspects of medical decision making. Even in countries where informed consent is not a must, informing patients prior medical decision making is now a part of physicians’ moral obligation toward patients. 
The rising autonomy in patient’s awareness is expected to bring patient-physician relationship closer toward the ideal model, the shared decision making. However, the optimal conditions are far from what is expected since not all of consumer could utilize the opportunity to choose. Some consumers are unable to decide for good because they are not having enough information to decide on what is best for them or often called as lacking of health illiteracy. Other patients could choose on a certain decision but somehow were unable to implement it into action, for example, in arranging diet program or managing a continuous drug treatment. What should be concerned here is that every patient has different characteristics and expectation toward its relationship with the physician. 

Autonomy for medical decision making could present in various levels and the implementation of such phenomenon reflected in patients’ willingness to be involved in medical decision. The examples of medical decisions that patients often encounter is to choose between  method of healing and its consequences, type of drugs and the digestion methods, as well as cost and effectiveness of each methods. In extreme cases, patients were facing alternatives of equally hard healing method such as chemotherapy or surgery. Each decision was made based on patient’s health status and his or her risk profile, and medication were given based on it.  

Different levels of patient autonomy in decision making were assumed to be related with patient’s willingness and her medical knowledge in health matters. The highest ideal proportion for a patient autonomy is as equal as physician, thus allowing them to interact in a shared decision making model. 

2.4 Shared Decision Making

Among several forms of Decision Making Model, Shared Decision Making between patient and physician are known as the most ideal model (Charles, Gafni, and Whelan, 2003). The model itself are defined from important characteristics such as physician and patient’s involvement in the decision making process, both parties exchanging information and actively discussing treatment preferences, and soon after the decision is made, both the physician and patient agrees to implement the decision made. However, the concept of shared decision making now has been revised to suit the development of patient-physician interaction, for example; decision making process in patient were differentiated by several stages such as seeking information, communicating feeling and symptoms to the doctor, participating in deliberation process pre-decision making, and the final decision making. 

As superior as it seems, shared decision making may not be effective in certain condition(Whitney 2003). Often in the case of informed consent, patients were not able to make a critical and reliable decision. In certain condition such as patients with chronic and lethal illness, time and cost of learning could be a barrier, while physician’s sole decision would not just be trusted enough in critical time, but could potentially be a live saving decision. In these situations, doctor’s paternalistic style is superior to shared decision making. There is also a situation where the final decision is not an option of several preferences, but a single option. For example, some condition of patient’s illness might not leave too much option except surgery, and patient may not always have to choose between preferences for the treatment because the only logical solution is to perform surgery. Shared decision making process in this situation only appears in the deliberation stage since the final decision leaves no room for preferences. Therefore, the effectiveness of shared decision making is working only when there are multiple choices. This study takes the shared decision making model as the ideal model. Thus, the highest patient autonomy in medical decision making is not the consumerist style where patient perform the role as the sole decision maker (physician’s role only as the main informer); but when patient and physician equally shares decision. 

2.5 The Significance of an Empowered Patient

Granted the convenience of being taken care by physician, why would any patient prefer to be empowered? Do patient consider empowerment in medical decision making something positive or negative? Is an active individual (the one who are able to maintain self-health management) automatically an empowered patient during sickness? 

Definition of empowerment has been extensively analyzed in the literature of medical decision making. Generally, it is the ability of people to gain understanding and control over personal, social, economic and political forces in order to take action to improve their life situations (Israel, et al. 1994). The concept of empowerment firstly begins in the ideology of ‘social action’ and ‘self-help’ in 1960-1970s. It focuses on the right and abilities of the individual and communities. In 1990, the Ottawa Charter for Health Promotion supports empowerment as a focus on positive health enhancement instead of only ill prevention. 

Aujoulat et al (2007) propose analysis about two dimensions of patient empowerment from the literatures in patient empowerment: an inter-personal dimension and intra-personal dimension, where the phenomenon of empowerment could be understood through provider-patient interaction, patient alone, or both. Empowerment seen from patient-provider point of view is considered as a process of communication and education where knowledge, values and power is shared. From patient’s point of view, empowerment is considered as a process of personal transformation. 

In this study, the terms of empowered patient and active patient will be used interchangeably since both terms are often used to indicate the same patient’s characteristics in previous studies. It is likely that an active individual will be an active patient during illness, even though some might started to become active and self-conscious only when they are sick. Therefore, the term of an active individual and active patient will also mean similar in this study, because the study will only focus on people’s behavior during sickness. 
Empowerment is inevitable and patient as consumer in health care is prone to it.  At the first emerging empowerment, preference in medical decision making mostly emphasizes in law and ethical perspectives, now it has become the issue of patient's right to ask, know, and reject doctor's decision.  Who will embrace this empowerment wholeheartedly? Who will be a better patient, the active-empowered one or the passive one? The most empowered patients could fully utilize their ability to search, qualify the health option into the most suitable one, and aware on their self-control ability to commit into the program by using all resources to restrain and maintain the continuity of the program. This type of patient is called as the active patient (Hibbard, Cunningham; 2008). 

Characteristics and outcomes of the empowerment process is abundant in the literature of patient’s health management and found in the researches of disease related self-management treatment, self-determination of health treatment related goals, and patient’s self-efficacy. The anticipated outcomes of the empowerment process were related to psychosocial aspects in the form of enhanced management skills such as enhanced capacity to cope with negative feelings, personal transformation of self in relation with environment and a better psychosocial adaptation. Characteristics of patient empowerment in the literatures could be seen as the increased collaboration with the physician; increased emphasis on patient centered care as a part of chronic disease care, and increased emphasis on self-management skills (Funnel and Anderson, 2003).

An active patient will know their right and obligation as a patient.. An active patient is cost conscious even if the treatment fund is paid by insurance. Declining in overall economics burdened insurance and pharmaceutical company, makes them strive to lower  the budget for drugs. The insurance will only cover certain brand of drugs, leaving the patient as consumer with little option for the treatment or drug.. In some cases, an active patient with certain drug allergy should make an appeal to insurance provider so that the insurance will also cover certain drugs that is not allergic to some people.

In the literature of clinical genetics’ patient empowerment, it is found that knowing one’s genetic disease will help them  to prepare their descendant (who will inherit the genetic code) about their future life (Mc Allister and al 2008).  So, an active patient will be able to maintain control, not only in their life but also their descendant’s. In personal level, an active patient will feel a better control over their life, by being literate in general health and medical. For example, one who know how to read nutrition labels and use this information, are used to choose healthier food. People who are medical literate are also able to use simple medical tools to treat their disease at home such as measuring blood level and authorized drug injection. 

Empowered or activated patients are those who could self-manage their health condition, for example those who are more demanding on preventive care (e.g, health screenings and immunizations) and those who committed in healthy lifestyle such as maintaining good diet, exercise practices, self-management behaviors and health information seeking (Mosen, et al. 2007). One who are actively maintain self-health, will be able to become a self-health conscious person and an active patient during treatment,  thus will minimize the risk of getting ill and increasing overall welfare.  

An active individual will sophisticate the demand of health industry, strengthen the connection between players in health life industry and will create opportunity for new product development. Empowered patient contribute to efficiency of health life market in two complementary ways firstly, because the consumers are well informed, their demands is more sophisticated and diverse. Mix of services that meets the need of every segment should be provided by the systems as the consequences of embracing the empowerment. Secondly, a service system that accommodates an empowered patient could potentially be more cost-effective for the system itself. As patient gets empowered, their self-efficacy increased, not only regarding the illness management, but their lives as well, reducing the prevalence of behavior-related illness and the risk.
2.6 Framework of the Model

This study will start at the question of: “Do people willing to be an empowered patient during their sickness?” and “what makes some patient’s prefer higher involvement than the other?” Is it because of psychological factors, cultural factors, or social pressure?  

To answer the question of the differences of patient preference and which patient choose certain autonomy level (prefer higher or lower), the determinant of patient preference need to be explored. The spirit of Ajzen’s Theory of Planned Behavior is used in this model to incorporate all of the independent variable within a framework with strong psychological foundation. Theory of planned behavior is the improvement of theory of reasoned action (Ajzen and Fishbein, 1980; Ajzen and Fishbein, 1970) since the original theory posses limitation in dealing with behaviors where people have incomplete volitional control (the ability to perform, or not to perform the intended behavior  at will). The main components of the theory of planned behavior consist of behavioral belief, normative belief, control belief, intention and behavior. 

In the theory of Planned Behavior, beliefs have become the central theme of the theory. Human action is guided by three beliefs (Ajzen, 1991): beliefs about the outcome of the behavior (behavioral beliefs), beliefs about other’s normative expectation, and the control beliefs. Fundamental reasons that might be affecting these beliefs will then be linked with internal and external factors such as personality type and cultural values of the respondents.
The theory or reasoned action, the theory of planned behavior, theory of health belief model and Bandura’s self-efficacy model, all placed individual’s intention to perform a certain behavior as the central factor, or the dependent variable. As the dependent variable, intention is assumed to describe the motivational factors that influence behavior. I use patient willingness to be involved in medical decision making during sickness as the intention variable (Patient Willingness to be involved). 

Intention of performing certain behavior will require pre-conditions or factors that could determine one’s tendency. In this study, the factors are pooled into one measureable model that I called as the model of Patient Empowerment. I summarize all of the potential variables of Patient Empowerment within a strong theoretical background from Ajzen’s Theory of Planned Behavior. Patient Empowerment will define patient’s involvement preference based on their latent psychological characteristics, control variables and cultural value.  Following Ajsen’s theory, I use behavioral beliefs, normative beliefs, and control beliefs to measure intention.

I also added cultural background as a mediator variable within the framework. In addition, I put age, gender and education as the control variable that will affect one’s involvement in medical decision making during sickness.

2.7 The Conceptual Model

Figure 1 Conceptual Model of Patient Empowerment
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2.8 Variables and definition

Variables in the Model of Patient Empowerment above are the dependent variableorthe Intention Variable (Patient Willingness to be involved), Behavioral Belief (Belief in Involvement Advantage and Outcome Expectancy), Control Belief or Perceived Behavioral Control (Confidence and Knowledge), Normative Belief (Social Norms), Cultural Value and Control Variables (Gender, Nationality, Education, Health Status). Solid arrow signifies variable that will be measured through regression model, while dashed arrow indicating that the relationship of the variable will be measured through simple correlation or statistic comparison.The hypotheses will be explained below.
2.8.1 Intention variable (Patient Willingness to be involved)
Patient Willingness to be involved in Medical Decision Making (PW) refers to patient’s propensity to embrace the situation where they were given the autonomy to participate in health care plan. As a tool to measure the degree of patient willingness, the construct of PW functioned as representatives of feelings toward the idea of patient autonomy, with higher level indicates higher involvement. The questionnaire for patient’s preference to autonomy is based on the separation of three elements of health care decision making process. The components of this process are patient’s initial behavior toward involvement (information seeking), information exchange between patient and physician (whether it is one way or two ways) and the decisional control. 

2.8.2 Behavioral Belief (Belief in Involvement Advantage and Positive Expectation about the Outcome of Empowerment)

Ajzen theoretizes that behavioral belief links the intended behavior to the expected outcomes. Behavioral belief is defined as a subjective probability that a cert ain behavior will produce a given outcome. One’s belief will define it’s attitude toward behavior, thus when combined with the subjective values of the expected outcomes; will determine the prevailing attitude toward behavior.The formal theory of planned behavior assumes the behavioral beliefs are represented as an overall attitude with expected outcome of performing a certain behavior. If one thinks that being active in medical decision making is pre-requisite to a better health management, than one will naturally value the involvement as a positive thing.  

Thus because salient belief influence one’s perception towards attitude, one that has positive beliefs toward involvement will naturally have positive attitude toward involvement. Therefore in this study, to simplify, it is safe to merge the variable of attitude toward behavior by assuming that the variable of attitude toward involvement will naturally depends on their beliefs and let the measurement for behavioral beliefs be represented by item beliefs only. The outcome expectancy is included in behavioral beliefs as weighting elements, whether the attitude or beliefs measured is indeed positively appraised. 

By thinking positively about the advantage of being involved and appraise the related expected outcome, one is assumed to agree to higher involvement in medical decision making. Therefore I assume that:

H1a: Belief in Involvement Advantage will have a positive effect on Patient Willingness to be empowered in medical decision making
H1b: Positive Expectation about the Outcome of Empowerment will have a positive effect on Patient Willingness to be empowered in medical decision making
2.8.3 Normative Belief (Preference of Relatives and Significant Others to be empowered)

The normative belief, which represent the subjective norm important people around the patient, is a measure of perceived social pressure in order to perform or not to perform the behavior (Ajzen,1991). In this case, the subjective norms comes from significant people around the patient such as family, partner and colleagues. Opinion from important people are valued higher than the unsignificant others, that it will potentially let important people one’s life affect his or her decision. It is assumed that these normative beliefs, combined with the person’s motivation to comply with the various referents (important people in their life), determine the prevailing subjective norm. Subjective norm refers to perceived social pressure to engage or not to engage in a behavior, hence determined by how one is reacted to the expectations of important referents. Therefore I assume that:

H2: Preference of Significant others will have a positive effect on Patient Willingness to be empowered in medical decision making

2.8.4 Perceived Behavioral Control Variables (Confidence and Knowledge)

Perceived behavioral control refers to people’s perception of their ability to perform a given behavior (Ajzen, 1991). Perceived behavioral control is affected by the perceived power of external and internal factor that could inhibit or facilitate performance of the behavior (Ajzen 2002). The overall perceived power of each control factor contributes to perceived behavioral control. 

The general rule in measuring one’s action, according to Ajzen, lies in the assumption that the stronger the intention to do behavior is the more likely should be its performance, as long as the behavior is under volitional control. For example, one may prefer to be involved more in medical decision making, but when the illness has become very serious, it might be inappropriate to spend patient’s time in decision making process. One might not going to be involved in medical decision making if she think she could not be able to make a responsible decision during sickness. 
In this study, perceived behavioral control refers to whether one has the ability (resourcefulness) to execute the behavior of being involved in medical decision making during sickness. There are plenty of defining factors for someone to perform the intended behavior, such as the seriousness level of the illness, the type of patient physician relationship, the type of treatment option (whether it is multiple or single treatment option), patient’s decision making ability, patient’s perceived knowledge on health and medical literacy, and patient’s confidence to be involved in medical decision making. In order to perform an executable research, I have assumed that the hypothetical illness would be chronic mid-severe sickness with multiple treatment options. I also assumed that the ideal model of patient physician relationship in this model is the shared decision making. Therefore the perceived behavioral factors could be reduced only to two important factors such as patient confidence in decision making and patient’s knowledge on his right and obligation  (Fraenkel and McGraw 2007). 
Confidence in Health Management Ability

Ajzen (1991) stated that in compare with the theory of Locus of Control and Atkinson’s Theory of achievement motivation; Perceived Behavioral Control (control beliefs) is most compatible with Bandura’s Self-efficacy Theory (1977). Perceived behavioral control from Theory of Planned Behavior and Bandura’s self-efficacy assumed that one’s action is influenced by own judgments about self-ability to execute the action, that it is strongly inclined to their confidence of self-ability or self-efficacy. Intention to perform a certain behavior requires self-efficacy and confident to perform (Ajzen and Fishbein 1970). To be involved in medical decision making, one need to fully informed about the choice and feeling secure in executing and implementing the decision.  In contrary, one will not ask for more involvement if she feels not confident enough about her decision making ability.  Therefore, confidence is one of important factors that will define one’s ability in being involved on medical decision making.

I hypothesize that: 

H3a: People with higher Knowledge will have greater willingness to be empowered in medical decision making
Knowledge

Knowledge item in Patient Empowerment could also be seen as the basic of perceived health literacy. Health literacy refers to the degree to which individuals have the capacity to obtain, process, and understand basic health information needed to make appropriate health decisions(Institute of Medicine 2004). As a set of basic skills, ability in health literacy includes not only reading and numeracy skills, but also hearing and thinking ability to measure risk and benefit of health outcome in order to perform decision making in health related field (Zarcadolas, Pleasant and Greer 2005). One with health literacy could read prescription, nutrition labels, performing self-prevention and medication, and tend to be consistent in healthy lifestyle; therefore are more willing patients(Glanz, Lewis and Rimer 1997).  
It takes knowledge for a patient to participate in discussion, exchanging information and making decision that could change one’s life. A mental patient, who were not able to decide on informed consent or who’s decision against rational consensus, are not supposed to be involved in medical decision making.  People who are not having mental problems but are not confident enough on their knowledge (low perceived knowledge) are also tend to let the doctor choose for them (Levinson, et al. 2004). Numerous researches also prove that knowledge has positive relationship with compliance, though not as the sole defining factor (Fraenkel and McGraw 2007; Van der Wal, et al. 2006). Therefore, I assume that people who are less empowered will also be lacking in general knowledge of health and health related self-management. These people will have low self-efficacy and are less confident in making decision. Being knowledgeable requires willingness to learn and information seeking behavior as an early sign of involvement in medical decision making, and for those reasons, perceived knowledge is placed into one of the control belief or perceived behavioral factors. 

