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ABSTRACT

Purpose: The Self-Efficacy to Manage Chronic Disease (SEMCD) scale is widely used,
including in systemic sclerosis (SSc). The SEMCD has been validated in SSc, but the metric
equivalence of the English and French versions has not been assessed (i.e., whether psychometric
properties are equivalent across English and French).

Methods: Participants were adults from the Scleroderma Patient-Centered Intervention Network
(SPIN) Cohort (N =2159) who completed baseline measures in English- (n = 1473) or French (n
= 686) between May 2014 to July 2020. Analyses assessed internal consistency reliability via
Cronbach’s alpha and McDonald’s omega, convergent validity via Pearson’s correlations,
structural validity via confirmatory factor analysis (CFA), and differential item functioning via
the Multiple-Indicator Multiple-Cause (MIMIC) model.

Results: Internal consistency reliability was high in English (o = .93, ® = .93) and French (a =
.92,  =.93). All correlations between the SEMCD and measures of health outcomes were
moderate to large, statistically significant, and in the hypothesized direction in both languages.
The CFA demonstrated that the one-factor model of self-efficacy, overall, fit reasonably well
(CFI=.96, TLI =.93, SRMR = .03, RMSEA = .14). Standardized factor loadings were large (.76
to .88). Three items displayed statistically significant uniform DIF and all six nonuniform DIF;
all DIF was of minimal magnitude. Comparison of unadjusted and DIF-adjusted models
indicated that DIF did not meaningfully impact total score (ICC = 0.999, r = 0.999).

Conclusion: Scores from English- and French-speaking adults with SSc can be combined for

analysis or compared.



Plain English Summary

Systemic sclerosis (SSc) is a rare autoimmune disease that affects the skin and various
other organ systems. Individuals with SSc report lower quality of life compared to the general
population. Self-efficacy, which is an individual’s confidence in their ability to perform a
specific task, has been shown to impact key health behaviors (e.g., sleep, taking medications)
that affect quality of life. Therefore, it is important to study self-efficacy in chronic illness
populations that reported impaired quality of life, such as SSc. One widely used measure of self-
efficacy is the Self-Efficacy to Manage Chronic Disease Scale (SEMCD). The SEMCD has been
validated in many chronic illness populations, including SSc. However, it is also crucial to
examine whether the SEMCD is valid in different languages, such as English and French. The
results of this study indicate that the SEMCD can be appropriately administered to English- and
French-speaking adults with SSc, and their scores can be compared and combined. Evidence

from this study can encourage further research on self-efficacy in diverse populations with SSc.



INTRODUCTION

Self-efficacy is a key predictor of health behaviors and self-management programs are
designed to help people with chronic diseases increase their self-efficacy, defined as their
perceived capability to perform necessary behaviors to manage their disease [1]. Self-efficacy
also plays an important role in predicting quality of life in chronic illness populations (e.g.,
cancer [2], rheumatoid arthritis [3]). The Self-Efficacy to Manage Chronic Disease Scale
(SEMCD) [4] is a 6-item, widely used, self-report measure of self-efficacy for individuals with
chronic diseases. The SEMCD has demonstrated high internal consistency, convergent validity,
and structural validity across a variety of chronic disease populations, adults with systemic
sclerosis (SSc) [4, 5].

SSc is a rare autoimmune connective tissue disease that is characterized by hardening and
tightening of the skin and effects on other organs systems (e.g., gastrointestinal tract, vascular
system). There is no curative treatment, and clinical care focuses on managing disease
manifestations and improving or maintaining quality of life. Individuals with SSc widely report
impaired quality of life compared to the general population [6]. Furthermore, quality of life in
individuals diagnosed with diffuse SSc (i.e., subtype of SSc with more extensive skin
involvement, rapid disease progression, and earlier manifestations of organ complications) [7] is
even lower compared to those diagnosed with limited SSc [6]. The Scleroderma Patient-centered
Intervention Network (SPIN) was developed to design and test accessible online psychosocial,
educational, and rehabilitation interventions to enhance quality of life for adults with SSc,
including a self-management program [8]. Riehm et al. [5] used cross-sectional data from the
SPIN cohort (N = 553) to evaluate the measurement properties of the SEMCD in English-

speaking adults with SSc. Their results found support for high internal consistency reliability (o



= 0.93) and the hypothesized unidimensional structure of the SEMCD [5]. Convergent validity
was also established via moderate to large (| » | = 0.48-0.67) correlations in the hypothesized
directions with psychological and physical outcomes.