H3b: People with higher Confidence will have greater willingness to be empowered in medical decision making
2.8.5 Schwartz Cultural Value (Portrait Value Questionnaire)

The reason to model cultural background is because culture will influence people’s values and it will affect one’s perceptions towards a situation (Hofstede; 2001). An active patient will always seek for more information regarding her health than a passive patient, who may prefer a white-coat model. However, an active patient from a certain culture – say, a culture that values individual expression a lot - will probably react differently to a higher level of involvement (such as deliberating with the physician or expressing disagreement toward physician’s proposal) than an active patient from a culture that values harmony and group-thinking more. In fact, an active patient from Asian culture – typically characterized by high collectivism (which involves harmony and group-thinking) - is assumed to have higher control of her impulses, but at the same time avoid confrontation with physician. This means that patients from collectivist cultures should be less likely to utilizetheirlast resort - which is to change her physician or not following the treatment without discussing it further – than patients from individualistic cultures. Hence, inclusion of variable culture will also give a better understanding of social pressure and one’s belief toward involvement. 

From previous literatures, it is found that cultural factor is one of many forces influencing consumer decision making (Crotts and Erdmann 2000), and in general situation, culture defines people’s perception toward behavior and opinion (G. Hofstede 2001). Literatures about consumer and its relation with culture mentioned exploratory behavior as one of the dimension of culture-induced character. Consumer differs cross-culturally in the literature in popular theoretical research topic (Costa and Bamossy 1995); (Craig and Douglas 2001), (Tang, Solomon and McCracken 2000); (Steenkamp 2001); (McCort and Maholtra 1993). 
Patient could be seen as a consumer of medical product. Therefore, cultural background is expected to influence patient’s medical decision making and patient’s decision about involvement in medical decision making. The reason for this assumption is because patient and physician could not free themselves from cultural attachment in the process of communication. While patient satisfaction and health related outcome are positively related to patient active participation and physicians’ support (Street Jr. and Voight 2005); (Beck 2002), it is also indicated that ethnic and cultural value of patient affects their preferences of active participation. From one study, it is found that non-western patients (Asian and Latinos) have fewer positive beliefs about patient participation, less need for information disclosure and less assertive in compare with white patients (Kim, et al. 2000); (Blackhall, et al. 1995). In another case, informed consent as one of the formal forms of patient’s participation is challenged by the variety of patient’s cultural background. Unites states judicially requires that all patients receive full information so that they could make decisions regarding their health care (Gostin 1995), however, the outcome contradicts beliefs and norms of many subcultures present within USA (Blackhall, et al. 1995); (Carrese and Rhodes 1995). Therefore, in implementing patient’s autonomy in medical decision making, health care provider should be sensitive of cultural differences and flexible in treating patients (Gropper 1996). 

There are many popular theories about individual and national cultural value (Hofstede, 2001; Inglehart and Baker, 2000; and Schwartz, 2003). To measure patient’s willingness for autonomy, in this paper Irely on the value dimensions proposed by Schwartz (2003), as this is an individual-level theory, thus well adapted to the context and approach of my study. I use Schwartz Portrait Value Questionnaire (PVQ) because of the relevancy with this study aim, and its superiority among similar construct. Below are the explanations.

Hofstede (1980,2001) develop a theory of work values and proposes direct measure for four value dimensions for culture comparison using data from IBM workers all around the world. However, Hofstede’s scale is not suitable for linking individuals’ value to their opinions or behavior and distinguishes only among different national cultures, not among individual cultures. Hofstede’s item often argued for it measures only work-related values, not the range of human values relevant in many life domains. Therefore it is quite irrelevant to explain patient’s latent value and belief using Hofstede’s cultural dimension. 

Inglehart proposes a theory to measure materialism-postmaterialism (1977, 1990,2000) and has been widely used to understand individuals value. However it measures only single value dimension which is probably unsuitable for capturing the value diversity of patient’s background. 

The Schwartz PVQ statements is a short verbal portrait of different people, with each portrait describes a person’s idea, aspirations, goals or wishes that point implicitly to the importance of a single value type. The outcome of using PVQ is to map patient’s 10 basic value orientation on patients surveyed. The ten basic values are described in the table below:
Table 1 Definitions of Motivational Types of Values
Power: Social status and prestige, control or dominance over people and resources (social power, authority, wealth, preserving public image)

Achievement: Personal success through demonstrating competence according to social standards (successful, capable, ambitious, influential)

Hedonism: Pleasure and sensuous gratification for oneself (pleasure, enjoying life)

Stimulation: Excitement, novelty and challenge in life (daring, a varied life, an exciting life)

Self-direction: Independent thought and action choosing, creating, exploring (creativity, freedom, independent, curious, choosing own goals)

Universalism: Understanding, appreciation, tolerance, and protection for the welfare of all people and for nature (broad-minded, wisdom, social justice, equality, a world at peace, a world of beauty, unity with nature, protecting the environment)

Benevolence: Preservation and enhancement of the welfare of people with whom one is in frequent personal contact (helpful, honest, forgiving, loyal, responsible)

Tradition: Respect, commitment, and acceptance of the customs and ideas that traditional culture or religion provide the self (humble, accepting my portion in life, devout, respect for tradition, moderate)

Conformity: Restraint of actions, inclinations, and impulses likely to upset or harm others and violate social expectations or norms (politeness, obedient, self-discipline, honoring parents and elders)

Security:  Safety, harmony, and stability of society, of relationships, and of self (family security, national security, social order, clean, reciprocation of favors)

The 10 value orientations above could be comprised into two orthogonal dimensions. First, Self-enhancement (Power and Achievement values) that emphasize on pursuit self interest is opposed to the Self-transcendence that focus on welfare and interest of others (Universalism and Benevolence values). Second, Openness to change vs Conservatism, where Self-direction and Stimulation as values of Openness to change is opposed by security, conformity and tradition in the value dimension of Conservatism.  Hedonism are an element of both Openness to change and Self-enhancement.

The two orthogonal value dimension (Self-enhancement, Self-transcendence; Openness to change, and Conservatism) is used in the descriptive statistics to simplify the interpretation, however, the 10 values will be used in model regression to better capture the relation of specific values to certain behavior. In addition, correlation product from Pearson  will be obtained to describe the relationship between of cultural value to predictors from the Theory of Planned Behavior.

Several important Cultural Values from Schwartz Cultural Valueis hypothesized to have a direct effect to patient empowerment preference. Therefore, to map the impact of cultural values on the dependent variable, the 10 Schwartz cultural value will be used in the model regression. 

I hypothesized that values from Openness to Change and Conservatism will have significant impact on patient willingness to be empowered with an inverse effect, as individual who eager to have more control (active and empowered) values self direction and less conservatist. Therefore the hypotheses are as below:

H4a: Patient with higher self-direction will have a significant effect on Patient Willingness to be empowered in medical decision making
H4b: Patient with higher stimulation will have a significant effect on Patient Willingness to be empowered in medical decision making
H4c: The lower the security, the more patient are willing to be empowered 
H4d: The lower the conformity, the more patient are willing to be empowered

H4e: The lower the tradition, the more patient are willing to be empowered

2.8.6 Control Variables 

It is known that some demographic characteristic has an effect on patient’s involvement preferences and interest on medical decision. In previous literature about patient decision making, woman and younger age mostly have a better self-efficacy, favors autonomy and are most ready to take control on their health (Egan, et al. 2009); (Flynn and Smith 2007); (Ende, et al. 1989); (Baum, Wideman and Krantz 1980). In research about patient activation, it is also found that younger age, better education and people with higher incomes are the most activated people (Wallston and Wallston 1978); (Egan, et al. 2009); (J. H. Hibbard, E. R. Mahoney, et al. 2005). Health status item are also perceived will be affecting patient’s perception toward involvement as many people are not aware about their involvement preference until they are sick or claimed to be potentially ill.

Therefore in this study; gender, education and health status will be the control variable for patient activation as well as patient willingness to higher autonomy. 

H5a: Women will have a higher willingness to be empowered in medical decision making

H5b: Asian respondent are less willing to be empowered in medical decision making

H5c: Education will have a positive effect on patient’s empowerment in medical decision making

H5c: Patient with healthier self-perception will have greater willingness to empowerment in medical decision making

2.9 Literatures

In designing the conceptual model, this study relies on several widely known constructs in marketing or psychology. However, I also add several new additional questionnaire items that will be needed. Below are the summary of the constructs and the sources. The measurement item for the variables are taken from several literatures in medical decision making (Levinson, et al. 2004; Flynn and Smith 2007; Charles, Gafni and Whelan 1999). The operational variables, such as the intention variable (Patient Willingness to be Involved), behavioral belief (Belief and Outcome Expectancy), subjective norms (Social Norm), Cultural Value, and the Control variables will be explained below.

Table 2 Summary of Construct
	Variable of the construct
	Source
	Item

	Intention
	(Flynn and Smith, 2007)
	I believe that my doctor doesn't needs to know everything about my medical history to take good care of me

	
	(Levinson, Kao, Kuby, & Thisted, 2004)
	When sick, I prefer to rely on my doctors’ knowledge and not try to find out about my condition on my own

	
	Autonomy Preference Index (Ende, Kazis, Ash, & Moskowitz, 1989)
	The doctor doesn’t have to disclose all options of the treatment solution

	
	(Levinson, Kao, Kuby, & Thisted, 2004)
	The doctor doesn’t have to ask my opinion or agreement about the treatment process

	
	Autonomy Preference Index (Ende, Kazis, Ash, & Moskowitz, 1989)
	The doctor should make decision for my health

	
	(Flynn and Smith, 2007)
	On the most important decision making related to my health, I'll leave the decision with the doctor

	Social Pressure
	(Francis & al, 2004) Manual of Theory of Planned Behavior in Health Research
	Important people in my life would also be actively involved in medical decision making during sickness.

	
	
	Important people in my life would approve the “patient Active Program”.

	
	
	Important people in my life approves my decision to be actively involved health decision making

	Belief in Involvement Advantage and Positive Expectation of Outcome Empowerment
	Health Locus of Control (Wallston & Wallston, 1978)
	If I get sick, it is my own behavior that determines how soon I get well again. 

	
	Patient Activation Measure ( (Hibbard, Mahoney, Stockard, & Tusler, 2005)
	Taking an active role in my own health care is the most important factor in determining my health and ability to function.

	
	(Francis & al, 2004) Manual of Theory of Planned Behavior in Health Research
	Being able to get well again after sickness is?

	
	
	Able to determine my health and ability to function is?

	Perceived behavioral Control (Knowledge)
	Adapted from Stremersch et al.  (JMR 2003)
	Regarding medical treatment of diseases I consider myself very knowledgeable

	
	
	Regarding medical treatment of diseases I consider myself very experienced

	
	Patient Activation Measure ( (Hibbard, Mahoney, Stockard, & Tusler, 2005)
	I understand the nature and causes of my health condition(s).

	
	
	I know the different medical treatment options available for my health condition.

	Perceived Behavioral Control (Confidence)
	(Wallston & Wallston, 1978)
	I have a lot of confidence in my ability to cure myself once I get sick

	
	
	There is a lot I can do to prevent illness

	
	(Moorman & Matulich, 1993)
	I find it easy to comply with the treatments and advices from my doctor

	
	
	I am capable of making a responsible decision relating to my health

	Cultural Value
	Schwartz Value Survey (Schwartz et al, 2001)
	How similar is the person in the statement below with you


3.  Research Model and Measurement

3.1 Introduction

This part will be dedicated to the explanation of hypothesizes and the measurement. The data collection process and the research method will be explained subsequently. Constructs from previous chapter is revised and measured based on the data and feedback from respondents. 

3.2 Measurement

3.2.1 Intention Variable (Patient Willingness to be empowered)

The questionnaire for this dependent variable is inspired by several works from previous literature in patient decision making such as from Flynn & Smith, 2007; Ende, Kazis, Ash, & Moskowitz, 1989; and Krantz, Baum, & Wideman, 1980. The questionnaire is mostly taken from either Autonomy Preference Index (API) or Health Opinion Survey (HOS), both are measuring patient’s behavior toward decision making, however API is focused on preference while HOS is on what patient usually does.

The intention variable were measured by presenting a narrative what-if case prior to the questions, where patient were given a choice between participating in the “Active Patient Program” (actively empowered and higher control in your treatment process) or simply let the doctor choose everything for them. Respondents are placed in a situation where he/she is assumed sick (from the what-if case narrative) and another question were also presented in order to reveal patient’s choice in general situation. The answers of both items are in binary choice, where yes answers hint on patient’s readiness to be empowered in medical decision making. 
Besides this main question, I added several item to measure the level of patient involvement. There are six statements written in doctor-oriented approach, where each two of them measures three different levels of involvement, which is Information Seeking, Deliberation, and Decision Making.  The answer of this questionnaire were formatted in 5 Likert scale, where the highest scale (Strongly Agree) indicate a passive patient or an approval of a more paternalistic style and low score proves a tendency toward patient autonomy. In contrary, the lowest scale (Strongly Disagree) shows respondent’s approval toward patient autonomy. 

The first two items measure the Information Seeking using Levinson’s work. The scales are from previous work, but Levinson modify it after an extensive cognitive testing of a pilot questionnaire. Information seeking behavior itself is the basic involvement parameter for patient’s autonomy. The questionnaire stated, “When sick, I prefer to rely on my doctors knowledge and not try to find out about my condition on my own”. Another item from Flynn and Smith (2007) is presented to measure physician’s Information Seeking behavior that is expected by the patient (respondent). The questionnaire stated, “I believe that my doctor doesn’t needs to know everything about my medical history to take good care of me”.
The second item is the Willingness to Exchange Information or deliberation process. In shared decision making model where the patient and physician extensively communicating prior an equal decision making, willingness to exchange information from both side is required. The statement of “The doctor doesn’t have to disclose all options of the treatment solution” is taken from Autonomy Preference Index (Ende, Kazis, Ash and Moskowitz, 1989). It measures discussion of treatment choices, where the item’s answer is expected to reflect preferences for paternalistic style or more patient-oriented approach by giving the patient many options. The second item are taken from Levinson’s work (Levinson, Kao, Ruby and Thisted, 2004) and indicating that higher score indicates patient’s preference for doctor’s bigger role. To simplify the wording, I modify the question to shorter sentence without lessen the meaning into “The doctor doesn’t have to ask my opinion or agreement about the treatment process”. 
The last, the third item, is the selection of treatment choice or the final decision. This will reveal the most important hints for patient’s willingness to shared decision making. It was measured using another item from Ende’s Autonomy Preference Index’s decision-making preference scale. The statements in this item are “On the most important decision making related to my health, I will rather let the expert (doctor) decide for me” and “the doctor should make decision for my health.

I use factor analysis on the item of main dependent variable, which is the information seeking, deliberation and final decision. This is done in purpose to see whether the items actually loaded in different constructs. Factor analysis measures the correlations between the set of observed items for each environmental attitude construct stem from their relationship to one or more latent variables (Field, 2005). However, the outcome of factor analysis showed that the latent variables derived are only two. The construct were previously assume three empowerment type; information seeking, deliberation and final decision but the outcome confirms that factor loadings of information seeking and deliberation were rather combined into one measurable item.  Using the inflexion point of scree plot (see appendix) and Kaiser’s rule, I identified that preference of patient empowerment were consists of two items, which are: informational empowerment (information seeking and deliberation) and decisional empowerment (final decision). I determine the internal consistency using reliability analysis for this construct prior the factor analysis (Cronbach Alpha = 0.62)

3.2.2 Behavioral beliefs variable (Beliefs in involvement Advantage and Positive Expectation of Outcome Expectancy)

Almost every established theory on behavioral subject (Wallston and Wallston 1978; Janz and Becker 1984; Ajzen 2002; Bandura, 1977) emphasize on beliefs as  pre-requisite of every actionable behavior of free human being.To perform an executable research of Theory of Planned Behavior, behavioral beliefs should be accessible and specific enough that it measures the same thing as the intention variable, in this study, it’s called belief on the involvement advantage. I put two statements to measure beliefs from the theory of Locus of Control (Wallston and Wallston 1978) and the theory of Patient Activation Measure (Hibbard, Mahoney and Tusler 2004). The response scale is 5 Likert scale ranging from Strongly Disagree to Strongly Agree. The outcome expectancy measures the importance or respondent’s approval of the previously stated beliefs, thus will weighted the value of beliefs to the overall attitude toward involvement. The response scale for the outcome expectancy is 5 Likert scale, from the highest (Very Desirable) to the lowest (Very Undesirable).  Factor analysis of this items showed that indeed there are different identifiable constructs of belief and outcome; therefore I separate the items into two identifiable variables, belief in empowerment advantage and positive expectation on outcome of empowerment. The reliability analysis is measured using the Cronbach Alpha, which is 0.73 and 0.80 for belief and outcome variable, respectively.
3.2.3 Perceived Behavioral Control Variables

Knowledge in Health Ability

To be empowered in medical decision making, patients needs cognitive ability to reason and consider the cost of benefit of the treatment options. I put two items from Stremmersch work (Stremmersch, 2003) about respondent’s perceived knowledge and experience about general treatment of diseases. I add two another questions about knowledge from Hibbard’s work (Hibbard, Mahoney and Tusler 2004), which is about the ability to understand the nature and cause of one’s condition, and the knowledge about the different medical treatments available for one’s condition. The factor analysis showed that the 4 sub-items of Knowledge in Health Ability indeed are referring to the construct of Knowledge in Health Ability. Reliability analysis showed the value of 0.795.

Confidence in Health  Ability

Self-efficacy theory (Bandura, 1986, 1995) assumes that if people are confident that they could control their condition rather than being controlled, then they will be able to do so (Williams & Bond 2002). Therefore, confidence has become a key point to measure one’s intention to perform the intended behavior. To measure one’s confidence about being empowered in medical decision making, I use 2 statement items from Wallston and Wallston (1978); “I have a lot of confidence in my ability to cure myself once I get sick” and “there is a lot I can do to prevent illness”. Both statements are emphasizing the importance of self-role in maintaining health. I add two statements which has been adapted and modified from Moorman and Matulich (1993), “I find it easy to comply with the treatments and advices from my doctor” and “I am capable of making a responsible decision relating to my health”. The first statement measure respondent’s ability to carry on the agreed consequences of treatment, assuming the easier one perceived herself to comply with the treatment’s regime; the easier one will comply in the situation where she is more empowered.  The second statement measures the confidence of patient decision making ability, which will be beneficial in the process of deliberation and final decision about treatment choice. If one thinks that he/she is capable of making decision, one is assumed to be more eager in being empowered. Factor analysis confirms that the 4 sub-items of Confidence in Health Ability is indeed referring to one single item of Confidence. The reliability analysis affirms the internal validity as the Cronbach Alpha of this scale is 0.69.

3.2.4 Normative Belief Variable (Preference of relatives and Significant other’s to be empowered)

Normative belief is the perceived behavioral expectation of important referent individuals or groups such as the person’s spouse, family, friends, peer, colleague, and supervisor (Ajzen, 1991). People act accordingly to the opinion from their important referents, therefore in this study; whether the decision of important referents will affect one’s empowerment preference will be analyze. The factor score of this scale showed consistent result with the assumed construct and the Cronbach Alpha (0.80) confirms this scale’s internal validity.
3.2.5 Control Variables 

It is known that some demographic characteristic has an effect on patient’s involvement preferences and interest on medical decision. In previous literature about patient decision making, woman and younger age mostly have a better self-efficacy, favors autonomy and are most ready to take control on their health (Egan, et al. 2009); (Flynn and Smith 2007); (Ende, et al. 1989); (Baum, Wideman and Krantz 1980). In research about patient activation, it is also found that younger age, better education and people with higher incomes are the most activated people (Wallston and Wallston 1978); (Egan, et al. 2009); (J. H. Hibbard, E. R. Mahoney, et al. 2005). Therefore in this study, gender and education will be the control variable for patient activation as well as patient willingness to higher autonomy. 
3.2.6 Cultural Value Variable

Schwartz first proposes his three bipolar cultural value dimensions as an answer to societal problems in cultural level and further develops the ten basic values for the individual level. He then validated two measurements for value dimensions, Schwartz Value Surveys (Schwartz, 1992), and Portrait Value Questionnaire as the improvement of the Schwartz Value Surveys (Schwartz, 2003). Similar with Schwartz Value System (SVS), PVQ was designed to measure the same ten basic value orientations. However, PVQ questionnaire design is more superior to SVS because PVQ is more understandable for respondent from all population, including those with little or no formal schooling. Both SVS and PVQ is a valid and reliable measure for analyzing value orientation (Schwartz 2003). 

PVQ’s statements were designed to reveal respondent’s implicit idea of a certain situation by asking how far or similar are they with the person described. For instance, the statement: “It is important to him/her to make his/her own decisions about what he/she does” reflects a person that value self-direction highly. Respondent then asked of “How much like you/similar to you is this person?” and they have to choose between five options (very much like me, like me, somewhat like me, a little like me, not like me, and not like me at all) based on the likeness of the person described and herself.  By answering based on the similarity of the person in statement and him/herself, the verbal portraits of respondent’s value could be captured without explicitly identifying values as the topic of investigation. I test the reliability of this item although it has been done by previous scholars, and I get the result of 0.806 for the Cronbach Alpha.
3.3 Data Collection
The data is collected using an online survey tools via internet link where the respondents need to click on the internet link in order to fill in the questions. There are 206 filled surveys, but I will only use 200 respondents for the research after selecting the fully completed surveys. An uncompleted survey might be a sign that respondents are not interested or motivated to fill in the questionnaire. The questionnaire is consists of 48 questions written in English, which took approximately 5 minutes to fill in. The data collection process were intended to include a wide range of people from all social classes, however, because the questionnaire are in English and the topic of Patient Empowerment were far from entertaining theme, most of the respondents who completed the survey are those who have higher education than the average population. The respondents are Asian and European people who are familiar in formal written English, mostly international students and researcher. This phenomenon is one of the limitations of my study because the low variety of respondent’s demographic characteristics may lead to less generalizable outcome.

3.4 Research method
The theory of planned behavior was widely used in health service, but none has ever us it to measure patient intention for empowerment. Most of the previous literatures in patient empowerment are using the health belief model or the theory of locus of control. In this study, I use the theory of planned behavior specifically to capture the latent cause of patient preference for empowerment. The conceptual framework and assumption are built through desk research, which will be attested by analyzing the field data after proper collection process. 

To answer the main research question, about what the drivers of patient’s willingness to be empowered are, I use two prominent statistical methods. This is due to the scale of the dependent variables. Two of the dependent variables are in dichotomous (binary) while the other two are in Likert scale, which is ordinal in nature. The dichotomous scale variables are analyzed using Binary Logistic regression and the Likert scale variables are analyzed using Ordered Probit regression. 

3.5. Model Introduction

3.5.1 Binary Logistic Regression

Binary response variables are common in categorical data, where the response outcomes are consists of two (dichotomous) discrete items, for example “success” and “failure” or “yes” and “no”. As in this study, the dependent variable whether a patient is willing to be empowered is measured using a binary scale represented by 0 for No and 1 for Yes answer. 

Therefore, instead of linear regression, binary logistic regression is used to predict the probability of each situation of dependent variable Y’s given the predictor of X’s. The predictors often called as covariates.

For a simplified model, assume there is a dependent variable called WTE (Willingness to Empowerment) to measure patient preference for empowerment. For a binary response variable of WTE, recall that WTE*i is the probability of one of the binary situation whether a patient is willing to be empowered or not, represented by Yes or No.  Note that the probability itself is not the observed value of WTE. 
Below is the formula:
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(1)
WTE*i is a latent continuous variable that amount to certain measure for the difference between unobserved preferences for empowerment (1) or no empowerment (2). This latent continuous variable will then plotted onto the binomial variable WTEi by the rule:
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(3)
The formula above implies that when the difference between willingness to be empowered and not is positive, one would choose yes and it would be symbolize as WTEi = 1. 

Suppose that a patient i assign utility uY,i to ‘yes’ answers based on the construct of latent factors of xi , and assign utilityuN,I to ‘no’ answers. Furthermore, suppose that these utilities are linear functions of xi, that is,
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(5)
To answer ‘yes’ on the empowerment, the utility of choosing empowerment should exceed the utility of not choosing empowerment as shown below:
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These formulas implies that (iequals[image: image19.png]Sy —

ENi



, [image: image21.png]


 equals [image: image23.png]ay — ay



 and [image: image25.png]


is [image: image27.png]


. This shows that one could only identify the difference between parameters, not the individual parameters. Therefore, the parameters of [image: image29.png]
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could be seen as the measuring effect of [image: image33.png]Xi



 on the choice of willingness to be empowered and not.

The formulas above concern only for single explanatory variable, however, with the availability of K + 1 explanatory variables, the predictors could be summarized into 1*( K + 1) vector of [image: image35.png]Xi



, and the K + 1 unknown parameters of [image: image37.png]
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 could be compressed into 

(K + 1) * 1 parameter vector[image: image41.png]


.  This leads to conclusion that the probability of observing WTE = 1 given [image: image43.png]Xi



 is equal to the cumulative distribution function of (I for[image: image45.png]Xifp



. The cumulative distribution function for (I is usually either the normal distribution or the logistic distribution function. When one assumes the distribution function for error term is normal, the resultant model is called Probit model, and if one assumes it to be logistic distribution function, the model is called Logit model. Estimated parameters of both models of Logit and Probit have similar relation, thus are not much different (Franses and Paap, 2001).
3.5.2 General Linear Model (GLM) Multivariate 

One of the benefit is that multivariate test of significance could be done when responses on multiple dependent variables are correlated. Preference of patient empowerment post factor analysis as one of the dependent variable could be categorized into two items, called informational empowerment and decisional empowerment. Hence, by using GLM, I could model both dependent variables to predictors by assuming the 5 Likert Scale is continuous rather than categorical. 

GLM Multivariate or Multivariate ANOVA is an extension of ANOVA methods that allows a simultaneous analysis of many independent variables and or many dependent variables. In this study, GLM Multivariate or MANOVA is chosen as the statistical tool to measure the parameter estimates and hypotheses because I want to measure both of the dependent variables at the same time in one model (informational empowerment and decisional empowerment). Another reasons for choosing this method is because separating univariate tests for each of the dependent variables may potentially inflates the chance of false rejection (Type 1 error), and correlations among variables are ignored by univariate tests, therefore highlighting the superiority of multivariate analysis.  GLM model is one step ahead by allowing the linear transformations or linear combinations of multiple dependent variables.
3.5.3 Ordered Probit Model

The Ordered Probit Model is chosen where the dependent variables are more than binary option and ordinal scaled. Similarly, the popular Logit approach also has a counterpart ordered Logit. The nature of the dependent variable is categorical instead of continuous; therefore the model should be estimated Maximum Likelihood instead of OLS estimation of coefficient in regression. If OLS aims to minimize the sum of squared distances of the data points to the regression line, maximum likelihood maximizes the log likelihood, LL, which is the likelihood (odds) that observed values of the dependent may be predicted from the observed values of the independents.

Suppose there’s a model of:
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in this formula is the exact but latent dependent variable, for example level of agreeableness toward empowerment. [image: image51.png]


is a vector of explanatory variables of empowerment, for example, normative belief, behavioral belief, control belief and Schwartz cultural dimension.  QUOTE 
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is the vector parameters to be estimated and[image: image56.png]


 QUOTE 
is the random error term (assumed to follow the normal distribution). When one decided to use the ordered Probit model, one should note that “there is a latent continuous metric underlying the ordinal responses observed by the analyst” (Jackman, 2000). In binary logistic regression, the latent variables were mapped into two categories, for example ‘yes’ for willingness for empowerment and ‘no’ for not willing to be empowered. However, in this model, the latent variable gets mapped onto an ordered categorical variable.  Franses and Paap (2001) explain the details as below: 
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(10)
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≤ αJ
The unobserved thresholds are represented by[image: image71.png]
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. The thresholds refer to the distinction between the ordinal categories. The above equations provide the condition that is needed for an individual i to get assigned to category j with j = 1,…,J. Ordinal logistic regression aims to predicting the cumulative probability of the dependent variable order, which represented by the threshold. Independent variables in ordinal logistic regression is called either covariates or factors, depends on the scale type. Covariates are categorical variable while factors are continuous variables. Significance test of ordinal logistic regression are Hosmer and Lemeshow chi-square test of goodness of fit, omnibus tests of model coefficients, goodness of fit and the likelihood ratio. To measure individual parameter, OLS uses significance probability of the t-test (p value = 0.05), but ordinal regression uses comparison of -2 log likelihood ratio and wald statistics. To determine which variable should be added or dropped from the model, one could utilize method of ‘enter’, ‘forward LR or Wald’, and ‘backward LR or Wald’ method. 
3.5 Summary

The data used in this study is the post-treatment data. Prior to that, I filter the data from any missing observations, resulting in 200 available responses. I use factor analysis to check whether all items are loaded to each construct in the conceptual framework. For the reliability analysis, I use Cronbach Alpha to test the internal validity of the construct. The results could be seen in the Appendix.

4. Empirical results

4.1 Introduction

In this part, I will present the model and the outcome of necessary tests performed using SPSS statistical tools. The result of the models will be tested against the hypotheses. To get a better description of the data, I will begin the explanation by presenting the descriptive statistics of the data. Afterward, the parameter estimates and performance of the model outcome against the pre-defined hypotheses will also be discussed. At final, I will include this part with the concluding summary.

4.2 Descriptive statistics
From 200 respondents (N= 200), I could generate a simplified description of their respective choices, which will be explained through tables and figures. The first is the percentage of patient’s response, their mean and standard deviation of each response item from respondents.
Table 3 Descriptive Statistics of Binary Dependent Variable
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The respondents in my study were 69 European, 123 Asian and 8 others (combination of South American countries, African, and Middle Eastern countries). Among them, 50% were female, consists of 63% of European female respondent and 50% Asian female respondents. From table r above, we could see that there are 89% of the respondents who agrees to participate on the “Active Patient Policy” program, and in general situation there are lesser respondent who wants to be actively empowered in medical decision making (83%).  Among those who want to participate, Asian respondents are more willing patient, as implied by their response both in the specific Active Patient Policy program and in general situation (for example, Asian’s respondent’s answer in column of ‘Not Willing to Participate’ is zero).

The mean level of completed education is 4, indicating that the average respondents possess a Master degree. The education levels of average Asian respondents (3.72) are slightly higher than European respondents (3.49) with only one of the European respondents did not completed high school, which I decide to incorporate him into my dataset because I know his logic and reading ability in English language is sufficient for him to fill the questionnaire. Half of the respondent stated their health as ‘good’, while 35% of respondent’s stated their health as ‘very good’ and ‘excellent’. The average perceived health status is 3.27, specifying that most of the respondents assume themselves to be in a good condition, with European respondents feels slightly healthier than Asian respondents.The mean level of respondent’s response for residence is 2.73, combined with the average amount of people living in that area (3.24) indicates that most of them were living in small to big city of 250.000 to 3 million people per square miles; with adequate health care facilities and access to health care provider. 

Table 4 Descriptive Statistics of Ordinal Dependent Variable
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The other dependent variables are scaled ordinal, which after factor analysis; are packed into two type of empowerment, the informational empowerment and decisional empowerment. Among respondents, there are 29% that does not desire the decisional empowerment (disagree and strongly disagree), while only 1% respondents that are disagree on the preference of informational empowerment. Hence, almost every respondent in this study are at least willing to search for information and to have a discussion with the physician. The average of female respondents’ answer on informational empowerment is 5, while male respondents are only 4, thus leads us to conclusion that women has a stronger approval toward empowerment than men. However, both genders shows response mean levels of 3 (neither disagree nor agree) on decisional empowerment, indicating respondent’s overall neutrality for participating in decision making. Because empowerment in decision making is perceived to be more risky, it is natural that most of the respondents are more careful in committing decisional empowerment.

The average of respondents who express some approval on informational empowerment or the mean of respondents is 4; where 32% of them (more than 116 respondents) are strongly agree on patient’s information seeking behavior and patient deliberation initiative. In contrary, only 14% of the respondents that are strongly agree with decisional empowerment, thus indicating that most of the respondents are still physician oriented. Combining the subscale of strongly agree and agree on the item of informational empowerment and decisional empowerment, one could see the significant differences between respondent’s preference on both items (86% on informational empowerment and 40% on decisional empowerment).  
There are more Asian agreeing on both empowerment in health information and decision making, however, European responses are more varied than Asian and others. 

Schwartz cultural value is added in this study to reveal the possibility of cultural impact on patient preference toward involvement. From the descriptive statistics of the cultural attachment, it is interesting to find that the mean levels of Asian respondents are slightly higher than European people in almost overall cultural value. In higher level of cultural dimension, Asian respondents strongly favor self-transcendence values (benevolence, universalism) and conservatism (security, conformity and tradition), however they are also slightly higher than European respondents in self enhancement and openness to change. This may happened due to Asian’s bias toward approval (agree) on answering the questionnaire. Correlation among the 10 Schwartz values were measured using Pearson’s and the result is in accordance with the theory of 2 higher level bipolar dimensions (self-transcendence versus self enhancement, and conservatism versus openness to change). For example, self-direction is significantly correlated with several other values in Schwartz, but the coefficient correlation is the highest in stimulation (0.330) and hedonism (0.262), respectively. This confirms the theory of higher level value dimension that ‘openness to change’ is indeed consists of self-direction, stimulation and hedonism.
Below are the graphics of the mean level comparison of Schwartz value dimension of respondents based on their cultural attachment. Asian are generally higher in all of the dimensions, however, it may be caused by respondent’s bias toward higher scaled answer.

Figure 2 Mean Level Comparison of Schwartz Value Dimension on Cultural Attachment
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Pearson’s Correlation 

Table 5 Pearson Correlation of Schwartz Values and Dependent Variables
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To reveal the tendency of respondents health empowerment based on their cultural value characteristics, correlation among demographic characteristics and the 10 Schwartz cultural values were measured using Pearson’s bivariate correlation. The full correlation matrix could be found in appendix r. Active patient as the dependent variable is significantly correlated with self-direction with positive correlation coefficient of 0.165, universalism (0.188), security (0.139), and weakly correlated with tradition with correlation coefficient of 0.145. Another dependent variable, general, is the representative of respondent’s preference during common sickness time (without being proposed to follow any patient empowerment program). Among variables of Schwartz cultural value, variable general is highly correlated with self-direction (0.191) and universalism (0.189). 

Two other dependent variables, informational empowerment and decisional empowerment were also highly correlated with self-direction (0.302 and 0.234). Being highly correlated with all of the dependent variables, self-direction is potentially affecting patient’s preference toward empowerment in health care. Except for variable self-direction; variable of decisional empowerment is also positively correlated with variable benevolence (0.148). Interestingly, unlike any other dependent variable; decisional empowerment is negatively correlated with several cultural variables such as conformity (-0.272) and also with variable hedonism (-0.160). It indicates that respondents who were empowered in health care decision making during sickness (tendency to agree in higher involvement in final decision) are those who scored low in conformity and hedonism. 