The SEMCD is used to evaluate self-efficacy in adults with SSc in English and French
[9]. However, no study has investigated whether SEMCD scores are comparable across these
languages. It is essential that translations be examined for equivalence across populations in
order to support comparison or combination of scores. The current study assessed the
measurement properties and cross-language measurement equivalence of the SEMCD in a large
sample of adults with SSc who completed measures in English or French.
METHODS
Participants and Procedures

The sample included adults from the SPIN Cohort who completed baseline study
questionnaires from May 2014 through July 2020 in English or French. Participants were
enrolled at 46 centers from Canada, USA, UK, France, and Australia. To be eligible for the SPIN
Cohort, adults must have been classified as having SSc according to the 2013 ACR/EULAR
classification criteria [10], confirmed by a SPIN physician, and being able to respond to
questionnaires via the internet. The SPIN sample is a convenience sample. Eligible adults are
invited by the attending physician or a supervised nurse coordinator to participate, and written
informed consent is obtained. The local SPIN physician or supervised nurse coordinator then
completes a medical data form that is submitted online to initiate patient registration in the SPIN
Cohort. After completion of online registration, an automated welcoming email is sent to
participants with instructions to on how to activate their SPIN online account and how to

complete the SPIN Cohort patient measures online. SPIN Cohort participants complete outcome



measures via the internet upon enrollment and subsequently every 3 months. The SPIN Cohort
study was approved by the Research Ethics Committee of the Jewish General Hospital,
Montreal, Canada and by the Institutional Reviews Boards of each participating center.
Measures

Participants' demographic information, including age, sex, race or ethnicity, country,
years of education, employment status, and marital status, was collected. SPIN physicians
provided medical information, including time since SSc diagnosis, SSc subtype (limited or
diffuse), and modified Rodnan skin score.
SEMCD

Participants completed the 6-item SEMCD [4]. Participants rated their confidence in their
ability to manage symptoms caused by their disease (fatigue, physical discomfort/pain,
emotional distress, other symptoms/health problems), to complete tasks to manage their health
and minimize the number of medical visits needed, and to manage their disease with approaches
other than medication. The SEMCD has a 10-point response format: 1 (not at all confident) to 10
(totally confident). The total score is an average of the six items, with higher scores indicating
greater self-efficacy. The English version of the SEMCD has been validated in SSc [5], and there
was high internal consistency reliability (o = 0.93), a unifactorial structure, and expected
convergent validity with measures of psychological and physical health outcomes. The French
version was translated by SPIN using the PROMIS translation and cultural adaptation guidelines
[11]. This involved an iterative process that included forward-backward translation, expert
review and pre-testing with native speakers, cognitive debriefing, harmonization of conceptual
meaning across language, and using a universal approach to develop a translation that would be

applicable across countries where French is spoken.



PROMIS-29

The 29-item Patient Reported Outcomes Measurement Information System (PROMIS-
29) profile, version 2.0, is a measure of health status over the past 7 days. The PROMIS-29
assesses 8 domains of health status: physical function, anxiety, depression, fatigue, sleep
disturbance, ability to participate in social roles and activities, pain interference, and pain
intensity. The first 7 domains each contain 4 items that are rated on a scale from 1 to 5, with
different response anchors across the domains. The last domain, pain intensity, is a single-item
rated on a scale from 0 (no pain) to 10 (worst imaginable pain). Item responses are summed to
create total scores for each domain, which are then converted into T-scores that have been
standardized to the United States general population. Higher T-scores represent more of the
construct that is being measured (e.g., more anxiety). The PROMIS-29 has been validated in SSc
[12] and had good reliability across the total (a’s > .86, ’s > .86), English-speaking (o’s > .86,
®’s > .86), and French-speaking (o’s > .84, ®’s > .84) samples.
PHQ-8

The 8-item Patient Health Questionnaire (PHQ-8) measures depressive symptoms over
the past 2 weeks [13]. Each item is rated on a scale from 0 (not at all) to 3 (nearly every day).
Items are summed to create a total score, with higher scores representing more depressive
symptoms. The PHQ-8 has been shown to perform equivalently to the PHQ-9 [13], which is
validated in SSc [14]. In this study, the PHQ-8 demonstrated good reliability across the total (o =
.88, = .88), English-speaking (o0 = .89, ® = .89), and French-speaking (a0 = .87, ® = .88)
samples.