Table 6 Pearson Correlation of Schwartz Values and TPB Predictors
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All of the variables from theory of planned behavior (belief, positive expectation, normative belief, confidence and knowledge) are positively correlated with the variable of self-direction. None of the variables from the theory of planned behavior that is significantly correlated with variable stimulation and conformity. Variable of normative belief, as the indicator of one’s tendency to make a decision by weighing other’s opinion; is positive and significantly correlated with variable of security and tradition. 

Table 7 Pearson Correlation of Predictors and Dependent Variables
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The variable of Active patient is significantly correlated with variable of knowledge with correlation coefficient of 0.148. It’s also positively correlated with variable belief and normative belief.

Pearson’s correlation between variable general and the independent variables is significant and positive in variable confidence (Perceived Behavioral Control) with correlation coefficient of 0.208 and also in variable of knowledge (Perceived Behavioral Control) with correlation coefficient 0.156.

The variable of informational empowerment is then tested with Pearson’s correlation against several independent variables, and proved to be correlated with normative belief (correlation coefficient of 0.181) and the variable of behavioral belief (0.263). Variable of decisional empowerment is correlated with variable of confidence (Perceived Behavioral Control) with coefficient correlation of 0.143, and significantly correlated with variable belief (0.184).

4.3 Binary logistic model performance and coefficients
The output of binary logistic regression model is presented here to show whether there are latent characteristic that differentiates patient who are generally appreciative with empowerment idea and those who prefer not. One of the dependent variables is labeled “active patient”, which refer to the situation where respondents are asked for their willingness to follow the Active Patient Policy program during sickness. By following such program, patient are allowed to seek information as much as possible about their disease, deliberate the treatment process with the doctor and co-decide on important decision, such as choosing between therapy or surgery. Other dependent variable is labeled “general”, which refer to the situation where the respondent were asked about their preference of involvement in general sickness situation (not participating in any program). Both dependent variables are going to be tested with logistic model regression, which outcome of these analyses could be found in appendix r. Regression models for this study are made based on two different dependent variables and models from Theory of Planned Behavior that includes Schwartz cultural value.

4.3.1 Binary Logistic Model of dependent variable ‘Active Patient’ 
Table 8 Classification Table of Dependent Variable 'Active Patient'
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The output of this model could be found in appendix 1.  In the beginning of the output, one is given the information about number case processed, and the encoding for the binary dependent variables, no for 0 and yes for 1. I start the analysis from block 0, which is the model that includes only intercept (constant). The classification table shows the base rates of the two decision options of 11.5% respondents who are not willing to follow the Active Patient Program (23 no answers for 200 respondents) and 88.5% of willing respondents (177/200). Given no other information, the statistical tools decide that the best strategy is to predict, for every case, that every subject will follow the Active Patient Program, with correct probability of 88.5%.
Table 9 Summary of Model Test Variable 'Active Patient'
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The table of ‘Variables in the Equation’ is the table with only intercept (B =2,041). The independent variables are Behavioral Belief, normative belief and control belief (Theory of Planned Behavior) which will be inserted in the model in Block 1 in forward method. It implies that the model will begin firstly with intercept only, and the independent variables will be added one by one. The tables of ‘Variables in the Equation showed three steps of inputting the independent variables, which are normative belief (normative belief), gender, and knowledge (perceived behavioral control).

The Omnibus test of Model Coefficient table provides a test of the joint predictive ability of all covariates in the model. The null hypothesis is whether adding another independent variable to the model not significantly increased the model’s ability to predict the decision made by respondents. The table showed three steps of entering the independent variables with the value of Chi-Square tests and the significances. The Chi-square of the models is 19.964 at the beginning (model with intercept only) and increasing with the adding of variables into the model. The test is significant in all steps, indicating that adding variables may increase the model’s ability to predict. 

The table of Model Summary present several test to measure model fit, which will be useful in model comparison. There are three tests presented, -2 Log Likelihood, Cox &Snell R Square, and Nagelkerke R Square. The value of -2 Log likelihood test is better when it’s small, while Cox and Shell R Square and Nagelkerke R could be interpreted like R square in multiple regression, however the value of Cox and Shell R Square could not reach a value of one. As seen in the output in appendix r, the -2 Log likelihood value showed a decreasing values for each step. Confirmed with increasing values of both Cox & Snell R Square and Nagelkerke Square, this table of summary indicates step 3 (model with independent variables of gender, normative belief and perceived behavioral control) as a better model. 
Table 10 Regression Output of Variable 'Active Patient'

	

	 
	B
	S.E.
	Wald
	df
	Sig.
	Exp(B)

	gender
	1.215
	0.544
	4.982
	1
	0.026
	3.371

	normative belief
	1.249
	0.284
	19.334
	1
	0.000
	3.486

	knowledge
	0.655
	0.300
	4.773
	1
	0.029
	1.925

	Constant
	-5.982
	1.713
	12.196
	1
	0.000
	0.003


In Block 1 step 1, the table of ‘Variables in the Equation’ put normative belief; a variable of normative belief into the model. The significance of the normative belief is below than p<0.05 which is acceptable. In Block 2 and 3, the variables of gender and knowledge is inserted, both new variables are also significant. The Wald value showed variable’s contribution to the model with variable normative belief (19.334) gives the biggest contribution.  The regression equation in this model is 

Ln(ODDS) = -5.982 + 1.215(gender)+1.249(normative belief)+0.655(knowledge)         (11)
This model is to predict the odds that a subject with certain gender, normative belief and perceived knowledge level toward the empowerment will decide to answer yes or no to participate in the program. The answers ranged from binary response for variable gender and Likert scale in both variable normative belief and knowledge, which ranged from strongly disagree to agree (1 to 5) in the item normative belief. Assuming a male respondent who are strongly disagree on normative belief (1) and disagree on the variable of knowledge (2). The odds of this respondent is 62.67734 {EXP(-5.982 + 1.215(1)+1.249(5)+0.655(4)}. Odds could be converted into probabilities with formula Y= odds/(1+odds), therefore by converting this odds into probabilities, one would yield 10.0833% chance of answering yes. The interpretation of the parameter estimates (B) in binary logistic is not as simple as in the linear regression, one could better describe the model through EXP(B). For example, EXP(B) of normative belief in the equation is 3.486 {exp(1.2490}, which is the odds ratio predicted by the model. The model predicts that the odds of deciding to answer yes or no is 3.486 times higher for higher approval than those who are less agree in normative belief item. Assuming another variable constant (1), one could prove the differences of each odd are 3.486 for by setting different values in variable normative belief.

Upon entering the independent variable of normative belief into the model, the classification table in block 1 are not much different with the classification table in step 1 (87.5%), where step 3 in the table shows that the overall percentage of correctly classifying are 88.5%. This percentage is considered acceptable since the ability to predict the answers are still high.

Another model is the binary logistic model of active patientwith similar dependent variables as above, but with an addition of other independent variables from 10 Schwartz Cultural Value. The model’s significance, fit, and estimates are not change at all after adding these variables.
4.3.2 Binary Logistic Model of Dependent Variable ‘General’

The dependent variable in this model is general, which refers to item questionnaire of patient preference for empowerment in medical decision making. The question stated “in general, during sickness, do you plan to be actively empowered during treatment?” There are two models of this dependent variable, one with independent variables from the Theory of Planned Behavior (normative belief, perceived behavioral control and behavioral belief), and one with addition of Schwartz cultural value.

The cases or respondents are 200, and the dependent variable is coded with binary value of no (0) and yes (1). The classification table (as shown in appendix r) stated that overall percentage of correctly classifying prediction is 82.5%, with cut value of 0.5.  Variables in the equation on block 0 shows the model with only constant (B=1.551).  
Table 11 Summary of Model Test Variable 'General'
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The result of other model, in which variables based on Ajzen’s theory of planned behavior were added, is explained below.

Using Forward Likelihood Ratio for the method of entering variable, the classification table and variables in the equation in block 0 (model with intercept only) producing similar value with the previous model. In block 1, there are only one independent variables retained from one steps, confidence (perceived behavioral control). The omnibus tests of model coefficients for both tests are significant, indicating that adding more independent variables may increase the model’s ability to predict the decision made by respondents. Table Model Summary present several test to measure model fit that will be useful in model comparison which would not be meaningful without comparison. The classification table as the univariate measure with 0.500 cut value is displayed with overall percentage is 83% (165 respondent is predicted correctly out of 200 sample). It could also be interpreted as 83% of the subjects where the predicted events (the survey participant would answer yes) was observed and correctly classified.
Table 12 Regression Output of Dependent Variable 'General'
	

	Variables
	B
	S.E.
	Wald
	df
	Sig.
	Exp(B)

	confidence
	0.709
	0.298
	5.66
	1
	0.017
	2.032

	universalism
	0.674
	0.290
	5.4
	1
	0.020
	1.962

	conformity
	-0.484
	0.234
	4.27
	1
	0.039
	0.616

	Constant
	-2.152
	1.579
	1.86
	1
	0.173
	0.116


The variable of confidence is added into the model with significance probability of the independent variables lower than 0.05, below is the regression equation of this model 

Ln(ODDS) = -1.559+0.821(confidence)



(12)
Assuming one respondent choose 4 (agree) on variable confidence, the odds ratio of this model is 5.612521 which transformed into probability with value of 84.8%. The Wald test, which tests the unique contribution of each predictor, shows that the independent variable of confidence gives more contribution than the intercept variable. 

By adding variables of Schwartz cultural value, the next model will be the full model (covariates consists of demographic variables, variables from theory of planned behavior, and variables from Schwartz cultural value). The statistical output in this model showed three steps of entering variables. In step 1, independent variable of perceived behavioral control (confidence) are inserted into the model, while in step 2, the variables of Schwartz cultural value (universalism) are also inserted in the model, and variable of conformity (conformity) is added in step 3. The Omnibus test of Model Coefficient table provides a test of the joint predictive ability of all covariates in the model. There are three steps of entering independent variables, with increasing Chi-square value and all significances below 0.05 (significant). The null hypothesis is whether adding more independent variables not significantly increases the model’s ability to predict the decision made by respondents, which is rejected in all steps. 

The table of model summary present three model test in three steps, which significance of the difference between any two models could be tested. With the predictor of only confidence, thestatistic test of -2 log likelihood is 176.963 which decreased of 9.526 in model step 3. Both tests of Cox &Snell R Square and Nagelkerke R Square produce an increase of 0.044 and 0.074, respectively.  Therefore overall test indicating that model in step 3 is superior to step 1 and 2. 

With the same prediction power (83%) prior and after entering the independent variables in the model, variables in the equation showed that inserting variable conformity and universalism contributes to a better model of patient empowerment preference. As can be seen in step 3, the significance of both independent variables are below 0.05 and the regression equation of this model is described as below

Ln(ODDS) = -2.152 + 0.709(confidence) +0.674(universalism)-0.484
(conformity)
(13)
This model is to predict the odds that a subject with a certain behavioral belief and knowledge toward the empowerment will decide to answer yes or no in being empowered in general situation during sickness. All of the independent variables are items with Likert scale response ranged from strongly disagree to strongly agree. Therefore, assuming a person answer 4 (agree) on every independent variable, the odds of answering yes for an empowerment preference is 80.90%. In another case, if a person answer 1 (strongly disagree) on all of the independent variables, the probability answering yes for an empowerment preference is 22.21%. This result revealed that in general situation, among the independent variables inspired from the theory of Planned Behavior; variable confidence of perceived behavioral control, universalism and conformity (negatively) is significantly affecting respondent’s preference being empowered in medical situation.
4.4 Multivariate General Linear Model (MANOVA)
Dependent variable used in this analysis is informational empowerment and decisional empowerment, which are the result of factor analysis of the dependent variables. Originally there was six questions, where each of the two questions represented three behavioral item of empowerment level; information seeking behavior, deliberation and final decision. Both dependent variables have a normal distribution, which is confirmed by normality tests (Kolmogorov Smirnov and Shapiro-Wilk significance of probability is 0.000). Correlation coefficient (Pearson’s correlation) between both dependent variables is 0.343. Informational empowerment has higher mean level (4, 17) and lower standard deviation (0.681) than decisional empowerment (mean level: 3.21, standard deviation: 1.070).

General Linear Model (GLM) is superior in incorporating several dependent variables and categorical or continuous independent variables, which could covers a variety of linear models such as univariate and multivariate regression, ANOVA, ANCOVA, MANOVA and MANCOVA. The previous dichotomous dependent variable with binary logistic regression uses Likelihood Ratio to measure the parameter estimates, however GLM uses weighted least squares. Several distinctive steps in GLM process will be highlighted in this study, for example; GLM utilizes four types of sum of squares, assesses the homogeneity of variance and covariance using Levene test, and GLM offers 18 post hoc test of observed means. The sum of square used in this model is type III since the design is unbalanced (all factor combination are observed at least once) and there are no empty cells. Type III sum of squared method calculates the reduction in error SS by adding the effect after all the other effects are adjusted.

The outcomes of this model are presented in appendix r, which consists of table of Tests of between-Subject Effects, table of Multivariate tests, and the table of Parameter Estimates. 
Table 13 Regression Output of Ordinal Dependent Variables
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The Tests of Between-Subject Effects is basically an F tests to the relation of each covariate, as an overall test of whether the GLM model is working. The null hypothesis is that group means on the dependent variable do not differ. The overall F test appears in the row of ‘corrected model’, and a significant below 0.05 or an F value bigger than 1 confirmed that the model is significant for each of dependent variable. 

The column of ‘Partial Eta Squares’ in the table provide the function of an effect size measure. Partial Eta Squares is the percentage of total variance in the dependent variable accounted for by the variance between categories formed by the independent variables, which reflecting the effect after controlling for other variables in the model. It is also called the correlation ratio or the coefficient of nonlinear correlation and serves similar function with R square in regression analysis.  The column of observed power measures that Type II error (null hypothesis is not rejected despite being false) is low enough for a finding of non-significance by F test, which by the rule thumb should be equal or greater than 0.80.  Therefore, the more significant the variables are, the greater the Partial eta Squares and the observed power would be bigger than 0.80. In this table, the significant variables for both dependent variables of informational empowerment and decisional empowerment are the corrected model (0.001 and 0.033), variable belief (0.000 and 0.030), which is confirmed by the F value and an observed power bigger than 0.80. The Partial Eta Square of the corrected model is 0.155 for the informational empowerment and 0.104 for the decisional empowerment, indicating that the model explains 15.5% of the variance in informational empowerment as well as 10.4% in decisional empowerment.

In the table of Multivariate tests (in appendix 2), one could see the output of overall individual effect. As a contrast to F test, multivariate test focus on whether each effect significant for at least one of the dependent variables. There are four tests to measure the multivariate tests (Hotelling’s Trace, Wilk’s Lambda, Pillai’s Trace and Roy’s largest Root). The larger the value in Hotelling’s T-Square, the more the given effect contributes to the model. The Wilk’s Lambda measure the difference between groups of the centroid (vector) of means on the independent variables, the lambda ranges from 0 to 1 where the smaller the lambda, the greater the differences. Therefore, the smaller the lambda, the more the given effect contributes to the model. Although smaller than Hotelling’s Trace; the larger the value of Pillai’s trace; the given effect contributes to the model will also be bigger. Unlike other tests, the bigger the value of Roy’s GCR, the more given effect contributes to the model. From the table of Multivariate tests, one could see most of the significance of the T test is higher than alpha 0.05, except for the intercept (0.003) and independent variable of belief (0.000). This result somehow is consistent with the previous test of between subjects’ effects and re-confirmed with the value in the column of observed power which bigger than 0.80 (0.873 for the intercept and 0.961 for the independent variable belief).

In OLS regression, the parameter estimates (β coefficient) is interpreted as a unit change in the independent variable M corresponds to a XM. However, GLM multivariate did not interpret the β coefficient as in OLS regression because multivariate GLM uses a nonlinear link function, therefore the t-test value and the significance probability in the table of parameter estimate are not meaningful when analyzed independently. The appropriate basis for assessing factor level in multivariate GLM is by confirming the result in between group effects and the multivariate tests. However, in the table of parameter estimates, the significance of t-test value is below 0.05 in both dependent variables were in variable intercept and belief, thus confirming the result of the previous tables.

From the table of test of between subject effects (in appendix 2), it is known that the significant variables of both predictor are the corrected model, intercept, variable belief, and self-direction, this is confirmed with the presence of significance value in three main tables such as in table of multivariate test, table of test between subject effects, and table of estimates. Variable of confidence (perceived behavioral control) and stimulation are significant only on dependent variable of informational empowerment while variable education, security, conformity and hedonism are significant only on decisional empowerment.

The partial Eta Square of the corrected model for informational empowerment is 0.250 and 0.258, indicating that the model explains 25% of the variance in informational empowerment as well as 25.8% in decisional empowerment.

The output in table of multivariate tests showed that variable intercept, belief, self-direction, and conformity are significant in all four tests, thus affirming variable intercept, belief and self-direction as contributing independent variables in the model. 

Table of parameter estimates confirming the previous tables as the significance of t test on both dependent variables is below 0.05 on the intercept, variable belief and self-direction on both informational empowerment and decisional empowerment. The significance value of t test in this table is exactly the same as in the table of Test between Subject Effects.

4.5 Ordered ProbitRegression Model as Robustness Check

The outcome of this regression could be found in appendix 3 on table Model Fitting Information, Goodness of Fit, Pseudo r square and parameter Estimates. I use the Probit link function because of the normality assumption of the dependent variable.

The first independent variable is informational empowerment, which most of the respondent’s response approve (86% respondent answering agree and strongly agree). The model fitting information table could also be referred as likelihood ratio test, which purpose is to gives the overall test of the model, based on the difference between the intended model and the null (intercept only) model. Significance value in this table indicating that the final fit with 21 degree of freedom is significant (p = 0.000). The table shows that -2 log likelihood value of the null model is 56.275 lower than the full model, thus indicating a better fit for the full model. The table of goodness of fit explains how much the predicted cell frequencies differ from observed frequencies and PASW statistical tools uses Pearson’s Chi-Square and Deviance Chi-square coefficients as to test the fit model, where a non-significant p value signifying a well-fitting model.  Both of Pearson and Deviance’s goodness of fit in this study (appendix r) is not significant, thus indicating a well-fitting model.

The table of Pseudo r-square consists of Cox and Snell’s, Nagelkerke and McFadden’s R-squared, which in general similar with R-square in OLS regression; however none have the ‘percent of variance explained’ interpretations as in the OLS and should only be reported as an additional measures of along with another significance effect and  model size effect measures. The output this table could be found in appendix 3, which values are 0.245, 0.283 and 0.139, respectively. 

The table of parameter estimates illustrated the main output of the ordinal logistic model used in this study. One of the three estimates of the dependent variables (threshold) are above 0.05 (see table r below), indicating slight vagueness of distinction between thresholds. Predictors with significance level below 0.05 are variable of belief, self-direction, confidence and stimulation, meaning that they are significantly influence patient preference in being empowered in information seeking behavior.

Applying the same model with dependent variable of decisional empowerment, I expect to get a different result. This is due to an obvious difference of respondent’s approval toward decisional empowerment in compare with informational empowerment (only 39.5% respondents answering agree and strongly agree). Both tests from the table of Goodness of Fit is insignificant, indicating the well-fitting model. The table of Pseudo r-square consists of Cox and Snell’s, Nagelkerke and McFadden’s R-squared tests, which value is 0.263; 0.278 and 0.105, respectively. 

From the table of parameter estimates with decisional empowerment as the dependent variable, only one threshold has a significant Wald test, thus indicating that the model has a vague distinction of threshold. Several variables are significant, such as the variable of education, belief, self-direction and power, security, conformity, and the variable of hedonism. 

Among the independent variables on location on both two models of informational empowerment and decisional empowerment, only the variable of belief (behavioral belief) and self-direction that is significant, it means that the other variables did not influence patient empowerment in a significant manner.  This result confirmed the output of GLM multivariate model that patient’s preference for empowerment is strongly affected by behavioral belief and self-direction for both dependent variables. 
4.6 Concluding Summary
From the descriptive statistics, it is known that there are 89% respondents who would like to participate in Active Patient Policy, indicating their preference for higher empowerment if they were offered the program.  In general situation, from the same group of respondents, there are 6% decrease in willingness for higher medical participation. The other two dependent variables were scaled in 1-5 Likert scale. For item informational empowerment, there are no respondents stating strongly disagree with the idea of being empowered while there are 86% respondents who aspire to be empowered (agree and strongly agree). The other independent variable, decisional empowerment; have 3.5% disapproving respondents, and only 39.5% respondents who are agree on the idea of empowerment in decision making, indicating a large gap of preference between type of empowerment. In addition, all of the four dependent variables were positively and significantly correlated with self-direction, one of the cultural values of Schwartz. 

Using binary logistic regression, I could find significant relationship between the variable of active patient with the independent variables of normative belief, perceived behavioral control (knowledge) and variable gender. Dependent variable of General has significant relationship with the variable of perceived behavioral control (confidence), and two variables from Schwartz cultural value (universalism and conformity).

The GLM multivariate model estimates the model parameter of the other two dependent variables, with the output variable of belief and self-direction as two independent variables that significantly affecting both of the dependent variables of the model. Variable of Informational empowerment are affected by belief, positive expectation, confidence (PBC), and two Schwartz values (self-direction and stimulation). The variable of Decisional empowerment is significantly affected by predictors of belief, and several values from Schwartz PVQ (self-direction, security, conformity and hedonism). Ordered Probit model is used as the robustness check, which result is confirming and supporting the GLM multivariate model.
5. Discussion and Implications

5.1 Introduction
This chapter will discuss about the general findings and the interpretation of statistics related to the hypotheses and data generated output. In addition, I provide some important managerial and policy implications.
5.2 Discussion of general findings

With the aim of analyzing patient preference and the motives for higher empowerment in decision making during treatment, I use the data generated from online questionnaire to model the relationship between patient empowerment preference (dependent variables) and several predictors. The data collected for this study is from 200 respondents, taken mostly only from European and Asian students in higher education. The percentage of respondents with educational background of bachelor degree and higher is 90.5%, indicating the lack of variety in respondent characteristics. I put this situation as one of the limitation of this study.

The dependent variables are in binary and ordinal scale, where in binary; respondents are asked to state their willingness for empowerment in special empowerment program and in general situation. This is done in order to capture respondent’s perceived readiness and initial willingness to participate despite their never face situation as described in real life. The dependent variables in Likert scale are made post factor analysis treatment on the original dependent variable items. Six items of three elements of medical empowerment (information seeking, deliberation and final decision) are comprised into two new variables of informational empowerment and decisional empowerment by manually averaging the divided items into two factors, informational empowerment and decisional empowerment.

Most of the respondents have an enormous positive tendency toward the idea of informational empowerment (86%), however only 39.5% of the same respondents showed the same eagerness about decisional empowerment. This is probably due to the nature risk of engaging in a decision making, especially in areas where common people lack of expertise; such as in medical decision making where an outcome of a decision could affect to one health and curing process. Those who are against higher involvement in medical decision making (answering strongly disagree on decisional empowerment item) possess a mean level of 4.67 in education, as the people who are strongly agree on being empowered possess a mean level of 4.23. This indicates that education has no effect on respondent’s preferences in decisional empowerment item. In simple term, people who prefer to be more empowered are not smarter than people who choose to let the doctor decide for them. 

The descriptive statistic showed that there are 89% respondents who would like to participate in Active Patient Policy, indicating their preference for higher empowerment if they were offered the program and 83% of total respondents stated their willingness for empowerment in general situation.  The other two dependent variables were measured in 1-5 Likert scale, where from 200 respondents, there are no respondents who disapprove the idea of being empowered in information seeking; and 86% of it are willing to be empowered (agree and strongly disagree). The other independent variable, decisional empowerment; have 3.5% disapproving respondents, and only 39.5% respondents who are agree on the idea of empowerment in decision making, indicating a large gap of preference between type of empowerment. I inserted several scenarios of Pearson’s correlation between dependent and independent variables, and found that all of the four dependent variables were positively and significantly correlated with self-direction as one of the cultural values of Schwartz. 

In searching the latent factors that affecting patient empowerment preference during chronic illness; I utilize two statistical methods based on the scale type of the dependent variable, the Binary Logistic Regression for the dichotomous scale dependent variables (active patient and general), and the General Linear Model Multivariate regression for the Likert scale. An ordinal logistic regression is used as a robustness check for the GLM multivariate model.

Using binary logistic regression, I could find significant relationship between the variable of Active patient with the independent variables of normative belief, perceived behavioral control (knowledge) and variable gender where the dependent variable of General has significant relationship with the variable of perceived behavioral control (confidence), universalism and conformity.

The GLM multivariate model estimates the model parameter of the other two dependent variables, with variable of belief and self-direction as the significant independent variables of the model. Ordered Probit model is used as the robustness check, which result is confirming and supporting the GLM multivariate model. Below are the Table summary of Models’ and its output. 
Table 14 Summary of Models Regression Output
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The table above is the summary of all significant independent variables from the three models. I presented the B value and the t-test value for comparison between predictors as well as analyzing the direction of the relationship, however the interpretation for these output are not to be estimates as simple as in the linear regression. Inversely related relation are marked with red dot while different color for the number indicating variables from different construct (blue letter indicates demographic variable, and green indicates variable from Schwartz PVQ). I have previously hypothesized several relationships between the variables of the model and the explanation of output from the table above will be incorporated in the hypotheses explanation below.

H1a: Belief in Involvement Advantage will have a positive effect on Patient Willingness to be empowered in medical decision making
Two of four of the dependent variable (informational empowerment and decisional empowerment) are significantly and positively affected by independent variable ‘Belief in Involvement Advantage’. It means one’s belief in involvement advantage is an important factor in defining one’s preference for empowerment. This result confirms previous theories of psychological influence toward intention such as the theory of planned behavior, theory of health belief model, and theory of health locus of control. Based on the theory of planned behavior, belief in empowerment advantage (behavioral belief) is the antecedents of attitude and intention, where behavior is a function of salient information, or beliefs (Ajzen and Madden, 1985). In this research, belief in empowerment advantage is postulated as one of the function of patient’s empowerment preference and my statistical result display a significant and positive relationship of belief in empowerment advantage and the choice of preference among respondents. Therefore it is safe to say that generally one who agrees more on belief in empowerment advantage will be more willing to accept empowerment in health. 
H1b: Positive Expectation about the Outcome of Empowerment will have a positive effect on Patient Willingness to be empowered in medical decision making
This variable has significant relationship with the variable of informational empowerment, as both models of with and without the addition of Schwartz variable is positively affected by the variable of positive expectation of empowerment advantage. Therefore, for one to be actively seeking health information, she should at least have a positive expectation on the information seeking behavior. Originally, along with the variable of belief, variable of positive expectation are expected to form the construct of ‘attitude toward behavior’ as the representatives of behavioral belief (Ajzen & Fishbein, 1970). 
H2: Preference of Significant others will have a positive effect on Patient Willingness to be empowered in medical decision making

Output of Binary Logistic Regression on the binary dependent variable confirms that this hypothesis has to be accepted. The Exp (B) of this model is 3.486 which mean that the odds of deciding to answer yes or no for an empowerment (the dependent variable) is 3.486 times higher for those who are more agree in normative belief item. For example, those who answers 3 (neither agree nor disagree) are 3.486 lower in the likelihood of agreeing toward empowerment than those who answer 4 (agree). Therefore, preference of significant others does have a significant and positive impact on patient willingness to be empowered in medical decision making, if one’s important people agree with the idea of empowerment, the greater the chance that he or she will also agrees on the idea of being empowered in medical decision making. 
H3a: People with higher Knowledge will have greater willingness to be empowered in medical decision making

Independent variable of knowledge was inserted in this study under the item of perceived behavioral control (the Theory of Planned Behavior). The intention to participate in an empowerment program could be measured using the perceived behavioral control, or a person’s belief on his/her ability to perform the intended behavior. The more resources and opportunity an individual think they possess, and the fewer impediments they anticipate, the greater their perceived control over the behavior. As in the theory of planned behavior, Bandura’s concept of self-efficacy beliefs (e.g., Bandura, Adams, & Beyer, 1977; Bandura, Adams, Hardy, & Howells, 1980) also stated that people’s behavior is strongly influenced by their confidence in their ability to perform it (i.e., by perceived behavioral control). Therefore people who believe that they have no power in controlling the potential impeding factors will not form strong behavioral intentions to engage even if they hold favorable attitudes toward the behavior (behavioral belief) and approval from significant others to perform the behavior.  

From the statistical output, it is known that variable knowledge does have a significant and positive relationship with the dependent variable with an odd ratio of 1.925 (exp(0.655)). This is implying that the odds for someone to agree with the empowerment are 1.925 times higher for those who think they have a better knowledge in health related items. Therefore, perceived knowledge does have a significant and positive impact on patient willingness to be empowered in medical decision making. 
H3b: People with higher Confidence will have greater willingness to be empowered in medical decision making

In line with previous hypothesis, variable confidence as one of the sub items of perceived behavioral control is also significantly affecting the dependent variable of empowerment willingness. Given binary choice, respondent’s empowerment preference are significant on dependent variable general, with confidence as one of the significant and positive predictors. This output confirms the hypothesis that perceived behavioral control will have a significant effect on one’s intention of performing a certain behavior, which the more respondents is confident with her ability in health decision making, the more they are willing to be empowered. However a contradictory result appears in later model, as both regression outputs from GLM Multivariate and Ordinal Logistic displays a significant, but negative B value to dependent variable of informational empowerment. Two of the statements to measure variable confidence are: “I have a lot of confidence in my ability to cure myself once I get sick” and “I am capable of making a responsible decision relating to my health”, which is a valid and reliable tools (referring to the output of factor analysis and reliability analysis). 

However, the output result revealed that most of the respondents who are willing to be empowered are not necessarily have a high confidence for their ability in managing their health. In contrary, the negative direction on informational empowerment reveals an interesting insight that the more patient are less confident on their ability, the more they are willing to search for health information as a solution, which is naturally expected from human behavior. 

H4a: Patient with higher self-direction will have a significant effect on Patient Willingness to be empowered in medical decision making

The statistical output taken from several models proves that some of the strong values from Schwartz cultural value do have a significant impact on patient willingness for empowerment. GLM Multivariate and Ordinal Regression applied on both dependent variable of Informational empowerment and decisional empowerment somehow resulting similar outputs, that the item of self-direction from Schwartz Cultural value significantly affecting the dependent variable. The statement of self-direction item in the questionnaire is: “It is important for her to make her own decisions about what she does”, which imply that the more one agrees with this statement, the more they will accept empowerment in health. An interpretation of this relationship is that someone who tend to make decision by themselves are more familiar with decision making situation, thus will have higher independence and readiness to decide. 
H4b: Patient with higher stimulation will have a significant effect on Patient Willingness to be empowered in medical decision making
Hypothesis that patient with higher stimulation is having higher willingness for health empowerment is significant on dependent variable of informational empowerment. However, the negative direction implies that respondents who are willing to be empowered are not necessarily agreed on the statements on stimulation item. In measuring variable of stimulation, statements of: “He likes surprises and is always looking for new things to do” and “He looks for adventures and likes to take risks” are used. Both statements incorporated sub values of stimulation, which is excitement, novelty and daring, a varied life, and an exciting life (Schwartz, 2003). The statements offer similarity toward the described person; favoring surprises and likes to take risks. Therefore, one possible explanation for this negative relationship is respondents who are willing to search more information are not risk takers and tend to avoid surprises (in health related event), thus explains their information seeking behavior. 
H4c: The lower the security, the more patient are willing to be empowered 
According to Schwartz (2003), the value of security is represented by the feelings of safety, harmony, stability of relationships, and of self (family security, national security, social order, clean, reciprocation of favors). I hypothesize that the lower one valued security, the more they are willing to be empowered. This is due to the nature of risk avoidance and safety seeking characteristics of the value security. Those who prefer safety would rather let the doctor make the health related decision for them. However, the output showed a positive and significant relationship to the dependent variable of decisional empowerment, indicating that people who score high on security are indeed more willing to decide on their health related decision. The statements in questionnaire for variable security are “He avoids anything that might endanger his safety” and “It is very important to him that his country be safe from threats from within and without”.  Referring on the statements, one could interpret that avoiding danger to own safety and favoring safe from threats for one country is not a passive action, in contrary, one would actively taking care of themselves in order to avoid any threat. 

Decisional empowerment are positioned as higher level in health empowerment (Baum, Wideman, & Krantz, 1980; Hibbard J. H., 2005), thus not everyone who are empowered in health information seeking is ready or willing to be involved more in health decision making. Most patients demands to be informed, but leave the decision making to the physician. Those who are willing to be involved in medical decision making are assumed to be more educated, prepared and confident on their decision. Therefore, this output revealed that patient who are actively arranging their own safety, in avoiding health threat and danger are more willing to participate in health decision making. By being involved in medical decision making, patients who value security will have channel to actively taking care of their health, for their will value safer and less risky decision, regardless of physician’s opinion.
H4d: The lower the conformity, the more patient are willing to be empowered

Another cultural variable significantly influencing patient preference for empowerment is conformity. Conformity is one of the Schwartz cultural values that measure one’s closeness with rules or norms in his or her society. It’s often described with the behavior of restraint of actions, inclinations, and avoidance to upset or harm others and violate social expectations or norms.  In the questionnaire, this variable is measured with statements “He believes that people should do what they're told” and “He wants to avoid doing anything people would say is wrong”. 

Conformity is significantly affected the dependent variable of Decisional empowerment, in an inverse relation. It indicated that people, who are agreed to be empowered in decision making, are tending to disagree on the value of conformity. The statement in conformity items above displays high dependence on other’s opinion, which is more suitable for patients who are physician oriented. Therefore, this result implied that to participate on health decision making activity as a partner with the physician, one should have the least of conformity value.

Significant Schwartz PVQ Variables 

The variable of tradition as hypothesized is not significant to all dependent variables, thus indicating low relevance in affecting patient’s preference for empowerment. However, the value of universalism and hedonism are significant on the dependent variables.