HAQ DI



The Health Assessment Questionnaire disability index (HAQ DI) is a measure of
functional disability over the past 7 days. The HAQ DI contains 20 items and assesses 8 domains
of activity (dressing/grooming, arising, eating, walking, hygiene, reach, grip, and common daily
activities), with at least 2 items comprising each domain. The response scale ranges from 0
(without any difficulty) to 3 (unable to do), with higher scores representing greater functional
disability. The total score is calculated by averaging the highest score from each domain, ranging
from 0 (no disability) to 3 (severe disability). The HAQ DI has been validated in SSc [15] and
demonstrated good reliability across the total (o = .95, ® = .96), English-speaking (o0 = .96, ® =
.96), and French-speaking (a0 = .94, ® = .95) samples.

Statistical Approach

Means and standard deviations were calculated for each item of the SEMCD and the total
score. An independent samples #-test and one-way ANOVA were used to compare the SEMCD
items and total score across language and country, respectively (SPSS software, version 27).
Cronbach's coefficient alpha and McDonald's omega were used to assess and compare internal
consistency reliability between language groups. Pearson's correlations between the SEMCD
total score and other health measures were used to examine convergent validity. Based on prior
research in this sample, we hypothesized that all correlations would be moderate to large and
negative, except with two outcomes (physical function and ability to participate in social roles
and activities) for which we expected to obtain positive correlations [5]. We expected all study
hypotheses to be consistent across the total, English-speaking, and French-speaking samples.
Correlations were interpreted as follows: small (| 7 | < 0.3), moderate (0.3 <|r|<0.5), or large (|
r|>0.5).[16] To test for differences between the correlations by language, correlations for the

English- and French-speaking samples were transformed to Fisher Z values. The difference



between the Z values was tested via univariate general linear modeling. Confirmatory factor
analysis (CFA) was used to evaluate the previously identified single-factor structure of the
SEMCD (Mplus software, version 8.5). Maximum likelihood estimation was used for analysis.
Overall model fit was evaluated with descriptive fit indices and interpretation guidelines [17],
including (a) the comparative fit index (CFI), with values greater than 0.95 indicating good
model fit and values greater than .90 indicating acceptable model fit; (b) the Tucker-Lewis Index
(TLI), with values greater than .95 indicating good model fit and values greater than .90
indicating acceptable model fit; (c) the root mean square error of approximation (RMSEA), with
values less than .08 indicating acceptable model fit and values less than .06 indicating good
model fit; and (c¢) the standardized root mean square residual (SRMR), with values less than .08
indicating acceptable model fit and values less than .05 indicating good model fit. Because the
chi-square test is sensitive to sample size, it was not used as a primary indicator of model fit but
is also reported for completeness [18]. In order to estimate the factor loading for item one of the
SEMCD, item two was used to set the metric for the latent variable.

The Multiple-Indicator Multiple-Cause (MIMIC) model was used to examine uniform
and nonuniform differential item functioning (DIF) for the English versus French versions of the
SEMCD. The MIMIC model uses structural equation modeling and adds the language group
variable to the CFA model as an observed variable. The base MIMIC model is comprised of the
CFA model and the direct effect of language group on the latent self-efficacy factor, which
controls for group differences on the level of the latent factor. It also adds a direct effect of the
covariates on the latent factor, controlling for any differences on the sociodemographic and
disease-related variables. To assess for uniform DIF, each item on the SEMCD was regressed on

language group through a sequential procedure. Uniform DIF was considered significant if there

10



was a statistically significant association (alpha = 0.05) between the item and language group,
after controlling for any differences in the overall level of the latent factor between groups. To
evaluate nonuniform DIF, an interaction between language group and the latent variable was
added to the MIMIC model [19]. The presence of nonuniform DIF was indicated by a
statistically significant difference between factor loadings across language groups. Due to the
large sample size, we expected the MIMIC model to show statistically significant DIF for
multiple items. In order to assess whether any DIF had a meaningful and practically significant
effect on SEMCD scores, the magnitude of DIF was assessed by comparing factor scores from
the baseline CFA model that did not account for DIF to factor scores from the final MIMIC
model that accounted for both uniform and nonuniform DIF via the intraclass correlation
coefficient (ICC) and Pearson’s correlation.
RESULTS