Universalism

Universalism is one value from Schwartz cultural value that significantly affecting one’s preference for empowerment. From the theory of cultural values (Schwartz, 1999), universalism could be explained by several qualities such as understanding, broad minded, appreciation, tolerance and protection for the welfare ofall people and for nature, and concern for equality.  But how does people who agrees on qualities above are the same people who approve empowerment in health?  One possible explanation lies in the concept of universalism which is closely related toward common welfare, better cooperation and understanding among people and nature, and also equality. Applying this definition, one could assume that those who valued universalism highly, are the people who believe in common welfare and understanding, equality of right and harmony among people, which in this case is translated into empowerment in health for patients. 
Hedonism
Significantly and negatively contributing to the dependent variable of decisional empowerment, variable hedonism of Schwartz cultural value serves as enrichment to the output of this study. The statement of “He seeks every chance he can to have fun” measures sub values of hedonism, which is sensuous gratification for oneself (Schwartz, 2003). As included in the higher order of Self-enhancement along with variable of Power and Achievement, hedonism is valued by those who prioritize self-pleasure. Based on the output, it is known that respondents who desire higher empowerment in health decision making tend to value lower on hedonism item, which implied that respondent wanting to participate in health decision making are not caused by the desire of mere taking power (control) or pleasuring one’s aspiration. 
H5a: Women will have a higher willingness to be empowered in medical decision making

It is acceptable to state that woman has higher willingness to be empowered in medical decision making, because this independent variable is significantly contributing to the model regression. The Exp (B) of gender variable or odd ratio is 3.371, implying that higher number in gender variable (male = 1, female = 2) will have 3.371 times of likelihood to agree on empowerment preference (disagree = 0, agree = 1). This imply that woman will have tendency to agree on empowerment program and are more willing to participate on health empowerment activities such as seeking information related with her sickness or being empowered in health decision making activities. 

H5b: Asian respondent are less willing to be empowered in medical decision making
Both models from GLM and Ordinal Logistic regression showed that cultural attachment is significant and negatively contributed to the model with decisional empowerment as the dependent variable. Since Asian respondent are coded as 2 (European respondent = 1), this output indicated that European respondent are more willing to participate in health decision making, which support my hypothesis and is in line with the output of previous researches(Frank, Blackhall, Michel, Murphy, Azen, & Park, 1998). The reason for this differences are assumed to be linked with psychosocial and cultural values, where Asian people are more conservatism and less independent than European. Thus Asian are less eager for the idea of empowerment, which require less dependence on the society and the desire to maintain control. 

However, as the Schwartz PVQ is added in model 2, the variable cultural attachment is dissapear and replaced by more specific predictors for the model, therefore one could comprehend the underlying factors for empowerment preference related to each Schwartz value. 
5.3 Implication
The output has been analyzed and reviewed in the general findings, therefore I will discuss about the implication of this results in this section. It is clear from the statistical output that one’s intention to prefer higher empowerment is affected by psychological and cultural factors. Main contribution for the psychological factors is belief on the empowerment advantage, belief in the importance of significant other’s opinion, perceived behavioral control and the cultural value of self-direction and conformity. If empowering patient is the goal, as an empowered patient will become a better player in health care industry; then the interpretation of my statistical output gives an insight of the intention process that occurs on different individuals and its dynamic relation with the cultural values.

The statistical output in this study highlights distant cultural values between respondent’s latent characteristics as a foundation in empowerment preference. Those who approve the idea of taking control in one’s health (belief in health empowerment advantage), have a positive expectation and valuing self-direction item, security and universalism are people who take control on their lives, including in health. In addition, people who are eager to be empowered tend to be less confident about their health management ability, and tend to valuing low on the item of conformity, hedonism, and stimulation. This variety of contribution benefits the interpretation of this study and gives an insight into patient’s mind in formulating decision. 

As we agree that health empowerment is better for the patient, system and overall society,policy makers could formulate regulations by utilizing several important findings from this study. It has been widely known that more active and cooperative patients lead to a better health outcomes and better general health condition (Brody, 1989). Empowerment, or activation in patient are not static, thus could be improved. However, not everyone is naturally proactive patients. Therefore policy maker could start by initiating an environment that would induce patient’s eagerness to be proactive. By taking general result of this study, policy maker could indirectly influence patient’s willingness for empowerment by facilitating patient’s information seeking behavior and communicating the importance of an empowered patient. This could be done through regulating a safe and fast network of information from trusted source, thus enabling patient’s independence in gathering health information by themselves. The advancement of internet communication has naturally affecting patient searching behavior, therefore policy maker should be able to utilize this situation in arousing patient’s curiosity for health information.

The effort to encourage patient’s empowerment should also be done by motivating physician to actively communicating with the patient. The shared decision making as the ideal model for patient-physician relationship requires doctors and paramedics to initiative to train their patients into more independent and proactive about their health. 

Important insights of this study could also be useful for marketer in helping policy makers and health life industry to encourage patient empowerment. Different impact of cultural values on patient preference for empowerment could enrich marketer’s method in persuading patient into more empowered individual. Comprehension on patient’s underlying factors for empowerment preference could help marketer in formulating the effective method of health empowerment program. Belief in empowerment advantage, belief of significant others and family, knowledge, and several cultural values are significant predictors for empowerment. Therefore, marketer should utilize this situation by addressing how to influence one’s belief by communicating relevant positive information of health empowerment.

For example, as almost every patient is willing to be empowered in health information seeking behavior, marketer could use this to promote the positive values of empowerment. Having positive expectation of empowerment and knowing the advantage of health empowerment could help patient in transforming their attitude toward more empowered and proactive life style. This could be implemented by creating websites or community for specific target patients. In another example, women are more willing patient, and naturally more skillful in personal health management. Therefore marketers could initiate the idea of empowerment by encouraging women. For example, by targeting women in diabetic treatment to self-manage their dietary consumption and diabetic related drugs. 
For patients, one useful insight from this study is the phenomenon of ‘the already empowered patient’, referring to respondent’s overall willingness to be empowered in health information seeking behavior. The phenomenon of changing consumer behavior in searching information would impacted the overall supply demand relationship between consumer and producer, changing the dynamics of industries, as postulated by many previous researches (Elkin, 2008; Hibbard J. H., 2005; Young & Hayes, 2008). The result of this study is not just supporting the statement, but also showing that the changing phenomenon is exist and present in consumer behavior, as almost every respondents are ready to actively search health information.  More knowledgeable patient, are expected to be more active in health management and disease-preventing life style, thus leading to healthier society.
5.4 Limitation and Future Research
As often studied in behavioral research, cultural values or educational background is a potential latent attribute that drives people motives and intention (citation). However, lack of variety in my sample characteristics (200 respondents, mostly international student in Master Degree program) could hinder the richness of the data generated by the process, thus eliminating valuable information from the model. Further research could be done by utilizing larger sample size and broader segments into account. 

This study establish evidence that preference for empowerment could be analyzed using the framework of Theory of Planned Behavior, which has not been done before. However, further experiment is needed in order to define which factor is potential in activating and increasing people’s empowerment awareness, for example, through social marketing channel. As known, most of the respondent in this study approves the idea of informational empowerment; which is the fundamental action in health empowerment (information seeking). The next interesting idea is to find a method to elevate the already empowered people (in information seeking), into higher order of empowerment (decisional empowerment). 

The idea of an empowered patient is not utopia, in contrary; it fits well on the future depiction of an integrated health care industry, where as main consumer of health product, an empowered patient will plays bigger roles in balancing power between parties, instigating innovative demands and actively manage one’s health. After all, it’s for a longer life span and happier people.
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Explanation of Variables

	Variable
	Label

	RESPONDENT
	number identification of respondents

	Gender
	sex of respondents (1 = Male; 2 = Female)

	culturalattachment
	cultural attachment of respondents (1 = European; 2 = Asian; 3 = Others)

	Education
	educational background of respondents (1 to 5)

	Residence
	residence (1 to 5) 

	Amount
	amount of people living in your area

	Healthstatus
	health status 

	active patient
	binary dependent variable 1

	General
	binary dependent variable 2

	informational empowerment
	ordinal dependent variable 1

	decisional empowerment
	ordinal dependent variable 2

	self-direction
	variable of self-direction

	Power
	variable of power

	Universalism
	variable of universalism

	achievement
	variable of achievement

	Security
	variable of security

	Stimulation
	variable of stimulation

	Conformity
	variable of conformity

	Tradition
	variable of tradition

	Hedonism
	variable of hedonism

	Benevolence
	variable of benevolence

	Belief
	variable of behavioral belief (Ajzen's TPB)

	Positiveexp
	variable of behavioral belief (Ajzen's TPB)

	normative belief
	variable of significant other's belief (Ajzen's TPB) 

	Confidence
	variable of perceived behavioral control- confidence (Ajzen's TPB)

	knowledge
	variable of perceived behavioral control- knowledge (Ajzen's TPB)


Appendix 1 Binary Logistic Regression Dependent Variable 'Active Patient'

	Classification Tablea,b

	
	Observed
	Predicted

	
	
	active patient
	Percentage Correct

	
	
	No
	yes
	

	Step 0
	active patient
	No
	0
	23
	.0

	
	
	Yes
	0
	177
	100.0

	
	Overall Percentage
	
	
	88.5

	a. Constant is included in the model.

	b. The cut value is .500


	Variables in the Equation

	
	B
	S.E.
	Wald
	df
	Sig.
	Exp(B)

	Step 0
	Constant
	2.041
	.222
	84.764
	1
	.000
	7.696


Block 1: Method = Forward Stepwise (Conditional)

	Omnibus Tests of Model Coefficients

	
	Chi-square
	df
	Sig.

	Step 1
	Step
	19.964
	1
	.000

	
	Block
	19.964
	1
	.000

	
	Model
	19.964
	1
	.000

	Step 2
	Step
	4.918
	1
	.027

	
	Block
	24.881
	2
	.000

	
	Model
	24.881
	2
	.000

	Step 3
	Step
	5.186
	1
	.023

	
	Block
	30.067
	3
	.000

	
	Model
	30.067
	3
	.000


	Model Summary

	Step
	-2 Log likelihood
	Cox &Snell R Square
	Nagelkerke R Square

	1
	122.774a
	.095
	.186

	2
	117.856a
	.117
	.229

	3
	112.670a
	.140
	.274

	a. Estimation terminated at iteration number 6 because parameter estimates changed by less than .001.


	Classification Tablea

	
	Observed
	Predicted

	
	
	active patient
	Percentage Correct

	
	
	No
	yes
	

	Step 1
	active patient
	no
	1
	22
	4.3

	
	
	yes
	3
	174
	98.3

	
	Overall Percentage
	
	
	87.5

	Step 2
	active patient
	no
	3
	20
	13.0

	
	
	yes
	5
	172
	97.2

	
	Overall Percentage
	
	
	87.5

	Step 3
	active patient
	no
	3
	20
	13.0

	
	
	yes
	3
	174
	98.3

	
	Overall Percentage
	
	
	88.5

	a. The cut value is .500


	Variables in the Equation

	
	B
	S.E.
	Wald
	df
	Sig.
	Exp(B)

	Step 1a
	normative belief
	1.051
	.248
	17.882
	1
	.000
	2.860

	
	Constant
	-1.648
	.842
	3.836
	1
	.050
	.192

	Step 2b
	gender
	1.133
	.538
	4.427
	1
	.035
	3.104

	
	normative belief
	1.196
	.272
	19.264
	1
	.000
	3.306

	
	Constant
	-3.725
	1.330
	7.844
	1
	.005
	.024

	Step 3c
	gender
	1.215
	.544
	4.982
	1
	.026
	3.371

	
	normative belief
	1.249
	.284
	19.334
	1
	.000
	3.486

	
	knowledge
	.655
	.300
	4.773
	1
	.029
	1.925

	
	Constant
	-5.982
	1.713
	12.196
	1
	.000
	.003

	a. Variable(s) entered on step 1: normative belief.

	b. Variable(s) entered on step 2: gender.

	c. Variable(s) entered on step 3: knowledge.



Appendix 2 Binary Logistic Regression Dependent Variable 'General'

	Variables in the Equation

	
	B
	S.E.
	Wald
	df
	Sig.
	Exp(B)

	Step 0
	Constant
	1.551
	.186
	69.426
	1
	.000
	4.714


Block 1: Method = Forward Stepwise (Conditional)

	Omnibus Tests of Model Coefficients

	
	Chi-square
	df
	Sig.

	Step 1
	Step
	8.527
	1
	.003

	
	Block
	8.527
	1
	.003

	
	Model
	8.527
	1
	.003

	Step 2
	Step
	4.914
	1
	.027

	
	Block
	13.441
	2
	.001

	
	Model
	13.441
	2
	.001

	Step 3
	Step
	4.612
	1
	.032

	
	Block
	18.053
	3
	.000

	
	Model
	18.053
	3
	.000


	Model Summary

	Step
	-2 Log likelihood
	Cox &Snell R Square
	Nagelkerke R Square

	1
	176.963a
	.042
	.069

	2
	172.049a
	.065
	.108

	3
	167.437a
	.086
	.143

	a. Estimation terminated at iteration number 5 because parameter estimates changed by less than .001.


	Classification Tablea

	
	Observed
	Predicted

	
	
	General
	Percentage Correct

	
	
	no
	Yes
	

	Step 1
	general
	no
	1
	34
	2.9

	
	
	yes
	0
	165
	100.0

	
	Overall Percentage
	
	
	83.0

	Step 2
	general
	no
	1
	34
	2.9

	
	
	yes
	1
	164
	99.4

	
	Overall Percentage
	
	
	82.5

	Step 3
	general
	no
	2
	33
	5.7

	
	
	yes
	1
	164
	99.4

	
	Overall Percentage
	
	
	83.0

	a. The cut value is .500


	Variables in the Equation

	
	B
	S.E.
	Wald
	df
	Sig.
	Exp(B)

	Step 1a
	confidence
	.821
	.290
	7.999
	1
	.005
	2.272

	
	Constant
	-1.559
	1.088
	2.054
	1
	.152
	.210

	Step 2b
	confidence
	.728
	.292
	6.232
	1
	.013
	2.071

	
	universalism
	.615
	.277
	4.937
	1
	.026
	1.849

	
	Constant
	-3.578
	1.445
	6.127
	1
	.013
	.028

	Step 3c
	confidence
	.709
	.298
	5.663
	1
	.017
	2.032

	
	universalism
	.674
	.290
	5.403
	1
	.020
	1.962

	
	conformity
	-.484
	.234
	4.266
	1
	.039
	.616

	
	Constant
	-2.152
	1.579
	1.859
	1
	.173
	.116

	a. Variable(s) entered on step 1: confidence.

	b. Variable(s) entered on step 2: universalism.

	c. Variable(s) entered on step 3: conformity.


Appendix 3 GLM Multivariate Regression Output

	Descriptive Statistics

	
	Mean
	Std. Deviation
	N

	informational empowerment
	4.17
	.681
	200

	decisional empowerment
	3.21
	1.070
	200


	Multivariate Testsc

	Effect
	Value
	F
	Hypothesis df
	Error df
	Sig.
	Partial Eta Squared
	Noncent. Parameter
	Observed Powerb

	Intercept
	Pillai's Trace
	.052
	4.875a
	2.000
	177.000
	.009
	.052
	9.750
	.798

	
	Wilks' Lambda
	.948
	4.875a
	2.000
	177.000
	.009
	.052
	9.750
	.798

	
	Hotelling's Trace
	.055
	4.875a
	2.000
	177.000
	.009
	.052
	9.750
	.798

	
	Roy's Largest Root
	.055
	4.875a
	2.000
	177.000
	.009
	.052
	9.750
	.798

	Gender
	Pillai's Trace
	.012
	1.108a
	2.000
	177.000
	.333
	.012
	2.215
	.243

	
	Wilks' Lambda
	.988
	1.108a
	2.000
	177.000
	.333
	.012
	2.215
	.243

	
	Hotelling's Trace
	.013
	1.108a
	2.000
	177.000
	.333
	.012
	2.215
	.243

	
	Roy's Largest Root
	.013
	1.108a
	2.000
	177.000
	.333
	.012
	2.215
	.243

	Culturalattachment
	Pillai's Trace
	.018
	1.606a
	2.000
	177.000
	.204
	.018
	3.212
	.337

	
	Wilks' Lambda
	.982
	1.606a
	2.000
	177.000
	.204
	.018
	3.212
	.337

	
	Hotelling's Trace
	.018
	1.606a
	2.000
	177.000
	.204
	.018
	3.212
	.337

	
	Roy's Largest Root
	.018
	1.606a
	2.000
	177.000
	.204
	.018
	3.212
	.337

	education
	Pillai's Trace
	.028
	2.537a
	2.000
	177.000
	.082
	.028
	5.073
	.503

	
	Wilks' Lambda
	.972
	2.537a
	2.000
	177.000
	.082
	.028
	5.073
	.503

	
	Hotelling's Trace
	.029
	2.537a
	2.000
	177.000
	.082
	.028
	5.073
	.503

	
	Roy's Largest Root
	.029
	2.537a
	2.000
	177.000
	.082
	.028
	5.073
	.503

	residence
	Pillai's Trace
	.000
	.038a
	2.000
	177.000
	.962
	.000
	.077
	.056

	
	Wilks' Lambda
	1.000
	.038a
	2.000
	177.000
	.962
	.000
	.077
	.056

	
	Hotelling's Trace
	.000
	.038a
	2.000
	177.000
	.962
	.000
	.077
	.056

	
	Roy's Largest Root
	.000
	.038a
	2.000
	177.000
	.962
	.000
	.077
	.056

	Amount
	Pillai's Trace
	.002
	.219a
	2.000
	177.000
	.804
	.002
	.437
	.084

	
	Wilks' Lambda
	.998
	.219a
	2.000
	177.000
	.804
	.002
	.437
	.084

	
	Hotelling's Trace
	.002
	.219a
	2.000
	177.000
	.804
	.002
	.437
	.084

	
	Roy's Largest Root
	.002
	.219a
	2.000
	177.000
	.804
	.002
	.437
	.084

	healthstatus
	Pillai's Trace
	.011
	1.025a
	2.000
	177.000
	.361
	.011
	2.051
	.227

	
	Wilks' Lambda
	.989
	1.025a
	2.000
	177.000
	.361
	.011
	2.051
	.227

	
	Hotelling's Trace
	.012
	1.025a
	2.000
	177.000
	.361
	.011
	2.051
	.227

	
	Roy's Largest Root
	.012
	1.025a
	2.000
	177.000
	.361
	.011
	2.051
	.227

	Belief
	Pillai's Trace
	.090
	8.798a
	2.000
	177.000
	.000
	.090
	17.595
	.969

	
	Wilks' Lambda
	.910
	8.798a
	2.000
	177.000
	.000
	.090
	17.595
	.969

	
	Hotelling's Trace
	.099
	8.798a
	2.000
	177.000
	.000
	.090
	17.595
	.969

	
	Roy's Largest Root
	.099
	8.798a
	2.000
	177.000
	.000
	.090
	17.595
	.969

	positiveexp
	Pillai's Trace
	.028
	2.538a
	2.000
	177.000
	.082
	.028
	5.076
	.503

	
	Wilks' Lambda
	.972
	2.538a
	2.000
	177.000
	.082
	.028
	5.076
	.503

	
	Hotelling's Trace
	.029
	2.538a
	2.000
	177.000
	.082
	.028
	5.076
	.503

	
	Roy's Largest Root
	.029
	2.538a
	2.000
	177.000
	.082
	.028
	5.076
	.503

	normative belief
	Pillai's Trace
	.008
	.711a
	2.000
	177.000
	.492
	.008
	1.422
	.169

	
	Wilks' Lambda
	.992
	.711a
	2.000
	177.000
	.492
	.008
	1.422
	.169

	
	Hotelling's Trace
	.008
	.711a
	2.000
	177.000
	.492
	.008
	1.422
	.169

	
	Roy's Largest Root
	.008
	.711a
	2.000
	177.000
	.492
	.008
	1.422
	.169

	confidence
	Pillai's Trace
	.029
	2.636a
	2.000
	177.000
	.074
	.029
	5.271
	.519

	
	Wilks' Lambda
	.971
	2.636a
	2.000
	177.000
	.074
	.029
	5.271
	.519

	
	Hotelling's Trace
	.030
	2.636a
	2.000
	177.000
	.074
	.029
	5.271
	.519

	
	Roy's Largest Root
	.030
	2.636a
	2.000
	177.000
	.074
	.029
	5.271
	.519

	knowledge
	Pillai's Trace
	.013
	1.159a
	2.000
	177.000
	.316
	.013
	2.318
	.252

	
	Wilks' Lambda
	.987
	1.159a
	2.000
	177.000
	.316
	.013
	2.318
	.252

	
	Hotelling's Trace
	.013
	1.159a
	2.000
	177.000
	.316
	.013
	2.318
	.252

	
	Roy's Largest Root
	.013
	1.159a
	2.000
	177.000
	.316
	.013
	2.318
	.252

	Self-direction
	Pillai's Trace
	.090
	8.729a
	2.000
	177.000
	.000
	.090
	17.458
	.968

	
	Wilks' Lambda
	.910
	8.729a
	2.000
	177.000
	.000
	.090
	17.458
	.968

	
	Hotelling's Trace
	.099
	8.729a
	2.000
	177.000
	.000
	.090
	17.458
	.968

	
	Roy's Largest Root
	.099
	8.729a
	2.000
	177.000
	.000
	.090
	17.458
	.968

	power
	Pillai's Trace
	.023
	2.128a
	2.000
	177.000
	.122
	.023
	4.256
	.432

	
	Wilks' Lambda
	.977
	2.128a
	2.000
	177.000
	.122
	.023
	4.256
	.432

	
	Hotelling's Trace
	.024
	2.128a
	2.000
	177.000
	.122
	.023
	4.256
	.432

	
	Roy's Largest Root
	.024
	2.128a
	2.000
	177.000
	.122
	.023
	4.256
	.432

	Universalism
	Pillai's Trace
	.001
	.121a
	2.000
	177.000
	.886
	.001
	.242
	.068

	
	Wilks' Lambda
	.999
	.121a
	2.000
	177.000
	.886
	.001
	.242
	.068

	
	Hotelling's Trace
	.001
	.121a
	2.000
	177.000
	.886
	.001
	.242
	.068

	
	Roy's Largest Root
	.001
	.121a
	2.000
	177.000
	.886
	.001
	.242
	.068

	Achievement
	Pillai's Trace
	.008
	.748a
	2.000
	177.000
	.475
	.008
	1.495
	.176

	
	Wilks' Lambda
	.992
	.748a
	2.000
	177.000
	.475
	.008
	1.495
	.176

	
	Hotelling's Trace
	.008
	.748a
	2.000
	177.000
	.475
	.008
	1.495
	.176

	
	Roy's Largest Root
	.008
	.748a
	2.000
	177.000
	.475
	.008
	1.495
	.176

	security
	Pillai's Trace
	.027
	2.449a
	2.000
	177.000
	.089
	.027
	4.897
	.488

	
	Wilks' Lambda
	.973
	2.449a
	2.000
	177.000
	.089
	.027
	4.897
	.488

	
	Hotelling's Trace
	.028
	2.449a
	2.000
	177.000
	.089
	.027
	4.897
	.488

	
	Roy's Largest Root
	.028
	2.449a
	2.000
	177.000
	.089
	.027
	4.897
	.488

	Stimulation
	Pillai's Trace
	.034
	3.079a
	2.000
	177.000
	.048
	.034
	6.159
	.588

	
	Wilks' Lambda
	.966
	3.079a
	2.000
	177.000
	.048
	.034
	6.159
	.588

	
	Hotelling's Trace
	.035
	3.079a
	2.000
	177.000
	.048
	.034
	6.159
	.588

	
	Roy's Largest Root
	.035
	3.079a
	2.000
	177.000
	.048
	.034
	6.159
	.588

	Conformity
	Pillai's Trace
	.043
	3.992a
	2.000
	177.000
	.020
	.043
	7.985
	.709

	
	Wilks' Lambda
	.957
	3.992a
	2.000
	177.000
	.020
	.043
	7.985
	.709

	
	Hotelling's Trace
	.045
	3.992a
	2.000
	177.000
	.020
	.043
	7.985
	.709

	
	Roy's Largest Root
	.045
	3.992a
	2.000
	177.000
	.020
	.043
	7.985
	.709

	tradition
	Pillai's Trace
	.003
	.276a
	2.000
	177.000
	.759
	.003
	.552
	.093

	
	Wilks' Lambda
	.997
	.276a
	2.000
	177.000
	.759
	.003
	.552
	.093

	
	Hotelling's Trace
	.003
	.276a
	2.000
	177.000
	.759
	.003
	.552
	.093

	
	Roy's Largest Root
	.003
	.276a
	2.000
	177.000
	.759
	.003
	.552
	.093

	hedonism
	Pillai's Trace
	.028
	2.530a
	2.000
	177.000
	.083
	.028
	5.060
	.502

	
	Wilks' Lambda
	.972
	2.530a
	2.000
	177.000
	.083
	.028
	5.060
	.502

	
	Hotelling's Trace
	.029
	2.530a
	2.000
	177.000
	.083
	.028
	5.060
	.502

	
	Roy's Largest Root
	.029
	2.530a
	2.000
	177.000
	.083
	.028
	5.060
	.502

	Benevolence
	Pillai's Trace
	.001
	.086a
	2.000
	177.000
	.917
	.001
	.173
	.063

	
	Wilks' Lambda
	.999
	.086a
	2.000
	177.000
	.917
	.001
	.173
	.063

	
	Hotelling's Trace
	.001
	.086a
	2.000
	177.000
	.917
	.001
	.173
	.063

	
	Roy's Largest Root
	.001
	.086a
	2.000
	177.000
	.917
	.001
	.173
	.063

	a. Exact statistic

	b. Computed using alpha = .05

	c. Design: Intercept + gender + culturalattachment + education + residence + amount + healthstatus + belief + positiveexp + normative belief + confidence + knowledge + self-direction + power + universalism + achievement + security + stimulation + conformity + tradition + hedonism + benevolence


	Tests of Between-Subjects Effects

	Source
	Dependent Variable
	Type III Sum of Squares
	df
	Mean Square
	F
	Sig.
	Partial Eta Squared
	Noncent. Parameter
	Observed Powerb

	Corrected Model
	informational empowerment
	23.699a
	21
	1.129
	2.932
	.000
	.257
	61.563
	1.000

	
	decisional empowerment
	60.420c
	21
	2.877
	3.061
	.000
	.265
	64.271
	1.000

	Intercept
	informational empowerment
	2.591
	1
	2.591
	6.730
	.010
	.036
	6.730
	.732

	
	decisional empowerment
	5.039
	1
	5.039
	5.361
	.022
	.029
	5.361
	.634

	Gender
	informational empowerment
	.853
	1
	.853
	2.215
	.138
	.012
	2.215
	.316

	
	decisional empowerment
	.055
	1
	.055
	.059
	.809
	.000
	.059
	.057

	Culturalattachment
	informational empowerment
	.413
	1
	.413
	1.072
	.302
	.006
	1.072
	.178

	
	decisional empowerment
	2.627
	1
	2.627
	2.795
	.096
	.015
	2.795
	.383

	education
	informational empowerment
	.157
	1
	.157
	.408
	.524
	.002
	.408
	.097

	
	decisional empowerment
	3.593
	1
	3.593
	3.822
	.052
	.021
	3.822
	.494

	residence
	informational empowerment
	2.424E-5
	1
	2.424E-5
	.000
	.994
	.000
	.000
	.050

	
	decisional empowerment
	.069
	1
	.069
	.074
	.786
	.000
	.074
	.058

	amount
	informational empowerment
	.029
	1
	.029
	.075
	.784
	.000
	.075
	.059

	
	decisional empowerment
	.398
	1
	.398
	.424
	.516
	.002
	.424
	.099

	healthstatus
	informational empowerment
	.681
	1
	.681
	1.769
	.185
	.010
	1.769
	.263

	
	decisional empowerment
	.043
	1
	.043
	.045
	.832
	.000
	.045
	.055

	Belief
	informational empowerment
	5.911
	1
	5.911
	15.355
	.000
	.079
	15.355
	.974

	
	decisional empowerment
	5.458
	1
	5.458
	5.806
	.017
	.032
	5.806
	.669

	positiveexp
	informational empowerment
	1.933
	1
	1.933
	5.021
	.026
	.027
	5.021
	.606

	
	decisional empowerment
	.615
	1
	.615
	.655
	.420
	.004
	.655
	.127

	normative belief
	informational empowerment
	.497
	1
	.497
	1.290
	.258
	.007
	1.290
	.204

	
	decisional empowerment
	.375
	1
	.375
	.399
	.528
	.002
	.399
	.096

	confidence
	informational empowerment
	1.969
	1
	1.969
	5.115
	.025
	.028
	5.115
	.614

	
	decisional empowerment
	.012
	1
	.012
	.013
	.909
	.000
	.013
	.051

	knowledge
	informational empowerment
	.016
	1
	.016
	.041
	.840
	.000
	.041
	.055

	
	decisional empowerment
	2.168
	1
	2.168
	2.306
	.131
	.013
	2.306
	.327

	Self-direction
	informational empowerment
	6.230
	1
	6.230
	16.184
	.000
	.083
	16.184
	.979

	
	decisional empowerment
	4.094
	1
	4.094
	4.354
	.038
	.024
	4.354
	.546

	power
	informational empowerment
	.050
	1
	.050
	.130
	.719
	.001
	.130
	.065

	
	decisional empowerment
	3.375
	1
	3.375
	3.590
	.060
	.020
	3.590
	.470

	Universalism
	informational empowerment
	.014
	1
	.014
	.036
	.850
	.000
	.036
	.054

	
	decisional empowerment
	.223
	1
	.223
	.238
	.626
	.001
	.238
	.077

	Achievement
	informational empowerment
	.568
	1
	.568
	1.476
	.226
	.008
	1.476
	.227

	
	decisional empowerment
	.015
	1
	.015
	.016
	.900
	.000
	.016
	.052

	security
	informational empowerment
	.633
	1
	.633
	1.645
	.201
	.009
	1.645
	.247

	
	decisional empowerment
	3.998
	1
	3.998
	4.253
	.041
	.023
	4.253
	.536

	Stimulation
	informational empowerment
	1.648
	1
	1.648
	4.280
	.040
	.023
	4.280
	.539

	
	decisional empowerment
	.690
	1
	.690
	.734
	.393
	.004
	.734
	.136

	Conformity
	informational empowerment
	.020
	1
	.020
	.052
	.820
	.000
	.052
	.056

	
	decisional empowerment
	6.810
	1
	6.810
	7.244
	.008
	.039
	7.244
	.763

	tradition
	informational empowerment
	.092
	1
	.092
	.238
	.626
	.001
	.238
	.077

	
	decisional empowerment
	.411
	1
	.411
	.438
	.509
	.002
	.438
	.101

	Hedonism
	informational empowerment
	.259
	1
	.259
	.674
	.413
	.004
	.674
	.129

	
	decisional empowerment
	4.698
	1
	4.698
	4.997
	.027
	.027
	4.997
	.604

	Benevolence
	informational empowerment
	.051
	1
	.051
	.134
	.715
	.001
	.134
	.065

	
	decisional empowerment
	.074
	1
	.074
	.079
	.780
	.000
	.079
	.059

	Error
	informational empowerment
	68.521
	178
	.385
	
	
	
	
	

	
	decisional empowerment
	167.335
	178
	.940
	
	
	
	
	

	Total
	informational empowerment
	3570.000
	200
	
	
	
	
	
	

	
	decisional empowerment
	2295.000
	200
	
	
	
	
	
	

	Corrected Total
	informational empowerment
	92.220
	199
	
	
	
	
	
	

	
	decisional empowerment
	227.755
	199
	
	
	
	
	
	

	a. R Squared = .257 (Adjusted R Squared = .169)

	b. Computed using alpha = .05

	c. R Squared = .265 (Adjusted R Squared = .179)


	Parameter Estimates

	Dependent Variable
	Parameter
	B
	Std. Error
	t
	Sig.

	informational empowerment
	Intercept
	1.643
	.633
	2.594
	.010

	
	gender
	.148
	.099
	1.488
	.138

	
	culturalattachment
	-.106
	.102
	-1.035
	.302

	
	education
	.037
	.058
	.639
	.524

	
	residence
	-.001
	.092
	-.008
	.994

	
	amount
	.017
	.060
	.275
	.784

	
	healthstatus
	.081
	.061
	1.330
	.185

	
	belief
	.264
	.067
	3.919
	.000

	
	positiveexp
	.187
	.084
	2.241
	.026

	
	normative belief
	.063
	.056
	1.136
	.258

	
	confidence
	-.197
	.087
	-2.262
	.025

	
	knowledge
	.012
	.058
	.203
	.840

	
	self-direction
	.330
	.082
	4.023
	.000

	
	power
	.022
	.060
	.360
	.719

	
	universalism
	.015
	.079
	.190
	.850

	
	achievement
	-.092
	.076
	-1.215
	.226

	
	security
	.088
	.068
	1.282
	.201

	
	stimulation
	-.121
	.058
	-2.069
	.040

	
	conformity
	.012
	.054
	.228
	.820

	
	tradition
	-.029
	.060
	-.488
	.626

	
	hedonism
	-.051
	.062
	-.821
	.413

	
	benevolence
	-.034
	.093
	-.366
	.715

	decisional empowerment
	Intercept
	2.291
	.990
	2.315
	.022

	
	gender
	.038
	.155
	.242
	.809

	
	culturalattachment
	-.267
	.160
	-1.672
	.096

	
	education
	-.176
	.090
	-1.955
	.052

	
	residence
	-.039
	.144
	-.272
	.786

	
	amount
	.061
	.094
	.651
	.516

	
	healthstatus
	-.020
	.095
	-.213
	.832

	
	belief
	.254
	.105
	2.410
	.017

	
	positiveexp
	.106
	.131
	.809
	.420

	
	normative belief
	.055
	.087
	.632
	.528

	
	confidence
	-.015
	.136
	-.114
	.909

	
	knowledge
	.137
	.090
	1.519
	.131

	
	self-direction
	.268
	.128
	2.087
	.038

	
	power
	-.179
	.094
	-1.895
	.060

	
	universalism
	.060
	.124
	.488
	.626

	
	achievement
	-.015
	.119
	-.126
	.900

	
	security
	.221
	.107
	2.062
	.041

	
	stimulation
	.078
	.091
	.857
	.393

	
	conformity
	-.227
	.084
	-2.691
	.008

	
	tradition
	-.062
	.093
	-.662
	.509

	
	hedonism
	-.218
	.098
	-2.236
	.027

	
	benevolence
	-.041
	.146
	-.280
	.780

	


Appendix 4 Ordinal Logistic Regression Dependent Variable 'Informational Empowerment'

	Model Fitting Information

	Model
	-2 Log Likelihood
	Chi-Square
	Df
	Sig.

	Intercept Only
	403.456
	
	
	

	Final
	344.864
	58.592
	21
	.000

	Link function: Probit.


	Goodness-of-Fit

	
	Chi-Square
	Df
	Sig.

	Pearson
	509.944
	576
	.978

	Deviance
	344.864
	576
	1.000

	Link function: Probit.


	Pseudo R-Square

	Cox and Snell
	.254

	Nagelkerke
	.293

	McFadden
	.145

	Link function: Probit.


	Parameter Estimates

	
	Estimate
	Std. Error
	Wald
	df
	Sig.