The initial sample had a combined total of 2,281 English- or French-speaking
participants, but there were 122 participants (n = 85 English-speaking; n = 37 French-speaking)
who did not complete any item of the SEMCD and were therefore removed. There were no
partial completions of the SEMCD. All remaining participants (N = 2,159) who completed the
questionnaires in English (n = 1,473) or French (n = 686) and completed every item of the
SEMCD were included in analyses. Sociodemographic and disease characteristics are displayed
in Table 1. Overall, participants endorsed moderate levels of self-efficacy related to their disease
on all items of the SEMCD. The mean + SD total score on the SEMCD was 6.45 £ 2.26 and was
not significantly different by language (p = .438) or by country, except between the USA and UK

(p =.025; USA: 6.6 £2.3; UK: 6.1 + 2.2). The score for each of the six items on the SEMCD did

not significantly differ by language (all p’s > .05). The mean + SD for item three was
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significantly higher for participants in the USA (7.2 + 2.6) compared to those in the UK (6.5 £
2.6; p =.002) and France (6.6 = 2.6; p <.001). The mean = SD for item four was significantly
higher for participants in the USA (6.2 £ 2.7) compared to those in the UK (5.6 £ 2.6; p = .013).
The mean * SD for item six was significantly higher for participants in the USA (7.1 £ 2.5)
compared to those in the UK (6.5 £ 2.6; p = .007). The SEMCD demonstrated good internal
consistency reliability for the total (o0 = .93, o = .93), English-language (a0 = .93, ® =.93), and
French-language samples (o = .92, ® = .93).

Correlations between the SEMCD and health outcome measures by language are
displayed in Table 2. Study hypotheses were confirmed with all correlations being moderate to
large, statistically significant, and in the expected direction across language. The SEMCD had a
positive correlation with physical function and ability to participate in social roles and activities.
All other outcome measures had significant negative correlations with the SEMCD. The
magnitude of the correlations was large, except for four outcomes. Sleep disturbance had a
moderate correlation for both language groups. Whereas the English-speaking sample had large
correlations for anxiety, pain intensity, and disability, the French-speaking sample showed
moderate correlations for those outcomes. The differences between the correlations of the
English- and French-speaking samples were statistically significant for all outcomes except
physical function, depression, and sleep disturbance. Magnitudes of differences were between
0.04 and 0.13.

Results from the CFA indicated that the one-factor model of self-efficacy fit well
descriptively based on two indices of model fit (CFI = .96; TLI = .93, SRMR = .03; ¥2 [9] =

413.33, p <.001). The RMSEA indicated less than acceptable model fit (RMSEA =.14).
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Standardized factor loadings for all items were large and statistically significant, ranging from
755 to .879 (see Table 3).

Statistically significant uniform DIF was found for three items (i.e., degree of confidence
in ability to manage fatigue, manage emotional distress, and do things other than just taking
medication to manage the disease) across language. Results indicated that English-speaking
individuals were expected to have slightly higher item-level responses for items 3 and 5, but a
slightly lower item-level response for item 1, compared to French-speaking participants with
equal levels of self-efficacy. All six items displayed statistically significant nonuniform.
However, the ICC and Pearson’s correlation between factor scores derived from the unadjusted
and DIF-adjusted models demonstrated near perfect agreement (ICC = 0.999 [95% CI 0.999,
0.999]) and correlation (r = 0.999 [95% CI 0.999, 0.999]).

DISCUSSION

The current study evaluated the cross-language measurement equivalence of the SEMCD
in a large sample of adults with SSc. The SEMCD had good internal consistency reliability and
convergent validity, which was consistent with prior research [4, 5]. An unexpected finding was
that the total score on the SEMCD and the scores for certain items on the SEMCD (e.g.,
confidence to manage other symptoms or health problems) were consistently higher for
participants from the USA compared to those in the UK. However, the differences between the
means of the total score and the items were small (i.e., less than .08 on a 10-point response scale)
and not practically significant. Overall, participants from all countries endorsed a moderate level
of self-efficacy to manage their SSc. Although findings revealed that the differences in the
correlations of three of the outcomes (i.e., physical function, depression, and sleep disturbance)

with the SEMCD across language were not significant, the differences were small (i.e., less than
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.08) and the cross-language correlations for each outcome were of the same magnitude (e.g., the
correlation between the SEMCD and physical function in both the English- and French-speaking
samples was large). Results confirmed the previously established single-factor model of the
SEMCD. This provides further evidence of good structural validity and indicates that that
SEMCD total score is valid. As expected, given the large sample size of our study, analyses
identified statistically significant uniform DIF for three items and nonuniform DIF for all items.
The correlation, however, between unadjusted and DIF-adjusted models demonstrated that DIF
did not substantially influence total scores between English- and French-speaking participants.
Accounting for DIF across English-and French speaking individuals with SSc did not provide
substantial information regarding participants’ levels of self-efficacy.