	Threshold
	[informational empowerment = 2]
	2.120
	1.211
	3.063
	1
	.080

	
	[informational empowerment = 3]
	3.647
	1.210
	9.086
	1
	.003

	
	[informational empowerment = 4]
	5.530
	1.240
	19.892
	1
	.000

	Location
	Gender
	.309
	.188
	2.709
	1
	.100

	
	Culturalattachment
	-.213
	.192
	1.228
	1
	.268

	
	Education
	.079
	.109
	.523
	1
	.470

	
	Residence
	-.006
	.173
	.001
	1
	.975

	
	Amount
	.037
	.113
	.104
	1
	.747

	
	Healthstatus
	.176
	.117
	2.282
	1
	.131

	
	Belief
	.519
	.131
	15.647
	1
	.000

	
	Positiveexp
	.356
	.156
	5.222
	1
	.022

	
	normative belief
	.109
	.109
	1.010
	1
	.315

	
	Confidence
	-.380
	.164
	5.340
	1
	.021

	
	Knowledge
	.040
	.109
	.132
	1
	.716

	
	self-direction
	.641
	.159
	16.321
	1
	.000

	
	Power
	.041
	.114
	.126
	1
	.723

	
	Universalism
	.044
	.150
	.084
	1
	.771

	
	Achievement
	-.172
	.146
	1.401
	1
	.237

	
	Security
	.181
	.130
	1.938
	1
	.164

	
	Stimulation
	-.248
	.113
	4.796
	1
	.029

	
	Conformity
	.016
	.102
	.026
	1
	.873

	
	Tradition
	-.048
	.114
	.176
	1
	.675

	
	Hedonism
	-.122
	.120
	1.029
	1
	.310

	
	Benevolence
	-.076
	.176
	.186
	1
	.666

	Link function: Probit.


Appendix 5 Ordinal Logistic Regression Dependent Variable 'Decisional Empowerment'

	Model Fitting Information

	Model
	-2 Log Likelihood
	Chi-Square
	df
	Sig.

	Intercept Only
	579.111
	
	
	

	Final
	515.876
	63.235
	21
	.000

	Link function: Probit.


	Pseudo R-Square

	Cox and Snell
	.271

	Nagelkerke
	.287

	McFadden
	.109

	Link function: Probit.


	Goodness-of-Fit

	
	Chi-Square
	Df
	Sig.

	Pearson
	801.653
	775
	.246

	Deviance
	515.876
	775
	1.000

	Link function: Probit.


	Parameter Estimates

	
	Estimate
	Std. Error
	Wald
	df
	Sig.

	Threshold
	[decisional empowerment = 1]
	-.999
	1.096
	.829
	1
	.362

	
	[decisional empowerment = 2]
	.405
	1.092
	.138
	1
	.711

	
	[decisional empowerment = 3]
	1.410
	1.095
	1.658
	1
	.198

	
	[decisional empowerment = 4]
	2.431
	1.100
	4.884
	1
	.027

	Location
	Gender
	.042
	.171
	.059
	1
	.808

	
	Culturalattachment
	-.333
	.179
	3.460
	1
	.063

	
	Education
	-.207
	.100
	4.244
	1
	.039

	
	Residence
	-.029
	.158
	.034
	1
	.855

	
	Amount
	.062
	.104
	.356
	1
	.551

	
	Healthstatus
	-.004
	.106
	.002
	1
	.969

	
	Belief
	.316
	.118
	7.127
	1
	.008

	
	Positiveexp
	.111
	.144
	.599
	1
	.439

	
	normative belief
	.036
	.100
	.130
	1
	.718

	
	Confidence
	-.008
	.150
	.003
	1
	.955

	
	Knowledge
	.172
	.101
	2.889
	1
	.089

	
	self-direction
	.319
	.142
	5.041
	1
	.025

	
	Power
	-.229
	.106
	4.662
	1
	.031

	
	Universalism
	.096
	.136
	.493
	1
	.483

	
	Achievement
	.017
	.133
	.017
	1
	.898

	
	Security
	.259
	.119
	4.707
	1
	.030

	
	Stimulation
	.077
	.102
	.568
	1
	.451

	
	Conformity
	-.272
	.095
	8.224
	1
	.004

	
	Tradition
	-.051
	.103
	.241
	1
	.624

	
	Hedonism
	-.291
	.112
	6.729
	1
	.009

	
	Benevolence
	-.060
	.161
	.139
	1
	.709

	Link function: Probit.


Appendix 6 Descriptive Statistics

	Descriptive Statistics
	Total Respondent (N = 200)
	Asian Respondent (N = 123)
	European Respondent (N = 69)

	Variables
	Mean
	Std Dev
	Mean
	Std Dev
	Mean
	Std Dev

	gender
	1.5
	0.501
	1.41
	0.495
	1.64
	0.484

	Culturalattachment
	1.7
	0.542
	N/A
	N/A
	N/A
	N/A

	education
	3.62
	0.86
	3.72
	0.815
	3.49
	0.918

	residence
	2.73
	0.817
	2.82
	0.878
	2.55
	0.676

	amount
	3.24
	1.319
	3.54
	1.344
	2.62
	1.03

	Healthstatus
	3.27
	0.831
	3.16
	0.783
	3.45
	0.916

	Activepatient
	0.89
	0.32
	0.91
	0.287
	0.84
	0.369

	general
	0.83
	0.381
	0.85
	0.363
	0.78
	0.415

	important1
	3.86
	1.056
	4.07
	0.841
	3.48
	1.279

	important2
	3.78
	1.033
	3.84
	0.853
	3.68
	1.278

	important3
	3.96
	0.931
	4.04
	0.783
	3.83
	1.111

	belief1
	3.83
	0.93
	4.1
	0.74
	3.41
	1.034

	belief2
	4.06
	0.852
	4.24
	0.717
	3.72
	0.922

	outcome1
	4.75
	0.632
	4.76
	0.632
	4.72
	0.662

	outcome2
	4.45
	0.721
	4.46
	0.727
	4.39
	0.732

	confidence1
	3.46
	0.997
	3.64
	0.897
	3.25
	1.104

	confidence2
	4.11
	0.807
	4.08
	0.806
	4.12
	0.814

	confidence3
	3.66
	0.852
	3.74
	0.838
	3.49
	0.868

	confidence4
	3.83
	0.861
	3.89
	0.828
	3.72
	0.906

	knowledge1
	2.96
	0.994
	3.07
	0.977
	2.8
	0.964

	knowledge2
	2.64
	1.032
	2.82
	0.95
	2.33
	1.094

	knowledge3
	3.43
	0.871
	3.46
	0.871
	3.35
	0.888

	knowledge4
	3.12
	1.087
	3.28
	1.036
	2.86
	1.088

	Self-direction
	4.03
	0.856
	4.07
	0.787
	3.96
	0.962

	power
	3.11
	1.179
	3.41
	1.116
	2.64
	1.111

	universalism
	4.14
	0.97
	4.14
	0.961
	4.12
	0.993

	achievement
	3.95
	0.925
	3.97
	0.877
	3.94
	0.953

	security
	3.56
	1.15
	3.75
	1.045
	3.22
	1.199

	stimulation
	3.74
	0.994
	3.82
	0.915
	3.52
	1.079

	conformity
	2.89
	1.131
	3.18
	1.138
	2.38
	0.925

	universalism2
	3.8
	0.874
	3.81
	0.862
	3.72
	0.906

	tradition
	3.74
	1.126
	3.9
	1.09
	3.45
	1.157

	hedonism
	4.24
	0.828
	4.41
	0.722
	3.99
	0.866

	selfdirection2
	4.24
	0.767
	4.27
	0.678
	4.19
	0.912

	benevolence
	4.34
	0.69
	4.41
	0.598
	4.2
	0.815

	achievement2
	3.97
	0.891
	4.14
	0.803
	3.64
	0.954

	security2
	4.03
	0.896
	4.2
	0.757
	3.68
	1.022

	stimulation2
	3.46
	1.079
	3.56
	1.088
	3.3
	1.047

	conformity2
	3.02
	1.154
	3.08
	1.135
	2.88
	1.195

	power2
	3.24
	1.012
	3.47
	0.926
	2.93
	1.005

	benevolence2
	4.24
	0.772
	4.2
	0.72
	4.26
	0.869

	universalism3
	4.07
	0.783
	4.16
	0.682
	3.84
	0.918

	tradition2
	3.92
	1.358
	4.44
	0.888
	2.9
	1.516

	hedonism2
	3.67
	1.018
	3.93
	0.916
	3.26
	0.995

	infoseekingdoc1
	4.41
	0.869
	4.33
	0.929
	4.52
	0.779

	infoseekingme1
	3.49
	1.121
	3.65
	1.024
	3.23
	1.25

	deliberationdoc1
	3.8
	1.279
	3.74
	1.305
	3.94
	1.223

	deliberationme1
	4.44
	0.761
	4.41
	0.735
	4.46
	0.815

	finaldecisiondoc1
	2.96
	1.2
	2.81
	1.19
	3.13
	1.175

	finaldecisionme1
	3.12
	1.234
	2.97
	1.201
	3.39
	1.251


One Way Anova

	ANOVA

	
	F
	Sig.

	self-direction
	Between Groups
	.538
	.585

	
	Within Groups
	
	

	
	Total
	
	

	power
	Between Groups
	16.758
	.000

	
	Within Groups
	
	

	
	Total
	
	

	universalism
	Between Groups
	1.958
	.144

	
	Within Groups
	
	

	
	Total
	
	

	achievement
	Between Groups
	1.916
	.150

	
	Within Groups
	
	

	
	Total
	
	

	security
	Between Groups
	8.364
	.000

	
	Within Groups
	
	

	
	Total
	
	

	stimulation
	Between Groups
	1.603
	.204

	
	Within Groups
	
	

	
	Total
	
	

	conformity
	Between Groups
	5.984
	.003

	
	Within Groups
	
	

	
	Total
	
	

	tradition
	Between Groups
	27.451
	.000

	
	Within Groups
	
	

	
	Total
	
	

	hedonism
	Between Groups
	9.369
	.000

	
	Within Groups
	
	

	
	Total
	
	

	benevolence
	Between Groups
	1.278
	.281

	
	Within Groups
	
	

	
	Total
	
	


Correlation

	Correlations

	
	active patient
	general
	informational empowerment
	decisional empowerment
	gender
	nationality
	education
	residence
	amount
	healthstatus

	active patient
	Pearson Correlation
	1
	.453**
	.206**
	.278**
	.110
	.087
	.023
	.075
	.076
	-.072

	
	Sig. (2-tailed)
	
	.000
	.003
	.000
	.122
	.223
	.746
	.291
	.283
	.313

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	general
	Pearson Correlation
	.453**
	1
	.251**
	.253**
	-.039
	.081
	.133
	.012
	.092
	-.025

	
	Sig. (2-tailed)
	.000
	
	.000
	.000
	.579
	.254
	.060
	.869
	.194
	.729

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	informational empowerment
	Pearson Correlation
	.206**
	.251**
	1
	.343**
	.088
	-.009
	.051
	.027
	.039
	.025

	
	Sig. (2-tailed)
	.003
	.000
	
	.000
	.213
	.904
	.475
	.702
	.581
	.725

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	decisional empowerment
	Pearson Correlation
	.278**
	.253**
	.343**
	1
	.136
	-.112
	-.113
	.020
	.007
	-.009

	
	Sig. (2-tailed)
	.000
	.000
	.000
	
	.055
	.115
	.112
	.784
	.924
	.898

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	gender
	Pearson Correlation
	.110
	-.039
	.088
	.136
	1
	-.157*
	-.303**
	-.018
	-.080
	-.145*

	
	Sig. (2-tailed)
	.122
	.579
	.213
	.055
	
	.026
	.000
	.796
	.261
	.041

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	nationality
	Pearson Correlation
	.087
	.081
	-.009
	-.112
	-.157*
	1
	.063
	.168*
	.326**
	-.129

	
	Sig. (2-tailed)
	.223
	.254
	.904
	.115
	.026
	
	.377
	.017
	.000
	.069

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	education
	Pearson Correlation
	.023
	.133
	.051
	-.113
	-.303**
	.063
	1
	.063
	.044
	.137

	
	Sig. (2-tailed)
	.746
	.060
	.475
	.112
	.000
	.377
	
	.373
	.539
	.053

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	residence
	Pearson Correlation
	.075
	.012
	.027
	.020
	-.018
	.168*
	.063
	1
	.785**
	.106

	
	Sig. (2-tailed)
	.291
	.869
	.702
	.784
	.796
	.017
	.373
	
	.000
	.136

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	amount
	Pearson Correlation
	.076
	.092
	.039
	.007
	-.080
	.326**
	.044
	.785**
	1
	.130

	
	Sig. (2-tailed)
	.283
	.194
	.581
	.924
	.261
	.000
	.539
	.000
	
	.067

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	healthstatus
	Pearson Correlation
	-.072
	-.025
	.025
	-.009
	-.145*
	-.129
	.137
	.106
	.130
	1

	
	Sig. (2-tailed)
	.313
	.729
	.725
	.898
	.041
	.069
	.053
	.136
	.067
	

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	normative belief
	Pearson Correlation
	.334**
	.102
	.181*
	.092
	-.006
	.138
	.037
	.019
	.001
	-.071

	
	Sig. (2-tailed)
	.000
	.153
	.010
	.194
	.937
	.051
	.600
	.792
	.989
	.315

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	confidence
	Pearson Correlation
	.135
	.208**
	.127
	.143*
	-.045
	.082
	.100
	.025
	.038
	.249**

	
	Sig. (2-tailed)
	.057
	.003
	.074
	.043
	.525
	.247
	.158
	.726
	.589
	.000

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	knowledge
	Pearson Correlation
	.148*
	.156*
	.039
	.073
	-.091
	.181*
	.124
	-.024
	.029
	.023

	
	Sig. (2-tailed)
	.036
	.027
	.581
	.301
	.200
	.011
	.080
	.733
	.685
	.750

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	belief
	Pearson Correlation
	.235**
	.164*
	.314**
	.184**
	-.044
	.245**
	.047
	.088
	.105
	-.057

	
	Sig. (2-tailed)
	.001
	.020
	.000
	.009
	.538
	.000
	.507
	.213
	.140
	.420

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	outcomeexp
	Pearson Correlation
	.026
	.062
	.212**
	.107
	-.032
	.017
	.144*
	-.137
	-.072
	.020

	
	Sig. (2-tailed)
	.716
	.385
	.003
	.130
	.649
	.811
	.042
	.054
	.308
	.780

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	self-direction
	Pearson Correlation
	.165*
	.191**
	.302**
	.234**
	-.080
	.070
	.109
	-.020
	.034
	.105

	
	Sig. (2-tailed)
	.020
	.007
	.000
	.001
	.262
	.325
	.123
	.773
	.631
	.140

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	power
	Pearson Correlation
	.088
	.065
	-.018
	-.202**
	-.266**
	.197**
	.151*
	-.032
	.081
	-.074

	
	Sig. (2-tailed)
	.214
	.364
	.805
	.004
	.000
	.005
	.032
	.651
	.252
	.301

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	universalism
	Pearson Correlation
	.188**
	.189**
	.114
	.120
	.050
	.125
	.042
	-.003
	.093
	.054

	
	Sig. (2-tailed)
	.008
	.007
	.109
	.089
	.484
	.079
	.552
	.968
	.191
	.444

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	achievement
	Pearson Correlation
	.053
	.041
	.050
	.042
	-.069
	.117
	.083
	-.051
	-.011
	.066

	
	Sig. (2-tailed)
	.457
	.567
	.485
	.552
	.333
	.100
	.240
	.473
	.880
	.356

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	security
	Pearson Correlation
	.139*
	.118
	.136
	.098
	.068
	.257**
	.032
	.002
	.079
	-.167*

	
	Sig. (2-tailed)
	.050
	.097
	.055
	.168
	.335
	.000
	.655
	.977
	.264
	.018

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	stimulation
	Pearson Correlation
	.000
	.057
	-.074
	-.002
	-.139
	.126
	.095
	-.070
	-.020
	.130

	
	Sig. (2-tailed)
	.995
	.427
	.299
	.972
	.050
	.075
	.181
	.326
	.777
	.067

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	conformity
	Pearson Correlation
	-.078
	-.138
	-.082
	-.272**
	-.083
	.207**
	-.171*
	-.061
	.013
	-.079

	
	Sig. (2-tailed)
	.274
	.052
	.248
	.000
	.243
	.003
	.015
	.392
	.850
	.269

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	tradition
	Pearson Correlation
	.145*
	.049
	.058
	-.037
	-.073
	.444**
	-.051
	.014
	.091
	-.125

	
	Sig. (2-tailed)
	.040
	.487
	.413
	.606
	.306
	.000
	.470
	.846
	.198
	.078

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	hedonism
	Pearson Correlation
	-.064
	.007
	-.011
	-.160*
	-.137
	.193**
	.180*
	-.064
	.044
	.113

	
	Sig. (2-tailed)
	.366
	.925
	.875
	.023
	.052
	.006
	.011
	.365
	.535
	.112

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	benevolence
	Pearson Correlation
	.112
	.105
	.119
	.148*
	.000
	.102
	-.037
	-.054
	-.081
	-.027

	
	Sig. (2-tailed)
	.113
	.139
	.092
	.036
	1.000
	.150
	.604
	.448
	.254
	.706

	
	N
	200
	200
	200
	200
	200
	200
	200
	200
	200
	200

	**. Correlation is significant at the 0.01 level (2-tailed).

	*. Correlation is significant at the 0.05 level (2-tailed).
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