Overall, the findings provide evidence that the SEMCD can be used as a reliable and
valid single-factor measure of self-efficacy in SSc. SEMCD scores from English- and French-
speaking individuals with SSc can be compared or combined for analysis, which is essential to
understanding the role of self-efficacy in quality of life in SSc across diverse populations of
patients, as well as evaluating interventions designed to increase self-efficacy, and consequently
quality of life, in international samples of patients.

This study had several strengths and limitations. First, the final analyses used a large
sample of 2,159 adults with SSc, which is more than sufficient to conduct a CFA with reasonably
precise parameter estimates [20]. The sample was comprised of adults from several different
countries, which enhances support for the validity of the SEMCD for international use. However,
the SPIN cohort is a convenience sample and data were included from five high-income
countries, which limits the generalizability of the current findings to other countries. In addition,

the vast majority of adults in the SPIN cohort identified as married, white women, which
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minimizes the generalizability of this study to adults with SSc from other backgrounds (e.g.,
racial or ethnic minorities, men). Lastly, although various indices were used in this study to
evaluate the psychometric properties of the SEMCD, discriminant validity with a theoretically
distinct construct has yet to be established and warrants further study in adults with SSc.

Future research should assess the psychometric equivalence of the SEMCD across other
chronic disease populations. In sum, the present results replicate the findings of past studies and
provide evidence that the SEMCD is a brief, valid measure of chronic disease-related self-
efficacy and can be compared or combined for analysis in English- and French-speaking adults

with SSc.
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Table 1. Participant sociodemographic and disease characteristics (/N = 2,159)

Variable

Total sample

English-language

French-language

(N=2,159) sample (n = 1,473) sample (n = 686)
Demographic variables
Age, years 55.0+12.7 555+12.2 54.0+13.7
Female, no. (%) 1,889 (88) 1,294 (88) 595 (87)
Country
Canada, no. (%) 529 (25) 412 (28) 117 (17)
USA, no. (%) 785 (36) 784 (53) 1 (0)
UK, no. (%) 234 (11) 234 (16) -
France, no. (%) 570 (26) 2(0) -
Australia, no. (%) 40 (2) 40 (3) 568 (83)
Race
White, no. (%) 1,790 (83) 1,221 (83) 569 (83)
Black, no. (%) 149 (7) 79 (5) 70 (10)
Other, no. (%)? 218 (10) 171 (12) 47 (7)
Higher education > 12 years, no. (%) 1,576 (73) 1,158 (79) 418 (61)
Currently employed, no. (%) 886 (41) 606 (41) 280 (41)
Married, no. (%) 1,531 (71) 1,074 (73) 457 (67)
Medical variables
Years since first non-Raynaud's 11.1 £8.8 11.7+£9.1 10.0 £ 8.0
symptom
Disease subtype
Limited SSc, no. (%) 1244 (58) 826 (56) 418 (61)
Diffuse SSc, no. (%) 830 (38) 605 (41) 225 (33)
Modified Rodnan Skin Score 7.8 £8.2 7.9+8.6 7.6 +7.4
Self-report questionnaire scores
Self-Efficacy to Manage Chronic 6.5+2.3 6.5+2.3 6.4+2.1
Disease total score
Country
Canada 6.5£2.3 64124 6.8 +2.0
USA 6.6+2.3 6.6+23 -
UK 6.1+22 6.1+£22 -
France 6.3+22 5.7+3.8 6.3+22
Australia 6.6 £2.1 6.6 +2.1 -
PROMIS-29
Physical function score 43.5+9.0 43.0+9.0 445+ 8.9
Ability to participate in social roles 48.1£10.0 47.9+9.8 48.4+10.0
and activities
Anxiety 52.1£10.0 51.9+£10.1 52.7+10.0
Depression 51.4+94 50.8+£9.3 52.7+£94
Fatigue 549+11.1 559+11.0 52.7+10.8
Sleep disturbance 52.5+8.6 52.5+8.8 52.6+83
Pain interference 55.6 £9.7 55.8+9.7 55.2+9.7
Pain intensity 36+2.6 3.7£2.6 3.6+£2.6
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Patient Health Questionnaire-8 score 6.4+54 6.2+54 6.7+5.5
Health Assessment Questionnaire 0.7+0.7 0.8+0.7 0.6+0.6
disability index score

Values are mean + SD, unless indicated otherwise. PROMIS-29 = 29-item Patient Reported Outcomes
Measurement Information System.

? Race or ethnicity data were self-reported in each country using standard categories used in that
country. Therefore, categories differed between countries.
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Table 2. Convergent validity hypotheses and Pearson's correlation of variables with the
Self-Efficacy to Manage Chronic Disease scale®

Convergent validity Total English- French- Difference and Hypotheses
hypotheses® sample language language 95% CI between supported
(N=2,159) sample sample the English and
(n=1,473) (n = 686) French
correlations
Moderate to large positive
correlation
Physical function score 0.56 0.58 0.51 .07 (.00, .15) Yes
Ability to participate in 0.64 0.68 0.55 13 (.06, .21) Yes
social roles and
activities
Moderate to large negative
correlation
Anxiety —0.50 —-0.53 -0.44 -.09 (-.16,-.01) Yes
Depression -0.56 —0.57 -0.53 —-.04(-.11,.04) Yes
Fatigue —0.62 —0.65 -0.58 —-.07 (—.15,-.01) Yes
Sleep disturbance —0.43 —0.45 -0.38 —-.07 (-.15,.01) Yes
Pain interference -0.59 —0.63 -0.51 —-12(-.19,-.05) Yes
Pain intensity —0.53 —0.57 -0.44 —-13(-.21,-.05) Yes
Symptoms of depression, -0.59 —0.62 -0.53 —-.09(-.17,-.02) Yes
PHQ-8
Disability, HAQ DI score  —0.50 —0.53 —0.43 —.10(-.18,-.02) Yes

# All measures are drawn from the 29-item Patient Reported Outcomes Measurement

Information System, unless indicated otherwise. PHQ-8 = 8-item Patient Health Questionnaire;
HAQ DI = Health Assessment Questionnaire disability index.

®Magnitude of correlations: small = | 7 | <0.3, moderate = 0.3 <| | <0.5, and large = | | >0.5.

¢ All correlations were statistically significant at p <.05.
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Table 3. Characteristics of the Self-Efficacy to Manage Chronic Disease scale in the total,
English-language, and French-language samples

Item Mean Corrected Standardized factor loading
+ SD item-total
correlation®
Total sample (N =
2,159)
1. Fatigue 6.1 £ 0.80 0.85
2.7
2. Physical 6.0 £ 0.84 0.88
discomfort 2.7
or pain
3. Emotional 6.9+ 0.76 0.79
distress 2.6
4. Other 6.0+ 0.83 0.87
symptoms 2.6
or health
problems
5. Reduce 6.8 + 0.81 0.83
need tosee 2.5
doctor
6. Dothings 69+ 0.73 0.76
other than 2.6
just taking
medication
Total score 6.5+ — -
2.3
English-language sample (n = 1,473)
1. Fatigue 6.0 £ 0.80 0.85
2.8
2. Physical 6.1+ 0.83 0.88
discomfort 2.8
or pain
3. Emotional 6.9 + 0.76 0.79
distress 2.7
4. Other 6.1+ 0.84 0.88
symptoms 2.7
or health
problems
5. Reduce 6.8+ 0.81 0.83
need tosee 2.5
doctor
6. Dothings 6.9+ 0.75 0.78
other than 2.6
just taking
medication
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Total score

French-language sample (n = 686)
1.

2.

Fatigue

Physical
discomfort
or pain
Emotional
distress
Other
symptoms
or health
problems
Reduce
need to see
doctor

Do things
other than
just taking
medication

Total score

6.5t
2.3

6.1t
2.6
6.0 £
2.6

6.8 £
2.6
6.0 £
2.5

6.7t
23
6.8 +
2.6

6.4t
2.1

0.80

0.84

0.75

0.82

0.81

0.68

0.85

0.89

0.78

0.86

0.83

0.71

On a 10-point scale, where 1 = not at all confident and 10 = totally confident.

2Corrected item-total correlations are the correlation between each item and all the other

items on the scale, therefore avoiding correlating each item with a total score that
includes that item.
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